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est  we  forget — we  who  are  of  the  vitamin  D era — severe  rickets 
not  yet  eradicated,  and  moderate  and  mild  rickets  are  still  prevaler 
Here  is  a white  child  (see  facing  page),  supposedly  well  fed 
judged  by  weight  alone,  who  developed  severe  rickets  despite  tlj 
fact  that  he  was  reared  on  a farm  in  a locality  having  an  avera 
amount  of  fall  and  winter  sunshine  equal  to  that  in  Texas,  Louis 
ana,  and  a number  of  other  southern  states. 


How  much  more  likely  then  that  rickets  will  develop  among  cit 
bred  children  who  live  under  a smokepall  for  a large  part  of  eac 
year.  True,  vitamin  D is  more  or  less  routinely  prescribed  nowada 
for  infants.  But  is  the  anti-ricketic  routinely  administered  in  t 
home?  Does  the  child  refuse  it?  Is  it  given  in  some  unstandardiz 
form,  purchased  from  a false  sense  of  economy  because  the  physici 
did  not  specify  the  kind  ? 


A uniformly  potent  source  of  vitamin  D such  as  Ole 
Percomorphum,  administered  regularly  in  proper  dosage,  can 
more  than  protect  against  the  gross  visible  deformities  of  rickets, 
may  prevent  hidden  but  nonetheless  serious  malformations  of  t 
chest  and  the  pelvis  and  will  aid  in  promoting  good  dentition. 


MEAD  JOHNSON  & CO.,  Evansville,  Ind.,  U.  S. 


The  state  in  which  the  be 
pictured  at  right  develop* 
bow  legs  and  other  sigr 
of  severe  rickets  lies  fc; 


tween  latitudes  37°  a 
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42  . Most  of  this  stat' 
has  from  50  to  60%  win+  i 
sunshine  (regarded  as 
sunny  climate)  and  a pc 
tion  has  from  40  to  50 


winter  sunshine.  As  will bj | 
seen  from  the  blue  areaiil 


the  U.  S.  Weather  Bul«| 
map  at  the  left,  the  rrljej] 
portion  of  the  Url^ 
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POLIOMYELITIS 

The  Present  Status  of  our  Knowledge 

John  Fitch  Landon,  M.D.,  New  York  City 


Despite  the  prodigious  amount  of  in- 
tensive work  expended  by  laboratory 
workers,  epidemiologists,  and  clinicians 
in  studying  poliomyelitis  during  the  past 
thirty  years,  much  if  not  most  of  our 
knowledge  of  this  disease  still  remains 
extremely  hazy  and  speculative.  Many 
of  the  fundamental  facts  essential  to 
our  understanding  of  any  communicable 
disease,  such  as  etiology,  incubation 
period,  mode  of  transmission,  method  of 
entrance  of  the  causative  organism  into 
the  body,  prevention,  and  specific  treat- 
ment are  either  entirely  unknown  or  only 
partially  understood.  Compare,  for  in- 
stance, the  extraordinarily  complete 
knowledge  in  our  possession  concerning 
diphtheria  with  our  woefully  inadequate 
comprehension  of  the  problem  of  polio- 
myelitis. Much  of  the  data  in  the  lat- 
ter disease  is  so  conflicting  as  to  leave  one 
annoyed  and  dazed. 

It  is  perhaps  trite  to  state  that  the  more 
obscure  our  knowledge  of  any  disease, 
the  more  fascinating  it  becomes  and  this 
probably  accounts  in  large  measure  for 
the  widespread  interest  in  the  problem 
of  poliomyelitis. 

The  purpose  of  this  paper  is  to  present 
a synopsis  of  the  recent  experimental  and 
clinical  studies  and  to  summarize  our 
present  knowledge  of  the  disease. 

Etiology 

Although  it  has  not  yet  been  definitely 
proven,  so  far  as  the  human  subject  is 
concerned,  all  of  the  experimental  evi- 
dence has  for  many  years,  pointed  to  a 


filterable  virus  as  the  causative  agent  of 
poliomyelitis,  despite  the  fact  that  Rose- 
now1  still  insists  that  a pleomorphic 
streptococcus  is  responsible.  Tremendous 
advances  in  the  study  of  viruses  in  gen- 
eral have  been  recently  made.  Thus  it 
has  been  possible,  by  the  employment  of 
collodion  membranes  of  varying  degrees 
of  permeability,2  to  estimate  the  size  of 
the  various  viruses,  that  of  poliomyelitis 
being  found  to  be  extremely  small,  ap- 
proximately 100th  of  a millimicron  in 
diameter  or  100th  of  the  diameter  of  a 
staphylococcus  or  one  millionth  of  its 
mass.3  Further,  it  has.  been  demon- 
strated that  once  a virus  has  undergone 
union  with  its  prey  cell  no  amount  of 
antiserum  can  attack  it.4  This  experi- 
mental evidence  possibly  explains  the  re- 
cently demonstrated  apparent  inefficacy 
of  serum  in  the  treatment  of  human 
cases,  since  once  clinical  manifestations  of 
the  disease  have  become  apparent,  it  may 
be  too  late  for  any  form  of  serum  therapy. 
This  point  will  be  discussed  later. 

Mode  of  Invasion 

The  concept  as  to  how  the  virus  gains 
entrance  into  the  body  has  been  radically 
changed  due  to  recent  experimental 
work.  For  many  years  it  was  believed 
that  the  disease  was.  generalized  and  sys- 
temic, that  the  whole  body  shared  more 
or  less  in  the  infection,  the  central  nerv- 
ous system  being  invaded  by  way  of  the 
meninges  and  the  spinal  fluid.  How- 
ever, the  work  of  Fairbrother  and  Hurst5 
and  later  Jungeblut  and  Spring6  has.  of- 
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fered  almost  conclusive  proof  that  the 
virus  is  transmitted  directly  along  the 
axones  of  the  nerve  cells  and  neither 
systemically  or  by  way  of  the  perineural 
lymphatics  as  previously  suggested  by 
Burrows.7  Virus  injected  into  the  cere- 
bral cortex  of  rhesus  monkeys  has 
been  traced  to  the  thalamus,  medulla,  and 
cord  by  way  of  the  nerve  tracts.  In 
1933  Faber  and  Gebhardt  and  co work- 
ers8,9 instilled  virus  into  the  nasal  passages 
of  monkeys  and  found  that  it  reached 
the  olfactory  bulb  on  the  fourth  day,  the 
hypothalamus  on  the  fifth,  thalamus  and 
midbrain  on  the  sixth,  and  the  spinal 
cord  presumably  via  the  spinothalamic 
tract  on  the  seventh  day.  It  was  demon- 
strated that  when  the  olfactory  nerves, 
were  severed  no  monkey  developed  the 
disease  after  nasal  instillation  whereas 
all  of  the  control  animals  were  infected 
and  succumbed.  Observers  have  repeat- 
edly pointed  out  that  the  olfactory  mu- 
cosa with  its  twenty-odd  amyelinic  nerve 
fibers  passing  up  through  the  cribiform 
pate  present  an  ideal  field  for  attack  by 
the  virus.  It  has  been  suggested  that 
many  individuals  harbor  the  virus  in 
their  nasal  passages  without  succumbing 
to  the  disease  until  trauma,  such  as  ton- 
sillectomy10 or  excessive  muscular  ex- 
ertion lowers  the  resistance  of  the  host 
sufficiently  to  allow  penetration  of  the 
virus  into  the  central  nervous,  system. 
The  hitherto  totally  inexplicable  occur- 
rence of  single  cases  in  very  isolated 
communities  might  be  explained  on  the 
basis  of  such  a theory. 

Although  the  experimental  evidence 
for  olfactory  entrance  of  the  virus  ap- 
pears. overwhelming,  it  should  not  be 
overlooked  that  the  evidence  is  still  ex- 
perimental and  that  what  may  hold  true 
for  monkeys  does  not  necessarily  apply 
to  the  human  being.  This  important  les- 
son was  learned  from  the  employment  of 
human  convalescent  serum  which  com- 
pletely protects  the  animal  in  experiments 
with  in  vivo  neutralization  tests  but  is 
apparently  of  very  slight,  if  any,  benefit 
to  man.  In  this  connection  the  work  of 
Lawrence  W.  Smith11  of  Willard  Parker 
Hospital  in  1931  should  be  mentioned. 
He  states : 

Examination  of  fifty-six  olfactory  bulbs 
microscopically  has  shown  a surprisingly 
small  amount  of  pathological  change.  There 


has  frequently  been  edema  and  congestion, 
harbingers  of  more  extensive  damage,  but 
in  less  than  a fourth  of  them,  do  the  char- 
acteristic cellular  infiltrative  changes,  as 
seen  in  the  ganglia  and  nerve  roots,  appear. 
Either  any  inflammatory  reaction  in  these 
organs  is  extremely  short-lived,  unlike  the 
lesions  of  poliomyelitis  elsewhere  in  the 
central  nervous  system,  or  the  virus  passes 
along  these  structures  without  leaving  its 
identifying  signature.  The  third  possibility 
which  strikes  us  as  more  logical,  in  view  of 
the  essential  differences  in  the  nature  of 
the  pathological  lesions,  is  that  the  olfac- 
tory bulb  in  human  beings  is  not  necessarily 
as  frequent  a pathway  for  the  virus  as  is 
commonly  held,  and  the  nerve  roots  else- 
where are  equally  important  portals  of 
entry,  possibly  indirectly  by  way  of  the 
blood  stream  to  their  ganglia.  This  might 
help  explain  the  relative  infrequency  of 
cerebral  and  cerebellar  involvement.  From 
our  studies  the  pathways  of  distribution  of 
the  virus  do  not  seem  to  be  so  simply  ex- 
plained in  human  cases  as  they  do  in  ex- 
perimental animal  inoculation,  and  we  are 
inclined  to  feel  that  not  only  direct  exten- 
sion by  way  of  the  nasopharynx  and  other 
nerve  roots,  but  also  the  gastro-intestinal 
tract  and  blood  stream  must  be  considered 
as  very  significant  factors. 

Very  recently  also  investigators  at  the 
Rockefeller  Institute12  have  added  con- 
siderable experimental  corroboration  of 
these  views. 

Furthermore,  the  general  changes 
which  occur  throughout  the  body  espe- 
cially in  the  gastrointestinal  tract  and  the 
generalized  lymphatic  hyperplasia  must 
be  explained  by  the  advocates  of  the 
theory  that  poliomyelitis  is  a disease 
solely  of  the  central  nervous  system. 
The  explanation  advanced  that  the 
changes  observed  outside  the  nervous 
system  are  secondary  and  nonspecific  and 
such  as  may  occur  in  any  febrile  condi- 
tions, seems  a bit  weak. 

Again,  virus  has  been  recovered  from 
the  spleen  by  perfusion,  the  suggested 
explanation  being  that  the  virus  “spills 
over”  at  the  neural  synapses,  and  gains 
entrance  into  extraneural  system  tissue. 

Thus  while  the  case  for  olfactory 
transmission  of  the  virus  seems  proven 
experimentally,  there  are  s.till  doubting 
Thomases  such  as  Toomey13  who,  for  the 
reasons  previously  cited,  believe  that  the 
gastrointestinal  tract  is  the  portal  of 
entry.  As  a matter  of  fact,  it  seems  en- 
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tirely  possible  that  under  certain  condi- 
tions in  the  human  being  both  the  nasal 
and  the  gastrointestinal  routes  may  play 
a part. 

Significance  of  Neutralizing 
Antibodies 

Another  interesting  problem  which 
has  recently  received  intensive  study  is 
the  significance  of  neutralizing  antibodies 
in  the  blood  of  convalescents  and  so- 
called  “normal”  individuals.  For  many 
years  it  has  been  known  that  in  a large 
percentage  of  adults  who  give  no  history 
of  the  disease  or  known  exposure  to  it, 
neutralizing  substances  may  be  found 
in  the  blood.  Since  the  proportion  of 
immune  sera  increases  with  age  it  has 
been  reasoned  by  analogy  with  diph- 
theria14,15 that  most  individuals  have  been 
rendered  immune  from  the  disease  by 
contact  with  a dose  of  the  virus  so  small 
as  to  produce  an  unrecognized  attack  of 
the  disease  and  yet  sufficient  to  afford 
protection — the  so-called  theory  of  sub- 
clinical  immunization.  This  important 
immunological  concept  has  been  built  up 
entirely  on  the  assumption  that  the 
amount  of  neutralizing  substance  present 
in  the  blood  can  be  accepted  as  an  accu- 
rate indication  of  the  resistance  of  the  in- 
dividual to  the  disease.  This  postulate 
is  now  under  severe  fire.  Thus,  it  has 
been  shown16  in  a fairly  large  series 
(183)  of  patients  convalescent  from  the 
disease  that  nearly  forty  per  cent  showed 
no  antibody  in  the  blood.  Equally  sur- 
prising is  the  suggestive  evidence  pre- 
sented by  Harmon  and  Harkins16  that 
the  disease  may  develop  in  the  presence 
of  neutralizing  antibodies.  The  signifi- 
cance of  this  work  is  apparent.  If  the 
presence  of  neutralizing  antibody  in  the 
blood  cannot  be  accepted  as  proof  of  the 
individual’s  resistance  to  the  disease  then 
the  long  adhered  to  theory  of  immuniza- 
tion by  subinfective  doses  of  the  virus 
must  be  seriously  questioned.  In  short, 
the  presence  of  neutralizing  antibodies 
in  the  blood  may  represent  only  humoral 
immunity  and  not  tissue  immunity  and 
may  therefore  be  unreliable  as  an  index 
of  active  resistance  on  th6  part  of  the 
central  nervous  system  to  the  disease. 
The  specificity  of  these  antibodies  has 
also  been  questioned,  Jungeblut  and  oth- 


ers17 having  shown  that  various  widely 
diverse  substances  such  as  diphtheritic 
and  antistreptococcic  antitoxins,  anti- 
venoms, human  placentas,  and  even  the 
sera  from  pregnant  mares  also  contain 
specific  virus-neutralizing  antibodies. 

Students  who  reject  the  theory  that 
contact  with  the  virus  alone  is  essential 
to  antibody  stimulation  have  advanced 
various  suggestions  to  account  for  re- 
sistance such  as.  constitutional  factors, 
growth,  the  so-called  maturation  theory, 
endocrine  influences,  and  blood  grouping. 
(Jungeblut  and  Smith18  demonstrated 
that  individuals  with  group  B blood  are 
found  markedly  resistant  to  poliomye- 
litis) 

In  short,  our  entire  concept  of  the  sig- 
nificance of  the  presence  or  absence  of 
antibodies  in  the  human  blood  may  have 
to  be  revised ; and,  concomitantly  per- 
haps, also,  a revision  of  the  previously 
accepted  epidemiological  theories. 

Turning  to  the  practical  aspects  of  the 
disease,  let  us  first  consider  the  newer 
explanation  of  the  symptomatology  based 
upon  the  previously  reviewed  theory  of 
axonal  transmission  of  the  virus  by  the 
olfactory  tract.  The  earlier  and  now 
practically  discarded  systemic  theory  of 
the  disease  was  postulated  on  the  en- 
trance of  the  virus  into  the  blood  by  the 
lymph  and  thence  into  the  central  nerv- 
ous system  by  penetration  of  the  men- 
ingochoroid  barrier,  the  earliest  symp- 
toms being  usually  referable  either  to  the 
gastrointestinal  tract  (vomiting  or  diarr- 
hea), the  upper  respiratory  tract  (coryza 
and  bronchitis)  or  marked  sweating,  hy- 
peresthesia, tremor,  headache,  drowsi- 
ness, tachycardia,  apprehension,  and 
fever.  According  to  the  more  recent 
neurological  concept  as  proposed  by 
Faber19  and  others,  these  symptoms  can 
all  be  explained  on  the  basis  of  the  in- 
vasion by  the  virus  of  the  sensory  and 
vegetative  centers  of  the  diencephalon, 
which  it  reaches  via  the  olfactory  tract. 
With  further  progression  of  the  virus 
to  the  posterior  horn  cells  of  the  cord, 
there  ensues  the  train  of  signs  formerly 
attributed  largely  to  meningeal  irritation 
— stiff  and  painful  neck  and  spine,  ex- 
aggerated deep  reflexes,  Kernig’s  sign, 
and  local  pain  and  tenderness  of  the 
muscles.  A few  hours  later  with  in- 
volvement of  the  anterior  horn  cells 
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there  may  appear  the  first  evidence  of 
weakness  of  the  muscles,  followed  by  the 
loss  of  tendon  reflexes  and  flaccid  paraly- 
sis. The  virus  may  die  out  at  any  point 
along  the  course  producing  either  so- 
called  abortive  or  nonparalytic  (prepara- 
lytic) poliomyelitis.  In  my  opinion — 
perhaps  because  the  mind  is  slow  to 
abolish  a long-accepted  concept — this 
newer  explanation  does  not  as  satisfac- 
torily explain  the  progression  of  symp- 
toms as  that  based  on  the  older  systemic 
theory;  but,  if  axonal  transmission  via 
the  olfactory  nerves  is  accepted,  then  it  is 
necessary  to  admit  the  probability  of  the 
newer  theory  being  correct. 

It  might  be  well  to  mention  here  that 
although  a moderate  increase  in  the  cells, 
of  the  spinal  fluid  is  an  almost  constant 
finding  in  the  acute  stage  of  the  disease, 
yet  authentic  cases  may  occur  with  a very 
slight  increase  and  indeed,  with  no  pleo- 
cytosis. The  converse  is  also  true  that 
a number  of  other  conditions  outside  of 
the  central  nervous  system — e.g.,  entero- 
colitis, pharyngitis,  tonsillitis,  pneumonia, 
etc.  which  may  present  for  a time  a 
clinical  picture  suggestive  of  poliomye- 
litis,— may  show  a considerable  increase 
in  the  spinal  fluid  cell  count.20,21 

Prophylaxis 

From  the  point  of  view  of  the  prac- 
ticing physician  and  the  laity,  the  prob- 
lem of  prophylaxis  and  treatment  has 
been  of  paramount  importance  for  many 
years.  In  1916,  during  the  New  York 
City  epidemic,  the  local  Board  of 
Health22  received  all  manner  of  sugges- 
tions. as  to  prophylaxis  and  treatment 
ranging  from  bags  containing  camphor 
to  be  hung  around  the  neck  to  a serum 
made  from  the  blood  of  frogs  and  intra- 
spinal  injections  of  fresh  human  saliva. 
Today  our  attempts  to  discover  specific 
prophylactic  and  therapeutic  aids  are 
fortunately  on  a more  rational  basis,  but 
from  a practical  point  of  view,  it  must 
be  admitted  that  the  goal  seems  nearly 
as  distant  as  it  did  twenty  years  ago. 

As  for  specific  prophylaxis  three  meth- 
ods have  been  recently  advocated,  the  em- 
ployment of  immune  blood,  or  of  vac- 
cines, and  the  intranasal  instillation  of 
viricidal  substances. 

The  intramuscular  injection  of  whole 


blood  was  rather  intensively  practiced 
following  the  New  York  City  epidemic 
of  1931.  Stokes  and  his  associates23  in 
Philadelphia  injected  a fairly  large  group 
of  children  and  concluded  that  their  re- 
sults justified  further  trial.  However, 
no  definite  proof  of  its  efficacy  has.  been 
advanced  and  for  the  simple  reason  that, 
due  to  the  extremely  low  incidence  of  the 
disease — not  more  than  one  in  500  to 
1,000  even  in  the  worst  epidemics — a 
prodigious  number  of  individuals  would 
have  to  be  injected  before  anything  like 
an  adequate  demonstration  of  its,  worth 
could  be  made. 

The  argument  advanced  above  may  be 
employed  in  attempting  to  prove  the 
clinical  efficacy  of  vaccines.  However, 
the  important  question  concerns  not  only 
the  value  of  the  agent  but  its  safety. 
Brodie  and  Park24  developed  a vaccine 
by  injecting  monkeys  with  poliomyelitis 
virus,  emulsifying  the  cords.,  and  inacti- 
vating the  virus  with  formaldehyde. 
Over  nine  thousand  children  have  re- 
ceived this  vaccine  and  it  is  claimed  that 
after  two  doses  six  out  of  seven  de- 
veloped antibodies,  which  persisted  for 
eight  months.  In  view  of  the  recent 
work  questioning  the  inf  allability  of  the 
presence  of  humoral  antibodies  as  an 
index  of  protection,  the  efficacy  of  this 
vaccine  must  remain  sub  judice,  espe- 
cially since  a number  of  cases  so  treated 
have  subsequently  developed  the  disease 
even  though  at  too  great  a length  of  time 
after  inoculation  to  implicate  the  vaccine. 
The  present  consensus  of  opinion  is  that, 
while  the  vaccine  is.  safe,  much  more 
clinical  data  must  be  assembled  before 
any  definite  statement  as  to  its  worth 
can  be  made.  It  should  be  stated  here, 
however,  that  there  is  a fairly  general 
agreement  that  a completely  inactivated 
virus  fails,  to  produce  sufficient  antigenic 
response  to  make  it  a potent  immunizing 
agent. 

For  this  reason  Kolmer25  prepared  a 
vaccine  of  infected  emulsified  cord  in 
which  the  virus  is  devitalized  but  not 
completely  killed  by  the  use  of  so- 
dium rincineolate.  Over  10,000  children 
throughout  the  country  have  received 
this  vaccine.  Kolmer  himself  reports 
ten  cases  developing  the  disease  several 
days  after  receiving  two  doses  but  none 
after  receiving  the  third  dose.  It  is  in- 
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teres.ting  that  paralysis  developed  in  each 
instance  in  the  limb  where  the  vaccine 
was  introduced,  suggesting  the  possibility 
that  the  insufficiently  inactivated  virus 
gained  entrance  to  the  nervous  system  di- 
rectly along  the  nerve  of  the  injected 
part.  However,  the  fact  that  paralysis 
did  develop  so  soon  after  the  injection 
of  the  vaccine  would  appear  to  be  suf- 
ficient proof  that  this  method  is  unsafe 
and  adequate  reason  for  its  discontinu- 
ance. 

The  demonstration  that  certain  chemi- 
cals, notably  those  of  alum  and  picric 
acid  and  zinc  sulfate,  instilled  intra- 
nasally  in  monkeys  block  the  passage  of 
virus  so  introduced  has  suggested  its  pos- 
sible clinical  application  to  human  beings 
exposed  to  the  disease.  Of  course  this 
work  is  postulated  on  the  assumption  that 
the  olfactory  route  is  the  main  if  not  the 
sole  way  by  which  the  virus  gains  en- 
trance into  the  body.  Not  sufficient  data 
has  accumulated  to  warrant  any  definite 
statement  concerning  its  efficacy,  but  of 
all  the  suggested  methods  of  prophylaxis 
this  would  seem  to  hold  out  the  highest 
hope. 

The  enthusiastic  claims  for  human 
convalescent  serum  in  the  treatment  of 
poliomyelitis  were  undoubtedly  based  on 
the  rather  remarkable  demonstrations  of 
its  ability  to  protect  monkeys  against  the 
experimental  disease  when  injected  intra- 
cerebrally.  Within  the  last  five  or  six 
years,  however,  painstaking  statistical 
analyses  of  several  fairly  large  series  of 
cases  with  controls  have  failed  to  make 
out  a case  for  the  serum.  A number  of 
able  clinicians,  especially  in  the  West, 
are  nevertheless  convinced  that  its  em- 
ployment is  of  distinct  benefit  and  sug- 
gest that  the  failure  to  achieve  more 
dramatic  results  may  be  due  to  a num- 
ber of  factors,  such  as  insufficient  dos- 
age, too  low  a content  of  antibodies,  ad- 
ministration too  late  in  the  disease,  etc. 
Nearly  all  students,  are  in  agreement  on 
two  points,  first  that  the  serum  is  worth- 
less after  paralysis  has  set  in  and  sec- 
ondly, that  it  should  not  be  administered 
intraspinally  because  of  the  tendency  to 
aggravate  the  already  existing  signs  and 
symptoms  of  meningeal  irritation.  The 
possibility  that  its  administration  by  the 
intravenous  route  may  do  harm  should 
receive  consideration.  The  intravenous 


employment  of  any  substance  is  attended 
with  some  danger,  however  slight.  In 
the  1931  New  York  City29  epidemic,  gen- 
eral reactions  were  observed  in  over 
eighteen  per  cent  of  the  cases  to  whom 
serum  was  administered  by  that  route. 

Summing  up  the  case  for  convalescent 
serum  therapy  therefore,  the  most  that 
can  be  said  for  it  is  that  some  observers 
still  believe  that  it  remains  the  most 
logical  means  of  “specific”  therapy  which 
we  possess  and  that  in  their  opinion  fur- 
ther trial  employing  larger  dosage  seems 
justified.  However  it  should  be  borne 
in  mind  that  the  present  consensus  of 
opinion  appears  to  be  definitely  unfavor- 
able and  the  burden  of  proof  of  its  value 
now  rests  on  the  shoulders  of  its  advo- 
cates. 

Immune  sera  prepared  from  inoculat- 
ing animals,  especially  horses,  were  em- 
ployed in  the  1931  New  York  epidemic.29 
Death  followed  intraspinal  injections  in 
a number  of  cases  and  many  severe  re- 
actions resulted  from  its  administration 
intravenously  so  that  its  use  has  been  dis- 
continued. 

General  Management 

The  general  management  of  the  ordi- 
nary “spinal”  type  of  cases  remains  es- 
sentially what  it  was  twenty  years,  ago. 
Rest  which  includes  relief  of  pain,  early 
immobilization  of  the  paralyzed  part  (or 
parts)  and,  above  all,  encouragement,  re- 
main the  fundamentals  of  therapy. 

So  far  as  the  more  unusual  types  of 
the  disease  are  concerned,  namely,  the 
“bulbar”  and  intercostal  or  diaphragmatic 
paralysis,  not  inconsiderable  advances  in 
our  knowledge  of  how  to  handle  them 
have  been  made  in  the  past  few  years.  In 
the  bulbar  cases  with  involvement  of  the 
ninth  and  tenth  cranial  nerves,  where 
there  is  difficulty  in  swallowing  with 
large  amounts  of  mucoid  material  ac- 
cumulating in  the  back  of  the  throat,  the 
essentials  of  treatment  are  (1)  postural 
drainage — lowering  the  head  of  the  bed 
to  allow  the  secretions  to  flow  out — 
(2)  avoidance  of  all  food  or  fluid  by 
mouth  during  the  first  forty-eight  hours, 
the  patient's  nutrition  being  maintained 
either  by  rectal  feedings  or  intravenous 
infusions,  and  (3)  almost  constant 
aspiration  of  the  accumulated  secretions 
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of  the  throat  by  means  of  the  Sorensen 
pump.  Use  of  the  respirator  is.  abso- 
lutely contraindicated  in  the  bulbar  type 
since  it  is  practically  impossible  for  the 
patient  to  synchronize  his  breathing  with 
that  of  the  machine  and  there  is  constant 
danger  that  the  material  will  be  drawn 
into  the  lung  from  the  throat. 

The  respirator  should  be  reserved  for 
cases  having  respiratory  paralysis  from 
either  diaphragmatic  or  intercostal  in- 
volvement or  both.  There  is  apparently 
a widespread  belief  that  this  apparatus 
is  uniformly  lifesaving.  Analysis  of  the 
results  of  cases  so  treated,30  however,  do 
not  bear  out  this  impression.  For  ex- 
ample, in  the  1931  New  York  City  epi- 
demic, the  mortality  in  a group  of  eighty- 
eight  respirator-treated  cases  was  60.2 
per  cent  but  even  more  significant  was. 
the  finding  that,  at  the  end  of  eighteen 
months,  of  the  patients  discharged  from 
the  hospital  able  to  breathe  spontaneously 
and  apparently  cured,  45.7  per  cent  had 
died  from  respiratory  infections,  chiefly 
pneumonia.  Extremely  suggestive  also 
of  possible  damage  to  the  pulmonary 
structures  is  the  marked  alveolar  emphys- 
ema and  atelectasis  found  at  postmortem. 
The  combined  clinical  and  pathological 
findings  thus  suggest  that  the  respirator 
may  predispose  the  pulmonary  apparatus 


to  subsequent  infection  or  collapse.  Its  use 
is  limited  to  a small  group  of  cases  where 
in  some  instances,  it  may  be  a life  pro- 
longing if  not  a life  preserving  measure. 

Conclusion 

It  is  evident  that  much  of  the  recent 
work  on  poliomyelitis  has  been  destruc- 
tive rather  than  constructive  in  nature — 
perhaps  a healthy  sign.  At  any  rate  at 
the  present  time,  we  must  face  the  fact 
that  the  prospects  of  solution  of  the  many 
puzzling  problems,  of  this  mysterious  dis- 
ease in  the  immediate  future  are  not 
bright.  Until  such  a time  as  the  epi- 
demiology is  thoroughly  understood  and 
until  a simple  method  of  determining  the 
susceptibility  to  the  disease  has.  been 
found  and  definite  specific  prophylactic 
and  therapeutic  means  for  combating  the 
disease  have  been  discovered,  it  would 
seem  that  the  lay  public  is.  entitled  to 
share  with  us  the  realization  of  our  pro- 
found ignorance  of  most  of  the  essential 
facts  of  the  disease.  The  premature 
publication  of  half  truths  has.  for  years 
kept  the  public  in  a state  bordering  on 
hysteria  and  has  thrown  a tremendous 
and  increasing  onus  on  the  practicing 
physician. 
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The  past  few  years  have  witnessed  an 
accelerating  interest  in  preventive  medi- 
cine. Progress  in  this  field  has  been 
stimulated  by  organized  medicine  as  well 
as  by  a number  of  lay  groups.  How- 
ever, our  accumulated  knowledge  of  pre- 
ventive health  principles  and  procedures 
is  still  far  in  advance  of  our  actual  prac- 
tice of  them. 

The  most  fertile  and  promising  field 
for  further  progress  in  this  direction  un- 
doubtedly lies  in  more  intensive  work 
with  children.  If  we  could  but  mobilize 
all  our  preventive  health  forces  for  the 
development  of  a robust,  sound  child 
population,  fortified  with  wholesome 
physical  habits  and  mental  attitudes,  the 
future  would  find  many  of  our  present 
day  distressing  problems  in  large  meas- 
ure or  wholly  solved.  Certainly  this 
would  apply  to  such  pressing  subjects  as 
juvenile  delinquency  and  crime,  malad- 
justments, many  psychoses  as  well  as 
preventable  acute  and  numerous  chronic 
physical  disabilities. 

The  public  school  system  with  its  mil- 
lions of  pupils  under  intelligent  super- 
vision during  the  large  part  of  each  day 
offers,  an  unusual  opportunity  to  put  into 
practice  on  a large  scale  the  principles 
and  methods  of  preventive  medicine.  Al- 
ready considerable  has  been  accom- 
plished. Pre-school  vaccination  against 
small-pox,  immunization  against  diph- 
theria, control  of  the  reportable,  com- 
municable diseases  have  become  an  inte- 
gral part  of  the  school  regime. 

In  recent  years  serious  endeavors  have 
been  made  to  improve  the  periodic  phys- 
ical examination  for  the  detection  and 
correction  of  remedial  defects.  The 
formation  and  extension  of  special 
classes  for  handicapped  children,  the 
cardiacs,  the  undernourished,  mentally 
retarded,  the  physically  crippled  have 
helped  to  alleviate  the  afflictions  of  many 


children  and  in  some  instances  to  prevent 
further  deterioration.  Complete  restora- 
tion of  health  is  sometimes  attained. 

In  New  York  City  the  Child  Guidance 
Bureau  has  recently  been  established  for 
the  study  and  treatment  of  the  child  who 
is  maladjusted,  whether  it  be  emotion- 
ally, socially  or  intellectually.  This, 
marks  a very  important  advance  in  the 
long-neglected  field  of  preventive  mental 
health.  There,  also,  the  introduction  of 
the  activity  program,  a stimulating  and 
most  wholesome  method  of  progressive 
education,  will  undoubtedly  prove  help- 
ful. 

There  are,  however,  in  the  public 
schools  of  New  York  City  with  which 
this  study  is  for  the  most  part  concerned, 
a number  of  conditions.,  methods,  and 
customs  which  are  definitely  harmful  to 
the  child’s  health  and  which  require  com- 
plete revision.  The  effects  of  these  con- 
ditions upon  the  child’s  health  are  seldom 
seen  by  the  public  health  worker  or  the 
educator  to  whom  are  entrusted  the  di- 
rection of  the  school  health  program. 
They  are  seen  very  frequently  by  the 
pediatrist  in  his.  daily  work  and  contacts 
with  children  and  parents.  I shall  intro- 
duce the  discussion  of  these  neglected 
health  factors  by  citing  a few  cases. 

A boy  of  ten  was  brought  to  me  be- 
cause of  abdominal  pain  and  vomiting. 
These  symptoms  came  on  after  lunch 
and  on  his  way  back  to  school  for  the 
afternoon  session.  The  child  lived  eight 
blocks  from  school.  The  short  lunch 
period,  fifty  minutes,  allowed  him  no 
time  to  eat  an  adequate  meal.  He  rushed 
home,  gulped  his  food,  and  raced  back 
to  beat  the  lateness,  gong.  On  the  way 
he  would  often  vomit  the  half-chewed 
food.  The  symptoms  did  not  occur  on 
school  holidays.  Physical  examination 
was  negative. 

Within  the  past  month,  I saw  a girl 
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of  twelve  years,  twenty  pounds  under- 
weight. When  I inquired  about  her 
feeding  schedule,  her  mother  assured  me 
that  it  was  impossible  for  the  child  to 
snatch  more  than  a “bite”  at  noon  as  the 
school  lunch  period  was  entirely  too 
short. 

The  following  case  illustrates  how  an 
outworn,  unwholesome  attitude  toward 
the  school  attendance  records  often 
proves  seriously  harmful  to  the  child’s 
health.  A girl  of  eleven  was  seen  at 
home  with  all  the  classical  symptoms  and 
signs  of  a lobar  pneumonia.  A week 
previously  the  child  had  had  a severe 
“cold”  but  had  insisted  on  attending 
school  even  in  inclement  weather  in  order 
that  her  class  should  maintain  its  much 
coveted  100%  attendance  record.  The 
teacher  had  so  overstressed  the  impor- 
tance of  this  that  the  child  could  not  be 
persuaded  by  her  parents  to  remain  at 
home.  She  attended  school  to  uphold 
the  class  honor  until  a severe  chill  pro- 
claimed the  onset  of  a disease  which  kept 
her  home  for  six  weeks. 

In  another  case  frequent  gastroin- 
testinal disturbances  occurred  because  of 
the  filthy,  unsanitary  conditions  of  the 
school  lavatory.  A girl  of  thirteen  from 
a household  of  decent  standards,  refused 
to  attend  to  her  natural  needs  for  bowel 
evacuation.  This  produced  attacks  of  se- 
vere abdominal  discomfort  and  constipa- 
tion. 

An  adolescent  girl  of  fourteen  attend- 
ing high  school  was  brought  to  me  be- 
cause of  persistent  tired  feeling  and  loss 
of  appetite.  On  taking  a school  history 
I learned  that  she  seldom  had  any  time 
for  outdoor  fresh  air  and  exercise  be- 
cause of  the  tremendous  amount  of 
homework.  Each  one  of  her  five  depart- 
mental teachers  assigned  an  hour  or  two 
of  work  almost  every  day.  The  child 
rarely  got  to  bed  at  night  before  11 
o’clock.  I weighed  her  pack  of  books 
which  she  carried  to  and  from  school  and 
found  they  weighed  fourteen  pounds. 

Lack  of  cooperation  on  the  part  of 
some  school  supervisors  and  their  lack  of 
insight  in  mental  hygiene  problems  are 
illustrated  by  the  following  case.  During 
the  early  part  of  last  year  I was  very 
frequently  summoned  by  an  overanxious 
mother  to  see  her  son  of  eleven.  The 
usual  complaints  were  indefinite  pains  in 


the  throat  and  head.  At  no  time  was 
there  any  elevation  of  temperature.  At 
each  visit  physical  examination  was  en- 
tirely negative.  I suspected  that  the  boy 
was  feigning  illness  in  order  to  remain 
away  from  school.  He  eventually  ad- 
mitted this.  At  school,  however,  he  al- 
ways attained  the  highest  marks.  His 
I.Q.  test  was  150.  The  obvious  de- 
duction was  that  the  work  in  the  class- 
room was  too  simple  for  him,  that  he 
was  bored  and  that  he  should  be  placed 
in  a higher  grade.  I explained  this  to 
the  mother  and  we  took  the  matter  up 
with  the  principal  of  the  school.  The 
latter  disagreed  with  the  findings  and 
recommendation,  was  very  resentful  of 
any  suggestion  from  the  pediatrist,  and 
the  boy  continued  to  have  his  symptoms.. 
This  year,  however,  there  was  a reor- 
ganization of  classes  in  that  school  and 
it  was  found  convenient  to  have  my  pa- 
tient skip  a class  to  one  which  has  proven 
to  be  far  more  stimulating.  I am  now 
rarely  summoned  to  the  home  and  when 
on  occasion  the  boy  is  really  sick,  we 
can  hardly  keep  him  away  from  school. 

These  cases  are  typical  of  many  that 
I have  observed  in  the  private  practice 
of  pediatrics  and  during  the  course  of 
institutional  work  with  children.  Some 
of  the  important  factors  responsible  for 
these  unhealthy  conditions  in  the  New 
York  City  Public  School  system  are  the 
short  lunch  period,  the  overemphasis  on 
attendance  records,  the  unsanitary  con- 
ditions, excessive  homework,  over- 
crowded classes,  and  the  insufficient 
knowledge  and  practice  of  the  mental  hy- 
giene approach  to  children’s  problems  on 
the  part  of  many  teachers  and  super- 
visors. In  addition  to  the  case  histories 
of  school  children,  the  facts  to  be  pre- 
sented here  regarding  these  subjects 
have  been  obtained  from  personal  visits 
to  a number  of  schools,  from  talks  with 
parents  and’  teachers,  and  as  a member 
of  several  school  health  committees. 

The  Lunch  Period 

The  recess  allotted  for  lunch  in  the 
elementary  school  is  fifty  minutes.  The 
child  is  usually  dismissed  at  12M  and  is 
marked  late  if  he  returns  to  the  class 
room  after  ten  minutes  to  one.  He  is 
expected  to  be  on  time  in  the  yard  not 
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later  than  a quarter  to  one.  This  leaves 
at  most  forty-five  minutes  to  leave  the 
school  building,  to  travel  home  and  back 
to  school,  to  eat  lunch,  to  wash  up  and 
attend  to  necessary  wants,  and  in  walking 
to  guard  against  street  accidents  by 
watching  the  traffic  carefully  and  the 
traffic  signals.  The  schools  are  situated 
from  one  to  eight  blocks  from  the  homes. 

In  many  instances  the  task  is  an  im- 
possible one.  There  is  no  time  for  an 
adequate  lunch.  Much  of  the  food  is 
omitted  or  gulped.  The  nervous  strain 
attending  this  hurry  frequently  causes  a 
lack  of  appetite  and  fatigue. 

The  short  lunch  period  allows  no  time 
for  relaxation  after  the  meal,  so  essen- 
tial after  the  morning’s  work.  Seham, 
whose  work  on  fatigue  in  the  child  is 
well-known,  says  of  the  luncheon  period : 
“Every  child  should  be  required  to  re- 
main at  the  table  for  thirty  minutes.  Be- 
fore returning  to  school  he  should  spend 
fifteen  minutes  in  complete  relaxation. 
The  rest,  coupled  with  the  walk  home 
from  school,  will  help  to  neutralize  the 
morning’s  fatigue.” 

In  1925,  when  I first  became  interested 
in  this  subject,  I sent  a questionnaire  to 
the  Boards  of  Education  of  the  ten  larg- 
est cities  in  the  United  States  ranking 
next  in  population  to  New  York  and  ob- 
tained the  following  data  regarding  the 
lunch  period: 

Chicago 1 to  II  hours 

Boston 1?  hours 

Philadelphia H hours 

Pittsburgh 1 to  li  hours 

St.  Louis 1 hour  10  mins. 

Baltimore U hours 

San  Francisco 1 hour 

Detroit II  to  H hours 

Cleveland H hours 

Los  Angeles 1 hour 

New  York  has  the  shortest  lunch  period 
of  any  large  city. 

In  1930  the  New  York  County  Medi- 
cal Society  through  a subcommittee  on 
the  Length  of  School  Lunches  of  the 
Committee  on  the  Health  of  School  Chil- 
dren made  a survey  of  this  subject. 
Ninety  questionnaires  were  sent  to  repre- 
sentative child  welfare  organizations,  in- 
dividual leaders  in  various  universities 
interested  in  child  hygiene,  and  pedia- 
trists familiar  with  school  health  condi- 
tions in  New  York  City. 


Fifty-three  replies  were  received.  Only 
two  favored  the  present  schedule;  four- 
teen favored  one  hour,  nineteen  favored 
1%  hours,  and  eighteen  favored  1 
hours.  In  its  report  published  in  1931, 
the  committee  suggested  that  the  fifty 
minute  luncheon  period  should  be 
changed  to  1J4  hours. 

The  Attendance  Problem 

Regular  attendance  at  school  should  be 
encouraged  but  when  this  is  overstressed, 
often  becomes  subversive  to  good  health. 
In  some  schools  the  attendance  is  made 
the  subject  of  keen  competition  between 
the  classes  and  a large  placard  marked 
“100%”  is  displayed  on  the  door  of  the 
classroom  that  has  no  child  absent  dur- 
ing the  designated  period.  Prizes  and 
banners  are  awarded  for  the  best  attend- 
ance record. 

If  a pupil  becomes  ill  and  remains  at 
home,  his  particular  class  may  lose  its 
pre-eminence.  The  child  with  a keen 
sense  of  loyalty  or  perhaps  of  fear  is 
apt  to  disregard  or  conceal  early  symp- 
toms which  may  later  prove  to  be  serious. 
He  comes  to  school  to  uphold  the  class 
record  only  to  intensify  his  own  symp- 
toms. and  to  spread  the  infection  among 
his  classmates. 

It  has  long  been  the  practice  to  send 
a monthly  report  to  each  school  giving  a 
comparative  rating  on  the  basis  of  attend- 
ance. Some  principals  finding  their 
school  low  in  the  list  and  desirous  of 
making  a good  record  are  apt  to  put 
pressure  upon  the  children  directly  or 
through  the  classroom  teacher.  This 
sometimes  leads  to  punishment  for  ab- 
sences. even  in  the  case  of  illness. 

In  1935  a survey  of  the  Committee  on 
Child  Health  and  School  Attendance  of 
the  United  Parents  Association  found 
that  “in  some  schools  all  absences  were 
punishable  alike  whether  due  to  illness, 
truancy  or  other  causes.  Punishments 
of  children  who  had  been  absent  because 
of  illness  included  the  withholding  of  the 
commendation  card  even  in  the  case  of 
the  child  of  high  academic  achievement; 
marking  the  child  zero  for  those  classes 
from  which  he  had  been  absent  for  a 
given  day;  in  crowded  classrooms  send- 
ing the  child  who  had  been  absent  to  the 
back  of  the  room  to  share  a seat  rather 
than  permitting  him  to  return  to  the  in- 
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dividual  seat  to  which  he  had  previously 
been  assigned,  or  threatening  the  child 
with  various  dire  penalties  if  he  should 
fail  to  attend  school  regularly.” 

I am  fully  aware  that  neither  the 
Board  of  Education  nor  the  Superin- 
tendent of  Schools  in  New  York  City 
wants  sick  children  in  the  classroom  nor 
do  they  want  punishments  meted  out  for 
legitimate  absences.  But  as  long  as  keen 
competition  for  attendance  records  be- 
tween pupils,  between  classes  and  be- 
tween schools  is  fostered  by  the  school 
authorities,  it  is  difficult  to  eliminate  the 
undue  pressure  upon  the  child. 

The  attendance  record  can  be  kept  up 
best  by  making  the  school  work  attractive 
and  stimulating  to  the  child.  Where  this 
is  done,  as  it  is  in  some  classrooms,  there 
is  no  attendance  problem. 

An  underlying  contributory  factor  in 
stimulating  the  drive  for  the  high  at- 
tendance record  has  probably  been  our 
system  of  state  financial  aid.  Under  this 
plan  the  amount  of  money  granted  by  the 
State  of  New  York  to  its  various  cities 
for  educational  purposes  depends  upon 
the  number  of  children  in  actual  at- 
tendance. A deduction  is  made  for  every 
day  that  a child  is  absent.  In  New  York 
such  deductions  for  absences  have  cost 
the  city  as  much  as  $270,000  in  one  win- 
ter month.  The  actual  expenditure  for 
operating  the  schools  remains  the  same 
whether  children  are  absent  or  not.  It 
would  seem  more  reasonable  that  state 
aid  should  be  granted  on  the  basis  of  the 
number  of  teachers  and  supervisory  staff 
employed  in  the  educational  system. 
Such  a plan  has  been  employed  in  Phila- 
delphia and  Pittsburgh. 

Sanitary  Conditions 

Sanitary  conditions  in  many  of  the 
schools  are  a distinct  menace  to  the  child’s 
health.  I have  known  a large  number 
of  children  who  find  it  impossible,  be- 
cause of  the  filth  and  stench  to  use  the 
lavatories  and  frequently  suffer  unneces- 
sary discomfort  and  pains.  I have  visited 
a number  of  such  school  lavatories  and 
found  them  entirely  unfit  for  use — dirty, 
inadequately  flushed,  surcharged  with  an 
ammoniacal  odor,  and  without  toilet  tis- 
sue. According  to  a recent  survey  by 
the  Health  Committee  of  the  United 


Parents  Association  in  only  fourteen 
schools  of  fifty-one  visited  did  the  lava- 
tories conform  to  modern  standards. 
Nineteen  still  had  the  old-fashioned  out- 
side toilets,  some  without  even  a connect- 
ing shed  to  the  main  part  of  the  building. 
Seats  are  of  the  “old  square  wooden  type 
painted  a dingy  gray.” 

There  is  no  adequate  equipment  for 
washing  the  hands.  No  soap  or  towels 
are  provided.  Some  schools  have  no 
wash  basins.  It  seems  incredible  that 
such  an  elemental  principle  of  health  and 
decency  as  washing  the  hands  should  be 
entirely  neglected  in  the  largest  educa- 
tional system  in  the  country.  While 
children  are  taught  the  importance  of 
cleanliness  and  personal  hygiene  in  the 
classroom,  no  efforts  have  been  made  to 
provide  them  with  the  first  essentials  to 
carry  out  these  teachings. 

The  school  lavatories  are  frequently 
without  supervision  and  unprotected  from 
intruders.  No  matrons  or  attendants  are 
assigned  to  these  important  posts.  The 
entire  set-up  has  a most  unsavory,  un- 
hygienic atmosphere. 

In  some  instances  the  condition  of  the 
lavatories  is  undoubtedly  due  to  the  “con- 
tract system”  of  custodial  service  under 
which  the  custodian  receives  a lump  sum 
to  keep  the  school  in  order.  The  fewer 
assistants  he  employs  for  this  purpose 
the  larger  his  personal  income.  Although 
theoretically  the  custodian  is  responsible 
to  the  principal,  it  is  amazing  to  learn 
what  little  influence  the  principal  really 
has.  From  my  conversations  with  a 
number  of  principals,  I am  forced  to  the 
conclusion  that  the  principals  are  more 
afraid  of  the  custodians  than  the  cus- 
todians are  of  them.  For  the  protection 
of  the  school  child’s  health  the  contract 
system  should  be  abolished. 

Excessive  Homework 

While  efforts  have  been  made  in  recent 
years  to  reduce  the  amount  of  homework 
in  the  lower  grades  of  the  elementary 
schools,  nothing  has  been  done  about 
this  matter  in  the  upper  grades  and  in 
the  high  schools. 

Four  and  five  hours  of  work  after 
a full  day  at  school  is  undermining  the 
health  of  thousands  of  our  adolescent 
children.  At  this  period  especially  they 
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require  relaxation,  fresh  air,  and  health- 
ful outdoor  exercise.  Instead  we  find  chil- 
dren already  tired  from  their  school  work 
embarking  on  another  long  period  of 
mental  exertion  at  home,  often  in  crowded 
quarters  under  artificial  light  and  retir- 
ing at  11  or  12  p.m.  A great  many  suffer 
from  chronic  fatigue,  anemia,  loss  of 
appetite,  scoliosis,  and  eye  strain. 

On  the  whole,  the  job  of  the  school 
child  in  the  upper  grades  and  high  school 
is  one  that  no  adult  would  tolerate.  It 
is  about  time  we  drew  up  a bill  of  rights 
for  the  school  child.  How  about  a 
maximum  hour  law? 

Mental  Hygiene  and  the  Overcrowded 
Classroom 

For  the  prevention  of  mental  disorders 
and  juvenile  delinquency  there  is  no  more 
important  subject  today  than  that  of 
mental  hygiene.  The  school  child,  in  the 
classroom  one-third  of  his  waking  hours, 
is  tremendously  influenced  by  the  teacher 
in  his  mental  and  emotional  reactions. 
I have  observed  the  metamorphosis  of 
the  nervous,  irritable,  unhappy  child  into 
a normal  joyous  personality  by  the  change 
of  a teacher.  I have  seen  tics  and  enure- 
sis disappear  in  a like  manner. 

Many  teachers  untrained  in  aspects  of 
mental  hygiene  do  not  realize  to  what 
extent  their  actions  and  words  affect  the 
personality  of  the  child.  One  descriptive 
epithet,  unwittingly  uttered,  often  stirs, 
up  feelings  of  inferiority  in  the  child 
which  may  have  a lasting  effect  on  his 
future  behavior. 

All  too  often  the  teacher  untrained  in 
mental  hygiene  fails  to  recognize  in  the 
shy  “goody-goody”  of  the  class  the  aso- 
cial child  who,  withdrawing  into  a world 
of  his  own  may  be  an  incipient  dementia 
precox.  She  may  not  realize  that  the 
obviously  “troublesome”  child  to  whom 
she  is  giving  all  of  her  attention  may  be 
much  the  healthier  of  the  two. 

Teachers  must  be  trained  to  consider 
the  health  of  the  school  child  not  only 
from  the  physical  but  the  mental  hygiene 
angle.  Mental  hygiene  courses  for  every 
teacher  should  be  made  compulsory. 

The  overcrowded  classroom  makes  it 
difficult  for  even  the  trained  teacher  to 
create  and  maintain  a wholesome  and 


healthful  atmosphere  in  the  classroom. 
It  is  impossible  to  expect  one  teacher  to 
give  intelligent  instruction  and  guidance 
to  forty  to  fifty  (at  times  even  more) 
children.  There  is  no  time  for  any 
individual  attention.  There  are  in  New 
York  City  at  the  present  time  almost 
six  thousand  classes  with  registers  be- 
tween forty  and  fifty-five  children.  No 
class  should  have  more  than  thirty-five 
children. 

Conclusions 

The  program  outlined  here  for  the 
protection  of  the  school  child’s  health  in 
New  York  City  is  not  a utopian  one. 
It  is  based  on  health  principles  which 
are  elemental,  so  obvious  as  to  be  axio- 
matic. It  includes  the  following  recom- 
mendations : 

1.  Increase  of  the  school  lunch  period 
from  the  present  fifty  minutes  to  1^ 
hours. 

2.  Competition  for  one  hundred  per 
cent  attendance  records  to  be  abolished. 

3.  Revision  of  the  State  aid  law  so 
that  funds  be  granted  on  the  basis  of 
the  number  of  teachers  and  supervisory 
staff  employed  instead  of  attendance. 

4.  Modern  clean  toilets  under  proper 
supervision  by  attendant  and  matron. 

5.  Soap,  towels,  and  wash  basins. 

6.  Abolition  of  the  “contract  system” 
of  custodial  service.  Sufficient  help  to 
insure  cleanliness  of  the  entire  school 
building. 

7.  Excessive  homework  for  all  classes 
in  elementary  schools  and  high  schools 
to  be  curtailed. 

8.  Thorough  mental  hygiene  courses 
for  all  teachers  to  be  made  compulsory. 

9.  Development  of  the  mental  hygiene 
approach. 

10.  Maximum  number  of  pupils  in  any 
class  to  be  thirty-five. 

The  practical  application  of  these  sug- 
gestions would  entail  the  expenditure  of 
considerable  effort  and  additional  funds. 
It  is  essential,  however,  that  they  be 
carried  out.  The  returns  in  healthier 
and  happier  children  will  undoubtedly 
justify  our  endeavors. 
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Almost  a century  has  passed  since 
Dieffenbach,  in  1839,  performed  the  first 
tenotomy  for  strabismus,  and  in  this  in- 
terval numerous  volumes  have  appeared 
covering  all  phases  of  the  subject.  While 
it  is  true  that  much  has  been  learned  from 
these  contributions,  uncertainty  still 
dwells  in  the  minds  of  many  on  the  sur- 
gical treatment  of  squint.  In  this  discus- 
sion an  effort  will  be  made  to  point  out 
some  of  the  reasons  for  this  uncertainty 
and  to  direct  your  attention  to  some  es- 
tablished facts,  with  the  hope  that  this 
may  prove  helpful  in  handling  these 
cases. 

Before  proceeding  with  the  actual  oper- 
ative treatment  of  squint  it  is  appropriate 
to  review  the  preoperative  requirements. 
No  case  should  be  considered  from  a 
surgical  point  of  view  until  a certain  min- 
imum of  information  is  at  hand,  and  such 
a work-up  should  include  the  following: 

1.  Refraction  under  complete  cycloplegia. 

2.  Visual  acuity,  presence  or  absence  of 
fusion  and  of  diplopia. 

3.  Measurement  of  the  amount  of  devia- 
tion. 

(a)  With  and  without  correction  of 

refractive  error. 

(b)  With  and  without  cycloplegia. 

(c)  For  distance  and  for  near. 

(d)  In  the  six  cardinal  directions  of 

gaze. 

4.  A study  of  the  movements  of  the  eyes 
by  the  comitance  test. 

5.  A study  of  the  near  point  of  con- 
vergence. 

Since  the  selection  of  the  proper  type 
of  operative  procedure  is  the  most  impor- 
tant step  in  the  surgical  treatment  of 
strabismus,  we  must  use  every  available 
means  to  safeguard  against  an  improper 
choice.  Our  greatest  aid  in  reaching  a 
proper  decision  consists  in  an  intelligent 
analysis  of  the  preoperative  findings.  Let 
us  now  consider  some  of  the  practical 
points  to  be  gleaned  from  such  a study. 

Error  of  refraction:  The  accommoda- 
tive origin  of  many  squints  is  so  thor- 
oughly understood  that  little  need  be  said 


about  the  importance  of  knowing  what 
effect  the  use  of  lenses  has  upon  the  de- 
viation. I do  not  consider  a deviation  that 
is  removable  by  lenses  a surgical  prob- 
lem. Occasionally  one  may  encounter  cir- 
cumstances sufficiently  extenuating  to 
justify  operation,  but  let  us  not  be  mis- 
guided by  every  patient’s  desire  to  have 
straight  eyes  without  glasses.  Cases  of 
convergent  strabismus  with  high  hy- 
peropia should  be  treated  most  conserva- 
tively. In  many  such  cases  the  correction 
of  the  refractive  error  diminishes  but 
does  not  completely  abolish  the  deviation. 
The  persistence  in  the  use  of  the  full  cor- 
rection over  a period  of  years  will  often 
have  a surprising  effect  upon  this  type  of 
squint.  If  one  is  forced  to  operate,  spe- 
cial care  should  be  exercised  to  avoid  too 
great  a weakening  of  the  power  of  con- 
vergence, otherwise,  in  a very  short  per- 
iod, a disfiguring  exotropia  results.  In 
these  cases  it  is  my  aim  to  slightly  under- 
correct the  residual  squint  and  to  accom- 
plish this  largely  by  a strengthening  oper- 
ation supplemented,  if  necessary,  by  a 
minimal  (two  mm.)  recession. 

Visual  acuity,  Fusion,  and  Diplopia: 
Information  on  the  visual  acuity  is  im- 
portant because  any  amblyopia  ex  anopsia 
should  be  corrected,  if  possible,  by  occlu- 
sion prior  to  operation.  In  a convergent 
strabismus  the  presence  of  a high  degree 
of  amblyopia  with  eccentric  fixation  is  a 
contraindication  to  a generous  recession. 
It  is  well-known  that  an  eye  devoid  of 
the  power  of  central  fixation  has  a much 
greater  tendency  to  diverge  subsequently. 
This  natural  tendency  is  greatly  enhanced 
if  the  converging  power  is  destroyed  by 
too  liberal  a recession.  Conversely,  when 
dealing  with  an  amblyopic  diverging  eye, 
every  attempt  should  be  made  to  increase 
the  ability  to  converge  by  a generous 
shortening  of  the  internal  rectus  supple- 
mented, if  need  be,  by  a recession  of  the 
external  rectus.  The  presence  or  absence 
of  fusion  does  not  influence  the  selection 
of  the  type  of  operation  but  gives  us 
valuable  information  on  the  result  we 
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have  reason  to  expect.  It  is  always  de- 
sirable to  know  preoperatively  whether 
or  not  there  is  a diplopia,  for  if  one  is 
forced  to  operate  in  the  presence  of  a 
double  vision  every  effort  must  be  made 
to  increase  the  field  of  binocular  single 
vision.  No  general  rules  can  be  laid  down 
in  this  condition  but  it  is  well  to  remem- 
ber that  a slight  diplopia  in  the  lower 
fields  is  often  more  annoying  than  a 
larger  one  confined  to  upward  gaze. 
Postoperative  diplopia,  the  bete  noir  of 
ocular  muscle  surgeons,  usually  follows 
an  overcorrection  produced  by  a crip- 
pling recession  or  a complete  tenotomy. 

Measurement  of  the  amount  of  devia- 
tion: Many  methods  are  in  use  to  deter- 
mine the  degree  of  squint,  some  of  which 
are  crude  and  inaccurate  and  should  be 
used  only  when  the  more  refined  tests 
cannot  be  employed.  In  my  opinion,  the 
screen  test,  as.  advocated  by  Duane,  and 
seconded  by  White,  is  the  method  of 
choice.  White  has  recently  brought  for- 
ward the  advantages  of  this  test  and  has 
so  clearly  shown  the  reasons  for  its  pref- 
erence that  it  is  sufficient  for  me  to  say 
that  I am  in  complete  accord  with  his 
views  and  urge  its  adoption.  Many  ob- 
jections have  been  raised  to  this  test  but, 
I believe,  with  a little  patience  and  a 
moderate  amount  of  experience,  any  one 
can  become  adept  at  measuring  devia- 
tions by  this  method.  Complete  informa- 
tion on  the  amount  of  deviation  present 
under  varying  conditions  is  essential.  I 
know  of  no  other  way  of  accurately  ac- 
quiring this  information  than  by  the  use 
of  the  screen  test. 

A deviation  that  is  materially  lessened 
by  the  correction  of  the  refractive  error, 
or  by  the  use  of  complete  cycloplegia,  is 
largely  accommodative  in  origin.  Any 
operative  choice  should  bear  this  in  mind 
and  aim  only  at  removing  the  nonaccom- 
modative  element.  For  example,  if  in  an 
esotropia,  such  a residual  squint  is  more 
pronounced  at  the  far  range  one  would 
naturally  incline  towards  a shortening  of 
the  external  rectus,  while  if  the  residual 
deviation  is  present  only  at  close  range  a 
recession  of  the  internal  rectus  would  be 
indicated.  Most  ophthalmic  surgeons 
agree  in  the  rationale  of  such  an  oper- 
ative selection  yet  comparatively  few 
avail  themselves  of  the  opportunity  of  ac- 
curately acquiring  this  information  pre- 


operatively, by  the  use  of  the  screen  test. 
It  is  generally  recognized  that  a deviation 
most  pronounced  on  distant  fixation  de- 
notes an  anomaly  of  divergence  while 
one  that  is  greatest  at  near  range  is  pri- 
marily the  result  of  a convergence 
anomaly ; however  very  few  surgeons 
make  use  of  this  knowledge  in  selecting 
their  operative  procedures.  Estimation  of 
the  amount  of  the  deviation  in  the  six 
cardinal  directions  of  gaze  gives  us  in- 
formation on  the  concomitancy  of  the 
squint.  Many  so-called  concomitant  de- 
viations are  of  paralytic  nature  and  only 
by  measuring  them  in  the  different  di- 
rections of  gaze  can  this  fact  be  brought 
out.  Duane,  White,  and  others  have 
stressed  the  importance  of  eliminating  a 
vertical  deviation,  if  a permanent  correc- 
tion of  the  lateral  imbalance  is  to  be 
obtained.  The  coexistence  of  such  a 
vertical  deviation  can  best  be  brought 
out  by  measuring  the  amount  of  deviation 
present  in  the  six  cardinal  directions  of 
gaze.  It  is  not  sufficient  simply  to  note 
the  presence  of  a small  amount  of  verti- 
cal deviation  but  its  causative  factor 
must  be  determined  by  its  behavior  in  the 
different  directions  of  gaze.  In  most 
cases  of  combined  vertical  and  lateral 
squint  both  components  have  to  be  re- 
moved, yet  there  are  a few  in  which  a 
small  vertical  deviation  can  be  ignored, 
if  the  operation  is  purely  cosmetic.  Be- 
fore operating  upon  a vertical  deviation 
one  must  be  positive  which  muscle  is 
affected  and  should  bear  in  mind  that  a 
double  hypertropia  is  not  an  uncommon 
finding.  It  is  of  the  utmost  importance  to 
remember  that  the  surgical  handling  of 
any  vertical  imbalance  must  be  individ- 
ual ; however,  the  following  general  rules 
are  helpful : 

1.  Paresis  of  the  superior  Rectus  with 
fixation  by  the  paretic  eye  usually  calls  for 
a tenotomy  of  the  inferior  oblique  of  the 
opposite  eye.  When  fixation  is  maintained  by 
the  sound  eye  a shortening  of  the  affected 
muscle  gives  the  best  result.  This  is  par- 
ticularly true  when  there  is  a definite  lim- 
itation of  motility  in  its  field  of  action. 

2.  In  Paresis  of  the  inferior  Rectus  a 
shortening  of  the  affected  muscle  is  the 
operation  of  choice. 

3.  Paresis  of  the  superior  Oblique  is 
usually  an  indication  for  a recession  of  the 
contralateral  inferior  rectus,  although  in 
some  of  these  cases,  a secondary  spasm  of 
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the  inferior  oblique  of  the  affected  eye  is 
sufficient  to  warrant  a tenectomy  of  this 
muscle.  An  advancement  of  the  affected 
muscle  has  also  produced  good  results 
(Wheeler). 

4.  Paresis  of  the  inferior  Oblique  can 
best  be  handled  by  an  advancement  of  the 
affected  muscle  as  described  by  Wheeler. 
In  selected  instances  a recession  of  the 
contralateral  superior  rectus  may  be  the  op- 
eration of  choice. 

Another  type  of  paralytic  squint  we 
frequently  encounter  is  the  secondary  di- 
vergent strabismus  that  follows  a crip- 
pling of  the  power  of  convergence.  In 
this,  type  of  case,  where  the  divergence 
has  become  sufficiently  marked  to  be  a 
cosmetic  blemish,  a simple  reattachment 
of  the  internal  rectus  is  not  sufficient. 
Judging  from  my  experience,  these  cases 
require  a resection  as  well  as  a reattach- 
ment of  the  internal  rectus,  and  in  some 
instances  it  is  even  necessary  to  supple- 
ment this  with  a moderate  recession  of 
the  antagonistic  external  rectus. 

The  comitance  test  affords  corrobora- 
tive evidence  on  primary  restriction  or 
on  secondary  overaction  in  the  different 
directions  of  gaze.  It  is  simply  per- 
formed by  selecting  a card  in  front  of 
the  patient’s  nose  in  such  a w*ay  that,  in 
following  the  test  object  through  the  six 
diagnostic  positions  of  gaze,  he  has  to 
fix  first  with  one  eye  then  with  the  other. 
This  test  is  particularly  useful  in  cases 
with  a combined  vertical  and  lateral 
squint,  in  bringing  out  the  affected  verti- 
cal muscle.  It  thus  aids  materially  in 
selection  of  the  operative  procedure  nec- 
essary to  remove  the  defect.  The  esti- 
mation of  the  convergence  near  point  is  of 
service  in  helping  us  select  the  operation 
of  choice  in  both  convergent  and  diverg- 
ent strabismus.  An  esotropia  manifest- 
ing a marked  spasmodic  inshoot,  on  at- 
tempting to  converge,  certainly  calls  for  a 
generous  recession  of  the  internal  rectus. 
When  no  such  spasmodic  inshoot  exists, 
much  greater  caution  must  be  used  in 
receding  the  internal  rectus.  An  exo- 
tropia  exhibiting  no  power  of  converg- 
ence requires  more  shortening  of  the  in- 
ternal rectus  than  does  one  with  a good 
relative  near  point  of  convergence.  An 
exotropia  with  a normal  near  point  of 
convergence  is  primarily  due  to  a diverg- 
ence excess;  consequently  the  principal 
operative  interference  should  be  a reces- 


sion of  the  external  rectus.  Experience 
has  shown  however  that  unless  some 
shortening  of  the  internal  rectus  is.  also 
done  an  undercorrection  results. 

Time  of  operation:  The  author’s  views 
on  the  proper  time  for  operation  have 
already  been  set  forth.  Therefore  it  is 
necessary  only  to  reiterate  that  no  arbi- 
trary age  limit  should  be  set,  and  that  op- 
eration should  be  performed  when  indi- 
cated regardless  of  the  age.  It  is  my  firm 
conviction  that  the  vast  majority  of  the 
deviations  should  be  removed  prior  to 
the  school  age.  My  reasons  for  advocat- 
ing early  operation  are: 

1.  A good  functional  result  is  more  apt  to 
be  secured. 

2.  Secondary  muscular  changes  are  less 
frequent  in  cases  of  short  duration. 

3.  Early  removal  of  the  cosmetic  blemish  j 
is  important  from  a psychological  stand- 
point. 

4.  Postoperative  diplopia,  if  present,  is 
more  readily  overcome  in  the  young. 

Many  objections  are  raised  to  early 
operation  and  chief  among  them  is  the 
necessity  for  the  use  of  general  anes- 
thesia. This  objection  to  my  mind  is 
largely  theoretical,  for  if  one  carefully 
analyzes  his  case  preoperatively,  he  can 
usually  determine  beforehand  the  amount 
and  character  of  the  operative  interfer- 
ence needed  for  its  correction.  Of  course 
he  should  be  prepared  to  vary  this  plan, 
if  unusual  muscular  conditions  are  found 
at  operation,  which  possibility  should  al- 
ways be  borne  in  mind.  Operating  under 
a local  anesthetic  has  certain  disad- 
vantages that  are  not  usually  considered. 
First , let  me  remind  you  that  when  only 
local  instillations  are  used  it  is  difficult  to 
secure  a satisfactory  shortening  because 
of  the  accompanying  discomfort.  The 
patient  is  tense,  and  often  holds  his 
breath,  with  a resultant  increase  in  bleed- 
ing, all  of  which  add  to  the  difficulties 
of  the  operation.  Based  upon  such  ex- 
periences, it  is  now  my  policy  to  use 
either  a general  anesthetic  or  a cone  in-  ; 
jection  when  a liberal  shortening  is  de-  j 
sired.  Secondly , when  orbital  injections 
are  employed,  the  extraocular  muscles 
are  partially  or  completely  paralyzed, 
therefore,  it  is  no  longer  possible  to  judge 
accurately  the  effect  of  any  given  pro-  | 
cedure.  It  seems  to  me  that  in  the  aver-  , 
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age  case  a general  anesthetic  should  be 
employed. 

Operative  technic:  A great  deal  of 

needless  discussion  has  been  held  over 
the  virtues  and  values  of  certain  opera- 
tive technics.  There  are  many  methods  of 
shortening  or  strengthening  a muscle, 
any  one  of  which  will  be  entirely  satis- 
factory if  properly  performed.  Select  the 
procedure  with  which  you  feel  most  com- 
petent and  perfect  your  technic  in  that 
particular  method.  Each  method  has 
some  advantages  and  some  disadvantages 
over  the  others.  My  personal  preference 
for  shortening  or  strengthening  a muscle 
is  the  resection  advocated  by  Reese.  It 
seems  to  me  that  this  method  embodies 
most  of  the  advantages  and  fewer  of  the 
disadvantages  than  do  some  of  the  other 
technics.  It  is  easy  to  perform,  and  if 
one  is  liberal  in  the  amount  of  muscle 
removed,  just  as  effective  as  an  advance- 
ment. Furthermore,  should  a thickening 
occur  at  the  site  of  attachment,  it  is 
several  millimeters  removed  from  the 
limbus  and  hence  much  less  unsightly. 
Judging  from  my  experience,  properly 
inserted  sutures  give  way  so  infre- 
quently, one  need  consider  this  possi- 
bility only  as  the  rarest  of  complications. 
If  this  be  true  a resection  is  to  be  desired 
over  a tucking.  Infection  is  another  rare 
complication  largely  attributable  to  im- 
proper closure  of  the  conjunctiva. 

When  a lengthening  operation  is  to  be 
chosen,  my  personal  choice  is  the  Reces- 
sion. The  uncertain  results  that  followed 
uncontrolled  tenotomy  have  been  largely 
responsible  for  the  widespread  adoption 
of  some  form  of  scleral  anchorage.  I 
formerly  felt  that  tenotomy  of  the  ex- 
ternal rectus  was  a harmless  procedure. 
This  was  a mistake,  which  I now  readily 
admit,  for  I have  seen  an  annoying 
paresis  follow  a complete  tenotomy  of 
this  muscle.  Recession  is  a great  im- 
provement over  tenotomy  but  let  us  not 
be  too  liberal  in  the  amount  we  recede 
an  attachment.  Too  enthusiastic  approval 
of  this  valuable  operative  procedure  will 
also  lead  to  disastrous  results.  Many 
convergent  squints  of  fairly  high  degree 
can  be  rendered  cosmetically  straight  by 
a generous  recession  but  are  left  with 
an  inability  to  converge.  This,  in  turn,  is, 
often  the  forerunner  of  a secondary  Jiy 


much  recession  of  the  external  rectus  is 
liable  to  be  followed  by  a limitation  of 
outward  motility  which,  if  not  distressing 
to  the  patient,  is  very  noticeable  to  his 
friends.  In  the  foregoing  analysis,  em- 
phasis has  been  placed  upon  some  of  the 
conditions  in  which  a liberal  recession 
is  contraindicated. 

There  are  many  methods  for  receding 
a muscle  satisfactorily,  most  of  which 
have  inconsequential  differences.  The 
technic  I have  employed  for  the  past  few 
years  has  worked  very  well  and  is  as 
follows : 

After  a vertical  incision  in  the  conjunc- 
tiva at  the  point  of  insertion  of  the  muscle, 
an  opening  is  made  in  Tenon’s  capsule 
and  the  muscle  is  exposed.  The  conjunctiva 
is  dissected  well  back.  The  lateral  attach- 
ments are  cut  along  the  upper  and  lower 
borders  of  the  muscle.  The  shank  of  a 
strabismus  hook  is  passed  under  the  muscle 
in  order  to  spread  out  the  tendon.  A suture 
is  passed  through  the  tendon  near  the  cen- 
ter, close  to  the  insertion,  and  worked  in 
and  out  in  a vertical  direction  through  the 
upper  half  of  the  tendon,  emerging  near 
the  upper  edge.  Another  one  is  placed 
similarly  through  the  lower  half.  The 
tendon  is  then  severed  as  closely  as  pos- 
sible to  its  attachment.  With  a pair  of 
calipers,  previously  set  at  the  amount  of 
recession  desired,  a faint  scratch  is  made 
on  the  surface  of  the  sclera,  parallel  to 
the  original  insertion.  This  impression 
marks  the  point  at  which  our  new  attach- 
ment is  to  be  made.  While  fixation  is  main- 
tained on  the  lower  end  of  the  stump,  the 
lower  suture  is  passed  through  the  epi- 
scleral tissues  at  this  point,  in  line  with  the 
lower  border  of  the  original  insertion.  The 
upper  border  of  the  stump  is  then  grasped 
and  the  upper  suture  is  passed  in  line  with 
the  upper  border.  These  sutures  are  then 
tied.  This  simple  technic  gives  a wide 
attachment  that  can  be  thoroughly  inspected 
before  closure  of  the  conjunctiva.  This  is 
done  separately  with  interrupted  sutures. 

The  suture  material  used  in  all  muscle 
work  is  0000  ten-day  chromic  catgut  on 
atraumatic  needles.  It  has  proven  entirely 
satisfactory  both  for  the  resection  and  re- 
cession operations.  The  conjunctiva  is 
closed  with  the  same  material.  A most 
important  point  in  all  muscle  operations  is 
accurate  and  tight  closure  of  the  conjunc- 
tiva. This  materially  reduces  the  chances 
of  iJifesr^cn'  and  prevents  the  annoying 
gntnulomafa*  "Scf  frequently  encountered 
when  this  precaution  Is®  not  observed.  It 
hasf  seethed  sufficient  fo* 'bandage  only  the 
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operated  eye.  The  operated  eye  is  kept 
under  a dressing  for  approximatly  a week. 
It  is  usually  changed  every  forty-eight 
hours.  Glasses  are  to  be  worn  as  soon  as 
the  dressing  is  discontinued,  if  the  refrac- 
tive error  warrants  a correction.  Atropiniza- 
tion  of  both  eyes  is  desirable  in  cases  of 
high  hyperopia  immediately  after  opera- 
tion and  is  continued  until  the  glasses  can 
be  worn.  It  is  not,  however,  a routine 
procedure  for  all  cases. 

Summary 

The  successful  surgical  treatment  of 
strabismus  depends  chiefly  upon  a care- 
ful preoperative  analysis,  which  should 
include  all  information  that  will  aid  in 


the  selection  of  the  proper  type  of  oper- 
ation. Among  the  most  important  pre- 
operative steps  are  an  accurate  measure- 
ment of  the  amount  of  deviation  present 
in  the  six  cardinal  directions  of  gaze, 
and,  information  on  the  near  point  of 
convergence.  Operate  when  indicated  re- 
gardless of  the  age.  Slight  variations  in 
surgical  technic  are  inconsequential  and 
too  much  emphasis,  has  been  placed  upon 
them.  Tight  closure  of  the  conjunctiva 
promotes  prompt  healing  and  lessens  the 
chance  of  postoperative  infection.  The 
technic  for  the  recession  operation,  here- 
in described,  has  proved  most  satisfac- 
tory. 

30  W.  59  St. 


Discussion 


Dr.  John  F.  Gipner,  Rochester — After 
hearing  Dr.  Dunnington’s  paper,  I find  that 
I am  in  complete  accord  with  everything 
he  has  said.  The  reason  for  this  is  very 
simple.  We  in  Rochester,  like  most  oph- 
thalmologists in  this  country,  have  learned 
much  of  what  we  know  about  ocular 
muscle  anomalies  and  their  correction 
from  the  group  of  New  York  ophthalmolo- 
gists who  constitute  what  may  be  called, 
“The  Duane  School.”  Dr.  Dunnington  and 
Dr.  White  are  outstanding  members  of 
this  group.  That  there  should  be  any  major 
disagreement  between  teachers  and  students 
is  naturally  not  likely. 

Dr.  Dunnington  has  ably  outlined  the 
physical  or  mechanical,  and  the  physiologi- 
cal aspects  of  the  surgical  treatment  of 
strabismus.  He  has  emphasized  the  im- 
portance of  correct  diagnosis  as  the  essen- 
tial preliminary  to  the  surgical  correction 
of  strabismus.  The  estimation  of  what  one 
should  do  must  be  clearly  in  mind  before 
operating,  and  should  only  be  altered,  if 
at  operation,  one  finds  an  unexpected  con- 
dition of  hypertrophy,  atrophy  or  absence 
of  the  muscles  involved. 

If  you  believe,  as  I do,  that  our  ideal 
in  the  care  and  treatment  of  strabismus  is 
the  production  of  a functional  as  well  as  a 
cosmetic  cure  of  the  squint,  then  of  neces- 
sity you  must  accept  the  responsibility  of 
working  diligently  and  skillfully  with  the 
young  cross-eyed  child.  If  surgery  is  indi- 
cated, our  corrections  should  certainly  be 
completed  before  school  age.  Dr.  Dunning- 
ton has  listed  the  reasons  wfly  .this  is « im- 
portant. The  only  possible^  ex<;epviorij> ; tp 
this  course  might  be  in\tji©se  Cakes'  of  true 
alternating  strabismus,,  as  defined  by  Peter, 
and  in  cases  .of.  congenital  amblyopia  which 


are  not  benefited  by  forcing  the  central 
vision  in  the  squinting  eye  by  total  occlu- 
sion, or  occlusion  as  nearly  total  as  is 
feasible. 

My  present  opinion  of  alternating  stra- 
bismus cases  is  this;  that  many  of  them 
will  acquire  binocular  vision  and  often 
fusion  if  proper  and  intensive  orthoptic 
training  follows  early  corrective  surgery, 
and  that  this  group  of  cases  can  be  re- 
duced in  number  in  proportion  to  the  in- 
tensity of  effort  employed  in  reeducating 
these  children.  When  we  fail  to  obtain 
binocular  vision  in  these  patients,  I believe 
it  is  because  the  habit  of  alternate  fixation 
has  become  firmly  fixed  in  the  child,  whom 
we  have  not  been  privileged  to  see  early 
enough,  or,  if  the  child  has  been  seen  early, 
that  the  orthoptic  exercises  have  not  been 
intensively  practiced  by  the  child  after  the 
operation.  The  cause  of  lax  exercising  by 
the  child  is  usually  the  apathy  of  the  mother 
or  the  doctor. 

Dr.  Dunnington  did  not  give  us  his 
opinion  of  orthoptics,  although  he  did  say 
that  the  presence  or  absence  of  fusion  does 
not  influence  the  selection  of  the  type  of 
operation.  I personally  regard  orthoptic 
training  as  a very  valuable  adjunct  to  the 
surgical  treatment  of  strabismus,  both  prior 
to  and  after  the  operation.  I find  it  often 
as  important  as  the  proper  handling  of  the 
physical  and  physiological  phases  of  the 
problem.  For  this  reason  I would  add  that 
some  cases  of  strabismus  require  a careful 
preoperative  psychological  preparation  for 
eye  muscle  surgery.  This  psychological 
preparation  may  be  as  important  as  the  thor- 
ough preliminary  study  of  the  mechanics 
anT.  physiology  of  the  strabismus  which 
Dr.  Dunnington  has  outlined  and  stressed. 
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Orthoptic  training  helps  those  cases  which 
are  slow  to  develop  binocular  vision  and 
fusion,  and  saves  many  operative  corrections 
from  relapsing  into  strabismus  again,  by 
developing  the  will  and  desire  to  have 
binocular  vision.  I feel  very  strongly  that 
this  desire  for  binocular  vision  is  psycho- 
logical and  that  it  must  be  developed  in 
many  strabismic  children.  We  are  apt  to 
say  that  it  is  something  that  the  squinting 
child  either  has  or  has  not.  Certainly 
many  children  have  it  to  such  a degree 
that  realignment  of  the  eyes  alone  produces 
binocular  vision,  just  as  in  accommodative 
squint,  glasses  alone  often  enable  the  child 
to  obtain  binocular  vision.  But  I am  sure 
that  there  are  strabismic  children  where 
the  psychologic  phase  of  the  squint  is  most 
important. 

The  frequency  of  combined  vertical  and 
lateral  deviations  is  also  important.  Of 
sixty  strabismus  operations  done  in  the 
Strong  Memorial  Hospital  during  the  school 
year  from  July  1934  to  July  1935,  operative 
correction  of  a vertical  imbalance  was 
necessary  in  one-third  of  the  cases.  This 
high  percentage  can  be  partly  explained 
by  the  fact  that  some  of  these  cases  had 
been  saved  up  from  the  previous  term  to 
see  Dr.  White  who  lectured  here  on  strabis- 
mus in  the  summer  of  that  school  year. 
Nevertheless,  one  cannot  expect  a correction 
of  the  lateral  strabismus  without  paying 
proper  attention  to  the  vertical  element,  if 
it  is  present. 

I was  impressed  with  the  simplicity  of 
the  technic  Dr.  Dunnington  uses  in  the 
recession  operation.  For  several  years 
we  have  been  using  triple  O catgut  with 
atraumatic  needles  attached.  We  have 
found  this  method  very  satisfactory  al- 
though the  needles  are  often  soft  and 
become  easily  dulled.  We  have  used  the 
threaded  ends  of  the  catgut,  which  are  cut 
off  after  tying  the  recession  knots,  to  close 
the  conjunctiva  by  a running  stitch.  It  has 
been  a great  relief  to  avoid  the  fuss  of 
removing  non-absorbable  sutures  after  mus- 
cle operations,  not  only  in  children,  but 
also  in  adults.  The  necessity  of  a short 
secondary  anesthetic  to  remove  sutures  is 
completely  eliminated. 

Dr.  Dunnington’s  warning  not  to  weaken 
the  converging  power  excessively  if  the 
near  point  of  convergence  is  poor  cannot 
be  too  strongly  emphasized.  Reoperations 
to  correct  secondary  divergence  are  not 
only  embarrassing  but  should  be  very 
largely  unnecessary. 

Dr.  Frank  M.  Sulzman,  Troy — The 
very  excellent  and  carefully  prepared  paper 
that  Dr.  Dunnington  has  given  us  leaves 


little  to  discuss  as  the  points  so  well- 
covered  are  based  on  sound  surgical  judg- 
ment and  experience. 

It  may  be  of  interest  to  the  junior 
members  of  this  section  to  speak  of  some 
of  the  earlier  papers  on  this  subject  pre- 
sented to  this  section  and  also  its  similar 
section  at  the  A.M.A.  meetings  when  I 
first  attended. 

Muscle  surgery  occupied  an  important 
part  on  the  program  and  after  an  attend- 
ance of  many  years  in  which  I can  recall 
the  keenness  and  intense  spirit  that  was 
displayed  in  these  early  discussions  on 
this  subject  as  to  the  relative  merits  of  the 
different  procedures  then  advocated.  Two 
distinct  groups  were  usually  present — 
everything  depended  on  some  special 
method  and  those  that  opposed  these  views. 
Why  they  operated  would  provide  an  inter- 
esting review  today  in  the  light  of  our 
present  knowledge  on  muscle  work.  Some 
of  the  senior  members  of  this  section  will 
likely  recall  patients  who  gave  them  a 
history  of  twenty-thirty  operations  on  their 
eyes. 

Today  two  or  three  is  all  that  is 
required  in  a large  majority  of  cases.  I 
have  found  these  cases  with  a history  of 
multiple  muscle  operations  noted  above 
extremely  difficult  to  refract  and  obtain 
reasonable  comfort  afterward  due  to  the 
complete  change  of  the  muscle  balance  of 
their  eyes. 

Dr.  Dunnington  very  well  emphasizes 
five  points  in  preoperative  examination  that 
all  would  be  wise  to  follow.  I must  confess 
personally  up  to  the  present  I do  not  al- 
ways examine  in  the  six  cardinal  points 
he  mentioned.  He  well  states  the  operative 
procedure  should  be  one  you  are  familiar 
with.  To  operate  one  case  by  tucking, 
another  by  resection,  etc.  I do  not  believe 
wise  for  any  surgeon  to  follow.  To  follow 
a few  well  understood  surgical  procedures 
as  he  states  is  wise  and  tends  to  yield 
better  results. 

It  was  my  good  fortune  to  see  the  late 
Dr.  Reese  many  times  at  the  Infirmary 
while  he  was  developing  and  perfecting 
the  Reese  resection  operation.  Many  of 
us  recall  his  enthusiasm  and  I had  op- 
portunity to  see  him  do  this  operation 
many  times.  I early  became  a firm  believer 
in  its  value  and  for  years  it  was  my  choice 
in  strabismus  cases.  Time  and  experience 
teaches  us  all.  I saw  it  had  limitations 
in  some  cases  and  then  used  a resection 
by  placing  the  sutures  on  a tenotomized 
muscle,  tightening  these  as  occasion  de- 
manded. This  left  more  thickening  than 
was  desirable  while  the  results  obtained 
were  good.  In  the  recession  operation 
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we  have  a method  that  combines  the  cor- 
rection of  this  objection  and  one  that  used 
with  judgment  finds  a useful  place  among 
our  operative  procedures. 

In  the  selection  of  our  operative  cases 
the  alternating  divergent  patients  have 
been  most  trying  and  difficult  because  of 
the  inability  to  fuse  even  after  careful 
training  and  refraction.  The  resulting 
diplopia  in  this  type  has  always  been  an- 
noying to  me. 

Personally  I prefer  local  anesthesia  as 
1 still  follow  the  method  Dr.  Reese  always 
used — sitting  the  patient  up,  having  him 
fix  for  distance  and  near.  Any  error  still 


present  will  determine  further  surgical 
procedure.  I have  found  that  covering 
both  eyes  for  the  first  twenty- four  hours  is 
valuable.  I believe  we  should  have  in 
mind  that  operation  is  not  to  improve 
vision,  which  should  be  definitely  stated 
to  the  patient  or  if  a child  to  its  parents. 
If  this  point  is  emphasized  much  misunder- 
standing will  be  prevented. 

With  the  lay  propaganda  now  being 
spread  in  the  schools  and  colleges  regarding 
improvement  of  vision  by  orthoptic  train- 
ing, a distinct  preoperative  understanding 
of  what  we  seek  to  accomplish  by  operation 
is  a wise  and  timely  precaution. 


IMPORTANT  OTOLARYNGOLOGICAL  MEETING 


The  Eastern  Section  meeting  of  the 
American  Laryngological,  Rhinological,  and 
CLological  Society  will  be  held  on  January  7 
at  the  Bellevue  Stratford  Hotel  in  Phila- 
delphia, convening  at  9 a.m.,  Dr.  Samuel  J. 
Kopetzky,  of  New  York,  presiding.  The 
program : 

‘ 1.  Remarks  by  the  President. 

2.  “The  Inner  Ear  from  an  Experimental  and 
Clinical  Standpoint.”  Walter  Hughson,  M.D., 
Philadelphia,  Pa.  (by  invitation).  Discussion  by 
Harold  Grant  Tobey,  M.D.,  Boston,  Mass.,  and 
William  Hewson,  M.D.,  Philadelphia,  Pa.  (by 
invitation). 

3.  “Petrous  Apex  Suppuration — When  and 
How  to  Operate.  Report  of  Cases.”  Robert  L. 
Moorhead,  M.D.,  Brooklyn,  N.  Y.  Discussion 
bv  I.  Freisner,  M.D.,  New  York,  N.  Y.  and 
George  M.  Coates,  M.D.,  Philadelphia,  Pa. 

4.  “Problems  in  Diagnosis  and  Treatment  of 
Hyperplastic  Sinusitis  and  Allergy.”  E.  Ross 
Faulkner,  M.D.,  New  York,  N.  Y.  Discussion 
by  J.  Alexander  Clarke,  Jr.,  M.D.,  Philadelphia, 
Pa.,  (by  invitation)  and  Dr.  Karl  M.  Houser, 
Philadelphia,  Pa. 


5.  “Chronic  Nasal  Sinusitis  and  Refined  Car- 
bohydrate Selection.”  Edwin  P.  Seaver,  Jr., 
M.D.,  New  Bedford,  Mass.  Discussion  by 
D.  C.  Jarvis,  M.D.,  Barre,  Vt. 

6.  Luncheon  and  Short  Business  Session. 

7.  “Treatment  of  Tuberculosis  of  the  Trachea 
and  Bronchi.”  John  D.  Kernan,  M.D.,  New 
York,  N.  Y.  Discussion  by  Harris  P.  Mosher, 
M.D.,  Boston,  Mass. 

8.  “Deep  Infections  of  the  Neck.”  Henry  B. 
Orton,  M.D.,  Newark,  N.  J.  Discussion  by 
Harris  P.  Mosher,  M.D.,  Boston,  Mass. 

9.  “Pharyngo-Maxillary  Infection.  Report  of 
Cases.”  John  R.  Simpson,  M.D.,  Pittsburgh, 
Pa.  Discussion  by  Oscar  V.  Batson,  M.D., 
Philadelphia.  Pa.,  (by  invitation)  and  August 

L.  Beck,  M.D.,  New  Rochelle,  N.  Y.  (by  invi- 
tation). 

10.  “Meningitis  of  Otitic  Origin.  Case  Re- 
ports.” Oram  R.  Kline,  M.D.,  Camden,  N.  J. 
Discussion  by  Walter  Roberts,  M.D.,  Philadel- 
phia, Pa.,  and  Horace  J.  Williams,  M.D.,  Phila- 
delphia, Pa. 

11.  “Studies  to  Evaluate  the  Placement  of 
the  Preventive  Solutions  for  Poliomyelitis.” 

M.  C.  Myerson,  M.D.,  New  York,  N.  Y. 


AMERICAN  BOARD  OF  INTERNAL  MEDICINE 


The  American  Board  of  Internal  Medi- 
cine will  hold  its  next  written  examination 
on  February  14,  1938  in  various  centers  of 
the  United  States  and  Canada. 

The  examination  will  consist  of  two 
sessions  of  three  hours  each  with  the 
morning  session  held  at  9:00  a.m.  and  the 
afternoon  session  held  at  2 :00  p.m. 

The  candidates  who  are  successful  in 
this  written  examination  will  be  eligible  to 
take  the  practical  examination  which  will 
be  held  in  San  Francisco  the  Friday  and 


Saturday  prior  to  the  opening  of  the 
Annual  Session  of  the  American  Medical 
Association  in  June. 

The  final  date  for  filing  applications  for 
this  written  examination  is  January  15, 
1938  and  all  applications  should  be  in  the 
office  of  the  chairman  before  that  date. 

For  further  particulars  and  application 
blanks  please  address  Dr.  Walter  L.  Bier- 
ring, Chairman,  American  Board  of  Inter- 
nal Medicine,  Suite  1210,  406  Sixth  Avenue, 
Des  Moines,  Iowa. 


RUPTURE  OF  THE  URINARY  BLADDER 

Secondary  to  a Urethral  Stricture 

M.  R.  Keen,  M.D.,  Huntington  and  A.  I.  Goldschlager,  M.D.,  I slip 


From  a study  of  the  literature,  rup- 
ture of  the  urinary  bladder  secondary  to 
a urethral  stricture  appears  to  be  com- 
paratively infrequent.  Commencing  with 
Wehrle1  in  1896,  only  nine  adequately 
described  cases  have  been  reported.  To 
this  number  the  following  interesting 
case  is  deemed  worthy  of  addition.  Its 
unusual  feature  lies  in  the  fact  that  an 
extraperitoneal  rupture  occurred  with 
secondary  intraperitoneal  involvement. 

Case  Report 

J.  C.,  aged  sixty-three,  had  been  com- 
plaining of  difficulty  in  urinating  for  sev- 
eral months.  About  twenty  years  ago  he 
had  had  a gonorrheal  infection  with  an 
uneventful  course.  His  wife  had  a four 
plus  Wassermann,  when  examined  about  a 
year  previously.  He  was  addicted  to  al- 
cohol. About  a week  before  admission  to 
the  hospital  the  patient  had  seen  his  family 
physician  complaining  of  difficulty  in  urina- 
tion. At  that  time  a dense  degree  of  stric- 
ture of  the  bulbous  urethra  was  diagnosed. 
He  was  advised  to  return  for  urethral  di- 
latation but  failed  to  do  so. 

On  the  day  of  admission  (February  10, 
1936)  to  the  Southside  Hospital,  Bay 
Shore,  L.  I.,  he  was  found  at  home  in  a 
semicomatose  condition.  He  had  been  at- 
tempting to  treat  himself  and  had  been  ap- 
parently unable  to  get  outside  help.  It  was 
impossible  to  determine  the  length  of  acute 
illness.  He  was  irrational  and  looked 
septic. 

Physical  examination  revealed  a white 
adult  male,  about  sixty  years  of  age, 
emaciated  and  toxic.  The  head  and  neck 
were  essentially  negative.  The  thorax 
showed  increased  amplitude  of  respiration. 
There  was  flatness  on  the  right  side.  The 
infraclavicular  area  presented  coarse 
bronchovesicular  breathing.  Many  fine  and 
coarse  rales  were  heard  -throughout  both 
lungs.  The  patient  coughed  continually. 
The  heart  was  not  enlarged;  the  rate  was 
rapid,  but  there  were  no  murmurs.  Pulse 
was  barely  perceptible,  and  about  ninety 
per  minute.  The  abdomen  was  distended. 
The  lower  abdomen  from  symphysis  to 
umbilicus  was  rigid,  indurated,  and  tender 
to  touch.  The  urethra  presented  a dense 
impassible  stricture  at  the  bulbomembranous 
junction.  Scrotal  contents  were  normal  to 


palpation.  Rectal  examination  revealed  a 
small  soft  prostate  with  a superimposed  area 
of  doughy  resistance.  The  knee  jerks  were 
sluggish  and  the  extremities  very  cold.  The 
temperature  on  admission  was  96.2°  F. 

The  impression  was  one  of  sepsis  follow- 
ing extravasation  of  urine,  broncho- 
pneumonia, and  exposure. 

The  bladder  was  immediately  drained  by 
means  of  a trocar  and  the  patient  prepared 
for  operation  by  means  of  saline  and  glucose 
both  intravenously  and  hypodermically. 
Operation  was  performed  the  following 
morning. 

Operation  {Feb.  11)  : Under  gas  and  oxy- 
gen anesthesia,  a four-inch  incision  was 
made  from  the  pubic  area  to  the  umbilicus 
in  the  midline.  The  recti  muscles  were 
separated;  necrotic  fat  and  pus  were  en- 
countered directly  over  the  bladder.  The 
peritoneum  was  thickened  and  adherent  to 
the  bladder  dome.  The  bladder  was  incised^ 
and  about  a pint  of  urine  aspirated.  A 
No.  26  mushroom  catheter  was  inserted. 
Palpation  of  the  bladder  cavity  revealed  no 
other  point  of  rupture.  The  recti  muscles 
were  found  to  be  necrotic.  Further  explora- 
tion of  their  sheaths  revealed  necrotic  rents 
along  both  lateral  margins  opening  into  the 
peritoneal  cavity  on  both  sides. 

The  peritoneum  was  incised  and  drained 
and  eight  ounces  of  pus  and  urine  were 
removed.  The  wound  was  closed  in  lay- 
ers with  drainage  tubes  inserted  intraperi- 
toneally  and  extraperitoneally. 

The  postoperative  diagnosis  was  rupture 
of  the  bladder,  extraperitoneal  with  intra- 
peritoneal extension. 

Blood  count  on  Feb.  11  was:  Hemoglobin 
seventy-five  per  cent  RBC  3,600,000,  leukocytes 
12,300,  small  lymphs  twenty-two  per  cent,  and 
polymorphonuclear  neutrophiles  seventy-eight 
per  cent. 

Blood  Chemistry  on  Feb.  12  was : Creatinine 
2.3  mgs.  per  100  c.c.,  urea  nitrogen  twenty-five 
mgs.  per  100  c.c. 

Progress  Notes 

Feb.  12 : Patient  is  in  a very  weak  condi- 
tion. The  infusions  of  glucose  and  saline 
have  stimulated  the  patient  sufficiently 
within  the  past  two  days  so  that  he  is  show- 
ing some  temperature  reaction  in  contrast 
to  his  admission  temperature  of  96°  F. 
However,  the  increase  in  his  body  tempera- 
ture has  also  served  to  increase  the  amount 
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of  absorption  both  from  his  peritoneal  cav- 
ity and  abdominal  wound.  The  patient  is 
becoming  more  and  more  septic.  The  car- 
diac rate  is  extremely  rapid.  He  is  greatly 
dyspneic  and  is  failing  rapidly  from  shock. 
The  urinary  output  is  considerable. 

Feb.  13:  Temperature  is  mounting  each 

hour.  The  pulse  is  of  poor  quality.  Res- 
pirations have  become  more  dyspneic  and 
labored.  Patient  does  not  react  to  ques- 
tioning and  his  exitus  is  only  a matter  of 
a few  hours.  However,  intensive  treat- 
ment with  glucose  intravenously  and  saline 
by  clysis  is  being  continued.  The  heart 
is  being  supported  by  digitalis  medication. 
His  pneumonia  is  rapidly  getting  worse. 
There  is  marked  bronchial  breathing 
throughout  the  right  side,  but  no  large 
areas  of  consolidation.  It  is  questionable 
as  to  which  is  causing  more  sepsis,  the 
pneumonia  or  the  abdominal  extravasation 
of  urine. 

Feb.  14:  Patient  died  this  morning.  Ter- 

minal temperature  106.2°  F.  Diagnosis  was 
acute  bronchopneumonia,  rupture  of  bladder 
following  urethral  stricture,  extravasation 
of  urine,  and  peritonitis. 

Postmortem  (Examination  of  wound 
extra-  and  intraperitoneally)  : Permission 

was  granted  for  exploration  of  the  abdomi- 
nal wound  only.  The  abdominal  wound 
showed  signs  of  only  slight  organization. 
On  opening  the  sutures  and  exposing  the 
abdominal  wall,  a mass  of  foul,  necrotic  ma- 
terial and  pus  exuded.  The  bladder  was 
ruptured  anteriorly  and  adherent  to  the 
abdominal  wall.  Urine  found  in  the  bladder 
was  fairly  clear.  The  peritoneal  cavity  was 
explored  on  the  right  side  and  a small 
amount  of  fairly  clear  fluid  was  found. 
On  the  left  side  an  organized  cul-de-sac 
was  present  extending  over  the  roof  of 
the  bladder  containing  some  free  seropur- 
ulent  fluid.  The  walls  of  this  sac  were 
composed  of  great  omentum.  The  course 
of  extravasation  apparently  was  as  fol- 
lows: Suprapubically  and  through  sheaths 
of  the  recti  muscle  and  then  later- 
ally into  the  peritoneal  cavity,  an  attempt 
on  the  part  of  the  greater  omentum  to  wall 
this  off  was  ineffectual. 

The  lungs  were  not  explored. 

Discussion 

The  term  “spontaneous”  rupture  is 
per  se  deceptive,  implying  as  it  does  a 
lack  of  motivating  force.  Stone2  in  his 
excellent  treatise  defines  such  a rupture 
as  “an  evacuation  into  a closed  cavity  of 
which  only  two  are  accessible,  namely  the 
pre- vesical  space  and  the  abdominal  cav- 
ity. The  term  “spontaneous”  should  be 


applied  to  those  cases  resulting  from  path- 
ological changes  in  the  wall  of  the  bladder 
or  obstructive  lesions  of  the  bladder  or 
urethra,  irrespective  of  the  presence  or 
absence  of  pathological  changes  in  the 
bladder.”  Sisk  and  Wear3  look  upon 
spontaneous  rupture  as  occurring  without 
external  stimulation.  Others4-6  find  it 
difficult  to  conceive  of  perforation 
without  force.  While  such  a force  may 
appear  trivial  or  unnoticed,  careful  scru- 
tiny always  produces  evidence  of  some 
stress  or  strain.  The  inherent  strain  aris- 
ing from  fluid  under  pressure  (distended 
bladder)  may  be  considered  a true  hy- 
draulic force.  Similarly  an  increase  of 
intra-abdominal  pressure  can  be  precipi- 
tated by  sudden  lifting,  rising,  defecation 
or  parturition.  Such  cases  have  been  re- 
ported.7,8 A lesion  of  the  bladder  wall 
(neurogenic,  congenital,  inflammatory  or 
neoplastic)  is  obviously  a silent  contrib- 
uting factor  in  the  mechanism  of  bladder 
rupture.  To  these  factors,  a loss  of 
sensorium  because  of  alcoholism  rounds 
out  the  picture.  An  obstruction  to  uri- 
nary outflow  is  assumed.  It  is  felt  that 
the  term  “spontaneous”  rupture  of  the 
bladder  should  apply  to  an  infiltrating 
malignant  or  infective  process,  which  of 
itself  would  create  a channel  to  the  extra- 
or  intraperitoneal  spaces. 

Table  I presents  a survey  of  cases  re- 
ported in  the  literature  of  bladder 
rupture  following  urethral  stricture. 

Whether  the  rupture  occurs  extra-  or 
intraperitoneally,  is  obviously  dependent 
on  the  site  of  the  bladder  tear.  Partial 
lacerations  of  the  bladder  wall  are  infre- 
quent. The  tear  usually  occurs  through 
all  layers.  Gesinger5  has  suggested  that 
an  intraperitoneal  rupture  may  be  due 
first  to  the  arrangement  of  the  muscle 
fibers  of  the  posterior  surface  of  the 
bladder,  and  second  to  the  fact  that  the 
only  covering  is  the  peritoneum.  Bone 
and  muscle  protect  the  bladder  elsewhere. 
Besley4  has  shown  that  a rupture  takes 
place  at  the  weakest  point  in  the  bladder 
but  that  this  point  is  not  always  anatom- 
ically the  same.  Experiments  in  distend- 
ing the  bladder4,9  (Besley,  Staubenrauch) 
reveal  no  constant  relative  order  in  which 
the  coats  tear.  Campbell’s10  review  of  a 
series  of  fifty-five  cases  of  bladder  rup- 
ture from  numerous  causes  found  that 
most  tears  occur  in  or  near  the  dome  of 
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the  bladder.  These  are  usually  long  or 
multiple  rents  of  either  a T,  Y,  or  U type 
offering  extra-  and  intraperitoneal  egress. 
In  an  exhaustive  clinical  study,  Bartels11 
however  concludes  that  the  tears  most 
frequently  are  in  following  order: 

1.  Anterior  wall  (left  or  right) 

2.  Posterior,  superior  angle 

3.  Posterior,  inferior  angle 

4.  Junction  of  neck  of  bladder  and  body 
(rare) 


ally  by  way  of  perforation  close  to  the 
umbilicus.  No  case  could  be  found  in 
the  literature  in  which  such  a mechanism 
was  proven  at  autopsy.  Our  own  case 
illustrates  an  extraperitoneal  tear  of  the 
bladder  wall  extending  laterally  into  the 
peritoneal  cavity. 

Signs  and  symptoms  have  been  ade- 
quately discussed  by  others.  Early  in  the 
course  there  is  a strong  desire  to  void 
with  inability  to  do  so.  With  the  actual 


Table  I 


Author  Dale 

Wehrle 1 1896 


Besley 4 1907 


Coff  (quoted  by  1913 
Baumer) 16 

Duponey  (quoted  by  1913 
Baumer; 16 


Michel  (quoted  by  1913 
Baumer) 16 


Lehmann 17 1922 

Williams 14 1927 


Sisk  & Wear* 1929 

Soifer18 1936 


Lazarus  and  Rosen-  1936 
thal 6 


Keen  & Goldschlager  1937 
(Present  case) 


Age  Type  of  rupture  Details  Operation  Result 

37  Intraperitoneal — Urethral  stricture.  Diagnosis  not  made.  Au- None Death 

topsy  revealed  tear  in  bladder  mucosa  and 
muscle  (1.5  cm.)  situated  at  posterior  sur- 
face in  fundus  of  the  bladder 


49  Intraperitoneal — Rupture  occurred  following  fall  in  street.  4 nrs.  after  ad-  Death 
Tear  (large)  ragged  in  fundus,  reaching  on  mission 


left  side  to  rectum.  Alcoholism 

? Extraperitoneal . . . Rupture  occurred  following  physical  exertion.  Yes. . Recovery 

No  delay  in  diagnosis 

? Intraperitoneal Insane  patient.  Stricture  known  for  some  None Death 


time.  Following  effort  to  void,  the  patient 
lost  consciousness  and  died  six  hrs.  later. 

Autopsy:  laceration  five  cm.  in  length  found 
at  posterior  wall  of  the  bladder.  Histologi- 
cal examination  revealed  hypertrophy  of 
wall,  no  degeneration  seen 

? No  details  given 

39  Intraperitoneal Severe  pain  in  abdomen.  Urinary  retention,  Laporotomy  Cys-  Death 

diarrhea,  fecal  vomiting,  two  days.  Rupture  totomy  7 days 
found  at  superior,  posterior  angle  later 

48  Extraperitoneal . . . Slow  rupture  of  bladder.  Site  in  bladder  wall  Plastic Recovery 

near  right  pubic  bone.  Bladder  wall  thin 
and  friable.  Nature  cured  this  man  by  per- 
mitting formation  of  multiple  scrotal  fistulae 
through  which  the  urine  drained 

37  Extraperitoneal . . . Suprapubic  mass  watched  for  three  days.  72  hrs.  after  ad-  Recovery 
Anterior  bladder  wall  necrotic  and  urine  mission 
seeping  through  multiple  small  openings 

51  Intraperitoneal....  Patient  delayed  operation.  Operated  thirty-  11  hrs.  after  rup-  Recovery 
two  nrs.  after  retention.  Urethral  scrotal  ture 
fistula  (traumatic)  present 

48  Extraperitoneal . . . Suprapubic  dullness,  scrotal  enlargement.  24  hrs.  after  rup-  Recovery 
Bladder  wall  thick.  Tear  occurred  an-  ture 
teriorly.  Eight  days  after  operation, 
multiple  abscesses  of  right  kidney  developed 
and  were  successfully  treated  by  decapsula- 
tion 

63  Extra-  and  intra-  Derelict  — bronchopneumonia,  alcoholism,  12  hrs.  after  ad-  Death 
peritoneal  lues,  exposure.  In  shock  on  admission,  mission 

Immediate  trocar  drainage  of  bladder  with 
improvement  of  patient.  Cystotomy  and 
drainage.  Tear  located  anteriorly,  occurred 
at  least  three  days  prior  to  admission 


A urethral  stricture  first  produces 
hypertrophy  of  the  bladder  musculature, 
later  leading  to  atrophy.  If  an  associated 
infection  is  present,  the  tensile  strength 
of  the  musculature  is  further  weakened. 
Coexistent  primary  changes  in  the  blad- 
der may  accelerate  the  incidence  of  blad- 
der perforation. 

Bogart12  in  an  extensive  article  con- 
cludes that  the  posterior  superior  por- 
tion of  the  bladder  is  the  most  vulner- 
able point  of  rupture  because  the  muscle 
support  is  weakest  there.  Harrison13 
discusses  the  possibility  of  an  extraperi- 
toneal rupture  extending  intraperitone- 


tear  the  patient  may  experience  a sensa- 
tion of  tearing  or  something  giving  way 
in  the  lower  abdomen.  Occasionally  he 
may  refer  this  sensation  to  the  heart. 
Pain  may  be  constant  and  precipitate  col- 
lapse. On  the  other  hand,  sudden  relief 
of  symptoms  such  as  urgency  and  abdom- 
inal pain  may  be  the  first  indication  of 
actual  bladder  perforation. 

With  extraperitoneal  involvement  there 
is  also  lower  abdominal  tenderness  and 
rigidity.  A mass  may  be  palpable  through 
the  rectum  or  vagina  if  the  tear  is  intra- 
peritoneal. With  extravasation  of  urine 
into  the  tissue  there  is  toxic  absorption. 
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Signs  of  sepsis  are  evident  (chill,  high 
pulse,  irregular  temperature).  If  the 
rupture  is  very  slow,  scrotal  sinus  forma- 
tion may  take  place.  Such  a case  is  re- 
ported by  Williams14  in  a forty-eight  year 
old  male  who  presented  multiple  scrotal 
fistulae  originating  in  the  anterior  blad- 
der all  close  to  the  right  pubic  bone. 

With  intraperitoneal  involvement  there 
are  the  signs  of  peritonitis  and  free  fluid 
in  the  abdomen.  An  infrequent  but  im- 
portant sign  is  the  presence  of  a bluish 
tinge  about  the  umbilicus.  (Petersens). 
This  may  occur  as  early  as  six  hours 
after  rupture. 

All  authors  agree  as  to  the  difficulty 
of  early  diagnosis.  Cases  have  been  re- 
ported at  autopsy.  If  possible  a careful 
history  plus  the  signs  and  symptoms  men- 
tioned above  may  help. 

If  a catheter  can  be  passed,  a cysto- 
gram  with  the  use  of  an  innocuous  filling 
medium  (Hippuran,  etc.)  is  of  great  aid. 
No  harm  can  result  from  the  procedure 
as  immediate  surgical  drainage  invariably 
follows.  In  early  cases,  intravenous  pye- 
lography may  help  at  times.  Late  cases 
exhibit  renal  inhibition  and  make  the 
procedure  valueless. 

Filling  the  bladder  with  a measured 
amount  of  fluid  and  measuring  the  re- 
turn is  an  unreliable  procedure. 

The  injection  of  air  into  the  bladder15 
with  x-ray  visualization  of  a subdia- 
phragmatic  localization  (intraperitoneal) 
or  the  dissemination  of  air  through  the 
fascial  planes  (extraperitoneal)  should 
prove  valuable.  We  have  had  no  experi- 
ence with  same.  The  possible  danger 
of  air-borne  bacteria  to  subdiaphragmatic 
spaces  must  be  considered. 

In  this  series  of  ten  cases  of  bladder 
rupture  associated  with  urethral  stricture, 
the  mortality  for  intraperitoneal  rupture 
was  eighty- four  per  cent.  Only  one  case 
recovered  following  drainage. 


The  extraperitoneal  ruptures  (4)  all 
recovered,  three  following  surgical  drain- 
age, the  other  through  multiple  scrotal 
sinuses.  The  latter  were  excised  success- 
fully following  cystotomy  and  urethral 
dilatation. 

Our  case  of  extraperitoneal  rupture 
with  intraperitoneal  extension  died. 

Surgical  drainage,  prompt  and  ade- 
quate, is  the  only  treatment.  Actual  sut- 
uring of  tears  should  be  performed  only 
when  practical.  Intraperitoneal  tears  re- 
quire prompt  drainage  although  the  only 
recovered  case  submitted  to  operation 
eleven  hours  after  diagnosis.  Extraperi- 
toneal tears  can  go  without  relief  as  long 
as  seventy-two  hours,  with  recovery. 

Conclusion 

Ten  cases  of  bladder  rupture  secondary 
to  urethral  stricture  have  been  reviewed. 
These  are  evenly  divided  into  extra-  and 
intraperitoneal  groups. 

A case  of  spontaneous,  extraperitoneal 
rupture  of  the  urinary  bladder  is  reported 
with  further  intraperitoneal  involvement. 
This  was  complicated  by  bronchopneu- 
monia occurring  in  a patient  living  alone. 
There  was  a history  of  a gonorrheal  stric- 
ture, lues,  and  alcoholism.  The  kidneys 
responded  immediately  to  bladder  drain- 
age and  intravenous  fluid  therapy.  Uremia 
was  not  a factor  in  causing  death.  The 
patient  lived  more  than  seventy-two  hours 
after  extravasation  of  urine  before  treat- 
ment could  be  administered  (as  judged 
by  operative  findings). 

The  course  of  the  extravasation  in  this 
case  was  unusual.  The  bladder  tear  oc- 
curred at  the  anterior  portion  (extraperi- 
toneally),  the  necrotic  process  extending 
into  the  recti  muscles  anteriorly.  At  op- 
eration the  exploring  hand  could  be 
passed  from  the  site  of  the  rupture  along 
the  lateral  surfaces  of  the  bladder  on 
either  side  and  thence  intraperitoneally. 
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ROLE  OF  FOOD  ALLERGY  IN  DISEASES  OF  THE  SKIN 


J.  Gardner  Hopkins,  M.D.,  New  York  City 
From  the  Department  of  Dermatology,  College  of  Physicians  and  Surgeons,  Columbia  University 


The  disorders  which  we  call  allergic 
are  most  varied  in  their  manifestations, 
but  are  included  in  that  category  because 
i they  seem  to  be  based  on  the  same  or 
: similar  fundamental  processes.  The 
: more  their  mechanism  is  elucidated  the 
more  similar  seem  the  processes  concerned 
in  all  cases.  The  nature  of  the  reactions 
and  especially  the  course  which  they  fol- 
low are  influenced  greatly  by  the  nature 
of  the  allergenic  substances.  It  is  useful 
and  customary  to  divide  these  substances 
i into  three  groups. 

1.  Proteins  such  as  occur  in  foods,  pol- 
lens, and  epidermal  substances.  These  are 
practically  nontoxic  for  unsensitized  animals. 

2.  The  bacterial  proteins  which  differ 
somewhat  from  other  proteins  in  the  type 

j of  allergic  response  which  they  elicit. 

These  bacterial  proteins  are  more  or  less 
l toxic  for  normal  animals. 

3.  Nonprotein  substances  which  are  in- 
complete antigens  and  probably  sensitize 

j only  after  combination  with  the  body  pro- 
teins of  the  individual  sensitized. 

The  differences  between  the  reactions 
caused  by  these  three  types  of  antigens 
may  not  be  fundamental,  but  are  at  pres- 
ent of  practical  importance. 

The  type  of  antigen  does  not,  however, 
determine  the  type  of  clinical  response. 
Asthma  may  in  one  individual  be  due  to 
' a food  or  epidermal  protein,  in  another 
j individual  to  a bacterial  protein,  and  in  a 
| third  to  a nonprotein  substance  such  as 
! aspirin.  The  same  is  true  of  urticaria  and 
of  the  inflammatory  lesions  of  the  skin 
which  we  call  eczema  or  dermatitis.  Con- 
versely, egg  may  cause  asthma  in  one  in- 
j dividual,  urticaria  in  another,  and  eczema 
! in  a third. 

The  variation  in  symptoms  which  dif- 
. ferent  individuals  present  after  reaction 
j to  the  same  antigen  is  generally  explained 
j on  the  hypothesis  that  different  tissues  are 
sensitized.  It  is  known  that  in  contact 
j dermatitis  certain  areas  of  skin  are  more 
; highly  sensitized  than  others.  These  are 
usually  areas  which  have  been  most  ex- 


posed to  the  allergen.  It  seems  plausible, 
therefore,  to  suppose  that  hay-fever  is 
caused  by  sensitization  of  the  nasal 
mucosa,  asthma  by  sensitization  of  the 
bronchi,  and  dermatitis  by  sensitization  of 
the  skin. 

May  I remind  you  of  familiar  experi- 
mental findings  that  seem  illustrative  of 
the  phenomena  we  observe  clinically? 

Guinea  pigs  injected  with  appropriate 
doses  of  certain  food  proteins  can  be 
sensitized  so  that  a second  injection  after 
an  interval  of  ten  or  more  days  causes 
anaphylactic  shock.  The  serum  of  ani- 
mals so  actively  sensitized  contains  pre- 
cipitins  specific  for  the  protein  used  and 
when  injected  into  a second  pig,  passively 
sensitizes  it  so  that  it  in  turn  will  react 
in  an  anaphylactic  manner.  The  smooth 
muscle  of  the  uterus  or  intestine  removed 
from  an  actively  or  passively  sensitized 
guinea  pig  reacts  violently  on  exposure  to 
the  antigen  indicating  that  antibodies  are 
present  in  certain  tissues  as  well  as  in  the 
serum.  Injection  of  sublethal  doses  of 
antigen  into  a sensitized  guinea  pig  de- 
sensitizes the  animal  for  a period  so  that 
neither  it  nor  its  excised  organs  react 
anaphylactically. 

These  phenomena  are  more  easily 
demonstrated  with  some  foods  such  as 
egg-white  than  with  others,  but  the  re- 
action of  the  guinea  pig  to  all  nontoxic 
foreign  proteins  seems  to  follow  much  the 
same  laws. 

However,  in  each  species  of  animal  the 
phenomena  of  sensitization  differ.  The 
reactions  of  the  human  present'  many 
similarities  to  and  many  differences  from 
those  of  the  guinea  pig.  Let  us  examine 
them. 

As  an  example,  take  a young  child  in 
whom  the  eating  of  egg  causes  vomiting  and 
diarrhea  or  eczema  or  urticaria.  The 
studies  of  Schloss  and  his  coworkers1  have 
shown  that  foreign  protein  may  be  absorbed 
unaltered  from  the  intestine  so  that  eating 
a protein  may  be  equivalent  to  the  injec- 
tion of  minute  amounts.  Eating  egg  pro- 
duces the  symptoms  referred  to.  Introduc- 
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tion  of  dilute  egg  protein  into  the  skin  of 
such  a sensitized  infant  usually  causes  a 
prompt  local  wheal  indicating  that  the  skin 
tissue  is  sensitized.  In  some  cases  injec- 
tion of  the  protein  has  caused  shock  and 
even  death,  and  eating  may  cause  severe 
collapse.  The  child’s  serum  can  often  be 
shown  to  contain  antibodies  because  its  in- 
jection into  the  skin  of  a normal  person 
usually  passively  sensitizes  the  injected  area. 
A wheal  will  appear  if  this  area  is  later 
tested  with  egg  and  sometimes  if  the  nor- 
mal person  eats  egg.  When  the  child 
grows  older  he  can  usually  eat  egg  without 
symptoms  and  may  give  a negative  skin 
test.  Such  apparent  desensitization  may  be 
accomplished  (though  more  easily  with 
other  foods)  by  feeding  amounts  too  small 
to  cause  any  reaction  and  gradually  increas- 
ing them.  All  this  seems  quite  analogous 
to  what  happens  in  a sensitized  guinea  pig. 

On  the  other  hand  there  are  differences 
between  the  phenomena  of  allergy  in  man 
and  anaphylaxis  in  the  guinea  pig.  Pre- 
cipitins  cannot  be  demonstrated  in  the 
serum  of  allergic  humans.  Most  efforts 
to  passively  sensitize  guinea  pigs  with 
human  serum  have  failed  although  the  evi- 
dence is  somewhat  equivocal.  Moreover 
it  is  often  difficult  to  determine  how 
humans  become  sensitized.  While  some 
individuals  develop  their  first  symptoms 
long  enough  after  first  eating  a food  to 
permit  the  assumption  that  they  have 
been  sensitized  by  previous  exposure, 
others  seem  to  react  on  first  exposure. 
Some  infants  for  example  seem  to  be 
born  sensitized  and  some  older  persons 
react  to  a food  the  first  time  they  are 
aware  that  they  have  eaten  it.  Must  we 
regard  this  as  a freak  of  inheritance  or  is 
there  some  rational  explanation  ? The 
mother  may  not  be  sensitized  to  the  pro- 
tein to  which  her  infant  reacts ; Bell  and 
Eriksson2  could  not  find  the  antibodies 
of  the  mother’s  serum  in  the  serum  of 
her  infant.  It  seems  unlikely  therefore 
that  these  infants  are  passively  sensitized. 
* On  the  other  hand,  Ratner3  and  his  co- 
workers have  shown  that  foreign  proteins 
can  pass  the  placenta.  It  seems  then  a 
reasonable  hypothesis  that  these  con- 
genital allergies  have  been  actively  sensi- 
tized by  food  eaten  by  the  mother. 

At  least  the  assumption  that  human 
allergies  follow  the  general  laws  of  ex- 
perimental anaphylaxis  helps  us  to  under- 
stand many  of  the  phenomena  we  observe 
in  our  patients. 


Food  Allergy 

One  may  make  certain  generalizations 
in  regard  to  food  allergy  which  it  is  useful 
to  remember. 

1.  There  is  a hereditary  tendency  to  be- 
come sensitized.  The  family  history  will 
usually  show  that  relatives  have  suffered 
from  food  allergy  or  some  other  form  of 
protein  sensitization.  The  hereditary  in- 
fluence seems  not  to  extend  to  the  sensitiza- 
tion of  any  particular  tissue  or  to  any  in- 
dividual protein,  but  merely  to  increase  the 
tendency  of  certain  strains  of  humans  to 
become  sensitized  to  proteins.  It  is  doubt- 
ful whether  the  same  heredity  increases 
their  tendency  to  become  sensitized  to  bac- 
terial proteins  or  to  nonprotein  antigens 
such  as  poison  ivy. 

2.  Allergy  to  any  given  food  usually  ap- 
pears soon  after  that  food  is  first  eaten: 
allergy  to  egg,  milk,  wheat,  and  other  com- 
mon foods  in  the  first  year  and  allergy  to 
shellfish  and  unusual  foods  in  adolescence. 
There  are  apparent  exceptions  to  this,  but 
they  are  few. 

3.  Most  patients  gradually  become  de- 
sensitized. The  child  who  in  infancy  can- 
not tolerate  milk,  can  often  take  it  without 
symptoms  in  later  childhood.  However, 
certain  highly  sensitized  individuals  remain 
intolerant  throughout  life.  This  occurs  more 
frequently  in  those  who  show  shock  symp- 
toms and  in  those  sensitized  to  certain 
antigens,  especially  fish,  shellfish,  and  egg. 

4.  After  a patient  seems  desensitized  his 
reactivity  to  the  old  antigen  may  recur 
when  he  becomes  sensitized  to  a new 
antigen.  As  an  example,  a patient  sensitive 
to  milk  in  infancy  and  nonsensitive  to  milk 
in  later  childhood,  again  became  sensitive 
to  milk  during  an  attack  of  ringworm 
dermatitis.  Such  “anamnestic”  reactions 
may  explain  the  apparent  initiation  of  some 
food  allergies  long  after  the  food  was  first 
taken. 

5.  Patients  show  a sequence  in  sensitiza- 
tion to  different  antigens.  After  being 
sensitized  to  one  food  they  tend  to  become 
sensitized  to  new  foods  and  then  to  pro- 
teins that  they  inhale,  such  as  silk,  pollens, 
molds,  and  other  dust  constituents. 

6.  They  show  also  a sequence  in  sensi- 
tization of  different  tissues.  Infants  with 
eczema  usuallv  have  gastrointestinal  symp- 
toms and  are  likely  later  to  show  other 
allergic  symptoms  such  as  asthma,  hay  fever, 
migraine  or  shock. 

7.  In  the  same  patient,  different  tissues 
may  react  to  different  foods.  A patient 
may  have  eczema  from  milk  and  asthma  or 
urticaria  from  egg,  although  others  develop 
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eczema,  urticaria,  and  asthma  all  from  the 
same  food. 

8.  Foods  cause  reactions  in  the  skin  after 
absorption  from  the  intestinal  tract.  To 
cause  the  skin  to  react,  it  is  necessary  to 
rub  the  allergen  into  a scratch  or  inject  it 
intradermally ; the  response  is  an  immediate 
urticarial  wheal,  rarely  a delayed  erythema, 
and  not  a dermatitis.  Foods  rarely  pene- 
trate the  unbroken  skin.  They  practically 
never  cause  positive  patch  tests.  These 
phenomena  are  probably  due  to  the  fact 
that  the  active  portion  of  most  foods  is  a 
water  soluble  protein  to  which  the  horny 
layer  of  skin  is  impermeable,  but  which  can 
penetrate  the  mucous  membranes  under  cer- 
tain conditions. 

There  are  a few  exceptions  to  these 
rules  which  should  be  noted.  Foods  oc- 
casionally seem  to  cause  reaction  by  con- 
tact with  the  thin  skin  of  infants  as  evi- 
denced by  circumoral  dermatitis.  Excep- 
tionally food  seems  to  cause  a contact 
dermatitis  in  adults  as  in  the  cases  of 
bakers’  dermatitis  and  in  other  conditions 
where  foods  are  rubbed  into  skin  abra- 
sions. 

The  above  rules  apply  not  at  all  to  the 
oily  constituents  of  food,  as  the  oil  of 
orange  peel  or  cinnamon  oil.  These,  like 
other  oil  soluble  partial  antigens,  cause 
typical  contact  dermatitis  and  give  posi- 
tive patch  tests. 

Dermatoses  Caused  by  Food  Allergy 

A number  of  dermatoses  have  been  at- 
tributed to  food  allergy: 

1.  Urticaria:  The  most  common  type  is 
acute  urticaria  which  usually  begins  in 
adolescence.  The  attacks  usually  last  from 
six  to  twenty-four  hours,  but  may  be  pro- 
longed for  a week  or  more.  They  usually 
follow  eating  of  some  unusual  food.  Those 
most  commonly  causing  urticaria  of  this 
type  are  fish,  shellfish,  strawberries,  and  nuts. 
We  have  noted  cases  from  mustard,  celery 
and  other  foods,  but  they  are  less  common. 
To  the  second  tvoe  of  urticaria  belong  the 
acute  attacks  which  accompany  eczema  or 
asthma.  These  begin  usually  in  infancy 
and  are  caused  more  often  by  more  com- 
mon foods  such  as  egg,  milk,  codfish 
or  tomato.  The  evidence  that  these  urti- 
carias are  due  to  food  is  quite  convincing  as 
the  outbreaks  appear  quickly  and  almost  in- 
variably after  eating  the  same  food  and 
quickly  subside  on  its  withdrawal.  The 
sequence  of  events  is  so  obvious  that  the 
patients  usually  make  their  own  diagnosis. 

Urticaria  is  of  course  a symptom  of  many 


conditions,  some  of  which  seem  quite  un- 
related to  allergy.  Chronic  urticaria  is  not 
often  due  to  food,  although  one  occasion- 
ally finds  that  food  is  one  of  the  causes  of 
a quick  succession  of  outbreaks  or  that  cer- 
tain foods  appear  to  make  the  urticaria 
worse.  As  a rule,  however,  in  chronic  urti- 
caria one  should  think  of  bacterial  sensiti- 
zation first  and  of  food  as  almost  the  last 
possibility.4 

Papular  urticaria  which  frequently  occurs 
in  seasonal  attacks  in  young  children  pre- 
sents a peculiarly  difficult  problem.  Al- 
though the  history  often  suggests  allergy  and 
the  patients  may  give  positive  skin  tests  it 
has  been  impossible  to  show  that  foods  or 
other  antigens  affect  the  eruption.  Walzer5 
has  published  an  excellent  study  of  this 
problem. 

2.  Angioneurotic  edema:  This  seems  to 
be  merely  a special  form  of  urticaria  and 
the  two  types  of  lesions  frequently  occur 
simultaneously  from  the  same  cause.  Cases  • 
of  pure  angioneurotic  edema  where  there  is 
recurrent  swelling  of  the  eyes  or  lips  are 
rarely  due  to  food.  Generalized  edema  due 
to  sensitization  to  food  has  been  observed 
in  rare  instances. 

3.  Eczema:  Allergic  eczema  almost  always 
begins  in  infancy  and  usually  in  the  first 
year  of  life.  It  is  extremely  common  and 
the  clinical  picture  of  an  exuding,  itching 
eruption  beginning  on  the  cheeks  and  ex- 
tending to  other  parts  of  the  body  until  it 
may  become  universal  is  only  too  familiar. 
In  many  it  disappears  spontaneously  in  later 
childhood.  In  a limited  number  it  recurs 
during  early  adolescence  with  a somewhat 
different,  but  equally  characteristic  appear- 
ance. The  areas  then  most  markedly  in- 
volved are  the  face,  neck,  elbow  flexures, 
and  popliteal  spaces.  In  acute  exacerba- 
tions it  may  be  vesicular  and  weeping,  but 
is  more  often  dry  and  lichenified  and  papu- 
lar. These  adolescent  cases  are  often  ^ 
classified  under  the  unfortunate  designa- 
tion of  disseminated  neurodermatitis,  a term 
which  obscures  the  fact  that  they  are  ac- 
tually late  developments  of  the  same  disease 
called  allergic  eczema  in  infancy. 

Practically  all  of  the  allergic  eczemas  in 
infants  are  due  to  sensitization  to  food  as 
may  be  shown  by  their  disappearance  on 
rigidly  restricted  diets  and  the  exacerba- 
tions which  occur  when  the  particular  food 
or  foods  to  which  the  infant  is  sensitized 
are  eaten.  Proof  of  this  has  been  fre- 
quently presented.6  The  foods  most  fre- 
quently responsible  for  infantile  eczema  are 
egg,  milk,  wheat,  orange,  tomato,  choco- 
late, spinach,  oat,  potato,  and  cod.  The 
often  accused  fats  and  starches  seem  to  have 
nothing  to  do  with  these  eczemas,  and  sensi- 
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tizations  to  contact  substances  play  prac- 
tically no  role.  When  we  say  that  infantile 
eczema  is  almost  invariably  due  to  food  we 
obviously  do  not  mean  that  a diaper  rash 
is  due  to  food  or  that  seborrhea  of  the 
scalp  or  intertrigos  of  the  groins  and  axillae 
are  due  to  food.  These  eruptions  could 
hardly  be  mistaken  for  infantile  eczema. 

Allergic  eczema  in  the  adolescent  stage 
has  probably  the  same  basic  etiology.  Prac- 
tically all  such  patients  were  sensitive  to 
foods  in  infancy.  A few  recover  completely 
on  elimination  from  their  diet  of  one  or 
more  foods  and  many  have  exacerbations 
after  eating  certain  foods.  The  majority, 
however,  cannot  be  cured  merely  by  restric- 
tions in  diet,  and  with  some,  diet  seems  to 
play  no  role.  This  has  led  to  wide  differ- 
ences of  opinion  as  to  their  etiology.  It 
can  be  shown  that  many  have  become  sensi- 
tive to  other  proteins,  as  silk,  wool,  dander, 
and  pollen.  As  such  antigens  are  inhaled 

‘with  dust  it  is  difficult  to  protect  patients 
from  them.  Consequently  the  relationship 
of  such  sensitizations  to  their  eczema  is 
more  difficult  to  establish  than  is  the  case 
with  foods.  In  many  of  these  patients 
psychic  stimuli  also  seem  to  excite  the  erup- 
tion. It  is  evident  too  that  important 
changes  have  taken  place  in  skins  which 
have  been  the  site  of  a chronic  inflammation 
for  years  and  which  are  heavily  infected 
with  staphylococci.  These  and  possibly 
other  factors  make  the  practical  manage- 
ment of  these  cases  exceedingly  difficult. 
Their  existence  does  not,  however,  invalidate 
the  evidence  that  the  disease  is  due  pri- 
marily to  allergy  to  proteins  ingested  or  in- 
haled. 

4.  Other  forms  of  dermatitis:  Urbach7 
has  described  a case  of  weeping  dermatitis 
of  the  extremities  which  seemed  to  differ 
from  the  usual  type  of  allergic  eczema  and 
which  he  believed  due  to  food  sensitization. 

. It  is  quite  possible  that  food  sensitization 
may  cause  eczemas  which  do  not  conform 
to  the  usual  clinical  picture.  However,  in 
dermatitis  of  the  hands  or  feet,  in  fact  in 
all  cases  which  do  not  present  the  clinical 
characteristics  of  allergic  eczema,  one  will 
do  well  to  look  for  causes  other  than  food. 

5.  Aphthae:  Many  patients  attribute  out- 
breaks of  aphthae  to  the  eating  of  special 
foods,  particularly  chocolate  and  nuts. 

6.  Herpes:  Herpes  simplex  in  some  in- 
dividuals occurs  repeatedly  after  eating 
foods  to  which  they  are  sensitized.  Herpes 
and  aphthae  can  hardly  be  considered  al- 
lergic reactions,  but  it  is  possible  that  such 
a reaction  predisposes  the  patient  to  attacks 
by  a virus  which  he  harbors. 

7.  Acne-form  eruption:  White8  has  de- 
scribed eruptions  on  the  face  simulating 


acne  due  to  sensitization  to  foods.  At  the 
Vanderbilt  Clinic,  Kesten  has  observed  simi- 
lar pustular  eruptions  of  the  face  due  to 
milk  and  chocolate. 

8.  Pruritus  ani  or  pruritus  vulvae : Andre- 
son9  and  also  Rowe™  and  Drueck11  have 
described  cases  of  pruritus  ani  or  pruritus 
vulvae  attributed  to  sensitization  to  foods. 

9.  Purpura  and  erythema  multiforme : 
There  have  been  occasional  reports  of  pur- 
pura or  erythema  multiforme  or  both  oc- 
curring as  reactions  to  specific  foods.  Gal- 
loway12 described  such  a case  in  1903 
and  Engman,13  Fordyce,14  Hazen,15  and 
others16  have  reported  them  since.  In  most 
cases  the  lesions  accompanied  a severe 
gastrointestinal  reaction.  There  seems  no 
doubt  that  such  lesions  can  be  caused  by 
food,  but  the  great  majority  are  probably 
caused  by  allergy  to  bacteria  or  to  drugs. 

10.  Contact  dermatitis  from  foods:  As  has 
been  shown  above  there  are  certain  cases  of 
occupational  dermatitis  in  bakers  which 
seem  due  to  contact  of  the  skin  with  wheat. 
My  associate,  Kesten,  has  studied  one  such 
patient  who  is  sensitive  to  wheat  protein 
on  skin  test.  In  this  case  either  inhalation 
of  wheat  flour  or  rubbing  of  flour  on  the 
skin  caused  dermatitis  of  the  hands  and 
forearms.  The  hands  were,  however,  much 
excoriated  and  it  is  quite  possible  that  the 
protein  gained  access  only  through  such 
breaks  in  the  skin.  Another  possibility 
which  was  not  excluded  is  that  the  eruption 
was  not  due  to  wheat  protein,  but  to  bleach- 
ing substances  added  to  the  flour  which 
Mayer  believes  responsible  for  many  cases 
of  bakers’  dermatitis.  We  have  also  ob- 
served two  cases  of  dermatitis  of  the  hands 
in  dietitians  where  the  handling  of  food 
caused  a dermatitis  if  the  hands  were 
abraded,  but  not  if  the  skin  was  intact. 

One  sees  in  infants  transient  outbreaks  of 
circumoral  dermatitis  which  definitely  follow 
the  eating  of  certain  foods,  especially  toma- 
toes or  spinach.  Urbach  studied  a patient 
in  whom  he  could  evoke  an  acute  derma- 
titis by  wiping  the  eyelids  with  eggwhite. 
These  are  probably  instances  where  a pro- 
tein (possibly  having  special  solubility) 
penetrated  unusually  thin  skin  and  pro- 
duced a reaction  by  contact.  In  the  infants 
referred  to  the  eruptions  resembled  contact 
dermatitis  and  not  eczema. 

Diagnosis  of  Food  Allergy 

As  in  most  allergic  diseases,  the  his- 
tory is  probably  the  most  important  aid  in 
the  diagnosis  of  food  allergy.  In  the 
allergic  eczemas,  the  clinical  appearance 
is  also  of  great  help. 

Skin  tests  are  sometimes  of  real  value, 


Number  1] 


FOOD  ALLERGY— DISEASES  OF  SKIN 


27 


but  they  have  fallen  into  disrepute  prob- 
ably because  so  many  have  expected  that 
by  merely  making  skin  tests,  one  could 
make  an  etiological  diagnosis.  I have 
found  many  patients  traveling  about  with 
a long  list  of  foods  which  they  dared  not 
eat  because  positive  skin  tests  had  been 
reported,  but  in  whom  the  eating  of  these 
foods  seemed  to  produce  no  symptoms 
whatever.  More  baffling  are  the  cases 
which  give  a negative  skin  test,  but  are 
clinically  definitely  sensitive  to  given 
foods.  It  is  to  be  remembered,  for  ex- 
ample, that  in  acute  urticarias  of  adults 
which  are  perhaps  the  most  clear-cut  ex- 
amples of  skin  eruptions  due  to  food 
allergy,  it  is  rather  unusual  to  find  posi- 
tive skin  tests. 

Elimination  diets  are  the  most  conclu- 
sive means  of  detecting  food  allergy,  but 
are  difficult  to  use  and  interpret.  It  is 
useless  to  attempt  them  unless  the  patient 
regards  his  disease  as  a major  problem 
and  is  willing  to  submit  to  considerable 
inconvenience  and  privation.  In  allergic 
eczema  the  improvement  following  with- 
drawal of  the  responsible  food  is  usually 
slow  and  one  can  rarely  draw  conclusions 
until  after  an  abstinence  of  two  weeks. 
The  most  striking  evidence  is  obtained 
by  a recurrence  of  eczema  after  an  al- 
lergen “thrust.”  The  method  is  as  fol- 
lows : 

With  a controlled  environment  the  pa- 
tient is  placed  on  successive  elimination 
diets  until  one  is  found  on  which  pruritus 
ceases  and  the  patient’s  eczema  disappears. 
Then  goodly  amounts  of  a common  food 
are  added  at  three  to  eight  day  intervals 
and  the  effect  noted.  The  one  causing  a 
recurrence  of  eczema  is  again  eliminated 
and  the  patient’s  eczema  again  clears. 

This  method  has  been  extremely  suc- 
cessful in  the  treatment  of  infantile 
eczema  and  urticaria  and  has  demon- 
strated that  sensitivity  to  common  foods 
is  a contributing  cause  of  many  cases  of 
adolescent  and  adult  allergic  eczema. 
The  difficulties  with  the  method  are  many 
and  obvious,  but  nevertheless  it  seems  the 
only  reliable  means  at  our  disposal  for  the 
detecting  of  food  allergy.  In  severe  cases 
the  time  and  patience  demanded  by  these 
tests  is  often  well-rewarded.17 

In  carrying  out  diet  tests  there  are 
practical  points  which  are  helpful.  First 
of  all  tell  the  patient  what  to  eat,  then 


what  not  to  eat.  For  this  the  assistance 
of  a dietitian  is  almost  a necessity.  When 
common  foods  such  as  egg,  milk  or  wheat 
are  excluded  the  patient  should  be  given 
lists  of  prepared  foods  that  contain  even 
small  amounts  of  the  substance  he  is 
trying  to  avoid.  The  cooking  of  food 
rarely  alters  it  sufficiently  to  prevent  the 
patient’s  reaction  (although  it  may  oc- 
casionally be  adequate).  It  is  important 
to  recognize  the  patient’s  preferences  and 
to  give  as  far  as  possible  foods  that  are 
palatable.  A marked  dislike  for  food  is 
sometimes  a clue  in  detecting  sensitiza- 
tion. When  milk  is  excluded,  especially 
from  the  diet  of  infants  it  is  necessary  to 
give  some  substitute.  The  soy  bean 
preparations,  Sobee  or  the  more  palatable 
and  better  balanced  Mullsoy  are  extremely 
helpful. 

Treatment  of  Food  Allergy 

In  spite  of  the  pages  devoted  to  the 
local  therapy  of  skin  diseases  due  to  food 
allergy,  particularly  allergic  eczema,  the 
only  logical  procedure  is  to  determine  the 
substances  to  which  the  patient  is  sensi- 
tive. If  patients  are  found  sensitive  to 
unimportant  foods  it  is  quite  satisfactory 
simply  to  exclude  these  foods  from  their 
diet. 

When,  however,  as  is  more  fre- 
quently the  case,  they  are  found  allergic 
to  egg,  milk  or  wheat  which  enter  into 
the  composition  of  almost  every  meal  and 
of  so  many  common  articles  of  food,  per- 
manent exclusion  of  the  food  from  the  diet 
is  utterly  impractical.  The  oral  method  of 
desensitization  is  useful  in  such  cases.  It 
is  simply  an  imitation  of  the  method  by 
which  the  majority  of  infants  become 
spontaneously  densensitized.  To  succeed, 
however,  in  any  scheme  of  desensitization 
it  is  essential  first  to  rigidly  exclude  the 
food  in  question  from  the  diet  during  the 
period  of  treatment  which  is  usually  pro- 
longed over  months.  If  this  is  done,  de- 
sensitization to  common  foods  can  usually 
be  satisfactorily  accomplished  by  feeding 
the  substance  daily  in  measured  amounts 
beginning  with  mere  traces.  The  de- 
sensitization to  egg  seems  peculiarly  diffi- 
cult and  we  have  been  successful  in  only 
a few  cases.  The  methods  of  oral  de- 
sensitization have  been  described  by  my 
associates18  and  need  not  be  detailed  be  e. 
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Summary 

Cutaneous  lesions  resulting  from  sensi- 
tization to  foods  are  part  of  the  syndrome 
of  allergy  to  nontoxic  proteins.  They  are 
often  accompanied  by  cutaneous  reactions 
to  proteins  other  than  food  and  by  reac- 
tions in  tissues  other  than  the  skin. 

The  most  important  manifestation  is 
allergic  eczema.  In  infancy,  this  is  usually 


due  solely  to  food  allergy.  In  adolescence, 
food  allergy  is  often  an  important  factor. 

Acute  urticaria  is  often  caused  by  al- 
lergy to  food.  In  chronic  urticaria,  foods 
are  rarely  an  important  factor. 

There  is  evidence  that  allergy  to  food 
causes  other  types  of  skin  lesions,  but  our 
knowledge  as  to  these  is  fragmentary. 

102  E.  78  St. 
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RAW  MILK  CAUSED  42  EPIDEMICS  IN  1936 


More  than  one-half  of  the  123,000,000 
people  in  the  United  States  are  still  con- 
suming potentially  dangerous  raw,  or  un- 
pasteurized, market  milk  even  though  the 
public  health  importance  of  milk  pasteuri- 
zation has  long  been  established,  Dr.  James 
A.  Tobey,  New  York  scientist  and  health 
expert,  told  the  annual  convention  of  the 
International  Association  of  Milk  Dealers 
in  Dallas,  Texas,  in  October. 

Only  about  forty-seven  per  cent  of  the 
fluid  milk  produced  in  this  country  is  pas- 
teurized, it  was  declared  by  Dr.  Tobey,  until 
recently  Director  of  Health  Service  of  The 
Borden  Company.  The  risk  of  epidemics 
due  to  contaminated  raw  milks  of  low 
grades  is  still  very  great,  he  asserted. 


“In  1936  there  were  42  epidemics  of 
milk-borne  diseases  in  the  United  States, 
involving  1547  cases  of  preventable  diseases, 
and  28  unnecessary  deaths,  as  reported  by 
the  United  States  Public  Health  Service,” 
he  said. 

“In  every  instance  these  unfortunate 
outbreaks  of  typhoid  fever,  septic  sore 
throat,  scarlet  fever,  and  other  commun- 
icable diseases  were  caused  by  infected 
raw  milk  of  low  grades.  The  only  gratify- 
ing feature  about  these  epidemics  is  the 
fact  that  the  number  is  less  than  the  coun- 
try’s average  for  the  past  ten  years,  in- 
dicating a gradual  improvement  in  the  small 
town  and  rural  milk  supplies  in  which  most 
of  these  outbreaks  occur.” 


THE  DOCTOR  “SHAKES  DICE  WITH  DESTINY" 


A village  doctor  in  the  winter-bound 
mountains  of  Wales  was  aroused  from  mid- 
night slumber  by  pounding  at  his  door. 
Miles  away,  the  messenger  said,  a mother 
was  in  agony  and  it  looked  as  though  both 
she  and  her  baby  would  die. 

The  doctor  fought  his  way  through  the 
snow  drifts  and  the  sleet  for  hours  to  get 
there  by  daybreak,  relates  Malcolm  Bingay 
in  Hygeia.  He  delivered  the  child  and 
saved  the  mother.  No  thought  of  financial 
reward  from  that  destitute  family ! Just 


a knight  in  the  armor  of  his  profession 
living  up  to  the  oath  of  Hippocrates. 

That  was  more  than  seventy  years  ago, 
but  that  simple  physician  to  the  poor  lived 
to  know  his  reward  of  that  night’s  struggle. 

When  the  guns  were  barking  on  the 
Western  Front  and  the  fate  of  the  Empire 
was  at  stake,  he  saw  it  saved  by  the  heroic 
decisions  and  the  dynamic  energy  of  that 
forlorn  babe  he  saved  to  the  world  that 
morning. 

The  child  was  David  Lloyd-George. 


ECHINOCOCCOSIS  OF  THE  PELVIS 

Report  of  a Case  Involving  the  Right  Broad  Ligament 

A.  J.  Raggi,  M.D.,  New  York  City 
Visiting  Gynecologist,  St.  Vincent’s  and  Columbus  Hospital 


Echinococcosis  involves  the  pelvic 
structures  relatively  infrequently,  whereas 
the  liver,  kidneys,  and  lungs  are  the  most 
common  sites  of  infection  in  the  order 
named.  Echinococcosis  occurs  every- 
where, but  is  especially  found  in  certain 
parts  of  Central  Europe  and  Iceland. 
The  adult  tapeworm  occurs  usually  in  the 
upper  half  of  the  small  intestine  of  the 
dog.  It  can  also  occur  in  cats,  wolves, 
and  jackals.  The  larval  stage  occurs  in 
a large  number  of  domesticated  as  well 
as  wild  animals — dogs,  sheep,  swine,  and 
cattle  in  particular.  Man  is  an  accidental 
host. 

The  pelvic  organs  are  sometimes  in- 
volved in  the  infection.  It  is  generally 
believed  that  in  such  cases  the  source  of 
infection  is  from  the  rectum  through  its 
lymphatic  channels.  It  is  also  thought 
that  a direct  extension,  as  from  the  liver, 
may  occur.  Primary  pelvic  hydatids  in 
the  female  have  their  origin  in  the  con- 
nective tissue  immediately  beneath  the 
Pouch  of  Douglas.  From  this  point  they 
spread  to  the  broad  ligaments  and  may 
come  in  contact  with  the  uterus,  ovaries, 
and  tubes.  It  is  believed  that  the  paren- 
chyma is  only  rarely,  if  ever,  the  seat  of 
the  disease.  However,  primary  involve- 
ment of  the  uterus,  Fallopian  tube,  and 
ovary  have  been  reported.  Primary 
retrovesical  echinococcus  cysts  have  also 
been  reported. 

In  the  case  I am  reporting  it  could  not 
be  accurately  determined  whether  the  in- 
fection involved  the  pelvis  through  the 
rectal  route  or  as  a direct  extension  from 
an  infected  liver.  It  is  interesting  to  note 
that  a cholecystectomy  for  chronic  chole- 
cystitis was  performed  only  a few  months 
earlier  by  another  operator  and  no  cysts 
noted  at  the  time.  This  appears  to  indi- 
cate a primary  pelvic  involvement. 

Case  Report 

E.V.,  single,  age  forty-four,  Italian-born, 
was  treated  for  tapeworm  in  Italy  at  the 
age  of  eighteen.  Although  unable  to  deter- 


mine the  type  of  tapeworm,  she  states  that 
after  a prolonged  treatment  a head  was 
passed  and  recovery  rapidly  ensued.  Her 
present  illness  dates  back  some  three  or  four 
years,  when  she  began  to  suffer  from  back- 
ache and  constipation.  This  was  shortly 
followed  by  gastric  disturbances  at  more 
or  less  regular  intervals.  In  the  past  year 
pain  in  the  right  upper  quadrant  and  epi- 
gastrium also  accompanied  her  other  com- 
plaints. She  also  suffered  from  vague  joint 


Fig.  1 

pains  and  a feeling  of  fullness  in  the  epi- 
gastrium. In  May  1935,  a cholecystectomy 
and  appendectomy  were  performed  by  an- 
other surgeon.  The  pathological  report  was 
“chronic  cholecystitis  and  appendicitis.”  No 
relief  followed  this  operation.  She  entered 
another  hospital  on  July  21,  1936  and  was 
discharged  on  August  4 with  a diagnosis  of 
“cyst  or  carcinoma  of  the  ovary  and  cir- 
rhosis of  the  liver  with  probable  parasitic 
infection,”  with  instructions  to  return  later 
for  a laparotomy.  She  was  admitted  to 
the  gynecological  service  of  St.  Vincent’s 
Hospital  on  August  20,  1936. 

Examination  revealed  a well-developed 
woman.  Heart  and  lungs  were  negative. 
Small  hard  mass  was  felt  in  right  upper 
quadrant  apparently  attached  to  the  liver. 
On  vaginal  examination  a large  soft  mass, 
somewhat  movable,  filled  the  entire  pelvis. 
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Blood  pressure  80/110.  There  was  no  ele- 
vation of  temperature  at  any  time. 

Laboratory  findings:  Essentially  nega- 

tive, except  for  eosinophilia  of  twenty-eight 
per  cent.  G.U.  and  G.I.  and  X-rays  nega- 
tive, except  for  “redundancy  and  dilitation  of 
sigmoid  ascending  transverse  and  descending 
colon  visualizes  with  a barium  enema.” 

Operation:  A large  cystic  tumor  was 

found,  apparently  involving  the  entire  right 
broad  ligament,  ovary,  and  uterus.  In  order 
to  remove  the  mass  intact  it  was  necessary 
to  remove  the  uterus  as  well.  Fig.  1 will 
give  the  reader  a detailed  picture  of  the 
gross  pathology.  Another  large  cystic  mass, 
firmly  imbedded  in  the  liver,  was  also  dis- 
closed. In  view  of  the  extensive  pelvic 
pathology  it  was  considered  prudent  not 
to  attempt  the  removal  of  the  liver  mass 
at  this  time. 

Pathological  report:  “Specimen  consists 

of  a small  uterus,  the  right  tube  and  ovary 
and  an  interligamentous  cyst  measuring 
4j4x2j4x2j4".  The  cyst  has  displaced  and 
compressed  the  ovary  which  is  separated 
from  the  cyst  by  a distinct  capsule.  On 


opening  this  cyst  it  is  found  to  be  filled 
with  numerous  daughter  cysts  which  are 
distended  with  a cloudy  fluid.” 

Microscopic : “Sections  show  well  pre- 

served echinococcus  cysts.  Outside  the 
main  cyst,  there  is  a layer  of  ovarian  tissue 
lined  on  the  inner  side  by  a deposit  of 
chitinous  granules,  between  which  and  the 
ovarian  tissue  is  a line  of  subacute  pyogenic 
inflammation  with  some  foreign  body  reac- 
tion. Microscopic  examination  of  the  cyst 
fluid  shows  numerous  well  preserved  scoleces 
with  numerous  hooklets  and  some  suckers.” 
— Alexander  Fraser,  M.D.,  Pathologist. 

The  diagnosis  was  echinococcus  cyst. 
The  patient  made  an  uneventful  recovery, 
but  left  the  hospital  on  her  own  responsi- 
bility without  submitting  to  further  opera- 
tion for  the  removal  of  the  liver  pathology. 
The  most  interesting  feature  in  this  case 
is  the  fact  that  no  demonstrable  lesion  in- 
dicative of  echinococcosis  was  noted  during 
the  operation  for  cholecystitis  a few  months 
earlier,  which  leads  one  to  suspect  that 
perhaps  the  pelvis  was  primarily  involved. 

130  W.  11  St. 


MUCH  CRY  AND  LITTLE  WOOL 


Does  the  showering  of  public  funds  on 
welfare  agencies  of  all  sorts  really  benefit 
the  public  health  as  much  as  the  recipients 
of  the  shower  would  have  us  believe?  The 
editor  of  the  Journal  of  the  Tennessee 
Medical  Association  thinks  not.  He  recalls 
that  in  the  year  1936  welfare  agencies  of 
government,  state  and  national,  spent  the 
largest  sum  of  money  that  was  ever  spent 
in  the  history  of  the  world  in  a similar 
period  of  time  for  relief  and  welfare. 

It  is  logical  to  ask  the  question,  “Did 
this  enormous  expenditure  accomplish  wel- 
fare ?”  Of  course,  the  agencies  respon- 
sible will  show  pictures  and  cite  figures 
to  prove  that  it  did. 


The  most  reliable  answer,  he  believes,  is 
found  in  the  gross  mortality  figures  for 
the  year  1936.  A bulletin  issued  bv  the 
Bureau  of  the  Census  under  date  Oi  June 
7,  1937,  shows  that  the  registration  area 
of  the  United  States  experienced  the  high- 
est mortality  in  1936  that  has  been  ex- 
perienced in  seven  years. 

“These  figures  indicate  that  the  expendi- 
ture of  money  by  welfare  agencies  ap- 
propriated out  of  the  pockets  of  taxpayers 
does  not  always  buy  the  welfare  it  was 
intended  to  buy.  The  welfare  agencies 
doubtless  will  demand  still  more  money  to 
be  spent  under  their  direction  to  buy  wel- 
fare. It  has  not  worked.” 


TEN  COMMANDMENTS  FOR  THE  DOCTOR’S  WIFE 


She  must  not  know  the  meaning  of  the 
word  “jealous.” 

She  must  never  gossip. 

She  must  run  a cafeteria,  serving  meals 
at  all  hours  for  her  husband. 

She  must  be — like  Caesar’s  wife — above 
reproach. 

She  must  have  self  reliance  and  self  con- 
trol. 

She  must  be  able  to  think  quickly  and 
sanely  in  emergencies. 

She  must  be  a diplomat,  see  all,  hear 


all,  say  a lot,  yet  say  nothing. 

She  must  learn  to  bear  stoically  and 
without  complaint,  disappointments  in  her 
personal  plans. 

She  must  be  a good  mother  and  father, 
because  doctors  are  often  too  busy  to 
discipline  their  own  children. 

She  must  be  a good  “doctor”  because 
doctors  never  take  time  to  doctor  them- 
selves.— Northumberland  County  Medical 
Society  Notes. 


NEPHRITIC  HYPERTENSION 

Treatment  with  a Diuretic  Agent  Obtained  from  the  Animal  Kidney 

Benjamin  Jablons,  M.D.,  New  York  City 


Kidney  extracts  of  various,  types  have 
been  used  for  a great  number  of  years 
for  the  treatment  of  nephropathies  and 
their  complications.  These  have  been 
administered  as  whole  kidney,  in  the 
form  of  kidney  pulp  or  dried  kidney 
powder,  or  in  the  form  of  pressed  juice 
obtained  both  from  fresh  as  well  as 
autolysed  kidney  tissues.1  Watery  ex- 
tracts and  saline  extracts2'5  have  likewise 
been  employed,  mostly  from  fresh  kid- 
ney. Extracts  made  with  boiling  water  ✓ 
have  also  been  tried.13  Renal  vein  blood 
and  its  derivatives  and  kidney  perfus- 
ates5, 6 represent  another  approach  to 
this  problem.  Attempts  have  likewise 
been  made  to  extract  by  means  of  vari- 
ous solvents,  substances  from  the  kidney 
tissue,  which  exercised  a potent  effect  on 
various  physiologic  functions,  chiefly  that 
relating  to  diuresis.10  Attention,  how- 
ever, was,  centered  mostly  on  the  effect 
of  these  substances  on  the  blood  pres- 
sure, both  normal  and  increased,  of 
laboratory  animals  and  human  beings. 

It  has  become  increasingly  apparent 
that  this  is  not  a method  by  which  spe- 
cific substances  can  be  isolated.  There 
are  so  many  bodies  of  a depressor  nature 
present  in  animal  tissue  that  it  is  diffi- 
cult to  separate  them  by  this  means  and 
to_  attribute  any  specific  character  to 
them.  Some  of  these  bodies  have  been 
identified  chemically.  They  belong,  gen- 
erally, into  four  large  groups.  One  is 
the  choline  group,  second  is  the  histamine 
group,  third  is  the  adenosine  group,  and 
fourth  is  the  guanidin  group.  These 
groups  represent  substances  which  are 
degradation  products  of  nucleoprotein 
and  therefore  easily  developed  in  all  ani- 
mal tissue.18 

In  addition  the  multifarious  functions 
associated  with  the  animal  kidney  and  its 
capacity  to  excrete  hormonic  secretions 
from  other  glands  make  it  difficult  to 
isolate  a specific  kidney  substance  un- 
mixed with  other  associated  hormones. 
Attempts  to  separate  these  materials  by 


exposure  to  high  temperature  such  as 
that  used  in  boiling  aqueous  extracts  only 
served  to  destroy  ferments,  as  well  as 
other  potent  hormonic  principles.  > The 
substances  which  would  be  retained  by 
this  method  belong  in  the  biogenic  amine 
group.  This  group  is  represented  essen- 
tially by  the  four  categories. 

We  have  found,  however,  that  by  pro- 
tein precipitation  utilizing  alcohol  which 
has  been  acidulated  and  by  subsequent 
fractionation  with  increasing  concentra- 
tions of  alcohol  and  neutralization  of  ex- 
cessive acidity  by  ammonium  salt,  we 
have  been  able  to  obtain  a substance 
which,  by  chemical  and  biologic  tests., 
fails  to  give  a reaction  for  choline,  hista- 
mine, adenosine,  and  guanidin.16-18  This 
substance,  freed  of  lipoids,  is  apparently 
identical  with  the  “nephrohormone”  iso- 
lated by  Tokumitsu4  in  Japan,  from 
renal  vein  blood  which  has  a physiologic 
effect  similar  to  our  substance,  which  we 
have  named  Tubulin.  Tubulin,  similar 
to  the  substance  isolated  by  Tokumitsu, 
has  a very  definite  effect  on  the  mobiliza- 
tion of  chlorides  in  the  blood  stream  and 
their  excretion  through  the  urine.  It 
also  has  an  effect  on  cholesterol  and 
other  electrolytes,  which  will  be  reported 
in  a future  communication. 

The  literature  contains  numerous  re- 
ports of  conflicting  results.  Extracts 
made  by  a method  similar  in  some  re- 
gards, to  that  used  in  the  isolation  of  in- 
sulin have  failed  to  give  consistent  re- 
sults. An  extract  prepared  by  Wagner12 
under  Dr.  Frederick  M.  Allen’s  direc- 
tions yielded  a substance  which  gave 
variable  clinical  results.  We  have  felt 
that  since  attention  has  been  paid  to 
elimination  of  choline  and  histamine  by 
meticulous  observation  of  the  directions 
of  the  method  which  is  outlined  below, 
results  have  been  much  more  consistent. 
In  other  countries  apparently  similar  ex- 
periences have  been  recorded.  Gomez, 
in  France,  recently  pointed  out23  that  the 
reason  for  the  contradictory  results  he 
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obtained  was  to  be  sought  in  the  fact 
that  the  product  prepared  is  usually  not 
very  well-defined  and  is  relatively  un- 
stable since  so  many  things  such  as.  tem- 
perature, pH.,  etc.,  exercise  a deleterious 
effect.  Another  reason  is  the  fact  that 
usually  this  extract  as  he  prepared  it 
contained  toxic  substances  developing  in 
the  injured  kidney  or  shortly  after  re- 
moval from  the  body,  which  yielded  oc- 
casionally hypertensive  substances. 

One  factor  which  must  be  guarded 
against  is  the  presence  of  products  de- 
rived from  autolysis  of  kidney  tissue  de- 
veloping in  the  period  of  time  elapsing 
between  death  of  the  animal  and  the  ex- 
tract preparation.  That  this  is  not  un- 
important can  be  gleaned  from  compari- 
son of  the  curves  made  in  tests  for  the 
presence  of  histamine  in  extracts  made 
from  hog  or  beef  kidneys  which  have 
been  prepared  immediatey  after  removal 
from  the  carcass  and  extracts  made  from 
kidneys  which  have  been  allowed  to  re- 
main at  room  temperature  for  periods 
varying  from  three  or  more  hours.  The 
time  elapsing  between  the  removal  of  the 
kidney  from  freshly-killed  animals  and  its 
contact  with  the  solution  which  prevents 
continued  enzyme  activity,  determines  the 
amount  of  choline  and  histamine  present. 
Our  extract  freshly  prepared  contained 
no  choline  or  histamine.  We  have  been 
able  to  demonstrate  that  choline  exercises, 
a definite  antidiuretic  effect.  It  is  there- 
fore evident  that  extracts  which  are  not 
free  from  choline  instead  of  being  of 
value  may  either  be  indifferent  or  may 
even  tend  to  aggravate  a condition  which 
already  is  considerably  advanced. 

We  have  succeeded  in  preparing  from 
the  animal  kidney  an  extract  which  is 
free,  in  a large  measure,  from  many  of 
these  objections.  An  acid  alcoholic  ex- 
tract prepared  from  kidneys  used  im- 
mediately after  removal  from  the  body, 
or  frozen  to  prevent  any  autolytic 
changes  is  free  from  toxic  bodies  in  the 
dosage  used  and  consistently  hypotensive. 

This  substance  has  been  obtained  by 
the  following  method  of  preparation: 

To  a kilo  of  freshly  removed  hog  kidney, 
which  has  been  finely  hashed,  is  added  ap- 
proximately eight  liters  of  ninety-five  per 
cent  alcohol  acidulated  by  the  addition  of 
concentrated  sulphuric  acid  to  a pH.  of 
about  3.0  (approximately  1/10  of  1%). 


The  mixture  is  shaken  and  allowed  to  stand 
at  room  temperature  overnight.  It  is  then 
filtered  through  gauze  and  filter  paper.  This 
filtrate  is  then  passed  through  a filter  con- 
taining ammonium  carbonate,  which  serves 
to  neutralize  the  sulphuric  acid,  and  by  the 
formation  of  ammonium  sulphate  helps  pre- 
cipitate any  protein  or  proteose  substances 
that  have  escaped  precipitation  by  the  ex- 
isting alcohol  concentration  of  eighty-six 
per  cent.  This  clear  filtrate  is  then  re- 
duced in  vacuum  to  a volume  to  700-800 
c.c.  at  a temperature  ranging  from  10  to 
24°  C.  At  this  point,  an  insoluble  residue 
separates  out  which  is  filtered  off.  The  re- 
maining clear  filtrate  is  placed  in  a refrig- 
erator overnight  and  the  lipoid  substances 
settle  out  and  are  filtered  the  following  day 
in  the  cold.  The  clear  filtrate,  separated 
from  the  lipoids  by  refrigeration  is  then 
evaporated  in  vacuum  to  dryness  at  a tem- 
perature which  is  not  allowed  to  go  above 
24°  C.  This  is  then  taken  up  in  distilled 
water.  If  this  solution  yields  a precipitate 
with  an  excess  of  alcohol  it  is  again  taken  up 
in  nine  volumes  of  ninety-five  per  cent  alco- 
hol and  the  precipitate  separated  as  men- 
tioned previously  by  filtration  or  centrifuga- 
tion. The  supernatant  fluid  is  evaporated 
down  to  dryness  again,  washed  with  acetone 
or  ethyl  ether,  and  the  dry  residue  dissolved 
in  distilled  water  so  that  one  c.c.  is  equiva- 
lent to  fifty  gm.  of  original  kidney  tissue. 
When  properly  prepared  this  extract  has 
a pH.  3. 5-4.0,  is  clear  amber  yellow,  and 
has  a characteristic  strong  pungent  odor. 
It  does  not  precipitate  with  sulphosalicylic 
acid,  and  is  negative  with  the  Biuret  test. 

We  attempted  standardization  at  first 
by  determining  the  amount  of  extract 
which  would  neutralize  a given  amount 
of  adrenalin.  This  was,  determined  by 
injecting  varying  amounts  of  kidney  ex- 
tract with  a fixed  amount  of  adrenalin 
and  noting  whether  the  degree  of  rise  in 
blood  pressure  was  equivalent  to  the  drop 
which  either  preceded  or  followed  this 
rise.  However  extracts  which  are  not 
pure  and  which  contain  choline  or  hista- 
mine, are  equally  capable  of  producing 
this,  type  of  effect,  particularly  in  dogs 
or  cats.  In  rabbits  the  histamine  is  sup- 
posed to  produce  a rise  in  blood  pressure 
because  rabbits  are  relatively  insuscepti- 
ble to  histamine  on  account  of  their  large 
content  of  histaminase.  This  is  not  al- 
ways true,  as  we  have  found,  so  we  have 
discarded  the  rabbit  as.  a test  animal.  We 
have  found,  however,  that  kidney  extract 
will  neutralize  the  blanching  properties 
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of  adrenalin  injected  intradermally  and 
have  occasionally  used  this  as  a method 
of  standardization.  At  one  time  we  con- 
sidered the  mobilization  of  chlorides  as  a 
method  of  standardization,  but  some  ex- 
tracts produce  a definite  drop  in  the 
chlorides  of  the  plasma  as  well  as  of  the 
whole  blood.  Some  recent  work  would 
seem  to  indicate  that  this  drop  in  chlo- 
ride is  only  present  because  of  its  asso- 
ciation with  sodium  and  that  it  is  prob- 
ably the  sodium  ion  which  is  definitely 
affected.  Considerably  more  work  would 
have  to  be  carried  out  to  prove  this  point. 
We  have  not  attempted  to  prove  the  ef- 
fect of  kidney  extract  on  the  excretion 
of  carbonates  or  the  bicarbonate  content 
of  the  blood,  excepting  that  we  have 
found  increases  in  the  alkali  reserve  of 
the  blood  plasma  in  human  beings  who 
had  been  treated  with  kidney  extract. 

The  injection  of  this  material  when 
properly  prepared,  free  of  histamine  and 
choline,  is  relatively  atoxic.  It  has  been 
injected  intravenously  in  nine  c.c.  doses 
into  a two  kilogram  cat  and  produced  a 
slowing  of  the  heart  rate  with  a slight 
but  definite  increase  in  the  P.R.  interval 
but  showed  no  toxic  effects  on  the  heart. 
In  patients  the  amplitude  of  the  Q.R.S. 
wave  was  increased  after  its  use.  Kid- 
ney extract  injected  into  patients  as  well 
as  animals,  produces  a very  definite  drop 
in  the  blood  pressure,  a fleeting  but  defi- 
nite drop  in  plasma  chlorides,  excepting  in 
patients  or  animals  who  have  been  given 
considerable  amounts  of  salt  previous  to 
administration  of  the  extract.  In  those 
cases  it  would  seem  as  if  the  result  of  the 
extract  is  in  the  nature  of  a mobilization 
since  the  blood  contains  an  increased 
amount  of  chlorides  which  gradually 
drops,  as  compared  with  the  chloride 
level  existing  previous  to  the  injection 
of  the  extract. 

Studies  of  its  diuretic  effect  have  been 
made  with  this  agent.  In  animals,  and  in 
some  patients  we  have  occasionally  ob- 
served an  effect  on  diuresis  which  is 
manifest  in  the  first  four  or  five  hours 
after  its  administration.  In  the  great 
majority  of  patients,  however,  it  does 
not  act  in  this  fashion.  This  diuretic 
effect  becomes  evident  sometimes 
within  twenty-four  hours  and  sometimes 
not  for  two  or  three  days  after  its  ad- 
ministration. In  Case  26  (Table  I),  the 


peak  of  the  effect  was  reached  one  week 
after  its  administration  was  begun  and 
represented  an  increase  of  800%  com- 
pared with  what  it  had  originally  been. 

In  Case  8 the  diuretic  effect  was  cumu- 
lative and  did  not  manifest  itself  until 
forty-eight  hours  after  its  administration 
and  increased  slowly  until  three  days 
later  it  had  increased  to  approximately 
200  per  cent.  This  effect  remained  until 
two  weeks  later,  when  it  had  increased 
300  per  cent ; twenty-two  days  later  it 
had  increased  350  per  cent;  and  twenty- 
four  days  later  it  had  increased  to  620 
per  cent;  and  on  the  twenty-fifth  day 
after  administration  .was  begun  had 
reached  the  astounding  total  of  770  per 
cent  of  the  original  amount.  It  was 
found  necessary  at  that  time  to  attempt 
measures  which  would  control  both  water 
andTsodium  chloride  loss.  Intravenous 
adamm  strati  on  of  ten  to  twenty  per  cent 
sodium  chloride  solutions  and  eschatin 
were  given,  and  on  the  day  on  which  the 
excessive  output  was  recorded  salt  ex- 
creted was  63^  grams. 

Used  in  conditions  not  definitely  as- 
sociated with  kidney  pathology  but  where 
oliguria  was  present  because  of  some 
other  cause,  this  agent  has  shown  a 
diuretic  effect.  In  these  individuals,  the 
diuresis  which  followed  lasted  in  some 
cases  only  a period  of  twelve  hours 
whereas  in  other  individuals  it.  extended 
over  a period  of  five  days.  Because  of 
the  effect  which  we  have  noted  on  the 
salt  excretion  as  well  as  the  development 
of  a syndrome  which  will  be  described  in 
detail  elsewhere,  we  have  found  it  nec- 
essary to  administer  fairly  large  quanti- 
ties of  salt,  even  to  patients  in  whom  the 
condition  of  the  kidneys  was  such  as  to 
contraindicate  its  use  in  these  amounts. 

A remarkable  effect  of  the  use  of  this 
material  has  been  with  patients  in  whom, 
as  a lesult  of  this  material,  the  syndrome 
developed.  We  have  noticed  that  we 
could  administer  amounts  of  sodium 
chloride  which  would  normally  have  been 
followed  by  the  development  of  exten- 
sive edematous  processes,  without  any 
such  water  retention  taking  place. 

In  the  case  of  D.Y.,  suffering  from 
chronic  hemorrhagic  nephritis,  sixty- 
eight  grams  of  salt  was  given  over  a 
period  of  one  week,  without  this  patient 
developing  any  edema,  in  addition  to 
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which  even  a test  of  the  P.S.P.  excretion 
given  with  1000  c.c.  of  fluid  failed  to 
produce  any  pretibial  edema. 
who  has  been  taking  no  treatment  for 
the  past  nine  months,  with  the  exception 
of  two  injections  given  at  monthly  inter- 
vals in  the  last  two  months,  is.  consum- 
ing approximately  eight  to  ten  gm.  of 

Chart  I — Effect  of  Kidney  Extract  (Tubu- 
lin) on  (A)  Diuresis  (intake  and  output)  : 
(B)  Albuminuria  total  output  (gm.)  in  twenty- 
four  hours:  (C)  Chlorides,  as  sodium  chloride 
(gm.)  in  twenty-four  hours.  With  maximum 
diuresis,  chloride  output  was  63.8  gm.  Use 
of  Eschatin  (10  c.c.)  had  only  temporary  effect 
on  water  and  sodium  chloride  excretion. 


salt  daily,  without  manifesting  any 
edema. 

The  diuretic  effect  of  this  material  is 
particularly  evident  in  Case  26,  which 
can  be  seen  from  Table  I ; also  from 
Charts  I-II.  An  important  consideration 
in  connection  with  the  treatment  of  cases 
that  have  lost  considerable  amounts  of 
salt,  is. ‘the  use  of  glucose  intravenously. 
It  has  been  difficult  to  escape  the  impres- 
sion that  the  effect  of  glucose  adminis- 
tered intravenously  in  patients,  in  whom 
the  sodium  chloride  concentration  has 
been  markedly  depleted  either  because  of 
abstention  from  salt  containing  sub- 
stances., because  of  repeated  and  copious 
vomiting,  or  because  of  the  diuresis  set 
up  by  the  kidney  extract,  is.  fraught  with 
considerable  danger. 

In  one  of  the  earliest  cases  treated, 
(Case  17)  the  plasma  chloride  level 
reached  the  low  figure  of  388  mgm.  per 
100  c.c.  although  he  still  excreted  one 
gm.  of  salt  a day  or  less.  A sister  of  this 
patient,  similarly  treated,  also  showed  a 
considerable  drop  of  140  mgm.  per  100 
c.c.  in  the  plasma  chloride  calculated  as 
sodium  chloride  in  a curve  studied  for 
three  hours  after  the  administration  of 
kidney  extract.  Her  blood  plasma  chlo- 
ride fell  to  400  mgm.  per  100  c.c.  from  the 
normal  550-600  and  her  salt  output  in 
the  urine  suggested  that  the  tissue  depots 
were  sadly  depleted.  She  also  made  a 
sudden  exitus  from  cardiac  arrest,  which 
occurred  about  one-half  hour  following 
the  administration  of  glucose  intraven- 
ously. We  have  observed  this,  phe- 
nomenon in  four  cases,  particularly 
where  a uremic  state  existed. 

It  has  been  shown  by  Sheriff  that  death 
can  be  brought  about  in  animals  who 
with  even  low  blood  chloride  levels  can 
be  made  to  excrete  salt  through  the  ad- 
ministration of  substances  which  force 
diuresis,  and  we  have  seen  that  the 
diuretic  effect  of  kidney  extract  mani- 
fests itself  several  days  after  its  admin- 
istration. During  the  past  year  we  have 
made  it  a routine  practice  to  administer 
a minimum  of  four  to  eight  gm.  of  salt 
daily  during  the  administration  of  the 
kidney  extract.  We  have  noticed  that 
where  salt  deprivation  symptoms  occur 
that  even  the  administration  of  fifteen 
gm.  of  salt  daily  for  three  days  does  not 
entirely  relieve  the  symptoms.  The  re- 
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Table  I — Kidney  Extract  in  the  Treatment  of  Nephritic  Hypertension 


Patient  Before  treatment 

1 188/120*200/118. . . 

2  180/95*190/88 

3  210/140 

4  205/105 

5  129/67*178/80 

6  180/108 

7  280/170 

8  228/148 

9  220/140 

10  150/120*170/120... 

11  160/104 

12  190/134*240/180... 

13  220/110 

14  185/94*210/120 

15  210/140*246/148... 

16  208/114 

17  240/180 

18  188/98 

19  180/80 

20  230/130 

21  168/90 

22  185/80 

23  180/83 

24  224/138 

25  194/116*210/145... 

26  158/98 


During  treatment 

167/110 

166/79(3  mos.) 

148/96(1-4  mos.). . . . 
137/89(2-8  mos.) 
195/90(1  period) 
200/92(11  period) 
169/84(5  mos.) 

166/108(2  mos.) 

220/110(3  mos.) 

208/141(3  wks.) 

182/110(2  mos.) 

190/130* 

120/90(1  mo.) 

126/73(3  wks.) 

180/132 

210/146(2  weeks) 

190/110(2  wks.) 

148/82(1-3  wks.).  . . 
165/96(K.E.9  mos.) 
178/110(1-2  mos.).  . 
176/120 

190/102(10  days) 

180/110(18  days) 

174/75(1  period) 
148/76(11  period) 
152/70 


170/96(6  mos.).. 
153/95(18  mos.) 
152/79(7 1 mos.), 

154/70(1  mo.) . . 

162/80(2  mos.).. 
178/116(5  mos.) 

210/140* 

150/132(3  wks.) 
126/76(3  wks.). . 


After  treatment  Result 

190/120(2  mos.) Unimproved 

Improved 

180/110(1  mo.n.t.) *Improved 

132/70(1  mo.  later) 

186/80(2  mo.  later) Unimproved 

235/115(2  yrs.  later) 

132/74(5  mos.  later) ....  Unimproved 
169/115(6  mos.  later) 

184/98(2  wks.  later) ....  Unimproved 
190/80(3  mos.  later) ....  Improved 

Unimproved 

172/90 Improved 

112/72(6  wks.  later) ....  Improved 

94/55(1  wk.  later) Improved 

162/140 Unimproved 

225/150(10  ds.  later) 

250/150(1  mo.  later). .. . Unimproved 

172/97(1  yr.  later) ^Improved 

164/102OC.E.4  mo.) 

238/140(2  mos.  later) ..  . *Improved 

(2  attacks) 

190/98(1  wk.  later) Unimproved 

220/140 Unimproved 

182/80(5  mos.  later) ....  Improved 
130/88(2  mos.  later) 

130/72(8  mos.  later) ....  Improved 
142/84(17  mos.  later) 

167/108(3  mos.  later) . . . Improved 
142/86(1  mo.  later) 

120/60(6  mos.  later) ....  Improved 
160/88(12  mos.  later) 

152/70(3  mos.  later) ....  Improved 
145/66(25  mos.  later) 

150/74(3  mos.  later).  . . . Improved 
160/112(2  mos.  later) . . . Improved 
160/120(4  mos.  later) . . . *Improved 

110/60(1-60  mos.  later) . Improved 


* Treatment  discontinued.  Relapse  with  fatal  termination. 


Chart  II — Effect  of  kidney  extract  (Tubulin)  on  Intake  and  Output  over  thirteen  day  period 
as  well  as  on  Blood  pressure  (210/110)  before  beginning  of  treatment.  During  this  period,  seven 
c.c.  of  extract  was  given  as  indicated  in  (A). 

(C)  Effect  of  salt  and  water  excretion,  (aa)  One  to  three  gm.  sodium  chloride  per  day  from 
November  1935  to  February  1936;  period  of  interrupted  treatment,  (a'a')  Sodium  chloride  excre- 
tion from  March  1936  to  March  1937 — three  to  sixteen  gm.  per  day.  (bb)  Urinary  output  aver- 
aged 500  c.c.  per  day  during  period  of  interrupted  treatment,  (b'b')  1000  to  2200  c.c.  during 
period  of  active  treatment. 
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suits  up  to  the  present  time  have  been 
such  as  to  suggest  that  the  treatment 
with  extract  must  be  supplemented  by 
diet  and  salt  to  obtain  optimum  results. 

Effect  on  Hypertension 

In  Table  I are  summarized  twenty-six 
patients  suffering  from  nephritis  in  as- 
sociation with  hypertension,  in  whom 
treatment  was  instituted.  Treatment 
varied  from  a period  of  ten  days,  to  two 
weeks  in  some,  to  a year  or  more  in  oth- 
ers. Cases  who  showed  clinical  improve- 
ment (17)  as  well  as  a definite  drop  in 
systolic  and  diastolic  pressure  are  in- 
cluded amongst  the  cases  which  are 
listed  as  improved.  Of  these  seventeen 
cases.,  three  subsequently  discontinued 
treatment  for  one  reason  or  another  and 
although  they  showed  clinical  and  some 
laboratory  improvement  sufficient  to 
place  them  in  the  category  of  the  im- 
proved, while  under  treatment,  have  been 
reported  to  have  died.  One  of  these 
cases  is  described  in  detail  in  the  group 
of  uremic  coma,  controlled  by  kidney  ex- 
tract. He  had  two  attacks  of  uremia,  both 
associated  with  marked  hypertension,  and 
both  yielded  to  kidney  extract  treatment. 
The  third  episode,  without  kidney  extract, 
resulted  fatally.  The  second  patient  re- 
mained well  for  over  a period  of  fifteen 
months,  following  institution  of  kidney 
extract  treatment  and  then  discontinued 
it  because  he  felt  so  well.  We  have  not 
been  able  to  contact  this  patient  to  find  out 
his  present  status.  The  third  patient  de- 
veloped a sudden  attack  of  pulmonary 
edema  after  being  maintained  in  fairly 
good  health  eighteen  months  after  a 
threatened  uremia,  although  her  nitrogen 
figures  in  the  blood  had  remained  sta- 
tionary for  over  four  months  previous 
to  this  sudden  attack  which  terminated 
her  life  inside  of  a half  hour. 

If  these  cases  were  to  be  included  in 
the  unimproved  group  it  would  leave 
fourteen  out  of  twenty-six  who  have 
shown  improvement  under  this  treat- 
ment (53.8%).  If,  however,  the  three 
are  included  it  would  represent  65.3  per 
cent.  Even  of  those  who  are  listed  as 
unimpioved,  four  showed  a temporary 
improvement.  Table  I shows  the  effect 
of  treatments,  the  time  treatment  was 
administered  and  subsequent  persistence 
of  the  lowered  blood  pressure  or  its  rise 


after  a period  of  time  indicated  in  paren- 
thesis. The  remarkable  effect  on  the  di- 
astolic pressure  shown  in  some  cases, 
such  as  in  cases  3 and  7,  has  not  been 
paralleled  in  all  of  the  cases  listed.  The 
majority  of  these  patients  who  responded 
to  kidney  extract  showed  a much  more 
definite  effect  on  the  systolic  than  on  the 
diastolic  pressure. 

Thus  Cases  20,  24,  and  25  show  a 
drop  of  seventy-seven,  sixty- four,  and 
fifty  mm.  of  mercury,  respectively  in  the 
systolic  pressures;  and  forty-four,  twen- 
ty-six, and  twenty-five  mm.Hg.,  respec- 
tively, in  the  diastolic  pressures.  In 
Case  15  there  was.  a drop  of  seventy 
mm.Hg.,  systolic,  and  thirty-eight  mm. 
Hg,  diastolic. 

In  many  of  these  patients  there  was 
an  immediate  drop  following  the  injec- 
tion of  kidney  extract,  when  pressures 
were  taken  in  fifteen  minutes  to  one  or 
two  hours  after  injection.  This  drop 
varied  from  eight  to  fifty-two  mm.Hg. 
in  some  cases,  in  the  systolic,  and  from 
two  to  twenty-eight  mm.Hg.  in  the  dias- 
tolic. We  have  usually  considered  a 
drop  of  thirty  mm.Hg.  as  coming  within 
the  range  of  spontaneous,  fluctuation. 

In  ambulatory  cases,  periods  required 
vary  from  one  week  to  three  months  to 
get  an  appreciable  effect.  In  one  case  it 
took  five  months  of  continuous  treatment 
before  the  systolic  pressure  was  brought 
down  below  the  high  level  of  200  mm. 
Discontinuance  of  treatment  in  some 
cases  was  followed  by  continued  main- 
tenance of  the  low  level  for  approxi- 
mately five  months.  In  some  cases,  the 
pressure  went  up  two  months  later.  In 
Case  3 discontinuance  of  the  treatment 
for  one  month,  after  four  months  treat- 
ment, was  followed  by  an  increase  of  the 
blood  pressure,  of  approximately  forty 
mm.  over  the  previous  systolic  level  and 
twenty  mm.  over  the  previous,  diastolic 
level,  but  after  eight  months  subsequent 
treatment  remained  low  for  three  months. 
The  essential  hypertension  patients  re- 
sponded either  with  a comparable  drop 
in  the  systolic  as  well  as  the  diastolic 
blood  pressures  or  they  did  not  respond 
at  all.  In  ten  cases  of  essential  hyper- 
tension treated,  one  died  whereas,  the  nine 
who  survived — results  were  good  in  five, 
symptomatic  relief  was  present  in  two, 
and  in  two  cases  which  developed  hyper- 


January  1,  1938] 


NEPHRITIC  HYPERTENSION 


37 


tensive  encephalopathic  episodes  previous 
to  treatment,  one  has  been  free  of  them 
for  the  past  eight  months  after  one 
year  of  treatment  with  kidney  extract. 
One  case  has  been  under  treatment  for 
four  years  and  the  blood  pressure  has 
fluctuated  around  200  to  190  mm.Hg., 
sometimes  reaching  levels  as  low  as 
170  mm.  systolic  and  90  to  110  mm. 
diastolic.  When  treatment  is  withheld 
for  several  months,  her  systolic  pressure 
goes  up  to  240  mm.  and  her  diastolic 
to  140  mm.  One  patient  under  treat- 
ment for  the  past  year,  who  was  under 
continued  stress,  has  reported  that  since 
he  has  been  getting  these  treatments 
he  has  felt  able  to  work  without  the 
previous  fatigue,  and  his  headaches  have 
not  troubled  him  excepting  occasionally 
when  he  has  not  been  careful  with  regard 
to  taking  the  appropriate  amount  of  salt. 

Effect  on  Nausea  and  Vomiting 

The  effect  of  this  extract  on  nausea 
and  vomiting  which  precedes  acute  ur- 
emic attacks,  or  which  constantly  accom- 
panies chronic  uremia,  has  been  very 
striking  in  eight  of  the  cases  listed  in 
Table  I as  well  as  in  the  case  of  W.  J., 
reported  in  connection  with  the  effect  of 
this  extract  on  uremic  coma.  Two  cases 
of  nephrosis  in  adolescents,  which  are 
not  included  in  Table  I,  showed  a similar 
effect.  In  these  eleven  cases,  nausea, 
anorexia,  and  the  vomiting  present  in 
seven  of  this  group,  yielded  in  a period 
of  from  six  hours  to  two  days.  As  will 
be  noted  in  a more  detailed  description  in 
the  cases  reported  under  uremic  coma, 
a noticeable  desire  for  food  is.  manifested, 
patients  expressing  themselves  as  vora- 
ciously hungry.  This,  was  particularly 
noticeable  in  Case  8,  who  reacted  to  the 
injection  of  the  extract  by  developing  an 
appetite  which  could  not  be  satiated  even 
with  a diet  of  300  grams  of  carbohydrate, 
125  grams  of  protein,  and  75  grams  of 
fat.  Vomiting  was  controlled  in  all  of 
this  group  but  one  (Case  12).  The  effect 
on  headache  was  particularly  noticeable 
in  cases  8 and  14,  and  17.  It  should  be 
noted,  however,  that  the  depletion  of  the 
salt  reserves  of  the  body  is  frequently 
associated  with  the  development  of  an 
intractable  headache.  This  type  of  head- 
ache, in  our  experience,  fails  to  respond 


to  any  medication,  other  than  the  admin- 
istration of  sodium  chloride.  The  strik- 
ing relief  from  this  headache  which  may 
be  manifest  within  fifteen  minutes  to  a 
half  hour  after  the  ingestion  of  five  gm. 
of  sodium  chloride  first  called  our  atten- 
tion to  the  close  relationship  existing  be- 
tween this  kidney  diuretic  agent  and  so- 
dium chloride  metabolism.  It  might  be  well 
to  emphasize  here  that  where  excessive 
depletion  has  taken  place,  as  mentioned 
above,  it  would  require  many  times  this 
amount  of  sodium  chloride  to  bring  about 
relief. 

Effect  on  Hypertensive  Retinopathy 

One  of  the  most  troublesome  complica- 
tions of  nephritic  hypertension  is  the 
retinopathy  formerly  classified  under  the 
term  of  albuminuric  retinitis.  Previous  to 
the  work  Page  and  Heuer  the  impression 
was  current  that  this  type  of  change  in 
the  retina  of  the  eye  was  incurable.  In 
their  report  on  the  treatment  of  malig- 
nant hypertension  by  section  of  the  ante- 
rior nerve  roots,  they  describe  a case  in 
whom  the  eyeground  changes  had  cleared 
up  nine  months  after  operation.  The 
report  of  these  three  cases  is  of  interest 
since  these  changes  followed  the  use  of 
kidney  extract.  (Cases  3,  15  and  24). 

Case  3 was  a man,  aged  fifty-three,  manu- 
facturer, suffering  from  nephritic  hyper- 
tension for  many  years,  who  suddenly  found 
his  vision  impaired  so  that  he  was  unable  to 
see  clearly  or  to  read  letters  smaller  than 
the  large  newspaper  headlines.  Ophthalmo- 
scopic examination  showed  extensive  exu- 
dates and  hemorrhages  in  both  eyegrounds. 
After  four  weeks  treatment  with  kidney 
extract,  patient  noticed  that  he  was  able  to 
read  fine  newspaper  print.  Ophthalmoscopic 
examination  made  about  that  time  showed 
extensive  absorption  of  the  exudates  and 
hemorrhages.  The  ophthalmologist  who  ex- 
amined him  recently,  after  four  months  of 
treatment  reports  that  the  fundus  shows 
less  changes  today  than  he  observed  one 
year  ago. 

Case  15  is  reported  in  detail  under  the 
group  treated  for  uremic  coma.  When  he 
was  definitely  out  of  coma  he  complained 
of  impairment  of  vision.  The  ophthalmo- 
scopic examination  of  the  eyegrounds  made 
January  23  showed  numerous  exudates  (cot- 
ton-ball type)  ; no  recent  hemorrhages;  blood 
vessels  showed  moderately  advanced  arteri- 
osclerosis; both  optic  discs  blurred.  Exami- 
nation of  February  22  showed  exudates  in 
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fundi  diminishing;  few  scattered  exudative 
spots ; hemorrhagic  areas  being  absorbed ; 
eyegrounds  improved;  slight  optic  atrophy 
present. 

The  third  patient  is  Case  24,  whose  clini- 
cal history  appears  in  detail  under  the  case 
histories  of  uremic  coma.  Shortly  after 
the  second  admission  to  St.  Claire’s  Hos- 
pital, he  complained  of  marked  blurring 
of  vision  which  continued  and  progressed 
to  the  point  where  he  was  unable  to  see 
clearly  surrounding  objects  or  recognize 
his  medical  attendant,  excepting  through 
the  sound  of  the  voice. 

May  12,  1936 : Ophthalmoscopic  examination 
without  cycloplegia  reveals  many  fresh  and  old 
retinal  hemorrhagic  areas ; very  tortuous  ves- 
sels ; areas  of  retinal  atrophy,  the  result  of  old 
hemorrhages ; numerous  fine  and  moderately 
large  vitreous  opacities ; large  areas  of  exudate 
seen  in  both  fundi,  especially  in  right  macular 
region.  Externally  there  is  a large  amount  of 
chemosis  and  the  edematous  conjunctiva  are  very 
white.  Hemorrhages  and  exudates  account  for 
diminished  vision.  Chemosis  due  to  same  con- 
ditions which  have  caused  edema  of  face. 
Opinion:  Advanced  (severe)  nephritis. 

August  22 : Pupils  not  dilated  with  medication. 
Round  and  equal.  React  well  to  light  stimulation, 
direct  and  consensual.  React  well  on  accommo- 
dation for  distance  and  near.  Refracting  sur- 
faces clear.  Retina  shows  tremendous  areas  of 
exudation  with  large  numbers  of  small  hemor- 
rhages of  various  stages  of  absorption  and  age. 
There  are  no  very  recent  large  hemorrhagic 
areas.  The  patient  states  that  during  the  past 
two  weeks  there  has  been  a remarkable  im- 
provement in  his  vision.  The  areas  of  what 
appeared  to  be  normal  retina  have  a much  better 
color  than  when  last  seen. 

November  20:  Vision  O.D.  improved  from 
light  perception  on  previous  examination  to  20/20 
with  a plus  1 plus  50  axis  90.  Improved  on 
left  eye  from  20/20  to  plus  9 plus  50  axis  90. 
This  indicates  a tremendous  improvement  from 
examination  made  in  July.  The  vision  at  the 
present  time  with  a small  correction  is  20/20 
in  the  right  eye  and  20/30  in  the  left.  This  is 
not  due  to  a refraction  error  but  due  entirelv  to 
the  improvement  in  the  retinal  condition.  There 
are  no  new  exudates  in  the  retina  and  those  noted 
at  the  last  examination  appear  somewhat  smaller ; 
a definitely  unusual  observation.  The  hemor- 
rhages which  were  noted  at  the  time  of  the 
examination  in  the  hospital  have  entirely  re- 
sorbed and  there  are  no  hemorrhages  noted  at 
the  present  examination. 

Effect  on  Plasma  Chlorides  and 
Plasma  Proteins 

In  Cases  3 and  16  there  has  occurred 
an  increase  in  plasma  protein,  explaining 
in  a large  measure  the  disappearance  of 
the  edema  and  its  continued  absence  even 
after  large  amounts  of  salt  and  water 
were  administered.  In  Case  3 the  plasma 


protein  percentage  had  progressively  di- 
minished so  that  over  a period  of  three 
years  it  had  gone  down  far  below  the 
edema  level,  reaching  an  average  figure  as 
low  as  3.34  per  cent.  One  year  after  treat- 
ment with  kidney  extract,  had  attained  a 
level  of  6.64  per  cent.  This  was  not  accom- 
plished in  a period  of  three  years  previous 
to  the  administration  of  the  kidney  extract, 
despite  the  ingestion  of  considerable 
amounts  of  protein — 125  to  150  gm. 
per  day.  In  Case  16,  although  protein 
had  not  gone  down  to  below  the  edema 
level,  it  showed  an  increase  of  over  one 
gram  per  100  c.c.  after  only  ten  davs  of 
extract  treatment.  Albuminuria  is  a very 
variable  phenomena  in  nephritis  and  it 
is  unsafe  to  draw  any  conclusions  regard- 
ing fluctuations  in  the  daily  amount  ex- 
creted. In  several  patients  treated  nota- 
bly Cases  3,  7,  15,  17,  and  particularly 
8,  changes  occurred  in  the  amount  of 
albumin  excreted,  following  kidney  ex- 
tract administration  which  seemed  to  be 
definitely  connected  with  its  use.  Par- 
ticularly in  Case  8,  as  can  be  seen  from 
Chart  I the  albuminuria  dropped  from  a 
high  level  of  14.6  gm.  per  day  to  less 
than  one  gm.  The  suggestion  that  this 
drop  in  albuminuria  might  represent  the 
development  of  an  acute  exacerbation 
is  negatived  by  the  fact  that  the  red 
blood  cell  count  in  the  urine  is  reported 
as  having  disappeared  even  while  the  al- 
bumin excretion  was  at  its  height.  It 
would  be  difficult  to  conceive  of  an  acute 
exacerbation  of  an  inflammatory  process 
in  the  kidney  without  the  accompanying 
presence  of  an  increased  number  of  red 
blood  cells.  Even  the  pus  corpuscles  per 
HPF  which  were  originally  ten  to  twelve 
are  reported  absent  while  the  albumin 
excreted  is  still  at  a level  of  ten  grams 
per  day.  The  most  unusual  phenomena 
in  this  case,  however,  is  the  tremendous 
increase  in  the  amount  of  salt  excreted. 
As  can  be  seen  in  Chart  I,  the  salt  excre- 
tion which  fluctuated  between  5 and  4.6 
gm.  previous  to  the  administration  of  kid- 
ney extract  increased  to  over  five  times 
this  amount,  reaching  a figure  as  high  as 
63.88  gm.  in  twenty-four  hours.  In  a 
period  of  three  weeks  this  patient  elimi- 
nated close  to  500  gm.  of  chloride  esti- 
mated as  sodium  chloride.  The  effect  on 
the  system  of  such  a tremendous  loss  of 
sodium  and  chloride  is  to  be  kept  con- 
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stantly  in  mind  in  the  use  of  this  new 
therapeutic  agent.  The  effect  on  blood 
chlorides  has  been  reported  elsewhere  and 
will  not  be  discussed  in  the  present 
paper.24 

Case  14,  is  one  of  the  most  striking 
results  which  we  have  observed  and  illus- 
trates the  value  of  this  extract  in  tempo- 
rarily prolonging  life.  In  her  case  the 
study  of  her  urea  clearance  would  have 
lead  us  to  withhold  the  treatment  because 
of  the  futility  of  attempting  to  maintain 
kidney  function  with  a kidney  whose 
function  had  been  so  extensively  de- 
stroyed. However,  her  survival  for 
seventeen  months  following  kidney  ex- 
tract, with  creatinine  figures  that  range 
from  three  to  five  during  this  period  and 
with  urea  nitrogen  figures  which  fluctuate 
between  forty-three  and  sixty  mgm.  per- 
cent and  a urea  clearance  fluctuating 
between  4.4  and  87  percent,  as  well  as 
the  clinical  improvement  and  the  ability 
to  carry  on  which  this  patient  has  mani- 
fested, would  lead  us  to  believe  that  this 
extract  therapy  should  not  be  withheld 
even  in  seemingly  hopeless  cases. 

Effect  of  Kidney  Extract  on  Uremic 
Coma 

The  effect  of  the  extract  on  patients 
seen  either  in  fully  developed  or  in 
impending  uremic  coma  is  best  realized 
from  a detailed  report  of  the  following 
five  cases  treated: 

Case  17  was  treated  with  Dr.  I.  W.  Kahn 
of  New  York  City.  Age  about  forty-eight, 
married,  manufacturer  of  dresses.  Gives 
a history  of  having  had  hypertension  over 
a long  period  of  time.  In  the  past  tew 
months  his  condition  has  become  markedly 
aggravated.  He  became  edematous  and 
developed  convulsions  occasionally.  Condi- 
tion was  diagnosed  as  nephritic  hyper- 
tension. His  blood  pressure  was  240/180, 
and  was  in  a stuporous  condition  being 
roused  with  difficulty.  Had  edema  of  the 
face  and  extremities.  His  blood  chemistry 
previous  to  treatment  showed  urea  136, 
creatinine  4.6,  and  plasma  chloride  506.  He 
was  given  three  c.c.  of  kidney  extract  fol- 
lowing a venesection  in  which  200  c.c.  of 
blood  was  removed  and  fifty  c.c.  of  fifty 
percent  glucose  injected.  The  glucose  and 
extract  treatments  were  continued  at  inter- 
vals of  from  two  days  to  a week,  following 
which  the  patient  improved  considerably, 
so  much  so  that  he  was  able  to  recognize 


his  relatives  and  took  part  in  a discussion 
of  plans  for  the  future,  regarding  his  busi- 
ness, etc.  The  edema  around  his  eyes  and 
the  pretibial  edema  disappeared  and  his 
blood  pressure  dropped  to  180/110.  He 
began  to  void  considerable  quantities  of 
urine.  He  was  kept  on  a very  low  protein, 
high  carbohydrate,  salt  free  diet.  He  was 
receiving  two  hot  packs  in  a period  of 
twenty- four  hours,  one  during  the  day  and 
one  in  the  evening.  A change  of  nurses 
resulted  in  his  being  given  a cold  pack  one 
evening,  following  which  oliguria  devel- 
oped again,  edema  reappeared,  and  the 
patient  died  with  symptoms  of  uremic  con- 
vulsions, in  spite  of  the  fact  that  he  was 
given  fairly  large  doses  of  extract  and 
five  percent  glucose  intravenously  (Table 
II).  We  did  not  appreciate  the  fact  that 
this  patient,  kept  on  a salt  free  diet,  de- 
veloped a hypochloremia  with  resulting 
symptoms.  This  effect  on  his  blood  and 
urine  chemistry  can  be  seen  from  Table  II. 
While  it  is  true  that  the  urea  and  creatinine 
figures  rose  after  the  first  week,  we  failed 
to  find  in  the  last  eight  days  preceding 
death  the  marked  rise  in  creatinine  which 
usually  precedes  death  from  uremic  coma. 
It  is  possible  of  course  to  have  uremia 
with  even  lower  urea  concentrations  in  the 
blood. 

Case  26,  forty-seven  years  of  age,  born 
in  Sweden  was  a superintendent  of  build- 
ings. Family  history  and  past  history  was 
negative  except  for  an  attack  of  grip  in  1922 
following  which  he  developed  diabetes. 
Weight  was  300  lbs.  and  as  a result  of 
dietetic  restriction  his  weight  came  down 
to  185  lbs.  Diabetes  controlled  by  diet. 
He  felt  well  up  to  two  months  ago. 

Two  months  ago  he  felt  poorly  and  took 
a few  drinks  of  whiskey.  The  following 
morning  he  was  unable  to  move,  felt  ex- 
tremely tired,  and  suffered  from  severe 
pain  in  the  back  on  both  sides.  This  pain 
continued  for  a week,  getting  worse  all  the 
time.  He  felt  so  tired  that  he  was  unable 
to  stand.  He  lost  his  appetite  and  his 
wife  reported  that  he  had  been  unable  to 
eat  for  a week,  and  was  vomiting  all  the 
time.  He  felt  stuporous,  had  a marked 
headache,  and  his  vision  seemed  blurred. 
He  noticed  that  for  three  days  before  he 
came  to  the  office  on  December  16,  1931, 
he  was  passing  a very  scant  amount  of  urine. 
He  attributed  this,  however,  to  the  persistent 
nausea  and  vomiting  which  interfered  with 
his  eating  or  drinking  anything. 

Office  examination  showed  a tall  man 
weighing  218  lbs.  with  a marked  pallor. 
Face,  eyes,  hands,  and  legs  greatly  swollen. 
Marked  dyspnea.  Pulse  weak,  but  regular. 
Blood  pressure  158/98.  Marked  uremic  odor 


40 


BENJAMIN  JABLONS 


[N.  Y.  State  J.  M. 


emanating  from  his  breath.  Urine  examina- 
tion showed  very  heavy  sugar  content,  with 
albumen  two  plus  and  numerous  red  blood 
cells.  No  acetone  present.  His  blood 


Chart  III — Average  intake  and  output  over 
one  year  period.  During  July,  anuria  of  seven- 
teen hours  developed  with  attack  of  convulsions 
and  coma  of  uremic  origin.  Spinal  fluid  con- 
tained seventy-three  mg.  Urea  N.  Administra- 
tion of  kidney  extract  (Tubulin)  two  c.c.  in 
fifty  c.c.  normal  saline  intravenously  produced 
diuresis  three  hours  after  injection;  conscious- 
ness restored  six  hours  after  administration. 


Table 

II- 

-Case 

17 

Blood 

Urine 

NaCl 

Uric 

Creati- 

So. 

Date 

Sugar  i 

ma.% 

Urea 

Acid 

nine 

Vol 

Ur. 

NaCl 

4 lb 

1/25/31 

119 

586 

136 

5.1 

4.6 

Casual  spec. 

Many  red 

28 

584 

66 

4.9 

4.6 

Few 

WBC 

No 

casts 

Heavy  tr. 

1000 

4.5 

29 

1.016 

.7 

1.0 

30 

*74 

iooo 

1.015 

.8 

1.3 

31 

84 

496 

104 

1000 

1.017 

.9 

0.9 

2/1 

801 

1.014 

.15 

0.9 

3 

129 

508 

114 

8.4 

3.7 

1500 

1.011 

.3 

1.0 

4 

116 

492 

82 

8.4 

4.4 

1550 

1.010 

1.8 

1.5 

5 

1070 

1.008 

.9 

2.0 

6 

1700 

1.011 

1.86 

3.4 

7 

1500 

1.018 

1.89 

1.6 

8 

1300 

1.008 

.83 

1.8 

9 

1200 

1.4 

1.5 

10 

.388 

i58 

8.0 

6.0 

840 

.84 

2.0 

11 

.452 

186 

9.4 

4.4 

900 

L009 

1.2 

2.3 

12 

184 

9.8 

6.5 

240 

1.012 

.28 

2.3 

chemistry  showed  a blood  sugar  of  670  mg. 
percent  and  a urea  of  214  mg.  percent. 
No  acetone  in  the  blood.  He  was  advised 
hospitalization  but  insisted  on  being  treated 
at  home.  150  c.c.  of  blood  was  removed  in 
the  office  and  he  was  given  twenty  c.c.  of 
fifty  percent  glucose  intravenously  and  forty 
units  of  insulin,  because  it  was  thought 
that  the  condition  might  be  due  to  his 
diabetes,  despite  the  absence  of  acetone. 
He  was  sent  home  and  put  on  a diet  of 
two  liters  of  milk  daily,  and  120  units  of 
insulin,  told  to  keep  his  room  warm.  He 
was  given  a hot  pack  and  high  colonic 
irrigation.  The  results  of  the  blood  chem- 
istry examination  and  the  microscopic  find- 
ings in  the  urine  immediately  pointed  to 
the  nephritic  element  as  being  the  main 
source  of  his  difficulties,  but  despite  this 
it  was  decided  to  concentrate  on  anti- 
diabetic treatment.  The  following  day 
175  c.c.  of  blood  was  withdrawn  after  which 
the  blood  pressure  came  down  to  130/70. 
His  blood  chemistry  on  that  day  showed 
a blood  sugar  of  565,  urea  of  208,  and  a 
creatinine  of  8.1.  The  urine  still  showed 
heavy  sugar,  acetone  O,  albumin  two  plus, 
and  some  RBC  and  many  leukocytes.  He 
was  given  fifteen  gr.  sodium  citrate  daily, 
the  hot  packs  and  the  high  colonic  irriga- 
tions were  continued  but  his  general  con- 
dition remained  the  same.  He  still  felt 
nauseated  all  the  time  and  it  was  difficult 
to  get  him  to  take  his  milk  or  fluids.  The 
following  day  his  blood  chemistry  showed 
a blood  sugar  of  540,  although  he  was 
getting  120  units  of  insulin  daily.  His 
urea  was  306  and  his  creatinine  was  8.3, 
blood  acetone  was  negative.  Urine  showed 
heavy  sugar  and  two  plus  albumin.  Intake 
for  the  twenty-four  hours  was  1680  c.c. 
and  output  was  660  c.c.  His  edema  still 
persisted,  although  following  the  hot  packs 
and  the  profuse  perspiration  it  had  sub- 
sided somewhat.  He  was  nauseated  and 
vomited  occasionally.  Headache  was  con- 
stant. Refused  food.  He  was  in  a deep 
stupor,  being  aroused  with  difficulty.  There 
was  no  improvement  after  three  days.  In- 
sulin and  glucose  intravenously,  repeated 
venesection  and  other  methods  failed  to  con- 
trol the  vomiting  and  stupor.  It  was  then  de- 
cided to  wait  no  longer  but  to  administer  the 
kidney  extract.  Accordingly,  on  December 
19,  at  noon,  Dr.  Rose  injected  five  c.c. 
Six  hours  later  the  nurse  reported  that  his 
condition  appeared  slightly  improved,  that 
he  was  more  conscious  of  his  surroundings, 
and  apparently  no  longer  nauseated,  as  one 
hour  later  the  patient  complained  of  hunger. 
His  blood  pressure  dropped  following  the 
injection  of  extract  to  126/76.  The  follow- 
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in g day  he  was  given  two  c.c.  of  kidney 
extract  and  the  change  in  his  blood  and 
urine  chemistry  is  evident  from  Table  III. 
(See  also  Table  IV.) 

Case  15,  age  thirty-one,  tile  worker, 
was  admitted  to  Jewish  Memorial  Hospital 
January  10,  1932,  and  discharged  March  1. 
Chief  complaint:  severe  headaches,  dimness 
of  vision,  drowsiness,  and  vomiting.  Past 
history:  measles  and  diphtheria.  Present  his- 
tory: for  past  two  years  patient  has  been 
treated  for  nephritic  condition.  Since  July 
31,  patient  had  been  partially  incapacitated 
with  edema  of  ankles  and  entire  face.  On 
January  7 patient  commenced  to  have 
spells  of  headaches,  dimness  of  vision, 
vomiting,  and  stuporousness.  On  date  of 
admission  had  several  convulsions  and  had 
become  mentally  unbalanced.  Strong  ace- 
tone and  urinous  odor  to  breath. 

Physical  examination:  puffiness  of  eyes, 
blurred  vision;  marked  carotid  pulsations; 
rales  at  both  bases;  heart  enlarged  to  left 
and  right,  sounds  of  poor  quality  and  there 
is  systolic  blow  transmitted  over  entire 
chest;  blood  pressure  210/130;  legs  edema- 
tous; weight  115  lbs.  Blood  chemistry 
showed:  on  January  14,  urea  98,  creatinine 
2.1,  sugar  96,  plasma  chlorides  632,  carbon 
dioxide  combining  power  47.1  percent. 

His  symptoms  continued  and  patient  be- 
came more  stuporous  and  finally  lapsed 
into  coma.  Repeated  phlebotomy  failed  to 
show  any  change  in  his  condition  nor  did 
intravenous  glucose  help.  It  was  then 
decided  to  use  kidney  extract.  He  was 
given  two  c.c.  on  the  fourteenth,  repeated 
on  the  fifteenth,  and  then  again  on  the 
seventeenth  and  eighteenth.  Within  six 
hours  after  the  first  administration  the 
patient  became  rational  and  conscious. 
Edema  subsided  and  his  urea  which  was 
ninety-two  on  January  fourteenth  had 
dropped  to  sixty  on  the  sixteenth.  Creatin- 
ine of  2.1  had  gone  down  to  1.8  and  his 
carbon  dioxide  combining  power  had  gone 
up  to  55.7  percent.  From  January  14  to  Jan- 
uary 24,  the  patient  was  treated  with  kidney 
extract  which  produced  a definite  effect  on 
the  concentration  of  urea  in  the  blood,  but  its 
effect  on  the  blood  pressure  was  somewhat 
inconsistent.  We,  therefore,  decided  to  admin- 
ister a freshly  prepared  extract  instead  of 
the  one  being  used  at  this  time  which  was 
eight  months  old.  One-sixth  of  the  amount 
previously  used  was  given  at  daily  intervals 
with  immediate  effect  on  the  blood  pressure. 
Systolic  pressure  dropped  to  200,  and  two 
and  a half  hours  later  it  had  reached  its 
lowest  level,  being  100  mm.  of  mercury 
less  than  before  the  fresh  extract  was  used. 
Discontinuing  the  extract  for  several  days 


Table  III— Blood  and  Urine  Chemistry 
(Case  26) 


Blood  Urine 


Date  Sugar  Ac.  Urea  Great.  Sugar  Ac.  Alb. 


Dec.  15,  1931. . . 670  0 214  

16  565  0 208  8.1  

18  540  0 306  8.3  

22  26S  0 254  4.9  H 0 + 

26  520  0 142  2.3  F 0 + 

28  TR.  0 ++ 

29  247  0 84  1.7  F 0 ++ 

Jan.  3 217  0 56  1.7  M 0 + 

12  64  0 43  1.6  TR.  0 

23  93  0 36  1.4  


On  January  23  his  blood  pressure  was  110/60  and 
his  blood  chemistry  normal. 

H — Heavy:  M — Medium:  F — Faint:  TR. — Trace 


Table 

IV — Effect  of  K.  E.  on  Water  Bal- 
ance (Case  26) 

Intake  (c.c.) 

Output  (c.c.) 

Weight, 

(lbs.) 

Dec.  16, 

1931....  600 

330 

218 

17 

1460 

33  0 

18 

1200 

500 

19 

1680 

660 

20 

2100 

1920 

21 

2160 

3030 

22 

4800 

3650 

23 

3800 

3750 

24 

2200 

2000 

25 

2100 

2100 

26 

4500 

4400 

176 

28 

2800 

2650 

174 

29 

2600 

2400 

172 

30 

2500 

2450 

174 

was  immediately  followed  by  elevation  of 
blood  pressure.  It  again  dropped  as  soon 
as  treatment  was  resumed.  Coincident  with 
the  rise  in  blood  pressure,  was  a rise  in 
the  nitrogen  retention  in  the  blood.  The 
patient  continued  to  improve  and  was  dis- 
charged two  months  later. 

He  was  readmitted  April  23,  one  month 
after  discharge,  from  the  emergency  ward 
of  the  hospital,  in  convulsions.  Face 
edematous ; tongue  coated ; pulse  rapid 
and  bounding ; heart  sounds  extremely  force- 
ful but  regular;  lungs  clear;  B.P.  238/140. 
Patient  gave  history  of  not  having  taken 
kidney  extract  for  seventeen  days  prior. 
Diagnosis : malignant  hypertension  and 

uremia.  Treatment : Hot  packs,  (2)  limi- 
tation of  fluids,  (3)  phlebotomy,  (4)  injec- 
tion of  one  c.c.  of  kidney  extract  and  insulin 
units  ten,  (5)  two  quarts  milk  daily  and 
100  gms.  of  liver  or  meat.  Within  a short 
time  patient  showed  marked  improvement, 
convulsions  ceased,  edema  disappeared, 
blood  pressure  came  down  from  238/140 
on  April  23,  to  185/115  on  May  2,  to  176/120 
on  May  5.  Patient  continued  treatment  at 
the  office  for  two  months  and  did  very  well 
but  discontinued  treatment  because  of  painful 
reactions.  Six  months  later  was  admitted  to 
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Morrisania  Hospital  with  similar  picture  as 
above,  but  kidney  extract  treatment  was  not 
used  and  patient  died  as  a result,  in  a typical 
uremic  coma. 

Case  20,  age  thirty-three,  male,  elevator 
operator,  was  admitted  to  St.  Claire’s  Hos- 
pital with  diagnosis  of  acute  parenchyma- 
tous nephritis.  Patient  gave  history  of 
having  used  alcoholic  drinks  to  excess,  but 
does  not  recall  any  previous  illness  other 
than  a Neisserian  infection  when  young. 
No  sore  throat,  scarlet  fever  or  any  abnor- 
mal habits.  Present  illness  began  in  Jan- 
uary 1936  when  he  developed  edema  of 
the  legs,  together  with  edema  of  the  eyes 
and  face  which  was  more  marked  in  the 
morning  on  arising.  Was  advised  rest 
and  given  suitable  diet,  following  which 
he  improved  considerably.  February  eighth 
he  again  developed  swelling  of  his  legs 
and  face  and  was  advised  hospitalization. 
Was  treated  at  St.  Claire’s  Hospital  for 
eleven  days  and  improved  under  Karell 
diet  and  fluid  restriction.  Blood  pressure 
was  not  greatly  elevated  at  that  time, 
140/70  on  admission  and  120/60  after  five 
days.  Urine  on  admission  showed  albumin 
2+,  specific  gravity  1.012;  10-16  R.B.C. 
per  HBF,  and  finely  granular  and  coarsely 
granular  casts.  Two  months  later  developed 
edema  of  extremities  and  of  face ; blood 
pressure  was  found  elevated,  230/118; 
suffering  from  severe  headaches  and  is 
nauseated.  Was  unable  to  eat  because  of 
nausea.  Was  readmitted  to  St.  Claire’s 
Hospital  where  he  was  put  under  K.E. 
treatment.  Weight  previous  to  admission 
was  163  and  three  days  after  extract  was 
given  his  weight  had  gone  down  to  157. 
His  weight  fluctuated  during  four  weeks 
of  hospital  stay,  reaching  as  low  as  151  lbs. 
His  blood  pressure  taken  on  admission 
was  222/136  and  came  down  to  210/116 
after  2.5  c.c.  of  K.E.  His  blood  pressure 
four  weeks  later  was  172/120.  During  this 
time  he  complained  that  the  vision  in  the 
right  eye  was  poor,  but  his  headaches  and 
edema  had  disappeared.  Blood  urea  wras 
28.5  mgs.  per  100  c.c. 

He  was  discharged  from  the  hospital, 
considerably  improved  although  his  vision 
still  troubled  him  occasionally.  Walking 
about  during  a particularly  cold  day,  al- 
though it  was  in  the  late  spring — he  began 
to  develop  considerable  edema  of  feet,  ank- 
les and  legs  and  pain  in  the  lumbar  region 
with  a recurrence  of  his  symptoms.  His 
headaches  increased  in  severity;  blood  pres- 
sure was  180/138.  He  gained  eight  pounds 
in  one  week. 

He  was  readmitted  on  May  24.  Weight 
was  157  lbs.  and  he  was  placed  on  the 


Karell  diet  with  restricted  fluids.  Under 
this  management  his  edema,  which  had 
affected  his  face,  subsided  in  part  and  he 
felt  somewhat  more  comfortable.  He  still 
continued  somewhat  drowsy  and  listless. 
One  week  later  his  face  became  swollen  and 
on  June  3,  eleven  days  after  being  on 
Karell  diet,  he  began  complaining  of  head- 
ache and  vomited  his  food.  His  output 
that  day  was  180  c.c.  less  than  his  intake. 
He  was  again  put  on  kidney  extract  and 
his  output  the  following  day  was  660  c.c. 
greater  than  his  intake.  His  general  con- 
dition improved  greatly.  He  continued 
comfortable  until  one  week  later  when  he 
again  developed  slight  pufliness  about  the 
eyes  and  headache  and  shortness  of  breath. 
The  following  day  edema  increased  and  he 
was  given  five  grams  of  salt.  He  said  he 
felt  better  with  edema  of  face  subsiding. 
He  got  1.5  c.c.  K.E.  on  June  13  and 
two  days  later  developed  marked  edema  of 
eyes  and  face  despite  continued  dosage  with 
K.E.,  with  increasing  pain  in  cardiac  region 
and  marked  edema  around  the  eyes,  edema 
and  headaches  increasing.  Blood  chemistry 
on  June  13  showed:  N.P.N.  54.5;  Urea  N. 
30.9;  Creatinine  1.92;  Uric  acid  4.49; 
Plasma  Chlorides  567;  Cholesterol  178. 
The  following  day,  with  edema  increas- 
ing his  fluid  intake  was  sharply  re- 
stricted to  400  c.c.  and  his  output  fell  to 
600  c.c.  On  July  15  he  woke  up  complain- 
ing of  pain  in  cardiac  region,  with  se- 
vere headache.  The  following  morning 
he  could  not  be  aroused.  He  was  in  a 
cold  sweat,  restless  and  vomited  constantly. 
He  was  very  stuporous  and  restless  at 
times.  Had  convulsion  lasting  four  min- 
utes. Voided  thirty  c.c.  that  night.  Follow- 
ing day  following  a venesection  he  received 
300  c.c.  of  ten  percent  saline.  July  16 
spinal  fluid-Urea  N.  73.2;  Chlorides 
676.2 ; Sugar  46.  Was  put  in  a hot  pack 
and  given  morphine.  Convulsions  occurred 
at  intervals  of  f hours.  Patient  was  irra- 
tional but  exceedingly  restless  and  con- 
vulsions continued.  He  was  catheterised 
seventeen  hours  after  last  voiding  and  no 
urine  was  obtained.  His  temperature  was 
102°;  pulse  80;  respiration  30.  At  7:10 
pulse  was  120,  respiration  twenty-six,  and 
a spinal  tap  was  done  about  twenty-one 
c.c.  being  withdrawn.  At  9:30  blood  pres- 
sure was  212/70;  had  a convulsion  at 
10  a.m.,  after  which  blood  pressure  was 
276/130.  200  c.c.  of  ten  percent  NaCL 

given  slowly  intravenously.  Same  day,  at 
3 p.m.  eleven  gms.  NaCL  in  sixty  c.c.  dis- 
tilled water  given.  There  was  a tremen- 
dous increase  in  edema  of  eyelids,  face, 
and  neck  noticed;  intravenous  was  stopped. 
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Patient  was  comatose,  with  twitchings  and 
occasional  convulsion.  During  this  period 
systolic  blood  pressure  could  not  be  deter- 
mined because  manometer  was  not  cali- 
brated above  290.  Since  hypertonic  saline 
and  other  measures  had  no  effect,  it  was 
decided  to  try  intravenous  administration 
of  kidney  extract. 

Two  c.c.  of  K.E.  in  fifty  c.c.  of  normal 
saline  was  given  at  8:15  p.m.,  July  16. 
This  was  given  intravenously  because  it 
was  believed  that  the  failure  of  the  previ- 
ously administered  K.E.  was  due  to  ab- 
sence of  absorption  because  of  the  extensive 
edema.  Patient  began  to  breath  stertorously 
and  perspire  profusely  immediately  there- 
after. Blood  pressure  dropped  to  190/90. 

Four  hours  later  (12:30  p.m.)  nine  oz. 
of  urine  was  obtained  by  catheter  from  the 
bladder.  Patient  semi-comatose  and  strug- 
gling fiercely.  Edema  still  present  to  a 

marked  degree. 

Six  hours  after  intravenous  administra- 
tion of  K.E.  patient  was  rational  and 
conscious.  The  following  a.m.  patient 
flooded  the  bed.  His  blood  pressure  at 
8.30  a.m.  was  180/110.  Mental  condition 
markedly  improved.  Taking  fluids  by 
mouth.  T.  100° ; voided  eight  oz.  Given 
two  c.c.  K.E.  in  fifty  c.c.  saline  the  follow- 
ing day.  On  the  eighteenth  output  was  18^ 
oz.  Blood  pressure  204/124.  On  July 
19  output  was  thirty-four  oz.  Urinary  out- 
put increased  daily  as  can  be  seen  from  Fig. 
2,  and  edema  disappeared  from  face,  ankles 
and  scrotum,  in  about  one  week.  7000  c.c. 
withdrawn  from  abdomen  by  paracentesis. 
Effect  on  blood  pressure  can  likewise  be  seen 
in  Chart  II.  On  July  24  output  was  forty  oz. 
Vision  is  improved,  can  make  out  objects  in- 
distinctly, and  at  times  recognizes  people. 
August  27 : up  and  about  for  past  ten  days. 
Marked  improvement  in  vision.  Marked  per- 
sistent reduction  in  blood  pressure.  Slight 
or  no  edema  of  face  and  extremities.  Dis- 
charged August  28,  has  taken  no  treatment 
for  four  months.  Is  working  regularly  as 
elevator  operator,  reads  annunciator  dial 
and  feels  well  for  past  nine  months.  Kid- 
ney extract  once  monthly  for  past  five 
months.  Appetite  good.  Occasional  head- 
ache relieved  by  salt. 

W.  J.,  female,  colored,  age  thirty-five 
was  admitted  August  5,  1936  to  Wicker- 
sham  Hospital,  N.  Y.  City.  (Abstract  fur- 
nished by  Dr.  J.  Abajian.)  Chief  complaints : 
Marked  dypsnea  and  orthopnea.  Precordial 
pain,  dizzy  spells,  diminishing  vision,  twitch- 
ing, marked  weakness,  and  urinous  odor  to 
breath. 

Past  history:  Essentially  negative.  No 

history  of  acute  renal  episode  or  lues. 


Present  illness  dates  back  one  year  ago, 
when  she  had  a gradual  evolution  of  this 
present  symptornjatology,  beginning  with 
high  blood  pressure  and  dizzy  spells.  Hos- 
pitalized six  months  ago  with  similar  pic- 
ture to  that  of  her  present  status.  She 
was  also  at  that  time  semi-stuporous. 
Hospitalized  in  Italian  Medical  Center. 
During  past  few  days  the  twitching  and  a 
generalized  body  itching  have  been  in- 
creasing; vomiting  consistently. 

Physical  Examination : Well-nourished 

colored  female,  lying  in  bed,  very  restless 
and  twitching,  and  in  a semi-stuporous 
state ; also  with  a definite  visual  disturb- 
ance. Inspection  reveals  many  scratch 
areas  due  to  intense  itching;  little  to  mod- 
erate abdominal  distension;  marked  rapid 
pulsation;  marked  rapid  pulsation  of  the 
great  vessels  of  the  neck,  with  much  pre- 
cordial heaving.  Eyes — pupils  in  mid- 
dilation— react  to  light,  and  accommodation, 
equal  pupils.  Fundi  reveal  some  slight 
arteriovenous  compression,  pulsation  of  the 
vessels;  small  scattered  areas  of  discrete 
hemorrhages.  Definite  uremic  odor  to 
breath.  Blood  pressure  240/140.  Chest 
reveals  markedly  enlarged  heart  to  the  left 
anterior  axilliary  line.  Definite  loud  systolic 
blows  heard  over  the  whole  precordium  but 
loudest  over  the  base.  Lungs  free  except 
for  congestive  rales  of  both  bases.  Abdo- 
men reveals  moderate  distension.  Liver 
two  fingers  below  costal  margin  slightly 
tender;  some  suggestion  of  fluid  in  abdomi- 
nal cavity.  Extremities  are  negative;  slight 
trace  of  ankle  edema  with  some  sacral 
edema. 

Initial  laboratory  work  reveals  urine  with 
a fixed  specific  gravity  of  1.010;  with  2+ 
albumin,  few  granular  casts;  ten  to  fifteen 
R.B.C.  per  H.P.F. ; volume  800  c.c.  daily 
output,  unlimited  intake.  Blood  reveals 
sugar  100;  NPN  210;  Creatinine  8.6; 
Plasma  Protein  6.0. 

Diagnosis:  Malignant  phase  of  essential 
hypertension  in  uremic  coma  with  marked 
acidosis  and  probable  salt  deficit  due  to  per- 
sistent vomiting. 

Treatment  was  begun  with  2000  c.c.  sa- 
line with  ten  per  cent  glucose  intravenously 
per  day.  Rapidly  and  fully  digitalized  with 
massive  doses.  However,  after  five  days 
was  apparently  not  improved,  urinary  out- 
put diminishing  sometimes  down  to  700  c.c. 
per  day.  Hypertonic  fifty  per  cent  glucose 
100  c.c.  per  day  together  with  1-200  c.c.  of 
ten  per  cent  sodium  chloride  intravenously, 
given  next  two  days  with  still  no  apparent 
change  in  course.  At  this  point  K.E.  was 
added  to  above  therapy,  one  c.c.  intraven- 
ously and  one  c.c.  subcutaneously  daily. 
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After  second  day  there  was  a definitely 
noticeable  improvement  in  vision ; marked 
degree  of  greater  orientation.  Patient 
began  to  ask  for  food.  However,  the  con- 
vulsive twitching  oersisted  and  spinal  tap 
was  done,  which  revealed  no  increase  in 
pressure.  At  this  point  the  blood  pressure 
was  205/120.  The  following  day  there  was 
a still  greater  orientation  with  an  increase 
in  urinary  output  up  to  900  c.c.  However, 
on  the  sixth  day  after  institution  of  tubulin 
therapy  following  the  use  of  300  c.c.  of  ten 
per  cent  salt  with  100  c.c.  of  fifty  per  cent 
glucose,  patient  developed  what  apparently 
looked  like  an  acute  coronary  accident  and 
marked  precordial  pain,  pulse  going  to 
pieces  both  in  volume  and  rate,  a marked 
drop  in  blood  pressure  and  patient  appeared 
apparently  in  a state  of  severe  shock,  fol- 
lowed by  development  of  pulmonary  edema. 
Patient  expired  within  twelve  hours. 

Comment 

The  clinical  use  of  an  agent  derived 
from  animal  kidney  is  herewith  pre- 
sented, and  its  effect  on  hypertension 
complicating  nephritis  reported.  The 
fact  that  this  substance  is  isolated  from 
kidneys  shortly  after  death  before  auto- 
lytic  processes  can  occur  and  separated  by 
methods  which  involve  very  little  chemical 
or  thermal  injury  to  the  tissue  would  jus- 
tify the  presumption  that  this  is  not  a 
degradation  product  of  nucleo-protein  but 
rather  a substance  secreted  normally  by 
the  kidney.  Its  unusual  effect  on  some  of 
the  normal  physiologic  functions  of  the 
kidney  lend  further  weight  to  the  pre- 


sumption. The  striking  clinical  changes 
following  its  use  particularly  where  kidney 
function  has  been  partially  or  completely 
arrested  make  this,  agent  an  important  ad- 
dition to  the  therapeutic  measures  avail- 
able for  the  treatment  of  nephropathies 
and  their  complications. 

Summary 

A water  soluble  extract  obtained  by 
acid  alcohol  extraction  of  mammalian 
kidney,  freed  of  proteins,  peptones  and 
lipoids,  contains,  a diuretic  agent  which 
has  been  used  in  the  treatment  of  ne- 
phritis and  hypertension.  Cases  treated 
have  shown  a definite  drop  in  blood  pres- 
sure in  fifty  per  cent,  with  definite  im- 
provement in  the  general  condition.  It 
has  markedly  increased  diuresis  and  the 
salt  output,  with  coincident  disappear- 
ance of  edema.  In  chronic  uremia,  it 
has  relieved  the  uncontrollable  nausea 
and  vomiting,  headache,  and  dyspnea. 
Three  cases  of  hypertensive  retinopathy 
have  regained  their  sight,  exudates  in  the 
retina  having  been  absorbed. 

It  has  lowered  the  chlorides  of  the 
blood  and  increased  the  plasma  protein 
content  and  diminished  albuminuria  in 
several  cases.  It  has  prolonged  life  in 
patients  in  whom  the  urea  clearance  was 
definitely  below  five  per  cent.  Five  pa- 
tients have  been  brought  out  of  uremic 
coma  by  means  of  this  agent,  two  of 
whom  are  still  alive,  one  five  year  and 
the  other  five  months. 

140  W.  58  St. 
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Discussion 


Dr.  Frederick  M.  Allen,  New  York 
City — I was  invited  to  discuss  in  order  to 
give  some  of  the  background  of  the  work, 
which  originated  from  a different  subject. 


I worked  for  a number  of  years  with  ex- 
perimental diabetes,  which  could  be  pro- 
duced in  animals  by  removal  of  suitable 
portions  of  the  pancreas;  furthermore, 
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dietary  overstrain  was  a powerful  con- 
tributing factor;  also  diabetes  could  be 
brought  on  by  the  circulatory  disturbance 
and  inflammation  excited  by  temporary 
clamping  of  the  blood  vessels:  also,  as  is 
well-known,  portions  of  pancreas  trans- 
posed under  the  skin  have  been  useful  for 
various  studies.  Therefore,  as  soon  as  it 
became  possible  after  the  World  War,  to 
take  up  the  kidney  problem,  it  was  natural 
for  me  to  try  to  apply  these  same  methods, 
and  with  the  aid  of  about  a dozen  young 
American  and  European  doctors  an  exten- 
sive coordinated  research  was  undertaken 
at  Morristown.  The  first  summary  of  re- 
sults was  given  in  a paper  before  the 
American  Society  for  Experimental  Pa- 
thology in  1922,  and  was  followed  by  a 
series  of  papers  during  the  ensuing  eleven 
years,  although  important  parts  of  the 
work  were  finally  left  uncompleted  and 
unpublished  because  of  financial  collapse. 
Certain  of  the  results  of  the  above- 
mentioned  diabetic  methods,  as  adapted  to 
the  kidney,  may  be  mentioned  as  follows: 
Partial  nephrectomy : At  the  time  of  our 
work,  the  observations  of  Bradford  and 
other  very  early  writers  were  practically 
discredited,  and  according  to  the  later 
authors  the  partial  removal  of  kidney  tis- 
sue produced  essentially  two  results;  up  to 
a certain  point  it  left  the  animal  practically 
normal;  when  carried  beyond  this  point  it 
caused  rather  acute  fatality.  Our  work 
proved  that  suitable  partial  nephrectomy 
can  reproduce  the  most  important  features 
of  chronic  nephritis.  The  animals  live  for 
months,  showing  all  the  typical  urine, 
blood,  and  function  changes.  Since  so 
much  of  the  picture  of  chronic  nephritis 
represents  kidney  deficiency,  it  is  logical 
that  this  deficiency  should  be  imitated  by 
partial  nephrectomy.  Dr.  Robert  Mark, 
one  of  the  Morristown  group,  has  since 
continued  this  line  of  research  in  a series 
of  papers  in  Europe,  and  has  even  reported 
the  development  of  typical  retinal  lesions 
as  the  result  of  partial  nephrectomy  in 
dogs.  Our  results  have  since  been  amply 
corroborated  by  a series  of  American  writ- 
ers, very  few  of  whom  make  any  mention 
of  the  Morristown  work. 

Diet:  Our  findings  with  high  salt  and 
high  protein  diets  in  partially  nephrecto- 
mized  animals  have  been  only  partly  repro- 
duced by  later  workers.  The  injurious  ef- 
fect of  dietary  overstrain  can  be  more 
readily  demonstrated  in  animals  which  have 
been  predisposed  by  partial  removal  or 
damage  of  the  kidneys,  than  in  the  normal 
organism,  and  much  remains  to  be  done 
along  this  line. 


Explantation  of  kidney:  Obviously  other 
organs  than  the  pancreas  can  be  con- 
veniently placed  under  the  skin.  The  kid- 
ney, for  example,  is  thus  easily  available 
for  chemical  tests  and  the  removal  of  bits 
for  microscopic  study.  We  proved  that  the 
kidney  continues  to  function  efficiently 
when  located  under  the  skin.  After  several 
years  of  such  work,  the  explantation  of  the 
spleen  was  described  in  the  paper  of  Loesch. 
Witts,  and  Zimmerman  (1924).  In  1925  I 
described  briefly  the  explantation  of  the  kid- 
ney, which  was  more  extensively  illustrated 
in  Loesch’s  papers  in  1927  and  1933.  Nev- 
ertheless, Rhoads  in  1931  published  an  al- 
leged discovery  of  this  method,  and  Van 
Slyke,  Paige  and  collaborators  in  1934  con- 
tinued to  refer  to  “the  Rhoads  method”  of 
explantation  of  the  kidney. 

Vascular  Obstruction:  Making  use  of 
kidneys  transplanted  under  the  skin,  also 
of  the  auscultatory  method  of  blood  pres- 
sure readings  in  dogs  which  I published  in 
1925,  Loesch  demonstrated  the  production 
of  various  degrees  of  sclerosis  in  the  kid- 
neys together  with  chronic  hypertension,  by 
means  of  repeated  clamping  of  the  kidney 
vessels  for  ten  to  thirty  minutes.  This 
method  corresponds  to  the  Volhard-Fahr 
hypothesis  of  intermittent  vascular  spasms 
in  the  etiology  of  this  clinical  condition. 
Pedersen  obtained  hypertension  by  stasis  of 
the  renal  veins,  his  publication  being  in  the 
same  year  (1927)  as  Loesch’s  first  paper. 
After  Loesch’s  final  papers  (1933),  Gold- 
blatt  and  collaborators  in  1934  announced 
the  production  of  hypertension  by  a perma- 
nent clamp  applied  to  the  renal  artery,  and 
in  the  A.M.A.  Journal  and  elsewhere  this 
has  been  represented  as  the  first  discovery 
of  a method  for  experimental  chronic 
hypertension. 

The  mere  closure  or  narrowing  of  the 
main  arteries  or  veins  of  the  kidneys  is 
evidently  not  responsible  for  hypertension, 
because  it  does  not  result  from  total  ne- 
phrectomy and  is  only  slight  or  transitory 
after  partial  nephrectomy.  Apparently  the 
kidney  substance  is  concerned  in  some  way. 
Evidently  the  connection  is  not  nervous,  be- 
cause denervation  of  the  kidneys  does  not 
cause  hypertension  and  also,  according  to 
recent  work,  does  not  reduce  it.  A chemi- 
cal or  hormonal  factor  must  at  least  be 
thought  of,  and  it  seems  inherently  plausible 
that  such  large  and  important  organs  as  the 
kidneys  should  have  some  internal  secretion. 

Again  following  a diabetic  procedure, 
namely,  the  Toronto  insulin  method,  I pro- 
posed to  Richard  Wagner  the  making  of 
an  acid-alcohol  extract  of  kidneys  minced 
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absolutely  fresh  in  the  slaughterhouse.  The 
material  which  he  thus  prepared  seemed  to 
have  some  positive  effects  in  both  animals 
and  patients,  but  there  were  the  variations 
and  uncertainties  naturally  to  be  expected 
with  a new  preparation.  After  the  collapse 
at  Morristown,  Wagner  enlisted  the  inter- 
est of  Dr.  Allan  Rowe  in  Boston,  where  the 
work  was  carried  on  for  some  time  prior 
to  Dr.  Rowe’s  death.  The  investigation  has 
since  been  carried  on  by  Dr.  Jablons,  first 
with  Wagner  and  subsequently  alone.  I 


have  had  no  part  in  the  later  work  and  can 
make  no  definite  statement  about  it.  Dr. 
Jablons  does  not  necessarily  claim  that  his 
results  are  final  or  that  the  extract  is  thor- 
oughly standardized  and  dependable.  His 
reports  seem  to  be  encouraging,  and  in  par- 
ticular, the  investigation  seems  to  have  a 
rational  basis. 

I think,  therefore,  that  he  should  be 
encouraged  to  go  ahead,  and  any  criti- 
cisms should  be  constructive  rather  than 
destructive. 


MEDICAL  GROUP  TO  AID  CHINA’S  PEOPLE 


Dr.  Walter  B.  Cannon,  physiologist,  of 
Harvard  University,  and  National  Chair- 
man of  the  Medical  Bureau  to  Aid  Spanish 
Democracy,  has  issued  a statement  on  China 
which  offers  help  to  all  American  organiza- 
tions aiding  the  Chinese.  More  than  a hun- 
dred outstanding  figures  in  the  medical  pro- 
fession, in  every  leading  medical  school  in 
the  country,  are  included  in  this  offer  to 
volunteer  their  services  for  the  Chinese 
people. 

This  includes  Doctors  Haven  Emerson, 
Columbia;  Henry  E.  Sigerist,  Johns  Hop- 
kins; Frederick  Amassa  Coller,  University 
of  Michigan;  Leo  Eloesser,  Stanford;  Roy 
Wesley  Scott,  Western  Reserve;  John  P. 
Peters,  Yale;  Bela  Schick,  Mt.  Sinai,  New 
York;  Florence  R.  Sabin,  Rockefeller  In- 
stitute and  others. 

Dr.  Cannon’s  statement  reads : 

“The  Medical  Bureau  to  Aid  Spanish 
Democracy  wishes  to  express  its  sympathy 
for  the  Chinese  People  and  its  desire  to  be 
of  some  service  to  them.  The  pitiable  sit- 
uation of  the  wounded  among  the  Chinese 
forces  and  civilian  population,  subjected  as 
they  are  to  Japanese  bombs,  shells  and 


machinegun  fire  while  without  adequate 
medical  and  surgical  services,  has  aroused 
the  sympathies  of  many  Americans. 

“Organizations  are  arising  in  various 
parts  of  the  country  to  encourage  efforts  to 
supply  medical  aid  to  China.  In  view  of  the 
fact  that  our  limited  and  overworked  forces 
are  laboring  day  and  night  to  render  ade- 
quate medical  aid  to  Spain,  we  offer  as  a 
concrete  expression  of  our  sympathy,  to 
place  at  the  disposal  of  all  individuals  and 
groups  who  wish  to  render  medical  aid  to 
China,  the  technical  facilities  we  have  de- 
veloped in  our  past  year’s  experience  in 
helping  Loyalist  Spain. 

“To  all  Friends  of  China,  the  Medical 
Bureau  offers  the  services  of  the  noted 
medical  men  who  comprise  our  National  Ad- 
visory Board.  It  offers  the  services  of  our 
technical  staff  which  has  gained  experience 
in  establishing  eight  American  hospitals  in 
Spain  and  in  maintaining  a staff  of  113  doc- 
tors, nurses  and  ambulance  drivers. 

“All  this  support  has  been  given  through 
liberty-loving  Americans  who  still  believe 
in  democracy  and  abhor  Fascism  wherever 
it  appears.” 


AMERICAN  DOCTORS  VISIT  PALESTINE 


Recently  two  American  physicians  visited 
Palestine  and  both  received  pleasant  recep- 
tions, we  are  told  in  a letter  from  Palestine 
to  The  Medical  Record.  Dr.  Nathan  Rat- 
noff,  of  New  York,  came  to  Palestine  to 
complete  the  plans  for  the  erection  of  the 
building  on  Mount  Scopus  which  is  to  bear 
his  name.  The  other  was  Dr.  Bela  Schick, 
director  of  Pediatrics  at  Mount  Sinai  Hos- 
pital, New  York  City. 

Dr.  Schick  found  many  pupils  of  his  in 
Palestine  who  were  anxious  to  hear  him 
speak  on  subjects  in  medicine  with  which 
his  name  is  intimately  associated. 


In  Jerusalem  Dr.  Schick  was  invited  to 
speak  on  Allergy  and  Immunity  under  the 
auspices  of  the  Hebrew  University,  Pales- 
tine Medical  Association  and  the  Hadessah. 
The  lecture  was  given  on  August  5 at  the 
Strauss  Health  Center,  the  audience  con- 
sisting of  many  of  his  former  pupils  in 
Vienna  and  many  medical  men  of  promi- 
nence interested  to  hear  the  speaker.  The 
spacious  amphitheatre  was  filled  to  ca- 
pacity and  the  audience  was  well  repaid 
for  its  inconvenience  of  coming  on  a hot 
summer  day  to  listen  to  lectures  on  medical 
topics. 


RELATIONSHIP  OF  THYROID  DISEASE  TO 
OTOLARYNGOLOGY 

H.  G.  Bullwinkel,  M.D.,  New  York  City 


The  study  of  the  thyroid  gland  in  its 
relatively  normal,  and  also  its  pathologi- 
cal state,  has  long  been  of  interest  to  the 
internist  and  to  the  general  surgeon.  Its 
study  should  be  of  equal  interest  to  the 
otolaryngologist.  This  can  make  itself 
manifest  in  various  ways. 

From  a purely  anatomical  standpoint, 
the  thyroid  gland  should  be  familiar  to 
every  laryngologist,  as  of  necessity  he 
may  be  called  upon  at  any  time  to  per- 
form an  immediate  and  life-saving 
tracheotomy.  He  should  be  well-informed 
of  the  normal  anatomy  and  of  the  vari- 
ous types  of  pathological  enlargements  of 
this  gland,  for  any  one  of  these  may  pre- 
sent itself  to  the  tracheotomist  as  he 
progresses  downward  from  the  skin  to 
the  trachea.  The  relative  merits  and  in- 
dications of  low  and  high  tracheotomy 
have  been  stated  by  their  respective  pro- 
ponents. One  of  the  arguments  advanced 
by  members  of  the  latter  group  is  that 
by  their  favored  route,  the  isthmus  is 
avoided  and  embarrassing  hemorrhage 
less  likely  to  occur.  Anatomically,  of 
course,  this  may  be  so  if  the  isthmus  of 
a normal  thyroid  is  encountered.  If  a 
markedly  enlarged  gland  is  confronted, 
knowledge  of  and  experience  with  the 
thyroid  would  tend  to  make  for  a 
rapid  and  properly  performed  tracheot- 
omy. Certainty,  cadaver  dissection  on 
the  one  hand,  or  better  still,  assisting  at 
or  at  least  observing  thyroidectomies 
should  be  experienced  at  intervals  by  the 
competent  tracheotomist. 

Acute  thyroiditis  is  a condition  which 
has  been  known  to  clinicians,  and  pa- 
thologists since  the  beginning  of  the 
eighteenth  century.  Compared  to  other 
glands,  the  presence  of  acute  inflamma- 
tion in  the  thyroid  tissue  is  rare. 
Anatomically,  the  thyroid  gland  has  a 
number  of  pertinent  characteristics  ren- 
dering it  resistant  to  infection.  It  is  well- 
encapsulated  by  the  fascial  compartments 
of  the  neck,  especially  by  the  fusion  of 
the  superficial  layers  and  the  pretracheal 
layer  of  the  deep  fascia.  These  fascial 
planes  protect  the  gland  from  infection 


in  the  contiguous  structures  by  restricting 
bacterial  invasion.  Then,  too,  the  large 
number  of  overlying  muscles  adequately 
protect  the  gland  from  external  violence. 
The  gland  has  no  direct  communication 
with  the  pharynx  except  in  those  cases 
where  there  is  a persistence  of  the  thyro- 
glossal  duct  leading  to  the  foramen 
cecum.  There  is  an  adequate  and  pro- 
fuse blood  supply,  both  arterial  and 
venous,  and  an  unusual  lymphatic  ar- 
rangement of  capillaries  within  the  gland 
which  allows  a freedom  of  lymph  drain- 
age unequalled  in  any  other  parenchymat- 
ous organ.  Some  authorities  have  also 
stated  that  the  thyroid  secretion  itself  has 
a mild  bacteriocidal  function.  The  means 
by  which  infection  may  ener  this  gland 
are : 

1.  Direct  trauma  or  puncture  wounds 
through  the  skin. 

2.  Direct  extension  from  the  contiguous 
structures  of  the  neck. 

3.  Extension  through  a persistent  thyro- 
glossal  duct. 

4.  Lymphatic  metastases. 

5.  Blood  stream  metastases. 

The  onset  of  symptoms  in  acute  thy- 
roiditis should  be  easy  to  recognize. 
They  consist  of  pain,  fever,  and  chills, 
together  with  sudden  enlargement  of  the 
gland.  The  pain  is  aggravated  by  motions 
of  the  neck  as  the  complex  fascial  planes 
tightly  bind  the  inflamed  gland,  so  the 
patient  may  assume  an  attitude  with  head 
bowed  and  held  firmly  between  the 
hands,  elbows  resting  on  the  knees.  If 
one  side  of  the  gland  only  is  affected,  it 
may  even  cause  the  pulling  of  the  head 
to  one  side  by  pressure  on  the  muscles. 
Local  tenderness  is  a constant  sign  and 
may  be  exquisite.  The  swelling  may, 
from  pressure,  cause  hoarseness  or  even 
aphonia  and  may  interfere  so  severely 
with  respiration  that  a tracheotomy  may  be 
required.  Deglutition  may  also  be  inter- 
fered with  through  pressure  on  the 
esophagus.  Symptoms  of  hyperthyroid- 
ism usually  occur  with  the  acute  inflam- 
mation, but  subsequently  subside,  al- 
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though  hypothyroidism  may  follow  some 
months  later,  due  possibly  to  glandular 
destruction.  This  condition  may  also  fol- 
low surgical  procedures  in  the  nose  and 
throat — particularly  tonsillectomy.  It 
has  been  known  to  follow  both  the  surgi- 
cal enucleation  and  electrocoagulation  of 
the  tonsils.1 

In  order  to  understand  this  subject 
more  fully,  it  is  necessary  to  state  the 
various  clinical  classifications  of  goiter. 
Three  large  groups  immediately  come  to 
mind,  namely  (1)  adolescent  hyperthy- 
roidism, (2)  hyperthyroidism  of  Graves’ 
disease,  and  (3)  hyperthyroidism  of 
adenoma  of  the  thyroid  gland. 

In  the  first  group,  we  have  a rather 
vague,  illusive  terminology  and  pathology. 
The  condition  is  found  in  growing  children, 
usually  girls,  and  is  physiologic  in  char- 
acter. Its  mechanism  is  probably  depen- 
dent upon  an  increasing  demand  for  the 
production  of  thyroxin.  Patients  in  this 
group  usually  have  chronic  nasopharyngeal 
infection.  There  may  be  a slight  hyper- 
plasia of  the  thyroid  gland  with  an  increase 
in  the  number  of  columnar  cells  lining  the 
acini  and  with  a decrease  in  the  colloid.  In 
this  group  removal  of  the  tonsils,  treating 
sinus  disease,  and  attacking  dental  infection 
is  usually  followed  by  improvement. 

In  the  second  group,  there  is  a prolifera- 
tion of  the  columnar  acinar  cells,  develop- 
ment of  new  acini,  and  also  a loss  of  colloid 
material.  Here  we  apparently  have  a stimu- 
lation of  the  individual  cells  of  the  thyroid 
to  produce  rapidly  large  amounts  of 
thyroxin.  In  this  group,  iodine  medication 
should  be  given  for  a week  or  ten  days  be- 
fore any  nasopharyngeal  operation.  In 
Graves’  disease  we  must  note  an  interesting 
feature,  namely,  the  fact  that  its  course  is 
represented  in  cycles  and  if  nose  and  throat 
surgery  is  to  be  considered,  unless  urgent, 
it  should  be  attempted  only  during  a 
quiescent  phase. 

In  the  third  group , we  have  a type  of 
hyperthyroidism  entirely  different  from  that 
in  Graves’  disease.  There  is  a more 
chronic  process  with  a growth  of  adenomat- 
ous tissue  apparently  occurring  within  a 
normal  thyroid  gland.  In  the  first  and  sec- 
ond group,  sinus  surgery  must  be  consid- 
ered only  after  careful  study  of  the  patient 
and  in  close  cooperation  with  an  internist 
well-versed  in  the  peculiarities  of  thyroid 
disease.  In  this  third  group  we  should  note 
that  the  disease  characteristically  occurs  in 
the  late  third  and  fourth  decade  in  appar- 
ently well-nourished  individuals  whose 
typical  history  is  that  of  tachycardia,  palpi- 
tation or  heart  disease. 


From  the  preceding  it  is  obvious  that 
a thorough  understanding  of  the  types 
of  thyroid  disease  must  be  had  by  the 
otolaryngologist  before  attempting  opera- 
tions in  this  field.  It  is  interesting  to 
note  that  many  authorities  on  the  thyroid 
omit,  or  only  lightly  dwell  upon,  the  rela- 
tionship existing  between  thyroid  disease 
and  otolaryngological  conditions  which 
the  writer  has  noted.  However,  many 
laryngologists  are  now  taking  due  cog- 
nizance of  this  affinity.  Dr.  Dunbar  Roy 
of  Atlanta,  Ga.,  in  a paper  read  before 
the  medical  association  at  Savannah,  Ga., 
(April  22,  1936)  states  that  “there  is  a 
close  relationship  between  the  thyroid 
gland  and  the  lymphoid  tissue  of  the 
throat,”  and  even  suggests  that  patients 
should  be  iodized  before  and  after  ton- 
sillectomy. This,  of  course,  is  true  only 
if  the  individual  patient  comes  under  the 
group  of  thyroid  disease  for  which  iodine 
medication  is  indicated. 

The  writer  in  his  own  paper,1  particu- 
larly has  brought  out  the  importance  of 
the  tonsils,  and  even  the  sinuses  in  this 
study.  Further  observation  has  been 
convincing  that  the  various  parts  of  Wal- 
deyer’s  ring  are  of  equal  import.  This 
was  brought  to  light  most  vividly  in  a 
recent  case  of  septal  deviation.  In  this 
case  a complete  tonsillectomy  had  been 
performed  some  years  before.  The  pa- 
tient complained  of  a marked  obstruction 
to  breathing  in  the  right  naris,  and  ex- 
amination of  the  nose  revealed  a badly 
deviated  septum  to  the  right.  Accord- 
ingly, a submucous  resection  was  done. 
The  patient  convalesced  uneventfully 
until  the  sixth  day  when  she  complained 
of  a slight  sore  throat,  and  upon  exami- 
nation it  was  seen  that  she  had  a follicular 
infection  of  the  islands  of  lymph  tissue 
in  the  postpharyngeal  wall  and  in  the 
pharyngeal  tonsils,  most  marked  on  the 
right  side.  This  subsided  under  local 
treatment  in  a few  days.  When  seen  a 
week  later  this  patient  had  a mild  en- 
largement of  the  right  lobe  of  the  thyroid 
and  all  the  clinical  signs,  and  symptoms 
of  a mild  hyperthyroidism.  This  sub- 
sided in  a few  weeks  with  rest  and  seda- 
tion. 

There  therefore  naturally  arises  the 
question  as  to  the  cause  of  this  associa- 
tion. It  has  been  suggested  that  infection 
may  be  transmitted  from  the  pharynx  by 
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way  of  the  vascular  and  lymphatic  chan- 
nels to  the  thyroid.  It  may  also  well  be 
that  the  function  of  the  thyroid  is  dis- 
turbed by  way  of  the  sympathetic  nervous 
system  as,  in  the  surgical  removal 
of  tonsils,  branches  of  the  glosso- 
pharyngeus  nerve  and  of  the  sphenopala- 
tine ganglion  are  cut  as  they  enter  the 
tonsils  along  their  attached  sides.  Then, 
too,  as  these  patients  have  a low  psychic 
threshold,  it  may  be  that  the  shock  of 
acute  infection  or  of  operation  is.  suffi- 
cient to  precipitate  some  form  of  thyroid 
dysfunction. 

One  other  rather  unusual  condition 
seen  by  the  laryngologist  is  the  lingual 
thyroid.  This  type  of  thyroid  tissue  may 
be  an  accessory  gland  or,  as  not  infre- 
quently happens,  it  may  be  the  only 
thyroid  tissue  present  in  the  entire  organ- 
ism. When  diagnosed,  the  question  of  its 
excision,  of  course,  comes  to  mind.  This, 
as  an  almost  universal  rule,  should  not 
be  done,  for  after  its  extirpation  it  is 
most  likely  that  myxedema  of  a marked 
degree  will  follow.  Fetterolf2  reports 
one  such  case  and  quotes  Lanzi,  who 
states  that  myxedema  occurred  in  twenty- 
two  per  cent  of  these  cases  when  operated 
upon.  Mayo3  reports  three  such  cases 
and  Smyth4  reports  one.  The  last  named 
author  refers  to  Seldowitsch,  Kraske,  and 
also  to  Lanzi,  all  of  whom  agree  that 
exhaustive  study  must  be  made  in  order 
to  ascertain,  if  possible,  if  there  is  any 
normal  thyroid  tissue  present.  Ashurst5 
reports  a very  interesting  case  of  carci- 
noma of  this  accessory  thyroid. 

Another  aspect  of  importance  to  the 
laryngologist  in  connection  with  thyroid 
disease  and  its  surgery,  is  the  question  of 
hoarseness.  It  may  seem  superfluous,  but 
emphasis  must  again  be  made  upon  the 
close  relationship  which  should  exist  be- 
tween the  laryngologist  and  the  thyroid 
surgeon.  A thorough  examination  of  the 
larynx  should  be  made  prior  to  thyroidec- 
tomy and  specific  notes  made  as  to  the 
condition  and  motility  of  each  vocal  cord. 
Superficial  and  slipshod  inspection  of  the 
voice  box  is  insufficient.  The  larynx 
should  be  properly  cocainized  before  in- 
direct laryngoscopy  and  if  the  cords  can- 
not be  seen  in  their  entirety,  the  laryngo- 
scopist  should  not  commit  himself  until 
direct  inspection  of  the  larynx  has  been 
made  with  a laryngoscope.  Immediately 


following  the  operation,  or  as  soon  as  the 
patient  has  thoroughly  recovered  from 
the  anesthesia,  the  laryngoscopist  should 
have  the  privilege  of  interviewing  the  pa- 
tient in  order  to  note  any  change  in  the 
timber  of  the  patient’s  voice.  Before  dis- 
charge from  the  hospital  he  should  again 
be  examined  laryngoscopically,  indirectly 
or  directly.  If  the  surgeon  performing 
thyroid  operations  were  to  have  all  his 
cases  examined  by  a competent  laryngol- 
ogist, he  would  many  times  be  astonished 
to  learn  that  a paralysis  of  one  cord  ex- 
isted and  with  no  larynx  symptoms. 
Stein6  reports  a case  of  a young  lady  with 
an  absolutely  normal  larynx  just  before  a 
goiter  operation.  Immediately  after  the 
operation  he  observed  a completely  para- 
lyzed cord  on  one  side,  resulting  in  al- 
most complete  aphonia  for  five  days.  On 
the  sixth  day  the  voice  began  to  return 
although  the  cord  remained  in  the  totally 
paralyzed  condition  and  remained  so  for 
four  months.  All  this  time  the  patient 
had  a good  voice,  affected  only  in  its 
higher  register.  After  four  months  the 
cord  very  gradually  began  to  show  mo- 
tion, although  no  medical  treatment  was 
employed,  merely  vocal  exercises,  and  the 
cord  is  now  improving  steadily  in  its  vari- 
ous excursions.  In  this  case  the  recur- 
rent nerve  was  not  injured  by  the  knife 
but  the  paralysis  was  due  to  pressure 
caused  by  the  inflammatory  effusion. 
This  most  certainly  proves  that  a post- 
operative examination  must  be  made  for 
one  cannot  tell  whether  or  not  there  is  a 
paralysis  present,  as  the  voice  as  well  as 
the  breathing  may  be  unimpaired  even 
with  one  vocal  cord  completely  paralyzed. 
It  is  interesting  to  note  in  this  connection 
that  Hubert7  reported  a case  of  bilateral 
laryngeal  paralysis  due  to  a substernal 
thyroid. 

All  of  the  previously  described  condi- 
tions have  to  do,  in  general,  with  the 
manifestations  of  an  overactive  thyroid 
gland.  It  is  now  in  order  to  discuss  the 
converse,  namely  hypothyroidism,  as  seen 
by  the  rhinologist.  Examples  of  this  are 
seen  in  cases  of  nasal  polyposis..  These, 
of  course,  may  occur  as  pure  myxomata, 
though  they  are  as  a rule,  fibromyxomata. 
Some  occur  in  the  presence  of  acute  in- 
fection in  the  nose  and  sinuses  and  others 
concurrently  with  hay- fever  and  other 
allied  allergic  conditions.  It  has  been 
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stated  on  occasion  that  if  metabolism 
tests  were  taken  in  this  latter  group,  a 
considerable  degree  of  suboxidation, 
probably  due  to  a sluggish  functioning  of 
the  thyroid,  would  be  found.  Foster8 
states,  “that  the  myxoedematous  state 
involves  the  mucous  membrane  producing 
conjunctivitis,  marked  swelling  of  the 
membranes  of  the  nose  and  mouth,  even 
of  the  larynx,  so  that  the  voice  is  weak.” 
It  is  obvious  that  patients  with  this  type 
of  nasal  mucosa  are  prone  to  develop 
nasal  polypi,  given  the  added  factor  of 
infection.  These  cases  might  be  markedly 
benefited  by  proper  doses  of  thyroid  ex- 
tract. 


It  is  certainly  evident  from  the  forego- 
ing that  a thorough  understanding  of  the 
thyroid  gland  in  all  its  phases  is  most 
essential  to  the  mental  armamentarium  of 
the  competent  laryngologist. 

784  Park  Ave. 
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PAN' AMERICAN  MEDICAL  CRUISE 


More  than  600  American  physicians  and 
surgeons  will  join  the  seventh  cruise-con- 
gress sponsored  by  the  Pan-American  Med- 
ical Association,  a seventeen-day  trip  to 
Cuba  and  the  West  Indies  beginning  on 
January  15. 

The  association,  founded  eleven  years  ago 
to  promote  the  interchange  of  medical 
knowledge  and  experience  among  countries 
of  the  Western  Hemisphere,  held  its  last 
similar  trip  in  June  1935,  when  300  doctors 
from  all  parts  of  the  United  States  visited 
Brazil.  Papers  prepared  by  research  work- 
ers and  practitioners  are  read  at  sessions 
held  on  shipboard  and  the  doctors  confer 
with  their  Pan-American  colleagues  and  ex- 
amine medical  facilities  during  stop-overs. 

Delegates  for  this  year’s  cruise,  who  will 
sail  from  New  York  on  the  Furness  Ber- 
muda liner  Queen  of  Bermuda , will  visit 


Havana,  Port  au  Prince,  Haiti;  Trujillo 
City,  Dominican  Republic,  and  San  Juan, 
Puerto  Rico.  The  doctors,  many  of  whom 
will  be  accompanied  by  their  wives,  will 
pass  five  days  in  Havana,  where  700  addi- 
tional physicians  representing  twenty-one 
Central  and  South  American  countries  are 
expected  to  join  them  in  sessions  and  clinics. 

Dr.  Joseph  Jordan  Eller,  director  general 
of  the  association,  announced  that  plans  for 
the  proposed  $7,000,000  Pan  American  Post- 
Graduate  Medical  School  and  Hospital  in 
New  York  had  been  altered  so  that  the  as- 
sociation is  now  negotiating  to  purchase 
an  unnamed  hospital  now  operating  in  the 
city.  He  said  the  directors  had  decided 
that  the  association’s  funds  might  be  better 
spent  for  equipment  and  provision  for 
scholarships,  rather  than  “for  bricks  and 
mortar  to  construct  a new  building.” 


RAPID'FIRE  REMEDY  COMING  FOR  GONORRHEA 


Medical  research  may  yield  within  a few 
months  a new  treatment  for  gonorrhea 
which  will  take  only  a week,  compared  with 
the  treatment  period  of  from  three  to  six 
months  required  at  present,  Dr.  Walter 
Clarke,  executive  director  of  the  American 
Social  Hygiene  Association,  said  at  a con- 
ference of  social  hygiene  executives,  held 
under  the  auspices  of  the  American  Social 
Hygiene  Association,  at  the  International 
Building,  Rockefeller  Center. 

Sulfanilamide  preparations  being  de- 
veloped, he  said,  will  then  face  the  question 
of  general  practicability  before  it  can  be 
said  that  a major  step  has  been  taken 
toward  the  control  of  venereal  diseases. 
Fever  therapy,  he  said,  is  not  applicable 


generally,  being  too  costly.  The  question  in 
the  case  of  the  chemical  compounds  will  be 
whether  or  not  they  are  too  toxic  to  be  of 
use  to  the  medical  science. 

New  York  City  is  “well  along  the  road 
in  the  treatment  of  syphilis,”  said  Dr. 
Clarke,  who  is  a consultant  to  the  Depart- 
ment of  Health,  “but  it  is  just  getting  to  the 
problem  of  gonorrhea.”  The  studies  now 
being  made  will  be  conclusive  when  they 
are  finished,  he  said,  and  when  they  are 
done,  “we  can  say  whether  or  not  they  are 
too  dangerous  for  general  use.” 

The  conference  was  held  to  plan  a na- 
tional campaign  against  social  disease  and 
for  the  second  National  Social  Hygiene 
Day,  February  2. 


VILLOUS  TUMOR  OF  RECTUM 


W.  F.  Preusser,  M.D.,  Albany 


Villous  tumor  of  the  rectum  is  an  un- 
common lesion.  Quenu  and  Landel1  in 
1899  first  stimulated  the  interest  of  the 
clinician  in  this  disease  -by  reason  of  a 
complete  clinical  report  of  four  cases 
and  the  careful  histologic  examination 
of  tissue  derived  from  them. 

It  is  essentially  a disease  of  adult  life. 
Bensaude  et  al2  reported  in  1930  a de- 
tailed analysis  of  fifty-nine  cases  gleaned 
from  the  literature.  The  age  incidence 
was  as  follows : 


Before  40  3 

40-50  15 

50-60  13 

60-70  17 

After  70  11 


The  sex  incidence  was  about  equal. 

The  size  of  the  tumor  depends  of 
course  on  the  length  of  time  it  has  been 
present.  It  may  be  large  enough  to  al- 
most entirely  occlude  the  lumen  of  the 
rectum. 

The  histologic  structure  shows  single 
or  multiple  layers  of  cylindrical  cells  (in 
papilliform  arrangement)  supported  by 
delicate  vascular  adenoid  tissue.  There 
is  a pronounced  tendency  toward  recur- 
rence and  malignant  change.3 

The  symptomatology  is  entirely  refer- 
able to  the  rectum.  There  may  be  con- 
stipation alternating  with  a pseudo- 
diarrhea and  considerable  rectal  tenesmus. 
A gelatinous  or  glairy  mucoid  (egg-white) 
discharge  is  an  outstanding  symptom. 
Occasionally  hemorrhage  occurs  and 
there  may  be  prolapse  of  the  tumor  or 
fragmentary  expulsion  of  the  mass.  Ben- 
saude reports  a case  in  which  106  frag- 
ments were  expelled  over  a nine  months’ 
interval. 

On  palpation  the  growth  is  soft, 
spongy,  and  exceedingly  smooth.  The 
finger  dips  down  between  the  individual 
lobes.  The  tumor  lacks  the  solid  struc- 
ture of  adenoma  and  the  induration  of 
base  and  margin  as  in  carcinoma.  It  has 
a grayish-pink,  glistening  appearance  on 
inspection.  Histologic  tissue  examination 
differentiates  it  from  other  benign  or 
malignant  tumors. 

Thorough  extirpation  of  the  tumor  is 


indicated  because  of  its  tendency  to 
malignant  degeneration.  This  may  be  ac- 
complished by  excision  or  electrocoagula- 
tion. The  method  employed  depends  upon 
its  extension  superiorly  (accessibility), 
surface  area  involved,  the  presence  of 
malignant  change,  and  the  age  and  gen- 
eral condition  of  the  patient.  Deep  x-ray 
therapy  and  radium  have  proven  to  be 
entirely  inadequate  in  the  experience  of 
Bensaude.  The  prognosis  is  good  if  the 
tumor  has  been  thoroughly  extirpated 
before  the  onset  of  malignant  change. 

Case  Report 

A white  female,  fifty-one  years  of  age, 
school  teacher,  had  no  familial  history  of 
rectal  or  colonic  disease.  Bowel  elimination 
until  the  onset  of  present  disease  was  nor- 
mal. 

Present  history:  The  patient  was  first 

seen  on  Sept.  30,  1935.  In  July  1934  she 
first  noted  a difference  in  the  character  of 
the  bowel  movements.  They  became  more 
frequent  and  were  accompanied  by  a rather 
profuse  mucoid  discharge.  No  blood  or  pus 
was  seen.  In  June  1935,  protrusion  of  a 
mass  was  noted  following  a bowel  move- 
ment. This  was  replaced  manually  each 
time  by  the  patient  and  was  interpreted  as 
a pile.  This  was  the  condition  which 
prompted  her  to  seek  relief.  Her  general 
health  did  not  seem  to  be  greatly  impaired. 

Except  for  the  rectal  lesion,  general 
physical  examination  was  essentially  nega- 
tive. The  blood  pressure  was  120/80. 

Proctologic  examination  showed  a cutane- 
ous tab  at  the  anterior  anal  commissure. 
Introduction  of  the  gloved  finger  reveals 
a sphincter  of  normal  tone.  Occupying  the 
lumen  of  the  rectum,  soft,  spongy,  lobulated 
masses  of  tissue  may  be  felt.  These  masses 
arise  from  the  mucosa  and  have  a smooth, 
velvety  surface.  They  are  situated  on  the 
anterior,  posterior,  and  right  lateral  sur- 
faces of  the  rectal  ampulla,  extending 
superiorly  for  a distance  of  about  four 
inches  from  the  dentate  line.  At  the  lower- 
most pole  of  the  posterior  mass  is  a defi- 
nitely polypoid  formation  which  by  manipu- 
lation with  the  fingers  can  be  extruded 
from  the  anus.  It  is  about  three  cm.  in 
diameter  and  has  a smooth,  pinkish,  mucosa- 
covered  surface. 
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Fig.  1.  Villous  papillae  and  occasional  acinous 
formation.  Note  absence  of  invasion  at  base. 


Proctosigmoidoscopic  examination  for  a 
distance  of  ten  inches  shows  only  the  lower 
four  inches  of  the  rectum  to  be  involved. 
There  is  an  abundance  of  thick,  glairy,  mu- 
coid secretion.  There  are  no  ulcerations  of 
the  tumor  surface.  The  grayish-pink  masses 
are  in  the  form  of  ridges,  having  an  S-like 
configuration,  their  summits  being  about 
one-half  inch  above  the  level  of  the  sur- 
rounding mucosa.  The  posterior  lobule  ex- 
tends furthest  interiorly  terminating  in 
a well-defined  polypoid  tumor  about  one- 
quarter  inch  above  the  dentate  line.  This 
is  the  prolapsing  portion  (subsequently  ex- 
cised). The  anterior  ridge  extends  furthest 
superiorly  with  a distinct  knob  formation 
at  its  upper  pole.  The  superior  surface  of 
the  lowermost  valve  of  Houston  has  on  it 
a small  mass  of  tumor  tissue  (seen  with  a 
dental  mirror).  Biopsy  from  the  edge  of 
the  main  tumor  mass  was  done. 

Laboratory  findings:  Blood  Wassermann 
negative.  No  entamoeba  histolytica  or  other 
intestinal  parasites  were  found.  R.B.C. 
4,500,000;  W.B.C.  7800;  Urine  negative. 

Tissue  report:  The  sections  for  micro- 
scopic study  are  stained  with  hemotoxylin 
and  eosin.  Most  of  the  tissue  consists  of 
slender  papillae  and  villous-like  processes 
covered  in  a very  orderly  manner  by  tall 
columnar  epithelium.  The  epithelial  cells 
are  sharply  limited  by  a basement  mem- 
brane from  the  underlying  connective  tis- 
sue which  forms  a thin  core  in  each  papilla. 
Long  ovoid  hyperchromatic  nuclei  are  sit- 
uated near  the  base  of  the  columnar  cells. 
The  cytoplasm  toward  the  other  extremity 
of  the  cells  contains  lightly  stained  vacuoles 
suggesting  mucus  as  observed  in  “goblet 
cells.”  A few  of  the  nuclei  are  undergoing 


mitosis.  The  tissue  segment  includes  a por- 
tion of  the  muscle  coat  of  the  rectum.  At 
this  point  there  is  no  demonstrable  invasion. 
A diagnosis  of  villous  papilloma  of  the 
rectum  was  made  by  Dr.  John  J.  Clemmer, 
Director  of  the  Bender  Hygienic  Laboratory, 
Albany. 

Treatment:  Two  possible  procedures  were 
considered  in  planning  treatment  for  this 
patient.  It  was  extensive  enough  to  war- 
rant complete  excision  of  the  rectum,  a 
suggestion  rejected  by  the  patient.  Coagula- 
tion of  the  tumor  was  then  decided  upon 
together  with  the  simultaneous  employment 
of  deep  x-ray  therapy.  The  coagulation  was 
effected  through  a six  inch  illuminated 
proctoscope  constructed  of  bakelite  which 
is  a non-conducting  material.  The  inter- 
changeable tip  coagulating  instrument  em- 
ployed has  been  previously  described.  The 
first  coagulation  was  done  on  Oct.  5,  1935, 
and  at  weekly  intervals  thereafter  for  a 
period  of  two  months.  The  coagulated  areas 
promptly  sloughed  away  leaving  a grayish 
membrane  adherent  to  the  base.  Upon  ex- 
foliation of  this  membrane,  a raw,  granular 
oozing  surface  presented  which  gradually 
became  epithelialized.  Coagulation  of  the 
deeper  layers  of  the  rectal  wall  was  par- 
ticularly avoided  to  prevent  the  develop- 
ment of  any  considerable  amount  of  scar 
tissue  with  contracture  of  the  lumen  of  the 
gut. 

The  anterior  and  posterior  perineal  zones 
were  irradiated  alternately  at  weekly  in- 
tervals over  a period  of  four  weeks.  A full 
erythema  dose  was  given  in  each  instance. 
There  was  considerable  malaise  and  nausea 
following  these  exposures.  A second  tis- 
sue examination  performed  two  weeks  after 


Fig.  2.  Slender  villous  papilla  covered  by  tall 
columnar  mucous  epithelium.  Note  three  mit- 
roses.  X56Q. 
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the  last  x-ray  treatment  showed  no  change 
in  the  histologic  appearance  of  the  tumor. 
The  proportion  of  mitotic  figures  present 
and  the  general  appearance  of  the  individual 
cells  gave  the  impression  that  the  tumor 
was  not  particularly  influenced  by  radia- 
tion. It  was  discontinued. 

Clinical  course : On  Feb.  21,  1936,  the 
rectum  was  seen  to  be  free  from  tumor  tis- 
sue. The  rectal  wall  was  entirely  epithelial- 
ized  and  seemed  to  be  soft  and  pliable.  There 
was  no  appreciable  diminution  in  the  caliber 
of  the  lumen  except  in  the  region  of  the 
lower  Houston  valve  which  was  somewhat 
stiffened.  It  was  planned  to  inspect  the  in- 
terior of  the  rectum  at  intervals  for  possible 
recurrences. 

The  following  June,  the  patient  experi- 
enced an  attack  of  acute  abdominal  pain 
referable  to  the  lower  left  quadrant.  There 
was  an  obstinate  constipation  present. 
Sigmoidoscopic  examination  was  negative. 
An  x-ray  with  a barium  enema  revealed  an 
occlusion  of  the  lumen  of  the  bowel  at 
the  level  of  the  descending  colon.  It  was 
felt  that  a pelvic  mass  was  present  and 
accordingly  on  July  6 a laparotomy  was  per- 
formed elsewhere.  A twisted,  gangrenous 


and  ruptured,  left  ovarian  cyst  firmly  ad- 
herent to  the  descending  colon  was  found. 
The  pathological  diagnosis  of  the  specimen 
removed  at  this  operation  was  cyst-adeno- 
carcinoma of  the  ovary.  The  postoperative 
course  was  stormy  and  on  July  31,  the  pa- 
tient expired.  No  postmortem  examination 
was  obtained. 

Comment 

Villous  tumor  is  an  unusual  type  of 
rectal  growth.  Electrocoagulation  is  an 
effective  therapeutic  agent  in  its  removal. 
The  inability  to  obtain  a postmortem  ex- 
amination in  the  above  cited  case  pre- 
cludes the  possibility  of  establishing  the 
relationship,  if  any,  between  the  primary 
rectal  tumor  and  the  complicating 
ovarian  disease. 

172  Washington  Ave. 
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TO  BAR  MORE  “ELIXIR”  TRAGEDIES 


Drastic  strengthening  of  the  Food  and 
Drug  Act  to  prevent  recurrence  of  such  a 
tragedy  as  the  recent  deaths  of  seventy- 
three  persons  from  “elixir  sulfanilamide”  is 
recommended  to  Congress  by  Secretary  of 
Agriculture  Wallace. 

Secretary  Wallace  said  citations  already 
were  being  prepared  calling  on  the  manu- 
facturer, the  S.  E.  Massengill  Co.  of  Bristol, 
Tenn.,  to  show  cause  why  its  officers  should 
not  be  prosecuted  criminally  in  the  Federal 
courts. 

The  report  of  the  Department  of  Agri- 
culture was  in  reply  to  a request  in  Senate 
and  House  resolutions  for  information  con- 
cerning the  “elixir”  deaths. 

The  present  law  was  declared  to  be  in- 
adequate to  protect  purchasers  from  such 
medicines.  The  only  basis  on  which  action 
could  be  taken  against  the  Massengill  con- 
cern, it  was  said,  was  the  contention  that 
the  word  elixir  “implies  an  alcoholic  con- 
tent, whereas  the  product  was  a diethylene 
glycol  solution.”  The  report  added : 

“The  fact  that  the  law  contains  no  spe- 
cific definition  of  ‘elixir’  may  be  responsible 
for  Dr.  Massengill’s  statement  in  his  letter 
to  the  American  Medical  Association,  ‘I 
have  violated  no  law.’  ” 

To  protect  the  public  from  dangerous 
drugs,  Secretary  Wallace  recommended  a 


license  control  of  new  drugs  to  insure  they 
will  not  be  generally  distributed  until  ex- 
perimental and  clinical  tests  have  shown 
them  to  be  safe  for  use. 

He  pointed  out  that  physicians,  druggists, 
even  plumbers  were  licensed,  but  “there  is 
no  such  control  to  prevent  incompetent  drug 
manufacturers  from  marketing  any  kind  of 
lethal  potion.” 

Proposed  legislation  would  prohibit  mar- 
keting of  drugs  dangerous  to  health  when 
administered  in  accordance  with  the  manu- 
facturer’s directions.  Druggists  would  be 
required  to  affix  labels  bearing  adequate 
directions  and  warnings  against  probable 
misuse. 

Secret  remedies  would  be  banned  entirely. 
Chemical  manufacturers  would  be  required 
to  disclose  on  labels  the  exact  composition 
of  each  drug.  The  report  added : 

“Many  poisoning  cases  result  from  choice 
of  the  wrong  bottle  from  the  home  medicine 
cabinet  or  from  bottles  left  within  the  reach 
of  small  children.  In  such  cases,  attending 
physicians  are  able  to  proceed  intelligently 
and  administer  the  proper  antidotes  or  other 
treatment  only  if  labels  carry  full  disclosure 
of  composition.  Delays  in  obtaining  this  in- 
formation by  communicating  with  the  man- 
ufacturer may  often  mean  the  difference 
between  life  and  death.” 


Preventive  Medicine 


Prevention  of  Obesity  and  Diabetes 
Including  Consideration  of  Their  Relation 

Charles  H.  Goodrich,  M.D.,  Brooklyn 
Presidential  Address 


There  is  outstanding  necessity  for  physi- 
cians to  impress  upon  their  people  the 
influence  of  nutrition  to  faulty  structure 
and  to  destruction  of  indispensable  func- 
tions of  the  human  body.  When  we  con- 
sider the  prevention  of  obesity  we  are 
primarily  thinking  of  structure.  In  diabetes 
we  have  reduction  of  an  essential  function 
(oxidation  and  utilization  of  glucose  re- 
sulting from  digestion  of  carbohydrates) 
to  lower  or  lowest  terms.  Moreover  obesity 
is  undoubtedly  the  most  important  cause  of 
diabetes.  Endocrine  imbalance  and  other 
complex  inter-relations  loom  as  probably 
important  factors.  There  exists  between 
these  conditions  a complex  biochemical  re- 
lationship of  which  all  people  should  be 
conscious.  The  detailed  comprehension  of 
this  must  be  left  to  the  scientific  minds 
in  the  world  of  laymen  and  to  physicians. 
Physicians  must  transmit  the  principles, 
the  essential  truths  to  their  patients.  The 
details  would  confuse  and  becloud  required 
understanding. 

Obesity,  or  the  excessive  storage  of  fats, 
is  very  common  and  a disease  worthy  of 
consideration  and  prevention.  If  com- 
panioned by  other  diseases  or  conditions 
demanding  major  surgery  its  importance 
increases  and  its  degree  swells  its  import- 
ance in  increasing  ratios.  Obesity  should 
be  prevented  because  of  frequent  association 
with  other  diseases  and  because  it  can 
lessen  human  efficiency  and  shorten  life. 

“The  fundamental  cause  of  obesity  is  a 
positive  energy  balance”  (Means).  This 
shows  that  more  food  values  are  absorbed 
than  are  expended  in  producing  energy 
and  in  the  manufacture  of  heat.  Ingesting 
daily  a little  more  fuel  (food)  than  is  used, 
over  a period  of  years,  can  produce  a large 
amount  of  fat.  Gourmands  may  increase 
their  fat  in  storage  rapidly  and  constantly 
for  a long  time.  Overeating  may  grow 
to  be  a habit  especially  in  the  formative 


years  of  life.  Indeed  it  is  now  seen  that 
it  is  a mistake  to  urge  children  and  adoles- 
cents to  overeat ; as  they  grow  without 
careful  observations  of  weight  and  pro- 
portionate growth  of  diameters  and  lengths. 
This  eager  generous  provision  by  many 
parents  has  caused  many  cases  of  habitual 
overeating  resulting  in  handicaps  or  other 
diseases  and  in  abbreviations  of  lives. 
This  type  of  eating  habit  well-developed  in 
the  third  and  fourth  decades  is  almost  as 
difficult  to  relinquish  as  are  alcohol  and 
tobacco. 

When  people  keep  a constant  weight 
within  normal  limits  they  are  eating  about 
what  they  need — often  without  conscious 
efforts  at  increasing  or  reducing  intake. 
This  may  be  called  normal  matching  of 
appetite  to  need.  When  the  enjoyment  of 
eating  occupies  an  abnormal  degree  of 
attention,  eating  too  much  becomes  a habit 
and  lo ! obesity.  The  same  result  comes 
when  we  are  too  busy  to  think  about  what 
we  are  eating  and  devour  increased  rations 
with  haste.  Horace  Fletcher  who  held  that 
if  Gladstone’s  rule  of  chewing  each  mouth- 
ful thirty-twro  times  was  good  it  would 
still  be  better  to  chew  until  the  food  be- 
came the  consistency  of  milk — all  the  while 
mentally  dwelling  on  the  taste — and  reject- 
ing masses  that  could  not  be  so  reduced. 
Fletcher  was  an  obese  millionaire  lumber- 
man condemned  to  nephritic  death  at  fifty. 
He  developed  his  theory  in  an  effort  to 
cure  himself  and  help  others,  went  about 
it  scientifically  by  paying  outstanding  physi- 
ologists huge  honorariums  for  experiment- 
ing upon  him  and  others  elaborately,  and 
incidentally  survived  until  well  along  in 
the  eighties.  He  was  obese  at  the  time  of 
his  condemnation  and  his  excessive  chewing 
practice  proved  to  be  one  of  the  soundest 
methods  of  reducing  weight.  Not  only 
does  the  overeater  grow  tired  of  excessive 
chewing  but  the  stomach  has  time  to  send 
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the  message  “enough”  to  the  center  of 
appetite  control  before  half  of  the  old  huge 
meal  is  taken.  This  method  requires  no 
ruling  out  of  favorite  foods.  Fletcher 
reduced  his  proteids  to  lowest  terms  but 
never  proved  this  case  by  the  physiologists. 
Per  contra,  we  now  find  experts  in  nu- 
trition urging  larger  proportion  of  proteid 
intake  carefully  checked  by  physical  ability 
to  utilize  and  excretory  ability  to  cast  off 
their  waste  products.  This  is  a passive 
and  fractional  method  of  resisting  or  reduc- 
ing obesity. 

It  is  true  that  we  have  two  types  of 
obesity — the  exogenous  caused  by  eating 
more  than  body-functions  demand  and 
endogenous  (in  five  to  eight  per  cent  of 
cases)  due  to  disturbances  of  the  actions 
of  internal  glands.  There  are  several 
ways  in  which  endocrine  disturbances  may 
operate,  some  very  complicated  and  not 
thoroughly  understood.  The  excessive 
obesity  of  children  and  youths  is  usually 
due  to  insufficiency  of  the  posterior  lobe 
of  the  pituitary.  Hypothyroidism  causes 
obesity  in  some  cases,  usually  with  other 
symptoms  well-known  to  physicians.  Es- 
timation of  the  metabolic  rate  furnishes 
accurate  audit  of  these  cases,  and  feedings 
with  thyroid  extract  carefully  observed, 
corrects  the  condition — but  may  be  needed 
over  periods  of  years. 

It  becomes  clear,  therefore,  that  every  case 
of  obesity  is  a cause  for  consulting  the 
physician,  the  determination  of  cause,  and 
treatment  by  regulated  diet  adjusted  accord- 
ing to  weekly  weighing  and  other  observa- 
tions, or  by  needed  glandular  treatment.  This 
careful  studious  attention  is  as  necessary  as  is 
the  treatment  of  any  other  abnormal  con- 
ditions, many  of  which,  from  their  more 
sudden  onset  and  greater  discomforts  seem 
more  important.  This  attention  may  seem 
tedious  and  expensive  to  the  patient,  but 
is  very  important ! It  may  not  offer  a 
fascinating  field  of  scientific  endeavor  to 
the  physician  but  when  we  consider  the 
varieties  and  degrees  of  potential  harm  in 
obesity  it  is  thoroughly  worth-while  duty 
done. 

Obesity  makes  the  heart  overwork  to 
pump  more  blood  through  more  tissues 
and  wears  out  the  elasticity  of  the  arteries 
prematurely,  especially,  as  is  often  the 
case,  when  the  individual  overworks  physi- 
cally and  mentally.  Fat  people  make  poor 
subjects  for  treatment  of  any  acute  infec- 


tious disease.  This  is  particularly  true  of 
pneumonia.  They  also  make  poorer  surgi- 
cal risks.  Besides  diabetes  mellitus,  obesity 
causes  cardiovascular  disease.  Insurance 
companies  recognize  all  of  these  facts  in 
selecting  and  grading  their  patrons. 

The  prevention  of  diabetes,  especially  in 
mature  adult  life,  can  often  be  secured  by 
avoiding  obesity.  Hereditary  influences 
are  often  recognized,  particularly  in  chil- 
dren, although  it  is  probable  that  a consid- 
erable proportion  of  seeming  inheritances 
are  really  family  habits  of  diet  (too  much 
sugar,  starch,  and  (or)  fat).  It  is  there- 
fore important  that  families  should  study 
diets  with  their  physicians  to  prevent  dia- 
betes. This  is  especially  necessary  if  obesity 
or  diabetes  is  common  in  progenitors. 

The  type  of  overeating  most  closely 
related  to  the  cause  of  diabetes  is  the  con- 
sumption of  sugar.  The  steady  increase 
in  the  occurrence  of  diabetes  and  its  death 
rate  seem  to  prove  this,  although  the  in- 
crease of  death  rate  is  proportionately 
slower  because  of  improved  treatment.  The 
per  capita  consumption  of  sugar  in  the 
United  States  was  sixteen  pounds  in  1816, 
fifty-six  pounds  in  1900,  eighty-two  pounds 
in  1920,  and  in  1930  approximately  a hun- 
dred pounds.  From  1890  to  1930  the  death 
rate  from  diabetes  increased  from  5.5  to 
20.6  per  hundred  thousand  inhabitants.  We 
eat  too  much  sugar ! The  preventive  meas- 
ure is  obvious ! 

In  a lesser  degree  the  consumption  of 
excessive  amounts  of  other  carbohydrates 
such  as  bread,  cake,  griddle  cakes,  potato, 
macaroni  and  spaghetti,  corn,  beans,  and 
others,  is  responsible  for  causing  diabetes 
They  should  be  used  in  moderation  and 
never  combined  freely  in  one  meal  or  one 
day. 

Physical  work  and  physical  exercise  at 
play  is  a daily  desirable  form  of  prevention 
of  diabetes  as  well  as  obesity.  From  clini- 
cal records  it  seems  to  be  as  useful  in  this 
regard  to  slender  graceful  people  with 
expected  diabetic  inheritance  as  in  the  obese. 

“For  diabetes  is  found  to  be  most  pre- 
valent among  persons  whose  work  requires 
the  expenditure  of  relatively  little  physical 
energy  and  who  have  higher  than  average 
incomes.”  (Joslin,  Dublin,  Marks)  “These 
basic  conditions  also  explain  some  or  most 
of  the  increase  in  diabetes  throughout  the 
world.”  (ibid)  Work  requiring  energy 
has  been  reduced.  Work  previously  done 
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by  muscles  has  been  transferred  to  the 
tending  of  machines.  Increase  in  popula- 
tion of  cities  often  reducing  the  inhabitants 
of  surrounding  country  districts  has  ex- 
panded the  influence  of  this  feature.  More- 
over while  people  work  less  with  their 
bodies  there  has  been  an  increase  of  wages 
and  other  income  so  while  reducing  the 
actual  demand  for  nourishment  they  have 
become  well  able  to  buy  more  and  more 
delicious  foods. 

Race  seems  to  influence  the  occurence 
of  diabetes.  Hebrews  are  known  to  be 
more  susceptible  than  other  races.  Most 
of  them  lead  sedentary  lives  and  use  diets 
rich  in  sugar  and  other  carbohydrates  as 
well  as  fats.  Physical  exercise  and  regu- 
lated diet  would  undoubtedly  reduce  their 
“susceptibility.”  The  disease  is  not  com- 
mon in  countries  where  small  amounts  of 
carbohydrates  are  devoured.  However  the 
Japanese  have  the  lowest  death  rate  from 
diabetes  among  nations  where  records  are 
available.  It  is  quite  uncommon  in  the 
African  race  here  and  elsewhere.  Exercise 
and  manual  labor  seem  excellent  preventive 
measures  among  most  peoples  where  dia- 
betes is  rare. 

Age:  Increasing  longevity  in  general  is 

providing  some  of  the  increase  in  diabetes 
especially  among  women.  However  most 
of  these  cases  are  of  lower  grade  than  in 
younger  persons  and  although  they  may  die 
with  diabetes,  it  is  only  the  accompaniment 
(or  a handicap)  in  the  death-dealing  lesion. 
In  some  cases  the  diabetes  is  not  aggravated. 

Sex:  There  is  an  astonishing  increase 

of  diabetes  among  women.  Joslin  and  Dub- 
lin think  that  this  reflects  the  improvement 
in  social  position  provided  by  domestic 
conveniences,  lessening  of  manual  labor, 
and  by  employing  industrial  enterprises  to 
perform  a certain  amount  of  manual  labor 
for  them,  as  laundries  and  bake-shops. 
In  what  proportions  of  homes,  especially 
urban  homes,  is  bread-making  the  age  old 
ritual  ? Perhaps  five  to  eight  per  cent. 
And  in  most  of  these  homes  the  easy  bread 
mixer — some  run  by  electricity — deprives 
the  muscles  of  the  hands,  forearms,  shoul- 
ders and  trunk  of  that  exercise  that  might 
burn  up  some  of  the  carbohydrates  and  fats 
and  ease  up  the  strain  on  the  islands  of 
Langerhans.  They  need  a substitute  set 
of  exercises. 

The  seeming  increase  of  diabetes  among 
child-bearing  women  as  compared  with  the 


nulliparous  does  not  mean  that  pregnancy 
has  changed  but  the  candidates  therefor. 
The  presence  of  a positive  or  excessive 
nutritional  energy  balance  explains  this  as 
well  as  many  other  things.  Our  preventive 
medicine  should  comprise  diet,  safe  exer- 
cises, and  other  measures  calculated  to  keep 
this  nutritional  energy  balance ! 

Geographically  there  is  a much  greater  in- 
cidence of  diabetes  in  the  northeast  section 
of  the  United  States  than  in  other  parts 
of  our  country.  This  does  not  mean  that 
the  preventive  measure  is  a change  of 
residence  but  of  some  habits  as  indicated 
in  our  talk  thus  far. 

Diseases  of  the  gall-bladder  and  ducts 
and  cholangitis  exert  destructive  influences 
upon  the  islands  of  Langerhans  by  mechan- 
ical pressure  as  in  stone  in  common  duct, 
by  spread  of  infection,  and  by  new-growth 
invasion.  Here  preventive  treatment  can 
be  summed  up  in  the  recommendation  that 
for  this  and  many  other  reasons,  these 
common  seats  of  these  common  troubles 
deserve  careful  observation,  detection,  and 
correction ; this  entirely  aside  from  their 
direct  primary  therapeutic  value. 

The  tendency  to  develop  arteriosclerosis 
and  so  general  cardiovascular  disease  is 
accelerated  by  diabetes  and  this  is  the  only 
known  cause  in  many  cases.  Therefore, 
as  we  said  the  other  day  at  Kingston 
(see  page  1939,  November  15,  1937  issue 
of  this  Journal),  the  prevention  of  diabetes 
and  its  treatment  by  the  balanced  diet  and 
insulin  is  preventive  treatment  for  cardio- 
vascular disease. 

Acute  infections  in  a small  percentage 
of  cases  and  chronic  infection  in  many 
instances  seem  to  reduce  the  capabilities  of 
the  islands  and  the  many  prevailing  chronic 
infections  (sinuses,  teeth,  tonsils,  infective 
skin  lesions,  and  others)  should  be  cleared 
up  as  preventive  measures  of  this  and  other 
diseases  familiar  to  you  all.  The  early 
treatment  of  all  soiled  wounds  preventing 
infection  is  also  emphasized. 

Nervous  influences  such  as  emotional 
storms  of  anger,  worry,  and  fear  may  cause 
or  increase  diabetes,  especially  when  in- 
dulged in  habitually ; mental  fatigue  like- 
wise. Injuries  to  the  brain  and  other  parts 
of  the  nervous  system  are  also  credited 
with  these  responsibilities.  Mental  hygiene 
and  the  prevention  of  injuries  can  therefore 
be  numbered  among  the  preventive  measures. 

When  we  first  suggested  the  renewal  of 
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the  campaign  for  preventive  medicine,  one 
of  our  leading  metropolitan  surgeons  re- 
marked “What  can  we  do  about  it?  It  is 
all  summed  up  in  five  or  six  specific 
vaccines  or  serums.” 

In  taking  up  with  the  District  Branches 
certain  problems  of  prevention,  we  are  more 
than  ever  convinced  that  prevention  is  a 
fascinating  field  for  intelligent  scientific 
endeavor. 

The  theme  of  today  illustrates  how  many 


ordinary  things  can  be  done  to  prevent 
obesity  and  diabetes.  How  much  more  can 
be  done  when  we  have  made  more  complete 
studies  of  records ! Such  a discussion  as 
this  merely  scratches  the  surface. 

Throughout  the  entire  subject,  prevention 
revolves  around  the  pivot  of  periodic  health 
examinations.  A renewed  effort  to  make 
such  examinations,  with  complete  compe- 
tence in  constantly  increasing  lists  of  health- 
conscious people,  is  our  first  goal. 


BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “ transition  cases”  from  the 
service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descrip- 
tions are  not  complete  clinical  studies,  but  will  accentuate  situations  from  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 

Body  and  Mind 


Downfall 

A mediocre  writer  with  high  ambitions, 
for  many  years  unaware  of  his  limitations, 
this  patient  had  had  a boisterous  life  like  a 
rattling,  rolling  barrel  half  filled  with  junk. 
His  paranoid,  half  blind  belief  in  his  im- 
portance had  helped  him  to  stride  over 
many  obstacles.  He  imposed  himself  by 
sheer  audacity.  His  steady  pressure  and 
insistence,  his  colossal  impudence  opened 
all  the  doors  to  him.  Some  people  first 
thought  he  must  be  great  because  he  said 
so  and  others  were  sure  that  he  was  a 
genius  because  so  it  was  rumored  by  “the 
world.”  They  accorded  him  respect  and 
let  him  have  his  way  because  of  his  doubt- 
less future  greatness,  as  if  advancing  cash 
on  credit.  What  anybody  else  would  con- 
sider a pastime,  of  no  importance  to  others, 
he  regarded  and  made  his  admirers  regard 
as  a master-piece  and  sold  it  for  good 
money  and  much,  if  ephemeral,  glory. 
And  he  “got  away”  with  it.  As  his  repu- 
tation grew,  he  could  get  rid  of  all  his 
trash  and,  with  the  help  of  a staff  of  secre- 
taries, he  kept  on  manufacturing  more. 
As  a beginner  he  was  loud  about  the  dis- 
tinguished personages  he  claimed  to  meet 
daily  and  about  his  familiarity  with  them. 
But  in  due  course  of  time  this  lie  became 
a truth.  Even  those  who  hated  him  or  saw 
through  his  emptiness  received  him  because 
of  his  success. 

In  those  years  he  was  physically  strong, 
erect  and  looked  like  that  model  of  a per- 
fect physique,  the  ancient  Doryphore  by 
Polycletus.  He  wore  his  chin  high  and 
his  keen  eye  pierced  the  world  in  search 
of  somebody  to  fool.  And,  while  flattering 
those  in  entrenched  positions,  he  was  ar- 


rogant with  the  poor,  timid  souls  who 
never  dared  to  affirm  themselves. 

He  was  basking  in  the  glaring  social  sun 
and  swelling  up  with  prosperity  while  the 
country  was  nrosperous  and  could  afford 
its  nullities.  But  as  soon  as  the  economic 
crash  came,  he  was  swept  off  his  feet  at 
one  stroke  and  pushed  to  the  wayside. 
Suddenly  nobody  needed  him  and  nobody 
missed  him.  The  soap-bubble  in  which  he 
had  lived  collapsed.  It  was  like  a heavy 
storm  that  shakes  the  woods  and  cleans 
them  of  all  the  rotten,  worm-eaten  boughs, 
although,  of  course  and  alas,  many  healthy 
limbs  are  also  thrown  to  the  ground. 

But  what  a change! 

Now  our  hero  looked  like  a mangy  and 
beaten  dog.  Rapidly  aging,  he  was  stoop- 
ing and  walked  with  the  humblest  gait.  Not 
only  his  spirit  was  broken,  but  his  body  as 
well  had  shrunk.  His  very  spinal  column 
seemed  to  have  softened  and  shortened  and 
bent.  He  was  a living  example  of  the 
interdependence  of  body  and  mind. 

It  was  then  that  he  came  to  the  clinic 
for  help.  The  doctor,  who  had  known  him 
in  his  “good”  days,  listened  to  his  woes 
with  interest. 

This  patient’s  mental  breakdown  was  en- 
tirely due  to  his  dizzy  rise  and  quick  fall 
and  to  the  contrast  between  the  excess  of 
attention  he  had  enjoyed  and  the  lack  of 
attention  from  which  he  suffered  now. 

There  was  nothing  to  do  but  to  persuade 
him  to  begin  life  anew,  at  the  bottom,  and 
to  start  with  a modest  job,  which  he  did. 

Nipped  In  the  Bud 

Husband  and  wife. 

Both  cripples,  both  young. 
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She  has  had  an  accident  and  a high 
amputation  of  one  leg  in  early  childhood, 
has  an  artificial  contraption  and,  perfectly 
adjusted  to  her  condition,  walks,  or  slightly 
limps,  quite  ably. 

He  has  acquired  his  infirmity  a few  years 
ago  only  and  moves  slowly  and  with  great 
difficulty,  while  she  directs  and  helps  him. 

But  now  he  is  coming,  or  rather  she  is 
bringing  him,  for  another  reason. 

Six  months  before,  while  crossing  the 
street,  they  were  both  hit,  slightly,  by  some 
small  stones  falling  from  a truck.  She 
made  nothing  of  it,  but  he  began  to  com- 
plain and  is  still  complaining  of  an  indefi- 
nite “pain”  or,  as  he  corrects  himself,  an 
unpleasant  feeling,  in  the  temple  regions. 
None  of  the  clinics  in  our  hospital  found 
anything  abnormal.  The  eyes,  the  retinae, 
the  ears,  the  equilibrium  tests,  Roentgen, 
neurological  and  medical  examination  were 
negative. 

In  such  cases  the  patients  are  sent  to 
our  mental  hygiene  clinic  and  it  is  in  such 
cases  that  we  must  be  on  our  guard  lest 
there  be  a somatic  trouble  after  all.  So 
the  patient  is  re-examined  as  completely  as 
possible  and  no  sign  of  any  disease  is  dis- 
covered. The  question  is  then,  why  does 
he  suffer?  Or  does  he  suffer?  And,  if 
not,  why  does  he  think  that  he  does? 

The  answer  is  in  his  mental  make-up, 
which  one  understands  after  a talk  with 
him.  He  has  had  a bad  life,  being  an 
orphan  early,  mistreated,  morally  bruised 
but  never  subdued,  always  reaching  out  and 
aspiring  and  never  getting  what  he  wanted 
or  paying  dear  for  it,  in  health  and  pride. 
When  finally,  after  great  struggles,  he  be- 
came a civil  engineer,  his  joy  and  triumph 
were  quickly  cut  short  and  marred  by  the 
bad  injury,  sustained  at  work  and  which 
disabled  him,  probably  permanently.  He 
would  have  ended  his  days  then  had  it  not 
been  for  his  female  friend  who  had  cour- 
age enough  for  two  and  who  became  his 
wife. 


His  mind  is  so  conditioned,  he  will  not 
believe  that  he  could  be  “so  lucky”  as  to 
escape  from  danger  which,  he  was  sure, 
had  been  again  so  close.  He  expects  a 
brain  disease  and,  under  such  circumstances, 
if  you  expect  it  with  certainty  you  may 
create  it,  that  is  you  may  create  the  con- 
viction that  you  have  it  and  some  of  its 
symptoms,  at  any  rate  the  “pain.” 

All  this  is  explained  to  him.  He  is  as- 
sured that  the  examination  showed  no  dis- 
order. 

Then  his  life  is  passed  in  review.  He 
has  been  fortunate  that  under  his  enor- 
mous handicaps  he  was  so  successful.  He 
still  has  his  keen  intelligence  and  his  com- 
paratively fine  culture.  It  would  be  a pity 
to  ignore  them  and  replace  them  by  un- 
worthy superstitions.  As  a matter  of  fact 
even  now,  in  spite  of  his  lameness,  he  is 
earning  a living  again. 

He  listens  attentively  and  approves. 

Then  the  story,  taken  from  a French 
author,  is  told  about  the  fictitious  character 
made  out  of  nothing  by  one  of  the  villagers 
and  endlessly  repeated  and  echoed  through 
the  town,  each  one  adding  his  share  of  de- 
tails and  some  proofs  of  its  existence,  until 
everybody  accuses  it  of  various  mischiefs 
and  all  are  afraid  of  it  although  no  one 
has  ever  seen  it.  This  is  how  all  the  lovely 
genii  and  the  ugly  spirits,  the  saints  and 
the  devils,  the  demons  and  the  deities  have 
been  born  and  have  become  realities.  This 
is  how  mythologies  have  developed.  Imagi- 
nation is  their  mother.  An  inherent  neces- 
sity for  the  spiritual  is  their  midwife.  Fear, 
imitation,  ignorance  nurtures,  shapes  and 
strengthens  them  until  they,  the  non-exist- 
ing man-made  creatures,  are  his  masters. 

This  patient  accepted  the  lesson.  His 
complaint  vanished  and  he  was  completely 
— and  quickly — cured.  A little  later,  when 
his  scare  would  have  made  deeper  inroads, 
it  might  have  been  too  late. 
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AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNECOLOGY 


The  next  examination  of  the  American 
Board  of  Obstetrics  and  Gynecology  (written 
and  review  of  case  histories)  for  Group  B 
candidates  who  have  filed  applications  will 
be  held  in  various  cities  of  the  United  States 
and  Canada  on  February  5. 

The  general  oral,  clinical,  and  patholog- 
ical examinations  for  all  candidates 
(Groups  A and  B)  will  be  conducted  by 
the  entire  Board,  meeting  in  San  Francisco 


on  June  13  and  14,  immediately  prior  to 
the  meeting  of  the  American  Medical  Asso- 
ciation. 

Applications  for  admission  to  the  June 
Group  A examinations  must  be  on  an  official 
application  form  and  filed  in  the  Secretary’s 
Office  before  April  1. 

For  further  information  and  application 
blanks  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh,  Pa. 
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EDITORIALS 


New  Year’s  Resolution 

The  medical  profession  faces  a critical 
year.  Even  if  disturbed  business  con- 
ditions prevent  the  enactment  of  State 
or  Federal  health  insurance  laws  in  1938, 
there  is  little  doubt  that  a strong  attempt 
will  be  made  to  lay  the  foundations  for 
such  legislation. 

Confronted  with  this  and  other  serious 
threats  to  medical  security,  the  profes- 
sion nevertheless  faces  the  future  with 
courage  and  confidence.  As  long  as  the 
mass  of  physicians  refuses  to  be  coerced 
or  cajoled  into  systems  detrimental  to  the 
public  welfare  and  their  own,  medicine 
will  retain  its  freedom. 

For  the  dangerous  year  ahead,  or- 
ganized medicine  therefore  resolves : 

1.  To  oppose  to  the  limit  of  its  re- 
sources any  plan  to  bring  medical 
practice  under  the  control  of  a politi- 
cal bureaucracy  or  to  subordinate  in- 
formed medical  judgment  to  the 
dictates  of  lay  administrators. 

2.  To  aid,  with  more  than  lip  serv- 
ice, any  sound  plan  to  bring  better 
medical  care  within  the  reach  of  a 
larger  portion  of  the  population.  (It 
is  a sine  qua  non  of  any  such  plan 
that  it  must  safeguard  the  profes- 
sional independence  and  economic 
rights  of  the  private  practitioner.) 

3.  To  work  for  a humane,  dis- 


criminating system  of  distributing 
free  and  under-rate  institutional 
service,  in  order  to  reserve  all  such 
facilities  for  the  genuinely  needy  and 
prevent  the  exploitation  of  medical 
and  civic  generosity  by  those  who 
can  pay  for  private  care. 

4.  To  seek  a measure  of  compen- 
sation for  the  vast  amount  of  service 
now  rendered  free  by  physicians. 
With  the  shrinkage  of  private  prac- 
tice the  profession  can  no  longer 
carry  alone,  a burden  which  should 
be  borne  by  the  entire  community. 

5.  To  elevate,  insofar  as  possible 
with  present  knowledge  and  means, 
the  standards  of  medical  education 
and  practice,  and  continue  to  bring 
to  the  public  health  the  unselfish, 
expert  service  which  has  raised  the 
art  of  healing  to  its  present  level. 

This  is  a big  order.  It  can  be  car- 
ried out  only  if  every  practicing  physi- 
cian utilizes  his  political  and  social  influ- 
ence in  the  service  of  his.  profession  and 
the  public  health.  If  this  is  done,  medi- 
cine can  really  look  forward  to  “A 
Happy  New  Year.” 


An  Immediate  Need 

Congress  has  no  more  important  task 
before  it  than  the  enactment  of  a vigor- 
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ous,  comprehensive  bill  to  protect  con- 
sumers of  food,  drugs,  and  cosmetics — 
in  short,  the  nation.  The  present  Food 
and  Drugs  Act  is  weak  and  obsolete  in 
many  respects.  It  is  inadequate  in  the 
fields  it  purports  to  cover  and  makes  no 
mention  of  cosmetics,  now  one  of  the 
most  fruitfull  industries  for  fraudulent 
advertising  dangerous  to  health. 

The  tragic  deaths  last  fall  from 
“elixir  sulfanilamide”  would  not  in  all 
probability  have  occurred  if  Congress  had 
heeded  the  warnings  of  organized  medi- 
cine, last  year  and  for  years  past,  and 
enacted  a sane  and  sensible  law  to  con- 
trol the  distribution  of  foods,  drugs,  and 
cosmetics.  At  present  it  is  not  necessary 
for  new  drugs  to  be  tested  before  they 
are  placed  on  the  market.  Quoting  from 
Secretary  Wallace’s  report,  “The  fatal 
elixir  was  rushed  into  the  market  with- 
out adequate  test  to  determine  whether 
or  not  diethylene  glycol  may  be  safely 
used  as  a solvent  for  sulfanilamide, 
despite  previously  published  reports  in 
scientific  literature  showing  that  di- 
ethylene glycol  may  be  dangerous  when 
taken  internally.” 

Even  after  the  series  of  deaths  came 
to  public  notice,  the  government  had  to 
look  about  for  a pretext  to  intervene. 
“Since  the  Federal  Food  and  Drugs  Act 
contains  no  provision  against  dangerous 
drugs,  seizures  had  to  be  based  on  a 
charge  that  the  word  ‘elixir’  implies  an 
alcoholic  solution,  whereas  this,  product 
was  a diethylene  glycol  solution.  Had 
the  product  been  called  a ‘solution’ 
rather  than  an  ‘elixir’,  no  charge  of 
violating  the  law  could  have  been 
brought.” 

This  needless  loss,  of  life  should  bring 
home  to  Congress  its  responsibility  for 
the  enactment  of  an  adequate  law  to 
regulate  three  industries  that  vitally  af- 
fect every  American  home.  Heretofore 
such  legislation  has  been  thwarted  by  the 
powerful  lobbies  of  the  industries  in- 
volved. Their  spokesmen  in  the  Senate 
and  House  are  past  masters  in  the  emas- 
culation of  control  bills  by  amendment. 

Administration  leaders,  Senators,  and 


Representatives,  who  profess  an  interest 
in  the  public  health  could  do  the  latter  no 
better  service  than  to  throw  their  weight 
behind  an  up-to-date,  effective  food, 
drugs,  and  cosmetics  law.  The  hold  of 
the  “pain  and  beauty”  lobbyists  on  Con- 
gress must  be  broken.  Till  now  they  have 
only  had  to  name  a song  and  Congress 
has  danced.  Will  they  still  be  permitted 
to  call  the  tune  after  the  recent  dance  of 
death  ? 


Hollywood  on  Crusade 

The  disciples  of  Aesculapius  and  the 
pupils  of  Florence  Nightingale  have  al- 
ways been  compelled  to  dwell  in  an 
atmosphere  shut  off  from  the  world  by 
a gate  of  clouds.  They  occupied  a posi- 
tion in  the  universe  somewhere  between 
mortal  men  and  the  divinities  of  Mount 
Olympus.  Concerning  them,  legends 
have  arisen,  some  of  which  rival  those 
so  intimately  associated  with  the  deities 
of  ancient  Greece.  Literature  abounds 
with  hosannas  for  the  God-like  qualities 
of  the  physician.  The  poet  has  extolled 
the  loveliness  of  the  white-capped  “Angel 
of  Mercy.” 

Of  course  these  sentiments  have  all 
been  remodeled  to  fit  into  our  modern 
mythology.  While  no  longer  God-like, 
the  doctor  still  is  kindly,  understanding, 
sympathetic,  and  generous,  particularly 
when  he  doesn’t  send  his  bill.  Every 
nurse  is  beautiful,  gracious,  and  gentle 
except  at  such  times  when  she  just  simply 
isn’t ! By  whom  and  where  has  this  re- 
modeling been  done  ? By  none  other  than 
the  celestial  inhabitants  of  “Mount  Holly- 
wood” ! 

With  meticulous  finesse  and  canni- 
ness, a definite  piece  of  deviltry  has  been 
evolved.  First  the  appetite  of  the  public 
was  whetted  by  showing  the  mortal  side 
of  the  Aesculapians  and  the  Nightingales 
in  “Men  in  White.”  Then  came  picture 
upon  picture  wherein  every  possible 
hackneyed  plot  was  adapted  to  a hospital, 
an  operating  room  or  the  office  of  a 
“fashionable  doctor.”  By  this  time  it 
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might  be  imagined  that  they  would  have 
run  out  of  “plots”  calculated  to  dislodge 
the  “Em  Dees”  and  the  “R  Ens”  from 
their  pseudo-heavenly  abode.  Ah,  no ! A 
Crusade  is  now  contemplated  ! ! ! 

Tucked  away  on  page  seven,  Section 
Eleven,  of  The  New  York  Times  of  De- 
cember 12,  is  an  inkling  of  what  is  to 
follow.  A certain  motion  picture  con- 
cern is  “about  to  embark  on  another 
crusade.  This  time  it  will  be  a picture 
exposing  and  denouncing  quack  doctors.” 
It  will  “work  in  cooperation  with  the 
American  Medical  Association,  whose  aid 
has  been  pledged  by  Dr.  Morris  Fish- 
bein.” 

Jupiter  has  arisen  in  all  his  wrath  and 
is  bent  upon  expelling  from  our  midst 
those  unworthy  of  our  calling.  Can  he 
bridle  the  tendencies  of  Hollywood 
toward  theatrics  and  give  to  the  public  a 
true  expose  of  the  quack  and  the  charla- 
tan in  medicine?  Then  he  will  have  per- 
formed a noteworthy  service.  It  is  for 
him  and  his  associates  to  hurdle  the  cen- 
sorship of  those  states  which  consider  the 
chiropractor,  the;  naturopath,  and  the 
other  cultists  legitimate  members  in  the 
brotherhood  of  Medicine. 

Dangers  which  would  halt  most  mor- 
tals can  have  no  meaning  for  the  Olym- 
pians. We  in  all  humbleness  would 
however  remind  Jupiter  that  “quack  doc- 
tors” rarely  possess  the  degree  of  Doctor 
of  Medicine,  and  Hollywood  must  not 
use  the  medical  profession  as  a spring- 
board to  launch  a Roman  holiday  reeking 
in  propaganda! 


Smallpox : A Plea  to  Legislators 

An  allusion  to  the  value  of  vaccination 
against  smallpox  might  elicit  a yawn  from 
our  readers,  as.  it  also  would  have  from 
us,  had  we  not  been  amazed  to  discover 
that  the  morbidity  from  this  disease  in 
the  United  States  was  at  a level  higher 
than  that  existing  in  other  quarters  of 
civilization.  During  1935,  there  were 
7,904  reported  cases  of  smallpox  in  the 
entire  country  and  in  1936  the  number 


was  7.81 3. 1 During  the  first  seven  months 
of  1937 , there  have  been  7 ,693  cases  re- 
corded !1 2 

From  the  study  of  those  gross  figures., 
however,  the  reason  for  this  large  num- 
be  of  cases  due  to  a disease  which  defi- 
nitely is  preventable  cannot  readily  be 
understood.  It  is  only  when  the  break- 
down statistics  are  scrutinized  that  the 
real  cause  of  this  deplorable  state  of  af- 
fairs becomes  evident.  Using  100,000  as 
a unit  of  population,  the  incidence  of 
smallpox  follows:3  In  the  states  which 
have  passed  laws  providing  for  the  com- 
pulsory vaccination  against . smallpox, 
and  there  are  only  nine,  plus  our  national 
capitol,  the  incidence  is  6.6  cases.  In 
those  states  which  have  laws  prohibiting 
compulsory  vaccination,  the  incidence 
rate  was  115.2!  In  between  these  two 
are  recorded  figures  which  reveal  the  ex- 
isting status  of  the  disease  in  localities 
wherein  no  vaccination  laws,  are  on  the 
statute  books  or  where  local  option  is  per- 
mitted. 

To  the  medical  profession,  the  moral  is 
obvious.  Could  we  but  convince  our 
legislators  and  certain  misguided  elements 
in  our  body  politic  that  Organized  Medi- 
cine has.  been,  is,  and  always  will  be  ever 
on  the  alert  to  protect  the  public  health, 
such  a situation  never  would  have  oc- 
curred. We  represent,  as  a body,  a mere 
160,000  votes.  This  nucleus,  however, 
is  a concentration  of  experts  in  the  main- 
tenance, preservation,  and  restoration  of 
the  health  of  our  people.  We  have  no 
axe  to  grind,  since,  from  a material  stand- 
point, we  physicians  who  ourselves  are 
vaccinated  against  smallpox,  can  reap  a 
richer  harvest  from  treating  this  sickness 
than  we  can  from  preventing  it.  Must 
smallpox  again  reach  epidemic  propor- 
tions before  compulsory  vaccination  is  en- 
forced throughout  our  country?  The 
physicians  of  the  nation  who  are  vitally 
interested  in  preventive  measures  against 
all  illness,  earnestly  beseech  the  enact- 

1.  Statistical  Bull.,  Met.  Life  Ins.  Co.,  June  1937. 

2.  Physicians  Bull.,  2:11,  Nov.-Dee.  1937. 

3.  Woodward,  S.  B.  and  Feemster,  R.  F. : New 
Eng.  J.  Med.,  208:317,  1933. 
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ment  of  legislation  which  will  aid  them 
in  eradicating  all  contagious  and  com- 
municable diseases  which  concern  the 
people  as  a whole.  Let  us  not  await  an 
incident  of  catastrophic  proportions  for 
the  inauguration  of  measures  which, 
while  urgent  for  the  occasion  will,  in 
retrospect,  appear  to  be  logical  means  to 
forestall  future  crises  of  a like  nature. 


CURRENT  COMMENT 

“Under  the  authority  of  the  social 
security  act  Federal  and  state  agencies  with 
the  co-operation  of  medical,  professional 
and  welfare  organizations  now  are  em- 
barked on  the  first  nation-wide  effort  to 
reduce  the  toll  of  maternal  deaths  in  the 
United  States,  50  to  60  per  cent  of  which 
are  preventable,  mortality  studies  have 
demonstrated. 

“As  the  result  of  a series  of  findings, 
based  on  the  experience  of  the  operation 
of  Title  V,  Part  1 of  the  security  act  by 
which  $3,800,000  is  provided  annually  for 
maternal  and  child  health  services,  a gen- 
eral conference  will  be  held  in  Washing- 
ton January  17  and  18  to  consider  exten- 
sion of  the  program.  General  agreement 
of  the  groups,  meeting  recently  with  of- 
ficials of  the  Children’s  Bureau  of  the  De- 
partment of  Labor  is  that  additional  Fed- 
eral funds  in  the  form  of  direct  grants  to 
states  are  needed  to  meet  the  situation.” — 
The  New  York  Herald  Tribune  of  Decem- 
ber 5,  contains  an  article  of  some  length 
regarding  the  forthcoming  drive  to  reduce 
the  maternity  death  rate  toll  from  which 
we  have  quoted  the  above. 

“The  longer  and  more  critically  one 
studies  the  history  of  our  profession,  the 
more  one  is  impressed  by  the  big  hearts 
and  gentle  natures  of  the  men  and  Women 
who  have  made  medicine  what  it  is  today. 
Great  hearts  generally  go  with  great  minds.” 
— An  editorial  statement  in  The  Medical 
News  of  Rock  Island  (111.)  County  Medical 
Society. 

“Unless  one  holds  his  head  carefully 
in  two  hands  to  prevent  it  from  spinning, 
it  is  hard  to  keep  clear  the  dance  of  per- 
sonalities and  policies  in  Federal  housing 
. . .” — A pitiful  comment  by  the  editors 
of  The  New  York  Times  of  December  10. 

“.  . . Approximately  sixteen  million 


young  people  between  the  ages  of  fourteen 
and  twenty  in  the  next  seven  years  will  be- 
comes voters.  As  such  they  will  decide 
issues  affecting  every  aspect  of  democratic 
freedom — political,  economic,  social,  re- 
ligious, and  medical.  They  cannot  wait 
until  they  are  twenty-one  to  learn  how  to 
decide  issues  unemotionally,  critically, 
thoughtfully.  They  must  be  learning  now 
how  to  avoid  decisions  antagonistic  to 
democracy.  From  our  own  observations  we 
might  have  these  sterling  thoughts  broad- 
cast at  about  2:00  A.  M.  when  these  po- 
tential nightwatchmen  are  at  their  best. 

“.  . . The  method  usually  employed  to 
overcome  vicious  and  obnoxious  propaganda 
has  centered  about  direct  suppression  and 
resistance,  which  often  create  an  atmos- 
phere of  martyrdom  and  foster  further 
resistance.  Suppression  of  free  speech  is 
far  from  popular  in  this  country  but  ex- 
posure of  sophistry  is  an  effectual  weapon 
in  attaining  the  same  end.  Knowing  the 
truth  was  long  age  demonstrated  as  a 
successful  method  for  truth  to  establish 
freedom.” — The  Weekly  Roster  and  Medi- 
cal Digest  of  December  11  makes  the  fore- 
going statements,  among  many  other  perti- 
nent ones,  in  introducing  a new  feature  to 
its  pages  under  the  heading  of  “Propaganda 
Analysis.” 


“It  will  be  remembered  that  Senator 
Wagner  plighted  his  troth  with  the  health 
insurance  lobby  last  May.  The  place  was 
Indianapolis.  His  audience,  the  National 
Conference  of  Social  Work. 

“The  gentleman  from  New  York  lost  no 
time  in  taking  the  social  workers  to  his 
bosom.  Greeting  them  as  ‘comrades-in- 
arms’  and  as  ‘the  real  standard-bearers  of 
civilization,’  he  affirmed  that  the  ‘unity  of 
purpose  is  now  complete  between  the  social 
worker  and  the  public  servant.’ 

“He  proposed — in  soft  language,  to  be 
sure — an  alliance  between  the  social  worker 
and  the  bureaucrat.  Together,  he  suggested, 
they  would  take  the  matter  of  health  out  of 
the  province  of  the  private  practitioner.  To 
cinch  the  bargain,  he  promised  quick  ex- 
tension of  the  Social  Security  Act  for  this 
purpose.  ‘Vistas  of  human  achievement 
stretch  before  us,’  he  declared  ecstatically. 

“Happily,  those  vistas,  so  bright  and 
shining  to  the  Senator,  and  so  black  and 
threatening  to  the  physician,  are  still  before 
us,  not  behind  us.  Of  late,  Senator  Wagner 
and  his  colleague,  Senator  ‘Ham’  Lewis, 
have  been  remarkably  quiet  on  the  sub- 
ject. 

“But  Congress  reconvenes  in  January. 
The  entire  medical  profession  will  be  look- 
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ing;  to  that  session  with  its  fingers  crossed.” 
— Medical  Economics  for  December  re- 
minds us  of  an  impending  situation.  We 
hope  that  the  profession  will  do  more  about 
it  than  keep  its  fingers  crossed. 

“Pennsylvania  to  Offer  Pneumonia 
Serum  to  All”  is  the  caption  above  the  fol- 
lowing news  item  in  the  New  York  Herald 
Tribune  of  December  10: 

“Pennsylvania  today  ordered  erection  of 
2,000  highway  billboards  advertising  free 
serum  to  shield  its  citizens  from  the  ravages 
of  pneumonia. 

“Dr.  Edith  MacBride-Dexter,  Secretary 
of  Health,  said  her  department  would  place 
the  signs  along  all  highways  to  warn 
against  the  dangers  of  pneumonia  and  call 
attention  to  the  preventive  treatment  offered 
without  cost  to  all  Pennsylvanians  for  the 
first  time. 

“Her  announcement  came  as  the  first  cold 
spell  tumbled  thermometers  and  renewed 
dangers  of  the  disease,  which  in  1936  caused 
9,094  deaths  in  the  Keystone  State. 

“The  free  serum,  made  possible  through 
a $60,000  Federal  grant,  will  be  available 
beginning  December  15th  to  all  who  apply 
through  private  physicians.”  (Italics  ours.) 

“The  Family  Doctor”  is  again  the 
subject  of  editorial  comment — this  time  in 
the  Medical  Record  of  December  1.  We 
quote  in  part:  “In  the  attempts  being  made 
everywhere  to  initiate  and  foster  health, 
cooperation  of  the  family  doctor  is  essen- 
tial, although  as  a rule,  his  services  are  not 
made  use  of,  to  the  extent  they  should  be. 
He  is  the  key  to  the  whole  problem  of 
establishing  and  maintaining  the  health  of 
the  population.  More  than  anyone  he  is 


in  touch  with  the  people  in  their  homes. 
If  not  as  much  as  formerly,  he  yet  re- 
mains more  than  anyone  else,  the  guide, 
philosopher  and  friend  of  the  family  and 
the  most  potent  force  in  schemes  of  health 
education.  The  machinery  to  bring  about 
this  end  can  never  advance  far  or  run 
smoothly  without  his  earnest  cooperation. 
‘Earnest’  is  said  advisedly,  as  what  plan 
can  succeed  unless  behind  it  are  men  keen 
to  push  it  along  and  whose  heart  is  in  their 
work.  . . . 

“A  Nation’s  health  depends  largely 
upon  the  family  doctor  and  not  until  this 
fact  is  recognized  will  any  real  progress 
be  made.” 


“ ‘It  is  just  as  impossible  to  standardize 
humanity’s  wants  and  to  provide  for  its 
every  desire  as  it  is  to  commune  with  the 
spheres.  The  two  institutions  which  have 
stood  the  test  of  time  are  religion  and  medi- 
cine, yet  these  are  the  very  structures  which 
are  being  attacked  on  all  sides.  It  is  quite 
easily  understood  why  the  practice  of  medi- 
cine should  be  selected,  because  govern- 
mental powers  realize  what  an  important 
item  it  is  in  our  social  structure.  It  may 
interest  you  to  know  that  medical  care  oc- 
cupies the  third  position  in  the  item  demand 
for  the  existence  of  man.’  ” Dr.  Seth  A. 
Brummer,  former  president  of  the  Phila- 
delphia County  Medical  Society,  terming 
“efforts  to  socialize  medicine  and  dentistry 
in  this  country  ...  as  the  work  of  ‘trick- 
sters’ who  are  seeking  to  lure  a gullible 
public  with  a ‘smoke  screen’  ”,  addressed  a 
section  of  the  Greater  New  York  Dental 
Meeting  in  New  York  City  recently,  and 
we  have  quoted  the  above  from  the  The 
New  York  Times  report  of  the  meeting. 


Katharine  F.  Lenroot,  Chief  of  the  Chil- 
dren’s Bureau,  U.  S.  Department  of  Labor, 
announces  that  at  the  request  of  various 
professional  groups  and  national  organiza- 
tions interested  in  maternal  and  infant 
health  and  welfare,  the  Children’s  Bureau 
is  calling  a conference  on  Better  Care  for 
Mothers  and  Babies  to  be  held  in  Wash- 
ington, January  17  and  18. 


The  annual  meeting  of  the  Associated 
Physicians  of  Long  Island  will  be  held  at 
St.  Mary’s  Hospital,  Buffalo  and  St.  Mark’s 
avenues,  Brooklyn,  on  January  29.  The 
scientific  program  of  the  meeting  will  be 
prepared  and  presented  by  the  professional 
staff  of  St.  Mary’s. 


“CAST  THY  BREAD—” 

The  young  doctor  sat  wearily  down  in  his 
easy  chair,  and  asked  his  wife  affectionately: 
“Has  my  darling  been  lonely?” 

“Oh,  no,”  she  said,  “at  least  not  very. 
I’ve  found  something  to  do  with  my  time.” 
“Oh,”  he  said.  “What  is  it?” 

“I  am  organizing  a class.  A lot  of  women 
are  in  it,  and  we  are  teaching  each  other  to 
cook.” 

“What  do  you  do  with  the  things  you 
cook  ?” 

“We  send  them  to  the  neighbors.” 

“Dear  little  woman,”  he  said,  kissing  her, 
“always  thinking  of  your  husband’s  prac- 
tice.”— Medical  Record. 


Public  Health  News 


Public  Health  Notes 

J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


The  American  Medical  Association 
Broadcasts 

The  voices  heard  in  the  broadcast  plays 
of  the  American  Medical  Association  every 
Wednesday  at  2 p.m.  are  those  of  profes- 
sional actors  drawn  from  the  Chicago  Art- 
ists’ Bureau.  I had  the  privilege  of  witness- 
ing their  performance  on  December  1.  The 
topic  for  that  day  was  “Tuberculosis : foe 
of  youth.”  Harrowing  moments  were  pro- 
vided when  the  young  girl  about  to  enter 
college  is  told  that  she  has  tuberculosis, 
when  she  finds  on  entering  a sanatorium 
that  her  school  friend  who  preceded  her  has 
just  died,  and  there  is  yet  another  death 
before  the  happy  ending.  How  do  the 
trained  actors  behave  in  these  emotional 
scenes?  Their  hands  are  occupied  in  hold- 
ing their  script.  But  the  muscles  of  the 
face  and  neck  are  just  as  responsive  to  the 
situations  as  the  intrinsic  muscles  of  the 
larynx.  “No,  No,  No!”  says  the  young 
girl,  resisting  the  doctor’s  verdict,  and  she 
shakes  her  head  as  vehemently  as  she  speaks 
her  part. 

There  are  eighty-eight  stations  in  the  red 
network  of  the  N.B.C.,  and  each  of  these 
may  receive  and  broadcast  the  school  health 
program  of  the  American  Medical  Associa- 
tion. But  since  it  is  an  educational  and  not 
a commercial  program,  they  are  not  obliged 
to  do  so.  Physicians  interested  in  health 


education  will  wish  to  investigate  the  use 
of  these  programs  locally  and  will  use  their 
influence  with  local  school  boards  and,  if 
necessary  with  the  radio  stations,  to  make 
them  available  to  the  children. 

To  help  school  teachers,  the  American 
Medical  Association  publishes  a set  of 
“briefs”  reprinted  from  Hygeia  which 
supplement  the  teaching  of  the  plays,  suggest 
“projects”  for  the  students  and  source 
material  for  the  teachers.  Also  available 
is  a pupil’s  work  book  and  guide.1  It  is 
easy  to  criticize  some  of  the  suggestions  in 
this  work  book.  Do  we  really  want  our 
children  taught  at  all  times  to  avoid  crowds 
lest  they  get  poliomyelitis  ? Should  vege- 
tarianism really  be  placed  first  among 
“food  fads”?  The  authors  will  no  doubt 
gratefully  receive  expressions  of  opinion 
which  differ  from  their  own.  They  are 
quite  prepared  to  modify  subsequent  edi- 
tions of  the  work  book  in  the  light  of 
experience. 

The  educational  possibilities  of  this  organ- 
ized educational  program  are  enormous.  I 
believe  we  should  be  proud  of  the  energy 
and  initiative  of  our  Association  which  has 
given  it  birth. 

Reference 

1.  Bauer,  W.  W.  and  Teschner,  P.  A.:  Your  Health, 
Johnson  Publishing  Co.,  1937. 


THE  MEDICAL  BUILDING  AT  THE  BIG  FAIR 


For  the  first  time  in  any  international 
exposition,  a separate  building  has  been 
assigned  by  the  New  York  World’s  Fair 
of  1939  for  presentation  of  the  story  of 
medicine  and  public  health.  This  build- 
ing, to  be  erected  by  the  Fair  Corporation, 
will  be  in  the  heart  of  the  exposition’s  ex- 
hibit area,  on  the  northern  side  of  the 
Theme  Plaza.  Not  as  yet  named,  it  will 
house  “A  World  of  Health.” 

The  exhibits  for  this  building  are  being 
planned  by  a General  Advisory  Commit- 
tee, composed  of  101  national,  state,  and 
local  authorities  on  medicine  and  public 
health,  appointed  by  Grover  Whalen, 


President  of  the  Fair.  Dr.  Victor  Heiser 
is  chairman  of  this  committee. 

Included  in  the  exhibit  will  be  presenta- 
tions of  the  latest  discoveries,  devices,  and 
advancements  in  every  phase  of  medicine 
and  health,  indicating,  in  new  and  dramatic 
manner,  what  man  may  do  to  take  utmost 
advantage  of  the  store  of  scientific  knowl- 
edge now  available  to  insure  his  health  and 
that  of  his  family. 

Collected  in  the  Health  Building,  the 
visitor  will  find  colorful  and  animated  dis- 
plays portraying  man’s  anatomy  and 
physiology  and  the  dynamics  of  his  bodily 
functions.  The  construction  and  operation 
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of  the  digestive  system,  of  the  nervous  and 
respiratory  systems,  and  of  the  glands  of 
internal  secretion  which  have  such  marked 
effect  on  human  personality  and  physical 
characteristics,  will  be  shown  in  so  simple 
a manner  that  descriptive  matter  will  be 
kept  to  a minimum.  But,  where  this  may 
be  absolutely  necessary,  it  will  be  presented 
in  the  plain  language  of  the  layman. 

The  building  devoted  to  medicine  and 
health  will  be  divided  into  three  main 
chambers  of  great  size,  to  be  designated  as 
The  Hall  of  Man,  The  Hall  of  Medical 
Science,  and  The  Hall  of  Public  Health. 
Each  of  these  halls  will  be  subdivided  into 
sections,  as  yet  only  tentatively  planned, 
developed  under  the  eye  and  skill  of  experts 
in  the  particular  fields  they  cover. 

The  theme  of  The  Hall  of  Man  will  be 
expressed  on  a prominent  entablature  by 
this  excerpt  from  the  writings  of  St. 
Augustine : 

Man  wonders  over  the  restless  sea,  the  flow- 
ing water,  the  sight  of  the  sky  and  forgets 
that  of  all  wonders  man  himself  is  the  most 
wonderful. 

This  Hall  will  present  the  normal  human 
anatomy  and,  to  an  extent,  its  physiology. 
Here  will  be  shown  the  digestive  system, 
the  dynamics  of  the  circulatory  system  and 
other  bodily  activities,  the  functions  of  the 
glands,  the  mechanisms  of  the  special 


senses,  sex  determination  and  the  develop- 
ment of  the  human  organism.  Among  the 
exhibits  to  be  found  here  will  be  models 
of  various  parts  of  the  body  reproduced  in 
huge  size  and  mobile  in  construction  so 
that  their  operation  is  demonstrated  in  ar- 
resting and  understandable  fashion. 

In  The  Hall  of  Medical  Science  it  is 
planned  to  show  some  of  the  more  im- 
portant complications  which  beset  the 
human  being,  their  causes,  how  they  may 
be  prevented  or  cured  and  the  services 
available  to  this  end.  Among  the  sections 
in  view  for  this  chamber  will  be  those  de- 
voted to  cancer,  tuberculosis,  pneumonia, 
the  common  cold  and  other  respiratory 
diseases,  diphtheria,  infantile  paralysis, 
heart  disease,  diabetes,  venereal  diseases 
and  infections. 

As  at  present  conceived,  The  Hall  of 
Public  Health  may  emphasize  the  problems 
of  society  in  this  wide  field,  how  they  are 
being  met  and  how  they  relate  to  the  in- 
dividual. Some  of  the  proposed  sections 
are  maternal  health,  infant  and  child  hy- 
giene, heredity  and  eugenics,  mental  hy- 
giene, industrial  hygiene,  safety  and  first 
aid,  sewage  disposal  and  water  supply,  in- 
testinal diseases  such  as  typhoid  fever,  and 
dysentery,  the  control  of  communicable 
diseases,  the  relations  of  insects  to  disease, 
maritime  quarantine,  deafness,  blindness 
and  harmful  superstitions. 


SERUM  IN  PNEUMONIA 

That  the  physicians  of  the  State  may  have  concrete  examples  of  different  phases  of  anti- 
pneumococcus serum  treatment  of  pneumococcus  pneumonia,  there  will  appear  here  case  reports 
selected  from  the  large  number  received  by  the  State  Department  of  Health  on  the  use  of  anti- 
pneumococcus serum  produced  and  distributed  by  it. 

In  order  that  physicians  practicing  in  New  York  City  or  those  using  effective  serum  from 
other  sources  may  also  be  represented,  we  hope  that  physicians  who  may  have  had  particularly 
significant  experiences  ivith  serum  will  submit  short  reports  to  the  Pneumonia  Editor,  New  York 
State  Journal  of  Medicine,  33  W.  42  Street,  New  York  City — Editor. 


Case  9 

Report  from  the  records  of  Dr.  Charles 
L.  Nichols,  Philmont: 

“A  thirty-three  year  old  white  female 
adult  with  a history  of  sensitivity  to  dust 
and  ragweed,  who  had  had  severe  asthma 
associated  with  attacks  of  acute  bronchitis, 
and  with  annual  attacks  of  hay  fever,  had  a 
sudden  onset  of  shaking  chill  followed  by 
fever,  pain  in  the  chest  and  cough  productive 
of  a rusty  sputum  on  February  12,  1937. 

“On  the  day  following  onset,  the  patient 
had  a temperature  of  104.6,  pulse  of  140, 
and  respirations  of  38.  At  that  time  there 
were  signs  of  consolidation  over  the  left 
lower  lobe.  The  patient  was  very  ill,  but  had 
had  no  asthmatic  symptoms.  Examination 
of  the  sputum  revealed  Type  I pneumococ- 
cus. There  was  no  history  of  allergy  so 
far  as  horse  emanations  were  concerned, 
and  skin  and  eye  sensitivity  tests  were 
immediately  done.  These  both  proved  to  be 
negative,  and  serum  therapy  was  cautiously 
begun.  No  reactions  occurred,  and  by  the 
end  of  twenty- four  hours  the  patient  had 
received  120  c.c.  (150,000  units)  of  Type  I 
concentrated  antipneumococcus  horse  serum. 

“The  patient’s  response  was  immediate. 
Her  temperature  dropped  2 degrees  during 
the  first  twelve  hours  after  therapy  was 
started.  Temperature,  pulse,  and  respira- 
tions were  normal  on  the  morning  of  the 
third  day  of  the  disease,  February  15. 
Patient  was  discharged  well,  fourteen  days 
following  onset,  February  27.” 

This  case  report  is  an  excellent  example 
of  the  fact  that  horse  serum  can  safely  be 
given  intravenously  to  an  individual  with 
history  of  allergy  provided  that  no  specific 
allergy  against  horse  serum  or  horse  emana- 
tions exists.  In  this  case  the  patient 
showed  no  evidence  of  sensitivity  to  horses 
as  shown  by  negative  history  with  respect 
to  horse  emanations  and  negative  skin  and 
eye  tests,  even  though  she  was  highly 
allergic  to  other  things.  However,  the 
allergic  background  indicated  the  cautious 
use  of  Type  I antiserum.  Serum  treatment 
was  carried  out  with  an  excellent  thera- 
peutic result. 

Knowledge  concerning  serum  reactions  is 


far  from  complete.  However,  on  the  basis 
of  the  small  amount  of  existing  evidence,  the 
following  is  a fair  working  outline  of  the 
treatment  of  serum  sensitive  individuals: 

True  anaphylactic  shock  in  man  following 
the  injection  of  serum  is  rare.  Most,  but 
not  all,  of  the  fatal  cases  have  occurred 
when  serum  was  injected  for  the  first  time 
in  an  individual  sensitive  to  horse  emana- 
tions. A few  deaths  have  been  reported  fol- 
lowing the  second  injection  of  serum  in 
an  individual  who  had  a previous  serum 
injection.  These  latter  usually  occurred 
when  the  injection  was  given  intravenously 
within  six  months  of  the  time  that  the  first 
dose  had  been  given. 

It  is  necessary  to  separate  the  nonspecific 
reactions  which  are  due  to  substances  pres- 
ent in  the  serum  from  the  reactions  result- 
ing from  those  of  specific  sensitivity  to 
horse  serum.  The  nonspecific  reactions  are 
usually  manifest  by  immediate  thermal  re- 
sponse with  shaking  chill  and  high  fever, 
and  are  rarely  fatal. 

With  these  facts  in  mind,  one  should  not 
hesitate  to  give  serum  to  patients  with 
asthma  or  hay  fever  who  are  not  horse 
sensitive.  However,  it  is  necessary  to  exer- 
cise a great  deal  of  caution.  If  the  skin 
and  eye  tests  are  negative  an  intravenous 
test  dose  of  ten  c.c.  of  a 1 to  100  dilution 
of  serum  at  the  rate  of  one  c.c.  per  minute 
may  be  attempted.  If  no  reaction  occurs 
following  this  injection,  the  therapy  may 
be  continued  in  the  usual  fashion.  If,  how- 
ever, the  skin  test  is  positive  and  the  eye 
test  negative,  one  should  proceed  even  more 
cautiously  with  gradually  increasing  doses 
by  the  subcutaneous  and  intramuscular 
routes,  before  the  first  intravenous  dose  is 
given.  If  the  eye  test  is  also  positive, 
extreme  caution  should  be  observed  and  a 
preliminary  “desensitization”  should  be 
carried  out  over  a long  period  of  time  with 
very  gradually  increasing  doses  given  until 
one  c.c.  of  horse  serum  has  been  given 
intramuscularly  without  significant  reaction 
before  the  intravenous  therapy  is  commenced. 
The  same  technic  should  also  be  followed 
in  patients  who  have  had  a previous  injec- 
tion of  horse  serum  prior  to  six  months 
before  the  present  injection. 

In  patients  who  are  definitely  sensitive  to 
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horse  emanations  or  who  have  had  serum 
during  the  six  months’  period  prior  to  the 
present  injection  with  a positive  skin  test, 
no  serum  should  be  given  unless  extenuating 
circumstances  exist.  In  the  event  that  a 
patient  has  bacteremia  where  the  mortality 
is  approximately  seventy-five  to  eighty-five 


per  cent,  however,  one  would  feel  justified 
in  attempting  to  treat  such  patients. 

It  is,  of  course,  necessary  to  have  a 
syringe  at  hand  containing  one  c.c.  of  1 to 
1000  sterile  solution  of  adrenalin  before 
skin  tests  are  performed  or  serum  treatment 
is  carried  out  on  any  patient. 


New  York  City  Refresher  Courses 


The  Department  of  Health  of  New  York 
City  is  about  to  arrange  with  the  help  of 
the  five  County  Medical  Societies  in  the 
Metropolitan  Area,  “Refresher  Courses  in 
Pneumonia”  similar  to  the  “Pneumonia 
Institutes”  held  elsewhere  throughout  the 
State  by  the  State  Department  of  Health. 

The  five  County  Medical  Societies  of 
Bronx,  Kings,  New  York,  Queens,  and 
Richmond  invite  applications  to  the  number 
of  fifty  for  each  of  these  courses.  The 
details  as  yet  of  hospitals  to  be  selected, 
and  dates,  have  not  been  assigned,  but  the 
Secretaries  of  the  County  Societies  are 
ready  to  receive  applications.  The  courses 
are  to  be  held  during  January.  The  names 
of  the  Secretaries  and  their  addresses  are: 

Dr.  Henry  Friedland,  Secretary,  Bronx 
County  Medical  Society,  4751  Park  Avenue, 
Bronx. 

Dr.  Alec  N.  Thomson,  Executive  Secretary, 


Medical  Society  of  the  County  of  Kings,  1313 
Bedford  Avenue,  Brooklyn. 

Dr.  B.  Wallace  Hamilton,  Secretary,  Medical 
Society  of  the  County  of  New  York,  2 East 
103rd  Street,  New  York. 

Dr.  Frank  R.  Mazzola,  Secretary,  Medical 
Society  of  the  County  of  Queens,  112-25  Queens 
Boulevard,  Forest  Hills. 

Dr.  John  J.  Goller,  Secretary,  Richmond 
County  Medical  Society,  25  Central  Avenue, 
St.  George,  Staten  Island. 

Those  members  of  the  State  Society 
residing  in  New  York  City  who  applied  last 
year  to  Dr.  Thomas  P.  Farmer  of  the 
State  Council  Committee  on  Medical  Edu- 
cation will  be  given  priority  in  assignments 
to  particular  dates  by  Dr.  Wheelan  D. 
Sutliff,  Director  of  the  Pneumonia  Control 
Program  of  the  New  York  City  Department 
of  Health. 

Peter  Irving,  M.D.,  Secretary 

Medical  Society  of  the  State  of  New  York 
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To  the  Medical  Society  of  the  State  of  New  York 


Kings  County:  The  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  County  ol 
Kings  was  delighted  to  receive  a letter 
from  the  President  of  the  Medical  Society 
of  the  County  of  Kings,  Dr.  Thomas  A. 
McGoldrick,  asking  us  to  help  the  County 
Medical  Society  and  Academy  of  Medicine 
of  Brooklyn  and  the  Doctor’s  Club  of 
Brooklyn  in  making  the  testimonial  dinnei 
to  our  New  York  State  President,  Dr. 
Charles  A.  Goodrich  a success. 

We  are  forming  committees  and  are  try- 
ing in  every  way  to  help  in  making  the 
evening  one  long  to  be  remembered. 

We  are  anxious  to  have  every  Auxiliary 
member  on  some  committee  so  when  you 
are  approached  to  serve  please  say  “yes.’: 
We  are  delighted  to  honor  Dr.  Goodrich 
and  the  profits  of  the  evening’s  special  en- 
tertainment will  go  towards  the  F.  D.  Jen- 
nings Memorial  Building  Fund. 

The  annual  meeting  of  the  Kings  County 
Auxiliary  was  held  on  December  14  at  the 
Society  Building.  Election  of  officers  took 
place  followed  by  bridge  and  tea. 


Nassau  County:  On  December  15,  the 
Woman’s  Auxiliary  of  Nassau  County  held 
election  of  officers.  Dr.  Courtney  R.  Hall 
spoke  on  the  medical  history  of  Long 
Island. 

Queens  County  : Queens  County  held 
its  annual  election  of  officers  on  November 
30.  Mrs.  Elmer  Kleefield  is  the  newly 
elected  President.  On  December  28,  at 
the  Medical  Society  Building  in  Forest 
Hills,  the  Auxiliary  held  an  installation  of 
officers. 

Rockland  County:  Rockland  County 

Auxiliary  held  a luncheon  meeting  on  No- 
vember 17  at  the  Bear  Mountain  Inn.  Mrs. 
S.  W.  S.  Toms,  the  Auxiliary’s  first  Presi- 
dent was  honored  as  retiring  head  of  the 
Auxiliary.  Mrs.  Toms  has  been  succeeded 
as  President  by  Mrs.  Alexander  Selman. 
Dr.  S.  W.  S.  Toms  spoke  on  the  work  of 
the  Auxiliary. 

Dr.  W.  J.  Ryan  gave  an  illustrated  talk 
on  tuberculosis. 
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Albany  County 

Dr.  Eugene  Van  Slyke,  eighty-six,  dean 
of  Albany’s  physicians  and  one  of  the  old- 
est medical  men  in  the  state,  died  on  Nov. 
8 at  his  home  in  Albany  after  a short  ill- 
ness. He  practiced  sixty-six  years. 

Allegany  County 

Dr.  Lawrence  C.  Older  was  elected 
president  of  the  Allegany  County  Medical 
Society  at  its  annual  meeting  in  Belmont 
Nov.  4.  Other  officers  chosen  were : Dr.  P. 

L.  Morrison,  vice  president ; Dr.  E.  F.  Corn- 
stock,  reelected,  secretary;  Dr.  H.  J.  Rub- 
enstein,  treasurer ; Dr.  Lyman  C.  Lewis, 
delegate  to  the  state  society;  Dr.  Batt, 
chairman  of  the  Board  of  five  censors. 

County  Bacteriologist  William  Greene 
and  Charles  E.  Covill,  committee  from  the 
Allegany  County  American  Legion,  met 
with  the  doctors  to  get  suggestions  of  the 
society  how  the  county  Legion  might  best 
aid  in  some  humanitarian  work  in  the 
county.  Dr.  Older  appointed  the  following 
committee  to  continue  the  matter  with  the 
Legion  committee : Dr.  H.  K.  Hardy,  Dr. 

Nathaniel  H.  Fuller,  and  Dr.  S.  B.  Scott. 

Broome  County 

The  annual  meeting  of  the  Broome 
County  Medical  Society  was  held  in  the 
Arlington  Hotel  Art  Gallery  in  Binghamton 
on  Dec.  14.  Officers  were  elected. 

At  the  scientific  session  a paper  was  pre- 
sented on  “General  Aspects  of  Health  Ad- 
ministration,” by  Arthur  W.  Cummings, 

M. D.,  District  State  Health  Officer.  There 
was  discussion  by  C.  J.  Longstreet,  M.D., 
W.  J.  Farrell,  M.D.,  and  Mark  Welch, 
M.D. 

Cayuga  County 

Dr.  George  B.  Adams  was  elected  presi- 
dent and  Dr.  M.  L.  Seccomb  vice  president 
of  the  Cayuga  County  Committee  on  Tuber- 
culosis and  Public  Health  at  the  annual 
meeting  in  Auburn  on  Nov.  16. 

Chemung  County 

The  annual  meeting  of  the  Chemung 
County  Medical  Society  was  held  at  Elmira, 
on  December  2.  Officers  were  elected  as 
follows:  President,  Elliott  T.  Bush  M.D., 
Vice  President,  Rene  Breguet  M.D.,  Secre- 


tary, Robert  J.  Lawler  M.D.,  Treasurtr, 
Sven  L.  Larson  M.D.,  Delegate  to  State 
Medical  Society,  Ross  G.  Loop  M.D.,  Al- 
ternate, Herbert  W.  Fudge  M.D. 

The  annual  dinner  of  the  Society  will 
take  place  at  the  Mark  Twain  Hotel,  El- 
mira, on  January  5,  at  seven  o’clock.  The 
guest  speaker  will  be  Frank  H.  Lahey  M.D. 
of  Boston,  Mass.,  whose  subject  will  be 
“Some  of  the  Newer  Clinical  and  Laboratory 
Developments  in  Thyroid  Disease.” — Re- 
ported by  Robert  J.  Lawler  M.D.,  Secretary. 

Cortland  County 

Dr.  Floyd  S.  Winslow,  immediate  past 
president  of  the  New  York  State  Medical 
Society,  addressed  the  Cortland  County 
Medical  Society  at  a special  meeting  on 
December  16.  Subject:  “Experiences  as  a 
Coroner’s  Physician.” 

The  regular  December  business  meeting 
and  election  was  held  on  December  17. — 
Reported  by  O.  E.  White,  M.D.,  Secretary. 

Erie  County 

With  more  than  100  Buffalo  physicians 
and  dentists  cited  as  victims  to  the  extent  of 
$5  each,  police  held  a man  identified  as 
Albert  Shaffer  of  Newark,  N.  J.,  accused  as 
a magazine  racketeer.  Police  say  'he  is 
wanted  in  a dozen  other  cities  for  ques- 
tioning about  a similar  racket.  They  charge 
him  with  obtaining  property  by  false  pre- 
tenses and  second-degree  forgery.  From 
sales  slips  and  receipts  found  in  his  hotel 
room  and  from  information  obtained  by  the 
Buffalo  Better  Business  Bureau,  police  de- 
duced Shaffer  approached  physicians  and 
dentists,  presented  fake  credentials  and 
offered  them  subscriptions  to  a popular  mag- 
azine plus  a choice  of  several  medical  books 
for  $9.  A deposit  of  $5  was  to  be  given 
to  the  agent. 

Lack  of  proper  hospital  supervision  of 
maternity  cases  is  one  of  the  “most  im- 
portant contributing  factors  of  maternal 
and  fetal  mortality,”  Dr.  Milton  G.  Potter 
asserts  in  the  monthly  bulletin  of  the  Buf- 
falo Academy  of  Medicine. 

“Certain  maternal  and  fetal  mortality 
cases  are  inevitable  regardless  of  the  ex- 
cellence of  prenatal  care  and  the  most  con- 
servative of  delivery  procedures,”  he  ex- 
plained. “All  obstetricians  realize  this  fact, 
and  while  the  emphasis  placed  upon  prenatal 
care  is  very  important,  it  would  appear  the 
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lay  organizations,  and  the  various  survey 
committees,  and  the  profession  have  over- 
looked, in  their  enthusiastic  zeal,  this  most 
important  contributing  factor  of  maternal 
and  fetal  mortality.” 

The  lack  of  supervision,  Dr.  Potter  said, 
“is  quite  evident  in  Erie  county,  and  must 
be  corrected  in  the  near  future  by  the  hos- 
pitals and  the  profession.” 

Through  staff  supervision  of  obstetrical 
patients,  Millard  Fillmore  hospital  has  made 
great  progress  in  efforts  to  cut  down  the 
number  of  deaths  caused  in  childbirth,  he 
stated. 

Dr.  F.  M.  Boyle,  one  of  the  best  known 
physicians  in  South  Buffalo,  died  at  his 
home,  after  a short  illness,  on  Dec.  2.  Dr. 
Boyle  had  been  in  practice  for  forty-five 
years. 

The  scientific  session  of  the  Buffalo 
Academy  of  Medicine  on  Dec.  8 was  de- 
voted to  a symposium  on  “The  Acute  Ab- 
domen” by  the  Deaconess  Hospital  staff, 
with  Alfred  H.  Noehren,  M.D.,  past-presi- 
dent of  the  staff  in  the  chair.  Speakers  were : 
Kenneth  H.  Eckert,  M.D.,  Nicholas  N. 
Linderman,  M.D.,  Robert  B.  Newell,  M.D., 
James  C.  Sullivan,  M.D. 

At  the  meeting  of  the  Academy  Section 
on  Obstetrics  and  Gynecology  on  Dec.  15, 
Dr.  Thaddeus  Montgomery,  of  Philadelphia, 
read  a paper  on  “Choice  and  Management 
of  Obsterical  Anesthesia  and  Analgesia.” 

Franklin  County 

Dr.  D.  M.  Brumfiel  was  elected  president 
of  the  Franklin  County  Medical  Society  at 
the  annual  meeting  in  Malone  on  Dec.  1. 

Other  officers  named  were : Dr.  E.  M. 
Austin,  vice-president;  Dr.  Daisy  H.  Van- 
Dyke,  secretary-treasurer;  Dr.  J.  N.  Hayes, 
censor,  three  years;  Dr.  C.  C.  Trembley, 
delegate  to  the  state  society;  Dr.  John  E. 
White,  alternate. 

In  the  scientific  session  that  followed  the 
business  meeting,  Dr.  William  Cone  of 
Montreal  described  head  injuries  and  Dr. 
P.  E.  Stamataides  outlined  a bronchoeso- 
phageal  fistula  case  observed  in  the  Alice 
Hyde  hospital. 

Dr.  J.  E.  Meakins  of  the  Royal  Victoria 
hospital,  Montreal,  spoke  on  “Systemic 
Effects  of  Pulmonary  Disease”  at  a meet- 
ing of  the  Saranac  Lake  Medical  society 
on  Dec.  1. 

Herkimer  County 

Talks  in  favor  of  establishing  a district 
nursing  system  in  Herkimer  county  were 


made  at  the  meeting  of  the  Board  of 
Supervisors,  on  Nov.  22  by  Dr.  Halsey  J. 
Ball  of  Utica,  district  state  health  officer, 
and  Dr.  James  W.  Graves,  health  officer  of 
the  village  and  town  of  Herkimer.  Both 
speakers  maintained  that  such  a system 
would  work  to  the  advantage  of  families 
residing  in  rural  districts,  which  are  with- 
out district  public  nursing  service. 

Dr.  Ball  mentioned  that  the  county  has 
at  present  a nurse  whose  duties  are  con- 
fined wholly  to  tuberculosis  cases  and  whose 
work  is  carried  out  at  an  annual  cost  of 
$2,000.  He  suggested  that  this  appropria- 
tion be  increased  to  $3,500,  in  which  event 
the  state  would  set  aside  a like  sum,  making 
a total  of  $7,000. 

With  this  sum,  Dr.  Ball  said,  the  county 
could  have  four  nurses  engaged  in  general- 
ized work  and  not  confined  to  tuberculosis 
cases.  He  said  the  plan  would  be  to 
divide  the  county  into  four  districts,  each  to 
be  under  supervision  of  one  of  the  nurses. 
The  speaker  cited  numerous  ways  in  which 
the  nurses  would  function  for  advancement 
of  the  public  health  of  persons  residing  in 
the  rural  districts. 

Kings  County 

The  new  $250,000  Red  Hook  Gowanus 
Health  and  Teaching  Center  at  250  Baltic 
St.,  eighth  city-built  and  PWA-financed 
health  center  building  to  be  opened  in  the 
five  boroughs  this  year,  was  dedicated  by  the 
Health  Department  on  Nov.  30.  The  struc- 
ture is  the  second  unit  in  the  city’s  coopera- 
tive program  with  five  medical  schools  for 
utilizing  district  health  work  as  a training 
ground  for  medical  students  and  Health  De- 
partment personnel  in  preventive  medicine 
and  public  health  administration. 

The  teaching  program  in  the  Red  Hook- 
Gowanus  district  will  be  in  cooperation  with 
the  Long  Island  College  of  Medicine,  located 
within  close  proximity.  The  medical 
school’s  department  of  preventive  medicine 
and  community  health,  under  the  direction 
of  Dr.  Alfred  E.  Shipley,  former  Deputy 
Commissioner  of  Hospitals,  is  housed  in 
the  health  center  building,  which  has  all 
facilities  for  maintaining  a well-rounded 
public  health  service  for  the  community, 
with  emphasis  on  preventive  medicine  and 
health  education. 

More  than  200  representatives  of  Brook- 
lyn’s voluntary  health  and  welfare  agencies, 
medical  and  dental  societies  and  business 
and  professional  groups  participated  in  the 
dedication  ceremonies.  Mayor  LaGuardia, 
Borough  President  Ingersoll  and  Health 
Commissioner  John  L.  Rice  were  principal 
speakers,  and  Dr.  Shipley  presided. 
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Other  speakers  were  Dr.  Frank  L.  Bab- 
bott,  president,  Long  Island  College  of 
Medicine;  Dr.  John  B.  D’Albora,  president- 
elect, Kings  County  Medical  Society;  Dr. 
Charles  S.  Prest,  secretary,  Brooklyn  Tuber- 
culosis and  Health  Association. 

The  Ridgeboro  Medical  Society  met 
on  Dec.  9,  at  the  Kings  County  Lighting 
Company.  Dr.  Charles  H.  Smith  discussed 
“Acute  Pneumonia  in  Children,”  and  Dr. 
H.  Greenwald,  “Pneumonia  in  Infants.” 
Officers  were  elected. 

Dr.  Charles  Eastmond,  specialist  in 
roentgenology,  chief  of  the  X-ray  depart- 
ments of  Peck  Memorial  Hospital  and 
Beth  Moses  Hospital,  Brooklyn,  died  on 
Nov.  27  at  Peck  Memorial  Hospital,  Brook- 
lyn. He  was  fifty-eight. 

Dr.  Eastmond  was  a former  president  of 
the  New  York  Roentgen-Ray  Society,  a 
former  chairman  of  the  Eastern  section  of 
the  American  Roentgen-Ray  Society  and  a 
former  secretary  of  the  New  York  Gastro- 
Enterological  Association.  He  was  the 
author  • of  numerous  articles  on  roent- 
genology in  the  medical  journals  and  had 
contributed  to  Butler’s  “Diagnostics  of  In- 
ternal Medicine.” 

He  was  consulting  roentgenologist  at  the 
Norwegian  Hospital,  the  Harbor  Hospital, 
Jamaica  Hospital,  Nassau  Hospital,  Jewish 
Hospital  and  the  Long  Island  College  Hos- 
pital, where  he  formerly  lectured  on  roent- 
genology. 

Madison  County 

The  One  Hundred  and  First  Annual 
Meeting  of  the  Madison  County  Medical 
Society  was  held  at  the  Hotel  Oneida, 
Oneida,  on  Dec.  16.  At  the  business  ses- 
sion officers  were  elected.  Then  the  society 
listened  to  these  papers : “Urinary  Infec- 

tions, With  a Review  of  the  Newer  Urinary 
Antiseptics,”  by  Dr.  Leo  E.  Gibson.  “Tox- 
emias of  Pregnancy,”  by  Dr.  Edward  C. 
Hughes,  illustrated  by  lantern  slides. 
“President’s  Address,”  by  Dr.  A.  J.  Zaia. 
At  the  dinner  session  an  address  was  de- 
livered on  “The  Inter-relations  of  the 
Science  and  Art  of  Medicine,”  by  Dr.  W. 
A.  Groat,  President-elect  of  the  State  So- 
ciety. A paper  was  read  at  the  evening 
session  on  “Spontaneous  Intracranial  Hem- 
orrhage” by  Dr.  W.  D.  Ayer,  illustrated  by 
lantern  slides. 

Nassau  County 

Nearly  200  members  of  the  Medical 
society  of  the  County  of  Nassau  heard 
William  F.  Ploch,  president  of  the  National 


City  Bank  of  Long  Beach,  outline  the  meth- 
ods of  high  pressure  stock  salesmanship 
and  get-rich-quick-schemes  at  the  Bar  as- 
sociation clubhouse,  Garden  City,  on  Nov. 
30. 

Appearing  as  the  guest  of  Dr.  Henry  B. 
Smith,  president  of  the  society,  Mr.  Ploch 
declared  that  nearly  every  professional  man 
is  on  so-called  “sucker  lists”  of  high- 
pressure  investment  firms. 

Mr.  Ploch  outlined  some  forms  of 
reasonably  safe  investments  in  life  insur- 
ance, United  States  bonds,  high  grade  cor- 
porate bonds,  capital  bonds  and  preferred 
stocks,  pointing  out  the  advantages  of  each. 

New  York  County 

The  Friday  afternoon  lecture  at  the 
New  York  Academy  of  Medicine  on  Jan. 
7,  at  4:30,  will  be  on  “Treatment  of  Pneu- 
monia,” by  Dr.  Rufus  Cole,  and  the  lecture 
on  Jan.  14,  at  4:30,  will  be  on  “Cancer  of 
the  Gastrointestinal  Tract,”  by  Dr.  Carl 
Eggers,  of  the  College  of  Physicians  and 
Surgeons. 

A lecture  of  the  New  York  Heart  Asso- 
ciation series  will  be  given  at  the  New 
York  Academy  of  Medicine  on  Jan.  11  at 
4:30  p.  m.  on  “The  Management  of  Rheu- 
matic Infection,”  by  Homer  F.  Swift,  M.D. 

A Scientific  Session  will  be  held  on  Jan- 
uary 18  at  8:30  p.m.,  in  Room  20  of  the 
Academy  of  Medicine.  As  this  will  be  the 
annual  meeting  of  the  Association,  a brief 
resume  of  the  year’s  activities  will  be  given 
by  Dr.  Ernst  P.  Boas,  Chairman.  This  will 
be  followed  by  the  presentation  of  two  sci- 
entific papers:  “Oxygen  Therapy  in  Heart 
Disease”  by  Dr.  A.  L.  Barach  of  the  Pres- 
byterian Hospital,  New  York  City;  “Pulse 
Wave  Velocity”  by  Dr.  J.  Murray  Steele  of 
the  Hospital  of  the  Rockefeller  Institute, 
New  York  City. 

Another  lecture  on  January  25  at  4:30 
p.m.  will  be  “The  Management  of  Cardio- 
vascular Emergencies”  by  Lewis  A.  Con- 
nor, M.D. 

Dr.  Eugene  H.  Pool,  senior  attending 
surgeon  of  the  New  York  Hospital  and  pro- 
fessor of  clinical  surgery  in  the  Cornell 
University  Medical  College,  has  been 
elected  an  alumni  trustee  of  Columbia  Uni- 
versity at  a meeting  of  the  university  trus- 
tees. He  will  fill  the  vacancy  caused  by 
the  death  of  Dr.  Everett  W.  Gould  on  Aug. 
18. 

The  New  York  Polyclinic  Medical 
School  and  Hospital  announces  the  follow- 
ing appointments  to  its  staff;  Dr.  Thomas 
G.  Tickle  as  Professor  of  Otolaryngology : 
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Dr.  David  H.  Jones  as  Clinical  Professor  of 
Bronchoscopy:  Dr.  Ernest  E.  Smith  as  Ad- 
junct Professor  of  Roentgenology. 

At  the  January  meeting  the  following 
program  will  be  presented: 

“Foreign  bodies  in  the  air  and  food  pas- 
sages with  particular  stress  on  Peri-eso- 
phagitis” by  David  H.  Jones,  M.D.  “Bron- 
chogenic Carcinoma”  by  Charles  E.  Wolcott, 
M.D.  “Lung  Abscess”  by  H.  Griffen  Bull- 
winkel,  M.D.  (Lantern  slide  demonstration). 
“Present  problems  in  Diabetes”  by  Elliott 
P.  Joslin,  M.D.,  Boston,  Mass.  The  dis- 
cussion is  to  be  opened  by  Herman  O. 
Mosenthal,  M.D.  and  Frederick  M.  Allen, 
M.D. 

Dr.  Maurice  J.  Lewi,  who  was  secre- 
tary of  the  New  York  State  Board  of 
Medical  Examiners  for  twenty-two  years 
before  he  resigned  to  become  president  of 
the  First  Institute  of  Podiatry,  was  the 
guest  of  friends  at  a dinner  on  Dec.  1,  in 
honor  of  his  eightieth  birthday.  Among  the 
guest  speakers  were:  Dr.  Iago  Galdston, 

of  the  New  York  Academy  of  Medi- 
cine; John  Boyd  Thacher,  Mayor  of  Albany; 
Dr.  James  J.  Walsh,  organizer  and  former 
dean  of  Fordham  Medical  College,  and 
Judge  Edward  J.  McGoldrick.  Telegrams 
were  received  from  President  and  Mrs. 
Roosevelt. 

Niagara  County 

Dr.  Clyde  W.  George,  president  of  the 
Medical  Society  of  the  County  of  Niagara 
and  Assistant  Superintendent  of  the  Ni- 
agara Sanatorium,  ex-officio  member  of  the 
Board  of  Directors  of  the  Tuberculosis 
and  Health  Association  of  Niagara  County, 
gave  an  interesting  talk  on  Dec.  1 over 
station  WKBW,  Buffalo.  He  took  as  his 
topic,  “Early  Diagnosis  of  Tuberculosis 
and  the  Need  for  Early  Hospitalization.” 

Oneida  County 

Utica  will  join  in  the  observance  of 
Social  Hygiene  Day,  Feb.  2,  when  a speaker 
of  national  repute  will  be  heard  at  a meet- 
ing in  Hotel  Utica.  The  speaker  will  be 
Dr.  J.  H.  Stokes,  Philadelphia,  one  of  the 
most  widely  quoted  authorities  on  the  sub- 
ject of  social  hygiene.  The  meeting  will 
be . sponsored  by  the  health  group  of  the 
Utica  Council  of  Social  Agencies,  and  will 
be  conducted  in  conjunction  with  a meeting 
of  the  Oneida  County  Medical  Society. 

Dr.  Hugh  H.  Shaw,  health  officer  of 
Utica,  has  been  named  a member  of  the 
medical  council  of  the  National  Foundation 
for  Infantile  Paralysis. 


Onondaga  County 

Dr.  Anton  W.  Sohrweide  addressed  the 
Syracuse  Dental  Society  at  their  dinner- 
meeting on  December  14.  The  subject  of 
the  evening  was  “Diseases  of  the  Oral 
Mucosa.”  The  lecture  was  illustrated  with 
lantern  slides  and  a general  discussion  fol- 
lowed. 

Dr.  Herman  G.  Weiskotten,  dean  of 
the  Syracuse  University  College  of  Med- 
icine, spoke  on  “Trends  in  Medical  Educa- 
tion” at  a meeting  of  the  Syracuse  Academy 
of  Medicine  Dec.  21.  Other  speakers  were 
Dr.  Lee  A.  Hadley,  on  “Schuller’s  Disease, 
Xanthomatosis,”  Dr.  R.  D.  Johnson,  on 
“Dilation  of  the  Esophagus,”  and  Dr.  Fred- 
erick N.  Marty,  on  “Malaria  Following 
Transfusion.” 

New  officers  were  elected. 

Ontario  County 

The  prevalence  of  nutritional  de- 
ficiency diseases  in  everyday  life  and  the 
difficulties  of  diagnosis  were  pointed  out  to 
the  fifteenth  annual  dinner  meeting  of  the 
Geneva  Academy  of  Medicine  by  Dr.  Rus- 
sell L.  Haden,  of  the  Cleveland  Clinic,  on 
Nov.  18. 

Meeting  at  the  Hotel  Seneca,  some  forty- 
five  physicians  and  dentists  from  Geneva, 
and  surrounding  territory,  with  guests  from 
Buffalo  and  Southern  Tier  cities  heard  Dr. 
Haden  speak  on  the  subject  of  “The  Clin- 
ical Problem  of  Nutritional  Deficiency 
Disease.” 

Dr.  Haden  also  outlined  methods  of  diag- 
nosis and  treatment.  Discussion  was  led 
by  Dr.  Nelson  Russell. 

Queens  County 

The  first  annual  sixty-page  “Bulletin,” 
published  by  the  Queens  County  Cancer 
committee,  made  its  appearance  in  connec- 
tion with  the  “Cavalcade  of  Hits,”  elabo- 
rate variety  musical  revue  presented  as  a 
benefit  to  help  finance  the  work  of  the 
Cancer  Committee,  in  December. 

Numerous  articles  on  cancer,  its  causes, 
stages  of  development  and  cure  appear  in 
the  magazine,  with  articles  by  three  inter- 
national cancer  experts,  Dr.  Francis  Carter 
Wood  and  Dr.  James  Ewing  of  the  Amer- 
ican Society  for  the  Control  of  Cancer  and 
Dr.  John  J.  C.  Gerster,  chairman  of  the 
New  York  City  Cancer  Committee. 

Other  authors  whose  stories  appear  are 
John  Adikes,  president  of  the  Queensboro 
Chamber  of  Commerce;  Dr.  James  R.  Reul- 
ing,  retiring  president  of  the  Medical  So- 
ciety of  Queens ; Dr.  Carl  Boettiger,  foun- 
der and  honorary  president  of  the  Queens 
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County  Cancer  Committee;  Dr.  Mandel 
Weinstein,  chairman  of  the  committee,  and 
John  H.  Schleif  of  the  Bank  of  Manhattan 
Company  and  treasurer  of  'the  Queens  com- 
mittee. 

Rennselaer  County 

Physicians  of  Troy  and  surrounding 
communities  stretching  out  as  far  as  Sche- 
nectady, Glens  Falls  and  Bennington,  Vt., 
interested  in  children’s  diseases,  heard  an 
address  on  “Diphtheria  Prevention  and  the 
Schick  Test”  by  Dr.  Hugh  Chaplin,  at  the 
Day  Home  in  Troy  at  the  invitation  of  the 
board  of  trustees  and  the  medical  and  surg- 
ical staff  of  the  institution  on  Nov.  23. 

Richmond  County 

Dr.  William  C.  Buntin,  Sanitary  Su- 
perintendent of  the  Health  Department  in 
Staten  Island,  and  as  such  head  of  the 
department  in  that  borough,  died  December 
19,  at  Staten  Island  Hospital,  New  Brighton, 
after  a few  days’  illness.  He  was  fifty-eight 
years  old. 

He  was  extremely  civic-minded  and  took 
part  in  many  activities.  He  had  served  two 
terms  as  president  of  the  Richmond  County 
Medical  Society,  six  years  on  the  Coordi- 
nating Council  of  the  metropolitan  county 
societies,  and  had  a record  for  attendance 
unsurpassed.  He  was  president  of  the  First 
District  Branch  of  the  State  Society. 

He  was  director  of  the  Staten  Island 
Chamber  of  Commerce,  one  of  the  founders 
of  the  Kiwanis  Club  of  Staten  Island,  and 
a promotor  of  the  Staten  Island  Community 
Chest,  which  was  organized  only  a few 
months  ago. 

Surviving  are  his  wife,  lone,  and  a 
sister,  Mrs.  Emma  Drummond.  His  home 
was  at  31  Park  View  Place,  New  Brighton. 

Rockland  County 

• Dr.  Frederick  A.  Schroeder  was  elected 
president  of  the  Rockland  County  Medical 
Society  at  its  annual  meeting  and  banquet 
held  at  Spring  Valley  on  Dec.  1.  He  suc- 
ceeds Dr.  George  W.  Unsworth. 

Other  officers  named  included  Dr.  Julius 
Pomerantz,  vice-president;  Dr.  William  J. 
Ryan,  secretary;  Dr.  Dean  Miltimore, 
treasurer;  Dr.  Stephen  Monteith,  delegate 
to  the  State  convention  and  Dr.  Ryan,  alter- 
nate. 

The  principal  address  of  the  evening  was 
presented  by  Dr.  Bradley  H.  Kirschberg, 
director  of  the  Schenectady  laboratory  de- 
partment of  the  State  police  bureau  of 
criminal  investigation. 


Schenectady  County 

Dr.  A.  B.  Van  Vranken  was  elected 
President  of  the  Schenectady  County  Med- 
ical Society  .at  the  annual  dinner  meeting 
of  the  organization  in  Schenectady  on  Dec. 
2.  Dr.  Van  Vranken  succeeds  Dr.  Clarence 
F.  Ackerknecht. 

Named  to  office  with  Dr.  Van  Vranken 
were  Dr.  J.  R.  Schermerhorn,  Vice-Presi- 
dent; Dr.  Charles  Wiedenman,  Treasurer; 
Dr.  Isaac  Shapiro,  Secretary,  and  Drs. 
A.  .A.  Samorini,  A.  S.  Fay  and  Frank 
White,  Censors.  Dr.  Wiedenman  and  Dr. 
Shapiro  were  reelected.  Dr.  William  Treder 
was.  elected  delegate  to  the  State  Medical 
Society  and  Dr.  Charles  Rourke  to  the 
Fourth  District  Branch  of  the  Medical  So- 
ciety. 

Reports  of  officers  and  committees  were 
heard  . and  Dr.  C.  C.  Woodall  showed  mo- 
tion pictures  of  a recent  trip  abroad. 

Tioga  County 

The  annual  meeting  of  the  Medical 
Society  of  the  County  of  Tioga  was  held 
at  the  Green  Lantern  Inn,  at  Owego  on 
December  7.  These  officers  were  chosen : 
President:  Dr.  C.  S.  Johnson,  Vice-Presi- 
dent: Dr.  C.  J.  V.  Redding,  Secretary- 
Treasurer:  Dr.  I.  N.  Peterson,  Delegate: 
Dr.  W.  A.  Moulton. 

After  brief  remarks  by  the  outgoing  and 
incoming  presidents,  Dr.  Edward  S.  Rogers 
of  the  New  York  State  Bureau  of  Pneu- 
monia Control,  presented  a talking  picture 
on  the  “Technic  of  Serum  Administration” 
which  was  followed  by  a round-table  dis- 
cussion.— Reported  by  I.  N.  Peterson,  M.D., 
Secretary. 

Wayne  County 

At  the  annual  meeting  of  the  Wayne 
County  Medical  Society  at  Lyons,  on  De- 
cember 7,  the  following  officers  were 
elected : President,  E.  A.  Baumgartner, 

First  Vice  President,  Edward  Platt,  Second 
Vice  President,  Charles  Steyaart,  Secretary- 
Treasurer,  James  L.  Davis,  Censors,  M.  E. 
Carmer,  Arthur  Besemer,  George  S.  Allen, 
Delegate,  Ralph  Sheldon,  Alternate,  Sam 
Houston. 

The  Scientific  program  was  as  follows: 
“Undiagnosed  and  Misdiagnosed  Geni- 
tourinary Pathology”  by  Dr.  Arthur  H. 
Paine,  and  “The  . Common  Skin  Diseases 
and  Their  Treatment”  by  Dr.  Clarence  H. 
Peachey. — Reported  by  James  L.  Davis, 
M.D.,  Secretary. 


Hospital  News 


When  the  Hospitals  Themselves  Are  on  the  Sick  List 


Our  hospitals  are  splendidly  equipped 
to  care  for  the  ill,  but  when  the  hospitals 
themselves  are  sick,  who  will  be  the  doctor 
to  put  them  on  their  feet?  That  the  vol- 
untary hospitals  of  New  York  City  are  in 
a bad  way  is  the  disturbing-  diagnosis  of  no 
less  an  authority  than  the  President  of  the 
United  Hospital  Fund,  Mr.  David  H.  Mc- 
Alpin  Pyle,  and  he  has  named  a committee 
of  eight  to  prescribe  remedies,  with  “other 
appointments”  to  “be  made  in  the  near 
future.”  A consultation  of  that  size  looks 
as  if  the  patient  is  in  a parlous  state,  per- 
haps, but  also  seems  to  indicate  that  some- 
thing effective  is  going  to  be  done  about  it. 

“Shocking”  is  the  word  used  by  Mr.  Pyle 
in  a statement  made  to  the  trustees  of  the 
Fund  on  December  7.  The  hospital  survey 
“has  demonstrated  the  shocking  lack  of 
coordination  between  ourselves,  hospitals 
under  other  types  of  control,  convalescent 
homes,  homes  for  the  chronically  ill,  inde- 
pendent dispensaries,  and  visiting  nurse 
groups,”  he  said.  And  not  only  that,  but 
the  very  people  who  ought  to  see  the  situa- 
tion, are  blind  to  it.  “Few  of  our  hospital 
trustees,”  he  avers,  “because  of  their  deep 
concern  with  financial  matters  and  with  the 
operation  of  their  own  institutions,  are  suf- 
ficiently sensitive  to  the  relationships  that 
should  exist  between  hospitals  and  the  many 
kinds  of  other  agencies  in  the  health  and 
welfare  field.” 

Helter-Skelter  Growth 

The  helter-skelter  way  in  which  the  vol- 
untary hospitals  of  New  York  City  have 
developed  has  produced  a regrettable  state 
of  affairs,  he  points  out.  In  his  own  words : 

There  are  too  many  of  some  kinds  of  hos- 
pital beds,  too  few  of  others.  In  some  loca- 
tions there  is  an  abundance  of  facilities,  else- 
where there  are  shortages.  Some  hospitals  have 
received  endowments,  accumulated  surpluses, 
raised  current  contributions,  accepted  tax  ex- 
emptions, and  yet  have  failed  to  give  in  return 
an  equal  value  of  free  care  to  those  who  can 
afford  to  pay  nothing  or  little  toward  the  cost 
of  their  care.  Uneconomic  costs  are  evident  in 
certain  of  our  institutions.  Some  are  rendering 
services  below  a satisfactory  standard.  A great 
many  underpay  their  employees  and  work  them 


long  hours.  A few  should  be  closed  forthwith 
as  unnecessary,  uneconomic  units  in  an  inte- 
grated plan  of  city-wide  hospital  service.  Others 
should  be  physically  merged  with  or  otherwise 
organically  related  to  larger  institutions.  The 
future  place  and  usefulness  to  the  community 
of  each  hospital  is  a matter  of  public  concern. 
It  was  considerations  such  as  these  that  caused 
the  Survey  to  earnestly  recommend  a central 
planning  board  to  guide  us  in  shaping  our 
facilities  and  policies  to  best  meet  the  needs 
of  the  public  we  were  chartered  by  the  state 
to  serve. 

At  the  Crossroads 

Indeed,  Mr.  Pyle  goes  so  far  as  to  assert 
that  “our  system  of  voluntary  hospitals, 
viewed  in  the  aggregate  and  financially 
speaking,  is  virtually  in  liquidation.”  That 
is  to  say: 

Many  of  our  plants  are  fast  wearing  out, 
becoming  obsolete;  a third  of  our  building  in- 
vestment, a half  of  our  bed  capacity,  is  in  build- 
ings over  twenty  years  old.  We  have  made  no 
financial  provision  through  depreciation  re- 
serves for  the  eventual  replacement  of  old 
buildings  but  have  relied  on  the  hope,  once 
justified  by  experience  but  now  no  longer  a 
certainty,  that  the  amounts  necessary  for  new 
plants  would  be  given  us  when  required  by  a 
generous  public.  Our  operating  surpluses  and 
spendable  funds  are  depleted  so  that  now  we 
have  little  more  than  half  the  total  of  eighty 
million  dollars  available  at  the  close  of  1930. 
Nearly  a half  of  our  separate  units  have  either 
no  operating  surplus  or  an  amount  so  small  as 
to  not  provide  a safe  minimum  of  working 
capital. 

And  in  the  face  of  all  this,  it  now  seems  clear 
that  within  the  next  twenty-five  years,  the  hos- 
pital system  of  New  York  City  of  which  we 
are  a part  must  replace  24,300,  or  nearly  half, 
of  its  present  beds,  and  in  addition  provide 
25,500  new  beds  in  order  adequately  to  serve  a 
population  expected  to  reach  a total  of  10,800,000 
by  1960.  To  do  this,  and  on  a scale  more  mod- 
erate than  that  demonstrated  by  several  of  our 
recent  building  projects,  will  require  an  invest- 
ment in  land,  buildings  and  equipment  of  at 
least  $371,000,000,  an  amount  only  a little  less 
than  our  present  property  investment  which 
approximates  $380,000,000.  How  are  we  who 
represent  the  voluntary  hospitals,  the  most  im- 
portant group  from  the  point  of  view  of  service 
and  the  establishment  of  standards — how  are 
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we  to  finance  our  share  of  that  prospective 
investment  ? . . . 

Coupled  with  the  prospect  that  increased 
taxes  will  not  soon  again  permit  generous 
philanthropic  support  it  is  clear  that  these  cir- 
cumstances must  soon  force  cooperative  action 
in  our  part  Our  choice  is  to  determine  merely 


how  and  by  whom  that  action  is  to  be 
applied. 

We  may  choose  to  ignore  it,  to  believe  that 
the  old  order  has  not  yet  nor  will  not  soon 
change,  but  the  fact  remains  that  unless  we  put 
our  house  in  order,  circumstances  perforce  will 
require  that  government  do  it  for  us. 


Better  Times,  More  Patients 


In  the  first  six  months  of  1937,  a year 
with  health  conditions  as  excellent  as  those 
in  1936,  admissions  to  forty-seven  repre- 
sentative and  leading  voluntary  hospitals 
increased  seven  percent  over  the  figures  for 
the  corresponding  months  of  the  preceding 
year,  reports  the  Statistical  Bulletin  of  the 
Metropolitan  Life  Insurance  Company.  That 
this  finding  is  referable  essentially  to  im- 
proving economic  conditions  at  that  time 
is  borne  out  by  the  more  detailed  analysis 
of  the  figures.  The  increase  of  seven  per- 
cent in  total  patients  is  the  resultant  of 
an  increase  of  three  percent  in  ward  patients 
and  no  less  than  12.3  percent  in  the  number 
of  private  and  semi-private  patients. 

When  it  is  recalled  how  hard  hit  finan- 
cially most  of  these  hospitals  were  during 
the  depression,  how  difficult  it  was  for  them 
to  meet  the  demands  for  ward  service, 
while  their  earned  income  from  paying 
patients  was  seriously  curtailed,  the  chief 
cause  and  consequence  of  the  present  trend 


in  hospitalization  become  clear.  Undoubt- 
edly, the  rise  in  private  patients  reflects 
the  improvement  in  business  conditions 
throughout  the  country  in  the  early  part 
of  the  year.  The  rise  in  earned  income 
enabled  a larger  number  of  people  to  pay 
for  private  accommodations  in  hospitals. 
Also  a certain  number  are  now  taking 
advantage  of  their  improved  economic  status 
to  have  conditions  corrected  which,  though 
needing  attention,  were  neglected  during 
the  years  of  the  depression. 

Another  probable  cause  of  the  increased 
admission  to  hospitals,  especially  in  the 
private  and  semi-private  departments,  is 
the  rapid  growth  of  group  hospitalization 
plans  during  the  last  few  years.  On  Janu- 
ary 1,  1933,  there  was  but  one  nonprofit, 
free-choice  hospital  service  plan  in  the 
United  States.  About  2,000  persons  were 
enrolled  in  this  plan.  Today,  there  are  thirty- 
seven  such  plans  in  successful  operation  with 
an  enrollment  of  1,000,000  persons. 


Tb.  Victims  Come  to  “Life” 


A PICTURE  STORY  FEATURING  the  TrU- 
deau  sanatorium  and  the  Will  Rogers 
Memorial  hospital  at  Saranac  Lake  occupies 
a leading  position  in  “Life,”  the  photograph 
magazine.  Seven  full  pages  containing 
twenty-five  photographs  comprise  the  Sara- 
nac Lake  portion  of  the  subject,  “Tubercu- 
losis : A Menace  and  a Mystery  and  $4,500,- 
000  in  Christmas  Seals.” 

The  story  leads  with  a full-page  picture 
showing  a group  of  nine  former  stage  and 
movie  actors  undergoing  ultra-violet  ray 
treatment  in  the  Will  Rogers  Memorial  hos- 
pital, an  institution  established  for  patients 
of  the  theatrical  profession  only. 

There  are  pictures  of  patients  on  the 
porch  of  Trudeau,  of  others  reading  in  bed, 
of  Charles  R.  Armstrong,  the  superintend- 
ent of  Trudeau  sanatorium. 

Dr.  Francis  R.  Trudeau  is  shown  ex- 
amining a patient.  Other  pictures  are  of 
Dr.  Edward  R.  Baldwin,  the  executive  com- 


mittee chairman,  researcher  and  Trudeau 
family  physician ; of  the  round  wood  stove 
that  heated  Dr.  Trudeau’s  first,  crude  little 
sanatorium;  of  the  little  red  cottage  which 
Dr.  Trudeau  built  in  1884  as  the  beginning 
of  his  institutional  work;  of  the  Trudeau 
X-ray  film  library  with  Dr.  LeRoy  Gard- 
ner, director,  and  Dr.  Arthur  Vorwald,  as- 
sistant director  of  the  sanatorium  labora- 
tories; of  flasks  of  imprisoned  germs;  of  a 
patient  undergoing  the  shot-bag  treatment. 

Then  there  is  a page  of  pictures  devoted 
to  the  surgical  phase  of  tuberculosis  treat- 
ment. They  show  a patient  undergoing  hol- 
low needle  treatment  in  the  pneumothorax 
area,  a colored  patient  likewise  treated, 
thoracoplasty  or  removal  of  ribs,  picture 
of  removed  ribs,  a full-page  shot  of  the 
use  of  the  fluoroscope,  and  finally  a page  of 
pictures  showing  slow-cure  patients  as  well 
as  patients  who  have  fully  recovered  and 
gone  about  the  activities  of  normal  life. 
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Events 


Recognition  of  nearly  forty  years’ 
service  as  a trustee  of  Memorial  hospital 
at  Niagara  Falls  was  given  Walter  Mc- 
Culloh  by  fellow-members  of  the  board  of 
trustees  at  a testimonial  dinner  in  his  honor 
held  in  the  reception  room  of  the  hospital 
nurses’  home  on  November  16. 

The  oldest  member  of  the  board,  Mr. 
McCulloh  has  been  active  in  the  direction 
of  the  hospital’s  affairs  ever  since  its  or- 
ganization was  first  planned  and  was  presi- 
dent of  the  board  for  nine  years,  as  well  as 
serving  in  many  other  capacities. 

Delegations  from  all  organizations  in- 
strumental in  the  founding  of  Wyckoff 
Heights  Hospital  in  Brooklyn  at  the  turn 
of  the  century,  as  well  as  representatives 
of  newer,  organizations  interested  in  the 
hospital,  joined  in  celebrating  the  institu- 
tion’s thirty-eighth  anniversary  on  Decem- 
ber 8 at  a dinner-dance  at  the  Hotel  -St. 
George.  About  1,200  attended.  Prominent 
guests  to  occupy  seats  on  the  dais  were 
Hospitals  Commissioner  S.  S.  Goldwater, 
Deputy  Commissioner  Clarence  Ford  of  the 
State  Social  Welfare  Department,  David 
H.  McAlpin  Pyle,  president  of  the  United 
Hospital  Fund;  Borough  President  Inger- 
soll,  Borough  President  Harvey  of  Queens, 
Dr.  Albert  G.  Cook,  chairman  of  the  hospi- 
tal doctors’  dinner  committee ; Henry 
Holterman,  charter  member  of  the  board 
of  trustees ; Louis  Schenkweiler,  superin- 

Newsy 

Some  thirty  children  forced  to  pass 
long  months  in  St.  John’s  Hospital,  Brook- 
lyn, because  of  a heart  that  flutters  too 
wildly,  an  operation  that  just  won’t  heal  or 
some  other  physical  disability  will  have  a 
chance  to  keep  scholastic  pace  with  their 
friends  in  the  world  outside  if  the  Board 
of  Education  adopts  a recommendation  of 
the  Board  of  Superintendents. 

The  superintendents  have  suggested  that 
a substitute  teacher,  textbooks  and  supplies 
be  provided  to  the  hospital  for  instruction 
of  the  children  in  an  “opportunity  class.” 
Bedridden  youngsters  will  be  taught  at  their 
own  bedside.  Those  who  can  move  or 
wheel  themselves  about  in  a hospital  chair 
will  gather  in  the  solarium  to  learn  their 
lessons  and  give  recitations. 


tendent  of  the  hospital,  and  Herman  L. 
Papsdorf,  chairman  of  the  dinner  committee. 


Dr.  Horace  LoGrasso,  superintendent 
of  J.  N.  Adam  Memorial  hospital,  Perrys- 
burg,  was  eulogized  as  a “torch  bearer 
for  Italian-American  physicians”  at  a dinner 
in  Buffalo  on  December  2 honoring  him 
for  his  twenty-five  years  of  service  at  the 
Perrysburg  institution.  The  dinner  was 
given  by  the  Baccelli  club,  Italian-American 
Medical  society. 


The  annual  dance  for  the  benefit  of 
St.  James  Mercy  Hospital  of  Hornell  was 
held  at  the  Hotel  Sherwood  in  that  city  on 
Nov.  25. 


The  Nurses  Alumnae  Association  of 
the  Leonard  Hospital  of  Troy  gave  a dance 
at  the  Van  Schaick  Island  Country  Club 
on  November  27. 


A testimonial  dinner  to  Dr.  J.  Hubley 
Schall,  chief  consulting  surgeon  of  the 
Prospect  Heights  Hospital  in  Brooklyn, 
who  retired  after  serving  on  the  staff  of 
the  institution  for  thirty  years,  was  given 
at  the  Montauk  Club,  Brooklyn,  by  the  hos- 
pital board  on  December  8. 

Notes 

Authorities  of  the  hospital  have  expressed 
their  desire  to  cooperate.  About  100  chil- 
dren in  all  are  in  the  hospital,  but  the  thirty 
to  whom  instruction  will  be  given  fall  within 
the  school  age  range  of  six  to  fifteen  years. 

Associate  Superintendent  Margaret  J. 
McCooey,  in  charge  of  the  classes  for  han- 
dicapped children,  submitted  the  report 
which  led  to  the  recommendation  of  the 
Board  of  Superintendents.  The  elementary 
school  division  has  approved  the  project. 

The  Samaritan  Hospital  in  Troy  has 
been  congratulated  by  Gov.  Herbert  H. 
Lehman  on  its  installation  of  an  exercising 
pool  for  sufferers  from  infantile  paralysis. 
The  Governor’s  letter  of  commendation  was 
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directed  to  Miss  Grace  E.  Allison,  hospital 
superintendent.  Mr.  Lehman  said  in  part : 
“I  am  very  glad  indeed  to  know  that  the 
board  of  directors  of  the  Samaritan  Hospi- 
tal have  generously  provided  equipment 
with  which  to  offer  assistance  to  the  un- 
fortunate children  suffering  from  the  rav- 
ages of  poliomyelitis.  It  is  a splendid  work 
and  one  that  is  needed  in  every  community 
of  the  state.” 


A GRANT  OF  $6,000  WAS  MADE,  to  the 
Lockport  City  Hospital  in  December  by 
the  Common  Council  to  meet  expenses  for 
the  balance  of  the  year.  The  Board  of 
Managers,  in  a communication  to  the  coun- 
cil, said  that  a curtailment  of  revenues,  not 
anticipated  when  its  budget  was  made  up, 
had  resulted  from  the  remodeling  of  the 
hospital.  “The  demand  for  hospital  facili- 
ties,” said  the  Board  of  Managers,  “has 
been  unprecedented,  but  because  of  lack  of 
rooms  due  to  construction,  it  has  been  im- 
possible to  obtain  the  income  necessary  to 
meet  the  current  budget  requirements.” 


Dr.  Livingston  Farrand,  former  presi- 
dent of  Cornell  University,  was  sworn  in 
as  a governor  of  the  Society  of  the  New 
York  Hospital  at  a meeting  of  the  board 
in  December.  Dr.  Farrand  became  the 
376th  governor  elected  since  the  society 
received  its  charter  from  George  III  in 
1771. 

William  Creighton  Peet,  president  of 
the  Board  of  Trustees  of  the  United  Hospi- 
tal at  Port  Chester,  died  at  his  home  in 
Rye  on  November  27. 


Approximately  forty  members  of  the 
physicians’  staff  of  Troy  Hospital  enjoyed 
a turkey  dinner  in  the  cafeteria  of  the 


hospital  on  Nov.  11.  Dr.  F.  J.  Noonan, 
president  of  the  staff,  was  in  charge. 

The  dinner  was  in  celebration  of  Armis- 
tice Day,  since  a number  of  the  staff  are 
World  War  veterans,  and  also  to  formulate 
plans  for  scientific  and  clinical  meetings 
during  the  winter  months. 

Dr.  Edward  Gillespie  retired  from 
the  Binghamton  State  Hospital  on  Oct.  } 
after  forty-one  years  of  faithful  service. 

The  report  that  the  walls  of  the 
Indianapolis  City  Hospital  have  been  dec- 
orated with  paintings  for  twenty-five  years 
without  any  bad  results  moves  a Phila- 
delphia editor  to  remark  that  this  might 
persuade  the  medical  world  to  give  more 
thought  to  relieving  white  and  yellow 
drabness.  The  Hoolsier  institution  has 
found  that  murals  cheer  up  sick  people. 

This  presupposes,  of  course,  that  husky 
stevedores  having  crushed  toes  repaired 
are  not  put  in  the  children’s  rooms  enlivened 
by  brownies  and  fairy  tale  characters,  but 
the  principle  seems  to  the  layman  worthy 
of  emulation  elsewhere.  Paintings  inframes 
may  collect  germs  and  dust,  but  murals  are 
at  lest  washable.  A patient  might  not  be 
a connoisseur,  but  surely  could  find  more 
pleasure  in  gazing,  hour  after  hour,  on 
an  appetite-whetting  still-life  painting  of 
fruits  than  at  immaculate  plaster. 

Dentists  project  movies  on  ceilings  to 
keep  children  interested.  Music  has  a 
proven  therapeutic  value  in  illness.  The 
Indianapolis  Hospital  would  do  a general 
good  turn  by  collecting  testimonials  from 
all  its  patients  who  in  the  past  quarter- 
century  have  been  soothed  by  wall  decora- 
tions. The  whole  idea  is  convincing;  the 
only  danger  is  that  some  of  the  art  might 
be  so  painfully  bad  that  irritable  patients 
would  hurl  glasses.  Even  well  people 
sometimes  get  that  impulse. 


At  the  Helm 

The  following  hospital  officials  have  governing  board  of  the  Flushing  Hospital 
been  chosen  : auxiliaries. 

Dr.  Johnston  MacLeod,  to  be  chief  of  the 
Dr.  Harry  J.  Worthing,  to  be  superin-  medical  division  of  Flushing  Hospital, 

tendent  of  the  Pilgrim  State  Hospital  at  Mrs.  Frederick  W.  Parmele,  to  be  presi- 
Brentwood.  dent  of  the  Guild  of  St.  Luke’s  Hospital 

Mrs.  Paul  Beck,  to  be  president  of  the  at  Newburgh. 
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Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Responsibility  of  Physician  for  Acts  of  Special  Nurse 


Repeatedly  lawsuits  are  instituted  against 
physicians  to  recover  damages  for  personal 
injuries  brought  about  by  the  acts  of  sub- 
ordinates who  have  been  relied  upon  by 
physicians  to  carry  out  the  details  of  the 
routine  care  of  a patient.  An  example  of 
such  a case  where  the  individual  at  fault 
was  a special  nurse  was  recently  presented 
before  an  appellate  court  in  one  of  the 
Western  States.*  Plaintiff  sought  therein 
to  fix  responsibility  upon  a physician  for 
the  acts  of  the  nurse  in  acting  under 
orders  of  the  doctor. 

It  seems  that  the  plaintiff,  Mrs.  L,  was 
a young  married  woman  who  had  originally 
consulted  the  defendant,  Dr.  J,  with  respect 
to  her  pregnancy,  and  had  retained  his 
services  to  attend  her  and  care  for  her  in 
connection  with  her  impending  delivery. 
Iff  due  course  sihe  entered  a hospital, 
conducted  by  a Catholic  Order,  early  on 
a Sunday  morning.  About  eleven  o’clock 
that  morning  the  doctor  advised  the  patient 
that  it  would  bo  necessary  for  him  to 
deliver  her  by  cesarean  delivery  to  which 
she  consented.  At  the  same  time  Dr.  J 
told  her  that  she  would  have  to  have  a 
trained  nurse  to  which  she  replied  “All 
right,  Doctor,  that  is  up  to  you  entirely.” 
She  was  very  soon  taken  to  the  operating 
room  and  the  operation  performed. 

When  the  patient  was  brought  back  from 
the  operating  room,  the  special  nurse,  a 
Miss  S,  was  on  duty,  and  shortly,  acting 
upon  orders  from  Dr.  J,  administered  to 
Mrs.  L a rectal  injection  of  glucose  solu- 
tion. Dr.  J was  not  present  in  the  patient’s 
room  when  the  solution  was  injected.  It 
later  developed  that  the  solution,  when 
administered,  was  too  hot,  and  caused  Mrs. 
L to  sustain  burns. 

The  patient,  however,  did  not  become 
aware  of  the  fact  that  she  was  burned 
until  the  following  Wednesday  morning, 
and  it  was  apparently  not  until  that  time 
that  Dr.  J was  informed  of  that  fact.  On 
that  day  Dr.  J.  in  examining  the  patient 
remarked  that  she  was  still  running  a 
temperature,  and  Miss  S told  him  that  she 
thought  the  temperature  was  caused  by 


* Lonzader  v.  James,  107  S.W.  (2nd)  976. 


something  she  had  done  rather  than  by  the 
actual  condition  of  the  patient.  Upon 
questioning  by  Dr.  J,  the  nurse  said  that 
she  had  administered  the  glucose  too  hot, 
and  had  burned  the  patient.  He  promptly 
examined  the  burned  area,  and  immediately 
instituted  treatments  to  overcome  the 
condition. 

After  learning  of  what  had  happened, 
the  patient  discharged  Miss  S,  after  first 
consulting  Dr.  J and  obtaining  his  approval 
of  her  letting  the  nurse  go.  Miss  S was 
paid  in  full  for  the  time  she  devoted  in  the 
case,  although  she  later  refunded  the  money 
to  Mrs.  L. 

Dr.  J continued  to  attend  the  patient  and 
to  devote  particular  attention  to  the  con- 
dition caused  by  the  burns.  This  treatment 
extended  in  all  over  a period  of  nearly 
five  months. 

Some  time  later,  Mrs.  L brought  an 
action  against  Dr.  J to  receive  damages  for 
injuries  which  she  claimed  she  had  sus- 
tained as  a result  of  his  negligence.  She 
charged  in  her  pleadings  in  the  case  that 
in  treating  her  in  connection  with  the 
cesarean  delivery  that  “in  so  doing,  he 
(Dr.  J)  used  the  services  of  a trained 
nurse  who  was  under  the  directions,  control 
and  instructions  of  the  defendant”  and  that 
“the  nurse  in  obedience  to  the  instructions 
and  directions  of  the  defendant,  negligently 
administered  to  plaintiff  an  injection  of 
glucose  solution  by  injecting  same  into  the 
bowels  of  plaintiff  through  her  rectum, 
and  that  the  said  glucose  was  of  such  a 
temperature  at  the  time  that  it  burned 
plaintiff’s  flesh,  intestines,  and  internal 
organs  wherever  it  touched  them.”  It  was 
also  claimed,  that  defendant  was  personally 
negligent  in  treating  her  condition  after  the 
burns  had  been  inflicted. 

Upon  the  trial  the  plaintiff  herself  and 
her  mother  testified  and  gave  evidence 
substantially  as  in  the  summary  of  facts 
above.  She  also  called  as  a witness  a Dr. 
H who  testified  both  with  respect  to  her 
injuries,  and  with  respect  to  the  treatment 
she  had  received.  He  was  connected  with 
the  hospital  in  which  the  plaintiff  had  been 
confined  and  explained  the  practice  with 
regard  to  special  nurses  at  the  institution. 
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According  to  his  testimony,  it  appeared 
that  the  hospital  maintained  a list  of  gradu- 
ate nurses,  from  which  nurses  were  assigned 
for  duty  as  special  nurses;  that  Miss  S 
was  a graduate  nurse  and  as  such  had 
received  instructions  and  training  in  giving 
injections  of  the  sort  in  question;  that  it 
was  the  practice  of  physicians  to  rely  on 
nurses  in  giving  such  injections;  that  the 
nurses  carried  out  the  orders  written  on 
the  chart  by  the  doctors;  that  the  patient 
paid  the  special  nurse;  and  that  the  patient 
had  the  right  to  hire  and  fire  special 
nurses.  Dr.  H,  in  his  testimony,  approved 
the  methods  used  by  the  defendant  in 

treating  Mrs.  L throughout. 

Upon  such  testimony  at  the  close  of 

the  plaintiff’s  evidence,  the  trial  court 
granted  judgment  in  favor  of  the  defendant 
physician.  An  appeal  was  taken  by  the 
plaintiff  who  contended  that  a case  had 

been  made  out  for  submission  to  the  jury. 
The  Appellate  Court,  however,  affirmed  the 
judgment  in  favor  of  the  physician,  and 
said  in  the  course  of  its  opinion: 

As  suggested  by  respondent,  no  complaint  is 
made  of  the  prenatal  care  or  obstetrical  services 
rendered  by  respondent.  The  complaint  revolves 
around  the  actions  of  a graduate  nurse,  one 
Miss  S,  who  was  employed  as  a special  nurse. 
The  only  reasonable  inference,  as  we  view  it, 
that  can  be  drawn  from  the  testimony,  is  that 
she  was  employed  by  the  appellant.  As  to  who 
actually  engaged  her  services,  the  evidence  does 
not  disclose,  but  appellant  states  that  she  paid 
the  special  nurse  for  her  services  and  discharged 
her.  It  appears  from  the  testimony  that  the 
hospital  in  which  appellant  was  a patient  is  a 
private  hospital,  conducted  by  the  Sisters  of 
Mercy,  and  appellant  knew  that.  Dr.  H,  ap- 
pellant’s medical  witness,  testified  that  none  of 


the  doctors  in  Springfield  have  any  financial 
interest  in  B Hospital;  that  according  to  the 
custom  and  practice  at  this  hospital,  a list  of 
graduate  nurses  is  kept  and  the  nurses  called 
in  their  order  off  that  list  for  duty  as  special 
nurses. 

Dr.  H further  testified  that  he  knows  Miss  S, 
who  is  a graduate  of  the  B Training  School 
for  Nurses ; that  she  had  served  as  special  nurse 
on  cases  for  various  doctors  in  Springfield  for 
some  time;  and  that  she  had  nursed  for  cases  of 
his  at  times.  He  testified  that  the  patient 
pays  the  special  nurse;  that  the  patients  have 
a right  to  hire  and  fire  the  nurse  if  they  wish; 
and  that  doctors  do  not  employ  the  special  nurse 
but  that  the  patient  does.  Certainly,  we  think 
the  only  reasonable  inference  that  can  be  drawn 
from  the  testimony  is  that  Miss  S was  em- 
ployed by  appellant.  The  mere  fact,  if  proven, 
that  respondent,  when  informed  of  the  special 
nurses  available,  suggested  that  a certain  nurse 
be  called,  or  approved  of  her  selection,  and  later 
approved  when  she  was  released,  does  not  make 
the  nurse  respondent’s  agent,  or  make  him  liable 
for  her  acts  of  negligence,  under  the  rule  of 
respondent  superior.  The  petition  does  not 
charge,  and  there  is  no  proof  that  respondent 
negligently  selected,  or  approved  the  selection 
of,  an  incompetent  nurse. 

Since  this  nurse  was  a graduate  nurse  of 
good  standing  and  reputation,  experienced  and 
trained  in  preparing  and  administering  enemas, 
hypodermics  and  injecting  glucose  solution  into 
the  bowels,  and  since  administering  the  glucose 
solution  was  routine,  and  within  the  scope  of 
her  training  and  duty  the  same  as  the  taking  of 
temperature,  giving  hypodermics,  or  applying 
dressings  to  surgical  wounds,  respondent  was 
not  liable  for  her  act  of  negligence  in  over- 
heating the  solution  simply  because  he  was  the 
physician  in  charge  of  appellant’s  case  and  had 
authority  to  direct  the  nurse  to  render  the 
service.  He  was  not  present  when  the  solution 
was  prepared;  neither  was  he  present  when  it 
was  administered. 


VENEREAL  DISEASE  CONFERENCE 


The  next  Saturday  morning-  conference 
on  Venereal  Diseases  to  be  conducted  at  the 
Health  Department  building,  New  York 
City,  by  the  Bureau  of  Social  Hygiene,  will 
be  held  on  January  8.  These  are  informal 
conferences,  open  to  all  practitioners  in  New 
York  City,  to  help  clarify  difficult  points  in 
the  diagnosis,  treatment,  and  management 
of  venereal  diseases  by  the  general  practi- 
tioner. 

All  members  of  the  medical  profession  and 
medical  students  are  cordially  invited  to 
attend.  Free  and  open  discussions  from  the 
floor  will  be  invited. 


For  reasons  of  convenience  in  organiza- 
tion, one  main  topic  will  be  considered  in 
each  session,  together  with  clinical  demon- 
strations wherever  possible,  and  distribution 
of  appropriate  literature. 

The  program  on  January  8 will  be  devoted 
to  a consideration  of  the  diagnosis  and 
treatment  of  Congenital  Syphilis,  including 
a motion  picture  film  and  demonstration  of 
cases. 

Meetings  are  held  in  the  Conference 
Room,  on  the  second  floor  of  the  Health  De- 
partment building,  125  Worth  Street,  New 
York  City,  from  9:30  to  11:30  a.m. 


Dr.  Howard  McGarry  has  been  elected  Dr.  McGarry  is  one  of  four  brothers,  all 

president  of  the  Niagara  Falls  Medical  as-  medical  practitioners  associated  in  the  Mc- 

sociation,  succeeding  Dr.  J.  H.  Davidson.  Garry  clinic. 


Across  the  Desk 


Man  Headed  Back  for  the  Jungle? 


Reassuring  news  was  brought  to  New 
York  the  other  evening  by  Dr.  Earnest  Al- 
bert Hooton,  Professor  of  Anthropology  at 
Harvard,  who  sees  the  human  race  revert- 
ing to  the  status  of  apes.  In  some  ways 
this  may  be  a fine  thing.  Dr.  Hooton  seems 
to  regard  it  as  a misfortune,  but  it  is  pos- 
sible that  he  may  not  be  looking  at  it  from 
every  angle.  He  was  speaking  at  the  annual 
dinner  of  the  American  Society  of  Me- 
chanical Engineers  at  the  Hotel  Astor,  and 
the  newspaper  headline  over  the  report  in 
next  morning’s  paper  was,  “Hooton  Finds 
Man  Reverting  to  Ape.” 

Well,  it  must  be  said,  as  we  glance 
around  the  world,  that  apes  would  never 
be  guilty  of  a lot  of  things  that  now  stain 
the  news  crimson  every  day.  We  some- 
times speak  of  “the  law  of  the  jungle,” 
but  one  law  is  that  the  jungle-folk  do  not 
attack  their  own  kind.  Only  humans  do 
that.  If  we  were  all  turned  into  apes  to- 
morrow, the  savagery  that  is  desolating 
some  of  the  fairest  spots  on  earth  and 
butchering  innocent  men,  women,  and  chil- 
dren, would  stop  as  if  by  magic.  No  one 
ever  wrote : “Apes’  inhumanity  to  apes 

makes  countless  thousands  mourn.”  Only 
man  has  got  a scorching  line  like  that. 

Man  Maybe  Just  an  Experiment 

The  anthropologists  tell  us  that  man  is 
quite  a newcomer  on  the  globe.  Things 
were  going  fairly  well  before  we  came. 
Whether  we  view  the  evolution  of  life  here 
as  a divine  creation  or  the  work  of  blind 
chance  and  natural  selection,  it  is  fascinat- 
ing to  see  all  the  experiments  that  were 
tried  and  discarded  before  the  odd  concaten- 
ation of  physical  and  mental  quirks  came 
along  that  we  call  man.  All  kinds  of  tails 
were  tried,  some  to  brush  off  the  flies,  some 
for  hanging  from  trees,  some  merely  to 
lash  in  excitement,  some  seemingly  for 
nothing  at  all,  and  finally  the  appendage 
was  omitted  when  man  was  made.  Ears 
were  all  shapes  and  sizes.  And  so  on. 
The  question  is — is  man  so  made,  fitted, 
and  put  together  as  to  hold  his  place  at 
the  very  crown  and  summit  of  creation? 


Or  will  he  revert  to  the  ape,  and  frisk  and 
chatter  in  the  treetops? 

For  it  is  quite  possible  that  evolution — 
or  the  divine  will — is  not  through  yet. 
Under  either  creed  a thousand  years  are  as 
one  day,  and  along  with  all  the  other  ex- 
periments which  we  may  look  at  and  feed 
peanuts  to  at  the  zoo,  we  may  be  here  just 
on  trial.  The  few  thousand  years  of  our 
civilization  bulk  no  bigger  than  last  Tues- 
day in  the  great  calendar  of  time,  and  if 
man  cracks  and  goes  to  pieces  under  the 
strain  of  his  own  civilization,  we  may  turn 
out  to  be  only  a passing  phase  on  this  green 
world,  and  sometime  the  moon  may  look 
down  and  find  us  no  longer  here. 

Machines  Making  Monkeys  of  Us 

Dr.  Hooton  thinks  that  it  is  our  marvel- 
ous machines  that  are  making  monkeys  of 
us.  As  reported  in  the  press,  he  empha- 
sized the  “apish”  behavior  of  the  twentieth- 
century  man,  a “once  erectly  striding  biped,” 
who  “abandons  human  locomotion  and 
whizzes  through  the  landscape,  crouched 
over  wheels  and  levers  worked  by  his  still 
prehensile  hands  and  his  flat,  vestigial  feet, 
no  less  useful  for  this  purpose  than  those 
of  his  simian  ancestors,”  and  who  breathes  a 
mixture  of  gasoline  fumes  and  carbon  mon- 
oxide and  reeks  of  evolutionary  decay.” 

In  a word  “machines  get  better  and  bet- 
ter, while  man  gets  worse  and  worse.” 
Machines  do  everything,  so  that  even  a 
moron  can  survive  in  comfort  “on  a level 
of  adequate  nutrition  and  comparative 
idleness  which  would  have  been  unimagina- 
ble for  the  primitive  being,  even  if  he  were 
at  once  a mental  genius  and  a Hercules.” 
It  is  a disturbing  picture  that  Dr.  Hooton 
holds  up  for  us  to  look  at. 

A premium  is  put  upon  illiteracy  by  the  radio 
and  talking  moving  picture.  These  mechanical 
marvels  are  the  means  of  world-wide  spread 
of  vulgarity,  depravity  and  misinformation,  since 
they  pander  to  the  tastes  of  those  who  are 
capable  neither  of  contriving  nor  understanding 
but  only  of  crude  sensory  perception,  stimulated 
by  turning  a switch  or  pressing  a button — 
motor  performances  within  the  capacity  of  a 
lemur. 
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Man  made  himself  out  of  the  ape,  partly  by 
becoming  an  engineer.  The  danger  now  is  that 
the  process  will  be  reversed  and  the  engineers 
will  make  apes  of  all  of  us. 

If  he  can  make  machines  which  are  better 
than  himself,  cannot  he  make  himself  better? 
We  do  not  need  more  automobiles,  we  need 
fewer  fools  in  the  driving  seats ; we  do  not  want 
mechanical  robots,  we  want  human  animals 
who  still  have  brains ; not  more  jails,  but  fewer 
criminals;  not  perfected  weapons  of  war,  but 
peace. 

Doubts  about  our  Sanity 

An  explanation  of  the  strange  doings 
going  on  around  the  world  is  found  by 
some  shrewd  thinkers  in  the  hypothesis  that 
the  race  is  going  “balmy,”  a slang  expres- 
sion meaning  cracked,  or  dotty.  No  less 
an  authority  than  Dr.  Ray  Lyman  Wilbur 
said  in  a public  address  at  Syracuse  the 
other  day  that  “in  some  ways  many  of  the 
people  of  practically  all  of  the  nations  of 
the  earth  seem  to  be  a little  crazy  at  pres- 
ent.” Millions,  he  added,  “keep  them- 
selves under  the  partial  influence  of  caf- 
feine, alcohol,  nicotine,  aspirin,  and  other 
drugs  a good  deal  of  the  time.”  Perhaps 
that  fact  and  the  strain  and  excitement  of 
our  day  explain  why  human  nerves  are 
going  ragged.  Cold  figures  show  that  the 
population  of  the  mental  hospitals  is  rising 
rising,  rising,  year  after  year,  with  “waiting 
lists,”  like  fashionable  clubs,  of  people  for 
whom  there  is  no  accommodation.  A 
popular  novelist  describes  the  mood  of  today 
as  a hunt  for  sensation.  We  must  get  a 
“kick”  out  of  life  at  any  cost.  Hence  the 
resort  to  stimulants,  drugs,  high-speed  cars, 
amorous  adventures,  anything  for  a thrill. 
That  way  madness  lies. 

Insanity  is  of  various  kinds,  sometimes 
undiscovered  for  years,  so  that  it  is  en- 
tirely possible  that  some  of  the  criminal 
insane,  some  of  the  homicidal  maniacs,  have 
attained  high  places  of  influence  and  com- 
mand, and  are  calling  the  turns  in  the 
dances  of  death  now  cursing  lands  that 
otherwise  would  be  peaceful,  happy,  and 
prosperous.  We  are  “heirs  of  all  the  ages,” 
it  is  true,  but  some  of  them  were  dark  ages, 
savage  ages,  cruel  and  bloody  ages.  Our  so- 
called  civilization  is  something  very  recent, 
a thin  veneer,  and  underneath  it  the  human 
breast  is  filled  with  a hundred  inherited 
savage  and  wild  impulses,  ready  to  break 
loose  and  wreak  havoc. 


Our  Rulers,  the  “Glandocracy” 

Then  there  are  the  glands.  Don’t  forget 
the  glands.  They  are  quite  the  rage  now, 
and  if  anyone  is  a bit  out  of  kilter,  if  his 
works  fail  to  click,  the  specialist  pounces  on 
his  glands.  In  fact,  our  life  is  governed 
by  a “glandocracy,”  says  a distinguished 
authority,  with  the  glands  of  secretion  as 
the  supreme  rulers,  exerting  control  not 
only  over  the  functioning  of  the  individual 
from  conception  to  death,  but  also  over  the 
relations  of  men  to  each  other.  So  we  are 
assured  by  Dr.  Charles  R.  Stockard,  Pro- 
fessor of  Anatomy  at  Cornell  University 
Medical  College,  in  a lecture  at  the  New 
York  Academy  of  Medicine. 

In  Dr.  Stockard’s  glandocracy,  according 
to  reports  of  his  address,  chemical  messen- 
gers, or  hormones,  are  sent  out  by  the  vari- 
ous glands  to  distant  parts  of  the  body  by 
means  of  the  blood-stream  to  keep  the  body 
going  as  a functioning,  integrated  whole, 
biologically  as  well  as  psychologically. 

These  chemical  “glandocrats”  determine 
not  only  the  purely  physiological  functions 
of  the  organism  but  also  have  the  first  and 
last  word  in  the  make-up  of  the  personality, 
in  the  relationship  between  the  sexes  and 
between  small  and  large  groups  of  indi- 
viduals. 

Recent  experiments  show,  Dr.  Stockard 
said,  that  even  such  emotions  as  mother 
love,  with  its  supreme  significance  to  the 
preservation  of  species,  is  dependent  on  the 
action  of  one  of  these  “glandocrats,”  a 
chemical  messenger  known  as  prolactin,  sent 
out  by  the  pituitary  gland  located  at  the 
base  of  the  skull.  Other  experiments  with 
the  endocrine  glands  show  their  “great  gen- 
eral importance  to  society  as  influencing 
the  instinctive  behavior  of  man.”  He 
went  on : 

From  a survey  of  their  activities,  it  is  real- 
ized that  the  endocrine  glands  occupy  the  posi- 
tion of  high  command  in  coordinating  the 
functions  and  behaviors  of  all  our  bodily  organs 
and  tissues.  They  influence  in  a most  profound 
way  our  instinctive  nervous  reactions.  They 
bring  about  that  harmonious  balance  which  we 
think  of  as  the  joy  and  vigor  of  perfect  health, 
and  they  are  an  important  part  of  the  material 
basis  for  human  temperament  and  the  tempera- 
mental foundations  of  personality. 

Very  gradual  shifts  in  influence  among  the 
members  of  this  high  command  are  responsible 
for  the  constitutional  and  personality  changes 
during  the  different  periods  of  our  lives,  and 


January  1?  1938] 


BOOKS 


81 


more  pronounced  disagreements  and  violent  dis- 
ruptions among  the  members  of  this  glandular 
oligarchy  produce  serious  and  weird  diseases  of 
growth,  metabolism  and  nervous  and  mental 
functions. 

A society  is  as  good  or  as  bad  as  its  nervous 
system  and  its  glands.  Therefore,  Dr.  Stockard 
declared,  “these  integrating  mechanisms  are  of 
deep  concern  not  only  to  neurologists  and  gen- 
eral physicians  but  also  to  sociologists,  political 
economists  and  all  of  us. 

Chemical  Millennium  Glimpsed 

The  speaker  did  not  go  on  to  tell  u:, 
to  apply  all  this  in  a practical  way  "•  to 
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M.D.  Second  edition.  Duodecimo  of  247 
pages,  illustrated.  St.  Louis,  The  C.  V 
Mosby  Co.,  1937.  Cloth,  $3.00. 

This  is  a pocket  outline  for  students,  not 
a textbook.  The  bare  essentials  of  gynecol- 
ogy are  set  down  in  compact  form  foi 
ready  reference.  The  general  practitioner 
may  find  it  helpful  for  the  quickest  kind 
of  reference,  as  it  has  merit  in  its  simplicity 
and  extraordinary  brevity. 

Charles  A.  Gordon 


civilize  civilization  and  make  humanity  hu- 
mane. He  did  not  go  so  far  as  the  writer 
some  years  ago  who  suggested  that  peace- 
makers should  soar  above  battlefields  in 
airplanes,  drop  bombs  of  laughing-gas,  and 
cause  the  hostilities  to  break  up  in  a burst 
of  merriment.  But  scientists  in  the  audience 
did  not  hesitate  to  add  the  logical  and  in- 
spiring corollary  of  a chemical  millennium. 

“If  a way  could  only  be  found,”  a scien- 
tist was  overheard  to  remark,  “to  persuade 
some  of  the  apostles  of  hate  now  in  high 
positions  to  submit  to  a few  injections  of 


course  oi  lectures  whicn  the  autnor  de- 
livered before  the  Pharmaceutical  Society 
in  London,  and  is  an  excellent  elementary 
textbook  on  biochemistry.  Besides  describ- 
ing various  aspects  of  physical  chemistry, 
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such  as  hydrogen  ion  concentration,  surface 
phenomena,  colloids  and  spectroscopy,  he 
also  deals  with  metabolism,  nutrition,  en- 
zymes, hormones  and  vitamins.  The  book 
stresses  the  chemistry  of  glucocides  and 
alkaloids,  and  deals  with  the  pharmacology 
or  organ  and  plant  derivatives. 

Although  written  for  the  student  of 
pharmacv,  it  contains  material  of  practical 
interest  to  the  physician,  as  there  is  much 
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Forty-Seventh  Series,  1937.  Octavo  of  315 
pages,  illustrated.  Philadelphia,  J.  B.  Lip- 
pincott  Company,  1937.  Cloth,  $3.00. 

As  usual  this  issue  of  International 
Clinics  contains  many  useful  clinical  mono- 
graphs, and  several  of  extraordinary  ex- 
cellence. Outstanding  are  Burwell’s  article 


on  Asymptomatic  Heart  Disease  and  Den- 
man’s paper  on  Subacute  Bacterial  Endo- 
carditis. 

Among  valuable  features  of  these  publica- 
tions are  the  reviews  of  progress  in  various 
fields  of  medicine.  Both  physicians  and 
surgeons  will  find  Gray  and  Mackenzie’s 
review  of  Progress  in  the  Surgery  of  the 
Biliary  Tract  an  intelligent  survey  of  an 
important  field. 

Milton  Plotz 

V dpirth]  Yesterday  and  Today.  The 

of1  Cnildbirth  Through  the  Ages,  to 
By  A.  J.  Rongy,  M.D.  Duo- 

0 of  192  pages,  illustrated.  New  York, 
>on  Books,  Inc.,  1937.  Cloth,  $2.00. 
this  small  book,  the  author,  who  is  a 
list  in  obstetrics  and  gynecology,  has 
id  childbirth  from  the  early  ages  down 

present.  He  has  written  a most  in- 
ng  story  of  the  many  religious  be- 
in  regard  to  the  parturient  woman, 
11s  us  much  of  the  various  techniques 
n different  countries  and  in  different 
3 deliver  the  woman  in  labor, 
chapters  on  the  Midwife,  History  of 
Care,  and  the  Superstitions,  are  fas- 
i g reading. 

onclusion,  the  reader  is  brought  down 
present  time,  and  is  given  chapters 
irth  Control,  Childbirth  Today,  and 
nal  Mortality. 

author’s  theme  is  that  women  them- 
must  exert  their  individual  and  col- 
! strength  in  order  to  relieve  mother- 
of  some  of  the  remaining  fears  and 
rs. 

William  Sidney  Smith 

opsis  of  Digestive  Diseases.  By  John 
mtor,  M.D.  Duodecimo  of  302  pages, 
ated.  St.  Louis,  The  C.  V.  Mosby 
any,  1937.  Cloth,  $3.50. 

: book  adequately  fills  a long-felt  want, 
irawings  used  in  illustration  are  ex- 
: and  clearly  portraying. 

:he  chapter  on  “Organic  Constitutional 
ority,”  one  notes  the  difficulty  of 
iting  the  “normal”  from  the  “average,” 
sthenic,  intermediate  and  asthenic  are 
arily  “normal”  and  the  ptotic  indi- 

1 is  not  made  ill  because  of  his  ptosis, 
le  latter  remains  long  after  the  symp- 

is  have  disappeared. 

The  end  of  the  book,  comprising  only 
eight  pages  designated  Part  IV,  “Digestive 
Symptoms  of  Extra  Digestive  Diseases,”  is 
skimmed  over  all  too  briefly  in  a book 
whose  value  should  be  greatest  to  the  gen- 
eral practitioner. 

In  general,  however,  one  may  say  “Well- 
Done.” 

Benjamin  M.  Bernstein 


New  York  State 

JOURNAL  of  MEDICINE 

OFFICIAL  ORGAN  OF  THE  MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Vol.  38  JANUARY  15,  1938  No.  2 


PELVIORADIOGRAPHY 

A Clinical  Evaluation 


Claude  Edwin  Heaton,  M.D.,  New  York  City 
From  the  Obstetrical  and  Gynecological  Service , Third  Surgical  Division,  Bellevue  Hospital 
and  the  Department  of  Obstetrics  and  Gynecology,  New  York  University  College  of  Medicine 


In  1933  H.  C.  Moloy1  reported  a new 
method  of  roentgen  pelvimetry  based 
upon  the  practical  application  of  stereo- 
scopic technic.  The  pelvic  inlet  may  be 
viewed  in  its  true  size  and  shape  by  the 
use  of  the  precision  stereoscope.  When 
in  addition  a lateral  view  of  the  sacrosci- 
atic  notch  and  sacrum  and  a forty-five 
degree  angle  view  of  the  subpubic  arch 
is  studied,  one  may  obtain  a thorough 
knowledge  of  the  pelvic  architecture. 
Study  of  the  pelvis  in  this  manner  is 
known  as  pelvioradiography. 

On  examination  of  a large  series  of 
the  pelves  of  women  by  the  above 
method,  Caldwell  and  Moloy2  found  that 
they  could  be  divided  into  four  large 
groups  based  on  the  shape  of  the  inlet. 
To  these  the  terms  gynecoid,  anthropoid, 
android,  and  platypelloid  were  applied. 

The  gynecoid  pelvis  is  the  round  nor- 
mal female  pelvis.  The  anthropoid  pelvis 
having  an  inlet  elongated  anteroposteri- 
orly  corresponds  to  the  so-called  trans- 
versely contracted  pelvis.  The  android 
or  male  pelvis  has  a blunt  heart-shaped 
inlet  with  the  widest  transverse  diameter 
situated  near  the  promontory,  the  fore- 
pelvis being  somewhat  narrow.  The  pla- 
typelloid or  flat  pelvis  has  an  oval  inlet 
with  a wide  transverse  diameter  and  a 
shortened  anteroposterior  diameter.  Com- 
binations of  the  four  primary  types  are 


called  intermediate  forms  in  which  the 
diagnosis  of  the  primary  type  is  based 
upon  the  shape  of  the  posterior  seg- 
ment of  the  superior  strait  while  the 
shape  of  the  forepelvis  indicates  the  na- 
ture of  the  combination. 

Three  hundred  cases  delivered  on  the 
obstetrical  service  at  Bellevue  Hospital 
were  studied  by  the  method  of  pelvioradi- 
ography. Cases,  were  selected  for  x-ray 
because  of  a past  history  of  obstetrical 
difficulties  or  because  trouble  was  antici- 
pated upon  clinical  examination. 

The  pelves  were  classified  in  accord- 
ance with  the  terminology  proposed  by 
Caldwell  and  Moloy.  Table  I shows  the 
pelvic  types  divided  into  four  primary 
groups  based  on  the  shape  of  the  inlet : 

The  incidence  of  “intermediate”  or  so- 
called  borderline  forms  is  shown  in  Table 
II,  while  the  percentage  of  large,  aver- 
age, and  small  pelves  in  the  parent  groups 
is  shown  in  Table  III. 

Normal  delivery,  low  forceps  delivery 
or  breech  delivery  occurred  in  sixty-two 
per  cent  of  the  gynecoid  pelves,  seventy- 
three  per  cent  of  the  anthropoid  pelves, 
forty-eight  per  cent  of  the  android  pelves, 
and  33.3  per  cent  of  the  platypelloid 
pelves.  Midforceps  delivery  was  done  in 
25.6  per  cent  of  the  gynecoid  pelves,  twen- 
ty-four per  cent  of  the  anthropoid,  twenty 
per  cent  of  the  android  pelves.,  and  only 
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Table  I — Pelvic  Types  in  Groups 


Type  Number  Per  cent 

Gynecoid  187  62.3 

Anthropoid  41  13.6 

Android  60  20 

Platypelloid 12  4 


Table  II — Intermediate  Forms 


Type  Number  Incidence  (%) 

Gynecoid  118  39.3 

Gynecoid  with  narrow  fore- 
pelvis   36  12.8 

Gynecoid  with  anthropoid 

tendency  . . 18  6 

Gynecoid  with  platypelloid 

tendency  15  5 

Android  23  7.6 

Android  with  round  forepelvis.  17  5.6 

Android  with  anthropoid  tend- 
ency   4 1.3 

Android  with  platypelloid 

tendency  16  5.3 

Anthropoid . . 33  11 

Anthropoid  with  gynecoid 

tendency  8 2.6 

Platypelloid  12  4 


Table  III — Pelves  in 

Parent 

Groups 

(%) 

Large 

Average 

Small 

Gynecoid  

59.5 

22 

Anthropoid  

92.6 

2.4 

Android  

50 

50 

Platypelloid  

33.4 

66.6 

eight  per  cent  of  the  platypelloid  pelves. 
Version  was  performed  in  2.6  per  cent 
of  the  gynecoid  pelves,  2.4  per  cent  of 
the  anthropoid,  1.6  per  cent  of  the  an- 
droid, and  in  16.6  per  cent  of  the  pla- 
typelloid. Cesarean  section  was  done  in 
nine  per  cent  of  the  gynecoid  pelves,  in 
2.4  per  cent  of  the  anthropoid  pelves, 
thirty  per  cent  of  the  android  pelves,  and 
41.6  per  cent  of  the  platypelloid  pelves. 
Small  pelves  were  characteristic  of  the 
android  and  platypelloid  types  leading  to 
a high  incidence  of  operative  interference. 

Gynecoid  pelvis:  The  gynecoid  or  typi- 
cal female  pelvis  was  the  most  frequent 
type  observed.  The  round  inlet  was  often 
large  in  size.  Persistent  occipito  posterior 
positions  and  deep  transverse  arrest  of 
the  head  occurred  infrequently.  The  in- 
cidence of  cesarean  section  was  low. 
Labor  was  prolonged,  however,  as  often 
as  in  the  other  types.  Seven  viable  babies 
were  lost  in  cases  with  pure  gynecoid 
pelves  of  adequate  size  as  shown  by 
x-ray.  We  have  found  that  prolonged 
labor  terminating  in  difficult  delivery  may 
occur  in  a patient  with  a typical  gynecoid 
pelvis  in  which  no  disproportion  can  be 


demonstrated.  Three  of  the  above  still- 
births occurred  in  a type  of  labor  charac- 
terized by  slow  dilatation  of  the  cervix 
and  inertia,  no  disproportion  existing  be- 
tween the  pelvis  and  baby.  We  have 
called  this  type  of  case,  one  of  functional 
dystocia.  Three  other  stillbirths,  occurred 
in  women  with  pelves  of  the  funnel  type 
where  the  inlets  were  of  average  size  and 
of  the  gynecoid  form. 

Anthropoid  pelvis:  The  pure  anthro- 
poid pelvis  was  observed  in  thirty-three 
cases.  We  consider  the  anthropoid  pelvis 
as  a normal  one  occurring  in  the  feminine 
but  muscular  type  of  woman.  To  speak 
of  the  anthropoid  pelvis  as.  transversely 
contracted  seems  incorrect  since  the 
transverse  diameter  although  shorter  than 
the  anteroposterior,  is  adequate. 

Ninety  per  cent  of  our  anthropoid 
pelves  were  of  average  size,  small  forms 
being  apparently  a rarity.  Only  one  ce- 
sarean section  was  required  in  this  group 
in  a case  which  we  felt  could  have  been 
delivered  by  the  vaginal  route  if  she  had 
not  had  a previous  cesarean  section. 
Aside  from  one  macerated  fetus  no  babies 
were  lost  in  the  anthropoid  pelves.  Mid- 
forceps delivery  was  frequently  neces- 
sary, twice  as  often  for  persistent  oc- 
cipitoposterior  as.  for  transverse  arrest. 
We  favor  the  Kielland  forceps  as  the 
instrument  of  choice  in  the  anthropoid 
pelvis. 

Intermediate  forms  combining  gynecoid 
and  anthropoid  characteristics  proved  to 
have  practically  the  same  obstetrical  sig- 
nificance as  the  parent  form.  There  were 
few  small  pelves  and  cesarean  section 
was  seldom  required.  Operative  delivery, 
however,  for  persistent  occipitoposterior 
positions  and  less  often  for  transverse 
arrest  was  frequently  necessary. 

Android  pelvis:  The  majority  of  an- 
droid pelves  were  small  and  only  about 
half  the  number  terminated  in  easy  de- 
livery. There  was  a marked  increase  in 
the  incidence  of  cesarean  section  and  diffi- 
cult forceps  deliveries.  Persistent  oc- 
cipitoposterior positions  and  transverse 
arrest  of  the  head  occurred  with  equal 
frequency  in  contrast  to  the  anthropoid 
pelves  where  persistent  posterior  posi- 
tions were  more  common. 

While  generally  speaking  the  android 
pelvis  appears  to  offer  a poor  prognosis, 
the  importance  of  other  factors  in  labor 
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besides  bony  passage  and  size  of  baby 
should  be  kept  in  mind  for  in  one  case  of 
this  group  with  a true  conjugate  of  9.4 
cm.,  a ten  pound  baby  delivered  spon- 
taneously after  a short  labor. 

The  platypelloid  pelvis  is  found  infre- 
quently and  tends  to  be  small  in  size. 
A high  proportion  requires  cesarean  sec- 
tion. Platypelloid  characteristics  in  an 
android  pelvis  produce  an  inlet  offering 
the  poorest  prognosis  for  engagement  of 
the  head,  fully  half  of  the  cases  requiring 
cesarean  section. 

The  gynecoid  pelvis  with  platypelloid 
tendencies  was  found  to  be  particularly 
liable  to  produce  transverse  arrest  of  the 
head.  We  prefer  the  Barton  forceps  for 
arrest  of  the  head  in  this  type  of  pelvis. 

Cesarean  section  was  performed  in 
forty-one  of  the  three  hundred  cases  but 
in  nine  the  indications  were  bleeding,  tox- 
emia or  heart  disease,  the  pelvis  being 
normal.  In  thirty-two  cases  the  pelvis 
and  size  of  baby  were  factors.  The  in- 
cidence of  cesarean  section  at  Bellevue 
Hospital  is  about  2.5  per  cent.  We  found 
the  incidence  of  cesarean  section  was  very 
low  in  the  gynecoid  and  anthropoid  group 
while  in  the  android  pelves  the  incidence 
was  six  times  greater  and  in  the  small 
platypelloid  pelves  eight  times,  greater. 

In  eleven  only  of  the  thirty-two  cases 
was  cesarean  section  an  elective  proced- 
ure based  on  x-ray  and  clinical  pelvime- 
try. In  the  remaining  twenty-one,  decision 
was  influenced  in  thirteen  instances  by 
the  fact  that  the  patient  had  had  previous 
cesarean  section.  Six  cases  were  given 
a trial  labor  while  in  two,  labor  was  pro- 
longed. In  relatively  few  cases  was  it 
found  possible  to  decide  upon  elective 
cesarean  section  from  x-ray  study  alone. 

Conjugate  vera:  Study  of  the  conju- 
gate vera  is  usually  considered  of  the 
utmost  importance  clinically.  Cases  fall 
into  three  groups:  those  with  a conjugate 
vera  below  7.5  cm.  where  decision  is  easy 
because  absolute  contraction  is  generally 
present.  The  borderline  pelves  with  a 
conjugate  vera  of  7.5  to  9 cm.  present  a 
difficult  problem  while  in  the  third  group 
where  the  diameter  reaches  nine  to  ten 
cm.,  delivery  from  below  is  the  rule. 

Forty-nine  of  our  cases  were  found 
by  x-ray  to  have  a conjugate  vera  under 
ten  cm.  Comparing  the  figures  obtained 
by  estimating  the  true  conjugate  from 


the  diagonal  conjugate  as  measured  by 
vaginal  examination  with  the  x-ray  find- 
ings, we  found  the  results  by  the  two 
methods  differed  only  0.2  or  0.3  cm.  In 
the  pelves  with  a diagonal  conjugate  of 
nine  cm.  or  more,  delivery  from  below 
was  the  rule  in  the  gynecoid  group  of 
the  pure  type.  In  the  android  and  pla- 
typelloid pelves,  there  was.  a high  inci- 
dence of  cesarean  section.  In  the  cases 
with  a diagonal  conjugate  below  nine 
cm.,  the  percentage  of  cesarean  sections 
was  high  in  all  types  of  pelves,  the  great- 
est incidence  being  in  the  android  group 
especially  android  pelves  with  platypel- 
loid tendencies. 

Stillbirths:  Nineteen  babies  were  lost 
in  three  hundred  cases,  but  four  of  these 
may  be  deducted  because  of  nonviability, 
maceration  or  congenital  defect.  In  the 
remaining  fifteen,  the  pelves  of  eight  of 
the  mothers  were  proven  to  be  adequate 
on  x-ray.  In  one  case  terminating  in  ver- 
sion and  craniotomy  the  diagnosis  of 
adequate  pelvis  was  proven  correct  by 
the  subsequent  delivery  by  Barton  for- 
ceps of  a living  large  baby,  face  presen- 
tation. Too  often  the  pelvis  is  considered 
the  chief  factor  in  an  obstetric  mishap, 
cesarean  section  being  decided  upon  in 
future  deliveries.  In  this  instance  x-ray 
study  proved  to  our  satisfaction  that  the 
pelvis  was  not  the  main  factor  causing 
the  stillbirth. 

There  were  five  pelves  of  the  funnel 
type  in  which  stillbirth  occurred ; only 
two  of  these  had  normal  delivery.  Labor 
was  prolonged  in  six  of  the  stillbirth 
cases  in  four  instances,  of  which  the  pelvis 
showed  funnel  characteristics. 

Prolonged  labor:  Labor  was  prolonged 
twenty-four  hours  or  more  in  fifty-five 
cases.  The  incidence  was  practically  the 
same  for  the  four  primary  types  of  pelves. 
Twenty-eight  per  cent  delivered  spon- 
taneously; eighty-six  per  cent  delivered 
from  below  without  special  difficulty. 
This  bears  out  the  findings  of  Studdi- 
ford3  who  recently  in  a study  of  one  hun- 
dred consecutive  cases  of  prolonged  labor 
concluded  that  the  pelvis  played  a less 
important  role  than  is  commonly  thought. 
While  this  seems  to  be  generally  true  we 
attach  some  significance  to  the  fact  that 
the  group  with  poor  architecture  in  the 
midpelvis  had  labor  prolonged  in  thirty- 
five  per  cent  of  the  cases.  Stillbirths  were 
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also  more  frequent  where  labor  was  pro- 
longed there  being  seven  stillbirths  or 
thirteen  per  cent  in  this  group  in  contrast 
to  five  per  cent  for  the  series.  Neverthe- 
less protracted  labor  per  se  is  not  indica- 
tive of  an  abnormal  pelvis  since  in  fifty 
per  cent  of  these  cases  the  pelvis  was 
proven  adequate  by  x-ray  and  eighty- 
three  per  cent  delivered  without  difficulty. 

Funnel  pelvis : As  Thoms4  points  out 
abnormal  pelves,  may  be  divided  into  two 
general  groups.  In  one  group  contraction 
occurred  chiefly  at  the  inlet.  In  the  sec- 
ond group  difficulty  is  encountered  in  the 
lower  pelvis.  Funnel  pelvis  so-called  is 
commonly  thought  of  in  terms  of  the 
classic  outlet  of  the  textbooks.  Moloy 
states  that  to  date  he  has  not  encountered 
an  example  of  absolute  outlet  contraction 
wherein  the  upper  pelvis  was  ample 
enough  to  allow  the  head  to  descend  to 
this  low  level.  He  finds  that  absolute 
outlet  contraction  occurs  chiefly  in  small 
typical  android  forms  but  rarely  presents 
obstetrical  difficulty  because  the  inlet  is 
also  abnormal  and  the  head  fails  to 
engage.  In  our  series  we  found  no  diffi- 
culty where  the  head  reached  the  classic 
outlet.  This  is  borne  out  by  the  fact  that 
no  babies  were  lost  in  the  normal  delivery 
or  low  forceps  group.  Our  study  would 
seem  to  show  that  considerable  obstetrical 
difficulty  is  not  infrequently  encountered 
in  pelves  with  abnormal  architecture  at 
the  level  of  the  spines  and  it  is.  to  this 
type  of  pelvis  we  believe  the  term  “fun- 
nel” should  be  applied.  The  sidewalls  of 
the  funnel  pelvis  slope  in  or  converge. 
The  enterspinous  diameter  is  shortened. 
The  sacrum  in  the  worst  forms  of  funnel 
pelvis  comes  forward  giving  a so-called 
convergent  lateral  bore.  There  were  sev- 
enteen cases  of  this  type  and  it  is  note- 
worthy that  an  unqualified  favorable 
prognosis  based  on  x-ray  study  or  clinical 
examination  was  not  given  in  any  in- 
stance. Only  one  case  terminated  in  nor- 
mal delivery  and  only  four  in  low  forceps 
delivery.  In  one  breech  extraction  the 
baby  was  lost.  There  were  four  difficult 
midforceps  deliveries  all  ending  in  still- 
births; thus,  there  were  five  stillbirths 
in  seventeen  cases  of  funnel  pelves.  Four 
cases  cesarean  section  and  labor  was  pro- 
longed in  six. 

In  these  seventeen  funnel  pelves  the 
inlet  was  of  the  pure  gynecoid  type  in 


seven.  In  the  remaining  cases  there  were 
two  typical  android  pelves.,  two  android 
pelves  with  flat  tendency,  three  gynecoid 
pelves  with  a narrow  forepelvis,  two 
gynecoid  pelves  with  anthropoid  tend- 
ency, and  one  android  pelvis  with  anthro- 
poid tendency.  In  fourteen  of  these  cases 
the  inlet  was  considered  to  be  of  ample 
size.  We  believe  that  the  role  of  the 
funnel  pelvis  is  most  important  in  causing 
difficult  labor.  A lateral  view  of  the  pel- 
vis and  a view  of  the  outlet  are  especially 
valuable  in  determining  the  degree  of 
funnel  pelvis.  No  x-ray  study  should  be 
considered  complete  with  views  of  the 
inlet  alone. 

Summary 

Three  hundred  pelves  have  been 
studied  by  the  pelvioradiographic  method 
of  Caldwell  and  Moloy.  Both  the  qualita- 
tive and  quantitative  information  ob- 
tained by  this  method  have  proven  ex- 
tremely valuable  in  the  management  of 
labor.  We  have  not  mentioned  cepha- 
lometry because  in  our  opinion  exact 
measurement  of  the  fetal  head  is  seldom 
required.  In  only  four  of  our  three  hun- 
dred cases  was  true  cephalopelvic  dispro- 
portion found  to  exist.  In  those  cases 
x-rayed  at  term  or  in  early  labor  we  have 
been  helped  by  using  the  fetus  as  a “yard- 
stick” of  measurement. 

A study  of  the  architecture  of  the 
pelvis  has  aided  us  in  the  choice  of 
method  of  delivery  by  the  vaginal  route. 
We  have  found  the  method  very  useful 
in  teaching  and  in  checking  clinical  find- 
ings. We  have  discovered  no  great 
discrepancy  between  internal  pelvimetry 
in  experienced  hands  and  the  findings  on 
x-ray  so  far  as  prognosis  for  delivery  is 
concerned.  While  in  only  a small  num- 
ber of  cases,  have  we  been  able  to  decide 
upon  elective  cesarean  section  from  our 
x-ray  studies,  this  is  to  be  expected.  In 
many  cases  we  have  felt  more  secure  in 
allowing  the  patient  to  deliver  from  below 
when  armed  with  the  knowledge  x-ray 
has  given  us. 

Conclusions 

Pelvioradiography  is  a valuable  diag- 
nostic aid  in  obstetrics,  when  combined 
with  clinical  acumen. 
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Pelves  of  the  android  type,  especially 
those  with  platypelloid  tendencies,  offer 
the  poorest  prognosis  for  vaginal  delivery. 

Anthropoid  pelves  offer  a good  prog- 
nosis although  persistent  occipitoposterior 
positions  frequently  require  midforceps 
intervention. 

Prolonged  labor,  dystocia,  and  difficult 
delivery  often  occur  in  an  adequate  pelvis.. 

The  funnel  pelvis  is  a frequent  cause 
of  obstetrical  difficulties  and  may  be  pres- 
ent with  an  adequate  inlet.  A lateral  and 


outlet  view  of  the  pelvis  is  always  neces- 
sary for  complete  x-ray  study. 

In  relatively  few  cases  is  it  possible  to 
decide  from  x-ray  study  on  elective 
cesarean  section. 

136  E.  64  St. 
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DISAPPOINTMENTS  IN  DIPHTHERIA  PREVENTION 


“Drives”  'for  the  prevention  of  diphtheria 
do  not  always  produce  the  happy  result  that 
was  expected,  said  Dr.  H.  N.  Bundesen, 
president  of  Chicago’s  Board  of  Health, 
addressing  a conference  of  Ohio’s  health 
commissioners  at  Columbus  a few  weeks 
ago. 

“Inoculation  does  not  necessarily  mean 
immunization,”  he  declared. 

When  a child  is  given  preventive  inocu- 
lations against  diphtheria,  one  of  three 
things  may  happen  within  a varying  period 
of  time,  Dr.  Bundesen  said.  First,  within 
two  to  six  months  he  may  be  protected 
against  the  disease;  second,  protection  may 
appear  and  then,  within  a short  time,  dis- 
appear; third,  the  injections  may  not  pro- 
duce immunity  at  all. 

He  said  it  has  been  stated  by  many 
authorities  that,  before  a child  is  immune 
to  diphtheria,  he  must  have  1/25  of  a unit 
of  diphtheria  antitoxin  per  c.c.  of  blood 
and  that  studies  in  Chicago . reveal  that 
many  children  who  are  Schick  negative 
have  far  less  than  this  amount  of  anti- 
toxin, many  having  as  little  as  1/500  of  a 
unit. 

“Chicago’s  childhood  population  has 
about  800,000  children  below  fifteen  years 
of  age,”  he  said.  “It  is  estimated  that 
about  eighty-five  per  cent,  or  680,000  have 
received  some  sort  of  inoculation  to  pre- 
vent diphtheria.  This  leaves  an  estimated, 
uninoculated  child  population  of  about 
120,000  under  15  years  of  age.  Our 
Schick  testing  indicated  that,  roughly,  of 


about  twenty-five  per  cent  of  the  children 
inoculated,  approximately  170,000  are  still 
susceptible.  To  this  must  be  added  those 
who,  even  Schick  negative,  still  do  not 
have  sufficient  antitoxin  content  in  the  blood 
to  protect  them.  If  we  assume  that  fifty 
per  cent  of  the  120,000  uninoculated  chil- 
dren are  susceptible  to  diphtheria,  plus  the 
170,000  inoculated  but  Schick  positive  chil- 
dren, plus  an  undetermined  number  of 
Schick  negative  but  still  susceptible  childen, 
we  have  more  than  230,000  of  the  child- 
hood population  unprotected,  practically  one 
out  of  three.  The  figures  dramatically  show 
health  officers  that  they  must  beware  of 
making  the  error  of  believing  that  because 
large  groups  of  children  have  been  inocu- 
lated with  various  types  of  antigenic  mate- 
rial, diphtheria  will  be  completely  eradi- 
cated.” 

Dr.  Bundesen  stated  that  recent  evidence 
indicates  that  more  prolonged  and  lasting 
immunity  is  produced  when  the  antigenic 
material  is  injected  in  more  doses,  and  with 
larger  intervals  between  doses. 

“We  have  therefore  adopted  the  proce- 
dure of  giving  three  injections  of  plain 
toxoid:  the  first,  one-half  c.c.  and  the  second 
and  third,  one  c.c.  each,  making  the  inocu- 
lations a month  apart  and  starting  as  soon 
as  possible  after  the  infant  is  about  one 
year  old.  We  feel  that  by  using  this  type 
of  inoculation,  more  lasting  protection 
against  diphtheria  may  be  produced.  Plans 
have  been  made  for  additional  blood  tests 
after  a suitable  time  to  settle  this  point,” 
he  said. 


Medicine  is  not  a trade — it  is  a profession 
close  to  the  people,  perhaps  closer  than  any 
other — and  the  public  will  do  well  to  keep 
their  medical  problems  away  from  the  politi- 
cally-minded reformers. — Journal  of  the 
Medical  Association  of  Georgia. 


A proud  father  called  up  the  newspaper 
office  to  report  the  birth  of  twins.  The 
young  lady  at  the  telephone  did  not  get  the 
item  clearly,  so  she  said,  “Will  you  repeat 
that?”  Said  he,  “Not  if  I can  help  it!” 
— Ex. 


SUPERVISION  IN  COMPENSATION  CASES 

John  J.  Moorhead,  M.D.,  New  York  City 


The  relationship  of  Compensation  Laws 
to  the  management  of  the  injured  has 
always  been  a subject  of  controversy. 
The  original  essential  purposes  of  such 
laws  was  (1)  to  provide  the  employee 
with  funds  during  enforced  idleness ; 
(2)  to  provide  adequate  surgical  and 
medical  care;  (3)  to  provide  a pension 
for  dependents ; (4)  to  prevent  litigation. 

As  time  went  on  these  essential  pur- 
poses were  increased  or  modified,  so  that 
eventually  certain  occupational  diseases 
were  made  compensable,  and  illness  in 
general  was  more  or  less  directly  linked 
to  injury.  The  New  York  State  Com- 
pensation Law  became  effective  in  1914, 
and  from  time  to  time  it  has  been  modi- 
fied. Last  year  the  trend  of  the  law 
was  greatly  changed  by  providing  that 
the  injured  employee  could  choose  his 
own  medical  attendant,  or  change  his  med- 
ical attendant  for  certain  reasons.  The 
avowed  purpose  of  this  amendment  was  to 
provide  better  care  and  attention  for  the 
injured,  and  incidentally  to  enable  the  em- 
ployee to  retain  his  own  doctor,  and  in  that 
way  cease  to  be  exploited  by  groups  who 
formed  so-called  Compensation  Clinics 
wherein  the  treatment  was,  justly  sub- 
jected to  harsh  criticism.  The  question 
of  insurance  companies  maintaining  clin- 
ics also  entered  into  the  situation.  The 
fee  schedule  was  involved  also,  and  in- 
deed the  whole  process  became  one  in 
which  there  was  a mixture  of  professional 
treatment  and  medical  economics.  It  is 
yet  too  early  to  properly  appraise  the 
merits  or  demerits  of  the  new  order  of 
things,  but  nevertheless  there  are  certain 
features  clearly  enough  delineated  for 
comment. 

If  you  were  asked  to  design  a Compen- 
sation Law  that  would  fulfill  the  chief 
requirements,  what  provisions  would  you 
seek  to  include?  Without  much  disagree- 
ment, I venture  to  say  that  the  following 
essentials  would  be  recognized: 

1.  Every  occupational  injury  should  be 
made  compensable. 

2.  Every  injured  employee  should  be  pro- 


. 

vided  with  adequate  care  and  treatment 
during  the  disability  period. 

3.  Death  benefits  should  be  provided  for 
dependents. 

4.  Doctors  and  hospitals  and  laboratories 
should  be  paid. 

5.  The  medical  and  surgical  phases  of 
the  Law  should  be  managed  by  doctors. 

6.  Compensation  Boards  should  be  aided 
by  doctors  of  experience,  and  the  salary  of 
certain  compensation  doctors  made  attractive 
enough  to  recruit  from  our  profession  the 
same  type  of  doctor  we  would,  choose  for 
consultants  in  noncompensation  cases. 

7.  There  should  be  a Supreme  Court  of 
Doctors  who  would  act  in  disputed  cases; 
these  appointees  would  be  nominated  or 
chosen  by  the  local  or  State  Medical  Socie- 
ties, the  Medical  Colleges,  or  by  the  local 
hospitals.  This  Court  of  Doctors  would 
be  the  final  source  of  appeal  and  their 
decision  would  be  binding  on  all  concerned. 

8.  You  would  concede  that  in  certain 
cases  a lump  sum  adjustment  would  aid  in 
recovery,  and  to  that  end  the  Court  of 
Doctors  would  make  a decision  that  would 
be  satisfactory  to  all  concerned. 

9.  You  likewise  would  concede  that  cer- 
tain doctors  had  special  skill  and  experience 
in  the  management  of  certain  injuries  and 
you  would  like  the  privilege  of  having 
their  opinion  in  compensation  cases  just  as 
you  already  had  their  opinion  in  noncom- 
pensation cases. 

10.  In  short,  you  would  like  to  carry  out 
the  treatment  of  your  compensation  case  in 
the  same  manner  as  you  carry  out  the 
treatment  of  your  noncompensation  case. 

11.  You  would  reduce  the  paper  work  to 
a minimum. 

12.  You  would  seek  a remedy  to  relieve 
3>ou  from  the  tiresome  cross-examination 
of  that  branch  of  the  legal  profession  which 
has  succeeded  to  the  pursuit  of  ambulance 
chasing. 

13.  You  would  ask  your  local  Medical 
Society  to  record  the  members  of  your  own 
profession  who  had  become  professional 
witnesses  and  who  had  little  if  any  practice 
outside  of  the  Compensation  Board  hearing 
rooms. 

14.  You  would  give  some  designated  med- 
ical group  access  to  the  records  of  the 
Compensation  Board  so  that  the  end  results 
and  costs  of  injury  might  be  compiled. 

15.  You  would  agree  upon  some  definite 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 

Rochester , May  26, 1927 
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method  by  which  end  results  could  be 
mathematically  appraised,  and  you  would 
seek  some  means  by  which  these  ratings 
were  subjected  to  frequent  review. 

16.  You  would  ask  the  American  Medical 
Association  or  the  American  College  of 
Surgeons  to  appoint  a committee  to  de- 
termine the  relationship,  if  any,  of  certain 
injuries  to  disease.  Is  there  any  such  thing, 
for  example,  as  traumatic  appendicitis,  trau- 
matic pyloric  ulcer,  traumatic  cancer,  trau- 
matic pulmonary  tuberculosis,  traumatic 
diabetes,  traumatic  arteriosclerosis,  trau- 
matic arthritis  deformans,  or  traumatic 
brain  tumor?  You  are  clinically  very  doubt- 
ful as  to  this  relationship  and  rarely  ever 
hear  of  it  except  in  medicolegal  exigencies. 

17.  You  would  like  to  have  the  question 
settled  not  only  as  to  causation  but  also  as 
to  the  aggravation  or  acceleration  of  disease 
by  trauma.  Likewise  you  want  to  know 
if  there  is  any  such  thing  as  a casual  injury 
“lowering  the  resistance”  to  such  an  extent 
that  a week  after  this  trivial  injury,  or  a 
year  after  it,  the  patient  had  a stroke  of 
apoplexy,  or  an  attack  of  coronary  throm- 
bosis, or  developed  a cardionephritis. 

In  this  law  you  would  set  aside  a fund 
for  investigation  of  some  of  these  problems 
by  a representative  group  of  our  own,  so 
that  the  answer  would  have  some  scientific 
background  and  thus  be  taken  out  of  the 
pseudo  medicolegal  category  that  is  now 
so  besetting  and  so  at  variance  with  our 
ordinary  clinical  interpretations. 

As  to  most  of  these  foregoing,  the 
majority  of  practitioners  would  agree, 
for  in  reality  these  things  are  already 
written  large  in  the  book  of  our  own 
experience  or  in  the  experience  of  our 
forebears.  Their  attainment  is  not  out 
of  reach  by  any  means,  and  the  united 
opinion  of  the  profession  on  the  essentials 
would  lead  to  agreement  on  the  details. 

The  existing  law  has  in  one  particular 
sought  to  safeguard  more  adequately  the 
physical  welfare  of  the  injured,  and  that 
is  by  the  provision  that  a consultant  may 
be  procured  if  desired.  Here  an  attempt 
is  advisedly  made  to  apply  to  the  com- 
pensation case  the  same  safeguards  you 
and  I apply  to  a noncompensation  case. 
The  practitioner  afraid  of  a consultation 
is  usually  a practitioner  afraid  of  himself. 
In  this  day  of  hospital  staff  conferences 
and  clinical  meetings,  self-sufficiency  is 
not  rated  any  too  high,  because  group 
meetings  of  that  sort  are  virtually  man- 
agement biopsies  that  show  up  the  defects 
inherent  to  us.  all. 


You  have  implicit  reliance  on  certain 
consultants  because  you  have  hitherto 
sought  and  profited  by  their  advice  in 
noncompensation  cases.  Now  is  afforded 
the  same  opportunity  in  compensation 
cases,  and  this  provision  is  welcomed  by 
every  forthright  practitioner.  An  attempt 
has  been  made  in  the  new  law  to  appraise 
doctors  as  to  their  ability  to  manage 
certain  types  of  injury.  Virtually  this 
seeks  to  legally  bestow  the  title  of  spe- 
cialist on  certain  groups,  and  naturally 
enough  there  is  complaint  as  to  this  fea- 
ture. Compensation  practice  is  the  most 
competitive  type  of  practice,  and  perhaps 
the  survivors  in  it  will  not  be  those  who 
merit  it,  so  much  as  those  who  obtain  it 
by  business,  methods.  Already  there  are 
groups  who  are  well-organized  in  having 
cases  referred  to  them  by  various  agen- 
cies rather  than  by  the  proven  merit  of 
professional  experience  and  skill.  In  this 
day  of  organized  labor,  it  is  not  difficult 
to  foresee  that  certain  doctors  will 
become  medical  attaches  of  labor  or- 
ganizations and  that  this  group  of  the 
profession  will  become  a very  definite 
part  of  the  new  order  of  things.  How- 
ever, the  time  is  not  far  distant  when 
Medical  Licensing  Boards  of  the  Ameri- 
can Medical  Association  and  others  in 
organized  medicine  will  set  up  standards 
that  will  adequately  safeguard  the  injured 
and  thus  prevent  wholesale  exploitation. 
Here  it  is  pertinent  to  say  that  graduate 
medical  education  is  beginning  to  be 
valued  by  practitioners  who  are  actually 
seeking  to  increase  their  knowledge  by 
additional  study.  Many  institutions  are 
giving  intensive  courses  in  traumatic  sur- 
gery, and  I recommend  this  type  of 
self -betterment  to  you.  The  time  is 
coming  when  every  enlightened  commu- 
nity will  insist  on  the  local  doctor  taking 
off  time  enough  to  attend  some  refresher 
course  so  that  he  may  return  to  his  own 
clientele  better  prepared  to  manage  the 
medical  and  surgical  needs  of  his  own 
people. 

Indeed,  in  some  communities  a fund 
has  been  set  aside  for  this  commend- 
able purpose  so  that  the  doctor  may 
not  have  to  bear  the  entire  financial  bur- 
den while  absent  from  his  practice.  That 
is  as  wise  an  investment  for  the  com- 
munity as  it  is  for  the  doctor,  and  the 
idea  now  incipient  is  bound  to  grow 
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because  of  inherent  wisdom  and  self- 
interest. 

There  are  certain  clinical  phases  of 
compensation  practice  in  dire  need  of 
reappraisal  to  the  end  that  the  responsi- 
bility of  trauma  may  be  scientifically  al- 
lotted. The  situation  is  now  not  unlike  that 
in  insanity  cases,  where  expert  is  battling 
expert,  all  of  which  leads,  to  confusion 
and  distrust.  The  hernia  situation,  for 
example,  is  beclouded  because  one  group 
asserts  that  this  lesion  is  always,  trau- 
matogenic, and  another  group  completely 
dissents.  There  is  no  responsible  au- 
thority maintaining  that  a complete  hernia 
can  be  caused  by  any  single  act  of  trauma, 
unless  muscular  disruption  occurs,.  Hence 
the  problem  should  narrow  down  to  the 
aggravation  of  hernia  by  the  injury  in 
question.  This  can  and  does  occur,  but  in 
the  process  certain  very  definite  signs 
and  symptoms  appear.  Personally  I be- 
lieve hernia  to  be  a progressive  disease, 
and  on  several  occasions  have  spoken  and 
written  in  support  of  that  conception. 
Many  years  ago  I compared  the  inguinal 
canal  to  the  cervical  canal,  stating  that 
the  internal  os  might  be  said  to  resemble 
the  internal  ring,  and  the  external  os  the 
external  ring.  Given,  then,  impregnation 
or  a preformed  sac,  the  inevitable  pro- 
gression of  time,  plus,  intra-abdominal 
pressure  will  give  birth  to  a fetus  in 
the  one  case,  and  to  a hernia  in  the  other 
case. 

Another  clinical  fog  surrounds  the 
relationship  of  trauma  to  disease.  No  one 
has  yet  claimed  that  a bump  on  the  chin 
causes  pyorrhea,  or  that  a blow  on  the 
abdomen  causes  typhoid,  or  a fall  on  the 
buttocks  causes  prostatic  hypertrophy. 
But  there  are  claims  just  as  remote  as 
these,  and  strangely  enough  they  are 
never  heard  of  outside  of  the  realms  of 
that  peculiar  hybrid  that  we  can  call 
medicolegal  pathology. 

One  of  the  great  problems  in  compen- 
sation practice  relates  to  the  effects  of 
injury  upon  the  aged  employee.  Virtu- 
ally the  Compensation  Law  has  become  a 
Pension  Law  in  some  instances,  and  I 
know  of  nothing  more  difficult  to  appraise 
than  the  responsibility  of  a simple  trauma 
said  to  have  activated  or  aggravated  a 
process  that  clinically  must  have  been 
developing  ten  years  or  more.  Osteoar- 
thritis. is  in  that  class,  and  just  now  I have 


a patient  who  has  been  sent  to  me  because 
he  has  a classical  so-called  poker-back 
spine  with  real  disability.  His  vertebral 
column  and  his  inters, pinal  attachments 
are  definitely  calcified  and  his  mobility  is 
greatly  restricted.  All  of  this  is  said  to 
be  the  outgrowth  of  a relatively  trivial 
injury,  and  my  task  is  to  make  an  ap- 
praisal as  to  where  and  when  the  trau- 
matic effect  ceased  and  the  old  patho- 
logical process  was  re-established. 

Then  there  is  the  vascular  group,  the 
varicose  veins,  the  endarteritis  and  their 
complications  said  to  be  associated  with 
minor  injuries.  Likewise  cardiac  crises 
are  often  asserted  to  be  linked  to  a 
trauma,  perhaps  in  and  of  itself  quite 
inconsequential. 

These  are  phases  that  are  fogged  by 
too  much  individual  opinion,  and  what  we 
need  is  a survey  by  some  accredited 
agency  so  that  the  exact  relationship  can 
be  established.  Then  your  opinion  and  my 
opinion  can  heed  the  voice  of  experience 
and  be  guided  by  the  wisdom  of  the  peers 
of  our  profession. 

Hysteria  was  once  called  “the  great 
mimic”  because  it  wove  itself  sympto- 
matically into  so  much  of  the  fabric  of 
other  diseases.  Today,  trauma  has  be- 
come the  successor  to  hysteria  from  an 
etiologic  standpoint,  and  injury  is  as-  j 
serted  to  be  the  factor  in  a host  of  diverse  |l 
lesions  that  have  hitherto  been  wholly 
unrelated.  This  association  has  been  fos-  > 
tered  by  medicolegal  more  than  clinical  j 
experience,  and  the  tendency  is  to  forget 
that  trauma  has  responsibilities  enough 
without  being  burdened  by  specious  rea- 
soning that  seeks  to  fasten  upon  it  a j 
causal  relationship  that  belongs  elsewhere. 

In  the  days  of  the  “ambulance  chaser”  I 
this  procedure  was  quite  in  fashion,  and 
it  now  seems  evident  that  this  same  devel- 
opment  is  becoming  quite  prevalent  in 
the  compensation  field. 

The  responsibility  of  the  profession 
in  relation  to  the  Compensation  Law  is 
more  binding  than  ever  before,  and  it 
rests  with  us  to  codify  and  clarify  so  that 
much  of  the  existing  confusion  will  dis- 
appear. After  all  traumatic  surgery  is 
the  most  ancient  form  of  surgery,  and  a 
broken  leg  is  still  a broken  leg  with 
known  hazards  irrespective  of  the  legal- 
istic meshwork  that  sometimes  enshrouds 
and  bedevils. 
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In  the  dilemma  presented  by  a medico- 
legal problem,  we  can  often  arrive  at  a 
saner  conclusion  ;f  we  propound  to  our- 
selves the  question  “What  usually  and 
ordinarily  happens  under  the  same  cir- 


cumstances ?”  In  other  words,  the  lessons 
of  experience  should  be  our  guide  just 
as  they  are  when  confronted  by  any  other 
problem. 

115  E.  64  St. 


Discussion 


Dr.  R.  J.  McMahon,  Endicott — Dr. 
Moorhead  has  brought  to  us  the  homely 
truth  “that  there  is  nothing  new  under 
the  sun”  and  that  the  practice  of  medi- 
cine is  or  at  least  should  be  the  same 
in  compensation  cases  as  in  noncompensa- 
tion cases.  In  other  words  the  same  princi- 
ples of  ethics  hold  good  no  matter  who  is 
paying  the  bill. 

As  has  been  pointed  out  by  Dr.  Moor- 
head, one  frequently  feels  that  perhaps 
there  is  a new  system  of  medical  practice 
in  vogue  today  when  listening  to  the  exag- 
gerated claims  of  causal  relationship  between 
certain  trivial  injuries  and  definite  patho- 
logical entities  that  have  a well-known  and 
natural  sequence.  This  is  unfortunate  both 
to  the  employee  and  the  profession.  In 
the  former  it  has  led  to  the  discrimina- 
tion of  employers  against  any  man  beyond 
forty  getting  a new  job  and  this,  I believe, 
is  a serious  matter.  To  the  profession  it 
brings  discredit  and  distrust,  because  for 
centuries  the  physician  has  been  held  in  the 
public  mind  as  honorable  and  above  re- 
proach and  we  should  all  strive  to  keep 
that  deserved  prestige. 

Dr.  Moorhead  praises  the  present  law 
because  it  permits,  at  least  theoretically,  the 
protection  of  competent  consultants  the  same 
as  is  employed  for  noncompensation  dis- 
abilities. 

I agree  with  this  but  wonder  how 
many  of  the  great  industries  let  it  be  known 
that  it  does  not  help  their  employees’  stand- 
ing with  them  when  they  make  use  of  this 
legal  right. 


Dr.  Moorhead  has  stressed  the  necessity 
of  establishing  competent  committees  to 
study  and  determine  the  relationship,  if  any, 
of  certain  injuries  to  disease,  such  as  trau- 
matic appendicitis,  traumatic  peptic  ulcer, 
traumatic  cancer,  traumatic  tuberculosis, 
traumatic  diabetes,  etc.  I believe  such  au- 
thoritative information  would  be  very  val- 
uable to  the  physicians  and  the  courts  in 
handling  these  difficult  problems. 

The  care  and  management  of  compensa- 
tion cases  requires  as  much  ability  and  skill 
as  any  other  type  of  cases  and  Dr.  Moor- 
head has  correctly  stressed  the  importance 
of  frequent  courses  in  graduate  study  for 
physicians  caring  for  these  cases.  I doubt 
if  this  is  very  commonly  done.  The  present 
law  permits  the  classification  of  physicians 
as  competent  in  certain  fields.  There  is 
naturally  enough  reason  for  complaint  in 
this  feature.  However,  I believe  it  is  a 
step  in  the  right  direction  and  with  the 
cooperation  with  such  bodies  as  American 
Medical  Association,  American  College  of 
Surgeons  and  Physicians,  and  other  special 
societies,  it  won’t  be  long  before  everyone 
who  claims  to  be  a specialist  will  have  to 
prove  it  to  one  of  these  organizations. 

In  conclusion,  Dr.  Moorhead  summarizes 
his  message  to  us  in  the  plea  for  each  of 
us  to  assume  our  share  of  responsibility  in 
the  just  and  adequate  administration  of  the 
compensation  law  and  that  when  confronted 
by  these  perplexing  problems  mentioned,  to 
simply  stop  and  ask  ourselves  the  question 
“what  usually  and  ordinarily  happens  under 
the  same  circumstances?” 


ALL  NEW  ZEALAND  SICK  TO  HAVE  THE  BEST  OF  EVERYTHING  FREE 


Medical  practice  in  New  Zealand  is  “at 
the  crossroads,”  according  to  a report  in 
the  AM  A Journal.  It  seems  that  the  gov- 
ernment has  the  ambition  of  providing  a 
complete  health  and  medical  service  for  the 
people  of  New  Zealand,  whereby  the  best 
possible  service  is  available,  free  of  charge, 
to  all  members  of  the  community  irrespec- 
tive of  their  financial  situation.  The  gov- 
ernment desires  to  give  every  citizen  sound 
physical  health  and  a longer  expectation  of 
life  through  free  advice  and  treatment 
from  the  best  doctors  available.  As  one 
member  of  the  government,  Dr.  T.  G.  Mc- 


Millan, the  member  for  Dunedin  West,  ex- 
pressed the  government’s  ambition:  “We 
do  not  want  a medical  service  geared  by 
the  poor  man’s  pocket,  but  we  want  the 
best  available  to  every  one.” 

It  is  considered  that  the  complete  na- 
tionalization of  public  hospitals  will  be  the 
inevitable  outcome  of  the  government  in 
its  attitude  toward  medical  services.  At 
present  in  New  Zealand  the  state  pays  the 
whole  cost  of  schools,  and  the  education 
system  generally,  from  taxation  funds. 
And  the  same  principle  is  intended  to  apply 
to  medical  service. 


BENIGN  AND  MALIGNANT  LESIONS  OF  THE  BREAST 

Diagnosis  and  Treatment 

Louis  C.  Kress,  M.D.,  F.A.C.S.,  Buffalo 

Assistant  Director,  Division  of  Cancer  Control 


The  lump  in  the  breast  presents  a diffi- 
cult problem  as  to  proper  diagnosis.  It 
is  the  purpose  of  this  paper  to  chart  a 
direct  course  of  procedure  for  the  ex- 
amination and  treatment  of  patients  suf- 
fering from  tumors  of  the  breast  and 
to  discuss  various  types  of  benign  and 
malignant  lesions  of  the  breast. 

The  first  step,  of  course,  is  the  his- 
tory. It  should  be  comprehensive  and 
detailed  with  the  idea  of  bringing  out 
points  which  may  aid  in  the  ultimate 
diagnosis.  Age  is  of  some  significance. 
The  small  lumps  found  in  the  breasts 
of  young  girls  before  puberty  are  usually 
not  malignant.  In  the  middle-age  groups, 
the  lumps  may  or  may  not  be  cancerous 
while  those  in  the  older  group  usually 
are  malignant.  The  approximate  dura- 
tion of  the  lump  is  important.  If  the 
lump  has  been  present  for  a period  of 
years  without  apparent  change  and 
causes  no  discomfort,  it  is  in  all  proba- 
bility a benign  lesion.  If  the  lump  re- 
mains quiescent  for  awhile  and  then 
starts  to  change  in  respect  to  size,  shape, 
appearance  or  feeling,  there  is  undoubt- 
edly a beginning  malignancy. 

In  the  presence  of  one  lump  it  must 
be  remembered  that  cancer  is  usually  a 
single  lesion.  Multiple  tumors  are  in- 
clined to  be  noncancerous.  Undue  re- 
straint by  tight,  binding  clothing  which 
is  a form  of  chronic  irritation  was  once 
considered  responsible  for  congestion  of 
the  breasts  but  that  idea  is  now  being 
discredited  as  a cause  of  breast  tumor. 
Inquiry  should  be  made  regarding 
chronic  irritation  due  to  pregnancy — 
e.g.,  caked  or  abscessed  breasts.  If  the 
breasts  are  not  allowed  a normal  lactat- 
ing  period,  the  milk  will  break  down 
forming  acid  products  which  act  as 
chronic  irritation  to  the  breast  tissue. 
The  menstrual  history  should  be  elicited 
to  determine  any  irregularity  or  state  of 
pregnancy.  Cancer  of  the  breast  in 
pregnant  women  is  usually  fatal. 


The  subject  of  slight  injury,  chronic 
irritation,  and  one  single  sharp  injury, 
or  trauma,  and  its  relationship  to  cancer 
of  the  breast  is  a highly  debatable  ques- 
tion. Most  patients  on  discovery  of  a 
lump  will  attempt  to  connect  it  with 
trauma,  in  spite  of  the  fact  that  the  in- 
jury, if  recalled,  was  very  slight,  causing 
no  pain  or  discoloration  of  the  skin  and 
not  requiring  a physician’s  attention.  In 
many  instances  it  is  learned  that  the  in- 
jury was  very  trivial  and  in  some  cases 
had  never  occurred. 

Pain  may  be  a clue  in  establishing  the 
correct  diagnosis  in  breast  tumors. 
Cancer  at  its  inception  as  a rule  is  not 
painful.  At  times  a patient  will  com- 
plain of  real  or  imaginary  pain  shortly 
after  the  onset  of  breast  cancer.  The 
pain  may  be  associated  with  menstru- 
ation in  which  case  it  is  usually  due  to 
a hormone  disturbance  affecting  the 
breasts. 

The  patients  should  be  asked  to  de- 
scribe in  their  own  words  the  appear- 
ance of  the  affected  breast  and  the 
growth  since  the  first  symptom  was 
noted.  The  mental  picture  thus,  gained 
will  suggest  probable  diagnoses.  The 
texture  and  appearance  of  the  skin  over 
the  breast  should  be  described.  The  pa- 
tient should  be  questioned  as  to  the 
lump  and  ulceration.  Any  change  in  the 
nipples,,  such  as  retraction,  ulceration  or 
discharge,  is  important.  The  nature  of 
the  discharge  should  be  ascertained;  also 
whether  the  discharge  can  be  expressed 
by  pressure  of  the  patient’s  hand  on  the 
breast.  The  patient  may  complain  of 
lumps  in  the  axilla  or  supraclavicular 
region,  causing  pain  and  discomfort,  in 
which  case  she  should  be  asked  if  the 
skin  over  the  nodes  is  red  and  if  there 
has  been  any  discharge.  Pain  in  the 
arms  and  legs  is  an  occasional  complaint 
and  is  usually  due  to  metastases.  to  the 
dorsal  or  lumbar  spines.  History  of  a 
cough  associated  with  a lump  in  the 
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breast  may  be  a coincidence  or  a pleural 
or  lung  involvement. 

Former  major  and  minor  operations 
and  previous  treatment  including  sur- 
gery, x-ray,  radium,  ultraviolet,  electric, 
and  home  remedies  should  be  noted. 
This  information  is  highly  important  to 
the  examining  physician  and  the  pa- 
tient’s statements  must  be  carefully 
checked  before  further  surgery  or  treat- 
ment is  instituted.  The  patient’s  aver- 
age weight  should  be  compared  with  the 
present  weight.  The  loss  or  gain  may 
be  significant. 

After  the  history  is  obtained,  a com- 
plete physical  examination  should  be 
done  with  special  emphasis  on  the  af- 
fected breast,  chest,  axillae,  supraclavicu- 
lar regions,  spine,  and  skin.  Many 
points  will  be  noted  by  inspection  with 
the  patient  in  a sitting  position.  One 
breast  may  be  larger  than  the  other  or 
lie  on  a higher  plane.  The  skin  may 
present  the  so-called  “pigskin  or  orange- 
peel”  characteristics.  It  may  be  re- 
tracted in  areas  causing  marked  wrink- 
ling or  ulcerating.  An  ulcerating  nipple, 
however,  may  be  due  to  Paget’s  disease 
or  to  chronic  infection.  Retraction  of 
both  nipples  means  very  little  but  on 
noting  retraction  of  one,  the  cause 
should  be  determined,  as  it  may  be  the 
outward  sign  of  the  tumor  of  which  the 
patient  complains.  The  arms  should  be 
inspected  for  edema  caused  by  blockage 
of  the  lymph  circulation. 

Palpation  of  both  breasts  is  important. 
Often  pathology  exists  in  the  apparently 
normal  breast  although  the  patient  is 
unaware  of  it.  Palpation  should  be  done 
with  the  patient  sitting  upright  on  the 
examining  table  and  again  with  the  pa- 
tient in  the  supine  position.  The  breast 
should  be  gently  compressed  against  the 
chest  wall  with  the  palm  of  the  hand, 
not  with  the  finger  tips.  Bimanual  pal- 
pation often  reveals  helpful  information. 
These  various  methods  must  be  used 
with  great  care  because  it  has  been 
shown  experimentally  that  rough  han- 
dling of  tumors  of  the  breast  will  cause 
dissemination  of  the  cancer  cells  to  dis- 
tant points  of  the  body  via  the  blood  and 
lymph  streams. 

The  nodes  in  the  supraclavicular  and 
cervical  regions  are  palpated  with  the 
patient  in  a sitting  position,  the  physician 


standing  before  and  then  behind  the 
patient.  The  axillary  nodes  are  more 
easily  palpated  from  the  front,  the  ex- 
amining hand  exploring  the  entire  axilla 
while  the  patient’s  arm  is  extended  cut- 
right  from  the  body,  brought  slowly  to 
the  side  and  then  held  a short  distance 
away  from  the  body.  Thus  the  entire 
axillary  contents  are  examined  to  deter- 
mine the  presence  of  nodes.  It  is  not, 
of  course,  possible  to  always  tell  whether 
or  not  the  nodes  are  metastatic  by  pal- 
pation alone.  Metastatic  nodes  are 
usually  firm  and  rather  hard.  There 
may  or  may  not  be  periadenitis  present. 
When  nodes  are  palpated  in  the  axilla 
and  there  is  a palpable  tumor  in  the 
breast,  they  should  be  considered  cancer 
until  proved  otherwise.  Occasionally 
nodes  not  palpable  on  examination  are 
discovered  only  upon  operation. 

Transillumination  is  a decided  aid  in 
differentiating  between  cystic  and  solid 
tumors  and  is  a very  simple  procedure. 
A diagnostic  light  is  necessary.  It  may 
be  an  especially  designed  lamp  manu- 
factured by  one  of  the  large  electrical 
concerns  or  a pocket  flashlight.  The 
patient  is  seated  on  the  examining  table 
in  a dark  room  and  the  light  is  placed 
under  the  breast  allowing  it  to  shine 
through  the  breast  tissue.  Transillumi- 
nation is  not  diagnostic  of  cancer  but  it 
shows  whether  the  tumor  is  cystic  or 
solid.  If  the  cystic  fluid  is  very  thick, 
it  appears  as  a shadow  which  looks  not 
unlike  solid  tumor.  In  any  event,  the 
microscope  is  still  necessary  in  making 
a definite  diagnosis. 

The  location  of  the  lump  in  the  breast 
provides  a lead  as  to  where  metastases 
may  be  found.  Tumors  of  the  inner 
half  frequently  metastasize  to  the  me- 
diastinum and  lungs  while  those  in  the 
outer  quadrant  usually  spread  first  to 
the  axilla.  The  examining  doctor  should 
determine  definitely  if  there  is  more  than 
one  tumor  in  the  breast,  if  the  other 
breast  is  also  affected,  if  the  tumor  is 
hard  or  fluctuant,  if  the  edges  are  defi- 
nitely rolled  or  clearly  defined,  if  the 
tumor  is  diffuse  extending  into  the  sur- 
rounding tissues,  and  if  it  is  attached  to 
the  skin  above  or  to  the  muscles  be- 
neath. 

The  tumor  should  be  palpated  gently 
causing  slight  pressure  to  determine  if 
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the  tumor  drains  through  the  nipple. 
Bleeding  from  the  nipple  is  significant 
of  an  interductal  growth  which  may  be 
chronic  mastitis,  duct  papilloma  or  duct 
carcinoma.  Carcinoma  metastasizes  to 
the  liver  and  it  is  therefore  important  to 
palpate  the  liver  for  size  and  to  learn 
whether  it  is  smooth  or  nodular.  Should 
the  history  reveal  pain  in  the  extremities 
or  spine,  the  affected  bones  should  be 
palpated.  The  doctor  should  not  be 
satisfied  with  a diagnosis  of  arthritis  but 
should  insist  upon  a radiograph  to  defi- 
nitely rule  out  metastases. 

Auscultation  may  reveal  fluid  in  the 
pleural  cavity,  massive  consolidations  or 
collapsed  lung.  Again  an  x-ray  film 
should  be  made.  The  value  of  radiogra- 
phy in  the  diagnosis  of  breast  tumors 
should  not  be  underestimated.  When 
malignancy  is  suspected,  a radiograph  of 
the  chest  should  be  a routine  procedure 
and  in  the  presence  of  pain  in  the  bones, 
x-rays  of  the  spine  and  the  long  bones, 
are  imperative  though  often  neglected. 

Patients  who  have  tumors  of  the 
breast  with  no  demonstrable  regional 
metastases  yet  complain  of  pain  or  neu- 
ritis in  distant  bones,  may  have  metas- 
tases in  the  spine  causing  pain  to  radi- 
ate to  these  areas.  Many  patients  would 
escape  operation  if  a thorough  radio- 
graphic  study  had  been  done.  Symptoms 
are  often  present  previous  to  the  appear- 
ance of  lesions  in  the  bones,  especially 
in  the  spine,  and  the  condition  is  usually 
revealed  through  radiograph.  When 
this  condition  exists,  radiation  therapy 
should  be  given. 

The  common  types  of  tumor  found 
in  the  breast  are  classified  as  benign 
(noncancerous)  and  true  cancer.  The 
usual  benign  tumors  are : abscess,  cyst, 
fibroadenoma,  duct  papilloma,  chronic 
mastitis,  and  tuberculosis.  The  malig- 
nant growths  are : duct  carcinoma, 

adenocarcinoma,  Paget’s  disease  of  the 
nipple,  myxosarcoma,  and  fibrosarcoma. 
The  pathological  differentiation  of  these 
tumors  will  not  be  discussed  in  this 
paper.  The  size  of  the  malignant  tumor 
has  no  bearing  on  the  type  of  tumor  or 
degree  of  malignancy.  Small  tumors 
may  cause  metastasis  more  quickly  than 
some  of  the  larger  growths.  Only  time 
and  the  microscope  can  tell  the  degree 
of  malignancy. 


Abscess  of  the  breast  is  usually  a 
fluctuating,  diffuse  swelling  accompanied 
by  pain,  rise  in  temperature,  and  iater 
reddening  of  the  skin  in  the  affected 
area.  At  times  the  temperature  may  re- 
main normal  and  the  pain  be  only  slight. 
Frequently  a diffuse,  low-grade  abscess 
has  been  mistaken  for  cancer  and  in  one 
known  case,  large  doses  of  radiation 
failed  to  break  down  the  tumor  and  the 
diagnosis  of  abscess  was  made  after 
mastectomy.  At  times  an  abscess  of  the 
breast  closely  resembles  the  so-called  in- 
flammatory carcinoma  of  the  breast  and 
it  is  difficult  to  differentiate.  The  best 
method  is  to  insert  a needle  to  determine 
if  pus  is  present.  If  it  can  be  ob- 
tained, immediate  and  efficient  drain- 
age should  be  instituted  through  a small 
incision  which  does  not  extend  beyond 
the  areola.  The  adhesions  in  the  abscess 
cavity  are  loosened  with  the  finger  and 
a drain  inserted.  In  this  way  a good 
cosmetic  result  is  obtained,  breast  dam- 
age is  diminished,  and  hasty  healing  is 
promoted.  An  inflammatory  carcinoma 
of  the  breast  should  not  be  incised  as 
the  result  is  damaging. 

Cysts  of  the  breast  are  encapsulated 
tumors  with  rounded  borders  which  are 
regular  in  outline  and  seem  to  fit  into  the 
surrounding  tissues.  They  may  vary 
greatly  in  size  and  upon  insertion  of  an 
exploratory  needle  may  be  found  to  con- 
tain a dark  brown,  bloody  fluid.  “Blue- 
domed”  cysts  contain  blood  and  choles- 
terol and  cystadenofibromata  may  con- 
tain a milky  fluid.  Cysts  are  often 
multiple  and  scattered  throughout  the 
entire  breast.  Fluctuation  of  the  tumor 
may  be  absent  due  to  tension  within  the 
cyst  wall  and  the  cyst  may  be  deeply 
embedded  in  surrounding  tissue.  Trans- 
illumination does  not  reveal  a cyst  unless 
the  contents  are  thick  enough  to  prevent 
light  from  passing  through.  The  recog- 
nized treatment  is  removal  of  the  single 
cyst  or  withdrawal  of  the  fluid  whereas 
in  the  case  of  multiple  cysts  extending 
throughout  the  breast,  a simple  mastec- 
tomy should  be  performed.  Along  with 
the  cysts  might  be  mentioned  the  hema- 
toma which  resembles  the  former  but 
usually  has  a history  of  ecchymosis  fol- 
lowing an  injury  to  the  organ.  Radiation 
does  not  influence  these  various  cysts. 

Fibroadenomata  are  usually  very  firm, 
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not  painful,  with  a distinct  palpable 
border  which  is  usually  regular  in  out- 
line. It  is  difficult  and  at  times  almost 
impossible  to  differentiate  between  a 
cyst  and  a fibroadenoma.  There  are  no 
nodes  palpable  in  the  axilla.  The  pres- 
ence of  nodes  in  the  axilla  may  be  due 
to  a simple  hyperplasia.  Transillumina- 
tion will  reveal  a dark  shadow  significant 
of  a dense  tumor.  Treatment  consists  of 
surgical  removal  with  microscopic  diag- 
nosis. 

Chronic  mastitis  manifests  itself  as 
multiple  nodules  scattered  throughout 
both  breasts.  If,  however,  upon  palpa- 
tion of  the  breast,  one  nodule  is  found 
to  be  harder,  firmer,  and  more  discrete 
than  the  rest,  malignancy  should  be  con- 
sidered, as  it  is  often  associated  with 
chronic  mastitis.  Various  forms  of 
therapy  including  ovarian  hormones 
have  been  administered  in  this  disease 
with  gratifying  results  in  some  in- 
stances; in  others,  the  condition  has  per- 
sisted. Simple  mastectomy  is  resorted 
to  in  some  cases  and  here  again  radiation 
has  no  effect. 

Tuberculosis  in  the  breast  while  not 
common  does  exist  and  is  sometimes  as- 
sociated with  malignancy.  Seldom  does 
this  condition  go  on  to  abscess  forma- 
tion but  when  it  does,  there  will  be  mul- 
tiple sinus  formations  present.  A diag- 
nosis of  chronic  mastitis  is  usually  made 
preoperatively  but  tuberculosis  is  found 
upon  microscopic  examination.  The 
treatment  of  choice  in  case  of  abscess 
formation  is  removal  by  means  of  simple 
mastectomy.  If  radiation  is  used,  very 
small  amounts  should  be  given. 

Teratomas  of  the  breast  are  occa- 
sionally seen  as  are  the  osteomas  and 
chondromas.  The  latter  two  may  be 
classed  as  teratomas  with  bone  or  carti- 
lage predominating.  Surgery  is  the  in- 
dicated method  of  therapy  followed  per- 
haps by  irradiation,  depending  upon  the 
microscopic  findings. 

Syphillis  of  the  breast  is  rare  occur- 
ring as  a fibrous  lesion.  In  spite  of  the 
many  positive  Wassermanns  found,  lue- 
tic lesions  of  the  breast  are  rare. 

True  cancer  of  the  breast:  Cancer 
may  be  of  two  types — carcinoma  and 
sarcoma.  Carcinoma  is  the  more  preva- 
lent form.  Sarcoma  which  is  occasion- 
ally seen  may  be  of  the  myxosarcoma  or 


fibrosarcoma  type.  We  sometimes  see 
the  myxofibrosarcomas  in  men  as  well  as 
in  women.  Cancer  of  the  breast  is  more 
frequently  found  in  women  but  it  is  our 
privilege  at  the  clinic  to  examine  from 
four  to  six  men  yearly  who  are  suffer- 
ing from  this  malady  and  from  these 
meager  clinical  records  we  feel  the  dis- 
ease is  just  as  malignant  in  the  male  as 
in  the  female. 

Symptoms  of  cancer  of  the  breast:  It 
is  well  to  divide  the  symptoms  of  cancer 
of  the  breast  into  early  and  late  groups. 
Physicians  would  be  well  pleased  if  they 
were  called  upon  to  treat  only  cancer  of 
the  breast  which  falls  in  the  operable 
class.  Of  course,  it  is  too  much  to  an- 
ticipate at  this  time  but  we  hope  by  the 
present  extensive  educational  campaign 
that  the  increase  in  the  number  of  op- 
erable cases  will  be  a reality  within  a 
short  space  of  time.  The  early  symp- 
toms of  cancer  of  the  breast  are  the 
lump  in  the  breast,  bleeding  from  the 
nipple,  and  ulceration,  which  if  it  be- 
comes extensive,  may  destroy  the  nipple 
and  the  skin  surrounding  the  nipple. 
Late  symptoms  of  cancer  of  the  breast 
are  retraction  of  the  nipple  and  the  skin 
due  to  the  fibrous  contraction  of  the  ma- 
lignancy below ; also  the  pigskin  or 
orange-peel  appearance  of  the  skin  due 
to  lymph  blockage.  Patients  may  com- 
plain of  a large,  firm,  palpable  mass  in- 
volving a small  section  of  the  breast  or 
the  entire  breast  with  or  without  ulcera- 
tion. Other  indications  are  extension 
from  the  breast  to  the  glands  in  the 
axillae,  supraclavicular  regions  or  medi- 
astinum; also  neuritic  pains  in  the  ex- 
tremities due  to  extension  to  the  spine  or 
even  to  the  bones  themselves. 

Operable  carcinoma  of  the  breast: 
Truly  operable  carcinoma  of  the  breast 
is  one  confined  to  the  breast,  not  at- 
tached to  the  skin  above  or  the  under- 
lying tissues  with  no  demonstrable 
metastases  to  any  of  the  lymph-bearing 
areas.  However,  if  only  these  cases  were 
operated  upon,  about  ten  per  cent  of  the 
women  suffering  from  carcinoma  of  the 
breast  would  be  subjected  to  surgery. 
It  has  been  our  custom  to  consider  that 
a breast  is  operable  when  there  are  nodes 
palpable  in  the  axilla.  We  are  all  fa- 
miliar with  the  textbook  description  of 
malignant  metastases  in  the  axilla,  but 
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at  times  nodes  that  are  thought  to  be 
malignant,  are  found  upon  pathological 
examination  to  be  hyperplastic  and  con- 
tain no  malignancy  whatsoever.  When 
this  occurs,  it  proves  that  we  are  dealing 
with  a truly  operable  carcinoma  of  the 
breast.  If  these  cases  are  not  operated 
upon,  some  women  would  not  be  given 
a proper  chance  of  becoming  well  and  in 
due  course  of  time  the  cancer  would 
extend  to  the  axillary  nodes.  This  car- 
cinoma, then,  would  no  longer  be  oper- 
able and  the  chances  are  that  it  would 
extend  further.  Consequently,  it  has 
been  our  practice  to  consider  that  even 
though  there  are  nodes  palpable  in  the 
axilla,  such  a patient  is  a good  surgical 
risk. 

The  possibilities  of  the  lump  in  the 
breast:  When  a lump  in  the  breast  is 
sharply  defined,  cancer  should  be  re- 
garded and  the  lump  considered  cancer 
until  proved  otherwise.  All  of  the  benign 
lesions  should  be  carefully  eliminated 
during  the  course  of  the  examination. 
A lump  in  the  breast  should  never  be 
merely  observed  but  an  effort  made  to 
prove  the  exact  nature  of  this  lump.  The 
best  method  at  our  disposal  today  is  the 
use  of  the  microscope. 

Methods  of  diagnosis:  Inspection  and 
palpation  of  the  breast  will  at  times  give 
a clue  as  to  the  true  diagnosis.  It  will 
surely  give  the  outline  of  the  tumor,  its 
consistency  and  size.  If  nodes  are  palpa- 
ble in  the  axilla,  there  is  a strong  suspi- 
cion that  the  lump  in  the  breast  may 
be  malignant.  Transillumination  is  not 
a positive  diagnosis  for  cancer  in  the 
breast,  but  it  is  an  aid.  It  will  reveal  the 
size  of  the  tumor;  also  tell  whether  it 
obstructs  light  and  whether  it  is  discrete 
or  diffuse.  One  of  the  best  procedures 
we  have  is  the  insertion  of  an  eighteen- 
gauge  needle  attached  to  a syringe  that  will 
give  good  suction  thereby  procuring  a sec- 
tion of  the  tumor  without  causing  much 
discomfort  to  the  patient  and  little  or  no 
traumatization.  Aspiration  biopsy  will 
tell  whether  the  tumor  contains  fluid.  If 
the  capsule  of  the  tumor  has  been  dis- 
tended and  is  tightly  stretched,  the  feel- 
ing of  fluctuation  will  not  be  obtained 
and  a solid  tumor  will  be  suspected;  the 
aspiration  needle  will  give  the  correct 
clue.  The  material  obtained  by  means 
of  aspiration  biopsy  is  forced  out  of  the 


needle  by  the  insertion  of  a stylet  into 
the  lumen  of  the  needle  and  then  placed 
in  a bottle  containing  ten  per  cent  for- 
malin. 

At  times  enough  tissue  can  be  obtained 
from  which  a frozen  section  can  be  made. 
Of  all  the  aspiration  biopsies  performed 
in  this  clinic  last  year,  the  pathologist 
was  able  to  give  a definite  diagnosis  in 
seventy  percent  of  the  cases.  In  our 
opinion  a biopsy  can  do  the  patient  no 
harm.  It  will  neither  stimulate  the 
tumor  to  grow  nor  disseminate  the  tumor 
causing  metastatic  involvement.  Some 
authorities  are  fearful  of  inserting  the 
exploratory  needle  for  fear  of  causing 
infection,  but  this  has  not  been  our  ex- 
perience. There  are  many  advantages  of 
the  aspiration  biopsy.  We  do  not  expect 
the  pathologist  to  tell  us  the  grade  of 
the  tumor  or  whether  it  is  radioresistant 
or  radiosensitive;  only  whether  it  is  be- 
nign or  malignant.  Naturally,  if  he  is 
able  to  give  us  these  factors,  this  knowl- 
edge is  always  welcome.  In  clinics  which 
practice  preoperative  radiation,  the  aspi- 
ration biopsy  is  a distinct  advantage  be- 
cause there  is  definite  proof  that  a can- 
cer of  the  breast  is  being  subjected  to 
preoperative  radiation.  None  of  us 
should  expose  a patient  to  this  type  of 
therapy  unless  we  know  definitely  that 
we  do  it  for  a malignant  condition. 

Another  method  of  definitely  making 
a diagnosis  of  a palpable  tumor  is  to 
make  a wide  excision  of  the  tumor 
either  under  local  or  general  anesthesia 
and  if  possible  have  a table  diagnosis  to 
determine  just  how  much  surgery  must 
be  performed.  If  the  facilities  for  table 
diagnosis  are  not  available,  no  harm  can 
result  in  the  removal  of  such  a tumor  if 
a wide  enough  area  of  tissue  is  removed. 
Often  in  very  early  carcinoma  of  the 
breast,  this  has  proved  sufficient  but  is 
rather  risky  as  in  the  presence  of  car- 
cinoma in  the  breast,  the  entire  gland 
should  be  removed. 

Bleeding  from  the  nipple:  This  symp- 
tom is  caused  by  cancer  in  fifty  per  cent 
of  the  women  in  whom  it  occurs.  The 
other  half  are  suffering  either  from  duct 
papilloma  or  chronic  mastitis.  When  a 
palpable  tumor  is  associated  with  bleed- 
ing from  the  nipple,  the  diagnosis  is  not 
so  difficult  as  the  tumor  can  be  removed 
and  the  findings  substantiated  by  means 


January  15,  1938] 


LESIONS  OF  THE  BREAST 


97 


of  the  microscope.  When  there  is  no 
palpable  tumor  and  bleeding  from  the 
nipple  occurs,  it  is  difficult  to  determine 
by  palpation  and  gentle  pressure  the  area 
of  the  breast  which  is  the  source  of  the 
bleeding.  Removal  of  a section  of  the 
breast  is  a perplexing  question  as  it  is 
hard  to  differentiate  the  offending  por- 
tion from  the  rest  of  the  breast  tissue. 
This  may  result  in  an  improper  diagnosis 
if  the  lesion  is  too  small  or  the  wrong 
section  of  the  breast  may  be  removed. 
We  have  x-rayed  a few  women  who 
complained  of  bleeding  from  the  nipple 
but  refused  us  permission  to  investigate 
the  cause.  The  result  in  some  cases  was 
gratifying  and  in  others  the  tumor  finally 
appeared  and  was  found  to  be  malignant. 
In  order  to  be  on  the  safe  side,  I believe 
this  symptom  of  bleeding  from  the  nipple, 
especially  in  women  approaching  the 
menopause,  should  be  relieved  by  simple 
mastectomy.  One  is  always  taking  a 
risk  when  treating  with  radiation  a 
symptom  or  a tumor  of  which  the  exact 
cause  or  nature  is  not  known.  When  a 
tumor  is  associated  with  bleeding  from 
the  nipple  and  nodes  are  palpable  in  the 
axilla,  a more  radical  procedure  must  be 
followed. 

Paget's  disease:  We  do  not  consider 
Paget’s  disease  a precancerous  lesion  but 
a definite  malignant  growth.  There  is 
a controversy  as  to  whether  it  begins  in 
the  skin  and  grows  downward  or  origi- 
nates between  the  milk  ducts  and  grows 
upward.  Paget’s  disease  usually  mani- 
fests itself  by  an  ulceration,  excoriation, 
itching,  crusting,  and  change  of  color  of 
the  nipple.  If  this  is  allowed  to  go  un- 
treated, it  will  result  in  the  destruction 
of  the  nipple,  areola,  and  also  the  breast. 
Some  patients  suffering  from  this  dis- 
ease where  surgery  was  contraindicated 
have  received  an  excellent  palliation  with 
x-ray  and  radium.  An  excoriation  of 
the  nipple  which  has  not  resulted  in  a 
palpable  tumor  mass  or  nodes  in  the 
axilla  can  be  treated  best  by  simple 
mastectomy.  If  nodes  are  found  in  the 
axilla  together  with  a palpable  tumor  in 
the  breast,  with  destruction  of  the  nipple 
and  areola,  a more  radical  procedure  is 
necessary.  Usually  a simple  mastectomy 
will  suffice  for  the  cure  of  Paget’s  dis- 
ease when  there  are  no  palpable  nodes 
in  the  axilla. 


Advanced  cancer:  It  is  always  a prob- 
lem to  definitely  determine  which  method 
of  treatment  will  best  serve  the  far- 
advanced  cancer  of  the  breast.  In  this 
stage  the  disease  is  very  easily  diagnosed 
and  the  patient  usually  complains  of  all 
the  symptoms  of  advanced  cancer  or  a 
large  number  of  them.  At  times  surgery 
is  indicated  for  hygienic  purposes  in 
order  to  make  the  patient  more  livable 
with  herself  and  family,  especially  when 
there  is  a large,  ulcerating,  infected 
tumor  mass.  The  method  of  choice  in 
the  treatment  of  far-advanced  cancer  of 
the  breast  is  radiation  in  the  form  of 
x-ray  or  radium  in  any  combination. 
That  is,  (1)  a small  increment  of  x-ray 
may  be  applied  to  the  breast,  axilla  and 
supraclavicular  region  over  a long  period 
of  time,  (2)  several  fairly  large  massive 
doses  may  be  administered  over  a short 
period  of  time  or  (3)  the  radium  pack 
may  be  used. 

Inflammatory  carcinoma  of  the  breast: 
This  particular  form  of  cancer  is  infre- 
quently encountered  and  is  quite  difficult 
to  diagnose.  It  usually  manifests  itself 
by  a very  rapidly  growing  tumor  with 
inflammatory  reaction  in  the  skin  of  the 
breast.  The  patient  becomes  very  toxic 
and  nodes  are  generally  found  in  the 
axilla.  It  is  a mistake  to  make  several 
stab  wounds  in  such  a tumor  as  is  fre- 
quently done.  The  better  way  is  to  en- 
deavor to  establish  a diagnosis  by  means 
of  the  aspiration  needle.  As  far  as  treat- 
ment is  concerned,  no  form  has  proved 
satisfactory  in  either  the  inflammatory 
carcinoma  of  the  breast  or  the  carcinoma 
found  in  a lactating  breast.  Surgery  has 
offered  practically  nothing  and  neither 
have  the  different  forms  of  radiation. 

Cancer  found  in  young  women  under 
thirty  years  of  age:  Cancer  found  in 
young  women  under  thirty  presents  a 
very  puzzling  problem.  If  the  malignancy 
in  these  young  women  is  confined  to  the 
breast  alone  and  it  is  purely  an  operable 
disease,  the  results  from  surgery  are 
quite  gratifying,  but  after  it  has  metas- 
tasized the  five-year  cures  are  very  low 
averaging  about  seven  per  cent.  This  is 
a group  in  which  all  of  us  should  be 
interested  and  we  are  changing  our  treat- 
ment in  this  type  of  malignancy  fre- 
quently, endeavoring  to  get  some  specific 
results.  We  have  tried  extensive  radia- 
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tion,  castration  by  means  of  radiation, 
and  in  a few  instances,  have  x-rayed  the 
pituitary  gland,  but  this  series  has  been 
so  small  that  no  deductions  can  be  made 
at  the  present  time. 

Treatment  of  carcinoma  of  the  breast: 
In  order  to  evaluate  the  results  of  treat- 
ment in  carcinoma  of  the  breast,  an  ar- 
bitrary grouping  has  been  chosen. 

Group  I : Lesion  confined  to  the  breast 
alone  with  no  palpable  metastases. 

Group  II : Lesion  in  the  breast  with 
metastases  to  the  axilla. 

Group  III : Lesion  in  the  breast  with 
metastases  to  the  axilla,  supraclavicular, 
mediastinum  or  elsewhere. 

Preoperative  radiation  in  the  treatment 
of  cancer  of  the  breast  has  been  used  at 
our  institution  since  the  fall  of  1934  with 
a few  exceptions.  Previous  to  that  time 
our  preoperative  radiation  as  it  is  known 
today  was  very  inadequate  consisting  of 
320  r placed  on  the  anterior  chest  wall 
endeavoring  to  cover  the  breast,  axilla, 
and  the  supraclavicular  region,  after 
which  surgery  was  performed.  In  a 
small  series  of  cases  such  as  this  extend- 
ing over  a period  of  one  or  two  years 
only  a preliminary  report  can  be  made. 
However,  we  have  included  three  pre- 
vious cases,  one  from  December  1930, 
one  from  December  1933,  and  one  from 
June  1934.  We  are  using  preoperative 
radiation  with  the  hope  that  our  five- 
year  cures  in  cancer  of  the  breast 
especially  in  Groups  II  and  III  will  be 
increased.  This  method  may  have  less 
merit  in  Group  I,  as.  it  has  been  the  ex- 
perience in  most  clinics  that  a five-year 
cure  can  be  effected  by  surgery  alone  in 
seventy-two  to  eighty  per  cent  of  the 
cases.  Group  II  with  metastases  to  the 
axilla  is  the  group  that  we  are  endeavor- 
ing to  help  as  they  represent  an  urgent 
problem.  The  method  now  being  used 
is  to  attempt  whenever  possible  to  estab- 
lish a definite  diagnosis  by  one  of  the 
methods  mentioned  before.  Then  x-ray 
is  applied  to  the  anterior  chest  wall  over 
a large  field  about  twenty-seven  by 
twenty-seven  cm.  Daily  increments  of 
280  r measured  in  air  or  420  r tissue 
scattering  are  given  on  seven  successive 
days  covering  the  anterior  chest  wall  over- 
lapping the  supraclavicular  and  axillary 
regions.  A daily  increment  of  320  r air 


and  480  r tissue  scattering  is  admin- 
istered for  three  days  posteriorly  over 
a field  usually  ten  by  fifteen  cm.  This 
makes  a total  of  1960  r in  air  on  the 
anterior  chest,  960  r air  scattering,  and 
1440  r tissue  scattering  on  the  posterior 
chest.  This  will  cause  tanning  with 
desquamation  of  the  skin  on  the  anterior 
chest  wall ; also  marked  desquamation 
and  temporary  damage  to  the  skin  in  the 
axilla.  A healing  takes  place  in  about 
eight  or  twelve  weeks  depending  upon 
the  human  equation  and  it  is  at  this,  time 
that  the  patient  is  subjected  to  a radical 
mastectomy. 

There  are  some  arguments  against  pre- 
operative radiation;  namely,  the  anxiety 
of  the  patient  in  the  anticipation  of  a 
future  operation  and  the  symptoms 
caused  by  x-ray  reaction  on  the  skin — the 
itching,  burning,  and  discomfort.  Oper- 
ating time  is  generally  increased,  more 
bleeding  encountered  during  the  opera- 
tion, and  more  fibrosis  found  in  the 
axilla  making  the  dissection  of  the  axilla 
more  difficult.  Postoperative  oozing  is 
increased  if  all  the  vessels  are  not  care- 
fully ligated. 

Preoperative  radiation,  however,  has 
beneficial  effects ; namely,  that  it  seals 
off  the  lymphatics  causing  fibrosis  of  the 
tumor  and  in  some  instances  causes  total 
disappearance  of  the  tumor.  Preopera- 
tive radiation  is  given  with  the  idea  of 
increasing  our  five-year  cures.  Many 
clinics  have  reported  their  results  from 
surgery  alone,  surgery  plus  postoperative 
radiation,  and  a few  have  reported  on 
preoperative  radiation  followed  by 
surgery. 

A more  concise  idea  of  what  we  have 
obtained  in  a small  series  of  cases  to  date 
can  be  illustrated  according  to  groups. 

Group  I:  Seven  cases,  all  females,  be- 
tween the  ages  of  fifty  and  seventy,  all 
married.  The  right  breast  was  affected 
in  three  instances  and  the  left  in  four.  All 
tumors  were  discovered  by  the  patients 
themselves  and  not  one  of  these  cases  ap- 
peared at  the  doctor’s  office  for  periodic 
checkup  to  enable  the  doctor  to  discover 
the  lump.  The  first  symptom  of  which 
these  patients  complained  was  the  lump, 
later  associated  with  pain.  Two  complained 
of  a bloody  discharge  from  the  nipple,  one 
having  extended  intermittently  over  a 
period  of  twelve  years  until  the  tumor 
finally  made  its  appearance.  The  size  of 
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the  tumors  varied  from  two  to  five  cm.  in 
diameter.  In  one  instance  the  entire  breast 
was  involved.  The  average  duration  of 
the  tumor  was  twenty-five  months.  Four 
patients  had  positive  sections  by  means  of 
needle  puncture  and  three  were  clinically 
considered  cancer,  proved  later  on  by  op- 
eration. The  time  elapsed  between  radia- 
tion and  surgery  was  from  one  to  ten 
months,  averaging  five  months.  The  rea- 
son for  delay  in  some  instances  was  that 
the  patient  refused  surgery  when  the  tumor 
began  to  regress  or  the  Radiation  Depart- 
ment was  reluctant  to  refer  some  of  these 
cases  for  surgery.  Radical  surgery  was 
performed  on  every  patient  except  one 
elderly  lady  whose  physical  condition  did 
not  warrant  such  a radical  procedure. 
Only  one  tumor  which  was  proved  cancer 
before  therapy  had  entirely  disappeared  fol- 
lowing radiation.  The  pathologist  stated 
that  the  breast  showed  no  evidence  of 
malignancy  but  had  been  replaced  by  masti- 
tis. Six  of  these  patients  are  clinically  well 
from  eight  to  nineteen  months.  One  is  at 
the  present  time  suffering  from  a recur- 
rence in  the  scar. 

Group  II:  Twenty-eight  patients,  all  fe- 
males except  one,  ranging  in  age  from 
thirty-six  to  seventy-three,  all  married  but 
four.  The  right  breast  was  involved  in 
fourteen  instances  and  the  left  in  fourteen. 
Again  as  in  Group  I all  of  the  lumps  were 
discovered  by  the  patients  themselves  and 
not  by  the  physician.  The  lump  was  the 
first  symptom  of  which  the  patient  com- 
plained with  two  exceptions  in  which  the 
patients  suffered  from  pain  for  two  years 
and  five  months  respectively  before  the  ap- 
pearance of  the  tumor.  An  interesting  fact 
concerning  this  group  is  that  in  twenty- 
three  cases  the  upper  outer  quadrant  of  the 
breast  was  involved,  the  upper  inner  quad- 
rant in  one,  the  lower  inner  in  two,  and 
the  entire  breast  in  two  cases.  The  tumors 
ranged  from  about  one  cm.  in  diameter  to 
the  entire  breast.  Average  duration  of  the 
lump  was  nine  months.  All  of  these  pa- 
tients presented  palpable  axillary  nodes. 
Sections  from  the  nodes  before  preopera- 
tive therapy  were  not  made  and  in  ten 
instances  following  removal  of  the  breast, 
nodes  were  found  but  were  not  malignant. 
A positive  preoperative  pathological  diag- 
nosis was  made  in  eighteen  cases.  An  unsuc- 
cessful attempt  was  made  in  the  remainder, 
yet  clinically  they  appeared  malignant 
which  was  proved  following  removal  of 
the  breast.  The  time  elapsed  between 
radiation  and  surgery  was  from  two  months 
to  five  years  and  five  months,  averaging 
seven  months.  Radical  operation  was  per- 
formed in  twenty-six  cases  and  simple 


mastectomy  in  two.  Twenty-six  patients 
were  operated  for  palliative  purposes  and 
two  as  hygienic  measures.  Four  tumors 
were  sterilized,  there  being  no  evidence  of 
cancer  in  the  breast  upon  removal  yet  a 
positive  section  was  obtained  before  pre- 
operative therapy  was  instituted.  Ten  cases 
showed  no  evidence  of  metastatic  carcinoma 
in  the  glands  of  the  axilla  following 
surgery  and  one  showed  metastatic  car- 
cinoma in  the  axilla  but  no  malignancy  was 
found  in  the  breast.  The  results  in  this 
group  are:  three  are  dead.  One  had  an 
infected  ulceration  due  to  interstitial  and 
external  radiation,  the  operation  being  per- 
formed to  rid  the  patient  of  infection  but 
she  died  from  postoperative  pneumonia. 
One  died  six  months  following  surgery 
with  multiple  metastases  and  the  other  died 
from  metastases  to  the  umbilicus.  One  pa- 
tient at  the  present  time  is  suffering  from 
multiple  skin  metastases.  The  rest  remain 
clinically  well  of  their  disease  from  five 
months  to  two  years.  The  one  male  pa- 
tient had  a partial  resection  of  the  breast 
for  a carcinoma.  He  developed  a prompt 
recurrence  and  was  sent  to  this  clinic  where 
he  received  preoperative  radiation  followed 
by  radical  mastectomy.  Some  difficulty 
was  encountered  in  healing  the  skin  edges 
but  at  the  present  time  there  is  no  evidence 
of  recurrence  and  he  has  been  clinically 
well  for  one  year. 

Group  III : Ten  patients,  all  females,  av- 
eraging in  age  from  thirty-three  to  seventy- 
nine,  all  married  except  one.  In  four  cases 
the  tumor  was  found  in  the  right  breast 
and  six  in  the  left.  Again,  as  in  the  pre- 
vious groups,  all  the  lumps  were  discovered 
by  the  patient,  the  average  duration  of  the 
lump  being  nine  months.  The  location  of 
the  tumor  was  about  evenly  distributed  in 
all  quadrants  of  the  breast.  The  size  of 
the  tumor  was  from  three  cm.  to  involve- 
ment of  the  entire  breast.  Of  course,  in 
this  group,  not  only  the  axillary  nodes  were 
involved  but  also  the  supraclavicular. 
Eight  positive  sections  were  obtained  be- 
fore radiation  and  two  were  clinically  con- 
sidered cancer.  The  time  elapsed  between 
preoperative  radiation  and  surgery  varied 
from  one  to  seventeen  months,  averaging 
six  months.  Six  of  the  operations  per- 
formed were  radical  and  four  were  simple. 
Seven  were  done  for  hygienic  reasons  and 
three  with  an  endeavor  to  obtain  a pallia- 
tion. The  results  in  this  group  of  course 
are  not  quite  so  gratfying  in  that  recur- 
rences were  discovered  in  five  cases;  one 
patient  died  in  ten  months  from  lung 
metastases,  one  died  in  one  year,  one  was 
lost  trace  of,  and  another  died  in  eighteen 
days  from  pneumonia  following  removal  of 
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an  ulcerating,  infected  breast.  She  had  re- 
ceived a large  amount  of  radiation  which 
resulted  in  considerable  scarring,  telangi- 
ectasis, and  ulceration  necessitating  ampu- 
tation of  the  breast  for  hygienic  purposes. 
One  patient  developed  a tumor  in  the  op- 
posite breast  which  was  clinically  diagnosed 
carcinoma  but  no  biopsy  was  performed 
to  substantiate  this  belief.  The  lesion  was 
treated  by  x-ray  and  has  apparently  dis- 
appeared. To  date  she  is  clinically  well. 
The  rest  of  these  patients  have  received 
palliation  from  one  year  and  seven  months 
to  three  years  and  five  months. 

There  are  many  deductions  that  can 
be  made  from  this  small  group  of  cases. 
First,  there  is  surely  a need  of  cancer 
education  among  the  lay  people.  They 
should  be  taught  how  to  palpate  their 
breasts  and  if  a lump  or  any  abnormal- 
ity is  discovered  to  visit  their  family  phy- 
sician immediately.  Periodic  physical 
examination  should  be  stressed  as  a pro- 
phylactic measure.  This  study  reveals, 
that  in  none  of  these  cases  was  the  lump 


discovered  by  a physician.  Lay  educa- 
tion properly  conducted  will  be  a great 
influence  in  persuading  patients  with 
lumps  in  the  breast  to  visit  their  family 
physicians  earlier. 

This  small  series  of  cases  proves  very 
little  as  far  as  recognized  five-year  clini- 
cal results  are  concerned.  However,  by 
instituting  preoperative  radiation  we  had 
the  good  fortune  of  converting  breasts 
definitely  containing  cancer  to  a benign 
state.  Our  figures  show  a slightly  higher 
than  nine  percent  successful  destruction 
of  the  tumor  by  preoperative  radiation 
which  we  realize  is  somewhat  lower  than 
has  been  reported  elsewhere.  Perhaps 
preoperative  radiation  is  not  the  solu- 
tion for  obtaining  the  best  results  in  car- 
cinoma of  the  breast  but  we  have  de- 
cided to  continue  this  practice  and  at 
some  future  time  will  report  our  five- 
year  results. 

113  High  St. 


CLINICS  FOR  NEWLYWEDS 


Approximately  100  premarital  and  mari- 
tal clinics  in  the  United  States  today  are 
performing  an  invaluable  personal  and  so- 
cial service  in  ironing  out  the  difficulties 
and  perplexities  that  confront  young  mar- 
ried couples,  according  to  Dr.  Rachelle  S. 
Yarros,  Executive  Secretary  of  the  Illinois 
Social  Hygiene  League,  writing  in  Health 
and  Hygiene. 

Most  of  the  young  people  who  visit  these 
clinics  come  for  information  concerning  sex 
problems  and  birth  control,  according  to 
Dr.  Yarros.  Referring  to  the  work  of  the 
League’s  clinic  in  Chicago,  Dr.  Yarros  says: 
“The  premarital  group  came  primarily  for 
scientific  contraceptive  information  as  a 
preparation  for  marriage.  Some  of  the  more 


sophisticated  came  a few  weeks  or  months 
before  marriage,  but  most  of  them  came 
only  a week  or  a few  days  prior  to  the  date 
of  marriage.  The  majority  were  referred 
to  the  League  by  physicians,  clergymen, 
social  workers,  nurses,  and  other  patients. 
Most  of  the  applicants  knew  something 
about  birth  control  devices,  and  many  of 
them,  even  the  least  educated,  had  talked 
over  the  matter  of  contraception  with  their 
fiances.  Indeed,  not  a small  number  had 
been  urged  by  their  fiances  to  seek  the  in- 
formation. Many  of  the  young  women 
brought  their  fiances  with  them  either  for 
the  first  interview  or  for  a subsequent  in- 
terview, which  usually  took  place  about  a 
month  after  marriage.” 


JUVENILE  TUBERCULOSIS  CONFERENCE 


The  Tuberculosis  Sanatorium  Conference 
of  Metropolitan  New  York  held  a Clinical 
Session  on  Chronic  Pulmonary  Diseases  on 
December  15  at  the  Cornell  University  Med- 
ical College  Amphitheatre.  The  program, 
with  Edgar  Mayer,  M.D.,  chairman,  pre- 
siding, included  a symposium  on  “Pulmo- 
nary Tuberculosis  in  Children.”  The  speak- 
ers were  Robert  A.  Moore,  M.D.,  Assistant 
Professor  of  Pathology,  Cornell  University 


Medical  College;  Edith  M.  Lincoln,  M.D., 
Assistant  Professor  of  Pediatrics,  New  York 
University  College  of  Medicine,  and  F. 
Maurice  McPhedran,  M.D.,  Director,  Re- 
search Department  of  Respiratory  Diseases, 
Germantown  Dispensary  and  Hospital,  Phil- 
adelphia, Pa.  Discussion  was  opened  by 
Bela  Schick,  M.D.,  Director  of  the  Pedi- 
atric Division,  Sea  View  Hospital,  Brook- 
lyn. 


POLYCYTHEMIA  VERA 

Report  of  Fourteen  cases  treated  with  Acetylphenylhydrazine 

Kenneth  R.  McAlpin,  M.D.  and  Katherine  Edsall  Smith,  B.S. 

New  York  City 

From  the  Department  of  Medicine,  College  of  Physicians  and  Surgeons,  Columbia  University, 

and  the  Presbyterian  Hospital 


Four  years  ago  we  reported  our  re- 
sults in  treating  ten  cases  of  polycy- 
themia vera  with  phenylhydrazine.1 
While  our  paper  was  still  in  press,  Stone 
and  his  associates2  published  an  article 
advocating  the  use  of  acetylphenylhydra- 
zine instead  of  phenylhydrazine  hydro- 
chloride. Stone’s  scholarly  work  con- 
vinced us  that  the  acetylphenylhydrazine 
had  certain  advantages  over  the  prepara- 
tion formerly  employed,  so  we  decided 
to  give  it  a trial.  We  now  report 
our  results  in  treating  fourteen  pa- 
tients, four  of  whom  were  discussed  in 
our  former  paper.  We  mention  them 
again  because  they  afford  an  excellent 
opportunity  to  compare  the  effect  of  the 
two  preparations. 

Table  I records  the  essential  physical 
signs,  symptoms,  as  well  as  the  first,  last, 
and  lowest  hemoglobins  and  red  cell 
counts  with  a single  leukocyte  count. 
The  weight  is  omitted  as  it  is  fre- 
quently misleading.  Patients  may  lose 
because  of  a variety  of  reasons.,  none 
directly  due  to  the  disease;  for  example, 
three  patients  had  peptic  ulcer,  and  at 
least  four  restricted  their  diet  because 
of  obesity. 

Case  Reports 

The  histories  are  limited  to  the  out- 
standing and  important  facts  and  made 
as  brief  as  possible. 

Case  1.  Mrs.  C.B.,  an  American  woman 
of  fifty-two,  office  nurse — splendid  example 
of  mild  erythremia — formerly  given 
phenylhydrazine  hydrochloride  for  three 
and  a half  years.  Before  treatment,  hemo- 
globin 138%,  red  blood  cells  7,800,000, 
leukocytes  13,500.  Except  for  one  short 
bout  of  jaundice,  due  to  an  excess  of  the 
drug,  she  did  well.  Since  changing  to  the 
acetylphenylhydrazine,  there  has  been  no 
such  trouble  and  only  the  smallest  doses — 
0.1  to  0.3  gm.  a month — have  been  neces- 


sary. She  consumed  only  5.3  gm.  in  almost 
three  years.  Without  the  medication  her 
red  cells  tend  upward  and  she  has  head- 
aches. Her  only  worry  now  is  obesity! 

Case  2.  Mrs.  Y.,  an  Armenian  house- 
wife, did  well  under  treatment  for  about 
a year.  Then  the  liver  became  large,  hard, 
and  tender.  She  failed  rapidly,  developed 
fluid  in  chest  and  abdomen,  jaundice,  be- 
came comatose,  and  in  spite  of  treatment, 
died  fifteen  days  after  admission. 

Liver  function  test:  Forty-five  per  cent 
retention  of  bromsulphonephthalein ; Blood 
phosphatase  11.4  (Bodansky  units);  Eu- 
globin  1.1. 

Blood  chemistry:  Total  protein  6.2;  Non- 
protein nitrogen  48;  Serum  bilirubin  (6 
days  after  admission)  2 mg.%;  (a  few 
days  before  death)  5.6  mg.%. 

Had  phenylhydrazine  any  bearing  on 
final  illness?  The  enlargement  of  the  liver 
in  six  months  certainly  suggested  cirrhosis 
— one  of  the  things  one  fears  when  using 
phenylhydrazine — but  results  have  shown 
that  the  liver  is  rarely  injured.  It  must 
be  remembered  that  these  patients  often 
have  cirrhosis  without  any  mediation. 
Anatomical  Diagnosis  (Autopsy  by  Dr.  Self)  : 
Polycythemia  vera 
Splenomegaly 

Extramedullary  erythopoesis — spleen 
Thrombosis  of  hepatic  vein — old  and  recent 
Central  necrosis  of  liver 
Ascites 

Hydrothorax — right 
Fibrous  peritoneal  adhesions . 

Arteriosclerosis  of  aorta — mild 
Fibromyomata  of  uterus 
Adenomata  of  liver 

Final  note  (Dr.  A.  M.  Pappenheimer)  : 
Splenomegaly  and  thrombosis  of  the  branches 
of  central  veins  followed  by  ascites.  Many  of 
the  thrombi  show  early  organization  and  are 
associated  with  edema  and  fibrous  thickening  of 
the  vein  walls.  They  amply  explain  the  central 
hemorrhagic  necrosis  of  liver  lobules,  and  make 
unnecessary  the  assumption  of  a toxic  action  of 
acetylphenylhydrazine. 

Case  3.  A.H.,  Swedish  woman,  age  sev- 
enty, was  first  admitted  seven  years  ago. 
Came  into  the  wards  six  times  and  visited 
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the  clinic  between  admissions  when  possible. 
During  her  course  she  had  several  phlebo- 
tomis  with  temporary  relief  and  splenic 
extract  which  had  no  apparent  effect.  She 
responded  well  to  acetylphenylhydrazine 
when  she  took  it  regularly,  but  because  of 
economic  difficulties,  her  visits  became  all 
too  few.  She  suffered  from  many  ailments 
besides  erythremia — advanced  cardiac  dis- 
ease including  aortic  stenosis,  arterio- 
sclerosis, and  towards  the  last,  large  ulcers 
of  the  legs.  Necropsy  revealed  gastric 
ulcers.  During  life,  this  condition  was 
suspected  but  never  proved.  The  severity 
of  leg  ulcers  may  well  have  been  the  cause 
of  this  apparent  oversight.  While  under 
our  immediate  care  for  almost  two  years, 
she  complained  only  of  her  legs.  When 
admitted  for  the  last  time  she  was  semi- 
comatose,  temperature  of  105°  F.  and 
far  too  ill  for  any  exhaustive  study.  She 
died  five  days  after  admission.  Death  was 
thought  to  be  due  to  erysipelas,  coronary 
occlusion,  and  possible  cerebral  accident. 
Necropsy  revealed  no  cerebral  hemorrhage. 

Anatomical  Diagnosis  (Autopsy  by  Dr. 
Keim) : 

Polycythemia  vera 
Splenomegaly 

Thrombosis  of  coronary  artery,  anterior  descend- 
ing branch  of  left — organized 
Infarct  of  heart — left  ventricle — healed 
Thrombosis  of  common  iliac  artery — left 
Thrombosis  of  external  iliac  vein — left 
Pulmonary  embolism 
Infarct  of  lung — R.L.L. 

Varicose  ulcer — left  leg 
Erysipelas — left  leg 

Abscess  of  left  cheek — staphylococcus  aureus 
Acute  bacterial  endocarditis — aortic  valve — or- 
ganism unknown 
Calcification  of  aortic  valve 
Aortic  stenosis 
Cardiac  hypertrophy 
Ulcers  of  stomach — acute 
Generalized  arteriosclerosis — mild 
Medial  calcification  of  aorta 
Tuberculosis  of  lung — R.U.L. 

Tuberculosis  of  lymph  nodes  (tracheobronchial 
obsolete) 

Chronic  blepharitis — bilateral 
Adenoma  of  parathyroid  gland 
Congenital  malformation  of  kidneys  (double 
pelvis) 

Congenital  malformation  of  aorta  (anomalous 
origin  of  left  inferior  thyroid  artery) 
Congenital  malformations  of  heart 
(Patent  foramen  ovale) 

(Anomalous  distribution  of  coronary  arteries) 

Final  note  (Dr.  A.  M.  Pappenheimer)  : Death 
finally  resulted  from  infection  of  her  varicose 
ulcers  and  probably  as  a contributory  factor, 
from  coronary  occlusion  with  fibrosis.  This  oc- 
clusion may  have  followed  a thrombosis  not 
dependent  upon  sclerosis  of  the  wall,  but  a part 
of  the  general  tendency  to  thrombosis  which  was 
evident  in  this  case. 
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Case  4.  Dr.  “X”,  a Jewish  dentist  of 
thirty-nine  years,  went  to  the  Neurological 
Institute  because  of  “fits.”  The  neurolo- 
gist found,  among  other  symptoms,  per- 
sonality changes,  defects  in  memory,  and 
loss  of  libido.  They  sent  him  to  us  be- 
cause of  the  blood  count.  He  seemed  to 
be  a neurological  rather  than  a hematologi- 
cal problem,  but  because  of  the  erythremia 
we  prescribed  phenylhydrazine.  As  the 
red  cells  went  down,  he  improved,  the 
convulsions  became  less  frequent — from 
one  every  day  or  two,  to  only  one  a 
month.  After  two  years,  because  of  epi- 
lepsy, we  sent  him  to  Dr.  Geyelin,  who 
found  the  blood  uric  acid  high  (6.0  mg. 
per  100  c.c.).  On  questioning,  the  patient 
recalled  several  severe  attacks  of  pain, 
limited  to  the  great  toe.  Hence  we  made 
the  diagnosis  of  gout. 

Although  he  improved  and  was  able  to 
follow  his  profession,  the  loss  of  sexual 
power  remained  unchanged.  It  may  be 
assumed  that  the  erythremia  is  not  wholly 
responsible  for  the  epilepsy  but  probably 
is  a contributing  factor. 

Case  5.  Miss  O’C.  presented  the  pic- 
ture so  often  seen  of  innumerable  minor 
symptoms.  She  did  well  and  probably 
would  have  continued  to  improve  but  she 
left  the  city.  She  had  the  highest  red  cell 
count  (11,700,000)  of  any  patient  in  this 
group.  The  erythrocytes  dropped  to  5,400,- 
000  after  exactly  two  months,  during 
which  time  she  took  three  gm.  of  acetyl- 
phenylhydrazine.  The  improvement  in 
her  general  health  paralleled  the  blood  pic- 
ture. 

Case  6.  A.B.,  a Jewish  salesman,  aged 
thirty-nine,  came  into  the  general  medical 
clinic  July  13,  1933,  complaining  of 

asthma  and  severe  dyspnea  of  seventeen 
years  duration.  After  a routine  work-up, 
he  went  to  the  Asthma  Clinic,  where  Dr. 
Stevens  thought  the  cyanosis  out  of  all 
proportion  to  the  signs  of  asthma  and  sug- 
gested hospitalization.  The  patient  refused 
and  came  to  us  because  of  high  red  cell 
count  (R.B.C.  8,300,000,  Hgb.  150%). 

On  July  24,  1935,  without  enthusiasm, 
we  prescribed  acetylphenylhydrazine ; at 
first  0.1  gm.  a day,  four  times  a week,  with 
weekly  blood  counts ; the  most  given  in 
seven  days  was  0.6  gm.  For  five  weeks 
his  condition  did  not  change.  Then  after 
a drop  of  a million  red  cells,  he  felt  bet- 
ter. In  five  months  we  ordered  8.2  gm. 
of  the  drug  but  he  probably  took  con- 
siderably less. 

On  December  20,  he  had  a cerebral  ac- 
cident, affecting  his  left  hand,  left  leg,  and 
right  eye.  After  unavoidable  delay  he  en- 
tered the  ward  on  February  10,  1936  with 


temperature  101,  pulse  eighty,  respiration 
twenty-two,  blood  pressure  110/70.  He 
was  extremely  cyanotic  and  clouded  men- 
tally, eyes  exophthalmic,  mucous  mem- 
brane congested.  Thyroid  not  enlarged. 
Chest:  marked  emphysema,  respiration 

limited,  breath  sounds  faint,  rales  at  both 
bases,  expiration  prolonged.  Heart:  right 
border  six  cm.  to  right  of  sternum,  left 
border  four  cm.  to  left  of  nipple  line.  The 
sounds  were  of  fair  quality  and  regular 
rhythm.  The  liver  came  down  four  cm. 
below  costal  margin,  the  spleen  not  pal- 
pable and  indeed  was  felt  on  only  one  occa- 
sion. Venous  pressure  165  mm.  Blood 
nonprotein  nitrogen  fifty-one.  Wasser- 
mann  negative.  Plasma  C02  seventy-seven 
per  cent.  Urine  normal.  Film  of  chest 
showed  mottling  of  both  lung  fields,  and 
large  heart.  Electrocardiogram  suggested 
poor  heart  muscle  function.  He  responded 
to  oxygen,  but  on  the  second  day,  devel- 
oped a right  hemiplegia  and  died  in  eight 
days,  death  apparently  due  to  a thrombosis 
of  the  left  brachial  artery.  Autopsy  was 
not  permitted. 

This  man  probably  had  Ayerza’s  dis- 
ease. Of  this  uncommon  condition  Har- 
rop3  says:  “The  clinical  picture  is  one  of 
chronic  cyanosis,  of  varying  but  often  ex- 
treme degree,  usually  associated  with  pul- 
monary emphysema,  and  with  evidence  of 
dilation  and  hypertrophy  of  the  right  heart. 
The  patient  often  gives  a history  of  at- 
tacks of  asthma  or  bronchitis  extending 
over  many  years  and  has  marked  dyspnea 
on  exertion.  The  cyanosis  and  the  pul- 
monary symptoms  may  be  of  very  long  stand- 
ing, as  well  as  the  dyspnea,  before  evi- 
dences of  heart  failure  appear.” 

Cheney4  has  discussed  several  of  these 
cases  in  considerable  detail.  He,  however, 
took  the  position  that  in  addition  to  the 
cardiac  and  pulmonary  lesions,  the  patient 
always  had  syphilis — a radical  view  and 
one  which  would  tend  to  limit  consider- 
ably the  diagnosis  of  an  already  rare  dis- 
ease. Barker6  questions  Cheney’s  conclu- 
sion and  reports  a case  similar  to  ours. 
Barker’s  patient  improved  on  phenylhyd- 
razine. We,  therefore,  assume  that  we  did 
our  patient  no  harm.  However,  we  readily 
admit  that  Ayerza’s  disease  must  be  con- 
sidered a secondary  form  of  erythremia 
and  hence,  phenylhydrazine,  if  used,  must 
be  administered  with  care. 

Case  7.  J.W.,  a Jewish  painter  of  sixty- 
nine,  suffered  from  a long  list  of  ailments. 
The  surgeons  removed  his  right  eye  for 
glaucoma,  his  prostate  because  of  benign 
hypertrophy,  and  a basal  cell  epithelioma 
from  his  forehead.  The  physicians  made 
the  following  diagnoses : nephritis  with 
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hypertension  (blood  pressure  up  to 
250/140),  myocardial  and  valvular  disease 
of  the  heart,  duodenal  ulcer.  We  cau- 
tiously prescribed  phenylhydrazine  in  July 
1934.  In  two  months  he  received  1.6  gm. 
and  no  more  since  then.  Hemoglobin 
dropped  from  135  to  128  per  cent  and  red 
cells  from  9,800,000  to  7,700,000.  He 
showed  no  ill  effects,  but  stopped  coming 
regularly — we  saw  him  occasionally  until 
January  1,  1936.  At  that  time,  he  came 
into  the  ward  because  of  a severe  hemo- 
ptysis. X-ray  of  gastrointestinal  tract 
showed  a duodenal  ulcer.  Hemoglobin 
143%,  red  blood  cells  7,700,000.  He  made 
a surprisingly  good  recovery  and  went 
home.  In  two  months,  his  hemoglobin  fell 
to  116%  with  8,100,000  red  cells — a 
strange  picture,  doubtless  due  to  loss  of 
blood.  But  stranger  far,  was  the  next  blood 
count  with  hemoglobin  of  only  sixty-seven 
per  cent  and  red  cells  4,700,000.  Aside 
from  weakness,  he  had  no  complaints.  His 
appearance  suggested  a patient  on  the 
verge  of  cardiac  decompensation  and  we 
treated  him  accordingly.  He  has  improved 
and  gets  along  fairly  well  if  he  avoids 
all  exertion.  There  have  been  no  symp- 
toms or  signs  pointing  to  the  duodenal 
ulcer  and  he  was  not  aware  of  any  bleeding. 

This  record  shows  what  may  happen  in 
erythremia  without  treatment.  The  medi- 
cation certainly  had  nothing  to  do  with  the 
drop  in  red  blood  cells. 

Case  8.  M.G.,  Hungarian  Jew,  was 
treated  for  four  years  with  phenylhydra- 
zine hydrochloride  before  we  started  the 
present  course  three  years  ago.  At  first 
he  required  large  doses  of  phenylhydrazine 
hydrochloride — three  to  four  gm.  a month. 
At  present  two  gm.  a month  suffice  to  keep 
his  red  cells  within  normal  limits.  We 
think  the  smaller  dosage  is  due  rather  to 
the  new  preparation  than  to  any  change 
in  his  tolerance.  He  was  jaundiced  once 
when  taking  the  hydrochloride  but  not 
since  taking  the  acetylphenylhydrazine. 

Case  9.  Prof.  F.  is  known  to  have  had 
the  disease  for  about  eighteen  years.  This 
man  has  tried  every  form  of  treatment  and 
we  gave  him  from  two  to  four  gm.  of  phenyl- 
hydrazine hydrochloride  a month  for  three 
years.  Now  he  requires  only  1.5  gm.  of 
the  acetyl  in  the  same  length  of  time. 

While  under  observation  he  had  several 
attacks  of  gout.  The  low  point  of  seventy- 
eight  per  cent  hemoglobin  and  2,900,000 
red  cells  may  have  been  due  to  the  fact 
that  he  was  also  taking  colchicum  for  his 
gout.  We  think  it  possible  that  the  two 
drugs  acted  very  drastically  on  the  red 
cells.  He  was  only  taking  1.2  gm.  of 

acetylphenylhydrazine  a month  at  the  time. 


The  red  cells  and  hemoglobin  returned  to 
normal  within  a month  and  symptoms  of 
slight  cerebral  anemia  lasted  only  for  a 
few  days.  At  present  he  is  active  and  far 
better  than  formerly  but  not  quite  up  to 
academic  duties. 

Case  10.  S.A.,  a Turk  of  sixty-two 
years,  was  treated  with  phenylhydrazine 
hydrochloride  for  2j£  years  prior  to  be- 
ginning the  present  course.  His  chief 
complaint  for  some  time  has  been  arthritis. 
He  responds  well  to  acetylphenylhydrazine 
and  needs  much  less  than  he  did  of  the  hydro- 
chloride. The  spleen  is  larger,  sometimes 
fourteen  cm.  below  the  costal  margin.  As 
a rule  his  red  cells  average  around  6,000,- 
000  and  his  hemoglobin  around  110  per 
cent.  At  this  level  he  experiences  no  symp- 
toms referable  to  erythremia. 

Case  11.  J.R.  is  a Russian  Jew  of  sixty-, 
three  years.  Besides  erythremia,  he  has 
duodenal  ulcer,  arteriosclerosis,  and  chronic 
sinusitis.  By  far  the  most  important  con- 
dition is  the  duodenal  ulcer.  At  present 
his  chief  complaint  is  abdominal  pain, 
which  does  not  respond  to  treatment  or 
diet.  He  never  required  more  than  2.3 
gm.  a month  of  acetylphenylhydrazine;  he 
has  had  none  for  eight  months,  and  still 
his  red  cells  continue  to  go  down.  This 
drop  is  undoubtedly  due  to  his  ulcer, 
although  there  has  never  been  any  evi- 
dence of  bleeding.  He  is  the  third  patient 
in  these  series  with  peptic  ulcer. 

Case  12.  E.S.,  an  American  Jew,  came 
to  the  clinic  because  of  urticaria.  It  is, 
of  course,  doubtful  if  the  allergic  tendency 
has  any  connection  with  the  blood.  He 
does  well  on  moderate  doses  of  acetyl- 
phenylhydrazine— from  0.5  to  0.8  gm.  a 
month  keeps  his  red  cells  near  normal. 
Obesity  has  always  been  a real  threat  and 
he  is  one  of  those  who  has  to  exercise  con- 
stant care  about  his  diet. 

Case  13.  E.  McL.  is  a successful  busi- 
ness man  of  fifty-six  with  only  slight  eleva- 
tion of  red  cells.  We  consider  his  record 
important  because  of  his  susceptibility  to 
acetylphenylhydrazine.  This  reaction  to 
the  drug  may  be  due  to  the  fact  that  eight 
years  ago,  Dr.  J.  Bentley  Squier  removed  his 
right  kidney  (tuberculous  pyonephrosis). 
The  first  blood  count  showed  only  slight 
elevation  in  red  blood  cells.  The  follow- 
ing week,  however,  they  were  7,200,000 
and  hemoglobin  120  per  cent.  He  com- 
plained chiefly  of  “mental  fatigue  and 
grogginess.”  The  leukocytes,  low  at  first, 
usually  averaged  11,000  to  13,000,  reach- 
ing as  high  as  19,000  on  one  occasion.  The 
spleen  could  never  be  palpated  but  absence 
of  splenomegaly  does  not,  of  course,  ex- 
clude the  disease. 
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We  ordered  the  usual  initial  dose  of  0.1 
gm.  a day  for  three  successive  days.  After 
three  doses  he  felt  better  but  the  red  cells 
went  up  instead  of  down.  The  second 
week  he  took  0.2  gm.  for  a total  of  0.5 
gm.  in  twelve  days — certainly  not  an  ex- 
cessive amount.  At  this  time  he  com- 
plained of  feeling  “achey,”  chilly  and  fev- 
erish— thought  he  was  “catching  cold.”  No 
physical  signs  could  be  found  but  he  did 
have  a temperature  of  99.6°.  He  went  home 
and  took  0.1  gm.  and  returned  in  three 
days  saying  that  he  felt  worse  and  had 
fever  every  afternoon.  Temperature  at 
that  time  was  100°  by  mouth.  This  sub- 
sided and  after  three  days  he  felt  perfectly 
well  (hemoglobin  88%,  red  cells  5,000,- 
000).  Six  weeks  after  this  episode  he 
again  took  0.1  gm.  of  acetylphenylhydrazine 
and  within  six  hours  shot  a chill,  followed 
by  a temperature  of  101°.  In  all,  he  had 
taken  0.7  gm.  of  the  drug  and  we  decided 
that  that  was  plenty ! With  no  medica- 
tion, on  a diet  consisting  chiefly  of  vege- 
tables, milk,  eggs,  and  fruit,  he  has  thrived 
— plays  golf,  paddle  tennis,  swims,  and 
dances  without  the  least  fatigue. 

Case  14.  Prof.  J.  R.  McG.,  a patient  of 
Dr.  T.  L.  Tyson  (to  whom  we  are  indebted 
for  this  record),  complained  of  fatigue 
and  dizziness.  His  symptoms  had  in- 

capacitated him  for  a year.  Rest  and 
travel  did  not  help.  He  was  given  0.2 
gm.  a week,  then  0.2  gm.  every  two  weeks 
and  now  he  takes  only  0.1  gm.  every  three 
weeks.  Although  red  cells  4,700,000  and 
hemoglobin  seventy-seven  per  cent  are  a 
little  low,  at  this  level  he  feels  splendidly 
and  is  able  to  keep  up  with  a stiff  academic 
schedule.  Sometimes,  after  taking  the  drug 
he  feels  chilly  but  has  never  noted  any 
fever.  This  suggests  the  more  severe  re- 
action of  case  13.  To  avoid  any  ill  effects 
of  the  medication  he  takes  the  drug  during 
the  week-end  when  he  can  rest  without 
curtailing  his  professional  activities. 

Technic 

When  constantly  doing  hemoglobin 
determinations,  a simple  and  reasonably 
reliable  method  becomes  necessary.  For 
years  we  have  used  the  Sahli  (standard- 
ized 100%  to  14.9  gm.  hemoglobin).  The 
modern  trend  is  towards  making  all  re- 
ports in  grams  of  hemoglobin,  and  our 
reason  for  not  changing  is  the  confusion 
that  would  result  in  our  records. 

In  all  of  our  work  two  standardized 
pipettes  are  used  for  each  determination 
of  hemoglobin  or  blood  count. 


Discussion 

Although  this  paper  deals  with 
therapy,  a few  words  about  diagnosis 
may  be  permitted.  In  1921,  Weber6 
divided  all  polycythemias.  into  three 
classes : 

1.  Relative,  due  to  concentration  of  the 
blood. 

2.  Secondary  due  to  high  altitude,  car- 
diac or  pulmonary  disease,  blood  stasis, 
caused  by  chronic  disease,  poisoning,  etc. 

3.  True  erythremia  with  unknown  eti- 
ology. 

When  so  little  is  known  about  a dis- 
ease it  behooves  us  to  be  cautious  in 
making  rules  for  diagnosis.  The  con- 
sensus of  opinion,  however,  suggests 
three  points  to  bear  in  mind:  (1)  High 
red  count;  (2)  leukocytosis;  (3)  pal- 
pable spleen. 

Of  our  fourteen  patients,  only  three 
failed  to  meet  these  requirements.  True, 
some  of  our  old  patients  show  only  a 
moderate  increase  in  red  cells,  but  this 
is  due  to  a former  course  of  treatment. 

Case  6 had  neither  leukocytosis  or 
palpable  spleen.  He  therefore  failed  in 
two  out  of  three  counts.  This  is  im- 
portant as  he  probably  had  Ayerza’s  dis- 
ease. 

Two  other  patients  (13  and  14)  did 
not  have  enlarged  spleens  and  both  may 
be  considered  relatively  early  cases.  Al- 
though we  expect  to  find  a palpable 
spleen,  it  is  absent  in  a small  proportion 
of  cases,  probably  the  early,  or  less  se- 
vere. Furthermore,  neither  of  these 
men  had  leukocytosis  at  first  but  in  both 
it  appeared  later.  A high  count  seems 
to  depend  rather  on  the  severity  of  the 
process  than  the  therapy. 

Six  of  our  patients  were  Jews;  we 
also  had  one  Turk  and  one  Armenian. 
Retznikoff7  has  already  called  attention 
to  the  large  number  of  Hebrews  subject 
to  erythremia.  Two  were  painters  and 
two  were  plumbers.  Before  considering 
lead  poisoning  as  an  etiological  factor, 
we  hasten  to  say  that  these  patients  were 
also  Jews. 

Three  patients,  two  of  whom  were 
Jewish,  had  peptic  ulcer.  The  literature 
contains  a wealth  of  speculation  as  to 
the  relationship  between  ulcers  and 
erythremia.  (Recent  contributors  in- 
clude Boyd8  and  Kraemer  and  Asher9). 
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Our  patients  react  quite  differently  to 
their  intestinal  lesions.  One  after  a 
single  hemorrhage  had  no  symptoms  di- 
rectly referable  to  the  ulcer,  one  man 
suffers  constantly  in  spite  of  diet,  drugs, 
and  rest,  while  the  diagnosis  in  the  case 
of  the  third  patient  was  only  made  at 
necropsy. 

To  successfully  catalogue  all  of  the 
complaints  of  these  patients  is  impos- 
sible, but  certain  symptoms  cannot  be 
overlooked.  For  example,  vertigo,  head- 
ache, and  pain  in  the  extremities,  are  al- 
most always  present.  Sometimes  the 
discomfort  is  hard  to  describe  and  we 
hear  such  terms  as  “mental  fatigue,” 
“heaviness  in  the  head,”  and  “uncer- 
tainty.” The  patients  fear  that  they  may 
fall,  but  rarely  do  so;  they  dread  coming 
to  the  hospital  lest  they  lose  their  way, 
but  generally  get  back  and  forth  with 
only  slight  delay. 

The  pain  in  the  feet  and  toes  is  often 
severe,  with  nothing  but  the  patients 
word  to  show  for  it;  no  redness,  swell- 
ing, or  anything  demonstrable  with 
roentgen  ray.  This  pain  should  not  be 
confused  with  arthritis,  gout,  or  throm- 
bosed vessels.  There  may,  of  course,  be 
small  thrombi  but  they  cannot  be  demon- 
strated. Perhaps  it  is  due  to  changes 
in  the  arteries  as  described  by  Retzni- 
koff,7  or  chronic  congestion  in  the 
smaller  vessels  may  account  for  it. 
Often  worse  in  winter,  suggesting  chil- 
blains, but  wool  socks  and  warmer 
weather  are  by  no  means  always  cura- 
tive. This  pain  will  certainly  test  the 
therapeutic  ingenuity  of  the  physician. 

One  of  our  patients  had  arthritis  in 
the  joints  of  the  feet  and  two  had  gout. 
Weber,11  from  his  wealth  of  experi- 
ence, says  that  gout  occurs  “not  infre- 
quently” in  polycythemia.  We  wonder 
if  that  is  true  in  this  country  because 
Davis10  reported  a case  but  could  find 
no  references  in  the  literature. 

Insomnia  can  also  cause  a lot  of 
trouble.  Many  of  our  patients  are  “nerv- 
ous” but  only  one  (case  4)  has  evidence 
of  an  organic  neurological  condition. 
Patients  with  polycythemia  must  be  con- 
stantly watched  for  evidence  of  mental 
disturbances.  Concerning  this  the  litera- 
ture affords  considerable  diversity  of 
opinion.  Adams14  takes  the  broad,  gen- 
eral view  of  the  medical  man,  impressed 


with  the  numerous  “nervous  manifesta- 
tions” seen  in  the  study  of  nine  cases. 
Levin,15  a psychiatrist,  reports  a case  of 
psychosis  due,  he  thinks,  to  erythremia. 
He  believes  mental  disorders  are  rare  in 
this  disease.  Winkelman  and  Burns16 
agree  that  nervous  diseases  are  the  ex- 
ception in  polycythemia.  They  report 
two  cases,  one  of  which  showed,  at 
necropsy,  a condition  of  the  cerebral  ves- 
sels sufficient  to  have  caused  “neuropsy- 
chiatric features.” 

Treatment 

The  literature  is  replete  with  reports 
about  phenylhydrazine  (usually  the  hy- 
drochloride). Some  observers  have 
found  it  toxic  and  report  instances  where 
the  results  were  unfortunate.  All  agree 
that  the  drug  is  far  from  harmless  but, 
not  dangerous  with  proper  supervision. 
Eggleston  and  Weiss12  give  an  excellent 
survey  of  the  whole  subject. 

We  start  our  patients  on  0.1  gm.  of 
the  acetylphenylhydrazine  once  a day  for 
two  or  three  successive  days.  A blood 
count  is  done  once  a week.  We  like  a 
rest  period  before  examining  the  blood' 
because  we  get  a better  opportunity  to 
study  the  effect.  There  is  no  rule  to  gov- 
ern the  amount  required.  The  only  safe 
method  is  to  continue  for  three  or  four 
weeks  without  changing  the  dosage ; 
then,  if  necessary,  gradually  increase  to 
0.4,  0.5,  or  rarely  to  0.6  gm.  a week. 
When  there  is  any  drop  in  the  erythro- 
cytes and  hemoglobin,  the  drug  should  be 
stopped  at  once  for  a week,  then  given 
again  if  the  red  cells  have  not  decreased 
more  than  1-200,000;  too  great  a drop 
contraindicates  therapy  for  several 
weeks,  or  until  regeneration  appears. 
After  a time,  the  individual  tolerance  of 
each  patient  becomes  apparent.  There 
is  undoubtedly  an  accumulative  effect, 
often  hard  to  estimate.  This  may  be 
helpful  when  properly  understood,  but 
when  disregarded  may  cause  trouble. 
To  state  our  case  so  simply  would  seem 
to  indicate  that  after  a month  or  so  the 
problem  of  each  individual  is  satisfac- 
torily solved.  This  is  far  from  true. 
What  usually  happens  is  that  the  patient 
has  a satisfactory  drop  in  red  cells  and 
the  dosage  is  reduced,  maybe  stopped 
altogether.  The  patient  feels  splendidly 
and  goes  his  way  for  a week  or  two. 
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Meantime,  the  red  cells  and  hemo- 
globin have  shot  up  rapidly.  The  chart 
of  the  red  cells  of  a patient  taking 
phenylhydrazine  often  strongly  resem- 
bles an  old-fashioned  cross-cut  saw.  The 
best  way  to  avoid  this  is  to  proceed  cau- 
tiously and  keep  on  the  low  side  of  the 
patient’s  tolerance. 

After  observation,  an  intelligent  and 
cooperative  patient  need  not  be  seen 
more  than  once  a month.  It  should  be 
a rule  never  to  let  anyone  take  phenyl- 
hydrazine, except  in  the  smallest 
amounts,  without  a monthly  blood  count. 
Sometimes,  as  little  as  0.1  gm.  every 
two  weeks,  will  prevent  a sudden  rise. 

Danger  signs 

Any  form  of  phenylhydrazine  must  be 
used  with  care  but  most  of  the  ill  effects 
reported  were  caused  by  the  phenylhyd- 
razine hydrochloride.  We  have  noticed 
much  less  jaundice  since  using  the  acetyl- 
phenylhydrazine  (only  one  case).  This 
is  significant  because  three  of  our  four 
old  patients  (I,  8,  and  10)  all  became 
jaundiced  when  taking  the  hydro- 
chloride. 

Jaundice,  gastrointestinal  disturbance, 
and  a sudden  drop  in  red  cells  are 
among  the  danger  signals.  There  also 
appears  to  be  a real  susceptibility  which 
may  be  characterized  by  fever  but  no 
jaundice  (cases  13  and  14). 

We  try  to  keep  the  red  cells  near  nor- 
mal but  undoubtedly  some  individuals  do 
better  with  the  erythrocytes,  higher  or 
lower  than  the  usual  figure.  With  so 
much  still  to  be  learned  about  this  dis- 
ease, we  hesitate  to  give  so  potent  a 
drug  except  when  the  patient  has  real 
discomfort;  hence  regardless  of  the 
blood  picture,  we  treat  only  those  who 
have  symptoms.  Once  we  have  started 
therapy  we  continue  it  as  long  as  nec- 
essary. Long  remissions  do  occur  but 
whether  these  are  due  to  treatment  or  the 
course  of  the  disease,  it  is  impossible  to 
tell. 

Some  patients  with  erythremia  develop 
anemia,  usually  late  in  the  disease. 
Rarely  this  phase  is  accompanied  with 
the  well-known  but  rare  leukemic  blood 
picture,  which  has  nothing,  to  do  with 
therapy.  The  anemia  may,  of  course, 
be  the  result  of  some  intercurrent  dis- 


ease such  as  nephritis,  peptic  ulcer,  or 
cirrhosis  of  the  liver.  With  this  knowl- 
edge in  mind,  we  wonder  if  frequent 
bleeding  may  not  sometimes  be  accom- 
panied by  unfortunate  results.  Stephens 
and  Kaltreider13  have  recently  found 
phlebotomy  most  successful  and  this 
method  is  without  doubt  useful  when 
phenylhydrazine  is  contraindicated.  At 
best  we  are  dealing  with  an  incurable, 
obstinate  disease  and  the  odds  are 
against  us,  so  that  any  therapeutic  agent 
must  be  powerful.  Our  observations  in- 
dicate that  the  acetylphenylhydrazine  is 
far  less  toxic  and  more  efficacious  than 
the  phenylhydrazine  hydrochloride. 

Results 

Nine  patients  were  improved 
Two  patients  were  not  improved 
Three  patients  died. 

Unimproved:  The  two  men  that  were 
not  improved  were  both  over  sixty  years 
old  and  had  peptic  ulcers. 

Deaths:  Case  2 had  a ward  diagnosis 
of  cirrhosis  of  the  liver,  cholemia,  and 
cerebral  accident.  Necropsy  showed 
central  cirrhosis  of  the  liver,  fibrous 
peritoneal  adhesions,  and  slight  arterios- 
clerosis of  the  aorta.  (Examination  of 
the  head  not  allowed.)  Dr.  Pappen- 
heimer  did  not  think  the  cirrhosis  re- 
sulted from  the  drug. 

Case  3 was  seventy  years  old.  Death 
followed  a number  of  serious  conditions, 
among  them  extensive  infection  of  vari- 
cose veins,  erysipelas.,  and  a partially 
occluded  coronary  artery.  Nothing  was 
found  on  postmortem  to  indicate  any 
toxic  effect  of  phenylhydrazine. 

Case  6 probably  had  Ayerza’s  di- 
sease— a condition  for  which  little  can 
be  done  therapeutically.  We  may  have 
erred  in  using  the  drug  but  similar  cases 
have  been  benefitted’  by  phenylhydrazine. 
Necropsy  was  not  allowed. 

Summary 

1.  Fourteen  cases  of  polycythemia 
were  treated  with  acetyphenylhydrazine. 

2.  Nine  cases  were  helped,  two  others 
helped  only  temporarily  (both  had  peptic 
ulcer),  and  three  died.  Two  necropsies 
did  not  indicate  toxicity  of  drug.  The 
other  patient  probably  had  Ayerza’s  dis- 
ease ; postmortem  was  refused. 
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3.  One  patient  became  jaundiced'.  Two 
showed  a susceptibility  to  the  drug,  in 
usual  doses. 

4.  From  this  series  we  feel  justified  in 
believing  that  the  acetylphenylhydrazine 


is  probably  more  effective  and  certainly 
less  toxic  than  the  phenylhydrazine  hy- 
drochloride. 

622  W.  168  St. 
(Presbyterian  Hospital) 


References 


1.  McAlpin,  K.  R.  and  Edsall,  K.  S.:  N.  Y.  State 
Jour.  Med.  33:1039,  1933. 

2.  Stone,  C.  T.,  Harris,  T.  H.,  and  Bodansky,  M.: 
J.A.M.A.,  101:495,  1933. 

3.  Harrop,  G.  A.,  Jr.:  Med.,  7:291,  1928. 

4.  Cheney,  G. : Am.  Jour.  Med.  Sc.,  174:34,  1927. 

5.  Barker,  N.  W.:  Arch.  Int. Med.,  47:94,  1931. 

6.  Weber,  F.  P. : Polycythemia,  Erythrocytosis  and 
Erythremia,  Lewis  & Co.,  London,  1921. 

7.  Reznikoff,  Paul,  Foot,  N.  C.,  and  Betnea,  J.  M.: 
Am.  Jour.  Med.  Sc.,  189:754,  1935. 

8.  Boyd,  Wm.:  Ibid,  187:590,  1934. 


9.  Kraemer,  M.  and  Asher,  M.:  Ibid,  191:234,  1936. 

10.  Davis,  N.  S.,  3rd:  J.A.M.A.,  92:1595,  1929. 

11.  Weber,  F.  P.:  Lancet,  227  (2)  :808,  1934. 

12.  Eggleston,  C.  and  Weiss,  S. : Am.  Jour.  Med. 
Sc.,  187:716,  1934. 

13.  Stephens,  D.  J.  and  Kaltreider,  N.  L.:  Ann. 
Int.  Med.,  10:1505,  1937. 

14.  Adams,  L.  J.:  Can.  Med.  Assn.  Jour.,  32:128, 
1935. 

15.  Levin,  M.:  Am.  Jour.  Psychiat.,  10:407,  1930. 

16.  Winkelman,  N.  W.  and  Burns,  M.  A.:  Jour. 
Nerv.  Ment.  Dis.,  78:597,  1933. 


Discussion 


Dr.  D.  J.  Stephens,  Rochester — In  at- 
tempting to  control  the  symptoms  of  poly- 
cythemia, two  general  types  of  therapeutic 
approach  have  been  considered.  One  of 
these  is  to  attempt  to  alter  the  fundamental 
pathology  of  the  disease,  namely  the  bone- 
marrow  overactivity,  which  is  presumably 
on  the  basis  of  anoxemia.  With  the  pos- 
sible exception  of  the  production  of  an 
iron  deficiency  state,  attempts  to  influence 
the  bone-marrow  directly  have  been  dis- 
appointing. Increasing  the  amount  of  oxy- 
gen in  the  inspired  air,  limitations  of  iron 
and  proteins  in  the  diet,  the  use  of  Fowler’s 
solution,  and  the  repeated  aspiration  of  the 
gastric  contents  in  an  attempt  to  limit 
hematopoiesis  have  not  been  sufficiently 
successful  to  warrant  general  acceptance 
as  therapeutic  measures.  The  second  ap- 
proach has  been  palliative  in  nature,  di- 
rected at  the  reduction  (by  chemical  or 
mechanical  means)  of  the  number  of  cir- 
culating erythrocytes  and  therefore  of  the 
hematocrit,  blood  viscosity,  and  blood  vol- 
ume— increases  in  which  are  responsible 
for  the  symptoms  and  signs  of  the  disease. 
The  most  popular  method  of  treatment  has 
employed  one  of  the  phenlyhydrazine  pre- 
parations, whose  action  depends  on  de- 
struction of  erythrocytes  by  hemolysis.  In 
the  hands  of  those  who  are  familiar  with 
the  dangers  and  limitations  of  the  drug, 
many  cases  of  polycythemia  may  be  satis- 
factorily controlled  for  periods  of  many 
years  by  this  means,  as  Dr.  McAlpin  has 
demonstrated.  There  is,  however,  a certain 
number  of  patients  in  whom  the  phenyl- 
hydrazine preparations  cannot  or  should 
not  be  used — those  patients  who  are  elderly 
or  who  have  had  vascular  thromboses, 
those  who  do  not  tolerate  the  drug,  and 
those  in  whom  it  is  ineffective  for  one 
reason  or  another.  It  is  in  such  patients, 


in  particular,  that  we  have  been  interested 
in  studying  the  effect  of  systematic  vene- 
section. Dr.  Kaltreider  and  I have  been 
able  to  confirm  the  observations  of  Rei- 
mann  and  Breuer,  in  Germany,  to  the 
effect  that  venesection,  repeated  at  frequent 
intervals  until  the  hematocrit  reaches  a 
normal  or  subnormal  level,  results  in  pro- 
longed hematologic  and  clinical  remissions 
of  from  several  months  to  two  years  or 
more  and  apparently  does  not  result  in  evi- 
dences of  increased  bone-marrow  activity. 
We  believe  that  these  prolonged  remissions 
are  due  to  the  production  of  a state  of  rela- 
tive iron  deficiency  by  the  withdrawal  from 
the  body  of  relatively  large  amounts  of  iron 
and  other  potential  blood  building  materials 
and  perhaps  to  a temporary  inhibition  of 
bone-marrow  activity.  A decrease  in  cell 
size  usually  occurs  after  repeated  venesec- 
tion and  is  interpreted  as  evidence  of  the 
production  of  some  degree  of  iron  defi- 
ciency. It  has  been  demonstrated  in  both 
man  and  the  experimental  animal  that  the 
hemolytic  action  of  a single  course  of 
phenylhydrazine  is  followed  by  retention 
of  hemoglobin  iron  within  the  body,  by  re- 
ticulocytosis,  by  relatively  rapid  regenera- 
tion of  blood,  and  in  some  instances,  by  in- 
crease in  red  cell  volume  and  size.  In  prac- 
tice these  changes  are  not  of  great  sig- 
nificance because  hemolysis  may  be  con- 
tinued by  the  administration  of  small 
maintenance  doses  of  the  drug.  If  I may, 
I should  like  to  show  one  slide  which  may 
illustrate  some  of  these  points.  This  is  a 
patient  with  polycythemia  vera,  in  whom  a 
remission  was  induced  by  means  of  re- 
peated venesection  and  which  lasted  for 
something  over  a year  before  further  treat- 
ment became  necessary.  The  second  re- 
mission, induced  by  phenylhydrazine,  was 
followed  by  a reticulocyte  response  and  by 
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increase  in  the  hematocrit  and  blood  vis- 
cosity to  the  previous  levels  within  two 
months.  I was  particularly  interested  in 
Dr.  McAlpin’s  patients  with  peptic  ulcer, 
because  this  patient  was  unable  to  take 
further  amounts  of  phenylhydrazine  be- 
cause of  an  exacerbation  of  ulcer  symp- 
toms which  accompanied  the  use  of  the 
drug.  This,  of  course,  is  not  a fair  ther- 
apeutic comparison  because  maintenance 
doses  of  phenylhydrazine  were  not  con- 
tinued after  the  initial  period  of  hemolysis. 


Due  to  limitations  of  time  and  number  of 
patients,  we  have  made  no  attempt  to  compare 
directly  the  therapeutic  efficiency  of  phenl- 
hydrazine  and  venesection.  The  point  is 
rather  to  emphasize  the  usefulness  of  vene- 
section as  an  alternative  therapeutic  pro- 
cedure which,  contrary  to  general  opinion, 
seems  safe  and  efficient,  and  which  may  be 
found  particularly  useful  in  those  patients 
in  whom  one  hesitates,  for  one  reason  or 
another,  to  use  chemical  means  of  treat- 
ment. 


MEDICAL  EXHIBITS  AT  THE  GOLDEN  GATE  FAIR 


In  the  Hall  of  Science  at  San  Francisco’s 
1939  Golden  Gate  International  Exposition, 
thirty  of  America’s  research  laboratories 
will  tell  the  story  of  the  progress  made  in 
the  prevention  and  treatment  of  disease. 

Led  by  such  institutions  as  the  Mayo 
Clinic,  the  Jackson  Clinic,  the  American 
Medical  Association,  and  the  American 
Society  for  the  Control  of  Cancer,  these 
laboratories  will  present  a picture  of  the 
latest  advances  in  medicine  and  its  related 
fields.  The  plans  will  also  have  the  co- 
operation of  the  country’s  leading  universi- 
ties, notably  the  University  of  California, 
Stanford  University,  the  California  Insti- 
tute of  Technology,  University  of  Southern 
California,  Harvard  University,  University 
of  Oregon,  and  the  University  of  Wash- 
ington. The  exhibits  will  place  major  em- 
phasis on  prevention  of  disease  rather  than 
treatment. 

A new  and  improved  model  of  the  trans- 
parent man  will  be  shown,  particularly  em- 
phasizing the  digestive  apparatus.  Other 
material  will  show  the  technic  attained  in 
plastic  surgery.  Displays  showing  the  pre- 
vention and  treatment  of  appendicitis  have, 
also  been  promised  and  educational  exhibits 
pertaining  to  diabetes,  asthma,  and  experi- 
mental dentistry  are  contemplated.  The 
Mayo  Clinic  will  participate  in  the  cancer 
exhibit  and  the  embryological  exhibit. 

The  Jackson  Clinic  of  Madison,  Wis.,  will 
center  all  its  efforts  on  the  story  of  the 
thyroid  gland.  This  display  will  show  the 
normal  activity  of  the  gland  and  how  it 
secretes  thyroxin.  Special  consideration  will 
be  given  to  the  achievement  in  preventing 
physical  and  mental  destruction  through  the 
impairment  of  this  gland  and  the  impor- 
tance of  iodine  in  keeping  the  gland  func- 
tioning. Attention  will  also  be  focused  on 
the  so-called  goiter  belt  stretching  across 
northern  United  States,  and  exhibits  will 
demonstrate  the  prevention  of  goiter  and 
cretinism. 


Dr.  Eben  J.  Carey  of  Marquette  Univer- 
sity, who  was  in  charge  of  medical  exhibits 
at  the  Century  of  Progress,  is  heading  a 
group  planning  an  exhibit  on  embryology, 
“How  Life  Begins.” 

At  the  University  of  Wisconsin  an  exhibit 
is  being  prepared  to  show  the  modern  use 
of  drugs  and  chemicals  to  alleviate  pain. 
In  a cooperative  exhibit,  University  of 
Wisconsin  pharmacologists  and  anesthetists 
will  collaborate  with  similar  groups  from 
the  University  of  California  in  a demonstra- 
tion of  modern  anesthesia. 

An  unusual  cancer  exhibit  will  have  the 
cooperation  of  the  American  College  of 
Surgeons  and  other  groups.  Use  of  radium, 
x-ray,  and  surgical  treatment  will  be 
demonstrated  as  well  as  modern  preventive 
measures. 

Other  important  subjects  to  be  covered 
by  the  American  College  of  Surgeons 
include  the  treatment  of  bone  injury,  par- 
ticularly the  new  plastic  bone  surgery. 
Directing  the  American  College  of  Surgeons 
activities  at  the  Exposition  will  be  a com- 
mittee composed  of  Dr.  Howard  Naffziger 
of  the  University  of  California,  president- 
elect of  the  association;  Dr.  Frank  Lynch, 
also  of  the  University  of  California,  vice- 
president;  Dr.  Emile  Holman  of  Stanford, 
and  Dr.  Malcolm  McEachern  of  Chicago. 

The  story  of  teeth  and  their  connection 
with  general  health  will  be  vividly  por- 
trayed in  the  Hall  of  Science  by  the  exhibit 
of  the  American  Dental  Association.  As  a 
central  feature  of  these  booths  a moving 
model  will  demonstrate  in  a novel  way  how 
teeth  are  formed  and  grow  in  the  mouth. 
A series  of  illustrations  will  also  show  how 
apparently  healthy  teeth  can  decay  and  how 
many  dental  troubles  can  be  prevented  from 
spreading  to  other  parts  of  the  body,  particu- 
larly the  heart,  kidneys,  and  bones.  Of 
especial  interest  to  the  layman  will  be  a 
portrayal  of  the  history  of  dentistry  from 
its  earliest  beginnings. 
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The  purpose  of  this  paper  is  to  call 
attention  to  the  importance  of  anatomical 
obstructions  of  the  gastrointestinal  tract 
as  a cause  of  severe  vomiting  in  early  life. 
We  are  not  considering  at  this  time  the 
type  of  transitory  vomiting  due  to  acute 
general  disease  or  acute  disorders  of  the 
stomach  or  intestine,  but  to  those  types  of 
vomiting  which  are  prolonged  or  recur- 
rent, and  in  which  large  quantities  of  food 
are  lost.  For  our  purpose,  an  analysis 
was  made  of  all  cases  of  severe  vomiting 
observed  at  the  Strong  Memorial  and 
Rochester  Municipal  Hospitals  in  the  ten 
year  period  ending  January  1937.  We 
are  presenting  in  this  paper  our  observa- 
tions on  all  the  infants,  ninety  in  number, 
and  on  the  twenty  older  children  consid- 
ered to  have  “recurrent”  or  cyclic  vomit- 
ing. We  have  excluded  the  cases  of  chil- 
dren (all  of  them  over  2 years  of  age) 
in  whom  severe  vomiting  was  due  to  in- 
flammatory adhesions,  recurring  appendi- 
citis, and  scarring  of  the  esophagus  from 
ingestion  of  corrosive  substances.  The 
cases  were  “selected  cases”  in  the  sense 
that  most  of  them  had  been  referred  to 
the  hospital  because  they  had  failed  to 
respond  to  routine  therapeutic  measures. 
In  the  study  of  these  patients,  the  pedi- 
atric staff  enjoyed  the  active  collaboration 
of  the  surgical  staff.  Most  of  the  opera- 
tions were  performed  by  Dr.  John  J. 
Morton. 

The  diagnoses  are  shown  in  Table  I. 

The  most  frequent  cause  of  severe 
vomiting  in  the  infants  was  congenital 
obstruction  of  the  gastrointestinal  tract 
— complete,  partial,  or  intermittent 
(63.5%  proven,  4.5%  probable).  The 
next  most  frequent  cause  was  pyloro- 
spasm  (23.5%).  Errors  in  feeding  were 
never  the  sole  cause.  (Table  II). 

The  more  frequent  causes  of  severe 
vomiting  in  the  infants  require  brief  con- 
sideration. The  clinical  picture  of  pyloric 


stenosis  is  so  well-known  that  only  the 
briefest  summary  of  our  twenty-nine  cases 
is  necessary.  Twenty-one  of  the  patients 
(73%)  were  boys.  The  vomiting  began 
between  the  ninth  and  twenty-seventh  day 
in  twenty-four  (80%)  ; the  average  day 
of  onset  was  the  eighteenth.  Two  infants 
began  to  vomit  on  the  day  of  birth. 
Usually  the  vomiting  began  as  simple 
regurgitation,  but  soon  acquired  great 
force  in  all.  Gastric  peristalsis  was 
observed  in  all  cases ; a pyloric  tumor 
was  palpated  in  sixty-one  per  cent.  In 
most  of  the  others,  the  pylorus  was  found 
at  operation  so  completely  covered  by  the 
liver  that  it  was  beyond  the  reach  of 
palpation.  Prompt  surgical  treatment 
was  carried  out  in  twenty-eight  infants, 
one  of  whom  died  of  massive  pulmonary 
collapse.  The  vomiting  ceased  promptly 
after  the  operation  in  sixty-five  per  cent 
of  the  cases ; slight  vomiting  continued 
for  a few  days  in  twenty- three  per  cent; 
but  severe  vomiting  continued  on  the 
average  for  five  days  in  twelve  per  cent. 
Two  patients  ultimately  died  of  uremia, 
following  hydronephrosis.  An  older  in- 
fant died  of  pneumonia  and  starvation 
because  we  failed  to  diagnose  pyloric  sten- 
osis before  the  autopsy. 

Pylorospasm  was  observed  in  nineteen 
infants  and  in  two  older  children.  We 
have  taken  as  our  criteria  for  the  diag- 
nosis of  pylorospasm;  projectile  vomit- 
ing, gastric  peristalsis,  the  absence  of  a 
palpable  pyloric  tumor,  and  the  relief  of 
symptoms  by  atropine  in  large  enough 
dose,  by  sedatives,  or  by  thick  feedings. 
Obviously,  we  may  have  included  in  the 
series  several  cases  of  pyloric  stenosis. 
Adequate  visualization  of  the  pyloric 
canal  by  x-ray  would  doubtless  have  im- 
proved our  diagnosis.  The  fact  remains, 
however,  that  medical  therapeutic  meas- 
ures alone  failed  to  cure — or  greatly 
relieve — the  cases  in  which  pyloric  ste- 
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nosis  was  found  at  operation.  Among 
the  infants,  eleven  were  boys,  eight  were 
girls.  Vomiting  began  in  six  on  the  first 
day  of  life ; in  one,  on  the  forty-second ; 
the  average  day  of  onset  was  the  thir- 
teenth. Atropine  relieved  ten  patients ; 
thickened  feeding,  five ; a combination  of 
both,  fifteen  patients.  Two  patients  died 
of  other  conditions ; two  were  inade- 
quately observed.  Ten  patients  were  free 
of  vomiting  by  four  months,  and  twelve 
by  eight  months.  Nine  became  perfectly 
healthy.  Four  had  attacks  of  vomiting  at 
long  intervals ; three  were  described  as 
“nervous.” 

Duodenal  obstruction  was  present  in 
fourteen  infants — eight  girls  and  six 
boys.  The  cause  in  eleven  was  hyper- 
fixation by  so-called  congenital  bands,  or 
faults  in  migration  and  rotation  of  the 
intestine.  The  duodenum  was  frequently 
twisted  or  kinked;  in  two  of  this  type, 
internal  hernias  were  found.  Two  infants 


had  occluding  diaphragms  within  the  duo- 
denum ; one  had  complete  atresia  of  the 
third  portion  of  the  duodenum.  Consti- 
tutional defects  were  relatively  frequent 
in  cases  of  duodenal  obstruction.  Other 
members  of  the  families  of  three  had  con- 
genital intestinal  obstructions.  Two  of 

Table  I — Persistent  Vomiting  in  Early  Life 


Anatomical  Obstructions  in  In- 
fants Boys  Girls  Total 

Obstruction  of  esophagus 4 2 6 

Pyloric  stenosis.  . 21  8 29 

Duodenal  obstructions 6 8 14 

Obstructions  below  duodenum 4 4 8 

Other  Types  in  Infants 

Cardiospasm  (with  other  conditions)  (>)  (S)  (10) 

Pylorospasm 13  8 21 

Vomiting  of  newly  born 3 2 5 

Duodenal  obstructions  — probable.  .224 

Rumination 0 3 3 

Recurrent  Vomitinc,  of  Older 
Children 

Gastrointestinal  obstruction — prob- 
able  8 3 11 

Gastrointestinal  obstruction  — un- 
likely  6 3 9 
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Table  II — Congenital  Obstructions  of  Gastrointestinal  Tract  Observed  in  a Series 
of  Ninety  Infants  with  Severe  Vomiting  (Cases  of  Pyloric  Stenosis  Are  Omitted) 


Case  Type  of  Obstruction 


Other  Significant  Anomalies 


Treatment 


Outcome 


1 

2 

3 

4 

5 

6 

7 

8 
9 

10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20* 

21* 

22** 


23** 

24 

25 

26 
27 


Tracheoesophageal  fistula. 
Tracheoesophageal  fistula. 

Stenosis  of  esophagus 

Stenosis  of  esophagus 

Stenosis  of  esophagus 

Atresia  duodenum 

Diaphragm  in  duodenum . 

Diaphragm  in  duodenum . 


Cystocolic  duodenal  membrane. 
Rotation  of  duodenum 

Hyperfixation  duodenum  at 
Treitz’  ligament 

Hyperfixation  of  duodenum 

Hyperfixation  and  torsion  of  duo- 
denum 

Hyperfixation  and  torsion  of  duo- 
denum 

Hyperfixation  and  torsion  of  duo- 
denum 

Multiple  bands  obstructing  duo- 
denum 

Hyperfixation  and  angulation  of 
duodenum 

Rotation  of  duodenum,  multiple 
obstructions 

Hyperfixation  duodenum 

Hyperfixation  duodenum 


Cardiospasm 

Mental  retardation . 
Mongolian  idiocy. . . 
Alkalosis 


Cardiospasm.  Mongolian  idiocy.. 
Cardiospasm.  Mental  retardation 
Harelip.  Cleft  palate 


Entire  small  intestine  not  rotated, 
and  retroperitoneal.  Alkalosis 

Cardiospasm 

Adhesions  constricting  ileum. 
Alkalosis 

Cardiospasm 

Redundant  sigmoid.  Hypospad- 
ia 

Cardiospasm.  Hernia  jejunum 
into  lesser  peritoneal  cavities 

Cardiospasm.  Hypospadia 


Gastrostomy Died,  age  3f  months 

Gastrostomy Died,  age  30  days 

Dilatation Died,  bronchopneumonia 

Dilatation Recovery 

Dilatation  at  8-10  years. . Improved 

Operation  at  2 days Died,  pneumonia,  2 years 

Operation Relief  marked,  slight  vomiting 

2 years 

Operation  at  14  days Relief  of  vomiting,  died,  sepsis, 

1 month 

Operation  at  3 months . . . Relief 

Operation  at  9 days Died.  Shock  after  operation  on 

mouth  at  25  days 

Operation  at  35  days Relief 

Operation  at  11  months . . Relief 

Operation  at  4 months . . . Relief 

Operation  at  15  days.. . . . Relief 

Operation  at  4 months . . . Relief 

Operation  at  1 month. ...  For  3 months,  periods  of  vomit- 
ing, then  relief 

Operations  at  11  days,  2 Relief  partial 
months,  3 months 
Operation  at  19  days Relief 

Operations  at  25  days,  at  Relief 
2 months 


Atresia  jejunum Pancreatitis 

Atresia  jejunum Fetal  ’ ' peritonitis  ”. . 

Internal  diaphragm  obstructing  Impacted  meconium 
ileum 

Atresia  of  large  bowel Impacted  meconium 

Constriction  of  colon  due  to  con-  Mongolian  idiot. . . . 
genital  bands 

Multiple  congenital  bands  ob- 

structing  ileum 

Volvulus  due  to  malformation  of 

mesentery 

Hirschsprung’s  disease 


Died,  7 days 

Operation  at  2 days Died,  14  days 

Operation  at  2 days. Died 

Operation Died 

Medical Relief 

Operation  at  15  months . . Recovery  from  vomiting,  died, 
scarlet  fever,  3 year* 

Operation  at  6 months . . . Died 

Medical  treatment Relief  from  treatment 


* Brothers. 

**  Case  22  was  sister  of  case  23. 
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the  infants  were  Mongolian  idiots.  Hypo- 
spadias was  present  in  two ; cleft  palate 
in  one.  Two  of  the  patients  had  redun- 
dant sigmoids.  Seven  of  them  had  demon- 
strable cardiospasm.  One  patient  was 
found  to  be  retarded  in  mental  develop- 
ment. Another  became  a stammerer. 

The  vomiting  began  early;  on  the  first 
day  of  life  in  eleven;  on  the  third,  fifth, 
and  ninth  in  the  others.  All  patients 
vomited  with  great  frequency,  and  lost  a 
large  amount  of  material.  The  vomitus 
often  contained  blood ; in  three  patients, 
it  contained  bile.  The  vomiting  was 
‘'projectile”  in  ten.  In  the  seven  patients 
with  cardiospasm,  the  vomitus  at  times 
contained  no  acid  or  curds,  a circum- 
stance which  at  first  caused  great  con- 
fusion in  diagnosis.  In  six  patients,  the 
vomiting  increased  steadily;  in  four,  it 
was  alarming  from  the  first.  In  four,  the 
vomiting  was  intermittent — at  irregular 
intervals. 

These  latter  patients — and  some  of 
the  others — were  treated  for  long  peri- 
ods of  time  by  changes  of  formula.  In 
most  of  the  cases  of  duodenal  obstruc- 
tion, fullness  was  observed  in  the  epigas- 
trium, due  to  distention  of  the  stomach; 
in  about  half  of  the  cases,  gastric  peri- 
stalsis was  observed.  The  x-ray  plates 
in  cases  of  partial  duodenal  obstruction 
were  frequently  misinterpreted  as  showing 


pyloric  obstruction.  In  several,  the 
dilated  duodenum  was  apparent.  As 
medical  treatment  relieved  none  of  these 
patients,  operation  was  performed  in  all. 
Following  operation,  vomiting  promptly 
ceased  and  did  not  return  in  five.  Severe 
vomiting  continued  in  nine — for  an  aver- 
age of  five  days ; in  seven  of  these  infants, 
slight  vomiting  was  observed  from  time 
to  time.  In  two,  the  vomiting  steadily 
increased ; a second  operation  was  re- 
quired in  one,  and  a second  and  a third 
in  the  other,  to  relieve  obstructions  below 
the  site  of  the  first  operation.  Six 
patients  are  known  to  have  recovered 
completely ; three  had  occasional  vomiting 
for  a year.  One  of  the  Mongolian  idiots 
— who  had  had  atresia  of  the  duodenum 
— died  of  pneumonia  at  the  age  of  two 
years.  The  other  Mongolian  idiot  died 
of  septicemia  following  a skin  infection. 
Another  infant,  relieved  of  vomiting  after 
operation,  died  of  pulmonary  collapse  fol- 
lowing operation  for  cleft  palate. 

It  is  our  impression  that  duodenal 
obstruction  of  moderate  degree  may  have 
been  present  in  four  other  infants,  whose 
symptoms  were  intermittent  vomiting. 
In  fact,  the  x-ray  examination  indicated 
enlargement  of  the  duodenum  in  three; 
but  the  vomiting,  although  considerable 
in  amount  from  time  to  time,  did  not 
result  in  failure  to  gain,  and  gradually 
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stopped  in  all.  For  this  reason,  opera- 
tion was  not  indicated. 

Less  frequent  causes  of  severe  vomit- 
ing in  infancy:  Tracheoesophageal  fistula 
occurred  in  two  infants  in  the  series ; ste- 
nosis without  fistula  in  three ; cardiospasm 
without  other  evidence  of  obstruction  in 
one ; and  cardiospasm  with  other  obstruc- 
tive lesions  in  ten.  The  vomiting  began 
early  in  each  case.  The  vomitus  was  free 
of  gastric  juice.  In  the  cases  of  fistula, 
vomiting,  choking,  and  cyanosis  occurred 
with  the  first  attempt  at  giving  water. 
Great  caution  is  necessary  in  administer- 
ing radiopaque  material  to  cases  suspected 
of  having  esophageal  obstructions,  for  the 
material  is  liable  to  enter  the  lung ; barium 
sulfate  should  not  be  used;  it  is  much 
safer  to  use  skiodan  or  lipiodol ; better 
yet,  to  attempt  to  pass  a catheter  through 
the  esophagus  into  the  stomach.  The 
prognosis  of  complete  obstruction  of  the 
esophagus  is  absolutely  bad,  even  with 
gastrostomy,  because  there  is  usually  a 
communication  between  the  stomach  and 
the  lung  through  the  lower  end  of  the 
esophagus.  Dr.  Merle  Scott  performed 
transection  of  the  cardia  in  our  cases, 


with  prolongation  of  life.  Incomplete 
obstructions  of  the  esophagus  may  require 
dilatation  of  the  esophagus  for  long 
periods.  Cardiospasm  associated  with 
obstruction  in  the  duodenum  required  only 
occasional  feeding  by  tube. 

Severe  vomiting  in  the  first  two  weeks 
of  life  may  be  due  to  some  of  the  causes 
already  mentioned,  or  to  injudicious  feed- 
ing. In  five  of  our  cases,  the  cause  was 
not  discovered,  and  the  vomiting  ceased 
abruptly  in  all. 

Congenital  obstruction  below  the  duo- 
denum was  observed  in  eight  cases.  Two 
of  these  patients  were  cured  by  operations 
which  relieved  obstructions  of  the  large 
bowel.  The  obstructions  in  the  others 
included  atresias — often  multiple — and 
fetal  peritonitis.  Two  infants  in  one 
family  had  internal  bands  obstructing  the 
terminal  ileum,  and  causing  the  retention 
of  enormous  quantities  of  meconium  of  a 
rubber-like  consistency.  None  of  the  six 
survived. 

Rumination  was  the  sole  cause  of  severe 
vomiting  in  three  neurotic  infants. 

Diagnosis:  The  review  of  our  cases 
shows  that  congenital  obstruction  of  the 
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Fig.  2.  Diaphragm  within  duodenum.  Cardio- 
spasm Cure. 
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intestinal  tract  is  a frequent  cause  of 
severe  vomiting  in  infants,  and  should  be 
suspected  whenever  the  vomiting  is  not 
relieved  by  correction  of  errors  in  diet. 
The  majority  of  these  infants  cannot  be 
cured  without  surgical  treatment.  Exact 
diagnosis  is  important  before  operation. 
The  type  of  vomiting  often  gives  most 
important  diagnostic  information:  Chok- 
ing, cyanosis,  and  regurgitation  through 
the  mouth  and  nose  immediately  after 


Fig.  3.  Duodenal  obstruction  due  to  construction 
by  peritoneal  bands.  Cardiospasm.  Operation — 
Cure. 


feeding  indicate  that  food  has  entered  the 
trachea,  and  suggests  tracheoesophageal 
fistula.  Vomiting  of  uncurdled  milk, 
often  with  large  amounts  of  mucus,  indi- 
cates obstruction  of  the  esophagus. 
Vomiting  which  becomes  forcible  indi- 
cates obstruction  at  the  pylorus  or  high 
in  the  duodenum.  Blood,  usually  changed 
in  color  by  the  action  of  gastric  juice, 
may  be  found  in  the  vomitus  of  infants 
with  high  intestinal  obstruction,  and  does 
not  necessarily  indicate  ulcer.  Bile  in  the 
vomitus  indicates  obstruction  below  the 


entrance  of  the  bile-duct  into  the  duode- 
num ; but  it  must  be  remembered  that  in 
congenital  lesions  of  the  intestine,  the 
bile-ducts  may  enter  the  duodenum  at 
abnormal  sites.  The  stool  in  cases  of 
complete  obstruction  resembles  meco- 
nium ; lanugo  hairs  are  absent.  In  partial 
obstruction,  the  stool  may  be  small  and 
constipated.  In  cases  suspected  of  eso- 
phageal obstruction,  valuable  information 
in  regard  to  the  site  of  the  obstruction 
may  be  obtained  by  gently  introducing  a 
catheter  into  the  esophagus.  In  cases  of 
complete  obstruction  of  the  esophagus,  air 
may  sometimes  be  demonstrated  in  the 
stomach;  this  sign,  suggested  by  Dr.  W. 
J.  Merle  Scott,  indicates  a communication 
between  the  stomach  and  the  trachea. 
The  x-ray  gives  valuable  information  in 
regard  to  the  site  of  intestinal  obstruction. 
The  clinician  should  insist  upon  being 
present  while  fluoroscopic  examination  is 
being  made.  Observations  should  be 
made  before  the  introduction  of  radio- 
paque material ; otherwise,  a foreign  body 
may  be  overlooked,  as  in  one  case  not  in 
this  series.  As  a rule,  x-ray  examination 
is  not  required  in  cases  of  pyloric  steno- 
sis ; but  in  cases  of  duodenal  obstruction, 
it  may  show  delayed  emptying  time  of 
the  stomach,  enlargement  of  the  first 
portion  of  the  duodenum,  narrowing 
below  the  site  of  a partial  obstruction, 
and  in  certain  cases,  internal  hernias. 
Radiopaque  material  used  as  an  enema 
may  aid  in  the  diagnosis  of  partial  obstruc- 
tions of  the  lower  intestine. 

Prognosis:  The  immediate  prognosis 

in  cases  of  severe  vomiting  depends  upon 
(1)  the  state  of  nutrition  of  the  patient, 
and  (2)  the  possibility  of  removing  the 
cause  of  vomiting.  As  a rule,  the  acute 
metabolic  disturbances — such  as  dehydra- 
tion, hypochloremia,  alkalosis — yield 
readily  to  appropriate  treatment ; but  mal- 
nutrition of  marked  degree  due  to  pro- 
longed starvation  can  only  be  relieved 
after  the  vomiting  has  been  stopped.  The 
outlook  in  tracheoesophageal  fistula,  and 
in  multiple  atresias  of  the  bowel,  is  abso- 
lutely bad.  Obstructions  at  the  pylorus 
due  to  spasm  yield  to  medical  treatment; 
undoubtedly,  many  cases  of  hypertrophic 
pyloric  stenosis  can  be  cured  eventually 
by  medical  treatment  alone.  It  is  our 
experience,  however,  that  the  mortality  is 
lower,  and  that  the  cure  is  immediate  by 
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operation  in  the  hands  of  a skilled  sur- 
geon. Stenosis  of  the  esophagus  requires 
dilatation  which  may  have  to  be  repeated 
often.  Uncomplicated  cardiospasm  in 
early  infancy  may  sometimes  be  cured  by 
means  of  feeding  by  stomach  tube.  Duo- 
denal obstruction,  complete  and  partial, 
may  be  cured  by  operation.  We  have 
been  impressed  by  the  fact  that  the  patient 
with  congenital  obstructions  of  the  gastro- 
intestinal tract  withstands  operation  well, 
even  when  the  nutritional  condition  is 
poor,  provided  that  the  patient  is  suitably 
prepared  for  operation,  and  that  no  infec- 


The  evidence  was  conclusive  in  four 
patients  who  were  cured  by  operation, 
and  was  suggested  by  x-ray  in  seven. 
The  average  age  of  onset  was  2.1  years ; 
but  the  onset  occurred  in  only  three 
during  the  first  year  of  life.  No  case 
formerly  diagnosed  as  pylorospasm  or 
pyloric  stenosis  was  observed.  The  evi- 
dence from  the  study  of  older  children, 
although  not  very  extensive,  suggests  that 
severe  vomiting  in  infancy  may  some- 
times, but  not  often,  be  followed  by 
recurrent  vomiting  in  later  childhood.  In 
all  likelihood,  cases  of  spasm  of  the  cardia 


Table  III — Recurring  Vomiting  in  Older  Children 


Nine  cases  of  Acetonemic  Vomiting  showed  no  evidence  of  anatomical  obstruction. 
Eleven  cases  showed  evidence  of  anatomical  obstruction 

■Age  — years 

Case  Sex 

Site  of  Obstruction  < 

Onset 

Cure 

Last  Exam. 

Special  treatment 

A.. 

M 

D.  C. 

5 

9 

10 

Hygienic 

B.. 

F 

D.  ? C. 

9m 

10 

15 

Sedatives 

C.. 

M 

D.  ? 

1 

7 

10 

Sedatives 

D. 

F 

D.  ? C. 

2 

7 

Not  treated 

E., 

M 

D. 

6m 

’5? 

5 

Desensitization  for 
allergy 

F., 

M 

D.  ? 

6m 

9 

10 

Sedatives 

G.. 

M 

D.  ? C. 

11 

26 

26 

Operation 

H. 

F 

C. 

5 

10 

10 

Operation 

I.. 

M 

C. 

2 

6 

Not  treated 

J.. 

M 

Hernia  of  diaphragm 

3 

‘5 

5 

Operation 

K. 

M 

C.:  Obstruction  of  colon. 

Meckel’s  Diverticulum 
D.:  Obstruction  of  duodenum. 

5 

6 

6 

Operation 

tion  is  present.  The  remote  prognosis 
depends  in  part  upon  the  presence  or 
absence  of  other  anomalies,  such  as  mon- 
golism, mental  retardation,  and  nervous 
instability.  Repeated  vomiting  in  later 
childhood  may  follow  that  in  infancy ; we 
have  not  observed  our  patients  long 
enough  to  know  how  frequently  this  may 
occur  in  the  various  types  of  congenital 
obstruction.  A partial  answer  can  be 
given  by  examining  the  histories  of 
twenty  older  children  with  recurrent 
vomiting.  These  cases  fall  into  two 
groups : 

1.  Nine,  in  whom  the  attacks  were  accom- 
panied by  severe  ketosis,  and  in  whom  no 
evidence  could  be  found  for  intestinal 
obstructions.  Severe  hypoglycemia  was 
present  in  six.  Migraine  in  one  of  the 
parents,  and  allergy  or  eye  strain  in  the 
patient,  were  often  present.  The  average 
age  of  onset  was  4.3  years ; the  attacks 
usually  ceased  by  the  twelfth  year;  on  the 
average,  by  the  eighth  year. 

2.  Eleven  children  in  whom  the  attacks 
were  accompanied  by  moderate  ketosis  only, 
and  in  whom  evidence  was  obtained  of  inter- 
mittent intestinal  obstruction.  (Table  III). 


and  pylorus,  and  possibly  cases  of  milder 
duodenal  obstruction  recover  spontane- 
ously. Children  with  severe  obstruction 
in  the  first  year  are  likely  to  succumb  if 
they  are  not  subjected  to  operation. 
Obviously  we  cannot  yet  be  certain  that 
operation,  even  if  apparently  successful, 
will  assure  a permanent  cure  in  all  forms 
of  serious  congenital  obstruction. 

Treatment  of  Severe  Vomiting  in 
Infants 

From  what  has  been  said,  it  is  obvious 
that  surgical  treatment  is  required  in  cases 
of  severe  organic  obstruction.  But  it  is 
also  obvious  that  medical  treatment  is 
essential  in  all  cases.  We  can  outline  here 
only  a few  of  the  more  important  medical 
measures.  The  immediate  problem  is  one 
of  correcting  the  results  of  vomiting — 
dehydration,  loss  of  chloride,  and  starva- 
tion. Normal  salt  solution  or  Ringer’s 
solution  should  be  administered  by  sub- 
cutaneous injection  in  sufficient  quantity 
to  relieve  dehydration,  as  shown  by  return 
of  normal  tissue  turgor,  and  to  replace 
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plasma  chloride,  as  shown  by  the  presence 
of  chloride  in  the  urine.  If  the  loss  of 
chloride  is  very  great,  alkalosis  with  con- 
vulsions is  likely  to  occur;  in  this  case, 
magnesium  sulfate  or  calcium  gluconate 
should  be  injected  into  the  muscle,  and, 
in  addition,  normal  salt  solution  should 
be  injected  beneath  the  skin.  Intravenous 
injection  of  glucose — ten  per  cent  solu- 
tion— is  of  immediate  value  in  acute 
starvation.  Venoclysis  is  indicated  in 
cases  of  acute  anhydremia  with  symptoms 
of  shock,  and  in  children  unable  to  retain 
any  of  the  fluids  given  by  mouth.  The 
transfusion  of  blood  is  of  value  in  cases 
with  severe  malnutrition,  anemia,  or  infec- 
tion. In  cardiospasm,  feeding  by  tube 
may  not  only  meet  the  immediate  require- 
ment for  food,  but,  in  young  infants,  may 
relieve  the  cardiospasm.  In  pyloric 
obstruction,  not  obviously  due  to  hyper- 
trophic stenosis,  it  is  advisable  to  use 
atropine  in  full  doses,  feedings  thickened 
with  cereal,  and  sedatives,  especially  phe- 
nobarbital.  In  our  opinion,  operation  is 
the  best  method  of  treatment  of  pyloric 
stenosis.  Infants  with  severe  vomiting 
due  to  obstruction  below  the  pylorus  must 
be  treated  by  operation.  When  operation 
is  indicated,  it  should  be  carried  out  as 
soon  as  possible ; delay  results  only  in  loss 
of  weight  and  liability  to  infection.  In 
preparing  the  infant  for  operation,  the 
loss  of  fluid  and  chloride  must  be  re- 
stored. After  the  operation,  transfusion 
of  small  amounts  of  blood  may  be 
required.  The  first  fluid  offered  after 
operation  should  be  water,  diluted  salt 
solution,  or  glucose.  If  this  is  retained, 
small  feedings  of  whey,  human  milk,  or 
an  appropriate  milk  formula  may  be  used. 
It  is  much  safer  to  proceed  slowly,  for 
the  infant  at  this  time  can  withstand 
underfeeding  better  than  it  can  withstand 
an  intestinal  upset;  and  the  requirements 
for  fluid  can  readily  be  met  by  infusions. 


TRUTH  WILL  OUT 

A clinic  was  once  suing  on  a long  over- 
due account  and  the  business  head  of  the 
clinic  was  giving  the  evidence.  “But  I 
assure  you,”  said  the  defending  lawyer,  “that 
many  of  these  fees  were  made  for  visits 
that  were  entirely  unnecessary,  and  that 
your  partner  continued  these  visits  long 
after  the  patient  was  out  of  danger.”  “In- 
deed, no,”  indignantly  replied  the  doctor, 


The  full  caloric  requirement  of  the  infant 
can  usually  not  be  offered  before  the  sev- 
enth or  tenth  day.  We  have  found  that 
whole  milk  and  corn  syrup  mixtures  are 
suitable.  The  caloric  requirements  of 
greatly  undernourished  infants  may  be 
considerable.  Thick  feeding  has  no  advan- 
tage after  operation. 

Summary 

1.  In  a series  of  ninety  cases  of  severe 
vomiting  in  infancy,  congenital  obstruc- 
tions of  the  gastrointestinal  tract  were 
found  in  fifty-seven,  or  63.5  per  cent. 

2.  Forty-one  of  the  patients  with 
organic  obstruction  were  relieved  by 
operation;  the  relief  was  usually  prompt 
in  pyloric  stenosis,  but  in  duodenal  ob- 
struction, the  relief  was  often  delayed. 

3.  Sixteen  of  the  infants  with  organic 
obstruction  died;  five  because  operation 
could  not  correct  the  defect;  four  died 
immediately  after  operation,  although  the 
defect  had  been  corrected ; seven  died  a 
considerable  time  after  operation,  usually 
as  a result  of  other  congenital  defects. 

4.  The  ultimate  prognosis  in  the  infants 
relieved  of  vomiting  by  operation  is  not 
known.  For  this  reason,  a series  of 
twenty  cases  of  recurrent  vomiting  in 
older  children  was  analyzed.  Congenital 
partial  obstructions  of  the  gastrointestinal 
tract  was  present  in  four,  and  probably 
present  in  seven.  None  of  these  children 
had  had  pyloric  obstruction  in  infancy.  In 
nine,  no  evidence  for  organic  obstruction 
of  the  gastrointestinal  tract  was  found. 

5.  Adequate  medical  treatment  of  cases 
of  severe  vomiting  in  infancy  is  essential, 
particularly  those  requiring  operation. 

6.  In  the  treatment  of  congenital 
obstructions  of  the  alimentary  tract  in 
infants,  close  cooperation  between  the 
pediatrician  and  the  surgeon  is  essential. 

Strong  Memorial  Hospital. 


“I  am  quite  certain  that  the  patient  was  in 
very  grave  danger  so  long  as  my  partner 
continued  his  visits.” — Medical  Record. 


“It  is  said  that  General  Hugh  Johnson 
has  been  employed  as  a radio  commentator 
by  the  Bromo  Quinine  outfit  to  enlarge  the 
demand  by  increasing  headaches.”- — Roent- 
gen Economist. 


TRAUMATIC  SUBDURAL  HEMATOMA 


Sidney  W.  Gross,  M.D.  and  Thomas  J.  O’Kane,  M.D.,  New  York  City 
From  the  Department  of  Surgery,  Morrisania  City  Hospital,  Dr.  G.  E.  Milani,  Director 


In  recent  years  several  excellent  con- 
tributions have  been  made  to  the  study 
of  subdural  hematoma.  Many  of  these 
reports,  however,  have  been  published 
in  neurological  journals  so  that  the  sub- 
ject has  not  had  as  much  dissemination 
among  general  practitioners  as  its  im- 
portance warrants. 

A subdural  hematoma  is  a collection 
of  clot,  or  the  fluid  resulting  from  the 
disintegration  of  a clot  in  the  subdural 
space — a potential  space  between  the 
arachnoid  and  inner  surface  of  the  dura. 
This  collection  of  clot  or  fluid  is  sur- 
rounded by  an  outer  connective  tissue 
membrane  which  is  adherent  to  the  dura, 
and  an  inner  thin  membrane  of  prolife- 
rated arachnoidal  cells. 

Subdural  hematomas  are  formed,  when, 
following  an  injury  to  the  skull,  usually 
of  a mild  nature,  a vessel  entering  the 
longitudinal  sinus  is  torn.  These  vessels 
are  peculiarly  susceptible  to  injury  since 
they  enter  the  longitudinal  sinus  at  the 
right  angles  and  are  relatively  unsup- 
ported by  surrounding  structures.  The 
pressure  in  the  venous  sinuses  and  the 
veins  entering  the  sinuses  is  low,  so 
bleeding  occurs  slowly  and  the  appear- 
ance of  symptoms  after  the  initial  trauma 
(which  is  often  forgotten)  is  delayed  for 
several  days  or  weeks.  As  the  clot  forms 
there  is  a proliferation  of  fibroblasts  on 
the  surface  of  the  clot  next  to  the  dura, 
forming  an  outer  membrane,  while  the 
inner  membrane  is  formed  from  the  ar- 
achnoid. Thus  the  clot  becomes  encysted. 
If  the  original  encysted  clot  is  small,  the 
appearance  of  symptoms  is  delayed  until 
this  mass  increases  in  size  as  fluid  is 
drawn  into  the  hemorrhagic  cyst  by  os- 
mosis. Gardner1  believes  that  as  the 
molecules  of  hemoglobin  forming  the  clot 
are  broken  down  into  simpler  organic 
compounds,  the  osmotic  tension  is  altered 
to  favor  the  passage  of  fluid  into  the 
hematoma,  forming  a cyst-like  structure 
containing  a yellowish  or  greenish-yel- 
low clear  fluid.  Hematomas  may  produce 
symptoms  within  a few  days  after  the 


injury.  In  these  cases  a well-defined 
tents  of  the  hematoma  in  the  early  cases 
is  of  the  consistence  and  appearance  of 
currant  jelly. 

In  the  past  eighteen  months  the  authors 
have  observed  five  cases  of  subdural  hema- 
toma which  were  operated  upon  at  the 
Morrisania  City  Hospital.  During  this 
period  about  seven  hundred  cases  of  head 
injury  of  sufficient  severity  to  warrant 
hospitalization  were  seen. 

Case  Reports 

Case  1.  A.S.,  colored,  married,  forty- 
eight  years  old,  was  admitted  to  the  hospital 
on  February  5,  1935.  She  was  stuporous, 
confused,  and  a history  could  not  be  ob- 
tained. She  was  in  extremely  poor  physical 
condition.  She  answered  questions  when 
aroused  but  it  was  impossible  to  find  out 
anything  definite  concerning  her  illness.  A 
subconjunctival  hemorrhage  was  present  in 
the  right  eye.  Both  eyes  deviated  spontane- 
ously to  the  right.  She  had  a right  hemi- 
paresis  with  a positive  Babinski  on  the 
same  side.  The  left  pupil  was  larger  than 
the  right  and  both  reacted  poorly  to  light. 
The  fundi  showed  blurring  of  the  nasal 
disc  margins.  The  pulse  was  sixty  and  the 
membrane  has  already  formed.  The  con- 
blood  pressure  160/100.  The  next  morning 
it  was  impossible  to  awaken  the  patient  and 
her  hemiparesis  had  become  more  marked. 
A lumbar  puncture  yielded  a clear  fluid 
under  slightly  increased  pressure  containing 
ten  lymphocytes  and  a slight  increase  in 
globulin.  The  patient  was  taken  to  the 
operating  room,  and  because  of  the  right 
hemiparesis  a trephine  opening  was  made 
in  the  skull  in  the  left  temporal  region. 
The  dura  bulged  but  was  not  discolored. 
When  the  dura  was  opened  the  brain  was 
tense  and  did  not  pulsate,  but  was  otherwise 
normal.  The  patient  was  immediately  turned 
over,  the  right  side  of  the  skull  prepared, 
and  an  opening  made  in  the  right  temporal 
region.  The  dura  on  this  side  was  also 
tense  and  bluish.  When  the  dura  was  opened 
a large  subdural  hematoma  was  disclosed. 
It  was  cystic  and  contained  a large  amount 
of  yellowish  fluid.  The  patient  regained 
consciousness  on  the  table  and  it  was  neces- 
sary to  give  her  ether  to  quiet  her.  The 
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clot  was  removed.  On  her  return  to 
the  ward  the  patient  improved  rapidly  and 
she  was  discharged  three  weeks  after  ad- 
mission. She  has  been  back  at  work  for 
some  time  and  is  entirely  symptom-free. 

Comment:  No  history  was  available  at 
the  time  of  the  patient’s  admission.  An 
exploration  was  considered  advisable  be- 
cause of  the  slow  pulse  and  the  progressing 
hemiplegia  with  a dilated  pupil  on  the  side 
opposite  to  the  hemiplegia.  It  is  interesting 
that  the  hematoma  was  found  on  the  side 
opposite  the  large  pupil,  and  ipsolateral 
with  the  hemiplegia.  The  usual  localizing 
signs  were,  therefore,  entirely  misleading. 
This  case  demonstrates  the  importance  of 
exploring  both  sides  when  a hematoma  is 
suspected  and  not  found  on  the  side  first 
explored.  When  the  patient  recovered  she 
told  of  having  received  several  blows  on  the 
head  during  the  five  weeks  preceeding  her 
operation.  A blood  Wassermann  taken  post- 
operatively  was  four-plus,  though  the  spinal 
fluid  serology  was  negative. 

Case  2.  M.S.,  single,  white,  waiter,  twen- 
ty-five years  old  was  admitted  on  December 
20,  1934,  because  of  occipital  headaches, 
vomiting,  and  failing  vision.  On  November 
17,  1934,  he  was  struck  on  the  jaw  during 
an  altercation.  He  was  “knocked  out”  for 
a few  minutes  but  he  soon  recovered  com- 
pletely and  continued  at  work.  He  remained 
well  and  worked  to  November  29,  when  a 
severe  occipital  headache  suddenly  appeared. 
In  a few  days  the  headache  was  accom- 
panied by  vomiting.  These  head  pains 
increased  in  intensity  and  finally  became 
almost  intolerable.  He  was  admitted  to 
another  hospital  where  a diagnosis  of  “men- 
in go-encephalitis”  was  made. 

On  his  admission  to  the  Morrisania  City 
Hospital  no  evidence  of  injury  to  his  head 
was  noted.  An  x-ray  of  his  skull  was 
negative,  the  fundi  showed  bilateral  severely 
choked  discs  with  hemorrhages  and  exudate. 
The  visual  fields  showed  no  defects.  The 
neurological  examination  was  normal  except 
for  a slight  right  central  facial  weakness. 
The  spinal  fluid  was  clear  and  colorless 
with  a pressure  of  500  mm.  of  water.  The 
patient  was  considered  a brain  tumor  sus- 
pect and  a ventriculogram  was  done  to  aid 
in  localization  of  the  lesion.  The  ventri- 
culogram showed  a shift  of  the  entire 
ventricular  system  towards  the  right.  The 
left  lateral  ventricle  was  depressed  from 
above. 

A left  parietal  cranotomv  was  done. 
When  the  dura  was  opened  a large  purplish 
mass  was  seen.  When  this  mass  was 
incised  a large  amount  of  chocolate-colored 
fluid  and  degenerated  clot  was  found.  The 
outer  membrane  of  the  hematoma  was  about 


3/16"  thick.  The  inner  membrane  was 
yellow  in  color  and  very  thin.  A complete 
removal  was  done.  Following  the  operation 
the  patient  made  a rapid  recovery  and  has 
since  returned  to  work  entirely  symptom- 
free. 

Comment:  This  patient  presented  several 
unusual  features.  As  often  happens,  the 
patient  did  not  tell  us  of  his  injury  until 
after  the  operation.  The  high-grade  choked 
discs  without  localizing  signs  led  all  ob- 
servers to  the  diagnosis  of  a cerebral  neo- 
plasm. The  ventriculogram  localized  the 
lesion  accurately,  but  its  nature  was  not 
apparent  until  the  dura  was  opened.  A 
complete  removal  of  the  hematoma  was 
possible  since  a large  flap  had  been  made. 
Had  a diagnosis  of  hematoma  been  sus- 
pected. clinically,  it  could  have  been  satis- 
factorily treated  through  a much  smaller 
opening  in  the  skull. 

Case  3.  M.B.,  white,  male  of  forty-five, 
was  admitted  in  coma  on  March  12,  1936. 
About  twelve  days  previously  he  had  been 
kicked  in  the  head  during  a fight.  For  a 
few  days  he  had  a swelling  in  the  left 
parietal  region.  Following  this  injury  the 
patient’s  behavior  altered.  He  remained 
at  home,  and  often  spoke  incoherently.  He 
graduallv  became  increasingly  drowsy,  and 
soon  began  to  complain  of  right  frontal 
headaches.  On  March  11,  the  patient’s 
wife  was  unable  to  arouse  him.  The  patient 
was  a chronic  alcoholic.  In  1930  he  had 
a fractured  skull,  followed  by  headaches, 
insomnia,  poor  memory,  and  occasional  con- 
vulsive seizures. 

On  admission  to  the  hospital  the  patient 
was  deeply  comatose  with  a pulse  of  fifty. 
The  optic  discs  were  normal,  there  was  a 
left  facial,  central  in  type.  Both  upper 
extremities  were  spastic,  the  right  more 
than  the  left.  The  plantar  responses  were 
extensor,  bilaterallv.  Lumbar  puncture 
yielded  a clear  colorless  fluid  under  pressure 
of  180  mm.  of  water. 

A diagnosis  of  subdural  hematoma  was 
made  and  an  immediate  operation  was  ad- 
vised. The  consent  for  operation  was 
withheld  for  twenty-four  hours,  during 
which  time  the  patient  became  less  stupor- 
ous for  only  short  intervals  following 
especially  the  administration  of  hypertonic 
glucose.  He  had  convulsive  movements  in 
the  right  upper  extremity  with  turning  of 
the  head  and  eyes  to  the  right.  The  right 
pupil  was  larger  than  the  left.  Both  reacted 
to  light. 

On  March  14,  consent  for  operation  was 
granted.  An  opening  was  made  in  the  skull 
in  the  left  temporal  region.  The  procedure 
employed  was  similar  to  that  used  in  sub- 
temporal decompressions  except  that  the 
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opening  in  the  skull  was  somewhat  higher. 
A large  subdural  hematoma  was  disclosed. 
It  had  a tough  outer  membrane  which  was 
adherent  to  the  dura.  The  hematoma  was 
extensive  and  two  to  three  cms.  thick.  The 
hematoma  was  removed  by  irrigation  and 
suction.  Following  the  operation  the  pa- 
tient remained  comatose  and  had  frequent 
right-sided  seizures.  The  patient’s  condi- 
tion remained  poor,  and  fearing  a hematoma 
on  the  opposite  side  had  been  overlooked, 
or  that  a new  collection  of  blood  had  oc- 
curred on  the  left  side,  the  patient  was 
returned  to  the  operating  room  the  next 
day.  However,  a hematoma  was  not  found 
on  the  right  side,  nor  had  a new  clot  formed 
on  the  left.  The  brain  was  markedly  ede- 
matous however,  and  did  not  pulsate.  The 
patient  expired  on  March  16,  at  9.30  a.m. 

Comment:  This  patient  had  been  comatose 
at  home  for  a day  before  his  admission  to 
the  hospital.  There  was  a further  delay 
of  twenty-four  hours  before  consent  for 
his  operation  was  granted.  During  this 
time  the  patient’s  pulse  was  always  slow, 
ranging  between  forty-four  and  fifty  most  of 
the  time.  The  extreme  bradycardia  was 
an  important  fact  in  arriving  at  a diagnosis 
of  subdural  hematoma  rather  than  prolonged 
coma  which  sometimes  follows  a series  of 
convulsive  seizures.  The  failure  for  the 
patient  to  recover  in  spite  of  the  removal  of 
the  hematoma  was  no  doubt  due  to  the  pro- 
longed severe  compression  of  the  brain  asso- 
ciated with  irreversible  damage  to  the  me- 
dullary centers.  The  power  of  the  vital 
centers  to  recover  diminishes  rapidly  with 
prolonged  compression.  When  a diagnosis 
of  subdural  hematoma  is  made,  immediate 
operation  is  demanded. 

Case  4.  F.D.,  male  of  forty-four,  was 
admitted  to  the  hospital  on  July  10,  1936. 
While  at  work  as  a roofer  he  suddenly 
became  dizzy,  had  a severe  headache,  and 
collapsed.  Two  weeks  before  admission, 
while  intoxicated,  he  was  struck  on  the 
head  with  unconsciousness  for  an  unknown 
period  of  time.  The  next  morning  he  felt 
well  and  continued  to  work  up  to  the  time 
of  admission  to  the  hospital.  The  patient 
recovered  rapidly  in  the  hospital  and  he  was 
thought  to  have  suffered  a “heat  stroke.” 
He  left  the  hospital  at  his  own  request  on 
July  13. 

On  July  16,  headache,  vomiting,  and 
diarrhea  suddenly  appeared.  The  next  day 
he  became  drowsy  and  was  readmitted  to 
the  hospital.  On  examination  the  optic 
discs  showed  blurring  of  the  margins,  there 
was  a left  central  facial  weakness  and  the 
tendon  reflexes  in  the  left  upper  extremity 
were  increased.  The  pulse  rate  was  forty 


and  the  blood  pressure  140/80.  The  spinal 
fluid  was  clear  and  colorless  with  a pressure 
of  140  mm.  of  water.  The  patient  became 
increasingly  stuporous.  When  roused  he 
complained  of  severe  headache. 

A diagnosis  of  subdural  hematoma  was 
made  and  an  operation  was  done  immedi- 
ately under  local  anesthesia.  The  usual 
right  subtemporal  decompression  incision 
was  employed,  although  the  opening  in  the 
skull  was  made  somewhat  higher  in  position. 
The  dura  was  blue,  and  did  not  pulsate. 
A dark  brown  membrane  was  present  under 
the  dura.  When  this  was  opened  consider- 
able fluid  and  semi-fluid  dark  brown  clot 
escaped.  The  outer  membrane  of  the  hema- 
toma and  all  the  clot  were  removed.  The 
brain  began  to  pulsate  normally,  and  the 
patient  became  alert  and  free  of  headache 
almost  as  soon  as  the  hematoma  was  opened. 
The  patient  made  a rapid,  uneventful  re- 
covery and  was  discharged  on  August  8 
with  no  complaints  and  no  objective  evi- 
dence of  focal  disease  of  the  nervous  system. 

Comment:  This  patient  was  operated  upon 
a few  hours  after  a diagnosis  of  subdural 
hematoma  was  made.  Signs  of  severe  com- 
pression of  the  brain  had  existed  only 
twelve  hours.  The  early  operative  inter- 
vention undoubtedly  accounts  for  the  pa- 
tient’s speedy  and  complete  recovery.  In 
this  case  the  neurological  signs  were  of 
localizing  value,  the  hematoma  occurring  on 
the  side  opposite  to  the  central  facial  weak- 
ness and  the  tendon  hyperreflexia.  Bilateral 
exploration  was  planned,  but  since  a marked 
improvement  took  place  on  the  operating 
table  as  soon  as  the  hematoma  on  the  right 
side  was  evacuated,  exploration  of  the  left 
side  was  not  considered  necessary. 

Case  5.  C.W.,  white,  widow  of  49,  was 
admitted  to  the  hospital  on  May  23,  1936. 
She  fell  and  struck  her  head  three  days 
previously  while  intoxicated,  and  had  been 
unconscious  for  a short  undetermined  period. 
She  seemed  fairly  well  until  three  days  later 
when  she  became  confused  and  drowsy.  The 
stupor  increased  and  on  admission  to  the 
hospital  it  was  extremely  difficult  to  rouse 
her.  Her  pulse  was  sixty-four  and  the 
blood  pressure  162/110.  She  had  a mild 
stiff  neck.  The  pupils  were  equal  but 
reacted  sluggishly  to  light.  The  neurologi- 
cal status  was  otherwise  normal.  A lumbar 
puncture  yielded  a xanthochromic  fluid  un- 
der a pressure  of  seventy  mm.  of  water. 
On  the  second  day  of  her  admission  she  was 
irrational  though  less  drowsy.  On  May  27, 
the  patient  had  a Jacksonian  seizure  involv- 
ing the  right  side  of  the  face,  the  right 
upper  and  lower  extremities.  When  exam- 
ined at  2.00  p.m.  on  this  day  she  was  stupor- 
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ous.  Moderate  neck  rigidity  was  present. 
The  pupils  were  equal.  The  deep  reflexes 
on  the  left  side  were  increased  with  a 
positive  Babinski  on  this  side.  The  patient 
improved  slightly  following  the  administra- 
tion of  hypertonic  glucose.  However,  by 
5.00  a.m.  the  next  morning  she  was  deeply 
comatose. 

An  exploration  for  a subdural  hematoma 
was  undertaken.  A linear  fracture  was 
disclosed  in  the  right  temporal  region.  The 
dura  appeared  normal,  the  pia-arachnoid 
was  edematous,  but  the  brain  otherwise  was 
normal.  An  opening  was  then  made  in  the 
skull  in  the  left  temporal  region.  The  dura 
was  tense,  bluish,  and  did  not  pulsate.  The 
dura  was  opened  and  an  extensive  currant- 
jelly  clot  disclosed  and  removed. 

Following  the  operation  the  patient  be- 
came somewhat  more  alert,  but  she  devel- 
oped rales  in  her  chest,  became  cyanotic, 
and  died  twenty-four  hours  later. 

Comment:  This  patient  developed  signs 
of  cerebral  compression  three  days  after  her 
injury.  Her  physician  at  first  attributed 
her  stupor  to  alcoholism,  but  when  she  failed 
to  rouse  after  several  hours  he  suspected 
an  intracranial  injury.  The  progressively 
increasing  stupor  with  a slow  pulse  made 
diagnosis  of  subdural  hematoma  probable. 
The  right-sided  convulsion  pointed  to  the 
left  hemisphere  as  the  probable  localization. 
The  increase  in  reflexes  and  Babinski  on 
the  left  side  along  with  x-ray  evidence  of 
a fracture  on  the  right  side  led  to  an  ex- 
ploration on  the  right  side.  When  a hema- 
toma was  not  found  on  the  right,  the  left 
side  was  immediately  explored  and  the  sus- 
pected lesion  discovered. 

Discussion 

Several  publications  concerning  this 
entity  bear  the  title  “Chronic  Subdural 
Hematoma,”  following  the  lead  of  Trot- 
ter2 who  in  1914  reported  four  cases  and 
discussed  the  relationship  to  pachymen- 
ingitis hemorrhagica  interna.  A review 
of  our  case  histories  and  those  of  other 
observers  reveals  that  often  only  a few 
days  may  elapse  from  the  injury  to  the 
development  of  symptoms,  and  yet  at 
operation  the  findings  which  heretofore 
have  been  described  in  cases  of  “chronic” 
subdural  hematoma  are  disclosed — a well- 
formed  thick  outer  membrane  and  a thin 
arachnoidal  inner  membrane,  with  clot  in 
various  stages  of  disintegration  interven- 
ing. It  is  our  belief  that  the  rapidity  with 
which  symptoms  appear  depends  primar- 
ily on  the  size  of  the  initial  hemorrhage, 


though  there  may  be  other,  as  yet  un- 
known factors. 

Cases  reported  from  neurosurgical 
clinics  tend  to  have  relatively  long  his- 
tories. This  may  be  explained  by  the 
fact  that  patients  with  intracranial  lesions 
referred  to  neurosurgical  clinics  most 
often  have  choked  discs  and  are  brain 
tumor  suspects.  Thus,  the  impression 
gained  was  that  subdural  hematomas  were 
of  necessity  slow  in  evolution.  The  ex- 
perience in  large  city  hospitals  where 
many  acute  head  injuries  are  admitted  is 
at  variance  with  that  gained  on  a neuro- 
surgical service.  In  our  series  the  average 
interval  from  the  injury  to  the  time  of 
operation  was  about  four  weeks.  The 
shortest  interval  was  eight  days  and  the 
longest  eleven  weeks. 

The  pulse  rate  was  slow  in  four  of 
five  of  our  cases.  In  one  case  it  was 
as  slow  as  forty.  We  have  found  the 
pulse  rate  of  great  value  in  evaluating 
the  indications  for  exploration  in  a case 
suspected  of  having  a subdural  hematoma. 
A slow  pulse  with  increasing  stupor  is 
almost  an  absolute  indication  for  explora- 
tion. Contrary  to  the  observations  of 
others,3  the  pupillary  signs  have  not  been 
of  great  value.  In  two  patients  the  clot 
was  found  on  the  side  opposite  the  dilated 
pupil,  whereas  in  the  other  three  cases 
the  pupils  were  equal. 

Pyramidal  tract  signs  are  notoriously 
misleading  in  patients  with  subdural  hem- 
atomas. In  one  patient  with  a marked 
right  hemiparesis  the  hematoma  covered 
the  right  hemisphere,  whereas  in  only 
one  case  was  the  hematoma  found  contra- 
lateral to  the  side  with  tendon  hyperre- 
flexia. 

Convulsive  movements  were  present  in 
two  cases  and  in  both  were  on  the  side 
opposite  to  the  hematoma.  Convulsions 
are  relatively  infrequent  in  the  reported 
cases  of  subdural  hematoma.  The  spinal 
fluid  findings  were  not  at  all  characteris- 
tic. In  four  cases  the  fluid  was  clear 
and  colorless.  Only  one  had  a xantho- 
chromic fluid,  and  in  only  one  was  the 
pressure  above  180  mm.  of  water.  Only 
one  patient  had  papilledema,  two  had 
blurring  of  the  disc  margins,  and  two  had 
normal  fundi. 

Four  of  the  patients  were  very  drowsy 
or  comatose.  All  these  patients  had  very 
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slow  pulse  rates.  The  diagnosis  of  sub- 
dural hematoma  must  be  seriously  con- 
sidered in  every  patient  with  increasing 
stupor  and  bradycardia  even  in  the  ab- 
sence of  focal  signs  or  pupillary  disturb- 
ances. 

X-rays  of  the  skull  have  usually  been 
negative  in  cases  of  subdural  hematoma. 
Coleman4  reported  twenty-four  cases,  of 
which  only  two  had  x-ray  evidence  of 
fracture  of  the  skull.  In  our  own  series, 
only  one  case  of  five  had  a fracture  of 
the  skull. 

We  believe  an  exploration  should  be 
done  as  soon  as  a subdural  hematoma 
is  suspected.  Delay  may  jeopardize  the 
chances  of  recovery.  Patients  who  are 
operated  upon  after  prolonged  compres- 
sion of  the  brain  rarely  recover.  Our 
two  fatalities,  we  believe,  may  have  been 
averted  by  earlier  operation. 

Both  sides  of  the  head  should  be  pre- 
pared. An  incision  similar  to  that  em- 
ployed in  a subtemporal  decompression  is 
made.  The  dura  is  then  inspected  through 
a small  opening  in  the  skull.  In  cases 
of  subdural  hematoma  the  dura  is  tense 
and  has  a bluish-green  color.  If  an  ab- 
normal dura  is  found  the  opening  in  the 
skull  is  enlarged  to  about  the  size  of  a 
half-dollar:  the  dura  is  incised  and  the 
outer  thick  membrane  of  the  hematoma 
is  opened.  The  contents  of  the  hematoma 
may  be  fluid,  or  jelly-like,  and  can  easily 
be  removed  by  irrigation  and  suction.  A 
small  rubber  tube  drain  is  placed  to  have 
its  exit  at  the  lower  angle  of  the  wound 
which  is  closed  in  layers  with  fine  silk 
sutures.  If  the  hematoma  is  not  found 
on  the  side  first  explored,  or  if  a bilateral 


hematoma  is  suspected,  the  patient  should 
immediately  be  turned  over  and  the  other 
side  explored.  In  favorable  cases  the 
patient  most  often  regains  consciousness 
on  the  operating  table.  The  drain  is 
removed  after  twenty-four  or  forty-eight 
hours.  Since  the  brain  has  been  com- 
pressed, and  its  volume  is  smaller  than 
normal  there  is  no  point  in  restricting 
fluids,  or  using  hypertonic  solutions  intra- 
venously. As  a matter  of  fact,  it  has 
been  our  practice  to  give  normal  saline 
by  vein  either  during  or  shortly  after  the 
operation. 

Summary 

1.  A subdural  hematoma,  should  be 
suspected  in  every  patient  who  has  suf- 
fered a head  trauma,  however  trivial, 
who  begins  to  complain  of  headache  a few 
days  to  several  weeks  after  the  injury, 
and  who  has  a slow  pulse  and  disturbance 
in  the  state  of  consciousness. 

2.  In  patients  admitted  to  the  accident 
ward  in  coma  where  no  history  is  ob- 
tainable, subdural  hematoma  should  be 
included  in  the  differential  diagnosis, 
especially  if  the  pulse  is  slow. 

3.  When  a diagnosis  of  a subdural 
hematoma  is  made,  exploration  should  be 
done  without  delay  according  to  the 
principles  above  outlined. 

57  W.  57  St. 

1535  Silver  St. 
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DIABETES  LECTURE  COURSE 


On  January  20  at  4 p.m.,  the  New  York 
Diabetes  Association  of  the  New  York 
Tuberculosis  and  Health  Association  will 
open  a series  of  six  weekly  lectures  for 
physicians  on  “Modern  Treatment  of  Dia- 
betes Mellitus  and  Its  Complications.” 
These  lectures  have  been  endorsed  by  the 
New  York  Academy  of  Medicine  and  will 
be  given  in  Room  20  of  the  Academy’s 
building. 

There  will  be  no  registration  or  ad- 
mission charge  and  all  physicians  and 
medical  students  are  cordially  invited  to 
attend. 


The  program  of  the  entire  series  is  as 
follows : 

January  20 — “Physiology  of  Carbohydrate 
Metabolism,”  William  Chambers,  Ph.D. 

January  27 — “Dietetic  Management  of  Dia- 
betes,” Herman  O.  Mosenthal,  M.D. 

February  3 — “Insulin  and  Protamine  Insulin,” 
James  Ralph  Scott,  M.D. 

February  10 — “The  Treatment  of  Diabetic 
Ketosis,”  Dana  W.  Atchley,  M.D. 

February  17 — “Gangrene,  Infection  and  the 
Management  of  the  Surgical  Diabetic,”  Beverly 
Chew  Smith,  M.D. 

February  24 — “Cardiovascular  Diseases  and 
Diabetes,”  George  Baehr,  M.D. 


BACILLUS  ALCALIGENES  INFECTIONS 

L.  H.  Goldberg,  M.D.,  Nyack 
From  the  Medical  Division,  Nyack  Hospital 


The  bacillus  fecalis  Alcaligenes,  ordi- 
narily a saprophytic  intestinal  organism, 
had  been  isolated  in  the  past  as  the  causa- 
tive agent  in  rare  and  peculiar  manifesta- 
tions of  disease  states.  Sloboziano  and 
Nasta1  describe  a case  of  fetal  peritonitis 
in  bivitelline  twins  born  at  term.  Both 
succumbed  to  the  disease — one  three  days 
and  the  other  five  days  postpartum.  The 
mother  had  been  well  throughout  the 
entire  period  of  gestation.  The  fluid  ob- 
tained by  paracentesis  during  the  life  of 
the  twins  yielded  pure  cultures  of  the 
Bacillus  Alcaligenes.  Autopsy  findings 
in  the  face  of  an  absence  of  enteritis  and 
pulmonary  and  pancreatic  infarcts  were 
sufficient  for  the  investigators  to  conclude 
that  the  peritonitis  was  of  a primary 
character. 

Stanisevskaya,  Egger,  and  Nikolenko2 
report  on  thirty-six  cases  of  B.  Alcali- 
genes infections  during  a typhoid  epi- 
demic in  1927.  Insofar  as  in  eighty  per 
cent  of  the  cases  studied  the  B.  alcaligenes 
was  isolated  from  the  bloods  of  serologi- 
cally proven  typhoid  and  paratyphoid 
patients,  and  that  in  the  remainder  it  was 
a parainfection  in  typhus,  malaria,  influ- 
enza, and  questionable  malaria  the  authors 
came  to  no  definite  conclusion.  They  are 
of  the  opinion,  however,  that  the  B.  alca- 
ligenes group  may  be  responsible  for 
some  complications  and  may  be  agents 
which  favor  the  development  of  infec- 
tious diseases. 

Morosoff,3  apparently  commenting 
further  on  this  above  group  of  cases, 
states  that  he  is  of  the  opinion  that  the 
B.  fecalis  alcaligenes  plays  only  a role  of 
a secondary  invader  in  typhoid  infections. 
Whether  this  is  uniformly  true  for  all 
cases  cannot  be  stated. 

Anderson4  describes  two  cases  in  which 
B.  alcaligenes  recovered  from  the  blood 
stream  was  the  causative  pathogen.  It  is 
particularly  noteworthy  on  two  counts. 
The  first  is  that  in  both  cases  the  clinical 
course  was  that  of  acute  rheumatic  poly- 
arthritis. The  second  is  that  under  the 
assumption  that  the  organism  entered  the 
blood  stream  through  the  intestinal  tract, 
both  cases  recovered  on  the  administra- 


tion of  tablespoon  doses  of  one  per  cent 
mercurochrome. 

Krais,  in  a thesis  presented  to  the  Uni- 
versity of  Muenchen  in  1913  discussed  the 
Bacillus  Fecalis  Alcaligenes  as  an  inciting 
organism  of  disease.  He  reported  a case 
of  a nineteen  year  old  nurse  who  suffered 
from  lancinating  pains  during  defecation, 
two  to  three  mucous  mixed  formed  stools 
daily,  before  admission  to  the  hospital. 
Her  condition  in  the  hospital  followed  a 
febrile  course  of  an  acute  gastroenteritis 
with  herpes  labialis,  tenderness  general- 
ized over  entire  abdomen  and  tempera- 
ture ranging  to  102-104°F.  rectally. 
After  about  three  weeks  during  which 
time  she  improved  and  the  temperature 
dropped  to  normal  by  lysis,  cultures  from 
the  blood  on  bouillon  gave  a growth 
which  was  proven  to  consist  of  members 
of  the  B.  alcaligenes  group. 

Mason5  describes  a case  of  acute 
meningitis  in  which  the  invading  organ- 
ism was  B.  fecalis  alcaligenes.  The 
patient  was  a twenty  year  old  girl  with  a 
meningocele  six  cm.  in  diameter  in  the 
lumbosacral  region.  Two  days  after  ad- 
mission to  the  hospital  she  began  a course 
of  illness  characterized  by  definite  signs 
of  meningitis.  The  leukocyte  count 
varied  from  8,000  to  14,000  with  a pre- 
dominance of  neutrophiles.  She  made  an 
uneventful  recovery  and  is  well  twenty 
months  after  her  discharge  from  the 
hospital. 

The  organism  isolated  in  pure  culture 
from  the  cerebrospinal  fluid,  proved  to 
be  of  B.  fecalis  alcaligenes  group.  It  could 
not  be  found  either  in  the  blood,  stools, 
or  urine  of  the  patient. 

W.  Moir  Brown6  and  Stewart  review 
two  cases  by  Gracey7  from  Malaya  of 
proven  hematologic  infections,  and  both 
of  which  recovered.  They  also  review 
Anderson’s  cases  and  others  reported  in 
this  paper.  Their  conclusions  seem  to 
warrant  the  assumption  that,  although  the 
morbidity  in  B.  alcaligenes  infections  is 
severe,  the  mortality  rate  is  apparently 
low. 

Bacteriologically  the  organism  had 
been  known  since  1889  when  it  was  iso- 
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lated  from  spoiled  beer  by  Petruschky. 
In  1904  Altschuller  reported  a case  of 
typhoid  fever  from  the  blood  of  which 
typhoid  bacilli  were  recovered,  and  from 
the  spleen  of  which  the  B.  fecalis  alcali- 
genes was  recovered.  At  that  time  it  was 
felt  by  workers  that  there  existed  some 
sort  of  mutation  of  the  typhoid  bacillus 
within  the  body  to  that  of  the  B.  fecalis 
alcaligenes.  This  had  never  been  proven. 
A later  laboratory  report  comes  from  the 
New  York  State  Department  of  Health. 
Hazen  and  Mortholaro8  present  an 
“hitherto  undescribed  microorganism  of 
the  alcaligenes  group.”  It  was  recovered 
from  a blood  specimen  of  a suspected 
clinically  typhoid  fever. 

The  woman,  age  forty-one,  suffered 
from  chills,  profuse  sweats,  extreme  pros- 
tration, and  abdominal  distention.  The 
temperature  range  was  99  to  104°F. ; leuko- 
cyte count,  13,500  with  ninety-one  per  cent 
neutrophiles.  Undulant  fever,  Tularemia,  B. 
Abortus,  and  the  Typhosus  group  were 
ruled  out  by  the  laboratory.  She  died  on 
the  forty-sixth  day  of  her  illness. 

This  particular  organism  differed  from 
the  B.  alcaligenes  group  generally  in 
being  nonmotile,  in  not  possessing  fla- 
gella, and  in  producing  only  a slight 
alkalinization  of  milk.  Yet  it  fulfilled  the 
general  requirements  to  be  classified  with 
the  B.  alcaligenes  group.  It  was  a gram- 
negative organism,  it  did  not  ferment 
carbohydrates,  and  it  did  not  form  acetyl- 
methyl-carbinol. 

The  strain  isolated  from  the  case  re- 
ported in  this  paper  belonged  to  the  gen- 
eral group  of  the  B.  fecalis  alcaligenes, 
and  showed  no  such  differences  as  in  the 
above  cultures ; yet  it  appears  that  the 
two  cases  seemed  to  have  run  a similar 
course  while  the  disease  state  lasted.* 

Comment 

When  the  Bacillus  Fecalis  Alcali- 
genes does  assume  the  role  of  that  of 
pathogenic  micro-organism  to  man,  man’s 
reaction  to  that  particular  organism  is  as 
varied  as  man  is  himself.  In  one  group 
the  signs  and  symptoms  are  like  those 
found  in  the  variety  of  typhoid  bacilli 
infections ; in  another  it  seems  to  have 
simulated  acute  rheumatic  polyarthritis; 

*This  comparison  is  made  upon  the  descrip- 
tion of  the  clinical  findings  as  reported  by 
Hazen  and  Mortholaro.8 


in  another  primary  peritonitis  was  the 
dominant  syndrome;  while  in  another  it 
provoked  a reaction  like  that  of  an  acute 
gastroduodeno  enteritis.  Having  entered 
the  spinal  fluid,  this  organism  caused  the 
typical  acute  meningitis  as  reported  by 
Mason. 

In  attempting  to  arrive  at  a clinical 
picture  which  would  tend  to  bring  it 
out  as  a disease  entity  one  is  hard  put. 
The  diagnosis  will  invariably  have  to 
be  made  on  the  laboratory’s  investi- 
gation of  the  blood  culture.  There  is 
one  distinguishing  characteristic  that 
may  be  emphasized.  It  is  a different 
picture.  In  the  rheumatic  expression 
it  is  quite  some  shades  different  from 
the  large  run  of  rheumatic  fever  one 
sees  clinically.  In  the  typhoid  expres- 
sion it  is  likewise  markedly  different  in 
shades  from  the  general  run  of  typhoid 
infections.  No  matter  what  forms  or 
expressions  it  simulates,  it  is  different. 
That  difference  encountered  clinically 
should  be  the  incentive  to  a careful 
hematological  investigation.  In  one  of 
Anderson’s  cases  blood  cultures  were 
positive  only  with  the  rise  in  tempera- 
ture. On  the  days  when  the  temperature 
was  normal  the  blood  cultures  were 
sterile. 

There  is  a strong  probability  that 
there  is  a serological  variation  of  vari- 
ous strains  of  B.  fecalis  alcaligenes. 
Some  authors  feel  that  immune  serum 
can  agglutinate  only  its  homologous 
strain.  However,  the  clinical  cases  so  far 
reported  tend  to  show  that  some  strains 
are  markedly  pathogenic  and  fatal,  while 
others  are  less  so.  Surely  the  majority 
of  the  strains  of  that  organism  are  defi- 
nitely nonpathogenic. 

The  B.  fecalis  alcaligenes  infection  is 
an  accidental  one  at  most.  The  question 
is  far  from  settled  and  until  further 
cases  are  reported — cases  which  would 
appear  more  satisfactorily  worked  up 
than  the  ones  in  the  literature  at  pres- 
ent— we  will  still  be  dealing  with  a 
vague,  unclear  clinical  entity.  Specula- 
tions as  to  its  portal  of  entry  should  be 
held  in  abeyance  until  the  primary  stage 
in  the  mechanism  of  such  an  infection  is 
definitely  established  in  the  bacterio- 
logical laboratory.  Nevertheless,  in  the 
case  reported  by  Mason  and  in  the  his- 
tory of  the  case  reported  in  this  paper, 
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it  would  appear  that  the  organism  en- 
tered the  blood  stream  and  the  spinal 
fluid  through  a direct  contact  with  the 
rectal  and  anal  discharges. 

Case  Report 

A.  F.,  an  Italian  aged  thirty-eight, 
called  the  writer  to  his  home  on  July  19, 
1934.  He  complained  of  headaches,  nausea 
and  vomiting,  chills  and  fever,  and  pain 
about  the  lower  lumbar  region. 

He  stated  that  about  a month  earlier  he 
felt  a pain  at  the  coccygeal  area  whenever 
he  sat  on  a chair.  This  discomfort  lasted 
but  two  days  and  until  his  day  of  illness 
he  felt  comparatively  well.  On  July  18  he 
returned  to  his  room  about  2 :00  a.m.  ; he 
awoke  on  the  morning  of  the  nineteenth 
with  chills  and  fever,  nausea,  and  vomiting. 

His  examination  at  that  time  revealed 
scattered  rales  over  the  entire  right  lower 
lobe.  At  no  time  during  the  course  of  his 
illness  was  there  any  cough  or  any  pro- 
ductive mucus.  No  points  of  tenderness 
were  elicited  anywhere;  his  temperature 
was  102°F.  by  mouth  and  his  pulse,  100. 
No  other  pathology  could  be  discovered. 
He  was  admitted  to  the  hospital  the  fol- 
lowing day.  The  course  of  his  illness  dur- 
ing his  stay  in  the  hospital  is  best  illus- 
trated by  the  accompanying  temperature, 
pulse,  and  respiratory  curves  (Chart  I). 
From  the  very  beginning  he  refused  his 
food,  the  nausea  persisted  and  he  vomited 
frequently.  Within  forty-eight  hours  the 
nausea  and  vomiting  ceased,  but  the  tem- 
perature began  to  rise  to  precarious  heights, 
followed  by  profuse  sweats.  Ordinary  anti- 
pyretics were  without  any  effect  upon  the 
temperature.  The  water  balance  was  main- 
tained by  intravenous  glucose  and  saline 
drips  and  tluids  by  mouth.  Except  for  the 
chill,  temperature,  and  sweat  sequence,  he 
remained  fairly  comfortable.  After  three 
days  he  became  very  irritable  and  began 
to  complain  of  migratory  evanescent  pains 
in  the  back  of  his  neck,  and  over  his 
sternum,  and  refused  all  fluids  given  to 
him.  He  grew  more  and  more  appre- 
hensive and  uncooperative.  On  July  25, 
the  physical  signs  revealed  a pulmonary  in- 
filtration in  left  base.  The  x-ray  showed 
this  infiltration,  but  failed  to  reveal  any 
pathology  in  the  right  lung.  Three  days 
later,  the  x-ray  reported  negative  findings 
in  both  lungs,  although  scattered  rales  could 
still  be  heard  throughout  the  entire  chest 
wall.  His  chills  lasted  from  five  to  thirty- 
five  minutes.  He  was  constantly  distended 
abdominally,  and  he  became  more  and  more 
moribund. 


On  July  27,  the  metatarsophalangeal  joint 
of  his  left  big  toe  became  red,  tender,  and 
swollen.  There  was  no  culture  made  from 
this  manifestly  septic  embolic  phenomenon. 
It  improved  somewhat,  did  not  go  on  to 
suppuration  and  it  was  not  disturbed. 

On  July  30,  he  was  given  200  c.c.  of 
whole  blood  by  a direct  transfusion.  This 
had  little  or  no  effect  upon  him.  That  night 
he  began  to  show  evidences  of  cerebro- 
spinal irritation  by  twitchings  of  the  arms 
and  face.  His  breathing  became  shallow 
and  labored.  He  became  irrational  and 
sank  into  a semiconscious  state  on  the 
morning  of  August  first;  and  died  that  noon 
of  cardiac  collapse. 

One  noticeable  feature  of  the  case  was 
the  marked  alteration  in  the  skin  pig- 
ment. As  the  disease  progressed  it 
turned  from  the  usual  swarthy  color 
typical  of  the  inhabitants  about  the  Medi- 
terranean basin,  to  a darker  brown.  At 
his  terminus  his  skin  color  resembled  the 
faded  brown  of  a shriveled  autumn  leaf. 

Laboratory  Data 

Stool:  Consistently  negative  for  typhoid, 
paratyphoid,  and  B.  Dysenteriae. 

Agglutination  tests:  Consistently  negative 
for  B.  Typhosus  and  B.  Abortus. 

Blood  culture — I (July  20)  : Negative  for 
ninety-six  hours. 

Blood  culture — II  (July  22)  : Eighteen 
hours  negative.  Forty-eight  hours — many 
gram  negative  Bacilli.  Transferred  to  Rus- 
sell’s medium  and  Litmus  Milk. 

(July  26):  Litmus  milk  alkali;  Russell’s 
Medium,  no  gas  but  slightly  acid;  Slant 
Alkali. 

Blood  Culture — III  (July  28)  : Twenty- 
four  hours — many  gram  negative  Bacilli. 
Transferred  to  Russell’s  Medium. 

At  this  stage  our  laboratory  organiza- 
tion became  handicapped  to  a degree  that 
we  could  not  continue  our  investigation 
under  our  own  roof.  We  transferred  our 
cultured  material  to  the  State  Laborato- 
ries in  New  York  City  for  further  study. 
Accordingly  they  reported  to  us  on  Sep- 
tember 17,  that  the  cultures  submitted 
for  identification  resembled  members  of 
the  B.  Alcaligenes  group.  Further  study 
of  the  organism  proved  them  to  be  the 
typical  B.  alcaligenes. 

Further  laboratory  data  of  significance 
are  as  follows : 

July  21:  Urine — Faint  trace  albumin. 
Indican,  four  plus.  Two  to  three  granular 
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casts  per  field.  Occasional  W.  B.  C.  Blood 
Count — W.  B.  C.  27,400.  Polys,  eighty-five 
per  cent,  Lymphocytes,  Eleven  per  cent, 
Mononuclears,  four  per  cent. 

July  23:  Urine — Albumin  and  granular 
casts.  Many  R.  B.  C.  W.  B.  C. — 9,000 
white. 

It  may  be  noted  that  all  of  our  efforts 
were  directed  toward  recovering  and 
classifying  the  offending  micro-organism. 
We  were  clinically  confident  that  the  case 
presented  unusual  features  of  a definite 
bacteremia;  and  we  could  not  overlook 


the  similarity  to  an  infection  caused  by  a 
member  of  the  colon  group. 

Summary 

A review  of  the  literature  appertaining 
to  the  clinical  forms  of  B.  Alcaligenes 
infections  is  presented. 

A case  is  described  and  presented  illus- 
trating the  unusual  manifestations  of  a 
fatal  B.  Alcaligenes  Blood  Stream  in- 
fection. 
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WHILE  DINNER  WAITS 


“My  woman  wanted  I should  come 
And  get  this  bottle  filled. 

If  she  has  a spell  and  don’t  have  some 
In  the  house  she  thinks  she’s  killed. 

“All  right,  Doc;  just  set  it  down 
On  the  book  an’  then  some  day 
When  I’m  a cornin’  overtown 
I’ll  see’t  you  get  your  pay.” 

* * * 

“Dinner  ready?”  Yes,  My  Own, 

I hear  you  calling  me. 

Hang  it ! There  goes  the  telephone  ! 
Who  is  it?  I might  ’s  well  see. 

Hello!  Hello!  Yes,  Mrs.  Drake; 

How  are  all  the  little  ills? 


Oh,  I see.  Well,  did  you  take 
Six  of  the  purple  pills? 

You  took  ’em  and  they  made  you  worse? 

Well,  take  six  more.  Don’t  worry. 

If  you  don’t  improve  we’ll  get  a nurse. 
Good  bye.  I’m  in  a hurry. 

* * * 

“Please-a,  Mr.  Doc,  — excusa  me. 

You  no  hear-a  de  bell? 

Please-a,  Mr.  Doc,  — you  come-a  see 
My  wife.  He  sick  like  hell. 

“You  gotta  no  dinner?  Bye  an’  bye 
You  eat-a  him;  but  please  — 

Before  my  wife  he  go  and  die  — 

You  make-a  him  more  ease.” 


— Paul  B.  Brooks,  M.D. 


PATIENTS,  NOT  DISEASES,  ARE  TREATED 


Sir  Auckland  Geddes,  in  an  address  de- 
livered at  the  Bicentenary  of  the  Royal 
Medical  Society  (reported  in  the  Edinburgh 
Medical  Journal,  44:366,  1937  and  quoted 
in  Economics  of  Radiology) , said: 

Time  and  again,  when,  in  various  parts  of 
the  world,  I have  found  myself  ill  or  injured 
and  confined  to  bed,  I have  been  attended  by 
doctors  who  never  even  found  out  that  I had 
any  medical  training;  in  fact,  they  never  found 
out  anything  about  me  at  all.  They  were  con- 
cerned to  treat  “The  Injury”  or  “The  Disease” 
and  not  me,  the  patient;  they  were,  in  short, 
dealing  with  a pure  abstraction  and  thinking 


that  they  were  being  very  scientific.  The 
more  I have  seen  of  life  and  death,  of  pain  and 
suffering,  the  more  clearly  I have  realized  that 
there  is  never  in  the  real  world  outside  the 
walls  of  the  Medical  School  and  teaching  hos- 
pital “A  Disease”  to  be  treated ; there  is 
never  “An  Injury”  to  be  dealt  with;  there  is 
just  a sick  child,  woman,  man  to  be  helped  to 
get  well.  In  short,  the  real  business  of  clinical 
medicine  is  not  science.  It  is,  in  the  case  of 
each  sufferer,  a personal  relationship  into  which 
sincerity  and  medical  knowledge  are  suffused 
by  the  physician,  and  trust  and  some  depend- 
ence by  the  patient. 


Preventive  Medicine 


By-Products  of  Periodic  Health  Examinations 

Charles  H.  Goodrich,  M.D.,  Brooklyn 
Presidential  Address 


There  is  no  large  group  in  the  State  who 
in  the  former  decade  worked  more  diligently 
for  the  development  and  popularizing  of 
Periodic  Health  Examinations  than  our 
own.  There  is  no  group  with  greater  inter- 
est and  knowledge  in  this  department.  To 
consider  its  desirability  today  would  be 
superfluous  were  it  not  for  the  fact  that 
some  new  thoughts  and  idealisms  might 
recreate  former  enthusiasm  and  lead  in 
re-establishing  leadership  in  this  most  essen- 
tial department  of  Preventive  Medicine. 

The  main  object  of  these  annual  or  semi- 
annual audits  is,  of  course,  the  preservation 
of  Health.  This  is  accomplished  by  record- 
ing the  normal  and  abnormal  conditions 
found  and  giving  instructions  so  that  the 
abnormal  may  be  eliminated  before  physical 
or  mental  handicaps  ensue.  Health  has  long 
been  the  subject  of  consideration  and  ex- 
pression by  wise  men  and  women.  Today 
the  people  at  large  are  more  health  con- 
scious than  ever  before.  Many  philosophers 
and  other  nonmedical  scholars  have  offered 
opinions  regarding  Health  and  a few  of 
these  may  interest  us  as  inspirational  dicta, 
even  though  incomplete  or  inaccurate  scien- 
tifically. For  all  suggest  that  in  this  latter 
day,  Periodic  Health  Examinations  may 
develop  a variety  of  values. 

An  old  Arabian  proverb  states : “He 

who  has  health  has  hope,  and  he  who  has 
hope  has  everything.” 

Another  suggests:  “For  life  is  not  to 
live — but  to  be  well.”  (Martial) 

Ameil  says : “In  Health  there  is  liberty ! 
Health  is  the  first  of  all  the  liberties.” 

We  find  that  lay  writers  often  emphasize 
the  wisdom  of  corporeal  care  and  develop- 
ment especially  of  muscular  effort:  as  Lyt- 
ton  remarks  “Half  our  diseases  come  from 
neglect  of  the  body  in  overwork  of  the 
brain.”  Wendell  Phillips,  the  orator,  thun- 
ders “Health  lies  in  labor  and  there  is  no 
royal  road  to  it  but  through  toil.”  Once 
more  it  is  said  “From  labor  health — from 
health  contentment  springs.”  (Beattie). 


Sir  William  Temple  concludes:  “The  only 
way  for  a rich  man  to  be  healthy  is  by 
exercise  and  abstinence — to  live  as  if  he 
were  poor.”  Dr.  Johnson  offers:  “Health 

is  so  necessary  to  all  the  duties  as  well  as 
the  pleasures  of  life  that  the  crime  of 
squandering  it  is  equal  to  the  folly.” 

Carlyle  stung  us  a bit  when  he  wrote: 
“The  healthy  know  not  of  their  health — 
but  only  the  sick.  This  is  the  physicians’ 
aphorism  and  applicable  in  a far  wider 
sense  than  he  gives  it.”  Perhaps  he  was 
suggesting  Periodic  Health  Examinations ! 
It  remained  for  Voltaire  to  become  even 
more  suggestive  in  the  remark  that  “The 
fate  of  a nation  has  often  depended  on  the 
good  or  bad  digestion  of  a Prime  Minister.” 

Aside  from  their  peculiar  and  impressive 
benefits  to  the  individual  examinees  there 
are  certain  by-products  which  recommend 
these  inventories  to  the  mind  of  the  earnest 
scientific  physician. 

For  instance,  if  we  consider  the  growths 
of  the  breast,  both  male  and  female,  we  can 
acquire  opportunity  to  study  a large  field. 
Some  years  ago  in  one  of  our  best  Metro- 
politan hospitals  a rule  was  established  that 
whenever  a woman  was  examined,  whatever 
the  reason  or  complaint,  the  breasts  should 
be  investigated.  In  the  first  seventeen  hun- 
dred cases  so  examined  twenty-one  tumors 
were  found — which  had  not  been  discovered 
by  the  patients.  All  'were  removed.  Seven 
were  found  to  be  malignant — all  apparently 
encapsulated,  therefore  early.  The  balance 
were  benign  of  varying  types.  Seven  lives 
were  saved  in  the  first  group.  In  the  benign 
group  those  with  adenomatous  elements  who 
might  have  escaped  detection  until  malig- 
nant changes  occurred,  were  also  probably 
rescued  from  a measure  of  danger.  If  we 
practiced  Periodic  Health  Examinations 
consistently  among  all  of  our  patients  re- 
gardless of  sex,  pathologic  studies  of  early 
breast  tumors  could  be  made  on  so  large 
a scale  as  to  give  us  hitherto  unknown 
knowledge  of  incidence,  of  pathologic  se- 
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quence,  and  of  the  line  of  demarcation 
between  probable  success  and  futility  of 
operative  removal  of  the  various  grades  of 
carcinoma.  Moreover,  the  possibility  of  the 
discovery  of  some  of  the  elements  in  etiol- 
ogy of  breast  tumors  might  reasonably  be 
expected. 

Nutritional  problems,  if  studied  with  the 
aid  of  annual  or  semiannual  examinations 
of  apparently  healthy  persons,  could  be  more 
frequently  and  fruitfully  solved.  In  persons 
“undernourished”  the  cause  would  often  be 
determined  and  promptly  corrected  or  elim- 
inated as  in  tuberculosis,  hyperthyroidism, 
the  various  anemias,  achlohydria,  and  other 
gastric  functional  disorders  as  well  as  un- 
suspected ulcer,  constipation  with  copremia, 
the  dystrophies  and  many  other  ills. 

Again  we  might  learn  of  comparative 
incidence,  habits  of  eating,  habits  of  life, 
and  many  other  facts  which  might  lead  to 
efficient  public  education  ultimately  prevent- 
ing a goodly  fraction  of  such  conditions. 

Obesity,  so  proudly  paraded  by  a sup- 
posedly physically  prosperous  group,  could 
be  largely  accurately  classified  and,  besides 
correcting  the  causes  and  preventing  se- 
quelae, we  could  determine  more  definitely 
how  many  obese  persons  become  diabetics. 
We  know  about  what  percentage  of  dia- 
betics are  previously  obese,  but  we  do  not 
know  what  proportion  of  fat  people  become 
diabetics.  Again  how  many  roly-polys  are 
already  diabetics  of  slight  or  greater  de- 
gree? In  other  words  how  many  of  them 
have  merely  a slight  or  moderate  deficiency 
of  function  in  their  islands  of  Langerhans, 
and  can  be  controlled  and  guided  for  many 
years  on  a mixed  diet  with  moderated  use 
of  carbohydrates  without  other  treatment, 
because  we  reduce  the-  excess  of  wear  and 
tear  upon  these  islands  ? 

Mild  hypothyroidism  is  probably  present 
for  years  in  many  instances  without  cor- 
rection. During  these  years  there  is  a 
degree  of  diffidence,  low  ambition,  physical 
and  mental  deficiency  which  lessens  learn- 
ing, accomplishment,  and  satisfaction  in 
life.  It  would  be  an  important  gain  if  we 
could  establish  how  many  such  cases  there 
were  in  a thousand  of  obese  persons.  Such 
knowledge  and  an  incidental  benefit  to 
humanity  can  only  be  determined  by  gen- 
eralized Periodic  Health  Examinations. 

We  all  know  members  of  the  third  out- 
standing group  of  corpulenti,  those  universal 
enthusiasts  about  everything.  Often  these 


are  cases  of  so-called  essential  hypertension 
(when  we  first  observe  them),  which  is  so 
frequently  a factor  in  cardiovascular  di- 
sease. In  essential  hypertension  there  is 
discoverable  no  gross  basic  lesion.  Yet  if 
the  hypertension  exists  long  enough  fibrotic 
tissue  alterations  invariably  take  place  in 
heart,  arteries,  brain,  liver,  and  kidneys. 
These  cases  are  mostly  busy,  keen  male 
workers,  who  do  everything  “hard”  espe- 
cially physical  or  mental  work,  exercising, 
eating,  drinking,  smoking,  and  other  indul- 
gences. The  ratio  of  female  cases  increases 
as  women  lead  similarly  tense  lives.  In 
these  cases  Periodic  Examinations  would 
not  only  help  us  to  direct  them  into  paths 
where  the  going  would  be  safer  and  more 
graceful,  but  our  records  would  ultimately  di- 
vulge the  relative  importance  of  avoiding 
each  of  the  excesses,  which  they  are  includ- 
ing in  their  regime.  For  individually  they 
would  vary  in  the  degree  of  their  enthusi- 
asms for  certain  excesses  although  in- 
dulging in  most  or  all  of  them. 

While  preventing  a modicum  of  early 
disability  or  death  from  cardiovascular  dis- 
ease, we  could  learn  to  specify  and  define 
more  accurately  the  paths  which  humanity 
should  avoid,  as  a basis  of  authoritative 
public  education. 

The  discovery  of  focal  infections  at 
Periodic  Health  audits  may  afford  us  finer 
chances  of  determining  the  value  of  early 
elimination  of  infected  teeth,  tonsils,  gall- 
bladder, bronchiectases,  infective  skin  le- 
sions, and  similar  centers. 

In  many  instances  the  patient  is  oblivious 
of  the  infection  and  of  its  effect  until 
examined — whereas  the  sequelae  evident 
later  shows  grosser  development  and  some- 
times irreducible  structural  changes.  A 
considerable  period  of  such  observations 
would  provide  records  plainly  demonstrating 
the  degree  of  responsibility  assignable  to 
focal  infections  in  the  production  of  several 
serious  conditions  notably  arthritis  and  hy- 
pertension with  or  without  generalized 
cardiovascular  disease.  Some  hold  that  the 
focal  infection  is  an  etiological  factor  sine 
qua  non — others  that  it  is  a very  uncommon 
cause  of  either.  More  accurate  knowledge 
is  desirable  and  we  believe  obtainable 
through  a multitude  of  anticipatory  analyses 
of  conditions  observed  long  before  the  gen- 
eralized diffusion  of  infection  or  its  prod- 
ucts. Also  in  this  stage  might  well  be 
demonstrated  the  inter-relation  of  arthritis 
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and  cardiovascular  disease  and  the  definite 
responsibility  of  some  focus  for  the  com- 
bination. 

Recently  in  speaking  of  the  prevention 
of  various  types  of  cardiovascular  disease 
we  concluded:  Considering  the  notorious 

incidence  among  physicians  we  might  well 
begin  by  preventing  these  vicious  killers  in 
the  medical  students  and  hospital  interns  of 
today  and  in  the  young  practitioners,  by 
periodic  examinations.  Let  this  be  a part 
of  their  training — to  make  them  prevention 
minded. 

If  we  do  this  for  each  other  and  thus 
reduce  the  incidence  among  ourselves,  pub- 
lication of  records  may  interest  the  people 
at  large.  Thus  through  periodic  health 
examinations  and  abiding  by  their  indicated 
care  we  may  prevent  much  of  the  now  in- 
creasing cardiovascular  disease. 

An  unusual  opportunity  to  initiate  the 
practice'  of  Mental  Hygiene  occurs  during 
a leisurely  deliberate  review  of  anatomical 
and  physiological  conditions  at  a periodic 
health  examination.  While  answering  the 
questions  propounded  by  the  examiner  the 
examinee  will  reveal  much  of  the  quality, 
color,  attitude,  and  facility  of  mind  which 
can  form  the  basis  of  suggestion  and  in- 
fluence greatly  needed.  Year  by  year  the 
examiner  can  determine  the  disappearance 
of  undesirable  mental  phases  and  the  devel- 
opment of  new  and  priceless  powers,  partly 
by  elimination  of  physical  handicaps,  partly 
by  suggestion  so  adroitly  maneuvered  as  to 
avoid  consciousness  of  management  by  the 
patient.  This  by-product  alone  is  worth  the 
price  in  time  and  effort.  For  the  fate  of 
the  world  may  be  dependent  upon  how  and 
how  much  we  develop  the  practice  of  mental 
hygiene.  We  must  learn  the  role  of  emo- 
tions and  conflicts  in  the  production  of 
physical  symptoms  and  complaints.  The 
bulk  of  responsibility  in  prevention  must 
be  borne  by  parents,  teachers,  clergymen, 
physicians  and  hospital  personnel  (for  sick 
bodies  are  usually  crowned  by  sick  minds), 
business  executives,  shop  and  other  foremen, 
radio  and  cinema  producers,  authors,  news- 
paper writers,  publishers,  and  last  but  far 
from  least  all  government  officials,  national, 
state  and  municipal  who  are  elected  to 
accomplish  great  good  for  the  people.  If 
we  except  ten  per  cent  of  parents,  many 
clergymen,  twenty  per  cent  of  physicians, 
and  a scattered  hospital  personnel,  the  bulk 
of  these  responsible  people  are  not  practicing 


mental  hygiene  but  its  antithesis.  Common 
attitudes  toward  mental  illness  are  indiffer- 
ence, evasion,  perplexity,  or  useless  some- 
times detrimental  fussing. 

It  is  of  almost  emergency  importance 
that  the  general  practitioner  interest  himself 
in  mental  hygiene  as  an  outstanding  feature 
in  Preventive  Medicine.  His  practical  value 
to  the  community  will  be  greatly  enlarged  if 
during  health  examinations  he  incidentally 
coaches  the  mind  so  that  it  can  play 
the  game  of  life  with  greater  poise  and 
elasticity. 

In  many  instances  there  is  a wide  gap 
in  our  knowledge  of  the  facts,  concerning 
•some  lesion,  between  the  normal  and  the 
disease  as  we  commonly  first  find  it.  This 
wide  gap — of  time  or  development  of  lesion 
— markedly  lessens  the  continuity  of  our 
thoughts  and  abilities  in  considering  a par- 
ticular disease.  This  interval,  short  or 
long,  is  an  important  temporal  area.  In  its 
confines,  our  knowledge  and  our  ability  to 
serve  our  patients  may  be  so  increased  that 
the  most  valuable  by-product  of  periodic 
health  examinations  would  be  this  knowl- 
edge of  the  progressing  pathologic  processes 
and  the  steps  between  the  normal  and 
disease.  The  phases  in  which  we  discover 
tuberculosis  is  an  outstanding  example.  We 
find  some  early  tuberculosis.  Now  the 
question  is,  how  early  is  it?  If  we  get  it 
much  earlier  by  health  examination  there 
will  be  less  mortality,  less  morbidity,  less 
disability,  and  less  likelihood  of  recrudes- 
cence. Moreover,  we  know  more  about 
earlier  tuberculosis  and  its  susceptibility 
to  cure  or  arrest. 

Other  wide  gaps  in  our  knowledge  of  the 
facts  between  the  normal  and  diseases  as  we 
commonly  first  find  them  occur  in  various 
intra-abdominal  lesions  which  give  a history 
of  long-  or  shortstanding  constipation  before 
they  are  brought  up  to  a short  turn  by 
significant  pain  or  a definite  emergency. 
If  the  constipation  reported  or  discovered  at 
the  periodic  health  examination  were 
studied,  many  of  the  preceding  grades  of 
disease  would  become  familiar.  Examples 
are  new-growths  of  the  colon,  new  growths 
of  the  small  intestine,  new  growths  of  the 
ampulla  of  Vater,  diverticulosis,  reduction 
in  caliber  of  intestine  or  colon  by  constrict- 
ing adhesions,  uterine  and  ovarian  growths 
causing  pressure  and  widespread  metastases, 
chronic  appendicitis,  chronic  cholecystitis, 
and  a number  of  other  conditions  of  which 
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constipation  may  be  a leading  symptom  for 
months  or  years  before  pain  or  emergency 
symptoms  jar  the  judgment  of  the  patient 
into  consulting  a physician. 

We  might  cite  a single  example  where 
our  helplessness  and  powerlessness  were 
especially  disheartening.  A young,  unmar- 
ried woman  of  thirty-one  years  consulted 
us  for  enlargment  of  the  abdomen  which 
she  noticed  three  or  four  months  before. 
It  had  now  become  embarrassing  and  there 
was  a little  pain.  Examination  showed 
that  she  had  some  mass  in  the  lower  abdo- 
men and  generalized  collection  of  fluid 
within  the  peritoneal  cavity.  Exploratory 
operation  was  arranged  immediately  and 
bilateral  carcinomata  of  ovaries  were  dis- 
covered with  metastases  over  bladder,  coils 
of  intestine,  colon,  practically  every  ob- 
servable area  of  the  peritoneum.  This  lady 
gave  a history  of  constipation  covering 
a period  of  several  years.  Had  her  case 
been  studied  at  periodic  health  examinations 
she  might  have  been  saved.  Relief  would 
have  been  undertaken  at  an  entirely  different 
stage  than  that  in  which  it  is  usually  offered. 
Hence  one  of  the  most  important  by-prod- 


ucts of  periodic  health  examinations  would 
be  knowledge  of  those  silent  stages  of 
destructive  or  crippling  diseases  concerning 
which,  at  the  present  time,  we  know  little 
or  nothing. 

A universal  by-product  of  periodic  health 
examinations  for  the  patients  is  the  disposal 
of  thought,  suspense,  anxiety  and  worry 
concerning  health  until  the  next  examination 
(excepting,  of  course,  accidents  and  acute 
infections).  This  freedom  is  desirable  for 
us  all  and  can  be  secured  in  no  other  way. 

The  most  important  by-product  of  peri- 
odic health  examinations  in  the  personal 
experience  of  the  practitioner  will  be  in- 
creased powers  of  observation.  For  he  will 
be  looking  for  conditions  hard  to  find  in  a 
field  where  normalcy  pervades  the  scene. 
If  he  is  to  discern  the  tiny  beginning  with 
no  proportions  to  speak  of  and  little  if  any 
variation  in  color  or  function,  his  eye  must 
be  extraordinarily  keen,  his  mind  alert, 
and  his  ability  to  draw  accurate  conclusions 
from  little  evidences  masterly.  His  powers 
of  observation  will  thus  happily  grow.  He 
will  be  a greater  and  a more  useful  physi- 
cian. 


BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “ transition  cases' ” from  the 

service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descrip- 
tions are  not  complete  clinical  studies,  but  will  accentuate  situations  from  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 

Compelled  to  Steal 


A young  employee  in  a Federal  Govern- 
ment office  opened  an  envelope  which  he 
had  no  right  to  touch  and  removed  some 
money — a small  sum.  He  was  caught  in 
the  act  and  he  confessed. 

Why  did  he  do  it?  He  was  not  poor. 
Beside  his  salary,  which  was  sufficient,  he 
received  weekly  allowances  from  his  father. 

But  a month  before  another  boy,  in  the 
same  office,  had  done  the  same  thing  and, 
although  the  offender  was  promptly  ar- 
rested, our  patient  felt  a strong  urge  to 
imitate  him  and  he  succumbed  to  it.  Only 
an  abnormal  individual  could  behave  that 
way. 

His  lawyer  could  not  help  him  much 
and  the  punishment  was  one  year  and  a day 

Mind  and 

“I  am  writing  to  you,  dear  Doctor,  to 
ask  you  to  kindly  give  us  advice  regarding 
our  son  who  is  past  fourteen  years  of  age. 


in  a Federal  penitentiary,  which,  being  more 
or  less  of  a school  for  criminals,  might  have 
graduated  him  into  full-fledged  crime. 

But  the  mother  remembered  that  when 
this  young  man  was  a small  child  and  I saw 
him  for  some  acute  illness,  I mentioned  the 
fact  that  the  boy  was  mentally  subnormal, 
which  she  had  not  noticed.  I re-examined 
him  now  and,  when  called  to  Court  before 
sentence  was  pronounced  I testified  or  certi- 
fied as  to  the  boy’s  mental  state,  just  in  time 
to  help  him  gain  a respite  of  one  year  and 
a day  under  probation. 

Government  employes,  by  the  way,  should 
be  mentally  and  physically  thoroughly  ex- 
amined before  being  given  a job,  especially 
one  to  which  some  responsibility  is  attached. 

Behavior 

He  is  unruly  and  uncontrollable.  He  is 
mentally  deficient  and  attending  an  ungraded 
class.  Each  and  every  day  when  he  comes 
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home  from  school  for  lunch  he  starts  a com- 
motion, hollering  at  the  top  of  his  voice, 
calling  his  mother  all  kinds  of  vile  names. 
Nothing  that  she  prepares  for  his  meal  suits 
him.  The  mother  is  becoming  a nervous 
wreck,  dreading  the  moment  when  he  is 
home.  He  gets  such  tempers  and  spells 
several  times  daily.  Our  boy  is  physically 
well-developed,  about  5 feet  8 inches  tall 
and  weighs  135  lbs.  but,  his  mentality  is 
not  developed;  he  is  a problem  and  hard 
to  handle. 

“Hoping  that  you  will  advise  us  what 
to  do.  I thank  you,  and  remain.  . . .” 

This  letter  preceded  the  visit  of  both 
parents  and  their  boy  to  the  clinic.  The 
short  description  was  correct,  but  one-sided. 
It  gave  no  idea  of  how  the  parents  behaved. 

Doctors, 

Except  in  very  pronounced  cases  it  is 
quite  difficult  to  diagnose  mental  retardation 
and  it  is  altogether  a mistake  to  prognosti- 
cate in  the  very  young. 

A girl  of  fourteen  months  was  sent  by 
a colleague  because  she  was  much  behind 
and  because  of  symptoms  of  a “mongolian 
type.”  She  was  not  able  to  sit  up,  to  stand 
up  or  to  say  anything.  But  I did  not  dare 
to  prophesy.  Her  smile  seemed  to  be  a con- 
trast to  the  rest  of  her  behavior.  It  showed 
some  understanding.  I thought  I had  caught 
some  signs  of  intelligence. 

One  year  later  there  was  much  improve- 
ment without  any  treatment,  which  the 
parents  had  refused.  Four  years  later  she 
was  not  entirely  normal,  but  superior  to  the 
average  child  of  the  same  age. 

A child  of  five.  Mentally  retarded. 

Learned  to  walk  early,  but  first  talked 
at  three. 


Their  answer  to  the  boy’s  misconduct  was 
to  punish  him  severely.  In  fact  a vicious 
circle  had  developed  so  that  it  was  difficult 
to  tell  who  was  the  cause  of  the  boy’s 
violence  and  whether  this  was  not  the  effect 
of  their  misbehavior. 

Subnormal  individuals  are  often  gentle, 
submissive,  and  debonair.  But  those  who 
are  not  may  become  ugly  and  sometimes 
swell  the  ranks  of  the  criminals.  Mostly 
there  is  nothing  to  be  done  or  the  solution 
is  internment  in  an  institution. 

In  this  case  kindness  and  an  entirely 
new  approach  was  of  great  help.  Not  that 
the  patient’s  intelligence  made  any  progress. 
That  was  out  of  the  question.  But  he  soon 
became  easier  to  manage  and  to  get  along 
with. 

Beware! 

Restless,  irritable,  speaks  fast,  jumps 
from  one  thought  to  another.  Acts  like  a 
younger  child.  Although  he  is  spoiled  and 
overprotected  and  has  no  initiative,  prog- 
nosis is  good  because  he  is  partly  coopera- 
tive and  shows  much  interest  in  things 
around  him  and  in  what  he  is  told,  even 
though  he  understands  but  imperfectly. 

The  parents  are  instructed  how  to  be- 
have, to  avoid  oversolicitude,  to  allow  him 
much  freedom  to  work  and  do  and  see 
things,  to  help  him  only  when  it  is  abso- 
lutely necessary — all  principles  to  be  fol- 
lowed in  the  upbringing  of  the  normal  child 
as  well. 

Two  years  later  much  improvement. 

Four  years  later,  although  somewhat 
duller  than  other  children  of  his  age,  he 
is  regarded  as  normal  in  school  and  among 
his  friends  and  is  making  progress. 


AMERICAN  PUBLIC  HEALTH  ASSOCIATION 


The  officers  of  the  American  Public 
Health  Association  announce  that  the  67th 
Annual  Meeting  will  be  held  in  Kansas 
City,  Mo.,  October  25-28. 

Dr.  Edwin  Henry  Schorer,  Director  of 
the  Kansas  City  Health  Department,  has 
been  appointed  Chairman  of  the  Local  Com- 
mittee. 

He  will  be  assisted  by  a large  group 
of  city  and  state  officials  and  community 
leaders. 

A long  list  of  affiliated  organizations 
meet  habitually  with  the  American  Public 


Health  Association.  They  include : The 

American  Association  of  School  Physicians, 
The  Association  of  Women  in  Public 
Health,  The  Conference  of  State  Labora- 
tory Directors,  The  Conference  of  State 
Sanitary  Engineers,  The  American  Asso- 
ciation of  State  Registration  Executives, 
Delta  Omega,  and  The  International  So- 
ciety of  Medical  Health  Officers. 

The  attendance  at  the  67th  Annual  Meet- 
ing will  exceed  3,000  professional  public 
health  workers  from  every  State  in  the 
Union,  Canada,  Cuba,  and  Mexico. 


Patient:  “The  newspapers  should  inform  Doctor:  “They  had  better  inform  the 

patients  what  to  do  until  the  arrival  of  the  doctors  how  to  live  until  the  arrival  of  a 
doctor.”  patient.” — Medical  Record. 


New  York  State 

JOURNAL  of  MEDICINE 


Published,  Semi-Monthly  under  the  Auspices  of  the  Journal  Management  Committee 

Thomas  M.  Brennan,  M.D.  Samuel  J.  Kopetzky,  M.D. 

Geo.  W.  Kosmak,  M.D.  Editorial  and  Business  Offices : Warren  Wooden,  M.D. 

Peter  Irving,  M.D.  33  W.  42nd  St.,  New  York  N.  P.  Sears,  M.D. 

Business  and  Advertising  Manager Thomas  R.  Gardiner 


The  Editors  endeavor  to  publish  only  that  -which  is  authentic,  but  disclaim  any  responsibility  for  views 
expressed  by  contributors.  Address  all  communications  concerning  the  Journal  to  the  Editorial  Office, 

33  W.  42nd  Street,  New  York  City  (Telephone  CHickering  4-5570). 


EDITORIALS 


Instructive  Analogies 

Business  people  who  like  to  think  in 
terms  of  mass  production  and  large  scale 
merchandising  find  it  difficult  to  believe 
that  private  practice  is  cheaper  than  most 
organized  medical  service  systems.  Yet 
evidence  to  this  effect  is  constantly  coming 
to  light. 

“Overhead,”  in  private  medical  practice, 
consumes  no  more  than  a third  of  the 
physician’s  gross  income.  In  group  prac- 
tice the  American  Medical  Association 
has  found  that  operating  costs  eat  up 
forty  to  forty-two  per  cent  of  the  total 
intake.  Even  in  universities  with  medical 
colleges  “the  cost  of  health  services  per 
student  is  not  appreciably  less  than  the 
cost  for  similar  services  in  the  private 
purchase  of  medical  and  hospital  care.” 

The  reasons  for  this  are  apparent. 
Administrative  expenses,  high  fixed 
charges  for  rent  and  plant  maintenance, 
and  an  increased  demand  for  unnecessary 
services  more  than  nullify  any  economies 
made  possible  by  joint  purchasing. 

The  situation  is  no  different  under 
medical  insurance  systems — merely  some- 
what worse.  As  the  Bureau  of  Economics 
of  the  American  Medical  Association 
observes  in  its  survey  of  group  hospitali- 
zation, “Insurance  never  lowers  cost;  it 
simply  distributes  the  costs  . . . among 
a group  of  persons.  The  expenses  for 


the  administrative  machinery  to  effect 
such  a distribution  are  also  distributed 
along  with  the  basic  costs.” 

This  would  be  insignificant  if  there 
were  a proportionate  rise  in  the  quality  of 
service ; but  such  has  never  been  the  case. 
Quantitative  attacks  on  a host  of  unim- 
portant maladies  do  not  lower  mortality 
or  lengthen  life — and  a quantitative  in- 
crease in  services  rendered  is  all  that  com- 
pulsory sickness  insurance  has  ever 
accomplished. 

Advocates  of  the  system  in  this  coun- 
try like  to  believe  that  Americans  would 
react  differently  to  the  promise  of  bene- 
fits, that  they  would  be  less  prone  to 
magnify  petty  ailments  in  order  to  get  a 
return  on  their  payments.  The  experi- 
ence with  group  hospitalization  fails  to 
bear  out  this  hope.  On  the  whole  there 
has  been  a greater  amount  of  hospitaliza- 
tion for  minor  ailments  than  had  been 
expected.  “It  was  reported  for  one  large 
plan  that  the  subscribers  were  stricken 
with  the  desire  to  spend  the  week-end  in 
a hospital.”  Another  had  to  raise  the 
rate  for  teachers  “because  they  were  in- 
clined to  take  ‘rest  cures’  during  the 
summer  vacations.”  Human  nature  is 
pretty  much  the  same  the  world  over ; and 
there  is  no  doubt  that  under  compulsory 
sickness  insurance  this  country  would  ex- 
perience the  same  rise  in  hypochondria, 
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malingering  and  chronic  invalidism  that 
European  nations,  have  found  to  be  an 
inevitable  concomitant  of  obligatory  pre- 
payment. 

With  excessive  demands  for  service, 
either  rates  must  go  up  or  benefits  must 
be  reduced.  As  a rule,  the  latter  is  con- 
sidered more  expedient.  Even  in  our 
brief  experience  with  group  hospitaliza- 
tion, there  has  already  been  “a  noticeable 
increase  in  the  number  of  limitations  in 
service  contracts.”  The  majority  of 
plans  disclaim  liability  if  overcrowding 
born  of  war,  epidemics  or  other  public 
disasters  makes  it  impossible  for  them  to 
furnish  the  promised  service.  Here 
again  is  a parallel  with  compulsory  sick- 
ness insurance.  In  periods  of  widespread 
unemployment  or  disease,  precisely  when 
the  need  is  greatest,  medical  service  under 
the  insurance  systems  is  necessarily  de- 
graded or  curtailed. 

This  is  not  to  say  that  group  hospital- 
ization shares  all  the  defects  of  compul- 
sory sickness  insurance  and  is  as  lacking 
in  virtues.  In  normal  times  at  least  and 
when  properly  administered,  the  former 
provides  an  easy  means  of  payment  for 
satisfactory  institutional  facilities.  Com- 
pulsory sickness  insurance  has  always 
furnished  inferior  care  at  high  cost. 


Patent  Law  and  Ethics 

The  altruistic  basis  of  the  Principles  of 
Medical  Ethics  is  nowhere  more  evident 
than  in  the  rulings  governing  medical 
patents.  In  accordance  with  its  ancient 
history  of  sacrifice  for  the  public  good, 
the  profession  forbids  the  selfish  ex- 
ploitation of  medical  discoveries  by  its. 
members.  “It  is  unprofessional  to  re- 
ceive remuneration  from  patents  for 
surgical  instruments  or  medicines.” 

Physicians  have  always  considered  it 
their  duty  to  make  their  finds,  however 
valuable,  freely  available  to  all  mankind. 
As  medical  research  has  grown  more 
complicated  and  remedies  more  complex, 
however,  there  has  developed  the  danger 
that  unscrupulous  individuals  and  or- 


ganizations might  exploit  new  discoveries 
for  their  selfish  gain  without  regard  for 
the  purposes  and  ideals  of  the  discoverers. 

To  prevent  this,  there  has.  been  a grow- 
ing tendency  among  physicians  to  patent 
their  discoveries  and  then  turn  over  the 
patent  to  a university  or  research  organi- 
zation to  ensure  its  use  in  the  public  in- 
terest. In  this  way  the  quality  of  the 
product  can  be  protected,  its  manufacture 
standardized,  and  the  price  kept  down. 

Perhaps  the  most  notable  example  of 
this  is  the  administration  of  the  insulin 
patent  by  the  University  of  Toronto.  As 
Dr.  Morris  Fishbein  avers  in  a recent 
article  in  the  J.A.M.A. , without  this  “it 
is  doubtful  that  a high  quality,  standard- 
ized product  at  a minimum  price  would 
have  been  made  available  nearly  so  soon. 
. . . Moreover,  there  is  no  question  but 
that  inferior  products  in  vast  numbers 
would  also  have  been  offered  for  general 
use.”  At  it  is,  quality  has  been  main- 
tained with  a steady  drop  in  price. 

Unfortunately,  this  arrangement  has 
not  always  worked  out  so  well.  Some 
patent-holding  universities  and  founda- 
tions have  hampered  continued  research 
by  secretiveness  and  excessive  jealousy 
of  their  legal  rights  with  respect  to  other 
bona  fide  investigators. 

The  control  of  medical  patents  is  un- 
doubtedly desirable  to  prevent  unscrupu- 
lous exploitation  of  new  discoveries  by 
commercial  interests.  The  present  method 
of  transferring  patents  to  individual 
universities  and  research  organizations 
cannot,  however,  be  considered  wholly  sat- 
isfactory. The  rivalries  and  non-coopera- 
tion engendered  thereby  lend  weight  to 
Dr.  Fishbein’s  proposal  for  a central,  dis- 
interested body  to  assume  responsibility 
for  the  administration  of  all  medical 
patents. 


By-Products  of  Periodic  Health 
Examinations 

Our  President,  continuing  his  cam- 
paign for  the  enhancement  of  Preventive 
Medicine,  delivered  a noteworthy  address 
at  Garden  City  on  November  17,  1937, 
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when  he  spoke  before  the  Second  District 
Branch  Society. 

In  summation  of  periodic  health  expe- 
riences, he  points  its  advantages  not 
only  in  detecting  early  lesions,  but  also  in 
the  accumulation  of  records  which  con- 
ceivably enough  might  clear  unsolved 
etiologic  factors.  Likewise  from  exer- 
cising his  talent  of  observation,  the  exam- 
ining physician  will  increase  the  pene- 
tration and  power  of  his  observations. 
Finally,  Dr.  Goodrich  comments  on  the 
inclusion  in  the  periodic  health  survey  of 
the  mental  state,  when  evaluation  the 
physical. 

The  address  is  published  elsewhere  in 
this  issue  (page  127),  and  while  all  of 
us,  think  we  know  all  about  the  periodic 
health  examination,  we  venture  the  pre- 
diction that  all  who  read  this  address  will 
find  stimulating  and  thought-provoking 
suggestions  so  presented,  that  from  the 
realignment  of  old  observations  new 
deductions  are  possible. 


Choline  and  Prostigmin  for 
Gastric  Hyperacidity 

The  pharmacological  studies  of  the 
action  of  prostigmin  have  demonstrated 
that  the  parasympathetic  stimulation 
induced  is  in  reality  the  result  of  an  inhibi- 
tion of  the  esterase  which  inactivates 
acetylcholine.  That  physotigmine  and 
acetylcholine  are  synergists  has  been 
known  for  some  time  as  the  result  of 
physiological  experiments  on  muscle  and 
nerve  tissue.  Myerson,  Rinkel,  and 
Dameshek1  investigated  the  action  of 
these  drugs  on  the  gastric  secretions. 

Following  the  use  of  acetylcholine  or 
its  derivatives,  there  was  an  increase  in 
the  amount  of  mucin  produced  and  in  the 
volume  of  the  gastric  juice.  Hydro- 
chloric acid  and  pepsinogen,  on  the  other 
hand,  were  markedly  inhibited  thereby 
greatly  decreasing  the  acidity  of  the  secre- 
tion. A tonic  effect  on  the  entire  gas- 
trointestinal tract  was  also  evident.  These 


1.  Myerson,  Rinkel,  and  Dameshek:  New  Eng.  J. 
Med.,  215:1005,  1937. 


results  were  also  obtained  with  the  use  of 
prostigmin  but  to  a lesser  degree  than 
noted  with  the  choline  group.  When 
combined  in  small  doses,  however,  a 
maximum  alkalizing  effect  was  obtained 
due  to  the  synergistic  action  of  the  two. 

The  action  of  atropin  in  connection 
with  the  combined  use  of  acetylcholine 
and  prostigmin  is  of  interest.  Where 
atropin  is  administered  after  the  com- 
bined therapy  has  been  started,  only  the 
amount  of  gastric  secretion  is  diminished 
but  the  chemical  alterations  induced  by 
the  synergists  is  not  changed.  Where, 
however,  atropin  has  already  been  given, 
the  induced  alkalinity  is  diminished  to  a 
considerable  extent. 

In  translating  these  findings  into 
clinical  medicine,  they  offer  a means  for 
the  treatment  of  hyperacidity  with  or 
without  an  associated  ulcer.  The  authors 
themselves  favor  the  administration  of 
these  drugs  by  the  method  of  ionto- 
phoresis since  by  ihis  means  an  increased 
secretion  of  mucin  and  a moderate  alka- 
linity can  be  maintained  for  a long  time. 


Agranulocytosis  From  Sulfanilamide 

The  introduction  of  a new  therapeutic 
measure  always  calls  for  extreme  caution 
during  the  early  period  of  its  use  and 
until  such  time  as  its  effects  and  side 
effects  are  fully  known  and  understood. 
Particularly  is  this  true  of  a chemical 
which  possesses  the  mass  sterilizing  prop- 
erties exhibited  by  sulfanilamide.  We 
have  heretofore  commented  upon  many 
of  the  untoward  reactions  which  accom- 
pany the  administration  of  sulfanilamide. 
Recently  still  another  toxic  effect  from 
the  use  of  this  drug  has  been  reported.1 

In  one  instance  a complete  agranulo- 
cytosis was  noted  and  in  three  others 
there  was  distinct  evidence  of  abnormal 
activity  of  the  bone-marrow  associated 
with  anemia.  Erythropoiesis  and  leuko- 
poiesis  may  both  be  interfered  with  by 


1.  Jennings,  C.  H.  and  Southwell-Sander,  G: 
Lancet,  2:898,  1937. 
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sulfanilamide.  The  dosage  which  may 
cause  such  an  aberration  in  the  blood 
picture  varies  in  different  individuals. 
Idiosyncracy  to  the  drug  may  also  play 
a part.  Furthermore,  its  chemical  struc- 
ture (p-aminobenzene-sulfonamide)  in 
itself  indicates  that  it  is  potentially 
capable  of  acting  as  a marrow  poison. 

The  patient  who  is  receiving  sulfanila- 
mide requires  the  closest  kind  of  obser- 
vation. The  appearance  of  clinical  signs 
of  toxicity  may  often  be  averted  by  spec- 
troscopic estimations  of  the  blood  for  the 
detection  of  sulfhemoglobinemia  and 
repeated  blood  counts  for  the  study  of  the 
cellular  elements.  Should  immature  red 
cells  be  noted,  or  a leukopenia  appear,  the 
therapy  should  be  discontinued,  at  least 
temporarily,  until  the  evidences  of  mar- 
row poisoning  have  disappeared.  Where 
prolonged  administration  of  sulfanilamide 
is  contemplated,  blood  studies  should  be 
started  with  the  onset  of  the  treatment. 


CURRENT  COMMENT 

“Health  campaigns  are  making  head- 
way in  many  countries.  It  is  almost  a 
crime  nowadays  not  to  be  physically  fit  and 
the  personal  health  of  the  individual  is  en- 
gaging the  attention  of  several  governments. 
It  is  recognized  that  good  health  generally 
implies  happiness,  as  it  is  certain  that  ill 
health  is  a main  source  of  unhappiness. 
Therefore  it  is  obviously  to  the  best  inter- 
ests of  thos.e  who  are  chiefly  responsible 
for  the  direction  of  a country  that  its  people 
are  as  healthy  as  possible.  Dictators  are 
able  to  insist  to  a large  extent  upon  the 
population  making  use  of  the  facilities  pro- 
vided for  gaining  and  maintaining  the  sound 
mind  in  the  healthy  body.  Democracies  in 
this  respect  are  in  a less  fortunate  position. 
They  cannot  compel,  only  advise,  and  it  too 
frequently  happens  that  advice  is  neither 
appreciated  nor  taken.  The  result  is  that 
many  disabilities  which,  if  dealt  with  in 
time,  might  be  prevented  from  going  fur- 
ther, are  neglected  and  may  become  a seri- 
ous handicap.” — Ideas  which,  because  of 
their  timeliness,  cannot  be  presented  too 
often.  The  above  comes  from  an  editorial 
in  Medical  Record  of  December  15,  1937. 


“If  we  had  just  one  generation  of 
properly  born,  adequately  educated,  healthy 


children,  developed  in  character,  we  would 
have  Utopia  itself — even  if  we  don’t  suc- 
ceed with  planned  economy.” — A succinct 
statement  made  recently  by  former  Presi- 
dent Herbert  Hoover. 


“Statistical  evidence  that  the  health, 
physical  characteristics  and  social  and 
economic  backgrounds  of  children  as  well 
as  their  mental  abilities  have  significant  ef- 
fect upon  their  rate  of  progress  in  the  city 
(New  York  City)  schools  was  presented 
. . . in  a survey  made  by  the  Board  of 
Education.  . . Children  who  lagged  be- 
hind in  their  school  progress  were  gen- 
erally those  having  poor  health,  small 
stature  and  most  physical  defects  and  those 
whose  families  had  the  lowest  socio- 
economic status  in  the  community.  Just 
the  opposite  conditions  were  true  of  pupils 
who  advanced  more  rapidly  than  normal, 
. . . conclusions  were  based  upon  case 
studies  and  statistical  records  covering  785 
children  in  thirteen  elementary  schools  in 
varied  areas  of  the  city.  . . .” — The  pre- 
ceding is  from  a report  in  the  New  York 
Herald  Tribune  of  December  19,  telling  of  a 
study  made  by  Eugene  A.  Nifenecker,  direc- 
tor of  the  bureau  of  reference,  research  and 
statistics  of  the  Board  of  Education. 

“His  research  into  children’s  physiques 
blasted  the  common  notion  that  bright  stu- 
dents are  generally  thin,  frail  and  sickly 
while  dull  pupils  are  usually  robust  and 
overdeveloped  physically. 

“He  found  instead  that  retarded  boys  and 
girls  were  lighter,  shorter  and  less  healthy 
than  children  whose  educational  progress 
was  normal  or  rapid.  The  former  also 
showed  more  sight  and  hearing  defects  and 
nutritional  deficiencies  and  were  generally 
less  well  behaved  in  their  classrooms.” 


“The  very  abundance  created  by  sci- 
ence threatens  periodically  to  ruin  us  because 
our  social  and  economic  situations  are  not 
equal  to  distributing  it  where  it  is  needed,” 
claimed  Dr.  Gove  Hambidge  of  the  United 
States  Department  of  Agriculture  before  the 
American  Association  for  the  Advancement 
of  Science,  meeting  in  Indianapolis. 

“Necessitous  individuals,”  he  said,  “live 
lives  of  misery;  necessitous  nations  some- 
times seem  to  be  on  the  way  to  smashing 
civilization.  This  cannot  be  a matter  of 
indifference  to  scientists,  nor  can  they  ab- 
solve themselves  from  their  share  of  re- 
sponsibility. They,  too,  are  part  of  the 
social  organism,  and  the  fact  that  a man  is 
a scientist  is  no  guarantee  that  he  may  not 
be  narrow , prejudiced,  ignorant  and  stub- 
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born  in  fields  outside  his  own  specialty  ” 
(Italics  ours) — Fuller  excerpts  from  Dr. 
Hambidge’s  speech,  including  the  above,  can 
be  found  in  The  New  York  Times  of 
December  29. 

“ ‘Last  year  the  insurance  practi- 
tioners prescribed  60  million  bottles  of 
medicine,  the  largest  number  on  record.  It 
is  immaterial  to  my  present  argument 
whether  this  ocean  of  medicine  did  more 
good  than  harm,  or  whether  it  was  prescribed 
necessarily  or  unnecessarily,  but  it  is  obvious 
that  those  persons  who  received  these 
bottles  of  medicine  either  were  sick  or 
thought  they  were.  Based  upon  the  amount 
of  medicine  sold,  1936  was  the  most  un- 


healthy year  which  has  occurred  in  the  his- 
tory of  mankind.  Based  upon  the  more 
exact  methods  which  we  use  in  vital  sta- 
tistics it  was  the  healthiest.’ 

“Dr.  Dunstan  Brewer,  Medical  Officer 
of  Health,  Swindon,  England,  in  his  latest 
annual  report  claims  that  the  amount  of 
serious  disease  in  the  population  has  dropped 
enormously  during  the  present  century, 
roughly  about  50  per  cent,  while  from  the 
reports  of  the  insurance  commissioners  we 
find  that  sickness  has  steadily  increased.” — 
The  foregoing  item  and  quotation  from  Dr. 
Brewer’s  report  come  from  the  Medical 
Economics  Abstracts  department  in  the 
Journal  of  the  American  Medical  Associa- 
tion for  January  1,  1938. 
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Pneumonia  Serum  Treatment 
Warning 


115  E.  61  St. 

New  York  City 

To  the  Editor: 

In  view  of  attempted  control  of  pneu- 
monia largely  by  serum  treatment  it  seems 
appropriate  to  precede  the  attempt  by  a note 
of  warning  against  overconfidence  in  this 
line  or  method  of  treatment. 

Nothing  to  date  has  been  found  that  has 
reduced  the  mortality  rate  of  pneumonia.  I 
say  this  boldly  and  advisedly. 

If  improved  serums  can  accomplish  what 
is  desired  in  the  treatment  of  this  dread  dis- 
ease it  will  be  a great  boom  to  humanity.  It 
is  fortunate  that  so  much  money  has  been 
provided  to  insure  obtaining  the  correct 
serum  for  each  individual  case.  That  is 
indeed  an  important  factor.  The  danger  lies 
in  the  tendency  of  overenthusiastic  depend- 
ence and  sole  reliance  on  the  serum  per  se. 
That  is  to  be  deplored  and  must  be  guarded ; 
empirical  treatment  avoided. 

If  there  is  any  value  or  virtue  in  long 
service,  observation,  and  experience,  allow 
me  to  revert  through  the  long  years  of  prac- 
tice as  far  back  as  1892  when  grip  and 
pneumonia  were  rife  throughout  the  land. 
The  mortality  rate  was  high.  Coal  tar 
derivatives  were  very  much  in  evidence  in 
the  treatment  of  pneumonia.  Antipyrine  and 
acetanilid  were  very  generally  used.  Being 
greatly  perturbed  over  the  use  of  these 
drugs  because  I doubted  their  efficacy  but 


felt  they  were  doing  much  harm,  I wrote  a 
paper  on  a compilation  and  tabulation  of 
thirty-eight  cases  of  lobar  pneumonia  I had 
recently  treated,  and  read  it  before  the  West 
Virginia  Medical  Society.  This  was  after- 
ward published  in  the  Medical  News  (Phila- 
delphia). Aside  from  antagonizing  and  dis- 
couraging the  use  of  the  coal  tar  derivatives, 
particular  stress  was  laid  on  management 
of  the  patient.  Good  nursing  and  feeding 
were  of  paramount  importance  to  main- 
tain cardiac  integrity.  As  Weir  Mitchell 
aptly  said  in  one  of  his  poems,  “It’s  the  man 
that’s  sick.” 

I appeal  especially  to  young  men  in  hospi- 
tals and  in  private  practice  to  heed  the 
warning  that  sustaining  measures  in  con- 
junction with  correct  serum  are  all  impor- 
tant. Last  year  the  mortality  rate  in  New 
York  City  was  astoundingly  high.  Let  us 
hope  that  can  and  will  be  averted  this  com- 
ing season. 

Albert  S.  Maddox,  M.D. 

December  20,  1937. 


Other  Pneumonia  Treatment 
Warnings 

2 E.  103  St. 
New  York  City 

To  the  Editor: 

I count  it  a privilege  to  have  the  oppor- 
tunity to  respond  to  the  note  of  caution 
sounded  by  Dr.  A.  S.  Maddox,  veteran  of 
forty-five  years  of  practice  in  New  York 
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City,  in  his  letter  captioned,  “Pneumonia 
Serum  Treatment  Warning.”  He  has  voiced 
a warning  incontestably  sound;  but  there 
are  other  warnings,  I think,  that  should  be 
heard  if  the  bugle  call  to  action  is  to  come 
to  the  practitioner  with  all  its  notes  correctly 
proportioned  and  sounding  clear  and  true 
and  full. 

One  part  of  the  call  by  itself  might  possi- 
bly be  misconstrued.  For  instance,  might 
not  Dr.  Maddox’s  letter  be  interpreted  as 
throwing  more  doubt  on  the  efficacy  of 
serum  than  is  justified? 

To  pin  one’s  faith  on  serum  to  the  exclu- 
sion of  good  nursing  and  feeding,  to  the 
exclusion  of  full  attention  to  the  individual’s 
physical  make-up — and  indeed  personality 
needs — to  the  exclusion  of  “sustaining  meas- 
ures,” would  be,  as  Dr.  Maddox  says,  de- 
plorable. So,  also,  would  be  failure  to  use 
oxygen  where  anoxemia  is  a factor  of  great 
moment.  On  the  other  hand,  it  would  be  most 
unfortunate — and  I believe  equally  so — if,  in 
a Type  I case  proven  insensitive  to  horse 
serum,  a chance  of  cure  were  to  be  lost  by 
withholding  serum.  Should  not  a note  be  in 
the  call,  a new  note  in  an  old  call,  to  “use 
serum  when  called  for”?  I think  so;  and 
to  me  it  should  be  as  strong  and  as  long  a 
note  as  that  of  Dr.  Maddox  stimulating  the 
sense  of  caution.  Indeed,  I consider  it  justi- 
fiable to  suggest  that  this  new  note  be  of 
such  tone-color  as  to  arouse  hope  and 
enthusiasm  for  cures  never  before  possible. 

Speaking  as  one  who  sits  on  the  Advisory 
Committees  on  Pneumonia  Control  of  both 
State  and  City  Departments  of  Health  as 
from  the  State  and  County  Medical  Socie- 
ties, I can  assure  Dr.  Maddox  that  very 
great  care  has  been  taken  to  do  several 
things  that  bear  on  the  points  he  has  made. 
The  danger  of  producing  in  the  public  mind 
overconfidence  in  the  value  of  serum  has 
been  deliberately  avoided  as  much  as  possible 
by  emphasizing  to  the  press  the  points  that 
it  is  not  useful  in  all  cases  and  that  it  is  not 
a certain  remedy.  Also,  there  was  issued  to 
the  profession  of  the  State  as  a pronounce- 
ment of  the  program  preceding  full  public 
information  a State  Department  of  Health 
Circular  No.  20,  “The  Clinical  Aspects  of 


Pneumococcus  Pneumonia,”  which  described 
all  means  of  treatment  with  use  of  serum 
as  but  one  of  the  procedures  now  accepted. 
Following  that  came  the  “Hand-book  on 
Nursing  Care  of  Pneumonia”  which  empha- 
sized the  value  of  nursing  and  sustaining 
measures.  With  these  facts  in  mind  I do  not 
believe  either  the  public  or  the  profession 
will  fall  into  the  error — at  least,  not  to  any 
great  extent — of  regarding  antipneumococ- 
cus serum  as  a panacea  which  can  replace 
time-honored  methods  of  management. 

Treatment  of  pneumonia  has  always  been 
full  of  dangers.  It  has  today,  though  new 
hopes  exist,  even  more  dangers.  The  dan- 
gers of  delay  in  diagnosis,  of  incorrect 
typing,  of  sensitivity  of  patient,  of  over- 
shadowing of  other  care  by  serum  therapy, 
of  failure  to  regard  the  disease  as  an  emer- 
gency; all  these  dangers  have  been  added. 
It  is  quite  a challenge. 

In  conclusion,  I submit  the  notion  that 
the  newly  composed  bugle  call,  which  I 
dared  to  use  as  a simile,  might  well  convey 
all  these  dangers  and  at  the  same  time 
accent  the  emergency  feature,  the  hope  and 
enthusiasm  serum  therapy  has  roused  and 
at  the  same  time,  just  as  strong  and  long 
the  fine  old  note  of  proper  general  manage- 
ment. Thus,  I think,  the  physician  can  be 
best  aided  to  exercise  his  finest  judgment 
while  stepping  lively  in  his  attack. 

Peter  Irving,  M.D. 

December  27,  1937. 


A Help  to  the  Mute — Additional 

22  W.  74  St. 
New  York  City 

To  the  Editor: 

Kindly  add  the  following  paragraph  to 
my  letter  of  November  23,  1937 : 

“When  necessary,  and  in  order  to  avoid 
any  ambiguity,  the  end  of  a word  is  marked 
by  strong  sniff.” 

Maurice  Sciaky 

December  28,  1937. 

(The  original  letter  appeared  in  the  December 
15,  1937  issue  of  the  Journal,  page  2114.) 


The  following  story  was  told  by  Pro- 
fessor Nobl  of  the  Policlinic  in  Vienna.  An 
old  Viennese  professor  was  about  to  give 
his  daughter  in  marriage  to  a young  derma- 
tologist. When  asked  what  dowry  he  was 
bestowing  with  his  daughter,  the  old  pro- 
fessor replied:  “My  boy,  I can  give  you  no 
money  but  I will  give  you  two  psoriasis 
patients.” — Medical  Record. 


Patient:  “ and  about  my  heart ” 

Doctor : “Don’t  worry,  it  will  hold  out  as 
long  as  you  live.” — Medical  Record. 


“I  don’t  like  the  looks  of  your  husband,” 
said  the  doctor.  “Neither  do  I,”  the  wife 
replied,  “but  he’s  good  to  his  children.” — 
Colorado  Medicine. 


Society  Activities 


Repeated  inquiries  have  been  made 
concerning  the  action  taken  May  24, 
1937  by  the  House  of  Delegates  of  this 
State  Society  on  what  has  been  called 
“Principles,  and  Proposals.”  Many  of 
these  questions  betray  a misunderstand- 


ing of  the  action;  and  it  is,  therefore, 
considered  advisable  to  republish  the 
pertinent  portions  of  the  minutes  which 
originally  appeared  in  the  Journal  of 
July  1,  1937. 

Peter  Irving,  M.D.,  Secretary 


National  Public  Health  Policy 

The  Speaker:  The  chair  recognizes  Dr. 
Booth.  For  your  information,  gentlemen,  this 
is  a special  committee  appointed  by  President 
Winslow  to  make  certain  recommendations.  The 
Committee  has  met  a number  of  times  and  Dr. 
Booth  as  chairman  of  the  Committee,  is  again 
reporting. 

Dr.  Booth,  Elmira:  The  Special  Commit- 

tee appointed  by  President  Winslow  to  con- 
sider Provision  of  Medical  Care  begs  to  submit 
the  following  report: 

Principles 

1.  That  the  health  of  the  people  is  a direct 
concern  of  the  Government,  and  a national 
health  policy,  directed  toward  all  groups  of 
the  population,  should  be  formulated. 

“a.  In  the  formulation  of  such  policy  the 
opinions  and  suggestions  of  organized  med- 
icine should  be  given  preference.” 

“b.  We  recommend  in  line  with  the  above 
principle  that  the  Medical  Society  of  the 
State  of  New  York  appoint  a group  to  for- 
mulate the  principles  and  proposals  for  a 
State  Health  Policy,  and  we  also  recom- 
mend that  the  Medical  Society  of  the 
State  of  New  York  urge  the  House  of 
Delegates  of  the  American  Medical  Asso- 
ciation to  create  a group  which  shall  for- 
mulate the  principles  and  proposals  of  a 
National  Health  policy  to  be  submitted  to 
the  Government.” 

2.  That  adequate  medical  care  is  an  essen- 
tial element  of  public  health ; and  local,  state 
and  federal  governments  need  to  supplement 
present  efforts  of  the  medical  profession  in 
providing  it. 

“a.  We  recommend  to  the  Medical  Society 
of  the  State  of  New  York  that  a Commit- 
tee approved  by  the  Council  present  a defi- 
nition of  the  term  “adequate  medical  care’"* 
for  adoption  by  the  House  of  Delegates, 
which  shall  be  a “yard  stick”  in  its  use 
for  all  purposes  connected  with  matters 
dealing  with  medical  care,  etc.,  henceforth.” 

“b.  That  the  House  of  Delegates  of  the  Med- 
ical Society  of  the  State  of  New  York  rec- 
ommend to  the  House  of  Delegates  of  the 
American  Medical  Association  _ the  estab- 
lishment of  a working  definition  of  the 
term  “adequate  medical  care”,  suitable  for 


the  purpose  of  discussing  national  legisla- 
tion and  social  legislation. 

3.  That  the  problem  of  economic  need  and 
the  problem  of  providing  adequate  medical  care 
are  not  identical  and  may  require  different  ap- 
proaches for  their  solution. 

Your  Committee  understands  principle  No.  3 
to  imply  the  following: 

“That  the  problem  of  providing  the  indi- 
vidual with  the  means  for  securing  medical 
care — that  is  the  economic  needs — and  the 
problem  of  distributing  medical  services  are 
not  identical ; that  these  problems  of  eco- 
nomic needs  should  be  approached  separately 
from  those  of  distributing  medical  services 
to  the  people.” 

Proposals 

1.  That  the  first  necessary  steps  toward  the 
realization  of  the  above  principles  is  to  mini- 
mize the  risk  of  illness  by  increasing  preven- 
tive efforts  through  extension  of  public  health 
services,  federal,  state  and  local. 

“That  the  extension  of  federal,  state  and  local 
preventive  health  measures  is  approved  pro- 
vided it  meets  the  needs  of  a given  situation  in 
the  opinion  of  the  medical  profession  in  the 
locality  affected;  and  provided  it  integrates  to 
the  greatest  possible  extent  the  private  practi- 
tioner of  medicine  in  the  development  of  pre- 
ventive health  service.” 

2.  That  an  immediate  problem  is  provision 
of  adequate  medical  care  for  the  medically 
indigent,  the  cost  to  be  met  from  public  funds. 
(This  is  in  line  with  the  provisions  of  the 
Booth  Report  of  1933.) 

3.  That  public  funds  should  be  made  avail- 
able for  the  support  of  medical  education  and 
for  studies,  investigations  and  procedures  for 
raising  the  standards  of  medical . practice.  If 
this  is  not  provided  for,  the  provision  of  ade- 
quate medical  care  may  prove  impossible. 

4.  That  public  funds  should  be  available  for 
medical  research  as  essential  for  high  standards 
of  practice  in  both  preventive  and  curative 
medicine. 

5.  That  public  funds  should  be  made  avail- 
able to  hospitals  that  render  service  to  the 
medically  indigent  and  for  laboratory  diagnostic 
and  consultative  services. 

With  the  provision — 

That  these  consultative  and  laboratory  diag- 
nostic services  shall  be  established  only  in 
regions  where  the  medical  profession  approves 
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the  need  of  same,  and  after  consultation  with 
the  local  medical  profession  in  the  area 
affected.” 

6.  That  in  the  allocation  of  public  funds, 
existing  private  institutions  should  be  utilized 
to  the  largest  possible  extent  and  receive  sup- 
port as  long  as  their  service  is  in  accord  with 
the  above  proposals. 

“a.  That  so  far  as  the  allocation  of  funds 
is  concerned  for  these  institutions,  they  should 
not  be  on  a pro  rata  population  basis,  but 
should  be  limited  strictly  by  the  needs  of  given 
institutions  in  specified  localities;  and  the  allo- 
cation should  have  the  approval  of  the  medical 
profession  in  the  locality  in  which  the  institu- 
tions are  located.” 

“b.  That  in  the  section  of  existing  institu- 
tions to  which  public  funds  may  be  allocated, 
their  rating  and  their  needs  shall  be  measured 
by  the  standards  of  the  Council  of  Medical 
Education  and  Hospitals  of  the  American  Med- 
ical Association ; and  that  no  public  funds  should 
be  . made  available  to  existing  institutions 
against  and  contrary  to  the  majority  opinion 
of  the  medical  profession  in  the  locality  in 
which  they  exist.” 

7.  That  the  investigation  and  planning  of 
the  measures  proposed  and  their  ultimate  direc- 
tion should  be  assigned  to  experts. 

“a..  It  is  recommended  that  the  various  sub- 
divisions of  the  American  Medical  Association, 
namely,  its  national  state  and  county  com- 
ponents furnish  to  the  Government,  upon  re- 
quest, lists  of  experts  in  their  communities 
to  carry  out  their  principles  and  proposals.” 

“b.  We  regard  the  word  “expert”  to  mean  a 
man.  especially  qualified  by  experience  in  his 
specific  field.  The  nominations  of  these  “ex- 
perts” should  be  by  units  of  organized  medi- 
cine. The  nominations  and  recommendations 
by  organized  medicine  should  be  given  prefer- 
ential consideration  by  Government  in  making 
its  selection.” 

8.  That  the  adequate  administration  and  su- 
pervision of  the  health  functions  of  the  Gov- 
ernment, as  implied  in  the  above  Proposals, 
necessitate  in  our  opinion  a functional  consoli- 
dation of  all  federal  health  and  medical  activi- 
ties, under  a separate  department. 

* * * 

We,  who  subscribe  to  the  above  principles, 
proposals  and  recommendations  held  the  view 
that  compulsory  health  insurance  does  not  offer 
a satisfactory  solution  on  the  basis  of  these 
principles  and  proposals  and  repeat  our  objec- 
tions to  its  enactment  in  this  country. 

Your  Committee  recommends  the  adoption 
by  the  House  of  Delegates  of  the  above,  and 
further  recommends  to  the  House  of  Dele- 
gates that  it  authorize  the  creation  of  a Com- 
mittee to  confer  with  government  agencies  and 
other  organized  medical  groups  so  that  differ- 
ences in  conception,  definition  of  terms  and 
applicability  of  principles  and  procedures  may 
be  ironed  out  in  conference.  This  committee 
shall  function  for  matters  concerning  the  State 
of  New  York. 

We  further  recommend  that  the  House  of 
Delegates  of  the  American  Medical  Associa- 
tion be  asked  by  our  Delegates  to  create  a 
similar  committee  to  act  nationally. 


Arthur  W.  Booth,  Chairman Elmira 

Edward  E.  Haley Buffalo 

Samuel  J.  Kopetzky New  York 

Thomas  A.  McGoldrick Brooklyn 

Andrew  Sloan Utica 

Edward  T Wentworth Rochester 

hloyd  S.  Winslow  (ex-officio) Rochester 

Peter  Irving  (ex-officio) New  York 


The  Speaker:  Referred  to  Reference  Com- 
mittee B. 


Report  of  Reference  Committee  B on 

report  of  Special  Committee  to  consider 

provision  of  Medical  Care 

Dr.  McGoldrick:  Your  Reference  Commit- 
tee endorses  the  report  of  the  special  committee 
to  consider  the  provision  of  medical  care.  The 
principles  and  proposals  therein  laid  down 
should  afford  a good  working  basis  towards  the 
accomplishments  in  mind.  Your  reference  com- 
mittee will  especially  emphasize  the  proposal 
that  the  first  necessary  step  towards  the  realiza- 
tion of  the  principles  given  is  to  minimize  the 
risk  of  illness  by  increasing  preventative  efforts 
through  the  extension  of  public  health  service, 
federal,  state,  and  local. 

And  that  the  extension  of  federal,  state,  and 
local  preventive  health  measures  is  approved 
provided  it  . meets  the  needs  of  a given  situation 
in  the  opinion  of  the  medical  profession  in  the 
locality  affected. 

And  provided  that  it  integrates  to  the  great- 
est possible  extent  the  private  practitioner  of 
medicine  in  the  development  of  preventive  health 
service. 

And  that  in  the  allocation  of  funds  for  any 
purpose  in  any  localities  the  approval  of  the 
local  medical  profession  be  required.  The  refer- 
ence committee  approves  and  emphasizes  the 
principles  that  the  problem  of  economic  needs 
and  the  problem  of  providing  medical  care  are 
not  identical  and  should  be  approached  sep- 
arately. 

Your  reference  committee  endorses  and  ap- 
proves the  proposal  that  the  adequate  adminis- 
tration and  supervision  of  the  health  functions 
of  the  government  as  implied  in  the  report 
of  the  special  committee  necessitates  functional 
consolidation  of  all  federal  health  and  medical 
activities  under  a separate  department. 

And  that  the  head  of  such  department  should 
be  a doctor  of  medicine  having  the  approval 
of  the  medical  profession  of  the  United  States. 

Your  reference  committee  recommends  that 
a committee  be  appointed  by  the  president  of 
the  Medical  Society  of  the  State  of  New  York 
to  formulate  the  principles  and  problems  for  a 
state  health  policy. 

For  the  establishment  of  a working  definition 
of  the  term  “adequate  medical  care.” 

And  for  the  purposes  of  conferring  with  the 
government  agencies  and  other  organized  med- 
ical groups  so  that  differences  in  conception  of 
definition  of  terms  and  applicability  of  prin- 
ciples and  procedures  may  be  ironed  out  in 
conference.  This  committee  shall  function  for 
needs  concerning  the  State  of  New  York. 

It  further  recommends  that  the  Medical  So- 
ciety of  the  State  of  New  York  urge  the  House 
of  Delegates  of  the  American  Medical  Asso- 
ciation to  create  a group  which  shall  formulate 
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the  principles  and  problems  of  a medical  health 
policy  to  be  submitted  to  the  government. 

And  that  the  American  Medical  Association 
establish  a working  definition  of  the  term  “ade- 
quate medical  care”  suitable  for  the  purposes  of 
discussing  medical  and  social  legislation. 

I move  the  adoption  of  this  report. 

(Motion  seconded  and  carried.) 

In  accord  with  these  instructions  there 
was  appointed  by  the  President,  with  the 
approval  of  the  Council,  on  June  17, 
1937,  a committee  “On  Matters.  Pertain- 
ing to  Medical  Care,”  charged  with  the 
following  duties: 

1.  To  formulate  the  principles  and  prob- 
lems for  a State  health  policy. 

2.  To  establish  a working  definition  of 
the  term  “adequate  medical  care.” 

3.  To  confer  with  government  agencies 
and  other  organized  groups  so  that  differ- 
ences in  conception  of  definition  of  terms 
and  applicability  of  principles  and  pro- 
cedures may  be  ironed  out. 

The  Committee  was  directed  to  “func- 
tion for  needs  concerning  the  State  of 
New  York.”  The  personnel  is:  Walter 
W.  Mott,  M.D.,  Chairman ; Frederick 
M.  Miller,  Sr.,  M.D.,  David  B.  Jewett, 
M.D.,  James  A.  Miller,  M.D.,  Charles 
D.  Post,  M.D.,  Louis  A.  VanKleeck, 
M.D.,  John  E.  Wattenberg,  M.D., 
Homer  L.  Nelms,  M.D.,  and  William 

L.  Russell,  M.D. 

Advisory  Committee:  Charles  Gordon 
Heyd,  M.D.,  Frederick  E.  Sondern, 

M. D.,  Arthur  W.  Booth,  M.D.,  Thomas 
A.  McGoldrick,  M.D.,  and  Bertran  W. 
Gifford,  M.D. 

Already,  after  considerable  prepara- 
tory study  of  the  many  different  phases, 
of  the  matter  by  the  individual  members, 
the  Committee  has  had  two  discussion 
meetings,  and  in  collaboration  with  the 
Council,  is  progressing  steadily  toward 
its  objectives.  A final  report  will  reach 
the  next  meeting  of  the  House  of  Dele- 
gates on  May  9,  1938. 

* * * 

Also,  as  instructed,  a resolution  was  in- 
troduced by  the  New  York  Delegation  in 
the  House  of  Delegates  of  the  American 
Medical  Association  on  June  7,  1937,  as 
follows : 

Resolutions  on  the  Development  of  a 
National  Health  Program 

Dr.  Samuel  J.  Kopetzky,  New  York,  pre- 


sented the  following  resolutions,  which  were 
referred  to  the  Reference  Committee  on  Execu- 
tive Session: 

Whereas,  The  house  of  delegates  of  the 
Medical  Society  of  the  State  of  New  York 
in  annual  session  at  Rochester,  1937,  adopted 
certain  resolutions  which  carried  instruc- 
tion to  its  delegates  to  the  House  of 
Delegates  of  the  American  Medical  Asso- 
ciation; and 

Whereas,  These  resolutions  concern  the 
following  principles  and  proposals  anent 
the  development  of  a national  health  pro- 
gram and  the  special  circumstances  under 
which  the  delivery  of  a high  quality  medical 
care  to  the  American  people  may  be  evolved 
under  conditions  within  the  framework  of 
adopted  policy  of  the  American  Medical 
Association;  and 

Whereas,  These  principles  and  proposals 
are  as  follows : 

( Here  followed  exactly  the  same  phrase- 
ology as  presented  in  the  New  York  Booth 
Committee  report — see  page  138 ) 

Resolved,  That  the  House  of  Delegates  of 
the  American  Medical  Association  endorses 
the  principles,  proposals  and  recommenda- 
tions just  cited;  and  be  it  further 

Resolved,  That  the  House  of  Delegates 
authorize  the  formation  of  a committee 
which  shall,  in  comformity  to  the  above, 
formulate  a national  health  policy  for  sub- 
mission to  the  government,  and  further  be 
empowered  to  confer  with  government  agen- 
cies and  also  with  any  other  medical  groups 
so  that  differences  in  conception,  definition 
of  terms  and  applicability  of  principles  and 
procedures  may  be  ironed  out  in  conference 
regarding  those  matters  in  the  above  princi- 
ples and  proposals  which  are  of  national 
scope  and  to  the  end  that  they  may  be 
enacted. 

The  course  of  this  resolution  is  shown 
in  the  action  on  the  Reference  Commit- 
tee’s Report  at  Atlantic  City  on  June  8, 
1937. 

Report  of  Reference  Committee  on 
Executive  Session 

Dr.  Thomas  A.  McGoldrick  Chairman,  pre- 
sented the  following  report: 

Your  reference  committee  has  carefully  con- 
sidered the  Resolutions  on  the  Development 
of  a National  Health  Program,  introduced  by 
Dr.  Samuel  J.  Kopetzky  in  behalf  of  the  New 
York  delegation,  and  has  held  hearings  at  which 
the  details  of  the  principles  and  proposals  were 
freely  discussed. 

The  Board  of  Trustees  has  already  reported 
to  this  House  of  Delegates  its  considered  opin- 
ion pertaining  to  the  reorganization,  in  one  con- 
solidated department,  of  the  activities  of  the 
federal  government  having  to  do  with  the  pro- 
motion of  health  and  prevention  of  disease. 
Copies  of  this  statement,  as  printed  in  The 
Journal  [A.M.A.]  and  in  the  Handbook  of  the 
House  of  Delegates,  were  transmitted  to  the 
President  of  the  United  States  and  to  others 
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in  official  position  in  Washington,  and  the 
attention  of  constituent  state  medical  asso- 
ciations was  especially  called  to  the  action  of 
the  Board,  as  follows : 

“Recognizing  that  committees  of  the  Senate 
and  of  the  House  of  Representatives  of  the 
United  States  government  and  a special  commit- 
tee appointed  by  the  President  are  at  this  time 
concerning  themselves  with  the  reorganization 
of  government  activities  with  a view  to  greater 
efficiency  and  economy,  and  recognizing  also 
that  the  President,  in  his  opening  address  to 
Congress,  indicated  that  he  would  shortly  present 
to  the  Congress  recommendations  for  such  re- 
organization of  government  activities  in  the 
executive  branches,  and  recognizing  moreover 
the  great  desirability  that  all  activities  of  the 
federal  government  having  to  do  with  the  pro- 
motion of  health  and  the  prevention  of  dis- 
ease might  with  advantage  be  consolidated  in 
one  department  and  under  one  head,  the  Board 
of  Trustees  of  the  American  Medical  Asso- 
ciation would  recommend  that  such  health  activi- 
ties as  now  exist  be  so  consolidated  in  a single 
department  which  would  not,  however,  be 
subservient  to  any  charitable,  conservatory  or 
other  governmental  interest.  It  has  been  re- 
peatedly said  that  public  health  work  is  the  first 
problem  of  the  state.  It  is  the  opinion  of  the 
Board  of  Trustees  that  health  activities  of  the 
government,  except  those  concerned  with  the 
military  establishments,  should  not  be  subser- 
vient to  any  other  departmental  interests.  This 
reorganization  and  consolidation  of  medical  de- 
partments need  not,  under  present  circumstances, 
involve  any  expansion  or  extension  of  govern- 
mental health  activities  but  should  serve  actually 
to  consolidate  and  thus  eliminate  such  duplica- 
tions as  exist.  It  is  also  the  view  of  the  Board 
of  Trustees  that  the  supervision  and  direction 
of  such  medical  or  health  department  should  be 
in  the  hands  of  a competently  trained  physician, 
experienced  in  executive  administration.” 

Since  the  House  of  Delegates  during  this  ses- 
sion has  already  approved  this  action  of  the 
Board  of  Trustees,  your  reference  committee 
deems  it  unnecessary  to  submit  for  your  con- 
sideration that  portion  of  the  resolutions  which 
deals  with  this  subject. 

Your  reference  committee  recognizes  that 
certain  principles  stated  in  the  resolutions  pre- 
sented by  Dr.  Kopetzky  have  been  considered 
by  the  House  of  Delegates  on  previous  occasions 
and  are  matters  of  record.  These  include,  for 
example,  the  recognition  of  the  primary  impor- 
tance of  public  health,  the  opposition  to  com- 
pulsory sickness  insurance  and  the  separation 
of  the  problem  on  economic  need  and  the  dis- 
tribution of  medical  service. 

The  Board  of  Trustees  has  given  careful 
consideration  to  the  extension  of  medical  service 
to  the  indigent,  as  indicated  in  the  following 
statement,  which  was  contained  in  the  report  of 
the  Board  of  Trustees  as  printed  in  the  Hand- 
book and  which  was  approved  by  this  House 
during  its  session  June  8,  1937 : 

“In  the  past,  the  medical  profession  has  al- 
ways been  willing  to  give  of  its  utmost  for  the 
care  of  those  unable  to  pay.  The  available  evi- 
dence indicates  that  today  throughout  the  United 
States  the  indigent  are  being  given  a high 


quality  of  medical  care  and  medical  service. 
Nevertheless,  the  advances  of  medical  science 
have  created  situations  in  which  a group  of  the 
population  neither  wholly  indigent  nor  com- 
petent financially  find  themselves  under  some 
circumstances  unable  to  meet  the  costs  of  un- 
usual medical  procedures.  The  Board  of 
Trustees  of  the  American  Medical  Association 
points  out  the  willingness  of  the  medical  pro- 
lession  to  do  its  utmost  today,  as  in  the  past, 
to  provide  adequate  medical  service  for  all  those 
unable  to  pay  either  in  whole  or  in  part. 
Members  of  the  medical  profession,  locally  and 
in  the  various  states,  are  ready  and  willing  to 
consider  with  other  agencies  ways  and  means  of 
meeting  the  problems  of  providing  medical  serv- 
ice and  diagnostic  laboratory  facilities  for  all 
requiring  such  service  and  not  able  to  meet 
the  full  cost  thereof.  These  are  problems  fGr 
local  and  state  consideration  primarily  rather 
than  problems  of  federal  responsibility.  The 
willingness  of  the  medical  profession  to  adjust 
its  services  so  as  to  provide  adequate  medical 
care  for  all  the  people  does  not  constitute  in 
any  sense  of  the  word  an  endorsement  of  health 
insurance,  either  voluntary  or  compulsory,  as 
a means  of  meeting  the  situation.” 

The  American  Medical  Association  is  cogni- 
zant of  the  medical  needs  of  the  people  of  the 
United  States  and  is  genuinely  interested  in  all 
plans  for  providing  and  distributing  medical 
care.  The  records,  reports,  source  material  and 
experience  of  the  Association  are  of  great  value. 
They  are  at  the  service  of  agencies  contem- 
plating the  development  and  operation  of  plans 
for  medical  care.  These  factual  data,  source 
material  and  experience  are  readily  available 
for  use  in  promoting  and  protecting  the  health  of 
the  American  people. 

Your  reference  committee  recommends  that 
the  bureaus,  councils  and  committees  of  the 
Association  continue  their  studies  of  the  need  for 
and  the  methods  of  distributing  medical  care, 
to  the  end  that  the  American  Medical  Asso- 
ciation shall  continue  to  do  everything  possible 
to  promote  and  to  protect  the  health  of  the 
American  people. 

The  American  Medical  Association  reaffirms 
its  willingness  on  receipt  of  direct  request  to 
cooperate  with  any  governmental  or  other 
qualified  agency  and  to  make  available  the  infor- 
mation, observations  and  results  of  investigation 
together  with  any  facilities  of  the  Association. 

With  respect  to  proposals  for  a National  De- 
partment of  Health,  your  reference  committee 
refers  to  the  report  of  the  Board  of  Trustees 
in  the  Handbook,  page  107,  which  has  just  been 
read. 

Your  reference  committee  believes  this  fully 
covers  the  subject. 

Respectfully  submitted. 

T.  A.  McGoldrick,  Chairman. 

E.  F.  Cody. 

E.  H.  Cary. 

J.  H.  Fitzgibbon. 

J.  H.  Cannon. 

On  motions,  duly  seconded  and  carried,  the 
report  of  the  reference  committee  was  adopted 
section  by  section  and  as  a whole. 


Public  Health  News 


A Study  of  Neonatal  Deaths 

J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


The  department  was  represented  at  At- 
lantic City  on  December  28,  when  the 
American  Statistical  Association  held  its 
ninety-ninth  annual  meeting,  by  Jacob 
Yerushalmy,  Ph.D.  of  the  division  of  Ma- 
ternity, Infancy,  and  Child  Hygiene. 

Dr.  Yerushalmy  presented  a paper  on 
neonatal  deaths  and  has  used  material  sup- 
plied by  hundreds  of  New  York  physicians 
during  1936  to  distill  by  statistical  pro- 
cedure conclusions  of  great  interest  to 
biology,  sociology,  and  preventive  medicine. 
His  study  is  symbolical  of  the  progress 
which  may  be  won  by  cooperation  between 
clinical  observers  in  private  practice  and 
state  employees  like  ourselves.  Previous 
studies  on  neonatal  mortality  have  been 
made  mostly  by  obstetricians  with  a strictly 
limited  series  of  cases  and  their  conclusions 
have  been  subject  always  to  the  limitations 
which  statistics  must  suffer  when  they  op- 
erate upon  a small  number  of  observations. 

Dr.  Yerushalmy  has  had  the  advantage 
of  the  data  obtained  from  82,138  birth  cer- 
tificates and  2,566  certificates  of  death  for 
babies  less  than  four  weeks  old,  all  relating 
to  events  in  1936.  He  must  be  given  credit 
for  originality  in  combining  the  informa- 
tion from  both  the  death  certificate  and 
the  birth  certificate  on  a single  punch-card. 
This  procedure  has  made  possible  the 
mechanical  sorting  and  tabulation  of  data 

Frequency  of  Premature  Births,  and  Neo- 
natal Mortality  for  Full-Term  and  Pre- 
mature Infants  by  Order  of  Birth  New 
York  State  (Exclusive  of  New  York  City), 
1936 


Neonatal  Mortality  Rates* 
Frequency  Full-Term, 


of  Pre-  Pre-  Full-  Single  and 

Order  of  mature  mature  Term  Legitimate 

Birth  Births*  Births  Births  Births 

1  49.2  329.4  16.8  16.5 

2  37.9  389.6  11.6  11.3 

3  36.1  393.9  12.6  12.1 

4  37.6  403.7  15.0  14.7 

5  36.0  524.7  20.0  19.0 

6 & 7 51.5  481.2  16.5  15.9 

8 & 9 46.1  490.6  18.2  16.4 


10  & over...  49.8  644.4  24.4  22.0 

Total...  42.9  389.0  15.2  14.7 

* Per  1 ,000  live  births  in  each  specified  group. 


from  this  very  large  experience.  Accom- 
panying is  one  of  the  tables  obtained. 

Notice  in  this  table  (a)  the  very  great 
difference  in  neonatal  mortality  between 
full-term  and  premature  infants  (a  striking 
justification  of  the  current  campaign  by  Dr. 
Julius  Hess)  ; (b)  the  higher  risk  both  of 
prematurity  and  of  neonatal  death  suffered 
by  first  babies  (but  premature  first  babies 
seem  to  suffer  no  extra  risk!);  (c)  the 
increasing  risk  both  of  prematurity  and  of 
neonatal  death  with  multiparity. 

Neonatal  mortality  has  not  decreased  in 
New  York  State  or  elsewhere  as  rapidly 
as  has  infant  mortality.  In  this  state, 
exclusive  of  New  York  City,  there  has 
been  in  the  last  twenty  years  a reduction  of 
sixty-six  per  cent  in  the  death  rate  of 
infants  aged  one  month  to  one  year  and 
only  thirty-six  per  cent  in  neonatal  mor- 
tality. More  than  half  of  these  neonatal 
deaths  are  of  infants  prematurely  born. 
More  than  half  of  them  occur  within 
twenty-four  hours  of  birth.  Improvement 
of  the  extrauterine  environment  cannot  be 
expected  greatly  to  modify  their  fate.  In 
seeking  to  reduce  this  mortality  we  look, 
therefore,  for  significant  factors  in  the 
health  of  the  mother  as  well  as  to  improve- 
ments in  obstetrical  technique.  We  suspect 
that  too  many  and  too  frequent  pregnancies 
are  harmful.  Dr.  Yerushalmy’s  statistics 
confirm  this  suspicion  and  add  the  informa- 
tion that  too  great  a spacing  of  pregnancies 
is  also  deleterious.  We  suspect  that  older 
mothers  may  be  less  successful  mothers. 
Dr.  Yerushalmy  tells  us  that  this  is  so 
not  only  because  older  mothers  have  borne 
several  children  but  also  because  of  their 
age  whether  they  have  borne  children  or 
not.  Dr.  Yerushalmy  isolates  (statistically 
speaking)  a group  of  mothers  who  begin 
bearing  children  at  a very  early  age  and 
who,  with  exceptional  fertility,  continue  to 
give  birth  at  short  intervals.  The  group 
is  responsible  for  a relatively  high  propor- 
tion of  neonatal  deaths  and  demands  more 
than  ordinary  exercise  of  antenatal  care. 

We  look,  as  I have  written,  for  signifi- 
cant factors  in  the  health  of  the  mother. 
But  most  of  us  would  not  have  looked  so 
carefully  at  the  health  of  the  father.  Dr. 


142 


Number  2] 


PNEUMONIA  CONTROL  PROGRAM 


143 


Yerushalmy  himself  was  surprised  when  he 
discovered  that  the  father’s  age  apparently 
influences  the  survival  of  his  offspring. 
The  influence  followed  closely  that  already 
found  to  be  exercised  by  the  mother’s  age. 
Perhaps  it  is  due  to  the  fact  that  young 
women  usually  marry  young  men  ? But 
no ! “When  age  of  mother  is  held  constant 
the  variation  of  neonatal  mortality  with 


age  of  father  is  very  marked.  . . . the 
optimum  age  of  father  for  first  and  second 
births  is  25-29.” 

This  interesting  paper  has  not  yet  been 
published,  but  of  course  it  will  be.  Re- 
quests for  reprints  may  be  addressed  to 
Dr.  Jacob  Yerushalmy  at  the  New  York 
State  Department  of  Health  or  to  the 
editorial  office  of  this  Journal. 


SERUM  IN  PNEUMONIA 

That  the  physicians  of  the  State  may  have  concrete  examples  of  different  phases  of  anti- 
pneumococcus  serum  treatment  of  pneumococcus  pneumonia , there  will  appear  here  case  reports 
selected  from  the  large  number  received  by  the  State  Department  of  Health  on  the  use  of  anti- 
pneumococcus serum  produced  and  distributed  by  it. 

In  order  that  physicians  practicing  in  New  York  City  or  those  using  effective  serum  from 
other  sources  may  also  be  represented,  we  hope  that  physicians  who  may  have  had  particularly 
significant  experiences  with  serum  will  submit  short  reports  to  the  Pneumonia  Editor,  New  York 
State  Journal  of  Medicine,  33  W.  42  Street,  Nezv  York  City — Editor. 


Cases  10  and  11 

Reports  from  the  records  of  Dr.  George 
B.  Van  Doren,  Watertown,  and  Dr.  Jo- 
seph Kriegler,  Lackawanna. 

“D.  D.,  a forty-eight  year  old  white 
male  adult  was  perfectly  well  until  Febru- 
ary 12,  1937  when  he  had  an  onset  of  a 
shaking  chill  followed  by  fever,  prostra- 
tion, and  a cough  productive  of  muco- 
purulent sputum.  The  patient  felt  very 
anxious  about  his  condition,  and  on  the  day 
following  the  onset  of  his  illness,  Febru- 
ary 13,  he  called  his  physician  who  had  him 
admitted  to  Mercy  Hospital,  Watertown. 

“On  admission  the  patient  was  extremely 
ill  with  a temperature  of  103°,  pulse  of  96, 
and  respirations  of  twenty-eight.  Physical 
examination  of  the  chest  revealed  slight 
dullness  and  moist  rales  over  the  entire 
right  side  anteriorly  and  posteriorly  with  a 
few  rales  heard  over  the  upper  portion  of 
the  left  side  of  the  chest.  A diagnosis  of 
bronchopneumonia  was  made  and  the 
sputum  was  immediately  typed.  Pneumo- 
coccus type  I was  found  and  the  patient 
was  tested  for  serum  sensitivity.  At  5 p.m. 
on  the  day  of  admission,  the  second  day  of 
illness,  the  first  dose  of  forty  c.c.  (50,000 
units)  of  type  I antipneumococcus  serum 
was  given  intravenously.  ‘Directly  after 
the  first  dose  of  serum  the  patient’s  con- 
dition began  to  improve.’  At  1 a.m.  on 
the  morning  of  the  third  day,  February 
14,  another  dose  of  forty  c.c.  (50,000  units) 
and  at  10  a.m.  twenty  c.c.  (25,000  units) 
were  given.  The  patient’s  temperature  fell 
constantly  by  lysis  and  became  normal  on 
the  morning  of  the  fifth  day,  February  16. 
At  the  same  time  the  patient’s  general  con- 


dition continued  to  improve,  while  pulse 
and  respirations  gradually  fell  to  normal. 

“From  that  time  convalescence  was  un- 
eventful and  on  February  23,  the  patient 
was  discharged  from  the  hospital,  at 
which  time  the  cough  and  expectoration 
had  completely  disappeared  and  physical  ex- 
amination of  the  chest  was  negative.” 

* * * 

“Y.  S.,  a fifty-three  year  old  male  adult 
felt  perfectly  well  except  for  a slight  un- 
productive cough  for  two  days  duration, 
until  April  3,  1937  when  he  had  an  onset 
of  severe  shaking  chill  followed  by  fever 
and  difficulty  in  breathing.  On  that  day 
the  patient’s  physician  found  signs  of 
patchy  pulmonary  involvement,  and  a diag- 
nosis of  bronchopneumonia  was  made. 
The  patient  was  immediately  hospitalized. 
There  was  difficulty  in  obtaining  a satis- 
factory specimen  of  sputum  for  typing 
until  April  5,  when  a type  I pneumococcus 
was  recovered.  During  that  interval  the 
patient  had  become  progressively  worse  so 
that  at  the  time  serum  was  started  (April 
5)  on  the  third  day  of  the  disease,  the  pa- 
tient was  in  very  poor  condition.  There 
was  marked  delirium,  a severe  grade  of 
abdominal  distension,  signs  of  diffuse  bi- 
lateral patchy  pulmonary  involvement,  and 
the  patient  had  to  be  catheterized  at  regu- 
lar intervals.  The  temperature  was  103.8, 
pulse  104,  and  respiration  thirty.  Serum 
therapy  was  started  at  3 p.m.  on  the  same 
day.  One  hundred  thousand  units  of  type 
I antipneumococcus  serum  were  given  dur- 
ing the  following  twelve  hours.  The  pa- 
tient improved  rapidly,  and  the  following 
morning,  April  6,  the  fourth  day  of  the 
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disease,  the  temperature  was  97,  pulse  80, 
respiration  eighteen,  and  general  condition 
was  good.  The  mental  symptoms  and  ab- 
dominal distension  rapidly  disappeared, 
convalescence  was  uneventful,  and  patient 
was  discharged  well  on  April  23.” 

The  above  cases  are  examples  of  the 
value  of  specific  antipneumococcus  serum 
in  the  treatment  of  bronchopneumonia 
caused  by  type  I pneumococcus.  They  il- 
lustrate the  fallacy  of  the  disappearing  but 
still  prevalent  misconception  that  serum  is 
only  of  value  in  the  treatment  of  lobar 
pneumonia. 

The  traditional  distinction  between  lobar 
and  bronchopneumonia  is  important  as  far 
as  the  niceties  of  accurate  anatomical  phy- 
sical diagnosis  are  concerned.  However, 
the  etiological  diagnosis  is  much  more  im- 
portant since  the  intelligent  treatment  of 
the  patient  depends  upon  it.  Furthermore, 


it  is  often  very  difficult  and  at  times  im- 
possible by  either  physical  examination  or 
chest  plate  to  ascertain  the  anatomical  con- 
formation of  the  lesion.  Indeed,  on 
pathological  examination,  one  not  infre- 
quently finds  both  types  of  anatomical 
lesions  due  to  the  same  microorganisms  in 
the  same  patient. 

While  it  is  true  that  pneumococci  of  the 
“treatable  types”  (I,  II,  V,  VII,  and  VIII) 
are  found  more  commonly  in  lobar  pneu- 
monia, these  microorganisms  are  more  fre- 
quently found  as  the  etiological  agents  of 
bronchopneumonia  than  is  commonly  real- 
ized. It  is  steadily  becoming  more  widely 
recognized  that  in  every  case  of  pneu- 
monia, irrespective  of  its  anatomical  form, 
a sputum  specimen  should  immediately  be 
sent  to  the  laboratory  for  bacteriological 
study,  and  if  a treatable  type  is  recorded, 
serum  should  be  administered  in  the  usual 
manner. 


MEDICAL  EDUCATION 


The  following  course  on  “The  Treatment 
of  Common  Diseases”  was  arranged  by  Dr. 
Clayton  W.  Greene  for  the  Columbia  County 
Medical  Society.  All  lectures  start  promptly 
at  8:45  p.m.  and  are  given  at  the  Hudson 
City  Hospital  in  Hudson: 

December  20:  “Measures  for  the  Relief 
of  Distress  Following  Meals”  by  Dr.  A.  H. 
Aaron. 

January  10:  “Treatment  of  Edema”  by 
Dr.  N.  G.  Russell. 


January  24:  “What  Can  we  do  for 
Angina  Pectoris  and  Coronary  Occlusion” 
by  Dr.  C.  W.  Greene. 

February  7:  “Dyspnea  and  Its  Treat- 
ment” by  Dr.  Elmer  H.  Heath. 

February  21 : “Modern  Methods  in  the 
Treatment  of  Anemia”  by  Dr.  F.  D. 
Leopold. 

March  7:  “Diagnosis  and  Treatment  of 
Unconscious  States”  by  Dr.  Edward  A. 
Sharp. 


A NEW  WAITING'ROOM  RACKET 


Two  men,  in  their  early  thirties,  entered 
the  waiting  room  of  a New  York  doctor. 
The  one  wearing  a chauffeur’s  cap  intro- 
duced the  other  as  his  cousin,  explaining 
that  he  drove  a truck  for  a contracting 
banqueteer,  and  that  as  they  needed  help, 
he  had  gotten  his  cousin  a job.  However, 
his  boss,  before  putting  him  to  work,  re- 
quired a certificate  for  food  handling,  so  he 
wanted  his  cousin  examined. 

They  went  into  the  doctor’s  examining 
room,  according  to  the  story  in  the  Roentgen 
Economist,  and  the  cousin  removed  all  his 
clothing  for  examination,  the  man  who  had 
been  wearing  the  chauffeur’s  cap  kindly  as- 
sisting in  the  removal.  During  the  examina- 
tion, while  the  examinee  still  undressed,  the 
man  who  had  been  wearing  the  cap  mut- 
tered something  about  a truck,  and  started 
for  the  door,  the  examinee  calling  for  him 
to  wait  a minute. 


With  the  information  to  the  doctor  that 
he  would  be  right  back,  the  man  with  the 
cap  stepped  out,  apparently  to  make  a hur- 
ried return.  The  examinee  was  trying  to 
get  his  pants  on,  and  implored  the  doc- 
tor to  stop  him,  to  call  the  police,  “He  has 
picked  my  pocket.”  Of  course,  the  man 
with  the  cap  was  lost  in  the  street. 

It  seems  the  man  with  the  chauffeur’s  cap 
had  approached  the  other,  saying  that  he 
needed  a good  man  on  the  truck;  that  he 
could  give  him  the  job  if  his  references 
were  good.  Liking  him,  to  help  him,  he 
decided  to  tell  his  employer  they  were 
cousins.  He  went  to  the  telephone  and 
supposedly  got  permission  to  put  his  cousin 
to  work  if  he  got  a doctor’s  certificate. 

Giving  the  examinee  the  opinion  he  was 
taking  him  to  his  own  physician,  lie  had 
picked  his  pockets,  during  the  examination, 
getting  $13,  and  leaving  the  victim  naked. 


THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 


Schenectady  County  Woman’s  Aux- 
iliary will  have  been  organized  one  year 
this  January  and  will  celebrate  its  anni- 
versary at  a dinner. 

Dr.  Chas.  A.  Goodrich  on  January  4th 
attended  a joint  meeting  of  Cayuga,  Madi- 
son, Jefferson  and  Onondaga  Auxiliaries 
held  in  Syracuse.  Dr.  William  A.  Groat, 
President  Elect,  was  introduced  by  Dr. 
Goodrich  and  discussed  his  paper. 

Cayuga  County  held  its  December  annual 
meeting  at  City  Hospital.  Mrs.  Harry 
Bull  presided.  A large  representative  group 
attended.  The  new  officers  elected  are 
President,  Mrs.  Raymond  Johnson.  First 
Vice  President,  Mrs.  G.  C.  Sincerbeaux.  Sec- 
ond Vice  President,  Mrs.  Bernard  Cullen. 
Treasurer,  Mrs.  L.  B.  Sisson.  Recording 
Secretary,  Mrs.  L.  J.  Iacovino.  Corre- 
sponding Secretary,  Mrs.  M.  L.  Seccomb. 

The  meeting  was  addressed  by  Dr.  G.  B. 
Adams,  Director  of  the  Cayuga  County 
Laboratory,  who  gave  an  informal  talk 
about  his  life  in  the  south.  He  told  of  his 
work  in  connection  with  the  Rockefeller 
Foundation  in  fighting  the  “hookworm”  in 
the  deep  south,  and  related  many  interest- 
ing things  which  happened  during  his  pro- 
fessorship in  Emory  College  at  Atlanta,  Ga. 

* * * 

With  the  arrival  of  the  new  year  we  all 
look  back  upon  the  achievements  of  the  one 
just  passed.  We,  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of  New 
York,  feel  proud  of  our  growth  and  the 
work  we  have  done.  It  might  be  well  at 
such  a time  to  review  our  history  briefly 
from  our  beginning. 

In  Albany,  at  the  1935  Annual  Meeting 
of  the  Medical  Society  of  the  State  of  New 
York,  Dr.  Arthur  J.  Bedell  appointed  Mrs. 
John  L.  Bauer  as  the  Organizing  President 
for  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York.  This 
appointment  was  confirmed  by  Dr.  Frederic 
E.  Sondern,  his  successor. 

In  1933,  the  Auxiliary  to  the  Medical  So- 
ciety of  Queens  was  founded,  and  the  year 
1935  brought  in  two  new  counties.  Albany 
County  was  organized  with  Mrs.  R.  A. 
Lawrence  as  President  and  Kings  County 
with  Mrs.  John  L.  Bauer  as  President. 


Organization  work  was  undertaken  by 
writing  each  of  the  fifty-eight  county 
Medical  Societies  that  had  no  Auxiliaries 
and  twenty-three  were  personally  con- 
tacted. 

The  first  to  respond  was  Cayuga  County 
on  January  16,  1936,  Mrs.  H.  S.  Bull  as 
President.  Nassau  came  next  on  January 
21,  and  Mrs.  Albert  M.  Bell  was  elected 
President.  Onondaga  County  followed  on 
February  12  with  Mrs.  Francis  R.  Irving, 
President. 

Albany  County  had  by  this  time  dis- 
banded. 

A meeting  was  called  of  the  five  County 
Auxiliaries  and  on  March  11,  1936  the  State 
Auxiliary  was  formed.  Mrs.  John  L. 
Bauer  was  elected  President  and  Mrs. 
Francis  R.  Irving,  President-Elect.  The 
A.M.A.  Convention  was  held  at  Kansas 
City  at  which  the  President  read  the  report 
of  New  York  State. 

On  August  4,  Suffolk  County  formed  an 
Auxiliary  with  Mrs.  H.  Barnhardt,  Presi- 
dent. Rockland  County  organized  Novem- 
ber 4,  1936  with  Mrs.  S.  W.  S.  Toms, 
President. 

At  the  February  executive  board  meet- 
ing held  at  the  home  of  the  President,  the 
Organizing  Chairman  reported  Orange 
County  Auxiliary,  December  14,  Mrs.  J. 
Emerson  Noll,  President,  also  Schenectady 
County  Auxiliary,  January  14,  Mrs.  Her- 
man Galster,  President. 

On  December  10,  Madison  was  or- 
ganized, Mrs.  Robert  L.  Crockett,  Presi- 
dent; Saratoga,  December  12,  Mrs.  G. 
Scott  Towne,  President;  and  Columbia 
County  Auxiliary  April  1937,  Mrs.  Henry 
Galster,  President. 

The  Second  Annual  Convention  of  the 
State  Auxiliary  was  held  at  Rochester,  May 
24-26,  1936.  Reports  were  read  by  the  of- 
ficers and  Presidents  of  the  County  Aux- 
iliaries. Mrs.  Francis  Irving  took  office  as 
president  and  Mrs.  Daniel  Swan,  President- 
Elect. 

The  Woman’s  Auxiliary  to  the  A.M.A. 
Convention  was  held  at  Atlantic  City,  June 
7-11,  1937.  The  President,  Mrs.  Francis 
Irving  read  the  report  for  the  State.  A 
membership  of  over  900  was  reported. 

The  Second  Executive  Board  meeting  for 
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1937  was  held  September  28  at  the  sum- 
mer home  of  Mrs.  John  L.  Bauer  in  Bay- 
port.  Plans  were  started  for  the  Annual 
Convention  which  will  be  held  at  the 
Waldorf-Astoria. 


The  President  and  Mrs.  John  L.  Buett- 
ner,  State  Chairman  of  Organization,  re- 
port Jefferson  County  organized  on  No- 
vember 11,  1937,  with  Mrs.  Harlow 

Farmer,  President. 


CANCER  CONTROL 


The  Women’s  Field  Army,  which  is  the 
educational  arm  of  the  American  Society 
for  the  Control  of  Cancer,  is  already  ac- 
tively engaged  on  its  winter  campaign  cul- 
minating in  a drive  for  enlistments  in  the 
Army  to  fight  cancer  at  one  dollar  a year 
during  the  month  of  April.  Although  this 
drive  represents  the  climax  of  the  cam- 
paign the  Army  carries  on  an  active  edu- 
cational program  throughout  the  year. 

Physicians  are  frequently  asked  to  lend 
their  aid  by  speaking  before  groups  of 
women — or  men — on  the  recognition  of 
early  or  suspicious  signs  of  the  disease.  In 
this  connection  we  suggest  to  our  readers 
that  the  officers  of  the  Women’s  Field 
Army  have  merited  the  full  support  of  the 
medical  profession  in  their  sane,  well- 
organized  effort  to  bring  within  reach  of 
the  people  of  this  state  a knowledge  of  the 
early  signs  of  cancer  sufficient  to  enable 
them  to  recognize  the  possible  significance 
of  conditions  which  should  bring  them 
promptly  to  the  consulting  room  of  a 
reputable  physician.  The  people  need,  too, 
the  assurance  from  the  physician  that  an 
encouraging  and  ever  increasing  number  of 
cases  can  be  permanently  cured  if  discov- 
ered in  time. 

At  present  far  too  many  persons,  on  the 
discovery  of  an  apparently  trifling  condi- 
tion which  suggests  to  them  the  possibility 
of  cancer  conceal  their  suspicions  until — if 
the  trouble  prove  to  be  indeed  malignant — 
all  hope  of  permanent  cure  has  passed. 

Others  are  led  to  consult  some  irregular 
practitioner  attracted  by  his  boast  that  he 
“never  uses  a knife.”  It  is  only  an  intelli- 
gent understanding  of  the  nature  and  be- 
havior of  the  disease  that  can  protect  people 
from  acceptance  of  such  misleading  state- 
ments. 


In  each  one  of  the  forty-one  state  or- 
ganizations of  the  Women’s  Field  Army  the 
plan  of  campaign,  as  well  as  the  expendi- 
ture of  seventy  per  cent  of  all  moneys  col- 
lected, is  carried  on  with  the  advice  and 
under  the  direction  of  an  Executive  Com- 
mittee, the  nucleus  of  which  is  the  Cancer 
Committee  of  the  State  Medical  Society  if 
the  Society  has  such  a committee.  Other- 
wise medical  guidance  is  afforded  by  a group 
of  physicians  selected  because  of  especial 
interest  in  the  problems  of  cancer,  from 
among  the  members  of  the  State  or  County 
Medical  Society. 

The  organization  of  the  Army  itself  con- 
sists of  a line  of  officers  ranging  from  the 
state  (or  city)  Commander  down  through 
regional  Captains,  community  Lieutenants, 
and  local  Sergeants,  to  the  soldiers  in  the 
field.  The  actual  work  of  securing  enlist- 
ments, of  arranging  for  educational  talks 
or  exhibits,  the  distribution  of  literature, 
etc.,  is  done  under  the  immediate  direction 
of  the  Sergeants. 

At  every  step  in  which  medical  guidance 
has  been  needed  the  Army  has  turned  to 
the  organized  profession  for  leadership. 
There  is  every  reason,  therefore,  why  the 
medical  profession  should  lend  its  fullest 
support  and  all  possible  aid  to  this  worthy 
endeavor  to  place  the  results  of  recent  re- 
search in  the  hands  of  those  who  can  most 
directly  profit  by  the  newer  knowledge  of 
cancer,  thereby  helping  to  lessen  the  wast- 
age of  useful  lives  through  unnecessary 
deaths  from  cancer. 

The  Commander  of  the  Women’s  Field 
Army  in  this  State  is  Miss  Harriet  W. 
Mayer,  169  No.  Fulton  Ave.,  Mount 
Vernon  and  the  Chairman  of  the  Executive 
Committee  is  Dr.  Louis  C.  Kress,  113  High 
St.,  Buffalo. 


One  of  the  sanatorium  physicians  re- 
ceived a telephone  call  from  another  mem- 
ber of  the  staff,  who  invited  him  to  make 
a fourth  at  bridge. 

“Going  out,  dear?”  asked  his  wife  sym- 
pathetically. 

“I’m  afraid  so,”  was  the  grave  reply. 
“It’s  a very  serious  matter.  There  are 


three  doctors  there  already.” — Colorado 
Medicine. 


The  Patient : “Doctor,  I snore  so  loudly 
I wake  myself  up.” 

The  Doctor : “That’s  easv  to  overcome. 
Sleep  in  the  next  room.” — Colorado  Medi- 
cine. 
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Albany  County 

The  annual  dinner  of  the  Albany 
County  Medical  Society  was  held  at  the 
DeWitt  Clinton  on  Dec.  8.  After  the  din- 
ner the  doctors  heard  “The  Whole  Story 
of  Clinical  Research  in  a Nutshell,”  by  Dr. 
Reginald  Fitz  of  Boston  University,  with 
lantern  slides. 

The  annual  luncheon  meeting  of  the 
Visiting  Nurses  Association  and  the  Pub- 
lic Health  Committee  of  the  Albany 
County  Medical  Society  was  held  at  Trinity 
M.  E.  Church,  Jan.  11. 

The  guest  speaker  was  Dr.  Henry  F. 
Vaughn,  commissioner  of  health  of  Detroit, 
and  his  subject,  “New  Developments,  in 
Preventive  Medicine.”  He  emphasized 
tuberculosis  and  syphilis  control. 

Broome  County 


was  discussed  by  Drs.  C.  J.  Longstreet,  W. 
J.  Farrell,  and  Mark  Welch. — Reported  by 
Victor  W . Bergstrom , M.D.,  Secretary. 

Cayuga  County 

At  the  annual  meeting  of  the  Medi- 
cal Society  of  the  County  of  Cayuga,  held 
December  16,  the  following  officers  were 
elected  for  1938: 

Officers 


President Lillian  A.  Treat,  Auburn 

Vice-President William  R.  Johnson,  Cato 

Secretary Stephen  J.  Karpenski,  Auburn 

Treasurer William  A.  Tucker,  Auburn 


Delegate  to  the  State  Society  Convention 
Harry  S.  Bull 
Alternate  Delegate 
Raymond  C.  Almy 

Delegate  to  the  Seventh  District  Branch 
Alfred  K.  Bates 
Alternate  Delegate 
Walter  B.  Wilson 


At  the  annual  meeting  of  the  Broome 
County  Medical  Society  held  December  14 
the  following  Officers,  Chairmen  of  Com- 
mittees, Censors,  Delegates,  and  Compen- 
sation Board  were  elected: 


Officers 


President Chas.  L.  Pope,  Binghamton 

Vice-President Chas.  M.  Allaben,  Binghamton 

Secretary R.  C.  Bates,  Binghamton 

Asst.  Secretary M.  H.  Williams,  Binghamton 

Treasurer E.  R.  Dickson,  Binghamton 

Asst.  Treasurer E.  M.  Jones,  Endicott 


Chairman  of  Committees 


Economics H.  I.  Johnston,  Binghamton 

Legislation C.  J.  Longstreet,  Binghamton 

Library  and  History S.  B.  Blakely,  Binghamton 

Membership C.  H.  Berlinghof,  Binghamton 

Milk  Committee P.  H.  Shaw,  Binghamton 

Public  Relations B.  A.  Buell,  Binghamton 

Public  Health G.  S.  Lape,  Binghamton 


Censors 

S.  B.  Blakely 
J.  J.  Cunningham 

Chas.  D.  Squires 


F.  M.  Dyer 
S.  D.  Molyneaux 


Delegates 

S.  M.  Allerton 
C.  H.  Berlinghof 


G.  C.  Vogt 
R.  J.  McMahon 


Compensation  Board 

Wm.  H.  Hobbs  G.  W.  Danton 

Chas.  D.  Squires 

Delegates 

S.  M.  Allerton  C.  H.  Berlinghof 


— Reported  by  S.  J.  Karpenski , M.D. , 
Secretary. 


Chautauqua  County 

Dr.  C.  E.  Hallenbeck  of  Dunkirk  was 
elected  president  of  the  Chautauqua  County 
Medical  society  at  the  annual  meeting  held 
in  Hotel  Jamestown  on  Dec.  15. 

Forty-five  members  from  all  parts  of  the 
county  were  present  for  the  dinner  and  the 
business  session  which  followed. 

Other  officers  chosen  were: 


1st  Vice-President D.  W.  Buckmaster,  Jamestown 

2nd  Vice-President Harry  E.  Wheelock,  Fredonia 

Secretary Edgar  Bieber,  Dunkirk 

Treasurer F.  J.  Pfisterer,  Dunkirk 


Censor 

Van  S.  Laughlin 

Delegate  to  State  Society  (2  years) 

D.  W.  Buckmaster 

The  principal  speaker  was  Dr.  Rams- 
dell  Gurney  of  the  Buffalo  General  hospital 
staff  who  discussed  “Present  Day  Treatment 
of  Pneumonia.” 

An  address  on  “School  Health”  was  de- 
livered by  Dr.  William  P.  Brown,  specialist 
for  the  state  department  of  education,  di- 
vision of  health  and  physical  education. 

Chenango  County 


Alternate  Delegates 

G.  C.  Vogt  R.  J.  McMahon 

Dr.  Arthur  Cummings,  District  State 
Health  Officer,  discussed  the  “General  As- 
pects of  Health  Administration.”  The  paper 


Dr.  Norman  C.  Lyster  of  Norwich  was 
elected  president  of  the  Chenango  County 
Medical  Society  at  the  annual  meeting  on 
Dec.  14  at  the  Norwich  Club. 

Other  officers  named  were: 
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Officers 

Vice-President D.  TJ.  Gould,  Sherburne 

Secretary  and  Treasurer. . .John  H.  Stewart,  Norwich 

Censor 

Carl  D.  Meacham  (three  years) 

Delegate  to  the  State  Association  Meeting 
W.  H.  Mason 

Cortland  County 

The  medical  society  of  the  County  of 
Cortland  elected  these  officers  at  the  De- 
cember meeting: 

Officers 

President Wm.  A.  Shay,  Cortland 

Vice-President Robert  Carpenter,  Cortland 

Treasurer Bert  R.  Parsons,  Cortland 

Secretary Daniel  R.  Reilly,  Cortland 

Censors 

John  E.  Wattenberg  Merle  R.  French 

Chas.  D.  Ver  Nooy  Claude  E.  Chapin 

Arthur  M.  Loope 

— Reported  by  Orton  E.  White,  M.D., 
Secretary. 

Services  of  a city  physician  in  Cort- 
land are  to  be  discontinued  and  indigent 
patients  will  be  given  a choice  of  doctors, 
it  was  announced  at  the  meeting.  In  the 
past  it  has  been  necessary  for  patients  on 
relief  rolls  to  call  the  city  physician  in 
case  of  illness  but  the  change,  announced 
by  Mayor  George  C.  Marsted  and  City  Wel- 
fare Commissioner  Thomas  Walsh  will 
give  relief  families  an  opportunity  to  have 
a family  doctor. 

Erie  County 

At  the  annual  meeting  of  the  Medical 
Society  of  the  County  of  Erie  on  Decem- 
ber 20,  the  following  physicians  were 
elected  to  office: 

Officers 

President Harry  C.  Guess,  Buffalo 

First  Vice-President Carlton  E.  Wertz,  Buffalo 

Second  Vice-President Herbert  E.  Wells,  Buffalo 

Secretary Louise  W.  Beamis,  Buffalo 

Treasurer Caryl  A.  Koch,  Orchard  Park 

Censors 

Charles  W.  Bethune  Francis  E.  Fronczak 

Francis  J.  Butlak  Michael  A.  Sullivan 

Abram  L.  Weil 

Chairmen  of  Committees 

Legislation James  L.  Gallagher 

Public  Health Nelson  W.  Strohm 

Economics L.  Franklin  Anderson 

Membership Allen  R.  Long 

Delegates  for  1938—1939 

Albert  A.  Gartner  John  T.  Donovan 

Herbert  H.  Bauckus  Joseph  C.  O’Gorman 

Alternate  Delegates 

Alfred  H.  Noehren  Stephen  L.  Walczak 

Edward  J.  Lyons  Samuel  Varco 

— Reported  by  Louise  W . Beamis,  M.D., 
Secretary. 


Speaking  over  Station  WEBR  Decem- 
ber 9,  Dr.  John  T.  Donovan,  President  of 
the  County  Society,  called  attention  to  the 
widespread  sale  of  salacious  books  and 
magazines  and  its  evil  effects  upon  the 
mental  and  physical  health  of  the  youth  of 
the  community.  A diseased  brain  leads  to  a 
diseased  body,  he  said,  and  hastens  tubercu- 
losis and  a train  of  other  diseases.  He  com- 
mended the  Buffalo  Evening  News  in  its 
campaign  to  halt  the  nefarious  traffic  which, 
he  said,  is  comparable  to  the  illicit  traffic 
in  narcotic  drugs.  He  urged  mothers’  clubs, 
parent-teacher  organizations  and  other 
bodies  to  back  up  the  police  in  the  enforce- 
ment of  laws  prohibiting  the  distribution 
and  sale  of  obscene  publications,  in  the  in- 
terests of  health. 

The  tenth  and  final  meeting  of  the 
1937  course  of  instruction  in  oublic  speak- 
ing, sponsored  by  Dr.  Harry  C.  Guess, 
Chairman  of  the  County  Society’s  Educa- 
tional Committee,  was  held  the  night  of 
December  9.  Twenty-one  members  of  the 
class,  despite  the  inclement  weather,  braved 
the  blizzard  to  pay  tribute  to  their  instruc- 
tor, Stanley  D.  Travis,  Professor  of  Eng- 
lish at  the  University  of  Buffalo,  and  in 
holiday  spirit  tendered  him  a dinner  in  ap- 
preciation of  his  success  in  speeding  them 
along  the  road  to  silver-tongued  oratory. 

Highlights  in  impromptu  talks  at  the 
dinner,  on  topics  assigned  by  the  toast- 
master, was  a discourse  on  the  distinction 
between  prickle  and  tickle  in  the  scientific 
administration  of  electrotherapy,  by  Dr. 
Tamara  von  Friesen,  whose  lifework  is 
dedicated  to  the  alleviation  of  human  ills 
by  physical  therapy.  Dr.  Archibald  S. 
Dean,  State  Director  of  Health,  and  an  au- 
thority on  the  science  and  art  of  producing 
twins,  described,  with  due  apologies  to  papa 
Dionne,  the  technic  necessary  to  engineer 
a little  slam.  His  procedure  was  not  dis- 
puted by  Dr.  Guess,  also  the  father  of 
twins.  Dr.  Lee  Anderson,  song  leader,  re- 
fused to  depart  from  his  cherished  topic, 
and  told  how  pleasantly  nurse  anesthetists 
can  fall  asleep  in  the  midst  of  an  operation. 
Dr.  C.  L.  Suess  of  Lancaster  (U.  B.  1903) 
related  his  experience  in  a case  of  obstetrics 
delayed  one  month  beyond  the  allotted  time. 
Finally,  the  stethoscope  disclosed  the  cause 
of  the  delay — twins — engaged  in  polite  con- 
versation: “You  go  first  Alphonse — No 

after  you,  Gaston.”  Dr.  Samuel  Varco, 
master  of  ceremonies,  took  time  out  from 
his  advocacy  of  the  extension  of  Prospect 
avenue  to  Niagara  street,  contrary  to  the 
views  of  Dr.  Horace  Muscato,  to  demon- 
strate the  science  of  belly  breathing  as  an 
aid  to  fluency  of  speech.  Dr.  Arthur  Wein- 
man asked  to  be  excused  from  a discussion 
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of  Hitlerism.  He  explained  he  was  too 
busy  masticating-  food  after  a twenty-four 
hour  fast.  The  Chair  read  a telegram  of 
regret  from  Dr.  Stephen  A.  Graczyk,  and 
a poem  by  Dr.  Julius  Richter,  both  of  whom 
were  out  of  the  city.  Arrangements  are 
under  way  for  the  formation  of  another 
class. 

Fulton  County 

Dr.  Homer  H.  Oaksford  was  elected 
president  of  the  Medical  Society  of  Fulton 
County  at  the  annual  meeting  on  Dec.  16. 
He  succeeds  Dr.  Claude  Bledsoe.  Others 
elected  are : 


Vice-President John  A.  Shannon,  Johnstown 

Secretary Louis  Tremante,  Gloversville 

Treasurer..  J.  D.  Vedder,  Johnstown 

Censors 

Woodward  Shaw  William  J.  Kennedy 


Sidney  J.  Colton 

Delegate  to  the  State  Convention 
D.  S.  C.  Clemans 

Alternate  Delegate 
D.  Claude  Bledsoe 

Genesee  County 

The  annual  meeting  of  the  Genesee 
County  Medical  Society  was  held  on  Decem- 
ber 17,  at  the  Hotel  Richmond,  Batavia. 

The  following  officers  were  elected: 

Officers 

President W.  C.  Swasey,  Batavia 

Vice-President G.  H.  Knoll,  Le  Roy 

Secretary-Treasurer P.  J.  Di  Natale,  Batavia 

Delegate  to  the  State  Society 

P.  J.  Di  Natale  (two  years) 

— Reported  by  P.  J.  DiNatale,  M.D.,  Secy. 

Herkimer  County 

Dr.  James  F.  Gallo,  of  Herkimer,  was 
elected  president  of  the  Medical  Society 
of  the  County  of  Herkimer  at  the  annual 
meeting  and  dinner  at  the  Mayfair  Grill, 
on  Dec.  14. 

Other  officers  named  are : 

Officers 

First  Vice-President. ...  George  A.  Burgin,  Little  Falls 

Second  Vice-President George  J.  Frank,  Frankfort 

Third  Vice-President.  .Harry  W.  Vickers,  Little  Falls 
Secretary Fred  C.  Sabin,  Little  Falls 

Jefferson  County 

The  regular  meeting  of  the  Medical 
Society  of  Jefferson  county  was  held  on 
Dec.  9 at  the  Black  River  Valley  club. 

Dr.  W.  J.  Merle  Scott,  associate  professor 
of  surgery  at  the  Strong  Memorial  hospital, 
Rochester,  spoke  on  “The  Peptic  Ulcer 
Problem.”  Dr.  Robert  J.  Mearin,  recently 


assistant  physician  in  charge  of  the  insulin 
therapy  clinic  at  Creedmore  State  hospital, 
spoke  on  “Insulin  Therapy  in  Dementia 
Precox  to  Date.” 

Kings  County 

For  the  first  time  in  fifteen  years,  the 
Kings  County  Medical  Society  rejected  a 
regular  candidate  for  president  at  the  annual 
elections  on  Dec.  21  and  chose  an  inde- 
pendent candidate,  Dr.  Philip  I.  Nash,  chief 
surgeon  of  the  Coney  Island  Hospital. 

Dr.  Nash  received  937  votes  and  Dr. 
Robert  F.  Barber,  chief  surgeon  of  the 
Polhemus  Memorial  Clinic  of  the  Long 
Island  College  Hospital,  who  was  selected 
by  caucus  as  the  regulate  candidate,  received 
669.  The  selection  of  Dr.  Nash,  says  the 
New  York  Times,  was  hailed  by  his  sup- 
porters as  a victory  for  the  younger  and 
more  liberal  wing  of  the  society  over  the 
conservative  element. 

The  elections,  held  in  the  MacNaughton 
Auditorium,  were  for  the  selection  of  offi- 
cers for  1939,  the  society’s  rules  requiring 
that  officers  be  chosen  a year  ahead  of  their 
terms.  Dr.  John  B.  D’Albora  will  be  presi- 
dent in  1938,  succeeding  Dr.  Thomas  A. 
McGoldrick,  chief  surgeon  of  the  Police 
Department. 

Dr.  Nash  was  put  up  for  the  presidency 
by  the  liberal  element  in  the  society,  ac- 
cording to  the  press,  and  in  his  campaign 
for  election  he  said  he  had  been  accused 
of  communism,  a charge  that  he  denied. 
He  said  he  favored  the  establishment  of  a 
central  registry  bureau  through  which  the 
indigent  sick  could  be  referred  to  the  vari- 
ous dispensaries. 

Also  he  advocated  that  the  society  spend 
sufficient  money  for  adequate  social  service 
investigators  to  exclude  from  dispensaries 
all  except  those  who  are  unable  to  pay  for 
the  services  of  a private  physician.  Further, 
he  favored  the  establishment  by  the  society 
of  a plan  for  old  age  and  sick  insurance. 

The  presidency  was  the  only  office  on 
which  the  members  of  the  society  had  a 
choice  of  candidates,  the  rest  of  the  regular 
ticket  being  unopposed. 

Other  officers  elected  for  1939  were: 


Officers 

Vice-President Joseph  Raphael,  Brooklyn 

Secretary Thomas  B.  Wood,  Brooklyn 

Associate  Secretary . .Benjamin  M.  Bernstein,  Brooklyn 
Treasurer Maurice  J.  Dattelbaum,  Brooklyn 


Associate  Treasurer Arthur  C.  Holzman,  Brooklyn 

Directing  Librarian. ..  .Jacques  C.  Rushmore,  Brooklyn 

Associate  Directing  Librarian 

Edwin  P.  Maynard,  Jr.,  Brooklyn 

Trustees 

Augustus  Harris  • Alexander  L.  Louria 

Thomas  A.  McGoldrick 
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The  following  program  was  given  at  the 
scientific  session: 

‘‘Fever  Therapy  with  Special  Reference 
to  Gonococcal  Infection”  (Illustrated  with 
colored  motion  pictures.)  Addresses  were 
by  Charles  M.  Carpenter,  M.D.,  and  Staf- 
ford L.  Warren,  M.D. 

Preliminary  plans  for  the  canvassing 
of  Brooklyn  industrial  establishments  to 
ascertain  the  health  facilities  now  provided 
for  factory  workers  in  the  borough  are 
under  consideration  by  the  public  health 
committee  of  the  Brooklyn  Chamber  of 
Commerce. 

The  survey  is  designed  to  assist  in  the 
establishment  of  adequate  health  facilities 
for  employees  in  Brooklyn’s  4,490  factories. 

Dr.  Alfred  E.  Shipley  has  been  chosen  to 
head  a subcommittee  in  charge  of  the  proj- 
ect. At  present  head  of  the  Department 
of  Preventive  Medicine  and  Community 
Health  at  the  Long  Island  College  of  Medi- 
cine, Dr.  Shipley,  was  until  recently,  Deputy 
Commissioner  of  Hospitals  for  New  York 
City. 

In  outlining  the  plans  for  the  survey  Dr. 
Shipley  announced  that  the  canvass  would 
have  two  functions.  First,  it  would  seek 
to  determine  what  is  being  done  now  for 
workers  in  Brooklyn  industries  in  the  way 
of  medical  examinations,  treatment  for  in- 
juries suffered  at  work  and  illness  whether 
suffered  at  work  or  elsewhere;  also  to  find 
out  what  establishments  cannot  afford  treat- 
ment for  workers  and  what  can  afford  it, 
but  have  failed  to  provide  the  treatment. 

The  second  purpose  will  be  the  devising 
of  a health  service  plan  for  workers  that 
will  provide  examinations,  treatment  and 
advice  as  to  the  establishment  of  health- 
ful working  conditions  at  a cost  within 
the  reach  of  even  the  least  prosperous 
companies. 

The  Williamsburg  Medical  Society 
met  on  Jan.  10  at  the  Jewish  Hospital. 
The  program:  “The  Roentgen  Diagnosis  of 
Pulmonary  Tuberculosis,”  Henry  K.  Tay- 
lor, M.D.  Discussion  by  Gilbert  Alexander, 
M.D.  “Radiation  Therapy  for  Non-Malig- 
nant  Conditions,”  I.  Seth  Hirsch,  M.D. 
“The  Radio-Curability  of  Cancer,”  Maurice 
Lenz,  M.D.  Discussion  by  M.  G.  Wasch  and 
W.  E.  Howes. 

The  Urological  section  met  on  Jan.  11 
at  1313  Bedford  Ave.  and  heard  a paper  on 
“A  Urological  Clinic,”  by  J.  Dellinger 
Barney,  M.D.,  Boston. 

The  East  New  York  Medical  Society 
met  on  January  3,  in  the  Temple  Auditor- 
ium. The  following  addresses  were  given: 


“Diagnosis  and  Treatment  of  Congenital 
Syphilis,”  Thurman  B.  Givan,  M.D. ; “Ter- 
tiary Cutaneous  Syphilis,  Including  Treat- 
ment,” Isadore  Rosen,  M.D. 

Montgomery  County 

The  following  were  elected  to  office 
for  1938  at  the  annual  meeting  of  the 
Medical  Society  of  the  County  of  Mont- 
gomery : 


Officers 

President Edward  A.  Bogdan,  Amsterdam 

Vice-President Henry  C.  Young,  Hagaman 

Treasurer S.  L.  Homrighouse,  Amsterdam 

Secretary W.  R.  Pierce,  Amsterdam 

Censors 

R.  C.  Simpson  W.  H.  Seward 

William  R.  Rathbun 


State  Delegate 
H.  M.  Hicks 

Alternate  Delegate 
P.  J.  Fitzgibbons 

Delegate  to  Fourth  District  Branch 
E.  C.  LaPorte 

— Reported  by  Wm.  R.  Pierce,  M.D., 
Secretary . 

New  York  County 

Dr.  Samuel  Z.  Levine,  Professor  of 
Pediatrics  at  Cornell  University  Medical 
College,  will  speak  on  “Recent  Advances 
in  Common  Diseases  of  Children”  at  the 
New  York  Academy  of  Medicine  at  4:30 
on  January  21. 

Dr.  Howard  C.  Taylor,  Jr.,  Associate 
Professor  of  Gynecology  and  Obstetrics  at 
the  New  York  University  Medical  School, 
will  lecture  on  “Endocrine  Therapy  in 
Gynecology”  at  the  New  York  Academy  of 
Medicine  at  4:30  on  January  28. 

Dr.  James  J.  Walsh,  Extension  Profes- 
sor, Fordham  University,  will  speak  on 
“Medicine  in  the  Middle  Ages”  at  the  New 
York  Academy  of  Medicine  on  Jan.  27  at 
8:15  p.m. 

Dr.  James  Ralph  Scott  will  lecture  on 
“Insulin  and  Protamine  Insulin”  at  the 
New  York  Academy  of  Medicine  on  Feb. 
3 at  4 p.m. 

Niagara  County 

Dr.  D.  Vincent  Leone,  of  Niagara 
Falls,  was  chosen  president  of  the  Niagara 
County  Medical  Society  at  the  annual  meet- 
ing on  Dec.  14. 

Other  officers  elected  were: 
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Officers 

Vice-President Nicholas  L.  Ardan,  Niagara  Falls 

Secretary-Treasurer Forrest  Barry,  Lockport 

Censors 

Theodore  Mueller  Roy  Wixson 

R.  R.  B.  Fitzgerald 

Delegates  to  State  Medical  Society  Convention 
Richard  H.  Sherwood  Guy  S.  Philbrick 

Dr.  George  presided  at  the  meeting  which 
followed  a subscription  dinner  at  which  the 
two  speakers  of  the  evening  were  guests  of 
honor. 

The  speakers  were  Dr.  Frederic  Elliott, 
chairman  of  the  economics  committee  of 
the  New  York  State  Medical  society,  and 
Dr.  David  J.  Kaliski,  director  of  the  state 
association’s  committee  on  Workmen’s 
Compensation. 

Onondaga  County 

At  THE  ONE  HUNDRED  AND  THIRTY-FIRST 

annual  meeting  of  the  Onondaga  Medical 
Society  on  Dec.  7 in  Syracuse,  at  the 
University  Club,  Dr.  Oliver  W.  H.  Mitchell 
was  elected  president.  Reports  on  several 
current  health  and  medical  problems  were 
given  by  chairmen  of  the  various  standing 
committees. 

Other  officers  elected  were: 

Officers 


Vice-President Leon  E.  Sutton,  Syracuse 

Secretary Dwight  V.  Needham,  Syracuse 

Treasurer James  F.  Cahill,  Syracuse 


Delegate  to  the  State  Society 
John  J.  Buettner 

Censors 

P.  K.  Menzies  Wardner  D.  Ayer 

Delegates  to  the  Fifth  District  Conference 
Raymond  J.  Pieri  George  L.  Wright 

Election  of  officers  and  annual  reports 
of  officers  and  committees  featured  the 
annual  meeting  of  the  Syracuse  Academy 
of  Medicine  on  Dec.  21  at  the  University 
Club. 

Speakers  were  Dean  Herman  G.  Weiskot- 
ten  on  “Trends  in  Medical  Education”; 
Dr.  Lee  A.  Hadley  with  a case  report  on 
the  Schuller  Christian  disease;  Dr.  Robert 
D.  Johnson  on  “Oesophageal  Dilation  Ac- 
companying Cardiospasm”;  and  Dr.  Fred- 
erick N.  Marty  on  “Malarial  Infection 
Following  Transfusion.”  Dr.  Edward  J. 
Wynkoop  discussed  Dr.  Hadley’s  case 
report. 

Orange  County 

At  the  annual  meeting  of  the  Medical 
Society  of  the  County  of  Orange  on  Dec. 
18,  the  following  were  elected: 


Officers 

President Harry  F.  Pohlmann,  Middletown 

Vice-President Harold  F.  Morrison,  Tuxedo 

Secretary-Treasurer E.  C.  Waterbury,  Newburgh 

Censors 

E.  G.  Cuddeback  Roswell  L.  Schmitt 

Walter  G.  Hirsemann  Daniel  I.  O’Leary 

Delegate  to  State  Society  for  1938-39 
Moses  A.  Stivers 

Alternate  Delegate  for  1938—39 
James  C.  Donovan 

— Reported  by  E.  C.  Waterbury,  M.D., 
Secretary. 

Queens  County 

Dr.  Joseph  Wrana  of  Jamaica  was 
chosen  president-elect  of  the  Queens  County 
Medical  Society  on  Nov.  30  at  the  Medical 
Society  Building.  He  defeated  Dr.  Jacob 
Werne.  an  assistant  medical  examiner  for 
Queens. 

Dr.  Wrana  headed  the  slate  of  the  comitia 
minora  serving  as  the  nominating  commit- 
tee. Dr.  Werne  was  nominated  from  the 
floor  at  the  October  meeting. 

Dr.  Henry  C.  Eichacker  of  Ridgewood, 
who  was  president-elect,  became  president. 
The  following  officers  elected  were  re- 


elected : 

Officers 

Secretary Frank  R.  Mazzola,  Jamaica 

Assistant  Secretary Chester  L.  Davidson,  Jamaica 

Treasurer William  T.  Berry,  Long  Island  City 

Assistant  Treasurer Daniel  J.  Swan,  Flushing 

Historian Carl  Boettiger 

Directing  Librarian Carl  Boettiger 

Assistant  Directing  Librarian William  Benenson 

Censors 

Edward  Steiner  Raymond  Murphy 

John  Wolfram 

Trustees 

William  T.  Berry  Albert  L.  Voltz 

Francis  G.  Riley  Herbert  L.  Langer 

Walter  L.  Lynn 

Delegates  to  State  Organization 
James  M.  Dobbins  H.  P.  Mencken 


James  R.  Reuling 

Dr.  Jesse  G.  M.  Bullowa,  attending 
physician  at  Harlem  and  Willard  Parker 
Hospitals  addressed  the  Rockaway  Medical 
Society  on  Dec.  16,  in  the  Inwood  Country 
Club  on  “Pneumonias.”  Dr.  Louis  A.  Sarrow 
presided.  The  talk  was  illustrated  with  both 
lantern  slides  and  motion  pictures.  The 
society  will  hold  its  fifteenth  anniversary 
dinner-dance  on  Jan.  22,  in  Henri’s  Lyn- 
brook.  Dr.  A.  S.  Tepper  is  chairman. 
Assisting  him  are  Doctors  I.  M.  Siegel, 
Edward  Richter,  A.  Vivona,  Samuel  Dillon, 
and  William  Werner. 

The  Queensboro  Chamber  of  Com- 
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merce  will  aid  the  Queensboro  Tuberculosis 
and  Health  Association  in  the  fight  against 
tuberculosis  by  urging  industry  to  make 
use  of  the  association’s  rapid  x-ray  process 
in  diagnosing  the  disease,  according  to  an 
announcement  by  Dr.  H.  P.  Mencken,  chair- 
man of  the  chamber’s  public  health  com- 
mittee. 

“The  association,”  Dr.  Mencken  said,  “is 
doing  splendid  work  in  Queens,  particularly 
among  youths  of  school  age.  As  yet,  how- 
ever, not  a great  deal  has  been  done  in 
industry.  We  feel  that  the  chamber  can  be 
of  great  assistance  in  that  respect.” 

Rensselaer  County 

The  following  officers  of  the  Medical 
Society  of  the  County  of  Rensselaer  were 
elected  December  14: 

Officers 


President Hugh  V.  Foley,  Troy 

Vice-President William  T.  Shields,  Jr.,  Troy 

Secretary Leo  S.  Weinstein,  Troy 

Treasurer John  F.  Russell,  Troy 

Censors 

William  Trotter  Chas.  W.  Hamm 

Delegates 

Stephen  H.  Curtis  John  D.  Carroll 

Alternate  Delegates 

George  E.  Smith  Clement  J.  Handron 


— Reported  by  Leo  S.  Weinstein,  M.D., 
Secretary. 

Dr.  Charles  H.  Goodrich,  president  of 
the  New  York  State  Medical  Society,  and 
Dr.  Howard  F.  Root  of  Deaconess  Hospital, 
Boston,  were  the  speakers  at  the  annual 
dinner  meeting  of  the  Rensselaer  County 
Medical  Society  on  Dec.  15  in  the  Crystal 
Ballroom  of  The  Hendrick  Hudson  at  Troy. 

Dr.  Root  spoke  on  “Endocrinology,”  and 
Dr.  Goodrich  on  “Preventive  Medicine.” 

Dr.  Leo  Frank  Adt,  eye  specialist  for- 
merly on  the  staff  of  the  Troy  Hospital, 
died  Dec.  3 in  Albany  after  a ten-day  illness 
from  pneumonia.  He  was  seventy-one  and 
had  practiced  in  the  Troy  area  for  fifty 
years,  having  also  served  on  the  staffs  of 
the  Albany  Hospital  and  St.  Peter’s  Hospital 
in  Albany. 

Richmond  County 

Dr.  Frederick  M.  Schwerd,  chief  sur- 
geon of  Richmond  Memorial  Hospital, 
Dreyfus  Foundation,  was  unanimously 
elected  president  of  the  Richmond  County 
Medical  Society  at  the  Staten  Island  Club, 
St.  George,  on  Dec.  8. 

Also  elected  were: 


Officers 

Vice-President Herbert  Cochrane,  New  Brighton 

Secretary John  K.  Lucey,  Stapleton 

Treasurer Curtis  J.  Becker,  New  Brighton 

Delegates  to  the  State  Convention 
Arthur  S.  Driscoll  Stanley  C.  Pettit 

Alternate  Delegates 

Elseth  Marcus  Erna  Enderle 

Ulster  County 

Dr.  Eugene  F.  Galvin,  of  Rosendale, 
was  elected  president  of  the  Medical  So- 
ciety of  the  Countv  of  Ulster  at  the  annual 
meeting  in  Kingston  on  Dec.  15. 

Besides  Dr.  Galvin,  other  officers  named 
for  the  coming  year  are : 


Officers 

Vice-President Harold  Rakov,  Kingston 

Treasurer B.  Van  Gaasbeek,  Kingston 

Secretary C.  L.  Gannon,  Kingston 

Censors 

J.  F.  Larkin  F.  H.  Voss 

John  B.  Krom  Saul  Ritchie 


Virgil  DeWitt 

Delegate  to  the  State  Society  Convention 
F.  W.  Holcomb 

Alternate  Delegate 
C.  L.  Gannon 

Delegate  to  the  Third  District  Branch  Meeting 
Frank  Holcomb 

Alternate  Delegate 
K.  H.  LeFevre 

Dr.  F.  H.  Voss,  retiring  president,  urged 
compensation  for  doctors  attending  hos- 
pitalized relief  cases.  The  movement  for 
compensation  for  doctors  where  relief  cli- 
ents are  hospitalized  was  also  reported  by 
Dr.  L.  E.  Sanford,  chairman  of  the  Public 
Health  and  Public  Relations  committee, 
who  pointed  out  that  hospital  expenses  are 
paid  by  the  towns  or  cities  in  these  cases 
but  doctors  are  asked  to  give  their  services. 

Westchester  County 

Elmon  L.  Vernier,  public  school  director 
of  health  and  physical  education  delivered 
a paper  on  the  relationship  of  physicians 
to  the  school  physical  education  program, 
to  the  New  Rochelle  Medical  Society,  on 
Dec.  13  at  New  Rochelle  Hospital. 

Dr.  Charles  Ogilvy,  physician,  voluntarily 
assisting  the  school  system  physical  correc- 
tive program,  also  spoke. 

Stress  was  placed  on  the  student  sickness 
or  physical  activity  “excuses,”  by  Mr. 
Vernier.  It  is  hoped  to  devise  a standard- 
ized “physical  recommendation”  report  on 
students  for  all  physicians. 


Hospital  News 


Golden  Age  of  New  York  City  Public  Hospitals 


No  city  in  the  world,  probably,  has 
ever  known  such  an  era  of  municipal  hospi- 
tal building  as  the  city  of  New  York  is 
experiencing  at  the  present  time.  A wizard 
at  figures  could  amaze  us  by  telling  how 
high  the  money  being  spent  would  stack  up 
if  piled  in  columns  of  coins  that  we  all 
know  would  never  stand  up  that  way,  or 
how  many  miles  would  be  carpeted  by  it  in 
dollar  bills  when  we  know  that  our  eager 
and  alert  populace  would  see  it  as  a “wish- 
ing carpet,”  and  realize  on  it  as  fast  as  it 
was  laid. 

However,  a mere  glimpse  of  the  letter 
sent  by  Hospital  Commissioner  Goldwater 
to  Mr.  Kenneth  Dayton,  Director  of  the 
Budget,  on  December  7,  is  enough  to  fire 
the  imagination.  The  Commissioner  is  ask- 
ing for  some  money  (or  some  money)  to 
spend  in  nine  months,  from  April  1 to 
December  31,  and  it  foots  up  to  the  tidy  sum 
of  over  $60,000,000.  He  admits  himself 
that  it  is  a “rather  formidable  list.”  He 
arranges  it  thus: 

Out  Patient  Department  Projects...  $3,250,000 
Urgent  Relief  and  Expansion  Proj- 


ects   5,620,000 

Relief  and  Expansion  Projects 348,527 

Renovations  808,000 

New-  Buildings,  other  than  Out 
Patient  Buildings  33,950,000 


Proj-ects  authorized  in  1937  Capital 
Outlay  Budget  for  which  partial 
appropriations  only  have  been 
made — Appropriations  needed  to 


complete — For  construction 13,002,000 

For  furnishings 1,721,000 

Projects  authorized  prior  to  April  1, 

1937 — Appropriations  needed  to 

complete — For  construction 894,100 

For  furnishings 1,258,000 


Of  course  the  reasons  for  the  city’s  huge 
hospital  expansion  have  all  been  gone  over 
before,  and  approved,  so  Dr.  Goldwater 
merely  reiterates: 

“Once  more  let  me  say  that  ‘the  program 
submitted  reflects  a serious  desire  on  the 
part  of  the  Department  to  substitute  safe 
for  unsafe  buildings;  to  escape  from  the 
annoyances  of  obsolescence  which  has  pro- 
gressed almost  to  the  point  of  dilapidation; 
to  follow  the  needs  of  shifting  and  growing 
populations;  to  recognize  by  appropriate 


action  a growing  tendency  on  the  part  of 
the  masses  to  rely  on  municipal  hospitals 
for  services  which  are  beyond  their  eco- 
nomic reach;  to  the  adoption  of  reasonable 
standards  of  dispensary  care  which  are  ac- 
cepted as  normal  by  voluntary  institutions; 
to  advance  into  the  neglected  field  of  vene- 
real disease ; and  in  general,  to  provide 
suitable  and  adequate  institutional  medical 
service  for  the  dependent  and  semi-depend- 
ent sick.’” 

Those  interested  may  like  to  see  how  the 
millions  are  allotted  to  various  projects. 
This  table  tells : 

New  Projects  of  Major  Importance  Included 
in  the  Capital  Outlay  Budget 

Department  of  Hospitals — 1938 


Out-Patient  Departments 

Coney  Island  Hospital $400,000 

Cumberland  Hospital  400,000 

Lincoln  Hospital  400,000 

Bellevue  Hospital  100,000 

Harlem  Hospital  750,000 

Queens  General  Hospital 300,000 

Kings  County  Hospital 750,000 

Morrisania  Hospital  150,000 

General  Hospitals 

New  General  Hospital  for  Queens 

^ (600  beds) $4,500,000 

New  General  Hospital  for  Browns-. 
ville-East  New  York  Section  of 

Brooklyn  (600  beds) 4,500,000 

Coney  Island  Hospital,  addition  (200 

beds)  1,000,000 

Cumberland  Hospital,  Brooklyn,  ad- 
dition (200  beds),  Nurses’  Home, 

Staff  House,  Laundry  and  Power 

Plant  2,875,000 

Special  Hospitals 

Bronx  Hospital  (500  beds),  for 
tuberculosis  patients,  with  wing 

for  contagious  diseases 4,000,000 

Neponsit  Beach  Hospital,  tubercu- 
losis addition,  200  patients 1,200,000 

Kings  County  Hospital,  Centre  for 
tuberculosis  patients  (500  beds)..  3,000,000 
New  Cancer  Hospital,  Welfare 

Island  (450  beds) 2,400,000 

Brooklyn  Hospital  for  Venereal  dis- 
eases (500  beds) 2,500,000 

Municipal  Sanatorium,  Otisville, 

N.  Y.  (400  beds),  to  replace  old 

buildings  and  shacks 2,250,000 

Sea  View  Hospital,  to  replace  shacks 
(350  beds)  1,400,000 
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Miscellaneous  Items 

Belleveue  Hospital,  New  Nurses’ 

Home  and  Central  School  for 

Nurses  2,500,000 

Kings  County  Hospital,  Laboratory 

and  Morgue  300,000 

Home  for  Dependents,  Welfare 
Island  (600  beds),  to  replace  old 
buildings  1,500,000 

Preliminary  blueprints  of  the  proposed 
Triborough  Tuberculosis  Hospital  to  be  con- 
structed at  Parsons  boulevard,  between 
Eighty-second  drive  and  Goethals  avenue, 
Flushing-Hillcrest,  have  been  approved  by 
the  Municipal  Art  Commission. 

Uncertainty  still  exists  regarding  the  type 
of  coloring  to  be  used  on  exterior  work, 


reported  Dr.  Everett  Peterson,  assistant 
secretary,  but  a mere  outline  serves  to  indi- 
cate the  scope  of  the  planning. 

The  institution  will  have  a bed  capacity 
of  531,  with  room  for  ninety-two  patients 
on  typical  floors  from  the  third  to  the  sev- 
enth inclusive.  The  second  floor  will  have 
rooms  for  fluoroscopy,  radiography  and 
metabolism  work,  while  on  the  eighth  floor 
will  be  space  for  a pneumothorax  labora- 
tory, solarium  and  roofs. 

Incidental  renovations  to  the  Queens  Gen- 
eral Hospital  outlined  under  the  same  ap- 
propriation will  cover  enlargements  of  the 
mortuary  building  and  extension  of  the 
laundry. 


Improvements 


The  Eli  White  Memorial  Building, 
a new  $1,500,000  structure  for  the  nurses 
of  St.  Luke’s  Hospital,  in  New  York  City 
was  opened  formally  on  Dec.  16.  With 
nurses  as  guides,  several  hundred  guests 
inspected  the  fourteen-story  building  that 
extends  from  Amsterdam  Avenue  and  West 
114th  Street  to  West  115th  Street. 

Built  to  house  some  300  nurses,  the  build- 
ing is  equipped  with  a waiting  and  smoking 
room  for  men  visitors  and  a kitchenette- 
breakfast  room  on  each  of  the  bedroom 
floors. 

The  first  floor  includes  lobbies,  reception 
rooms  and  the  auditorium ; the  second,  the 
dining  room  and  the  third  floor  the  class- 
rooms and  laboratories.  Living  quarters 
are  provided  in  the  fourth  to  the  tenth 
floors.  The  upper  floors  are  devoted  to  a 
sick  bay  and  recreation  rooms. 

Many  alterations  are  planned  at  the 
Oneida  County  Hospital,  Dr.  Robert  L. 
Bartlett,  superintendent,  revealed  in  his  an- 
nual report  submitted  to  the  Board  of  Man- 
agers in  December. 

Principal  among  these  is  the  changing  of 
Davies  Pavilion,  used  for  many  years  as  a 
contagious  hospital,  into  quarters  for  male 
employes.  Rooms  will  be  provided  for 
twelve  men  on  the  second  floor  and  the  first 
floor  will  be  converted  into  apartments  for 
the  medical  staff. 

This  building  was  constructed  twenty-six 
years  ago  for  administration  offices.  It  will 
be  necessary  to  remove  a wide  front  stair- 
way and  provide  additional  bath  and  lava- 
tory facilities. 


Ward  A will  be  converted  into  a con- 
tagious pavilion,  there  being  six  rooms 
available  for  various  types  of  contagious 
diseases  and  a separate  entrance  on  the  west 
side  of  the  building  will  be  constructed. 
The  maternity  section  will  occupy  the  space 
formerly  used  for  office  purposes  and  an 
adjoining  small  ward  will  be  used  for  chil- 
dren. 


Renovation  of  the  diet  laboratory  at 
United  Hospital,  Portchester,  formerly  used 
by  the  student  nurses,  into  a large,  modern 
emergency  room,  will  be  completed  about 
the  middle  of  January. 

The  cost  is  estimated  at  $2,500.  The 
funds  will  be  supplied  by  the  Second  Twig. 
It  was  through  the  generosity  of  this  group 
that  more  adequate  quarters  for  the  interns 
were  established  this  year  on  the  top  floor 
of  the  main  building. 

The  present  emergency  room  will  be 
transformed  into  a lounge  for  attending 
physicians.  That  change  will  leave  the  pres- 
ent doctors’  room  to  be  used  as  a much 
needed  waiting  room  for  the  x-ray  depart- 
ment. 

Because  of  the  increase  in  deep  therapy 
treatments,  changes  in  that  department  will 
also  have  to  be  made  in  the  near  future, 
according  to  Superintendent  Wright.  Either 
an  additional  unit  must  be  installed  or  one 
of  the  existing  units  will  have  to  be  replaced 
with  one  capable  of  much  greater  speed. 
Lack  of  adequate  space  is  the  main  obstacle 
to  the  first  proposal. 

The  radiographic  equipment  is  also  in 
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need  of  renovation.  Expenditure  of  at 
least  $20,000  will  be  required  in  the  next 
year  in  order  to  maintain  the  x-ray  depart- 
ment on  a higher  plane,  Mr.  Wright  said. 


Addressing  the  Herkimer  County 
Board  of  Supervisors  on  December  10,  Su- 
pervisor Daniel  F.  Strobel  resumed  his  ad- 
vocacy of  the  erection  of  a hospital  at  the 
Herkimer  County  Home,  contending  that  in 
forty  years  the  county  would  save  a million 
and  a half  dollars. 

Mr.  Strobel  said  figures  show  the  county 
is  paying  $115  more  per  day  for  hospitaliza- 
tion of  welfare  patients  than  if  it  had  its 
own  hospital. 

Mr.  Strobel  said  he  did  not  know  how 


much  a hospital  at  the  County  Home  would 
cost.  It  might  be  $70,000.  Even  then,  he 
stated,  the  county  would  save  enough  in 
two  years  to  pay  for  the  hospital  and  after 
the  two  years  the  savings  would  pile  up. 

• •!  • 

Brooklyn  women  are  rallying  to  the 
support  of  the  campaign  for  the  Swedish 
Hospital  of  that  borough  and,  through  so- 
cial functions  scheduled  for  the  Winter 
season,  anticipate  raising  a large  part  of  the 
$250,000  needed  to  modernize  the  recently 
acquired  six-story  apartment  building  on 
Bedford  Avenue.  Justice  William  F.  Hag- 
arty  of  the  Appellate  Division  of  the  Su- 
preme Court  is  chairman  of  the  current 
campaign. 


Events 


More  than  1,000  persons  attended  the 
fifteenth  anniversary  dinner  of  Israel  Zion 
Hospital  on  December  12,  at  the  Hotel  St. 
George,  Brooklyn,  paying  $100  a couple  to 
help  defray  the  cost  of  the  eight-story  addi- 
tion which  the  hospital  is  building  at  Forty- 
ninth  Street  and  Tenth  Avenue,  Brooklyn. 

Speakers  included  Fred  Kronish,  presi- 
dent of  the  Bensonhurst  National  Bank, 
chairman  of  the  dinner  committee,  and 
Morris  A.  Goodman,  president  of  the  hos- 
pital. Governor  Herbert  H.  Lehman  sent 
a message  congratulating  the  hospital  on  its 
work. 

At  a meeting  of  the ' hospital’s  trustees 
earlier  in  the  day,  Boris  Fingerhood, 
superintendent,  stressed  the  importance  of 
completing  the  addition  as  soon  as  possible. 
He  said  that  the  hospital’s  present  average 
bed  occupancy  was  eighty-seven  per  cent — 
among  the  highest  of  any  institution  in  the 
state. 

The  addition,  expected  to  be  ready  for 
occupancy  early  this  year,  will  make  Israel 
Zion  Hospital  the  second  largest  Jewish  in- 
stitution of  its  kind  in  the  country.  The 
addition  will  increase  the  hospital’s  pres- 
ent capacity  of  450  beds  by  220.  The  hos- 
pital occupies  both  sides  of  the  Tenth  Ave- 
nue block  from  Forty-eighth  to  Forty-ninth 
Streets,  Brooklyn. 


The  Methodist  Episcopal  Hospital  of 
Brooklyn  celebrated  fifty  years  of  service 
with  a dinner  for  the  board  of  managers 


in  the  administration  building  on  December 
15.  Five  of  the  first  patients  were  present. 

The  institution,  known  as  “Mother  of 
Methodist  Hospitals,”  was  dedicated  on 
Dec.  15,  1887,  at  a time  when  there  were 
six  other  hospitals  in  the  old  City  of  Brook- 
lyn. Originally  the  patients  were  tended  by 
thirteen  physicians,  three  interns  and  ten 
nurses.  Today  there  are  106  staff  physi- 
cians, four  resident  doctors,  fourteen  in- 
terns, 200  graduate  and  student  nurses  and 
100  more  on  call. 


The  Nurses’  Alumnae  Association  of 
the  Amsterdam  City  Hospital  will  hold  a 
dance  on  Feb.  11. 


An  entertainment  of  unusual  interest 
both  to  children  and  their  elders  was  ar- 
ranged for  the  Christmas  season  as  a bene- 
fit for  the  New  York  Orthopedic  Dispensary 
and  Hospital.  On  the  afternoon  of  Decem- 
ber 30  Debussy’s  children’s  ballet,  “La  Boite 
a Joujoux,”  was  presented  by  a cast  of 
talented  children  in  the  grand  ballroom  of 
the  Waldorf-Astoria.  The  ballet  was  staged 
and  directed  by  Annette  Van  Dyke  and 
the  musical  accompaniment  was  provided 
by  George  Barrere  and  the  Barrere  Little 
Symphony  Orchestra.  The  children  com- 
prising the  cast  were  assembled  through 
the  cooperation  and  interest  of  leading 
dancing  teachers  in  the  city. 
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Newsy 

A City  of  the  Sick 

Fourteen  gallons  of  tincture  of  iodine, 

48.000  aspirin  tablets,  380  eight-ounce  cans 
of  ether,  875  one-dose  ampoules  of  salvarsan 
a month;  more  than  400  x-ray  pictures  a 
day,  from  thirty  to  thirty-five  operations, 
about  twenty  of  them  major  ones;  5,000 
or  more  visitors  on  a visiting  day;  2,000 
pounds  of  bread,  3,630  quarts  of  milk,  360 
dozen  eggs  and  450  pounds  of  butter  for 

10.000  meals  a day. 

These  are  random  statistics  given  in  the 
New  York  Sun  to  afford  an  idea  of  the 
supplies  used  and  services  rendered  by  only 
one  of  the  hospitals  here,  which  have  a 
total  population  surpassing  that  of  many 
a flourishing  town  in  the  United  States. 
On  a full  day  there  may  be  close  to  50,000 
persons  in  hospital  beds  within  the  city  of 
New  York. 

It  is  Kings  County  Hospital,  set  in  thir- 
teen acres  of  ground  fronting  on  Clarkson 
avenue  in  Brooklyn,  which  uses  the  four- 
teen gallons  of  iodine  every  month,  and 
“The  County,”  as  it  is  familiarly  called, 
is  the  largest  hospital  in  the  city,  and  has 
been  since  the  opening  of  three  new  main 
buildings  in  1932.  Bellevue  had  been  larger 
before  that. 

The  basis  for  thus  reckoning  size  is  bed 
capacity,  and  this  is  a figure  which  fluctuates 
as  additions  are  made,  or  old  buildings 
razed  to  make  way  for  new.  On  one  recent 
day,  the  County  reported  2,825  beds  as 
against  2,431  at  Bellevue,  but  soon  750 
more  will  be  added  to  the  Brooklyn  figure. 
The  old  main  building,  part  of  it  dating 

At  the 

The  following  hospital  officials 

HAVE  BEEN  CHOSEN  : 

Dr.  Max  M.  Simon,  to  be  chief  of  staff 
of  St.  Francis  Hospital  at  Poughkeepsie. 

Mrs.  Richmond  F.  Meyer,  to  be  presi- 
dent of  the  Vassar  Brothers  Hospital  As- 
sociation at  Poughkeepsie. 

Dr.  Henry  J.  Vier,  to  be  chief  of  staff 
of  St.  Agnes  Hospital  at  White  Plains. 

Miss  Isabel  T.  Goss,  to  be  president  of 
the  Mercy  Hospital  Guild  at  Auburn. 

Dr.  John  E.  Daugherty,  superintendent 
of  the  Jamaica  Hospital,  Jamaica,  Queens, 


Notes 

back  to  1831,  is  coming  down,  and  a 750-bed 
hospital  for  sufferers  from  chronic  diseases 
will  replace  it. 

A field  test  in  December,  in  which  110 
young  women  from  four  Brooklyn  hospi- 
tals participated,  completed  their  course  at 
the  Brooklyn  Botanic  Garden.  In  the  field 
test  the  students  were  required  to  recognize 
and  name  at  sight  any  of  the  fifty  or  more 
medicinal  plants  they  had  been  studying  at 
the  Garden. 

Such  plants  as  the  licorice,  glycyrrhiza 
glabra,  the  wild  cherry,  prunus  serotina, 
peppermint,  mentha  piperita,  wintergreen, 
gaultheria  procumbens,  ephedra,  ephedra 
distachya,  juniper,  juniperus  communis, 
olive,  olea  europaea,  eucalyptus,  coffee,  aloes, 
and  others  growing  in  the  plantations  and 
conservatories  of  the  garden  are  included 
in  this  list. 

Five  hospitals  have  been  added  to 
the  group  participating  in  the  3-cent-a-day- 
plan  for  hospital  care  in  the  Capital  Dis- 
trict, at  Albany. 

E.  R.  Evans,  executive  director  of  the 
Associated  Hospital  Service,  announced 
that  Mary  McClellan  Hospital  at  Cam- 
bridge, Saratoga  Hospital,  Nathan  Littauer 
Hospital  at  Gloversville,  Glens  Falls  Hospi- 
tal, and  St.  Mary’s  Hospital  at  Amsterdam 
have  joined  the  original  ten  hospitals  in 
the  plan.  Fourteen  new  groups  of  employed 
persons  have  joined  the  plan,  Mr.  Evans 
said.  More  than  9,000  are  enrolled. 

Helm 

died  in  that  hospital  on  Dec.  13  after  col- 
lapsing of  a paralytic  stroke  while  address- 
ing a regional  conference  of  Lions  Club 
officers  in  the  Hotel  Franklin,  Jamaica.  He  j 
was  sixty-one  years  old.  Dr.  Daugherty 
was  vice  president  of  the  club.  In  the 
World  War,  Dr.  Daugherty,  with  the  rank 
of  lieutenant  colonel,  had  charge  of  Base  i 
Hospital  97,  in  France,  and  later  organized 
hospitals  at  Kelly  Field,  Texas,  and  Camp 
Dodge,  Iowa.  From  1920  to  1930  he  was 
executive  director  of  the  Jewish  Hospital  in 
Brooklyn.  In  September,  1933,  he  suc- 
ceeded Dr.  Hayward  Cleveland  as  medical 
superintendent  of  the  Jamaica  Hospital. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Incorrect  Diagnosis  as  Malpractice 


A case  recently  decided  in  one  of  the 
Western  States  is  an  excellent  example  of 
the  manner  in  which  a malpractice  action 
against  a physician  can  fail  to  succeed 
where  error  in  diagnosis,  and  subsequent 
suffering  is  shown.* 

The  case  was  one  which  arose  from  a hip 
injury  sustained  by  one  M.  a married  man, 
when  he  fell  from  a ladder.  Dr.  R.  was 
shortly  called  to  see  him,  and  found  him 
already  in  bed.  Upon  examination  he  gave 
it  as  his  opinion  that  M.  was  suffering 
from  torn  ligaments  and  strained  muscles. 
His  advice  to  the  patient  was  rest  and  quiet 
in  bed.  No  x-rays  were  ordered  by  Dr.  R. 

The  patient  did  in  fact  remain  in  bed  for 
a little  over  a month  during  which  time  he 
did  not  request  Dr.  R.  to  call  to  attend 
him  following  the  one  visit,  nor  did  any 
other  physician  care  for  him  during  this 
period.  However,  as  a sort  of  substitute 
for  calling  Dr.  R.  to  actually  attend  the 
patient,  M.s  wife  visited  Dr.  R.’s  office  on 
several  occasions  during  that  time,  and 
sought  his  advice.  She  was  told  by  the 
doctor  to  allow  her  husband  to  remain  in 
bed,  and  to  let  nature  take  its  course  in 
bringing  about  recovery.  On  one  of  such 
visits  by  the  wife,  Dr.  R.  directed  her  to 
rub  and  massage  the  affected  area.  Dur- 
ing all  of  this  time  the  patient  suffered  con- 
siderable pain. 

Finally,  another  physician  was  called  to 
attend  the  patient,  a Dr.  B.,  who  specialized 
in  bone  and  joint  surgery.  He  immedi- 
ately had  an  x-ray  picture  taken,  which 
showed  an  impacted  fracture  of  the  hip. 
He  performed  an  open  operation  and  the 
patient’s  recovery  after  the  operation  was 
satisfactory. 

At  this  point  M.  instituted  a malpractice 
action  against  Dr.  R.  charging  him  with 
negligent  and  unskillful  treatment,  which  he 
claimed  caused  him  extensive  injuries. 
Upon  the  trial  of  the  case  the  principal  wit- 
ness of  the  plaintiff  was  Dr.  B.  who  quali- 
fied and  testified  as  an  expert.  In  the  course 
of  his  testimony  he  stated  that  there  are 
probably  about  twenty-five  methods  of 
treating  a dislocated  or  broken  hip.  He 
described  as  one  method,  a usual  method, 
and  one  quite  commonly  resorted  to,  that  of 
merely  allowing  the  patient  to  rest  quietly 

* McBridge  v.  Roy,  58  Pac.  (2)  886. 


in  bed,  to  permit  the  bones  to  knit  of  their 
own  accord  by  nature’s  healing  processes. 
It  was  conceded  that  the  defendant’s  diag- 
nosis was  wrong,  but  that  such  treatment 
was  in  substance  what  Dr.  R.  prescribed. 
Dr.  B.  further  testified  that  the  operation 
which  he  had  performed  was  the  unusual 
rather  than  the  usual  form  of  treatment, 
and  that  the  method  he  had  used  was  re- 
sorted to  to  accelerate  the  healing  time, 
when  the  patient  wants  to  get  back  to 
work  more  quickly  than  the  average  case. 
The  specialist  also  gave  as  his  opinion  that 
it  was  not  unusual  for  patients  with  frac- 
tured hips  to  remain  in  bed  for  up  to  nine 
months,  and  that  operations  such  as  the 
one  he  had  performed  could  be  readily 
performed  a year  after  the  accident. 

Upon  such  evidence  the  trial  court 
granted  defendant’s  application  for  a dis- 
missal of  the  action  thereby  ruling  that 
no  cause  of  action  had  been  made  out  for 
submission  to  the  jury.  The  plaintiff  took 
an  appeal  to  the  highest  court  of  the  state 
from  the  judgment  in  favor  of  Dr.  R. 

The  Appellate  Court  affirmed  the  ruling 
appealed  from  and  in  the  course  of  the 
opinion  of  affirmance  said: 

It  appears  that  the  negligence  upon  which 
plaintiff’s  case  rested  consisted  of  the  failure 
to  properly  diagnose  the  case  which  included 
the  failure  to  immediately  x-ray  the  injury. 
We  do  not  hold  that  such  could  not  constitute 
negligence,  in  a proper  case,  but  we  do  hold 
that  it  does  not  constitute  actionable  negligence 
unless  it  is  shown  that  plaintiff  was  injured  in 
some  manner  by  such  erroneous  diagnosis.  There 
is  no  such  evidence  here.  Admitting,  for  the 
sake  of  reasoning,  that  the  diagnosis  was  in- 
correct, or  even  that  it  was  negligently  in- 
correct, the  evidence  reveals  that  nevertheless 
the  defendant  prescribed  a treatment,  which 
was  proper  under  the  circumstances  and  entirely 
fitting  to  that  true  condition  of  plaintiff  which 
a correct  diagnosis  would  have  revealed.  There 
is  no  evidence  in  this  record  that  proper  care 
would  have  required  a different  method  of  treat- 
ment if  the  correct  diagnosis  had  been  made  in 
the  beginning. 

It  is  true  that  there  is  abundant  evidence  of 
plaintiff’s  suffering,  but  it  is  not  shown  to  have 
resulted  from  the  treatment  instead  of  the 
injury;  nor  is  there  any  evidence  that  under 
some  other  form  of  treatment  the  suffering 
would  have  been  alleviated  or  that  the  operation 
should  have  been  performed  sooner. 

We  do  not  overlook  the  fact  that  the  de- 
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fendant  prescribed  rubbing  and  massaging,  in 
addition  to  the  rest  and  quiet.  There  is  no 
evidence  that  this  was  improper.  For  all  we 
know,  from  the  face  of  the  record,  it  may  have 
been  one  of  those  “probably  twenty-five  different 
ways  by  various  men  who  have  their  own  par- 
ticular way  of  doing  things,”  as  testified  by  the 
plaintiff’s  expert.  There  was  no  evidence  that 
any  of  those  ways  are  wrong.  If  we  should 
hold  as  a matter  of  judicial  knowledge  that 
rubbing  and  massage  are  opposed  to  rest  and 
quiet,  the  fact  remains  that  although  rest  and 
quiet  are  one  of  the  recognized  treatments,  rub- 
bing and  massage  were  not  shown  to  have  been 
unrecognized  or  improper. 

Plaintiff  complains  bitterly  of  the  hardship  of 
proof  in  malpractice  cases.  This  is  a situa- 
tion which  if  true,  we  are  powerless  to  remedy. 
Basically,  there  is  little,  if  any,  difference,  be- 
tween the  rules  of  negligence  as  applied  in 
malpractice  cases  and  as  applied  to  other  cases. 
In  any  kind  of  negligence  case,  the  burden  is 
upon  the  plaintiff  to  establish  his  injury,  and 
that  the  injury  resulted  from  the  negligence 
of  the  defendant  in  failing  to  observe  the  par- 
ticular degree  of  care  required  in  the  premises. 
The  degree  of  care  required  of  a physician  or 
surgeon  in  the  treatment  of  his  patient  is  that 
degree  of  care  which  is  ordinary  under  the 
circumstances  of  the  particular  case.  He  is 
not  an  insurer,  nor  affords  any  guaranty  of 
cure  unless  it  is  so  represented  by  him.  For 
the  reason  that  the  course  he  should  pursue,  in 
many  cases,  and  in  the  light  of  foresight,  is 
purely  a matter  of  opinion  in  which  some  of  his 
professional  brethern  will  agree  and  some  dis- 
agree, he  is  not  held  responsible  for  an  error 
in  judgment  unless  that  error  is  so  great  as  to 
constitute  negligence.  Negligence  may  consist 
of  an  error  in  judgment,  or  cause  it,  or  grow 
from  it,  but  an  error  in  judgment  is  not  neces- 
sarily negligence. 

But  however  all  of  that  may  be,  the  plain- 
tiff in  the  instant  case  failed  to  offer  any  evi- 
dence tending  to  prove  that  any  of  his  suffering 
was  attributable  to  any  act  or  omission  of  the 
defendant.  On  the  contrary,  he  made  it  affirma- 
tively appear  that  the  treatment  rendered  was 
in  the  exercise  of  due  care  according  to  medical 
practice  and  experience.  The  custom  and  usage 
are  not  necessarily  determinative  of  whether 
proper  care  was  used,  but  they  help  consider- 
ably on  the  question : in  any  event,  and  by  what- 
ever method  of  proof  it  should  have  been  at- 
tempted the  burden  of  proof  was . upon  the 
plaintiff  to  establish  the  alleged  negligence  and 
his  resultant  injury,  failing  in  which,  it  was  the 
duty  of  the  trial  court  to  sustain  the  demurrer. 


Injury  Following  Intravenous 
Injection 

A physician  who  specialized  in  surgery 
was  called  to  the  home  of  a woman  thirty 
years  of  age  where  he  found  her  in  bed 
complaining  of  abdominal  pains.  He  ex- 
amined her  and  diagnosed  her  condition  as 
acute  appendicitis.  Immediately,  the  doctor 
sent  her  to  a hospital  where  the  same  day 
under  general  anesthesia  he  performed  a 


routine  operation  for  the  correction  of  what 
proved  to  be  a condition  of  acute  gangren- 
ous appendicitis.  The  wound  was  closed 
without  drains  and  the  patient  was  returned 
to  her  room.  Shortly  thereafter  the  surgeon 
decided  that  the  patient  needed  intravenous 
injections  of  glucose  and  saline  solution. 
He  directed  one  of  the  resident  physicians 
on  the  staff  of  the  hospital  to  administer  to 
her  such  solution.  Sometime  later  he  ob- 
served her  in  her  room  and  found  that  his 
orders  had  been  carried  out  and  that  the 
patient’s  left  arm  was  strapped  to  a board 
and  in  extension  and  that  the  needle  appar- 
ently was  properly  set  and  the  solution  flow- 
ing. The  needle  in  connection  with  the  ad- 
ministration of  the  intravenous  solution  re- 
mained in  position  for  a number  of  hours. 
When  the  surgeon  next  saw  the  patient  the 
following  day,  she  complained  of  pain  in 
the  arm  and  examination  showed  moderate 
swelling  at  the  site  where  the  resident  phy- 
sician had  inserted  the  needle.  It  was 
found  that  the  patient  had  difficulty  in  mov- 
ing the  thumb  of  her  left  hand.  The  pa- 
tient remained  in  the  hospital  for  nine  days 
and  during  that  time  the  surgeon  supervised 
her  general  treatment  which  included  the 
application  of  dressings  to  her  arm.  At 
the  time  of  her  discharge,  the  swelling 
which  had  been  near  the  region  of  the  left 
elbow  joint  had  gone  down  but  the  patient 
still  had  inability  to  internally  rotate  her  left 
thumb.  The  doctor  never  saw  the  patient 
thereafter. 

Sometime  later  a malpractice  action  was 
instituted  against  the  surgeon  by  the  plain- 
tiff in  which  the  charge  was  made  that  the 
defendant  had  negligently  conducted  him- 
self in  the  care  of  the  case  particularly  with 
reference  to  the  administration  of  the  in- 
travenous injection  so  as  to  cause  a perma- 
nent paralysis  affecting  the  entire  left  arm, 
hand  and  fingers.  A physical  examination 
of  the  plaintiff  was  made  prior  to  the  trial 
and  it  appeared  that  the  patient  complained 
of  numbness  in  her  fingers  and  thumb  and 
lack  of  the  full  use  of  the  same.  The 
opinion  of  the  examining  physician  was 
that  the  plaintiff  would  eventually  have  a 
complete  recovery  and  regain  full  use  of  her 
arm  and  fingers.  He  did,  however,  con- 
clude that  the  condition  was  neuritis  of  the 
left  median  nerve  probably  due  to  pressure 
and  ischemia  affecting  the  left  median 
nerve. 

The  case  came  on  for  trial  before  a 
Court  without  a jury  and  at  the  conclusion  of 
all  the  testimony  the  Court  directed  a ver- 
dict in  favor  of  the  defendant  physician 
thereby  holding  that  the  plaintiff  had  failed 
to  establish  a cause  of  action  against  the 
defendant  and  exonerated  him  of  all 
charges  of  malpractice. 


Across  the  Desk 


Babies  via  the  Grist  Mill 


British  doctors  have  been  discussing 
the  relation  between  brown  bread  (retain- 
ing the  wheat-germ)  and  human  fertility, 
and  it  has  reached  a point  where  some 
physicians  are  asking  that  the  Ministry  of 
Health,  the  Medical  Research  Council,  or 
some  other  authoritative  body  issue  a pre- 
cise statement  telling  how  brown  bread  can 
be  made  in  such  a way  that  the  vitamins  are 
not  removed. 

While  awaiting  such  a statement,  an 
English  physician  tells  in  the  British  Medi- 
cal Journal  of  some  interesting  results  of 
“rough  and  ready  methods  we  have  used 
here  for  some  years  past.”  He  is  Dr. 
Lionel  James  Picton,  of  Holmes  Chapel, 
and  the  first  case  he  describes  was  “a  lady 
with  one  little  girl  miscarried  in  her  second 
pregnancy  and  a rather  prolonged  sterile 
interval  followed.”  Anxious  for  a male 
baby,  she  sought  advice. 

Dr.  Picton  thought  of  wheat-germ  oil, 
sometimes  used,  then,  it  was  suggested,  why 
not  the  germ  itself?  So  he  approached  a 
firm  of  millers,  who  were  at  once  inter- 
ested, and  “we  received  it  24  hours  after 
the  rollers  had  stripped  it  from  the  grain.” 
It  was  mixed  with  whole  meal  and  yeast, 
and  the  bread  was  baked.  “Well,  the  baby 
arrived  in  due  course  (by  luck  a boy)  ; and 
when,  after  a further  prolonged  sterile  in- 
terval, the  bread  was  resumed,  in  15  to  20 
weeks  pregnancy  was  again  reported.  “The 
product  has  become  so  popular  in  that  dis- 

Zeus  Calls  Lady 

Everybody  seems  to  admit  that  the 
smoke  of  the  tobacco  leaf  has  undesirable 
things  in  it,  but  the  consumption  of  to- 
bacco rises  higher  and  higher  every  year. 
Lady  Nicotine,  like  some  others  of  her  sex, 
is  talked  about  a lot,  but  the  men  find  her 
fascinating  for  all  that.  What  to  do?  A 
scientific  article  in  these  pages  a couple 
of  years  ago  (Nov.  15,  1935)  by  Herman 
Sharlit,  M.D.,  of  New  York  City,  men- 
tioned among  the  constituents  of  tobacco 
smoke  such  things  as  “carbon  monoxide, 
ammonia,  prussic  acid,  acetic  acid,  alde- 


trict  that  it  is  known  as  “fertility  bread.” 
The  essential  condition,  we  are  told,  “is 
that  the  baking  shall  at  once  follow  the 
grinding.”  Dr.  Picton’s  letter,  too  long  to 
quote  here,  is  in  The  British  Medical  Jour- 
nal of  Nov.  6,  p.  938,  and  is  well  worth 
reading.  Among  other  things  he  gives  an 
apetizing  recipe  for  “wheaten  cakes”  made 
of  the  fertility  flour.  Patients  who  cannot 
get  fresh-ground  whole  wheat  meal  can 
buy  a small  home  grinder,  or  use  an  old 
coffee-grinder. 

America  to  Blame 

Of  course  America  is  to  blame.  “The 
introduction  of  the  steel  roller  mill  from 
America  in  1872  was  the  beginning  of  the 
end.”  “Think  of  it!”  he  exclaims.  “The 
first  operation  of  that  mill  strips  the  grain 
of  its  coat  and  shirt  (bran  and  aleurone 
layers)  and  of  its  purse  of  money  (the 
embryo  and  germ)  and  leaves  the  poor 
white  body  naked.  White  flour  results 
without  a single  + sign  to  its  name  in  the 
vitamin  schedule.  What  wonder  that  we 
spend  millions  on  patent  aperients !”  Since 
that  date  appendicitis  began  to  take  its  rise, 
and  the  birth-rate  began  to  fall — “here  is  a 
factor  which,  though  subtle,  may  well  be 
fundamental.” 

Population  enthusiasts  who  wish  to  work 
up  a sentiment  for  a higher  birth-rate  may 
find  inspiration  here  for  a new  hymn — “In 
this  wheat  by  and  by.” 

Nicotine  to  Task 

hydes  including  acrolein,  the  alkaloid  nico- 
tine and  pyrrol,  pyridine  and  other  hetero- 
cyclic nitrogenous  bases  (generally  grouped 
under  the  term  ‘tars’).” 

Dr.  Sharlit  has  been  interested  in  to- 
bacco smoke  chemistry  about  a dozen  years, 
and  after  canvassing  various  efforts  to 
render  smoking  harmless,  he  concludes  that 
“there  remains  a simpler  yet  perfect  ap- 
proach to  a solution — filtration  of  the 
smoke.”  He  summed  up  his  views  in  this 
paragraph : 

“The  medical  profession,  if  it  is  to  con- 
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cern  itself  in  the  matter  at  all,  should  take 
the  following  position  regarding  cigarettes: 
Tobacco  smoke  cannot  be  considered  harm- 
less. The  manufacturers  of  tobacco  prod- 
ucts are  to  be  encouraged  in  their  efforts 
to  modify  the  art  in  behalf  of  a more 
harmless  smoke,  but,  however  good  the 
achievement,  the  introduction  of  a filtering 
material  into  the  smoke  stream  will  effect 
a still  safer  smoke.  The  profession  should 
assist  in  the  production  of  a consumers’ 
psychology  sympathetic  to  the  introduction 
of  filters  into  cigarettes.” 

“Hair  of  the  Dog  Cures  the  Bite” 

What  brings  the  subject  up  at  this  time 
is  the  appearance  of  a cigarette  filter-holder 
that  seems  built  on  the  underlying  principle 
of  the  homeopathic  school  of  medicine,  “like 
cures  like.”  Before  the  days  of  homeopathy 
this  thought  was  expressed  in  more  vulgar 
patois — “the  hair  of  the  dog  will  cure  the 
bite.”  Our  science  of  sera  and  viruses 
is  also  founded,  in  a way,  on  the  idea 
that  like  cures  like,  and  when  the  propo- 
sition comes  along  to  filter,  or  cure,  one 
cigarette  with  another  cigarette,  it  is  worth 
notice.  Here  the  bespectacled  Ph.D.’s 
have  been  working  in  the  laboratories  for 
years  to  find  some  very,  very  scientific  sub- 
stance to  filter  the  nicotine,  tar,  and  other 
fearsome  and  unpleasant  elements  out  of 
cigarette  smoke,  and  all  the  time  every  one 
of  them  had  in  his  pocket  the  very  thing 
for  it — a cigarette. 

Here,  too,  maybe,  is  the  reason  why  those 


deadly  drops  of  nicotine  in  the  cigars  and 
cigarettes  have  not  keeled  us  all  over  and 
strewn  the  streets  with  handsome  corpses. 
Perhaps  every  cigar  and  cigarette  has  acted 
as  its  own  filter,  and  some  of  the  nicotine, 
etc.,  of  the  first  half  has  been  intercepted 
by  the  last  half,  so  that  when  it  is  pretty  well 
burnt  down  the  accumulation  begins  to  taste 
strong  and  it  is  tossed  away.  That  idea 
has  often  been  advanced.  The  new  filter  is 
simply  a holder  made  of  specially  prepared 
aluminum  with  a scientifically  designed  bit. 
The  aluminum  tubing  is  long  enough  to 
take  an  ordinary  cigarette,  and  with  a 
space  inside  to  hold  another  cigarette, 
through  which  the  smoke  must  pass.  The 
aluminum  is  said  to  be  an  especially  efficient 
conductor  of  heat,  cooling  the  smoke  and 
causing  the  hot  vapors  to  condense  and 
deposit  the  undesirable  elements  in  the  sec- 
ond cigarette. 

For  some  reason  the  device  is  called 
“Zeus.”  Just  why  is  not  revealed.  Zeus, 
of  course,  was  the  ruler  of  the  gods  and 
goddesses  and  a very  capable  fellow  in 
many  ways,  so  he  probably  would  be  equal 
to  the  task  here. 

The  old,  carefree  ways  of  the  gods  on 
Mount  Olympus  are  no  more,  and  it  ap- 
pears that  Zeus  was  put  to  long,  severe 
tests  in  a research  lab,  to  see  what  he 
could  do.  Large,  impressive  tables  of 
figures  tell  all  about  it,  but  in  a nutshell,  or 
on  the  point  of  a brasstack,  as  it  were,  Zeus 
absorbs  up  to  seventy  to  ninety  per  cent  of 
the  nicotine  and  tars  of  the  cigarettes  he 
filters. 


THE  DOCTOR’S  SOUL 


That  a doctor’s  soul  is  as  important  for 
his  success  in  medicine  as  are  his  mental 
attainments,  was  the  reminder  given  medi- 
cal students  by  Dr.  Henry  Asbury  Christian, 
professor  of  the  theory  and  practice  of 
physics  at  Harvard  University  Medical 
School,  speaking  at  the  dedication  of  Syra- 
cuse University’s  new  College  of  Medicine 
building  on  Nov.  22. 

Taking  as  his  topic  “The  Fruition  of  the 
Clinician,”  Dr.  Christian  addressed  himself 
directly  to  the  medical  students  present  at 
the  dedication  and  blazed  for  them  the  path 
to  success  as  clinicians.  He  interpreted  the 
work  of  a clinician,  by  implication,  as  con- 
cerning the  investigation  of  disease  in  a 
living  subject  rather  than  in  controlled 
experiment. 


Speaking  first  of  the  young  medical  stu- 
dent’s technical  training,  Dr.  Christian  then 
declared : 

“Do  not  gather  from  what  I have  said 
that  medicine  and  its  practice  is  all  a matter 
of  mind.  Much,  too,  of  its  success  lies  in 
the  soul.  The  medical  man  should  be  an 
exemplar  in  his  community  of  the  worthy 
life.  His  dealings  all  must  be  upright  and 
honest;  his  habits  free  from  criticism. 

“He  will  need  the  support  of  a true  relig- 
ion. A simple  faith  in  God  and  His  ways 
should  emanate  from  all  true  physicians.  If 
he  believes  not,  this  will  be  impossible.  The 
believing  physician  often  can  bring  into  per- 
fection a cure  not  otherwise  attainable. 
There  is  no  place  in  the  profession  of  medi- 
cine for  the  agnostic,  the  atheist.” 
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SURGICAL  DISEASE  OF  THE  COLON 


Chas.  Gordon  Heyd,  B.A.,  M.D.,  F.A.C.S.,  New  York  City 
Professor  of  Surgery  New  York  Post-Graduate  Medical  School , Columbia  University 


It  is  evident  that  the  human  colon  is 
an  organ  of  remarkable  endurance  and  in 
its  evolutionary  development  has  been 
subjected  to  almost  every  conceivable 
kind  of  chemical  and  mechanical  trauma. 
If  one  eliminates  the  various,  types  of 
colitis  it  is  surprising  how  few  major 
affections  there  are  of  the  colon.  It  is 
very  definitely  established  that  the  colon 
has  specific  functions  and  yet  in  the 
carrying  out  of  its  work  it  is  capable  of 
considerable  adaptation  to  changing  con- 
ditions. The  cecum  and  ascending  colon 
continue,  as  it  were,  the  main  physio- 
logical function  of  the  terminal  ileum 
and  from  the  midpoint  of  the  transverse 
colon  to  the  sigmoid  we  have  a loss  of 
the  fluid  contents  of  the  bowel  and  the 
concentration  and  molding  of  the  fecal 
content  into  its  habitual  expression  of 
rounded,  cylindrical-formed  stool. 

The  reports  from  surgical  clinics  indi- 
cate that  of  all  colon  work,  two-thirds 
represents  malignancy  and  one-third  con- 
ditions other  than  malignancy,  such  as 
chronic  ulcerated  colitis,  hyperplastic 
tuberculosis,  polyposis,  adenomatosis,  di- 
verticulitis, and  Hirschsprung’s  disease. 
Rankin  makes  a most  significant  state- 
ment: “It  is  a statistical  fact  that  just 
about  as  many  patients  with  carcinoma  of 
the  right  half  of  the  colon  are  operated 
upon  for  chronic  appendicitis  and  chronic 
cholecystitis  as  patients  with  carcinoma 
of  the  rectum  are  operated  upon  for 
hemorrhoids.” 


From  a diagnostic  standpoint  the  large 
bowel  may  be  divided  into  two  portions, 
a right  half  and  a left  half.  In  ma- 
lignancies involving  the  right  half  of  the 
colon  there  are  certain  features  that  are 
not  present  in  malignancies  of  the  left 
half  of  the  colon.  The  types  of  malig- 
nancy in  the  cecum  and  ascending  colon 
are  as  a rule  the  adenocarcinomata.  These 
growths  are  flat,  extend  circumferenti- 
ally, become  excavated,  are  associated 
with  the  loss  of  microscopic  blood  at  all 
times,  provide  a large  area  of  absorp- 
tion for  both  their  own  byproducts  and 
the  disturbed  byproducts  of  the  bowel,  do 
not  produce  obstruction,  do  not  metasta- 
size early,  have  a relatively  moderate  de- 
gree of  virulence,  and  tend  to  remain 
local  for  a relatively  prolonged  period  of 
time.  As  a rule,  their  clinical  course  is 
not  accompanied  by  a fecal  evacuation 
of  gross  blood,  but  blood  is  practically 
always  present  chemically.  Clinically, 
their  most  outstanding  symptom  is  a 
progressive  and  continuous  anemia.  In 
fact,  so  startling  is  the  anemia  that  the 
mere  inspection  of  a patient  may  suggest 
a malignancy  of  the  stomach  or  of  the 
right  half  of  the  colon.  So  frequent  is 
the  rather  pronounced  stage  of  anemia 
present  without  local  or  disturbing  symp- 
toms, or  gross  impairment  to  appetite 
that  the  presence  of  such  anemia  in  a 
patient  in  the  late  third  or  early  fourth 
decade  is  sufficient  to  call  for  a diagnos- 
tic interpretation  of  the  anemia  with  the 
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possibility  of  a cecal  carcinoma  in  mind. 

The  degree  of  anemia  may  be  so  severe 
as  to  suggest  pernicious  anemia.  Appar- 
ently the  blood  deficiency  bears  some  rela- 
tionship to  the  surface  area  of  the 
neoplasm  and  the  rapidity  of  absorption 
of  pernicious  protein  byproducts. 

Neoplasm  of  the  right  colon  is  occa- 
sionally detected  quite  by  accident,  par- 
ticularly among  physicians,  nurses,  and 
other  professional  people  who  from  ap- 
prehension have  a barium  colon  enema 
examination.  The  anemia  of  right  colon 
tumors  is  associated  with  varying  degrees 
and  varying  types  of  dyspepsia. 

In  the  consideration  of  the  left  half  of 
the  colon  this  segment  of  the  bowel  must 
be  considered  separately  from  the  rec- 
tum and  rectosigmoid.  It  may  be  roughly 
described  as  beginning  at  the  midpoint 
of  the  transverse  colon  and  terminate 
where  the  sigmoid  passes  into  the  recto- 
sigmoid. Malignancies  in  this  portion  of 
the  bowel  tend  to  be  more  of  the  scir- 
rhous type  and  are  invariably  associated 
with  the  development  of  obstructive 
symptoms  and  frequently  gross  blood  in 
the  stools.  They,  however,  are  not  as- 
sociated with  the  continuous  and  constant 
leakage  of  blood  such  as  characterizes 
right-sided  neoplasms.  The  bowel  be- 
hind the  obstruction  hypertrophies  and 
there  is  usually  some  intestinal  cramp 
and  increased  borborygmus.  There  is 
not  a marked  depreciation  in  health  nor 
does  the  anemia  develop  to  a comparable 
degree  in  left-sided  tumors.  Such  im- 
pairment of  appetite  and  general  nutri- 
tion as  may  be  present  is  largely  due  to 
the  chronic  obstruction.  It  seems  that 
the  further  down  the  colon  tube  the 
growth  is  situated  the  more  apt  is.  ob- 
struction to  become  pronounced  and 
gross  hemorrhage  more  frequent. 

Rankin  found  that  in  the  right  colon 
sixty-six  per  cent  of  the  patients  without 
nodal  involvement  were  alive  at  the  end 
of  the  five  years,  fifty-six  per  cent  of  the 
cases  of  the  left  colon,  and  forty-eight 
per  cent  of  the  cases  of  the  rectosig- 
moid and  rectal  cancers.  In  sharp  con- 
tradistinction to  these  were  the  results 
when  nodal  involvement  was  present. 
The  right  colon  showed  thirty-nine  per 
cent  cures,  the  left  colon  twenty-nine  per 
cent,  and  the  rectum  and  rectosigmoid 
twenty  per  cent. 


In  the  diagnosis,  of  surgical  affections 
of  the  colon  per  se,  the  greatest  precision 
rests  with  the  expert  roentgenologist. 
The  method  used  is  an  opaque  medium 
by  rectum,  plus  palpatory  examination 
under  the  fluoroscope.  The  specificity 
of  the  lesion,  the  degree  of  obstruction, 
its  fixity  to  neighboring  viscera,  and  the 
general  tonus  of  the  intestine  are  all 
capable  of  differentiation  in  the  hands 
of  the  roentgenologist. 

In  the  symptomatology  of  rectal  car- 
cinoma, probably  the  symptom  that  is 
most  frequently  present  and  yet  to  which 
little  weight  is  attached  is.  a change  in 
bowel  sensitivity.  In  other  words,  a 
change  in  the  daily  bowel  habits  of  the 
individual.  Neither  constipation  nor 
diarrhea  are  significant  signs  in  the  early 
stages  yet  blood  will  be  passed  in  seventy 
per  cent  of  the  cases  and  rectal  pain  will 
be  present  in  almost  the  same  number. 
Seventy  per  cent  of  tumors  of  the  rec- 
tum are  within  reach  of  the  palpating 
finger  in  the  rectum  and  nearly  one  hun- 
dred per  cent  are  within  the  resources 
of  the  palpating  finger  and  sigmoido- 
scopic  examination.  Neoplasms  of  the 
rectum  and  rectosigmoid  are  very  fre- 
quently missed  in  the  contrast  barium 
colon  enema  for  the  barium  mixture  will 
flow  into  the  rectum  rather  rapidly  and 
fill  out  the  pouch  above  and  below  the 
rectal  tumor  and  present  no  evidence  of 
luminal  deformity. 

The  principles  that  must  underlie 
surgery  for  malignancy  of  the  large  bowel 
must  rest  upon  the  following: 

1.  The  physical  condition  of  the  patient 
— the  age,  the  duration  of  the  growth,  the 
presence  of  coexisting  disease  of  the  heart, 
blood  vessels  and  kidney  will  largely  de- 
termine the  degree  of  general  preparation 
that  will  be  necessary.  In  many  of  the  neo- 
plastic lesions  of  the  large  bowel  obstruc- 
tion is  an  element  and  even  if  it  is  only 
partial  will  require  preoperative  bowel 
therapy  and  in  many  cases  preliminary  op- 
erative decompression  of  the  bowel. 

2.  The  nature  of  the  growth  and  its  lo- 
calization will  be  factors  in  the  preop- 
erative survey  of  the  patient.  Patients  with 
tumors  of  the  cecum  and  ascending  colon, 
with  their  large,  sloughing  mass,  marked 
anemia  from  nutritional  impairment,  will 
require  preoperative  measures  to  lessen  the 
local  absorption  and  transfusions  to  bring 
back  the  blood  to  a relatively  normal  state. 

3.  Anemia  is  more  pronounced  in  right- 


Number  3] 


SURGICAL  DISEASE  OF  THE  COLON 


163 


sided  tumors  than  in  left-sided,  and  blood 
transfusions,  pre-  and  postoperative,  are  of 
great  assistance.  There  seems  to  be  added 
to  the  patient’s  resistance,  by  the  giving  of 
blood,  a vital  impetus  quite  in  excess  of  the 
amount  transfused. 

4.  Measures  are  instituted  for  overcoming 
dehydration.  This  can  be  accomplished 
ordinarily  by  obtaining  a normal  water- 
balance.  A water-balance  chart  with  all  the 
factors  of  water  loss  and  water  replace- 
ment by  hypodermoclysis  or  intravenous  ad- 
ministrations is  of  great  assistance.  A rea- 
sonable and  judicious  amount  of  dextrose 
is  added  to  the  solutions  given  intraven- 
ously, but  great  care  should  be  taken  not 
to  overflush  the  circulation  with  dextrose 
solution.  The  presence  of  sugar  in  the 
urine  after  intravenous  medication  is  evi- 
dence that  the  dextrose  has  “spilled  over” 
and  is  of  no  value  to  the  patient. 

5.  Measures  are  undertaken  to  prevent 
the  absorption  of  bacteriolytic  material, 
particularly  in  the  right-sided  neoplasms. 
In  the  cecum  there  is  a large  area  for  the 
absorption  of  broken  down  tissue  as  well 
as  fecal  and  bacterial  products.  From  one- 
third  to  even  one-half  of  the  feces  is  com- 
posed of  bacteria  with  maximum  virulence 
and  it  is  readily  apparent  that  there  are 
great  possibilities  for  the  absorption  of 
highly  toxic  material.  Colon  irrigations  with 
normal  saline  to  which  may  be  added  tincture 
of  quassia,  3ii  to  the  quart  are  very  useful. 

6.  Nutrition  is  maintained  by  a high 
caloric,  nonresidue  diet  plus  excess  intake 
of  fluids  and  fruit  juices.  Calcium  lactate, 
3i  q.4h.,  has  proved  of  value  in  our  experi- 
ence. 

At  operation  it  is.  many  times  doubt- 
ful if  the  surgeon  can  accurately  deter- 
mine whether  the  glandular  involvement 
contains  metastases  or  is  only  the  result 
of  septic  absorption.  All  operations  on 
the  large  bowel  should  be  planned  to 
extirpate  the  primary  growth  and  all  the 
gland-bearing  tissue  anatomically  con- 
nected with  the  neoplasm.  The  philoso- 
phy behind  this  procedure  is  that  the 
operation  is  one  that  plans  to  remove 
all  the  afifected  bowel  plus  the  epico- 
lonic,  pericolonic  gland  groups,  and  the 
main  gland  depositary  at  the  base  of 
the  chief  artery  to  the  part.  This,  there- 
fore, means  that  most  operations  will 
carry  with  them  a large  bowel  area  plus 
the  gland-bearing  tissue,  leaving  behind 
a raw  and  in  many  cases  incompletely 
peritonized  surface.  Invariably  and  in- 
evitably in  this  area  will  be  a collection 
of  serum.  The  eflfect  of  serum  collection 


in  proximity  to  an  operative  wound 
means  infection,  abscess  formation,  and 
the  increase  in  the  possibilities  of  a 
lethal  complication — peritonitis.  In  addi- 
tion, the  absorption  of  serum,  even  if 
noninfected,  entails  an  added  burden 
upon  the  liver.  Since  many  of  these 
patients  are  already  subjected  to  the  ut- 
termost demands  upon  their  reserve,  the 
addition  of  extra  increments  of  hepatic 
damage  by  absorption  of  protein  fluids 
should  be  avoided.  Hence  the  advisability 
of  providing  adequate  drainage  of  all  of 
these  areas.  Most  surgeons  are  inclined  to 
believe  that  drainage  is  purely  a mechani- 
cal mechanism.  This  is  a misconception 
of  the  primary  function  of  drainage 
which  is  biological  and  is  (1)  to  prevent 
the  accumulation  of  body  fluids  from 
being  retained  under  pressure;  (2)  to 
prevent  primary  nonseptic  body  fluids 
from  becoming  infected;  and  (3)  to  pre- 
vent their  systemic  absorption. 

Resection  of  the  tumor  should  be  ac- 
complished without  the  consideration  of 
anastomosis  at  the  time  of  resection.  The 
Mikulicz  operation,  per  se,  has  a very 
limited  field  and  there  is  a hazard  in 
allowing  the  malignant  tumor  to  remain 
on  the  anterior  abdominal  wall.  The 
possibilities  of  metastasization  on  the 
abdominal  wall  has  been  estimated  at 
twelve  per  cent  and  we  have  had  a few 
cases  that  have  developed  a fulminating 
gas  gangrene  of  the  abdominal  wall  with 
fatal  termination. 

Postoperatively  we  are  concerned  with 
the  treatment  of  peritonitis  which  may 
be  actual  or  impending.  This  will  re- 
quire the  following  routine  measures : 

Tabulation  of  Treatment  of 
Peritonitis 

Preoperative — operative — postoperative 

1.  Nothing  by  mouth — Ochsner  “Rest 
and  Starvation.” 

2.  Gastric  drainage — indwelling  nasal 
Levine  tube. 

3.  Fowler  position. 

(a)  Angulation  of  bed,  35°. 

(b)  Angulation  of  patient. 

4.  Morphine  for  pain  or  restlessness. 

5.  Prevent  dehydration — amount  lost  by 
stomach  + 3000  c.c. 

Proctoclysis,  Murphy. 

Tap  water  + ten  per  cent  glucose. 

Hypodermoclysis. 

N/10  Saline. 
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Phleboclysis. 

N/10  saline  + ten  per  cent  glucose. 

6.  Prevent  hypochloremia  and  alkalosis. 

Replace  fluids  and  chlorides  lost  in 

vomitus. 

Intravenous  method. 

(a)  Two — four  per  cent  hypertonic 
saline. 

(b)  Ten  c.c.  of  1 : 1 500  solution  hy- 
drochloric acid. 

(c)  1000  c.c.  intravenous  distilled 
water,  alternating  with  intravenous 
solutions  of  normal  saline. 

7.  Surgical  intervention — operations  for 
intestinal  obstruction. 

8.  Prophylactic  injections  of  anti-gas 
serum  pre-  and  postoperatively. 

From  the  physiological  point  of  view 
it  is  highly  desirable  that  peristalsis  be 
completely  inhibited  for  as  long  a period 
as  possible,  therefore  nothing  should  be 
given  by  mouth  to  these  patients  until 
there  has  been  a spontaneous  passage  of 
gas  and  certainly  not  before  seventy-two 
hours.  Water  balance  for  the  prevention 
of  dehydration  may  be  accomplished 
readily  without  much  distress  to  the  pa- 
tient with  measures  which  are  routine. 
Morphine  may  be  given  for  the  abolition 
of  pain,  prevention  of  pain  and  restless- 
ness, and  the  inhibition  of  peristalsis. 

Chronic  ulcerative  colitis  is  a most  pa- 
thetic picture,  occurring  usually  in  young 
individuals  and  usually  under  careful 
medical  regimen,  and  very  rarely  requires 
surgical  intervention.  Its  essential  fea- 
ture is  its  chronicity,  having  an  insidious 
onset  characterized  by  frequent  stools,  and 
the  passage  of  blood  plus  mucus.  There 
may  be  occasionally  dramatic  and  startling 
acute  intermissions,  characterized  by 
high  fever,  pronounced  prostration, 
marked  dehydration,  continuous  bowel 
irritability,  and  frequent  stools.  The  pic- 
ture is  one  of  a profound  toxic  state. 
The  origin  of  this  condition  probably 
is  in  the  rectum  and  proctoscopic  exam- 
ination will  reveal  innumerable  punched- 
out  ulcers  surrounded  by  hyperemic 
areas,  marked  edema,  and  occasionally  a 
peculiar  glazed  surface  with  marked  in- 
crease of  mucous  formation  and  contin- 
uous exudation  of  pus.  As  healing  occurs 
in  these  ulcerated  areas  there  is  produced 
a marked' fibrosis,  resulting  in  a stiffening 
of  the  bowel,  irregularity  of  the  lumen, 
narrowing  and  fixation,  together  with  loss 
of  haustration.  If  one  has  had  the  oppor- 


tunity of  seeing  this  bowel  at  operation 
he  is  impressed  with  the  remarkable  fra- 
gility suggesting  a soft  putty-like  material 
that  breaks  on  the  slightest  handling. 

Our  experience  with  ileostomy  for 
this  condition  has.  not  convinced  us  of 
the  essential  desirability  of  surgery  and 
if  an  ileostomy  is  done  it  is  probably 
only  a preliminary  to  an  extirpation  of 
colon  which  must  be  done  at  some  later 
period.  Prolonged  medical  treatment, 
bowel  therapy,  and  the  treatment  of  the 
individual  as  a chronically  ill  patient, 
with  the  general  principles  of  sanatarium 
treatment,  will  probably  give  better  re- 
sults. than  those  heretofore  obtained  by 
surgery.  In  this  connection,  one  might 
allude  to  the  frequency  of  marked  hyper- 
plastic lymph  glands  in  the  area  of  the 
ileum  and  mesentery,  so-called  mesen- 
teric adenitis.  This  condition  occurs  in 
young  people,  usually  the  thin,  under- 
nourished individuals,  of  easy  fatiguabil- 
ity,  with  a marked  tendency  to  chronic 
constipation  and  intermittent  abdominal 
cramps.  Usually  these  patients  have 
their  appendices  removed  for  the  fear 
that  an  acute  appendicitis  might  be  over- 
looked or  that  it  may  intervene.  The  ap- 
pendix, as  a rule,  has  a slight  amount  of 
lymphoid  tissue,  is  erectile  and  turgid, 
and  is  associated  with  the  glandular  pic- 
ture indicated  above. 

Hirschsprung’s  disease  has  properly 
been  limited  to  a nervous  defect  of  the 
sympathetic  nervous  system.  It  is  in- 
teresting to  recall  that  certain  nodal 
points  have  been  allocated  to  the  gastro- 
intestinal tract  and  that  from  these  nodal 
points  there  issues  autonomic  nervous 
impulses.  The  continuous  irritability  of 
these  fibers  produces  tonic  contraction  or 
spasm  with  pathological  stasis.  This  is 
the  basic  factor  for  the  element  of  ob- 
struction which  is  now  usually  ascribed 
as  the  causation  of  Hirschsprung’s  dis- 
ease. If  these  fibers  and  nodes  are  ex- 
cised, there  follows : ( 1 ) diminution  in 
size  of  the  dilated  colon;  (2)  lessened 
haustration  of  the  colonic  wall,  with  re- 
sultant colon  motor  activity;  and  (3)  de- 
creased function  of  the  internal  sphincter 
with  less  resistance  at  the  anus. 

There  arises  in  the  region  of  the  termi- 
nal ileum,  and  sometimes  in  the  large 
bowel,  a condition  spoken  of  as  ileitis  and 
characterized  by  the  development  of  a 
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nonspecific  hyperplastic  inflammatory 
change.  There  is  infiltration  of  the  wall 
by  round  cells,  hyperplasia  of  connective 
tissue,  deformity  of  the  lumen,  narrowing 
and  degress  of  stenosis  from  almost  minor 
degree  to  complete  intestinal  obstruction. 
The  frequency  with  which  this  affection 
is  associated  with  the  terminal  ileum  has 
given  the  designation  of  terminal  ileitis, 
yet  the  same  mechanism  occurs  in  other 
portions  of  the  bowel.  The  condition  may 
be  multiform,  as  in  one  of  my  patients 
there  were  four  definite  sites  of  this 
condition — the  terminal  ileum  and  ascend- 
ing colon,  the  transverse  colon,  and  the 
descending  colon  and  sigmoid.  This 
condition  is  described  at  length  by  Bur- 
rill  Crohn,  Berg,  and  numerous  other 
authors.  It  has  been  recognized  by  sur- 
geons for  many  years.  It  is  not  to  be  con- 
fused with  discrete  hyperplastic  tuber- 
culosis of  the  cecum  which  is  occasionally 
met  with  in  the  course  of  routine  ab- 
dominal diagnosis  and  occasionally  dur- 
ing the  removal  of  an  appendix. 

In  discrete  tuberculosis  of  the  cecum 
there  is  many  times  very  little  systemic 
deterioration  and  the  proper  therapy  is 
surgical  removal,  preferably  at  one  stage. 
Prognosis  is  excellent  and  the  operative 
mortality  not  high. 

Diverticula  occur  throughout  the  entire 
intestinal  tract,  particularly  in  the  colon 
and  occur  in  five  per  cent  of  routine 
colon  examinations.  For  a long  time  it 
was  supposed  to  be  the  precursor  of  ma- 
lignancy, yet  Brown  and  Rankin  at  the 
Mayo  Clinic  observed  only  four  cases  in 
a study  of  22 7 that  were  complicated  by 
carcinoma,  an  incidence  of  less  than  1.8 
per  cent.  The  danger  that  is  inherent  in 
diverticulitis,  particularly  of  the  sigmoid 
is  (1)  perforation  with  peritonitis:  (2) 
perforation  with  abscess:  (3)  hemor- 

rhage: (4)  fixation  of  the  bowel:  (5) 
perforation  into  adjacent  wiscera,  par- 
ticularly the  bladder  with  the  formation 
of  fistula.  So  aptly  does  it  mimicry 
acute  perforating  appendicitis  that  it  has 
been  spoken  of  as  left-sided  appendicitis. 

By  perforating  or  perforation  a coin- 


A  national  health  authority  advocates 
health  examinations  for  all  children  return- 
ing to  school.  Imagine  the  disappointment 
of  many  a boy  to  find  there  is  nothing  the 
matter  with  him  ! — Sacramento  Bee. 


cident  plastic  peritonitis  is  set-up,  pro- 
ducing a tumor  mass  frequently  in  the 
region  of  the  sigmoid,  although  the  same 
mechanism  may  be  evoked  in  other  por- 
tions of  the  colon.  The  weight  of  opinion 
seems  to  be  that  diverticulitis  per  se  does 
not  produce  obstructive  symptoms,  and 
is  not  associated  with  bowel  hemorrhage 
and  that  the  presence  of  some  degree  of 
obstruction  and  hemorrhage  is  rather  the 
characteristic  of  a malignancy  or  the 
verging  of  a nonmalignant  diverticulitis 
into  one  of  malignant  degeneration. 

Aside  from  the  complications,  the  pa- 
tient is.  best  treated  by  conservative 
measures  and  only  when  some  outstand- 
ing complication  occurs,  such  as  the  ne- 
cessity for  drainage  of  an  abscess  or  the 
correction  of  vesicocolonic  fistula,  should 
surgery  be  entertained.  Medical  therapy, 
regulation  of  diet,  the  interdiction  of 
enemata  are  the  main  features  of  treat- 
ment. 

Continued  observation  indicates  the 
role  of  polyopsis  in  the  development  of 
carcinoma  of  the  large  bowel  and  one  is 
impressed  with  the  strong  familial  and 
inherited  tendency  for  bowel  polyposis. 
Any  surgeon  with  fair  experience  in 
colon  surgery  has  been  impressed  with 
the  finding  of  a carcinoma  so  definitely 
placed  and  in  which  all  the  tissue  con- 
nections are  so  definite  as  to  have  little 
doubt  in  his  mind  that  polyposis  is  the 
forerunner  of  many  cases  of  malignancy. 
It  has  the  most  pronounced  tendency  to 
undergo  malignant  transformation.  The 
disease  usually  affects  youth,  is  char- 
acterized by  blood  from  the  rectum  and 
profound  anemia.  Fitzgibbon  and  Ran- 
kin found  twenty-four  definite  and  dis- 
crete carcinomas  in  twelve  patients  who 
had  multiple  polyps  of  the  colon.  Only 
two  were  without  carcinomatous  degen- 
eration. They  further  reported  twenty- 
four  carcinoma  in  eleven  cases  of  poly- 
posis, a ration  of  eight  to  three.  Rankin 
further  states  that  in  fifty-eight  per  cent 
of  cases  of  familial  polyposis,  definite 
malignancy  is  present. 

116  E.  53  St. 


“George,”  said  the  bride’s  mother,  “did 
you  send  for  a doctor?” 

“I  sent  for  three,”  replied  the  efficiency 
expert  proudly.  “Whoever  gets  here  first 
gets  the  case.” — Country  Gentleman . 
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Renal  tuberculosis  is  ordinarily  ac- 
cepted1'5 as  a complication,  secondary  to 
a tuberculous  infection  elsewhere  in  the 
body.  Because  of  this  impression  which 
we  believe  to  be  erroneous,  renal  tubercu- 
losis is  not  diagnosed  as  frequently  as  the 
lesion  actually  exists.  Undoubtedly,  many 
cases  of  renal  tuberculosis  are  incorrectly 
diagnosed  in  children  as  pyelitis  and  in 
adults  as  one  of  the  common  nonspecific 
renal  infections.  The  recognition  of  early 
renal  tuberculosis  is  not  always  possible 
as  some  lesions  can  be  diagnosed  early 
while  others  cannot  be  detected  until  an 
advanced  stage  of  the  disease. 

As  stated  above  it  is  generally  believed 
that  renal  tuberculosis  occurs  as  a sec- 
ondary infection,  secondary  to  tubercu- 
losis elsewhere  in  the  body,  usually  pul- 
monary. It  is  our  belief  that  this  statement 
is  ambiguous,  and  from  our  interpretation 
of  statistical  data  is  erroneous.  We  be- 
lieve that  the  tubercle  bacilli  reach  the 
kidney  or  kidneys  during  the  phase  of  the 
original  or  primary  infection.  In  this  sense 
the  kidney  may  be  considered  as  infected 
secondarily,  for  the  organisms  are  brought 
to  it.  In  reality  this  is  not  a true  secondary 
infection,  but  must  be  considered  as  part 
of  the  primary  phase  which  occurs  during 
the  stage  of  the  bacillemia  prior  to  the 
fixation  of  the  tubercle  bacillus.  We  be- 
lieve this  fixation  of  organisms  in  the 
kidney  or  kidneys  is  the  anlage  in  the 
majority  of  cases,  which  later  is  diag- 
nosed as  renal  tuberculosis.  In  a certain 
percentages  of  cases  which  we  consider 
relatively  small,  renal  tuberculosis  de- 
velops as  a secondary  or  complicating 
lesion. 

At  Sea  View  Hospital,  an  institution 
caring  for  the  tuberculous,  tuberculosis 
of  the  genitourinary  tract  was  found  in  3.8 
per  cent  of  1121  consecutive  autopsies.6 
Reisner7  reports  an  incidence  of  49.3  per 
cent  of  extrapulmonary  tuberculosis  with- 
out any  pulmonary  involvement.  In  a 
further  subdivision,  only  one-third  of  his 


cases  with  genitourinary  tuberculosis 
showed  no  evidence  of  a pulmonary  lesion. 

Sutherland  and  Braasch8  in  a review  of 
1314  cases  of  renal  tuberculosis  (911  had 
the  thorax  x-rayed)  state:  “In  280 
cases  (30.7  per  cent)  there  was  evidence 
of  pulmonary  tuberculosis,  in  the  majority 
being  latent,  and  in  631  cases  (69.3  per 
cent)  the  findings  were  negative.  . . . 
In  83  of  the  1314  cases  tuberculous  lesions 
were  co-existant  in  bone.”  In  spite  of 
these  figures  the  authors  claim  “the  con- 
sensus of  opinion  is  that  renal  tuberculosis 
is  never  a primary  condition,  but  is 
always  secondary  to  involvement  of  the 
lungs,  peri-bronchial  or  retro-peritoneal 
lymph  nodes,  or  bone.” 

It  is  difficult  for  us  to  accept  the  state- 
ment that  renal  tuberculosis  is  secondary 
to  pulmonary  or  osseous  tuberculosis. 
If  true,  the  incidence  of  pulmonary  or 
osseous  tuberculosis  should  be  consider- 
ably higher  than  the  recorded  statistics. 
In  a general  way,  the  available  statistics 
can  be  accounted  for  only  by  accepting 
the  thought  that  the  tubercle  bacilli  are 
arrested  or  fixed  in  the  kidney  during  the 
phase  of  the  primary  infection  and  at 
some  later  time  become  virulent  and  pro- 
duce a destructive  lesion  in  the  kidney 
which  is  recognized  clinically  and  roent- 
genographically  as  renal  tuberculosis. 

A review  of  the  literature1-5  shows  a 
unanimity  of  opinion  concerning  the  trans- 
portation of  the  tubercle  bacilli  by  the 
blood  stream,  but  a difference  of  opinion 
as  to  the  site  or  sites  of  the  primary 
localization  of  the  tubercle  bacilli  in  the 
kidney. 

Wildbolz  and  Ekehorn9  believe  the 
renal  papilla  is  the  site  of  election  for  the 
primary  localization  of  the  tubercle  bacil- 
lus. They  believe  that  the  bacilli  localize 
here  because  of  the  decreased  velocity  of 
the  blood  at  this  point.  Medlar10  states 
that  the  first  lesion  may  localize  either  in 
the  cortex,  the  medulla  or  in  both.  In 
his  series  of  cases  the  lesions  were  cortical 
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Fig.  2.  A.B.,  male,  white,  aged  forty-three.  Chief  complaint;  frequent  urination,  day  and 

night,  and  pain  in  left  kidney  region.  Tubercle  bacilli  obtained  from  left  kidney.  Bladder 
specimen  negative,  (a)  Urographic  examination  reveals  superior  infundibulum  to  be  irregular, 
enlarged,  and  distorted,  (b)  Pathological  specimen ; abscess  cavity  in  upper  pole  of  kidney. 
From  size  of  lesion  the  primary  localization  of  tubercle  bacillus  occurred  at  pyramidal  base  or 
in  cortex. 


Fig.  1.  H.W.,  male,  white,  aged  forty.  Chief  complaint;  frequency  of  urination,  pain  in  back, 
hematuria  six  months  ago.  Tubercle  bacilli  obtained  from  bladder  and  from  left  kidney, 
(a)  Urographic  examination:  Superior  infundibulum  presents  multilocular  appearance  with 
constriction  in  superior  portion  of  pelvis.  Slight  dilatation  of  other  calices.  (b)  Pathological 
specimen:  Irregular  abscess  in  region  of  superior  infundibulum.  From  size  and  localization  of 
this  lesion,  we  assume  that  primary  localization  of  tubercle  bacilli  occurred  at  renal  papilla. 
Large  cortical  abscess  not  demonstrable  on  roentgenogram  for  there  is  no  communication  with 
renal  sinus. 


in  seventy-five  per  cent,  medullary  in 
eleven  per  cent,  and  were  present  in 
both  in  thirteen  per  cent.  Cabot,  Crab- 
tree11 and  others  claim  the  earliest  locali- 
zation of  the  tubercle  bacillus  occurs  at 
the  base  of  the  pyramid.  Some  believed 
the  tubercle  bacilli  are  filtered  out  in  the 


urine  and  then  localize  in  the  region  of 
the  narrowed  portion  of  the  collecting 
tubule  distal  to  the  glomerulus. 

From  the  above  it  is  apparent  that  the 
tubercle  bacilli  can  be  localized  in  any  part 
of  the  kidney,  viz.,  papilla,  pyramid,  or 
cortex.  The  localization  of  the  lesion  is 
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of  importance,  for  the  site  is  the  deter- 
mining factor  in  whether  the  lesion  can 
he  recognized  early  or  late. 

The  urographic  findings  in  renal  tuber- 
culosis depend  upon  the  site  of  the  pri- 
mary localization.  In  those  cases  where 
the  lesion  is  localized  at  the  apex  of  the 
pyramid,  the  lesions  are  recognized  early 
only  because  the  destructive  process  has 
altered  the  normal  architecture  of  the 
infundibulum.  When  the  lesion  is  small 
it  produces  minute  changes  in  the  cup- 
shaped appearance  of  the  calyx.  The 
change  may  be  only  a slight  irregularity 
in  the  contour  or  an  indistinctness  which 


renal  pelvis  may  become  completely  oblit- 
erated. Under  such  circumstances  no 
contrast  substances  will  enter  the  dis- 
eased area.  In  reality  an  abscess  cavity 
is  present  with  no  communication  to  the 
renal  sinus.  (Figs.  2,  3,  4,  5) 

When  the  lesion  is  localized  at  the  base 
of  the  pyramid  early  recognition  is  impos- 
sible because  there  is  no  alteration  in  the 
architecture  of  the  renal  sinus.  Not  until 
this  lesion  progresses  sufficiently  to  de- 
stroy a part  of  the  excretory  tubular 
system,  a part  of  the  renal  sinus,  will 
roentgenographic  evidence  be  available. 
By  this  time  the  lesion  is  quite  extensive 


Fig.  3.  J.L.,  male,  white,  aged  thirty-three.  Chief  complaint ; difficult,  frequent,  and  painful 
micturition  for  one  year.  Tubercle  bacilli  obtained  from  bladder  and  left  kidney,  (a)  Uro- 
graphic examination  reveals  destructive  lesion  of  superior  portion  of  renal  sinus ; presenting 
marked  irregular  collection  of  contrast  substance  in  upper  pole  of  kidney  and  stenosing  tract 
to  pelvis,  (b)  Urographic  examination  fifteen  months  later  reveals  progression  of  lesion. 
Shadow  of  contrast  substance  is  smaller  because  of  progressing  cortical  lesion  encroaching 
upon  renal  sinus.  Cortical  lesion  is  not  demonstrable  on  the  roentgenogram. 


gradually  becomes  more  marked  and  more 
extensive  as  the  lesion  progresses  so  that 
in  time  the  calyx  loses  its  normal  contour. 
It  may  now  he  enlarged,  irregular,  and 
distorted.  (Fig.  1) 

As  the  tuberculous  lesion  progresses 
the  architectural  changes  become  more 
pronounced.  There  is  involvement  of  the 
adjacent  calices  and  kidney  parenchyma. 
This  type  of  lesion  may  occur  in  any 
portion  of  the  kidney  but  is  usually 
found  in  the  upper  pole.  The  lesion  may 
so  involve  the  substance  of  the  kidney 
that  a calyx  or  even  a portion  of  the 


for  there  is  considerable  destruction  of 
renal  substance.  This  cannot  be  consid- 
ered an  early  lesion  even  though  the  roent- 
gen evidence  is  identical  with  the  early 
manifestation  of  the  lesion  described 
above  (slight  irregularity  in  the  contour 
of  the  calyx)  where  the  lesion  originally 
localized  at  the  pyramidal  apex.  From 
here,  the  destructive  process  continues 
and  the  roentgen  findings  depend  upon 
the  degree  of  involvement  of  the  renal 
sinus  and  renal  tissue.  The  advanced 
lesions  present  bizarre  appearances  and 
may  be  characterized  by  dilatations  with 
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Fig.  4.  N.K.,  male,  white,  aged  forty.  Chief  complaint;  frequency  of  urination,  pain  in 

back  during  cold  weather,  hematuria  six  months  ago.  Tubercle  bacilli  obtained  from  bladder, 
and  left  kidney,  (a)  Urographic  examination  shows  deformity  of  renal  sinus  in  upper  half 
of  left  kidney.  (b)  Roentgenographic  examination  of  infected  kidney  shows  nature  and 

extent  of  lesion,  (c)  Pathological  specimen  shows  multiple  abscesses  in  upper  pole  of  the  kidney. 
Primary  localization  of  tubercle  bacilli  probably  occurred  at  renal  papillae. 


markedly  irregular  contours,  obliteration 
of  the  calices,  detached  irregular  areas  of 
contrast  medium,  communications  be- 
tween isolated  areas  of  necrosis,  and  dila- 
tation, narrowing  and  almost  complete 
obliteration  of  the  renal  pelvis.  (Figs.  3 
and  5) 


According  to  Medlar10  the  localization 
of  the  tubercle  bacilli  most  frequently 
occurs  in  the  cortex  (75  per  cent).  The 
early  recognition  of  this  lesion  is  impos- 
sible. Not  until  the  lesion  becomes  suffi- 
ciently extensive  to  destroy  one  or  more 
of  the  calices  will  it  be  evidenced  on  the 


Fig.  5.  (a)  Urographic  examination  shows  extensive  lesion  involving  upper  half  of  right 

kidney,  occluding  renal  sinus  in  that  area,  (b)  Urographic  examination  shows  extensive  lesion 
involving  entire  kidney.  Due  to  destruction  of  renal  tissue  there  is  marked  deformity  of  renal 
sinus,  with  strictures. 
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roentgen  film.  The  lesions  irrespective  of 
where  they  start  progress  with  a destruc- 
tion of  renal  substance.  Destructive 
lesions  of  the  kidney  may  be  present  with 
no  communication  with  the  renal  sinus, 
and  hence  not  demonstrable.  It  is  not 
unusual  to  find  at  operation  or  post- 
mortem, multiple  excavations  in  the  kid- 
ney of  which  there  were  no  evidences  or 
indications  in  the  roentgenogram.  (See 
Figs.  2 and  5a) 

It  must  be  borne  in  mind  that  a nega- 
tive pyelogram  does  not  exclude  renal 
tuberculosis. 

Wesson  and  Ruggles2 3 4 5 6  claim  that  urog- 
raphy may  be  the  only  method  of  arriving 
at  a diagnosis. 

The  roentgenographic  evidence  is  not 
indicative  of  the  size  or  the  extent  of  the 
lesion. 

The  presence  of  small  circular  isolated 
calcific  deposits,* 1  either  single  or  multiple, 
unilateral  or  bilateral,  is  usually  consid- 
ered as  being  tuberculous.  The  presence 
of  these  calcific  deposits  is  no  indication 
of  disease  in  the  urinary  tract.  It  is  our 
opinion  that  they  represent  the  end  or 
healed  phase  of  the  primary  infection. 
This  type  of  infection  in  children  is  fre- 
quently overlooked.  In  children,  cases 
of  unexplained  temperature,  with  normal 
ear  drums  and  pus  cells  in  the  urine,  are 
diagnosed  as  pyelitis.  These  cases  are 
probably  tuberculous  infections  of  the 
kidney  (part  of  the  primary  infection) 
which  either  heal  spontaneously,  with  or 
without  calcification,  or  else  go  on  to  a 

* Calcific  deposits  of  the  kidney  are  not  as 
frequently  encountered  in  the  East  when  com- 
pared with  the  frequency  of  this  condition  re- 
ported in  the  Western  States.12 


progressive  destruction  of  the  kidney.  We 
believe  that  a number  of  the  lesions  en- 
countered in  early  adult  life  are  probably 
an  overlooked  manifestation  of  childhood 
tuberculosis  of  the  kidney. 

Summary 

1.  It  is  our  belief  that  the  commonly 
accepted  statement  that  renal  tuberculosis 
occurs  as  a complication,  secondary  to  a 
tuberculous  infection  elsewhere  in  the 
body  ( reinfection ) is  not  correct. 

2.  We  believe  tubercle  bacilli  are  de- 
posited in  the  kidney  or  kidneys  during 
the  phase  of  the  primary  infection;  a 
subsequent  activation  of  the  organism 
produces  disease. 

3.  The  primary  localization  of  the  or- 
ganism can  occur  in  any  portion  of  the 
kidney,  viz.,  renal  papilla,  medulla  or 
cortex. 

4.  Early  recognition  of  the  disease  is 
only  possible  when  the  primary  localiza- 
tion of  the  organism  occurs  at  the  renal 
papilla.  The  lesion  elsewhere  in  the  kid- 
ney is  only  recognized  when  it  deforms  a 
portion  of  the  renal  sinus.  This  cannot  be 
considered  an  early  lesion.  When  there 
is  no  encroachment  on  the  renal  sinus, 
there  is  no  roentgen  evidence.  The  roent- 
genographic evidence  is  not  indicative  of 
the  size  and  extent  of  the  lesion. 

5.  The  presence  of  small  calcareous  foci 
in  the  kidney  are  probably  the  healed  or 
end  stage  of  a primary  infection,  and  is 
no  indication  of  disease  in  the  urinary 
tract. 

6.  During  infancy  a primary  lesion  in 
the  kidney  may  be  diagnosed  as  a non- 
specific pyelitis. 

667  Madison  Ave. 
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Between  1918  and  1935,  251  patients 
were  admitted  to  the  Presbyterian  Hos- 
pital and  Vanderbilt  Clinic  with  the  diag- 
nosis of  Hodgkin’s  disease.  Seventy- 
seven  of  these  individuals,  in  whom  the 
diagnosis  was  established  by  microscopic 
examination  of  a lymph  node,  had  medias- 
tinal involvement. 

Golden1  has  suggested  that  the  primary 
site  of  the  disease  may  have  a bearing  on 
prognosis.  A lymphoblastomatous  mass 
so  located  as  to  interfere  with  some  vital 
process  such  as  respiration  may  cause 
death  much  sooner  than  a similar  mass 
located  elsewhere.  It  seemed  of  interest, 
therefore,  to  analyze  the  cases  in  which 
the  mediastinum  was  involved  to  deter- 
mine what  relation  there  might  be  between 
treatment  and  the  length  of  survival.  An 
attempt  is  also  made  to  correlate  the  effect 
on  the  survival  period  of  the  distribution 
of  the  disease  at  the  time  treatment  was 
begun. 

Material 

In  nineteen  of  the  seventy-seven  cases, 
the  presenting  manifestation  of  Hodgkin’s 
disease  was  found  in  the  mediastinum,  as 
shown  on  roentgenograms,  without  asso- 
ciated lymphadenopathy  elsewhere.  In 
these  cases  enlargement  of  peripheral 
lymph  nodes  became  apparent  on  an  av- 
erage of  eighteen  months  after  the  roent- 
gen diagnosis  of  mediastinal  adenopathy. 
In  the  remaining  fifty-eight  patients  with 
mediastinal  involvement,  Hodgkin’s  dis- 
ease was  present  in  various  parts  of  the 
body  at  the  time  of  the  first  examination. 

Of  the  seventy-seven  cases  with  medi- 
astinal Hodgkin’s  disease,  twelve  have 
been  lost  to  follow-up  and  fifty-seven  have 
died.  The  remaining  eight  are  living  and 
two  are  at  present  in  the  terminal  stage 
of  the  disease. 

Roentgentherapy  and  Survival  Period 

For  the  purpose  of  this  study,  the  sixty- 


five  cases  that  we  have  followed  have  been 
divided  into  three  groups  which  are  sum- 
marized in  Chart  I. 

The  first  group  consists  of  seven  cases 
who  had  no  roentgentherapy.  Five  died  in 
less  than  three  years,  one  died  in  four  years, 
and  one  died  seven  years  after  the  first 
admission.  The  average  survival  period  in 
this  group  was  approximately  three  years 
and  one  month. 

The  second  group  includes  twenty  pa- 
tients who  received  roentgentherapy  at  vary- 
ing irregular  intervals.  The  total  number 
of  treatments  and  amount  of  radiation  were, 
according  to  our  present  knowledge,  quite 
inadequate.  Of  these,  fifteen  died  in  less 
than  three  years,  three  in  less  than  four  and 
one-half  years,  one  in  seven  years,  and  one 
in  nine  years  from  the  date  of  admission. 
This  makes  the  average  survival  period  ap- 
proximately three  years  and  three  months. 

The  thirty-eight  patients  in  the  third  group 
received  long  series  of  small  fractionated 
doses  of  roentgentherapy -to  the  mediastinum 
which  might  be  termed  adequate  treatment. 
Of  these,  eight  are  still  alive — seven  from 
five  to  ten  years,  and  one  more  than  ten 
years  after  the  first  admission.  The  remain- 
ing thirty  patients  have  died.  Of  these,  eight 
died  between  one  and  three  years,  twelve 
between  three  and  five  years,  and  eight  be- 
tween five  and  ten  years  after  the  first 
admission.  The  remaining  two  died  after 
living  over  ten  years.  It  is  interesting  to 
note  that  in  this  group  the  average  survival 
period  is  five  years  and  four  months,  includ- 
ing eight  of  the  patients  who  still  survive. 

Technic  of  Roentgentherapy 

High  voltage  roentgentherapy  has  been 
used  on  the  majority  of  this  series  of 
cases  with  mediastinal  Hodgkin’s  disease. 
The  technical  factors  are:  200  K.  V.,  0.5 
mm.,  1.0  mm.  or  2.0  mm.  Cu.  + 1.0  mm. 
Aluminum  filter  and  50  or  80  cm.  anode- 
skin  distance.  The  quantity  varies  from 
50  r to  100  r per  sitting  per  field,  repeated 
at  daily  intervals  alternating  over  anterior 
and  posterior  areas.  This  plan  is  con- 
tinued until  each  of  the  two  fields  has 
received  1000-1200  r,  and  in  some  cases 
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more.  This  routine  is  occasionally  modi- 
fied if  other  lymph  node  bearing  areas  re- 
quire treatment,  or  when  leukopenia  and 
anemia  develop.  Dosage  has  been  regu- 
lated by  the  blood  picture,  size  of  the 
tumor,  patient’s  general  condition,  and  his 
reaction  to  treatment.  The  hope  in  treating 
these  patients  with  divided  doses  was  not 
only  to  obtain  relief  of  symptoms  and  re- 
gression in  the  size  of  the  mass,  but  if 
possible  to  delay  recurrence  of  the  adeno- 
pathy in  the  mediastinum  without  causing 
roentgen  sickness.  Systemic  radiation  in 
the  sense  of  spraying  the  entire  body  was 
not  used. 

Correlation  of  Survival  Period  with 
Distribution  of  Disease 

The  following  combinations  of  involved 
regions  in  these  sixty-five  patients  in  order 
of  frequency  were : 

1.  Mediastinal  nodes  + nodes  in  the  neck 
(submaxillary,  cervical,  supraclavicular). 

2.  Mediastinal  nodes  + supraclavicular 
and  axillary  nodes. 

3.  Mediastinal  nodes  + generalized  lymph- 
adenopathy. 

4.  Mediastinal  npdes  + axillary  nodes. 

5.  Mediastinal  nodes  + cervical,  axillary, 
and  inguinal  nodes. 

6.  Mediastinal  nodes  + inguinal,  femoral 
and/or  abdominal  nodes. 

7.  Mediastinal  nodes  + pulmonary,  pleural 
involvement  with  peripheral  nodes. 

8.  Mediastinal  nodes  + osseous  involve- 
ment with  one-two  peripheral  nodes. 

The  variation  in  the  distribution  of  the 
disease  as  concerning  the  survival  period 
is  correlated  with  the  effect  of  treatment 
in  Table  I.  Twenty-six  patients  with 
Hodgkin’s  disease  of  the  mediastinum  had 
peripheral  lymphadenopathy  in  one  or  two 
other  regions.  Of  these,  three  had  no 
treatment,  nine  had  inadequate  treatment, 
and  fourteen  received  adequate  roentgen- 
therapy.  There  were  eighteen  patients  in 
whom  the  disease  was  present  in  more 
than  two  regions  other  than  the  medias- 
tinum. Of  these,  five  also  had  enlarge- 
ment of  the  spleen.  Of  the  eighteen  cases, 
one  had  no  treatment,  six  had  little  radia- 
tion, and  the  remaining  eleven  received 
adequate  roentgentherapy. 

In  the  final  group  of  twenty-one  cases 
of  widely  disseminated  Hodgkin’s  disease, 
three  had  no  treatment,  five  had  inade- 
quate treatment,  and  thirteen  received 


adequate  roentgentherapy.  We  are  con- 
vinced that  the  patients  who  had  several 
different  groups  of  nodes  involved  at  the 
onset,  ran  a shorter  course  than  those  in 
whom  the  process  was  limited  to  the 
mediastinum  and  one  or  two  other  loca- 
tions. 

During  the  course  of  the  disease,  three 
cases  developed  pulmonary  and  pleural 
extension  from  the  mediastinum.  Two 
were  treated  inadequately  and  one  received 
an  adequate  amount  of  roentgentherapy. 
The  average  survival  was  a little  more 
than  one  year.  This  complication  usually 
occurred  only  in  the  terminal  stages  when 
roentgentherapy  became  less  effective.  In 
two  other  cases,  we  could  not  decide 
whether  the  disease  originated  in  the 
lungs  or  pleura.  They  died  in  thirteen  and 
sixteen  months  respectively  despite  ade- 
quate treatment. 

Involvement  of  abdominal  lymph  nodes 
or  enlargement  of  the  spleen  was  not  al- 
ways associated  with  early  termination 
in  life.  Of  the  nineteen  patients  with 
abdominal  lymphadenopathy,  thirteen  died 
in  less  than  three  years,  four  lived  for 
four  to  five  years,  and  two  are  still  liv- 
ing— two  to  three  years  after  the  first 
admission. 

Splenomegaly  (Five  patients)  : four  lived 
over  three  years  and  one  lived  over  four 
and  one-half  years. 

Splenomegaly  and  enlarged  liver  (Three 
patients)  : The  average  survival  was  less 
than  three  years. 

Splenomegaly,  enlarged  liver,  and  abdom- 
inal nodes  (Three  patients) : None  lived 
over  ten  months. 

In  general,  early  invasion  of  the  bones, 
with  or  without  palpable  lymph  node  in- 
volvement, is  associated  with  a rapid 
course.  However,  in  two  cases  with 
mediastinal  lymphadenopathy,  bone  in- 
volvement appeared  one  and  one-half  and 
two  years  respectively  after  the  first  ad- 
mission : in  one,  the  upper  end  of  the 
sternum,  and  in  the  other,  a rib  was  in- 
volved. These  were  promptly  and  vigor- 
ously treated.  The  sites  of  the  lesion 
are  now  replaced  by  a dense  new  bone. 
Both  patients  are  alive  for  four-five  years 
respectively. 

Common  Symptoms  and  Their 
Management 

The  three  important  symptoms  in 


February  1,  1938] 


MEDIASTINAL  HODGKIN’S  DISEASE 


173 


Hodgkin’s  disease  are  fever,  pruritus,  and 
loss  of  weight.  When  the  lesion  is  intra- 
thoracic,  cough,  dyspnea,  and  pain  are  oc- 
casionally encountered. 

Fever  was  present  in  twenty  per  cent  of 
the  patients  with  the  disease  limited  to 
the  mediastinal  nodes.  When  more  widely 
disseminated,  it  appeared  more  frequently, 
occurring  in  eighty-five  per  cent  of  such 
cases.  Roentgentherapy  rarely  affected 
the  febrile  course. 

Pruritus  appears,  in  general,  to  depend 
more  on  the  severity  and  extent  of  the 
disease  than  location.  In  this  series,  pru- 
ritus occurred  in  only  eight  of  seventy- 
seven  cases,  (12.5  per  cent),  usually  con- 
sidered a late  manifestation  associated 
with  extensive  involvement. 

The  routine  treatment  of  pruritus  is  of 
little  value  in  this  disease.  Menthol,  phe- 
nol, calamine  lotion,  oils  and  creams,  oat- 
meal and  starch  baths  have  been  used  with 
little  or  no  success.  Roentgentherapy 
with  various  technics  has  been  tried  with 
occasional  benefit.  Desjardins* 1 2 3 * 5  has  sug- 
gested that  fever  and  pruritus  with  or 
without  toxic  or  infiltrative  lesions  in  the 
skin  indicate  invasion  of  the  abdominal 
nodes.  He  infers  this  because  the  symp- 
toms disappear  after  roentgentherapy  over 
the  abdomen.  Recently,  eight  patients 
with  pruritus  were  treated  over  the  abdo- 
men and  liver.  One  felt  better  and  had  no 
recurrence,  tw'o  were  helped  for  a short 
time,  and  the  remaining  five  obtained  no 
relief. 

The  management  of  loss  of  weight  and 
strength  in  patients  with  Hodgkin’s  dis- 
ease is  an  important  problem.  We  believe 
they  stand  radiation  much  better  when 
taking  a substantial  and  easily  digested 
diet.  The  inanition  is,  of  course,  due  to 
the  disease  and  not  to  roentgentherapy. 


Many  of  the  patients,  particularly  in  the 
late  stages  of  the  illness,  continue  to  lose 
weight  when  the  disease  appears  to  be 
inactive  in  so  far  as  lymphadenopathy  is 
concerned.  It  is  an  error  to  limit  therapy 
to  the  specific  Hodgkin’s  lesions  and  lose 
sight  of  the  patient’s  general  well-being. 
To  persuade  people  without  appetite  to 
eat,  is  extremely  difficult.  Dr.  Marks,6  a 
student  of  nutrition  and  metabolism  in  dis- 
ease, came  to  our  help.  Under  his  super- 
vision, patients  have  been  given  insulin 
to  stimulate  the  appetite,  then  a diet  high 
both  in  calories  and  vitamins.  The  re- 
sults have  been  most  gratifying  and  indi- 
cate the  value  of  this  method  of  treatment. 

Cough  and  dyspnea  were  usually  pres- 
ent when  the  mediastinum  contained  a 
large  mass  of  lymph  nodes.  Pain  occurred 
rarely,  even  with  a moderately  large  medi- 
astinal tumor.  It  became  a troublesome 

Chart  I — Number  of  Patients 

NO  RADIATION 
1 to  3 yrs.  # • • • O 
3 to  5 yrs.  £ 

5 to  10  yrs.  0 

LITTLE  RADIATION 

1 to  3 yrs. 

3 to  5 yrs.  • • • 

5 to  10  yrs.  # # 

PROLONGED  RADIATION 

1 to  3 yrs. 

3 to  5 yrs.  ••••0****0»* 

5 to  10  yrs.  • # • #0®  • • • ([)•  • • #0 

over  10  yrs.  • •• 

5 10  15 


Table  I 


Number  of  cases  (63)  Survival  period 


Mediastinal  Hodgkin's  disease 

No 

Inadequate  Adequate 

Total 

No 

Inadequate 

Adequate 

Associated  with  Foil,  combinations 
I Peripheral  lymphadenopathy  (in  1 

treatment 

or 

treatment 

treatment 

treatment 

treatment 

treatment 

2 sites) 

3 

9 

14 

26 

3 yrs. 
10  mo. 

3 yrs. 
10  mo. 

+6  yrs. 
8 mo. 

II  Lesions  in  more  than  2 sites* 

1 

6 

11 

18 

3 yrs. 

3 yrs. 
2 mo. 

J5  yrs. 
5 mo. 

Ill  Lesions  generalized 

3 

5 

13 

21 

2 yrs. 
4 mo. 

2 yrs. 
9 mo. 

§3  yrs. 
11  mo. 

Total  and  average  survival. . . . 

7 

20 

38 

65 

3 yrs. 
1 mo. 

3 yrs. 
3 mo. 

5 yrs. 
4 mo. 

t 6,4  and  3.5  yrs. ) 

t 5.5,5  and  3 yrs.  > 8 cases  still  survive. 
§ 7 and  4 yrs.  ) 


* Cases  with  splenomegaly  included. 
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symptom  only  when  the  mass  exerted 
pressure  on  the  bony  structures.  In  the 
majority  of  the  cases,  a feeling  of  dis- 
comfort or  fullness  was  the  only  com- 
plaint. During  the  course  of  roentgen- 
therapy  over  the  mediastinum,  the  accom- 
panying symptoms  (cough,  dyspnea,  pain) 
were  usually  relieved  with  the  regression 
of  the  tumor. 

Ten  patients  in  this  series  had  herpes 
zoster.  This  condition  was  recently  de- 
scribed by  Craver  and  Haagensen3  as  a 
well-recognized  complication  of  lympho- 
sarcoma, Hodgkin’s  disease,  and  leukemia. 
Wohlwill4  (1924)  studied  the  peripheral 
nervous  system  in  ten  cases  of  herpes 
zoster,  six  of  which  were  idiopathic,  three 
were  associated  with  malignant  disease, 
and  one  with  syphilis.  His  investigation 
suggested  that  herpes  zoster  with  malig- 
nant disease  may  result  from  involve- 
ment of  any  section  in  the  afferent  branch 
of  the  reflex  arc.  On  the  other  hand, 
Tromner  and  Wohlwill5  (1927)  found  no 
instances  of  herpes  zoster  in  twelve  cases 
of  leukemia  with  infiltration  in  the  ner- 
vous system.  The  pathogenesis  of  sec- 
ondary as  well  as  idiopathic  herpes  zoster 
is  unknown.  Whatever  the  underlying 
cause  may  be,  the  course  of  the  types  of 
this  disease  is  very  similar.  The  herpetic 
lesions  invariably  disappear  but  pain  usu- 
ally persists  for  many  months,  and  as 
a rule,  does  not  respond  favorably  to 
radiotherapy.  Injection  of  the  nerve  roots 
with  alcohol  or  excision  of  the  sensory 
nerves  has  at  times  been  successful  in  re- 
lieving the  pain.  One  patient  in  this  series 
suffered  excruciating  pain  for  two  months 
after  herpetic  lesions  disappeared.  Alco- 
hol injection  into  the  corresponding  spinal 
nerve  root  relieved  the  pain  promptly. 
Alcohol  injection  in  a second  patient  who 
had  pain  for  six  months  after  the  subsi- 
dence of  herpes  zoster  was  followed  by 
only  temporary  relief.  Later,  rhizotomy 
of  a spinal  nerve  root  resulted  in  prompt 
cessation  of  pain. 

Discussion 

The  nature  of  Hodgkin’s  disease  is  still 
in  doubt.  Its  primary  clinical  manifesta- 
tion may  appear  in  several  locations. 
Early  involvement  of  mediastinal  or  hilar 
lymph  nodes  is  not  a rare  occurrence. 

We  believe  that  roentgentherapy  is  still 
the  mainstay  in  the  treatment  of  Hodg- 


kin’s disease,  and  that  the  optimum  results 
are  obtained  with  continuous  fractionated 
doses  given  over  a long  period.  A satis- 
factory, well-tolerated  dose  over  the 
mediastinum  was  found  to  be  50  to  100  r 
daily. 

Such  a course  caused  complete  or 
nearly  complete  regression  of  the  medias- 
tinal and  hilar  nodes.  In  approximately 
fifty-five  per  cent  of  the  cases,  the  lymph 
nodes  never  reappeared  in  the  mediasti- 
num. In  the  remaining  forty-five  per  cent 
of  the  patients,  recurrence  of  mediastinal 
lymphadenopathy  made  necessary  a second 
or  third  series  of  treatments. 

The  impression  should  not  be  conveyed 
that  all  cases  of  Hodgkin’s  disease  are 
treated  alike  with  an  inflexible  routine. 
One  should  always  be  conscious  of  the 
profound  effect  of  irradiation  on  the 
hematopoietic  system.  Therefore,  treat- 
ment must  be  given  cautiously  and  con- 
trolled by  frequent  blood  counts.  If 
anemia  or  leukopenia  develops  or  the  gen- 
eral condition  of  the  patient  becomes  un- 
satisfactory, irradiation  should  be  tempo- 
rarily interrupted.  However,  this  is  not 
commonly  observed  where  the  major 
manifestation  of  the  disease  is  in  the 
mediastinum.  Treatment  of  uninvolved 
lymph  node  bearing  areas  is  not  indicated 
or  advisable  because  of  the  injurious 
effect  on  the  hematopoietic  system. 

On  the  basis  of  the  results  in  thirty- 
eight  cases  shown  in  the  third  group,  it  is 
reasonable  to  infer  that  in  the  majority 
of  the  patients,  life  was  prolonged.  On 
the  other  hand,  two  of  seven  patients  with 
no  roentgentherapy  and  five  of  twenty 
with  inadequate  treatment  lived  longer 
than  the  average  survival  period  of  two- 
three  years.  Therefore,  it  seems  probable 
that  some  of  the  long  survival  cases  in 
the  adequately  treated  group  may  belong 
to  this  class  of  so-called  benign  Hodg- 
kin’s disease.  But  that  all  of  the  thirty- 
eight  patients  who  received  prolonged 
irradiation  must  have  fallen  into  this  cate- 
gory is  very  unlikely. 

In  our  present  state  of  knowledge  a 
microscopic  examination  of  Hodgkin’s 
disease  cannot  give  definite  information 
regarding  the  degree  of  malignancy  and 
the  prognosis.  The  assumption  that  all 
patients  afflicted  with  this  disease  would 
live  as  long  without  as  with  proper  roent- 
gentherapy hardly  seems  justified. 
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Summary 

1.  Seventy-seven  cases  of  mediastinal 
Hodgkin’s  disease  are  reported.  In  nine- 
teen cases  the  mediastinal  nodes  alone 
were  involved.  In  the  remaining  fifty- 
eight  cases  there  was,  in  addition  to  the 
mediastinal  involvement,  evidence  of  the 
disease  elsewhere.  Generalized  lymph- 
adenopathy  always  appeared  in  the  ter- 
minal stages  of  the  disease. 

2.  Sixty-five  patients  of  this  series  have 
been  followed.  Of  this’group,  thirty-eight 
were  considered  to  have  received  adequate 
irradiation.  The  average  survival  period 
of  this  group  is  five  years  and  four 
months.  Eight  patients  of  this  group  are 
still  alive.  Twenty  patients  had  what  was 
considered  inadequate  treatment.  Their 
average  survival  period  was  approximately 
three  years  and  three  months.  The  re- 


maining seven  patients  had  no  treatment. 
The  average  survival  period  in  this  group 
was  approximately  three  years  and  one 
month.  It  seems  that  the  adequately 
treated  group  had  a longer  survival  pe- 
riod. 

3.  An  attempt  has  been  made  to  corre- 
late the  effect  of  the  distribution  of  Hodg- 
kin’s disease  on  survival  period.  It  is 
shown  that  the  more  generalized  the  dis- 
ease, the  shorter  is  the  period  of  survival. 

4.  Osseous  invasion,  pulmonary  and 
pleural  complications,  and  enlargement  of 
the  liver  are  associated  with  shorter  period 
of  survival. 

5.  The  maintenance  of  the  patient’s 
weight  and  general  well-being  is  stressed 
as  an  important  factor  in  prolongation  of 
life. 

622  W.  168  St. 

(Presbyterian  Hosp.) 
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CHINESE  MEDICINE  AT  THE  GOLDEN  GATE  FAIR 


Ancient  Cathay’s  contributions  to  modern 
medicine  will  be  one  of  the  features  to  be 
displayed  at  the  1939  Golden  Gate  Interna- 
tion Exposition  on  San  Francisco  Bay. 

In  China  Village,  a reproduction  of  a 
walled  city  covering  the  area  of  a city 
block,  the  early  scientific  discoveries  of  the 
Chinese  will  be  shown.  Early  discoveries 
in  the  fields  of  medicine  and  anatomy  are 
not  the  least  important  of  these. 

In  spite  of  the  fact  that  medicine  and 
surgery  as  practiced  in  many  parts  of 
China  today  have  little  in  common  with  the 
modern  sciences,  the  ancient  Chinese  made 
the  important  discovery  of  the  circulation 
of  the  blood  four  thousand  years  ago  and 
practiced  dissection  two  thousand  years  ago. 

A “Canon  of  Medicine”  or  “Internal 
Classic”  was  compiled  in  China  during  the 
Chou  Dynasty  (2698-2598  B.C.)  This 
book  not  only  describes  the  circulation  of 
the  blood  but  also  the  various  organs  and 
their  functions.  Dissection  is  also  explained, 
and  observations  made  as  to  the  measure- 
ments and  action  of  the  heart,  liver,  lungs, 
gall-bladder,  kidneys,  stomach,  and  intestines. 

Another  display  in  the  Exposition’s  China 


Village  science  show  will  point  out  the 
early  Chinese  development  of  a Materia 
Medica  or  Herbal  Treatise,  which  was  com- 
piled in  2500  B.C.  For  the  edification  of 
the  public  the  story  will  be  told  of  Em- 
peror Sheng  Nug,  a legendary  figure  of 
2700  B.C.  who,  anticipating  Pavlov  by 
some  4,600  years,  inserted  a glass  window 
in  his  abdominal  wall  to  study  the  effect  of 
various  herbs  on  the  internal  organs. 

Among  other  Chinese  innovations  is  the 
public  board  of  health  which  was  estab- 
lished 3000  years  ago.  As  early  as  the 
Chou  Dynasty  the  medical  department  of 
the  country  was  a highly  organized  insti- 
tution. Even  in  those  early  days  the  Chi- 
nese were  on  the  threshold  of  arriving  at 
the  germ  theory:  the  use  of  boiled  water 
and  the  boiling  of  leftover  food  was  uni- 
versal, and'  they  attributed  decaying  teeth 
to  microscopic  worms. 

The  science  exhibit  of  the  Exposition’s 
China  Village  will  be  sponsored  by 
American-born  Chinese  for  the  purpose  of 
displaying  to  millions  of  visitors  from  all 
parts  of  the  world  the  great  scientific  ad- 
vancement of  ancient  China. 


ELECTROPHORETIC  THERAPY 

Problems  and  Value 
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Electrophoresis — also  called  iontopho- 
resis or  ionization — has  been  used  exten- 
sively as  a therapeutic  method  during  the 
last  . decade.  It  consists  of  the  application 
of  the  galvanic  current  to  carry  into  the 
skin  or  into  mucous  membranes,  sub- 
stances which  would  otherwise  penetrate 
to  a much  lower  degree  or  not  at  all.  The 
value  of  this  procedure — although  it  was 
first  tried  about  sixty  years  ago — has  met 
with  much  skepticism  until  its  therapeutic 
usefulness  has  more  recently  been  shown 
with  the  application  of  histamine  and  of 
choline  compounds. 

The  increasing  interest  in  electropho- 
retic applications  justifies  a brief  general 
discussion  of  the  problems  involved, 
namely  in  what  manner  electrophoretic 
transportation  takes  place,  to  what  depth 
it  penetrates  in  the  treated  tissues,  and 
what  local  or  systemic  effects  may  be 
expected. 

The  introduction  of  substances  into  the 
skin  by  a galvanic  current  is  frequently 
considered  as  a procedure  identical  with 
the  migration  of  ions  in  an  electrolyte 
solution  from  the  pole  of  identical  charge 
to  the  opposite  one.  However,  Rein  and 
others  showed  some  twelve  years  ago  by 
electrophysiological,  chemical,  and  histo- 
logical investigations  that  the  skin  is  a 
very  complicated  membrane  which  does 
not  allow  an  electric  current  to  carry  ions 
through  it  like  in  salt  solution.  The  living 
epithelial  part  of  the  skin,  the  rete  Mal- 
pighii,  forms  a membrane  with  minute 
pores,  carrying  negative  electric  charge. 
Water  in  contact  with  the  skin  takes,  like 
on  membranes  of  unglazed  china,  a posi- 
tive charge  and  migrates  through  the 
pores  from  the  positive  to  the  negative 
pole  if  a galvanic  current  is  applied.  It 
carries  thereby  dissolved  substances  with 
positive  charge — ions  and  molecules — 
through  the  pores.  This  is  called  electros- 
mosis.  Rein  demonstrated  an  intensive 
migration  of  methylene  blue,  a positive 


dye,  from  the  positive  pole  with  the  result 
of  a deeply  stained  skin.  Eosin,  however, 
with  a negative  charge,  produced  only  a 
faint  and  very  superficial  staining  when 
applied  from  the  negative  pole.  The  ion- 
ization and  the  molecular  diameters  of 
both  dyes  are  almost  identical  and  the 
intensity  of  the  carrying  current  was  the 
same.  The  difference  can  only  be  ex- 
plained on  the  basis  of  electrosmotic  mi- 
gration. Rein  accomplished  with  a two 
per  cent  solution  of  cocaine  hydrochloride 
(in  eighty  per  cent  ethyl-alcohol)  a better 
and  longer  lasting  skin  anesthesia  than 
with  a thirty  per  cent  solution  in  water, 
the  solution  being  introduced  from  the 
positive  pole  with  one  ma.  per  one  sq.  cm. 
for  ten  minutes.  In  iontophoresis  the 
highest  possible  concentration  of  the  ion 
to  be  conducted  is  advantageous ; for  elec- 
trosmotic migration,  however,  less  con- 
centrated and  ionized  solutions  are  the 
better  ones.  The  latter  may  almost  com- 
pletely be  impeded  by  minute  electrolyte- 
impurities  in  a solution  which  have  only 
little  influence  upon  ionization.  The  pH. 
of  a solution  decreases  or  increases  the 
ionization  of  weak  acids  or  bases  and 
thereby  their  iontophoretic  migration. 
The  role  of  the  pH.  for  electrosmosis  is 
entirely  different.  The  skin  carries  nor- 
mally or  when  in  contact  with  a solution 
of  pH.4  or  more — e.g.,  faintly  acid, 
neutral  or  alkaline  solutions — a negative 
charge  and  electrosmotic  migration  takes 
place  from  the  positive  to  the  negative 
pole.  If  in  contact  with  a solution  of  a pH. 
below  three — e.  g.,  a 0.01  per  cent  hydro- 
chloric acid — the  human  skin  becomes 
positively  charged,  fluid  in  its  pores  will 
therefore  carry  negative  charge  and 
migrate  from  the  negative  to  the  positive 
pole.  Consequently,  eosin  stains  the  skin 
more  deeply  when  dissolved  in  N/500 
HC1  and  applied  from  the  negative  pole. 

Electrophoresis  is  therefore  most  effi- 
cient if  positive  substances  are  introduced 
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into  the  skin  from  the  positive  pole  in 
neutral  or  slightly  alkaline  solutions,  and 
when  free  of  electrolytic  impurities.  For 
negative  substances  to  be  introduced  from 
the  negative  pole,  the  solutions  should  be 
acid  with  a pH.  of  less  than  three. 

Naturally  the  electrophoretic  introduc- 
tion of  foreign  substances  into  the  skin  is 
followed  there  by  chemical  and  physico- 
chemical reactions ; diffusion,  adsorption, 
precipitation ; absorption  by  cells  and 
transportation  with  lymph  and  blood 
streams.  These  conditions  are  beyond  our 
control.  They  explain  the  very  superficial 
fixation  of  heavy  metals  like  silver  on  one 
side  and  the  frequency  of  systemic  reac- 
tions with  acetylcholine  and  the  like  on 
the  other  side. 

Of  the  greatest  importance  is  the  depth 
to  which  substances  may  be  carried  by 
electrophoresis.  All  substances  forming 
precipitates  with  proteins  like  heavy 
metals  will  be  retained  in  the  upper 
layers  of  the  epithelial  skin.  Vasodilators 
like  histamine  and  choline  compounds  will 
be  carried  away  by  the  increased  circula- 
tion of  the  rete  Malpighii  and  will  have 
very  little  chance  to  penetrate  locally  into 
deeper  structures.  The  migration  of  other 
drugs  may  best  be  exemplified  by  methyl- 
ene blue.  The  penetration  of  methylene 
blue  is  most  intensive  when  applied  in 
seventy  to  eighty  per  cent  alcoholic  solu- 
tion containing  1 :20,000  epinephrine.  The 
latter  impedes  the  absorption  of  the  dye 
into  the  circulation.  Under  such  condi- 
tions Dr.  Byer  of  our  department  ob- 
tained in  rabbits  deep  staining  of  the 
epithelial  skin,  the  subcutaneous  tissue 
and  staining  of  the  fascia  of  underlying 
muscles.  However,  on  human  skin,  biop- 
sies demonstrate  only  a diffuse  penetra- 
tion of  the  dye  through  the  rete 
Malpighii  and  a moderate  migration  along 
hair  follicles  and  coil  glands  to  subcuta- 
neous fibers.  The  deeper  structures 
remain  unstained  even  after  applications 
of  one  hour  duration. 

Electrophoresis  is  a local  treatment. 
Systemic  effects  are  side-effects  only,  un- 
controlled in  dosage,  and  should,  in  my 
opinion,  be  avoided,  if  possible.  However, 
we  frequently  need  therapeutic  effects 
upon  deeper  tissues,  blood  vessels,  nerves, 
muscles — and  not  local  skin  effects.  Elec- 
trophoresis carries  drugs  in  humans  only 


into  the  skin.  Is  it  then  without  value 
except  in  skin  lesions? 

The  skin  is  in  many  ways  deeply  inter- 
woven into  the  functions  of  other  tissues. 
There  are  reflex  connections  between  the 
circulation  of  the  skin  and  the  splanchnic 
area,  the  coronary  circulation,  the  kidney 
circulation,  between  skin  circulation  and 
diuresis.  Bettman  observed  hyperemia  in 
muscles  after  application  of  histamine 
to  corresponding  skin  areas.  Deutsch 
assumes  an  influence  of  histamine  upon 
sensory  reflex  connections  between  skin 
and  muscles.  Sensory  reflex  connections 
between  certain  skin  areas  and  deep  tis- 
sues are  well-established  facts.  Pain  pro- 
duced in  the  diaphragm,  e.  g.,  may  be 
blocked  by  a novocain  injection  into  the 
skin  of  the  shoulder  region. 

Electrophoresis  is  local  intradermal 
therapy.  It  acts  directly  only  upon  the 
skin  proper.  Effects  upon  deeper  tissues 
are  possible  with  drugs  controlling  reflex 
pathways  between  skin  and  internal  struc- 
tures. Electrophoretic  applications  result 
in  better  and  deeper  penetration  of  the 
skin  than  the  superficial  use  of  medicated 
liniments  and  the  like.  It  is  possible  to 
treat  large  areas  of  skin  repeatedly  with- 
out trauma  or  discomfort,  appreciable 
advantages  against  intradermal  or  subcu- 
taneous injections.  If  the  drug  applied  by 
electrophoresis  controls  deep  reflex  con- 
nections from  the  skin,  aimed  and  local- 
ized deep  effects  without  systemic  or  with 
only  minor  systemic  action  may  be  ob- 
tained, these  effects  being  of  longer  dura- 
tion, slower  development  and  possibly 
weaker  than  after  injection  or  oral  appli- 
cation. The  amount  of  a drug  introduced 
by  electrophoresis  and  absorbed  cannot  be 
sufficiently  controlled.  Electrophoresis 
should  therefore  not  be  used  for  the  pro- 
duction of  systemic  results. 

With  the  above  general  knowledge  of 
the  possibilities  of  electrophoretic  therapy, 
it  will  be  easy  to  evaluate  clinical  results. 
We  will  not  be  seriously  concerned  with 
successful  K J electrophoresis  of  the  neck 
in  cases  of  laryngeal  tuberculosis  or  with 
treatment  of  brain  lesions  by  introduction 
of  Ca  from  the  eyeball.  These  are  only 
recent  additions  to  the  many  older  obso- 
lete misuses  of  a valuable  method. 

Vasodilator  substances,  chiefly  hista- 
mine and  mecholyl,  an  acetylcholine  com- 


178 


KARL  HARPUDER 


[Volume  38 


pound  of  high  activity,  are  amply  used 
for  electrophoresis,  and  their  value  is 
generally  established.  The  technic  of 
these  applications  is  well-known.  Hista- 
mine-electrophoresis, originally  carried 
out  with  excellent  results  in  muscular 
pain  and  spasm,  is  a valuable  aid  in  the 
treatment  of  fibrositis  and  joint  exudates, 
in  vascular  spasm  and  for  the  develop- 
ment of  compensatory  circulation,  in  skin 
ulcerations.  Similar  indications  are  given 
for  mecholyl.  Histamine  acts  directly 
upon  skin  capillaries  and  by  an  axon- 
reflex  upon  the  arterioles.  Acetylcholine 
dilates  first  the  arterioles.  Both  produce 
active  hyperemia  of  the  skin  with  in- 
creased skin  temperature  of  several 
hours’  duration  and  seemingly  with  reflex 
dilatation  of  deeper  vessels.  Mecholyl  is 
somewhat  more  difficult  to  apply  and 
produces  easier  systemic  reactions  than 
histamine.  These  systemic  effects  are 
readily  abolished  by  atropine. 

The  application  of  cocaine  or  its  sub- 
stitutes by  electrophoresis  to  produce 
anesthesia  for  skin  surgery  was  suggested 
many  years  ago.  We  use  skin  anesthesia 
for  the  relief  of  referred  pain  or  neu- 
ralgic or  neuritic  pain  with  localized 
hyperesthesia  and  hyperalgesia  of  the 
skin.  The  entire  involved  skin  area  is 
treated  with  a one  per  cent  solution  of 
nupercaine  in  eighty  per  cent  alcohol 
containing  1 :20,000  epinephrine,  for 
twenty  to  thirty  minutes  from  the  posi- 
tive pole  at  ma.  per  sq.  cm.  The  skin 
becomes  pale  and  remains  hypesthetic 
for  several  hours. 

Two  types  of  cases  were  treated  so  far : 

Chronic  Spondylitis:  These  patients  fre- 
quently develop  painful  spasm  in  the  muscles 
along  the  spine  or  around  the  involved  hips. 
There  is  marked  pain  on  superficial,  slight 
pressure,  and  sometimes  real  skin  hyperes- 
thesia. Of  ten  cases  treated,  seven  had 
marked  relief  of  pain  with  relaxation  of  the 
spasm  after  the  first  treatment,  recovering 
completely,  as  far  as  the  acute  muscular 
condition  was  concerned,  the  following  day 
without  any  treatment  or  after  two  to  three 
treatments  during  the  next  days.  Three 
cases — all  girls — however,  did  not  obtain  the 
slightest  relief.  All  these  patients  were  first 
unsuccessfully  treated  with  radiant  heat, 
diathermy  or  short  wave. 

In  the  second  group  are  cases  of  neuritic 
or  neuralgic  pain.  Five  cases  of  lasting  pain 
after  herpes  zoster  obtained  very  satisfac- 


tory results.  Daily  treatments  had  to  be 
carried  out  for  about  two  weeks,  then  treat- 
ments every  second  day,  and  afterwards  the 
patients  were  free  of  pain,  or  comfortable 
with  slight  occasional  pain  without  treat- 
ment. One  of  the  cases  is  an  unreliable 
neurotic  individual.  The  procedure  just 
described  resulted  in  immediate  relief  of 
several  hours’  duration  and  finally  in  lasting 
relief  in  a case  of  cervical  radiculitis  with 
sensory  disturbances  over  the  left  shoulder 
and  arm  and  muscular  weakness  with  slight 
atrophy  of  the  left  intrinsic  muscles.  This 
patient  was  first  unsuccessfully  treated  with 
short  wave. 

In  true  root  pain,  produced  by  metastatic 
lesions  or  by  chronic  spondylarthritis  the 
results  in  three  cases  were  negative;  in  one 
case  of  spondylarthritis  relief  of  pain  of 
several  hours’  duration  was  accomplished 
with  every  treatment. 

The  number  of  patients  treated  so  far 
is  much  too  small  to  draw  any  final  con- 
clusions. However,  the  results  are  encour- 
aging enough  to  continue  with  these 
treatments. 

Electrophoresis  has  been  used  a great 
deal  for  the  treatment  of  skin  lesions. 
The  application  of  magnesium  or  cal- 
cium salts,  iodides  and  salicylates  is 
almost  obsolete.  Electrophoretic  introduc- 
tion of  cocaine  or  its  substitutes  in  pruri- 
tus, in  allergic  skin  reactions,  and  for 
skin-surgery  offers  no  definite  advantages 
against  other  methods.  We  use  the  elec- 
trophoretic introduction  of  a one  per  cent 
watery  solution  of  silver  nitrate  in  fun- 
gous infections  of  the  skin,  athlete’s  foot, 
and  tenia  cruris.  The  application  is 
carried  out  with  ^ ma.  per  sq.  cm.  for 
fifteen  to  twenty  minutes,  from  the  posi- 
tive pole.  The  results  are  so  far  gratify- 
ing. Most  of  the  cases  were  cleared  up 
with  one  treatment,  a few  needed  two 
applications,  one  weekly.  In  one  inveter- 
ate case  with  an  extensive  eczematous 
reaction  on  both  feet,  unsuccessfully 
treated  for  many  months  with  numerous 
applications  including  radiotherapy,  the 
lesion  subsided  after  four  treatments. 

There  frequently  is  increased  itching 
for  a few  hours  after  treatment,  and 
eventually  some  secretion  in  the  crural 
folds  or  between  the  toes.  Then  the  itch 
stops  and  the  lesion  clears  without  further 
treatment  within  a week  or  so,  or  another 
treatment  has  to  be  instituted  after  one 
week.  Black  silver  patches  may  develop 
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on  the  skin,  which  disappear  spontane- 
ously when  the  skin  scales  off,  or  could 
be  removed,  if  necessary,  by  rubbing  the 
skin  with  a cyanide  solution. 

The  efficiency  of  the  silver  salts  as  a 
disinfectant  for  the  deeper  layers  of  the 
skin  is  easily  understood.  Silver  ions,  if 
acting  over  a longer  period  of  time,  are 
an  extremely  powerful  disinfectant  even 
in  very  high  dilution.  An  Erlenmeyer 
flask — e.  g.,  in  which  we  keep  a AgN03 
solution  for  a while — may  be  washed 
afterwards  with  cleaning  solution  and  ten 
times  with  water,  and  will  still  contain 
adsorbed  on  the  glass-wall  sufficient  silver 
ions  to  prevent  bacterial  growth  in  an 
infected  broth  incubated  in  it  for  days. 
This  “oligodynamic”  action  is  effective  in 
dilutions  of  1.  10-12-16.  Even  with  the 
formation  of  Ag-Protein  in  precipitates 
in  the  skin  after  electrophoresis,  sufficient 
Ag  ions  will  be  available  and  migrating 
by  diffusion  to  expect  a therapeutic  result. 

Conclusions 

Electric  introduction  of  drugs  into  the 
skin  depends  chiefly  upon  electrosmosis 


and  in  the  skin  is  followed  by  biological 
reactions,  like  precipitation,  diffusion,  and 
absorption  into  the  circulation.  Introduc- 
tion of  positive  substances  from  the  posi- 
tive pole  in  watery,  pure  solutions  of 
neutral  or  slightly  alkaline  reaction  (or  in 
alcoholic  solutions)  proves  to  be  the  most 
efficient  procedure.  Negative  substances 
may  be  introduced  from  the  negative  pole 
in  acid  solutions.  Electrophoresis  is  an 
intradermal  therapy  and  deep  effects  can 
be  accomplished  by  agents  controlling 
reflex  connections  from  the  skin  to  deeper 
tissues.  There  are  well-defined  advantages 
and  limitations  in  applying  electro- 
phoresis. 

In  addition  to  the  commonly-used  elec- 
trophoretic applications  of  histamine  and 
mecholine,  we  found  as  valuable  treat- 
ments (1)  the  electrophoretic  introduc- 
tion of  nupercaine  in  painful  muscular 
spasm  with  superficial  tenderness  or 
sensory  changes  as  frequently  seen  in 
certain  cases  of  arthritis;  in  neuritis  and 
neuralgia  with  localized  sensory  changes 
and  pain;  (2)  The  application  of  AgN03 
in  fungous  infections  of  the  skin. 

245  E.  20 7 St. 


Discussion 


Dr.  J.  J.  Levy,  Syracuse — When  ionto- 
phoresis was  first  introduced  over  thirty 
years  ago  it  found  many  enthusiastic  follow- 
ers especially  after  Leduc’s  experiments  on 
animals. 

One  of  the  classical  experiments  of 
Leduc’s  was  performed  on  a rabbit  when  he 
introduced  strychnine  by  iontophoresis  and 
within  a few  minutes  the  rabbit  was  seized 
with  convulsions  and  died  with  symptoms  of 
strychnine  poisoning. 

Leduc’s  work  stimulated  a widespread 
interest  in  ionic  medication  but  subsequent 
investigators  established  the  fact  that  the 
moment  a medicinal  ion  entered  the  body  it 
is  deprived  of  its  charge  by  the  electro- 
lyte salts  of  the  blood  and  lymph.  They 
showed  that  the  beneficial  results  in  deeper 
structures  was  due  to  galvanic  current  and 
not  to  the  medicinal  solution  in  which  the 
electrodes  were  moistened. 

Recent  clinical  and  experimental  work 
with  vasodilating  drugs  such  as  histamine 
and  mecholyl  showed  that  if  drugs  are 
forced  in  sufficient  quantity  by  ionization 
they  are  absorbed  into  general  circulation 
and  cause  profound  stimulation  of  local  cir- 
culation and  also  have  marked  systemic 
effects. 


Deutsch,  in  1931,  wrote  several  articles 
on  the  use  of  histamine  and  his  striking 
results  in  myositis,  muscle  spasm,  gave  a 
great  impetus  to  this  form  of  therapy.  In 
this  country  Kovac  has  been  using  mecholyl 
in  varicose  ulcers  and  now  Dr.  Harpuder 
has  extended  this  form  of  therapy  in  treat- 
ment of  athlete’s  foot  with  silver  nitrate 
and  nupercaine  for  the  relief  of  referred 
pain  or  neuritic  pain.  In  other  words,  the 
use  of  iontophoresis  is  constantly  being 
extended. 

I have  'been  using  histamine  in  private 
practice  as  well  as  at  the  University  Hospi- 
tal. I have  found  it  valuable  in  cases  of 
acute  and  chronic  myositis,  muscle  spasm 
and  in  arterial  spasm,  also  in  cases  of 
neuritis  where  there  is  a marked  disturb- 
ance of  circulation. 

A man  forty  years  old  consulted  me  for 
pain  and  weakness  of  both  lower  extremi- 
ties. For  the  past  three  years  he  has  had 
considerable  pain  around  both  ankles  and  in 
the  calves.  He  has  tried  all  forms  of  phys- 
ical therapy  without  relief.  Orthopedic  sur- 
geons advised  strapping  and  arches  without 
any  benefit.  Being  a toolmaker,  he  was 
compelled  to  be  on  his  feet  all  day  and 
after  a day’s  work  the  pain  was  so  great 
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that  he  had  to  take  sedatives  to  continue 
working  and  often  had  to  take  a day  off. 
The  feet  were  cold  and  the  oscillometer 
readings  showed  that  there  was  considerable 
arterial  spasm  of  the  vessels  of  both  lower 
extremities.  He  has  had  six  histamine  ionto- 
phoresis treatments  and  he  is  now  free  from 
pain.  He  is  able  to  do  a full  day's  work 
without  pain  for  the  first  time  in  three 
years. 

In  the  past  he  has  been  a heavy  cigar- 
ette smoker  but  in  the  last  few  months 


limits  himself  to  a cigar  and  a pipe.  It  is 
possible  that  excessive  cigarette  smoking 
was  a factor  in  producing  his  arterial  spasm 
of  the  lower  extremities. 

I am  convinced  that  iontophoresis  is  the 
most  effective  therapeutic  agent  in  myositis, 
muscle  spasm,  and  arterial  spasm. 

In  conclusion  I want  to  congratulate  Dr. 
Harpuder  on  his  scientific  work  and  I am 
going  to  use  nupercaine  and  silver  nitrate 
in  those  conditions  that  have  responded  so 
well  to  this  form  of  therapy. 


NEGLECT  OF  BEDSIDE  MEDICINE 


If  medical  students  are  to  become  good 
practitioners  they  must  get  away  from  the 
“prolonged  emphasis”  on  scientific  medi- 
cine and  cultivate  the  powers  of  bedside  ob- 
servation of  the  patient,  according  to  Dr. 
Harvey  Cushing. 

Dr.  Cushing,  who  has  been  connected 
with  both  the  Harvard  and  Yale  Medical 
Schools,  spoke  at  the  eighteenth  annual 
meeting  of  the  Association  for  Research  in 
Nervous  and  Mental  Disease  at  the  Hotel 
Waldorf-Astoria.  His  theme,  in  a sense, 
he  said,  was  “Back  to  Hippocrates,”  and  he 
related  that  twelve  years  ago  at  Yale  he 
proposed  that  medicine  be  taught  in  terms 
of  the  patient  from  the  outset  instead  of 
only  in  the  last  two  years. 

“Such  inroads  on  the  student’s  time  have 
been  made  in  these  later  days  by  the  pro- 
longed emphasis  on  subjects  of  which  few 
are  capable  of  taking  advantage — subjects 
like  as  not,  taught  by  doctors  of  philosophy 
rather  than  of  medicine — that  when  the 
student  has  finally  reached  the  few  short 
semesters  he  will  spend  in  the  clinic,  the 
exposure,  examination  and  observation  of 
the  patient  finds  him  so  ill  at  ease  he  glosses 
over  these  procedures,”  Dr.  Cushing  said. 

“His  natural  reaction  is  to  sit  back  and 
to  await  returns  from  laboratory  technicians 


who  may  never  have  seen  the  patient  but 
have  learned  how  to  make  the  necessary 
calculations  on  a slide  rule  from  pieces  of  ap- 
paratus they  alone  can  operate. 

“A  great  deal  of  this  is,  of  course,  noth- 
ing other  than  psuedo-science,  the  possi- 
bilities of  error  plus  or  minus  in  milligrams 
per  cent  being  large,  and  the  findings  most 
difficult  of  interpretation  even  did  they  hap- 
pen to  be  checked  and  found  to  be  correct.” 

The  modern  physician,  as  a result,  Dr. 
Cushing  said,  “to  the  mystification  of  his 
patient,  by  the  aid  of  complicated  tables,” 
determines  his  blood  reaction  and  calculates 
“to  the  third  decimal  how  fast  he  is  burning 
up  or  cooling  off.” 

Dr.  Cushing  told  how  Columbus  did  not 
know  where  he  was  going  when  he  sailed 
westward,  where  he  was  when  he  found 
land  or  where  he  had  been  when  he  returned. 
“And  a good  deal  of  our  reputedly  scientific 
medicine  is  no  less  vague,”  he  added.  The 
only  answer  medical  research  could  give  to 
its  sponsors,  he  said,  wTas  that  “we  may 
possibly  hit  upon  some  island  of  fact  hith- 
erto unrecorded.” 

“Though  expensive,  there  is  no  objection 
whatever  to  this  program,”  he  added,  “pro- 
vided we  don’t  neglect  meanwhile  our  pri- 
mary duty — the  day  by  day  solicitous  bed- 
side observation  and  care  of  our  patient.” 
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Increased  interest  in  spas,  in  recent 
years,  has.  led  the  United  States  to  sub- 
sidize the  development  of  health  resorts. 
This  may  be  an  appropriate  time  to  dis- 
cuss the  routine  of  treatment  in  European 
health  resorts.  Some  of  these  are 
ancient,  dating  back  to  the  Romans,  and 
their  methods  have  passed,  with  the 
change  of  medical  theories,  through  many 
phases.  Old  treatments  have  been  dis- 
carded' and  new  treatments  have  been 
devised.  Up  to  fifty  years  ago,  treat- 
ments were  conceived  purely  empirically: 
only  with  the  dawn  of  modern  medicine 
have  scientific  methods  been  brought 
into  balneotherapy.  Nevertheless,  many 
methods  still  in  use  today  are  principally 
founded  upon  the  natural  resources  of 
the  health  resorts  and  vary  according  to 
the  properties  of  the  springs  and  mud 
available. 

In  choosing  a treatment  for  arthritis 
patients,  it  should  be  in  conformity  with 
our  present  day  conception  of  arthritis. 

It  is  generally  agreed  that  the  great 
majority  of  chronic  arthritis  cases  can 
be  grouped  in  two  divisions — rheumatoid 
arthritis  and  osteoarthritis.  If  we  con- 
sider the  rheumatoid  arthritis  group  first, 
we  are  immediately  faced  with  the  gen- 
eral consensus  of  opinion1  that  “in  the 
active  stage  of  the  disease,  the  most  im- 
portant therapeutic  consideration  is  ad- 
equate rest.”  This  means  that,  wherever 
possible,  hospitalization  of  the  patient  for 
from  three  to  six  months  is  the  most 
desirable  measure.  Unfortunately,  the 
patient  can  rarely  be  convinced  of  the 
necessity  of  this  procedure,  and,  in  ad- 
dition, the  number  of  hospitals,  willing 
to  take  rheumatoid  arthritis  patients,  is 
very  limited.  Consequently,  the  early 
stages  of  the  disease,  in  which  complete 
recovery  without  deformities  can  be 
hoped  for,  pass  by  without  hospital  care 
(transfusion,  splints,  etc.)  and  thus  the 
hope  of  a cure  without  deformities,  is 
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lessened.  In  my  opinion,  therefore,  all 
active  cases  should  be  excluded  from 
treatment  in  health  resorts,  as  even 
granting  that  some  benefit  can  be  derived 
therefrom,  the  regular  trips  from  the 
hotel  to  the  bathing  establishment,  dress- 
ing and  undressing  before  and  after  the 
treatment,  would  be  too  great  a tax  on 
the  patient’s  strength.  During  the  active 
stage,  a sanitarium  or  hospital,  where 
the  patient  has  no  reason  to  leave  his 
bed  and  can  have  all  the  necessary  care 
in  his  own  room,  is  by  far  the  most 
desirable  measure. 

Sooner  or  later,  as  the  activity  subsides, 
climatic  resorts  such  as  those  in  the 
warm,  dry  regions  of  Arizona,  Egypt, 
and  even  those  in  tropical  climates,  are 
indicated.  During  this  stage,  the  patient 
may  also  derive  some  benefit  from  a 
judiciously  planned  balneotherapeutic 
course.  Yet  our  hopes  for  recovery 
must  not  be  too  optimistic  and  our  atti- 
tude should  be  the  same  as  in  other 
chronic  diseases.  A comparison  with 
tuberculosis  is  self-evident,  where  every 
few  years,  a new  treatment  is  discov- 
ered, only  to  be  discarded  again  after 
having  passed  through  an  enthusiastic 
phase.  Only  three — rest,  sun,  and  diet — 
have  remained  unchallenged. 

Similarly,  although  more  often,  a new 
cure  for  rheumatoid  arthritis,  is  hailed  by 
the  medical  profession,  only  to  be  lim- 
ited later  in  its  value  to  isolated  cases. 
Fever  therapy,  gold  salts,  sulphur, 
vaccine  and  radium  have  all  gone 
through  this  phase.  Here,  as  in  tuber- 
culosis, enforced  rest,  diet,  and  climate, 
with  the  intention  of  rebuilding  the 
patient’s,  strength  in  defense  against  the 
disease,  have  become  the  most  reliable 
and  important  factors.  The  treatment 
in  a health  resort,  should,  therefore,  not 
only  avoid  everything  which  will  ex- 
haust the  patient,  but  aim  to  increase  his 
resistance  and  vitality. 

The  generally  advertised  mud  cures  of 
Europe,  with  their  dehydration,  have  a 
definitely  pain-soothing  and  limbering-up 
effect  when  not  overdone.  Unfor- 
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tunately,  there  is  a tendency  on  the  part 
of  the  patient  to  overestimate  their  value. 
Having  taken  his  mud  bath,  the  patient 
feels  that  he  has  done  his  duty  for  the 
day  and  can  now  enjoy  the  normal  life 
which  the  other  patients  lead  in  a health 
resort,  so,  after  an  hour’s  rest,  he  takes 
a ride  or  a walk  in  the  afternoon,  and 
even  stays  up  late  at  night.  Such  trans- 
gressions would  naturally  reverse  the 
benefit  of  the  cure  and  make  the  patient 
worse  than  he  was  at  the  onset. 

When  “taking  a cure”  in  a health  re- 
sort, the  maximum  time  out  of  bed  al- 
lowed a patient  suffering  from  nonactive 
rheumatoid  arthritis  should  be  four  hours 
and  in  that  time  a bath  or  pack  and  half 
an  hour’s  exercise  under  expert  super- 
vision should  be  given,  s.o  that  the 
patient  goes  through  a complete  range  of 
motion  of  all  joints  at  least  once  a day. 

Besides  supplying  the  treatment  for  his 
arthritis,  many  health  resorts  are  ex- 
cellently equipped  to  treat  infections  of 
the  upper  respiratory  and  gastrointestinal 
tract.  With  this  we  again  come  back  to 
our  original  treatment  plan,  which  is  to 
try  and  rebuild  the  patient  in  general, 
by  paying  special  attention  to  his  other 
ailments.  These,  although  they  may  not 
necessarily  be  foci  of  infection,  may 
hamper  his  general  recovery. 

The  success  of  a balneotherapeutic 
course  in  a spa  for  rheumatoid  arthritic 
patients  depends,  therefore,  in  my  opin- 
ion, not  so  much  upon  the  quality  of  the 
mud,  the  duration  and  temperature  of 
the  baths,  but  upon  the  general  outline 
of  the  cure  to  improve  the  condition  of 
the  patient  by  remedying  his  malnutri- 
tion, anemia,  nervousness,  etc.  The  phy- 
sician’s duty  is  to  regulate  the  patient’s 
general  life,  to  try  and  relieve  other  ail- 
ments, should  they  be  present,  and  to 
instill  new  hope  in  the  patient.  If  these 
directions  are  observed,  the  pleasant  sur- 
roundings of  a health  resort  and  the 
regularity  of  the  treatments  will  go  a 
long  way  to  help  these  unfortunate 
patients  towards  recovery.  The  objective 
improvement — diminished  swelling  of 
the  joints,  lowering  of  the  sedimentation 
rate,  which  Dawson,  Sia  and  Boots2  re- 
gard as  the  gage  for  the  severity  of  the 
infection — corresponds  to  the  lessening 
of  pain,  improved  sleep,  and  more  cheer- 
ful attitude. 


The  second  group  of  patients  with 
chronic  arthritis,  the  osteoarthritis,  is  far 
more  suitable  for  treatment  in  a health 
resort.  This  group  is  composed  of  older 
people,  most  of  them  overweight,  who 
have  gradually  developed  pains  in  their 
weight-bearing  joints.  To  mention  the 
most  frequently  afflicted  parts,  the  meta- 
tarsophalangeal joint  of  the  big  toe; 
both  knee  joints,  which  are  more  fre- 
quently affected  in  women ; the  hip,  where 
the  disease  is.  known  as  malum  coxae 
senile ; the  lower  back,  where  a combina- 
tion of  arthritic,  mechanical,  and  trau- 
matic conditions  are  collectively  referred 
to  as  “sacroiliac,”  comprising  under  this 
name  everything  from  simple  lumbago  to 
advanced  arthritis  with  spondylolisthesis 
and  other  deformities.  In  the  dorsal 
spine,  a kyphoscoliosis,  often  dating 
back  to  infancy  and  unnoticed  by  the 
patient  in  earlier  life,  is  the  cause  of 
painful  episodes  in  later  years.  The 
same  is  true  of  osteoarthritis  of  the  neck 
which  often  is  the  result  of  postural  ab- 
normalties. 

More  or  less  successful  attempts  have 
been  made  to  treat  these  conditions  at 
home,  but  the  impossibility  of  losing 
twenty  or  thirty  pounds,  added  to  the 
fact,  that  the  daily  routine  makes  it  dif- 
ficult to  save  joints  from  further  abuse, 
have  failed  to  bring  about  really  satis- 
factory results. 

Taking  a cure  at  a resort  means  that, 
first  of  all,  they  are  put  on  a diet.  This 
is  more  easily  observed  than  at  home, 
since  everyone  around  them  is  on  some 
diet.  In  addition,  practically  all  spas 
make  use  of  waters  with  a laxative  effect, 
which  also  help  the  patient  to  lose  the 
weight  he  failed  to  lose  at  home.  Dimin- 
ished weight  is  one  of  the  most  important 
points  in  saving  weight-bearing  joints. 

Another  important  factor,  used  ex- 
tensively in  health  resorts  and  recognized 
as  an  excellent  remedy  for  this  condition, 
is  heat  combined  with  massage.  Heat  is 
applied  in  the  form  of  local  or  general 
treatments.  Every  health  resort  uses  its 
particular  method.  Hot  towels  is  the 
method  at  Saratoga,  Italian  resorts  use 
fango,  a volcanic  mud,  so  does  Pistyan 
in  Czechoslovakia,  while  the  other 
Czechoslovakian  spas — Carlsbad,  Mari- 
enbad,  Francensbad — and  most  of  the 
German  use  mud  from  mineral  moors. 
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This  latter  mud,  owing  to  its  liquid  con- 
sistency, is  used  chiefly  in  the  form  of 
local  and  general  baths,  while  the  vol- 
canic form,  being  of  a thicker,  butter- 
like nature,  is  used'  for  packs  and  local 
applications.  In  conjunction  with  this, 
new  methods  of  electrotherapy — short- 
wave, histamine  iontophoresis,  etc. — 
are  extensively  used.  By  means  of  these 
treatments,  the  patient  may  lose  all  or 
most  of  his  pains  and  discomforts,  yet 
as  may  be  expected,  the  findings  in  the 
x-rays  will  not  be  different  after  the 
treatment.  The  bony  changes  cannot  be 
reversed.  Often  very  striking  increase  in 
the  mobility,  disappearance  of  crepitation 
and  pain  are  brought  about  by  the  treat- 
ment. These  improvements  are  due 
to  the  relieving  of  periosteal  and  syno- 
vial irritations  of  mechanico-traumatic 
nature.3 

In  osteoarthritis,  a disease  which 
shows  great  fluctuations  of  the  symp- 
toms, far  advanced  lesions  in  the  x-rays 
are  compatible  with  comparative  com- 
fort. Even  the  advanced  age  of  the 
patient  should  not  make  the  outlook  too 
dark.  The  natural  history  of  the  disease 
shows  that  minor  injuries  due  to  sprains 
or  unabsorbed  blood  clots  lead  to  acute 
exacerbations.  These  can  be  followed  by 
long  periods — even  years — of  relative 
freedom  from  symptoms.  The  treatment 
should  endeavor  to  bring  about  this  stage 
of  quiescence,  by  removing  muscle  spasm 
and  improving  the  circulation  of  the 
affected  joint. 

As.  principally  the  weight-bearing 
joints  are  affected,  walking,  which  is 
fundamentally  an  exercise  with  weight 
on  the  joints,  should  be  reduced  to  the 
lowest  possible  limit.  Yet,  as  herein 
mentioned,  the  question  of  losing  weight 
is  an  essential  part  of  the  treatment.  Rec- 
ognizing this  fact,  the  European  health 
resorts  have  built  elaborate  gymnasiums’, 
mostly  equipped  with  Zander  machines, 
although  lately  other  methods  of  phys- 
ical culture  have  been  introduced.  By 
both  methods,  the  patient  can  spend  daily 
one  to  two  hours  exercising,  without  ever 
putting  undesirable  strain  on  his  joints. 

Though  originally  intended  for  cases 
of  poliomyelitis,  swimming  pools,  with  a 
staff  of  trained  assistants,  are  replacing 
these  gymnasiums  in  American  health 
resorts.  Excellent  results  in  osteo- 


arthritis have  been  reported  with  this 
method  of  treatment. 

Although  not  necessarily  affecting 
weight-bearing  joints,  yet,  in  many  ways, 
resembling  these  conditions,  are  the  later 
stages  of  gonococcal  arthritis.  The  great 
tendency  of  this  disease  to  form  ad- 
hesions can  be  successfully  combated  by 
the  above-mentioned  treatment. 

Patients  suffering  from  bursitis,  with 
all  its  complications — stiffening,  peri- 
arthritis, etc. — can  regain  complete  range 
of  motion  by  a systematically  carried-out 
program  of  heat  and  exercise. 

It  is  customary  for  the  patient  to  re- 
ceive one  of  the  hot  applications  directly 
after  the  exercising.  The  perspiration 
induced  by  this  procedure  is  kept  up  for 
one  or  two  hours  by  wrapping  the  patient 
in  woolen  blankets.  This  enforced  rest  is 
not  so  unusual  to  the  Central  European, 
who  takes  his  big  meal  at  midday  and 
usually  finds  time  for  an  hour’s  rest 
afterwards.  To  the  harassed  American 
business  man,  who  has  never  had  time 
for  such  a luxury,  this  enforced  rest 
after  exercise  and  bath  is  especially  bene- 
ficial and  enjoyable.  Not  only  if  he  suf- 
fers from  osteoarthritis  of  the  spine, 
where  the  muscles  refusing  to  carry  the 
burden,  have  rebelled  with  lumbago, 
fibrositis  of  the  neck,  brachial  neuritis, 
and  sciatica,  is  this  indicated,  but  also 
where  the  heart  and  blood  pressure  have 
shown  the  wear  and  tear  of  age  and 
overwork.  This  temporary  change  in  the 
daily  routine  is  certainly  an  essential 
part  of  the  cure  and,  in  my  opinion, 
can  claim  credit  for  a great  deal  of  the 
benefit  which  lasts,  for  many  months. 

Conclusions 

1.  Health  resorts  are  very  suitable  for 
treatment  of  osteoarthritis  patients.  If 
the  affected  joints  are  protected  and 
treated  simultaneously,  long  periods  of 
quiescence  can  be  obtained. 

2.  Old  age  and  far-advanced  deformity 
of  a joint  do  not  preclude  years  of  rela- 
tive comfort. 

3.  Patients  with  rheumatoid  arthritis 
in  the  acute  stage  should  be  hospitalized. 
They  are  not  suitable  for  a cure  in  a 
health  resort  in  the  usual  sense. 

4.  Patients  in  the  nonactive  stage 
should  have  a very  mild  form  of  treat- 
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ment,  the  cure  especially  outlined  to  in- 
crease their  strength  by  enforced  rest 
and  diet  and  attention  given  to  their 
general  condition. 
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Previous  reports1-4  on  this  condition 
have  in  the  main  been  directed  to  the 
ophthalmological  literature.  We  feel  the 
necessity  of  emphasizing  its  recognition  to 
the  general  practitioner  as  well  as  the 
orthopedic  surgeon,  who  are  most  apt  to 
see  these  cases  initially. 

Normal  binocular  single  vision  depends 
largely  on  the  coordination  of  the  extra- 
ocular muscles.  It  is  lost  when  the  visual 
axis  of  one  eye  deviates,  as  in  paralysis 
of  any  of  these  muscles,  and  binocular 
diplopia  results. 

Ocular  or  pseudotorticollis  is  the  com- 
pensatory adjustment  of  the  head  to 
overcome  vertical  diplopia  due  to  paralysis 
of  the  superior  or  inferior  recti  or  oblique 
muscles.  Internal  or  external  rectus 
muscle  paralysis  causes  no  tilt,  but  either 
a deviation  of  the  head  towards  the  field 
in  which  the  paralyzed  muscle  acts  or  the 
eye  may  deviate  into  a squint. 

It  is  differentiated  from  true  wry-neck 
by  the  absence  of  contracture  of  the 
sternocleidomastoid  muscle,  by  the  ab- 
sence of  early  facial  asymmetry,  and  by 
the  facile  correction  of  the  head  tilt,  ac- 
tively or  passively. 

Correction  of  the  ocular  defect  by  a 
competent  ophthalmologist  is  at  the  same 
time  the  cure  of  the  torticollis  and  the 


prophylaxis  against  secondary  changes  in 
the  cervical  musculature  and  spine.  The 
procedure  is.  to  produce  a defect  in  mo- 
tility in  the  sound  eye,  which  will  be 
similar  to  the  defect  in  the  paralyzed 
eye,  so  that  equilibrium  is  restored  to 
both  eyes. 

Orthopedic  measures  and  exercises 
may  be  necessary  adjuncts  to  correct  sec- 
ondary changes. 

Case  Report 

M.W.,  a female,  was  seen  in  the  out- 
patient department,  at  the  age  of  twenty- 
two  months,  because  of  a persistent  tilt  of 
the  head  to  the  right,  present  since  the  age 
of  one  year.  Diagnosed  as  a congenital 
torticollis  due  to  contracture  of  the  right 
sternocleidomastoideus,  she  was  treated 
with  diathermia,  massage,  and  the  use  of 
a sausage-collar,  for  more  than  a year, 
without  alteration  of  the  deformity. 

In  February  1935,  admission  to  the  hos- 
pital was  advised  for  a tenotomy  of  the 
contracted  cervical  muscles. 

A more  careful  examination  at  this  time 
revealed  that  the  child  held  her  head  tilted 
to  the  right,  chin  pointing  to  the  left  (Fig. 
1),  but  that  neither  asymmetry  of  the  face 
nor  inequality  of  the  palpebral  fissures  ex- 
isted. She  could  voluntarily  correct  the 
tilted  position  of  the  head.  Passively,  no 


Fig.  1.  Preoperative  view. 


Fig.  2.  la  years  postoperatively. 
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difficulty  was  experienced  in  bringing  the 
head  to  the  extreme  left  and  the  chin  to 
the  right,  and  at  this  time  no  visible  short- 
ening of  either  sternal  or  clavicular  heads, 
nor  of  the  platysma  myoides  was  noted. 

The  exact  etiology  of  the  postural  de- 
fect was  not  determined,  but  operative  in- 
tervention seemed  definitely  contraindi- 
cated and  a leather  collar  was  therefore 
applied  to  fix  the  head  in  the  overcorrected 
position. 

This  fixation,  applied  for  eight  months, 
was  followed  by  increasing  ocular  com- 
plaints by  the  child,  so  that  she  was  re- 
ferred to  the  ophthalmological  department, 
where  Dr.  James  A.  Smith  noted:  “The 
diagnosis  is  paresis  of  the  right  superior 
rectus  muscle.  The  secondary  spasm  of  the 
left  inferior  oblique  muscle,  and  the  di- 
plopia resulting  therefrom,  may  account  for 


the  tilt  of  the  head  to  the  right.  Tenotomy 
of  the  left  inferior  oblique  muscle  is  indi- 
cated.” 

This  procedure  was  performed  by  Dr. 
Smith  in  November  1935.  Improvement  in 
the  head  tilt  was  noted  almost  immediately 
and  one  month  postoperatively,  complete  cor- 
rection, without  any  type  of  fixation. 

There  has  been  no  recurrence  of  the  de- 
formity one  and  one-half  years  postopera- 
tively (Fig.  2). 

Physicians  Building 
(20th  and  Chestnut) 
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HOW  TO  PREVENT  THE  FLU 


I notice  that  the  papers  say 
That  milk  will  keep  the  ’flu  at  bay, 

And  he  who  swigs  his  pint  (or  quart?) 
Will  ail  from  nothing  of  that  sort. 

And  I have  also  heard  it  said 
That  influenza  microbes  dread 
Swipes  that  are  much  less  mild  than  that — 
For  there  are  those  who  tell  you  flat, 

And  with  an  emphasis  terrific, 

That  whisky  is  the  grand  specific. 

Others  assert,  and  to  it  stick, 

That  orange  juice  will  do  the  trick; 

And  obviously  it  must  be  true 
That  vitamins  prevent  the  ’flu, 

For  vitamins  both  should  and  can 
Thwart  every  ailment  known  to  man. 

The  calorie  in  this  connection 
No  doubt  affords  secure  protection. 

Fresh  fruit  is  also  recommended, 

And  artificial  sunlight  splendid; 

And  when  you’ve  taken  all  the  rest, 

It  may  be  true  that  beer  is  best. 


There  should  also  be  borne  in  mind 
The  various  bottles  that  we  find 
Displayed  within  the  chemist’s  shop 
For  keeping  ’flu  germs  on  the  hop. 

Tonics  there  are  to  keep  you  fit; 

No  bug  would  dare  to  do  its  bit 

Against  a human  braced  with  those 
To  meet  the  worst  of  ’flu  germ  foes. 

Or,  if  some  bug  should  dare  to  bite 
Before  you’ve  got  your  system  right, 

Are  there  not  dopes  designed  as  cures 
Before  the  full  attack  matures? 

How  odd  it  seems,  with  all  these  aids, 

That  ’flu  still  makes  its  frequent  raids ! 
Cures  and  preventives  all  around — 

And  yet  we  still  see  people  downed ! 
Bearing  in  mind  how  mortals  might 
(As  just  explained)  avoid  this  blight, 
Strange  is  the  truth,  as  here  we  strike  it — - 
They  must  have  ’flu  because  they  like  it ! 

— Manchester  Guardian. 


ANOTHER  BLOW  TO  JEWISH  DOCTORS 


A dispatch  from  Berlin  reports  that  all 
Jewish  doctors  and  dentists  are  excluded  as 
of  Jan.  1 from  “panel”  practice  under  the 
Compulsory  Insurance  Law.  As  ordinary 
medical  practice  in  Germany  is  almost  en- 
tirely paid  for  by  the  government  insurance 
association,  the  great  majority  of  Jewish 
physicians  and  dentists  will  suffer  a heavy 
loss. 

Some  800  Jewish  doctors  and  dentists  in 


Berlin  are  reported  to  be  engaged,  at  least 
in  part,  in  such  panel  practice.  Various 
restrictions  have  been  laid  on  them,  but  they 
have  still  been  able  to  treat  patients  under 
the  Compulsory  Insurance  Law. 

The  ruling,  of  course,  does  not  seriously 
affect  well-known  specialists,  but  makes 
practice  almost  out  of  the  question  for  most 
Jewish  physicians. 


BLOOD  DYSCRASIAS  CAUSED  BY  OCCUPATION 

With  Specific  Reference  to  the  Effect  of  X-ray,  Radium,  Lead,  and  Benzol 

I.  W.  Held,  M.D.  and  A.  Lieberson,  M.D.,  New  York  City 
Attending  Physician,  Beth  Israel  Hospital;  Clinical  Professor  of  Medicine,  N.  Y.  University 
Medical  College  (I.W.H.) — Adjunct  Physician,  Beth  Israel  Hospital 


In  an  age  of  increasing  social  mind- 
edness, evidenced  by  the  enactment  of 
a growing  number  of  laws  not  only  to 
protect  the  worker’s  health  but  to  com- 
pensate him  for  injury  sustained  in  the 
course  of  his  employment,  it  is  im- 
portant for  the  general  practitioner  to 
be  familiar  with  the  causative  relation- 
ship between  disease  and  certain  occupa- 
tions. 

Although  blood  dyscrasias  do  not  rank 
high  in  frequency  among  occupational  af- 
fections, nevertheless  they  occur  suffi- 
ciently often  to  warrant  more  than  the 
scant  attention  given  them  not  only  in 
textbooks  on  industrial  medicine  but  in 
medical  literature  generally.  It  is  not  the 
frequency  or  rarity  with  which  a par- 
ticular disease  occurs  that  is  the  all- 
important  factor  in  industrial  medicine; 
that  it  may  develop  at  all  is  the  essential 
point.  Therefore  familiarity  with  the 
blood  dyscrasias  as  they  occur  in  certain 
industries  may  be  as  vital  to  the  welfare 
of  an  employee  in  one  of  those  fields  as 
our  knowledge  of  silicosis  is  in  the  stone- 
cutter industry. 

Animal  experimentation  has  shown 
that  chemicals  like  x-ray,  radium,  lead, 
and  benzol  are  very  poisonous  to  the 
hematopoietic  system.  If  a human  being 
should  inhale  or  take  by  mouth  any  of 
these  chemicals,  poisonous  symptoms 
even  resulting  in  fatalities  occur.  One 
must  therefore  seek  an  explanation  why 
the  same  chemicals  are  not  equally  in- 
jurious to  all  people  working  in  any  par- 
ticular industry.  The  hematopoietic  sys- 
tem is  only  rarely  affected,  even  in  indi- 
viduals where  the  respective  poisons  af- 
fect other  organs  in  the  body. 

One  factor  in  this  rarity  is  the  rela- 
tively infrequent  occurrence  of  spon- 
taneous hematopoietic  disease  in  com- 
parison with  the  incidence  of  other 
diseases  to  which  the  human  being  is 
subject.  There  seems  to  be  a protective 
mechanism  in  the  hematopoietic  system 


for  the  maintenance  of  the  cellular  ele- 
ments of  the  blood  qualitatively  at  a nor- 
mal level.  Even  when  definite  patho- 
logic changes  are  present  in  some  part 
of  the  hematopoietic  system  as  in  diffuse 
metastatic  carcinoma  of  the  bones,  or 
multiple  myeloma,  there  is  little  if  any 
evidence  in  the  peripheral  blood  of  dis- 
turbance in  the  myeloid  system.  Quan- 
titative changes  in  the  cellular  elements, 
particularly  of  the  white  cells,  are  rather 
the  rule. 

In  the  spontaneous  blood  dyscrasias  of 
unknown  origin,  there  is  generally  no 
period  of  functional  disturbance  which 
would  serve  to  point  out  the  beginning 
development  of  hematopoietic  disease. 
Pernicious  anemia,  for  instance,  is  not 
ushered  in  by  a warning  period  of  re- 
duction in  the  number  of  the  red  blood 
cells,  or  alteration  in  the  quality  of  these 
cells.  Once  the  spontaneous  organic 
hematopoietic  disease  sets  in,  however,  al- 
though only  one  part  of  the  hematopoietic 
system  is  affected  at  first,  all  other 
branches  are  soon  involved.  In  myeloid 
leukemia,  for  example,  there  is  a pri- 
mary invasion  of  the  myeloid  system 
which  is  followed  within  a short  time  by 
changes  in  the  lymphocytic  and  ery- 
thropoietic systems. 

In  the  occupational  blood  dyscrasias, 
the  course  of  the  disease  is  different. 
There  is  as  a rule  a long  period  of  func- 
tional disturbance  of  only  one  branch  of 
the  hematopoietic  system.  In  many  in- 
stances the  disease  is  reversible  (if  rec- 
ognized early)  through  removal  of  the 
causative  agent  and  institution  of  ade- 
quate treatment. 

Another  difference  between  spon- 
taneous and  occupational  blood  dyscrasias 
is  the  much  longer  period  of  time  that 
elapses  in  the  latter  form  between  in- 
volvement of  one  part  of  the  hemato- 
poietic system  and  invasion  of  other 
parts.  This  is  due  to  the  predilection  of 
certain  physical  and  chemical  agents  for 
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some  particular  branch  of  the  hemato- 
poietic system.  Of  the  agents  under  con- 
sideration, x-ray  and  radium  exert  their 
chief  detrimental  effect  on  the  hemato- 
poietic function  of  the  lymph  glands,  and 
to  a lesser  degree  on  the  myeloid  system. 
Lead  is  primarily  harmful  to  the  erythro- 
poietic system,  and  benzol  to  the  myeloid 
system.  With  regard  to  benzol,  other 
systems  are  almost  always  involved 
within  a shorter  or  longer  period  of 
time,  depending  upon  the  sensitivity  to 
benzol  of  the  particular  individual.  There 
are  persons  so  susceptible  to  this  poison 
that  the  entire  hematopoietic  system  is 
affected  at  once,  thus  explaining  the 


hematopoietic  as  of  other  occupational 
diseases. 

X-ray  and  Radium 

Our  knowledge  of  the  deleterious 
effect  of  x-ray  and  radium  on  the  body 
in  general  and  the  blood  in  particular  is 
of  comparatively  recent  origin.  Mott- 
ram1  has  shown  by  animal  experimenta- 
tion that  lymphoid  tissues  are  more  af- 
fected by  the  roentgen  ray  than  bone- 
marrow.  At  first  there  is  a relative  and 
then  an  absolute  increase  in  lymphocytes 
accompanied  by  a decrease  in  polymor- 
phonuclear s.  Leukopenia  may  accom- 
pany the  lymphocytosis,  but  is  not  con- 


Table  I — Important  Industrial  Agents  Producing  Blood  Dyscrasias 


Secondary  ( and  later ) 
Type  of  effects  on  other  parts  of 

Agent  Special  affinity  primary  action  Primary  action  the  hematopoietic  system 

Benzol  (Benzene  not  Leukoblastic  tissue  in  bone  Depressive,  Leukopenia  (polys).  Thrombocytopenia  causes 
benzine)  marrow  destructive  bleeding.  Bleeding  leads 

to  secondary  anemia 

Radium Lymphocytes  in  hemolymph  Stimulating....  Lymphocytosis Bone  marrow:  r.b.c.  first; 

glands  w.b.c.  later 

X-ray Affinity  and  action  same  as  radium,  but  milder 

Lead Erythropoietic  tissue  in  bone  Depressant  and  Secondary  anemia. . No  tendency  to  affect 

marrow regenerative  other  hematopoietic  ele- 

ments, as  a rule 


acute  agranulocytopenia  occasionally  en- 
countered in  benzol  poisoning. 

Authors  do  not  agree  generally  as  to 
the  clinical  manifestations  of  blood 
dyscrasias  caused  by  the  different  chemi- 
cal agents  considered  in  this  discussion. 
This  is  due  to  (1)  the  difference  in  the 
resistance  of  the  individual  to  the  par- 
ticular chemical  agent,  (2)  to  the  length 
of  time  the  individual  is  exposed,  and 
(3)  the  progressive  action  of  certain 
chemical  poisons,  particularly  benzol 
which  continues  to  act  long  after  cessa- 
tion of  exposure  to  the  poison.  (Table 

I) 

Realizing  the  importance  of  all  these 
factors  and  believing  that  the  time  is 
ripe  for  a review  of  the  many  phases  of 
blood  dyscrasias  caused  by  certain  physi- 
cal and  chemical  agents,  we  present  a 
clinical  picture  in  some  detail  of  the  blood 
disturbances  caused  by  x-ray,  radium, 
lead,  and  benzol.  The  requirement  of  a 
reasonable  lapse  of  time  between  the  be- 
ginning of  employment  and  the  devel- 
opment of  disease  in  an  employee  in 
order  that  an  occupational  disease  may 
be  considered  compensable  is  true  of 


stant  or  reliable  as  a criterion  of  over- 
dosage. The  hemoglobin  and  red  blood 
cells  are  not  altered.  Stray  radium 
gamma  is  more  penetrating  than  x-rays 
and  causes  more  marked  local  reactions 
but  less  disturbance  in  the  blood.  Ac- 
cording to  Levin2  the  larger  the  square 
area  of  entry  of  x-rays  into  the  organism, 
the  more  severe  is  the  general  effect  on 
the  blood. 

Technicians  who  use  x-ray  or  radium 
and  develop  hemotologic  symptoms  do 
so  in  a chronic,  progressive  manner.  The 
first  evidence  of  an  adverse  effect  is  in 
general  systemic  disturbances.  Malaise, 
loss  of  appetite,  ready  fatigue,  and  a 
peculiar  greenish  pallor  become  notice- 
able. But  when  the  blood  is  examined 
in  this  early  stage  there  is  surprisingly 
little  reduction  in  the  red  blood  cells 
numerically,  and  no  change  in  their  size 
or  shape,  indicating  that  the  erythro- 
poietic system  has  not  become  disturbed. 
The  white  blood  cells,  however,  show  a 
disproportion  between  the  granulocytes 
and  lymphocytes.  The  percentage  of 
lymphocytes  may  be  forty  per  cent,  fifty 
per  cent,  even  seventy  per  cent ; their 
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character  is  that  of  the  mature  cell.  As 
the  condition  progresses  the  spleen  and 
the  peripheral  glands  enlarge,  and  blood 
changes  may  occur  typical  of  lymphatic 
leukemia.  The  blood  platelets  are  re- 
duced, the  red  blood  cells  diminished, 
myeloblasts  and  myelocytes  appear  in  the 
blood.  In  rare  cases  myeloid  leukemia 
develops.3'5 

Treatment 

If  the  patient  is  removed  from  his  oc- 
cupation at  the  beginning  of  his  systemic 
disturbance  and  is  kept  away  from  the 
deleterious  influence  of  x-ray  and 
radium,  the  blood  dyscrasia  may  be  re- 
versible and  he  may  fully  recover  from 
it.  The  anemia  is  treated  with  large 
doses  of  iron  and  occasional  blood  trans- 
fusions. Fresh  air  and  nourishing  diet 
are  essential  throughout  the  course  of 
the  treatment.  Complete  removal  of  the 
patient  from  x-ray  and  radium  cannot 
be  overemphasized,  for  if  this  precaution 
is  not  taken,  leukemia  with  marked  in- 
crease in  abnormal  lymphocytes  develops. 
At  this  stage,  remarkably  enough,  the 
judicious  employment  of  x-ray  therapy 
may  prolong  life  as  in  ordinary  idio- 
pathic lymphatic  leukemia. 

Lead 

The  effect  of  lead  may  be  expressed 
chiefly  in  disturbances  of  the  brain  (lead 
encephalopathy),  peripheral  nerves  (lead 
palsy),  sensory  nerves  (lead  neuritis), 
or  gastrointestinal  tract  (lead  colic). 
Very  often  cases  are  encountered  involv- 
ing the  vascular  system  with  hyperten- 
sion, renal  vascular  changes,  or  even  true 
nephrosis.  More  rarely  all  systems  are 
affected.  Lead  anemia,  when  it  does 
occur,  is  almost  always  associated  with 
signs  of  lead  poisoning  in  some  other 
organs,  as  indicated  above. 

Changes  in  the  erythropoietic  system 
of  a quantitative  nature  are  relatively  in- 
frequent. The  hematopoietic  system  is 
seldom  so  affected  as  to  lead  to  fatal 
termination,  so  that  scant  attention  was 
paid  to  its  development  for  a long  time. 
It  was  recognized  of  course  that  anemia 
is  a feature,  and  that  some  stippling  of 
the  red  blood  cells  is  present.  In  1924 
Key,6  working  in  Aub’s  laboratory, 
showed  that  in  proportion  to  the  degree 


with  which  lead  phosphate  forms  in  the 
bone,  red  blood  cells  undergo  striking 
changes.  The  surface  of  the  red  blood 
cell  becomes  hard,  brittle,  and  also 
sticky,  interfering  with  agglutination. 
As  these  brittle  cells  circulate  through 
the  capillaries  they  break  up  and  bring 
about  an  anemia  almost  pernicious  in 
character.  Eventually  the  loss  of  these 
cells  stimulates  the  hematopoietic  tissues 
so  that  immature  cells  appear  in  the 
blood,  explaining  the  findings  of  poiki- 
locytosis,  anisocytosis,  polychromato- 
philia  and  basophilic  stippling.  There  is 
no  change  in  blood  platelets  since  the 
myeloid  system  is  not  affected,  and  no 
hemorrhagic  diathesis. 

Lead  is  utilized  in  more  than  150  in- 
dustries. Chief  among  these  are  lead 
smelting,  producing  white  lead  oxides  for 
paints,  mixing  pastes,  pasting  plates,  fin- 
ishing plates  for  storage  batteries,  glaz- 
ing pottery,  compounding  rubber,  manu- 
facturing lithographic  paper,  drinking 
utensils,  toys,  and  many  other  articles.7 
It  was  Tanquerill  des  Planches8  who  dis- 
covered that  lead  poisoning  is  caused  only 
by  inhalation  of  the  dust.  Duckering9 
has  shown  that  if  no  more  than  two  mg. 
of  lead  is  inhaled  in  an  eight  hour  work 
day  lead  poisoning  does  not  develop,  but 
if  the  amount  is  increased  from  two  to 
five  mg.  the  symptoms  of  lead  poisoning 
will  develop.  After  the  lead  is  absorbed 
it  is  carried  in  the  blood  as  dibasic  phos- 
phate and  deposited  in  the  skeleton  as 
tribasic  phosphate,  chiefly  in  the  bone 
trabeculae  but  also  in  the  cortex.  Ninety- 
five  per  cent  of  the  lead  in  chronic  lead 
poisoning  is  in  the  skeleton.  Excretion 
in  the  urine  and  in  the  stool  is  very 
gradual.  An  alcoholic  debauch  or  an 
acute  infection  may  precede  an  acute  at- 
tack of  plumbism  in  lead  workers. 

Treatment 

The  earliest  treatment  for  lead  poison- 
ing was  potassium  iodide  as  an  altera- 
tive and  belladonna  as  an  antispasmodic. 
The  more  modern  treatment  calls  for  al- 
ternating periods  of  high  and  low  calcium 
intake  to  foster  the  mobilization  and  ex- 
cretion of  the  combined  calcium-lead 
salts.  During  the  first  period,  a high 
calcium  intake  is  provided  for  three  to 
four  weeks  by  a milk  and  fruit  diet  am- 
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plified  by  two  to  three  gm.  of  calcium 
gluconate  four  or  five  times  daily  by 
mouth.  This  is  followed  by  a calcium- 
free  period  of  two  to  three  weeks.  Pro- 
phylaxis is  of  the  utmost  importance, 
and  workers  should  protect  themselves 
from  inhalation  by  proper  ventilation  and 
the  wearing  of  suitable  masks.  Should 
symptoms  develop  in  spite  of  precau- 

Itions,  the  patient  should  immediately 
withdraw  from  this  occupation. 

Benzol 

We  come  now  to  the  substance  which 
industrially  is  likely  to  cause  the  most 
severe  and  dangerous  blood  dyscrasias. 
Benzol  is  employed  wherever  rubber  is 
used — tires,  raincoats,  etc.  It  enters  into 
many  dyes,  polishes,  and  cleaners.  San- 
tesson10  as  early  as  1897  wrote  a clinical 
paper  warning  against  the  deleterious  ef- 
fects of  benzol.  He  described  nine  cases 
of  purpura  hemorrhagica  in  girls  who 
used  benzol  rubber  cement  in  their  work, 
four  of  which  were  fatal.  In  1910  Sell- 
ing11 reported  three  similar  cases  in 
workers  engaged  in  sealing  tin  cans  with 
benzol  rubber.  Selling  then  carried  out 
extensive  animal  experimentation  which 
indicated  that  the  main  characteristic  of 
benzol  poisoning  is  not  purpura  hemorr- 
hagica but  an  extreme  leukopenia.  He 
showed  that  benzol  is  a powerful  leuko- 
toxic  substance  destroying  white  cells  in 
the  area  of  production  and  in  the  cir- 
culating blood,  eventually  affecting  the 
hematopoietic  activity  of  the  spleen  and 
other  lymph  glands.  The  myeloid  tissue 
suffers  the  earliest  and  greatest  damage, 
the  erythroblastic  and  megakaryocytic 
elements  being  only  secondarily  affected. 
The  observations  of  Selling  were  con- 
firmed by  many  workers,  notably  by 
Schiff12  who  further  found  that  benzol 
has  a detrimental  effect  on  antibody  ac- 
tivity, so  that  workers  in  the  benzol 
trades  who  develop  an  infection  are  prone 
to  succumb. 

Credit  for  demonstrating  more  re- 
cently the  chronic  damage  produced  by 
benzol  and  its  manner  of  action  should 
go  to  Alice  Hamilton13  of  Harvard  Uni- 
versity for  her  thorough  animal  experi- 
mentation. She  demonstrated  that  two 
or  three  days  after  the  first  injection  of 
a sizeable  dose  of  benzol,  the  animal 


showed  a reduction  of  white  blood  cells 
up  to  fifty-two  per  cent,  and  two  or  three 
days  after  the  next  injection  a reduction 
to  twenty  per  cent,  or  even  as  low  as 
twelve  per  cent.  When  she  stopped 
after  the  first  injection,  the  fall  in  white 
blood  cells  continued,  but  later  there  was 
spontaneous  recovery.  However,  when 
the  second  injection  was  given  and  the 
fall  in  white  blood  cells  dropped  below 
twelve  per  cent,  there  was  no  recovery. 
In  these  animals  definite  disturbances  in 
the  bone-marrow  alone  were  found, 
especially  the  myeloblastic  tissues,  but 
there  was  very  little  change  in  the  hemo- 
lymph  glands,  spleen,  liver,  etc.,  differing 
in  this  respect  from  x-ray  and  radium. 
The  leukocytic  elements,  particularly  the 
polymorphonuclears,  were  reduced. 
There  was  no  destruction  of  white  blood 
cells  in  the  circulating  blood,  but  an  in- 
hibition of  their  formation,  causing  a 
leukopenia  at  the  expense  of  the  poly- 
morphonuclears. In  clinical  cases  of 
blood  dyscrasias  caused  by  benzol  the 
blood  findings  are  very  similar  to  these 
animal  experiments. 

Symptomatology 

Although  acute  benzol  poisoning  rarely 
occurs  as  an  occupational  development, 
it  is  nevertheless  emphasized  that  there 
is  a marked  difference  between  acute  and 
chronic  benzol  poisoning.  In  the  acute 
state,  benzol  exerts  its  detrimental  ef- 
fect primarily  by  inhalation.  There  are 
marked  respiratory  and  nervous  symp- 
toms— convulsions,  persistent  cough, 
dyspnea,  orthopnea,  and  cyanosis.  The 
peripheral  blood  findings  are  entirely 
negative.  After  death,  which  occurs 
within  twenty-four  to  forty-eight  hours, 
the  blood  remains  in  a liquid  state. 

Acute  benzol  poisoning,  like  chronic, 
is  seen  most  often  in  women,  particularly 
young  women;  it  is  possible  that  the  ex- 
tensive use  of  cheap  cosmetics  may  be 
a factor  in  undermining  the  young  work- 
er’s hematopoietic  system  through  the 
presence  of  harmful  dyes,  making  her 
more  susceptible  to  benzol  poisoning. 

Occupational  benzol  poisoning  as  a 
rule  requires  a year  or  more  for  the  de- 
velopment of  sufficient  symptoms  to  make 
the  employee  feel  he  cannot  attend  to 
his  work.  The  first  symptoms  are  ma- 
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laise,  pallor,  easy  fatiguability,  and  loss 
of  appetite.  It  is  of  the  greatest  im- 
portance to  examine  the  blood  as  soon 
as  symptoms  of  this  kind  appear  in  a 
worker  in  a benzol  trade.  There  is  mod- 
erate neutropenia,  but  no  change  in  the 
red  blood  cells  and  no  reduction  in  hemo- 
globin at  this  stage.  In  many  cases  an 
increase  in  blood  platelets  begins  to  make 
its  appearance,  to  be  followed  later  by 
a decrease.14  An  individual  with  these 
blood  findings  should  not  be  allowed  to 
continue  working  with  benzol,  for  if  he 
is  removed  from  this  menace  at  this 
stage,  he  will  recover  rapidly. 

If  employment  is  not  discontinued,  the 
leukotoxic  effect  of  benzol  goes  on  until 
eventually  there  is  reduction  in  the  poly- 
morphonuclear cells.  There  may  be 
only  1000  or  2000  white  blood  cells  with 
a polymorphonuclear  count  of  twenty 
per  cent  to  forty  per  cent,  or  even  as 
low  as  ten  per  cent.  Immature  cells  (one 
to  two  per  cent  myeloblasts)  are  fre- 
quently seen  in  the  blood.  The  reduction 
of  blood  platelets  keeps  pace  with  the 
fall  in  the  white  blood  cells,  both  quanti- 
tatively and  qualitatively.  There  are  ex- 
ternal manifestations  of  hemorrhagic 
diathesis — bleeding  from  the  gums,  nose, 
pharynx,  uterus,  and  even  gastroin- 
testinal tract. 

During  this  period  the  patient  presents 
a picture  of  malignant  thrombocytopenia; 
a mistaken  diagnosis  of  essential  throm- 
bocytopenia is  easily  made. 

The  erythroblastic  system  is  not  af- 
fected qualitatively  but  quantitatively, 
secondary  to  the  loss  of  blood.  Evidence 
of  the  regeneration  of  red  blood  cells, 
such  as  the  presence  of  reticulocytes  or 
nucleated  red  blood  cells  is  not  present. 
If  the  correct  diagnosis  is  made,  even 
at  this  stage  of  the  disease,  repeated 
transfusions  may  improve  the  patient, 
and  in  some  instances  may  even  lead  to 
recovery. 

Instead  of  the  typical  clinical  picture 
in  benzol  poisoning  outlined  above,  there 
may  be  variations.  Polynucleosis  may 
be  present  instead  of  leukopenia,  espe- 
cially if  there  is  a focus  of  suppuration 
anywhere  in  the  body.  Even  in  animal 
experiments  if  an  infection  is  caused  by 
injecting  bacteria  in  addition  to  benzol, 
leukocytosis  results,  instead  of  leuko- 
penia. Under  normal  conditions  the  red 


blood  cells  are  reduced  only  in  number. 
Abnormalities  however,  are  not  unknown 
to  occur  in  size,  shape  and  staining  prop- 
erties. Stippling  of  the  red  blood  cells, 
reticulocytes  and  even  nucleated  red 
blood  cells,  as  well  as  a high  color  index, 
have  been  reported.  Cabot15  has  shown 
regenerative  forms  of  red  blood  cells 
such  as  are  seen  in  pernicious  anemia. 

Alice  Hamilton13  has  called  attention 
to  two  features  that  are  particularly  the 
source  of  much  difficulty  in  diagnosis. 
One  is  the  great  variation  in  suscepti- 
bility of  individuals,  exemplified  by  cases 
of  severe  fatal  poisoning  in  a factory 
where  other  employees  show  no  symp- 
toms of  poisoning.  The  other  is  the 
progressive,  cumulative  action  of  the 
poison  after  exposure  has  ceased.  Once 
injury  to  the  bone  marrow  is  sufficiently 
extensive,  the  process  progresses  even 
when  there  is  no  further  contact  with  the 
chemical.  Four  of  Santesson’s  nine  girl 
patients,10  for  instance,  developed  serious 
symptoms  only  after  they  had  left  the 
factory  where  the  contact  occurred. 
Rohner16  described  a man  who  left  the 
factory  where  he  worked  merely  because 
the  fumes  of  benzol  irritated  his  eyes, 
and  soon  afterwards  developed  fatal 
aplastic  anemia. 

The  general  considerations  outlined 
above  for  benzol  apply  also  to  its  nu- 
merous derivatives  in  industry,  such  as 
high-flash  naphtha  (a  solvent  composed 
of  toluene  and  xylene).  These  sub- 
stances are  of  the  same  type  but  are 
weaker  leukotoxic  agents  than  benzol 
itself,  as  Batchelor17  has  shown.  The 
nitroso  and  amido  groups  of  benzol  de- 
rivatives, on  the  other  hand,  are  more 
toxic  to  the  blood  than  benzol  itself. 
Their  deleterious  action  is  primarily  the 
production  of  anoxemia  by  formation  of 
methemoglobin  with  typical  symptoms  of 
methemoglobinemia — flushing  of  the 
face,  pressure  in  the  head,  dizziness, 
cyanosis,  sometimes  nausea  and  vomit- 
ing. We  had  occasion  to  watch  the  ac- 
tion of  this  group  in  a private  patient 
of  ours.  We  prescribed  0.3  gm.  of  anes- 
thesin  (a  benzol  derivative  which  belongs 
to  the  amido  group)  for  a patient  with 
peptic  ulcer  to  relieve  his  pain  and 
nausea,  and  it  caused  alarming  symptoms 
of  methemoglobinemia  lasting  several 
hours.  The  patient  was  sent  to  a hos- 
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pital  where  the  intern  was  so  certain 
the  attack  had  been  caused  by  anesthesin 
that  he  gave  the  patient  half  the  original 
dose  with  repetition  of  the  attack  and 
identical  symptoms  of  methemeglobi- 
nemia.  The  patient  apparently  had  an 
idiosyncrasy  so  that  the  smallest  dose 
brought  about  alarming  symptoms.  In 
the  industries  employing  the  amido 
group  of  benzol  derivatives,  the  same 
tendency  to  methemoglobinemia  is  seen. 

The  clinical  course  described  above  for 
chronic  poisoning  in  industries  employ- 
ing benzol  and  its  derivatives  also  occurs 
in  the  therapeutic  use  of  certain  drugs 
closely  related  to  benzol.  These  drugs 
will  be  briefly  commented  on  because  of 
their  medicolegal  importance  and  their 
widespread  use  in  therapeutics,  if  not  in 
the  industries.  The  most  prominent  of 
these  drugs  is  arsphenamine,  whose  toxic 
action  on  the  bone-marrow  is  in  all  prob- 
ability caused  by  the  benzol  ring  which 
it  contains.  An  aplastic  anemia  occa- 
sionally results  with  marked  neutropenia, 
then  thrombocytopenia  and  secondary 
anemia  several  months  after  a course  of 
arsphenamine  injections.  Two  such 
cases  came  under  our  observation  at  Beth 
Israel  Hospital  three  years  ago ; both 
recovered  after  fifteen  to  twenty  trans- 
fusions, even  though  both  appeared 
critically  ill  for  many  weeks.18 

Pyramidon,  too,  has  been  found  to 
cause  (rarely)  granulocytopenia  and 
later  hemorrhagic  diathesis.  This  may  not 
only  be  due  directly  to  the  pyramidon, 
which  contains  the  benzol  ring  in  its  for- 
mula, but  to  the  presence  of  benzol  itself, 
used  widely  as  a drying  agent  for  the 
pyramidon  powder. 

Shapiro  and  Lehman19  have  reported 
a case  of  agranulocytosis  following  the 
injection  of  cinchophen,  and  have  ad- 
vanced the  theory  that  this  developed 
because  of  the  depressant  effect  on  the 
bone  marrow  of  the  benzol  liberated 
from  the  cinchophen  (which  the  cincho- 
phen had  acquired  during  its  preparation). 

Mention  must  finally  be  made  of  a 
drug  which  for  a while  enjoyed  no- 
toriety in  the  treatment  of  obesity, 
namely  dinitrophenol.  The  deaths  from 
agranulocytosis  and  aplastic  anemia 
caused  by  this  drug  were  probably  due 
to  the  benzol  ring  which  is  the  major 
constituent  of  dinitrophenol.  We  have 


seen  one  case  of  this  kind.  The  patient 
was  a young  woman  who  was  extremely 
obese.  A proper  dose  was  prescribed  by 
her  physician  but  she  increased  the 
amount  in  order  to  lose  weight  more 
rapidly.  She  developed  thrombocyto- 
penic symptoms  with  fatal  termination. 

Treatment 

Returning  now  to  occupational  dis- 
eases and  the  treatment  in  these  chronic 
benzol  poisoning  cases,  one  is  struck  by 
the  simple  fact  that  the  prophylactic  ap- 
proach offers  the  best  results.  Proper 
ventilation  is  very  important  in  the  benzol 
industries.  When  the  patient  is  found  to 
show  the  early  effects  of  poisoning  such 
as  leukopenia  and  is  removed  from  the 
industry,  he  is  usually  spared  a serious 
blood  disease.  If  the  illness  is  in  its 
early  stages,  i.e.  confined  largely  to  the 
leukocytic  tissues,  nucleotide  injections 
may  be  of  benefit.  But  during  the  se- 
verer later  stages  where  the  mortality  is 
usually  between  sixty  to  eighty  per  cent, 
these  cases  need  frequently  repeated 
blood  transfusions  if  any  real  help  is  to 
be  given  them.  Blood  transfusions  must 
be  persisted  in  no  matter  how  hopeless 
the  clinical  condition  appears  as  our  two 
cases  of  benzol  poisoning  after  arsphena- 
mine administration  show.18 

Summary 

In  conclusion  these  facts  should  be 
stressed : that  the  hematopoietic  system 
in  general  is  very  resistant  to  disease; 
that  it  may  be  affected  however  in  pre- 
disposed individuals  after  relatively  long 
contact  with  benzol,  x-ray,  radium,  and 
lead.  Each  of  these  agents  has  a special 
affinity  for  a particular  part  of  the  blood 
system.  Benzol  first  acts  on  the  leuko- 
blasts  causing  a leukopenia ; it  later  af- 
fects the  platelets  and  red  blood  cells 
to  give  an  aplastic  anemia  which  is  usu- 
ally fatal.  The  leukopenic  stage  is  still 
reversible,  the  aplastic  usually  is  not. 
The  only  efficacious  treatment  is  repeated 
blood  transfusions.  X-ray  and  the  radio- 
active substances  have  a special  affinity 
for  the  hemolymph  glands,  not  the  bone- 
marrow.  The  action  is  stimulatory  and 
causes  a lymphocytosis,  either  relative  or 
absolute.  This  is  still  a reversible  stage. 
Later  hemorrhagic  diathesis  develops  and 
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the  patient  responds  poorly  to  treatment, 
pital  where  the  intern  was  so  certain 
Lead  causes  the  least  serious  of  the  blood 
dyscrasias.  Its  affinity  is  for  erythro- 
blastic tissue,  depressing  red  blood  cell 
formation.  The  body  in  almost  all  cases 
compensates  for  this  by  regeneration. 
The  anemia  is  usually  part  of  generalized 


lead  intoxication  and  yields  to  the  usual 
iron  treatment  for  secondary  anemias. 
The  therapeutic  desiratum  in  all  occupa- 
tional blood  dyscrasias  is  to  recognize 
and  treat  them  in  the  functional  re- 
versible stage — and  not  in  the  organic  ir- 
reversible stage. 

2 E.  95  St. 

237  E.  20  St. 
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“WINTER  COMPLAINT” 


Babies  and  young  children  need  to  be  as 
carefully  protected  at  this  time  of  the  year 
against  “winter  complaint”  as  they  do  during 
the  warm  weather  against  “summer  com- 
plaint,” Dr.  J.  H.  M.  Knox,  Jr.,  Chief  of 
the  Bureau  of  Child  Hygiene  of  the  Mary- 
land State  Department  of  Health,  said 
recently,  in  discussing  seasonal  disease 
hazards  for  young  children,  as  quoted  in  the 
News  Letter  of  the  Suffolk  County  Medical 
Society. 

By  “winter  complaint”  Dr.  Knox  said  he 
meant  influenza,  tonsilitis,  pneumonia,  bron- 
chitis and  other  diseases  of  the  respiratory 
or  “breathing”  system  as  distinguished  from 
“summer  complaint”  which  attacks  the  di- 
gestive system.  He  said,  “Diseases  like  pneu- 
monia may  develop  from  a neglected  cold ; 
they  may  follow  as  an  after-effect  of 
measles  or  whooping  cough  or  one  of  the 
other  so-called  children’s  diseases ; or  they 
may  occur  suddenly  and  with  very  little 
warning. 

They  are  more  prevalent  in  winter  than 
in  summer  and  they  are  even  more  diffi- 
cult to  combat  than  the  digestive  ailments. 
Nearly  all  are  spread  through  the  secre- 
tions from  the  nose  and  mouth. 

“These  respiratory  diseases  are  particu- 
larly dangerous  to  babies  and  young  chil- 
dren. Those  not  in  vigorous  health  are  more 
susceptible  to  these  infections.  The  first  line 
of  defense  is  to  strengthen  their  powers  of 
resistance  against  ill  health.;  the  second  is 
to  keep  them  under  regular  medical  super- 
vision; the  third  is  to  keep  them  away  from 


others — young  or  old — who  have  coughs, 
colds  or  fevers. 

“A  child’s  resistance  to  disease  can  be 
greatly  increased  by  establishing  a regular 
routine  as  outlined  by  the  family  doctor. 
Food  suited  to  the  child’s  needs;  a balanced 
diet  supplemented  by  a daily  allowance  of 
cod  liver  oil,  orange  or  tomato  juice;  sun- 
shine, fresh  air ; a daily  sponge  followed  by 
a brisk  rub  with  a coarse  towel;  regular 
hours  for  sleep  and  plenty  of  it;  freedom 
from  excitement ; clothing  adapted  to  the 
weather  with  special  regard  to  sudden  sharp 
changes  of  temperature,  are  among  the 
essentials  for  normal  growth  and  health. 
A baby’s  feet  should  be  kept  warm  at  all 
times,  but  the  covering  should  not  be  enough 
to  make  him  perspire  visibly.  The  run-about 
child  who  is  allowed  to  remain  for  hours 
with  cold,  wet  feet  is  apt  to  take  cold  and 
perhaps  develop  something  more  serious. 

“Well  children  under  three  should  be 
taken  to  the  doctor  two  or  three  times  a 
year,  and  oftener  if  the  child  is  not  gain- 
ing satisfactorily.  The  doctor  should  be 
sent  for  without  delay  when  any  suspicious 
symptoms  are  observed. 

“The  importance  of  keeping  young  chil- 
dren away  from  others  who  have  colds,  or 
any  other  infectious  disease  can  not  be  em- 
phasized too  strongly.  The  utmost  care 
should  be  exercised  by  those  who  have  colds, 
and  who  are  unavoidably  brought  into  con- 
tact with  young  children,  not  to  cough  or 
sneeze  so  that  the  spray  of  saliva  reaches 
the  children.” 


SCHMINKE  TUMORS 


Murray  Berger,  M.D..  New  York  City 
Lincoln  Hospital 


In  1921  Schminke1  described  a tumor 
which  he  called  lymphoepithelioma.  This 
peculiar  tumor  arises  from  the  lympho- 
epithelial  organs — the  pharyngeal,  fau- 
cial, and  lingual  tonsils.  The  question 
whether  lymphoepithelioma  and  transi- 
tional cell  epithelioma  are  identical 
tumors  or  represent  different  types  has 
not  been  decided. 

Quick  and  Cutler3  studied  a group  of 
cases  at  the  Memorial  Hospital.  Their 
cases  presented  the  same  clinical  symp- 
tomatology but  were  somewhat  different 
in  their  histologic  structure  and  were 
termed  by  the  authors  “transitional  cell 
carcinomata’’  (1927).  In  1929  Ewing4 
published  a study  of  lymphoepitheliomata 
in  which  he  confirmed  the  occurrence  of 
the  tumor  described  by  Schminke.  He 
maintained,  however,  that  the  group  of 
cases  which  was  termed  “transitional  cell 
carcinomata”  at  the  Memorial  Hospital 
presented  different  histologic  structures, 
but  even  so,  the  response  to  irradiation 
and  the  clinical  course  were  identical  in 
bis  cases  with  those  termed  “lympho- 
epithelioma.” He  also  mentioned  the  fact 
that  Laccasagne,  with  whom  he  had  dis- 
cussed this  problem,  had  stated  that  the 
cases  described  “transitional  cell  carcino- 
mata” at  the  Memorial  Hospital  would 
be  termed  lymphoepithelioma  by  the 
Paris  school.  Erdheim  feels  that  in 
order  to  make  sure  of  the  pathological 
diagnosis  the  patient  should  be  watched 
from  the  clinical  standpoint. 

This  group  of  intraoral  carcinomata 
have  certain  outstanding  characteristics 
such  as : ( 1 ) They  are  extremely  radio- 
sensitive; (2)  they  have  more  or  less  a 
characteristic  clinical  course;  (3)  they 
metastasize  early;  (4)  there  is  an  ab- 
sence of  squamous  characters,  hornifica- 
tions,  and  pearl  formation;  (5)  they  run 
a rapid  course. 

Microscopically  the  tumor  consists  of 
masses  or  strands  of  large  polyhedral  to 
thick  spindle-shaped  cells  with  large 
round  or  oval  hyperchromatic  nuclei. 
The  stroma  is  usually  delicate.  Large 
numbers  of  mitosis  are  usually  present. 


This  tumor  is.  seen  in  three  places : 
tonsil,  base  of  tongue,  and  the  naso- 
pharynx. The  primary  tumor  is  usually 
small  and  often  undetected  especially 
when  it  develops  in  the  nasopharynx 
where  it  usually  arises  in  the  recessus 
pharyngeus.  Owing  to  the  promixity  of 
the  primary  growth  to  the  nervous  sys- 
tem at  the  base  of  the  skull,  a variety 
of  symptoms  may  be  presented,  which  is 
why  they  are  often  overlooked.  Symp- 
toms of  involvement  of  the  Eustachian 
tube,  second,  third,  fourth  nerves,  to  the 
second  and  third  divisions  of  the  fifth 
and  sixth,  the  Gasserian  ganglion,  sella 
turcica  or  the  jugular  foramen  should 
immediately  suggest  the  possibility  of  a 
tumor.  As  a rule  the  trigeminal  or  ab- 
ducens  nerve  is  the  first  involved.  It  also 
appears  that  the  ophthalmic  branch  of 
the  trigeminal  is  apt  to  be  invaded  earlier 
than  the  other  branches  and  that  the  motor 
branch  of  the  same  nerve  is  only  rarely  in- 
volved. The  involvement  of  the  various 
cranial  nerves  can  be  best  explained  by  an 
anterior  extension  of  the  tumor  growth 
into  the  anterior  portion  of  the  middle 
cranial  fossa.  In  the  nasopharynx  syn- 
drome, pain  may  simulate  that  in  acute 
condition  of  the  ear.  Pain  may  be  constant 
or  recurrent  extending  over  the  cheek, 
mastoid  region,  frontal  and  temporal  re- 
gions or  to  the  eye.  One  patient  com- 
plained of  diplopia  and  severe  frontal 
headache  for  six  weeks.  Some  patients 
have  no  pain;  they  seek  relief  from  en- 
larged glands  of  the  neck.  Early  involve- 
ment of  the  cervical  lymph-nodes  is  one 
of  the  characteristics  of  this  tumor.  The 
lymph-nodes  involved  are  those  of  the 
superior  deep  cervical  group  and  usually 
on  the  side  of  the  primary  growth.  The 
earliest  affected  are  those  lying  on  the 
jugular  vein  behind  the  angle  of  the  jaw. 
From  here  the  invasion  extends  to  the 
whole  deep  cervical  group.  The  lymph 
nodes  are  hard  and  usually  freely  movable. 
Recognition  of  this  early  lymph  node  in- 
volvement is  extremely  important,  in  view 
of  the  frequent  failure  to  detect  the  pri- 
mary small  growth. 
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Fig.  1.  Section  of  tonsil  showing  areas  of  a 
typical  transitional  epithelium  with  mitotic  fig- 
ures and  anaplasia.  (Schminke  tumor) 


This  lesion  is  most  common  in  the  ton- 
sil and  it  is  more  or  less  characteristic. 
It  presents  a finely  granular,  velvety  sur- 
face which  looks  like  an  erosion  of  the 
mucous  membrane  rather  than  a frank 
coarse  ulceration,  with  an  indurated 
border,  a depressed  ulcerated  crater  as  of 
the  more  common  squamous  type.  The 
Schminke  is  flatter  and  it  requires  very 
little  radiation  to  destroy  it,  compared  to 
the  squamous  type  which  is  radioresist- 
ant. (Fig.  1) 

In  case  of  the  nose,  there  is  difficulty 
in  breathing  through  the  affected  side. 
The  growth  has  a tendency  to  fill  the  en- 
tire naris.  The  patient  complains  of  a 
mucosanguineous  discharge.  It  then  in- 
volves the  sinuses,  continues  to  the  orbit 
and  then  we  have  symptoms  of  pain  in 
the  eye,  failing  vision,  and  diplopia. 
(Fig.  2) 

When  the  lesion  originates  in  the 
tongue,  the  first  symptoms  are  usually 
difficulty  in  swallowing ; later,  due  to 
the  involvement  of  the  epiglottis,  there 
may  be  difficulty  in  breathing.  Hemorr- 
hages occur  occasionally.  The  tongue 
has  a tendency  to  deviate  to  one  side  or 
else  it  protrudes.  Eventually  anemia  and 
metastasis  cause  death. 

Diagnosis 

Early  diagnosis  is  extremely  important 
and  yet  sometimes  very  difficult  due  to 
the  fact  that  the  primary  growth  is  as  a 
rule  very  small.  Recognition  of  the  early 
lymph  node  involvement  will  often  save 
the  patient  many  months  of  life.  A his- 
tory of  glands  in  the  neck  with  the  pre- 


vious clinical  symptoms,  plus  a positive 
biopsy  and  immediate  response  to  radi- 
ation will  tell  us  that  we  are  dealing  with 
a Schminke  tumor. 

You  must  differentiate  this  particular 
from  the  ordinary  polypoid  tissue,  sar- 
coma, lues  fibroma,  Tbc  granuloma,  and 
Hodgkin’s  disease. 

As  for  the  treatment  of  this  condi- 
tion I will  quote  Dr.  Kean,  who  has  had 
considerable  experience  as  a radiologist 
with  this  type  of  carcinoma.  After  per- 
forming a biopsy  with  a radio  knife,  no 
other  surgery  is  done  until  the  patient  has 
had  the  required  amount  of  x-ray.  His 
plan  differs  somewhat  with  each  patient 
depending  on  the  following: 

1.  General  condition  of  patient:  Patients 
who  have  no  systemic  disease,  respond  bet- 
ter to  radiation  and  can  be  treated  more 
intensely ; the  others  have  to  be  treated 
more  carefully  and  supporting  medication 
or  blood  transfusion  is  often  necessary. 

2.  Stage  of  the  disease:  (a)  Early  cases, 
where  no  extensive  metastasis  to  the  neck 
or  extensive  local  destruction  of  bone  are 
present,  should  be  treated  more  intensely 
with  a view  toward  eradication  of  the  dis- 


Fig.  2.  Section  of  nasal  polyp  showing  large 
epithelial  cells  with  pale  staining  nuclei  infil- 
trated with  lymphocytes.  Many  mitotic  figures 
can  be  seen. 
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ease  completely.  (b)  In  advance  cases, 
where  there  is  extensive  local  involvement 
or  distant  metastasis,  irradiation  should  be 
given  only  as  a palliative  measure. 

3.  Infection  in  the  surrounding  tissues: 
Cases  in  which  infection  is  present  must  be 
carefully  treated  with  small  doses  over  a 
long  period  of  time  to  prevent  precipita- 
tion of  untoward  reactions. 

4.  Location  of  the  primary  tumor:  (a) 
In  the  nasopharynx,  the  tumor  should  be 
cross-fired  from  both  sides  of  the  face,  and 
often  a third  posterior  field  may  be  advis- 
able; the  glands  of  the  neck  should  be 
treated  separately.  In  all  these  cases  the 
Coutard  method  seems  to  give  better  re- 
sults. (b)  In  the  tonsils,  treatments  from 
both  sides  of  the  face  and  neck  should  be 
given,  and  very  often  a simple  fractionated 
method  may  give  excellent  results.  (c) 
For  lesions  located  in  the  base  of  the 
tongue  and  in  the  larynx,  the  Coutard 
method  seems  to  be  preferable. 

After  the  patient  has.  received  the  re- 
quired amount  of  radiation  several  weeks 
are  allowed  to  pass  and  then  the  residue 
of  the  growth  is  removed  by  electro- 
coagulation. The  prognosis  depends  on 
the  stage  of  the  disease  and  the  location 
of  the  tumor.  Seeing  a patient  before 
metastasis,  we  are  naturally  able  to  pro- 
long life.  When  the  growth  is  in  the 
tonsil  we  also  give  a better  prognosis. 
The  average  duration  of  life  is  about  two 
and  a half  years.,  but  five  year  survivals 
have  been  reported. 

I wish  to  present  a few  of  my  cases 
that  are  still  alive : 

Case  1.  A man,  age  thirty-five,  came 
into  my  office  in  March  1935,  complaining 
of  deafness  in  the  right  ear,  occasional 
headaches,  and  difficulty  in  breathing  on  the 
right  side.  This  had  been  going  on  for 
several  weeks  and  now  he  felt  that  the  right 
naris  was  completely  obstructed.  Physi- 
cal examination  showed  a well-nourished 
individual  in  distress.  The  right  nostril  was 
full  of  polypoid  tissue.  Hearing  was  im- 
paired on  the  right  side  with  practically 
normal  bone  conduction,  indicating  a con- 
duction deafness.  X-ray  and  Wassermann 
were  negative.  A few  days  later  I removed 
all  the  polyps  that  I was  able  to  see.  The 
patient  was  immediately  able  to  breathe 
again  and  the  hearing  seemed  to  have  im- 


proved. However,  during  the  operation  I 
noticed  considerable  bleeding  which  I had 
never  seen  when  operating  on  polyps.  Three 
weeks  later  the  patient  came  back  and  I was 
amazed  to  see  the  same  obstruction  as  be- 
fore the  operation.  I then  performed  a 
biopsy  and  the  report  was  a Schminke 
tumor.  This  patient  then  received  radon 
seeds  plus  numerous  x-ray  treatments  and 
within  two  weeks  the  nose  cleared.  Three 
months  later  we  noticed  two  cervical  glands 
at  the  angle  of  the  jaw  and  we  gave  some 
more  radiation.  It  is  now  a year  and  the 
patient  is  back  to  work  and  doing  well  and 
there  are  no  signs  of  any  metastasis. 

Case  2.  Male,  age  forty-four,  was  re- 
ferred to  me  because  of  deafness  in  right 
ear,  difficulty  in  swallowing,  and  expectora- 
tion of  blood.  He  noticed  a mass  in  the 
neck  at  the  angle  of  the  jaw.  Examination 
revealed  a deeply  excavated  ulcer  at  the 
base  of  the  tongue  which  extended  to  the 
lateral  wall  of  the  pharynx.  There  was  a 
slight  deviation  of  the  tongue  on  protrusion. 
Blood  Wassermann,  spinal  fluid,  and  x-ray 
of  skull  were  all  negative.  I removed  the 
lymph  node  and  on  section  it  revealed  a 
typical  lyrrtphocarcinoma.  A week  later 
the  patient  complained  of  loss  of  mobility 
of  his  tongue.  He  disappeared. 

Case  3.  Female,  age  fifty-five,  com- 
plained of  lump  in  throat  for  last  two 
weeks.  Examination  revealed  an  acutely 
inflamed  granular  mass  arising  from  the 
tonsil  invading  both  tonsillar  pillars  and 
running  up  behind  the  soft  palate.  A 
biopsy  was  taken  at  once  with  an  electric 
knife  and  it  revealed  a Schminke.  Radon 
seeds  were  then  inserted,  and  later  followed 
a series  of  x-ray  treatments.  It  is  now 
two  months  later  and  the  mass  has  seceded 
immensely;  at  present,  I am  coagulating 
the  residue. 

The  time  is  too  short  to  predict  the 
ultimate  fate  of  these  patients. 

101  Central  Park  West. 
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Careful  minute  observation,  prompt 
accurate  diagnosis,  and  early  competent 
treatment  entailing  mature  conscientious 
judgment  are  the  factors  of  importance 
in  intra-abdominal  conditions  due  to 
trauma.  Each  factor  is  of  paramount 
importance  and  the  surgeon  presented 
with  such  a case  must  excel  in  all.  Any 
one  failing  to  evaluate  these  rules  is 
likely  to  treat  his  patient  inadequately. 

It  is  not  easy  to  secure  careful  minute 
observation.  The  patient  may  not  be 
conscious  and  often  his  and  observers 
history  is  clouded  by  hysteria.  Such 
patients  must  be  observed  continuously 
by  competent  nursing  and  intern  staffs 
in  the  hospital,  and  by  the  surgeon  him- 
self as  much  as  possible.  Frequent  tem- 
perature, pulse,  and  blood  pressure  read- 
ings must  be  taken  and  careful  note 
made  of  the  nature,  place,  and  instrument 
of  injury  as  well  as  the  changing  gen- 
eral appearance  and  mental  status  of  the 
patient.  Diagnosis  cannot  wait  for  con- 
venience or  indeed  often  times  until  it 
is  obvious.  Far  too  frequently  this  is 
done  and  then  it  is  too  late.  Laboratory 
procedures  such  as  blood  counts,  urine, 
and  flat  plate  of  the  abdomen  can,  how- 
ever, always  be  accomplished  quickly  and 
may  afford  great  diagnostic  aids.  Treat- 
ment must  be  instituted  as  soon  as  the 
diagnosis  is  made  as  to  the  extent  of 
the  injury.  It  must  be  adequate,  and,  the 
patient’s  condition  often  calls  for  the 
greatest  skill  in  the  deftness  and  speed 
in  which  the  surgical  procedure  is  ac- 
complished, lest  the  amount  of  shock  en- 
tailed be  overpowering.  Also  supportive 
treatment  must  be  instituted  immediately 
the  patient  is  admitted  to  the  emergency 
ward. 

The  most  important  factor,  if  any,  is 
that  of  judgment.  Experience  of  the 
attending  surgeon  is  tantamount  to  suc- 
cessful diagnosis  and  therapy.  To  rec- 
ognize the  true  situation  present  at  the 
bedside,  to  institute  the  proper  therapy, 
and  to  know  the  extent  of  surgical  pro- 
cedure the  patient  will  tolerate,  means 


success  to  the  surgeon  and  life  to  the 
patient.  Proper  judgment  is  the  most 
difficult  task  in  all  surgery. 

The  wisdom  of  these  factors  is  shown 
by  a simple  study  of  statistics.  The 
mortality  and  disability  arising  from 
such  conditions  is  in  direct  proportion  to 
the  facilities  of  the  hospital  to  which  the 
patient  is  admitted  and  the  surgical  ma- 
turity and  judgment  of  the  attending 
surgeon.  The  primary  purpose  of  this 
paper  is  to  impress  this  fact  on  the  gen- 
eral practitioner  and  to  urge  him  in  all 
cases  to  seek  the  best  surgical  consulta- 
tions available.  Excellence  in  a surgeon 
is  always  illustrated  in  his  willingness 
and  eagerness  to  secure  the  judgment  of 
his  colleagues.  In  this  manner  alone 
will  the  medical  profession  be  able  to 
appreciably  reduce  such  mortality. 

Intra-abdominal  conditions  due  to 
trauma  must  be  considered  along  three 
different  lines: 

1.  Internal  hemorrhage  or  shock. 

2.  Manner  and  instrument  of  injury. 

3.  The  organ  or  organs  affected. 

1.  Of  these  the  first  is  of  greatest  im- 
portance in  as  much  as  they  must  be  con- 
sidered and  treated  first.  Unless  this  is 
done,  all  other  factors  are  useless.  Here 
judgment  is  of  supreme  importance.  Al- 
most all  cases  of  intra-abdominal  injury 
due  to  trauma  have  one  or  the  other  of 
these  conditions  and  very  often  both.  The 
proper  evaluation  of  the  condition  quali- 
tatively and  quantitatively  must  be  decided. 
Experience  is  the  great  teacher  for  this, 
but  experience  must  go  hand  in  hand  with 
the  painstaking  frequent  nursing  and  in- 
tern observations  aforementioned.  It  is 
common  knowledge,  that  in  internal  hem- 
orrhage there  is,  first,  an  increasing  pulse 
rate ; second,  increasing  pallor ; third,  in- 
creasing air  hunger ; fourth,  restlessness ; 
fifth,  later,  a falling  blood  pressure.  In 
shock  there  is  early,  first,  diaphoresis ; 
second,  falling  pulse  followed  by  a thready 
pulse ; third,  pallor ; fourth,  early  fall  in 
blood  pressure.  These  facts  are  well-known 
but  too  often  are  not  recognized,  and  ac- 
curate charts  to  help  evaluate  them,  kept. 

2.  The  manner  of  injury  may  be  direct 
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or  indirect.  In  this  paper  we  consider 

I direct  intra-abdominal  injuries  to  be  those 
in  which  there  has  been  penetration  of  an 
ji  intra-abdominal  organ  by  the  contact  force 
causing  injury.  Indirect  injuries  are  those 
in  which  the  contact  force  causing  injury 
has  not  penetrated  the  peritoneal  wall,  or, 
if  it  has,  has  not  injured  an  intra- 
abdominal organ.  In  general,  the  types  of 
contact  force  that  cause  direct  injuries 
are  those  in  which  a sharp  point  is  present 
as  knives,  pitch  forks,  sharp  steel,  as  in  auto 
accidents,  and  gunshot.  Indirect  injuries 
are  caused  by  blows  of  solid  objects  as  a 
blow  from  the  fist,  the  foot,  hitting  a wall 
or  crushing  injuries,  as  well  as  force  trans- 
mitted through  from  the  extremities,  as  in 
landing  on  the  feet  in  a fall. 

3.  The  organ  injured  is  of  great  im- 
portance both  as  to  surgical  procedure  to 
be  performed  and  prognosis.  A ruptured 
spleen,  lacerated  liver  or  bladder  have  dif- 
ferent problems  confronting  the  surgeon 
and  different  prognosis  than  a ruptured 
section  of  the  intestinal  tract.  The  factors 
of  hemorrhage  and  infection  are  present 
in  all  these  injuries,  but,  in  general  the 
first  group  is  a problem  of  hemorrhage,  the 
latter  a problem  of  infection. 

It  must  be  mentioned  that  indirect  in- 
juries are  related  in  their  site  to  the  fac- 
tor of  force  applied  diffusely  or  locally. 
Localized  blows  as  of  a fist  are  likely  to 
injure  intestines,  mesentery,  kidney  or 
bladder.  Diffuse  force  as  in  crushing  or 
a fall  is  more  liable  to  injure  the  spleen, 
liver  or  pancreas  or  to  rupture  the 
diaphragm.  Likewise  the  site  of  an  in- 
direct localized  force  is  of  significance  in 
sometimes  suggesting  the  organ  affected. 
However  the  local  trauma  to  a cir- 
cumscribed area  of  abdominal  wall  may 
be  confusing  and  tend  to  blind  the  hasty 
surgeon.  Large  deep  hematomas  in  the 
abdominal  wall  may  often  suggest  the 
acute  abdomen.  In  like  manner,  rupture 
of  the  rectus  muscle  will  give  a similar 
confusing  picture. 

Another  factor  influencing  the  presence 
or  absence  of  intra-abdominal  injury  is 
the  state  of  the  individual  organs  of  the 
patient’s  abdomen  and  abdominal  wall  at 
the  time  of  accident.  The  relaxed  ab- 
dominal wall  needs  much  less  force  than 
that  with  taut  musculature  to  cause  an  in- 
jury to  the  intraperitoneal  organs.  A 
distended  stomach,  intestinal  tract  or 
bladder  is  more  liable  to  rupture  than 
an  empty  one  from  indirect  force.  The 


diaphragm  is  less  liable  to  rupture  in 
full  inspiration  than  in  expiration. 

Pathological  conditions  of  the  intra- 
abdominal organs  are  of  significance  as 
much  as  the  previously  mentioned  physi- 
ological conditions.  Hepatomegalia, 
splenomegalia,  hydrops  of  the  gall- 
bladder, diverticulitis,  gastric  ulcers, 
carcinoma,  hydronephrosis,  and  tabetic 
bladder  as  well  as  megacolon — all  predis- 
pose to  rupture  of  these  organs  by  in- 
direct violence. 

Of  the  individual  organs  affected  by 
indirect  violence  the  spleen  is  the  most 
commonly  injured.1  Here  the  problem 
of  hemorrhage  and  resultant  shock  are 
the  only  factors  of  importance.  Early 
diagnosis  is  paramount  to  successful 
therapy.  Naturally  a blow  to  the  upper 
left  quadrant,  left  back  or  indirectly  as 
in  landing  on  the  feet  following  a fall 
are  the  usual  etiological  factors.  The 
local  history  is  one  of  sudden  abdominal 
pain  and  often  pain  in  the  left  shoulder. 
Nausea  and  weakness  from  shock  may 
be  present.  Examination  reveals  ab- 
dominal rigidity  and  an  increase  in  the 
area  of  splenic  dullness.  This  latter 
does  not  usually  change  on  movement 
to  the  side,  due  to  the  clotting  of  blood. 
Rapid  pulse,  increase  in  respiration,  and 
other  signs  of  hemorrhage  are  present. 
The  blood  picture  as  presented  by  the 
laboratory  is  likewise  one  of  hemorrhage. 
The  hemoglobin  and  red  blood  count 
after  a slight  increase  falls  only  after 
a period  of  hours,  as  it  takes  time  for 
blood  volume  to  be  augmented  by  fluid 
from  peripheral  tissues  in  anemia. 
Rapid  bleeding  will  increase  the  rate  at 
which  this  process  takes  place.  Imme- 
diate intravenous  fluids  are  necessary  to 
combat  shock  and  often  blood  trans- 
fusions. As  soon  as  the  diagnosis  has 
been  made  and  shock  allows,  laparotomy 
should  be  performed.  The  time  at 
which  this  is  performed  and  the  evalua- 
tion of  the  patient’s  condition  and  ability 
to  stand  the  procedure  entails  surgical 
judgment  of  the  best.  Occasionally  the 
injury  may  be  such  that  the  organ  may 
be  resutured,  but,  in  any  case  of  doubt 
splenectomy  should  be  performed.  If 
this  latter  is  not  done  the  peritoneum 
should  not  be  closed  until  it  is  definitely 
established  that  no  bleeding  is  taking 
place.  There  is  no  great  risk  in 
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splenectomy  in  as  much  as  its  functions 
are  assimilated  by  other  organs  and 
temporary  blood  alterations  are  read- 
justed completely  in  a year.  Intravenous 
fluids,  blood  transfusions,  and  sedation 
postoperatively  are  major  factors  in  the 
therapy. 

Next  in  frequency  affected  by  in- 
direct violence  is  the  liver,  as  it  is  also 
commonly  injured  directly.  Blows  to 
the  right  upper  quadrant  and  crushing 
injuries  compressing  the  liver  posteriorly 
are  usual  etiological  factors.  It  should 
be  remembered  that  the  thoracic  cage  is 
of  considerable  protection  to  the  liver 
preventing  more  frequent  injury.  As 
in  the  spleen  the  problem  is  one  of  shock 
and  hemorrhage.  History  of  epigastric 
pain  and  right  shoulder  pain  is  frequently 
present.  Examination  reveals  tenderness 
in  the  right  upper  quadrant,  rigidity,  and 
an  increasing  tumor  in  this,  area  with 
the  signs  of  hemorrhage.  Bradycardia  is 
often  associated  with  liver  injury. 
Laparotomy  is  urgent  and  more  fre- 
quently reveals  injury  to  the  right  than 
to  the  left  lobe.  The  usual  finding  is  a 
torn  capsule  with  associated  parenchymal 
tear  and  hemorrhage.  Hepatectomy  is 
impossible.  Mortality  due  to  difficulty  of 
diagnosis  and  therapy  is  high — about 
forty  per  cent.  Suture  and  hemastasis 
are  the  only  positive  surgical  maneuvers 
applicable.  In  as  much  as  the  liver  is 
such  a vascular  and  friable  organ  ap- 
proximation alone  of  the  wound  edges, 
by  deep  mattress  sutures  or  the  so- 
called  ribbon-gut  of  Dr.  Lowsley,  using 
large  dull  pointed  needles,  is  advisable. 
Often  in  severe  cases  strips  of  rectus, 
muscles  or  vaseline  gauze  mattressed 
into  the  wound  are  necessary  for  hemo- 
stasis. Only  too  often  all  one  may  do 
is  pack  the  wound  with  gauze.  These 
wounds  should  be  drained  with  cigarette 
drains,  within  rubber  dams  and  gauze 
strips  as  there  is  always  biliary  and 
serous  drainage.  Complications  are 
secondary  hemorrhage,  biliary  peritonitis, 
infections  causing  subdiaphragmatic  or 
intrahepatic  abscesses  or  thrombo- 
phlebitis of  part  of  the  portal  system. 
Purulent  material  in  the  liver  causes 
very  high  febrile  rises  (106  to  108°  F.). 
Transfusions  pre-  and  postoperatively 
are  very  necessary. 

Of  the  solid  organs  the  kidney  is  often 


injured.  Blows  in  the  flank,  crushing 
force,  and  force  transmitted  through  the 
extremities  as  well  as  a large  portion  of 
direct  injuries,  as  stabbing,  affect  this 
organ.  History  is  one  of  pain  in  the 
region,  frequency,  and  hematuria  with 
often  dysuria.  Examination  reveals  a 
tumefaction  in  the  flank  and  often  deep 
in  the  abdomen.  Whether  there  are  ab- 
dominal signs  depends  on  whether  the 
mass  is  large  and  whether  the  peritoneum 
has  been  torn  allowing  blood  or  seepage 
intraperitoneally.  Here  the  problem  is 
shock  and  hemorrhage  and,  with  spillage 
of  urine,  infection.  When  the  ureter  is 
clogged  with  blood  clot  there  may  be 
no  gross  hematuria.  After  resolution  the 
flank  tumor  may  become  fluctuant. 

Treatment  of  kidney  lesions  vary  with 
the  severity  of  hemorrhage  and  the 
presence  of  infection.  Due  to  its 
anatomical  position  mild  hemorrhage  is 
controlled  by  topographical  hemastasis; 
conservative  rest  therapy  with  ice  and 
sedation  is  indicated.  With  persistent 
bleeding  extraperitoneal  approach  with 
the  Bevan  incision  is  indicated.  Surgical 
procedure  is  the  same  as  in  the  spleen. 
Suture  repair,  partial  resection  or 
nephrectomy  depends  on  surgical  judg- 
ment. In  all  questionable  cases  it  is 
wisest  to  perform  nephrectomy  if  the 
other  kidney  is  normal.  Free  drainage 
by  indwelling  catheter  is  essential  if  the 
ureter  postoperatively  clogs  when  re- 
pair is  attempted. 

Rupture  of  the  bladder  is  usually  the 
result  of  direct  injury  but  may  occur 
when  the  pelvis  is  crushed  with  jagged 
spicules  of  bone  projecting,  or  by  indi- 
rect blows  when  the  bladder  is  distended. 
The  problem  is  primarily  one  of  infection 
although  hemorrhage  to  more  or  less 
degree  is  usually  present.  It  should  be 
remembered  anatomically  that  rupture 
may  be  intra-  or  extraperitoneal  or  both. 
Intraperitoneal  rupture  is  usually  due  to 
direct  violence  or  when  the  bladder  is 
distended.  Here  a chemical  peritonitis 
due  to  urine  is  present  and  this,  in  most 
cases,  will  become  bacterial  if  not 
treated  promptly.  The  symptoms  are 
usually  lower  abdominal  pain  in  the 
midline,  with  anuria.  Examination  re- 
veals rigidity  of  the  lower  recti  muscles, 
tenderness,  and  blood  on  catheterization. 

Extraperitoneal  rupture  is  caused  by 
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direct  violence  from  without  or  by 
spicules  from  a fractured  pelvis.  Urine 
usually  seeps  into  the  retroperitoneal  tis- 
sues between  the  rectum  and  the  bladder, 
and  as  it  accumulates  works  forward 
over  the  pubis  to  the  anterior  abdominal 
wall.  Local  drainage  is  needed.  Perineal 
approach  is  advisable.  When  the  peri- 
toneum is  perforated,  immediate  opera- 
tion is  indicated.  The  operator  should 
explore  the  space  of  Retzius,  suture  and 
repair  the  bladder  wound,  wash  out  the 
abdominal  cavity  with  warm  salt  solu- 
tion, drain  the  abdomen,  and  institute 
both  suprapubic  and  urethral  drainage. 

Laceration  of  a ureter  is  rare  due  to 
its  small  anatomical  nature.  Likewise 
indirect  rupture  of  the  ureter  is  rare  al- 
though crushing  injuries,  may  catch  it  as 
it  crosses  the  brim  of  the  pelvis  over 
the  vertebral  column.  This  is  a prob- 
lem of  infection  and  chemical  irritation. 
Diagnosis  is  suggested  by  an  enlarging 
retroperitoneal  mass,  anuria  from  one 
uretreal  orifice  and  occasionally  hema- 
turia. Treatment  is.  laparotomy  with 
end-to-end  anastomosis  of  the  ureter  or 
anastomosis  to  the  bladder.  If  this  is 
impossible,  ligation  of  the  ends  of  the 
ureter  should  be  attempted  if  the  other 
kidney  is  normal,  functionally.  The 
kidney  on  the  affected  side  will  then 
atrophy  or  go  on  to  hydro-  or  pyoneph- 
rosis and  may  be  dealt  with  subsequently. 

More  frequently  the  ureter  is  inad- 
vertently severed  during  a pelvic  opera- 
tion or  perforated  during  ureteral 
catheterization. 

The  other  solid  organ  affected  oc- 
casionally is  the  pancreas.  Anatomically 
it  is  difficult  to  rupture  this  organ  with- 
out injuring  other  organs.  When  it 
does  occur,  symptoms  are  profound  shock 
with  severe  epigastric  pain  radiating 
through  to  the  back,  gastrointestinal 
nausea  and  vomiting,  evidence  of  hem- 
orrhage, and  occasionally  of  upset  car- 
bohydrate metabolism. 

Shock  is  more  severe  in  the  pancreatic 
lesions  than  in  any  other  intra-abdominal 
injury.  The  surgical  problem  is  most 
difficult.  The  pancreas  may  be  exposed 
through  the  gastrocolic  omentum,  the 
transverse  mesocolon  or  posteriorly 
through  the  back.  Occasionally  bleeding 
points  may  be  located  and  ligated.  Most 
commonly  the  operator  can  only  pack  by 


means  of  gauze  pack  and  rubber  dam. 
Hemorrhagic  pancreatitis  will  develop  if 
surgical  intervention  is  postponed.  The 
cases  surviving  conservative  therapy  de- 
velop suppurative  or  gangrenous  proc- 
esses, chronic  pancreatitis  with  diabetes, 
or  cysts. 

Any  portion  of  the  intra-abdominal 
intestinal  tract  may  be  injured  directly. 
Naturally  the  small  intestine  with  its 
position  and  length  is  more  often  in- 
jured by  direct  injury  and  is  often  pene- 
trated in  numerous  places  rather  than  in 
one  place.  Indirect  violence  most  com- 
monly ruptures  the  small  intestine.  This 
is  explained  by  the  fact  that  injury  is 
more  liable  to  occur  near  a fixed  por- 
tion of  the  intestine  which  is  evidenced 
by  ileocolic  juncture,  duodenal-jejunal 
juncture  or  the  second  portion  of  the 
duodenum.  The  cecum,  hepatic  and 
splenic  flexures,  and  the  sigmoid  are  most 
liable  to  be  ruptured  indirectly  in  the 
large  intestine.  The  type  of  injury  is 
usually  local  and  crushing  in  nature. 
The  problem  presented  is  one  of  infec- 
tion locally,  with  generalized  peritonitis 
following.  If-  the  rupture  is  high  in 
the  small  intestine  the  bacterial  feature 
is  secondary,  and  chemical  irritation  is 
more  marked.2  Mortality  is  in  direct 
ratio  to  the  position  of  the  wound  in 
the  intestinal  tract  with  a rapid  rise  in 
mortality  the  lower  the  wound.  History 
is  one  of  acute  pain,  tenderness,  oc- 
casionally vomiting  with  shock  clouding 
the  picture.  The  physical  findings  are 
rigidity,  tenderness,  muscle  spasm,  and 
presence  of  air  under  the  diaphragm 
obliterating  liver  dullness.  In  these 
cases  flat  plate  is.  of  great  importance  as 
it  often  reveals  air  over  the  liver  before 
this  may  be  elicited  clinically.  A 
leukocytosis  and  polymorphonuclear  rise 
with  Schilling  shift  to  the  left  is  usually 
soon  present.  It  should  be  remembered 
that  a direct  wound  through  the  pleural 
cavity  may  penetrate  the  stomach  or  in- 
testine if  the  penetrating  missile  is  point- 
ing downward. 

As  soon  as  diagnosis  is  made,  and 
often  even  if  only  suspected,  exploratory 
laparotomy  should  be  performed.  The 
wound  should  be  located  as  quickly  and 
deftly  as  possible,  always,  remembering 
that  one  is  working  in  a contaminated 
field.  If  the  wound  or  wounds  in  the 
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intestine  are  small  and  local,  repair  with 
purse-string  suture  may  be  attempted. 
If  the  wound  is  larger  enterorraphy  or 
temporary  colostomy  should  be  per- 
formed. Where  there  is  trauma  to  the 
mesenteric  blood  supply  with  questionable 
viability,  resection  or  Mikulicz  procedures 
should  be  performed.  In  any  lesion  be- 
low the  first  part  of  the  duodenum  it  is 
wise  to  drain  the  abdominal  cavity. 
Drains  should  be  plentiful  and  placed  in 
the  dependent  gutters  of  the  abdominal 
cavity  as  well  as  locally.  Postoperatively 
the  patient  should  be  placed  in  high 
Fowler’s  position  as  soon  as  possible.  If 
the  wound  is  high  in  the  duodenum  and 
less  than  three  hours  of  duration,  it  is 
usually  permissible  to  close  the  abdom- 
inal cavity  without  drainage. 

The  stomach  is  rarely  ruptured  indi- 
rectly unless  distended  or  having  a weak 
point  as  an  ulcer  or  carcinoma.  More 
commonly  it  is  penetrated  by  a direct 
missile.  The  picture  presented  is  that 
of  chemical  peritonitis  and  is.  identical 
in  symptoms  and  signs  with  those  of  a 
perforated  peptic  ulcer.  Repair  is  one 
of  surgical  judgment  and  naturally 
varies  with  the  site  and  extent  of  the 
wound.  Here  because  of  the  upper  ab- 
dominal wound  and  the  secondary  factor 
of  contaminating  gastric  juices  the 
wound  should  be  sutured  most  carefully. 
Interrupted  as  well  as  continuous  sutures 
should  be  used  in  the  peritoneum  and 
fascia,  and  retention  sutures  of  silkworm- 
gut  or  black  silk  added.  In  cases  of 
stomach  wounds  the  abdomen  usually 
may  be  closed  without  drainage. 

Not  uncommon,  in  both  direct  and  in- 
direct injuries,  the  mesentery  is  lacerated 
or  torn.  This  is  primarily  a question  of 
hemorrhage.  The  extent  of  the  injury  is 
of  tremendous  importance.  Small  hem- 
orrhages may  stop  spontaneously  and 
form  an  inflammatory  mass.  Larger 
ones  may  stop  spontaneously  but  very 
frequently  the  blood  supply  to  a section 
of  the  intestine  is  shut  off  and  the  pic- 
ture of  mesenteric  thrombosis  develops. 
There  is  extreme  pain  and  later  perhaps 
vomiting  and  blood  in  the  stool  after 
gangrene  has  started.  Examination  re- 
veals little  tenderness  and  rigidity.  Later 
of  course  distention  and  paralytic  ileus 
are  present. 

Treatment  is  laparotomy  in  all  cases 


except  when  the  operator  is  sure  that 
but  a very  small  hemorrhage  not  imperil- 
ing viability  of  bowel,  is  present.  This 
of  course  is  rare.  Occasionally  ligation 
of  bleeding  points  and  evacuation  of  clot 
is  all  the  procedure  necessary.  More 
commonly  resection  of  the  nonviable 
bowel  as  well  as.  ligation  of  bleeders 
must  be  performed.  It  is  to  be  re- 
membered that  in  the  small  intestine, 
tears  near  the  mesenteric  base  are  most 
serious  as  a large  portion  of  the  blood 
supply  to  many  feet  of  intestine  may  be 
injured  and  endangered  in  a very  small 
wound. 

Rupture  of  the  diaphragm  is  rare  but 
is  often  a very  serious  injury.  Pneumo- 
thorax with  mediastinal  shift  is  always 
possible.  Small  injuries  usually  heal 
spontaneously — large  vents,  should  be  re- 
paired. 

It  should  be  remembered  that  paralytic 
ileus  may  follow  an  indirect  injury.  It 
is  also  occasionally  found  in  pelvic  or 
splenic  injuries  as  well  as  direct  injuries 
to  the  lower  intestinal  tract.  The  etiology 
is  neurogenic  with  reflex  cessation  or  in- 
hibition of  peristalsis.  Nausea  and 
vomiting  are  early;  later  there  is  pain 
and  distention.  The  abdomen  is  silent  to 
auscultation.  Frequently  this  condition 
is  cured  spontaneously.  Surgical  pitu- 
itrin,  pitressin,  and  prostigmine  are  use- 
ful drugs  and  Wagensteen  apparatus 
should  be  used  to  prevent  over  distention. 

In  the  female  during  pregnancy  both 
direct  and  indirect  injury  may  rupture 
the  uterus.  There  is  acute  shock  and 
hemorrhage.  Immediate  repair  is  neces- 
sary to  save  life.  Rarely  the  nonpregnant 
uterus,  tubes,  and  ovaries,  may  be  per- 
forated directly.  Flemorrhage  is  the 
problem  to  consider,  and  suture  repair 
or  removal  varies  with  the  case. 

Traumatic  hernias  are  occasionally 
found.  Incarceration  or  strangulation  of 
an  already  present  hernia  due  to  trauma, 
is  of  course  a surgical  emergency  and 
should  be  treated  as.  such. 

We  feel  that  we  should  emphasize  that 
in  no  field  of  surgery  is  each  case  such 
a distinct  individual  problem  as  in  intra- 
abdominal conditions  due  to  trauma. 

30  E.  40  St. 
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ARTHRITIS 


Treatment  by  Physical  Therapy 

Joseph  Echtman,  M.D.,  New  York  City 


“Arthritis  has  become  in  the  United 
States  the  subject  of  much  more  inten- 
sive study  in  many  of  our  research  insti- 
tutions ...”  because  “definite  evidence 
is  at  hand  to  indicate  that  we  are  seeing 
and  hearing  of  many  more  cases  of 
arthritis  today  than  we  noted  previously. 
In  the  past  few  years,  much  new  and 
useful  information  has  been  brought  to 
light  for  the  betterment  of  this  class  of 
cases.  There  is  still  much,  however,  to  be 
learned.  As  newer  information  is  added 
to  what  we  already  know,  we  shall  be 
enabled  to  hasten  still  further  the  relief 
and  cure  of  this  rapidly  increasing  class 
of  sufferers.”  Thus  spoke  Lautman1  in 
1936.  It  is  hoped  that  the  experience  here 
presented  may  constitute  a useful  grain 
of  that  information;  and,  if  this  report 
of  ten  years’  work  proves  to  be  at  least 
that  much,  I shall  feel  rewarded  for  my 
years  of  labor. 

It  seemed  necessary,  in  order  to  see 
what  physical  therapy  can  do  in  arthritis, 
to  personally  supervise  and  even  person- 
ally administer  most  of  the  treatments 
given  to  a large  number  of  patients  in  an 
active  clinic  in  the  same  fashion  as  in 
private  practice.  This  was  done  and  the 
progress  of  each  patient  was  watched 
from  the  beginning  to  the  end  of  treat- 
ment. In  addition  to  the  usual,  there  wrere 
used  by  me  many  ionization  methods 
which  are  not  generally  known  to  physical 
therapists  and  are  not  found  in  medical 
literature.  The  beneficial  effect  of  these 
original  procedures  has  been  personally 
verified  in  a total  number  of  cases  that 
exceeds  six  thousand. 

Classification,  without  definite  percent- 
ages, of  the  various  arthritic  conditions 
has  been  made  in  accordance  with  the 
methods  of  therapy  by  which  each  group 
was  most  favorably  benefitted.  Consid- 
ered in  this  way  the  bases  fell  readily 
into  six  classes  or  groups — (1)  Thermal; 
(2)  Ultraviolet;  (3)  Salicylate;  (4) 
Lithium;  (5)  Magnesium,  Sulphate,  So- 
dium Chloride;  (6)  Iodine. 


Thermal  Group 

To  this  belongs  gonorrheal  arthritis. 
While  other  types  of  arthritis  are  also 
benefitted  by  heat,  the  representative, 
however,  is  that  due  to  gonorrheal  infec- 
tion because  it  is  most  favorably  benefit- 
ted in  all  its  stages  by  thermal  measures, 
such  as  infrared,  diathermic  heat,  and 
fever  therapy.  So  far  as  I am  aware,  no 
form  of  ionization  has  ever  benefitted  this 
condition  materially.* 

The  employment  locally  of  infrared 
radiation  alone  proved  to  be  of  benefit. 
Conventional  short  or  ultra  short  wave 
diathermy  were  superior  to  infrared.  The 
application  of  thermal  measures  to  the 
site  of  the  focal  infection,  prostate,  semi- 
nal vesicles,  cervix,  etc.,  in  addition  to  the 
treatment  of  the  affected  joint  (Comber- 
batch’s  method)  was  of  special  advantage. 

Fever  Therapy:  While  it  is  known  that 
most  striking  results  have  been  obtained 
by  fever  therapy,  the  danger  of  this  treat- 
ment should  be  realized.  “Death  has 
occurred  many  times  from  fever  therapy 
in  the  desire  to  cure  the  infection.  A 
point  that  should  be  emphasized  is  that 
the  thermal  death  point  of  the  gonococcus 
is  only  one-half  degree  Fahrenheit  below 
the  average  thermal  death  point  of  man 
. . .”  (Clark2).  One  of  the  greatest 

authorities  on  fever  therapy,  Dr.  Walter 
Simpson,2  voices  a warning  that  “fever 
therapy  is  analogous  to  a surgical  proce- 
dure or,  in  other  words,  that  the  patient 
must  be  a surgical  risk  before  fever 
therapy  can  be  prescribed  safely.”  It  is 
notable  that  the  American  Medical  Asso- 
ciation Journal 3 and  the  Deutsche  Med. 
Wochenschrift  refer  to  this  treatment  as 
“heroic.”  The  latter  also  refers  to  it  as 
“Gewalt  Kur”  (brutal  cure)  and  “Pferde 
Kuren”  (horse  cures). 

For  the  pathology  of  the  affected  joint 

* Kling  and  Sashin  have  reported  (Arch,  of 
Physical  Therapy,  18:333,  1937)  results  in  five 
cases  of  gonorrheal  arthritis  treated  with  hista- 
mine ionization. 
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additional  local  treatment  is  often  neces- 
sary even  after  fever  therapy.  For  this 
purpose,  conventional  or  short-wave  dia- 
thermy followed  by  interrupted  sinu- 
soidalization  has  been  employed  by  me. 

It  is  important  that  the  sinusoidaliza- 
tion  or  some  other  form  of  exercise  of  the 
affected  joint  should  be  started  early.  It 
has  seemed  to  me  that  the  ankylosis 
occurring  in  gonorrheal  arthritis,  if  neg- 
lected, becomes  more  difficult  to  manage 
than  that  of  the  rheumatoid  or  traumatic 
varieties  and  a greater  percentage  tends 
to  become  permanent.  A young  woman 
referred  to  the  clinic  for  chronic  gonor- 
rheal arthritis  of  the  wrist  of  one  year’s 
duration  had  a completely  ankylosed 
joint.  All  efforts  to  improve  the  condition 
failed.  This  was  not  the  only  case  I have 
seen  in  my  experience.  Such  failures  were 
comparatively  more  rare  in  the  rheuma- 
toid and  traumatic  varieties,  especially  in 
the  former,  though  it  constituted  probably 
about  eighty  per  cent  of  all  the  several 
thousands  of  arthritic  conditions  under 
care. 

Ultraviolet  Group 

This  comprises  (a)  tuberculous  arthri- 
tis and  (b)  psoriatic  arthritis. 

a.  Tuberculous  arthritis:  In  this  condition 
I have  employed  ultraviolet  radiation  from 
the  air  cooled  and  water  cooled  apparatus. 
In  the  employment  of  the  former,  my  own 
suberythema  method3  was  strictly  pre- 
scribed. Some  workers  are  employing  infra- 
red radiation  or  short-wave  diathermy  in- 
stead of  ultraviolet  radiation.  (I  learned 
about  two  years  ago  by  personal  communi- 
cation, that  in  some  sanatoria  infrared  is 
employed  in  tuberculous  arthritis.  Liebsny 
strongly  advocates  short  waves.) 

I have  never  utilized  any  form  of  ioniza- 
tion in  tuberculous  arthritis,  though  in 
Europe  ionization  with  iodine  and  calcium 
(the  former  on  the  negative,  the  latter  on  the 
positive  pole)  for  this  condition  has  been 
employed  by  some  workers. 

Not  many  cases  of  this  group  came 
under  my  care,  but  those  that  did  benefitted 
by  the  treatments.  The  following  case  ot 
tuberculous  polysynarthroditis  is,  I believe, 
of  interest. 

A male  patient,  age  four  years,  of  Puerto- 
Rican  parents,  was  referred  to  the  clinic  for 
the  treatment  of  tuberculosis  of  the  facial  bones 
— duration  one  year  (probably  longer).  The 
zygomaticofrontal,  sphenozygomatic,  and  sphe- 
nofrontal synarthrodial  joints  on  the  left  side 
were  affected.  This  was  a very  pathetic  picture. 


The  tubercular  pus  undermined  those  synar- 
throdial joints  to  such  an  extent  that  they 
became  “arthrodial.”  One  could  actually  feel  the 
separation  of  the  bones  and  move  them  with 
the  fingers.  The  pus  was  oozing  out  of  the 
outer  canthus  of  the  left  eye  which  was  much 
injected,  though  not  yet  tuberculously  diseased. 
I never  believed  that  there  was  a possible  cure 
for  this  child,  but  after  eight  months  of  persist- 
ent treatment  with  ultraviolet  radiation,  local 
and  general,  three  times  a,  week,  the  patient 
fully  recovered. 

b.  Psoriatic  arthritis:  Some  patients  suffer- 
ing from  psoriasis  complain  of  pain  in  the 
joints.  The  condition  has  been  diagnosed  as 
rheumatoid  arthritis.  These  sufferers,  how- 
ever, give  a history  of  a close  relationship 
between  the  exacerbation  and  the  subsidence 
of  the  skin  manifestation  and  the  joint  pain. 
In  fact,  whatever  tends  to  relieve  the  psoria- 
sis relieves  the  joint  discomfort.  Because  of 
this  relationship,  the  arthritis  is  regarded  as 
psoriatic. 

Ultraviolet  radiation  which  has  a favor- 
able effect  on  the  dermatologic  condi- 
tion (particularly  if  the  lesions  are  covered 
previously  to  the  exposure  with  crude  coal 
tar  ointment,  as  suggested  by  Herrick  and 
Sheard*)  has  also  a favorable  effect  on  the 
arthritis.  The  rays,  I am  convinced,  aid 
greatly  in  elimination  of  the  toxic  products 
caused  by  the  lesions  which  may  act  as  an 
etiological  factor  in  the  arthritis.  Besides, 
they  possess  an  analgesic  power.  The  treat- 
ment was,  therefore,  given  also  locally  to 
the  affected  joint.  Thermal  measures  did  not 
seem  to  benefit  this  form  of  arthritis. 

Salicylate  Group 

Here  belong  all  those  varieties  of 
arthritic  conditions  in  which  sodium  sali- 
cylate is  by  common  consent  clinically 
indicated  (rheumatoid  arthritis  and  osteo- 
arthritis, corresponding  to  the  terms 
atrophic  and  hypertrophic  respectively ; 
also  arthritis  deformans).  In  the  treat- 
ment of  this  group,  the  author  employs 
mostly  ionization  with  sodium  salicylate. 
Experience  with  some  thousands  of  such 
patients  proved  the  paramount  import- 
ance of  ionization  with  this  drug. 

The  action  of  salicylate  by  ionization 
appears  to  cause  vasodilation  which  influ- 
ences even  the  vessels  of  the  skin  as 


* Crude  coal  tar,  Pulvis  Zinc  Oxid.  aa  dr.  2 ; 
mix  with  corn  starch  and  petrolat  aa  oz.  2. 
Sig : cover  lesions  with  a thin  layer  of  the 
ointment  and  subject  to  ultraviolet  radiation. 
(The  ointment  alone  has  no  effect  at  all  on  the 
lesions) 
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shown  by  Maragliano.6  He  proved  by 
plethysmographic  measurements  that  the 
vessels  of  the  skin  are  dilated  by  sali- 
cylate when  taken  internally.  It  has, 
therefore,  been  administered  to  those  of 
my  patients  who  suffered  from  insuffi- 
cient circulation  of  the  extremities  in  the 
effort  to  relieve  their  pain.  Sodium  sali- 
cylate has  also  a softening  or  lytic  effect 
on  fibrous  tissues.  This  explains  its  desir- 
able action  upon  fibrous  ankylosis  which 
is  so  often  associated  with  chronic 
rheumatoid  arthritis.  Judging  from  my 
own  experience,  I feel  safe  in  expressing 
my  opinion  that  ionization  with  sodium 
salicylate  is  the  best  treatment  for  the 
salicylate  group  of  arthritis.  It  is  indi- 
cated in  all  forms  and  stages  of  the 
disease : atrophic,  hypertrophic  (rheuma- 
toid and  osteoarthritis)  in  the  chronic 
stage  as  well  as  in  the  acute  and  subacute 
exacerbations.  In  the  latter,  ionization  is, 
I think,  of  the  utmost  importance  because 
thermal  measures  are  then  absolutely 
contraindicated.  I am  convinced  that 
there  is  no  better  method  to  relieve  the 
pain  in  those  exacerbations  than  by  ion- 
ization with  sodium  salicylate.  (Russian 
workers  have  employed  in  arthritis  ion- 
ization with  calcium.  They  do  not  seem 
to  be  very  enthusiastic  about  the  results.) 
This  treatment  takes  care  of  the  inflam- 
matory processes  more  quickly  than  any 
other  physical  therapy  method  available. 

The  technic  described  by  me7-10  previ- 
ously holds  good  for  all  drugs  mentioned 
in  this  paper  in  connection  with  their 
employment  in  ionization,  except  for 
histamine  and  mecholyl. 

In  addition  to  the  ionization  treatments, 
ultraviolet  general  body  radiation  was 
employed  for  systemic  effect  in  all  stages 
of  arthritis.  There  is  no  contraindication 
to  employ  these  rays  in  any  stage,  pro- 
vided suberythema  exposures  are  em- 
ployed. (Ultraviolet  radiation,  by  the 
suberythema  method,  has  no  clinical  con- 
traindications, according  to  my  experi- 
ence ; the  one  exception  being  overactivity 
of  the  thyroid.) 

Some  believe  on  the  contrary  that  ultra- 
violet erythemas  are  useful  because  they 
provoke  or  increase  the  defensive  powers 
of  the  body,  acting  thus  like  foreign  pro- 
tein therapy.  While  an  erythema  may  be 
usefully  produced  twice  or  three  times, 
repeated  erythemas  especially  in  the  weak 


or  sick,  according  to  my  observation,  are 
injurious. 

Reasons  for  ultraviolet  Radiation : Ar- 
thritics  are  benefitted  by  vitamin  D which 
is  supplied  by  the  radiation.  It  is,  how- 
ever, worthy  of  note  that  the  vitamin  is 
destroyed  soon  after  its  formation,  if  too 
long  or  too  strong  exposures  are  given — 
in  other  words,  if  given  to  the  point  of 
erythema.  Blood  changes  are  present  in 
both  rheumatoid  and  osteoarthritis 
Usually  a secondary  anemia  is  noticed 
which  is  favorably  influenced  by  ultra- 
violet radiation.  The  latter  also  favors 
metabolism,  aids  digestion,  and  according 
to  the  investigation  of  Bunker,5  imparts 
energy  to  the  body. 

The  ingestion  of  a sufficient  amount  of 
liver  should  be  encouraged  because  it  aids 
in  blood  formation.  Reduction  of  carbo- 
hydrate intake  is  advised  by  various 
workers  and  articles  of  food  rich  in  vita- 
mins are  especially  advocated. 

The  three  vitamins  considered  to  be  of 
importance  in  the  salicylate  group  are  B, 
C,  and  D.  The  last  is  supplied  by  the 
ultraviolet  radiation.  Vitamin  C,  which 
has  a favorable  effect  on  the  arterioles, 
is  easily  supplied  by  ingestion  of  citrous 
fruits. 

Vitamin  B,  which  is  believed  to  in- 
fluence carbohydrate  metabolism  and 
neuritis,  is  not  easily  supplied  because  the 
average  foods  are  deficient  in  this  vitamin 
and  because  cooking  destroys  it. 

The  articles  of  food  having  high  con- 
tents in  vitamin  B are  unpolished  rice, 
whole  wheat,  internal  organs,  eggs,  etc. 
The  yolk  of  the  egg  is  considered  an  im- 
portant article  in  the  diet  of  the  arthritic 
not  only  because  of  its  vitamin  B content 
but  also  because  of  its  richness  in  sulphur, 
the  importance  of  which  in  arthritis  is  a 
subject  much  discussed  today. 

It  is  possible  that  nature  utilizes  the 
sulphur  of  the  body  in  the  repair  of 
arthritis  and,  therefore,  less  of  it  is  left 
for  carbohydrate  metabolism.  Pember- 
ton,11 however,  states  that  “no  constant 
changes  in  total  sulphur  metabolism  were 
found  to  be  related  to  the  clinical  course 
of  the  disease”  (arthritis).  Senturia,11 
too,  found  no  evidence  of  disturbance  in 
total  sulphur  metabolism  in  arthritics  as 
compared  to  normals.  It  is  my  belief  that 
the  quantity  of  sulphur  constituting  the 
difference  between  normal  and  pathologic 
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amounts  may  be  so  small  as  to  be  unde- 
tectable. 

The  author  has  experimented  for  a 
number  of  years  with  sulphur  prepared 
in*  a certain  way  and  has  found  that  a 
quantity  less  than  1/10  of  a grain  per  day 
administered  to  mild  diabetic  patients 
causes  a disappearance  of  the  sugar  in 
the  urine  and  a reduction  of  the  quantity 
of  the  former  in  the  blood,  the  diet  being 
only  moderately  controlled.12 

I believe  that  sulphur  and  vitamin  B 
play  an  important  role  in  carbohydrate 
metabolism.  (Vitamin  B stimulates  pan- 
creatic activity  and  helps  to  promote 
normal  functioning  of  anterior  lobe  of  the 
pituitary  body — Funk  & Dubin).  I sug- 
gest, therefore,  that  they  be  administered 
to  salicylate  arthritis.  The  reduction  of 
the  carbohydrate  intake,  which  may  cause 
a weakening  effect  on  the  myocardium  of 
the  patients  would  then,  possibly,  become 
an  unnecessary  practice. 

Case  Reports 

Case  1.  Mrs.  F.,  age  thirty-six,  was  re- 
ferred to  the  clinic  with  the  diagnosis  of  an 
acute  exacerbation  of  chronic  rheumatoid 
polyarthritis.  She  was  a mother  of  three 
children.  She  was  pale,  emaciated,  frail- 
looking, weak,  and  with  no  spark  of  life  in 
her  eyes.  The  joint  most  severely  affected  was 
treated  daily  with  sodium  salicylate  ioniza- 
tion. As  soon  as  it  was  relieved,  it  was 
treated  only  three  times  a week  and  another 
joint  more  painful  than  the  rest,  treated 
daily,  etc.  She  also  received  ultraviolet 
exposures  three  times  a week.  The  treat- 
ments were  given  for  a period  of  three 
months  with  most  desirable  results.  When 
she  was  discharged,  she  had  no  pain  in  any 
of  her  joints.  She  gained  weight  and  looked 
healthy  and  rosy.  When  seen  the  following 
Winter,  she  had  no  complaints. 

Case  2.  Mrs.  D.,  age  forty-three,  was 
referred  to  the  clinic  for  the  treatment  of 
osteoarthritis  with  ankylosis  of  both  knees. 
She  had  suffered  from  this  condition  for 
three  years,  probably  longer.  Due  to  the 
ankylosis,  she  walked  with  knees  bent  at  a 
fixed  angle.  She  was  treated  with  conven- 
tional diathermy  accompanied  simultaneously 
by  exercise  of  the  knees  for  a period  of 
several  months  without  results.  The  treat- 
ment was  then  changed  to  sodium  salicylate 
ionization  followed  by  interrupted  sinu- 
soidalization  which  was  administered  three 
times  a week  for  four  months  with  remark- 
able results.  A comparison  of  the  x-rays  of 


the  knees  taken  before  and  after  the  ioniza- 
tion treatments  showed  marked  changes  in 
the  pathology. 

Case  3.  Mrs.  D.,  age  twenty-five,  a 
mother  of  two  children,  a cardiac  patient 
with  a rheumatic  etiology,  had  suffered 
severely  from  an  acute  attack  of  arthritis  of 
the  right  sternoclavicular  articulation.  Three 
treatments  by  salicylate  ionization,  given  on 
consecutive  days  completely  relieved  the 
patient. 

Arthritis  deformans:  The  sodium  sali- 
cylate ionization  treatment  is  also  very 
valuable  in  patients  suffering  from  this 
condition.  Usually  patients  with  arthritis 
deformans  of  the  hands  were  referred.  In 
these  cases,  prolonged  treatment  is  neces- 
sary to  get  the  desired  results. 

Spondylitis  and  sacroiliac  arthritis:  I 
have  obtained  good  results  in  severe  types 
of  these  conditions  with  ultra  short  wave 
diathermy  (six  meters).  In  some  stub- 
born cases,  however,  iontophoresis  with 
sodium  salicylate  had  to  be  resorted  to. 
This  was  preceded  by  short  wave  dia- 
thermy and  followed  in  some  cases  by 
interrupted  sinusoidalization. 

In  many  cases  of  spondylitis  and  sacro- 
iliac arthritis,  an  accompanying  condition 
may  be  a myositis,  a myalgia,  or  both, 
which  aggravate  the  symptoms  and  inter- 
feres with  the  progress  of  the  treatment. 
Unless  one  has  a method  to  combat  these 
accompanying  conditions,  the  effort  to 
cure  the  spondylitis  or  the  sacroiliac  ar- 
thritis may  be  useless.  It  has  been  my 
experience  that  the  effluve  from  the 
Oudin  current  is  specific  in  myalgia,  and 
infrared  radiation  specific  in  myositis. 

In  the  treatment  of  the  salicylate  group 
of  arthritis  thermal  measures  such  as 
conventional  short  or  ultra  short  wave 
diathermy  were,  of  course,  also  employed 
when  they  were  indicated.  In  connection 
with  this,  I wish  to  remark  that  in  the 
majority  of  cases,  short  wave  diathermy 
benefitted  arthritis  of  the  spine  and  sacro- 
iliac, more  so  than  the  conventional  dia- 
thermy. An  occasional  patient  benefitted 
more  by  the  latter.  I have  not  noticed  any 
advantage  in  treating  large  joints  with 
shortwave  over  the  conventional  dia- 
thermy. The  pain  did  not  subside  more 
quickly  from  the  former  than  from  the 
latter.  Often  the  beneficial  effect  of  short 
waves  was  even  less  than  that  of  the  con- 
ventional diathermy.  On  the  other  hand , 
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I noticed  that  small  arthritic  joints  (inter- 
phalangeal)  especially  of  not  long  dura- 
tion have  appeared  to  improve  more 
quickly,  sometimes  astoundingly,  with 
short  waves. 

Because  of  this  peculiar  behavior  of 
the  short  waves,  they  are  not  infrequently 
blamed  by  some  writers  as  worthless  in 
arthritis.  Lautman  says : “Short  wave 
therapy  has  been  widely  heralded  for  the 
treatment  of  arthritis.  So  far  the  results 
from  this  type  of  treatment  has  been 
found  for  the  most  part  disappointing.” 
Lichterman  and  his  collaborators,14  who 
employed  weak  thermal  doses  in  adminis- 
tering short  waves  in  arthritis,  claim  good 
results.  They  state : “Employing  weak 
doses  of  short  waves,  we  had  almost  no 
failures  whether  the  cases  were  in  the 
acute,  subacute,  or  chronic  stages,  with 
more  or  less  stationary  changes  in  the 
articular  or  periarticular  tissues.” 

It  is  in  place  here  to  remark  that  while 
some  workers  believe  that  it  is  only  the 
thermal  effect  that  is  responsible  for  the 
results  obtained  with  short  waves,  other 
reliable  workers  do  not  share  this  opinion 
at  all.  Piontkovsly  and  Fabricant15  state 
that  the  therapeutic  effect  of  short  waves 
did  not  seem  in  their  experience  to 
depend  on  the  creation  of  heat  within  the 
tissues,  since  identical  results  were  ob- 
tained with  small  doses  incapable  of  pro- 
ducing the  sensation  of  warmth.  I also 
have  had  interesting  experiences  in  that 
direction.  Lichterman  and  his  collabora- 
tors14 conclude  from  their  investigations 
and  experience  that  the  result  obtained  by 
short  waves  should  be  regarded  as  one  of 
the  manifestations  of  the  transformation 
of  the  high  frequency  energy  within  the 
tissues  and  the  accompanying  biological 
reactions  brought  forth  by  that  trans- 
formation. 

Taking  into  consideration  these  state- 
ments it  becomes  apparent  that  the  estab- 
lishment of  the  quality  of  a short  or  ultra 
short  wave  therapeutic  apparatus  by 
means  of  thermocouple  tests,  as  well  as 
the  addition  of  the  word  “diathermy”  to 
the  terms  “short”  and  “ultra  short  wave” 
is  unscientific. 

Fever  therapy  in  rheumatoid  arthritis: 
This  treatment  is  considered  useful  by 
some  workers,  and  denied  by  many 
others.  Hansson,16  for  instance,  states : 
“My  experience  with  hyperpyrexia  in 


other  forms  of  arthritis  (rheumatoid) 
has  been  discouraging.  A series  of  cases 
of  rheumatoid  arthritis  which  I treated 
with  hyperpyrexia  showed  only  tempo- 
rary relief,  and  the  sedimentation  rate 
was  not  affected.” 

Lithium  Group 

This  group  comprises  gouty  arthritis, 
Heberden’s  nodes,  and  Still’s  disease.  I 
am  inclined  to  believe  that  all  these  three 
conditions  have  some  common  etiologic 
factor  because  of  the  fact  that  ionization 
with  the  same  drug — lithium,  which  is 
specific  in  gout* — seems  to  influence  this 
group  more  favorably  than  ionization 
with  any  other  drug. 

It  was  Thomas  A.  Edison  who  first 
showed  that  ionization  with  lithium  was 
of  benefit  in  gouty  arthritis.  It  has  been 
my  own  experience  in  treating  cases  with 
Heberden’s  nodes  that  lithium  ionization 
benefitted  the  condition  more  than  any 
other  physical  therapy  method  available. 
I,  therefore,  have  thought  that  Heber- 
den’s nodes  are  probably  a form  of  gout. 
In  searching  the  literature  on  this  malady, 
I found  that  Osier17  writes : “Heberden 
says  the  nodes  have  no  connection  with 
gout,  yet  they  are  often  regarded  as  indi- 
cating gout.”  Luff18  states:  “Heberden’s 
nodes  are  a mild  form  of  gout.” 

In  the  case  of  Still’s  disease  I noticed 
the  same  thing,  that  ionization  with 
lithium  influenced  this  condition  more 
favorably  than  ionization  with  any  other 
drug  employed  in  arthritis.  I have,  there- 
fore, put  the  three  conditions — gouty  ar- 
thritis, Heberden’s  nodes,  and  Still’s  dis- 
ease— into  one  group,  the  Lithium  Group. 

It  is  worthy  of  note  that  diathermy 
(conventional),  which  I have  tried  in 
many  cases  of  Heberden’s  nodes,  had  no 
effect  at  all  upon  them.  Lithium  consider- 
ably ameliorated  the  condition.  The  signs 
of  inflammation — i.e.,  the  redness,  swell- 
ing, and  the  pain — disappeared  and  the 
nodes  markedly  diminished  in  size.  They, 
however,  never  disappeared  entirely  even 
with  lithium  ionization,  which  in  my  ex- 
perience was  the  best  treatment  available 
for  this  affection.  When  the  progressive 
improvement  from  this  ionization  reaches 


* Lithium  has  an  affinity  for  uric  acid. 
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a standstill,  conventional  or  short-wave 
diathermy  may  then  be  tried. 

The  technic  of  therapy  for  Heberden’s 
nodes  is  the  same  as  for  arthritis  of  the 
interphalangeal  joints.  It  is,  of  course, 
understood  that  here  a one  per  cent  solu- 
tion of  the  Lithium  salt  is  employed. 
Almost  all  the  cases  treated  by  the  author 
were  women,  their  ages  ranging  from 
38-50 ; i.  e.,  they  were  in  the  climacteric 
period.  The  etiology  of  Heberden’s  nodes 
may  rest  in  glandular  dysfunctions  or 
endocrinopathies  which  are  common  in 
that  age  period. 

Magnesium  Sulphate-Sodium 
Chloride  Group 

To  this  group  belongs  traumatic  ar- 
thritis. It  should  be  given  proper  atten- 
tion and  as  early  as  possible.  In  the  acute 
and  subacute  stages,  in  my  experience, 
ionization  with  magnesium  sulphate  gives 
the  most  desirable  and  sometimes  dra- 
matic results. 

This  drug  is  characterized  by  its  anes- 
thetic effect,  so  much  that  it  has  been 
substituted  for  cocaine  in  some  surgical 
operations.  Magnesium  sulphate  has  a 
biologic  effect  on  acute  inflammation  due 
to  trauma.  It  causes  the  tissues  to  lose 
alkali  thus  relieving  pain.  In  the  acute 
stage  of  the  trauma  pain  is  due,  aside 
from  other  factors  such  as  edema,  anoxe- 
mia, etc.,  to  a disturbance  in  the  hydro- 
gen ion  concentration.  The  hydroxyl  ions 
(the  alkalinity)  increase.  Alkali  is  a 
stimulant,  an  irritant,  and  when  present 
in  a relative  excess  becomes  a factor  in 
the  causation  of  pain.  Magnesium  ions 
have  a favorable  influence  on  local  edema, 
according  to  my  experience. 

In  the  protracted  condition  of  trau- 
matic arthritis  characterized  by  edema, 
but  without  adhesions,  ionization  with 
magnesium  sulphate  followed  by  inter- 
rupted sinusoidalization  is  probably  the 
best  method  of  treatment.  It  is  here  in 
place  to  mention  that  I employed  the  same 
method  in  stubborn  edema  in  fractures  of 
the  extremities  with  remarkable  and  even 
dramatic  results.13  While  interrupted 
sinusoidalization  alone  is  of  benefit  in 
traumatic  edema , preceded,  however,  by 
ionization  with  magnesium  sulphate,  it  is 
of  still  greater  value. 

Turrell20  apparently  only  recently  no- 


ticed the  useful  action  of  interrupted 
sinusoidalization  in  edema.  He  character- 
izes its  beneficial  effect  as  follows:  “The 
sinusoidal  current  of  lower  voltage  and 
greater  amperage  stimulates  all  tissue 
cells  within  the  bi-polar  path,  recurrent 
hydrogen  and  hydroxyl  concentration 
taking  place  at  every  interruption  simul- 
taneous with  the  neuro-muscular  re- 
sponse. This  current  has,  therefore,  nutri- 
tional effects  and  is  especially  indicated 
in  the  treatment  of  . . . edema  of 

extremities.” 

In  the  chronic  stage  of  traumatic  ar- 
thritis with  adhesions  I employ  ionization 
with  sodium  chloride.  This  ionization 
exerts  a lytic  action  on  fibrous  adhesions 
when  employed  with  the  negative  pole.* 
The  treatment  is  followed  by  interrupted 
sinusoidalization. 

Case  Report 

Case  4.  Miss  S.,  age  twenty-eight,  fell 
and  severely  injured  her  left  knee.  She  came 
under  the  care  of  an  orthopedic  surgeon 
who  diagnosed  the  case  as  traumatic  ar- 
thritis complicated  by  synovitis  and  possible 
injured  semi-lunar  cartilage.  He  put  the 
knee  in  a cast  for  four  weeks.  This  treat- 
ment, however,  gave  no  relief.  The  pain 
was  unbearable,  interfering  with  rest  and 
sleep.  The  surgeon  decided  that  an  opera- 
tion was  inevitable,  but  the  patient  refused 
surgery.  The  orthopedic  man  and  the  family 
physician  then  agreed  to  give  physical  ther- 
apy a trial,  and  referred  her  to  me  with 
a request  for  short-wave  or  conventional 
diathermy.  The  patient  came  in  limping  sup- 
ported by  a cane.  She  complained  of  pain, 
“locking”  and  a sensation  of  throbbing  in 
the  knee  which  was  red,  swollen,  tender,  and 
imparted  a warm  sensation  to  the  touch 
more  marked  than  in  the  other  knee.  There 
was  considerable  limitation  of  motion  and 


*Sodium  salicylate  and  iodine  also  possess  this 
lytic  quality  but  to  a less  degree.  The  negative 
pole  alone  possesses  a lytic  action  which  is 
increased  in  the  presence  of  sodium  chloride. 
The  chlorine  ions  liberated  by  the  galvanic 
current  beneath  the  material  soaked  in  the 
sodium  chloride  solution  penetrate  the  superfi- 
cial and  gradually  the  deeper  tissues,  exerting 
a lytic  action  on  the  fibrous  tissue  there. 
Sodium  hydroxide,  a mild  caustic,  is  also 
formed,  which  influences  superficial  fibrous 
tissue  such  as  light  scars.  The  author  has  occa- 
sionally combined  sodium  chloride  in  certain 
proportions  with  other  drugs  which  he  has 
employed  in  ionization  with  the  belief  that  the 
combination  yields  better  results. 
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apparently  interference  with  circulation,  for 
the  entire  lower  leg  was  swollen,  blue,  and 
cold.  My  opinion  was  that  the  request  for 
thermal  measures  was  illogical  as  an  in- 
flammatory process  was  still  going  on  in 
that  knee.  Because,  however,  of  the  chroni- 
city  of  the  case,  I cautiously  administered 
the  thermal  measures  requested  by  the  physi- 
cians. The  result  was  that  the  pain  became 
more  severe  and  the  patient  more  discour- 
aged. I advised  the  doctors  that  in  this  case 
the  most  suitable  treatment  was  ionization. 
Six  ionization  treatments  given  on  consecu- 
tive days  with  magnesium  sulphate,  mark- 
edly relieved  the  pain.  This  ionization  treat- 
ment was  continued  until  the  pain  com- 
pletely disappeared.  It  was  then  changed  to 
ionization  with  sodium  chloride  followed  by 
interrupted  sinusoidalization  to  take  care  of 
the  adhesions  caused  by  the  cast.  Occasion- 
ally the  ionization  treatments  were  inter- 
changed by  short-wave  diathermy,  followed 
by  massage.  The  patient  received  a total  of 
fifty  treatments  with  excellent  results. 

Iodine  Group 

Little  work  has  been  done  on  this 
ionization  in  the  United  States.  Ionization 
with  iodine  has  been  employed  by  Vienna 
workers  in  surgical  tuberculosis  including 
tuberculous  arthritis.  I have  employed 
this  ionization  in  pyogenic  and  infective 
arthritis  caused  by  wounds,  in  the  ab- 
sence, of  course,  of  any  pussy  matter. 
Iodine  is  employed  with  the  negative  pole. 
Devitalized  tissue  cells  are  stimulated  to 
activity  by  that  pole.  (Because  of  its  biol- 


ogic effect,  it  causes  an  increase  in  the 
[OH]  ions  which  are  stimulative).  In 
the  presence  of  iodine,  the  stimulative 
effect  is  increased.  The  germicidal  effect 
of  the  drug  adds  to  the  advantage. 

Comments 

Ionization  methods  in  conjunction 
with  interrupted  sinusoidalization  (as 
here  described)  appear  to  accomplish 
great  clinical  improvement  by  affecting 
the  inflammatory  process  in  arthritis. 

In  particular  they  benefit  greatly  the 
chronic  stage  and  influence  ankylosis 
probably  better  than  any  other  method 
available. 

Summary 

Ten  years’  experience  in  treatment  of 
arthritis  by  physical  therapy  methods  has 
been  presented  with  special  reference  to 
iontophoresis. 

Close  personal  supervision  from  begin- 
ning to  end  of  treatment  in  a very  large 
number  of  patients  led  to  the  conclusion 
that  they  could  best  be  classified  into  six 
groups  on  the  basis  of  the  particular 
therapy  that  proved  most  favorable  in 
each  group — (1)  The  Thermal  group: 
(2)  The  Ultraviolet  group:  (3)  The 
Salicylate  group:  (4)  The  Lithium 

group : ( 5 ) The  Magnesium  Sulphate- 
Sodium  Chloride  group:  and  (6)  The 
Iodine  group. 

1175  Park  Ave. 
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I sneezed  a sneeze  into  the  air; 

It  fell  to  ground  I knew  not  where; 

But  hard  and  cold  were  the  looks  of  those 
In  whose  vicinity  I snoze.  — Epitome. 


“An  exclusive  vegetable  diet  will  make 
you  beautiful,”  asserts  a woman  columnist. 
Lady,  did  you  ever  take  a good  look  at  a 
hippopotamus? — Thomaston  (Ga.)  Times. 


Preventive  Medicine 


An  Evaluation  of  General  Management 

Charles  H.  Goodrich,  M.D.,  Brooklyn 
Presidential  Address 


There  has  recently  been  published  an 
account  of  a new  business  developed  at 
Hollywood  by  which  the  control  of  the 
financial  affairs  of  the  actors  is  entrusted 
to  management  companies.  These  relieve 
the  previously  struggling  artist  of  the  re- 
sponsibilities which  go  with  an  increase  of 
his  income  to  one  or  two  hundred  times 
what  it  formerly  was.  “They  can  forget 
home,  business,  and  personal  worries.”  The 
star  turns  over  all  pay  checks.  The  firm 
works  out  a scientific  budget  and  makes 
him  adhere  to  it.  If  he  wishes  to  give 
a reception  costing  several  hundred  dollars 
over  his  weekly  budget  he  is  told  that  he 
cannot  do  it.  Help  is  hired  and  discharged 
by  them  and  they  take  care  of  all  bills  and 
investments.  They  obtain  prices  from  sev- 
eral dealers  and  buy  advantageously.  Con- 
siderable time  is  given  to  looking  after  his 
relatives.  “Anybody  in  Hollywood  who  is 
not  keeping  at  least  a half  a dozen  families 
is  hardly  a star.”  His  personal  expenses 
are  neatly  budgeted  often  as  low  as  Fifty 
Dollars  a week  out  of  a salary  of  Two 
Thousand  Dollars.  But  they  humor  their 
clients  as  much  as  they  can  and  provide  for 
their  future.  The  hope  is  that  when  the 
stars  cease  to  he  great  they  may  not  have 
to  struggle  for  work  as  extras.  We  hap- 
pened upon  this  modern  note  after  our  talk 
was  planned  and  substituted  it  for  the 
ancient  poetry  originally  set  down  as  a 
suggestive  introduction. 

When  John  married  Mary  she  was  noted 
among  her  friends  as  a great  cook.  Her 
mother  had  trained  her  to  cook.  She  was  a 
fine  seamstress,  too,  and  John  was  very 
proud  of  their  grand  meals,  and  dainty  lin- 
ens with  their  hemstitching  and  embroid- 
eries. John  enjoyed  working  about  the 
house  and  he  chopped  wood,  mowed  the 
lawn,  raked  leaves,  and  trimmed  the  flower 
beds.  It  was  not  many  months  before  there 
dawned  upon  him  the  impression  that  all 
was  not  well  within  the  home.  The  food 


was  delicious  (even  on  their  limited  budget), 
her  rejuvenated  left-overs  were  appetizing, 
her  vegetables  and  desserts  were  luscious, 
and  the  table  appointments  perfect.  How- 
ever, the  closets  were  always  in  disorder, 
shoes  scattered  about,  and  it  was  often 
difficult  to  find  something  he  needed,  when 
hidden  in  a pool  of  lingerie.  Then  there 
was  the  little  room  which  they  planned  for 
his  “den”  or  “study !”  After  six  months 
it  was  still  piled  with  boxes  and  baskets  and 
blankets  and  clothing  and  numberless  little 
and  big  affairs  that  Mary  had  brought  from 
home  to  add  to  their  possessions — none  es- 
sential to  every  day  living — but  needed  to 
be  classified  and  placed  where  they  belonged. 
When  John  gently  suggested  that  they  must 
get  that  room  in  order  Mary  was  cross 
for  the  very  first  time.  No  “den”  for 
months  more ! When  the  laundry  was  done 
or  sent  some  of  John’s  essentials  were  often 
forgotten  and  he  did  emergency  shopping 
using  money  he  had  planned  for  something 
else — usually  something  to  please  Mary ! If 
there  is  anything  which  enrages  an  adoring 
husband  it  is  his  wife’s  upsetting  his  secret 
plans  to  delight  her ! 

Working  on  a strictly  cash  basis  Mary 
would  let  a bill  go  because  she  had  no  change, 
and  many  little  delinquencies  came  home  to 
roost  weeks  afterward.  She  would  lack  some 
essential  for  housekeeping  at  critical  moments 
and  somebody,  usually  John,  had  to  walk  or 
run  downtown  and  secure  them.  Mary  never 
saw  dust,  or  dirt,  or  disorder  except  in 
the  dining  room  and  bed-room.  These 
were  always  in  perfect  order ! Twenty 
years  and  more  we  followed  Mary  and 
John — and  Mary  never  excelled  in  general 
management.  She  was  a talented  cook  and 
an  artistic  seamstress.  She  was  a specialist ! 
She  and  her  husband  were  happy  together, 
they  prospered,  but  their  home  even  with 
servants  to  help,  was  never  what  it  might 
have  been.  It  lacked  that  thoughtful  cor- 
relation of  all  essential  factors  into  a com- 
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plete,  well-balanced  accomplishment,  that 
value  which  develops  from  well-rounded 
general  management.  Mary  was  a “stunter” 
— she  did  two  stunts  well — two  marvellous 
stunts  according  to  us  men — but  she 
stunted  the  growth  of  her  home.  The  home- 
maker must  be  a general  manager  or  there 
will  be  wanting  in  that  home  the  order,  the 
style,  the  atmosphere,  the  influence  in  the 
community  and  the  influences  upon  chil- 
dren which  are  unconsciously  woven  into 
their  natures.  Yes,  John  and  Mary  had 
children — fine  children — but  we  doubt  if 
any  of  them  would  today  realize  what  is 
meant  when  you  say  “The  beauty  of  the 
house  is  order.” 

The  stores  in  which  you  elect  to  buy  have 
something  more  than  goods  with  which  to 
attract  and  please  you.  You  can  purchase 
the  same  manufacturer’s  blankets,  towels, 
baby-carriages  or  canned  corn,  luggage, 
bacon  or  safety  pins,  at  about  the  same  price 
in  two  different  large  stores.  You  auto- 
matically choose  the  one  where  the  beauty 
and  color  of  arrangements  are  not  all  in 
the  exaggerated  show-window.  When  you 
walk  in  and  find  the  atmosphere  of  the 
show-window  enhanced,  and  each  counter 
or  section  brings  new  and  increasing  volume 
and  charm  of  arrangement,  you  are  much 
impressed  with  the  values  of  the  goods. 
When  you  enter  the  other  store  where  aside 
from  the  show-window  you  receive  im- 
pression of  chaos — more  and  more  expansive 
chaos  as  you  go — you  do  not  wish  to  buy — 
the  disorder  detracts  from  the  desirability 
of  the  goods.  If  the  sales  girls  are  surly, 
say  “that  is  all  we  have”  when  you  can  see 
many  other  varieties  of  the  needed  article 
directly  before  you — that  means  poor  selec- 
tion or  training  of  sales-force  or  both.  The 
lighting,  the  ventilation,  the  atmosphere  of 
pleasant  friendliness  and  desire  to  accommo- 
date are  all  elements  in  the  general 
management  of  a store  upon  which  may 
depend  success  or  failure  in  business.  Price 
counts!  Yes — but  general  management 

more. 

Visit  any  factory  and  envisage  the  activi- 
ties that  produce  necessities  and  luxuries  by 
cleverly  general  managed  proceedings.  Each 
detail  is  simple  enough  but  the  methods 
of  combining  and  correlating  them  makes  it 
possible  for  anyone  who  chooses  to  own 
wonderful  possessions  at  an  excessively  low 
price.  The  automobile  assembly-line  is  an 
interesting  example. 


* * * 

The  hospitals  of  America  demonstrate 
many  kinds  of  management  systems.  A 
hospital  is  a hotel  embellished  by  service 
to  the  sick  and  injured.  It  would  seem 
reasonable  to  expect  the  hotel  section  to  be 
best  managed  by  a person  conversant  with 
hotel  operation.  More  reasonable  would  it 
seem  to  have  the  service  to  the  sick  man- 
aged by  a physician  who  has  a talent  for 
administration.  Still  more  reasonable 
would  it  seem  to  have  its  Board  of  Directors 
largely  medical  or  scientific  men.  Taking 
a birds-eye  view  of  hospital  management 
and  you  see  a heterogeneous  crowd  of  per- 
sons most  of  whom  know  nothing  about  the 
conduct  of  hotels  except  what  they  learn 
at  the  expense  of  the  hospital.  Except  for 
a few  medical  superintendents  the  only  per- 
sons educated  in  the  care  of  the  sick  in  the 
remotest  way  are  graduate  nurses  who  are 
supposed  to  be  physicians’  helpers.  Of 
course  it  all  depends  what  the  objectives  of 
general  management  are.  We  physicians 
think  that  the  original,  primary,  most  im- 
portant objective  is  the  salvation  and  relief 
of  human  beings  in  physical  (and  perhaps 
mental)  trouble. 

If  there  were  more  physician-superintend- 
ents with  experienced  hotel  executives  as 
assistants  the  economics  of  hospital  man- 
agement as  well  as  efficiency  would  unques- 
tionably be  served.  A brilliant  example  of 
what  may  be  accomplished  by  physician 
management  is  the  outstanding  accomplish- 
ments under  gifted  experienced  Commis- 
sioner of  Hospitals  in  New  York  City  under 
Mayor  LaGuardia,  handicapped  as  he  has 
been  by  the  maintenance  of  palaces  built 
extravagently  under  previous  unreformed 
administrations.  When  we  consider  the 
background,  previous  experience,  and  non- 
scientific  education  and  associations  of  most 
superintendents,  many  of  them  must  be 
praised  for  their  records.  Viewed  with 
clear-visioned  criticism  of  the  management 
of  dollars  for  sick-care,  many  fall  so  far 
short  of  the  ideal  as  to  make  angels  of 
mercy  weep. 

The  objective  of  some  hospital  superin- 
tendents seems  to  be  securing  profit  from 
competing,  at  ruinous  charges,  with  physi- 
cians immediately  surrounding  the  institu- 
tion, by  emergency  ward  service,  dispensary 
and  even  ward  service  to  those  able  to  pay 
and  requiring  their  unpaid  staff  to  perform 
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the  essential  service  without  compensation. 
This  type  of  procedure  may  seem  to  help 
the  hospital  overhead  but  it  embitters  the 
neighborhood  physicians  and  this  unfavor- 
able reaction  spreads  to  members  of  the 
staff  and  engenders  unpleasant,  defiant  out- 
breaks in  the  Halls  of  Medicine.  With 
physician  management  the  disadvantages  to 
everyone  concerned,  including  the  pauper- 
izing of  otherwise  self-respecting  people, 
would  be  clearly  seen  and  except  for  needed 
emergency  care  patients  would  be  referred 
to  their  family  physicians. 

There  is  no  field  today,  except  some  gov- 
ernments, that  would  extend  its  usefulness 
more  vividly  by  improved  general  manage- 
ment than  that  occupied  by  the  general 
hospitals.  However,  it  requires  leadership, 
even  statesmanship,  among  medical  men. 

* * * 

When  physicians  come  to  respond  to  the 
demand  for  their  help  by  those  who  are 
ailing  we  meet  with  certain  difficulties.  We 
once  cared  for  a high-born  lady  whose 
prides  were  her  social  position,  her  clothes 
and  her  self-will.  She  had  dispensed  with 
her  husband.  She  ate  what  she  liked,  never 
exercised,  played  bridge  without  mercy,  and 
was  always  in  trouble  with  somebody.  To 
use  her  own  words  she  “lived  on  excite- 
ment.” Periodically  she  had  severe  attacks 
of  toxic  migraine  (headache)  as  agonizing 
as  we  have  ever  observed,  with  violent 
gastric  protestations,  which  had  been  daily 
gathering  force  since  the  last  attack. 

Her  only  use  for  the  physician  was  dur- 
ing such  an  attack.  Then  she  was  too  ill 
to  advise  regarding  anything  but  immediate 
relief.  As  soon  as  relief  arrived  she  re- 
ported well  and  resumed  her  turbulent  cam- 
paign of  uselessness.  After  a few  years  of 
this  she  suffered  an  especially  intense  and 
prolonged  seizure,  and  begged  for  any  meas- 
ure tending  to  prevent  her  suffering.  We 
agreed  to  call  upon  her  the  day  after  the 
attack  was  over  and  outline  a regime  ex- 
pected to  help  her  in  time.  She  permitted 
us  to  call  when  she  was  still  limp  and 
pallid — and  expecting  her  to  be  clay  in  the 
hands  of  the  potter,  we  outlined  a regime 
of  diet,  water  drinking,  and  exercise,  quite 
different  from  her  habits.  We  read  from 
the  outline  carefully  prepared  for  her.  She 
listened,  received  the  paper,  tore  it  up  at 
once  and  said,  “Doctor,  you  know  I will  not 
do  any  of  these  things.  I do  not  care  to  eat 


slops — I won’t  drink  water,  it’s  inconveni- 
ent, and  as  for  a daily  walk  and  the  calis- 
thenics, I won’t  bother, — give  me  some 
medicine  and  let  me  get  well.”  That  lady 
needed  very  little  medicine.  She  needed  a 
regime  of  general  management. 

Lacking  appreciation  of  the  importance 
of  general  management,  many  people  slip 
into  ghastly  conditions.  They  will  con- 
scientiously take  all  the  medicine  we  will 
prescribe,  they  will  accept  surgery  with 
grace  and  without  any  or  much  question,  but 
ask  a frail  lady  with  arteriosclerosis  and 
chronic  cold  feet  to  wear  woolen  stockings 
by  day  and  bed-socks  at  night  and  see  her 
face  curdle ! Or  advise  a merry  jocular 
cardiac  gentleman  to  cease  smoking  and 
note  the  severe  contour  of  his  jaw!  Or 
urge  Mrs.  Plumpity  to  eliminate  sugars, 
cream,  mayonnaise,  and  pastry  from  her 
diet  and  note  the  sudden  pallor  and  shock 
of  desperation ! The  values  of  sleep,  rest, 
fresh  air,  exercise,  the  needed  ration  of 
fluid,  the  dietary  fitted  to  the  expenditure 
of  heat  and  energy,  are  recognized  theoreti- 
cally by  almost  all  intelligent  persons — but 
if  the  physician  prescribes  these  things  in 
proper  doses  and  at  the  best  hours  they 
feel  that  he  has  departed  from  his  science, 
and  trodden  upon  treasured  possessions  all 
their  own.  Whereas  the  general  manage- 
ment of  most  cases,  whether  bed-fast  or 
ambulatory,  is  of  such  importance  that 
without  it  much  medical  and  surgical  care 
is  unduly  prolonged  or  unsuccessful.  The 
modern  serum  treatment  of  pneumonia  is 
urged  only  added  to  adequate  nursing, 
plenty  of  fresh  air  (or  oxygen),  rest  and 
sleep,  and  ideal  hygiene.  Obesity,  a real 
disease,  needs  only  dietary  adjustment  and 
exercise  except  in  endocrine  cases.  More- 
over, obesity  is  the  largest  single  cause  of 
diabetes.  The  early  nephritic  or  cardio- 
vascular needs  regulated  diet,  water  drink- 
ing, rest,  and  exercise  more  than  he  needs 
medicine.  Give  him  medicine  and  let  him 
otherwise  run  wild,  and  he  is  badly  treated. 
Many  of  the  commoner  forms  of  modern 
physiotherapy  can  be  classified  as  general 
treatment:  massage,  passive  exercise,  hydro- 
therapy, and  others. 

Thus  while  we  seek  to  elevate  the  stand- 
ards of  practice  one  of  the  momentous 
duties  of  physicians  and  their  ladies  is  the 
education  of  the  public  in  the  value  of 
general  management  of  illness  great  and 
small.  As  we  seek  to  teach  others  perhaps 
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we  should  sometimes  ask  ourselves  if  we  are 
using  general  management  in  our  cases  to 
the  full  therapeutic  degree. 

* * * 

It  is  in  life  itself  that  we  see  the  magni- 
fied importance  of  general  management  and 
that  general  management  should  begin  its 
efficiency  about  the  time  the  new  baby  has 
its  first  bath.  Someone  has  said  “Give 
me  a child  during  the  first  five  years  and 
I will  determine  his  character  and 
industry.” 

We  shall  not  discuss  the  tremendous  field 
suggested.  What  should  interest  us  physi- 
cians and  the  gentle  martyrs  who  patiently 
companion  us,  is  the  general  management  of 
body  and  mind  of  ourselves  and  our  pa- 
tients which  will  make  life  most  healthy, 
efficient,  comfortable,  and  happy,  a life  of 
physical  liberty — not  license — and  one  that 
can  be  viewed  in  retrospect  at  any  point 
with  serene  content.  We  can  best  contribute 
to  this  end  by  a continuous  program  of 
preventative  medicine  especially  that  fea- 
ture which  gives  us  a long-handled 
lever  to  regulation — the  Periodic  Health 
Examination. 

We  are  familiar  with  the  very  modern 
fashion  of  taking  the  baby  or  the  small 
child  to  the  physician  monthly  or  bi-monthly 
for  examination,  checking  up  weight  and 
nutrition  and  the  giving  of  general  guidance. 
The  outgrowth  of  this  excellent  regime 
among  the  intelligentsia  has  been  the  well- 
baby  clinics  in  Hospital  Dispensaries  and 
Municipal  Health  Centers.  Did  you  ever 
compare  the  children  in  one  of  these  clinics 
with  the  average  child  of  the  tenements 
before  there  were  such  clinics?  The  con- 
trast is  amazing ! — so  is  the  mortality  among 
children  today  as  compared  with  thirty 
years  ago,  especially  in  the  large  cities ! 
These  well-baby  inventories  with  advices 
have  had  a tremendous  influence,  all  agree. 
Then  why  not  the  same  process  for  our- 
selves, our  partners,  our  athletic  youths, 
and  flowering  maidens? 

This  Periodic  Health  Examination  is  not 
only  material  insurance  for  the  examinee 
but  affords  him  the  opportunity  of  calm 
intellectual  consideration  with  the  physician 
of  physical  and  nervous  conditions  while  he 
is  apparently  in  good  health.  Little  ills 
can  be  swept  away  by  a few  general  direc- 
tions or  trifling  therapeutic  procedures. 
The  direct  object  of  these  annual  or  semi- 


annual audits  is,  of  course,  the  preservation 
of  Health.  This  is  accomplished  by  record- 
ing the  normal  and  abnormal  conditions 
found  and  giving  instructions  so  that  the 
abnormal  may  be  eliminated  before  physical 
or  mental  handicaps  ensue. 

Carlyle  once  wrote:  “The  healthy  know 

not  of  their  health — but  only  the  sick.  This 
is  the  physicians’  aphorism  and  applicable 
in  a far  wider  sense  than  he  gives  it.”  Per- 
haps he  was  suggesting  Periodic  Health 
Examinations ! 

It  remained  for  Voltaire  to  become  even 
more  suggestive  in  the  remark  that  “The 
fate  of  a nation  has  often  depended  on  the 
good  or  bad  digestion  of  a Prime  Minister.” 

Aside  from  their  peculiar  and  impressive 
benefits  to  the  individual  examinees  there 
are  certain  by-products  which  recommend 
these  inventories  to  the  mind  of  the  earnest 
scientific  physician.  Of  these  by-products 
we  have  elsewhere  spoken  and  written  and 
we  would  feel  complimented  if  you  will  read 
of  them  in  the  January  15  Journal  [page 
127]. 

Thus  we  can  conclude  that,  regardless 
of  the  priceless  value  of  the  diagnosis  and 
treatment  of  disease  which  we  now  largely 
practice  because  of  the  urgent  demand  of 
the  public  and  our  own  intense  interest, 
prevention  is  a larger  and  more  fruitful 
field  in  the  general  management  of  life. 
The  scope  of  this  prevention  was  suggested 
in  an  address  to  the  House  of  Delegates  at 
Rochester  (1937),  and  a review  of  this  may 
be  of  advantage  tomorrow  or  soon.  Some 
of  it  lies  in  the  domain  of  Health  Depart- 
ment action.  This  should  excite  our  in- 
terest, not  the  disposition  of  it  with  a “Let 
George  do  it”  gesture.  For  Health  Depart- 
ments need  our  cooperation  as  urgently  as 
we  need  theirs,  and  in  our  own  State  as 
well  as  in  many  others  the  mutual  endeavors 
are  ideal.  Current  cooperation  is  making 
health  history.  We  should  be  constantly 
urging  proportionately  greater  appropria- 
tions for  Health  Departments  for  most  of 
the  physician  employees  are  grossly  under- 
paid besides  having  such  niggardly  sums 
with  which  to  work  as  to  tax  their  utmost 
ingenuity  and  wisdom  to  say  nothing  of 
health.  The  disproportions  of  appropria- 
tions can  be  illustrated  by  a page  of  recent 
history  in  New  York  City.  For  years  there 
has  been  an  agitation  for  a change  in  the 
Fire  Department  from  the  two  platoon 
system  to  the  three  platoon  system.  This 
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has  recently  been  voted  and  approved  by 
the  Legislature. 

We  are  informed  by  credible  authority 
that  this  change,  involving  the  employment 
of  fifty  per  cent  increase  in  the  number  of 
firemen,  provides  for  an  added  appropria- 
tion for  the  Fire  Department  which  ex- 
ceeds the  entire  appropriation  for  the  Health 
Department.  You  can  rebuild  houses! 
Should  we  watch  undisturbed  the  destruc- 
tion of  human  lives  because  of  scrimping 
appropriations?  Tax  payers  can  be  made 
to  understand  the  need  for  greater  appro- 
priations for  health  work.  Henry  Vaughan 
has  done  it  with  the  cooperation  of  the 
Wayne  County  Medical  Society  in  Detroit. 

Thus  it  appears  that  our  contribution  to 
the  essential  general  management  of  life  can 
be  immediately  expanded  by  employing  a 
broader  concept  of  our  duties  which  em- 
braces the  prevention  of  injury  and  dis- 
ease: enthusiastic  education  of  the  public 
in  the  desirability  and  value  of  prevention 
especially  through  Periodic  Health  Exami- 
nations, the  re-preparation  of  ourselves  to 


fully  meet  the  demand  we  create,  and  the 
provision  for  ourselves  and  our  families 
of  such  preventive  measures  as  will  make 
our  public  envious  and  clamor  to  be  in 
style  and  up-to-date.  This  will  naturally 
involve  some  alterations  of  our  conduct  for 
we  must  all  abide  by  the  judgments  and 
directions  of  our  Periodic  Health  Examiner 
and  report  for  record  every  six  months. 
The  results  would  be  astonishing  to  most 
of  us. 

Without  swerving  from  our  magnificent 
purposes  in  life  we  could  fulfill  these  pur- 
poses more  efficiently  and  dodge  many  little 
uncomfortable  handicapping  ills.  More- 
over we  could  sidetrack  cerebral  accidents 
and  coronary  thromboses  which  now  deplete 
our  ranks  with  increasing  frequency  and 
distressing  discrimination. 

It  seems  particularly  consistent  and  im- 
portant for  us  the  physicians  of  this  fascinat- 
ing perilous  day  to  thus  emphasize  in  pre- 
cept, practice,  and  example  the  general 
management  of  life  itself  through  Preven- 
tive Medicine. 


BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “transition  cases”  from  the 

service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descrip- 
tions are  not  complete  clinical  studies,  but  will  accentuate  situations  from  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 

Low  Mentality 


Some  years  ago,  during  a strike  of  coal 
miners  in  Pennsylvania,  when  the  local 
physicians  were  intimidated  by  the  employ- 
ers’ agents  and  secretly  forbidden  to  take 
care  of  the  strikers  and  their  families,  an 
appeal  was  made  by  the  workers’  committee 
to  distant  physicians.  And  one  New  York 
doctor  volunteered  to  serve  freely  for  sev- 
eral weeks  as  a general  practitioner — in- 
ternal medicine,  minor  surgery,  etc.  It  was 
a dangerous  business,  since  the  masters’ 
men,  all  powerful,  controlled  the  countryside 
and  waylaid  anyone  who  helped  the  strikers. 
He  was  fully  rewarded,  however,  by  learn- 
ing who  those  miners  were  and  how  they 
lived.  He  saw  many  of  them,  every  day  in 
a different  town  or  camp.  He  received  his 
patients,  in  most  cases,  in  some  tent,  or 
shack,  while  a long  line  of  them  was  extend- 
ing outside  into  the  field.  To  be  sure,  he 
was  unable  to  do  anything  to  remedy  their 
insufficiency  of  food  or  their  lack  of  shoes 
and  so  the  value  of  these  consultations  was 
quite  limited.  This  is  not  the  place  to  go 


into  details,  which  were  all  extremely  inter- 
esting. The  one  outstanding  fact  was  that 
the  majority  of  these  hard-working  men 
and  women  of  foreign  origin  had,  in  spite 
of  their  bitter  poverty,  enormously  large 
families.  Some  enjoyed  or  were  hampered 
by  as  many  as  fourteen  or  more  children 
and  the  couples  who,  before  the  age  of 
thirty,  had  six,  were  not  rare.  Mortality 
among  the  offspring  was  high,  but  mental 
deficiency  was  comparatively  even  higher. 
There  was  profuse  quantity,  but  poor  qual- 
ity— a fact  from  which  we  should  learn  a 
lasting  lesson  in  preventive  medicine. 

Not  only  the  workers  were  affected  by  the 
strike,  but  the  small  dealers  and  shop  keep- 
ers of  the  entire  region  as  well.  They,  al- 
though slightly  better  off  financially,  were 
not  far  removed  from  their  customers  and 
were  just  as  prolific  as  the  latter.  Several 
of  these  people,  the  most  impoverished  of 
them,  came  to  see  the  city  physician. 

In  one  especially  afflicted  family,  where 
the  father,  a store  owner,  was  dull  himself, 
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one-half  of  the  children  had  been  more  or 
less  below  normal.  Fortunately  for  them 
they  were  physically  just  as  unfit  and  all  the 
mentally  deficient  ones  but  one  died. 

This  child,  otherwise  in  good  health,  was 
brought  to  a New  York  mental  hygiene 
clinic  years  later.  The  family  meanwhile 
had  established  itself  in  a town  close  to 
the  Metropolitan  area. 

An  Italian  girl  of  twelve,  then,  comes 
with  her  mother  and  makes  an  excellent 
impression. 

She  happens  to  be  pretty  and,  at  the  first 
glance,  her  eyes  betray  intelligence.  Or  are 
we  bribed  by  her  beauty?  Who  knows,  by 
the  way,  how  often  we  are  unjust  to  bright 
people  who  are  homely? 

But  what  bitter  disappointment  when  she 
opens  her  perfect  mouth ! 

It  is  a so-called  “borderline”  case.  She  is 
much  behind  in  school , plays  with  children 
a good  deal  younger  than  herself.  She  knows 
well  those  things  that  have  been  repeated  to 
her  many  times.  She  is  always  trying  to 
guess — unsuccessfully — but  never  attempts 
to  understand  the  question.  She  spells 
“nkot”  for  “knot”  because  she  knows  that 
these  letters  are  components  of  this  word, 
but  she  does  not  care  how  the  letters  are 
arranged.  “Leatst”  stands  for  “latest”, 
“mnoutain”  for  “mountain”,  “frineds”  for 
“friends”,  “ym”  for  “my”,  “swa”  for  “was”, 
“scaer”  for  “scare”,  “readres”  for  “readers”, 
“theet”  for  “teeth”,  “seplling”  for  “spelling”. 
Also  “wouan”  and  “wonan”  for  “woman”, 
“swept”  for  “sweet”,  “autonbile”  for  “auto- 
mobile”. Where  she  has  forgotten  what 
letters  the  word  contains,  she  ignores  them. 

She  is  a quiet , submissive  type.  Playful, 
happy. 

Mother  says  she  never  asks  questions. 

The  small  problems,  as,  where  to  hang 
her  overcoat  in  the  room,  how  to  buy  a pair 
of  shoes  (her  mother  planned  to  go  to  a 
shoe  store  on  the  same  day),  are  difficult 
to  solve. 

The  medicine  closet  in  the  Clinic  is  a 
“bureau”.  Asked  why  the  closet  has  glass 
doors,  she  says  “because  windows.” 

She  owns  five  pairs  of  shoes.  Asked  how 
many  single  shoes  it  makes,  she  says : “nine”. 
But  one  can  see  she  is  guessing,  not  figuring. 

Asked  how  long  it  took  her  to  come  to 
the  hospital  from  her  house,  she  cannot 
answer.  When  asked  how  many  hours,  she 
says  “three”.  And  when  her  mother  protests, 
she  says  “four”.  Again  only  guessing. 

She  is  always  looking  to  the  mother  for 
approval  or  disapproval. 


One  gains  the  impression  that  to  ordinary 
things  in  life  she  applies  her  school  method: 
learning  by  heart,  guessing.  Whenever  she 
is  unable  to  do  so  she  gives  up. 

A letter  from  school  states  that  patient’s 
mental  age  is  “seven”,  her  IQ  85. 

Before  going  further  I wish  to  remark 
that  the  phrase  or  expression  “mental  age” 
is  erroneous  and  misleading  and  should  be 
abolished.  A child  of  seven  is  usually  highly 
intelligent  and  mentally  very  alert,  indeed 
much  more  so  than  the  average  adult  and 
also  perhaps  more  so  than  he  himself  or 
she  herself  will  be  later  in  life.  The  only 
superiority  of  the  older  person  consists  of 
the  advantage  gained  by  experience  and 
training,  which  really  correspond  to  mental 
culture,  in  the  same  sense  as  body  strength- 
ening is  acquired  by  physical  culture.  Now 
culture  undoubtedly  improves  the  mind  and 
it  may  broaden  intelligence,  but  not  always 
so.  It  is  certainly  unfair  and  a great  mistake 
to  say  that  a deficient  or  “borderline”  child 
of  twelve  or  a semi-moron  of  twenty  or  of 
any  age  may  be  compared  to  a mentally 
normal  child  of  seven  or  of  whatever  age. 

There  is  but  little  to  be  done  in  a case 
of  this  sort.  Nothing  in  the  world  can  give 
this  girl  the  intelligence  with  which  she  has 
not  been  endowed  by  nature.  In  the  course 
of  the  years  some  training  will  help,  she  will 
learn  a few  things,  but  she  will  never 
amount  to  anything  worth  while. 

We  should  warn  the  parents  about  the 
dangers  lurking  in  the  rapidly  oncoming 
adolescence,  particularly  in  a child  who  is 
physically  so  attractive. 

And,  seeing  that  the  mother,  who  is 
of  average  or  adequate  intelligence,  in  her 
great  desire  to  enhance  her  daughter,  is 
giving  her  instructions  which  can  never  have 
any  effect,  it  is  our  duty  to  explain  to  her 
what  a child  of  this  sort  must  learn. 

This  mother  is  committing  the  error  of 
supplementing  at  home  the  schooling  to 
which  her  girl  is  so  indifferent.  She  is  teach- 
ing her  spelling,  arithmetic  and  other  aca- 
demic subjects  which  mean  nothing  to  a 
mentality  of  this  kind. 

A backward  child  should  learn  the  prac- 
tical things  that  it  will  need  to  know,  like 
buying  something  in  a store,  taking  and  giv- 
ing change,  dressing  and  undressing,  easy 
work  in  the  house,  names  of  common  ob- 
jects, how  to  go  about  town  and  soon,  and, 
if  necessary  and  possible,  to  earn  a living 
by  some  simple  trade. 

611  W.  158  St. 


“Insomnia  is  nothing  to  worry  about,”  always  lose  a lot  of  sleep  over  it. — St.  Louis 
according  to  a physician.  Maybe  not,  but  we  Star-Times. 
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EDITORIALS 


Medical  Care  for  All  the  People 

( Leading  Editorial,  reprinted  from  the 
Journal  of  the  American  Medical  Associa- 
tion, January  15,  1938.) 

Under  the  leadership  of  many  county 
medical  societies,  with  the  approval  of  the 
state  medical  societies  and  in  accordance 
with  the  actions  of  the  House  of  Dele- 
gates of  the  American  Medical  Associa- 
tion, definite  provisions  for  medical 
service  to  the  indigent  and  to  those  par- 
tially able  to  pay  have  already  been 
established  in  various  parts  of  the  country. 
Hundreds  of  such  plans  have  been  re- 
ported to  the  Bureau  of  Medical 
Economics  of  the  American  Medical 
Association  and  many  of  them  have  been 
described  from  time  to  time  in  consider- 
able detail  in  the  Organization  Section  of 
The  Journal.  In  the  state  of  Pennsyl- 
vania seventeen  counties  now  have  such 
plans  actively  in  effect.  In  the  state  of 
Iowa  many  county  medical  societies  have 
taken  over  completely  the  medical  care 
of  the  indigent.  In  Kansas,  in  Cali- 
fornia, in  Michigan,  in  Missouri  and  in 
many  other  states,  plans  already  func- 
tioning seem  to  have  solved  to  a large 
degree  the  question  of  preventive  medi- 
cine and  medical  care  for  the  people 
covered  by  these  plans. 

At  its  annual  session  in  June,  1937,  the 


American  Medical  Association  reaffirmed 
its  willingness  to  do  its  utmost  today, 
as  in  the  past,  to  provide  adequate  medi- 
cal service  for  those  unable  to  pay  either 
in  whole  or  in  part  for  medical  care.  At 
that  time  the  American  Medical  Associa- 
tion also  officially  reaffirmed  its  willing- 
ness, on  receipt  of  direct  request,  to  co- 
operate with  any  governmental  or  other 
qualified  agency  and  to  make  available 
the  information,  observations  and  results 
of  investigations  together  with  any  facili- 
ties of  the  Association.  The  Social 
Security  Board,  the  United  States  Public 
Health  Service,  the  bureau  devoted  to 
maternal  and  child  welfare  in  the  Depart- 
ment of  Labor,  and  many  other  govern- 
ment bureaus,  commissions  and  agencies 
are  known  to  be  engaged  in  studies  of 
health  services  which  may  yield  informa- 
tion of  importance  in  planning  for  the 
future.  Thus  far  no  call  has  come  from 
any  governmental  agency  for  the  co- 
operation of  the  American  Medical 
Association  in  studying  the  need  of  all  or 
of  any  groups  of  people  for  medical 
service,  or  to  determine  to  what  extent 
any  considerable  proportion  of  our  pub- 
lic are  suffering  from  lack  of  medical 
care. 

At  the  meeting  of  the  American  Public 
Health  Association,  held  a few  months 
ago  in  New  York  City,  an  address  was 
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made  by  Miss  Josephine  Roche,  third  as- 
sistant secretary  of  the  treasury  and  in 
charge  of  the  United  States  Public 
Health  Service,  in  which  she  emphasized 
to  that  organization  the  importance  of 
determining  and  meeting  as  soon  as  pos- 
sible the  actual  needs  of  the  indigent  and 
of  those  partially  indigent  in  relationship 
to  medical  care.  Moved  perhaps  by  her 
appeal,  the  American  Public  Health  As- 
sociation appointed  a committee  to  confer 
with  the  Board  of  Trustees,  and  the  of- 
ficers of  the  American  Medical  Associa- 
tion with  a view  to  stimulating  medical 
organizations  everywhere  toward  greater 
activity  in  this  matter.  That  committee 
met  with  the  Executive  Committee  of  the 
Board  of  Trustees  of  the  American  Medi- 
cal Association  in  Chicago  late  in 
December.  As  a result  of  that  conference 
the  following  resolutions  were  adopted 
by  the  Board  of  Trustees: 

Whereas,  A varying  number  of 
people  may  at  times  be  insufficiently 
supplied  with  needed  medical  service 
for  the  maintenance  of  health  and 
the  prevention  of  disease;  and 
Whereas,  The  means  of  supply- 
ing medical  service  differ  in  various 
communities ; be  it 

Resolved,  That  the  American 
Medical  Association  stimulate  the 
state  and  county  medical  societies  to 
assume  leadership,  securing  coopera- 
tion of  state  and  local  health  agencies, 
hospital  authorities,  the  dental,  nurs- 
ing and  correlated  professions,  wel- 
fare agencies  and  community  chests 
in  determining  for  each  county  in 
the  United  States  the  prevailing  need 
for  medical  and  preventive  medical 
service  where  such  may  be  insufficient 
or  unavailable;  and  that  such  state 
and  county  medical  societies  develop 
for  each  county  the  preferable  pro- 
cedure for  supplying  these  several 
needs,  utilizing  to  the  fullest  extent 
medical  and  health  agencies  now 
available,  in  accordance  with  the 
established  policies  of  the  American 
Medical  Association.  Be  it  further 


Resolved,  That  the  Board  of  Trus- 
tees of  the  American  Medical  As- 
sociation establish  a committee  to 
cooperate  with  the  Bureau  of  Medi- 
cal Economics  in  outlining  the 
necessary  procedures  for  making  fur- 
ther studies  and  reports  of  the 
prevailing  need  for  medical  and  pre- 
ventive medical  services.;  and  that 
the  Secretary  of  the  American  Medi- 
cal Association  arrange  to  develop 
such  activities  through  the  secretaries 
of  state  and  county  medical  societies 
in  each  instance,  urging  the  forma- 
tion of  special  committees  in  each 
county  and  state  where  committees 
are  not  available  for  this  purpose. 

The  undertaking  proposed  by  this  reso- 
lution is  an  attempt  to  apply  on  a nation- 
wide scale  the  best  features  of  the 
numerous  plans  already  in  effect,  utiliz- 
ing in  each  county  to  the  fullest  extent 
the  resources  there  available.  Thereby 
it  becomes  possible  for  the  organization 
to  act  specifically  as  a clearing  house  in 
the  initiation,  development  and  function- 
ing of  what  may  well  evolve  into  a 
comprehensive  system  of  medical  care  for 
all  the  people  according  to  the  American 
plan  of  medical  practice. 


Realism  in  Government 

Governor  Lehman’s  voice  has  been 
raised  more  than  once  during  the  past 
year  in  favor  of  governmental  self- 
restraint.  His  Jackson  Day  address  again 
gives  hope  that  as  long  as  he  remains  in 
office  New  York  State  will  not  overstep 
its  proper  functions — in  medicine  or  any- 
thing else. 

Mr.  Lehman  holds  to  the  time-honored 
creed  of  this  country;  viz.,  that  govern- 
ment should  be  the  servant  and  not  the 
master  of  the  people.  The  principle  of 
compulsory  sickness  insurance,  by  which 
the  state  establishes  rigid  control  over 
the  people  in  one  of  their  most  intimate 
concerns,  is  wholly  alien  to  the  American 
tradition. 
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Speaking  of  political  party,  which  he 
likens  to  government,  Mr.  Lehman-  de- 
clares, “It  must  be  sensitive  to  the  needs 
of  the  people — open-minded  but  not  vis- 
ionary— . . . progressive  but  not  imprac- 
tical, and  finally  it  must  be  responsive  to 
the  realities  of  today  and  the  hopes  of  to- 
morrow, as  well  as  to  the  traditions  of 
yesterday.”  These  words  describe  every- 
thing that  the  adherents  of  compulsory 
sickness  insurance  are  not. 

From  the  time  the  health  insurance  bug 
bites  a politician,  he  becomes  incapable 
of  viewing  it  or  anything  pertaining  to  it 
clearly.  He  closes  his  mind  to  inter- 
national morbidity  and  mortality  rates, 
which  clearly  demonstrate  the  superiority 
of  independent  practice.  He  refuses  to 
face  the  staggering  administrative  ex- 
pense, the  red  tape,  the  bureaucratic 
muddling  which  make  it  impossible  for 
obligatory  insurance  systems  to  deliver 
high  grade  medical  service  at  low  cost. 

We  need  realism,  as  Mr.  Lehman 
says — in  government,  in  social  leadership, 
and  in  medicine — and  the  proposal  of 
compulsory  sickness  insurance  for  this 
country  is  anything  but  realistic.  It 
fails  to  take  care  of  the  large  number  of 
indigent  and  unemployed  who  are  our 
greatest  problem.  It  does  not  even  pro- 
vide for  all  workers  in  the  low-income 
class.  It  raises  the  cost  of  living  and 
lowers  the  standards  of  medical  care — a 
combination  doubly  dangerous  to  health. 


Speak  Up,  Mr.  President 

The  weeks  are  slipping  by  and  no  food 
and  drug  bill  has  made  its  appearance  in 
Congress.  Unless  some  one  with  in- 
fluence takes  the  initiative,  there  is  dan- 
ger that  this  important  legislation  will 
be  lost  in  the  press  of  larger  political 
issues. 

It  would  be  entirely  compatible  with 
President  Roosevelt’s  interest  in  public 
health  if  he  gave  the  necessary  push  to 
start  a suitable  control  bill  on  its  way. 
There  are  plenty  of  Senators  and  Con- 
gressmen who  would  be  willing  to 


introduce  such  legislation  under  the  aegis 
of  Presidential  approval.  Mr.  Roosevelt 
is  a good  fighter  for  anything  in  which 
he  believes.  Surely  he  must  recognize 
the  need  to  prevent  a repetition  of  the 
country’s  tragic  experience  with  “Elixir 
Sulfanilamide.” 

The  deaths  attributed  to  the  latter  have 
served  to  focus  public  attention  on  the 
inadequacies  of  existing  food  and  drug 
legislation.  Actually  they  represent  only 
a fraction  of  the  annual  mortality  from 
dangerous  and  useless  nostrums.  Many 
preparations  which  do  not  kill  outright 
are  guilty  in  an  indirect  way.  Their 
advertisements,  promising  impossible 
cures,  persuade  the  ignorant  to  delay 
authentic  treatment  until  it  is  too  late. 

Some  manufacturers  who  would  hesi- 
tate to  do  physical  injury  think  nothing  of 
robbery.  They  charge  anywhere  from  a 
dollar  to  ten  for  a cheap  product — worth 
ten  or  fifteen  cents  or  even  less — which 
cannot  possibly  perform  what  they  prom- 
ise for  it.  This  is  not  fair  trade,  on  which 
the  President  lays  so  much  stress. 

Once  a control  bill  reaches.  Congress,  it 
will  face  a stiff  fight.  The  drug  and  cos- 
metic lobbies  have  strong  allies  in  both 
Houses.  There  will  be  little  chance  of 
enacting  a vigorous  law  at  the  present 
session  unless  it  is  introduced  soon,  s.o 
that  public  opinion  has  time  to  make  its 
influence  felt. 

No  legislation  is  closer  to  the  health 
and  welfare  of  the  average  man  than  an 
adequate  food,  drug,  and  cosmetics  con- 
trol law.  None  is  more  necessary  to  his 
safety.  In  the  absence  of  other  re- 
sponsible leadership,  President  Roosevelt 
should  bring  his  great  influence  to  bear 
in  favor  of  such  a measure. 


Prophylaxis  of  Measles 

While  the  mortality  from  measles  in 
itself  is.  not  high,  the  pulmonary  compli- 
cations which  so  frequently  accompany 
it  makes  it  rank  as  one  of  the  most  serious 
diseases  of  childhood.  The  usual  methods 
of  prophylaxis  are  often  of  little  avail 
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because  of  the  prolonged  period  of 
incubation.  During  this  stage  of  invasion, 
measles  can  be  rapidly  disseminated 
through  contact.  Unfortunately,  there  still 
exists,  among  the  greatest  portion  of  our 
population,  the  misconception  that  measles 
is  just  one  of  those  things  that  every 
child  has  to  have.  Many  parents,  deliber- 
ately expose  their  children  to  definite 
contacts  simply  to  “get  it  over  with.” 

The  efforts  which  have  been  exerted 
by  the  medical  profession  in  its  endeavors 
to  control  the  ravages  of  pneumonia  have 
included  the  prevention  of  all  conditions 
which  predispose  to  its  occurrence.  While 
no  specific  prophylactic  measure  is.  at 
present  available  for  measles,  it  has  been 
demonstrated  that  convalescent  or  im- 
mune serum  is  highly  effective  as  a means 
of  lessening  the  incidence  of  this  disease. 
From  a comprehensive  survey  of  this 
subject,  Hyland  and  Anderson1  have 
shown  that  measles  can  be  prevented 
among  the  greatest  proportion  of  contacts. 
Of  over  three  thousand  cases,  which  had 
been  exposed  to  measles  in  schools  and 
hospital  wards,  83.9  per  cent  escaped  the 
disease  entirely  following  the  administra- 
tion of  convalescent  serum.  The  others 
who  contracted  measles  exhibited  an  at- 
tenuated form  of  the  disease  in  all  but  2.6 
per  cent  of  the  patients  studied.  What 
is  of  the  utmost  significance,  however, 
is  that  pulmonary  complications  were  lim- 
ited to  only  seven  among  the  3,610  cases 
who  had  been  given  serum  as  a preven- 
tive, whereas  in  the  control  group  of 
626  cases.,  fifty-three  complications  and 
nine  deaths  occurred. 

Hyland  and  Anderson  feel  that  the 
prophylactic  value  of  convalescent  serum 
definitely  has  been  established.  While 
whole  blood  can  be  used,  serum  alone  is 
preferable  because  of  the  smaller  dosage 
required  and  the  avoidance  of  a hematoma 
at  the  site  of  injection.  The  use  of  im- 
mune adult  serum,  while  not  as  effective 
as  the  convalescent  serum,  should  be  re- 
sorted to  as  a preventive  measure  at  such 


1.  Hyland,  C.  M.  and  Anderson,  L.  R. : Arch. 
Pediat.,  54:653,  1937 


times  when  the  latter  is  not  readily 
available. 


The  Endocrine  Factor  in  Eclampsia 

The  etiology  of  eclampsia  still  remains 
one  of  the  unsolved  problems  in  gyne- 
cology. Many  theories  have  been 
advanced  for  its  appearance  during  the 
later  stages  of  pregnancy,  among  the 
most  prominent  of  which  has  been  that 
explanation  based  on  an  impairment  of 
renal  function.  Others  have  held  to  the 
opinion  that  the  eclamptic  state  is  the 
result  of  the  liberation  of  toxic  substances 
during  the  period  of  gestation.  None  of 
these  premises,  however,  has.  supplied  the 
answer  to  the  prophylactic  aspect  of  this 
question. 

The  intense  interest  which  has  been 
manifest  in  recent  years  concerning  the 
role  of  the  endocrine  glands  in  the  func- 
tional activity  of  the  female  genital 
organs  has.  stimulated  workers  in  this 
field  to  investigate  the  relationship  of  the 
organs  of  internal  secretion  to  the  inci- 
dence of  the  toxemias  of  pregnancy. 
Baer  1 and  Pardy 2 demonstrated  an  in- 
crease in  the  basal  metabolic  rate  during 
the  later  months  of  normal  pregnancy. 
Plass  and  Bogert3  have  shown  that  a 
diminution  in  the  plasma  proteins  occurs 
in  the  toxemia  of  pregnancy — a condition 
which  likewise  can  be  induced  by  abnor- 
malities of  the  endocrine  system.  These 
reports  tend  to  confirm  the  belief  that  an 
endocrine  imbalance  may  be  the  re- 
sponsible factor  in  the  production  of 
eclampsia. 

Recently,  moreover,  Vorzimer,  Fish- 
berg,  Langrock,  and  Rappaport 4 have 
studied  this  subject  from  the  clinical 
aspect.  In  a group  of  unselected  patients, 
these  investigators  have  determined  that 
women  who  have  stigmata  of  endocrine 
disturbance  are  very  prone  to  develop  a 
toxemia  during  pregnancy.  A tendency 


1.  Baer:  Am.  J.  Obs.  and  Gyn..  2:249,  1921. 

2.  Pardy:  J.  Iowa  Med.  Soc.,  25:493,  1935. 

3.  Plass  and  Bogert:  Bull.  Johns  Hopkins  Hosp., 
35:361,  1934. 

4.  Vorzimer,  Fishberg,  Langrock,  and  Rappaport: 
Am.  J.  Obs.  and  Gyn.,  33:801,  1937. 
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toward  obesity,  abnormal  distribution  of 
the  hair,  a thick-set  stature,  the  absence 
of  a gynecoid  pelvis,  as  demonstrated  by 
roentgenograph  and  a lowered  basal  meta- 
bolism were  found  by  Vorzimer  et  ah,  to 
be  associated  with  an  elevation  in  the 
blood  pressure  characteristic  of  a pre- 
eclamptic state.  In  addition,  the  report  of 
Savage  and  Wylie5  indicates  that  in  tox- 
emia of  pregnancy  there  is  a definitely 
lowered  level  of  esterin  excretion  in  the 
urine  as  determined  by  the  chemical  test 
devised  by  Schmulovitz  and  Wylie.6 

Thus  the  preventive  phase  of  eclampsia 
has,  been  brought  into  the  clinical  field. 
The  recognition  of  these  endocrine 
stigmata  is  possible  by  the  ordinary  physi- 
cal examination.  The  gravid  woman  who 
presents  these  factors  should  be  carefully 
watched,  and  should  be  treated  as  a po- 
tential eclamptic.  In  prenatal  clinics,  she 
should  be  segregated  for  further  investi- 
gation and  proper  therapy.  Vorzimer  and 
his  coworkers  recommend  measures  di- 
rected toward  dehydrating  the  patient  and 
they  have  obtained  splendid  results  in 
avoiding  the  appearance  of  eclampsia. 


CURRENT  COMMENT 

“Steadily  the  grisly  tide  of  human 
slaughter  rises.  In  the  hamlets,  at  the  cross- 
roads, on  the  highways,  in  the  ether,  under 
oceans, — man,  the  killer — looses  his  ma- 
chines for  wanton  murder.  Some  for 
Communism,  some  for  Fascism,  others  for 
conquest,  more  just  for  the  ride.  From 
familiar  places  stare  the  glazed  and  stony 
eyeballs  of  the  dead.  In  little  hamlets,  at 
the  crossroads,  on  the  highways,  from  the 
byways,  stare  the  glazed,  accusing  eyeballs 
of  the  dead. 

“Is  it  because  of  advanced  education  and 
progressive  civilization  that  we  condemn  the 
bombing  of  non-combatants  in  other  coun- 
tries and  neglect  the  slaughter  of  equally 
innocent  civilians  on  our  own  highways  ? 
Is  the  citizen  any  less  dead  who  dies  by 
benefit  of  motorcar,  or  by  virtue  of  the  fact 
that  his  killer  is  a compatriot  dedicated  to 
the  cause  of  peace,  the  support  of  foreign 
missions,  who  can  read  and  write? 


5.  Savage  and  Wylie:  Ibid,  33:771,  1937. 

6.  Schmulovitz  and  Wylie:  /.  Lab.  and  Clin. 

Med.,  21:210.  1935. 


“Insofar  as  the  operation  of  motor  ve- 
hicles involves  the  physical  and  mental 
fitness  of  the  front-seat  murderers,  can  or- 
ganized medicine  not  lend  a hand  in  answer- 
ing the  too-silent  appeal  of  those  glazed, 
accusing  eyeballs  of  the  dead?” — After  read- 
ing the  above  “Man,  The  Killer”  in  the 
January  issue  of  the  Westchester  Medical 
Bulletin , we  were  unable  to  refrain  from 
quoting  it  in  its  entirety. 

“Since  compulsory  medical  examina- 
tion has  failed  in  European  countries,  no 
one  desires  to  attempt  it  in  this  country  but 
the  habit  of  voluntary  annual  physical  ex- 
aminations can  be  brought  about  with  rela- 
tive ease  by  a popular  education  of  the 
masses.  I have  learned  from  the  statistician 
of  the  association  of  the  Life  Insurance 
Presidents,  that  in  1936  there  were  no  less 
than  64  million  policy  holders  in  the  United 
States.  A thorough  physical  examination 
was  required  from  every  applicant.  Since 
Surgeon  General  Parran  started  the  anti- 
syphilitic crusade,  thousands  of  men  and 
women  have  voluntarily  submitted  to  the 
diagnostic  test  for  syphilis.  A start  should 
be  made  with  all  employees  of  federal,  state, 
and  city  governments,  insurance  companies 
should  further  insist  upon  physical  examina- 
tions every  year,  employers  of  large  or 
small  bodies  of  men  should  urge  these  ex- 
aminations for  their  own  interest  as  well 
as  that  of  the  employees.  Colleges,  schools, 
and  other  institutions  of  learning,  should 
have  annual  physical  examinations.  These 
periodic  surveys  will  soon  become  a national 
habit.  . . . 

“The  need  of  the  hour  is  a united  pro- 
gressive medical  profession  with  enough  of 
the  nation’s  wealth  to  further  the  nation’s 
health  and  as  pointed  out  before,  to  make 
us  physically,  mentally,  morally  and  spiritu- 
ally, and  economically  strong,  eager  for  peace 
but  prepared  to  defend  it.” — From  a paper 
by  S.  Adolphus  Knopf,  M.D.,  to  be  found  in 
Medical  Record  of  January  5. 

“The  promotion  and  dissemination  of 
medical  knowledge  throughout  the  state 
remains  our  important  function.” — Sir  Wil- 
liam Osier  said  this  some  time  ago  and  it 
still  is  a vital  truism  today. 

“All  over  the  United  States,  with  this 
incoming  year,  are  assemblying  those  bodies 
of  men  who  have  been  elected  by  taxpayers 
all  over  the  country  to  dictate  the  ways  of 
government,  the  paths  of  citizenship,  and 
the  collection  and  the  subsequent  spending 
of  the  tiethes.  ...  In  the  name  of  America, 
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in  the  name  of  Medicine,  in  the  name  of 
Humanity,  immediate  action  is  demanded. 
Get  busy,  Doctor  ! Get  busy  now  ! Don’t 
stop  until  you  reach  your  representatives 
and  your  senators  down  in  Washington, 
D.  C.  Begin  with  your  alderman  and  keep 
on  going ! Educate  them.  Explain  to 
them.  Let  them  know  what  they  are  doing. 
Like  the  man  in  the  traditional  early  Ameri- 
can story,  try  a little  ‘moral  suasion’.” — The 
editors  of  the  Illinois  Medical  Journal  for 
January  wish  their  readers  a Happy  New 
Year  with  the  above  suggestions,  which  we 
think  are  very  wise. 

“The  first  ‘National  Congress  of  the 
German  National  Health  Movement’  was 
held  recently  at  Diisseldorf.  In  attendance 
were  several  thousand  members  of  German 
societies  which  advocate  living  habits  and 
medical  practice  in  conformity  with  na- 
ture. . . . Kees,  director  of  the  league  of 
heilpraktiker  (lay  practitioners),  spoke  in  a 


characteristic  manner.  All  regular  medical 
procedures,  he  said,  were  products  of  the 
‘bare’  intelligence,  whereas  the  procedures 
of  nature  medicine  were  rooted  in  the  soul, 
in  the  emotions.'’ — The  Berlin  Correspond- 
ent to  the  J.A.M.A.  under  date  of  January 
8,  informs  us  of  “Developments  in  the  Na- 
tional Health  Movement”  now  in  “progress” 
in  Germany. 

“I  HAVE  A BETTER  FAITH  IN  the  millions 
to  come.  I cannot  but  believe  that  they  will 
make  the  most  of  the  lively  possibilities  of 
the  new  metals,  new  plasters  and  pastes  and 
plastic  substances,  that  are  being  put  into 
their  hands.  Even  if  there  are  disasters  and 
crashes  ahead,  I think  this  new  everyday 
life  of  greater  spaciousness,  more  light,  more 
health,  longer  years,  wider  interests,  will 
come  about.” — H.  G.  Wells,  peering  into  the 
future,  voices  considerable  hope  in  his  article 
to  be  found  in  The  New  York  Times  of 
January  16. 


DOUBTS  ABOUT  PRENUPTIAL  EXAMINATIONS 


The  rising  tide  of  state  laws  requiring 
prenuptial  medical  examinations  prompts 
Dr.  Young  of  the  Urologic  and  Cutaneous 
Review,  to  observe  that  while  “the  average 
person  probably  accepts  a certificate  as  a 
guarantee  of  safety,”  yet  “it  is  obvious  that 
it  is  nothing  of  the  sort.  Active  disorders 
may  be  readily  diagnosed,  but  such  is  not 
the  case  with  latent  infections.  Here  there 
is  not  only  room  for  an  honest  difference  of 
opinion  as  to  whether  or  not  an  infection 
has  been  cured,  but  the  patient  may  appear 
for  examinations  during  a period  of  remis- 
sion of  symptoms  and  may  lie  when  ques- 
tioned. Infection  after  examination  is  a 
possibility.  Hence  a medical  certificate  is  of 
variable  value.  The  fact  that  the  public 
does  not  realize  this  constitutes  a legal  dan- 
ger for  the  physician  issuing  a certificate. 
Care  in  the  wording  of  any  statement  issued 
is  an  important  precaution. 

There  are  practical  difficulties  in  the  way 
of  giving  a valid  opinion.  A series  of  tests 
over  a considerable  period  of  time  may  be 


necessary,  yet  neither  the  time  nor  the 
money  to  pay  for  such  an  extended  examina- 
tion may  be  available.  Berlin  and  Vienna 
offer  free  prenuptial  consultation  to  meet 
this  problem.  Evasion  by  various  extra-legal 
means  may  prevent  the  application  of  the 
law  to  many  unions. 

There  are  large  numbers  of  young  people 
who  have  never  thought  of  an  examination 
and  accept  the  law  willy-nilly.  It  is  these 
heedless  ones  who  gain  most  from  such 
limited  protection  as  a medical  certificate 
gives.  This  is  the  group  which  needs  edu- 
cation most  if  the  purposes  of  the  law  are 
to  be  fulfilled.  Fortunately  these  young 
people  can  be  educated  with  a minimum  of 
effort  and  a maximum  of  coverage.  They, 
one  and  all,  consult  a physician,  the  very 
person  best  equipped  to  explain  to  them 
the  medical  aspects  of  marriage.  This  lays 
a responsibility  upon  every  member  of  the 
medical  profession,  but  a responsibility 
which  can  and  will  be  met  easily  and  gladly 
for  the  increase  of  human  happiness. 


“FRACTURE  DAY” 


“Fracture  Day,”  under  the  auspices  of 
the  New  York  and  Brooklyn  regional  frac- 
ture committee  of  the  American  College  of 
Surgeons,  will  be  held  February  25,  9.30 
A.M.  to  4.30  P.M.  at  the  Lenox  Hill  Hos- 
pital, New  York  City. 


All  members  of  the  medical  profession 
interested  in  fractures  are  invited  to  attend. 
For  complete  information  regarding  pro- 
gram, etc.,  address  Herbert  M.  Bergamini, 
M.D.,  Secretary,  101  E.  89  St.,  New  York 
City. 
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Bulletin  No.  1 

January  10,  1938 

Already  several  bills  that  are  of  vital 
interest  to  us  have  been  introduced: 

Senate  Int.  99 — Tworney;  Assembly  Int. 
127 — Newell,  requires  serological  blood  test 
for  syphilis  of  pregnant  women  from  sam- 
ple taken  by  licensed  physician  and  sub- 
mitted to  “approved  laboratory,”  birth  cer- 
tificate to  contain  report  of  such  test,  and 
appropriates  $15,000.  Referred  to  the 
Finance  Committee  in  the  Senate  and  the 
Ways  and  Means  Committee  in  the  As- 
sembly. 

Comment:  Mr.  Tworney  and  Mr.  Newell 

argue  that  if  every  pregnant  woman  were 
to  receive  a blood  test  early  in  pregnancy, 
treatment  might  be  instituted  and  congenital 
syphilis  prevented.  They  realize  that  there 
will  be  plenty  of  instances  where  the  patient 
will  not  see  a physician  until  late  or  prob- 
ably not  until  labor  has  begun,  and  that 
under  those  conditions  congenital  syphilis 
may  not  be  prevented ; but  they  believe 
that  inclusion  in  the  law  of  a measure  of 
this  kind  will  have  a great  educational  value. 
To  include  on  the  birth  certificate  a state- 
ment that  a blood  examination  has  been 
made,  we  are  informed,  will  be  accomplished 
in  such  way  as  not  to  violate  the  Confi- 
dential Communication  Act.  Provision  is 
made  for  securing  specimens  from  women 
delivered  by  midwives  or  others  not  per- 
mitted to  take  blood  specimens,  by  requir- 
ing that  they  “shall  cause  a sample  of  the 
blood  of  such  pregnant  woman  to  be  taken 
by  a duly  licensed  physician.”  The  blood 
is  to  be  examined  at  approved  laboratories 
and  an  appropriation  of  $15,000  is  carried 
to  cover  the  additional  expenses  to  the  lab- 
oratory and  the  Department  of  Health. 

Senate  Int.  100 — Desmond,  amends  the 
Public  Health  Law  in  relation  to  serological 
tests  of  expectant  mothers.  “It  shall  be  the 
duty  of  the  physician  attending  a woman 
during  pregnancy  to  cause  a serological 
test  for  syphilis  to  be  given  such  woman 
prior  to  the  birth  of  the  child.  If  more 
than  one  physician  attends  her  or  is  con- 
sulted by  her  during  such  period,  each  shall 
be  responsible  for  complying  with  the  pro- 
visions of  this  section  unless  and  until  some 
one  of  them  shall  have  complied  herewith.” 
Referred  to  the  Public  Health  Committee. 

Comment : No  provision  is  made  for  the 

examination  of  women  delivered  by  mid- 
wives. 

Senate  Int.  101 — Desmond;  Assembly  Int. 
12-1 — Breitbart,  requires  that  marriage  li- 


cense application  be  accompanied  with  state- 
ment by  licensed  physician  that  applicant 
has  been  examined  for  syphilis  not  more 
than  twenty  days  prior  to  application,  unless 
judge  or  justice  makes  an  order  that  same 
be  dispensed  with,  and  provides  that  no 
marriage  shall  be  solemnized  after  65  days 
from  date  of  license.  Referred  to  the 
Health  Committee  in  the  Senate  and  the 
Codes  Committee  in  the  Assembly. 

Comment:  This  is  the  bill  that  Assembly- 

man  Breitbart  has  carried  for  two  years, 
except  for  slight  modifications. 

Assembly  Int.  34 — Wagner,  creates  tem- 
porary commission  of  three  Senators,  three 
Assemblymen,  and  three  persons  appointed 
by  the  Governor,  two  to  be  licensed  physi- 
cians, to  study  and  recommend  ways  and 
means  for  minimizing  risk  of  illness  through 
extension  of  public  health  services,  for  med- 
ical care  for  indigent,  for  raising  stand- 
ards of  medical  practice,  for  using  private 
institutions  in  allocatng  public  funds,  etc., 
and  appropriates  $50,000.  Referred  to  the 
Ways  and  Means  Committee. 

Comment:  Eight  suggestions  for  study 

by  the  commission  are  as  follows:  “(a) 
proposals  designed  to  minimize  the  risk 
of  illness  by  increasing  preventive  efforts 
through  extension  of  public  health  services; 
(b)  proposals  for  furnishing  adequate  med- 
ical care  for  the  medically  indigent,  the 
cost  to  be  met  from  public  funds;  (c)  pro- 
posals making  available  public  funds  for 
the  support  of  medical  education  and  for 
studies,  investigations  and  procedures  for 
raising  the  standards  of  medical  practice; 
(d)  proposals  making  available  public  funds 
for  medical  research  in  recognition  of  the 
need  for  maintaining  high  standards  of 
practice  in  both  preventive  and  curative 
medicine;  (e)  proposals  making  public 
funds  available  to  hospitals  which  render 
services  to  the  medically  indigent  and  for 
laboratory,  diagnostic  and  consultative  serv- 
ices; (f)  the  utilization  of  private  institu- 
tions in  the  allocation  of  public  funds  for 
any  of  the  foregoing  so  long  as  the  serv- 
ices rendered  by  them  are  designed  to  carry 
out  the  objectives  of  such  program  and  the 
declared  policy  of  the  state;  (g)  the  in- 
vestigation and  planning  of  the  measures 
proposed  by  the  commission  and  the  direc- 
tion and  execution  of  such  measures  by  per- 
sons expert  in  the  work  involved;  and  (h) 
proposals  designed  to  effect  adequate  ad- 
ministration and  supervision  of  the  health 
functions  of  the  state  government  and  if 
deemed  advisable  the  consolidation  under  a 
separate  department  of  all  federal  and  state 
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health  and  medical  services  and  activities. 
The  study  of  any  subject,  matter  or  thing 
adjudged  by  the  commission  to  be  relevant 
or  germane  to  the  subjects  of  inquiry  here- 
under shall  be  deemed  within  the  scope  of 
the  investigation  directed  to  be  made  by 
this  act.” 

Assembly  Int.  35 — Wagner,  establishes 
state-wide  system  of  health  insurance  to 
be  administered  by  a board  in  the  Labor 
Department,  of  five  members  appointed  by 
the  Governor,  and  appropriates  $150,000. 
Referred  to  the  Ways  and  Means  Commit- 
tee. 

Comment:  Only  two  of  the  five  mem- 

bers of  the  Board  to  be  appointed  by  the 
Governor  are  to  be  licensed  physicians. 
Each  member  shall  receive  a salary  of  $10, 
000  per  year.  The  board  may  appoint  an 
executive  director,  district  medical  super- 
intendent, and  other  necessary  employees. 
A fund  for  administration  of  the  act  shall 
be  created  principally  by  taxing  employers 
“six  per  centum  of  the  total  of  all  wages 
periodically  paid  to  employees  plus  one- 
tenth  of  the  amount  of  such  contributions 
which  shall  be  appropriated  annually  to  the 
fund  by  the  state  out  of  the  state  treasury.” 

“Employees  sixty-five  years  of  age  or 
over  shall  be  insured  only  for  medical  bene- 
fits and  shall  pay  proportionately  reduced 
premiums.  The  employers,  however,  shall 
pay  the  usual  premium  due  for  full  benefits.” 

Employees  receiving  twenty  dollars  a 
week  or  less  shall  not  contribute  amounts 
greater  than  one  per  cent  of  their  wages. 
If  wages  are  in  excess  of  twenty  dollars 
but  not  exceeding  forty  dollars,  they  shall 
contribute  not  more  than  two  per  cent. 
Employees’  contributions  are  to  be  taken 
from  their  wages  by  the  employers.  Full 
benefits  shall  be  termed  “health  insurance 
benefits”  and  include  cash,  maternity  and 
medical  benefits.  Medical  benefits  shall  con- 
sist of:  “(a)  The  service  of  a physician  in 
general  practice  at  the  office,  home,  hospi- 
tal, or  elsewhere,  in  preventive,  diagnostic, 
and  thereapeutic  treatment  and  care,  which 
shall  include  immunizations  and  periodic 
physical  examinations;  (b)  On  the  prescrip- 
tion of  the  physician  in  charge,  and  the 
approval  of  the  district  medical  superinten- 
dent, 

1.  General  and  special  hospital  treat- 
ment and  care  which  shall  include  nursing 
and  the  other  usual  hospital  services. 

2.  Prenatal  and  maternity  treatment  and 
care  in  the  home  or  in  the  hospital. 

3.  The  services  of  a surgeon,  diagnos- 
tician, or  other  specialist  at  the  office,  home, 
hospital,  or  elsewhere. 

4.  The  service  of  laboratories  and 
clinics. 


Provision  is  made  for  voluntary  insur- 
ance by  persons  “not  employed  in  an  em- 
ployment within  the  definition  of  this  article 
and  not  over  sixty-five  years  of  age  who  is 
dependent  upon  his  earnings  which  aver- 
age sixty  dollars  a week  or  less.” 

“(a)  The  board  shall  fix  in  each  district 
the  manner  of  remunerating  physicians  and 
dentists  in  general  practice,  surgeons,  and 
other  medical  and  dental  specialists,  phar- 
macists, nurses,  hospitals,  clinics,  labora- 
tories, and  the  other  persons  and  agencies 
furnishing  the  medical  benefits  after  con- 
sultation with  the  appropriate  professional 
organizations  in  each  instance.  No  mode  of 
remunerating  physicians  and  dentists  in  gen- 
eral practice  shall  be  adopted  for  any  local 
area  within  the  state  without  the  consent  of  a 
majority  of  such  physicians  or  such  dentists, 
respectively,  in  that  locality,  unless  the  ma- 
jority of  such  physicians  or  dentists  fail  to 
agree  upon  any  method  of  payment.  No  mode 
of  payment  of  the  physicians  rendering  gen- 
eral practitioner  service  under  this  article 
shall  be  adopted  in  any  district  that  does 
not  involve  the  collective  responsibility  of 
the  general  practitioners,  therein  rendering 
insurance  service  for  the  general  practi- 
tioner medical  benefits  prescribed  in  this 
article;  (b)  Any  one  of  the  following 
modes  may  be  adopted  for  remunerating 
physicians  and  dentists  in  general  practice: 

1.  A salary  system. 

2.  A per  capita  system  whereunder  pay- 
ment will  be  based  on  the  number  of  per- 
sons entitled  to  medical  benefits  included  in 
the  practitioner’s  list. 

3.  A fee  system  whereunder  payment  will 
be  based  on  the  extent  and  character  of  the 
treatment  given  and  services  rendered  by  the 
practioner  to  persons  entitled  to  medical 
benefits.” 

Bulletin  No.  2 

January  17,  1938 

Please  set  aside  Wednesday,  February  9, 
as  a tentative  date  for  the  annual  con- 
ference of  County  Society  Legislative 
Chairmen.  As  usual,  the  conference  will 
be  held  at  the  Hotel  Ten  Eyck,  Albany, 
beginning  at  ten  o’clock  and  adjourning 
about  3 :00  p.m. 

New  Bills  Introduced 

Senate  Int.  117 — Feld,  defines  roent- 
genology and  radiology  and  limits  practice 
thereof  to  certain  qualified  persons.  Re- 
ferred to  the  Education  Committee. 

Comment:  The  several  provisions  of  the 
bill  are  highly  contradictory,  making  it  ab- 
solutely impossible  of  enactment.  This  is 
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fully  demonstrated  by  the  following  ex- 
cerpts : 

“9-a.  ‘Roentgenology’  means  the  scien- 
tific application  of  x-rays  by  means  of 
x-ray  devices  including  the  fluoroscope.” 

“9-b.  ‘Radiology’  means  the  diagnostic 
or  therapeutic  application  to  human  beings 
of  radiant  energy  including  x-rays,  radium, 
ultraviolet  rays  and  other  spectral  radia- 
tions.” 

“3.  (a)  The  provisions  of  this  article 
shall  be  deemed  to  prohibit  the  practice  of 
radiology  by  any  person  other  than  a per- 
son licensed  under  the  provisions  of  this 
article,  or  article  forty-nine  or  fifty-three 
of  this  chapter,  subject,  however,  to  the 
conditions  and  limitations  of  his  license.” 

Thus  far  the  bill  is  satisfactory,  but 
clause  3-b,  as  you  will  see,  voids  completely 
all  of  the  preceding  provisions : 

“3.  (b)  The  practice  of  roentgenology 
upon  human  beings  for  the  purpose  of  the 
making  of  an  image  or  images  of  any 
part  of  the  human  body  either  by  fluoro- 
scopic demonstration  or  by  registration  on 
film,  paper  or  other  permanent  means  by 
the  use  of  x-rays,  and  the  rendering  of  a 
report  on  the  matters  shown  by  such  image 
or  images  to  a person  licensed  under  the 
provisions  of  this  article  or  articles  forty- 
nine  or  fifty-three  of  this  chapter  or  the 
ownership,  maintenance  or  operation  of  a 
laboratory  where  roentgenology  is  or  may 
be  so  practiced,  shall  not  be  deemed  to  con- 
stitute the  practice  of  radiology.” 

Senate  Int.  187 — Esquirol;  Assembly 
Int.  183 — Todd,  provides  for  license  of 
registered  nurses  and  nursing  aides  by 
board  of  not  less  than  seven  members  ap- 
pointed by  the  Regents,  and  makes  general 
rules  and  regulations.  Referred  to  the 
Education  Committees. 

Comment:  Includes  a comprehensive  defi- 
nition of  the  practice  of  nursing  and  re- 
quires that  every  nurse  be  licensed  by  the 
State  in  one  or  the  other  of  two  classes, 
“registered  professional  nurse”  or  “nursing 
aide.”  The  qualifications  of  the  registered 
professional  nurse  are  those  of  the  regis- 
tered nurse  of  today;  the  qualifications  of 
the  nursing  aide  are  to  be  defined  by  the 
Regents.  Ample  waiver  provision  is  made 
for  licensing  all  unlicensed  nurses  prac- 
ticing in  the  State  today,  into  one  or  the 
other  of  the  two  groups.  Adequate  pro- 
visions for  enforcing  the  law  are  included 
and  violations  are  listed  and  classed  as 
misdemeanors. 

Senate  Int.  202 — Stagg ; Assembly  Int. 
287 — Shaw,  empowers  local  health  boards 
and  officers  to  provide  surgical,  medical 
treatment  or  hospital  care  for  persons  in- 
fected by  or  exposed  to  infantile  paralysis 


who  can  not  otherwise  be  provided  for,  one- 
half  of  cost  to  be  assessed  against  county 
and  other  half  against  State;  and  appro- 
priates $200,000.  Referred  to  the  Health 
Committees. 

Comment:  It  would  seem  that  the  State 
has  already  adequate  facilities  for  meeting 
the  provisions  of  this  bill. 

Senate  Int.  243 — Livingston ; Assembly 
Int.  332 — Wagner,  relates  to  the  practice  of 
nursing,  provides  for  licensing  to  practice 
as  registered  nurse,  for  appointment  of 
advisory  council,  nothing  in  article  to  pre- 
vent a person  from  engaging  in  nursing  if 
he  or  she  does  not  assume  title  of  regis- 
tered nurse.  Referred  to  the  Education 
Committees. 

Comment:  This  bill  is  a very  poor  at- 
tempt at  a solution  of  the  nurse  problem 
today.  It  would  extend  the  right  to  the 
title  “R.N.”  beyond  those  who  are  now  en- 
titled to  receive  it,  to  (a)  those  licensed  as 
registered  nurses  in  any  state  or  any  for- 
eign country  prior  to  the  effective  date  of 
this  act;  (b)  those  registered  in  the  future 
by  any  state  or  foreign  country  recognized 
by  the  Department  as  maintaining  stand- 
ards at  least  the  equivalent  of  those  re- 
quired by  this  State;  (c)  those  now  li- 
censed to  practice  in  this  State  as  trained 
nurses;  and  further  provides  that  graduates 
of  schools  giving  training  courses  of  not 
less  than  two  years  may  take  a practical 
examination  for  registration.  Provision  is 
made  for  the  licensure  of  only  one  group 
of  nurses,  namely,  the  registered  nurse ; and 
while  the  waiver  would  admit  to  examina- 
tion many  who  can  not  qualify  under  the 
present  law,  the  period  of  this  provision  is 
limited.  There  is  nothing  that  will  prevent 
in  the  future  persons  practicing  nursing, 
regardless  of  their  training  or  qualifica- 
tions, provided  they  do  not  falsely  claim 
to  be  registered  or  use  the  title  “R.N.” 
Violation  of  this  provision  shall  be  deemed 
a misdemeanor. 

Assembly  Int.  157 — Hawkins,  defines 
radiology  and  prohibits  its  practice  except 
by  certain  persons  and  empowers  munici- 
palities to  grant  permits  to  physicians,  den- 
tists, podiatrists,  and  osteopaths  to  conduct 
places  for  practicing  the  same.  Referred 
to  the  Education  Committee. 

Comment:  The  radiology  bill  that  we 
endorsed  and  approved  last  year.  In  this 
bill  the  term  “radiology”  is  adequately  de- 
fined and  the  provisions  for  its  practice 
and  the  conduct  of  laboratories  are  also 
well  defined. 

Assembly  Int.  236 — Schwartz,  provides 
that  where  seller  labels  canned,  packaged  or 
bottled  food  products  for  human  consump- 
tion, there  is  an  implied  warranty  to  ulti- 
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mate  consumer  as  to  its  fitness.  Referred 
to  the  Judiciary  Committee. 

Assembly  Int.  272 — Fitzpatrick,  requires 
common  carrier,  railroad  and  omnibus  line 
carrying  passengers  for  hire,  to  carry  first- 
aid  kit  for  convenience  of  passengers.  Re- 
ferred to  the  Public  Service  Committee. 

Assembly  Int.  291 — Breitbart,  permits 
blood-grouping  tests  of  criminals  for  iden- 
tification purposes.  Referred  to  the  Codes 
Committee. 

Assembly  Int.  292 — Breitbart,  permits 
serologic  blood  test  in  criminal  proceedings, 
if  necessary  to  determine  parentage  of  any 
child  or  identify  any  person  or  corpse, 
upon  order  of  court.  Referred  to  the 
Codes  Committee. 

Assembly  Int.  334 — Peterson,  empowers 
peace  officer  to  require  person  driving 
motor  vehicle  or  cycle,  whom  he  believes 
to  be  intoxicated,  and  within  two  hours 
after  arrest  therefor,  to  submit  to  exami- 
nation by  a physician  to  determine  by  blood 
and  urine  tests  whether  such  person  is  in- 
toxicated. Referred  to  the  Motor  Vehicles 
Committee. 

Assembly  Int.  339 — Phelps,  creates  re- 
habilitation board  for  future  care  of  re- 
leased state  hospital  patients;  provides  for 
examination  by  three  qualified  examiners  or 
psychologists  before  commitment  to  insane 
institutions,  on  whose  certificate  court 
must  forthwith  issue  commitment  order. 
Referred  to  the  Health  Committee. 

Comment : Changes  the  Mental  Hygiene 
Law  with  regard  to  the  mental  examina- 
tion of  patients  for  commitment  to  or  dis- 
charge from  hospitals  for  the  treatment  of 
insane,  by  requiring  that  the  qualified 


psychologist  must  be  a practicing  physi- 
cian; and  further  provides  that  the  com- 
mitment may  be  made  on  order  of  a jus- 
tice of  a court  of  record  as  well  as  a judge, 
and  a certificate  made  by  three  qualified 
examiners  instead  of  two.  The  rehabilita- 
tion board  shall  consist  of  five  members 
appointed  by  the  Commissioner  with  the 
consent  of  the  Governor  and  will  include 
two  qualified  psychologists,  two  psychiatrists, 
and  one  social  service  worker. 

Action  on  Bills 

Senate  Int.  100.  Mr.  Desmond  has 
amended  his  bill  so  that  blood  examinations 
will  also  be  made  on  women  attended  by 
midwives  or  persons  other  than  physicians. 
# * # * 

The  Committee,  in  conference  on  Janu- 
ary 12,  gave  approval  to  the  following  bills : 

Senate  Int.  99 — Twomey — blood  tests  of 
pregnant  women. 

Senate  Int.  100 — Desmond — as  amended. 

Senate  Int.  101 — Desmond;  Assembly 
Int.  124 — Breitbart,  pre-nuptial  ex- 
aminations. 

Assembly  Int.  157  — Hawkins  — radi- 
ology. 

Assembly  Int.  236  — Schwartz  — food 
labels. 

Assembly  Int.  272 — Fitzpatrick,  first-aid 
kits. 

The  Committee  refused  to  approve  Senate 
Int.  117 — Feld,  radiology;  and  considered 
Senate  Int.  202 — Stagg;  Assembly  Int.  287 
— Shaw,  provisions  for  care  of  poliomyeli- 
tis patients,  as  unnecessary. 

James  H.  Borrell 
B.  Wallace  Hamilton 
John  L.  Bauer 


THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 


Members  of  the  Orange,  Rockland,  and 
Nassau  County  Auxiliaries  were  guests  of 
the  Kings  County  Woman’s  Auxiliary  at 
their  regular  meeting  held  in  the  Kings 
County  Medical  Society  Building  on  Jan- 
uary 11.  The  attendance  was  large  in  antici- 
pation of  the  unusually  interesting  program 
arranged  by  Mrs.  John  L.  Bauer,  Program 
Chairman. 

The  guest  speaker  was  Dr.  Chas.  H.  Good- 
rich, President  of  the  Medical  Society  of 
the  State  of  New  York,  who  read  a most 
interesting  paper  on  “Beauty  and  Preventive 
Medicine.”  Discussion  of  Dr.  Goodrich’s 
paper  was  followed  by  short  talks  by  Dr. 
Anna  R.  Robinson,  District  Health  Officer, 


on  the  work  of  the  Health  Centers  and  their 
cooperation  with  physicians  and  by  Mrs. 
Luther  H.  Kice,  Legislation  Chairman  of 
the  Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  the  State  of  New  York,  who  stressed 
the  need  for  better  understanding  and  inter- 
est by  all  members  of  the  Auxiliary  in  legis- 
lative matters  of  vital  importance  to  the 
medical  profession. 

On  behalf  of  the  Executive  Committee 
and  the  members  of  the  Kings  County 
Woman’s  Auxiliary,  Mrs.  Edwin  A.  Griffin, 
retiring  President,  was  presented  with  a 
personal  gift  and  a retiring  presidents’  pin 
by  Mrs.  Thomas  A.  Wood. 

A social  hour  followed  the  meeting. 


Public  Health  News 


Social  Hygiene  Day 

J.  Rosslyn  Earp.,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


The  first  anniversary  of  Social  Hygiene 
Day  (February  2)  finds  undiminished  the 
popular  hue  and  cry  after  syphilis.  Our  pro- 
fession is  loaded  with  the  responsibility  of 
directing  all  this  popular  enthusiasm  into 
useful  channels. 

Two  bills  aimed  at  the  prevention  of  con- 
genital syphilis  are  before  the  Legislature. 
One  requires  medical  examination  for 
syphilis  before  marriage;  the  other  requires 
a serological  test  either  during  pregnancy  or 
at  the  time  of  delivery.  Arguments  pro  and 
con  will  no  doubt  be  advanced  with  a good 
deal  of  heat  and  the  public  interest  that  will 
result  should  create  an  opportunity  for  pub- 
lic education.  One  thing  is  certain  about 
both  bills:  if  they  become  law,  their  success 
will  depend  upon  the  support  they  receive 
from  the  public.  If  the  discovery  of  con- 
tagious syphilis  is  regarded  merely  as  a 
tiresome  barrier  to  matrimony,  either  the 
barrier  or  the  matrimony  will  be  circum- 
vented and  infection  will  not  be  controlled. 
But  if  the  discovery  is  felt  to  be  as  fortu- 
nate as  the  condition  is  regrettable  and  it 
leads  to  eager  cooperation  with  the  physician 
something  important  will  have  been 
achieved.  Similarly  a doctor  may  be  required 
to  test  the  blood  of  pregnant  women  but 
women  can  hardly  be  compelled  to  report 
their  pregnancy  in  due  season.  The  fact 
that  a test  is  routinely  required  should  sim- 
plify the  task  of  the  obstetrician  some  of 
whose  patients  resent  a serological  test  and 
it  will  undoubtedly  bring  to  the  attention  of 
many  women  the  importance  of  this  precau- 
tion. But  it  will  not  greatly  influence  the 
incidence  of  congenital  syphilis  unless  there 
is  widespread  public  sympathy  with  the  in- 
tention of  the  law  and  an  intelligent  desire 
to  take  advantage  of  it. 

Of  course  there  will  be  a certain  number 
of  conscientious  objectors.  Even  the  inno- 
cent attempts  of  the  Division  of  Syphilis 
Control  to  tell  the  public  about  syphilis  in 


a form  letter  has  aroused  resentment  here 
and  there.  Some  recipients  who  had  but 
recently  been  identified  as  syphilitic,  not 
knowing  that  the  same  letter  was  falling 
upon  saint  and  sinner  alike,  assumed  that 
their  confidence  had  been  betrayed.  Others, 
less  personal  in  their  protest,  object  to  de- 
partmental propaganda  that  conflicts  with 
their  religious  faith.  Thus : 

“Dear  Doctor  Brumfield: 

I am  also  advertising  a book  entitled 
“Science  and  Health”  by  Mary  Baker 
Eddy.  It  is  ignorance  today  not  to 
know  what  it  is.  Your  propaganda  sent 
me  is  an  advertisement  of  the  devil. 

Yours  sincerely,” 

The  campaign  against  syphilis  is  one  that 
requires  an  unusual  measure  of  goodwill 
and  understanding  between  the  branches  of 
our  profession  engaged  respectively  in  cure 
and  in  prevention.  For  in  this  case  treat- 
ment and  preyention  very  conspicuously 
overlap.  The  state,  interested  in  the  pro- 
tection of  its  citizens  from  the  contagious 
case,  is  prepared  to  subsidize  treatment  to 
any  extent  necessary.  Some  private  physi- 
cians, however,  so  much  dislike  the  princi- 
ple of  subsidy  that  they  would  almost  prefer 
to  take  the  burden  of  cost  upon  themselves. 
I found  recently  among  the  reports  of  dis- 
trict state  health  officers  the  following  short 
story : 

The  reason  for  delinquency  in  this  case  was 
partly  due  to  the  inability  of  the  patient  to 
pay  and  the  reluctance  of  the  health  officer  to 
request  payment  from  the  local  board  of  health. 

All  of  us  who  are  or  have  been  in  private 
practice  will  understand  the  doctor’s  hesi- 
tancy. Yet  I believe  that  we  have  no  alter- 
native in  the  face  of  a public  menace  but  to 
accept  public  aid;  unless  we  are  in  such  a 
fortunate  position  that  we  can  do  the  job 
equally  well  at  our  own  expense. 


Medical  Consultant  Appointed 


The  Division  of  Syphilis  Control,  New 
York  State  Department  of  Health,  an- 
nounces the  appointment  of  Dr.  James  H. 
Lade  as  medical  consultant.  Dr.  Lade  attended 
school  at  Fayetteville,  New  York,  and  went 
from  there  to  the  University  of  Syracuse, 
graduating  in  medicine  in  1934.  He  served 


internships  in  the  Syracuse  General  Hos- 
pital and  in  Fordham  Hospital,  New  York 
City.  Dr.  Lade  was  granted  a fellowship 
at  Johns  Hopkins  Hospital.  Here  he  served 
for  one  year  as  assistant  dispensary  physi- 
cian in  the  syphilis  department  under  Drs. 
J.  E.  Moore  and  T.  B.  Turner. 


224 


Medical  News 


Broome  County 

Dr.  R . J.  McMaiion  addressed  the 
Broome  County  Medical  Society  on  “Car- 
diovascular Emergencies”  on  Jan.  11,  at 
the  Monday  Afternoon  Club  House  in 
Binghamton.  The  discussion  was  led  by 
Drs.  R.  L.  Hamilton  and  Carl  S.  Benson. 

Cattaraugus  County 

Dr.  Mary  Jepson,  who  died  recently 
in  Miami  Beach,  Fla.,  had  practiced  medi- 
cine in  Olean  more  than  forty  years. 

Chenango  County 

New  Berlin,  left  without  a resident 
physician  by  the  removal  of  Dr.  Cartwright, 
appointed  a committee  to  invite  another 
doctor,  and  has  secured  Dr.  Michael  A. 
Cavuoti,  who  was  graduated  from  the  Long 
Island  College  of  Medicine  in  1933. 

Delaware  County 

Dr.  Walter  E.  Eells  of  Walton  suc- 
ceeds Dr.  Doreen  R.  Corke  of  Hobart  as 
president  of  the  Delaware  County  Medical 
society.  Elections  were  conducted  at  Delhi 
on  Dec.  21. 

Other  officers  for  1938  include  Dr.  W.  H. 
F.  Newman,  of  Stamford,  vice  president, 
and  Dr.  Orin  O.  Flint,  Jr.,  Delhi,  secretary- 
treasurer.  Dr.  Flint  was  re-elected. 

Principal  speaker  at  the  meeting  and 
dinner  was  W.  T.  Burke  of  Poughkeepsie, 
who  described  the  group  hospitalization 
plan. 

Dr.  William  B.  Morrow,  seventy-nine, 
dean  of  Walton  physicians  and  a civic  leader 
in  Walton  and  Delaware  County  for  more 
than  a half  century,  died  December  18  a 
few  minutes  after  he  suffered  a stroke  at 
his  home.  Dr.  Morrow  had  practiced  medi- 
cine fifty-seven  years  of  which  more  than 
fifty  had  been  in  Walton. 

Erie  County 

The  thinning  number  of  physicians’ 
offices  in  Franklin  street,  Buffalo,  south  of 
Allen,  at  one  time  a medical  center,  was 
further  reduced  in  January  when  Dr. 
James  B.  Cross  removed  his  offices  to  333 
Linwood  Avenue  at  Utica.  Dr.  Cross  had 
occupied  his  recent  offices  in  the  Crosby 
building  for  twenty-one  years.  The  move- 


ment northward  of  physicians  in  that  neigh- 
borhood began  about  1922  when  the  late  Dr. 
DeLancey  Rochester  removed  his  office  to 
131  Linwood  Avenue  and  a year  later  Dr. 
Edward  A.  Sharp  removed  to  81  Linwood 
Avenue.  It  was  again  accentuated  in  1926, 
’27  and  ’28  with  the  removal  in  a northerly 
direction  of  the  offices  of  Dr.  Richard  E. 
DeNiord,  Dr.  Ray  H.  Johnson,  Dr.  Irving 
W.  Potter,  Dr.  Julius  Ullman  and  Dr.  Allen 
A.  Jones.  Meanwhile  death  intervened  and 
claimed  the  lives  of  Dr.  Henry  R.  Hopkins, 
Dr.  James  B.  Croff,  Dr.  Francis  W. 
McGuire,  Dr.  George  W.  York,  Dr.  Fred  D. 
Lewis  and  Dr.  Charles  G.  Stockton,  for 
many  years  residents  in  that  section  of 
Franklin  Street.  The  oldest  surviving 
physician  in  the  neighborhood  is  Dr.  Her- 
bert Beals,  hale  and  hearty  in  his  eighty- 
third  year.  Dr.  Beals  was  graduated  in 
medicine  in  1878. 

Franklin  County 

Dr.  Lawrason  Brown,  tuberculosis  spe- 
cialist, died  at  his  home  at  Saranac  Lake,  on 
Dec.  26,  after  a long  illness  of  heart  disease. 
Dr.  Brown  was  sixty-six. 

Dr.  Brown  was  a pioneer  in  work  on 
intestinal  tuberculosis  and  was  among  the 
first  to  suggest  the  use  of  roentgenologic 
evidence  of  classification  of  pulmonary  tu- 
berculosis as  it  is  used  today.  He  founded 
“The  Outdoor  Life,”  which  was  first  pub- 
lished by  the  Trudeau  Sanatorium.  His 
book,  “Rules  for  Recovery  From  Tubercu- 
losis,” written  with  H.  L.  Sampson,  is 
widely  used.  He  also  was  the  author  of 
“Intestinal  Tuberculosis,”  and  “The  Lung 
and  Tuberculosis,”  the  latter  in  collaboration 
with  Fred  H.  Heise. 

Dr.  Brown  had  long  been  an  associate 
editor  of  “The  American  Review  of  Tuber- 
culosis” and  was  one  of  the  founders  of  the 
Saranac  Lake  Society  for  the  control  of 
tuberculosis.  He  also  founded  the  first 
chapter  of  the  Osier  Society. 

Greene  County 

At  the  annual  meeting  of  the  Medical 
Society  of  the  County  of  Greene  the  follow- 
ing officers  were  elected  for  1938: 

President A.  B.  Daley,  Athens 

Vice-President G.  L.  Branch,  Catskill 

Secretary W.  M.  Rapp,  Catskill 

Treasurer M.  H.  Atkinson,  Catskill 

Legislative  Comm. 

Chairman P.  G.  Waller 
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Public  Relations  Comm. 

Chairman W.  A.  Perry 

Delegate  to  State  Society 
K.  F.  Bott 
Alternate  Delegate 
E.  G.  Mulbury 

— Reported  by  Wm.  M.  Rapp , M.D., 

Secretary 

Kings  County 

Dr.  Clifton  Bogardus,  retiring  president 
of  the  Ridgeboro  Medical  Society,  after 
serving  during  1936-37,  was  tendered  a testi- 
monial dinner  by  the  Society  on  January  4, 
at  the  Bay  Ridge  Hofbrau. 

Many  prominent  physicians  of  Bay  Ridge 
and  South  Brooklyn,  in  addition  to  men 
prominent  in  the  political  and  business  life 
of  Bay  Ridge  were  present. 

At  its  regular  monthly  meeting  the  Ridge- 
boro Medical  Society  heard  an  interesting 
discussion  on  “Pneumonia  in  Infants  and 
Children,”  by  Dr.  C.  H.  Smith  and  Dr.  H. 
Greenwald. 

The  newly-elected  officers  for  1938  are  as 
follows:  Dr.  William  Ostrow,  president; 
Dr.  J.  Masterson,  Dr.  H.  Bellach,  and  Dr. 
Samuel  Lasky,  vicd-presidents ; Dr.  M. 
Fisher,  corresponding  secretary;  Dr.  J. 
Koota,  secretary,  and  Dr.  R.  Princer,  treas- 
urer. 

Dr.  Bogardus,  retiring  president,  is  chair- 
man of  the  Board  of  Censors. 

On  the  evening  of  Washington’s  Birth- 
day, Feb.  22,  at  the  Hotel  Astor,  New  York 
City,  at  7 p.m.,  The  Medical  Society  of  the 
County  of  Kings  and  the  Academy  of 
Medicine  of  Brooklyn  and  the  Doctors  Club 
will  give  a testimonial  dinner  to  Dr.  Charles 
H.  Goodrich,  president,  Medical  Society  of 
the  State  of  New  York.  The  tickets  will  be 
five  dollars  per  person.  Following  the 
dinner  there  will  be  entertainment  consisting 
of  a program  by  stars  of  the  radio,  screen 
and  stage,  and  dancing  to  the  music  of  a 
famous  radio  band.  This  generous  con- 
tribution is  being  made  by  The  Mennen 
Company,  Newark,  N.  J.  All  of  the  pro- 
ceeds will  go  towards  the  fund  to  erect  the 
proposed  new  building  of  the  Medical 
Society  of  the  County  of  Kings  and  the 
Academy  of  Medicine  of  Brooklyn. 

Madison  County 

The  Madison  County  Medical  Society 
on  Dec.  16  elected  these  officers: 


President Richard  B.  Cuthbert,  Jr.,  Canastota 

Vice-President Ernest  Freshman,  Oneida 

Secretary Lee  S.  Preston,  Oneida 

Board  of  Censors 

Otto  Pfaff  Eugene  H.  Carpenter 


Orthello  S.  Langworthy 

The  society  was  in  session  during  the 
afternoon  and  evening  and  papers  were 


given  by  Drs.  W.  Groat,  Leo  E.  Gibson, 
Edward  C.  Hughes  and  W.  D.  Ayer,  all  of 
Syracuse.  It  was  voted  to  form  a speakers’ 
bureau  and  make  available  to  clubs  and 
organizations  members  who  can  talk  on 
the  work  of  the  medical  profession  in  safe- 
guarding public  health. 

Monroe  County 

At  the  annual  meeting  of  the  Medical 
Society  of  the  County  of  Monroe,  held 
December  21,  the  following  officers  were 
elected  for  the  year  1938: 

President Leo  F.  Simpson,  Rochester 

Vice-President C.  V.  Costello,  Rochester 

Treasurer J.  J.  Rooney,  Rochester 

Secretary W.  A.  MacVay,  Rochester 

Board  of  Censors 

Warren  Wooden  Sol  Davidson 

B.  J.  Slater  J.  J.  Finigan 

J.  P.  Henry  E.  G.  Whipple 

Delegate  to  State  Society 

Warren  Wooden 

W.  A.  MacVay  J.  J.  Rooney 

Alternate  Delegates 
W.  H.  Veeder 

Willis  E.  Bowen  T.  T.  Huntington 

Members  of  Milk  Commission 
J.  Merrell  Parker  A.  H.  Waffle 

— Reported  by  William  A.  MacVay,  M.D., 

Secretary 

The  Monroe  County  Medical  Society 
is  polling  its  entire  membership  for  volun- 
teers to  carry  out  a plan  of  District  Attor- 
ney Daniel  J.  O’Mara  to  examine  all  alleged- 
ly intoxicated  drivers  immediately  after  their 
arrest. 

This  poll  will  determine  who  will  serve 
on  a panel  which  will  provide  physicians 
in  every  precinct  and  town.  These  doctors 
will  be  on  call  by  police  and  deputy  sheriffs. 

A committee  under  the  direction  of  Dr. 
G.  Kirby  Collier  is  drawing  up  a proposed 
method  of  diagnosis  which  will  be  submitted 
to  a meeting  of  the  panel. 

In  an  attempt  to  determine  how  many 
cancer  cases  exist  in  Rochester,  a question- 
naire has  been  sent  to  every  physician  to 
list  the  cases  he  is  treating. 

An  estate  expected  to  approximate 
$500,000  was  left  by  Dr.  C.  Sahler  Horn- 
beck,  thirty-nine,  socially  prominent  Syra- 
cuse physician,  who  was  killed  Nov.  7 when 
his  automobile  left  Allen’s  Creek  road  and 
struck  a tree,  according  to  probate  of  his 
will  in  Surrogate’s  Court. 

New  York  County 

More  than  750,000  conferences  and 
treatments  have  been  provided  for  students, 
faculty  members  and  employes  by  the  Colum- 
bia University  Medical  Office  since  it  was 
established  twenty-five  years  ago,  Dr.  Wil- 
liam H.  McCastline,  director  of  the  office, 
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declared  in  his  annual  report  to  Dr.  Nicholas 
Murray  Butler,  president  of  Columbia. 

Serving  one  of  the  largest  university  com- 
munities in  the  nation,  the  medical  office 
not  only  ministers  to  the  ill,  but  fosters  a 
program  of  health  supervision  embracing 
examination  and  advice  for  students  in  the 
university  and  employes  of  the  Department 
of  Buildings  and  Grounds,  the  dormitories 
and  the  campus  restaurants,  Dr.  McCastline 
pointed  out. 

In  1912,  when  the  medical  service  was 
organized,  2,967  persons  were  treated  with 
limited  facilities  by  a staff  of  two.  Since 
then  the  staff  has  grown  to  twenty-nine,  in- 
cluding two  full-time  and  nine  part-time 
physicians,  who  are  assisted  by  a group  of 
thirty-five  others  in  the  annual  medical 
examination  of  freshmen  in  Columbia  Col- 
lege. Consultations  and  treatments  totaled 
57,064  in  the  last  year,  which  has  been 
notable  for  a decrease  in  respiratory  diseas- 
es, no  epidemics  and  few  contagious  diseases. 

Lectures  at  the  New  York  Academy 
of  Medicine: 

Feb.  A — Philip  D.  Wilson,  Surgeon  in 
Chief,  Hospital  for  Ruptured  and  Crippled, 
“Orthopedic  Surgery  for  the  Arthritic,” 
4:30  p.m. 

Feb.  10.— Dana  W.  Atchley,  M.D.,  on 
“Diabetic  Ketosis,”  4 p.m. 

Feb.  11. — Foster  Kennedy,  Director  of 
Neurological  Department,  Bellevue  Hospital, 
“Nervous  and  Mental  Disease  in  General 
Practice,”  4:30  p.m. 

Feb.  17. — Beverly  Chew  Smith,  M.D., 
“Gangrene,  Infection,  and  Management  of 
the  Surgical  Diabetic,”  4 p.m. 

Feb.  18. — William  Thalhimer,  Director, 
Manhattan  Convalescent  Serum  Laboratory, 
“Convalescent  Measles  and  Scarlet  Fever 
Serums,”  4:30  p.m. 

Dr.  J.  Hamilton  Crawford  will  speak  on 
Congestive  Heart  Failure  at  the  Long  Island 
College  Hospital  on  Feb.  8 at  4:30  p.m.,  and 
Dr.  William  Goldring  will  speak  on  Renal 
Complications  in  Heart  Diseases  at  Carnegie 
Lecture  Hall,  New  York  University  Medical 
College,  on  Feb.  15  at  4:30  p.m. 

Niagara  County 

Dr.  Willis  P.  Weaver,  eighty-four,  one 
of  Lockport’s  oldest  physicians,  died  on  Dec. 
26  in  Deaconess  hospital,  Buffalo.  Dr. 
Weaver  had  been  a practicing  physician  for 
fifty-five  years. 

Ontario  County 

The  first  quarterly  meeting  for  1938 
of  the  Ontario  County  Medical  Society  was 


held  January  11,  at  Clifton  Springs  Sani- 
tarium. Dr.  David  B.  Jewett  spoke  on  Serum 
Treatment  of  Pneumonia. 

Officers  for  1938  are: 

President Frederick  C.  McClellan,  Canandaigua 

Vice-President ....  Alfred  W.  Armstrong,  Canandaigua 
Secretary-Treasurer Daniel  A.  Eiseline,  Shortsville 

Board  of  Censors 

Joseph  S.  Morabito  Malcolm  R.  Blakeslee 
Albert  G.  Odell 

Delegate  to  State  Society 
H.  J.  Knickerbocker 
Editor  of  Bulletin 
Walter  S.  Thomas 

Dr.  Barton  T.  McDowell,  of  Bristol, 
who  died  on  Dec.  27,  was  a former  president 
of  the  Ontario  County  Medical  Society.  He 
was  sixty-nine. 

Oswego  County 

These  officers  were  elected  on  December 
15  by  the  Oswego  County  Medical  Society: 


President K.  Wood  Jarvis,  Oswego 

Vice-President John  Mason,  Pulaski 

Secretary John  J.  Brennan,  Oswego 

Treasurer Joseph  B.  Ringland,  Oswego 

Chairmen  of  Committees 

Economics A.  G.  Dunbar,  Pulaski 

Public  Health  and  Medical  Education 

G.  A.  Marsden,  Oswego 

Legislative O.  J.  Mowry,  Minetto 

Public  Relations Wm.  Fivaz,  Fulton 


Censor  (Three  years) 

Leroy  Hollis 

Delegate  to  State  Society 
O.  J.  Mowry 
Alternate  Delegate 
K.  Wood  Jarvis 

Otsego  County 

The  following  are  the  officers  of  the 
Otsego  County  Medical  Society  for  1938: 


President L.  C.  Warren,  Franklin 

Vice-President J.  H.  Powers,  Cooperstown 

Treasurer F.  E.  Bolt,  Worcester 

Secretary F.  J.  Atwell,  Cooperstown 

Censor E.  C.  Winsor 


Delegate  to  State  Society 
F.  J.  Atwell 
Alternate  Delegate 
F.  F.  Harrison 

— Reported  by  F.  J.  Atwell , M.D., 

Secretary 

Putnam  County 

“Socialized  Medicine  in  England”  was 
the  subject  of  an  address  by  Dr.  William  J. 
Cowan,  Edinburgh  1931,  at  the  January 
meeting  of  the  Putnam  County  Medical 
Society  at  Carmel  Country  Club.  Dr. 
Cowan  contrasted  the  practice  of  medicine 
in  private  capacity  with  that  of  the  panel 
system  and  warned  against  measures  ap- 
pearing in  this  country  which  tend  toward 
socialization  of  medicine. — Reported  by  John 
T.  Jenkin,  M.D.,  Sec’y. 
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Queens  County 

Dr.  Walter  G.  Frey  was  honored  at  a 
dinner  under  the  auspices  of  the  Long  Island 
City  Medical  Society  January  27,  at  the 
Hotel  Commodore,  Manhattan,  on  the  occa- 
sion of  his  fiftieth  anniversary  as  a practic- 
ing physician.  Dr.  Frey  will  be  seventy-five 
years  old  February  15.  Dr.  Frey  is  dean  of 
the  visiting  medical  staff  at  St.  John’s 
Hospital,  Long  Island  City,  and  has  the 
distinction  of  having  practiced  longer  in 
Long  Island  City  than  any  other  member 
of  his  profession. 

The  will  of  Dr.  John  J.  Kindred,  war- 
time Congressman  from  Queens  and  for 
many  years  the  head  of  the  Rivercrest  Sani- 
tarium in  Astoria,  has  been  filed  for  probate. 
His  estate  is  listed  at  $50,000  in  real  and 
$100,000  in  personal  property,  the  more  im- 
portant holding  being  the  sanitarium. 

The  bulk  of  the  estate  goes  to  the  widow, 
Mrs.  Ella  Cramer  Kindred,  who  lives  on 
the  sanitarium  property  in  Astoria  and  a 
son,  John  Cramer  Kindred. 

St.  Lawrence  County 

The  St.  Lawrence  County  Medical 
society  at  their  annual  meeting  in  Ogdens- 
burg  elected  Dr.  S.  Pope  Brown  of  Pots- 
dam president  to  succeed  Dr.  W.  H.  Mul- 
holland  of  Heuvelton.  Other  officers  include : 


Vice-President J.  E.  Meeker,  Ogdensburg 

Treasurer L.  T.  McNulty,  Norwood 

Secretary S.  W.  Close,  Gouverneur 

Associate  Secretary Robert  J.  Reynolds,  Potsdam 


Delegate  to  House  of  Delegates 
W.  H.  Mulholland 
Alternate  Delegate 
S.  W.  Sayer 

Delegate  to  District  Branch 
Albert  Letherland 

Dr.  Theodore  S.  Barnett,  of  Potsdam, 
who  died  recently,  was  president  of  the 
County  Medical  Society  in  1931.  He  was 
forty-four. 

Saratoga  County 

The  officers  of  the  Medical  Society 

of  the  County  of  Saratoga  for  1938  are: 

President W.  S.  McClellan,  Saratoga  Springs 

Vice-President R.  B.  Post,  Ballston  Spa 

Secretary M.  J.  Magovern,  Saratoga  Springs 


Treasurer W.  John  Maby,  Mechanicville 

Censors 

G.  F.  Goodfellow 

Frank  Sherman  Arthur  Johnson 


Delegate  to  State  Society 
G.  Scott  Towne 
Alternate  Delegate 
John  MacElroy 

Reported  by  M.  J.  Magovern,  M.D., 

Secretary 


Schoharie  County 

The  officers  of  the  Schoharie  County 

Medical  Society  for  1938  are : 


President Carolyn  L.  Olendorf,  Cobleskill 

Vice-President Lyman  Driesbach,  Middleburg 

Treasurer LeRoy  Becker,  Cobleskill 

Secretary Herbert  L.  Odell,  Sharon  Springs 

Censor 


Joseph  F.  Duell 
Delegate  to  State  Society 
David  W.  Beard 

Reported  by  H.  L.  Odell,  M.D.,  Secretary 

Seneca  County 

The  officers  of  the  Seneca  County 


Medical  Society  for  1938  are: 

President E.  F.  Engel,  Seneca  Falls 

Vice-President C.  B.  Bacon,  Waterloo 

Secretary-Treasurer ...... .F.  W.  Lester,  Seneca  Falls 

Censors 
C.  B.  Bacon 

E.  P.  McWayne  F.  W.  Lester 


Delegate  to  State  Society 
W.  R.  Holmes 
Alternate  Delegate 
R.  F.  D.  Gibbs 

Reported  by  F.  W.  Lester,  M.D.,  Sec'y. 

Tompkins  County 

Re-election  of  its  official  staff  fea- 
tured the  annual  meeting  of  the  Tompkins 
County  Medical  Society  in  Ithaca  Hotel 
on  Dec.  22. 

Those  renamed  were: 

President W.  F.  Lee,  Ithaca 

•Vice-President Hudson  J.  Wilson,  Ithaca 

Secretary-Treasurer B.  F.  Hauenstein,  Ithaca 

Censors 

David  Robb  Willets  Wilson 

Harvey  L.  Van  Pelt  William  L.  Seil 

J.  W.  Judd 

A buffet  supper  served  after  the  brief 
business  session  was  followed  by  moving 
pictures  of  the  1937  Cornell  football  team 
in  action  against  several  of  its  major  oppo- 
nents. Assistant  Coach  Mose  Quinn  pre- 
sented the  films. 

Washington  County 

The  Washington  County  Medical 
Society  had  as  speakers  at  its  meeting  on 
Jan.  4 two  members  of  the  staff  of  the  Mary 
Imogene  Bassett  Hospital,  of  Coopers- 
town.  Dr.  John  H.  Powers  spoke  on  Pro- 
static Disease  and  Dr.  David  M.  Kydd  on 
Diabetes  and  the  New  Insulin.  The  officers 


are : 

President Samuel  J.  Pashley,  Hudson  Falls 

Vice-President William  B.  Nuzzo,  Hartford 

Secretary Denver  M.  Vickers,  Cambridge 

Treasurer Charles  A.  Prescott,  Hudson  Falls 

Censors 

R.  E.  LaGrange 

W.  C.  Cuthbert  C.  H.  Holmes 

Committee  on  Legislation 

Chairman  W.  A.  Leonard 

Committee  on  Public  Relations  and  Medical 
Economics 

Chairman  M.  A.  Rogers 


Delegate  to  State  Society 
D.  M.  Vickers 
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Westchester  County 

Dr.  Raphael  Kurzrok  addressed  the 
Medical  Society  of  the  County  of  West- 
chester on  Jan.  18  on  “Endocrine  Aspects 
of  the  Menopause,”  at  New  York  Hospital, 
Westchester  Division. 

Objection  from  a policy  standpoint  is 
expressed  by  the  New  Rochelle  Medical 
Society  to  the  Board  of  Education’s  plan 
to  have  its  lunchroom  workers  examined  by 
the  school  physician. 

The  Society’s  protest  was  heard  by  the 
Board  in  a letter  read  at  its  monthly  meet- 
ing on  Jan.  4.  The  doctors  said  they  felt 
the  examinations  should  be  handled  by  the 
foodhandlers’  own  private  physicians.  The 
Society  contended  the  Board’s  proposition 
would  be  precedent-forming'  in  the  City. 

Mrs.  Charles  P.  Oliver,  chairman  of  the 
Special  Cafeteria  Committee,  said  school 
doctors  perform  the  service  in  other  County 
communities.  The  Board  decided  to  refer 
the  matter  to  Superintendent  Herold  C. 
Hunt  for  further  consideration. 

A REGULAR  MEETING  OF  THE  New  Rochelle 
Medical  Society  was  held  at  New  Rochelle 
Hospital,  December  13.  Dr.  Henry  B. 
Wightman,  President  of  the  Society,  was  in 
the  chair  and  the  guest  speaker  was  Mr. 
Elmon  L.  Vernier,  Director  of  Health  and 
Physical  Education  of  New  Rochelle 
Schools,  whose  topic  was  “The  Relationship 
of  the  Physician  to  the  School  Physical  Edu- 
cation Program.”  Dr.  Charles  Ogilvy,  who 
has  been  voluntarily  assisting  the  schools  in 
conducting  corrective  physical  education, 
also  spoke  on  the  prevention  of  deformities 
in  the  growing  child. 

The  Yonkers  Academy  of  Medicine 
held  a stated  meeting  on  December  15  at  the 
Hudson  River  Country  Club  and  received 
a timely  paper  on  the  “Management  of  the 
Pneumonias”  by  Dr.  Jesse  Godfrey  Bullowa. 
Professor  of  Clinical  Medicine  at  Cornell 
University  and  Director  of  the  Nathan 
Littauer  Foundation  for  the  Study  and  Con- 
trol of  Pneumonia  at  Harlem  Hospital,  New 
York  City.  Dr.  Bullowa’s  paper  evoked  a 
very  interesting  discussion  and  the  Academy 
also  held  a lively  business  session,  followed 


by  the  usual  collation  shortly  after  midnight. 

The  Townsfolk  of  Yorktown  Heights, 
a quiet  old  town  lying  placidly  among  the 
hills  of  northern  VVestchester,  are  definitely 
charmed  by  the  news  that  science,  in  the 
form  of  experts  from  the  Rockefeller  Foun- 
dation will  soon  be  hovering  over  them, 
scraping  germs  from  their  throats,  testing 
the  blood  and  digging  into  family  histories, 
in  search  of  a vaccine  for  influenza,  reports 
the  New  York  Evening  Journal. 

No  such  momentous  event  has  occurred 
since,  during  the  boom,  a real  estate  de- 
velopment bought  a lot  of  acres  for  about 
$80  an  acre,  divided  each  one  into  twenty 
parts  and  sold  each  part  for  $500. 

Now,  they  hear,  the  scientists  are  to  bring 
up  a lot  of  ferrets.  The  ferrets  will  be 
infected  with  the  virus  taken  from  the 
noses  and  throats  of  Yorktowners. 

The  ferrets,  presto,  will  get  influenza 
themselves.  And  some  ferrets  will  be  in- 
jected with  the  blood  of  Yorktowners  who 
had  influenza,  then  re-infected,  to  find  out 
whether  the  blood  makes  them  immune. 

It  is  fascinating.  Except  for  a gas  station 
man  who  thought  the  scientists  ought  to 
go  to  work  on  mumps  instead — no  less  than 
70  children  having  them  at  the  present 
time — they  were  all  strong  for  the  idea. 

Said  Enoch  Lees,  president  of  the  Board 
of  Education : 

“The  people  here  are  definitely  receptive 
to  the  study,  indeed,  very  glad  to  cooperate. 
Yorktown  was  chosen,  I am  told,  because 
it  is  a perfectly  normal  American  com- 
munity.” 

Yorktown  has  just  enough  isolation  to 
suit  the  research  workers,  said  Dr.  Matthias 
Nicoll,  Westchester  County  health  com- 
missioner. 

There  has  never  been  a long-range  study 
of  influenza,  which  is  what  this  study  will 
be,  Dr.  Nicoll  said. 

“We  don’t  know  a great  deal  about  influ- 
enza,” said  Dr.  Nicoll.  “During  the  first 
severe  epidemic  there  was  little  opportunity 
for  careful  study.  The  influenza  virus  has 
been  isolated,  it  has  been  used  to  infect 
ferrets.  But  we  are  still  a long  way  from 
a vaccine.  Perhaps  this  study  will  help 
to  find  it.” 


A Correction 


In  the  article  entitled  “Traumatic  Sub- 
dural Hematoma”  by  Sidney  W.  Gross, 
M.D.  and  Thomas  J.  O’Kane,  M.D.,  which 
appeared  in  the  last  issue  of  the  Journal, 
an  entire  line  was  omitted. 

On  page  117,  right  hand  column,  the 
second  line  did  not  appear.  The  last  sentence 


in  that  paragraph  should  read:  “In  these 
cases  a well-defined  membrane  has  already 
formed.  The  contents  of  the  hematoma  in 
the  early  cases  is  of  the  consistence  and 
appearance  of  currant  jelly.” 

We  regret  the  error  and  extend  our  apolo- 
gies to  the  authors. 


Hospital  News 

Hospitals  Lead  in  Fatal  Fires 


America  leads  the  world  in  fires,  and 
our  hospitals  “lead  all  institutions  in  the 
number  of  fires  and  loss  of  life  and  prop- 
erty,” we  are  informed  by  E.  Ray  Gram,  of 
the  New  York  State  Department  of  Social 
Welfare,  writing  in  Hospital  Management. 
“We  boast  of  our  high  standards  of  hospital 
services,”  he  remarks,  “we  lavish  medical 
science  and  nursing  care  on  a patient  to  save 
him  from  the  abyss,  only  to  sacrifice  him 
later  on  the  altar  of  fire.”  The  lesson  is,  of 
course,  that  “the  prudent  superintendent 
should  evaluate  his  fire  protection  before  too 
late.” 

For  example,  the  building  should  be  con- 
structed of  fire-resisting  materials,  bins  and 
storage  rooms  be  well  ventilated,  inflam- 
mable waste  put  in  metal  containers,  rubber 
hose  not  used  on  gas  connections,  and  electric 
circuits  not  overloaded.  Mattresses  and 
paints  should  be  “fire-retardant,”  roofing 
fireproof  and  lightning  rods  placed  where 
needed.  The  danger  of  fires  from  anesthetic 
apparatus  is  well-known  and  should  be  care- 
fully guarded  against.  The  heating  plant 
should  be  in  a separate  building,  or  in 
quarters  shut  off  from  the  rest  of  the  insti- 
tution. Fire  doors  should  be  installed,  and 
old  hot-air  conduits,  laundry-chutes,  dumb- 
waiters and  flues  should  have  cut-offs  to 
stop  the  passage  of  fire  and  smoke.  Further : 

Among  a multitude  of  fire  hazards  are : 
faulty  electric  wiring;  unprotected  electric  mo- 
tors ; loose  coupling  on  electric  cable  conduits ; 
paint  shop  near  to  boiler  room ; paper  and  towels 
used  as  shades  in  contact  with  electric  bulbs ; 
cloths  drying  on  steam  pipes ; rags  in  back  of 
radiators ; leaking  oil  barrels,  alcohol  drums  and 
other  inflammables ; debris  in  elevator  pit ; 
combustibles  under  stairways;  disorderly  store- 
rooms, basements  and  attics.  Rats  gnawing 
through  electric  insulation  and  spontaneous  com- 
bustion of  cosmetic  rags  in  dresser  drawers  have 
caused  more  than  one  fire.  Electric  flat  irons 
and  open  gas  flames  are  more  common  offenders. 
So  called  fire  proof  buildings  tend  to  give  the  ad- 
ministrator an  undue  sense  of  safety.  But 
concrete  has  been  spalled  and  steel  supports  have 
been  bent  into  fantastic  shapes  by  high  tempera- 
tures developed  in  intense  fires. 

Right  and  Wrong  Extinguishers 

Various  fire-alarm  systems  are  described, 


and  then  Mr.  Gram  has  a word  to  say  about 
extinguishers : 

There  are  extinguishing  agents  particularly 
effective  for  each  class  of  fire,  and  a wrong 
choice  may  do  more  harm  than  good.  The 
familiar  soda-acid  extinguisher  if  played  on 
burning  oil  would  spread  the  fire;  if  directed 
at  a blaze  rising  from  electrical  machinery 
might  prove  fatal  to  the  amateur  fire-eater.  In 
addition  to  being  an  excellent  conductor  of  elec- 
trical current  the  soda-acid  solution  tends  to  cor- 
rode machinery.  Be  sure  to  test  this  extinguisher 
just  before  recharging ; otherwise  if  inverted  for 
test  and  then  replaced  for  use  corrosion  may 
“fix”  the  cork  in  the  acid  bottle  or  plug  the 
nozzle,  thus  creating  a potential  retard.  Keep 
foamite  extinguishers  on  hand  in  the  operating 
room,  kitchen,  boiler  room  and  drug  room  or 
wherever  there  is  risk  of  fire  from  oil.  The 
tetrachloride  extinguisher  is  preferred  where 
machinery  is  concerned.  If  extinguishers  are 
placed  where  low  temperatures  may  prevail, 
select  a solution  with  anti-freezing  components 
such  as  calcium  chloride,  carbon  tetrachloride, 
etc.  An  extinguisher  of  less  than  two  and  a 
half  gallons  capacity  is  advisable  because  it  is 
lighter  and  easier  for  nurses  to  handle.  Distribu- 
tion of  extinguishers  should  be  made  according 
to  the  floor  plan  and  the  peculiar  conditions 
extant.  Know  which  one  to  use  and  get  ac- 
quainted with  its  range,  coverage  and  method 
of  use..  The  National  Fire  Protection  Associa- 
tion will  gladly  furnish  instructions. 

The  weight  of  expert  opinion  rests  on  auto- 
matic sprinklers  as  the  most  efficient  fire-fight- 
ing apparatus.  Especially  is  their  installation 
necessary  in  attics,  basements,  closets,  store- 
rooms, laboratories  and  stairways.  This  system 
should  be  inspected  annually  and  a supply  of 
sprinkler  heads  should  be  kept  on  hand. 

Water  supply  and  water  pressure  found  to 
be  under  requirements  should  be  supplemented 
by  a water  tower  and  pressure  pumps.  Water 
towers  in  rural  communities  should  be  heated 
in  winter  when  the  temperature  drops  below 
the  freezing  point.  This  is  accomplished  by 
jacketing  the  tower  for  passage  of  live  steam 
or  affixing  an  electric  plate  to  the  base.  A clear 
path  to  outside  hydrants  should  always  be  main- 
tained. Fire  equipment  is  not  complete  without 
a supply  of  smoke  masks. 

To  Escape  the  Flames 

But  suppose,  despite  everything,  that  fire 
breaks  out.  Then — when  to  fight  and  when 
to  flee  belong  to  the  niceties  of  decision.  If, 
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however,  escape  is  indicated,  the  following 
list  of  “shoulds”  must  be  observed:  exit  signs 
should  be  placed  over  all  doors  leading  to 
the  outside ; red  exit  lights  should  burn  con- 
tinuously; exit  doors  should  be  equipped  with 
anti-panic  bolts;  alternate  means  of  egress 
should  be  provided;  and  elevators  should  be 
in  running  condition  at  all  times.  A reason- 
able number  of  stretchers  should  be  avail- 
able for  bed  patients;  at  least  a three-foot 
pathway  between  rows  of  beds  should  be 
clear;  stairways,  fire  escapes  and  fire  towers 
should  be  of  adequate  width  and  the  turns 
should  allow  for  the  easy  maneuvering  of 
the  loaded  stretchers.  The  use  of  open  out- 
side stairway  fire  escapes  is  definitely  contra- 
indicated for  hospitals  and  is  fraught  with 
danger  because  of  sleet,  ice  and  snow.  Since 
it  is  impractical  to  litter  patients  downstairs, 
vertical  means  of  evacuation  should  be 
replaced  by  horizontal  exits  which  have  the 
advantage  of  ease  and  speed  of  movement 

Seamy  Side  of 

A new  book  on  the  land  of  Stalin,  by 
a writer  who  ought  to  know  what  he  is 
talking  about,  gives  us  an  illuminating 
glimpse  of  their  far-famed  medical  system. 
The  book,  reviewed  in  the  AMA  Journal, 
is  entitled  “Assignment  in  Utopia,”  by 
Eugene  Lyons,  who  was  for  some  seven 
years  the  United  Press  representative  in 
Russia.  He  was  sent  to  Russia  because  he 
had  been  known  in  this  country  as  a com- 
munist and  because  his  appointment  was 
acceptable  to  the  Russian  government.  He 
was  probably  the  first  to  interview  Stalin. 
As  the  seven  years  passed  he  gradually 
changed  his  point  of  view  so  that  eventually 
he  left  Russia  at  the  request  of  the  govern- 
ment. In  his  book,  based  on  seven  years 
of  life  in  Russia  from  1930  to  1937,  he 
reflects  in  four  and  one-half  pages  his 
personal  observations  of  medicine  in  Russia. 
He  says: 

We  came,  unluckily,  to  know  a lot  more 
about  Soviet  medical  practice  than  most  of  our 
colleagues.  Like  the  “stable”  currency  and  the 
wonderful  educational  methods,  the  socialized 
medicine  under  the  official  statistical  surface 
was  a snarl  of  contradictions,  shortages  and 
ineptness.  Doctors  and  dentists  regarded  their 
obligatory  work  for  the  state  as  an  exaction 
and  depended  on  private  practice  for  their  real 
income.  The  more  famous  medical  specialists 
did  not  budge  for  less  than  fifty  or  a hundred 
rubles;  often  it  required  “pull”  to  get  their 
services  at  any  price.  The  public  health  service 


and  the  protection  of  patient  from  exposure 
and  unfavorable  emotional  reaction. 

The  effectiveness  of  all  fire  apparatus 
will  depend  on  the  degree  to  which  the  per- 
sonnel has  been  trained.  Rescuers  must  be 
mobilized  with  military  precision  and  every 
man  must  discharge  his  duties  efficiently 
when  the  emergency  arises.  But  this  is 
possible  only  where  the  fire  drill  is  made 
part  of  the  regular  function  of  the  institu- 
tion. 

However,  if  fire  proof  roofing  is  used 
exclusively,  if  the  principles  of  good  house- 
keeping are  rigidly  adhered  to,  if  the  circuits 
are  not  overloaded,  if  attics  and  basements 
are  sprinklered,  if  plant  and  equipment 
are  frequently  inspected,  if  fire  appara- 
tus is  maintained  in  working  condition,  if 
horizontal  exits  are  provided,  and  if  the 
personnel  is  fire-disciplined  — then  will 
casualties  and  money  losses  be  reduced  to  a 
minimum. 

Soviet  Hospitals 

was  by  all  odds  inferior  to  the  free  public  and 
charitable  health  services  available  to  the  poor 
in  cities  like  New  York  or  Chicago. 

Mr.  Lyons  describes  the  experience  of 
his  wife,  who  became  ill  and  who  was 
taken  to  Botkinsky  Hospital.  This  section 
concludes : 

Billy  improved  rapidly,  despite  the  special 
care,  and  was  soon  well  enough  to  watch  the 
conduct  of  that  hospital  by  way  of  sociological 
diversion.  If  I had  not  been  there  day  after 
day  and  seen  some  of  the  primitive  and  careless 
procedure  myself,  I should  have  thought  the 
details  she  told  me  were  the  effects  of  delirium. 
Only  a few  of  the  women  were  trained  nurses — 
the  others  were  ignorant  girls  of  the  servant 
type.  They  stomped  up  and  down  corridors  and 
banged  doors  and  called  for  one  another  in 
loud  voices.  Except  under  unusual  circum- 
stances, bed  linens  were  changed  once  a week. 
The  blankets  were  not  washed  but  merely  dis- 
infected, so  that  they  were  crusted  with  the  dirt 
and  vomit  of  previous  patients.  The  precious 
rules  prohibited  the  bringing  of  linens,  blankets, 
or  other  accessories  from  outside.  But  by  devious 
means  I smuggled  in  everything  Billy  needed, 
and  doctors,  nurses,  patients  came  to  her  ward 
to  inspect  and  exclaim  over  the  fleecy  Amer- 
ican blankets ; the  hospital  buzzed  with  the 
news  of  a foreigner  who  changed  her  sheets, 
her  nightgown,  and  even  her  pillow-cases,  every 
day. 

The  doctors,  Billy  thought,  were  capable  but 
overworked.  I succeeded — again  by  outraging 
the  blessed  rules — in  having  our  own  physician, 
who  was  familiar  with  her  case,  treat  her.  As 
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scon  as  she  could  be  moved  safely  she  returned 
home. 

Ever  after,  the  glowing  reports  of  socialized 
medicine  in  Russia  in  American  books  and 

New  York  City’s 

Besides  the  new  Central  Nurses’  Resi- 
dence with  678  rooms  on  Welfare  Island, 
New  York  City,  another  Nurses’  Residence 
providing  669  rooms  is  nearing  completion 
at  Kings  County  Hospital  in  Brooklyn. 
New  modern  fireproof  Residences  have 
been  completed  and  occupied  at  Greenpoint 
(94  rooms)  Kingston  Avenue  (147  rooms) 
and  Queens  General  Hospital  (136  rooms). 
Modern  fireproof  extensions  have  been 
added  and  occupied  at  Harlem  (216  rooms), 
Riverside  (37  rooms),  Metropolitan  (40 
rooms)  and  Sea  View  Hospital  (172 
rooms). 

This  represents  a total  of  2189  rooms 
in  which  Resident  Nurses  will  be  housed 
under  most  satisfactory  conditions. 

The  new  Central  Nurses  Residence  on 
Welfare  Island  will  permit  of  the  evacua- 
tion of  present  unsuitable  Nurses’  quarters 
at  City  Hospital,  Neurological  Hospital, 
Cancer  Institute,  and  the  Home  for  De- 
pendents. 

Modern  Nurses’  homes  of  fireproof  con- 
struction, some,  however,  not  adequate  in 
size,  are  to  be  found  at  Bellevue,  Coney 
Island,  Fordham,  Gouverneur,  Lincoln, 
Morrisania,  and  Willard  Parker  Hospitals. 


magazines  have  been  a source  of  amusement  to 
us.  Always  we  have  wished  their  authors  only 
one  punishment — a week  or  so  as  patients  in 
the  second-best  hospital  in  Russia. 

Army  of  Nurses 

The  nursing  service  of  those  institutions 
that  were  in  the  Department  of  Hospitals 
in  1933  has  been  augmented,  under  the 
present  administration,  by  1738  trained 
nurses  and  802  attendants,  total  2540.  In 
addition,  448  trained  nurses  and  fifty-nine 
attendants  have  been  obtained  for  new 
institutions  or  units  opened  during  this 
period,  or  a grand  total  of  nurses  and 
attendants  added  by  Dr.  S.  S.  Goldwater, 
Commissioner  of  Hospitals,  of  3047. 

Six  schools  of  nursing  are  conducted  in 
the  Department  of  Hospitals  at  Bellevue, 
Cumberland,  Harlem,  Kings  County,  and 
Metropolitan  Hospitals  respectively.  Belle- 
vue Hospital  has  a school  for  men  and  a 
school  for  women  and  serves  as  a central 
School  for  the  preclinical  students  of  three 
other  city  schools.  Schools  for  affiliating 
students  are  conducted  at  Sea  View,  Willard 
Parker,  and  Fordham  Hospitals.  A school 
for  communicable  disease  nursing  was 
opened  at  Kingston  Avenue  Hospital  last 
October. 

The  Department  of  Hospitals  had  admitted 
for  training  and  experience  in  selected  serv- 
ices students  from  more  than  fifty  schools 
of  nursing. 


To  Open  Hospital  Doors  to  a Million  More 


Plans  for  low-cost  group  hospitaliza- 
tion for  1,000,000  persons  now  unable  to 
pay  for  medical  service  are  now  being 
formed,  Dr.  S.  S.  Goldwater,  Commissioner 
of  Hospitals,  revealed  at  the  Cosmopolitan 
Club,  to  a meeting  of  the  New  York  City 
Visiting  Committee  of  the  State  Charities 
Aid  Association  on  Dec.  17. 

Dr.  Goldwater  explained  that  if  present 
plans  are  carried  into  effect  group  hospi- 
talization in  wards  could  be  provided  for 
those  who  are  now  forced  to  seek  free 
medical  care.  He  said  negotiations  are  now 
going  on  among  the  Department  of  Hospi- 
tals, representative  groups  of  the  medical 
profession  and  the  hospitals  to  evolve  a 
suitable  organization.  He  praised  the  co- 
operation and  interest  which  medical  leaders 
are  showing  in  the  negotiations. 


Dr.  Adolph  G.  DeSanctis,  president  of 
the  Medical  Society  of  the  County  of  New 
York,  when  asked  about  the  proposal,  con- 
firmed that  a committee  of  medical  leaders 
is  “investigating  thoroughly”  the  group 
hospitalization  project.  He  said  that  both 
he  and  Dr.  Goldwater  are  serving  on  the 
committee,  which  includes  representatives 
from  all  five  county  medical  societies. 

“We  are  especially  concerned  about  pro- 
viding proper  medical  care  for  the  large 
number  of  persons  who  are  in  the  group 
just  above  the  indigent  class,”  Dr.  DeSanc- 
tis asserted.  “We  have  achieved  nothing 
concrete  as  yet,  but  may  do  so  by  next 
month.  We  are  very  hopeful  that  some- 
thing will  come  of  the  proposal  after 
thorough  investigation.” 

Dr.  DeSanctis,  at  his  induction  as  presi- 
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dent  of  the  New  York  County  Medical 
Society  last  January,  proposed  a plan  to 
bring  about  a considerable  lowering  of  the 
cost  of  medical  care  to  New  Yorkers  in  the 
“moderate  income”  group.  Dr.  DeSanctis, 
who  is  a director  of  the  Department  of 
Diseases  of  Children  at  the  New  York 
Post-Graduate  Medical  School  of  Columbia 
University,  proposed  the  establishment  of 
a medical  service  bureau  to  provide  medical 
care  according  to  a patient’s  ability  to  pay. 

Dr.  Goldwater  told  the  200  persons  at 
the  meeting  that  there  is  “an  increased 
trend”  toward  government  responsibility 
in  providing  adequate  medical  care  for  the 

Newsy 

Greater  efficiency  and  economy  in 
the  management  of  the  hospitals  at  the 
Medical  Center  during  1938,  under  control 
of  a single  governing  board  which  became 
effective  on  Jan.  1 is  forecast  by  officers 
of  Columbia  University  and  Presbyterian 
Hospital,  which  jointly  operate  most  of  the 
facilities  at  the  center. 

Five  vacancies  on  the  board  of  thirty-six 
managers  of  the  Presbyterian  Hospital  were 
filled  by  appointees  from  the  Neurological 
Institute  board,  it  was  explained.  Although 
the  Neurological  Institute,  which  is  part  of 
Columbia  University,  and  the  Presbyterian 
Hospital  will  continue  separate  existences, 
both  hospitals  will  be  operated  under  the  one 
board. 

• “The  new  plan  will  greatly  strengthen 
the  Columbia-Presbyterian  Medical  Center 
by  centralizing  control,”  John  McCormack, 
superintendent  of  Presbyterian  Hospital, 
said. 

“With  the  exception  of  Columbia’s  School 
of  Medicine,  the  teaching  facilities  of 
which  will  remain  exclusively  under  the 
control  of  Columbia,  and  the  New  York 
State  Psychiatric  Institute,  a State  project, 
the  entire  Medical  Center  group  will  now  be 
under  one  organizational  control.” 

Dr.  Walter  W.  Palmer,  Professor  of 
Medicine  at  Columbia  University,  will  as- 
sume the  post  of  medical  director  of  the 
Neurological  Institute.  He  will  continue 
also  as  head  of  the  medical  service  at  Pres- 
byterian Hospital. 


The  need  for  the  establishment  of 


people.  He  asserted  that  “there  is  nothing 
in  sight”  to  indicate  that  the  drift  toward 
community  responsibility  for  the  sick  would 
be  altered.  Dr.  Goldwater  appealed  for 
additional  funds  to  allow  his  department  to 
construct  new  hospitals  and  to  rehabilitate 
others. 

Homer  Folks,  president  of  the  New  York 
City  Visiting  Committee  and  chairman  of 
the  meeting,  said  that  the  city  under  the 
present  administration  has  “a  unique  oppor- 
tunity to  obtain  intelligent  and  sufficient 
hospital  care.”  He  paid  tribute  to  the 
interest  shown  by  Dr.  Goldwater  and  Mayor 
La  Guardia  in  improving  city  hospitals. 

Notes 

a community  hospital  was  stressed  at  a 
meeting  of  the  Taxpayers’  Civic  Associa- 
tion of  Maspeth  held  in  the  clubrooms  at 
New  National  Hall,  in  December. 

Walter  Scahacz,  president,  pointed  out 
that  Maspeth  residents  are  forced  to  seek 
hospitalization  at  St.  John’s  Hospital,  Long 
Island  City,  Queens  General  Hospital  on 
Grand  Central  Parkway  or  in  Wyckoff 
Heights  Hospital,  Ridgewood. 

“We  deserve  adequate  hospitalization  for 
our  families  and  children,”  Mr.  Scahacz  re- 
marked in  urging  that  immediate  steps  be 
taken  to  secure  this  objective. 


The  county  was  well  represented  by 
its  physicians  at  a dinner  given  in  Decem- 
ber at  the  Memorial  Hospital  of  Greene 
County,  by  the  hospital’s  board  of  managers 
and  Miss  Alice  Le  Gallais,  superintendent, 
for  the  medical  staff.  George  W.  Irwin, 
board  president,  presided  and  gave  a brief 
welcoming  address  in  which  he  also  ex- 
pressed his  appreciation  for  the  cooperation 
extended  by  the  physicians  in  establishing 
the  hospital. 

It  was  noted  that  the  hospital  had  re- 
ceived provisional  recognition  from  the 
American  College  of  Surgeons  and  was  to 
receive  full  recognition  when  a few  require- 
ments were  met  and  these  were  discussed 
by  the  group  at  the  meeting. 


An  old  man,  rabbi  of  the  Dean  Street 
Temple,  Brooklyn,  returned  to  St.  John’s 
Hospital  on  Jan.  2 with  a testimonial  penned 
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and  illuminated  in  water-colors  by  him  in 
token  of  his  gratitude  to  the  institution  for 
saving  his  life  when  he  was  stricken  with 
heart  disease  last  Summer.  The  hospital  is 
maintained  by  the  Church  Charity  Founda- 
tion of  the  Protestant  Episcopal  Diocese  of 
Long  Island. 

When  Rabbi  Elias  Margulies  arrived,  his 
beard  neatly  trimmed  and  step  firm,  the  Rev. 
Charles  Henry  Webb,  director,  greeted  him 


with  evident  surprise.  He  accepted  the  scroll, 
which  read: 

“I  was  saved  by  the  skill  of  the  physicians 
whom  God  gave  power  and  the  will  my 
prayer  to  fulfill.  And  the  wonderful  nurses 
of  the  hospital  staff  treated  me  fine;  I there- 
fore want  to  express  my  thanks — it  was 
divine.  God  bless  you  for  the  fine  work 
you  do  in  helping  those  who  are  sick  to 
become  well  and  strong.  I thank  you.” 


Improvements 


Preparations  to  evacuate  the  Admin- 
istration Building  at  Ellis  Hospital,  Schenec- 
tady, are  under  way  as  the  hospital’s  Board 
of  Managers  are  planning  the  razing  of  the 
structure  and  construction  of  the  new  wing 
on  its  site. 

The  firm  of  James  E.  Lowe  and  Sons, 
Schenectady,  has  been  awarded  the  gen- 
eral contract  for  the  addition. 

The  new  wing,  to  be  forty  feet  wide,  260 
feet  deep  and  five  stories  high,  will  extend 
toward  the  junction  of  Rosa  Road  and  Nott 
Street. 

The  project  was  made  possible  through 
the  pledges  of  over  $850,000  made  in  the 
recent  campaign. 

Enlargement  of  the  pathological  labora- 
tory on  the  ground  floor  of  Wing  D and 
new  quarters  for  the  physiotherapy  depart- 
ment on  the  ground  floor  of  Wing  E will 
be  made  possible  by  the  additional  space 
afforded. 

The  new  building,  in  addition  to  giving 
space  to  100  beds,  thus  increasing  the  hospi- 
tal’s capacity  to  375  beds,  will  house  a 
modern  x-ray  department,  a library  and  rec- 
ords department.  The  ground  floor  of  the 
new  structure  will  be  used  as  a kitchen 
and  dining  room.  It  will  contain  also  a 
diet  kitchen,  central  serving  room,  dietitian’s 
office,  guest  dining  room  and  dining  accom- 
modations for  internes,  officers,  faculty  of 
nurses’  school  and  hospital  personnel. 
There  will  also  be  a cafeteria. 

A waiting  room,  administration  and  busi- 
ness offices,  medical  wards  and  four  private 
rooms  will  be  on  the  first  floor.  Near  the 
private  rooms  will  be  the  metabolism  and 
electrocardiograph  room. 

The  second  floor,  devoted  to  a maternity 
department,  will  contain  three  delivery  and 
three  labor  rooms,  two  nurseries  and  a solar- 
ium. There  will  be  a formula  room  and 
private  and  semi-private  rooms  for  patients. 


A children’s  ward,  with  the  x-ray,  library 
and  records  departments,  will  be  on  the 
third  floor.  The  Schenectady  County  Medi- 
cal Society  will  have  a special  tonsil  ward 
on  this  floor. 

About  twenty-five  private  rooms,  a seven- 
bed  ward  and  a three-bed  ward,  and  a 
spacious  solarium  will  be  located  on  the 
fourth  floor. 

The  addition  is  expected  to  be  ready  for 
occupancy  next  Fall. 

The  Hospital  for  Joint  Diseases  in 
New  York  City  has  filed  plans  for  a four- 
story  clinic  adjoining  its  main  building, 
which  occupies  the  block  front  on  the  east 
side  of  Madison  Avenue,  between  East  123d 
and  124th  Streets.  The  addition  will  cost 
$450,000  and  will  occupy  a frontage  of  99.2 
feet  on  123d  Street  and  57.8  feet  on  124th 
Street,  running  through  the  block.  It  will 
be  erected  from  plans  by  Charles  B.  Meyers, 
architect. 

Oakleigh  Thorne,  Millbrook,  one  of  the 
trustees  of  St.  Francis’  hospital,  in  Pough- 
keepsie, has  presented  the  hospital  with  a 
new  La  Salle  ambulance.  It  will  accom- 
modate two  patients  and  has  a detachable 
swinging  hammock  for  a third  patient.  It 
carries  a chromium  plated  portable  type 
stretcher  carrier,  mounted  with  balloon  type 
tires.  The  stretcher  is  equipped  with  a 
form  fitting  rubber  mattress  with  foot  rests 
as  well  as  arm  supports.  Modernistic  ma- 
hogany cabinets  decorate  the  interior, 
ample  enough  to  supply  any  medical  need 
while  en  route  to  the  hospital. 

Feeling  that  provision  of  immediate 
needs  of  the  Tuberculosis  and  Psychiatric 
Divisions  of  Grasslands  Hospital  will  be  a 
future  saving  in  human  life  and  money, 


Number  3] 


HOSPITAL  NEWS 


235 


the  Medical  Society  of  Westchester  County 
has  gone  on  record  with  a resolution  urg- 
ing the  Board  of  Supervisors  to  provide 
funds  to  increase  the  number  of  beds  and 
nursing  staff,  purchase  additional  equip- 
ment and  expand  the  outpatient  depart- 
ments. 

At  the  present  time  there  are  252  beds  in 
use  for  tuberculosis  adult  patients  at  Grass- 
lands, although  the  building  was  originally 
planned  for  210.  It  is  estimated  to  take 
care  of  load  of  the  entire  county,  including 
the  city  of  Yonkers,  it  would  be  necessary 
to  provide  300  more  beds. 

To  meet  part  of  this  load,  the  Depart- 
ment of  Public  Welfare  has  requested  funds 
for  the  renovation  of  the  old  tuberculosis 
wing  of  the  main  hospital  building,  which 
would  permit  the  addition  of  eighty  beds. 


Ground  was  broken  on  Christmas  Day 
at  Patchogue,  L.  I.,  for  the  proposed  $175,- 
000  John  Van  Brunt  Roe  Municipal  Hos- 
pital to  be  built  with  funds  bequeathed  by 
the  late  Nettie  C.  Roe,  who  died  in  1929. 
The  hospital  is  to  be  named  for  her  late 
father. 

The  recently  completed  five-story 
wing  to  Holy  Family  Hospital,  which  cost 
$300,000,  will  be  officially  dedicated  early 
in  February  by  Bishop  Thomas  E.  Malloy. 

The  twenty-five  year-old  hospital  at  Dean 
and  Hoyt  Sts.,  Brooklyn,  will  be  supple- 
mented by  a new  building,  which  will  have 
beds  for  110  patients. 

More  than  $200,000  of  modern  equipment 
will  be  distributed  in  the  wing’s  two  new 
operating  rooms.  Electrocardiographic  ap- 
pliances will  be  installed. 

The  opening  of  a new  wing  for  the  hos- 
pital is  a victory  for  various  civic  and  re- 
ligious organizations,  which  contributed  to 

At  the 

The  following  hospital  officials 

HAVE  BEEN  CHOSEN  : 

Harry  Weinberg,  to  be  president  of  the 
Beth  El  Hospital  in  Brooklyn,  fourth  con- 
secutive term. 

Mrs.  Paul  Beck,  to  be  president  of  the 
Flushing  Hospital  Auxiliary  Governing 
Board. 

Dr.  H.  P.  Groesbeck,  to  be  president  of 


the  institution’s  support  when  it  was  threat- 
ened financially  a few  years  ago. 

The  Norwegian  Hospital  in  Brooklyn 
celebrated  the  Christmas  season  with  the 
opening  of  its  enlarged  and  thoroughly 
modern  pediatric  department  in  the  north 
wing  of  its  building. 

The  new  department  consists  of  a large 
general  ward  for  children,  a private  ward, 
an  examination  room  equipped  with  modern 
operating  facilities  for  blood  transfusions 
and  child  care,  an  electrically  operated 
dietetic  kitchen,  where  food  for  infants  and 
children  is  prepared  under  the  most  exact- 
ing scientific  conditions,  and  a modern  milk 
laboratory. 

The  general  children’s  ward  has  room 
for  twenty-six  beds  and  is  equipped  with 
cubicles,  the  upper  half  of  which  are  of 
glass,  giving  the  effect  of  private  rooms  for 
each  patient,  yet  making  it  possible  for  the 
children  to  see  each  other. 

The  examination  room  is  apart  from  both 
the  general  ward  and  the  private  ward.  In 
addition  to  the  pediatric  department  a 
pediatric  clinic  is  available  for  the  periodic 
examination  of  infants  born  in  the  ma- 
ternity department.  Here  babies  are  care- 
fully examined  over  a period  of  six  months 
or  a year. 

The  enlarged  department  is  under  the 
supervision  of  Dr.  Charles  M.  Fisher, 

F. A.C.P.,  and  Dr.  John  Monfort,  F.A.A.P. 
They  are  assisted  by  Dr.  Herman  Kretzch- 
mer,  Dr.  Anna  R.  Mustonen  and  Dr. 
Thomas  Re.  A specially  trained  pediatric 
nurse,  Miss  Elizabeth  Berg,  R.N.,  is  in 
charge  of  the  nurses  in  that  department. , 

Funds  for  the  enlarging  and  equipping 
of  the  department  were  largely  contributed 
by  supporters  of  the  institution.  Dr.  An- 
drew N.  Rygg  is  president  of  the  hospital 
board. 

Helm 

the  board  of  managers  of  the  Schenectady 
County  Tuberculosis  Sanatorium. 

Dr.  Glenn  R.  Ford,  to  be  president  of  the 
staff  of  Endicott  Ideal  Hospital.  Dr.  Frank 

G.  Moore  was  reelected  chief  of  the  surgical 
staff  and  Dr.  Edward  M.  Jones  was  re- 
named chief  of  the  medical  staff. 

W.  W.  Smith,  reelected  president  of  the 
Alice  Hyde  Hospital  Association  at  Malone. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Professional  Misconduct  — Falsely  Advertising  Cure  for  Cancer 


An  interesting  case  involving  discipline  of 
a licensed  practitioner  of  medicine  in  con- 
nection with  his  activities  with  respect  to 
an  alleged  specific  cure  for  cancer  recently 
came  before  the  appellate  court  in  a nearby 
jurisdiction.* 

Charges  were  brought  against  a certain 
Dr.  H that  he  had  been  guilty  of  infamous 
or  disgraceful  conduct,  first  in  that  he  had 
claimed  to  have  discovered  a specific  cure 
for  cancer  but  that  his  claim  was  unsubstan- 
tiated, and,  second,  in  that  he  had  repre- 
sented to  persons  suffering  from  cancer  that 
if  they  would  submit  to  his  treatment  they 
could  and  would  be  cured  when  in  fact  they 
were  not  so  cured.  The  relevant  sections  of 
the  Act  relating  to  medical  practice  under 
which  the  proceedings  were  instituted 
against  Dr.  H contained  the  following  pro- 
vision : 

30  (1)  Where  any  registered  medical 
practitioner  has  either  before  or  after  he 
is  registered  been — guilty  of  any  infa- 
mous or  disgraceful  conduct  in  a pro- 
fession respect,  such  practitioner  shall 
be  liable  to  have  his  name  erased  from 
the  register. 

The  charges  against  the  accused  were 
duly  investigated  by  the  Discipline  Com- 
mittee of  the  College  of  Physicians  and  Sur- 
geons. Upon  those  hearings  it  appeared  that 
Dr.  H claimed  that  he  had  been  working  for 
years  upon  the  subject  of  cancer  seeking  to 
discover  a remedy,  and  that  in  1931,  he 
discovered  what  he  described  as  a “specific” 
for  it,  which  he  had  been  using  since  that 
time.  The  next  year  he  had  circularized  the 
medical  profession  concerning  his  claimed 
discovery  and  in  his  circular  he  had  stated 
“The  germ  theory  plus  irritation  is  the  only 
rational  explanation  of  the  cause  of  cancer 
and  this  must  be  met  by  a specific.  This  I 
have  discovered  and  it  is  given  intraven- 
ously. The  result  of  this  treatment  is  seen 
in  my  patients.  Shall  be  pleased  to  have 
you  correspond  and  make  inquiries  as  re- 
gards any  case  you  may  have.”  Other  cir- 
culars were  sent  out  which  included  particu- 
lars of  cases  treated  with  illustrations  of 
claimed  results. 


When  he  appeared  before  the  examining 
body  Dr.  H declined  to  disclose  what  his  spe- 
cific was  or  how  it  was  prepared.  He  was 
vague  in  his  responses  as  to  the  amount  of 
the  solution  administered,  and  as  to  meth- 
ods of  administering  doses.  He  was  unable 
to  furnish  definite  information  as  to  the 
number  of  cases  treated  each  year,  but  it 
appeared  that  he  treated  a considerable  num- 
ber. Four  patients  treated  gave  evidence 
upon  the  hearing,  but  all  had  been  operated 
and  had  received  x-ray  or  radium  treat- 
ment or  both  before  Dr.  H had  begun  his 
treatments. 

Although  these  patients  credited  their  im- 
provement to  Dr.  H,  the  evidence  was  not 
clear  as  to  whether  the  results  were  due  to 
his  treatment  or  were  in  spite  of  his  treat- 
ment. There  was  no  proof  that  any  of  these 
patients  were  definitely  cured. 

Dr.  H was  given  an  opportunity  to  call 
as  witnesses  patients  who  had  not  had  prior 
x-ray  or  radium  treatment  whom  he  had 
claimed  to  have  cured,  but  he  failed  to  pro- 
duce such  proof. 

Dr.  H explained  his  refusal  to  disclose  the 
formula  of  his  remedy  by  claiming  that  he 
was  afraid  he  would  lose  the  benefit  of  it 
and  thus  lose  the  result  of  his  life’s  work. 

There  was  proof  adduced  that  the  accused 
had  made  charges  to  his  patients  of  from 
$15  to  $25  per  treatment. 

After  hearing  the  evidence  the  Discipline 
Committee  reported  that  it  was  determined 
that  Dr.  H,  a registered  medical  practitioner 
claimed  to  have  discovered  a specific  and  a 
cure  for  cancer,  that  his  said  claims  were  not 
supported,  but  that  in  spite  of  that  fact  he 
had  for  over  five  years  treated  cancer  pa- 
tients with  his  remedy  and  charged  fees 
therefor.  The  report,  however,  included  a 
finding  that  the  evidence  was  insufficient  to 
support  the  charge  that  he  had  warranted 
cures.  Upon  these  findings  the  Medical 
Council  of  the  College  of  Physicians  and 
Surgeons  by  resolution  ordered  that  the 
name  of  Dr.  H be  erased  from  the  register 
of  physicians  and  surgeons,  thereby  revok- 
ing his  license  to  practice. 

Dr.  H appealed  from  the  action  taken  but 
the  appellate  court  sustained  the  disciplinary 
action  which  had  been  taken,  and  dismissed 
the  appeal. 


* Matter  of  H. (1937),  3 D.  L.  R.  687. 
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In  so  ruling  the  Court  said  in  its  opinion 
with  reference  to  the  interpretation  of  the 
statute  above  referred  to: 

Mr.  G.  (appellant’s  counsel)  contended  that 
the  proper  construction  of  the  words  “infamous 
or  disgraceful  conduct  in  a professional  respect” 
is  infamous  or  disgraceful  “in  the  ordinary 
sense  of  the  epithets  and  in  accordance  with  the 
common  judgment  of  men.”  Mr.  M.,  on  behalf 
of  the  College,  contended  that  the  test  is  not 
whether  the  acts  complained  of  would  be 
regarded  as  infamous  or  disgraceful  conduct  in 
the  common  judgment  of  men,  but  whether  they 
would  be  so  regarded  by  the  accused’s  profes- 
sional brethren  of  good  repute.  Who  would  be 
the  best  judges  of  what  was  infamous  or  dis- 
graceful conduct  in  a professional  respect? 
Obviously,  the  members  of  a man’s  own  profes- 
sion where  certain  recognized  conventions  or 
codes  of  honor  prevail.  It  appears  to  me  that 
the  natural  construction  of  the  language  used 
is  that  the  standard  by  which  the  accused  is  to 
be  judged  is  not  what  is  infamous  or  disgraceful 
conduct  in  the  common  judgment  of  men  but 
that  which  is  infamous  or  disgraceful  conduct 
in  the  judgment  of  his  professional  brethren  of 
good  repute  and  competency. 

With  reference  to  Dr.  H’s  failure  to  dis- 
close the  nature  of  his  remedy,  the  Court 
said  in  part: 

Dr.  H gave  no  satisfactory  reason  for  failing 
to  disclose  to  his  professional  brethren  or  to 
the  public,  the  formula  of  his  serum.  If  he 
really  believes  he  has  discovered  a serum  which 
will  cure  cancer,  why  does  he  not  confer  on 
humanity  the  benefit  of  his  discovery.  If  his 
serum  has  real  merit  no  one  would  receive 
greater  honor  or  reap  a richer  reward  than 
Dr.  H from  such  disclosure.  His  persistent 
refusal  to  make  disclosure  compels  me  to  ask 
the  question,  is  he  really  convinced  that  his 
serum  will  do  all  he  claims  for  it,  or  is  his 
opinion  influenced,  consciously  or  unconsciously, 


by  the  remuneration  he  receives  for  treating 
patients  ? The  question,  however,  is  not 
whether  Dr.  H is  honest  in  his  claim ; he  may 
be  perfectly  honest.  The  question  is  not  whether 
his  serum  may  or  may  not  ultimately  prove  all 
that  he  claims  for  it.  The  real  question  is, 
having  regard  to  the  widespread  and  malignant 
character  of  the  disease  and  the  anxiety  of 
people  to  secure  a remedy,  has  a physician  who 
claims  to  have  discovered  a serum  which  will 
cure  cancer,  but  which  has  not  been  submitted 
to  any  scientific  test  nor  disclosed  to  any  scien- 
tist or  any  other  medical  man,  and  which  has 
not  in  fact  been  proven  to  be  a cure  for  cancer, 
and  who  advertises  by  circulars  to  the  profes- 
sion that  he  has  a cure  for  cancer,  and  solicits 
patients  through  these  circulars,  done  something 
in  the  pursuit  of  his  profession  “which  would 
reasonably  be  regarded  as  disgraceful  or  dis- 
honorable by  his  professional  brethren  of  good 
repute  and  competency?”  Such  conduct  may, 
I think,  be  “'reasonably  regarded  as  disgraceful 
and  dishonorable  by  his  professional  brethren  of 
good  repute  and  competency.” 

...  It  is  of  the  greatest  importance  that  if 
there  is  real  merit  in  Dr.  H’s  serum  the  public 
should  have  the  benefit  of  it.  If  there  is  no 
real  merit,  the  public  should  know  it.  During 
the  course  of  argument  the  Court  suggested  as 
a possible  solution  that  Dr.  H should  disclose 
to  some  independent  scientific  body  the  formula 
for  his  serum,  and  that  under  the  supervision 
of  this  body,  with  Dr.  H’s  cooperation,  patients 
should  be  treated,  so  that  its  effects  might  be 
carefully  tested,  and  that  in  the  meantime  Dr. 
H’s  name  should  be  restored  to  the  register. 
Counsel  for  the  College  intimated  that  the  Col- 
lege would  accept  this  solution  but  counsel  for 
Dr.  H stated  it  was  not  possible  to  agree  to  it 
as  Dr.  H’s  position  was  that  the  time  was  not 
opportune  to  disclose  his  formula.  I hope  Dr. 
H will  yet  change  his  mind  and  act  on  the 
suggestion  of  the  Court,  and  if  he  does  so, 
that  the  College  will  reinstate  him. 


POSTGRADUATE  STUDY  IN  SYPHILIS 


A program  of  postgraduate  study  in 
syphilis  has  been  arranged  at  the  New 
York  University  College  of  Medicine  to 
extend  from  February  15  to  June  15.  The 
course  is  made  possible  by  a grant  from 
the  United  States  Public  Health  Service 
through  the  State  Department  of  Health. 

The  training  is  intended  primarily  for 
physicians  already  working  in  state  and 
local  departments  of  health  but  other 
physicians  may  be  accepted.  The  work 
will  be  done  in  the  New  York  University 


College  of  Medicine,  in  the  syphilis  clinics 
and  wards  of  Bellevue  Hospital,  and  in 
the  various  laboratories  and  bureaus  of  the 
New  York  City  Department  of  Health  de- 
voted to  venereal  disease  study. 

Physicians  at  present  engaged  in  health 
department  work  may  apply  either  directly 
to  the  office  of  the  dean  at  the  College  of 
Medicine,  477  First  Avenue,  New  York 
City,  or  through  their  state  health  depart- 
ments. Others  should  apply  directly  to 
the  College. 


ALUMNI  DAY  MEDICAL  PROGRAM 


The  New  York  University  College  of 
Medicine  announces  through  James  W.  Smith 
M.D.,  Secretary  of  the  Committees  on  Sci- 
ence, Education,  and  Entertainment  that 


Alumni  Day  will  be  celebrated  February  22. 
Many  prominent  medical  men  are  scheduled 
to  speak.  The  complete  program  will  be  pub- 
lished in  the  next  issue  of  this  Journal. 


Across  the  Desk 


“Freedom!  What  Crimes  are  Committed  in  thy  Name!” 


“Health  Freedom”  is  the  engaging  title 
attached  to  a proposed  amendment  to  the 
Constitution  of  Colorado  which  the  cultists 
of  the  state  are  working  tooth  and  nail  to 
get  adopted  at  this  year’s  election.  Its 
backers  must  have  37,000  signatures  to 
“initiate”  the  measure  and  assure  its  ap- 
pearance on  the  ballot,  and  Colorado  Medi- 
cine said  in  November  that  they  were  re- 
puted to  have  two- thirds  of  that  number 
then.  Colorado  medical  and  hospital  au- 
thorities expect  that  the  required  signa- 
tures will  be  obtained  by  the  corps  of  work- 
ers paid  to  get  them,  and  the  amendment 
will  face  the  voters  on  the  ballot  in  the 
fall. 

How  the  Colorado  physicians  feel  about 
it  may  be  gathered  from  this  biting  com- 
ment in  the  organ  of  that  State  Medical 
Society : 

So  they  call  it  the  “Health  Freedom  Amend- 
ment !” 

Yes,  it  has  to  do  with  Health,  all  right — 
it  would  endanger  the  health  of  every  citizen 
in  the  state,  particularly  the  poor  and  those 
in  any  type  of  state  institution. 

Yes,  it  has  to  do  with  Freedom,  too — free- 
dom from  prosecution,  for  every  quack,  crook 
and  charlatan  who  calls  himself  some  kind  of 
doctor  and  imposes  upon  the  credulous,  for  the 
amendment  would  repeal  all  the  protective 
health  and  healing  laws  built  up  by  previous 
generations — freedom,  yes,  the  same  kind  that 
exists  in  pure  anarchy. 

Merely  the  Opening  Battle 

Nor  is  Colorado  alone  in  danger.  Presi- 
dent Herbert  A.  Black,  M.D.,  of  the 
Colorado  Hospital  Association,  says  that 
the  state  has  been  selected  for  the  opening 
battle  “by  interests  national  in  extent.”  If 
they  win  there,  then  other  states  will  be 
attacked,  so  that  we  have  here  a matter  of 
acute  national  concern.  The  proposed 
amendment  reads : 

“Be  it  enacted  by  the  people  of  the  State  of 
Colorado;  The  Constitution  of  the  State  of 
Colorado  is  hereby  amended  to  include  therein 
the  following  Article ; 

“Section  1.  No  person  shall  be  denied  the 
exclusive  right,  to  choose  his  own  State  li- 
censed system  of  healing  and  doctor,  for  State 
required  examinations,  or  for  therapeutic  serv- 
ices in  connection  with  State  compensation  or 


other  insurance  benefits,  nor  to  choose  his  own 
State  licensed  system  of  healing,  and  to  have 
such  service  rendered  to  him  while  an  inmate, 
patient,  or  charge,  of  tax-supported  or  par- 
tially tax-supported  corrective,  therapeutic, 
eleemosynary,  or  other  public  institutions  in  the 
State. 

“Section  2.  No  profession  recognized  by  the 
State  shall  be  denied  the  exclusive  right  to 
examine,  license  and  regulate  the  practice  of 
its  own  members,  through  its  own  legally  con- 
stituted board  or  authority. 

“Section  3.  This  amendment  shall  be  self- 
executing, and  the  general  assembly  shall 
enact  such  regulatory  measures  as  are  nec- 
essary to  carry  out  its  purposes.” 

Would  Kill  Medical  Practice  Act 

This  amendment,  for  one  thing,  would 
nullify  Colorado’s  Basic  Science  Law,  less 
than  a year  old.  That  is  the  opinion  of  an 
eminent  legal  firm  engaged  by  the  State 
Medical  Society  to  study  its  possible  ef- 
fects. They  report: 

It  is  our  opinion  that,  if  this  constitutional 
amendment  be  adopted,  it  will : 

(1)  Definitely  destroy  the  basic  science  law 
passed  at  the  last  session  of  the  legislature. 

(2)  Repeal  virtually  the  entire  medical  prac- 
tice act  so  far  as  it  relates  to  the  qualifica- 
tions, examinations,  licensing,  regulation,  and 
control  of  those  who  desire  to  engage  in  the 
practice  of  medicine  and  surgery,  midwifery, 
and  chiropody. 

(3)  Will  destroy  all  state  statutes  providing 
for  the  examination,  licensing  and  regulation 
of  the  practice  of  members  of  every  profes- 
sion recognized  by  the  state. 

(4)  Will  preclude  all  future  action  by  this 
legislature  in  conflict  with  such  amendment 
providing  for  the  examination,  licensing  and 
regulation  of  the  practice  of  every  profession 
recognized  by  the  state. 

(5)  In  all  cases  in  which  mental  or  physical 
examinations  are  required  by  the  state  law 
or  regulations  of  the  board  of  health,  make 
it  possible  for  the  person  so  to  be  examined, 
to  demand  that  such  examination  be  made  by 
a doctor  of  any  state  licensed  school  of  heal- 
ing or  therapy  of  his  choosing. 

This  will  include  not  only  lunacy  inquisi- 
tions but  also  the  treatment  of  lunatics  after 
commitment,  the  treatment  of  all  persons  in 
any  legal  place  of  detention,  where  the  law  at 
present  provides  for  their  examination  and 
treatment. 
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Hospitals  Opened  to  Invasion 

“Every  hospital  in  the  state”  would  find 
itself  invaded  by  this  amendment,  declares 
President  Black.  To  quote: 

Let  us  consider  what  this  amendment  would 
do.  It  specifies,  “tax-supported  and  partially 
tax-supported  hospitals.”  Every  hospital  in 
the  state  comes  under  the  legal  definition  of 
“partially  tax-supported.”  Every  time  a pri- 
vate hospital  accepts  even  a single  patient 
whose  hospitalization  is  paid  for  by  city, 
county,  state  or  by  The  Workmen’s  Com- 
pensation Insurance  Fund,  that  hospital  then 
is  partially  tax-supported  for  that  year,  and 
therefore  it  is  evident  that  should  this  pro- 
posed amendment  become  a part  of  our  con- 
stitution, it  would  open  every  hospital  in  the 
state  to  chiropractors,  optometrists,  chiropo- 
dists, midwives,  naturopaths,  and  what  have 
you  ! 

“Scintillating  Pseudo-Science” 

A sample  plea  of  the  backers  of  this 
measure  is  interesting,  or,  as  Colorado 
Medicine  calls  it,  “a  sample  of  their  scintil- 
lating pseudo-science.”  Here  it  is: 

Did  you  know  that  the  majority  of  ordinary 
mental  cases  can  be  cured  by  chiropractic — 
that  40  to  60  per  cent  of  the  ‘hopeless’  cases 
in  psychopathic  hospitals  throughout  the  coun- 
try are  being  completely  cured,  despite  the 
fact  that  most  of  them  had  been  declared  in- 
curable— that  your  loved  ones  confined  in  the 
insane  asylum  in  Pueblo  and  tax  supported 
homes  for  child  mental  defectives  are  denied 
the  benefits  of  such  treatment — that  chiro- 
practic and  other  drugless  treatment  could  cure 
a very  large  percentage  of  them,  restore  them 
to  their  loved  ones  and  greatly  reduce  the 
expense  of  such  institutions  to  the  tax  payers? 
The  Health  Freedom  Amendment  makes  it  in- 
cumbent upon  the  authorities  to  supply  all 
recognized  drugless  methods,  as  well  as  medical 
treatment,  to  these  poor  helpless  victims. 

“Chaos  Worse  than  Babel” 

Other  states  are  taking  alarm  and  see 
the  Colorado  campaign  as  merely  the 
opener  of  a drive  that  may  become  national 
in  scope.  Thus  the  Illinois  Medical  Jour- 
nal prints  a leading  editorial  declaring  that 
this  “is  the  problem  of  every  state  in  the 
Union,  for  what  can  happen  in  Colorado 
can  and  will  happen  anywhere.”  It  ob- 
serves : 

Demonetization  of  silver  was  the  first  con- 
temporary disaster  to  overtake  the  grave 
western  state  of  Colorado,  and  to  break  down 
its  fences  for  progress.  Trouble  after  trouble 
has  since  overtaken  the  commonwealth — one  of 


the  younger  states  in  the  Union  since  its  ad- 
mission dates  back  only  as  far  as  1876.  In- 
dustrial arguments,  political  confusions,  dust 
storms  and  other  ebullitions  of  economics  or  of 
nature  are  followed  now  by  what  seems  to  be 
the  complete  communization  of  Colorado. 

New  legislation  would  appear  to  be  about 
to  sweep  away  the  bulk  of  the  safe  and  sane 
statutes  with  medicine  being  the  wooden  horse 
to  drag  the  enemy,  concealed  and  dangerous, 
within  the  gates,  and  the  cults  booting  the 
horse  from  behind.  Word  from  Colorado  an- 
nounces that  petitions  are  now  in  circulation 
throughout  Colorado’s  extensive  area  to  ini- 
tiate an  amendment  to  the  Constitution  of 
Colorado,  which  if  adopted  will  effectively  re- 
peal the  Medical  Practice  Act;  at  least  tem- 
porarily cancel  every  professional  license  in 
Colorado;  repeal  the  bulk  of  the  public  health 
laws,  destroy  the  Basic  Science  Law  and  open 
every  hospital  and  all  insurance  and  compensa- 
tion practice  to  every  conceivable  type  of  heal- 
ing cult.  What  price  the  confusion  of 
tongues  ? 

Chaos  worse  than  Babel  will  result  in  the 
professions  of  medicine,  law,  dentistry,  nurs- 
ing, engineering,  accounting  and  all  other  pro- 
fessions ad  infinitum  if  this  proposed  amend- 
ment goes  through.  It  is  expected  from  the 
number  of  signatures  already  obtained  to  the 
petitions  in  circulation  that  the  constitutional 
amendment  will  appear  on  the  ballot  for  the 
1938  general  election. 

The  amount  of  money  that  all  the  charlatan- 
istic  cults  are  pouring  into  this  effort  to 
achieve  this  sad  end  is  amost  beyond  the 
imagination.  Public  statements  of  the  back- 
ers of  the  endeavor  evidence  plainly  that  the 
chief  objects  in  view  are  the  destruction  of 
those  statutes  designed  to  protect  the  public  by 
licensing  professions  under  state  regulation, 
with  the  attack  of  course  primarily  against 
medicine,  which  it  must  be  confessed  looks 
much  like  a gentle  touch  from  Washington, 
D.  C.  Staid  Colorado  citizens — and  some  few 
such  remain — state  candidly  that  this  is  the 
most  vicious  attack  ever  aimed  in  Colorado 
at  medicine  and  public  health. 

This  is  the  rankest  of  medical  anarchy,  and 
it  is  not  Colorado’s  problem  alone.  It  is  the 
problem  of  every  state  in  the  Union,  for  what 
can  happen  in  Colorado  can  and  will  happen 
anywhere. 

Apathy  in  the  face  of  this  peril  will  be 
fatal,  declares  President  Black  of  the 
Colorado  Hospital  Association,  and  in  a 
neat  paraphrase  he  gave  a piece  of  advice 
that  fits  all  the  struggles  that  now  beset 
the  profession: 

111  fares  the  land  to  hastening  ills  a prey, 

Where  overconfidence  accumulates  and  men 

delay. 
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tioners. By  Oliver  S.  Ormsby,  M.D.  Fifth 
edition.  Quarto  of  1334  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1937.  Cloth, 
$12.00. 

Crippled  Children,  Their  Treatment  and 
Orthopedic  Nursing.  By  Earl  D.  McBride, 
M.D.,  and  Winifred  R.  Sink,  R.N.  Second 
edition.  Octavo  of  379  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1937. 
Cloth,  $3.50. 


REVIEWED 


Health  Education  of  the  Public.  A prac- 
tical Manual  of  Technic.  By  W.  W.  Bauer, 
M.D.  and  Thomas  G.  Hull.  Ph.D.  Octavo 
of  227  pages,  illustrated.  Philadelphia,  W. 
B.  Saunders  Company,  1937.  Cloth,  $2.50. 

This  book  certainly  should  be  valuable  to 
the  newcomer  in  the  field  of  health  educa- 
tion. It  covers  all  the  media  used,  and  dis- 
cusses them  pro  and  con.  Much  of  the 
material  presented  and  the  discussion  thereof 
is  in  the  nature  of  review  to  the  person 
experienced  in  the  dissemination  of  infor- 
mation to  the  public.  The  book  should  be 
extremely  valuable  to  physicians  finding 
themselves  on  public  health  and  relations 
committees  of  medical  societies,  and  to  phy- 
sicians acting  as  advisors  in  health  educa- 
tion to  organizations  such  as  schools, 
churches  and  the  like. 

One  is  disturbed  to  find,  in  a book  as 
small  as  this,  errors  in  proof-reading,  when 
preparation  of  material  and  its  proof-read- 
ing is  part  of  discussion  in  the  book  and 
its  publishers  have  for  years  been  noted  for 
the  excellence  of  their  material. 

Alec  N.  Thomson 


The  Little  Things  in  Life.  The  Vitamins, 
Hormones,  and  Other  Minute  Essentials 
for  Health.  By  Barnett  Sure,  Ph.D.  Oc- 
tavo of  340  pages.  New  York,  D.  Apple- 
ton-Century  Company,  1937.  Cloth,  $2.50. 

“The  Little  Things  in  Life”  by  Dr.  Bar- 
nett Sure  is  one  of  the  recent  additions  to 
the  Appleton  Popular  Health  Series.  It  is 
the  story  of  vitamins,  mineral  elements,  and 
ductless  glands  in  relation  to  nutrition  and 
health  of  man  told  to  the  lay  reader  in  non- 
technical language. 

This  volume  covers  these  fields  in  excep- 
tional detail,  and  includes  references  to 
work  done  up  to  the  time  of  going  to  press. 
The  author  has  made  use  of  a large  field  of 
literature.  He  gives  credit  to  individual 
workers  by  name  and  location,  and  makes 
free  use  of  reference  to  his  source  material. 

The  advisability  of  presenting  the  layman 
with  such  a large  mass  of  information, 
some  of  which  is  controversial,  is  ques- 
tioned. Too  much  is  written  for  the  gen- 
eral public  beyond  their  capacity  to  evaluate 
the  facts  presented. 

The  reviewer  considers  this  volume  an 
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excellent  piece  of  work  by  an  authority  in 
the  field  of  nutrition,  and  highly  recom- 
mends it  to  students  in  science  courses  and 
to  the  medical  profession — not  to  the  lay 

Pu^^c-  Paul  C.  Eschweiler 

Surgical  Treatment.  A Practical  Treatise 
on  the  Therapy  of  Surgical  Diseases.  By 
James  Peter  Warbasse,  M.D.  & Calvin  M. 
Smyth,  Jr.,  M.D.  Second  edition  in  three 
volumes.  Octavo,  illustrated.  Philadelphia, 
W.  B.  Saunders,  1937.  Cloth,  $35.00. 

The  first  edition  of  this  work  was  brought 
to  the  attention  of  the  profession  in  1918 
and  contained  at  that  time,  2,400  illustra- 
tions. The  second  edition,  which  has  been 
brought  up  to  date  and  revised,  is  well  illus- 
trated. Some  of  the  illustrations  are  in 
color,  which  adds  considerably  to  the  de- 
scriptive anatomy  on  the  various  parts  of 
the  body  under  discussion.  The  subject 
matter  has  been  divided  in  somewhat. similar 
manner.  As  in  the  previous  volumes,  ideas 
and  practices  which  have  become  antiquated 
since  the  first  edition  have  been  deleted  and 
modern  methods  substituted.  This  is  par- 
ticularly noticeable  in  the  chapters  on  frac- 
tures, tumors,  and  vascular  diseases.  The 
three  volumes  represent  an  excellent  at- 
tempt to  cover,  for  the  student,  the  entire 
subject  of  surgery,  from  anaesthesia  to  the 
economic  and  social  aspects  of  surgical  treat- 
ment. Under  the  last  mentioned  heading, 
competitive  practice,  group  practice,  culture 
of  the  surgeon,  etc.,  is  briefly  discussed. 

To  those  who  are  familiar  with  the  text 
of  the  first  edition  and  who  enjoyed  the 
detailed  description  of  practically  all  surg- 
ical procedures  of  that  date,  the  second  edi- 
tion, we  are  sure,  will  be  gratefully  re- 
ceived, for  Dr.  Smyth  in  collaboration  with 
Dr.  Warbasse,  has  given  us  a three  volume 
treatise  which  should  serve  the  surgical  pro- 
fession and  student  as  did  the  first  edition. 

Hebert  T.  Wikle 

Infantile  Paralysis  and  Cerebral  Diplegia. 

Methods  Used  for  the  Restoration  of  Func- 
tion. By  Elizabeth  Kenny.  Octavo  of  125 
pages,  illustrated.  Sydney,  Australia,  Angus 
& Robertson,  1937.  (Philadelphia,  P. 
Blakiston’s  Son.)  Cloth,  £1  Is.  Od. 

The  author  wishes  to  create  the  idea  that 
her  methods  of  treatment  are  new.  This  is 
unfortunate,  as  her  methods  are  really  well 
known,  but  very  rarely  used  thoroughly  as 
she  advocates.  Her  treatment  differs  from 
the  orthodox  treatment,  in  that  she  creates 
and  works  under  the  most  favorable  condi- 
tions and  equipment.  Her  favorable  results 
are  further  enhanced  because  she  provokes 
a cooperative  response  from  the  patient  by 
a strong  enthusiastic  personality  which  she 
seems  to  possess,  and  which  she  instills  in 


those  whom  she  trains  for  the  work.  Her 
criticism  of  the  so-called  orthodox  method 
of  treatment  is  not  true,  as  shown  by  her 
own  quotations  from  leading  medical  au- 
thorities that  she  uses  to  stress  the  value  of 
her  methods. 

The  book  is  valuable,  however,  in  show- 
ing that  a great  deal  can  be  done  for  para- 
lytic patients  when  treated  with  intelligence, 
perseverance  and  interest,  and  by  a strong 
personality  who  imparts  his  enthusiasm  to 
the  patient,  thus  obtaining  the  maximum  co- 
operation. 

We  would  recommend  that  individuals, 
especially  masseuse,  masseurs  and  nurses 
who  care  for  paralytics  read  this  book. 

Joseph  B.  L’Episcopo 

Hypnotic  Power.  Its  Cultivation,  Use, 
and  Application  to  Psychotherapy.  By  Colin 
Bennett.  Duodecimo  of  158  pages.  New 
York,  E.  P.  Dutton  & Company,  1937.  Cloth, 
$1.50. 

There  seems  to  be  a re-awakening  of  in- 
terest in  hypnosis.  Several  articles  and 
books  have  recently  appeared  for  both  lay 
people  and  physicians. 

The  book  under  discussion  is  written  ap- 
parently by  a layman  for  lay  consumption. 
It  tends  to  present  some  practical  features 
about  hypnosis  and  its  different  stages.  The 
presentation  itself  tends  to  stress  the  dra- 
matic feature  of  the  entire  phenomenon, 
but  the  value  of  the  book  will  depend  upon 
its  readers  and  the  use  to  which  they  will 
put  the  knowledge  gained  from  its  perusal. 

Irving  J.  Sands 

Introduction  to  Clinical  Psychology  for 
Students  of  Medicine,  Psychology  & Nurs- 
ing. By  Edward  M.  Westburgh,  Ph.D. 
Octavo  of  336  pages.  Philadelphia,  P.  Blak- 
iston’s Son  & Co.,  1937.  Cloth,  $3.50. 

This  book  has  been  written  for  the  benefit 
of  physicians  amongst  others,  who  may  be 
interested  in  the  correction  of  personality 
difficulties  and  in  keeping  individuals  men- 
tally adjusted. 

The  opening  chapter  deals  with  historical 
data  pertaining  to  psychology  and  psycho- 
analysis. The  next  treats  of  test  material, 
indicating  the  proper  method  of  interpreta- 
tion of  the  I.  Q.  Then  follows  a detailed 
discussion  of  the  affective  factors  involved 
in  personality,  such  as  sense  feeling  and 
instinct  feeling,  sentiment  and  interest  and 
various  mechanisms. 

The  second  part  of  the  book  deals  with 
some  fundamental  concepts  of  clinical  psv- 
chology,  and  is  a presentation  of  the  phil- 
osophic and  theoretic  structure  upon  which 
clinical  psychology  is  based. 

The  appendix  contains  an  outline  for  the 
clinical  study  of  personality,  tests  of  ability 
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and  achievement,  interest  and  personality- 
scales,  and  finally,  there  is  a selected  bibli- 
ography. 

This  book  will  be  of  use  mainly  to  the 
physician  interested  in  the  field  of  behavior. 

Stanley  S.  Lamm 

Artificial  Fever.  Produced  by  Physical 
Means;  Its  Development  and  Application, 
By  Clarence  A.  Neymann,  Associate  Pro- 
fessor of  Psychiatry,  Northwestern  Uni- 
versity Medical  School,  Honorary  Profes- 
sor. of  Medicine,  National  University  of 
Mexico,  C.R.B.  Exchange  Professor  of  the 
Universities  of  Ghent,  Liege,  Louvain  and 
Brussels,  Belgium.  Springfield,  Illinois; 
Charles  C.  Thomas,  1937  Pp.  294.  68  illus- 
trations, 21  tables.  Price  $6.00. 

Artificial  fever  for  therapeutic  purposes 
has  been  in  the  center  of  interest  for  several 
years  and  Dr.  Neymann  was  one  of  its 
pioneers.  He  and  Osborne  were  the  first 
ones  to  demonstrate  in  1929  the  practicability 
of  producing  fever  by  high  frequency  cur- 
rent in  man.  Neymann  has  worked  with 
tireless  energy  since  in  the  development  of 
all  phases  of  artificial  fever  treatment.  His 
volume  is  both  authoritative  and  critical. 
The  basic  theories  and  principles  of  artificial 
fever  treatment,  its  history,  its  physiology 
and  technic  are  presented  in  the  first 
chapters.  Separate  clinical  chapters  deal 
with  artificial  fever  treatment  of  dementia 
paralytica,  syphilis  of  the  central  nervous 
system,  primary  and  secondary  syphilis,  mul- 
tiple sclerosis,  chorea  minor,  arthritis,  gonor- 
rhea, asthma  and  other  diseases  and  there 
is  a bibliography  of  556  articles  on  fever 
therapy.  The  volume  is  well  illustrated  and 
typographically  excellent;  written  in  an  en- 
gaging style  by  an  excellent  clinician  it  fills 
a very  definite  need  and  should  be  welcomed 
by  general  practitioners  and  specialists  alike. 

Richard  Kovacs 

The  Laboratory  Diagnosis  of  Syphilis. 

The  Theory,  Technic,  and  Clinical  Interpre- 
tation of  the  Wassermann  and  Flocculation 
Tests  with  Serum  and  Spinal  Fluid.  By 
Harry  Eagle,  M.D.  Octavo  of  440  pages, 
illustrated.  St.  Louis,  The  C.  V.  Mosby 
Company,  1937.  Cloth,  $5.00. 

Animated  by  the  current  campaign  for 
its  eradication,  the  prominence  of  syphilis 
has  caused  many  phases  of  the  tests  for  its 
diagnosis  to  be  subjected  to  more  frequent 
and  critical  scrutiny.  The  serologist  and 
internist  do  not  always  concur.  This  book 
should  do  much  in  clearing  any  such  mis- 
understanding between  laboratory  worker 
and  clinical  diagnostician.  Serodiagnostic 
tests,  spinal  fluid  examinations  and  other 
tests  infrequently  performed  are  considered 
fully  within  one  cover  together  with  prac- 
tical discussions  concerning  their  clinical 


evaluation.  The  author’s  unity  of  develop- 
ment and  clarity  of  expression  make  com- 
prehensive a subject  usually  burdened  with 
vagueness. 


Step  by  step  critical  analyses  of  the 
processes  and  materials  underlying  sero- 
diagnosis  of  syphilis  are  developed  through 
their  historical  perspective  up  to  detailed 
technics,  three  complement-fixation  and  seven 
flocculation  reactions  being  given.  Of  major 
interest  to  the  diagnostician  and  therapist, 
however,  are  those  chapters  analyzing  di- 
rectly the  evaluating  factors  for  diagnosis 
and  continued  therapy.  They  should  at 
least  out-date  many  points  of  obsolescent 
belief  continued  and  engendered  by  laggard 
and  conflicting  literature. 

The  entire  volume  is  authoritative,  crit- 
ically discriminating,  and  thorough.  The 
forty-two  pages  of  bibliography  indicate 
its  completeness.  As  a clear  survey  and  as 
an  indicator  for  further  accomplishment, 
this  book  occupies  a pre-eminent  position  in 

lts  field'  Irving  M.  Derby 


Practical  Methods  in  the  Diagnosis  & 
Treatment  of  Venereal  Diseases.  For  Medi- 
cal Practitioners  and  Students.  By  David 
Lees,  F.R.C.S.  Third  edition  edited  and  re- 
vised by  Robert  Lees,  F.R.C.P.  Duodecimo 
of  608  pages,  illustrated.  Baltimore,  Wil- 
liam Wood  & Company,  1937.  Cloth,  $5.00. 

Robert  Lees,  together  with  three  other 
men  from  the  Edinburgh  Royal  Infirmary, 
has  edited  and  partially  rewritten  the  orig- 
inal textbook  on  venereal  diseases  by  David 
Lees.  It  contains  300  pages  on  syphilis  and 
250  pages  on  gonorrhea.  Small  sections  are 
devoted  to  the  lesser  venereal  diseases. 

The  book  will  be  of  use  to  the  medical 
practitioner  who  wants  to  know  how  to 
diagnose  and  how  to  treat  venereal  diseases. 
It  is  expressly  written  for  this  purpose;  it 
is  free  from  theorizing  and  is  filled  with 
practical  technical  information. 

In  the  discussion  of  syphilis,  stress  is  laid 
on  the  problems  of  diagnosis  and  therapy. 
There  are  many  excellent  illustrations  of 
the  external  pathological  characteristics  of 
the  disease.  Various  antisyphilitic  drugs  are 
described  (even  the  trade  names  are  given) 
and  their  indications  discussed. 

The  section  on  gonorrhea  covers  this 
disease  in  the  male  as  well  as  in  the  female 
and  in  children.  The  concepts  of  the  au- 
thors are  in  keeping  with  the  present 
widely  accepted  principle  of  nil  nocere. 
Newer  therapeutic  methods  are  not  included 
Hyperpyrexia  is  merely  mentioned,  and  the 
sulfanilamide  literature  apparently  came  too 
late  to  be  included  in  this  edition. 

There  are  two  appendices;  one  a pharma- 
copoeia of  arsenic  and  bismuth,  and  the 
other  a list  of  treatment  centers  for  venereal 
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diseases.  The  latter  includes  New  York 
City-  H.  L.  Wehrbein 

The  Principles  and  Practice  of  Clinical 
Psychiatry.  By  Morris  Braude,  M.D.  Oc- 
tavo of  382  pages.  Philadelphia,  P.  Blak- 
iston’s  Son  & Co.,  1937.  Cloth,  $4.00. 

Comparing  this  little  volume  of  practi- 
cal psychiatry  with  the  usual  textbook,  one 
must  confess  that  it  falls  rather  short  of 
the  mark.  There  is  a somewhat  curtailed 
and  run-of-the-mine  assembly  of  topics,  but 
nowhere  a coming  to  grips  with  the  prob- 
lems of  psychiatry  or  the  recent  forward 
strides  made  in  its  progress.  This  is  per- 
haps best  exemplified  in  a one  line  dis- 
cussion of  the  incidence  of  schizophrenia  as 
“the  most  common  mental  disease”.  Another 
glaring  error  is  the  quotation  of  quite  recent 
and  important  contributions  to  the  subject 
in  the  bibliography  which  are  not  even 
hinted  at  in  the  body  of  the  text.  This  has 
the  fatal  effect  of  outmoding  the  writing 
even  before  publication. 

On  the  other  hand,  the  book  tends  more 
nearly  to  what  the  Germans  are  so  fond 
of  calling  a compendium.  A practical  and 
serviceable  collection  of  the  essentials  of  a 
subject  should,  however,  be  strictly  pared 
down  to  the  teachable  and  accepted  facts. 
Dr.  Braude  serves  them  up  with  homilies 
or  clinical  asides  which  obscure  the  com- 
pendium character. 

It  is  the  impression  in  this  corner,  that 
the  author  has  summarily  set  down  a short, 
practical  course  in  clinical  psychiatry  and 
tried  to  fill  in  the  skeleton  with  too  little 

Sam  Parker 

Tumors  of  the  Nervous  System.  An  in- 
vestigation of  the  Most  Recent  Advances. 
Volume  XVI  of  a Series  of  Research  Pub- 
lications of  the  Association  for  Research 
in  Nervous  and  Mental  Disease.  Octavo 
of  493  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1937.  Cloth, 
$7.50. 

This  work  comprises  sixteen  chapters,  is 
fairly  well-integrated,  and  deals  with  various 
phases  of  the  tumor  problem. 

An  interesting  chapter  on  the  Meningio- 
mas by  Dr.  Joseph  Globus  contains  a simpli- 
fied classification  of  Meningeal  Neoplasms. 
The  chapter  dealing  with  the  “Long  Post- 
operative Survivals  in  Cases  of  Intracranial 
Tumor”  deserves  comment  because  of  its 
hope  producing  quality  and  its  tendency  to 
allay  the  discouraged  attitude  towards  brain 
tumors  in  general,  so  common  in  the  medi- 
cal profession. 

Most  of  the  book  deals  with  varied  con- 
siderations of  tumors  of  the  brain.  Two 
chapters  are  devoted  to  the  peripheral 


nerves.  Virtually  no  mention  is  made  of 
neoplasms  of  the  spinal  cord,  which  in  a 
book  of  this  scope  is  a serious  omission. 
The  volume  is  amply  illustrated,  a total  of 
213  plates  and  sixty-four  tables  being  used. 
Most  of  the  plates  deal  with  a histopatho- 
logical  portrayal  of  the  tumors  considered. 
The  chapter  by  Dyke  and  Davidoff  relating 
to  the  pneumencephalographic  diagnosis  of 
tumors  of  the  corpus  collosum  is  clarified 
merely  by  excellent  copies  of  appropriate 
x-ray  films. 

On  the  whole,  the  publication  attains  the 
same  level  found  in  other  volumes  of  the 
Association.  Harold  R.  Merwarth 

The  Cost  of  Adequate  Medical  Care.  By 

Samuel  Bradbury,  M.D.  Octavo  of  86  pages. 
Chicago,  University  of  Chicago  Press,  1937. 
Cloth,  $1.00. 

In  1933  the  Committee  on  Costs  of  Medi- 
cal Care  published  Bulletin  No.  22  by  Lee 
and  Jones  on  the  Fundamentals  of  Good 
Medical  Care.  In  that  Bulletin  the  authors 
gave  their  definitions  of  the  commonly  used 
terms  “adequate”  and  “scientific”  medical 
care  and  insisted  that  the  treatment  desired 
was  to  be  “good”  not  “ideal.”  The  expected 
incidence  of  disease  was  calculated,  and 
quantitative  estimates  of  services  required 
in  the  prevention,'  diagnosis  and  treatment 
of  diseases  and  physical  defects  were  made. 
Lee  and  Jones  did  not  study  the  financial 
aspects  of  their  subject. 

That  part  has  been  undertaken  by  Dr. 
Samuel  Bradbury,  and  is  now  published  in 
this  small  book.  For  his  study  of  costs  he 
has  used  the  minimum  fee  schedule  adopted 
by  the  Chicago  Medical  Society  in  1933-34. 
“The  calculated  number  of  services  required 
for  adequate  medical  care  as  defined  by  Lee 
and  Jones  multiplied  by  the  corresponding 
minimum  fees  in  the  adopted  schedule  gives 
-the  estimated  cost.”  In  the  study  Dr.  Brad- 
bury proves  many  interesting  items.  The 
relative  proposition  of  work  devolving  on 
the  general  practitioner  and  the  specialist, 
the  amount  of  time  required  of  each  to  per- 
form those  duties,  the  hospital,  nursing  and 
laboratory  needs  and  possible  preventive 
care  are  reviewed.  The  amounts  of  money 
that  would  (should?)  be  paid  by  a thousand 
people  are  submitted. 

. Based  on  the  standards  given  the  “serv- 
ices for  the  care  of  diseases  and  defects” 
would  cost  $63.53  per  person  annually  or 
approximately  $9,500,000,000  for  all  the 
people  in  this  country.  Forty-six  per  cent 
of  this  amount  would  be  for  physicians’  cost. 
Established  preventive  services  would  cost 
in  addition  $12.00  per  person.  For  the 
same  services  the  Committee  on  Costs  of 
Medical  Care  estimated  $2,400,000,000  per 
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year  and  listed  costs  per  person  varying 
from  $10.84  to  $30.00  for  ill-defined  “com- 
plete” care.  The  example  of  the  author 
in  offering  clearly-defined  terms,  and  in 
applying  a definite  schedule  is  very  inter- 
esting to  doctors,  and  should  be  to  those 
social  workers  undertaking  the  revolution 
of  medical  practice.  Seeking  increased 
medical  services  they  decry  and  would 
diminish  its  quality  for  purely  financial 
reasons,  and  would  accept  socialized  medi- 
cine, State  medicine  or  compulsory  insur- 
ance schemes  primarily  to  cut  down  the 
costs.  This  book  and  .its  contained  tables 
gives  a very  interesting  and  serviceable 
estimate  of  Cost  of  Adequate  Medical  Care 
on  a fee  for  service  basis. 

Thomas  A.  McGoldrick 

Handbook  of  Hygiene  for  Students  and 
Practitioners  of  Medicine.  By  Joseph  W. 
Bigger,  M.D.  Octavo  of  405  pages.  Balti- 
more, William  Wood  and  Company,  1937. 
Cloth,  $4.00. 

This  volume  fulfills  the  purpose  for  which 
it  was  intended,  namely:  to  supply  informa- 
tion concerning  hygiene  and  preventive 
medicine  for  students  of  medicine  and  gen- 
eral practitioners.  It  discusses  briefly, 
though  completely,  the  elements  of  hygiene, 
and  includes  the  phases  of  public  health 
that  are  of  practical  value. 

Occupational  hygiene  is  well  discussed, 
and  a chapter  on  Sanitation  and  Water 
Supply  is  especially  valuable. 

This  book  is  recommended  for  those  who 
wish  to  familiarize  themselves  with  hygiene 
and  public  health  without  taking  time  to 
delve  through  larger  works. 

Samuel  Zwerling 

A Mind  Mislaid.  By  Henry  Collins  Brown. 
Octavo  of  219  pages.  New  York.  E.  P. 
Dutton  & Co.,  1937.  Cloth,  $2.00. 

The  book  is  written  by  a cultured  gentle- 
man who  was  one  of  the  founders  of  the 
Museum  of  the  City  of  New  York,  and  who 
had  a definite  psychosis  later  in  life. 

He  dedicates  it  to  himself  in  admiration 
of  his  many  engaging  qualities.  He  relates 
his  experiences  at  the  Westchester  Division 
of  the  New  York  Hospital  (Bloomingdale 
Hospital)  in  a vivid  manner.  Many  anec- 
dotes relating  to  both  patients  and  physi- 
cians are  described.  It  is  an  interesting 
narrative  of  his  three  years’  residence  in  a 
mental  hospital. 

The  author  has  apparently  grasped  the 
outstanding  characteristics  of  many  of  his 
physicians,  and  this  makes  fascinating  read- 
ing for  those  who  happen  to  know  them. 

Irving  J.  Sands 


The  Harvey  Lectures  Delivered  Under 
the  Auspices  of  The  Harvey  Society  of 
New  York,  1936-37.  Series  XXX II.  Octavo 
of  245  pages,  illustrated.  Baltimore,  The 
Williams  & Wilkins  Company,  1937.  Cloth, 
$4.00. 

The  series  of  lectures  for  this  year,  repre- 
sent a compilation  of  important  recent  con- 
tributions to  the  physiology  of  metabolism, 
and  studies  of  the  nervous  system  with 
the  elucidation  in  each  lecture  of  its  clinical 
application. 

Penfield  in  his  lecture  on  Cerebral  Cortex 
and  Consciousness  discusses  his  remarkable, 
experimental  studies  of  brain  vocalization, 
performed  on  the  brain  in  the  course  of 
operation  under  local  anesthesia. 

Landis  summarizes  his  investigations  on 
The  Passage  of  Fluids  Through  the  Capil- 
lary Wall.  He  discusses  the  three  factors 
which  control  the  movement  of  fluids 
through  membranes,  the  size  of  the  filtering 
surface,  the  permeability  of  membranes,  and 
the  intracapillary  pressure. 

Ranson’s  lecture  on  Some  Functions  of 
the  Hypothalmus  is  a study  of  diabetes  and 
the  role  of  the  hypothalmus  in  the  control 
of  the  sympathetic  nervous  system. 

Schoenheimer,  in  a lecture  on  Inter- 
mediary Metabolism,  presents  a report  of 
his  investigations  of  this  phenomenon  with 
the  aid  of  heavy  hydrogen. 

The  remainder  of  the  series  consists  of 
papers  by  Madsen  on  the  Health  Organiza- 
tion of  the  League  of  Nations,  Gasser  on 
the  Control  of  Excitation  in  the  Nervous 
System,  Long  on  The  Influence  of  the  Pitui- 
tary and  Adrenal  Glands  upon  Pancreatic 
Diabetes  and  Sir  Henry  Dale’s  excellent 
talk  on  the  Transmission  of  Nervous  Effects 
by  A cetylch  oline. 

William  S.  Collens 

To  Drink  or  Not  to  Drink.  By  Charles 

H.  Durfee,  Ph.D.  Octavo  of  212  pages. 
New  York,  Longmans,  Green  and  Co.,  1937. 
Cloth,  $2.00. 

The  phase  of  alcohol  that  is  discussed  in 
this  book  is  as  it  relates  to  habit  formation. 
The  author  clearly  points  out  the  steps 
which  lead  the  individual  “to  the  escape.” 
Understanding  the  drinker  is  the  keynote 
of  the  volume,  which  devotes  itself  in  a 
most  serious  attempt  to  impress  the  reader 
with  the  need  for  a sympathetic  and  humani- 
tarian viewpoint  in  the  care,  treatment  and 
reeducation,  physical  and  mental  up-building 
of  the  “problem  drinker.”  This  book  is 
recommended  to  physician  and  layman  alike, 
for  it  “offers  insight,  hope  and  help  to  many 
drinkers,  their  families  and  friends.” 

Samuel  Zwerling 
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ANTIPNEUMOCOCCUS  RABBIT  SERUM  AS  A 
THERAPEUTIC  AGENT  IN  LOBAR  PNEUMONIA 

II.  Additional  Observations  in  Pneumococcus  Pneumonias 
of  Nine  Different  Types 

Frank  L.  Horsfall,  Jr.,  M.D.,  Kenneth  Goodner,  PhD.,  and 
Colin  M.  MacLeod,  M.D.,  New  York  City 
From  the  Hospital  of  the  Rockefeller  Institute  for  Medical  Research 


The  use  of  type  specific  antipneumococ- 
cus rabbit  serum  as  a therapeutic  agent 
in  lobar  pneumonia  has  been  reported 
in  previous  papers.1,2  The  various  theo- 
retical advantages  of  rabbit  antiserum, 
the  rationale  which  formed  the  basis  for 
its  clinical  trial,  and  the  results  obtained 
in  twenty-two  cases  of  lobar  pneumonia 
resulting  from  infection  with  pneumococ- 
cus Types  I,  II,  VII,  or  VIII  have  been 
presented. 

Since  the  publication  of  these  initial 
papers  additional  experience  has.  been 
gained  in  the  use  of  antipneumococcus 
rabbit  serum.  Up  to  the  present  time 
sixty-seven  patients  have  been  treated 
with  type  specific  antipneumococcus  rab- 
bit sera  prepared  in  this  laboratory. 

It  is  the  purpose  of  this  paper  to 
present  the  results,  obtained  in  the  entire 
group  of  sixty-seven  cases  of  lobar  pneu- 
monia which  have  been  treated  with  type 
specific  antipneumococcus  rabbit  serum. 
The  group  includes  forty-five  cases  of 
lobar  pneumonia  which  have  not  been 
previously  reported,  as  well  as  the  twenty- 
two  cases  described  in  an  early  paper.2 
Nine  different  types  of  pneumonia — I, 
II,  III,  V,  VI,  VII,  VIII,  XIV,  and 
XVIII — have  so  far  been  treated  with 
unconcentrated  homologous  antipneu- 
mococcus rabbit  serum. 


Methods 

Antisera:  Type  specific  antipneumococ- 
cus rabbit  sera  have  been  prepared  and 
tested  according  to  the  technic  described 
in  a previous  paper.3  It  has  been  found  to 
be  desirable  to  heat  the  antiserum  to  56°  C. 
for  thirty  minutes,  and  subsequently  to 
absorb  it  with,  sterile  kaolin  for  fifteen 
hours  at  4°C.  in  order  to  reduce  chill  pro- 
ducing substances.  It  has  also  been  found 
necessary  to  test  the  antiserum  after  it 
has  been  treated  in  the  manner  described, 
by  the  intravenous  injection  of  two  c.c. 
in  each  of  three  normal  rabbits,  according 
to  the  technic  described3  in  order  to  esti- 
mate the  reduction  in  chill  producing  sub- 
stances. As  was  indicated  previously3 
there  is  a very  close  correlation  between 
the  mean  thermal  reaction  produced  in  nor- 
mal rabbits  and  the  extent  of  the  chill 
reaction  caused  in  human  beings  by  the 
intravenous  injection  of  antipneumococcus 
rabbit  serum.  When  antisera  which  had 
been  treated  by  the  method  described  did 
not  cause  a significant  thermal  reaction  in 
rabbits,  no  chill  reaction  followed  the  intra- 
venous injection  of  these  antisera  in  pa- 
tients with  lobar  pneumonia.  This  correla- 
tion will  be  more  fully  discussed  below. 

Cases:  The  cases  in  this  series  have  been 
an  unselected  group  of  patients  with  lobar 
pneumonia.  In  so  far  as  it  has  been  pos- 
sible, the  clinical  study  and  the  care  of  the 
patients  has  been  identical  with  that  out- 
lined in  the  previous  paper.2  A complete 
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physical  examination  was  made  immediately 
after  admission  to  hospital.  The  physical 
signs  indicating  consolidation  of  one  or 
more  lobes  of  the  lung  were  confirmed  by 
x-ray  examination.  The  pneumococci  in 
the  sputum  were  typed  by  the  Neufeld 
technic  and  subsequently  the  type  was  con- 
firmed by  mouse  inoculation.  Blood  cul- 
tures were  taken  shortly  after  admission 
and  repeated  as  frequently  as  was  desir- 
able. As  soon  as  the  type  of  pneumococ- 
cus in  the  sputum  had  been  determined, 
tests  for  sensitiveness  to  rabbit  serum  were 
carried  out. 

Tests  for  Sensitiveness 

1.  Intradermal  test:  The  initial  experi- 
ence concerning  the  frequency  with  which 
falsely  positive  skin  tests  are  encountered 
after  the  intradermal  injection  of  .1  c.c. 
of  a 1:10  dilution  of  normal  rabbit  serum 
into  human  beings,2  has  been  confirmed 
by  subsequent  testing.  No  reliance  has 
been  placed  on  the  results  of  the  intrader- 
mal test  because  of  the  commoness  of  false 
positive  reactions  when  rabbit  serum  is 
used.  A markedly  positive  test  occasionally 
occurs  in  patients  subsequently  shown  not 
to  be  sensitive  to  rabbit  serum  on  intra- 
venous injection.  It  is  believed,  on  the  basis 
of  preliminary  tests,  that  the  number  of  false 
positive  reactions  can  be  reduced  by  substi- 
tuting normal  serum  diluted  1 : 100. 

2.  Conjunctival  test:  This  test  is  carried 
out  by  instilling  0.1  c.c.  of  a 1:10  dilution 
of  normal  rabbit  serum  into  one  conjunctival 
sac.  While  this  test  has  been  of  little  aid 
in  forming  judgment  as  to  sensitivity,  a 
positive  reaction  would  be  taken  as  an  indi- 
cation that  all  subsequent  procedures  should 
be  undertaken  with  the  greatest  caution. 

3.  Intravenous  test:  The  intravenous  test, 
however,  has  been  found  to  be  entirely 
satisfactory  and  no  patient  in  the  entire 
series  of  sixty-seven  patients  has  been 
found  to  show  any  evidence  of  sensitive- 
ness to  rabbit  antiserum  in  whom  the 
intravenous  test  was  negative.  In  four 
instances,  more  fully  described  below,  both 
the  clinical  history  and  previous  tests  with 
horse  serum  indicated  marked  sensitiveness 
to  the  serum  of  this  species.  In  two  of 
these  four  cases  the  intravenous  test  with 
rabbit  serum  was  entirely  negative,  and  in 
both  of  these  patients  a full  therapeutic  dose 
of  antiserum  was  given  in  one  injection 
without  the  production  of  untoward  symp- 
toms. In  the  other  two  cases,  however, 
the  intravenous  test  with  rabbit  serum  was 
strongly  positive.  Despite  this  fact,  it 
was  possible  to  give  a full  therapeutic  dose 
of  rabbit  antiserum  intravenously  by  be- 


ginning very  slowly  with  extremely  dilute 
antiserum,  and  with  great  caution  grad- 
ually increasing  the  concentration  of  the 
serum  injected. 

For  the  intravenous  test  for  sensitiveness 
it  has  been  the  routine  practice  to  inject 
.1  c.c.  of  the  therapeutic  rabbit  antiserum 
to  be  administered,  diluted  to  five  c.c. 
with  physiological  saline.  Although  this 
quantity  of  serum  injected  intravenously 
as  a test  dose,  caused  no  reaction  in  sixty- 
five  patients,  it  was  large  enough  to  pro- 
duce a moderately  severe  reaction  in  the 
two  patients  who  gave  definite  histories 
of  allergy  and  were  known  to  be  sensi- 
tive to  horse  serum.  It  would  undoubtedly 
be  safer,  as  a routine,  slowly  to  inject 
intravenously  .05  c.c.  of  rabbit  antiserum 
diluted  to  five  c.c.  with  physiological  saline. 
In  cases  where  a suggestive  history  of 
allergy  is  elicited,  or  where  hypersensi- 
tiveness to  the  serum  of  another  species 
is  demonstrated,  it  would  seem  wise  to 
inject  not  more  than  .01  c.c.  of  rabbit  anti- 
serum diluted  to  five  c.c. 

A positive  reaction  to  the  intravenous 
test  is  manifested  by  a decrease  in  the 
arterial  systolic  pressure  of  fifteen  mm. 
of  Hg.  or  more,  and  an  increase  in  the 
cardiac  rate  of  fifteen  beats  per  minute  or 
more,  both  occurring  within  five  minutes 
or  less  after  the  injection  of  the  test  dose 
of  antiserum.  The  test,  under  the  condi- 
tions stated,  gives  distinct  and  sharply 
defined  results.  In  sixty-five  cases  the 
intravenous  test  was  entirely  negative,  that 
is  there  was  either  no  change  in  the  arter- 
ial pressure  and  the  cardiac  rate,  or  the 
alterations  in  both  were  so  slight  as  to  be 
insignificant.  On  the  other  hand,  in  two 
cases  the  test  was  markedly  positive  as 
manifested  by  the  usual  rapidly  occurring 
and  dramatic  signs  of  mild  shock,  accom- 
panied by  a sharp  fall  in  arterial  pressure 
and  a marked  rise  in  cardiac  rate.  In 
none  of  the  sixty-five  patients  in  whom  the 
intravenous  test  was  negative  did  there 
develop  symptoms  suggesting  any  sensi- 
tiveness to  rabbit  serum  during  or  after 
the  administration  of  the  full  therapeutic 
dose. 

Administration  of  antiserum:  One  half 
hour  after  the  intravenous  test  for  sensi- 
tiveness to  rabbit  serum  had  been  shown 
to  be  negative,  the  therapeutic  administra- 
tion of  antiserum  was  begun.  Undiluted 
antipneumococcus  rabbit  serum  has  been 
given  intravenously  throughout  these  stud- 
ies. The  rate  of  injection  of  the  antiserum 
has  been  quite  rapid  in  most  instances. 
One  hundred  and  twenty  c.c.  of  antiserum 
may  be  injected  safely  intravenously  in 
ten  minutes.  As  much  as  three  hundred 
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c.c.  have  been  given  in  this  short  period 
without  producing  discomfort.  In  the  last 
fifty  cases  an  effort  has  been  made  to  give 
an  adequate  therapeutic  quantity  of  anti- 
serum in  a single  injection.  It  has  been 
found  that  the  oral  administration  of  ace- 
tyl salicylic  acid  just  prior  to  the  injection 
of  rabbit  antiserum,  as  was  previously 
suggested,3  is  advisable  even  if  the  antiserum 
has  been  shown  by  intravenous  tests  in 
rabbits  to  be  free  of  signficant  amounts 
of  chill  producing  substance. 

Of  the  sixty-seven  cases  of  lobar  pneu- 
monia which  have  been  treated  with 
unconcentrated  type  specific  antipneu- 
mococcus rabbit  serum  prepared  in  this 
laboratory,  thirty-nine  have  been  treated 
in  the  Hospital  of  the  Rockefeller  In- 
stitute, sixteen  in  the  Harlem  Hospital, 
six  in  the  Babies  Hospital,  (New  York 
City),  two  in  the  Albany  Hospital, 
Albany,  N.  Y.,  and  one  each  in  the  New 
York  Hospital,  the  Presbyterian  Hos- 
pital (New  York  City),  the  Plainfield 
Hospital,  N.  J.,  and  the  Middletown 
Hospital,  N.  Y.* 

Because  lobar  pneumonia  is  not  one 
disease,  but  a group  of  specific  infec- 
tious diseases,9  each  of  which  has  a dif- 
ferent etiology  and  a different  specific 
treatment,  it  is  important  to  consider 
the  patients  treated  with  type  specific 
antipneumococcus  rabbit  serum  in 
groups  according  to  the  etiology  of  the 
infection. 

Type  I 

Twenty-five  patients  with  Type  I 
pneumonia  have  been  treated  with  un- 
concentrated Type  I antipneumococcus 
rabbit  serum.  This  group  includes  the 
ten  patients  with  Type  I pneumonia  previ- 
ously reported.2  In  Table  I are  presented 
the  chief  facts  concerning  this  group  of 
cases  with  lobar  pneumonia.  It  will  be 
observed  that  of  the  twenty-five,  only 
four  were  females. 

*We  wish  to  express  our  sincere  appreciation 
for  the  courtesy  and  generous  cooperation  that 
has  been  shown  us  by  the  staffs  of  these  various 
institutions.  We  are  particularly  grateful  to 
Dr.  Harriet  Alexander,  Dr.  Richard  T.  Beebe, 
Dr.  Jesse  G.  M.  Bullowa,  Dr.  John  B.  Caffey, 
Dr.  Howard  R.  Craig,  Dr.  Yale  Kneeland,  Jr., 
Dr.  Rustin  McIntosh,  Dr.  Thomas  Ordway,  Dr. 
Dan  Witt,  Dr.  Arthur  W.  Wright,  and  Dr. 
F.  Howell  Wright  for  their  kindness  in  allowing 
us  Jo  publish  the  results  of  the  treatment  of 
their  cases  with  unconcentrated  antipneumococ- 
cus rabbit  serum. 


The  average  age  of  the  group  was 
thirty-three  years,  and  included  in  the 
series  are  two  children  aged  six  and 
eight  years  respectively.  Consolidation 
of  two  or  more  lobes  occurred  in  nine 
cases,  and  in  four  cases  it  was  bilateral. 
Type  I pneumococcus  bacteremia  was 
present  in  eleven  cases.  Pleural  exudates 
infected  with  Type  I pneumococci  were 
encountered  in  two  cases.  Type  I anti- 
pneumococcus rabbit  serum  therapy  was 
begun  on  an  average  of  seventy-seven 
hours  after  the  onset  of  the  disease;  in 
two  cases  it  was  delayed  for  220  and  330 
hours  respectively. 

Four  patients  in  this  series  had  been 
found  to  be  extremely  hypersensitive  to 
horse  serum.  In  two  of  these  four 
patients  there  was  no  evidence  of  hyper- 
sensitiveness to  rabbit  serum,  while 
the  other  two  were  markedly  hypersensi- 
tive to  both  horse  and  rabbit  serum.  Even 
in  the  latter  two  cases,  however,  it  was 
possible  to  give  full  therapeutic  quantities 
of  rabbit  serum  intravenously  in  a rela- 
tively short  period  of  time.  This  was  ac- 
complished by  the  following  technic : 
Into  the  tube  of  a continuously  flowing 
glucose- saline  intravenous  infusion  in- 
creasing quantities  of  diluted  rabbit  anti- 
serum were  injected.  The  initial  rate  of 
.0001  c.c.  of  antiserum  per  minute  was 
doubled  every  ten  minutes,  and  in  this 
way  within  a period  of  three  hours  the 
full  quantities  of  antiserum  were  given 
without  any  reaction. 

In  the  whole  group  a mean  quantity  of 
134  c.c.  of  unconcentrated  Tyoe  I anti- 
serum was.  injected  intravenously  per 
case.  The  average  time  which  elapsed 
between  the  intravenous  test  dose  and  the 
completion  of  serum  therapy  in  the  last 
twenty-two  cases  has  been  but  five  hours. 

The  acute  signs  of  the  disease,  as 
judged  by  the  temperature,  pulse  and 
respiratory  rates,  have  disappeared  on  the 
average  nineteen  hours  after  the  institu- 
tion of  serum  therapy.  Thirteen  cases 
received  an  adequate  therapeutic  quan- 
tity of  serum  in  a single  intravenous  in- 
jection and  in  this  group  the  average 
period  from  the  beginning  of  serum 
therapy  until  the  completion  of  crisis  was 
but  seven  hours. 

The  two  patients  with  infected  pleural 
exudates  must  be  considered  separately. 
Both  of  these  cases  had  Type  I pneumo- 
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Table  I — Type  I Pneumonia  Treated  With  Type  I Antipneumococcus  Rabbit  Serum 


Serum 

Crisis 

Lobes 

Infected 

hours 

hours 

consoli- 

Bacter- 

Pleural 

after 

Serum 

after 

Cast  number 

Sex 

Age 

dated 

emia 

exudate 

onset 

c.c. 

serum 

Result* 

1 

....  M 

57 

3 

+ 

+ 

63 

112 

95 

R 

2 

. . . . F 

36 

3 

+ 

0 

101 

115 

24 

R 

3 

. . . . M 

30 

2 

+ 

0 

15 

220 

39 

R 

4 

....  M 

8 

1 

0 

0 

39 

32 

12 

R 

5 

. . . . M 

54 

1 

+ 

0 

44 

160 

10 

R 

6 

....  M 

29 

2 

+ 

0 

47 

117 

15 

R 

7 

....  M 

46 

1 

0 

0 

30 

140 

14 

R 

8 

. . . . F 

39 

1 

+ 

0 

34 

140 

14 

R 

9 

. . . . M 

43 

1 

+ 

0 

35 

90 

6 

R 

10 

. . . . F 

50 

1 

+ 

0 

14 

120 

5 

R 

11 

. . . . M 

43 

1 

0 

0 

36 

120 

8 

R 

12 

....  M 

25 

1 

0 

0 

120 

120 

8 

R 

13 

. . . . M 

16 

1 

0 

0 

28 

118 

2 

R 

14 

. . . . F 

23 

1 

+ 

0 

108 

120 

8 

R 

15 

....  M 

38 

2 

+ 

0 

52 

340 

42 

R 

16 

. . . . M 

29 

1 

0 

0 

100 

120 

4 

R 

17 

....  M 

38 

1 

0 

0 

76 

120 

4 

R 

18 

, . . . M 

23 

1 

0 

0 

54 

120 

4 

R 

19 

, . . . M 

56 

1 

0 

0 

52 

100 

8 

R 

20 

...  M 

6 

3 

+ 

+ 

220 

72 

98 

R 

21 

. ...  M 

14 

1 

0 

0 

76 

80 

— 

D 

22 

...  M 

47 

2 

0 

0 

150 

140 

8 

R 

23 

, . . . M 

14 

2 

0 

0 

60 

120 

6 

R 

24 

, . . . M 

29 

2 

0 

0 

330 

120 

20 

R 

25 

...  M 

21 

1 

0 

0 

50 

315 

34 

R 

Average 

33 

77 

134 

19 

Per  cent 

4 

Table  II  — Type  II  Pneumonia  Treated  With  Type  II  Antipneumococcus  Rabbit  Serum 


Case  number 

Sex 

Age 

Lobes 

consoli- 

dated 

Bacter- 

emia 

1 nfecled 
Pleural 
exudate 

Serum 

hours 

after 

onset 

Serum 

c.c. 

Crisis 

hours 

after 

serum 

Result* 

1. 

....  F 

60 

1 

+ 

+ 

50 

229 

48 

D 

2. 

. . . . F 

36 

1 

0 

0 

52 

155 

80 

R 

3. 

...  M 

19 

2 

0 

+ 

49 

268 

68 

R 

4. 

....  M 

50 

2 

0 

0 

145 

210 

6 

R 

5. 

. . . . M 

27 

1 

0 

0 

30 

200 

10 

R 

6. 

....  F 

40 

1 

0 

0 

80 

450 

60 

R 

7. 

. . . . M 

42 

1 

0 

0 

146 

252 

14 

R 

8. 

. . . . M 

46 

1 

0 

0 

76 

222 

24 

R 

9. 

....  M 

42 

2 

0 

0 

3 

220 

72 

R 

10. 

. . . . M 

35 

1 

0 

0 

48 

42 

24 

R 

Average 

40 

7? 

68 

225 

41 

Per  cent 

77 

10 

* R indicates  recovery.  D indicates  death. 

coccus  bacteremia.  The  first  was  a male 
of  fifty-seven  years.  Serum  therapy  was 
commenced  on  the  third  day  of  the  dis- 
ease. Type  I antibody  of  rabbit  origin 
became  demonstrable  in  the  pleural 
exudate,  and  subsequently  the  pneumo- 
cocci disappeared.  Empyema  did  not  de- 
velop. The  second  patient  was  a male, 
aged  six.  Serum  therapy  was  commenced 
on  the  ninth  day  of  the  disease.  The 


infection  of  the  pleural  exudate  was  not 
controlled  and  empyema  necessitating 
surgical  drainage  developed.  Serum 
sickness  occurred  in  two  cases. 

Twenty- four  cases  recovered  and  one 
died,  a mortality  rate  of  four  per  cent. 
The  single  death  in  the  series  occurred 
in  a male  aged  fourteen,  three  hours  after 
the  onset  of  an  extremely  severe  chill  re- 
action. 
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Type  II 

Ten  patients  with  Type  II  pneumonia 
have  been  treated  with  unconcentrated 
Type  II  antipneumococcus  rabbit  serum. 
This  group  includes  the  four  patients  with 
Type  II  pneumonia  previously  reported.2 
In  Table  II  are  presented  the  salient 
facts  concerning  this  group  of  cases.  It 
will  be  noted  that  of  the  ten  patients, 
three  were  females  and  seven  were  males. 
The  average  age  of  the  group  was  forty 


years.  Consolidation  of  two  or  more 
lobes  occurred  in  three  cases.  Type  II 
pneumococcus  bacteremia  was  present  in 
one  case.  Pleural  exudates  infected  with 
Type  II  pneumococcus  were  encountered 
in  two  cases. 

Type  II  antipneumococcus  rabbit  serum 
therapy  was  commenced  on  an  average 
of  sixty-eight  hours  after  the  onset  of 
the  disease.  It  seems  important  to  point 
out  that  two  cases  in  this  series  were  in 
the  fourth  day  of  the  disease,  while  two 


Table  III  — Type  III  Pneumonia  Treated  With  Type  III  Antipneumococcus  Rabbit  Serum 


Case  number 

Sex 

Age 

Lobes 

consoli- 

dated 

Bacter- 

emia 

Infected 

Pleural 

exudate 

Serum 

hours 

after 

onset 

Serum 

C.C. 

Crisis 

hours 

after 

serum 

Result* 

1 

....  M 

2 

1 

0 

0 

84 

115 

40 

R 

2. 

....  M 

5 

1 

0 

0 

96 

123 

104 

R 

3. 

....  M 

45 

1 

+ 

+ 

170 

221 

— 

D 

4. 

....  M 

53 

3 

+ 

0 

100 

355 

— 

D 

5. 

....  F 

6 

2 

0 

0 

160 

150 

12 

R 

6. 

....  F 

58 

3 

0 

0 

36 

260 

— 

D 

7. 

....  F 

52 

1 

+ 

0 

103 

390 

39 

R 

8. 

....  F 

72 

2 

0 

0 

48 

281 

— - 

D 

9. 

....  M 

35 

1 

0 

0 

25 

75 

16 

R 

10. 

....  F 

60 

2 

0 

0 

52 

240 

— ■ 

R 

11. 

....  F 

57 

3 

0 

0 

48 

482 

300 

R 

12. 

....  F 

49 

1 

0 

0 

18 

385 

47 

R 

13. 

....  F 

64 

3 

+ 

0 

42 

508 

— 

D 

Average 

77 

54 

77 

77 

77 

75 

320 

79 

77 

Per  cent 

46 

Table  IV  — Type  V Pneumonia  Treated  With  Type  V Antipneumococcus  Rabbit  Serum 


Serum  Crisis 

Lobes  Infected  weeks  days 

consoli-  Bacter-  Pleural  after  Serum  after 
Case  number  Sex  Age  dated  emia  exudate  onset  c.c.  serum  Result* 

1 M 2 2 0 + 2 190  4 R 

Type  VI  Treated- with  Type  VI  Antipneumococcus  Rabbit  Serum 

1  M 13™  3 + + 5 50  1 R 

2  M 15™  2 + + 9 100  1 R 


Table  V — Type  VII  Pneumonia  Treated  With  Type  VII  Antipneumococcus  Rabbit  Serum 


Case  number 

Sex 

Age 

Lobes 

consoli- 

dated 

Bacter- 

emia 

1. 

....  M 

35 

1 

+ 

2. 

. . . . M 

32 

1 

0 

3. 

. . . . M 

60 

1 

0 

4. 

....  F 

68 

2 

0 

5. 

. . . . F' 

54 

1 

0 

6. 

. . . . F 

39 

1 

0 

— 

— 

— 

— 

Average 

48 

Per  cent 

Infected 

Pleural 

Serum 

hours 

after 

Serum 

Crisis 

hours 

after 

exudate 

onset 

c.c. 

serum 

Result* 

0 

37 

164 

39 

R 

0 

34 

122 

11 

R 

0 

28 

150 

9 

R 

0 

34 

224 

40 

R 

0 

98 

164 

9 

R 

0 

100 

140 

8 

R 

— 

■ 

— 

— 

— 

55 

160 

17 

— 

— — 

— 

— 

— 

0 

* R indicates  recovery. 


D indicates  death. 
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other  cases  were  in  the  sixth  day  when 
Type  II  rabbit  serum  therapy  was  begun. 
A mean  quantity  of  225  c.c.  of  uncon- 
centrated Type  II  antiserum  was  injected 
intravenously  per  case.  The  acute  signs 
of  the  disease,  as  indicated  by  the  tem- 
perature, pulse  and  respiratory  rates,  dis- 
appeared on  an  average  of  forty-nine 
hours  after  the  institution  of  serum 
therapy.  Serum  sickness  occurred  in  six 
cases. 

The  two  patients  with  infected  pleural 
exudates  must  again  be  considered  indi- 
vidually. In  one  patient,  a male  of  nine- 
teen years,  serum  therapy  was  begun  on 
the  third  day  of  the  disease.  Type  II 
antibody  of  rabbit  origin  became  demon- 
strable in  the  infected  exudate  and  subse- 
quently the  pneumococci  disappeared. 
Empyema  did  not  occur.  In  the  other 
patient,  a female  of  sixty  years,  serum 
treatment  was  started  on  the  third  day 
of  the  disease.  The  infected  exudate  did 
not  become  sterile  and  empyema,  neces- 
sitating surgical  drainage,  developed. 

Nine  cases  recovered  and  one  died — a 
mortality  rate  of  ten  per  cent.  The  single 
death  in  this  series  occurred  five  weeks 
after  the  onset  of  the  disease  and  re- 
sulted from  the  rupture  of  an  aneurysm 
of  the  thoracic  aorta  into  the  empyema 
cavity. 

Type  III 

Thirteen  patients  with  Type  III  pneu- 
monia have  been  treated  with  unconcen- 
trated Type  III  antipneumococcus  rabbit 
serum.  In  Table  III  are  presented  the  re- 
sults obtained  in  this  group  of  cases.  Of 
the  thirteen  patients,  three  were  children 
aged  two,  five,  and  six  years.  All  three 
children  had  bilateral  Type  III  otitis 
media.  The  average  age  of  the  ten  adult 
cases  was  fifty-four  years.  Among  the 
thirteen  cases  there  were  seven  with  con- 
solidation of  two  or  more  lobes.  Four 
cases  had  Type  III  pneumococcus  bac- 
teremia. One  pleural  exudate  infected 
with  Type  III  pneumococcus  was  encoun- 
tered. Auricular  fibrillation  occurred  in 
four  patients,  and  eight  were  sufficiently 
ill  to  require  oxygen  therapy. 

Serum  therapy  was  instituted  on  an 
average  of  fifteen  hours  after  the  onset 
of  the  disease.  A mean  quantity  of  320 
c.c.  of  unconcentrated  Type  III  anti- 
pneumococcus rabbit  serum  was  given  to 


the  ten  adult  cases,  and  129  c.c.  to  the 
three  children.  In  those  who  recovered, 
the  acute  signs  of  the  disease  disappeared 
at  an  average  of  seventy-nine  hours  after 
the  beginning  of  serum  therapy.  Serum 
sickness  occurred  in  six  patients. 

Seven  patients  recovered,  and  six  pa- 
tients died — a mortality  rate  of  forty-six 
per  cent.  The  three  children  were  among 
the  patients  who  recovered.  One  adult 
female  of  fifty-two  years,  who  had  Type 
III  pneumococcus  bacteremia,  also  recov- 
ered. 

Two  patients  deserve  special  atten- 
tion. The  first  was  a male  of  forty-five, 
who  besides  being  alcoholic  was  admitted 
in  a moribund  condition  on  the  seventh 
day  of  the  disease.  This  patient  had  Type 
III  pneumococcus  bacteremia  and  em- 
pyema, and  lived  for  only  eighteen  hours 
after  admission.  The  second  was  a fe- 
male of  seventy-two,  who,  eighteen  hours 
after  the  injection  of  281  c.c.  of  anti- 
serum sustained  a critical  drop  to  normal 
in  temperature,  pulse  and  respiratory 
rates.  This  state  was  maintained  for 
thirty-eight  hours,  at  the  end  of  which 
time  the  blood  pressure  rose  sharply  to 
220/140.  The  patient  had  been  known  to 
have  had  hypertension  prior  to  the  de- 
velopment of  pneumonia.  Shortly  after 
the  sudden  rise  in  blood  pressure  there 
developed  signs  of  an  intracerebral 
hemorrhage  and  death  promptly  followed. 

Type  V and  VI 

One  case  of  Type  V pneumonia  and 
two  cases  of  Type  VI  have  been  treated 
with  unconcentrated  homologous  antipneu- 
mococcus rabbit  serum.  The  chief  find- 
ings in  these  three  cases  are  shown  in 
Table  IV.  The  ages  of  these  three  pa- 
tients were  two  years,  thirteen  and  fifteen 
months  respectively..  All  had  consolida- 
tion of  two  or  more  lobes.  Both  cases 
with  Type  VI  pneumonia  had  Type  VI 
pneumococcus  bacteremia.  In  two  cases, 
one  of  Type  V and  the  other  of  Type  VI, 
homologous  pneumococcus  empyema  was 
present  before  serum  therapy  was  started, 
and  in  the  Type  VI  case  the  empyema 
was  bilateral.  In  the  other  Type  VI  case 
there  was  a pleural  exudate  infected  with 
Type  VI  pneumococcus.  In  each  instance 
antipneumococcus  rabbit  serum  therapy 
was  commenced  very  late  in  the  disease. 
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The  interval  which  had  elapsed  from  the 
onset  of  the  disease  until  serum  was  in- 
jected was  thirteen  days,  five  and  nine 
weeks  respectively.  The  average  quantity 
of  unconcentrated  rabbit  antiserum  which 
was  given  intravenously  was  113  c.c.  per 
case.  After  the  administration  of  anti- 
serum bacteremia  disappeared  in  both 
Type  VI  cases,  there  was  a striking 
clinical  improvement  within  twenty-four 
hours.  In  the  Type  V case  there  was  as 
definite  but  less  rapid  improvement. 
Serum  sickness  did  not  develop  in  any 
of  these  cases.  Both  of  the  patients  in 
whom  empyema  was.  present  before 
serum  was  administered,  underwent  rib 
resection  and  surgical  drainage  of  the 
infected  pleural  cavity.  In  the  other 
case,  in  which  the  pleural  exudate  was 
infected  with  Type  VI  pneumococcus, 
the  pneumococci  disappeared  from  the 
exudate  after  the  administration  of  anti- 
serum and  empyema  did  not  develop.  All 
three  cases  recovered. 

Type  VII 

Six  patients  with  Type  VII  pneumonia 
have  been  treated  with  unconcentrated 
Type  VII  antipneumococcus  rabbit  serum. 
This  group  includes,  three  patients  with 
Type  VII  pneumonia  previously  re- 
ported.2 The  more  important  facts  con- 
cerning this  group  of  cases  are  shown  in 
Table  V.  The  average  age  in  this  group 
was  forty-eight.  One  patient  had  con- 
solidation of  two  lobes,  and  another  had 
Type  VII  pneumococcus  bacteremia.  One 
patient  developed  auricular  fibrillation. 

On  an  average,  serum  therapy  was 
commenced  fifty-five  hours  after  the 
outset  of  the  disease.  In  two  patients 
serum  was  not  administered  until  the 
fourth  day  of  the  disease.  A mean  quan- 
tity of  160  c.c.  of  unconcentrated  Type 
VII  rabbit  antiserum  was  injected  intra- 
venously per  case.  The  acute  signs  of 
the  disease  disappeared  on  an  average  of 
seventeen  hours,  after  the  institution  of 
serum  therapy.  Two  patients  received  an 
adequate  therapeutic  quantity  of  anti- 
serum in  a single  injection.  In  these 
two  cases  the  periods  from  the  adminis- 
tration of  serum  to  the  completion  of 
crisis  were  nine  and  eight  hours.  Serum 
sickness'  developed  in  five.  All  six  re- 
covered. 


Type  VIII 

Seven  patients  with  Type  VIII  pneu- 
monia have  been  treated  with  unconcen- 
trated Type  VIII  antipneumococcus  rab- 
bit serum.  This  group  includes  five  with 
Type  VIII  pneumonia  previously  re- 
ported.2 The  chief  findings  in  this  group 
of  cases  are  shown  in  Table  VI.  The 
average  age  of  the  group  was  forty.  Con- 
solidation of  two  lobes  occurred  in  two 
patients.,  and  Type  VIII  pneumococcus 
bacteremia  occurred  in  two  other  patients. 
Serum  therapy  was  begun  on  an  average 
of  thirty-five  hours  after  the  onset  of 
the  disease.  A mean  quantity  of  160  c.c. 
of  unconcentrated  Type  VIII  rabbit  anti- 
serum was  injected  intravenously  per 
case.  The  acute  signs  of  the  disease  dis- 
appeared on  an  average  of  nineteen  hours 
after  the  institution  of  serum  therapy. 
Three  cases  were  given  an  adequate  thera- 
peutic quantity  of  antiserum  in  a single 
injection  and  in  these  cases  the  average 
interval  from  the  administration  of  serum 
to  the  completion  of  crisis  was  nine  hours. 
Serum  sickness  developed  in  four.  All 
seven  recovered. 

Type  XIV  and  XVIII 

Two  patients  with  Types  XIV  and  one 
with  Type  XVIII  pneumonia  have  been 
treated  with  unconcentrated  homologous 
antipneumococcus  rabbit  serum.  The 
salient  facts  concerning  these  cases  are 
shown  in  Table  VII.  The  two  patients 
with  Type  XIV  pneumonia  were  fifty- 
three  and  twenty-five  years  of  age  re- 
spectively. The  patient  with  Type  XVIII 
was  twenty-one  years  of  age  and  was  suf- 
ficiently ill  to  require  oxygen  therapy. 
All  three  patients  had  consolidation  of 
but  one  lobe.  Bacteremia  was  not  pres- 
ent in  any  of  the  cases.  In  the  cases  with 
Tyoe  XIV,  serum  therapy  was  begun  on 
the  second  and  the  fourth  day  after  the 
onset  of  the  disease.  To  these  two  cases, 
360  and  180  c.c.  of  unconcentrated  Type 
XIV  rabbit  antiserum  were  given.  The 
acute  signs  of  the  disease  disappeared 
sixty  and  forty-nine  hours  after  the  be- 
ginning of  serum  therapy.  Both  patients 
recovered.  Serum  sickness  did  not  occur. 
In  the  Type  XVIII  case,  serum  therapy 
was  begun  forty-eight  hours  after  the 
onset  of  the  disease  and  332  c.c.  of  un- 
concentrated serum  were  given  intra- 
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Table  VI  — Type  VIII  Pneumonia  Treated  With  Type  VIII 
Antipneumococcus  Rabbit  Serum 


Serum 

Crisis 

Lobes 

Infected 

hours 

hours 

consoli-  Bacter- 

Pleural 

after 

Serum 

after 

Case  number  Sex 

Age 

dated  emia 

exudate 

onset 

c.c. 

serum 

Result* 

1 F 

52 

1 + 

0 

23 

185 

33 

R 

2 M 

24 

2 0 

0 

26 

267 

43 

R 

3 M 

15 

1 0 

0 

74 

135 

19 

R 

4 F 

56 

1 + 

0 

29 

150 

12 

R 

5 F 

68 

1 0 

0 

40 

127 

12 

R 

6 M 

32 

1 0 

0 

20 

120 

8 

R 

7 M 

33 

2 0 

0 

33 

140 

7 

R 

Average 

40 

35 

160 

19 

Per  cent 

0 

Table  VII  - 

- Type  XIV  Pneumonia  Treated  With  Type 

XIV 

Antipneumococcus  Rabbit  Serum 

Serum 

Crisis 

Lobes 

Infected 

hours 

hours 

consoli-  Bader- 

Pleural 

after 

Serum 

after 

Case  number  Sex 

Age 

dated  emia 

exudate 

onset 

c.c. 

serum 

Result* 

1 M 

53 

1 0 

0 

28 

360 

68 

R 

2 M 

25 

1 0 

0 

104 

180 

40 

R 

Type  xviii  treated  with  Type  xviii 

ANTIPNEUMOCOCCUS  RABBIT  SERUM 

1 M 

21 

1 0 

0 

48 

332 

24 

R 

* R indicates  recovery . D indicates  death. 

Table  VIII  — Comparison  of 

Incidence  of 

Chill  Reactions 

Following  Injection  of 

Untreated 

AND 

Treated  Antipneumococcus  Rabbit  Serum 

Patients 

Injections 

Number 

% 

Number 

% 

Anlipneumococcus 

Number 

having 

having 

producing 

producing 

Rabbit  sera. 

of  lots  Number 

chills 

chills 

Number 

chills 

chills 

Untreated 

14  31 

24 

78 

167 

46 

27 

Treated 

26  51 

19 

37 

139 

21 

15 

Treated  (and  negative  in  rabbits) . 

11  26 

0 

0 

49 

0 

0 

Table  IX  — Summary  of 

Experience  With  Eight  Types  of  Pneumonia  Treated  With 

Homologous  Antipneumococcus  Rabbit  Serum 

Type 

Number 
of  cases 

Age 

average 

Multilobar 

consoli- 

dation 

Bacter- 

emia 

Infected 

pleural 

exudate 

Serum 

hours 

after  Serum 

onset  c.c. 

Crisis 

hours 

after 

serum 

Mortality 

I 

25 

33 

Number 

9 

Number 

11 

Number 

2 

Average*  Average 
77  134 

Average 

19 

% 

4 

II 

10 

40 

3 

1 

2 

68  225 

41 

10 

V 

1 

2 

1 

0 

1 

13d  190 

120 

0 

VI 

2 

1 

2 

2 

2 

7w  75 

39 

0 

VII 

6 

48 

1 

1 

0 

55  160 

17 

0 

VIII 

7 

40 

2 

2 

0 

35  160 

19 

0 

XIV 

2 

39 

0 

0 

0 

66  270 

54 

0 

XVIII 

1 

21 

0 

0 

0 

48  332 

24 

0 

— 

— 

— 

— 

— 

— 

— 

— 

Average 

35 

165 

27 

* 

— 

— 

— 

— 

— 

— 

Total 

54 

18 

17 

7 

— 

— 

— - 

— 

— 

— 

— 

— 

Per  cent 

. # 

33 

31 

13 

3.7 

* D indicates  days. 


W indicates  weeks. 
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venously.  The  acute  signs  of  the  disease 
disappeared  twenty-four  hours  after  the 
administration  of  serum.  The  patient  de- 
veloped serum  sickness,  but  recovered. 

Discussion 

In  a discussion  of  the  results  obtained 
with  type  specific  antipneumococcus  rab- 
bit serum  as  a therapeutic  agent  in  lobar 
pneumonia,  it  seems  best  to  consider 
separately  a number  of  points. 

Antipneumococcus  rabbit  serum,  irre- 
spective of  type,  frequently  contains  suf- 
ficient chill  producing  substances,  to  cause 
severe  reactions  when  injected  intra- 
venously in  patients  with  lobar  pneu- 
monia. These  reactions  are  not  usually 
dangerous,  but  when  extreme  hyper- 
pyrexia results  as  occurred  in  one  in- 
stance in  this  series,  severe  symptoms  may 
occur  and  death  may  follow  despite  active 
antifebrile  therapy.  It  has  been  found3 
that  the  greater  part  of  the  chill  produc- 
ing substances  can  be  removed  from 
antipneumococcus  rabbit  serum  by  rela- 
tively simple  procedures,  that  is  by  heat- 
ing it  to  56°  C.  for  thirty  minutes  and 
subsequently  absorbing  it  with  sterile 
washed  kaolin  for  fifteen  hours  at  4°  C. 
It  has  also  been  found3  that  the  extent 
of  the  mean  thermal  reaction  which  fol- 
lows the  intravenous  injection  of  two  c.c. 
of  antipneumococcus  rabbit  serum  in  each 
of  three  normal  rabbits,  very  closely 
parallels  the  severity  of  the  chill  reaction 
produced  in  human  beings  by  the  intra- 
venous injection  of  the  same  serum.  With 
this  additional  information  it  has  been 
possible  to  restudy  many  of  the  various 
lots  of  antiserum  which  have  been  used 
therapeutically  and  to  correlate  the  re- 
sults previously  obtained  in  human  beings 
with  those  produced  by  the  same  sera 
when  tested  intravenously  in  normal  rab- 
bits. Sera  which  produced  a mean 
thermal  response  of  less  than  1.2°  F. 
after  intravenous  injection  into  three  nor- 
mal rabbits  did  not  cause  chill  reactions 
when  given  intravenously  to  human 
beings.  Sera  which  caused  a mean 
thermal  response  of  more  than  1.3°  F.  in 
rabbits  did  cause  chill  reactions  in  human 
beings  and  the  severity  of  the  chill  was 
approximately  proportional  to  the  degree 
of  thermal  elevation  produced  in  rabbits. 

Forty  different  lots  of  antipneumococ- 


cus rabbit  serum  comprising  the  nine  dif- 
ferent types  of  antiserum  have  been 
used  in  these  studies,  A few  patients 
have  received  two  separate  lots  of  ho- 
mologous antiserum.  Of  the  forty  lots 
of  antiserum,  fourteen  were  entirely  un- 
treated, while  twenty-six  were  treated  in 
the  manner  described  above.  Of  these 
latter  treated  lots,  there  were  eleven 
which  did  not  produce  a significant  ther- 
mal response  after  intravenous  injection 
in  normal  rabbits.  In  Table  VIII  are 
shown  in  condensed  form  the  experiences 
with  untreated  and  with  treated  rabbit 
antiserum.  It  will  be  noted  that  the  four- 
teen untreated  lots  of  antiserum  were  in- 
jected in  thirty-one  patients,  and  that 
twenty-four  of  these  patients  had  one  or 
more  chill  reactions,  an  incidence  of 
seventy-eight  per  cent.  Of  these  fourteen 
untreated  lots  of  antiserum,  one  hundred 
and  sixty-seven  injections  were  given  to 
the  thirty-one  patients,  and  produced 
forty-six  separate  chill  reactions,  an  inci- 
dence of  twenty-seven  per  cent. 

It  will  also  be  observed  that  the 
twenty-six  lots  of  treated  antiserum  were 
injected  in  fifty-one  patients,  and  that 
nineteen  of  these  patients  had  one  or 
more  chill  reactions,  an  incidence  of 
thirty-seven  per  cent.  Of  these  twenty- 
six  treated  lots,  one  hundred  and  thirty- 
nine  injections  were  given  to  the  fifty- 
one  patients,  and  produced  twenty-one 
separate  chill  reactions,  an  incidence  of 
fifteen  per  cent.  Eleven  of  the  treated 
lots  of  antiserum  were  shown  by  intra- 
venous test  in  rabbits  to  cause  no  signi- 
ficant thermal  response.  These  eleven 
lots  of  antiserum  were  injected  in  twenty- 
six  patients  and  did  not  cause  a chill  re- 
action. In  all,  forty-nine  injections  of 
these  eleven  lots  were  given  without  pro- 
ducing a single  chill.  These  observations 
lead  to  the  conclusion  that  the  simple 
procedures  previously  mentioned  defi- 
nitely reduce  the  chill  producing  prop- 
erty of  antipneumococcus  rabbit  serum. 
They  also  indicate  the  importance  of  test- 
ing the  antiserum  by  intravenous  injec- 
tion in  normal  rabbits.  At  the  present 
time  no  other  method  is  known  which 
will  distinguish  the  potentially  chill- 
producing  rabbit  antisera  from  those 
which  will  not  cause  such  reactions. 

Serum  sickness  is  one  of  the  unpleas- 
ant sequelae  of  serum  therapy  and  al- 
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though  it  is  not  serious  it  is  capable  of 
producing  moderately  disagreeable  symp- 
toms for  a period  of  a few  days.  In  a 
discussion  of  the  occurrence  of  serum 
sickness  after  the  administration  of  anti- 
pneumococcus rabbit  serum,  it  must  be 
borne  in  mind  that  unconcentrated  rabbit 
antisera  have  been  used  throughout  this 
study.  It  would  therefore  be  illogical  to 
make  any  comparative  statements  con- 
cerning the  incidence  of  serum  sickness 
after  the  administration  of  antipneumo- 
coccus sera  from  a species  other  than  the 
rabbit,  except  when  reference  is  made  also 
to  unconcentrated  sera.  In  the  last  100 
cases  of  Type  I pneumonia  treated  in  the 
Hospital  of  the  Rockefeller  Institute  with 
unconcentrated  Type  I antipneumococcus 
horse  serum,  serum  sickness  occurred  in 
over  ninety-five  per  cent  of  patients. 
MacKenzie  and  Hanger4  have  reported 
a serum  sickness  incidence  of  ninety  per 
cent  after  the  injection  of  similar  horse 
antiserum  in  patients  with  lobar  pneu- 
monia. Of  the  fifty-nine  patients  who 
were  treated  with  antipneumococcus  rab- 
bit serum  and  who  recovered,  twenty- 
four  developed  some  evidence  of  serum 
sickness,  an  incidence  of  forty  per  cent. 
In  sixteen  cases  the  symptoms  were  mild, 
and  in  eight  they  were  of  moderate  se- 
verity. In  seventy-five  per  cent  of  cases 
in  which  serum  sickness  did  develop  it 
manifested  itself  almost  entirely  by  cuta- 
neous symptoms — urticaria,  transient 

rashes,  etc.  The  development  of  serum 
sickness  was  not  related  to  the  quantity 
of  serum  administered.  In  three  patients 
more  than  300  c.c.  of  antiserum  were  in- 
jected without  the  subsequent  occurrence 
of  serum  sickness. 

Prior  to  a discussion  of  the  remainder 
of  the  points  which  have  been  raised  by 
this  study  it  will  serve  a useful  purpose 
to  separate  the  cases  with  Type  III  pneu- 
monia from  those  with  the  other  eight 
types  of  pneumonia,  and  to  discuss  the 
Type  III  cases  first.  As  has  been  the  case 
with  antipneumococcus  sera  produced  in 
other  species,  and  as  is  still  true  even 
with  rabbit  antiserum,  there  is  consid- 
erable difficulty  in  preparing  highly  potent 
antiserum  against  Type  III  pneumococ- 
cus.. Certain  factors  underlying  this  dif- 
ficulty are  now  fairly  well  understood.5 
Whether  this  can  be  entirely  surmounted 
is  a question  which  must  be  left  to  the 


future.  It  is  apparent  from  a considera- 
tion of  the  results  obtained  in  the  first 
thirteen  cases  of  Type  III  pneumonia 
treated  with  Type  III  antipneumococcus 
rabbit  serum,  presented  in  Table  III,  that 
as  yet  no  definite  evidence  exists  that 
antiserum  of  this  type  has  been  of  bene- 
fit in  Type  III  pneumonia.  In  the  dis- 
cussion which  follows,  therefore,  the 
cases  of  Type  III  pneumonia  will  be  ex- 
cluded from  the  consideration. 

In  Table  IX  are  presented  in  summary 
the  chief  facts  concerning  fifty-four  cases 
of  lobar  pneumonia  of  eight  different 
types,  which  have  been  treated  with  un- 
concentrated homologous  antipneumo- 
coccus rabbit  serum. 

It  will  be  observed  that  consolidation 
of  two  or  more  lobes  occurred  in  eighteen 
cases,  or  thirty-three  per  cent  of  the 
fifty-four  cases  treated.  It  has  been  ade- 
quately demonstrated  by  Cecil,  Baldwin, 
and  Larsen10  that  the  mortality  rate  in 
nonserum  treated  cases  is  significantly  in- 
creased as  each  additional  lobe  is  con- 
solidated. In  this  series  of  cases,  all  eight- 
een with  multilobar  consolidation  who 
were  treated  with  homologous  antipneu- 
mococcus rabbit  serum  have  recovered. 

Pneumococcus  bacteremia  was  present 
in  seventeen  cases,  thirty-one  per  cent  of 
the  fifty-four  cases  treated.  It  has  been 
well  shown  by  Tilghman  and  Finland6 
and  Bullowa  and  Wilcox7  that  in  non- 
serum treated  cases  in  which  bacteremia 
occurs  the  mortality  rate  is  markedly 
increased.  In  this  series  of  cases,  one 
patient  with  bacteremia  (Type  II  pneu- 
mococcus) died,  and  sixteen  patients  re- 
covered, a mortality  rate  of  5.9  per  cent 
among  the  cases  with  pneumococcus  bac- 
teremia. 

Pleural  exudates  infected  with  pneu- 
mococci were  encountered  in  seven  cases 
in  this  series  of  fifty-four,  an  incidence 
of  thirteen  per  cent.  Two  of  these  seven, 
one  with  Type  V pneumonia  and  another 
with  Type  VI,  had  frank  empyemas  be- 
fore serum  therapy  was  commenced. 
There  remain  five  cases  with  infected 
exudates  which  had  not  progressed  to  the 
stage  of  empyema  at  the  time  serum 
therapy  was  begun.  In  three  of  these 
cases  following  the  administration  of 
antiserum,  type  specific  antibody  of  rab- 
bit origin  became  demonstrable  in  the 
exudates  and  subsequently  the  pneumo- 
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cocci  disappeared.  In  two  other  cases, 
with  infected  pleural  exudates,  antibody 
was  not  demonstrated  in  the  exudates 
after  the  administration  of  rabbit  anti- 
serum, and  empyema  developed  which  ne- 
cessitated surgical  drainage.  Finland8  has 
shown  that  horse  antibody  can  penetrate 
the  inflamed  pleura  but  was  unable  to 
demonstrate  homologous  antibody  when 
the  pleural  exudate  was.  infected  with 
pneumococci. 

The  rapidity  with  which  recovery  oc- 
curred after  the  administration  of  an  ade- 
quate quantity  of  rabbit  antiserum  to  pa- 
tients with  eight  different  types  of  lobar 
pneumonia  has  been  one  of  the  most 
striking  findings  in  this  study.  In  the 
fifty-four  cases  the  average  interval  from 
the  beginning  of  serum  therapy  until  the 
disappearance  of  the  acute  signs  of  the 
disease  was  but  twenty-seven  hours.  A 
total  of  eighteen  patients  received  an  ade- 
quate quantity  of  antiserum  in  a single 
injection,  and  in  this  group  the  interval 
from  the  beginning  of  serum  therapy 
until  the  completion  of  crisis  was  only 
seven  and  one-half  hours.  Although 
there  may  not  be  any  distinct  advantage 
in  very  rapid  recovery  per  se,  neverthe- 
less the  fact  that  recovery  can  be  brought 
about  so  rapidly  as  has.  been  indicated,  is 
additional  evidence  of  the  specificity  and 
the  effectiveness  of  the  therapy  employed. 

It  is  apparent  that  the  most  important 
criterion  of  the  success  of  any  therapeutic 
measure  in  the  treatment  of  a frequently 
fatal  disease  is  the  reduction  in  the  mor- 


tality rate  which  can  be  attributed  to  the 
use  of  that  agent.  As  a result  of  the 
numerous,  reports9'13  of  very  large  series 
of  cases  of  lobar  pneumonia  not  treated 
with  antiserum,  the  mortality  rates  to  be 
expected  in  many  of  the  various  types  of 
the  disease  are  clearly  known.  The  in- 
creased mortality  rates  which  occur  in  the 
presence  of  either  multilobar  consolida- 
tion, or  pneumococcus  bacteremia  are 
also  well-established.  In  this  series  of 
fifty-four  cases  of  lobar  pneumonia  of 
eight  different  types,  treated  with  uncon- 
centrated homologous  type  specific  anti- 
pneumococcus rabbit  serum,  despite  the 
occurrence  of  multilobar  consolidation  in 
thirty-three  per  cent  of  cases,  and  pneu- 
mococcus bacteremia  in  thirty-one  per 
cent  of  cases.,  there  were  but  two  deaths, 
a mortality  rate  of  3.7  per  cent. 

Summary 

1.  Sixty-seven  cases  of  lobar  pneu- 
monia, distributed  among  nine  different 
types,  have  been  treated  with  unconcen- 
trated type  specific  antipneumococcus  rab- 
bit serum. 

2.  In  thirteen  cases  of  Type  III  pneu- 
monia no  evidence  of  the  therapeutic  ef- 
fectiveness of  Type  III  antipneumococcus 
rabbit  serum  was  demonstrated. 

3.  In  fifty-four  cases  of  pneumonia  due 
to  eight  other  types  of  pneumococcus  and 
treated  with  antipneumococcus  rabbit 
serum  of  homologous  type,  the  mortality 
rate  was  3.7  per  cent. 
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NEBRASKANS 

A bill  to  legalize  euthanasia  was  recently 
rejected  by  a committee  of  Nebraska’s  new 
unicameral  legislature.  Sponsored  by  a 
woman  physician,  the  bill  provided  that  any 
adult  person  suffering  from  a painful  .or 
incurable  disease  might  apply  to  a district 
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judge  for  the  appointment  of  a commission 
consisting  of  two  physicians  and  a lawyer 
to  study  the  case  and  recommend  action.  If 
death  was  advised,  and  the  decision  ap- 
proved by  the  judge,  the  attending  physician 
could  administer  the  lethal  stroke. 
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Study  of  the  Urethral  Sphincter  Under  Hydrostatic  Pressure  with 
Roentgenograms — Sphincter  Mechanism,  Loss 
of  Control,  Restoration 
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Front  the  Clinic  of  the  Woman's  Hospital 


This  study  includes  only  cases  of  in- 
continence of  urine  where  inefficiency  of 
the  sphincter  control  has  developed. 

The  vaginal  wall  and  bladder,  from 
cervix  to  symphysis  may  appear  between 
the  vulvae,  and  the  posterior  two-thirds 
of  the  urethra  may  turn  through  a right 
angle,  yet  there  will  be  normal  continence 
of  urine.  On  the  contrary,  little  appar- 
ent damage  to  the  anterior  vaginal  wall 
and  the  urethra  may  be  seen,  but,  all 
the  urine  will  escape  through  the  urethra 
without  the  patient’s  having  any  sensa- 
tion of  voiding  or  control.  A patient 
may  be  operated  upon  to  correct  a cys- 
tocele  and  develop  a partial  loss  of  urinary 
control. 

Without  doubt,  incontinence  of  urine 
with  complete  loss  of  sphincter  control 
is  the  worst  gynecological  affliction  which 
can  come  to  any  woman.  It  is  worse 
than  a vesicovaginal  fistula  where  sphinc- 
ter control  is  normal,  for,  thanks  to  J. 
Marion  Sims — whose  efforts  were  instru- 
mental in  founding  the  Woman’s  Hos- 
pital eighty-two  years  ago — we  know  how 
to  cure  a vesicovaginal  fistula.  But  pa- 
tients have  been  operated  upon  again  and 
‘again  for  loss  of  sphincter  control  with- 
out results.  A few  of  these  patients 
have  been  relieved  by  continually  wear- 
ing a pessary  fitted  in  the  vagina  to  make 
upward  pressure  against  the  urethra.  The 
remainder  have  become  subjects  for  ure- 
teral transplanting  operations  which  carry 
a moderately  high  mortality.  I emphati- 
cally appeal  to  you  that  any  degree  of 
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incontinence  demands  our  serious,  atten- 
tion if  we  can  consistently  help  them. 

Here,  the  urologist  becomes  the  gyne- 
cologist’s most  important  aid.  He  should 
explore  the  bladder,  ureters,  and  kid- 
neys, and  treat  pathological  conditions 
when  present.  Then,  when  only  sphinc- 
ter incontinence  remains,  I honestly  be- 
lieve we  can  render  consistent  relief. 

Several  types  of  operations  have  been 
devised:  (1)  Transplantation  of  adja- 

cent muscles  under  the  urethra  to  exert 
urethral  constriction,  and  with  this  type 
of  operation  one  links  the  names  of  Sel- 
heim,  Pean,  Goebel,  Stoeckel,  Taussig, 
McGaw,  Douglass,  Deming,  Miller,  and 
H.  Martius;  (2)  Plication  of  the  pos- 
terior urethral  wall  by  mattress  sutures 
(Kelly  stitch)  with  which  one  links  the 
names  of  Ward,  Farrar,  Rawls,  and 
Noble;  (3)  Plication  of  the  bladder  and 
urethra  walls  with  which  one  links  the 
names  Watson,  Bonney,  and  Davies;  (4) 
Suprapubic  plication  of  the  superior  vesi- 
cal neck  of  the  bladder,  devised  and  per- 
formed by  H.  Dawson  Furniss. 

Results 

Reports  of  results  and  failures  are 
taken  from  three  papers.  H.  A.  Kelly 
and  William  M.  Dumm  reported  on 
twenty  cases  of  incontinence  with  suc- 
cess in  sixteen  (80%)  and  complete 
failure  in  four.  B.  P.  Watson,  report- 
ing on  105  cases  followed  after  opera- 
tion, had  complete  success  in  65.7  per 
cent  (2  out  of  3),  in  21.9  per  cent  the 
control  was  better  than  before  operation, 
and  in  12.4  per  cent  (1  out  of  8),  there 
was  no  improvement. 

H.  Dawson  Furniss  reports  his  re- 
sults in  twenty-one  cases,  eight  being 
minor  in  character,  nine  having  marked 
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incontinence,  and  four  having  complete 
incontinence.  In  his  follow-up  four  of 
these  patients  were  not  heard  from.  Of 
the  seventeen  cases,  six  were  mild,  all 
of  which  were  successes;  of  seven  who 
had  marked  incontinence,  five  were  suc- 
cesses, one  was  a partial  success,  and 
one  was  a failure;  of  the  four  with  com- 
plete incontinence,  two  were  successes 
one  was  moderately  benefited,  and  one 
was  a failure.  In  the  seventeen  cases, 
thirteen  were  complete  successes  or  76.5 
per  cent,  while  two  were  failures  or  12.9 
per  cent. 

My  results,  compared  with  any  of  the 
above,  were  very  much  inferior  so  I 
began  to  study  the  urethrae  of  some  of 
my  failures,  making  roentgenograms  to 
record  and  analyze. 

Method  of  Obtaining 
Roentgenograms 

A new  apparatus  was  designed.1  A 
metal  tube,  six  cm.  long  was  taken  and 
a rigid  arm  attached  at  one  end.  Rotat- 
ing about  it  was  a guard,  which,  when  in 
contact  with  the  tube,  could  be  kept 
close  to  the  external  meatus  of  the 
urethra.  The  guard  was  so  placed  that 
the  tube  could  extend  one  cm.  into  the 
urethra.  The  sac,  a two-layer  mem- 
brane— the  outer  fishskin,  the  inner  very 
thin  rubber — was  about  2.5  cm.  in  diam- 
eter when  fully  dilated  and  firmly 
attached  to  the  tube  at  the  point  where 
the  guard  came  in  contact  with  it.  The 
length  of  the  sac  was  about  5.5  cm. 
Connected  to  the  other  end  of  the  metal 
tube  was  a rubber  tube  leading  to  the 
manometer.  The  manometer,  connect- 
ing tube  and  sac  were  filled  with  a 
twenty-five  per  cent  solution  of  sodium 
iodide  and  the  level  of  the  surface  of 
the  solution  in  the  manometer  above  the 
level  of  the  urethra  measures  the  pres- 
sure in  the  sac.  Strongin  suggested  that 
pictures  of  the  bladder  should  be  taken 
at  the  same  time,  consequently  200  c.c.  of 
a three  per  cent  solution  of  sodium  iodide 
was  put  in  the  bladder  before  the  sac 
was  put  into  the  urethra.  To  insure  a 
uniform  manometer  pressure  in  that  por- 
tion of  the  sac  in  the  bladder,  a section 
of  a ureteral  catheter,  with  a metal  collar 
at  one  end  and  a cork  for  the  other,  was 
made  which  ran  from  one  end  to  the 
other.2 


Steps  in  Making  Picture 

(This  step  is  illustrated  in  the  author’s 
article  which  appeared  in  the  American 
Journal  of  Obst.  & Gyn.,  January  1937.) 
Prepare  the  patient  as  for  a cystoscopic 
examination.  Introduce  a catheter  to  allow 
all  urine  to  run  out  of  the  bladder,  then 
introduce  200  c.c.  of  three  per  cent  solution 
of  sodium  iodide  through  the  catheter  into 
the  bladder  and  remove  the  catheter.  Pass 
the  obturator  D into  the  tube  C1*2  to  elongate 
the  sac  S.  Pass  the  sac  S into  the  urethra 
and  bladder  until  the  guard  G presses 
against  the  external  meatus.  Attach  a twenty 
c.c.  Luer  syringe  filled  with  a twenty-five  per 
cent  solution  of  Sodium  Bromide  to  F,  the 
end  of  D.  Empty  the  contents  of  the  syringe 
into  the  sac,  simultaneously  withdrawing  D. 
Attach  the  manometer  tube  to  metal  tube. 
Raise  the  manometer  tube  to  obtain  the  de- 
sired pressure  in  the  sac.  Each  picture  ob- 
tained reveals  separately  the  contour  of  the 
bladder  and  the  contour  of  the  urethra,  since 
the  solution  in  the  bladder  has  different  opac- 
ity from  the  solution  in  the  sac.  The  relation- 
ship of  the  bladder  to  the  urethra  can  be 
observed  and  at  the  same  time  the  pressure 
in  the  sac  is  always  at  right  angles  to  sur- 
face, consequently  at  right  angles  to  the 
inner  surface  of  the  urethra.  The  pressure 
in  the  urethra  is  equal  and  opposite  in  direc- 
tion to  the  force  exerted  at  right  angles  to 
the  urethral  sphincter  muscles  as  they  con- 
tract to  prevent  the  escape  of  urine  from 
the  bladder.  When  the  pressure  in  the  sac 
is  varied,  one  can  arrive  at  an  estimation  of 
the  efficiency  of  the  sphincter  control.  The 
involuntary  sphincter  control  is  mainly 
exerted  by  fibers  about  and  near  the  internal 
and  external  thirds  of  the  urethra.  For  arbi- 
trary reasons  in  this  paper,  the  urethra  has 
been  divided  into  an  inner,  a middle,  and 
an  outer  third ; and  the  efficiency  of  the 
sphincter  about  each  portion  estimated. 
Pictures  were  made  at  different  pressures 
when  a patient  was  relaxed  (R  throughout), 
i.e.,  when  she  made  no  effort  to  void  and 
no  effort  to  hold  her  urine. 

The  Normal  Competent  Sphincter 

To  determine  the  action  of  the  normal 
urethra,  the  author  selected  a patient, 
aged  twenty-three,  who  complained  only 
of  sterility;  she  had  no  dysuria,  nor  noc- 
turia, but  had  a retroverted  uterus.  The 
pictures  taken  of  this  patient’s  urethra 
and  bladder3  are  consequently  of  a nor- 
mal urethra  and  bladder,  and  were  made 
when  she  was  relaxed,  i.e.,  making  effort 
neither  to  hold  her  urine  nor  to  void.  The 
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Fig.  1.  Urethra  removed  from  right  ramus 
of  the  pubis.  Separation  has  been  carried  back 
into  paravesical  space — about  six  cm. 

U-R-E-T-H-R-A:  From  internal  to  external 
meatus. 

S:  Line  of  separation  into  paravesical  space 

freeing  urethra  from  ramus  pubis. 

pressure  in  the  sac  was  varied,  and  pic- 
tures were  taken  at  twenty,  thirty,  forty 
and  eighty  cm.  It  will  be  noted  that  the 
first  indication  of  the  internal  sphincter’s 
dilating  takes  place  between  thirty  and 
forty  cm.  fluid  pressure.  The  middle  third 
of  the  urethra  does  not  begin  to  dilate  until 
a pressure  between  forty  and  fifty  cm. 
is  reached,  is  not  nearly  stretched  at  fifty 
cm.,  and  still  has  some  sphincteric  control 
at  eighty  cm.  of  pressure.  For  purpose 
of  comparison  then,  the  normal  urethral 
sphincter  will  exert  a constricting  force 
of  about  thirty  cm.  of  water  before  any 
dilatation  takes  place. 

The  Super-Competent  Sphincter 

This  sphincter  is  one  which  was  acci- 
dentally discovered  in  a patient  forty- 
three  years  of  age  with  no  incontinence. 
It  was  very  difficult  to  catheterize  her  and 
only  a small  catheter  could  be  passed. 
Pictures  were  made  at  ten,  twenty,  and 
fifty  cm.  fluid  pressure.4  The  inner  third 
does  not  dilate  at  fifty  cm.  pressure.  The 
stricture  very  much  enhances  the  involun- 


tary muscle  and  will  prevent  it  from  any 
damage  that  might  injure  the  ordinary 
urethra. 

The  Incompetent  or  Damaged 
Sphincter 


This  patient  was  in  the  hospital  first 
in  1933  and  complained  of  incontinence 
of  urine  for  previous  eight  years.  She 


Fig.  2.  Urethra  separated  from  both  rami 
of  pubis.  Mattress  sutures  have  been  placed  to 
enfold  urethral  wall,  strengthening  more  or  less 
its  damaged  structures. 

1,  2 , 3:  Mattress  No.  1 chromic  catgut  su- 
tures. Number  3 is  tied. 

S:  Separation,  urethra  from  ramus  pubis 

(bilateral). 

U-R-E-T-H-R-A:  From  internal  to  external 
meatus. 

U.O:  Position  of  ureteral  orifices. 

U:  Position  of  internal  meatus  uretra. 

had  had  eight  full  term  pregnancies,  the 
last  in  1923.  No  repairs  were  done  at 
delivery.  Incontinence  had  become  pro- 
gressively worse.  She  wore  a pad  con- 
stantly and  any  walking  or  straining 
caused  leakage.  When  lying  down  there 
was.  little  loss  of  urine.  Wassermann  was 
four  plus ; urine  negative ; operation: 
dilatation  and  curettage,  amputation  of 
cervix,  operation  for  incontinence  (Kelly 
stitch),  operation  for  cystocele,  rectocele, 
and  lacerated  pelvic  floor.  Still  had  incon- 
tinence when  she  appeared  for  her  ninth 
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pregnancy  in  1934.  Pelvic  floor  repaired 
at  this  delivery.  Incontinence  persisted. 
Entered  the  hospital  in  1935  for  another 
Kelly  stitch,  which  was  still  a failure. 
Represents  a series  of  pictures4  taken 
at  0,  ten,  twenty,  thirty,  and  fifty  cm. 
fluid  pressures  successively.  The  internal 
sphincter  appears  as  much  dilated  at 
twenty  cm.  as  the  normal  did  at  forty 
cm.  pressure,  and  much  more  dilated  at 


Fig.  3.  First  row  of  mattress  sutures  tied, 
and  second  row  placed  to  further  enfold 
urethral  wall  and  to  bring  undamaged  urethral 
wall  under  urethra.  Urethra  cannot  now  re- 
attach itself  to  rami  of  pubis.  Its  wall  is  now 
undamaged  urethral  structure. 

1,  2,  3:  First  row  of  mattress  No.  1 chromic 

catgut  sutures  tied. 

S:  Separation  urethra  from  ramis  pubis  (bi- 

lateral). 

F:  Smooth  tensile,  fascia-like  tissue  on  wall 

of  urethra  (undamaged). 

4,  5,  6:  Second  row  of  mattress  No.  1 chro- 

mic catgut  sutures  placed. 

U-R-E-T-H-R-A:  From  internal  to  external 
meatus. 

U:  Position  of  internal  meatus  urethra. 

U.O:  Position  of  ureteral  orifices. 

thirty  than  the  normal  was  at  fifty  cm. 
Most  of  the  sphincter  about  the  middle 
third  of  the  urethra  has  been  set  aside  at 
thirty  cm.  pressure.  After  a thorough 
study,  this  patient  agreed  to  a third  oper- 
ation by  myself. 

The  bladder  and  urethra  were  separated 
from  the  anterior  vaginal  wall  by  a dis- 


section beginning  at  the  cervix  and  ex- 
tending to  within  about  1.5  cm.  of  the 
external  meatus.  This  dissection  was 
carried  laterally  to  both  pubic  rami.  The 
posterior  urethra  seemed  to  be  too  near 
the  pubic  rami,  so  by  blunt  dissection, 
hugging  closely  to  the  pubic  ramus  on 
the  right,  all  connections  between  the 
urethral  wall  and  the  ramus,  were  severed 
and  the  dissection  carried  back  to  the 
paravesical  space.  One  could  now  see  the 
lateral  wall  of  the  bladder.  (Fig.  1) 

A similar  dissection  was  done  on  the 
opposite  side.  Three  mattress  sutures 
(1,  2,  3)  of  #0  chromic  catgut  were 
placed  as  shown  in  Fig.  2 and  tied. 

Three  similar  mattress  sutures  (4,  5,  6), 
overlapping  the  previous  ones,  were 
placed  as  shown  in  Fig.  3 and  tied.  Care 
must  be  taken  to  place  sutures  4 and  5,  in 
the  smooth,  tensile,  fascia-like  tissue  on 
the  wall  of  the  urethra.  The  function  of 
these  mattress  sutures  is  to  prevent 


Fig.  4.  Vaginal  wall  after  damaged  portion 
has  been  removed.  Voluntary  sphincter  is  being 
drawn  together  with  silver  wire.  First  wire 
is  passed  laterally  and  posteriorly  as  far  as 
possible,  to  grasp  undamaged  retracted  fibers. 
Position  of  fibers  shown  in  insert. 

4,  5,  6:  Second  row  of  mattress  No.  1 chro- 

mic catgut  sutures,  tied. 

7,  8,  9:  No.  26  silver  wire  sutures. 

P:  Point  of  traction  referred  to  in  text. 

Insert  shows  position  of  voluntary  sphincter 
fibers.  VS:  Voluntary  sphincter.  IV. L: 

White  line. 
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further  reattachment  of  the  posterior 
urethra  to  the  pubic  rami  and  to  draw 
under  the  urethra  the  fascia-like  struc- 
ture which  has  never  been  damaged. 

The  vaginal  mucosa  was  now  trimmed 
before  suturing.  When  traction  is.  made 
on  the  point  (Fig.  4),  and  the  finger 
placed  behind  the  symphysis,  fibers  in 
this  structure  seem  to  pull  from  a point 
laterally  and  posteriorly  on  the  symphysis, 
doubtless  from  near  the  end  of  the  white 
line.  Three  silver  wires  (7,  8,  9) — #7 
passing  through  the  “dimple”  in  the 
vestibule  and  embracing  all  the  retracted 
supporting  tissue — were  passed  in 
through  the  vaginal  mucosa  of  the  vesti- 
bule and  out  at  corresponding  points  on 
the  opposite  side  to  approximate  the 
vestibule.  The  anterior  vaginal  wall  was 
now  closed  with  interrupted  catgut  su- 
tures. The  silver  wires  were  twisted  and 
their  ends  fastened  in  a lead  shot  and 
turned  into  the  vagina.*  (Fig.  5) 

A retention  catheter  (#16  male)  was 
left  in  the  urethra  twelve  days.  After 
removal  the  patient  voided  and  was  con- 
tinent. The  silver  wires,  were  removed 
and  the  patient  went  home  continent. 
Seventeen  months  later  the  patient  is  still 
continent. 

Fifty-two  days  after  the  operation 
another  roentgenogram  was  made.6  The 
correction  seems  almost  normal. 

Analysis  of  Control 

Roentgenograms  were  made  of  the 
bladder  and  urethra  before  the  silver 
wires  were  removed.7*8  When  one  places 
the  “white  lines”  in  the  drawings  and 
draws  heavy  lines  from  the  medial  ends 
of  these  “white  lines”  through  the  silver 
wires  one  sees  that  we  have  a sling  for 
the  inner  third  of  the  urethra.  The  lines 
correspond  in  origin  to  levator  fibers — 
which  are  striped  or  voluntary — and  pass 
into  a median  raphe. 

Sphincter  Mechanism 

An  ideal  functioning  involuntary  mus- 
cle is  the  circular  muscle  of  the  ileum 
which  is  suspended,  sling-like  in  the 
mesentry.  Here  we  see  a similar  anatom- 

*The vaginal  mucosa  was  closed  without  in- 
clusion of  the  urethral  wall,  the  idea  being  to 
make  this  support  simply  a sling  in  which  the 
urethra  could  swing. 


ical  analogy,  the  involuntary  sphincter 
muscle  surrounding  the  inner  third  of  the 
urethra  suspended  in  a sling  of  voluntary 
muscles  (levator).9  This,  I believe,  nor- 
mally constitutes  the  sphincter  mechanism 
about  the  inner  third  of  the  urethra. 

Loss  of  Control 


By  a prolonged  passage  of  the  head 
through  the  pelvis  in  labor,  by  rotation 
of  the  head  impinging  on  the  symphysis 


Fig.  5.  All  sutures  tied.  Interrupted  catgut 
sutures  approximate  margins  of  vaginal  flaps. 
Silver  wire  sutures  are  approximated  and  twisted 
to  hold  voluntary  sphincter  fibers.  Vaginal  wall 
closed  with  interrupted  No.  2 chromic  catgut. 

7 , 8,  9:  Silver  wire  No.  26.  Sutures  twisted. 

S.W : Silver  wire. 

or  ramus  (1)  the  posterior  urethra  may 
become  damaged  by  contusions  in  the 
wall.  In  the  process  of  organization  the 
involuntary  sphincter  becomes  distorted 
and  drawn  over  to  the  ramus  by  fine  cica- 
tricial bands  and  its.  efficiency  becomes 
impaired.  All  degrees  of  impairment 
have  been  observed  even  to  dense  scar 
tissue  attaching  the  posterior  urethra  to 
the  posterior  of  the  ramus  of  the  pubis. 
(2)'  The  sling-like  suspension — doubt- 
less containing  levator  fibers. — becomes 
stretched  or  lacerated  in  or  near  the  mid- 
line and  the  muscle  and  elastic  fibers 
retract  toward  the  symphysis,  thus  greatly 
impairing  the  sling-like  support.10 
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Restoration  of  Control 

Since  the  operation  described  has  been 
followed  by  a reasonable  degree  of  suc- 
cess, one  may  say  that  the  deduction 
regarding  the  loss  of  control  and  the 
sphincter  mechanism  are  intimately  linked 
together  and  that  unless  we  free  the  in- 
voluntary sphincter  and  restore  the  re- 
tracted voluntary  fibers.,  we  cannot  expect 
to  get  consistent  results. 

Results 

Thirty-five  patients  have  been  operated 
upon  by  the  above  method.  Six  of  these 
patients  who  were  previously  operated 
upon  for  incontinence,  with  failure,  were 
all  restored  to  continence  by  the  above 
method. 

Four  who  had  lost  all  sensation  of 
voiding  or  control  were  restored  to  con- 
tinence. 

Twenty-five  had  degrees  of  inconti- 
nence varying  from  mild  to  moderately 
severe  (sufficient  to  make  it  their  chief 
complaint).  Of  these,  twenty-two  were 
restored  to  continence;  one  (whose  an- 
terior vaginal  wall  broke  down  after  oper- 
ation) was  considered  a failure  soon  after 
leaving  the  hospital : however,  she  im- 
proved and  three  months  after  operation 
was  going  about  her  daily  routine  being 
continent  for  two  hours  at  a stretch;  one 
who  was  continent  when  discharged,  after 
three  months  contracted  a cold,  had 
extreme  urgency  and  frequency  and  was 
unable  to  reach  the  toilet  without  some 
loss  of  urine ; one  developed  a very 
marked  frequency  after  operation  (at 
cystoseope  was  found  to  have  a congested 
urethra),  was  continent  and  could  reach 
the  toilet  without  loss  of  urine. 

Conclusions 

1.  The  greater  part  of  the  sphincter 
mechanism  which  is  intimately  related  to 


continence  of  urine  is  situated  in  or  about 
the  inner  third  of  the  urethra. 

2.  The  sphincter  mechanism  consists  of 
a free  involuntary  sphincter  muscle  sur- 
rounding the  inner  third  of  the  urethra, 
enhanced  and  supported  by  a sling  of 
voluntary  muscle  fibers  (anterior  levator) 
which  unite  in  a median  raphe  beneath 
the  inner  portion  of  the  urethra. 

3.  When  a woman  who  has  never  had 
a labor  begins  to  suffer  a partial  incon- 
tinence of  urine  there  has  been  an  in- 
complete union  of  both  the  voluntary 
and  involuntary  fibers  of  the  sphincter 
mechanism  during  fetal  development. 

4.  Labor  may  injure  (a)  separately 
the  involuntary  sphincter  muscle  by 
directly  or  indirectly  causing  it  to  become 
distorted  and  fixed  to  the  ramus  of  the 
pubis,  by  cicatricial  fibers,  thereby  mark- 
edly diminishing  its  function  as  a sphinc- 
ter; (b)  separately  the  voluntary  sphinc- 
ter by  splitting  its  fibers  parallel  to  the 
urethra  so  that  these  ends  retract  from 
the  median  raphe  to  weaken  its  support; 
and  (c)  conjointly  (a)  and  (b). 

5.  A method  which  will  restore  conti- 
nence to  all  those  who  had  been  pre- 
viously operated  on  for  incontinence  and 
those  who  had  lost  all  sensation  of  void- 
ing or  control  is  worthy  of  consideration. 

6.  Results  justify  the  deduction  of  the 
sphincter  mechanism  and  the  loss  of  con- 
trol. 

7.  Although  our  knowledge  of  the 
whole  sphincter  mechanism  is.  not  yet 
complete,  progress  has  been  made. 
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MATCH  INHALER  FOR  COLDS 


A friction  match  for  treating  colds  has 
been  invented  by  Alfred  Schmid  of  Berlin- 
Dahlem,  reports  the  American  chemical  jour- 
nal Industrial  and  Engineering  Chemistry. 
The  device  consists  of  a small  glass  rod  coated 
with  absorptive  charcoal  which  contains  a 
carefully  measured  amount  of  iodine.  The 


tip  of  the  match  is  covered  with  an  incan- 
descent mantle  of  easily  ignited  iron.  When 
this  covering  is  ignited,  iodine  vapor  is 
created  and  can  be  inhaled  directly.  The 
inhaler  can  be  carried  in  the  pocket. 

— Science  News  Letter. 


THE  PROSPECTIVE  OUTSIDE  PLANT  EMPLOYEE 

Practical  Brief  Physical  Appraisal 

Edward  S.  McSweeny,  M.D.,  New  York  City 


“The  underlying  policy  of  the  Bell 
System  with  regard  to  examinations  for 
employment  is  not  to  secure  an  excep- 
tional selected  group  of  persons  as  to 
mental  and  physical  condition  but  simply 
to  exclude  those  who  would  be  a hazard 
to  themselves  or  others  should  they  be 
employed  or  who  present  definite  defects 
which  would  unfit  them  for  the  position 
which  they  seek. 

“The  preliminary  interview  with  the 
departmental  employer  results  in  some 
eliminations  on  the  score  of  this  last 
factor.  For  instance,  a person  with  a stiff 
leg,  glass  eye,  loss  of  hearing,  or  other 
gross  defect. 

“The  typical  examination  at  the  Medical 
Office  is  made  immediately  after  satis- 
factory interview. with  the  departmental 
employer  after  the  applicant’s  previous 
personal  history  has  been  recorded  by  a 
nurse  as  well  as  temperature,  weight  and 
pulse.  The  examinations  are  such  as  any 
competent  physician  having  in  mind  what 
is  required  would  be  able  to  do  in  his  own 
office  with  the  stethescope,  blood  pressure 
apparatus,  eye  chart  and  such  equipment. 
They  are  not  carried  to  the  length  of 
x-rays,  audiometer  tests,  electrocardio- 
grams, serology  or  the  like. 

“Indicating  compliance  with  the  funda- 
mental policy  noted  above  the  reasons  for 
rejection  are  always  substantial  and 
further  indicating  this,  practically  all 
applicants  accepted  show  some  minor  de- 
fects, poor  health  habits  or  other  condi- 
tions which  should  be  corrected.  Should 
it  develop  at  the  medical  examination  that 
an  employee  presents  some  particular 
defect  which  unfits  him  for  the  position 
for  which  he  is  applying  but  mentally  and 
physically  he  is  suited  for  other  employ- 
ment, this  is  noted  so  that  if  another 
position  is  open  he  may  be  considered  for 
it.  Following  employment  the  correctable 
conditions  noted  at  the  time  of  examina- 
tion are  made  a subject  of  follow-up  at 
intervals  of  a few  months  with  the  idea 


of  stimulating  the  employee  to  give  them 
attention.  The  following  are  examples 
of  reasons  for  rejection: 

Severe . deafness  Ruptures 

Excessive  blood  pres-  Skin  diseases 

sure  Disabling  heart  and 

Pregnancy  kidney  trouble 

Bad  vision  Active  tuberculosis 

“This  policy,  although  a broad  and 
liberal  one,  has  been  followed  by  the  New 
York  Telephone  Company  over  twenty 
years  and  has  involved  the  acceptance  or 
rejection  of  many  thousands  of  appli- 
cants and  has  been  found  to  be  on  the 
whole  satisfactory.  The  Company  could, 
by  being  more  stringent,  doubtless  secure 
a general  average  of  employees  of  a higher 
mental  and  physical  standard  but  the 
thought  has  been  to  accept  a fair  cross- 
section  of  those  in  the  community  apply- 
ing for  employment  and  not  to  seek  only 
the  exceptionally  favored.  Such  a practice, 
rather  than  a more  exclusive  one,  doubt- 
less carries  with  it  some  penalties  but  it 
has  been  felt,  from  the  standpoint  of 
public  policy,  it  was  one  we  should 
follow.”  * * * 

I am  reading  the  above  statement  as 
the  beginning  of  my  discussion  of  this 
subject  as  it  appears  to  me  that  one  must 
settle  this  question  of  the  fundamental 
approach  to  the  problem  before  one  can 
intelligently  discuss  any  application  of 
methods. 

In  many  organizations  I am  aware 
that  the  matter  of  recommendation  or 
approval  of  applicants  is  approached  from 
a different  standpoint  and  involves  a much 
more  rigid  selection  after  searching  ex- 
amination provided  it  can  be  made.  Par- 
ticularly has  this  been  advocated  with 
regard  to  tuberculosis  cases.  Our  exper- 
ience does  not  lead  us  to  follow  this 
course. 

That  some  sort  of  examination  for  out- 
side plant  forces  is  desirable,  I think  there 
can  be  no  question.  Whatever  one’s  ideas 
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of  what  the  ideal  examination  may  be 
there  are  practical  limitations  which  must 
be  taken  into  consideration  more  espe- 
cially when  one  is  thinking  of  the  labor- 
ing group  or  men  hired  on  the  job  and 
whom  there  is  no  opportunity  to  examine 
under  the  advantageous  conditions  exist- 
ing in  a company  medical  office  permanent 
or  improvised.  In  the  larger  cities,  espe- 
cially in  the  east,  a large  part  of  the  heavy 
manual  labor  is  done  by  the  men  who  are 
hired  by  a foreman  or  subforeman  with- 
out previous  notice.  Absence  of  others 
from  the  job  or  defections  or  necessity 
for  an  increased  force  must  be  taken  care 
of  at  once  if  the  work  is  to  go  on  and  it 
is  common  for  laborers  to  present  them- 
selves on  the  job  for  hire,  sometimes  sent 
by  the  individual  whose  place  they  are 
taking.  Irrespective  of  union  affiliations 
or  not  most  of  these  are  not  known  to  the 
foreman  and  unless  he  does  know  them 
he  has  nothing  but  a sketchy  recommenda- 
tion of  some  sort  and  his  own  appraisal 
of  the  man’s,  physical  ability  to  guide  him 
in  selection.  The  importance  of  training 
foremen,  about  which  I shall  say  some- 
thing more  later,  is  evident. 

So  far  as  history  goes  (I  refer  to  a 
medical  history)  its  value  can  certainly 
be  discounted  in  such  a problem  as  we  are 
considering.  Even  under  the  best  of  con- 
ditions and  dealing  with  intelligent  pa- 
tients, histories,  are  notoriously  imperfect 
and  unreliable. 

There  is  also  another  element  which 
has  to  be  given  weight  in  job  seekers 
well-illustrated  by  the  remark  once  made 
to  me  by  the  Medical  Director  of  a large 
life  insurance  company.  He  said,  “We 
have  a million  policy  holders  and  not  one 
was  sick  even  a day  in  his  life  and  all 
their  people  died  of  old  age.”  In  this 
matter  of  history,  however,  there  is  one 
very  sound  question  that  is  apt  to  be 
answered  truthfully  and  that  is,  “What 
work  have  you  been  doing  for  the  past 
few  months  or  what  was  your  last  job?” 
Any  foreman  can  tell  whether  the  answer 
is  reliable  and  deduce  the  implications  as 
to  physical  ability. 

Let  us  consider  what  are  the  essentials 
of  physical  condition  one  wants,  to  de- 
termine. First,  the  prospective  employee 
should  at  least  appear  well  and  fit  for 
the  job  to  the  layman’s  eye.  I use  the 
rather  vague  term  “well”  because  of  the 


fact  that  both  thin  and  fat  men,  young  and 
old,  ruddy  and  pale,  are  all  suitable  for 
different  types  of  jobs  provided  they  are 
at  the  time  well  persons  of  their  type. 
In  a recent  paper  by  Dr.  L.  M.  Deardor f 
on  physical  examinations  of  construction 
employees  on  P.W.A.  work  he  speaks  of 
twenty  rejections  amongst  eighty-five  men 
examined  and  several  of  these  are  good 
examples  of  this  first  point;  one  having 
evidence  of  intemperance  and  a large 
tumor  on  his  shoulder,  one  very  nervous, 
two  with  only  one  eye,  one  too  frail,  two 
too  young,  and  one  too  old  for  the  type  of 
heavy  construction  work  for  which  they 
were  offering. 

Any  ordinarily  observant  layman  and 
especially  one  accustomed  to  observing 
men  at  work,  even  if  he  had  never  taken 
thought  to  analyze  the  matter,  should  at 
once  notice  evidence  of  debility  or  recent 
substantial  weight  loss,  true  obesity, 
tremors  or  spacticity  or  ataxia  or  gross 
speech  defects  as  well  as  automatically  to 
have  registered  in  his  mind  an  impression 
as  to  whether  the  job  candidate  is  normal, 
alert  and  well-poised  in  his  demeanor  or 
dull,  slow,  agitated,  listless  or  rummy. 

The  next  general  point  which  one  must 
consider  is  gross  deformities.  Here  again 
the  margin  in  selection  is  wide.  A man 
with  a stiff  knee  or  even  one  leg  or  a 
stiff  elbow  might  be  entirely  suitable  for 
a particular  job.  On  the  other  hand  a 
man  with  even  a slight  limp  might  be 
definitely  unsuitable  if  he  had  to  be  on 
his  feet  all  day  or  patrolling. 

Thirdly,  deafness  is  perhaps  the  best 
example  of  a comparable  kind  of  impair- 
ment. In  most  jobs  it  is  probable  that  a 
man  will  work  in  relationship  to  others 
and  it  is  important  that  he  hear  their 
orders  or  warnings  or  be  aware  of 
approaching  vehicles  or  other  objects.  On 
the  other  hand  a man  may  be  quite  deaf 
and  none  of  these  considerations  apply 
and  there  is  no  reason  why  he  be  denied 
the  opportunity  to  make  a living.  Eye- 
sight falls  in  somewhat  the  same  class. 

One  finally  comes  to  another  class,  of 
conditions  which  at  first  glance  may 
appear  an  insuperable  hurdle — those 
relating  to  the  heart,  lungs,  and  kidneys. 
Some  reflection  however  I think  will  show 
that  this  is  not  so.  Any  of  you  who  are 
familiar  with  the  work  of  Dr.  George 
Draper  and  have  seen  him  deduce  from 
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inspection  and  a few  simple  questions 
without  the  aid  of  any  of  the  usual  medi- 
cal man’s  diagnostic  maneuvers  and  ap- 
paratus, accurate,  and  complete  diagnoses, 
will  more  readily  appreciate  what  I have 
in  mind.  There  is  no  better  measure  of 
the  practical  state  of  a man’s  heart  and 
lungs  than  his  actual  demonstrated  ability 
to  tolerate  physical  exertion.  The  most 
valuable  test  which  any  cardiologist 
applies  is  the  functional  test.  People  are 
disabled  by  symptoms,  not  pathology — a 
truth  much  neglected  as  medicine  and 
medical  teaching  tends  to  be  mechanized. 
In  the  great  majority  of  cases  a lack  of 
evident  hoarseness,  wheezing,  cough, 
dyspnea,  cyanosis  or  edema  will  answer 
the  question  satisfactorily  for  employ- 
ment. To  be  sure  it  will  not  disclose  what 
a careful  stethoscopic  and  urinary  examin- 
ation will,  but  even  with  these  some  are 
missed  and  let  us  not  forget  that  still 
more  accurate  examination  methods  such 
as  a blood  chemistry  would  disclose  cases 
not  so  detected.  So  the  matter  is  after  all 
a relative  one.  The  greatest  weakness  as 
regards  this  particular  group  of  organs 
is  the  compensation  hazard — not  the  em- 
ployment one.  The  percentage  however 
of  cases  filing  claims  on  this  basis  is 
small  and  employment  is  in  the  rule  not 
continuous. 

Labor  lists  serve  a useful  purpose  as 
only  carrying  the  names  of  men  already 
tested  and  at  least  obviating  the  risk  of 
dealing  with  unknown  individuals.  They 
can,  when  practicable,  be  built  up  from 
candidates  examined  under  more  leisurely 
and  favorable  conditions  or  even  in  a 
regular  medical  office,  but  this  is  not 
what  we  are  talking  about.  From  the 
field  point  of  view  their  chief  value  is. 
that  noted — lists  of  those  known  for  their 
performance. 

A collateral  matter  which  might  be 
mentioned  is  the  practice  somewhat  in 
vogue  if  employment  is  continued  over 
more  than  a temporary  period  of  having 
a regular  medical  examination  at  con- 
venience when  it  will  not  interfere  with 
the  job  progress.  This  is  especially  justi- 
fiable if  the  employee,  after  a certain  time, 
becomes  eligible  to  sickness  or  other 
benefits  or  promotion  is  in  question. 

I have  endeavored  to  set  forth  the 
medical  elements  of  the  problem;  now 
we  come  to  its  final  and  most  important 


aspect — practical  application.  To  be  of 
any  value  I think  this  must  rest  upon 
some  training  of  foremen.  Most  so-called 
instruction  of  foremen  that  I have  ob- 
served is  the  bastard  off-spring  of  psy- 
chology and  high  pressure  salesmanship 
damned  by  both  its  parents  and  mostly 
twaddle.  I would  hate  to  be  classed  as  an 
advocate  of  it.  Anyone  who  knows  many 
foremen  realizes  that  teaching  them 
anything  about  their  job  had  better  be 
approached  humbly  and  with  a full  appre- 
ciation of  how  much  better  schooled  they 
are  in  practical  matters  than  almost  any 
other  group  in  the  community.  But  it 
has  been  my  observation  that  when  you 
present  this  to  them  as  part  of  a medical 
program  in  which  they  can  participate, 
their  attitude  is  much  the  same  as  towards 
first  aid  and  their  cooperation  whole- 
hearted. One  needs  only  to  point  out 
what  to  look  for  and  a simple  routine  to 
follow  and  can  be  sure  of  good  applica- 
tion. We  have  even  found  it  a simple 
matter  to  use  a frayed  cable  with  different 
colored  wires,  as  a color  test  when  it  was 
necessary.  A few  questions  but  the  right 
ones,  observation  of  a few  things  but 
again  those  that  count,  a few  simple 
agility  and  strength  tests,  and  all  but 
very  few  will  be  eliminated  of  those 
whom  I said  at  the  beginning  of  this 
paper  constitute  a hazard  to  themselves, 
or  others  or  are  definitely  unfit  for  the 
job. 

I will  not  go  into  details  or  the  matter 
of  forms  of  record  because  we  have  not 
time  nor  is  it  necessary  as  many  are  avail- 
able. I would  only  say  in  closing  to  in- 
terpret any  you  come  across  and  think  of 
using  in  the  light  of  common  sense  and 
the  limitations  of  employment  on  the  job. 
One  can  ask  any  man  anywhere  to  pull 
up  his  trouser  legs  to  see  if  there  be 
varicose  veins  but  cannot,  for  instance, 
ask  a man  at  42nd  Street  and  Fifth  Ave- 
nue, New  York  City  to  drop  his  trousers 
so  you  can  see  if  he  has  a hernia  as  you 
might  do  in  a more  secluded  spot.  But 
one  can  frisk  him  for  a truss  and  inci- 
dentally perhaps  find  a flask.  Language 
is  not  a difficulty  of  any  importance. 

What  I have  said  I believe  applies  to 
the  whole  group  of  casual  labor  and  to 
semi-skilled  and  skilled  men  whether 
working  outside  or  in  though  I have 
had  the  former  particularly  in  mind.  Fac- 
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tory  managers  could  practice  such  selec- 
tion with  profit. 

If  one  has  the  opportunity  and  can 
economically  make  a regular  medical  ex- 
amination it  is  to  be  preferred  and  of 
course  is  essential  for  certain  occupations 
such  as  compressed  air  and  many  others. 
When  you  can’t,  a carefully  thought-out 
simple  program  practically  applicable  to 
the  hiring  conditions  is  far  better  than 
none  at  all. 


Even  under  the  most  extreme  condi- 
tions a foreman  who  has  some  notion  of 
what  he  should  look  for  from  the  stand- 
point of  physical  ability  and  compensation 
liability  can  make  a better  selection  than 
one  left  entirely  to  his  own  original 
thoughts  in  this  matter  or  those  which 
only  his  personal  experience  has  taught 
him. 

102  E.  35  St. 


TRANSFUSIONS 

Preliminary  Study 

Leon  N.  Sussman,  M.D.,  New  York  City 
Assistant  Transfusionist,  Beth  Israel  Hospital 


This  study  is  undertaken  in  an  attempt 
to  evaluate  the  benefits  of  small  repeated 
transfusions,  versus  single  large  transfu- 
sions in  cases  of  severe  infections,  sepsis, 
meningitis,  sinus  thrombosis.,  etc.  The 
cases  of  acute  hemorrhage  are  purposely 
omitted  as  the  indications  here  are  defi- 
nite and  noncontroversial.  Various  phases 
of  the  problem  will  be  taken  in  order; 
hemoglobin-sustaining  aspect,  the  im- 
munological aspect,  the  bone-marrow 
stimulation  or  depressing  aspect,  and 
other  problems  that  suggest  themselves. 
It  is  hoped  that  from  this  study  will 
evolve  a method  of  calculation  for  the 
proper  volume  of  blood  to  be  transfused 
to  provide  the  optimum  response  on 
the  part  of  the  patient. 

Case  Reports 

Case  1.  I.R.,  (Chart  I)  a ten  year  old 

boy  with  a history  of  otitis  media  and 
mastoiditis,  was  admitted  to  the  service  of 
Dr.  S.  J.  Kopetzky  at  Beth  Israel  Hospital 
on  February  25,  1937.  A mastoidectomy 
was  performed  on  the  following  day.  The 
patient  made  an  uneventful  convalescence 
and  was  sent  home.  He  returned  to  the 
hospital  on  March  8 with  signs  of  menin- 
gitis and  petrous  pyramid  infection.  With 
the  onset  of  this  infection  the  hemoglobin 
fell  to  seventy-four  per  cent.  The  petrous 
pyramid  was  opened  and  drained  by  Dr. 
Kopetzky,  following  which  a transfusion  of 
150  c.c.  was  given.  The  infection  subsided 
and  the  hemoglobin  remained  stationary 


until  March  16  when  there  was  another 
fall  to  seventy  per  cent  and  the  signs  of 
meningitis  reappeared.  At  this  time  an 
apicotomy  was  performed  by  Dr.  Kopetzky. 
Repeated  small  transfusions  were  then 
given  and  the  hemoglobin  reached  a plateau 
of  seventy-five  to  eighty  per  cent.  Con- 
valescence was  uneventful  until  April  14 
when  there  was  another  marked  fall  in  the 
hemoglobin  with  recurrence  of  the  signs  of 
meningitis.  The  petrous  tip  was  re-exposed 
by  Dr.  Kopetzky.  Following  this,  small 
transfusions  were  given  every  other  day 
for  two  weeks.  This  was  accompanied  by  a 
gradual  and  continuous  rise  in  the  hemo- 
globin until  one  hundred  per  cent  was 
reached.  All  signs  of  the  infection  had  sub- 
sided and  the  patient  was  discharged. 

This  case  shows  clearly  that  with  the 
continuance  of  the  infection  there  is  a 
progressive  fall  in  the  hemoglobin.  This 
fall  can  be  successfully  combated  by  re- 
peated transfusions  to  maintain  the 
hemoglobin  at  a fairly  normal  level.  Fur- 
thermore this  case  denoted  that  the  end 
of  the  infection  is  characterized  by  a 
marked  and  continuous  rise  in  the  hemo- 
globin which  is  self-sustaining.  There 
seems  to  be  no  bone-marrow  depression 
in  evidence  even  though  this  patient  re- 
ceived a total  of  1000  c.c.  of  blood  over 
a period  of  two  weeks. 

Case  2.  B.K.  (Chart  II),  an  eight  year 
old  female  admitted  with  a history  of 
mastoiditis  to  the  service  of  Dr.  Kopetzky; 
during  this  period  of  infection  the  hemo- 
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globin  fell  from  ninety  to  eighty  per  cent. 
Mastoidectomy  was  performed  and  con- 
valescence appeared  normal  except  for  the 
fact  that  the  patient  ran  a continuous  sustain- 


ing temperature.  During  this  period  the 
hemoglobin  fell  further  to  seventy  per  cent. 
A spinal  tap  was  performed  and  revealed 
5000  cells.  There  was  no  evidence  of 
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meningeal  disease  until  one  week  later  when 
a right  hemiplegia  was  noted.  A ventricu- 
logram revealed  a normal  ventricular  sys- 
tem. A diagnosis  of  meningoencephalitis 
was  made.  The  patient  was  acutely  ill, 
running  a persistent  fever,  vomiting  con- 
tinuously, and  taking  only  small  amounts 
of  liquid  nourishment  for  practically  an  en- 
tire month.  However,  by  means  of  repeated 
small  transfusions  (100  to  150  c.c.  every 
other  day),  the  patient’s  nutrition  was  main- 
tained. There  was  no  further  fall  in  the 
hemoglobin,  in  fact  during  this  time  there 
was  a slight  but  progressive  rise.  The 
spinal  tap  revealed  fewer  cells  at  each  ex- 
amination. As  the  cell  count  became  nor- 
mal, there  was  again  noted  a sudden  and 
continued  rise  in  the  hemoglobin  which 
reached  a maximum  of  120  per  cent  when 
transfusions  were  stopped. 

This  case  also  shows  the  progressive  fall 
in  the  hemoglobin  associated  with  the  in- 
fection. Repeated  small  transfusions  were 
again  performed  and  these  maintained  the 
patient’s  hemoglobin  and  nutrition  at  a 
fairly  normal  rate.  The  end  of  the  infec- 


tion was  marked  by  the  sudden  rise  in 
the  hemoglobin  that  gave  evidence  of  hema- 
topoetic  stimulation. 

Conclusions 

These  two  cases  illustrate  the  following : 

1.  The  hemoglobin  falls  with  the  onset 
of  the  infection. 

2.  The  fall  is  continuous,  and  pro- 
gressive. 

3.  The  fall  persists  until  the  end  of 
the  infection. 

4.  The  end  of  the  infection  is  marked 
by  a noted  return  of  the  hemoglobin  to 
normal. 

5.  The  hemoglobin  can  be  maintained 
at  a normal  figure  during  active  infection 
by  repeated  small  transfusions. 

6.  The  return  of  the  hemoglobin  to 
normal  seems  to  be  stimulated  rather 
than  depressed  by  the  small  repeated 
transfusions. 

40  Monroe  St. 


FOURTH  INTERNATIONAL  LEPROSY  CONFERENCE 


In  January,  1931,  there  met  in  the  city 
of  Manila,  P.  I.,  under  the  auspices  of  the 
Leonard  Wood  Memorial,  a group  of 
scientists  engaged  in  leprosy  work,  repre- 
senting most  of  the  countries  where  leprosy 
is  a serious  health  problem.  One  of  the 
principal  results  of  this  conference  was 
the  organization  of  the  International  Lep- 
rosy Association. 

The  next  world  conference  of  leprosy 
workers  is  to  be  held  at  Cairo,  Egypt,  March 
21  to  31,  under  the  auspices  of  the  Interna- 
tional Leprosy  Association.  The  Egyptian 
government  is  giving  generous  cooperation 
and  is  issuing  official  invitations  to  other  na- 
tions to  send  representatives.  It  is  expected 
that  approximately  five  hundred  leading  sci- 
entists from  throughout  the  world  will  attend. 
A report  of  what  each  has  been  accomplish- 
ing in  his  own  particular  sphere  will  be 
made.  Closer  cooperation  between  these  sci- 
entists, who  are  giving  their  lives  to  this 
work,  will  be  made  possible. 

Egypt  has  known  leprosy  for  some  six 
thousand  years  and  is  now  conducting  an 
active  anti-leprosy  campaign.  Because  of 
her  central  position  between  the  east  and 


the  west,  she  is  strategically  located  for 
such  a conference. 

The  inaugural  ceremony  will  take  place 
in  the  Royal  Opera,  Cairo.  The  other  meet- 
ings will  be  held  in  the  amphitheaters  of 
the  Faculty  of  Medicine.  The  United  States 
will  be  represented  by  the  following 
delegation : Dr.  H.  E.  Hasseltine,  U.  S. 

Marine  Hospital,  Carville,  La.,  Chairman; 
Dr.  Victor  G.  Heiser,  President,  Interna- 
tional Leprosy  Association;  Mr.  Perry  Bur- 
gess, President,  Leonard  Wood  Memorial; 
Dr.  H.  W.  Wade,  Medical  Director,  Leon- 
ard Wood  Memorial:  Dr.  Jose  Rodriguez, 
Philippine  Health  Service;  Dr.  J.  A.  Doull, 
Western  Reserve  University;  Dr.  George 
M.  Saunders,  Director  Epidemiological  De- 
partment, Leonard  Wood  Memorial;  Mr. 
Emory  Ross,  General  Secretary,  American 
Mission  to  Lepers. 

They  will  sail  from  New  York  on  the  S.  S 
“Exeter”  on  March  1. 

The  Leonard  Wood  Memorial  believes  so 
firmly  in  the  benefits  of  these  general  meet- 
ings that  it  is  making  a liberal  appropriation 
toward  the  expense  of  the  forthcoming 
conference. 


Dr.  Leon  Binet,  of  Vichy,  France,  ad-  Brooklyn,  February  10,  in  the  auditorium  of 

dressed  the  Clinical  Society  of  Beth  Moses  the  dispensary  building  on  “Liver  Insuffi- 

Hospital,  Hart  St.  and  Stuyvesant  Ave.,  ciency.” 
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Carcinoma  ranks  second  only  to  heart 
disease  as  a cause  of  death  today,  and 
were  it  not  for  surgery  would  usurp  pride 
of  place.  Fortunately,  the  majority  of 
neoplasms  are  found  in  the  breast,  the 
lower  bowel,  and  the  mouth;  in  other 
words,  where  they  are  susceptible  to 
observation  and  palpation  and  therefore 
more  readily  recognized. 

Most  people  are  aware  of  the  great 
strides  which  have  been  made  in  the  treat- 
ment of  cancer  of  the  breast.  The  entire 
profession  is  now  alive  to  the  frequency 
of  this  malady,  its  ease  of  diagnosis,  and 
the  comparative  certainty  of  a cure  in  its 
early  stages.  It  has  come  to  the  point 
where  many  of  these  cases  are  discovered 
in  the  course  of  routine  examinations, 
before  the  patient  is  sensible  of  the  pres- 
ence of  pathology. 

Similar  progress  has  been  made  in  early 
diagnosis  of  cancer  of  the  mouth,  although 
treatment  of  these  cases  has  not  been  so 
successful.  The  time  seems  ripe  for  a like 
advance  in  cancer  of  the  rectum  and  rec- 
tosigmoid. The  first  step  must  be  the  in- 
clusion of  rectal  examination  as  routine. 

No  clinician  would  dream  of  consider- 
ing a general  examination  complete  which 
did  not  include  full  inspection  of  the 
mouth;  the  same  principle  should  apply 
to  the  rectum.  It  is  frequently  claimed 
that  investigations  are  not  carried  out  in 
this  region  because  the  patient  objects. 
This  is  far  from  true.  Patients  do  not 
often  object  to  a thorough  overhaul  at 
the  hands  of  the  experienced,  whatever 
that  involves : in  fact  they  frequently  ask 
for  one.  The  clinician  is  more  often  the 
one  to  avoid  doing  a rectal  examination, 
primarily  because  it  is  erroneously  consid- 
ered needless,  secondarily  because  he 
doubts  his  qualifications  to  perform  the 
examination. 

However,  when  it  is  realized  that  35,000 
Americans  die  yearly  from  cancer  of  the 
bowel,  that  cancer  of  the  lower  bowel 
comprises  nearly  one-half  of  all  neo- 
plasms, fully  forty  per  cent  of  them  being 


within  reach  of  the  examining  finger,  a 
different  light  is  thrown  on  the  subject. 
An  exact  diagnosis  may  be  impossible 
in  all  cases,  but  the  presence  of  pathol- 
ogy cannot  escape  the  veriest  tyro,  and 
should  lead  to  the  summoning  of  an 
expert. 

Electrically  lighted  instruments  afford 
a better  view  of  the  lower  bowel  than 
was  possible  even  a few  years  back.  The 
most  minute  adenoma,  or  “polyp,”  should 
be  visible  to  the  trained  observer  today. 

From  the  earliest  era  of  proctology, 
the  plea  has  been  for  early  diagnosis  of 
cancer,  for  early  recognition  of  the  true 
lesion  spells  cure,  and  neglect  often  means 
that  nothing  but  palliative  measures  re- 
main. Despite  all  propaganda,  however, 
the  interval  between  onset  of  the  disease 
and  the  presentation  of  the  patient  for 
treatment  has  not  decreased.  Most  carci- 
nomata of  the  lower  bowel  are  seen 
sometime  between  nine  and  thirteen 
months  after  their  commencement.  The 
reason  for  this  is  two-fold : Lack  of 
knowledge  of  the  true  early  symptoms, 
and  misleading  associated  pathology.  Car- 
cinomata of  the  rectum  and  sigmoid  give 
rise  to  very  slight  early  symptoms.  They 
may  amount  to  nothing  more  than  consti- 
pation in  the  previously  normal,  or  to 
increased  constipation  in  one  already 
afflicted.  The  comparative  silence  of  the 
early  lesion  may  cause  the  patient  to 
absent  himself  from  examination  until 
the  growth  is  well-advanced.  The  clini- 
cian, too,  may  overlook  the  true  import 
of  symptoms,  confused  by  textbooks 
which  give  the  signs  and  symptoms  of 
late  carcinoma  (i.  e.,  wasting  and  diar- 
rhea) under  the  heading  of  early  cancer. 
The  true  diagnosis  may  therefore  not  be 
suspected,  since  “What  the  mind  does 
not  ponder,  the  eye  cannot  see.” 

The  second  great  cause  of  faulty  or  late 
diagnosis  is  the  presence  of  additional 
pathology.  Frequently  the  examiner,  hav- 
ing discovered  such  conditions  as  hemor- 
rhoids, benign  adenomata  or  diverticulae, 
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is  content  to  accept  them  as  the  sole  cause 
of  symptoms. 

This  occurs  so  frequently  that  in  our 
practice  one-third  o'f  all  cases  of  carci- 
noma of  the  lower  bowel  have  received 
some  form  of  treatment  for  hemorrhoids 
during  the  time  in  which  the  neoplasm 
must  have  been  present — a fact  substan- 
tiated by  other  operators.  In  one  of  our 
cases,  bleeding  from  an  “innocent”  polyp 
prompted  an  examination.  The  patient 
had  been  under  treatment  for  a duodenal 
ulcer  for  some  time,  and  was  referred  to 
us  because  of  passing  blood  per  rectum. 
Examination  revealed  a pedunculated 
polyp,  and  above  it  a carcinoma. 

Many  cases  of  carcinoma  have  been 
able  to  demonstrate  the  presence  of 
diverticulitis.  One  case  of  fistula  in  ano 
was  referred  to  us,  which  upon  examina- 
tion was  disclosed  to  be  a fistulous  tract 
arising  in  a cancer  of  the  rectum.  This 
patient  had  already  been  submitted  to 
operations  for  the  cure  of  the  fistula,  and 
yet  the  malignant  growth  had  not  been 
discovered.  Incidentally,  this  patient  lived 
for  fifteen  years  following  operation  to 
die  of  pneumonia. 

Recently  a surgeon  removed  a carci- 
noma of  the  rectum,  sublimely  ignorant 
of. the  fact  that  there  was  another  malig- 
nant growth  a few  centimeters  higher, 
as  was  demonstrated  at  autopsy.  On  the 
other  hand,  symptoms  arising  from  a 
carcinoma  may  simulate  other  diseases. 

Thus  a cancer  of  the  anterior  wall  of 
the  rectum  may  easily  be  mistaken  for 
prostatic  disease.  In  our  own  practice  we 
have  seen  several  cases  where  prostatec- 
tomy had  been  performed  although  the 
true  lesion  was  a carcinoma  of  the  ante- 
rior wall  of  the  rectum.  In  like  manner, 
reflex  symptoms  from  disturbances  of  the 
sympathetic  system  may  lead  to  an  erro- 
neous diagnosis  of  peptic  ulcer,  or  gall- 
bladder disease,  etc.  We  base  this  state- 
ment on  the  fact  that  symptoms  have, 
in  some  of  our  cases  so  diagnosed  by  the 
referring  physician,  disappeared  when  the 
malignant  growth  in  the  lower  bowel  had 
been  removed.  It  must  be  realized  also 
that  no  patient  is  necessarily  limited  to 
one  disease  at  one  time.  The  profession 
must  become  more  generally  cancer 
minded  in  this  as  in  other  parts  of  the 
body.  And  both  practitioner  and  clinician 
must  consider  rectal  pathology  as  poten- 


tially carcinomatous  until  otherwise  defi- 
nitely proved. 

Let  us  now  consider  the  various  stages 
of  malignancy  which  will  be  encountered 
in  the  rectum  and  rectosigmoid.  The 
earliest  stage  to  be  recognized  is  that  of 
an  adenoma  no  larger  than  a pinhead. 
These  are  frequently  miscalled  polyps, 
and  often  considered  unworthy  of  treat- 
ment. As  a matter  of  fact,  in  our  expe- 
rience forty  per  cent  of  all  these  adeno- 
mata are  malignant  on  section,  and  many 
more  are  borderline  tumors;  and  there 
can  be  no  doubt  that  all  of  them  are  po- 
tentially carcinomatous.  Some  experts  go 
so  far  as  to  consider  all  adenomata  as 
precancerous.  These  small  lesions  may  be 
divided,  according  to  their  physical  char- 
acteristics, into  sessile  and  polypoid 
types.  Both  of  these  groups  are  easily 
destroyed  locally.  The  polypoid  type  never 
recur  nor  give  rise  to  metastases  if  thor- 
oughly extirpated,  no  matter  what  means 
are  employed. 

The  sessile  type  occasionally  recur,  but 
when  this  happens  it  is  because  they  have 
not  been  completely  removed.  The  prime 
reason  for  this  failure  is  the  surgeon’s 
fear  of  penetrating  to  the  peritoneal 
cavity.  Cases  have  been  reported  in  which 
distant  metastases  followed  excision  of 
this  type  of  growth,  but  they  are  so  rare 
as  to  constitute  museum  pieces. 

The  next  stage  is  a button-like  projec- 
tion without  ulceration,  exactly  like  a 
mushroom  without  a stem.  In  those  cases 
the  growth  has  not  reached  the  submu- 
cosa and  shut  off  the  circulation,  causing 
ulcerations. 

A further  stage  of  malignancy  encoun- 
tered is  the  fully  developed  adenocarci- 
noma. This  may  be  of  the  cauliflower, 
the  ulcerating,  or  the  infiltrating  type. 

Cuthbert  Dukes  has  graded  these 
tumors  for  prognostic  purposes.  His  type 
A is  that  in  which  the  growth  is  confined 
entirely  to  the  bowel.  The  B type  consists 
of  those  in  which  there  is  invasion  of  the 
perirectal  tissues.  The  C type  is  comprised 
of  those  in  which  the  lymphatic  glands 
are  involved.  This  method  of  classifica- 
tion is  not  intended  to  be  used  upon 
biopsy  specimens,  but  applies  to  the  section 
of  the  completely  removed  specimen.  He 
subdivides  his  C cases  further  into  (1) 
those  in  which  there  is  no  involvement 
of  the  lymphatic  glands  above  the  pedicle 
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of  the  vessels;  (2)  those  in  which  the 
glands  above  the  pedicle  are  involved. 

By  combining  this  method  of  classifi- 
cation with  that  advocated  by  Broder,  a 
reasonable  estimate  of  the  life  expectancy 
may  be  obtained,  and  will  be  found  to 
err  on  the  dark  side,  if  at  all.  Percent- 
ages of  five-year  cures  which  may  be 
expected  in  these  groups  are  as  follows: 

A — 93  per  cent 
B — 65  per  cent 
C — 23  per  cent 

Statistics  pertaining  to  the  surgical  cure 
of  patients  afflicted  with  carcinoma  of 
the  lower  bowel,  in  referring  to  adenocar- 
cinomata,  describe  they  as  “early  lesions/’ 
Actually,  they  are  late  manifestations,  the 
disease  having  been  present  for  from  nine 
to  thirteen  months.  Carcinomata  of  this 
type,  of  course,  require  more  than  local 
removal.  A suitable  operation  must  be 
performed  which  will  remove  not  only 
the  gross  lesion,  but  all  pathological  tissue 
as  well.  The  surgeon  performing  such  an 
operation  must  not  be  limited  in  his 
methods.  He  must  be  prepared  to  alter  his 
technic  to  fit  the  individual  case.  No 
technic  can  be  devised  which  will  prove 
satisfactory  for  all  patients  and  all 
growths.  The  operator  must  be  a thor- 
oughly trained  surgeon,  able  to  change 
his  methods  to  meet  any  emergency  or 
demand  encountered  at  operation. 

With  these  restrictions  in  mind,  we 
suggest  a few  broad  principles  of  pro- 
cedure : 

1.  Surgical  excision  is  the  only  method  at 
present  which  gives  a reasonable  expecta- 
tion of  eradication.  These  tumors  are  practi- 
cally all  radioresistant,  and  the  amount  of 
radiation  necessary  to  destroy  the  growth 
would  be  more  than  sufficient  to  cause  the 
death  of  the  patient.  We  fully  realize  that 
lesser  amounts  may  retard  the  growth,  but 
we  feel  that  any  local  benefits  to  be  derived 
therefrom  are  more  than  offset  by  the  gen- 
eral malaise,  anemia,  and  possible  local  com- 
plications so  developed. 

2.  A one-stage  operation  is  preferable 
except  in  the  presence  of  marked  intestinal 
obstruction. 

3.  Simple  perineal  excision  of  the  rectum 
is  preferable  whenever  possible.  Increasing 
experience  permits  many  more  cases  to  be 
operated  upon  in  this  manner,  since  by  prac- 
tice one  is  able  to  remove  more  and  more 
bowel  from  below. 

4.  If  a combined  operation  is  necessary, 
we  always  prefer  to  leave  the  patient  with 


a perineal  stoma.  In  certain  cases  one  is  able 
to  preserve  the  sphincters  ani  by  anas- 
tomozing  the  bowel  through  the  perineal 
wound. 

Coming  to  the  fourth  stage  of  carci- 
noma seen  in  the  lower  bowel,  we  find  the 
so-called  “inoperable”  type.  This  word 
“inoperable”  is  used  in  the  most  lax  and 
careless  manner,  referring  not  only  to 
conditions  which  actually  are  inoperable 
but  to  those  which  are  inoperable  only  in 
the  eyes  of  the  untrained. 

It  is  in  the  first  and  last  of  these  stages 
that  we  may  expect  great  progress.  There 
is  no  reason  for  the  small  adenomata  to 
be  allowed  to  develop  into  huge  adeno- 
carcinomas ; we  hope  to  show  the  benefits 
to  be  derived  from  refusing  to  label  any 
case  inoperable  except  as  a last  resort.  It 
is  in  reality  impossible  for  any  surgeon 
to  state  definitely  whether  or  not  a case 
is  inoperable  until  he  has  attempted  to 
operate. 

There  are  many  reasons  for  optimism 
in  these  late  cases.  First,  there  is  the 
nature  of  the  tumor  to  be  considered. 
Most  carcinomata  of  the  lower  bowel  are 
Broder’s  Grade  II — i.  e.,  they  are  not 
excessively  malignant.  They  tend  to  pro- 
ject into  the  lumen  of  the  bowel,  rather 
than  to  invade  the  muscular  coats.  They 
are  slow-growing  tumors.  They  do  not 
metastasize  early. 

The  results  of  experience  are  likewise 
in  our  favor.  Surgeons  who  operate  on 
many  of  these  lesions  are  becoming  more 
willing  to  submit  these  late  cases  to  sur- 
gery because  they  have  found  that  many 
which  were  considered  hopeless  have  lived 
years  of  useful  postoperative  life. 

A growing  number  of  us  no  longer 
consider  metastases  in  the  liver  a contra- 
indication to  suitable  surgery.  Some  of  us 
have  operated  upon  cases  in  which  we 
have  been  compelled  to  leave  behind  some 
of  the  actual  primary  growth,  and  yet 
have  seen  those  patients  recover  and 
resume  their  normal  lives. 

Although  this  happy  result  cannot  be 
expected  in  all  cases,  still  one  must  remove 
as  much  of  the  tumor  as  possible,  just  as 
the  breast  surgeon  does  in  the  case  of  an 
inoperable  growth,  to  insure  against  the 
painful  ulcerations  common  to  large  fun- 
gating masses. 

A further  reason  for  surgery  in  these 
late  cases  is  that  without  it  death  is  a 
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certainty,  and  therefore  one  is  justified  in 
employing  any  procedure  which  holds  out 
hope  of  cure,  or  even  of  prolonging  life 
with  comfort.  In  the  absence  of  surgery 
the  patient  faces  death  due  to  intestinal 
obstruction  and  preceded  by  cachexia  and 
possibly  by  great  pain  due  to  metastases 
in  the  spine.  Surgery  offers  either  an 
immediate,  painless  death,  or  on  the  other 
hand  a resumption  of  normal,  useful  life. 
If  the  operation  is  entirely  successful,  the 
patient  will  live  to  die  of  some  other  dis- 
ease. If  it  is  only  partially  satisfactory, 
the  worst  that  the  patient  has  to  fear  is 
“liver  death/’  rapid  at  the  end  and  com- 
paratively painless. 

There  are  certain  set  questions  which 
are  asked  by  the  family  physician  and 
the  patient  after  a diagnosis  of  cancer 
has  been  made  and  the  treatment  out- 
lined. One  is,  “Doctor,  do  you  think  the 
patient  can  stand  the  operation  ?”  I 
usually  reply  by  saying,  “Well,  if  you 
fell  overboard  and  someone  threw  you 
an  oar,  would  you  seize  it,  or  would  you 
say  to  yourself,  T don’t  believe  I could 
hang  on  until  saved,  so  I will  spare  myself 
all  effort  and  drown  at  once  ?’  ” 

I have  never  been  able  to  fathom  the 
psychology  of  those  who  are  unwilling 
to  take  a chance  in  a desperate  situation. 
Here  is  a case  in  point: 

Mr.  S.  underwent  a cholecystectomy.  At 
operation  it  was  discovered  that  he  had  a 
large  carcinoma  of  the  cecum  with  almost 
complete  obstruction.  The  operator,  having 
discovered  the  trouble  and  fearing  the  man 
would  die  on  the  operating  table,  closed  him 
up  and  declared  him  inoperable.  In  the 
patient’s  own  words,  all  the  leading  diag- 
nosticians of  his  acquaintance  had  advised 
against  further  interference  on  the  grounds 
that  this  might  cut  short  his  life,  even 
though  at  best  he  could  not  live  very  long. 
As  a matter  of  fact,  my  own  staff  (which 
did  not  then  include  Dr.  Hamilton)  strongly 
advised  letting  nature  take  its  course.  I per- 
sonally have  been  less  interested  in  statistics 
than  in  saving  lives.  I decided  to  fill  him 
with  fluids,  operate,  and  hope  for  the  best. 

I removed  one-half  of  his  colon  and  ten 
centimeters  of  the  ileum,  and  left  him  with 
an  ileostomy.  He  made  a complete  recovery, 
and  lived  with  his  ileostomy  for  six  years, 
passing  formed  stools.  In  the  meantime  he 
married,  and  the  bride  decided  that  a change 


in  the  plumbing  was  in  order.  Accordingly 
I did  an  ileocolostomy,  and  he  now  declares 
that  he  can  remember  no  time  in  his  life 
when  he  has  been  so  comfortable  and  happy. 
It  is  now  eight  years  since  he  was  given 
up  as  inoperable. 

A further  case  in  point  was  a young 
woman  from  a neighboring  town  who  for 
over  a year  had  consulted  many  doctors, 
usually  telling  them  that  she  was  convinced 
that  she  had  a tumor  of  the  bowel.  Having 
failed  to  convince  those  in  her  neighbor- 
hood, she  proceeded  to  a Mid-Western  clinic 
(not  the  Mayo  Clinic),  where  a diagnosis 
of  inoperable  carcinoma  was  made.  That 
was  nine  years  ago.  I operated  upon  her, 
doing  a combined  abdominoperineal  opera- 
ion  with  a perineal  stoma,  and  she  has  not 
missed  a day’s  work  since  her  convalescence. 

There  is  a firm  conviction  buried  deep 
in  the  medical  mind  that  a recurring 
tumor  spells  death,  and  that  surgical  inter- 
ference is  contraindicated. 

I operated  upon  Mrs.  G.  in  1926,  doing  a 
combined  abdominoperineal  operation  with 
a perineal  stoma.  I excised  twenty-five  centi- 
meters of  the  lower  bowel,  including  the 
anus.  The  growth  (Broder’s  Grade  II)  was 
found  to  begin  four  centimeters  above  the 
anal  verge,  and  to  extend  five  centimeters. 
There  was  also  a chronic  inflammation  of 
the  lymph  nodes.  Two  years  later  there  was 
a recurrence  of  the  disease.  It  consisted  of 
two  separate  growths,  both  of  which  were 
Grade  III,  more  malignant  than  the  primary 
lesion.  I must  say  that  it  was  with  some 
misgiving  that  I undertook  to  operate  a 
second  time.  Seven  years  have  now  elapsed 
since  that  second  operation,  and  the  family 
tells  me  she  is  the  most  cheerful  person 
in  the  neighborhood,  and  one  of  the  most 
active. 

Conclusions 

1.  Patients  with  carcinoma  of  the  lower 
bowel  have  not  entered  upon  a one-way 
street. 

2.  Early  diagnosis  can  only  follow  the 
establishment  of  biannual  routine  sig- 
moidoscopies. 

3.  A one-stage  operation  is  preferable 
whenever  possible. 

4.  A perineal  stoma  is  the  most  satis- 
factory. 

5.  The  mottos  of  the  surgeon  dealing 
with  carcinoma  should  be : “Put  Yourself 
In  His  Place”  and  “Nil  Desperandum.” 

205  E.  61  St. 


(See  page  272  for  Discussion  of  Dr.  Lynch’s  paper) 


272 


JEROME  M.  LYNCH 


[N.  Y.  State  J.  M. 


Discussion 


Dr.  George  Johnson  Hamilton,  New 
York  City — I should  like  to  take  this  oppor- 
tunity to  say  a few  words  about  matters 
which  our  discussors  introduced.  First:  the 
colostomy  bag,  in  my  training  at  St.  Bar- 
tholomew, St.  Marks  and  later  in  our  prac- 
tice here  (Polyclinic  Hospital,  New  York 
City)  I have  never  seen  one.  It  is  true  that 
we  have  one  patient  who  uses  one,  but  only 
in  this  manner.  He  takes  an  irrigation  the 
first  thing  in  the  morning,  straps  the  colos- 
tomy bag  on,  proceeds  to  shave  and  shower, 
by  which  time  the  bag  has  been  filled  and  is 
discarded  until  the  next  morning. 

Second:  I would  suggest  that  difficulty  in 

obtaining  control  of  the  perineal  stoma  may 
be  due  to  the  formation  of  excess  scar  tissue 
at  the  mucocutaneous  junction.  It  may  be 
necessary  to  excise  this  once  or  twice  in  the 
office. 

Third:  The  education  of  the  laity  as  to 
the  prognosis  in  carcinoma  of  the  lower 
bowel  has  been  mentioned.  I would  suggest 
that  skilled  surgeons  in  other  specialties  also 
need  enlightenment.  A short  while  ago,  a 
very  eminent  gynecologist  acknowledged 
that  he  had  thought  that  all  cases  of  carci- 
noma of  the  lower  bowel  died  regardless  of 
treatment. 

Fourth:  We  all  appear  agreed  that  bian- 
nual examinations  are  necessary.  I would 
like  to  stress  the  point  that  there  is  no  carci- 
noma age.  Seven  per  cent  of  cases  are  under 
thirty- five  years  of  age.  We  are  cooperating 
with  the  patient  and  family  physician  both, 
when  the  time  for  their  next  examination 
arrives,  and  find  this  method  very  satis- 
factory. 

Dr.  Albert  G;  Swift,  Syracuse — After 
listening  to  the  excellent  paper  by  Dr. 
Lynch,  one  would  wish  that  it  could  have 
been  heard  and  pondered  by  every  practis- 
ing physician  in  the  country  and  every  lay- 
man over  the  age  of  forty  years. 

As  has  been  pointed  out,  the  operative 
mortality  rate  has  decreased  markedly  in 
the  past  ten  years  and  the  percentage  of 
five-year  cures  has  increased.  The  records 
of  all  large  clinics  show  conclusively,  how- 
ever, that  there  has  been  no  appreciable 
shortening  of  the  interval  between  the  onset 
of  symptoms  and  the  commencement  of 
surgical  treatment. 

While  it  may  be  true  that  surgical  man- 
agement is  approaching  the  peak  of  its  effi- 
ciency, it  is  certain  that  too  many  patients 
are  coming  to  surgery  many  months  later 
than  they  should.  Any  further  advance, 
therefore,  must  be  along  the  line  of  cancer 


research  on  the  one  hand  and  earlier  diag- 
nosis on  the  other. 

While  several  well-endowed  foundations 
are  engaged  in  cancer  research,  it  may  very 
logically  be  considered  a public  health 
charge.  It  is  interesting  to  note  that  the 
amount  allotted  annually  by  the  national 
government  for  this  work  has  increased 
from  $34,000  in  1930  to  $100,000  in  1936.  In 
the  latter  year,  in  contrast,  the  government 
spent  $846,500  on  cotton  research,  $507,000 
for  utilization  of  forest  products,  and  $387,- 
000  for  “dairy  cattle”  research. 

The  solution  of  the  problem  of  earlier 
diagnosis  and  treatment  is  here,  as  else- 
where, a matter  of  teamwork  between  the 
potential  patient,  the  physician,  and  the  sur- 
geon. Much  valuable  information  has  been 
given  to  the  public  already  in  the  form  of 
radio  broadcasts,  addresses  to  clubs,  and  by 
such  excellent  articles  as  recently  appeared 
in  Fortune,  now  available  in  booklet  form. 
In  time,  fear  should  not  be  the  predomi- 
nating emotion,  and  cancer  should  be  dis- 
cussed as  freely  as  are  tuberculosis  and 
syphilis  at  present. 

Women  are  becoming  well-informed  about 
cancer  of  the  breast  and  cervix.  We  were 
told  yesterday  of  one  woman  who  reported 
to  a large  clinic  and  had  diagnosed  a cancer 
of  her  breast  before  her  physician  had 
done  so. 

Information  regarding  malignancy  of  the 
sigmoid  and  rectum  is  much  more  difficult 
to  impart  as  the  early  signs  and  symptoms 
may  be  indefinite.  Warning  should  be  given 
that  pain  is  not  the  important  symptom 
while  irregularity  of  bowel  habit  is;  that 
rectal  bleeding  may  very  easily  be  from  a 
lesion  much  more  serious  than  hemorrhoids, 
and  that  even  at  most  a colostomy  can  be 
controlled  by  careful  attention  to  diet,  irri- 
gations, and  a flat  pad,  rather  than  an  objec- 
tionable pouch. 

The  education  of  the  medical  man  may  be 
a little  more  difficult.  Too  many  physicians 
and  some  surgeons  still  consider  cancer  as 
a hopeless  proposition,  and  a permanent 
colostomy  as  an  abomination  to  the  patient 
and  to  everyone  with  whom  he  comes  in 
contact.  It  is  not  too  much  to  ask  that  every 
physical  examination  shall  include  a digital 
palpation  of  the  rectum,  and  a bimanual 
examination  of  the  lower  abdomen.  More- 
over, every  patient  with  any  symptoms  refer- 
able to  sigmoid  or  rectum  should  have  h 
competent  proctoscopic  examination  before 
the  diagnosis  of  simple  hemorrhoids  is  made. 

The  operative  procedure  must  depend 
upon  the  location  of  the  lesion,  the  general 
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condition  of  the  patient,  and  the  judgment 
and  experience  of  the  surgeon.  On  my 
own  service,  in  abdominoperineal  resec- 
tions, we  have  had  the  best  results  with  the 
procedure  described  by  Lahey  of  Boston. 
In  our  own  experience  the  advantages 
have  far  outweighed  its  shortcomings. 

In  view  of  the  fact  that  early  indications 


of  carcinoma  of  the  sigmoid  and  rectum 
are  uncertain  we  must  continue  to  advo- 
cate thorough  periodic  physical  examina- 
tions. This  course  is  one,  I feel  certain, 
which  will  meet  with  the  approval  of  every 
man  in  this  room  but  which  in  all  probability 
has  seldom  or  never  been  applied  to  the  case 
of  himself. 


SURGICAL  MOVING  PICTURES  IN  COLOR 

The  Problem  of  Lighting 

Boardman  M.  Bosworth,  M.D.,  New  York  City 


The  most  important  problem  in  taking 
surgical  moving  pictures  in  color  is  ade- 
quate illumination.  The  lights  must  be 
intense  and  yet  not  give  off  much  heat; 
they  must  be  small,  light,  compact  and 
not  interfere  with  the  surgeon  or  his  as- 
sistants. They  must  be  readily  adjustable 
to  superimpose  their  light  upon  an  object 
close  at  hand  and  yet  not  impinge  upon 
the  field  of  any  lenses  used.  They  must 
be  automatic,  so  that  once  they  are  set 
up,  the  photographer  can  completely  for- 
get them  while  he  is  taking  pictures.  This 
means  not  only  that  they  must  move  with 
the  camera  wherever  it  is  pointed  or 
placed,  but  that  they  automatically  snap 
on  and  off  as  the  camera  starts,  and  stops. 

The  homemade  bracket  (Fig.  1)  fits  the 
above  requirements  to  an  exacting  de- 
gree. It  can  be  duplicated  or  modified 
to  suit  particular  needs  very  easily  and  at 
small  cost.  The  bracket  was  made  from 
sheet  metal  by  a mechanic  after  a paste- 
board model.  It  provides  two  slotted 
channels  into  which  the  flat  reflector  posts 
are  slid  and  fastened  with  thumb  screws. 
The  bracket  is  held  solidly  to  the  base 
of  the  camera  by  four  small  screws. 

The  reflectors  were  an  inexpensive  vari- 
ety with  rough  aluminum  finish.  They 
had  place  for  only  two  No.  1 photo-flood 
bulbs  each,  when  purchased,  but  were 
modified  as  shown  to  hold  three  such  bulbs 
and  then  were  chrome  plated  for  greater 
reflection.  Since  they  are  shallow,  they 
do  not  extend  into  the  lens,  field,  yet  they 
can  be  turned  toward  each  other  to  super- 
impose light  on  a nearby  subject.  This 
allows  the  use  of  smaller  stops  for  clearer 
definition  and  greater  depth  of  focus. 

Each  reflector  is  an  individual  unit  and 
may  be  set  on  its  own  collapsible  tripod 


if  it  is  desired  to  use  them  separately 
from  the  camera.  When  mounted  in  the 
bracket  (Fig.  2),  they  plug  into  a three- 
way  socket  from  which  a single  wire 
leads  to  the  wall  outlet.  In  this  par- 
ticular set-up  the  electric  motor  drive  con- 
nects with  the  same  line  so  that  lights  and 
camera  are  controlled  by  a single  switch 
(Fig.  3).  Furthermore,  since  the  lights 
are  supported  on  the  camera  base,  they 
turn  as  the  camera  is  pointed  and  the  field 
is  always  illuminated. 

During  the  past  year  many  thousands 
of  feet  of  sixteen  mm.  Type  A Koda- 
chrome  film  have  been  taken  with  the  out- 


Fig.  1.  Light  bracket 
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fit  illustrated,  with  uniformly  excellent 
results.  Most  pictures  were  filmed  at  a 
distance  of  three  feet  with  1 inch  F-1.9, 
2^  inch  F-2.7,  and  4 inch  F-2.7  lenses. 
Such  “fast”  lenses  are  not  at  all  necessary 
with  this  lighting  arrangement  at  three 
feet  from  the  subject,  as  the  stops  used 
varied  from  F-8  to  F-3.5,  depending  upon 
how  much  of  the  field  was  covered  with 
drapes,  blood  or  iodine.  However,  only 
slightly  greater  distances  require  con- 
siderably larger  stops  and  for  this  rea- 
son “fast”  lenses  will  be  found  very 
useful. 

For  half  or  full  figure  pictures  (e.g.  to 


show  postoperative  function)  it  is  best 
to  set  the  reflectors  in  their  own  tripods 
at  four  or  five  feet  from  the  subject,  so 
that  the  camera  can  be  moved  back  ten 
or  twelve  feet.  In  this  case  if  a third 
three-light  reflector  be  added,  the  same 
lens  stops  may  be  used  as  at  three  feet. 

Three  such  reflectors  with  three  extra 
collapsible  tripods,  extra  bulbs,  extension 
wires,  etc.  fit  easily  into  a small  hand- 
bag and  weigh  less  than  fifteen  pounds. 

The  lighting  outfit  shown,  including 
two  reflectors  and  light  bracket,  was  as- 
sembled at  a total  cost  of  $15.50. 

58  E.  65  St. 


Lieut.-Gov.  Keen  Johnson  told  a story  in 
a speech  before  the  Kentucky  State  Medi- 
cal Association  about  a doctor  friend  who 
treated  a fellow  for  lumbago.  He  had 
treated  him  for  quite  some  while  and  he 
thought  rather  successfully.  He  sent  him 
a bill  and  the  fellow  sent  him  a check  and 


he  sent  the  check  to  the  bank  and  it  came 
back  marked  “No  funds.” 

He  met  the  fellow  on  the  street  and  he 
said  to  him,  “That  check  you  gave  me  came 
back.” 

“Doc,  that’s  funny,”  he  said,  “so  did  that 
lumbago.” 


PUBLIC  HEALTH  ASPECTS  OF  MENTAL  HYGIENE 


Frederick  W.  Parsons,  M.D.,  Albany 
Commissioner , New  York  State  Department  of  Mental  Hygiene 


Public  health — the  health  of  human  be- 
ings in  groups  or  communities — is  a mat- 
ter of  general  and  deep  concern.  To  the 
promotion  of  better  health  all  physicians 
devote  themselves  and  that  the  individual 
effort  shall  be  more  effective  when  more 
widely  applied,  we  have  created  groups 
whose  main  interest  is  the  promotion  of 
community  health.  Some  of  these  groups 
have  governmental  support,  a notable  ex- 
ample being  the  U.S.  Public  Health  Serv- 
ice. Others  are  creatures  of  State — the 
State  Boards  of  Health.  In  addition  there 
are  county  and  city  boards  of  health; 
other  smaller  groups  establish  their  own 
guardians  of  the  public  health.  To  further 
promote  the  cause  of  better  health  there 
are  voluntary  associations  of  individuals, 
medical  and  lay,  and  hosts  of  special  socie- 
ties having  a deep  interest  in  some  particu- 
lar aspect  of  public  health.  The  subject  is 
therefore  quite  completely  covered. 

We  think  of  public  health  as  the  par- 
ticular function  of  a group  of  profes- 
sionals to  whom  the  people  look  to  protect 
them  from  epidemics,  and  we  are  so  accus- 
tomed to  think  of  public  health  in  terms 
of  communicable  diseases  that  we  fail  to 
think  of  its  larger  significance. 

Public  health  physicians  are  primarily 
practitioners  of  preventive  medicine.  They 
guard  our  water  supply  and  the  quality  of 
our  food  and  our  housing,  and  with  broad 
general  efficacious,  sweeps  promote  better 
health.  They  concern  themselves  with 
birth  and  death  rates,  morbidity  figures, 
density  of  population,  hazards  of  employ- 
ment, the  food  supply,  or  any  other  phase 
of  life  which  has  an  interest  in  or  an 
effect  on  the  well-being  of  the  population. 
Without  their  help  the  world  would  be 
less  well  off.  Their  interest  even  extends 
to  the  particular  patient  and  we  find  them 
locating  individuals  and  dealing  with  a 
specific  case  as  painstakingly  as.  does  the 
private  practitioner.  We  contemplate  with 
satisfaction  what  the  official  custodians  of 
community  health  have  done  with  cholera, 


bubonic  plague,  typhus,  and  smallpox. 
The  results  with  typhoid  and  diphtheria 
are  still  fresh  in  our  minds,  and  we  con- 
fidently expect  similar  results  with  other 
disorders.. 

The  subject  of  this  contribution  links 
mental  hygiene  with  public  health  and  we 
ask  ourselves  what  the  sanitarians  can  do 
in  the  field  of  our  particular  interest.  To 
state  the  situation  in  another  way  is  to 
inquire  if  the  broad  general  principals 
which  have  so  splendidly  advanced  phy- 
sical well-being  can  be  used  to  promote 
mental  health.  It  perhaps  will  be  to  our 
advantage  if  the  scope  of  these  observa- 
tions is  limited  to  mental  diseases  and  as 
that  field  is  large  the  domain  might  be 
still  further  circumscribed  to  only  some  of 
the  types  of  psychoses.  Rather  than 
casually  examine  all  forms,  it  may  be 
wiser  to  limit  the  inquiry. 

Does  the  incidence  of  mental  disorders, 
warrant  the  attention  of  public  health 
authorities?  Is  it  of  sufficient  significance? 
To  those  questions  the  answer  is  in  the 
affirmative.  A type  of  illness  of  which 
nearly  half  a million  persons  are  known  to 
be  attacked  in  sufficient  intensity  to  war- 
rant hospital  care  merits  public  concern. 
Nearly  sixty  per  cent  of  all  the  hospital 
beds  in  the  U.  S.  are  occupied  by  mental 
patients  and  one  hundred  and  twenty-five 
thousand  new  cases  develop  annually.  The 
care  of  that  large  group  costs  the  people 
of  this  country  271  million  dollars  a year 
and  statisticians  compute  the  annual  eco- 
nomic loss  to  be  slightly  more  than  a 
billion  dollars  a year. 

Once  these  were  staggering  figures  but 
they  provoke  thoughts,  as  to  whether  or 
not  the  mental  health  of  the  community 
is  getting  better  or  worse.  There  is  no 
positive  answer  to  that  inquiry.  We  know 
that  the  ratio  of  sane  and  insane  is  increas- 
ing. Pollock  and  Malzberg,  using  U.  S. 
census  figures,  report  that  in  the  year  1880 
there  were  81.6  persons  in  mental  hospitals 
per  100,000  population.  In  1890  the  num- 
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ber  had  grown  to  118,  in  1904  to  183,  in 
1910  to  204,  in  1923  to  245,  and  the  latest 
figures  indicate  that  for  every  100,000  in 
the  U.  S.  there  are  now  308  persons  in 
mental  hospitals.  For  this  growth  there 
are  many  reasons  and  it  is  altogether  likely 
that  the  ratio  of  those  mentally  sick  to 
those  in  good  mental  health  is  no  greater 
now  than  it  was  in  1880.  More  of  the  sick 
are  now  in  hospitals  where  they  can  be 
counted  than  was  the  case  in  1880  and 
there  is.  no  good  reason  to  believe  that 
the  mental  health  of  the  community  is 
worse  today  than  it  was  when  a count 
was  first  undertaken.  One  should  never 
lose  sight  of  the  fact  that  those  communi- 
ties which  do  most  for  the  sick  have  the 
greatest  number  to  care  for.  Certain  rich 
states  in  the  East  have  a high  ratio  and 
those  poorer  states  which  maintain  alms- 
house standards  have  the  fewest.  No  one 
argues  that  almshouses  contribute  to 
mental  health  but  good  mental  hospitals 
have  the  confidence  of  the  community  and 
attract  and  keep  their  patients.  During 
the  two  generations  which  have  shown 
the  striking  increase  in  the  number  of 
insane  to  the  total  population,  psychiatry 
has  developed  from  a medical  interest  of 
limited  consequence  to  one  of  the  first 
magnitude.  Our  entire  psychiatric  thought 
has  changed.  Notable  progress  has  been 
made,  but  psychiatrists  have  devoted 
themselves  more  to  trying  to  understand 
the  problem  than  to  the  application  of 
remedies,  and  in  the  efforts  to  understand 
they  have  made  some  progress.  That  atti- 
tuae  has  been  logical  for  how  can  one 
expect  to  apply  preventive  methods  until 
there  is  some  understanding  of  the  nature 
of  the  problem.  So  long  as  physicians 
were  satisfied  to  make  a diagnosis  of  fever 
for  any  case  having  elevation  of  tempera- 
ture, the  practice  of  medicine  advanced 
but  little  and  physicians  can  expect  to  be 
held  back  while  satisfied  to  separate  people 
into  two  groups — sane  and  insane. 

I would  not  have  you  think  that  psychia- 
trists have  not  classified  the  mental  dis- 
orders. They  have,  and  the  public  health 
approach,  which  after  all  will  be  along 
lines  of  prevention,  will  take  into  consider- 
ation what  can  be  done  with  each  broad 
group. 

Some  will  be  easy.  The  absolute  control 
of  syphilis  comes  first  to  mind.  That  will 
eliminate  general  paresis  and  reduce  the 


incidence  of  mental  disorders  about  ten 
per  cent.  It  probably  will  reduce  the  arter- 
iosclerotic types  and  there  will  be  other 
benefits.  For  example  no  one  knows  how 
much  mental  enfeeblement  is  directly 
traceable  to  syphilitic  infections.  It  is 
reasonable  to  expect  that  a syphilitic  par- 
ent may  have  a feeble-minded  child. 

We  can  see  the  day  when  acute  infec- 
tions of  the  central  nervous  system  will 
be  under  better  control  and  the  encepha- 
litic cases  and  the  polio  victims  fewer 
than  at  present.  With  the  recent  unhappy 
outcome  of  the  efforts  to  control  alcohol 
still  before  us,  only  the  confirmed  opti- 
mist will  believe  the  number  of  cases 
due  to  overindulgence  in  drink  will  be 
substantially  reduced  but  the  alcoholics 
may  be  brought  under  better  control  by 
temperance  drives.  It  is  worth  striving 
for.  Overindulgence  in  alcohol  accounts 
for  about  eight  and  one  half  per  cent  of 
the  first  admissions  to  New  York  State 
hospitals  and  that  probably  is.  a fair 
example  of  the  nationwide  experiences. 
Intemperance  of  one  who  does  not  have 
a psychosis  adds  to  the  stresses  of  others, 
so  what  the  reports  indicate  to  be  the 
percentage  of  alcoholic  admissions  do  not 
tell  the  whole  story.  The  limitations,  of 
the  abuse  of  drugs  and  other  exogenous 
poisons,  although  of  slight  importance, 
should  not  be  insuperable  obstacles.  The 
traumatic  psychoses  are  not  numerous 
and  it  will  be  difficult  to  protect  people 
from  injury.  Perhaps  we  may  learn  to 
manage  head  injuries  better  and  thereby 
avoid  some  of  the  later  consequences. 

Much  mental  failure  comes  with  the 
declining  years.  Those  forms  of  mental 
illness  are  rapidly  increasing  and  the 
reasons  are  those  which  account  for  the 
rise  in  the  cardiac  cases,  the  cancers,  and 
the  other  diseases  of  advanced  age.  The 
youth  whom  the  public  health  officials 
save  from  tvphoid  and  tuberculosis  lives 
to  die  of  one  of  the  diseases  of  the  aged. 

Something  can  be  done  in  all  these 
fields.  Instances  of  opportunities  are 
there.  The  remedy  is  known,  the  whole- 
sale application  may  be  difficult,  but  the 
situation  is  not  without  hope. 

Much  more  formidable,  of  infinitely 
greater  importance,  and  so  far  as  we  can 
now  see,  of  insurmountable  difficulties,  is 
the  great  residual  group  of  the  manic 
depressive  cases,  the  agitated  depressions 
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of  the  involutional  period,  and  dementia 
precox.  With  those  we  do  not  as  yet 
know  how  to  deal  effectively.  There  must 
be  some  means  to  understand  those 
groups,  and  to  that  better  understanding 
psychiatrists  must  devote  themselves.  It 
will  come.  We  may  have  to  wait  for  the 
physicist  to  give  new  methods  of  study 
and  when  we  do  understand  those  dis- 
orders better  it  may  be  that  we  shall  not 
know  how  to  use  the  knowledge  thus 
gained.  The  greatest  opportunity  will  be 
ours  when  we  sufficiently  understand 
mental  departures  that  workable  rules  of 
mental  health  can  be  set  down  in  simple 
language.  No  one  now  knows  what  course 
of  action  is  conducive  to  mental  health 
and  when  face  to  face  with  a case  of 
dementia  precox  in  the  early  stages,  in 
most  instances,  the  psychiatrist  brings  to 
the  patient  but  little  real  assistance.  When 
we  can  give  to  our  patients  helpful  direc- 
tions as  simple  and  as  easily  understood 
as  the  pediatrician  directs  an  infant’s  food 
or  as  beneficial  to  the  tubercular  patient 
as  the  directions  of  the  internist,  then  the 
psychiatrist  will  be  of  distinct  service  to 
his  patients. 

The  idealists,  searching  for  a short-cut 
to  perfection,  will  not  be  content  to  deal 
piecemeal  with  the  troublesome  problem 
of  mental  disorders.  They  will  want  to 
attack  mental  diseases  en  masse.  One  will 
say  that  in  a social  setting,  constructed 
after  a certain  formula,  human  wants  will 
be  realized  and  that  when  strivings  are 
satisfied  and  conflicts  abolished  national 
mental  poise  will  be  maintained.  This,  was 
seriously  advocated  by  certain  American 
psychiatrists  returning  from  countries 
where  social  experiments  had  travelled 
far,  and  they  cited  as  proof  the  empty 
asylums  of  eastern  Europe.  If  during  the 
years  of  food  shortage,  nourishment  was 
denied  to  the  inarticulate  and  starvation 
removed  the  patients,  that  was.  not  adver- 
tised. Certain  knowledge  of  foreign  con- 
ditions is  not  easily  obtained  and  reports, 
neither  of  the  protagonist  nor  the  anta- 
gonist can  be  accepted  uncritically. 


Another  enthusiast  will  advocate  eu- 
genic reforms.  On  this  proposal  some- 
thing might  be  said  if  one  were  wise 
enough.  Everyone  has  seen  individuals 
of  whom  it  can  truthfully  be  stated  that 
the  world  would  have  been  no  poorer  had 
they  never  been  born.  There  are  not 
many  physicians  endowed  with  sufficient 
authority  and  with  enough  knowledge 
who,  before  the  fact,  can  speak  with 
equal  assurance.  Perhaps  in  a system  of 
government  where  autocratic  powers  in 
that  direction  were  granted,  we  would 
say  that  which  we  now  have  is  cheap  at 
a billion  a year.  Still  other  optimists  will 
say  that  mental  disorders  of  the  types 
so  numerous,  so  troublesome,  and  of 
which  we  know  so  little,  originate  be- 
cause of  a glandular  or  dietetic  deficiency, 
and  none  should  be  so  bold  as  to  say 
that  what  they  advocate  will  not  some 
day  be  found  to  be  of  greatest  impor- 
tance. The  position  of  psychiatrists  is 
so  desperate  that  no  suggestion  should 
be  rejected  until  thoroughly  explored. 

When  will  psychiatrists  be  able  to  do 
more  for  their  patients?  The  time  will 
be  here  when  we  know  as  much  of  our 
subject  as  do  internists,  who  can,  by  the 
evidences  of  their  five  senses,  understand 
the  disease  process.  That  we  cannot  now 
do.  The  internist  deals  with  tangibles, 
psychiatrists  deal  mainly  with  intangibles. 
That  makes  our  problem  more  difficult. 
What  an  entirely  different  group  would 
do  with  the  present  problem  of  the  psy- 
chiatrists raises  an  interesting  specula- 
tion. Would  a group  of  scientists,  un- 
trained in  medicine,  bring  a new  point  of 
view  or  would  those  physicians  in  the 
public  health  field  who  have  solved,  or 
are  on  the  way  to  solve,  the  physical  dis- 
eases, repeat  their  successes  in  the  mental 
field?  They  are  the  exponents  of  pre- 
ventive medicines.  What  we  in  the  mental 
sphere  need  is  prevention  and  may  we 
soon  see  in  our  principal  medical  interest 
a reflection  of  the  success  of  the  doctors 
of  public  health! 

State  Office  Bldg. 


The  Tenth  International  Medical  Con-  Jags:  “Doctor,  my  wife  has  insomnia 
gress  for  Psychotherapy  will  be  held  in  very  badly.  She  very  often  remains  awake 

England  at  Balliol  College,  Oxford,  on  until  2 o’clock  in  the  morning.  What  shall 

July  29  to  August  2,  by  the  invitation  of  I do  for  her?” 

a number  of  British  Societies.  Doctor:  “Get  home  earlier.” 
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Leadership 

Charles  H.  Goodrich,  M.D.,  Brooklyn 
Presidential  Address 


Some  one  has  said  "Nowadays  the  ocean 
seems  to  be  a large  body  of  water  entirely 
surrounded  by  trouble.”  Our  own  troubles 
— the  difficulties  of  the  physician — have 
grown  out  of  the  rapid  expansion  of  medical 
knowledge  and  skill,  the  traditional  devotion 
of  the  profession  to  helping  people  regard- 
less of  monetary  return,  the  crafty  confu- 
sion of  the  economics  of  the  period,  the 
competition  of  Hospitals  with  private  prac- 
titioners, and  the  iconoclastic  attitude  of 
many  political  forces  who  publicly  belittle 
our  accomplishments,  would  control  them 
as  valuable  plums  to  buy  votes,  and  assure 
to  themselves  a generous  share  of  the  in- 
come which  the  State  intended  for  the 
physician  when  it  licensed  him.  As  themes, 
everyone  of  these  factors  could  be  largely 
expanded. 

The  need  for  expert  leadership  was  never 
so  great  as  now.  The  welfare  and  health 
of  a great  people  are  at  stake  because  the 
life  of  the  traditional  soul  of  medicine  is 
threatened.  We  always  need  leadership  and 
leadership  of  superior  effectiveness.  At 
times  we  develop  a Heyd — a Winslow — a 
Rooney — a Farmer,  or  an  Elliott  but  as  a 
rule  they  serve  briefly  and  are  glad  to  be 
relieved.  We  need  more  of  these  types 
on  continuous  duty. 

The  qualities  which  medical  leaders  should 
possess  are  much  the  same  as  leaders  in 
other  fields.  The  importance  of  medicine 
as  a science  and  as  an  art  enlarges  the 
importance  of  its  delivery  and  its  public 
relations.  Therefore  its  leaders  must  have 
proportional  endowments  of  the  essential 
qualities  of  leadership. 

Knowledge  and  ability  and  experience  are 
required.  Knowledge  and  ability  to  judge 
wisely  in  all  medical  issues  because  he  can 
think  in  three  dimensions  about  medical 
science  and  its  relation  to  the  citizenry. 
Experience  of  long  practical  dealing  with 
difficult  problems  is  necessary,  with  a record 
of  using  these  experiences  for  self-education 
and  self-training. 


Sincerity , pure  devotion  to  straight-for- 
ward principles  involved,  is  another  require- 
ment. Not  common  honesty  alone  but 
intellectual  honesty;  the  honesty  of  the 
Scotch  preacher  who  prayed  “O  Lord  guide 
us  aright,  for  we  are  verra,  verra  deter- 
mined.” 

Enthusiasm  is  needed,  earnest  controlled 
enthusiasm,  that  will  not  carry  one  too 
far  ahead  of  the  van  or  too  far  afield  at 
a right  angle  to  the  point  at  issue.  Not  the 
enthusiasm  of  the  young  lawyer  who  upon 
receiving  a promotion  into  the  firm  hurried 
home,  rushed  into  the  arms  of  his  greeting 
wife,  kissed  her — then  rushed  into  the 
kitchen,  kissed  the  cook  and  upset  the  soup. 
He  went  too  far ! 

A leader  must  possess  a certain  restraint. 
Did  you  ever  hear  a great  singer  who  gave 
you  of  his  best — and  yet  you  felt  that  if 
it  had  been  required  he  could  have  given 
you  more,  much  more?  A leader  must  al- 
ways demonstrate  that  he  has  reserves  to 
call  upon ! 

Diplomacy  is  a sine  qua  non — not  tricky, 
deceitful,  artful  diplomacy,  but  one  rich 
in  consideration  and  courtesy,  strengthened 
by  firmness — frankness — and  an  assurance 
of  square-dealing;  the  diplomacy  of  a medi- 
cal Elihu  Root,  a John  Hay,  or  a Charles 
Evans  Hughes. 

Choosing  our  leaders  is  a more  important 
function  than  many  of  our  Medical  Socie- 
ties realize.  The  comparatively  rare  com- 
bination of  essential  qualities  should  alone 
determine  selection.  The  geographical  lo- 
cation of  his  office,  his  hospital  affiliations, 
his  specialty,  his  church,  are  non-essentials. 
However,  he  needs  a good  supply  of 
religion ! 

Having  chosen  our  leader,  what  are  his 
functions?  His  primary  functions  in  the 
Society  itself  are  too  well-known  here  to 
review.  In  the  community  he,  or  they, 
should  resolve  the  entire  society  into  co- 
hesive elements,  interested  in  every  feature 
of  community  life  that  operates  for  the 
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physical  and  mental  health  and  welfare  of 
the  people  at  large.  Not  only  should  we 
be  interested  but  we  should,  in  large  num- 
bers (a  great  majority)  show  our  fitness 
for  leadership  in  these  affairs  in  so  far  as 
we  can  contribute  to  better  results  than 
the  devoted  lay  interests  can  alone  accom- 
plish. We  should  be  so  led  as  to  demon- 
strate to  the  people  Fred  Elliott’s  notable 
truism  “Every  community  has  a vital  stake 
and  resource  in  the  prosperity  of  its  physi- 
cians.” They  should  not  have  to  worry 
about  food,  clothing,  home  and  fuel  for 
their  families.  They  should  have  means 
with  which  to  enlarge  their  abilities  to 
serve  the  community.  . . . Cooperation 

with  the  Health  Departments  is  an  out- 
standing duty  of  medical  leadership.  As 
we  have  travelled  about  the  State  we  have 
been  impressed  with  this  cooperation  where 
the  local  health  officer  or  the  commissioner 
and  deputies  have  been  integrated  in  the 
membership  and  activities  of  the  County 
Society.  The  Health  Commissioner  of  the 
State  is  as  enthusiastic  about  this  as  we  are. 

Our  leaders  should  guide  us  into  greater 
interest  in  citizenship!  When  Fred  Son- 
dern  was  our  State  President  he  told  us 
of  one  district  in  New  York  City  where 
there  were  four  hundred  and  fifty- six 
physician  voters  of  whom  sixty-seven  voted 
in  an  important  State  and  National  elec- 
tion. We  suppose  this  could  not  happen 
here.  It  should  not  happen  anywhere  in 
our  beloved  Country.  Moreover  we  have 
intellectual  power  to  influence  votes  and  we 
should  exercise  it. 

Every  County  Society  has  its  peculiar 
and  particular  problems  to  solve  in  its 
special  type  of  community.  The  same 
general  problems  are  common  to  all — but 
variations  from  utmost  simplicity  to  com- 
plex elaborations  occur  in  their  characters 
and  in  their  solutions.  Your  public  Health 
Committee  activities  are  well-known  through- 
out the  State.  Through  Dr.  Edward  Went- 
worth we  learned  of  the  masterly  handling  of 
the  Dispensary  situation  four  years  ago,  and 
more  recently  of  the  Hospital  service  co- 
operative regulations — perhaps  the  most 
judiciously  managed  of  any  in  the  State. 
In  these  affairs  and  many  others  you  have 
here  demonstrated  superb  and  sound  leader- 
ship. Why  then  should  we  be  prompted  to 
talk  leadership  to  you?  We  can  only  con-, 
elude  that  it  is  for  the  purpose  of  organiz- 
ing a school  of  leadership  here,  a joint 


enterprise  of  your  Society  and  the  University 
of  Rochester  which  will  contribute  signifi- 
cantly to  the  expansion  of  medical 
leadership  in  community  and  State  affairs 
throughout  the  land.  Think  of  the  poten- 
tial activities  and  splendidly  planned  influ- 
ences which  could  thus  be  set  in  motion! 
Then  we  would  also  have  unplanned 
influences. 

The  great  divine,  Horace  Bushnell,  once 
rendered  a sermon  on  “Unconscious  In- 
fluences,” in  which  he  expanded  eloquently 
upon  the  thought  that  there  is  a vast  extent 
of  powerful  influences  ever  flowing  out 
unbidden  from  one’s  life  upon  society  and 
over  children  which  largely  shape  the  des- 
tinies of  our  fellow-men,  and  that  it  is 
impossible  to  live  at  all  and  escape  respon- 
sibility for  these  influences.  In  speaking 
of  a great  man,  an  historic  character  familiar 
to  us  all,  Paul  of  Tarsus,  he  declared  that 
he  (Paul)  moved  the  world  more  by  what 
he  was  than  by  what  he  did.  “He  fought 
the  good  fight  because  he  kept  the  faith.” 
Thus  it  may  be  very  well  for  us  to  remember 
that  in  community  service  as  specialized 
citizens  with  remarkable  knowledge  and  skill, 
our  unconscious  influences  will  flow  forth 
unbidden  and  that  our  success  in  leadership 
may  be  dependent  more  on  what  we  are 
than  on  what  we  do — however  mighty 
and  effective  the  doings. 

This  thought  leads  us  to  another.  Superb 
and  experienced  leaders  in  medicine  can 
develop  those  human  and  divine  qualities 
that  deal  successfully  with  all  kinds  of 
organizations  which  are  supposed  to  exist 
only  for  the  benefit  of  the  people,  Hospi- 
tals, municipalities,  states,  and  governments 
of  combined  states  or  colonies,  but  which 
so  often  are  misdirected  by  ignorance,  by 
glorifying  selfish  commercialism,  by  politi- 
cal ambitions  or  trickery,  or  by  frank 
seizure  of  autocratic  power.  As  a group 
the  medical  profession  is  the  most  unself- 
fish known  to  our  world  today.  The  de- 
velopment of  leaders  who  can  cope  with 
the  world-tendency  toward  regimentation 
of  patients  and  physicians  and  dividing  the 
spoils  among  those  who  do  not  do  the  work, 
will  mean  medical  statesmanship  of  a high 
order.  Such  medical  statesmen  in  the  com- 
ing era  may  well  secure  the  confidence  of 
the  people,  and  place  medicine  in  the  most 
eminent  position  ever  attained  by  any 
group.  We  have  the  glorious  work,  we 
have  the  practical  knowledge  whose  appli- 
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cation  is  needed  by  all,  we  have  the  altruis- 
tic spirit  (every  dead  physician  is  praised 
for  his  kindliness,  devotion  and  generosity), 
and  with  real  statesmanship  there  are  no 
laudable  objectives  from  which  we  may  be 
excluded. 

To  attain  to  this  elevated  brand  of  states- 
manship we  must  train  ourselves  in  general 
management  of  some  of  those  matters  which 
at  present  have  for  most  of  us  but  a slight 
or  at  most  academic  interest.  We  will  touch 
upon  three.  (Here  was  repeated  essen- 


tially the  same  text  as  in  a previous  address 
on  “General  Management” — New  York 
State  Journal,  February  1,  1938,  p.  209, 
col.  2,  to  end  of  address.) 

When  in  the  eyes  of  the  people  we  have 
made  epoch-making  contributions  to  the 
general  management  of  Hospitals,  the 
general  management  of  illness,  and  the 
general  management  of  life  itself  by  pre- 
ventive medicine  we  may  indeed  be  leaders 
and  furnish  more  statesmanship  in  medicine 
than  we  dare  to  dream  of  today. 


Primary  Tuberculosis  in  the  Adolescent  and  the  Adult 

Robert  E.  Plunkett,  M.D.,  Albany 

General  Superintendent  of  Tuberculosis  Hospitals,  New  York  State  Department  of  Health 


1.  How  much  primary  infection  takes 
place  after  childhood? 

2.  Does  primary  tuberculosis  present  a 
different  pathological  or  clinical  picture 
among  adolescents  and  adults  from  that 
commonly  seen  when  infection  takes  place 
in  childhood? 

3.  Is  primary  infection  more  or  less  dan- 
gerous when  received  after  childhood  than 
when  acquired  during  childhood? 

* * * 

The  percentages  of  reactors  in  the  var- 
ious age  groups  throughout  the  United 
States  vary  in  different  localities,  the  aver- 
age being  well  below  that  reported  in  Euro- 
pean statistics.  Although  the  frequency  of 
infection  in  adult  life  apparently  is  high, 
the  average  throughout  the  country  at  the 
threshhold  of  adulthood  is  about  thirty  per 
cent.  Studies  of  selected  groups  reveal 
interesting  variations  in  the  percentage  of 
reactors. 

The  tuberculin  testing  of  students  in 
forty-two  American  colleges  under  the 
auspices  of  the  Tuberculosis  Committee  of 
the  American  Student  Health  Association 
during  1932-1935  shows  about  thirty  per 
cent  reactors  among  66,000  students  in  the 
late  adolescent  or  early  adult  ages.  The 
variation  in  the  percentage  reactors  found 
in  different  colleges,  probably  dependent 
on  the  relative  predominance  of  students 
from  rural  and  urban  areas,  is  interesting: 
University  of  Pennsylvania,  eighty-five  per 
cent;  Johns  Hopkins  Medical  School,  sev- 


enty-three per  cent;  Yale  University,  fifty- 
nine  per  cent;  University  of  Minnesota, 
21.7  per  cent.  Similar  studies  of  student 
nurses  in  a similar  age  group  showed  about 
fifty- five  per  cent. 

A study  by  the  Division  of  Tuberculosis 
of  the  New  York  State  Department  of 
Health  of  3,201  students  in  teachers’  col- 
leges1 showed  thirty-five  per  cent  at  the 
time  of  entrance  reacted  positively  to  .1 
mg.  of  Old  Tuberculin.  Most  of  these  stud- 
ents came  from  rural  or  small  urban  areas, 
females  predominated  five  to  one,  and  the 
average  age  was  eighteen.  During  the  first 
examination,  nine  cases  of  reinfection  type 
of  tuberculosis  were  discovered,  all  of  whom 
left  school  and  underwent  treatment.  Eight 
hundred  and  sixty-nine  of  these  students 
have  been  retested  and  x-rayed  for  three 
successive  years  and  one  hundred  and 
forty-three  others  for  two  successive  years. 
The  increment  of  reactors  consisted  of  four 
in  the  second  year  and  a similar  small  num- 
ber in  the  third  year.  No  case  of  reinfec- 
tion type  of  tuberculosis  has  been  discov- 
ered among  those  re-examined  although  the 
x-ray  of  one  girl,  tuberculin  positive  for 
three  years,  showed  at  the  third  examination 
a unilateral  apical  shadow  which  was  inter- 
preted as  pulmonary  tuberculosis.  No  symp- 
toms or  sputum  were  present.  This  shadow 
dissappeared  in  one  month  and  whether  or 
not  it  was  due  to  tuberculosis  remains  un- 
known. 

In  the  New  York  State  Department  of 
Health  chest  clinics2  conducted  in  rural 
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and  small  urban  areas,  3,029  patients  have 
been  tested.  Fifty-nine  per  cent  were  exam- 
ined because  of  history  of  contact  and  the 
balance  were  referred  to  the  clinics  by  their 
family  physician  because  of  symptoms  or  a 
suspicious  personal  or  family  history. 
Sixty-two  per  cent  of  those  giving  a history 
of  known  contact  with  a case  of  tubercu- 
losis reacted  as  compared  with  thirty  per 
cent  of  those  in  whom  there  was  no  history 
of  contact.  In  the  age  period  to  nine  years, 
forty-three  per  cent  of  contacts  reacted  as 
compared  with  nine  per  cent  of  those  with 
a negative  contact  history.  Between  ten 
and  nineteen  years,  sixty-two  per  cent  con- 
tacts reacted  and  twenty-one  per  cent  of 
those  with  no  known  contact.  Of  those  over 
twenty  years  of  age,  seventy-eight  per  cent 
contacts  and  fifty-five  per  cent  noncontacts 
reacted.  It  appeared  that  a larger  percent- 
age of  three  and  four  plus  reactions  were 
found  among  persons  whose  exposure  to 
tuberculosis  was  recent  than  when  contact 
was  of  long  duration. 

A third  study3  made  by  the  Division  of 
Tuberculosis  of  a selected  group  was  the 
tuberculin  testing  and  x-raying  of  reactors 
of  1,747  inmates  of  a state  school  for  the 
feeble-minded.  The  ages  were  from  three 
to  seventy  years.  Sixty-one  per  cent 
reacted.  Inasmuch  as  these  inmates  were 
either  morons,  imbeciles'  or  idiots,  no  con- 
tact data  were  available.  In  the  age  period 
to  nine  years,  seventeen  per  cent  reacted 
and  between  ten  and  nineteen  years  of  age, 
forty-three  per  cent.  Of  those  over  twenty, 
eighty-six  per  cent  reacted.  Twenty-eight 
or  1.6  per  cent  of  all  the  inmates  had  clin- 
ical tuberculosis  requiring  supervision  and 
treatment.  In  addition,  there  were  ninety- 
three  inmates  whose  x-ray  revealed  evi- 
dence of  either  healed  primary  or  post  pri- 
mary tuberculosis.  (Table  I) 

To  summarize  relative  to  the  first  ques- 
tion : 


1.  In  the  United  States  the  incidence  of  tuber- 
culosis infection  up  to  ten  years  of  age  varies 
from  twelve  per  cent  (Slater)  in  rural  areas 
to  nearly  100  per  cent  in  certain  selected  groups 
in  congested  areas  in  at  least  one  of  our  largest 
cities. 

2.  The  percentage  of  reactors  found  in  chil- 
dren from  homes  in  which  there  is,  or  has 
been,  a positive  sputum  case  is  more  than 
seventy-five  per  cent  as  compared  with  thirty 
per  cent  in  homes  where  there  is  a sputum- 
negative case.  (Phipps  Institute). 

3.  At  our  clinics  we  found  forty-three  per  cent 
reactors  among  contact  children  (to  nine  years) 
ages  0-9  as  compared  to  9 per  cent  among  non- 
contact  children  in  the  same  group. 

4.  The  incidence  of  tuberculin  reactors  in 
large  but  selected  groups — i.e.  college  students — 
averages  approximately  thirty  per  cent. 

5.  More  persons  acquire  their  first  infection 
during  adult  life  than  was  formerly  assumed. 

6.  In  comparing  figures  relating  to  tuberculin 
testing  it  must  be  recognized  that  certain  in- 
herent and  technical  factors  in  the  preparation, 
dilution  and  administration  of  Old  Tuberculin 
preclude  accurate  comparative  analysis. 

II 

In  dealing  with  the  second  question — 
“Does  primary  tuberculosis  present  a differ- 
ent pathological  or  clinical  picture  from 
that  commonly  seen  when  infection  takes 
place  in  childhood” — it  must  be  admitted 
that  there  is  little  reliable  data  available. 

Quoting  Pinner,4  Pathologist  of  New 
York  State  Tuberculosis  hospitals : 

There  are  few  studies  available  on  the  path- 
ology of  primary  infection  in  adults.  The  work 
of  Ragnotti  on  primary  infections  in  thirty-six 
white  adults  would  indicate  that  the  essential 
characteristics  are  the  same  in  adults  as  in  chil- 
dren. . . . Studies  on  thousands  of  cases  have 
again  and  again  established  the  fact  that  the 
primary  complex,  composed  of  a parenchyma- 
tous focus  and  a similar  one  in  the  regional 
lymph  nodes,  is  structurally  characteristics  for 
the  primary  infection,  and  for  the  primary  infec- 
tion only. 


Table  I — Results  of  Tuberculin  Tests  (P.P.D.) 
1935  STATE  CLINICS  and  NEWARK  STATE  SCHOOL 


Contacts  ( Clinic ) Non  contacts  ( Clinic ) Newark  State  School 

Age  . Number  % Number  % Number  % 

Tested  React  React  Tested  React  React  Tested  React  React 

0-  5 103  35  34.0  59  6 10.2  

5-  9 318  145  45.6  257  24  9.3  181  31  17.1 

10-14 494  279  56.5  281  46  16.4  296  91  30.7 

15-19 330  229  69.4  225  62  27.6  391  206  52.7 

20-24 223  169  75.8  139  69  49.6  238  188  79.0 

25-34 204  156  76.5  180  90  50.0  256  215  84.0 

35  over 121  102  84.3  95  68  71.6  384  357  93.0 
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Pinner  feels,  however,  that  the  conclusion 
that  the  first  infection  is  benign  and  the 
second  infection  malignant,  in  the  light  of 
our  present  knowledge  is  unjustified. 
Quoting  Opie:6 

No  simple  formula  will  explain  the  patho- 
genesis of  tuberculosis  in  all  of  its  varied  mani- 
festations. Tuberculosis  of  adult  type  usually 
has  its  origin  in  the  apical  or  subapical  part  of 
the  upper  lobes  of  the  lungs,  whereas  tubercu- 
losis of  children  may  occur  in  any  part  of  the 
lungs,  not  more  frequently  in  the  apex  than 
elsewhere.  Caseous  tuberculosis  of  adjacent 
lymph  nodes  is  its  characteristic  feature.  Un- 
fortunately, with  regard  to  its  recognition  dur- 
ing life,  tuberculosis  of  first  infection  affects 
the  apices  with  increasing  frequency  in  adoles- 
cence and  adult  life.  Some  years  ago  I 
described  an  instance  of  apical  tuberculosis  in  a 
negro  woman  37  years  of  age  with  massive 
caseous  tuberculosis  of  the  regional  lymph 
nodes,  tuberculosis  of  the  vertebrae,  and  death 
from  generalized  miliary  tuberculosis.  Some 
pathologists  have  regarded  such  apical  lesions 
with  caseous  tuberculosis  of  adjacent  lymph 
nodes  as  characteristic  of  the  disease  in  adoles- 
cence, but  Beitzke  and  others  have  denied  this 
relation.  In  negro  adults  of  Jamaica  the  writer 
has  seen  apical  lesions  of  first  infection  accom- 
panied by  caseous  tuberculosis  of  adjacent  lymph 
nodes.  In  forty-four  adult  American  negroes 
Everett  found  tuberculosis  resembling  that  of 
white  infants  in  nine  instances;  in  thirteen  in- 
stances the  disease  had  similar  characters,  but 
evidently  had  had  its  origin  near  the  apices  of 
the  lungs.  In  the  remaining  half  of  these 
lesions  the  disease  had  the  character  of  the 
adult  type  of  white  persons.  In  twenty-one 
instances  of  pulmonary  tuberculosis  in  white  per- 
sons examined  for  comparison  all  save  two  were 
of  characteristically  adult  type.  Of  the  two 
lesions  of  first  infection  or  childhood  type,  with 
caseous  tuberculosis  of  regional  lymph  nodes, 
one  was  basal  and  the  other  apical. 

Erythema  nodosum  as  the  primary  exan- 
thema of  tuberculosis  is  apparently  consid- 
ered rarer  in  America  than  in  northern 
Europe.  As  a matter  of  fact,  in  our  serv- 
ice this  phenomenon  is  extremely  uncom- 
mon. 

It  has  been  our  experience  that  children, 
even  when  showing  x-ray  evidence  of  the 
pneumonic  stage  of  primary  infection,  are 
usually  asymptomatic  and  are  apparently 
as  healthy  as  negative  reactors.  Rather  than 
to  place  grave  significance  upon  this  type 
of  x-ray  shadow,  it  is  felt  that  its  discov- 
ery is  accidental  in  that  the  patient  is 
examined  at  the  time  when  the  pathological 
phenomenon  was  present. 

To  summarize  the  answer  to  the  second 


question,  there  does  not  appear  to  be  any 
proof  that  primary  tuberculosis  presents 
any  different  pathological  or  clinical  pic- 
ture in  the  adult  than  in  childhood.  It  must 
be  admitted  that  it  is  difficult  and  some- 
times impossible  to  differentiate  clinically 
between  primary  and  secondary  infection. 

Ill 

The  third  question  as  to  whether  primary 
infection  received  during  adolescence  or 
adult  life  is  more  or  less  dangerous  than 
that  acquired  during  childhood  again  can- 
not be  answered  specifically.  In  itself  pri- 
mary infection  is  usually  benign  and  re- 
quires no  treatment.  There  is  no  evidence 
in  the  United  States  that  primary  infection 
in  the  white  adult  is  any  more  serious  than 
in  the  child.  Myers  reports,  “the  first  infec- 
tion type  of  tuberculosis  as  observed  in  our 
group  of  adults  has  resulted  in  no  signifi- 
cant symptoms  or  abnormal  physical  signs 
throughout  its  entire  course  of  develop- 
ment.” Broadly  speaking,  the  tuberculosis 
mortality  statistics  for  the  United  States 
Registration  Area  are  of  interest.  In  other 
words,  while  the  average  age  at  which  pri- 
mary infection  is  acquired  has  presumably 
increased,  tuberculosis  mortality  and  mor- 
bidity have  decreased. 

Although  the  answer  to  this  question 
cannot  be  gleaned  from  a study  of  mortality 
statistics,  they  are  of  interest  in  that  the 
tuberculosis  death  rate  for  the  United  States 
Registration  Area  has  declined  seventy- 
three  per  cent  from  1900  to  1935.  The  rate 
under  five  years  of  age  has  declined  eighty- 
five  per  cent  among  boys  and  eighty-four 
per  cent  among  girls;  from  five  to  nine, 
boys  seventy-six  per  cent,  girls  eighty-one 
per  cent.  Between  the  ages  of  ten  to  four- 
teen the  boys’  rate  has  declined  seventy-one 
per  cent  and  the  girls’  seventy-six  per  cent; 
between  the  ages  of  fifteen  and  nineteen 
the  boys’  rate  has  declined  seventy-nine  per 
cent  and  the  girls’  seventy-four  per  cent.  The 
rate  among  men,  ages  twenty  to  twenty- 
four,  has  declined  seventy-nine  per  cent  and 
to  about  the  same  degree  until  forty- forty- 
four,  in  which  age  period  the  rate  has  de- 
clined only  sixty-nine  per  cent.  The  rate  for 
women,  ages  twenty  to  twenty-four,  declined 
seventy-three  per  cent  and  ages  twenty- 
five — twenty-nine,  seventy-eight  per  cent. 
No  accurate  morbidity  statistics  are  avail- 
able but  in  our  statewide  clinic  service  the 
percentage  of  cases  of  tuberculosis  seen  at 
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these  clinics  over  the  past  thirteen  years 
has  shown  a parallel  decline  as  compared 
with  the  drop  in  mortality. 

It  has  often  been  stated  in  the  Ameri- 
can literature  that  primary  tuberculosis 
lin  the  negro  is  more  serious  than  in  the 
(white.  It  is  apparent  that  until  such  time 
as  additional  data  are  collected  relative  to 
the  many  environmental  factors  which  may 
play  a part  in  the  pathogenesis  of  the  dis- 
ease one  cannot  be  sure  of  any  real  racial 
factor  as  being  of  major  signficance. 

, Heimbeck6  of  Oslo  states  that  among  a 
group  of  nurses  who  had  passed  through 
childhood  and  the  first  years  of  youth 
without  contracting  a benign  tuberculous 
infection  one  finds  an  appalling  morbidity 
from  tuberculosis  when  they  are  exposed. 
Dr.  Scheel  has  quoted  at  more  length  the 
findings  of  Heimbeck. 

In  reporting  on  eight-five  cases  Myers7 
states  : 

Our  experience  is  that  adults  who  develop 
the  first  infection  type  of  tuberculosis,  even 
with  considerable  involvement  of  the  lung  paren- 
chyma and  regional  lymph  nodes,  do  not  require 
treatment.  . . . Apparently  it  makes  little  or  no 
difference  at  what  time  of  life  the  first  infection 
with  tubercle  bacilli  occurs  with  reference  to  the 
evolution  of  tuberculosis  in  the  human  body. 
The  first  infection  type  of  disease  occurring  dur- 
ing the  second  and  third  decades  of  life  is  just 
as  benign  as  when  it  occurs  in  childhood.  . . . 
[He]  observed  no  difference  in  the  intensity  of 
the  disease  or  response  to  treatment  between 
those  cases  of  clinical  tuberculosis  developing 
in  persons  who  received  their  first  infection  dur- 
ing the  period  of  observation  and  those  who  were 
known  to  have  been  infected  in  infancy  and 
childhood. 

In  our  study  of  students  in  teachers’ 
colleges,  after  all  student  foci  were  re- 
moved, no  proven  case  of  clinical  tuber- 
culosis developed  among  the  students  ex- 
amined for  each  of  three  successive  years, 


or  among  those  examined  for  two  succes- 
sive years.  This  is  equivalent  to  2,893 
person  years.  This  work  is  being  continued. 

In  the  United  States  the  number  of 
persons  included  in  many  studies  has  been 
too  small  or  the  work  has  not  been  con- 
tinued sufficiently  long  to  produce  convinc- 
ing evidence  of  the  significance  of  primary 
infection  during  adolescence  or  adult  life. 

Obviously  from  the  evidence  in  the 
literature  and  as  the  result  of  experience, 
primary  tuberculous  infection  received  after 
the  childhood  age  does  not  appear  to  be 
more  serious  than  when  the  first  infection 
is  received  during  that  period. 

In  completing  studies  already  started, 
or  in  initiating  future  research,  greater 
emphasis  upon  environmental  factors  is 
needed.  What  part  human  contacts,  work- 
ing and  living  conditions  play  in  the  tuber- 
culosis problem  needs  to  be  defined. 

Burke8  has  shown  that  when  small  num- 
bers of  tubercle  bacilli  are  injected  intra- 
tracheally  in  rabbits  it  results  in  a more  be- 
nign lesion  than  when  large  numbers  are 
injected.  Although  this  may  in  part  ex- 
plain the  high  death  rate  in  infants  and 
very  young  children  on  the  basis  of  inti- 
mate and  continued  contact  it  does  not 
explain  the  apparent  relative  immunity 
between  the  ages  of  five  and  fifteen  in 
which  the  death  rate  is  at  the  lowest  point. 
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Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “ transition  cases  front  the 

service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital. . The  descrip- 
tions are  not  complete  clinical  studies,  but  will  accentuate  situations  front  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 

Subnormal  Intelligence 

Preventive  medicine,  dealing  as  it  does  of  the  extremely  frequent  cases  of  subnormal 

with  the  prevention  of  complications,  is  far  intelligence  and  of  its  care  and  training— - 

from  health  conservation  or  actual  disease  there  can  be  no  question  of  real  healing  is 

prevention.  In  the  same  sense  the  description  closer  to  preventive  medicine  than  to  the 
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preservation  of  normal  mental  health.  When 
presenting  abbreviated,  condensed  sketches 
or  glimpses  of  situational  conflicts  and  minor 
or  incipient  manifestations  of  mental  illness, 
all  we  do  is  to  emphasize  the  transition  cases, 
which  are  so  important  to  the  general  prac- 
titioner. But  we  cannot  speak  about  transi- 
tion in  the  more  or  less  fixed  and  hardly 
changeable  cases  of  hypophrenia,  except 
when  they  are  near  the  normal  mentality. 
Not  even  these  can  cross  the — imaginary — ■ 
line,  but  they  do  connect  normality  with  sub- 
normality. If  we  describe  them  in  this  light 
we  are  bound  to  remain  modest  as  far  as 
our  therapeutic  attainments  are  concerned. 

It  is  true  that  the  parents  are  our  first 
guide  in  shaping  a diagnosis  or  an  under- 
standing of  the  case.  But  we  must  be  on 
our  guard  and  form  our  own  opinion,  as 
they  may  be  misleading.  Just  as  some  over- 
praise the  intelligence  of  their  progeny — 
because  it  is  theirs — others  underrate  it  be- 
cause of  prejudice  or  stupidity,  as  it  has 
been  shown  in  our  series,  in  the  past,  on 
these  very  pages. 

One  despairing  father  thought  his  boy  to 
be  mentally  low  and  that  he  would  surely 
become  a criminal  because  of  the  theft  of 
a dime  and  a propensity  to  play  hooky. 
But  the  child  was  above  normal  and  studious 
in  his  own  way.  The  father  was  both  cured 
of  his  suspicion  and  surprised  to  hear  the 
doctor  accusing  himself  of  the  same 
“crimes.”  Indeed,  as  a youngster  of  nine  or 
ten  he  too,  in  spite  of  his  reputation  as  a 
“good  boy”  and  an  excellent  scholar,  stole 
a quarter  from  the  house  and,  hating  the 
teacher  of  that  particular  semester — the  usual 
reason — began  to  explore  the  city  and  the 
adjoining  countryside  instead  of  going  to 
school.  To  be  sure,  that  was  a sign  of 
normal  intelligence  in  his  case  and  he  was 
certain  to  have  learned  in  two  weeks  out- 
doors more  than  in  an  entire  year  in  the 
class  room,  what  with  watching  the  people 
buying  and  selling  and  fighting  in  the  market 
place,  listening  to  beggars  at  church  doors 
and  to  street  fakers,  looking  at  pavement 
repairers  and  bridge  builders,  admiring 
bricklayers  and  umbrella  menders,  and  fol- 
lowing the  hearses  and  the  mourners  to  the 
cemetery.  After  a while,  when  one  morning 
he  wanted  to  end  his  odyssey  and  to  put  in 
an  appearance  in  school,  he  did  not  know 
how  because  he  lacked  an  excuse.  Then  his 
mother,  like  a dens  (dea)  ex  machina,  solved 
the  problem.  She  had  silently  followed  him 
for  days  and  as  he  was  gazing  into  the  depths 
of  the  brook  and  following  the  graceful 
meanderings  of  the  small  fish  schools,  she 
suddenly  appeared.  There  she  stood  like 
Napoleon  Bonaparte  in  the  famous  picture, 
in  front  of  the  dozing  sentinel,  her  counten- 
ance sad  and  serious  and  her  arms  folded 


in  stark  resolution.  Instead  of  the  cry  of 
terror  “V  Empereur !”  he  only  muttered 
“mom.”  She  never  said  a word  and  marched 
him  straight  to  school.  Nor  did  she  ever  call 
him  thief  or  nincompoop  or  consult  a doctor 
on  that  account. 

Or  take  the  case  of  a wealthy  person’s  boy 
who,  in  the  parents’  eyes,  was  brightness 
itself,  apparently  mistaking  as  they  did  a 
certain  deceiving  superficial  smartness  and 
cunning  for  intelligence.  They  could  not 
see  why  he  was  untinterested  in  any  kind  of 
learning,  why  even  private  tutoring  or  an 
expensive  boarding  school  accomplished 
nothing.  They  were  dumbfounded  when  he 
forged  checks,  stole  substantial  sums  from 
the  servants’  pocketbooks,  borrowed  in  his 
father’s  name,  or  hurled  dishes  at  his  mother 
and  bit  his  siblings  to  the  blood — and  enjoyed 
it  all  and  grinned  at  the  reprimands.  He  was 
simply  dull  and  did  not  know  exactly  what 
he  was  doing.  His  dad,  a severe  executive 
in  a big  business  concern,  capitulated  before 
the  child.  He  thought  himself  wise  to  have 
brought  up  the  boy  with  a view  of  success 
in  the  industrial  and  commercial  world.  So 
he  instilled  in  him  the  most  ungenerous 
sentiments  intentionally,  preparing  him  to  be 
a perfect  exploiter,  to  love  the  dollar  for  its 
own  sake,  and  to  admire  those  who  were 
stuffed  with  it.  The  reaping  was  in  accord- 
ance with  the  sowing.  Nay,  worse.  It  acted 
like  a boomerang. 

Was  this  boy — and  are  such  children — ■ 
responsible  ? 

While  responsibility  for  the  actions  of  any 
lawless  person  and  especially  of  such  indi- 
viduals is  a mooted  question,  it  should  be 
estimated  from  case  to  case.  The  farmer, 
when  he  wanted  to  give  a spanking  to  the 
town  moron  who  climbed  his  trees  and  stole 
his  apples,  evidently  knew  that.  His  wife 
told  him:  “Leave  him  alone,  he  is  not  all 
there.”  To  which  the  farmer  replied: 
“There  is  enough  of  him  for  my  purpose.” 

I know  of  another  case  where  the  parents 
were  convinced  about  the  fourteen  year  old 
child’s  high  mental  power  because  her  spell- 
ing was  good,  or  rather  not  as  bad  as  it 
might  have  been.  But  she  had  no  idea  what 
a cloud  or  smoke  was,  where  the  rain  came 
from,  and  how  we  get  milk  or  potatoes. 

One  mother,  believing  her  boy  a genius, 
had  spoiled  him  from  the  start.  I used  to 
see  them  both  when  he  was  a baby,  but  my 
influence  was  nil.  He  never  ate  an  egg,  but 
“a  little  egg.”  His  bowel  movements  were 
“wonderful.”  Every  word  he  uttered  was 
praised  as  something  marvelous  and  repeated 
and  carried  around  to  neighbors  and  rela- 
tives. His  favorite  sport  and  oastime  was  to 
hit  her  several  times  daily.  She  not  only 
tolerated  it,  but  encouraged  him  by  laughing 
as  if  it  were  the  wittiest  thing. 
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But  when  her  son  was  fifteen  she  came 
to  the  clinic  to  complain  about  his  criminal 
tendencies. 

A big  change  had  taken  place  in  her  life. 
The  Fates  had  dictated  that  she  fall  down 
from  her  comfortable  middle  class  position 
to  that  of  a proletarian  person,  sometimes 
even  into  the  lumpen-proletariat.  She  was 
now  better  informed  about  the  boy,  but  it 
was  too  late. 

She  herself,  though  uncultured,  was  highly 
intelligent  and  had  always  been  so,  except 
about  her  child.  A sample  of  her  way  of 
talking  will  show  how  deeply  and  bitingly 
critical  she  could  be  in  her  own  idiom  and 
at  the  same  time  will  describe  the  economic 
situation  of  the  family: 

“Yes,  doctor,  the  rich  think  that  we  poor 
people  are  monkeys  in  a cage.  The  other 
day  a lady  looking  like  dressed  beef  and 
about  whom  the  neighbors  said  she  was 
worth  all  sorts  of  money — that  was  all  she 
was  worth — came  slumming  and  pushed  my 
door  open.  It  seems  she  had  to  write  us  up 
for  her  club  or  for  her  post  . . . what  do  you 
call  it  ? . . . post-graduate  course.  She  smiled, 
but  never  helped  us.  No,  she  insulted  us. 
She  looked  at  our  room  and  said,  ‘What  a 
nice  kitchen  you  have.’  Kitchen  indeed,  it 
was  our  parlor.” 

This  reminded  me  of  the  scene  in  Ibsen’s 
Hedda  Gabler,  where  the  haughty  young 
woman  humiliates  her  husband’s  aunt  by 
crumpling  her  newst  hat  or  mistaking  it  for 
the  servant’s  old  bonnet. 

Then  our  informant  added: 

“As  to  being  poor,  we  are  poor  all  right. 
We  are  certainly  worth  being  gaped  at.  They 
never  seen  anything  like  it.  Sometimes  I 
feel  we  should  be  gettin’  off  the  earth.  I 
carry  an  idea  that  my  husband’ll  have  no 
work  the  whole  winter.  We’d  be  perfect 
financially  if  we  had  no  rent  to  pay,  ’cause 


then  only  food  would  be  missing  ...  I mean, 
not  for  the  boy.  He’d  never  go  without.  We 
give  him  everything.” 

It  was  true.  He  was  a tall  and  blond  beast, 
well  fed  and  decently  clothed. 

The  problem  as  she  saw  it  was  his  cruelty 
to  her.  Why?  She  asked  again  and  again. 
She  had  been  so  good  to  him. 

He  often  knocked  her  down  and  threw  a 
knife  at  her,  sometimes  injuring  her.  When 
told  that  he  might  kill  her  he  shrugged  his 
shoulders  and  said  in  an  indifferent  tone : 
“That’d  be  too  bad.” 

He  would  hold  up  his  visiting  grand’ma 
and,  with  his  threatening  knife,  would  force 
her  to  let  him  ransack  her  pocketbook,  as 
he  had  heard  in  the  stories  of  the  lower 
world  heroes. 

A five  minute  conversation  with  him  would 
convince  anyone  except  a mother  that  he 
was  a very  dull  individual  in  spite  of  the 
fact  that  he  had  passed  the  grades  and  was 
about  to  finish  elementary  school. 

It  was  apparent  that  his  next  graduation 
would  be  from  some  crime  class.  And  in 
our  environment  where  the  money  incentive 
is  so  prevalent  and  in  the  hands  of  a really 
intelligent  and  clever  gangster  he  would  be 
a willing  tool.  Here  was  a character  from 
“Dead  End”  stepping  down  from  the  stage 
into  real  life. 

What  is  there  to  be  done?  The  best  pre- 
vention is  the  proper  upbringing — that  is  to 
teach  the  parents,  where  it  is  possible.  But 
not  all  the  cases  are  as  bad  as  those  described 
in  this  article.  I have  seen  families  where 
much  was  done  to  mitigate  the  evil. 

(In  an  early  issue  I will  give  the  readers 
a list  of  the  signs  by  which  intelligence  could 
be  evaluated  in  the  very  young  in  a plain, 
non-technical  way.) 

611  W.  158  St. 


Erratum 


In  the  case  report  entitled  “Doctors  Be- 
ware!” (January  15  issue,  page  131)  in- 
stead of  “Four  years  later  she  was  not 
entirely  normal,  but  superior  to  the  average 
child  of  the  same  age,”  it  should  read  “Four 


years  later  she  was  not  only  entirely  nor- 
mal, . . . .” 

We  regret  this  proofreading  error  and 
extend  our  apologies  to  Dr.  B.  Liber,  the 
author. 


WHY  NOT  STUDY  THE  WELL,  AS  WELL? 


Prof.  Earnest  A.  Hooton,  of  Harvard, 
suggests  in  The  Forum  the  establishment  of 
an  institute  to  study  the  well,  instead  of 
the  ill,  because  it  is  difficult  to  make  a man 
well  unless  we  understand  a well  man.  He 
calls  attention  to  the  amazing  fact  that, 
though  we  have  millions  of  case  studies  of 
sick  persons,  there  is  not  in  the  world  today 


one  single  complete  study  of  a well  and 
normal  human  being. 

Hence  he  recommends  the  establishment 
of  a scientific  institute  for  the  intensive  and 
prolonged  study  of  healthy  human  beings. 
This  might  accomplish  even  more  than  the 
study  of  pathology  in  the  promotion  of 
sound  medical  practice. 
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EDITORIALS 


Medicine  Continues  Onward 

Recent  action  by  the  A.M.A.  toward 
the  development  of  medical  service  plans 
throughout  the  country  is  not  revolu- 
tionary, as  many  newspapers  profess  to 
believe.  Long  before  politicians  and  the 
lay  public  awoke  to  the  need,  the  medi- 
cal profession  was  seeking  the  key  to 
better  medical  care  for  all  the  people. 

Medical  education,  which  is  the  founda- 
tion of  medical  service,  reached  its  pres- 
ent high  development  in  this  country 
almost  entirely  through  the  efforts  of  the 
organized  profession.  Without  hysteria, 
without  burdening  the  taxpayer  with  the 
expense  of  clamorous  investigative  com- 
missions or  elaborate  administrative 
systems,  the  A.M.A.  brought  about  un- 
precedented reforms  in  medical  education 
and  hospital  service.  This  work  is  still 
going  on — and  achieving  its  ends  without 
sensational  publicity  or  inflammatory  ap- 
peals to  popular  fears. 

Similarly  the  medical  profession  always 
was  and  is  today  the  prime  mover  for 
more  effective  distribution  of  medical 
service.  The  domiciliary  care  of  the 
needy  sick,  ward  and  dispensary  services, 
depend  principally  on  the  unselfish  la- 
bors. of  the  private  practitioner.  In  con- 
formity with  the  changing  times 
physicians  acknowledge  the  desirability  of 
an  organized  attack  on  the  problem  of 


medical  indigence  in  preference  to  in- 
dividual measures.  They  cannot,  how- 
ever, subscribe  to  methods  which  place 
the  system  above  the  patient  or  subordi- 
nate medical  judgment  to  administrative 
routine. 

This  is  a large  country,  with  wide 
variations  in  economic,  educational, 
social,  and  medical  conditions.  As  Dr. 
Fishbein  recently  declared  before  the 
Medical  Society  of  the  County  of  New 
York,  “What  is  needed  to  answer  the 
problem  of  medical  care  for  the  Ameri- 
can people  is  not  a plan  but  scientific 

PLANNING.” 

Such  planning  is  going  on  all  over  the 
country  under  the  auspices  of  organized 
medicine.  Many  countries  already  have 
systems  in  operation  which  are  func- 
tioning satisfactorily.  It  is  the  aim  of 
the  profession  to  set  up  suitable  ma- 
chinery in  every  state  and  county  to 
satisfy  local  medical  needs.  In  the  in- 
terests of  economy  and  efficiency,  existing 
resources  will  be  utilized  to  their  fullest 
extent. 

The  Medical  Society  of  the  State  of 
New  York  and  its  constituent  county 
organizations  have  a deserved  reputation 
for  progressivism.  They  will  not  lag 
behind  other  states  in  the  next  great  step 
in  the  evolution  of  American  Medicine. 
Let's  go! 
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Sound  Principle 

Almost  identical  measures  sponsored 
by  Assemblymen  Brenner  and  Holley 
reflect  a growing  appreciation  of  the  need 
for  regulation  of  the  trade  in  food, 
drugs,  and  cosmetics.  These  products, 
which  are  part  of  the  daily  pattern  of 
every  one’s  life,  are  manufactured,  ad- 
vertised, and  sold  with  insufficient  safe- 
guards for  the  consumer.  Existing 
Federal  legislation  is  incomplete  and 
weak.  Local  ordinances  attack  isolated 
evils.  Mr.  Brenner  and  Mr.  Holley  take 
a broad  view  of  the  problem  and  attempt 
a comprehensive  solution. 

Both  measures  establish  a Consumers’ 
Bureau  in  the  State  Department  of 
Health  to  study  scientific  aspects  of  the 
manufacture  of  foods,  drugs,  and  cos- 
metics and  regulate  distribution.  A re- 
search committee  is  created  to  investigate 
allergic  susceptibility,  tolerances  for  poi- 
sonous ingredients,  and  similar  questions.. 
The  bills  prohibit  adulteration,  the  intro- 
duction of  dangerous  elements  into 
preparations,  and  false  or  exaggerated 
advertising.  To  enforce  the  ba.n,  annual 
registration  of  all  proprietary  products 
is  required. 

The  basic  principle  of  both  the  Brenner 
and  the  Holley  Act  is  entirely  sound. 
Further  study  will  determine  whether 
the  methods  proposed  are  feasible  in  all 
their  details. 

With  national  advertising  and  distri- 
bution, a Federal  food,  drug,  and  cos- 
metics bill  would  be  more  effective  and 
less  irksome  than  state  legislation.  If 
the  manufacturer  is  obliged  to  register 
his  products,  in  the  individual  states  and 
comply  with  different  rules  in  each  one, 
he  will  find  himself  lost  in  a maze  of 
conflicting  and  confusing  regulations. 

The  consumer  of  foods,  drugs,  and 
cosmetics  must  have  protection  against 
improper  manufacturing  and  advertising 
practices.  The  Brenner  and  Holley  bills 
show  that  if  Washington  does  not  pro- 
vide it,  the  state  legislatures  will.  The 
industries  affected  can  obviate  the  need 
for  state  action  by  getting  behind  a 
reasonable  Federal  law. 


World’s  Fair  Exhibit  on  Man 
and  His  Health 

We  have  watched  the  development  of 
the  plans  for  the  health  exhibits  at  the 
coming  World’s  Fair  with  more  than 
usual  interest.  As  far  as  we  know,  this 
is  the  first  time  that  officials  having  the 
matter  in  hand  have  turned  to  the  medi- 
cal profession  for  help  in  producing  a 
coordinated  exhibit,  where  neither  in- 
dividuals nor  organizations  will  be  specifi- 
cally featured.  Here  the  exhibit  instead 
will  feature  the  health  factor,  its  abera- 
tions,  and  the  best  that  medicine  in  its 
present  state  of  knowledge  has  to  offer 
in  prevention,  amelioration,  cure,  and 
return  to  normalcy. 

The  very  basis  upon  which  the  exhibits 
are  being  planned  is  in  all  respects  a 
presentation  of  subject  matter  without 
emphasis  on,  or  exploitation  of,  the 
product  concerned.  Although  not  featur- 
ing the  sponsoring  organization  as  such, 
it  gives  them  generous  recognition. 

The  list  of  those  assisting  the  World’s 
Fair  authorities  in  this  endeavor  reads 
like  a medical  “Who’s.  Who.” 

The  method  adopted  to  finance  the 
exhibits  commands  respect.  The  finances 
are  being  underwritten  by  sponsors.  In 
some  instances  these  are  outstanding 
commercial  firms  of  the  highest  ethical 
rating,  and  in  other  instances  the  finances 
are  being  underwritten  by  important  non- 
commercial agencies,  or  public-minded 
individuals — not  necessarily  medical  men. 
These  people  and  organizations  are  sup- 
porting this  project  because  of  their  in- 
herent interest  in  the  advancement  of 
medicine  and  public  health. 

Our  profession  will  appreciate  the  ab- 
sence of  commercial  drug  firms  interested 
in  what  we  are  wont  to  call  “proprietary 
or  patent  medicines.”  The  less  the  pub- 
lic is.  shown  this  type  of  medicine,  the 
better  naturally  is  the  public  health.  We, 
who  know  the  evils  inherent  in  the  blatant 
advertising  which  induces  self-medication, 
can  best  comprehend  what  a step  in  the 
right  direction  results  when  the  World’s 
Fair  exhibit  on  “Man  and  His  Health” 
will  be  conspicuous  by  the  absence  of 
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all  that  group  of  “panaceas”  whose  al- 
leged virtues  the  less  ethical  press,  and 
the  less  conscientious  radio  stations,  con- 
tinually are  expounding  to  the  public. 

It  is  indeed  gratifying  to  note  even  at 
this  early  time  that  sufficient  financial 
support  is  in  view  to  keep  this,  exhibit 
on  the  high  plane  upon  which  the  medi- 
cal advisory  committee  and  the  World's 
Fair  authorities  have  conceived  it.  It 
augurs  well  for  the  conception  which  is 
gaining  ground  that  after  this  World’s 
Fair  is  over,  this  excellent  exhibit — with 
such  additions  as  may  be  found  advisable 
— will  remain  permanently  as  a “Museum 
of  Hygiene”  to  continue  its.  usefulness 
in  carrying  on  a continuing  program  of 
health  education. 


Danger  of  Facial  Pimples 

One  of  the  most  serious  infections,  but 
nevertheless  one  whose  gravity  is  little 
appreciated  by  the  laity,  is  that  which 
occurs  in  the  region  between  the  upper 
lip,  and  the  hair  line  of  the  scalp.  The 
most  common  site  of  this  lesion  is  in 
the  vestibulum  naris,  the  upper  lip  or  the 
cheek  just  lateral  to  the  nose.  The  in- 
fection, which  most  frequently  is  pro- 
duced by  Staphylococcus  aureus,  gains 
entrance  to  the  soft  parts  through  an 
abrasion  or  a minor  injury  to  the  skin, 
or  mucous  membrane  of  the  nose.  It 
may  follow  shaving  of  the  upper  lip, 
picking  of  the  nose,  the  removal  of  the 
nasal  vibrissae,  or  some  such  other  in- 
significant form  of  trauma. 

To  the  layman,  it  represents  merely  a 
“pimple”  which  causes  a mild  degree 
of  annoyance.  The  natural  tendency 
which  exists  in  all  of  us  to  “pick  at  a 
pimple”  is,  in  all  probability,  the  respon- 
sible factor  for  the  high  mortality  which 
follows  infection  in  this  area  of  the 
face.  The  venous  channels  which  drain 
this,  site  are  not  equipped  with  valves,  and 
consequently  furnish  readily  accessible 
channels  through  which  the  infection  may 
spread.  The  involvement  of  the  angular 
vein  by  a septic  thrombus  which  can 


extend  to  encompass  the  ophthalmic  vein 
and  cavernous  sinus  is  the  most  frequent 
method  of  extension.  A fatal  staphylo- 
coccemia often  complicates,  the  innocent 
looking  primary  infection. 

The  repeated  warnings  in  the  literature 
have  been  added  to  recently  by  the  con- 
tribution of  Elliot.* 1  The  complete  ab- 
stinence from  all  surgical  measures,  until 
such  time  as  definite  evidence  is  at  hand 
to  show  that  frank  suppuration  exists, 
must  be  strictly  observed.  Hot  moist 
poultices  seem  to  afford  the  best  means 
of  therapy.  During  the  invasive  stage, 
blood  transfusions,  the  injections  of 
foreign  protein  and  roentgen  therapy 
may  be  employed  and  have  been  found 
to  be  beneficial.  Above  all,  however,  is 
the  complete  avoidance  of  any  additional 
trauma  to  the  already  infected  part.  Such 
trauma  most  often  will  be  inflicted  by 
the  patient  himself.  It  usually  can  be 
avoided  by  impressing  the  sufferer  with 
the  fatal  aspects  of  the  lesion.  There 
are  many  physicians  who  routinely  warn 
all  their  patients  against  “picking”  pim- 
ples in  this  dangerous  locality. 


A Diuretic  Renal  Extract 

The  search  for  an  extract  of  the  renal 
tissues  which  would  be  effective  in  the 
treatment  of  kidney  disease  has  been 
in  progress  for  a number  of  years.  The 
chief  difficulty  in  the  past  has  been  the 
methods,  used  for  the  extraction  of  a 
substance,  none  of  which  excluded  from 
the  end  product  those  depressor  factors 
which  normally  are  present  in  animal 
tissue.  These  are  the  result  of  nucleo- 
protein  disintegration  and  include  among 
others,  the  guanadins,  the  cholines,  his- 
tamines, and  adenosines. 

Jablons1  appears  to  have  been  suc- 
cessful in  the  isolation  of  a potent  sub- 
stance from  the  fresh  mammalian  kidney 
which  is  free  of  the  nucleoproteins.  Un- 
like the  other  methods  employed,  his 

1.  Elliott,  J.  N.:  III.  Med.  lour.,  72:491,  1937. 

1.  Jablons,  B.:  N.  Y.  State  J.  Med.,  38:31,  1938. 
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consists  of  an  acid  alcohol  precipitation 
of  the  proteins,  and  the  removal  of  lipoids 
and  peptones.  The  water  soluble  extract 
which  is  obtained  as  yet  has  not  been 
standardized  in  the  same  manner  as  has 
insulin  or  the  parathyroid  hormone.  From 
physiological  tests,  however,  it  possesses, 
a diuretic  action,  and  an  effect  on  the 
mobilization  of  chlorides  in  the  blood 
and  their  excretion  in  the  urine.  A 
substance  similar  in  action  to  the  one 
reported  by  Jablons  has  been  isolated 
from  the  blood  in  the  renal  vein  by 
Tokumitsu2  who  termed  it  a nephro- 
hormone. 

In  half  of  the  cases  of  nephritis,  com- 
plicated by  hypertension,  the  use  of  this 
extract  resulted  in  a noticeable  decline 
in  the  blood  pressure.  Diuresis  and  the 
excretion  of  salt  were  markedly  increased 
and  the  edema  present  disappeared.  Dur- 
ing the  preuremic  stage  and  in  chronic 
uremia,  the  reported  results  seem  to  in- 
dicate that  the  nausea,  vomiting,  and  head 
ache  can  be  controlled  to  a considerable 
extent  by  the  injection  of  the  extract. 
In  three  instances  wherein  an  albuminuric 
retinitis  was  present,  absorption  of  the 
retinal  exudate  and  a return  of  vision 
followed  its  use. 

This  investigation  is  a step  in  the 
proper  direction.  The  report  of  Jablons 
is  an  encouraging  one  in  the  therapy  of 
the  nephritic  lesions  which  almost  in- 
evitably shorten  life.  Standardization  of 
the  extract  and  corroboration  of  the  work 
should  be  undertaken  as  the  next  step, 
and  efforts  directed  toward  identifying 
the  potent  factor.  Whether  or  not  the 
kidney  in  itself  possesses  an  active  hor- 
mone or  a chemical  which  is  capable  of 
producing  hypertension  must  still  remain 
a problem  which  awaits  further  experi- 
mentation for  ultimate  proof. 


CURRENT  COMMENT 

“What  is  liberty  in  a country  of  rail- 
roads and  automobiles,  chain  stores  and 
radios,  trusts  and  labor  unions?  Can  we 
hope  to  find  liberty  among  the  struggles  of 

2.  Tokumitsu:  Trans.  Jap.  Path.  Soc.,  24:444,  1934. 


capital  and  labor,  the  rise  and  fall  of  finan- 
cial empires,  and  the  confusion  of  political 
controversy?  And  after  all,  is  liberty 
worth  the  cost  of  hunting  for  it  among 
these  strange  new  powers  that  wrestle  and 
trample  across  our  country  ? Or  would 
it  be  better  to  give  up  the  dreams  of  the 
pioneers  and  to  look  for  security  and  plenty 
without  the  dangers  and  uncertainties  of 
freedom  ? 

“Liberty  has  to  be  founded  on  security. 
. . . The  pioneers  had  to  make  themselves 
secure  against  starving  to  death  or  being 
tomahawked  by  the  Indians  before  they 
could  settle  down  to  enjoy  the  blessings  of 
liberty  in  America.  . . .” — The  foregoing 
comes  from  an  article  by  David  Cushman 
Coyle,  which  won  the  $1000  prize  offered 
by  Harper's  Magazine  for  the  best  paper 
on  “The  American  Way.” 

In  another  vein,  Mr.  Coyle  continues : 
“There  is  some  ground  for  the  fear  that 
in  letting  science  loose  in  the  world  the 
human  race  may  have  released  a demon 
that  will  destroy  mankind.  . . . President 
Hoover’s  Committee  on  Social  Trends 
pointed  out  that  changes  in  laws  and  vested 
rights  lag  behind  the  changes  caused  by 
science  and  invention.  ‘There  is  in  our 
social  organizations  an  institutional  inertia 
and  in  our  social  philosophies  a tradition 
of  rigidity.  Unless  there  is  a speeding  up 
of  social  invention  or  a slowing  down  of 
mechanical  invention,  grave  maladjustments 
are  certain  to  result.’  This  cultural  lag 
between  different  elements  of  the  national 
life  creates  severe  strains  which  appear 
in  the  form  of  personal  insecurity  and  wild 
fluctuations  of  business.  . . . 

“Compared  with  the  insane,  weird  terrors 
of  the  dictatorships,  our  own  riots,  labor 
wars  and  crime  seem  like  simple,  normal 
outbursts  of  human  nature.  We  believe  that 
Americans  would  do  better  to  feel  their 
way  slowly  and  trust  to  luck  rather  than 
to  march  howling  into  any  such  mad- 
house. . . . 

“We  have  the  resources  and  the  power, 
if  we  dare  to  use  them  boldly,  to  build  our 
country  in  strength  and  freedom,  so  that 
all  Americans  may  walk  secure  and  confi- 
dent, the  masters  of  a rich  heritage  and 
of  a future  bright  with  promise.  Not  by 
basely  throwing  away  freedom  can  we 
flee  into  a safe  hiding  place  under  the  wing 
of  some  dictator;  but  in  the  pursuit  of 
liberty  itself  we  shall  find  the  only  security 
that  is  secure.” 

“ ‘T HE  TERM  SPECIALIST  CARRIES  with  it 
an  implication  of  superior  training  and  a 
background  of  extensive  clinical  experi- 
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ence,  and  no  physician  is  warranted  in 
posing  as  a specialist  unless  he  is  really 
expert  in  his  chosen  field.  The  essential 
skill  can  be  acquired  only  by  extensive 
study,  prolonged  training  and  wide  experi- 
ence. The  public  has  a right  to  expect 
the  medical  profession  to  safeguard  it  from 
mushroom  specialists/  ” — At  the  fifty-sixth 
annual  dinner  of  the  Faculty  Association  of 
the  New  York  Post-Graduate  Medical 
School  and  Hospital  held  on  January  29,  “the 
need  for  more  graduate  instruction  in  medi- 
cine and  the  present  method  of  certification 
and  control  of  specialization  were  dis- 
cussed.” We  have  quoted  Dr.  Walter  T. 
Dannreuther,  President  of  the  American 
Board  of  Obstetrics  and  Gynecology,  in  re- 
gard to  the  situation. 

The  New  York  Times  of  January  30, 
from  which  we  have  taken  the  foregoing 
excerpts,  quotes  Dr.  Willard  G.  Rappleye, 
president  of  the  advisory  board  for  medical 
specialties  and  Dean  of  the  College  of 
Physicians  and  Surgeons  of  Columbia  Uni- 
versity, as  follows:  “There  is  general  agree- 
ment that  the  greatest  need  of  American 
medicine  is  for  better  rather  than  for  more 
physicians.  While  there  is  wide  discussion 
of  the  economic  and  social  factors  involved 
in  the  medical  care  of  the  population, 
thoughtful  leaders  have  recognized  for  cen- 
turies that  the  well-trained,  honest  and  com- 


petent physician  is  the  most  important 
single  element  in  a satisfactory  health  serv- 
ice for  the  country,  however  that  service 
may  be  organized  or  financed.”  [See  page 
297  for  complete  text  of  address]. 

From  the  regular  correspondent  to 
the  J.A.M.A . from  France,  under  date  of 
January  29,  we  learn  that  this  will  not  be 
a happy  new  year  for  the  French  practi- 
tioner. “Most  of  the  medical  journals  here 
contain  articles  at  the  end  of  1937  which 
picture  the  future  in  very  somber  colors. 
The  social  insurance  authorities  are  in  great 
measure  responsible  for  this.  First  they 
have  just  established  a new  scale  of  remuner- 
ation for  sickness  claims.  Although  no 
change  has  been  made  in  the  amount  of 
indemnity  granted  for  services  rendered  at 
the  office  of  the  practitioner  or  in  the  domi- 
cile of  the  insured,  they  now  indemnify 
the  insured  as  much  for  services  rendered 
by  a dispensary,  whether  it  is  a private  or 
public  one.  . . . The  objective  of  the  in- 
surance authorities  is  to  force  the  profes- 
sion to  lower  its  fee  table,  which  is  already 
so  low  that  the  average  practitioner  can 
hardly  pay  his  expenses.  . . . All  in  all, 
the  practitioner’s  lot  here  is  not  happy,  as 
he  is  caught  between  efforts  to  socialize 
medicine  and  the  necessity  of  raising  addi- 
tional taxes  every  year.” 
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Asphyxial  Death  in  Surgery 
of  the  Neck 

New  York  City 
40  E.  61  St. 

To  the  Editor: 

The  mechanical  problem  presented  by 
acute  infections  of  the  neck  is  so  often 
overlooked  that  it  appears  desirable  at  this 
Season  to  rehearse  conditions  in  the  field 
predisposing  to  sudden  death  in  the  course 
of  operative  procedures. 

Acute  infection  or  edema  of  the  upper 
airway  implies  edema  of  the  superglottic 
region.  An  airway  embarrassed  by  abscess 
or  edema  often  remains  open  by  virtue  of 
the  muscle  tone  of  the  part.  If  this  muscle 
tone  is  destroyed  by  basal  anesthetics,  aver- 
tine,  the  barbiturates,  evipal,  etc.,  or  by 
topical  local  anesthesia,  death  from  acute 
asphyxia  promptly  ensues.  On  the  other 
hand,  nitrous  oxide,  oxygen,  ether,  etc.,  by 
increasing  engourgement  of  the  part  fre- 
quently produces  fatal  obstruction. 

Emergency  tracheotomy  following  com- 
plete respiratory  obstruction  is  accompanied 
by  a high  postoperative  mortality.  Experi- 
ence suggests  that  the  following  sequence 


be  employed  in  order  that  both  mortality 
and  morbidity  may  be  reduced. 

Intubation  may  be  accomplished  deliber- 
ately with  the  assistance  of  chloroform 
anesthesia  carried  to  a point  where  the 
pharyngeal  reflexes  and  muscle  spasm  are 
under  control.  Following  intubation,  any 
anesthetic  agent  may  be  employed.  The 
endotracheal  tube  may  be  left  in  situ  fol- 
lowing operation  for  a period  of  twenty- 
four  hours.  The  presence  of  the  tube  does 
not  cause  edema.  Edema  of  the  region  is 
reduced  as  the  result  of  the  operative  inter- 
ference and  free  ventilation.  The  reduction 
of  edema  will  be  noted  in  the  patient’s 
tendency  to  breathe  around  the  endotracheal 
tube. 

When  emergency  tracheotomy  is  indi- 
cated, this  should  always  be  preceded,  when 
possible,  by  intubation.  Intubation  permits 
deliberate  approach  to  the  trachea,  skeltoni- 
zation  of  the  trachea,  and  not  infrequently, 
complete  avoidance  of  tracheotomy. 

Paluel  J.  Flagg,  M.D.,  Chairman 

Committee  on  Asphyxia 
American  Medical  Association 

January  31,  1938 
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Bulletin  No.  3 

January  24,  1938 
New  Bills  Introduced 

Senate  Int.  268 — Hanley;  Assembly  Int. 
344 — Canney,  establishes  a division  of  food 
in  the  Health  Department  to  investigate 
economical  methods  of  preparation,  value 
and  standards  for  foods  served  for  human 
consumption;  to  establish  code  of  fair  com- 
petition for  employers  and  employees  pre- 
paring and  serving  foods,  and  appropriates 
$50,000.  Referred  to  the  Finance  Committee 
in  the  Senate  and  the  Ways  and  Means 
Committee  in  the  Assembly. 

Comment:  This  bill  has  been  before  the 
Legislature  a number  of  times.  It  provides 
for  inspection  by  the  Department  of  Health 
of  the  manner  in  which  food  is  prepared 
and  the  places  where  food  products  are 
manufactured,  and  also  the  manner  in  which 
it  is  prepared  in  hotels  and  restaurants. 

It  would  set  up  a new  division  which  would 
require  a very  large  staff. 

Senate  Int.  269 — Hanley;  Assembly  Int. 
349 — Canney,  establishes  a division  of  food 
in  the  Labor  Department  to  investigate  eco- 
nomical methods  of  preparation,  value  and 
standards  for  foods  served  for  human  con- 
sumption; to  establish  code  of  fair  competi- 
tion for  employers  and  employees  preparing 
and  serving  foods,  and  appropriates  $50,000. 
Referred  to  the  Finance  Committee  in  the 
Senate  and  the  Ways  and  Means  Com- 
mittee in  the  Assembly. 

Comment:  Identically  the  same  bill  as 
Senate  Int.  268,  except  that  the  clauses 
which  it  contains  regarding  the  protection 
of  the  employees  against  labor  abuses  and 
granting  them  the  right  of  collective  bar- 
gaining, etc.,  are  referred  to  the  jurisdic- 
tion of  the  Commissioner  of  Labor. 

Senate  Int.  278 — Warner;  Assembly  Int. 
443 — Marble,  provides  for  filing  of  duplicate 
certificate  of  birth  occurring  in  any  district 
other  than  that  in  which  mother  resided  at 
time  of  birth,  with  registrar  of  disrict  in 
which  mother  resided.  Referred  to  the 
Health  Committees. 

Comment:  When  a child  is  born  in  a 
hospital  to  which  the  mother  has  come  from 
another  county,  a record  of  the  birth  is 
filed  in  the  county  where  it  occurred;  and 
later  in  life,  if  the  child  seeks  a record  of  its 
birth,  it  will  not  be  able  to  find  the  record 
in  the  county  where  it  has  been  residing. 
This  bill  obviously  is  an  attempt  to  prevent 
a difficulty  of  that  kind,  but  it  is  hardly 
necessary  because  the  proper  procedure  in 
securing  copies  of  birth  certificates  for  any 
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citizen  in  the  State  is  to  apply  to  the  State 
Department  of  Health,  where  copies  of  all 
records  are  kept,  filed  alphabetically  and 
chronologically. 

Senate  Int.  388 — Feld,  regulates  the  prac- 
tice of  electrolysis,  defined  as  the  removal 
of  hair  by  use  of  electric  needles,  and  pro- 
vides for  appointment  by  the  Regents  of 
an  examining  board  of  electrolysis.  Re- 
ferred to  the  Education  Committee. 

Comment:  This  bill  has  been  before  the 
Legislature  for  several  years.  It  is  worth 
knowing  in  this  connection  that  the  Court 
of  Appeals,  during  the  summer,  handed  down 
a decision  that  the  practice  of  electrolysis 
is  not  the  practice  of  medicine. 

Assembly  Int.  351 — Crews,  provides  for 
eight-hour  day  and  forty-eight-hour  week 
for  all  employees  in  hospitals,  and  for  one 
day  of  rest  in  seven.  Referred  to  the  Labor 
Committee. 

Assembly  Int.  358 — Ostertag,  provides 
that  Sanitary  Code  may  include  provisions 
for  sanitary  regulation  of  house  coaches  and 
tourist  camps.  Referred  to  the  Health  Com- 
mittee. 

Comment:  The  bill  would  require  the 
registration  of  the  occupants  of  house  coach 
camps,  tourist  camps,  and  house  coaches, 
and  an  inspection  of  the  provisions  for 
plumbing,  drainage,  water  supply,  and  dis- 
posal of  garbage  and  other  refuse.  Pre- 
vents the  erection  of  location  of  any  house 
coach,  tourist  camp,  etc.  in  the  State  with- 
out a certificate  from  the  Department  of 
Health.  Grants  the  Department  of  Health 
the  right  to  adopt  and  enforce  other  regu- 
lations which  it  may  find  necessary.  A 
house  coach  is  defined  as  “any  vehicle  or 
movable  structure  motivated  by  power  con- 
nected therewith  or  propelled  by  a power 
within  itself  which  is  or  can  be  used  as  the 
home  or  living  abode  or  habitation  of  one 
or  more  persons  either  temporarily  or  per- 
manently.”  The  terms  “house  coach  camp” 
and  “tourist  camp”  are  defined  to  mean  “any 
land,  structure  or  enclosure,  operated  for 
gain,  where  house  coaches  are  permitted  to 
locate  or  park  for  a valuable  consideration 
or  in  conjunction  with  the  renting  of  cabins 
or  rooms  or  the  furnishing  of  food.”  Viola- 
tions shall  be  considered  a misdemeanor. 

Assembly  Int.  364 — Brenner,  creates  in 
the  Health  Department  a consumers’  bureau 
for  registration,  advertising  control,  analy- 
sis, scientific  research,  education  and  publi- 
city of  manufacture  and  sale  of  foods,  drugs, 
cosmetics  or  health  devices,  and  for  regulat- 
ing traffic  therein.  Referred  to  the  Health 
Committee. 
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Comment:  The  bureau  shall  be  operated 
by  a director  appointed  by  the  Governor, 
and  a committee  on  public  health  of  five 
members,  appointed  by  the  Governor.  The 
committee  shall  investigate  scientific  prob- 
lems relating  to  tolerances  for  poisonous 
ingredients  and  allergy  or  susceptibility. 
Every  manufacturer  or  proprietor  of  a 
proprietary  product  sold  in  this  State  shall 
register  it  and  procure  a numbered  cer- 
tificate, for  which  a fee  of  $25.00  shall  be 
paid,  and  $10.00  for  annual  renewal.  Every 
applicant  for  a certificate  of  registration 
shall  submit:  (1)  The  true  and  complete 
qualitative  and  quantitative  composition  or 
formula  of  the  product  sought  to  be  reg- 
istered; (2)  The  exact  text  of  every  judg- 
ment, decree,  order  or  stipulation  relating 
to  such  product  entered  or  issued  by  any 
court,  -federal  trade  commission  or  other 
governmental  agency;  (3)  “A  statement 
of  all  the  therapeutic,  palliative  or  other 
beneficial  effects  claimed  or  to  be  claimed 
for  such  product  in  its  sale,  together  with 
satisfactory  evidence  or  authority  in  support 
of  such  claim” ; (4)  Names  of  those  under 
whose  supervision  the  product  is  manufac- 
tured. Certificates  shall  be  denied:  (1)  If 
accompanied  by  a false  or  misleading  state- 
ment; (2)  Contains  poisonous  or  deleterious 
substance;  (3)  Contains  any  ingredient  in 
excess  of  that  determined  as  safe;  (4)  If 
applicant  makes  claim  for  the  product  which 
can  not  be  supported  by  scientific  or  medi- 
cal opinion;  (5)  Adulteration;  (6)  Product 
is  not  manufactured  under  proper  supervi- 
sion. No  appropriation  is  provided,  for  it 
is  believed  that  the  bureau  can  support  it- 
self on  registration  fees  collected. 

Assembly  Int.  380 — McCaffrey,  strikes  out 
provision  that  physician  in  workmen’s  com- 
pensation cases,  as  employee  or  carrier  may 
select  and  pay  for,  may  participate  in  ex- 
amination if  employee  or  carrier  so  requests. 
Referred  to  the  Labor  Committee. 

Assembly  Int.  381 — Methfessel,  requires 
not  more  than  twenty  days  preceding  ap- 
plication for  marriage  license,  examination 
of  parties  by  a physician  who  must  make  a 
written  report  stating  whether  he  finds  per- 
son examined  is  suffering  from  gonorrhea 
or  syphilis,  or  epilepsy,  heart  disease,  tuber- 
culosis or  other  infectious  disease,  copy  to 
be  mailed  to  the  other  party  to  marriage; 
and  relative  to  duties  of  town  or  city  clerks 
in  connection  therewith.  Referred  to  the 
Judiciary  Committee. 

Comment:  The  bill  specifically  states  that 
the  confidential  relationship  between  patient 
and  physician  shall  be  waived  for  the  pur- 
pose of  making  this  report,  and  the  physi- 
cian shall  be  held  free  from  libel  or  slander 
because  of  any  statement  contained  in  the 


report;  and  also  that  the  “physician  who 
wilfully  conceals  or  fails  to  state  in  such 
report  the  existence  of  one  or  more  of  the 
diseases  above  mentioned,  shall  be  guilty  of 
a misdemeanor.”  It  further  provides  that 
“a  marriage  is  void  from  the  time  its 
nullity  is  declared  by  a court  of  competent 
jurisdiction  if  either  party  thereto  is,  at  the 
time  of  the  marriage,  suffering  from  gon- 
orrhea or  syphilis  in  the  infectious  or  trans- 
missible stages.” 

Assembly  Int.  397 — Burgdorf,  requires 
that  regulations  of  the  Public  Health  Coun- 
cil for  qualifications  for  certain  public  em- 
ployees whose  duties  pertain  to  enforce- 
ment of  Sanitary  Code,  be  incorporated  in 
such  Code.  Referred  to  the  Health  Com- 
mittee. 

Assembly  Int.  398 — Burgdorf,  provides 
that  commissioner,  deputy  commissioner,  as- 
sistant commissioner  or  physician  employee 
of  the  State  Health  Department  shall  not  be 
liable  for  damages  because  of  official  acts, 
and  permits  claims  for  damages  to  be 
brought  in  Court  of  Claims.  Referred  to 
the  Health  Committee. 

Assembly  Int.  435 — Flynn,  prohibits  per- 
son from  negotiating  within  fifteen  days 
after  accident  for  a settlement  or  obtain 
general  release  or  statement  from  person 
sustaining  personal  injuries.  Referred  to  the 
Codes  Committee. 

Assembly  Int.  436 — Flynn,  prohibits  per- 
son from  negotiating  within  fifteen  days 
after  accident,  a settlement  or  obtaining  re- 
lease or  statement  with  reference  to  injury, 
from  a person  confined  in  hospital  or  sani- 
tarium. Referred  to  the  Codes  Committee. 

Assembly  Int.  439 — Garcia-Rivera,  pro- 
vides home  relief  recipients  shall  receive  not 
less  than  $10.00  a week  each  and  not  less 
than  $3.00  for  each  dependent,  and  there 
shall  be  adequate  allowance  for  rent,  spe- 
cial diet,  food,  medical  care,  clothing,  and 
household  incidentals;  persons  living  apart 
from  family  shall  not  be  compelled  to  live 
with  his  family  in  order  to  receive  relief. 
Referred  to  the  Relief  and  Welfare  Com- 
mittee. 

Assembly  Int.  492 — Suitor,  provides  for 
care  of  indigent  persons  suffering  from 
motor  vehicle  injuries  in  hospitals  not  or- 
ganized for  profit  and  registered  by  the 
State  Health  Department,  per  diem  cost  not 
to  exceed  $6.00;  and  appropriates  $350,000. 
Referred  to  the  Ways  and  Means  Com- 
mittee. 

Comment:  This  is  the  third  year  that  Mr. 
Suitor  has  carried  this  bill.  The  comment 
that  was  made  on  it  last  year  can  be  re- 
peated. It  is  framed  along  the  lines  of 
an  Ohio  law.  Conditions  under  which 
hospitals  are  financed  differ  so  much  in  the 
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two  states  that  probably  this  provision  can 
not  be  applied  here.  The  doctor  and  nurse, 
it  seems  to  us,  should  be  provided  for  as 
well  as  the  hospital.  Under  this  bill,  a 
person  meeting  with  an  automobile  injury 
is  defined  as  an  indigent.  This  differs  very 
widely  from  our  general  definition  of  an 
indigent.  Only  public  hospitals  are  con- 
cerned and  the  Commissioner  of  Health  is 
to  furnish  the  Commissioner  of  Motor  Ve- 
hicles and  the  Comptroller  a list  of  such 
hospitals  with  their  per  diem  cost  for  care. 
The  injured  person,  in  order  to  receive  the 
benefit  of  this  law,  must  “assign  and  set  over 
unto  the  hospital  in  which  he  is  treated,  to 
the  extent  of  the  amount  for  the  reasonable 
charge  of  such  hospital,  in  an  amount  not 
to  exceed  $6.00  per  diem  for  such  treatment, 
care  and  maintenance,  any  rights  of  action, 
suits,  claims  or  counterclaims  which  he  may 
have.”  The  hospital  is  obliged  to  file 
monthly  statements  with  the  Commissioner 
of  Motor  Vehicles  of  patients  treated  under 
this  act.  The  Commissioner  of  Motor  Ve- 
hicles shall  pay  all  claims. 

Assembly  Int.  496 — Burgdorf,  authorizes 
the  State  Health  Commissioner  to  permit 
the  discharge  of  sewage,  chemicals,  refuse 
or  waste  matter  into  State  waters  by  any 
factory  or  industrial  establishment  if  the 
Commissioner  finds  such  discharge  will  not 
pollute  the  waters  in  a manner  injurious  to 
health  or  so  as  to  create  a public  nuisance. 
Referred  to  the  Health  Committee. 

Assembly  Int.  556 — Holley,  creates  in  the 
State  Health  Department  a consumers’ 
bureau  for  registration,  advertising  control, 
analysis,  scientific  research,  education  and 
publicity  of,  manufacture  and  sale  of  drugs, 
cosmetics  or  health  devices.  Referred  to  the 
Health  Committee. 

Comment:  With  a few  minor  changes, 
this  bill  is  identical  with  Assembly  Int.  364 — 
Brenner. 

Bulletin  No.  4 

January  31,  1938 

We  are  wondering  how  thoroughly  our 
bulletins  are  being  read.  As  with  radio 
performers,  we  have  no  way  of  satisfying 
ourselves  on  this  point  except  by  the  com- 
ments we  receive  which  we  can  relate  to 
something  appearing  in  one  of  them;  and 
frequently  our  “fan  mail”  is  not  as  heavy 
as  we  should  like  to  see  it.  Finally  we 
endeavor  to  take  a position  on  the  bills 
that  we  think  the  Society  would  approve 
and  our  object  in  sending  out  the  bulletins 
is  to  secure  support  from  as  broad  a base 
as  possible.  You  may  agree  with  our 
comment  and,  if  you  do,  a line  to  that 
effect  will  satisfy  us.  If  you  do  not  agree, 
then  we  wish  you  would  send  us  a statement 


of  your  objection  and  your  reason.  It  may 
be  that  you  will  point  to  something  that 
we  overlooked.  If  our  comment  is  not  clear 
on  any  bill,  we  will  be  glad  to  go  into 
detail;  or  if  you  would  prefer  to  read  a 
copy  of  the  printed  bill,  we  shall  send  it 
to  you  upon  request.  Dear  bulletin  reader, 
this  applies  to  you.  Don’t  think  that  you 
do  not  need  to  write  because  another  will; 
we  want  comments  from  all. 

New  Bills  Introduced 

Senate  Int.  326 — Fischel,  health  insur- 
ance; same  as  Assembly  Int.  35 — Wagner. 
With  the  Senate  Labor  Committee. 

Senate  Int.  327 — Fischel,  health  insur- 
ance, appointment  of  commission;  same  as 
Assembly  Int.  34 — Wagner.  With  the 

Senate  Finance  Committee. 

Senate  Int.  459 — Crawford,  sanitary  regu- 
lation of  trailers  and  tourist  camps;  same 
as  Assembly  Int.  358 — Ostertag.  With  the 
Senate  Health  Committee. 

Senate  knt.  481 — Schwartzwald,  relative 
to  pollution  of  waters;  same  as  Assembly 
Int.  496 — Burgdorf.  With  the  Senate 
Health  Committee. 

Senate  Int.  482 — Schwartzwald,  regula- 
tions of  Public  Health  Council;  same  as 
Assembly  Int.  397 — Burgdorf.  With  the 
Senate  Health  Committee. 

Senate  Int.  483 — Schwartzwald,  liability 
for  damages  of  certain  State  employees ; 
same  as  Assembly  Int.  398 — Burgdorf. 
With  the  Senate  Health  Committee. 

Senate  Int.  526 — Feld,  provides  for  license 
of  registered  and  practical  nurses  by  board 
of  not  less  than  seven  members  appointed 
by  the  Regents,  and  makes  general  rules 
and  regulations  therefor.  Referred  to  the 
Education  Committee. 

Comment:  Same  as  Senate  bill  Int.  187, 
by  Mr.  Esquirol,  except  that  in  this  bill 
the  name  of  the  second  group  of  nurses  is 
changed  from  “nursing  aide”  to  “practical 
nurse”  and  subsection  (e)  of  section  1378, 
which  refers  to  schools  established  for  the 
training  of  nursing  aides,  is  deleted. 

Assembly  Int.  623 — Fogarty,  provides 
for  arbitration  as  to  value  of  medical  aid 
rendered  under  the  Workmen’s  Compensa- 
tion Law,  by  two  physicians  designated  by 
injured  person  or  his  physician,  instead  of 
president  of  county  medical  society.  Re- 
ferred to  the  Labor  Committee. 

Comment:  The  Workmen’s  Compensa- 

tion Law  at  present  provides  for  the  crea- 
tion of  arbitration  committees  by  the  county 
societies.  The  president  of  each  county 
society  has  authority  to  appoint  two  physi- 
cians to  the  arbitration  board.  This  bill 
would  remove  that  authority  and  place  it 
with  the  injured  person  or  the  injured  per- 
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son’s  physician,  and  would  also  change 
the  language  of  the  bill  to  read  that  these 
physicians  are  to  be  members  of  the  Medi- 
cal Society  of  the  State  of  New  York. 

Assembly  Int.  648 — Fite,  requires  city  or 
town  in  which  mother  is  resident,  to  pay 
$75.00  towards  expense  in  child-bearing 
for  hospital,  nursing,  and  medical  services; 
State  to  pay  one-half.  Referred  to  the 
Cities  Committee. 

Comment:  The  subsidy  is  to  apply 

whether  the  child  is  born  at  home  or  in  a 
hospital,  “provided  that  pre-natal  care  shall 
have  been  given  commencing  with  the 
fourth  month  of  the  enceinte.”  Payments 
are  to  “be  made  in  all  cases  except  when  ev- 
pressly  rejected  by  the  parents,  and  shall 
be  in  lieu  of  any  benefits  or  relief  for  such 
purposes  otherwise  provided.” 

Assembly  Int.  705 — Flynn,  provides  at- 
torney of  patient  or  former  patient  of  hospi- 
tal shall  be  allowed  to  inspect  records  rela- 
tive to  care  and  treatment  of  such  person 
therein  upon  presenting  written  authoriza- 
tion executed  and  acknowledged  by  such 
patient.  Referred  to  the  Codes  Committee. 

This  bill  has  not  yet  been  printed.  Com- 
ment will  be  made  in  the  next  bulletin. 

Assembly  Int.  711 — Sullivan,  provides 
for  license  to  practice  ophthalmic  dispens- 
ing, defined  as  the  filling  or  dispensing  of 
ocular  prescriptions  involving  lenses,  spec- 
tacles, eyeglasses  or  optical  devices  or 
appliances,  except  drugs  and  medicines,  as 
prescribed  by  physicians  and  optometrists, 
under  State  Board  hereby  created  in  Edu- 
cation Department.  Referred  to  the 
Education  Committee. 


This  bill  has  not  yet  been  printed.  Com- 
ment will  be  made  in  the  next  bulletin. 

Action  on  Bills 

At  a conference  on  January  24,  the  Com- 
mittee took  action  on  the  following  bills : 

Approved 

Assembly  Int.  291 — Breitbart — Identifica- 
tion of  criminals 

Assembly  Int.  29 2 — Breitbart — Blood  tests 
in  criminal  proceedings 
Assembly  Int.  334 — Peterson — Intoxicated 
drivers 

Assembly  Int.  358 — Ostertag — Sanitary 

regulation  of  trailers,  etc. 

Assembly  Int.  364 — Brenner-Consumers’  bu- 
reau; food  and  drug  bill 

Opposed 

Senate  Int.  243 — Livingston;  Assembly  Int. 

332 — Wagner — Nurse  registration. 

Senate  Int.  268 — Hanley;  Assembly  Int. 
344 — Canney — Division  of  foods  in 
Health  Department 

Senate  Int.  269 — Hanley;  Assembly  Int. 
349 — Canney — Division  of  foods  in  La- 
bor Department 

Senate  Int.  278 — Warner;  Assembly  Int. 

443 — Marble — Registration  of  births 
Assembly  Int.  339 — Phelps — Insane  pa- 
tients, future  care,  etc. 

Assembly  Int.  381 — Methfessel — Pre-nup- 
tial examinations 

James  H.  Borrell 
B.  Wallace  Hamilton 
John  L Bauer 
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At  the  1936  Annual  Meeting  of  the  Medi- 
cal Society  of  the  State  of  New  York,  your 
Chairman  [Eugene  F.  Traub,  M.D.],  on 
motion  from  the  floor,  appointed  a Com- 
mittee of  three  to  study  the  newer  problems 
in  Industrial  Dermatoses,  as  presented  by 
the  amended  Workmen’s  Compensation  Law 
of  1935.  When  this  Committee  started  to 
function  it  was  advised  by  the  Secretary 
of  our  State  Society  that  our  Section  had 
acted  without  authority  in  the  appointment 
thereof.  We  were  further  advised  that  the 
problem  of  the  Industrial  Dermatoses  came 
under  a standing  Committee  of  the  Society, 
namely  the  Workmen’s  Compensation  Com- 
mittee. Our  State  Secretary,  on  consulta- 
tion with  the  Chairman  of  the  said  Work- 
men’s Compensation  Committee,  realized  the 
necessity  for  the  investigation  we  proposed 
to  undertake  and  accepted  the  motion  herein 
passed  last  year  as  indicative  of  the  need 


for  a Sub-committee  of  our  State  Work- 
men’s Compensation  Committee,  to  deal  spe- 
cifically with  the  question  of  industrial 
dermatoses. 

The  Chairman  of  the  Workmen’s  Com- 
pensation Committee  therefore  appointed  the 
following  Committee  covering  all  parts  of 
the  state: 

Eugene  F.  Traub,  Chairman. . .New  York  City 


Herman  Sharlit,  Secretary New  York  City 

Howard  Fox New  York  City 

J.  Gardner  Hopkins New  York  City 

Beatrice  Kesten  New  York  City 

Oscar  Levin  New  York  City 

Marion  Sulzberger New  York  City 

Louis  Tulipan  New  York  City 

John  C.  Graham  Brooklyn 

Albert  R.  McFarland  Rochester 

G.  M.  Fisher  Utica 

Earl  D.  Osborne  Buffalo 

Mark  Heiman  Syracuse 


Unfortunately  it  was  not  feasible  to  meet 
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with  our  upstate  members  during  the  many 
meetings  the  Committee  held  and  our  prog- 
ress thus  far  [May  25,  1937]  is  chiefly  a re- 
sult of  the  efforts  of  members  who  are  resi- 
dents of  New  York  City.  However,  our 
work  is  not  yet  completed  and  we  are  quite 
certain  that  our  upstate  members  will  have 
the  opportunity,  as  well  as  the  responsibility 
of  assisting  in  the  completition  of  this  work. 

You  must  understand  that  our  official  re- 
port, when  made,  must  go  to  Committee 
of  which  we  are  a constituent  part  and  what 
we  have  to  say  this  morning  is  only  in  the 
nature  of  a summary  of  our  efforts  thus  far, 
so  that  you  may  be  advised  as  to  the  direc- 
tion it  is  taking  and  so  be  in  ?.  position 
to  offer  us  further  suggestions. 

We  desire  first  to  call  your  attention  to 
the  fact  that  for  the  year  1936  more  than 
fifty  per  cent  of  the  cases  of  industrial 
diseases  handled  under  the  Workmen’s  Com- 
pensation Law  were  diseases  of  the  skin. 
This  fact,  it  seemed  to  our  Commitee,  justi- 
fied our  intention  to  ask  our  State  Society 
to  set  up,  under  the  Workmen’s  Compensa- 
tion Committee  a standing  Sub-committee 
on  Industrial  Dermatoses.  We  trust  that  the 
Recommendation  will  be  accepted.  Based 
on  our  experience  with  compensable  derma- 
toses in  New  York  City  the  Committee  was 
impressed  with  the  regularity  with  which 
alleged  compensable  dermatoses  found  their 
way  to  the  Referee  of  the  Labor  Board 
with  conflicting  dermatologic  opinions  on 
their  etiology.  It  was  this  fact  that  formed 
the  background  for  several  distinct  topics  of 
investigation  that  the  Committee  undertook. 

It  was  realized  that  in  practice  the  Ref- 
eree of  the  Labor  Board,  a layman,  was 
called  upon  in  many  instances  to  select  from 
conflicting  medical  opinions  a point  of  view 
on  which  to  render  a decision.  This  we 
thought  placed  an  unfair  burden  on  the 
Referee  and  saddled  him  with  a duty  that, 
in  the  last  analysis,  was  purely  medical, 
namely,  the  making  of  an  etiological  diag- 
nosis. Our  Committee  therefore  has  been 
studying  the  feasibility  of  setting  up  a board 
of  dermatologic  specialists  who  could  act  in 
an  advisory  capacity  to  resolve  such  disputed 
cases.  The  nature,  function,  and  machin- 
ery for  the  activity  of  this  board  is  still 
receiving  our  attention.  As  a corollary 


which  follows  from  the  above  mentioned 
difficulty,  it  was  found  advisable  to  set  up, 
for  purposes  of  guidance  to  physicians,  a 
series  of  generally  accepted  dermatologic 
concepts  applicable  to  industrial  dermatoses, 
that  may  guide  physicians  in  their  study  and 
analysis  of  such  cases  of  industrial  derma- 
toses as  come  under  their  care.  Such  con- 
cepts the  Committee  was  pleased  to  call  the 
criteria  for  the  diagnosis  of  industrial  der- 
matoses. These  criteria,  among  other  things 
include  an  evaluation  of  the  trichophytin 
test  and  the  patch  test. 

Equally  as  important  as  these  diagnostic 
criteria  is  the  matter  of  the  adequate  in- 
terpretation of  the  term  “cure.”’  We  must 
confess  that  we  have  not  as  yet  hit  upon 
an  adequate  and  satisfactory  definition  from 
the  point  of  view  of  its  legal  anplicability. 
You  will  recall  that  tied  up  with  the  solu- 
tion of  this  question  is  the  matter  of  in- 
duced hypersensitivity  and  the  consequences 
that  may  ensue  therefrom. 

Lastly,  the  Committee  gave  serious  con- 
sideration to  the  fact  that  the  practice  of 
industrial  medicine  necessitated,  for  vary- 
ing periods  of  time,  contingency  fee  serv- 
ice, by  virtue  of  the  fact  that  the  law  spe- 
cifically requires  the  treating  physician,  on 
suspecting  a compensable  disease,  to  refrain 
from  accepting  fees  from  the  employee. 
Since  some  employees  represent  a doubtful 
credit  risk  and  since  a considerable  period 
of  time  elapses  between  a physician’s  judg- 
ment as  to  compensability  of  a case  and  the 
authoritative  acceptance  thereof,  the  physi- 
cian often  finds  himself  in  the  position  of 
unsuccessfully  seeking  payment  from  the 
employee  when  compensability  is  ultimately 
denied.  In  connection  with  this  problem  we 
are  seeking  a way  to  minimize  the  amount 
of  contingency  fee  service  that  must  neces- 
sarily prevail. 

In  closing  we  wish  to  acknowledge  the 
kind  cooperation  of  Mr.  Siegel,  Referee  of 
the  Labor  Board  in  New  York  City  district 
in  charge  of  skin  disease  cases,  and  also 
that  of  Dr.  Kaliski,  Chairman  of  our  Work- 
men’s Compensation  Committee.  We  trust 
that  our  continued  efforts  will  eventuate  in 
ultimate  arrangements  for  a more  useful 
and  serviceable  practice  of  our  specialty 
under  the  Workmen’s  Compensation  Law. 


The  New  York  City  Department  of 
Hospitals,  in  its  twenty-six  institutions, 
utilizes  the  services  of  approximately  ten 
per  cent  of  all  interns  in  the  United 
States. 


dren  are  not  permitted  to  have  German 
measles. — Colorado  Medicine. 


Scientists  at  Cornell  Universitv  have 
succeeded  in  giving  a pig  nervous  prostra- 
tion. Now  let  them  turn  their  talents  to 
scaring  a road  hog  out  of  his  wits,  if  any. — 
St.  Louis  Star-Times. 


It  is  said  that  non-Nordic  German  chil- 


PNEUMONIA CONTROL 

That  the  physicians  of  the  State  may  have  concrete  examples  of  different  phases  of  anti- 
pneumococcus serum  treatment  of  pneumococcus  pneumonia,  there  will  appear  here  case  reports 
selected  from  the  large  number  received  by  the  State  Department  of  Health  on  the  use  of  anti- 
pneumococcus serum  produced  and  distributed  by  it. 

In  order  that  physicians  practicing  in  New  York  City  or  those  using  effective  serum  from 
other  sources  may  also  be  represented,  we  hope  that  physicians  who  may  have  had  particularly 
significant  experiences  with  serum  zvill  submit  short  reports  to  the  Pneumonia  Editor,  New  York 
State  Journal  of  Medicine,  33  W.  42  Street,  New  York  City — Editor. 


Case  12 

Case  report  from  the  records  of  Dr. 
Frederic  F.  Drury,  Gouverneur: 

“J.  H.,  a nineteen  year  old  male  had  been 
perfectly  well  except  for  slight  ‘cold’  of 
three  days’  duration  when  he  had  onset  of 
dyspnea,  sudden  fever,  and  a cough  slightly 
productive  of  blood-stained  sputum  on 
December  twelve,  nineteen  hundred  and 
thirty-seven.  He  felt  moderately  ill.  His 
temperature  was  103.2,  pulse  108,  and 
respirations  twenty-eight.  That  night  he 
called  his  physician  who  found  dullness  and 
bronchial  breathing  over  the  lower  half 
of  the  right  chest  posteriorly.  A sputum 
specimen  was  sent  to  the  laboratory  and 
on  the  following  morning,  the  second  day  of 
the  disease,  a report  of  Type  V pneumococci 
was  received.  Serum  administration  was 
begun  promptly  and  four  therapeutic  doses 
of  New  York  State  Type  V antipneu- 
mococcus serum  were  given  in  twenty  c.c. 
amounts  at  about  four  hour  intervals.  No 
serum  reactions  occurred.  The  temperature 
and  pulse  began  to  drop  by  crisis  after  the 
second  dose  had  been  administered,  and  at 
8 a.m.  on  the  third  day  of  the  disease,  the 
temperature  was  98,  pulse  eighty,  and  the 
respiratory  rate  had  returned  to  normal. 
Convalescence  was  uneventful,  and  the  pa- 
tient was  discharged  well  on  December 
thirty,  on  the  eighteenth  day  of  his 
disease.” 

The  treatment  of  Type  V pneumonia  by 
specific  Type  V antipneumococcus  horse 
serum  is  now  well-established.  The  pub- 
lished reports  of  Finland  and  Bullowa  show 
it  to  be  unquestionably  effective  when  prop- 
erly used.  The  case  cited  above  is  a typical 
favorable  response  to  this  type  of  serum. 


Since  no  standard  therapeutic  unit  has  as 
yet  been  adopted  for  Type  V serum  by 
either  New  York  State  or  the  Federal  Gov- 
ernment, there  is  no  designation  of  the 
number  of  units  in  the  vial  on  its  label. 

In  general,  the  principles  underlying  Type 
V serum  therapy  are  similar  to  those  for 
Type  I.  The  limited  available  evidence 
indicates  that  dosage  in  number  of  vials  as 
supplied  by  the  New  York  State  Department 
of  Health  is  reasonably  identical  for  both 
types.  An  uncomplicated  early  case  may 
be  given  a minimum  dose  of  two  vials  and 
an  average  dose  of  four  vials.  Bacteremic 
cases  as  indicated  by  a blood  culture  taken 
just  prior  to  the  first  intravenous  dose  of 
serum  require  at  least  double  the  dose. 
Late  cases,  aged  patients,  and  cases  with 
extensive  pulmonary  involvement  need 
more  serum  than  uncomplicated  cases. 

The  usual  precautions  against  horse 
serum  sensitivity  should  be  carried  out 
(including  history,  skin  and  eye  tests,  and 
a preliminary  intravenous  test  of  ten  c.c.  of 
a 1:10  dilution  of  serum).  A syringe  con- 
taining one  c.c.  of  1 : 1,000  epinephrin  should 
be  at  hand  throughout  the  whole  procedure. 

Each  dose  should  consist  of  two  vials  and 
the  interval  between  doses  should  not  ex- 
ceed four  hours.  Once  serum  therapy  is 
started,  its  administration  at  regular  inter- 
vals should  be  kept  up  until  the  desired  ef- 
fect is  obtained,  or  cause  for  failure 
determined. 

In  the  event  that  the  patient  does  not 
respond  after  four  vials  have  been  admin- 
istered, the  blood  culture  should  be  repeated, 
sputum  rechecked  for  error  or  mixed  in- 
fection, and  a careful  search  made  for 
localized  foci  of  infection  such  as  em- 
pyema, thrombophlebitis,  meningitis,  peri- 
carditis, endocarditis  or  otitis  media. 


In  Persia  in  the  eleventh  century,  a 
secret  society  was  organized  for  the  pur- 
pose of  murder.  The  members  of  this 
group  found  that  the  best  way  to  accom- 
plish this  was  to  fill  themselves  up  with 
Indian  hemp,  or  hashish  (Marijuana).  Be- 
cause of  this  custom  they  were  called 
“hashishins,”  which  we  have  shortened  to 
assassins. — Clinical  Medicine  and  Surgery. 


A hospital  on  wheels  will  be  added  to 
San  Francisco’s  public  health  service,  if 
plans  of  Dr.  J.  C.  Geiger,  city  health  officer, 
are  approved  by  the  Board  of  Supervisors. 
The  hospital  would  include  a trailer  to  an 
ambulance,  completely  equipped  for  emer- 
gency work  with  an  operating  table,  two 
beds,  and  surgical  instruments. 
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SPECIALIZATION 


The  certification  of  medical  specialists 
and  the  control  of  specialization  in  the 
future  as  the  major  concern  of  the  medical 
profession  today  was  brought  out  on  Jan- 
uary 29  at  the  Hotel  Biltmore  in  New 
York  City  by  some  of  the  leaders  in  the 
movement  who  outlined  the  program 
which  the  profession  has  set  up  for  the 
benefit  of  the  general  public  as  well  as  for 
its  own  protection. 

The  occasion  was  the  annual  banquet  of 
the  Faculty  Association  of  the  New  York 
Post-Graduate  Medical  School  and  Hospital 
which  was  attended  by  several  hundred 
guests  and  members  of  the  professional 
staffs  of  the  Post-Graduate,  the  Reconstruc- 
tion, and  the  Skin  and  Cancer  hospitals 
which  comprise  the  postgraduate  teaching 
group  of  Columbia  University. 

By  1940  no  one  will  be  able  to  repre- 
sent himself  as  a specialist  without  the 
certification  of  one  of  twelve  national 
boards,  representing  the  principle  medical 
specialites,  which  are  now  working  under 
the  American  Medical  Association.  All 
of  the  state  or  national  medical  directories 
will  indicate  to  an  inquiring  public  those 
men  who  have  qualified  as  specialists  in 
their  particular  fields.  Already  hospitals 
and  other  medical  institutions  are  refusing 
to  give  appointments  to  specialists  unless 
they  are  diplomates  of  their  national 
specialty  boards  and  later,  when  the  entire 
medical  profession  is  well-acquainted  with 
these  boards,  general  practitioners  will 
cease  to  refer  patients  and  the  patient  will 
refuse  to  be  treated  by  uncertified 
specialists. 

Need  for  Control 

Speaking  of  the  origin  and  background 
of  the  national  specialty  examining  boards, 
Dr.  Walter  T.  Dannreuther,  President  of 
the  American  Board  of  Obstetrics  and 
Gynecology  said,  “After  the  turn  of  the 
century  the  medical  profession  became 
afflicted  with  numberless  self-styled  special- 
ists and  there  were  no  criteria  whereby 
those  who  were  well  qualified  could  be 
distinguished  from  those  who  were  not. 
The  rapid  multiplication  of  self-appointed 
specialists  was  encouraged  by  the  tendency 
of  the  public  to  ask  who  was  a specialist 
rather  than  to  inquire  what  a specialist 
is.  The  term  specialist  carries  with  it 
an  implication  of  superior  training  and  a 
background  of  extensive  clinical  experience 
and  no  physician  is  warranted  in  posing 
as  a specialist  unless  he  is  really  expert 
in  his  chosen  field.  The  essential  skill 


can  be  acquired  only  by  extensive  study, 
prolonged  training,  and  wide  experience. 
The  public  has  a right  to  expect  the  medi- 
cal profession  to  safeguard  it  from  ‘mush- 
room’ specialists.” 

Program  Outlined 

Dr.  Willard  C.  Rappleye,  President  of 
the  Advisory  Board  for  Medical  Special- 
ties, and  dean  of  the  College  of  Physicians 
and  Surgeons  of  Columbia  University,  in 
describing  the  program  which  is  now  well 
under  way  said:  “In  response  to  the  needs 

of  the  public  and  the  profession  the  various 
specialty  groups  in  the  country  have  banded 
together  and  organized  twelve  American 
Boards  whose  primary  function  is  to  im- 
prove the  quality  of  training  in  each  of 
the  specialties  and  to  provide  for  the  pub- 
lic a device  which  will  permit  the  profes- 
sion and  the  public  to  recognize  those  men 
who  are  experts.  These  twelve  boards 
are  coordinated  under  the  Advisory  Board 
for  Medical  Specialties  which,  in  addition 
to  the  professional  groups,  represents  the 
American  Hospital  Association,  the  Asso- 
ciation of  American  Medical  Colleges,  the 
National  Board  of  Medical  Examiners, 
and  the  Federation  of  State  Medical 
Boards  of  the  United  States.  The  Advi- 
sory Board  is  probably  the  most  represen- 
tative body  in  the  field  of  medical  education 
which  now  exists  in  the  country.” 

The  efforts  of  the  specialty  boards  and 
the  Advisory  Board  are  in  direct  response 
to  the  need  in  every  area  of  the  country 
of  an  adequate  number  of  specialists  who, 
in  addition  to  a sound  basic  preparation 
in  medicine,  are  qualified  by  graduate 
training,  technical  skill,  judgment,  and  ex- 
perience to  perform  the  specialized  service 
which  some  patients  require.  Opportu- 
nities for  advanced  training  must  be  made 
available  because  the  usual  medical  course 
and  internship  can  provide  a student  with 
only  the  elementary  and  introductory  prin- 
ciples of  medicine.  The  mass  of  scientific 
knowledge  and  the  variety  of  skills  needed 
in  all  divisions  of  practice  are  far  too 
extensive  to  be  covered  satisfactorily  in 
the  usual  medical  course.  The  public  and 
the  profession  are  confused  by  the  large 
number  of  physicians  who  claim  to  be 
specialists  whereas,  in  reality,  there  is  a 
shortage  of  fully  trained  experts  to  meet 
the  needs  of  the  country. 

“Not  only  are  the  specialty  boards  in- 
terested in  the  proper  training  of  specialists 
but  equally  so  in  making  available  to  the 
public  through  a register  of  specialists  the 
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names  of  those  physicians  who  are  cer- 
tified by  the  Boards  as  fully  competent  in 
their  individual  fields  of  practice.  While 
the  specialty  boards  and  the  Advisory 
Board  are  primarily  concerned  with  train- 
ing in  the  clinical  specialties  they  are  aware 
of  and  are  endeavoring  in  every  possible 
way  to  strengthen  the  education  programs 
which  will  benefit  those  physicians  com- 
monly designated  as  general  practitioners 
who  today  are,  and  there  is  every  indica- 
tion that  they  will  remain  in  the  future, 
the  backbone  of  medical  service  for  the 
entire  country,”  said  Dr.  Rappleye. 

Functioning  of  Specialty  Board 

Dr.  Clarence  G.  Bandler,  Vice-President 
of  the  American  Board  of  Urology,  and 
recently  elected  President  of  the  New  York 
County  Medical  Society,  described  the 
activities  of  the  boards  all  of  which  are 
similar  in  operation.  “Nine  members  are 
elected  for  five-year  terms,  three  each  by 
the  two  national  associations  and  three 
by  the  specialty  section  of  the  American 
Medical  Association.  The  boards  are  not 
self-perpetuating,  but  replacements  may 
be  made  by  the  cooperating  bodies  every 
five  years.  Their  first  objective  being  to 
insure  the  competency  of  any  physician 
or  surgeon  who  is  specializing,  it  becomes 
the  function  of  the  boards,  after  the  cre- 
dentials of  applicants  are  thoroughly  in- 
vestigated, to  conduct  written,  oral,  and 
practical  examinations  testing  the  quali- 
fications of  volunteer  candidates.” 

State’s  Demand  for  License  Anticipated 

“The  states  for  some  time  have  been  dis- 


cussing the  advisability  of  having  a special 
license  for  medical  specialties,”  said  Dr. 
George  Miller  Mac  Kee,  of  the  American 
Board  of  Dermatology  and  Syphilology, 
and  chief  of  the  Skin  and  Cancer  Unit  of 
the  Post-Graduate.  “If  the  states  do  de- 
mand a license  it  is  hoped  they  will  accept 
the  certificates  issued  by  the  boards  in- 
stead of  holding  their  own  examinations. 
This  hope  is  based  on  the  belief  that  the 
board  composed  of  dermatologists,  for  in- 
stance, is  better  qualified  to  pass  on  the 
credentials  of  a dermatological  candidate 
than  is  a state  board  where  there  might 
be  political  influence.” 

Dr.  Adolph  G.  De  Sanctis,  President 
of  the  Faculty  Association,  presided  at 
the  dinner  and  in  introducing  the  speakers 
commented  with  pride  on  the  fact  that 
so  many  of  the  staff  of  the  New  York 
Post-Graduate  Medical  School  and  Hospi- 
tal represented  the  profession  on  the  vari- 
ous national  specialty  boards,  also  that 
the  institution  had  taken  such  an  active 
and  leading  part  in  graduate  medical  edu- 
cation and  the  control  of  specialization  as 
well  as  in  organized  medicine.  Referring 
to  the  statement  that  what  the  young  medi- 
cal graduate  needs  today  is  additional 
clinical  training,  he  said:  “I  have  felt  for 
some  time  that  practically  all  the  emphasis 
in  medical  education  has  been  in  the  un- 
dergraduate field,  and  today  in  the  United 
States  we  can  boast  of  undergraduate 
medicine  which  is  second  to  none  in  the 
entire  world,  but  I believe  that  the  pen- 
dulum has  swung  too  far  in  one  direction 
and  I,  for  one,  believe  that  too  much  empha- 
sis has  been  placed  on  the  scientific  and 
too  little  on  the  clinical  phase  of  medicine.” 
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The  general  oral,  clinical  and  pathological 
examinations  for  all  candidates  (Groups  A 
and  B)  will  be  conducted  by  the  entire 
Board,  meeting  in  San  Francisco,  on  June 
13  and  14,  immediately  prior  to  the  meeting 
of  the  American  Med'cal  Association. 

Application  for  admission  to  the  June 
1938  Group  A examinations  must  be  on  an 
official  application  form  and  filed  in  the  Sec- 
retary’s Office  before  April  1. 

The  annual  informal  Dinner  and  General 
Meeting  of  the  Board  will  be  held  at  the 
Palace  Hotel,  San  Francisco,  on  June  15,  at 


seven  o’clock.  Dr.  William  D.  Cutter, 
Secretary  of  the  Council  on  Medical  Educa- 
tion and  Hospitals  of  the  American  Medical 
Association  will  be  the  guest  speaker,  and 
the  Diplomates  certified  at  the  preceding 
days’  examinations  will  be  introduced  indi- 
vidually. All  Diplomates  are  invited  to 
attend  the  dinner  meeting,  and  to  bring  as 
guests  their  wives  and  any  persons  inter- 
ested in  the  work  of  the  Board. 

For  further  information  and  application 
blanks  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Building,  Pittsburgh,  Pa. 


Mayor  Charles  W.  Kress,  of  Bingham-  tion  to  the  City  Hospital,  which  is  badly 
ton,  is  urging  the  construction  of  an  addi-  overcrowded. 
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This  discussion  relates  only  to  the  re- 
quirements of  the  federal  income  tax  law. 
Information  with  respect  to  the  require- 
ments of  state  income  tax  laws  should  be 
obtained  from  responsible  state  sources. 

The  Revenue  Act  of  1936  amended  in 
numerous  respects  the  prior  income  tax 
law,  but  none  of  the  changes  made  relate 
to  physicians  as  a class  distinct  from  the 
main  body  of  federal  income  tax  payers. 

Every  one  who  is  required  to  make  a 
federal  income  tax  return  must  do  so  on 
or  before  March  15,  unless  an  extension  of 
time  for  filing  his  return  has  been  granted. 
For  cause  shown,  the  collector  of  internal 
revenue  for  the  district  in  which  the  tax- 
payer files  his  return  may  grant  such  an 
extension,  on  application  filed  with  him  by 
the  taxpayer.  This  application  must  state 
fully  the  causes  for  the  delay.  Failure  to 
make  a return  may  subject  the  taxpayer 
to  a penalty  of  25  per  cent  of  the  amount 
of  the  tax  due. 

The  normal  rate  of  tax  on  residents  of 
the  United  States  and  on  all  citizens  of 
the  United  States  regardless  of  their  places 
of  residence  is  4 per  cent  on  net  income 
in  excess  of  the  exemptions  and  credits. 


Who  Must  File  Returns 

1.  If  gross  income  was  less  than  $5,000 
during  1937,  a return  must  be  filed  (a) 
by  every  unmarried  person,  and  by  every 
married  person  not  living  with  her  hus- 
band or  his  wife,  whose  net  income  was 
$1,000  or  more,  and  ( b ) by  every  married 
person  living  with  her  husband  or  his  wife, 
whose  net  income  was  $2,500  or  more.  If 
the  aggregate  net  income  of  husband  and 
wife,  living  together,  was  $2,500  or  more, 
each  may  make  a return  or  the  two  may 
unite  in  a joint  return. 

2.  Returns  must  be  filed  by  every  person 
whose  gross  income  in  1937  was  $5,000 
or  more,  regardless  of  the  amount  of  his 
net  income  and  of  his  marital  status.  If 
the  aggregate  gross  income  of  husband  and 
wife,  living  together,  was  $5,000  or  more, 
they  must  file  either  a joint  return  or 
separate  returns,  regardless  of  the  amounts 
of  their  joint  or  individual  net  incomes. 

If  the  status  of  a taxpayer,  so  far  as  it 
affects  the  personal  exemption  or  credit  for 
dependents,  changed  during  the  year,  the 


Reprinted  from  the  Journal  of  the  American 
Medical  Asso.,  January  29,  1938. 


personal  exemption  and  credit  must  be  appor- 
tioned, under  rules  and  regulations  pre- 
scribed by  the  Commissioner  of  Internal 
Revenue  with  the  approval  of  the  Secre- 
tary of  the  Treasury,  in  accordance  with 
the  number  of  months  before  and  after 
such  change.  For  the  purpose  of  such 
apportionment  a fractional  part  of  a month 
should  be  disregarded  unless  it  amounts 
to  more  than  half  a month  in  which  case  it 
is  to  be  considered  as  a month. 

As  a matter  of  courtesy  only,  blanks  for 
returns  are  sent  to  taxpayers  by  the  collec- 
tors of  internal  revenue,  without  request. 
Failure  to  receive  a blank  does  not  excuse 
any  one  from  making  a return;  the  tax- 
payer should  obtain  the  necessary  blank 
from  the  local  collector  of  internal  revenue. 

The  following  discussion  covers  only 
matters  relating  specifically  to  physicians. 
Full  information  concerning  questions  of 
general  interest  may  be  obtained  from  the 
official  return  blank  and  from  the  collectors 
of  internal  revenue. 

Gross  and  Net  Incomes:  What  They  Are 

Gross  Income:  A physcian’s  gross  in- 

come is  the  total  amount  of  money  received 
by  him  during  the  year  for  professional 
services,  regardless  of  the  time  when  the 
services  were  rendered  for  which  the  money 
was  paid,  plus  such  money  as  he  has 
received  as  profits  from  investments  and 
speculation  and  as  compensation  and  profits 
from  other  sources. 

Net  Income:  Certain  professional  ex- 

penses and  the  expenses  of  carrying  on 
any  enterprise  in  which  the  physician  may 
be  engaged  for  gain  may  be  subtracted  as 
“deductions”  from  the  gross  income,  to 
determine  the  net  income  on  which  the 
tax  is  to  be  paid.  An  “exemption”  is  al- 
lowed, the  amount  depending  on  the  tax- 
payer’s marital  status  during  the  tax  year 
as  stated  before.  These  matters  are  fully 
covered  in  the  instructions  on  the  tax 
return  blanks. 

Earned  Income:  In  computing  the  nor- 

mal tax,  but  not  the  surtax,  there  may  be 
subtracted  from  net  income  from  all  sources 
an  amount  equal  to  10  per  cent  of  the 
earned  net  income,  except  that  the  amount 
so  subtracted  shall  in  no  case  exceed  10 
per  cent  of  the  net  income  from  all  sources. 
Earned  income  means  professional  fees, 
salaries  and  wages  received  as  compensat- 
tion  for  personal  services,  as  distinguished 
from  receipts  from  other  sources. 
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The  first  $3,000  of  a physician’s  net 
income  from  all  sources  may  be  regarded 
under  the  law  as  earned  net  income,  whether 
it  was  or  was  not  in  fact  earned  within  the 
meaning  set  forth  in  the  preceding  para- 
graph. Net  income  in  excess  of  $3,000 
may  not  be  claimed  as  earned  unless  it 
in  fact  comes  within  that  category.  No 
physician  may  claim  as  earned  net  income 
any  income  in  excess  of  $14,000. 

Deductions  for  Professional  Expenses 

A physician  is  entitled  to  deduct  all  cur- 
rent expenses  necessary  in  carrying  on 
his  practice.  The  taxpayer  should  make  no 
claim  for  the  deduction  of  expenses  unless 
he  is  prepared  to  prove  the  expenditure  by 
competent  evidence.  So  far  as  practicable, 
accurate  itemized  records  should  be  kept 
of  expenses  and  substantiating  evidence 
should  be  carefully  preserved.  The  fol- 
lowing statement  shows  what  such  de- 
ductible expenses  are  and  how  they  are 
to  be  computed: 

Office  Rent:  Office  rent  is  deductible.  If 
a physician  rents  an  office  for  professional 
purposes  alone,  the  entire  rent  may  be  de- 
ducted. If  he  rents  a building  or  apartment 
for  use  as  a residence  as  well  as  for  office 
purposes,  he  may  deduct  a part  of  the 
rental  fairly  proportionate  to  the  amount 
of  space  used  for  professional  purposes. 
If  the  physician  occasionally  sees  a patient 
in  his  dwelling  house  or  apartment,  he 
may  not,  however,  deduct  any  part  of  the 
rent  of  such  house  or  apartment  as  profes- 
sional expense ; to  entitle  him  to  such  a 
deduction  he  must  have  an  office  there,  with 
regular  office  hours.  If  a physician  owns 
the  building  in  which  his  office  is  located, 
he  cannot  charge  himself  with  “rent”  and 
deduct  the  amount  so  charged. 

Office  Maintenance : Expenditures  for 

office  maintenance,  as  for  heating,  lighting, 
telephone  service  and  the  services  of  atten- 
dants, are  deductible. 

Supplies:  Payments  for  supplies  for  pro- 
fessional use  are  deductible.  Supplies  may 
be  fairly  described  as  articles  consumed  in 
the  using;  for  instance,  dressings,  clinical 
thermometers,  drugs  and  chemicals.  Pro- 
fessional journals  may  be  classified  as 
supplies,  and  the  subscription  price  de- 
ducted. Amounts  currently  expended  for 
books,  furniture  and  professional  instru- 
ments and  equipment,  “the  useful  life  of 
which  is  short,”  generally  less  than  one 
year,  may  be  deducted;  but  if  such  articles 
have  a more  or  less  permanent  value,  their 
purchase  price  is  a capital  expenditure  and 
is-  not  deductible. 

Equipment:  Equipment  comprises  prop- 


erty of  a more  or  less  permanent  nature. 
It  may  ultimately  wear  out,  deteriorate  or 
become  obsolete,  but  it  is  not  in  the  ordi- 
nary sense  of  the  word  “consumed  in  the 
using.” 

The  cost  of  equipment,  such  as  is  de- 
scribed above,  for  professional  use,  cannot 
be  deducted  as  expense  in  the  year  acquired. 
Examples  of  this  class  of  property  are 
automobiles,  office  furniture,  medical,  surgi- 
cal and  laboratory  equipment  of  more  or 
less  permanent  nature,  and  instruments 
and  appliances  constituting  a part  of  the 
physician’s  professional  outfit,  to  be  used 
over  a considerable  period  of  time,  generally 
over  one  year.  Books  of  more  or  less 
permanent  nature  are  regarded  as  equipment 
and  the  purchase  price  is  therefore  not 
deductible. 

Although  the  cost  of  such  equipment  is 
not  deductible  in  the  year  acquired,  never- 
theless it  may  be  recovered  through  depre- 
ciation deductions  taken  year  by  year  over 
its  useful  life,  as  described  below. 

No  hard  and  fast  rule  can  be  laid  down 
as  to  what  part  of  the  cost  of  equipment  is 
deductible  each  year  as  depreciation.  The 
amount  depends  to  some  extent  on  the 
nature  of  the  property  and  on  the  extent 
and  character  of  its  use.  The  length  of 
its  useful  life  should  be  the  primary  con- 
sideration. The  most  that  can  be  done 
is  to  suggest  certain  average  or  normal 
rates  of  depreciation  for  each  of  several 
classes  of  articles  and  to  leave  to  the  tax- 
payer the  modification  of  the  suggested 
rates  as  the  circumstances  of  his  particular 
case  may  dictate.  As  fair,  normal  or 
average  rates  of  depreciation,  the  follow- 
ing have  been  suggested:  automobiles,  25 
per  cent  a year;  ordinary  medical  libraries, 
x-ray  equipment,  physical  therapy  equip- 
ment, electrical  sterilizers,  surgical  instru- 
ments and  diagnostic  apparatus,  10  per 
cent  a year ; office  furniture,  5 per  cent 
a year. 

The  principle  governing  the  determina- 
tion of  all  rates  of  depreciation  is  that  the 
total  amount  claimed  by  the  taxpayer  as 
depreciation  during  the  life  of  the  article, 
plus  the  salvage  value  of  the  article  at  the 
end  of  its  useful  life,  shall  not  Te  greater 
than  its  purchase  price  or,  if  purchased 
before  March  1913,  either  its  fair  market 
value  as  of  that  date  or  its  original  cost, 
whichever  may  be  greater.  The  physician 
must  in  good  faith  use  his  best  judgment 
and  claim  only  such  allowance  for  depre- 
ciation as  the  facts  justify.  The  estimate 
of  useful  life,  on  which  the  rate  of  depre- 
ciation is  based,  should  be  carefully  con- 
sidered in  his  individual  case. 

In  a Treasury  Decision,  approved  Feb. 
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28,  1934,  No.  4422,  it  is  held,  among  other 
things,  that 

1.  The  cost  to  be  recovered  shall  be 
charged  off  over  the  useful  life  of  the 
property. 

2.  The  reasonableness  of  any  claim  for 
depreciation  shall  be  determined  on  the 
conditions  known  to  exist  at  the  end  of 
the  period  for  which  the  return  was  made. 

3.  Where  the  cost  or  other  basis  of  the 
property  has  been  recovered  through  de- 
preciation or  other  allowances,  no  further 
deduction  for  depreciation  shall  be  allowed. 

4.  The  burden  of  proof  will  rest  on  the 
taxpayer  to  sustain  the  deduction  claimed. 

5.  The  deduction  for  depreciation  in  re- 
spect to  any  depreciable  property  for  any 
taxable  year  shall  be  limited  to  such  ratable 
amount  as  may  reasonably  be  considered 
necessary  to  recover  during  the  remaining 
life  of  the  oroperty  the  unrecovered  cost 
or  other  basis. 

Particular  attention  is  called  to  the  last 
of  the  foregoing  provisions.  If,  in  prior 
years,  rates  have  been  claimed  which,  if 
continued,  will  fully  depreciate  the  cost, 
less  salvage,  before  the  end  of  its  useful 
life,  based  on  conditions  now  known,  a 
reestimate  of  the  remaining  useful  life 
should  now  be  made  and  the  portion  of 
the  cost  that  had  not  been  depreciated  at 
the  beginning  of  the  year  1937  (for  a 
return  for  the  year  1937)  should  be 
spread  over  this  reestimated  life. 

Medical  Dues:  Dues  paid  to  societies  of 
a strictly  professional  character  are  de- 
ductible. Dues  paid  to  social  organizations, 
even  though  their  membership  is  limited 
to  physicians,  are  personal  expenses  and 
not  deductible. 

Postgraduate  Study:  The  Commissioner 
of  Internal  Revenue  holds  that  the  expenses 
of  postgraduate  study  is  not  deductible. 

Traveling  Expenses:  Traveling  expenses, 
including  amounts  paid  for  transportation, 
meals  and  lodging,  necessarily  incurred  in 
professional  visits  to  patients  and  in  attend- 
ing medical  meetings  for  a professional 
purpose,  are  deductible. 

Automobiles : Payment  for  an  automobile 
is  a payment  for  permanent  equipment  and 
is  not  deductible.  The  cost  of  operation 
and  repair,  and  loss  through  depreciation, 
are  deductible.  The  cost  of  operation  and 
repair  includes  the  cost  of  gasoline,  oil, 
tires,  insurance,  repairs,  garage  rental 
(when  the  garage  is  not  owned  by  the 
physician),  chauffeurs’  wages,  and  the  like. 

Deductible  loss  through  depreciation  of 
an  automobile  is  the  actual  diminution  in 
value  resulting  from  obsolescence  and  use 
and  from  accidental  injury  against  which 
the  physician  is  not  insured.  If  deprecia- 


tion is  computed  on  the  basis  of  the  average 
loss  during  a series  of  years,  the  series 
must  extend  over  the  entire  estimated  life 
of  the  car,  not  merely  over  the  period  in 
which  the  car  is  in  the  possession  of  the 
present  taxpayer. 

If  an  automobile  is  used  for  professional 
and  also  for  personal  purposes — as  when 
used  by  the  physician  partly  for  recreation, 
or  so  used  by  his  family — only  so  much  of 
the  expense  as  arises  out  of  the  use  for 
professional  purposes  may  he  deducted. 
A physician  doing  an  exclusive  office  prac- 
tice and  using  his  car  merely  to  go  to 
and  from  his  office  cannot  deduct  depreci- 
ation or  operating  expenses;  he  is  regarded 
as  using  his  car  for  his  personal  convenience 
and  not  as  a means  of  gaining  a livelihood. 

What  has  been  said  in  respect  to  auto- 
mobiles applies  with  equal  force  to  horses 
and  vehicles  and  the  equipment  incident 
to  their  use. 

Miscellaneous 

Contributions  to  Charitable  Organiza- 
tions: For  detailed  information  with  respect 
to  the  deductibility  of  charitable  contribu- 
tions generally,  physicians  should  consult 
the  official  return  blank  or  obtain  informa- 
tion from  -the  collectors  of  internal  revenue 
or  from  other  reliable  sources.  A physician 
may  not,  however,  deduct  as  a charitable 
contribution  the  value  of  services  rendered 
an  organization  operated  for  charitable 
purposes. 

Laboratory  Expenses:  The  deductibility 
of  the  expenses  of  establishing  and  main- 
taining laboratories  is  determined  by  the 
same  principles  that  determine  the  deducti- 
bility of  corresponding  professional  ex- 
penses. Laboratory  rental  and  the  expenses 
of  laboratory  equipment  and  supplies  and 
of  laboratory  assistants  are  deductible  when 
under  corresponding  circumstances  they 
would  be  deductible  if  they  related  to  a 
physician’s  office. 

Losses  by  Fire  or  Other  Causes:  Loss 
of  and  damage  to  a physician’s  equipment 
by  fire,  theft  or  other  cause,  not  compen- 
sated by  insurance  or  otherwise  recoverable, 
may  be  computed  as  a business  expense  and 
is  deductible,  provided  evidence  of  such 
loss  or  damage  can  be  produced.  Such 
loss  or  damage  is  deductible,  however, 
only  to  the  extent  to  which  it  has  not 
been  made  good  by  repair  and  the  cost  of 
repair  claimed  as  a deduction. 

Insurance  Premiums : Premiums  paid  for 
insurance  against  professional  losses  are 
deductible.  This  includes  insurance  against 
damages  for  alleged  malpractice,  against  lia- 
bility for  injuries  by  a physician’s  automo- 


302 


PHYSICIAN'S  INCOME  TAX 


[Volume  38 


bile  while  in  use  for  professional  purposes, 
and  against  loss  from  theft  of  professional 
equipment  and  damage  to  or  loss  of  profes- 
sinal  equipment  by  fire  or  otherwise.  Under 
professional  equipment  is  to  be  included  any 
automobile  belonging  to  the  physician  and 
used  for  strictly  professional  purposes. 

Expense  in  Defending  Malpractice  Suits : 
Expense  incurred  in  the  defense  of  a suit 
for  malpractice  is  deductible  as  a business 
expense. 

Sale  of  Spectacles:  Oculists  who  furnish 
spectacles,  etc.,  may  charge  as  income 


money  received  from  such  sales  and  deduct 
as  an  expense  the  cost  of  the  article  sold. 
Entries  on  the  physician’s  account  books 
should  in  such  cases  show  charges  for  ser- 
vices separate  and  apart  from  charges  for 
spectacles,  etc. 


For  the  convenience  of  physicians,  a 
Notary  Public  is  always  available  at  the 
Editorial  Offices  of  the  New  York  State 
Journal  of  Medicine,  33  W.  42  St.,  New 
York  City. 


AMERICAN  BOARD  OF  OPHTHALMOLOGY 


The  American  Board  of  Ophthalmology 
announces  that  it  will  hold  examinations  in 
San  Francisco,  June  13,  during  the  Ameri- 
can Medical  Association,  in  Washington,  D. 
C.,  October  8,  during  the  American  Acad- 
emy of  O.  and  O.L.,  and  in  Oklahoma 
City,  November  14,  during  the  Southern 
Medical  Association. 

Applications  should  be  filed  immediately, 
as  the  required  number  of  case  reports 
must  be  filed  at  least  sixty  days  prior  to 
date  of  examination.  Application  blanks 
can  be  procured  from  Dr.  John  Green,  3720 
Washington  Ave.,  St.  Louis,  Mo. 

Up  to  the  end  of  1937,  the  Board  held 
fifty-six  examinations  and  had  certified 
1,498  ophthalmologists.  The  Board  on 
January  1,  1938,  issued  a new  and  complete 
list  of  physicians  certificated  to  date,  ar- 
ranged geographically.  This  list  was 
mailed  gratis  to  all  certificated  persons  and 
to  over  two  hundred  and  fifty  hospitals  and 
institutions. 

During  1937,  examinations  were  held  at 
Los  Angeles  on  January  23,  at  Philadelphia 
on  June  7,  and  at  Chicago  on  October  8-9. 
At  these  examinations  twenty-five,  seventy- 
one,  and  eighty-four  candidates  respectively 
were  examined;  of  whom  nineteen,  forty- 
two,  and  fifty-six  respectively  were 


passed ; three,  seventeen,  and  twenty-five 
respectively  were  conditioned ; and  three, 
two,  and  one  respectively  failed. 

The  American  Board  of  Ophthalmology 
has  established  a Preparatory  Group  of 
prospective  candidates  for  its  certificate. 
The  purpose  of  this  Group  is  to  furnish 
such  information  and  advice  to  physicians 
who  are  studying  or  about  to  study  ophthal- 
mology as  may  render  them  acceptable  for 
examination  and  certification  after  they 
have  fulfilled  the  necessary  requirements. 
Any  graduate  or  undergraduate  of  an  ap- 
proved medical  school  may  make  application 
for  membership  in  this  Group.  Upon 
acceptance  of  the  application,  information 
will  be  sent  concerning  the  ethical  and  edu- 
cational requirements,  and  advice  to  mem- 
bers of  the  Group  will  be  available  through 
preceptors  who  are  members  or  associates 
of  the  Board.  Members  of  the  Group  will 
be  required  to  submit  annually  a summarized 
record  of  their  activities. 

The  fee  for  membership  in  the  Prepara- 
tory Group  is  ten  dollars,  but  this  amount 
will  be  deducted  from  the  fifty  dollars  ulti- 
mately required  of  every  candidate  for 
examination  and  certification.  For  suffi- 
cient reason,  a member  of  the  Preparatory 
Group  may  be  dropped  by  vote  of  the  Board. 


The  American  Physicians’  Art  Associa- 
tion, a national  organization  of  medical  men 
who  have  ability  in  the  fine  arts,  will  hold  a 
first  national  exhibition  in  the  San  Fran- 
cisco Museum  of  Art,  San  Francisco,  in 
June  1938.  (The  American  Medical  Asso- 
ciation Convention  is  June  13-17  in  the  same 
city).  The  American  Physicians’  Art  Asso- 
ciation already  has  an  outstanding  member- 
ship. There  are  three  classifications  for 
membership : active,  associate,  and  con- 

tributing. The  first  annual  exhibition  prom- 


ises to  be  of  unusual  interest  with  entries  to 
be  accepted  (after  jury  selection)  in  the 
following  classifications:  oils,  watercolors, 
sculpture,  photography,  pastels,  etchings, 
crayon  and  pen  and  ink  drawings  (includ- 
ing cartoons),  wood  carvings  and  book  bind- 
ings. Scientific  medical  art  work  will  not 
be  accepted.  The  exhibition  is  not  limited 
to  first  showings.  All  entries  close  April  1. 
Any  physician  interested  should  communi- 
cate at  once  with  the  Secretary  of  the  Asso- 
ciation, Flood  Bldg.,  San  Francisco. 


THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 


An  Executive  Board  Meeting  of  the 
Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  was 
held  on  February  10,  at  the  home  of  the 
President,  Mrs.  Francis  R.  Irving,  119 
Wendall  Terrace,  Syracuse.  The  Execu- 
tive Board  members  of  Syracuse  had  in- 
vited the  visiting  members  to  be  their 
house  guests. 

Following  the  Board  Meeting  the  mem- 
bers were  guests  of  Mrs.  Carlton  F.  Pot- 
ter at  a buffet  supper  at  her  home. 

On  February  1,  the  Onondaga  County 
Auxiliary  held  its  regular  meeting  at  the 
Crouse  Irving  Hospital.  Dr.  Joseph  Law- 
rence of  Albany  spoke  on  Legislation. 
Mrs.  Katherine  Scott  Sykes  presented  an 
original  skit.  Tea  and  a social  hour  followed. 

The  Woman’s  Auxiliary  of  Schenec- 
tady County  held  a regular  meeting  at  the 
Ellis  Hospital  in  the  Doctors  Auditorium 
on  January  25.  This  meeting  marked  the 
first  anniversary  of  the  organization. 


The  President,  Mrs.  Francis  Irving 
and  the  Organization  Chairman,  Mrs.  John 
J.  Buettner  attended  a meeting  of  Oswego 
County  women  on  January  17,  at  the  home 
of  Mrs.  Kent  Wood  Jarvis,  wife  of  the 
President  of  the  Oswego  County  Medical 
Society.  Twenty-nine  members  were  pres- 
ent. It  was  voted  to  organize  an  Auxiliary. 
Mrs.  John  J.  Brennan  was  elected  tempo- 
rary Chairman.  A delightful  tea  followed 
the  transaction  of  business. 

Thirty-five  Women  signed  the  Secre- 
tary’s book  as  charter  members  of  the 
Woman’s  Auxiliary  to  the  Jefferson  County 
Medical  Society  at  a dinner  meeting  held 
at  the  Black  River  Valley  Club  on  No- 
vember 11.  Mrs.  Irving,  President  of  the 
State  Auxiliary,  and  Mrs.  John  Buettner, 
Organization  Chairman,  were  present  and 
spoke  of  the  purpose  of  the  Auxiliary. 
Dr.  Charles  Prudhon,  Secretary  of  the 
Jefferson  County  Medical  Society  addressed 
the  meeting  on  the  need  for  such  an 
organization. 


The  Need  of  a Woman’s  Auxiliary  in  Every  County  Medical  Society 


The  question  so  often  asked  in  many 
County  Medical  Societies:  Is  there  a need 
for  an  Auxiliary  to  our  Society? 

The  best  answer  may  be  gathered  from 
those  societies  which  have  been  fortunate 
enough  to  have  one.  The  foremost  con- 
sideration in  the  minds  of  those  promoting 
this  organization  was  its  social  value  within 
the  medical  profession  itself.  Some  of  the 
leaders  in  the  State  Medical  Association 
have  said  that  since  there  are  forces  within 
this  profession  as  well  as  without,  which 
are  working  against  its  best  interests,  the 
time  has  come  when  much  thought  should 
be  given  in  bringing  about  unity  and  soli- 
dity in  the  profession.  Because  the  social 
instinct  is,  generally  speaking,  more  highly 
developed  in  women  than  in  men,  they  have 
felt  that  doctor’s  wives  can  perform  a dis- 
tinct service  to  the  medical  profession 
by  helping  to  develop  unity  through  fellow- 
ship between  members  of  the  doctor’s 
families. 

The  Auxiliary,  besides  fulfilling  this 
work  for  which  it  was  started,  has  done 
very  constructive  work  in  furthering  the 


maternal  welfare,  syphilis,  and  cancer  clin- 
ics. It  has  been  found  of  great  value  in 
Legislative  matters  pertaining  to  medicine. 

Another  thing  that  has  been  said  by 
State  Secretaries  is  that  the  Women’s  An- 
nual State  Meetings,  which  are  held  at  the 
same  time  as  the  medical  meetings,  serve  to 
interest  the  wives  and  to  bring  out  a much 
larger  attendance  than  formerly  among 
the  membership.  The  usefulness  of  the 
Auxiliary  in  the  entertainment  of  the  wives 
of  visiting  physicians,  not  only  at  the  state 
meeting  but  other  medical  meetings  of  all 
sorts,  is  obvious. 

While  there  is  no  outstanding  increase 
in  organization,  there  is  an  indication  of 
steady  growth,  not  only  in  membership 
but  in  an  increased  interest  in  the  princi- 
ples of  the  Auxiliary,  which  is  very 
gratifying. 

Increase  in  membership  may  be  made 
by  the  Membership  Chairman  of  each 
County  enlisting  new  members  in  the 
Auxiliary  already  organized  and  also  to 
encourage  the  wives  of  doctors  in  Counties 
having  no  Auxiliary  to  have  one  formed. 
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At  present,  we  have  thirteen  Counties  or- 
ganized, with  an  assurance  of  three  more 
Counties  ready  to  organize. 

The  last  County  to  be  organized  was 
Jefferson  County,  which  was  organized 
on  November  11,  in  Watertown,  with  a 
charter  membership  of  interested  and  in- 
telligent women,  anxious  to  begin  the  work 
given  them  by  their  County  Medical 
Society.  I have  also  been  asked  to  meet 
with  a group  of  Doctor’s  wives  in  Oswego 
County  in  the  very  near  future. 

We  do  not  solicit  any  women  against  her 
wishes,  but  we  feel  that  if  she  were  to 
experience  the  joys  and  privileges  of  work- 
ing with  this  splendid  body  of  women,  who 
are  individually  and  collectively  bound  to 
the  medical  profession  by  bonds  most  natu- 
ral and  enduring,  she  would  be  anxious  to 
become  a member  of  this  group. 


It  is  my  hope  that  during  the  coming 
year  the  membership  of  this  organization 
may  be  greatly  increased.  We  ought  to 
bear  in  mind  that  the  wife  of  every  doctor 
affiliated  with  the  County  Medical  Asso- 
ciation should  be  a member  of  this  Auxil- 
iary. Let  it  be  our  goal  to  see  that  every 
such  person  is  a member  before  the  termi- 
nation of  this  year. 

It  is  not  too  much  to  say  that  our  suc- 
cess in  matters  of  importance  to  us  will 
be  substantially  in  direct  proportions  to  the 
number  and  strength  of  our  membership. 

It  is  my  earnest  desire  that  each  County 
Society  in  this  State  will  have  an  Auxil- 
iary so  that  they  may  be  represented  at 
the  State  Convention  to  be  held  May  9-12, 
at  the  Waldorf-Astoria,  New  York  City. 

Mrs.  John  J.  Buettner 
State  Organization  Chairman 


ALUMNI  DAY  MEDICAL  PROGRAM 


The  New  York  University  College  of 
Medicine  announces  through  James  W. 
Smith,  M.D.,  Secretary  of  the  Committees 
on  Science,  Education,  and  Entertainment 
that  Alumni  Day  will  be  celebrated  Febru- 
ary 22.  The  program  is  as  follows: 

9:45  a.m. 

Twenty-eighth  Street  Building, 

477  First  Avenue 

1.  Opening  remarks  by  E.  D.  Friedman, 
’07,  President  Alumni  Association. 

2.  Introduction  by  Albert  A.  Epstein, 
’05,  Chairman,  Committee  on  Science  and 
Education. 

10:00  a.m. 

1.  “Innervation  of  the  Heart,”  Donal 
Sheehan,  Professor  of  Anatomy. 

2.  “Recent  Advances  in  Electrocardi- 
ography.” Charles  E.  Kossmann,  31,  As- 
sistant in  Medicine. 

3.  “Pathology  of  Coronary  Occlusion,” 
Irving  Graef,  Associate  Professor  of 
Pathology. 

4.  “Radiographic  Studies  of  the  Heart,” 
I.  Seth  Hirsch,  Professor  of  Radiology. 

5.  “Therapeutic  Measures  in  Heart  Dis- 
ease.” Arthur  C.  DeGraff,  ’21,  Samuel  A. 
Brown  Professor  of  Therapeutics. 

Demonstrations  and  Exhibits  (Morning 
and  Afternoon) : Exhibit  of  John  Wyckoff’s 
work  on  Heart  Disease — Egbert  Le  Fevre 
Library ; Pathological  Demonstrations — 
Department  of  Pathology,  4th  floor; 
Roentgenological  Exhibit — Department  of 


Radiology,  Basement  floor ; Motion  Pic- 
tures— Lecture  Hall,  3rd  floor;  Electro- 
cardiographic Exhibit — Loomis  Labora- 
tory, 414  East  26  Street. 

Luncheon — 1 :00  p.m. 

Student  Lounge,  338  East  26  Street 
at  First  Avenue 

Addresses  of  Welcome:  Dean  Emeritus 
Samuel  A.  Brown,  ’94,  Dean  Currier  Mc- 
Ewen,  ’26,  Chancellor  Harry  Woodburn 
Chase,  Harold  O.  Voorhis,  Secretary  of 
the  University. 

3:00  p.m. 

Twenty-eighth  Street  Building, 

477  First  Avenue 

6.  “A  Review  of  John  Wyckoff’s  Con- 
tribution to  the  Study  of  Heart  Disease,” 
Alfred  E.  Cohn,  Rockefeller  Institute  for 
Medical  Research. 

7.  “Rheumatic  Heart  Disease,”  Currier 
McEwen,  ’26,  Assistant  Professor  of 
Medicine. 

8.  “Degenerative  Types  of  Heart  Dis- 
ease,” William  Goldring,  ’22,  Assistant 
Professor  of  Medicine. 

9.  “Syphilitic  Heart  Disease,”  Clarence 
E.  de  la  Chapelle,  ’22,  Assistant  Professor 
of  Medicine. 

5:00  p.m. 

Social  Hours  with  Dean  McEwen. 
Dean’s  office,  Twenty-eighth  Street  build- 
ing. 


Public  Health  News 


The  National  Health  Survey 

J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


Medical  statisticians  have  realized  for  a 
long  time  that  the  picture  of  social  path- 
ology obtained  from  the  analysis  of  mor- 
tality statistics  is  quite  inadequate.  Among 
the  attempts  that  have  been  made  to  study 
the  incidence  of  sickness  in  a population, 
those  made  by  Edgar  Sydenstricker  in  the 
town  of  Hagerstown,  Maryland,  are  most 
noteworthy.  While  these  will  remain  for 
long  a model  of  precision,  their  usefulness 
is  limited  by  the  narrow  geographical  boun- 
daries of  the  study.  When  the  United  States 
Public  Health  Service  undertook  to  sponsor 
and  superintend  a morbidity  survey  using 
the  organization  and  appropriations  of  the 
Works  Progress  Administration,  they  must 
have  realized  that  they  could  not  approach 
the  accuracy  of  Dr.  Sydenstricker’s  work, 
but  that  they  would  be  able  to  obtain  a 
much  more  adequate  sample  of  the  national 
population.  Every  precaution  was  taken  to 
make  the  results  as  reliable  as  could  possibly 
be  obtained  with  the  investigators  available. 
The  enumerators  underwent  a special 
course  of  training.  A vigorous  publicity 
campaign  prepared  the  householders  to  co- 
operate so  successfully  that  98.5  per  cent 
of  the  families  approached  were  willing  to 
supply  the  desired  information.  The  medi- 
cal profession  was  almost  equally  obliging. 
Consent  of  their  patients  having  been  ob- 
tained, 535,000  inquiries  were  mailed  to  the 
doctors  to  confirm  the  diagnosis  of  sickness 
reported.  400,000  answers  were  received 
relating  to  350,000  attended  illnesses. 

Altogether,  740,000  urban  families  and 
36,000  rural  families  are  included  in  the 
study.  The  results  may  be  taken  as  a fair 
indication  of  the  amount  of  sickness  and 
medical  care  found  in  the  economic  con- 
ditions of  1934  and  1935,  during  most  of 
which  time  the  medical  relief  project  of 
the  FERA  was  in  operation.  The  rural 
population  cannot  be  said  to  be  adequately 
represented  in  this  study.  Only  three  states 
— not  including  New  York — undertook  ru- 
ral studies.  Undoubtedly,  one  reason  for 
this,  though  it  is  not  mentioned  in  the  re- 
port, was  the  difficulty  of  obtaining  travel 
expenses  under  a WPA  project.  The  na- 
tively Spanish-speaking  population  of  the 
Southwest  which  is  predominantly  rural  and 
which  enjoys  probably  less  medical  care 


than  any  other  part  of  our  population,  is 
not  represented. 

The  conclusions  reported  in  the  first  two 
bulletins  from  Washington  tend  to  err, 
therefore,  on  the  side  of  understatement. 
The  accompanying  table  shows  the  fre- 
quency rate  of  disabling  sickness  by  eco- 
nomic status  and  the  percentage  of  these 
cases  attended  by  a physician. 

Physicians*  Care  Received  for  Disabling 
Illness  as  Related  to  Annual  Family  In- 
come— 2,308,588  Persons  in  81  Cities  Can- 
vassed in  the  National  Health  Survey, 
1935-1936. 


Annual  family 

Frequency  rate 
Annual  cases 

Percentage 
of  cases 

income  and 

per  1,000 

attended  by 

relief  status 

persons 

physician 

All  incomes 

172 

74 

Relief 

234 

70 

Non-relief: 
under  $1,000 

174 

72 

$1,000  to  $2,000 

155 

76 

$2,000  to  $3,000 

150 

80 

$3,000  and  over 

149 

83 

This  table  seems  to  bear  out  the  opinion 
expressed  in  a recent  resolution  by  the 
trustees  of  the  American  Medical  Associa- 
tion that  “A  varying  number  of  people  may 
at  times  be  insufficiently  supplied  with 
needed  medical  service  for  the  maintenance 
of  health  and  the  prevention  of  disease.” 

Since  these  figures  for  disabling  illness 
relate  to  illnesses  disabling  for  one  week  or 
longer,  it  will  probably  be  agreed  that  ade- 
quate medical  care  would  include  medical 
care  to  each  of  the  cases  reported.  The 
fact  that  in  families  of  $3,000  and  over  in- 
come no  less  than  seventeen  per  cent  of 
cases  of  disabling  illness  are  unattended  by 
a physician  seems  to  demonstrate  that  the 
problem  of  providing  adequate  medical  care 
is  not  only  an  economic  one,  a conclusion 
with  which  readers  of  American  Medicine 1 
are  already  quite  familiar. 

Of  a total  of  six  million  persons  in  the 
country  as  a whole  estimated  to  be  disabled 
on  the  day  of  the  canvass,  one  and  one- 
half  million  were  found  to  be  suffering  from 
acute  respiratory  diseases.  Two  and  one- 
half  million  were  disabled  by  chronic  dis- 
eases. About  one-half  million  persons  were 
disabled  by  injuries  due  to  accident.  The 
acute  infectious  diseases  accounted  for  a 
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quarter  of  a million  illnesses,  mostly  those 
of  children,  while  acute  diseases  in  the  ali- 
mentary system  were  responsible  for  about 
the  same  number. 

It  is  estimated  that  one  and  one-quarter 
billion  days  are  lost  annually  in  this  coun- 
try from  work,  at  home  or  in  industry,  or 
from  school,  through  illnesses  which  disable 
for  one  week  or  longer.  The  economic  loss 
represented  by  this  figure  ought  surely  to 
justify  a greater  expenditure,  both  on  pre- 
ventive medicine  and  on  treatment  directed 
toward  a reduction  in  the  period  of  dis- 
ability. 

At  the  time  of  writing  these  notes  the  two 
last  bulletins  of  the  series,  dealing  with  the 
distribution  of  specific  illnesses,  have  not 
been  published. 

Hospitalization  of  the  Prematurely  Born 

I do  not  mean  to  imply  that  I have  ade- 
quately described  the  information  given  in 
the  three  bulletins  already  published.  I 
have  not,  for  example,  quoted  any  of  the 
statistics  on  the  hospitalization  of  the  sick 
of  the  various  income  groups.  Instead,  let 


me  refer  to  a survey  on  a very  small  scale 
in  a single  New  York  City  of  the  facilities 
available  for  the  care  of  the  prematurely 
born  in  its  three  hospitals.  This  survey 
was  stimulated  by  the  visit  of  Dr.  Julius 
Hess,  and  was  made  by  the  district  health 
department  with  the  cooperation  of  the  hos- 
pital superintendents.  The  same  score  sheet 
was  used  as  was  used  in  rating  the  Chicago 
hospitals.2  On  this  score  sheet  the  three 
hospitals  rated  respectiely  sixty-six,  fifty- 
seven,  and  fifty-six  per  cent.  Each  of  them 
lost  twenty  points  out  of  the  possible  one 
hundred  because  breast  milk  was  not  avail- 
able. I wonder  how  many  superintendents 
of  hospitals  up-state  are  aware  that  breast 
milk  may  be  obtained  from  the  Mother’s 
Milk  Bureau  of  the  Children’s  Welfare 
Federation,  325  E.  38  St.,  New  York  City. 
The  milk  is  pasteurized,  frozen  into  wafers, 
and  put  into  sterile  containers.  Only  one 
of  the  three  hospitals  enjoyed  the  services 
of  a consulting  pediatrician. 

References 

1.  Expert  Testimony  out  of  Court;  American 
Foundations  in  Government,  1937,  American  Medicine. 

2.  J.A.M.A.,  August  8,  1936. 


A Service  to  Practicing  Physicians 


Dr.  C.  W.  Grove,  Health  Officer,  Gen- 
eva, has  prepared  a complete  set  of  syr- 
inges, needles,  gauze,  iodine,  alcohol,  alcohol 
lamp,  adrenalin — in  short,  everything  neces- 
sary for  the  home  administration  of  serum. 
This  equipment  is  stored  in  a compact  wooden 
box,  painted  white,  plainly  labeled,  and  the 
sterile  equipment  is  accurately  dated.  In- 
cluded in  the  box  are  the  two  publications 
of  the  Bureau  of  Pneumonia  Control — 
“Clinical  Aspects  of  Pneumococcus  Pneu- 
monia” and  “Technic  of  Serum  Adminis- 
tration.” 

This  set  is  kept  in  the  staff  room  of  the 


Geneva  General  Hospital.  It  is  available 
to  physicians  at  all  times.  After  use,  the 
hospital  takes  care  of  reouttitting  and  re- 
sterilization. 

Although  most  practitioners  probably 
have  all  the  necessary  syringes,  needles  and 
sterile  goods  somewhere  in  their  offices, 
they  often  are  not  assembled  for  this  pur- 
pose, and  very  possibly  one  essential  item 
for  the  compete  set  may  be  missing.  Even 
if  everything  is  readily  at  hand,  it  may  take 
valuable  time  to  get  it  prepared  and  steril- 
ized. Another  advantage  is  that  it  simpli- 
fies the  taking  of  blood  cultures. 


Another  Pneumonia  Kit 


The  Syracuse  Visiting  Nurse  Association 
has  assembled  a pneumonia  serum  kit.  The 
association  offers,  with  the  use  of  this  kit, 


the  services  of  a V.N.A.  nurse  to  aid  the 
physician  with  the  administration  of  serum 
and  to  give  nursing  care. 


The  inadequacy  of  the  existing  Federal 
Food  and  Drugs  Act  is  strikingly  demon- 
strated by  the  fact  that  seizures  of  the  toxic 
Elixir  Sulfanilamide  (Massengill)  could  be 
made  only  on  the  charge  that  the  word 
“elixir”  implied  an  alcoholic  solution, 
whereas  this  product  was  a diethylene- 
glycol solution.  Astonishing  as  it  may 
seem,  had  the  product  been  properly  labeled 
a “solution,”  not  an  “elixir,”  no  charge  of 


violation  of  the  law  could  have  been 
brought  against  the  company  that  had  sold  a 
product  which,  when  used  as  directed,  had 
caused  many  deaths,  notes  a late  issue  of 
the  New  England  Journal  of  Medi- 
cine. 

This  example  should  be  shocking  enough 
to  arouse  the  medical  profession  to  action 
on  the  pure  food  and  drugs  act  now  before 
Congress. 


Medical  News 


Chemung  County 

Dr.  Frank  H.  Lahey  of  Boston,  spoke 
on  Jan.  5 before  140  members  of  the  Che- 
mung County  Medical  Society  at  their  an- 
nual dinner  meeting  at  the  Mark  Twain 
hotel  in  Elmira. 

Dr.  Lahey  is  chief  surgeon  of  the  Lahey 
Clinic,  past  president  of  the  American  Col- 
lege of  Surgeons  and  a member  of  the 
American  Surgical  Society,  Southern  Sur- 
gical Society,  New  England  Surgical  So- 
city,  American  Urological  Society  and  the 
American  Gastro-enterological  Society. 

His  lecture,  illustrated  with  slides,  was 
on  “Some  of  the  Newer  Clinical  and  Lab- 
oratory Developments  in  Thyroid  Disease.” 

Dutchess  County 

At  the  annual  meeting  of  the  Dutchess 
County  Medical  Society  held  January  12, 
at  Poughkeepsie,  the  following  officers  were 
elected : 


President Scott  Lord  Smith,  Poughkeepsie 

Vice-President G.  S.  Tabor,  Millerton 

Secretary-Treasurer H.  P.  Carpenter,  Poughkeepsie 

Associate  Secretary L.  W.  Stoller,  Red  Hook 

Censors 

A.  L.  Peckham  E.  F.  Powell 


J.  J.  Toomey 
Delegate 
C.  K.  Deyo 
Alternate  Delegate 
S.  E.  Appel 
Counselor 

Hon.  G.  V.  L.  Spratt 

Reported  by 

H.  P.  Carpenter,  M.D.,  Secretary 

Seventy  members  and  guests  attended  a 
dinner  after  the  annual  business  session  and 
enjoyed  an  interesting  talk  on  “Anesthesia,” 
by  Dr.  E.  A.  Rovenstine,  professor  of  anes- 
thesia at  New  York  university. 

Erie  County 

A campaign  to  educate  Buffalonians  to 
the  importance  of  taking  an  annual  physi- 
cal examination  wTill  be  launched  in  the 
near  future  by  the  Medical  Society  of  the 
County  of  Erie,  Dr.  Harry  C.  Guess, 
newly-elected  president  of  the  society,  an- 
nounced at  its  meeting  in  Hotel  Statler,  on 
Jan.  17. 

As  a first  step  in  the  campaign,  members 
of  the  society’s  newly-formed  speakers’  sup- 
ply bureau  will  address  Parent-Teacher 
associations  and  fraternal  and  religious 


groups.  The  proposed  examination,  which 
Dr.  Guess  suggested  to  be  taken  by  every 
individual  on  his  birthday,  would  be  com- 
plete and  standard  for  all. 

Dr.  Guess  appointed  the  following  com- 
mittee to  direct  the  campaign  for  annual 
physical  examinations:  Dr.  Stephen  A. 

Graczyk,  chairman;  Dr.  George  L.  Shee- 
han, Dr.  J.  Frederick  Painton,  Dr.  John  L. 
Hoffman,  Dr.  Howard  Osgood  and  Dr. 
Roy  L.  Scott. 

As  a speakers’  supply  committee.  Dr. 
Guess  named:  Dr.  Harvey  Hoffman,  chair- 
man; Dr.  John  W.  Kohl,  Dr.  James  Jordan, 
Dr.  Mary  J.  Kazmierczak  and  Dr.  Edward 
T racy. 

Speaking  on  “My  Impressions  of  a Doc- 
tor,” Harold  J.  Adams,  Buffalo  attorney, 
treated  his  subject  from  the  viewpoint  of  a 
lawyer  towards  medical  experts.  He  urged 
greater  care  in  the  preliminary  examina- 
tion and  also  on  the  witness  stand. 

Greene  County 

At  the  regular  January  meeting  of 
the  Medical  Society  of  the  County  of 
Greene  held  in  Catskill  on  January  11,  Dr. 
D.  D.  Rutstein  of  the  Bureau  of  Pneumonia 
Control  of  the  State  Department  of  Health 
delivered  an  address  on  the  treatment  o-f 
pneumonia  and  illustrated  it  with  a sound 
moving  picture. 

About  fifty  per  cent  of  the  physicians  of 
the  county  were  in  attendance.  After  the 
address  a general  discussion  followed  and 
a very  profitable  evening  was  spent.  A 
light  lunch  followed. 

Reported  by  W.  M.  Rapp,  M.D.,  Secy. 

Jefferson  County 

Dr.  M.  Lee  Smith,  seventy-eight,  who 
died  on  Jan.  19,  had  practiced  medicine  over 
fifty  years. 

Kings  County 

The  Monthly  Meeting  of  the  Medical 
Society  of  Bay  Ridge  was  held  on  January 
11  at  the  Shore  Road  Academy.  The  subject 
of  the  evening  was  “Breast  Tumors.”  The 
paper  was  read  by  Dr.  Benjamin  Milton 
Cassel.  The  x-ray  treatment  in  such  cases 
was  presented  by  Dr.  Alfred  Loomis  Bell. 
The  subject  was  then  discussed  by  Drs. 
Dexter  Davis  and  John  J.  Masterson.  About 
thirty-five  members  were  present. 
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Monroe  County 

Automobile  drivers  arrested  for 
drunken  driving  in  Monroe  County  are  to 
be  examined  by  physicians  to  find  if  they  are 
intoxicated.  The  cost  has  caused  some  dis- 
cussion, and  the  $10  day  and  $15  night  fees 
that  District  Attorney  O’Mara  proposes  to 
pay  doctors  for  examining  allegedly  intoxi- 
cated motorists  were  defended  as  inadequate 
by  Dr.  Leo  F.  Simpson,  president  of  the 
County  Medical  Society,  who  said: 

“As  a physician,  I think  the  proposed  fees 
are  entirely  inadequate.  Were  I a lawyer, 
I know  I would  think  them  extremely  funny. 

“Mr.  O’Mara  is  attempting  to  add  an- 
other element  to  cut  down  the  dreadful  men- 
ace of  intoxicated  drivers  and  the  Medical 
Society  has  agreed  to  co-operate.  If  subse- 
quent events  should  prove  medical  opinion 
can  be  made  of  no  legal  value,  we  have  at 
least  tried.” 

“The  present  situation  is  a disgrace  and 
a sad  commentary  on  our  intelligence  and 
forcefulness.” 

Nassau  County 

Dr.  James  F.  Michel,  who  had  practiced 
medicine  in  Farmingdale  for  forty-two 
years,  died  at  his  home  there  at  the  age  of 
seventy-three  after  a brief  illness. 

Active  in  the  business  and  civic  affairs 
of  the  community,  he  was  for  twenty-five 
years  president  of  the  First  National  Bank. 
He  was  village  health  officer  and  school  dis- 
trict physician  for  many  years.  He  was 
also  for  many  years  on  the  staff  of  the  Reed 
General  Hospital,  Amityville. 

New  York  County 

Organized  medicine  in  this  country  is 
now  actively  engaged  in  mobilizing  State 
and  county  medical  societies  to  determine 
medical  service  needs  throughout  the  coun- 
try and  to  use  available  facilities  to  meet 
those  needs,  Dr.  Morris  Fishbein,  editor  of 
The  Journal  of  the  American  Medical  Asso- 
ciation, declared  at  a meeting  of  the  Medical 
Society  of  the  County  of  New  York  at  the 
Academy  of  Medicine  on  January  24. 

Dr.  Fishbein  contended  that  the  answer 
to  the  problem  of  medical  care  for  the 
American  people  “is  not  a plan  but  scientific 
planning.”  He  explained  that  under  the  lead- 
ership of  many  county  and  State  societies 
“definite  provisions”  for  medical  service  to 
the  indigent,  and  to  those  partly  able  to  pay 
already  have  been  established  in  various 
parts  of  the  country.  He  declared  that  “hun- 
dreds of  such  plans”  have  been  reported  to 


the  Bureau  of  Medical  Economics  of  the 
association.  He  pointed  out  that  seventeen 
counties  in  Pennsylvania  already  have  such 
plans  actively  in  effect  and  that  in  Iowa, 
Kansas,  California,  Michigan,  and  Missouri, 
“many  counties”  have  plans  which  are  func- 
tioning. 

Dr.  Clarence  G.  Bandler,  president  of  the 
County  Medical  Society,  pledged  the  co- 
operation of  organized  medicine  in  the 
metropolitan  area  to  all  efforts  of  govern- 
mental agencies  to  provide  medical  care  for 
those  unable  to  pay  for  it. 

Dr.  Bandler  pointed  out  that  the  society 
is  now  actively  cooperating  with  the  Com- 
missioner of  Hospitals,  Dr.  S.  S.  Goldwater, 
on  a “group  hospitalization  and  medical 
treatment  plan.”  This  plan  would  require 
small  “protective  payments”  in  return  for 
hospitalization  and  the  payment  of  physi- 
cians on  a fee  comparable  to  the  scale  of 
the  Workmen’s  Compensation  Commission, 
he  explained. 

Dr.  Adolph  G.  DeSanctis,  retiring  presi- 
dent of  the  society,  asserted  that  if  organ- 
ized medicine  has  been  criticized  the  criti- 
cism was  based  on  misunderstanding.  He 
said  the  society  “will  be  only  too  happy”  to 
lead  in  an  open  and  frank  discussion  of 
medical  problems. 

Dr.  Frederick  Fuller  Russell,  a mem- 
ber of  the  board  of  managers  of  Memorial 
Hospital  for  the  Treatment  of  Cancer  and 
Allied  Diseases  and  lecturer  on  preventive 
medicine  and  hygiene  at  the  Harvard  Medi- 
cal School  and  Harvard  School  of  Public 
Health,  has  been  awarded  the  Buchanan 
Medal  of  the  Royal  Society,  London. 

The  medal  is  given  in  recognition  of  Dr. 
Russell’s  services  toward  public  health.  Dr. 
Russell,  who  is  a Brigadier  General  in  the 
Medical  Officers  Reserve  Corps,  was  chief 
of  the  Board  of  Health  Laboratories  at 
Ancon,  Canal  Zone,  from  1915  to  1917,  and 
was  in  charge  of  the  Division  of  Infectious 
Diseases  and  of  the  laboratory  service  of 
the  Surgeon  General’s  office  during  the 
World  War. 

From  1920  to  1923  Dr.  Russell  was  direc- 
tor of  the  Public  Health  Laboratory  Serv- 
ice of  the  International  Health  Board,  and 
from  1923  to  1935  was  general  director  of 
the  International  Health  Board.  While  an 
instructor  in  the  Army  Medical  School  from 
1907  to  1913  he  developed  the  typhoid  vac- 
cine which  the  army  has  used  with  great 
effectiveness  since  that  time. 

A testimonial  dinner  was  given  to  Dr. 
C.  J.  Imperatori  at  the  Hotel  St.  Moritz,  on 
the  evening  of  January  20. 

Dr.  Imperatori  is  Professor  of  Clinical 
Otolaryngology  at  the  New  York  Post- 
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Graduate  Hospital,  and  Medical  School  of 
Columbia  University.  He  is  co-author  of  a 
well-known  text  book  on  diseases  of  the 
Nose  and  Throat. 

At  this  dinner,  organized  by  the  members 
of  his  teaching  staff,  Dr.  Imperatori  was 
presented  with  an  oil  painting  of  himself, 
as  a token  of  appreciation  for  his  many 
years  of  endeavor  in  behalf  of  his  asso- 
ciates. 

Under  the  joint  sponsorship  of  The 
New  York  Academy  of  Medicine  and  the 
Medical  Society  of  the  County  of  New 
York,  a series  of  afternoon  lectures  will  be 
given  in  Hosack  Hall  of  the  Academy  of 
Medicine  on  Thursdays  at  4:30  p.m.  com- 
mencing February  17.  The  subjects  for  the 
eight  lectures  planned  for  this  series  are  as 
follows : 

Feb.  17.  “Prenatal  Care  and  Differential 
Diagnosis  of  Pregnancy,”  Alfred  C.  Beck, 
M.D. 

Feb.  24.  “The  Diagnosis  and  Treatment 
of  the  Medical  Complications  of  Preg- 
nancy,” William  W.  Herrick,  M.D. 

Mar.  3.  “The  Diagnosis  and  Treatment 
of  the  Surgical  Complications  of  Preg- 
nancy,” Samuel  A.  Cosgrove,  M.D. 

Mar.  10.  “The  Conduct  of  Normal  and 
Abnormal  Labor  Induing  Consideration  of 
Analgesics,”  Edward  A.  Schumann,  M.D. 

Mar.  17.  “The  Hemorrhages  of  Preg- 
nancy,” Harvey  B.  Matthews,  M.D. 

Mar.  24.  “Postpartum  and  Postabortion 
Sepsis,”  Benjamin  P.  Watson,  M.D. 

Mar.  31.  “The  Postpartum  Period,” 
George  W.  Kosmak,  M.D. 

Apr.  14.  “The  Newborn  Infant,”  Samuel 
Z.  Levine,  M.D. 

Niagara  County 

Dr.  Herbert  H.  Bauckus,  of  Buffalo, 
addressed  the  Medical  Society  of  the  County 
of  Niagara  at  Lockport  on  January  11,  on 
“Common  Skin  Lesions,  their  Diagnosis  and 
Treatment.” 

Oneida  County 

The  officers  elected  at  the  annual  meet- 
ing of  the  Medical  Society  of  the  County 
of  Oneida  on  January  11  are: 


President H.  N.  Squier,  Utica 

Vice-President P.  P.  Gregory,  Rome 

Secretary James  I.  Farrell,  Utica 

Treasurer H.  D.  MacFarland,  Utica 


Reported  by  James  I.  Farrell,  M.D., 
Secretary. 

Speakers  at  the  dinner  meeting  of  the 
Utica  Academy  of  Medicine  in  Hotel  Utica, 
on  January  20  were  Dr.  Warriner  Wood- 


ruff and  Dr.  Dan  Vickers.  Doctor  Woodruff 
spoke  on  “Thoracic  Surgery,”  with  Dr. 
Hyzer  Jones  and  Dr.  W.  C.  Jenson  as  dis- 
cussion leaders.  Doctor  Vickers  spoke  on 
“Common  Duct  in  an  Early  Typhoid  Car- 
rier,” and  discussion  was  opened  by  Dr. 
J.  L.  Golly. 

Onondaga  County 

Dr.  Foster  Kennedy,  neurologist,  ad- 
dressed the  Onondaga  Medical  society  at  the 
first  meeting  of  the  year  in  the  new  Medical 
college  on  January  4 on  “Epilepsy.” 

Dr.  Kennedy  is  a graduate  of  the  Uni- 
versity of  Belfast,  Ireland.  During  the  war 
he  served  as  medical  officer  in  the  British 
army,  and  returned  to  the  United  States  to 
take  up  the  work  at  Cornell  as  professor 
of  neurology,  in  the  College  of  Medicine  and 
chief  of  the  neurological  service  at  Belle- 
vue hospital. 

Dr.  Charles  E.  Weidman,  Marcellus 
physician  who  practiced  in  Onondaga  county 
for  fifty-one  years,  died  at  his  home  after  a 
brief  illness  on  January  17. 

Ontario  County 

Dr.  Robert  M.  Ross,  physician  in  charge 
at  Brigham  Hall,  was  elected  president  of 
the  Canadaigua  Medical  Society  on  January 
13  at  the  annual  meeting,  at  which  Dr.  Rob- 
ert G.  Cook,  of  Gibson  Street,  was  host. 
Dr.  Margaret  T.  Ross,  of  Brigham  Hall, 
was  named  vice-president  and  Dr.  C.  Har- 
vey Jewett  was  unanimously  re-elected 
secretary  and  treasurer.  Dr.  J.  Wendell 
Howard,  retiring  president,  gave  the  presi- 
dential address,  his  subject  being  “Tuber- 
culosis.” 

Queens  County 

Dr.  Albert  A.  Epstein,  attending  physi- 
cian at  the  Hospital  for  Joint  Diseases  and 
at  Beth  Israel  Hospital,  read  a paper  on 
“Nephrosis”  at  a meeting  of  the  Medical 
Society  of  the  County  of  Queens,  on  Janu- 
ary 21,  at  the  society  building. 

The  Rockaway  Medical  Society  gave 
a dinner  dance  to  mark  its  fifteenth  anni- 
versary on  January  22  at  Henri’s,  Lynbrook. 

Rensselaer  County 

The  Rensselaer  County  Medical  So- 
ciety met  in  Troy  at  the  Health  Center  on 
January  10  and  Dr.  Stephen  H.  Curtis,  re- 
tiring president,  gave  a talk  on  “The  Future 
of  Medicine.”  Dr.  David  W.  Houston  spoke 
on  “Socialized  Medicine  to  Present  Date.” 
Dr.  A.  J.  Hambrook  led  the  discussion. 


310 


MEDICAL  NEWS 


[Volume  38 


Richmond  County 

Dr.  Albert  Waschaberger  was  the 
speaker  at  a meeting  of  the  Richmond 
County  Medical  Society,  at  the  Old  Mill, 
Hylan  Boulevard,  Grasmere,  on  January  12. 

Dr.  Waschaberger  spoke  on  the  treatment 
and  management  of  sinusitis.  A discussion 
followed. 

Rockland  County 

Thirty-five  members  of  the  Rockland 
County  Medical  Society  engaged  in  a dis- 
cussion of  the  economic  problems  of  a gen- 
eral practitioner  at  a meeing  in  New  City 
on  January  17  with  Dr.  Frederick  A.  Schroe- 
der,  president,  in  the  chair.  It  was  decided 
to  renew  the  standard  scale  of  fees,  $2  for 
office  visits  and  $3  for  house  visits. 

Suffolk  County 

T]he  newly  elected  officers  of  the  Suf- 
folk County  Medical  Society  are  as  follows : 

President Earl  M.  McCoy,  Central  Islip 

First  Vice-President.  .Willetts  W.  Gardner,  Patchogue 

Second  Vice-President Roger  Dexter,  Northport 

Secretary Edwin  P.  Kolb,  Holtsville 

Treasurer Grover  A.  Silliman,  Sayville 

Reported  by  Edwin  P.  Kolb,  M.D., 
Secretary. 


Sullivan  County 

Tiie  officers  of  the  Medical  Society  of 
the  County  of  Sullivan  for  1938  are : 


President Harry  Golembe,  Liberty 

Vice-President Ralph  S.  Breakey,  Monticello 

Secretary-Treasurer Deming  S.  Payne,  Liberty 


Reported  by  Deming  S.  Payne,  M.D., 
Sec’y.-Treas. 

Westchester  County 

Dr.  Walter  W.  Mott,  of  the  State  Medi- 
cal Society  committee  on  Medical  Econom- 
ics, spoke  before  the  New  Rochelle  Medical 
Society  at  Wykagyl  Country  Club,  on  Janu- 
ary 11,  on  “Medical  Economics.” 

At  its  annual  meeting  on  January  12 
Dr.  W.  Godfrey  Childress  was  elected  presi- 
dent of  the  Westchester  Tuberculosis  and 
Public  Health  Association,  Inc. 

Wyoming  County 

The  officers  of  the  Wyoming  County 
Medical  Society  for  1938  are: 

President R.  B.  Bean,  Castile 

Vice-President G.  G.  Davis,  Arcade 

Secretary-Treasurer O.  T.  Ghent,  Warsaw 

Delegate  to  State  Convention H.  S.  Martin 

Alternate  Delegate Z.  G.  Truesdell 

Reported  by  O.  T.  Ghent,  M.D.,  Sec’y. 


IMPORTANT  CONFERENCE  ON  TUBERCULOSIS 


The  Joint  Annual  Meeting  and  Luncheon 
Conference,  sponsored  by  the  New  York 
Tuberculosis  and  Health  Association,  and 
the  Tuberculosis  Sanitorium  Conference  of 
Metropolitan  New  York  is  to  be  held  this 
year  at  the  Hotel  Pennsylvania,  New  York 
City,  March  1. 

The  morning  session  is  to  be  under  the 
auspices  of  the  Tuberculosis  Sanatorium 
Conference  which  embraces  forty-five  tuber- 
culosis hospitals  and  sanatoria  in  this  area. 
With  Dr.  Foster  Murray  presiding,  four 
speakers  at  the  9:30  a.m.  session  will  give 
their  views  on  Problems  in  Home  Visiting, 
Clinical  Standards  and  Procedures  includ- 
ing Mass  Tuberculin  Testing  and  X- 
raying,  1937  Tuberculosis  Statistics  for 
New  York  and  the  Metropolitan  Area,  and 
Social  and  Vocational  Rehabilitation  of  the 
Tuberculosis. 

Officers  of  the  Sanatorium  Conference 
for  this  year  will  also  be  elected  at  this 
session. 

A focal  point  of  interest  is  to  be  the 
luncheon  of  the  New  York  Tuberculosis 
and  Health  Association  at  which  Dr.  J. 
Arthur  Myers,  President  of  the  National 


Tuberculosis  Association,  will  have  the  role 
of  chief  speaker. 

Accepting  “The  Challenge  of  Tubercu- 
losis” as  the  theme  of  their  1938  campaign, 
the  luncheon  conference  will  be  of  un- 
usual importance  in  view  of  the  concen- 
trated efforts  now  being  made  to  establish 
a minimum  of  two  hospital  beds  for  each 
annual  tuberculosis  death  in  New  York 
City.  Dr.  I.  Ogden  Woodruff,  President 
of  the  New  York  Tuberculosis  and  Health 
Association,  will  preside  and  other  speakers 
will  be  the  Commissioner  of  Health,  Dr. 
John  L.  Rice,  and  Bailey  B.  Burritt,  Gen- 
eral Director  of  the  Association  for 
Improving  the  Condition  of  the  Poor.  The 
annual  meeting  of  the  Board  of  Directors 
of  the  New  York  Tuberculosis  and  Health 
Association  will  be  held  following  the 
luncheon. 

Additional  information  and  luncheon 
reservations  ($1.35)  may  be  obtained  from 
Bernard  S.  Coleman,  Secretary  of  the 
Tuberculosis  Committee  of  the  New  York 
Tuberculosis  and  Health  Association,  386 
Fourth  Avenue,  New  York  City  (Caledonia 
5-2240). 


Hospital  News 


State  System  of  Cancer  Hospitals  Discussed 


Opposition  to  a State  System  of  cancer 
hospitals  was  expressed  by  numerous  mem- 
bers of  the  medical  profession  who  attended 
a public  hearing  held  in  Buffalo  by  the  leg- 
islative Cancer  Survey  Commission  on  Jan. 
13,  according  to  reports  in  the  Buffalo 
papers. 

Representatives  from  Western,  Central 
and  Southern  New  York  were  in  attendance 
when  the  meeting  was  called  to  order  by 
Assemblyman  Frank  A.  Gugino,  Buffalo 
Republican  and  chairman  of  the  commission. 
The  fact-finding  group,  which  was  set  up 
through  enactment  of  a bill  sponsored  by 
Mr.  Gugino,  launched  its  campaign  last  fall. 

The  body  was  created  for  the  purpose  of 
making  a comprehensive  study  of  the 
cancer  problem  and  with  a view  to  formulat- 
ing a long-range  program  for  more  effec- 
tive prevention  and  treatment  of  malignant 
diseases. 

Dr.  Walter  S.  Goodale,  superintendent 
of  Buffalo  City  Hospital,  was  the  first  to 
express  his  opposition  to  any  proposal  that 
would  have  the  state  set  up  a system  of 
cancer  hospitals. 

“I  protest  against  any  more  of  them,” 
he  said.  “And,  in  so  doing,  my  remarks 
are  not  to  be  construed  to  be  derogatory  to- 
ward the  present  clinic  here  in  Buffalo.” 

A Hospital  Subsidy  Suggested 

Dr.  Goodale  then  cited  figures  showing 
that  of  the  7,000  hospitals  in  the  country, 
not  more  than  25  of  them  treat  all  diseases. 
He  advocated  a state  subsidy  plan  for  hos- 
pitals for  the  treatment  of  cancer  cases. 

“And  what  about  this  subsidy?”  enquired 
Dr.  Edward  S.  Godfrey,  Jr.,  state  commis- 
sioner of  health  and  a member  of  the  com- 
mission. 

“Well,”  smiled  Dr.  Goodale  in  return, 
“if  you  can  use  your  well-known  talents, 
you  ought  to  be  able  to  wangle  enough  money 
out  of  the  Legislature  to  provide  them.” 

Dr.  William  Dean  of  Rochester,  who 
spoke  for  the  Monroe  County  Medical 
Society,  told  the  commission  that  all  can- 
cer cases  were  being  adequately  taken  care 
of  by  the  institutions  in  the  Flower  City. 

“Fm  opposed  also  to  any  state  system  in 


regard  to  cancer,”  he  said.  “Any  subsidy 
should  be  utilized  by  existing  hospitals.” 

Dr.  Dean  added  that  it  was  his  belief 
that  cancer  is  not  a communicable  disease 
and  expressed  the  opinion  that  at  present 
there  is  “only  a small  amount  of  radium  in 
the  hands  of  practicing  Rochester  physi- 
cians.” 

Hospital  in  Center  of  State  Urged 

Dr.  Burton  T.  Simpson,  director  of  the 
New  York  State  Institute  for  the  Study  of 
Malignant  Diseases,  in  High  Street,  ad- 
vocated a state  hospital  located  in  the  cen- 
tral part  of  the  state  for  “indigent  cancer 
patients.” 

“I’m  against  any  plan  of  state  medicine 
that  interferes  with  the  general  practitioner,” 
he  said,  “but  I am  in  favor  of  a state  hospi- 
tal for  those  indigent  cancer  cases.  The 
treatment  of  cancer  is  a group  proposition, 
a science  in  itself.  Fm  willing  to  have  the 
state  subsidize  general  hospitals  for  cancer 
treatment,  but  I wouldn’t  be  willing  to  have 
the  money  go  to  a general  hospital  that 
wouldn’t  be  willing  to  provide  a good  can- 
cer clinic.” 

Dr.  Simpson  praised  the  tumor  clinic  at 
Buffalo  City  Hospital,  as  “one  of  the  best 
in  the  country.” 

“It’s  my  recommendation  that  the  state 
build  a hospital  in  the  central  part  of  the 
state  for  the  advanced  indigent  cases,”  he 
added,  “Don’t  spread  them  around.” 

Health  Commissioner  Francis  E.  Fron- 
czak  also  spoke  in  favor  of  a state  subsidized 
hospital  that  would  be  fully  equipped  with 
the  proper  facilities  and  amount  of  radium 
necessary. 

“The  physician  himself,  however,”  con- 
tinued Dr.  Fronczak,  “is  the  key  to  the 
case.  He  should  be  able  to  recognize  a 
cancer  case.” 

Dr.  James  L.  Gallagher,  chairman  of 
the  legislative  committee  of  the  Erie  County 
Medical  Society,  said  his  group  believes  in 
“subsidization  of  the  patient.”  He  added 
that  he  also  opposes  any  state  system  of 
caring  for  the  victims. 

Dr.  Simpson,  in  response  to  a question 
put  to  him  by  a physician,  said  that  about 
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one  death  of  every  ten  in  New  York  State 
was  from  cancer.  The  figure  is  less  than 
the  average  reported  by  Dr.  Fronczak  for 
Buffalo  in  1937. 

Dr.  Simpson  also  indicated  to  Dr.  Samuel 
Varco,  Buffalo  surgeon,  who  is  an  asso- 
ciate member  of  the  commission,  that  it 
is  his  belief  that  general  practitioners  may 
as  well  resign  themselves  to  the  fact  “that 
they  cannot  treat  cancer  cases  because  of 
a lack  of  facilities.” 

Dr.  Ewing’s  Views 

Dr.  James  Ewing,  vice-chairman  of  the 
commission  and  president  of  the  medical 
board  of  Memorial  Hospital  in  New  York 
City,  observed  that  radium  always  will  be 
essential  in  treating  cancer  cases. 

“I  have  great  confidence  in  the  practic- 
ing physician.”  Dr.  Ewing  added.  “But 
45  per  cent  of  the  cases  fail  to  get  the 

How  to  Figure 

The  need  for  accurate  financial  informa- 
tion in  hospitals  is  evident  from  the  ever- 
growing interest  on  the  part  of  hospital  ad- 
ministrators, but  the  computation  of  func- 
tional unit  costs  has  been  slow  and  seem- 
ingly neglected.  Primarily,  the  hospital  ex- 
ists for  the  care  of  the  sick,  and  to  further 
this  purpose  requires  efficient  financial  con- 
trol. Financial  operating  statements  serve 
a purpose,  but  they  do  not  supply  the  all 
important  factor — costs. 

The  revenue  from  patients  compared  to 
the  direct  expenses  does  not  produce  operat- 
ing results.  The  revenue  must  be  compared 
to  cost.  Unless  a cost  procedure  is  adopted, 
it  is  impossible  to  compare  the  true  cost  of 
services  a hospital  is  rendering  to  patients 
with  the  revenue  paid  by  and  for  patients. 
Unit  costs  of  patient  care  are  a real  base 
for  rate  revision;  for  comparisons  with  in- 
come produced  from  each  service;  for  an 
accurate  control  of  expenditures  in  relation 
to  the  income  each  produces.  Costs  bring 
to  light  possible  economies;  indicate  where 
free  work  should  be  controlled  and  for  what 
services  additional  resources  must  be  ob- 
tained. The  advantages  to  be  gained  by  the 
study  and  use  of  costs  are  numerous. 

A new  book,  “Procedure  for  Hospital 
Costs,”  illustrates  and  explains  how  depart- 
mental and  service  costs  can  be  found  and 
the  results  obtained.  For  the  purpose  of 


proper  diagnosis  before  they  are  hopeless. 
This  blame  can  be  equally  divided  between 
the  physician  and  the  patient.” 

The  well  known  authority  on  cancer  then 
discussed  the  question  of  having  local 
groups  handle  the  situation,  instead  of  by 
state  control. 

“You’re  losing  a great  asset  in  the  local 
groups  if  the  government  steps  in,”  he  said. 

He  said  that  if  there  is  a state  subsidy 
to  hospitals,  then  such  hospitals  should  be 
able  to  meet  all  requirements  necessary  to 
carry  on  the  work. 

“Hospitals  must  have  the  experienced 
help  necessary  before  getting  a subsidy,” 
he  continued. 

The  other  regular  and  associate  members 
of  the  commission  are  Assemblyman  Harry 
R.  Marble  of  Holcomb,  Dr.  Karl  F.  Eschel- 
man,  Dr.  J.  Sutton  Regan,  Dr.  Morton  L. 
Levin,  Dr.  Arthur  H.  Estabrook  and  Dr. 
R.  S.  Ferguson. 

Hospital  Costs 

showing  that  any  size  or  type  of  hospital 
can  apply  the  procedure,  a hospital  using 
only  a cash  book  and  recording  few  statistics 
was  used  as  a model.  Obviously,  the  method 
can  be  applied  by  any  hospital. 

To  produce  departmental  and  service  costs, 
two  steps  are  used.  They  are  entitled  (1) 
Preliminary  and  (2)  Final  apportionment. 
The  term  “apportionment”  as  used  means  the 
allocation  of  the  expense  of  each  depart- 
ment or  operating  unit  by  the  use  of  a related 
statistical  base.  Preliminary  apportionment 
is  the  distribution  of  indirect  expense  to 
departments.  Final  apportionment  is  the  dis- 
tribution of  departmental  cost  to  patient 
services. 

The  book  shows  how  each  statistical  base 
was  worked  out  and  how  these  bases  were 
used  to  determine  the  departmental  costs. 
When  the  departmental  costs  are  established 
such  costs  are  distributed  to  patient  services. 

As  an  illustration  of  the  results  which 
can  be  obtained,  there  are  numerous  ques- 
tions and  answers.  These  questions  cover 
costs,  and,  in  addition,  statistics  which  play 
an  important  part  in  the  financial  operation 
of  a hospital.  There  are  an  unlimited  num- 
ber of  costs  which  can  be  produced.  For 
instance — What  is  the  cost  of  operating 
the  Administrative  Offices?  What  is  the 
average  cost  of  maintaining  a nurse?  What 
is  the  average  cost  per  employee  for  house- 
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keeping?  What  is  the  cost  of  housekeep- 
ing in  the  ward?  What  is  the  cost  of  main- 
taining all  other  personnel?  The  cost  of 
laundry  per  pound?  The  cost  per  day  for 
nursing  care?  The  cost  of  social  service? 
The  cost  of  bed,  board  and  routine  services  ? 
An  outpatient  visit?  A private  ambulatory 
visit;  deliveries;  x-ray  films;  laboratory  ex- 
aminations ; ambulance  trips ; combined  serv- 
ices per  patient  day;  the  method  for  arriv- 
ing at  the  number  of  computed  free  ward 
days;  the  average  number  of  meals  served 
per  ward  patient;  the  average  cost  of  a 
meal  to  patients;  the  average  number  of 
x-ray  films  per  semi-private  patient ; the 

Newsy 

The  dedication  of  the  new  $300,000 
dispensary  of  Greenpoint  Hospital  in 
Brooklyn,  on  January  20,  says  the  New 
York  Times , attained  sociological  signifi- 
cance in  the  address  of  Peter  J.  McGuinness, 
Register  of  Kings  County  and  acknowledged 
laird  of  Greenpoint  politics.  He  mounted 
the  stand  to  express  the  gratitude  of  the 
community  and  selected  the  following  words 
for  his  message: 

“Thanks  be  to  God  we  had  such  a Mayor 
and  a Commissioner  of  Hospitals  to  help 
us.  They  will  take  care  of  our  poor  people 
from  now  out,  irrespectless  of  what  befalls. 
They’ve  done  it  honest  and  done  it  good.” 

The  Mayor  was  introduced  by  Dr.  S.  S. 
Goldwater,  Commissioner  of  the  Department 
of  Hospitals.  The  Mayor  said: 

“After  Pete’s  benediction  I think  we  might 
adjourn  the  meeting.  He  struck  the  keynote. 
Now  I want  to  thank  the  medical  profession 
for  its  generous  cooperation  in  aiding  our 
program  for  dispensaries,  health  stations 
and  hospitals.  I like  dealing  with  doctors, 
which  is  more  than  I can  say  for  my  own 
profession.” 

“We  are  giving  way  on  our  building 
program  to  outpatient  departments,”  an- 
nounced Dr.  Goldwater.  “I  am  not  pre- 
pared to  say  the  voluntary  hospitals  should 
develop  their  outpatient  services  unless  they 
are  ready  to  expand  their  public  wards — 
which  does  not  seem  to  be  the  case.” 

Speakers  included  Dr.  Thurston  Welton, 
president  of  the  medical  board;  Dr.  Charles 
H.  Goodrich,  president  of  the  New  York 
State  Medical  Society,  and  Dr.  Joseph 
Raphael,  vice-president  of  the  Kings  County 
Medical  Society. 


average  number  of  special  nurses  per  day 
for  private  patients;  the  average  pounds  of 
laundry  used  per  bed  in  the  ward;  the  cost 
of  educating  a student  nurse. 

The  book  has  been  reviewed  by  the  rep- 
resentative hospital  associations,  public  and 
cost  accountants,  and  the  consensus  of  opin- 
ion is  that  the  book,  the  first  published  on 
the  subject,  serves  a needed  and  definite 
purpose  for  the  hospital  field. 

The  book  is  approved  by  the  New  York 
Conference  on  Hospital  Accounting  and  is 
authorized  and  published  by  the  United  Hos- 
pital Fund  of  New  York.  The  price  of  the 
book  is  $1.00. 

Notes 

A special  committee,  comprised  of  super- 
intendents of  hospitals  in  Westchester,  will 
make  a study  of  ways  and  means  of  estab- 
lishing one  rate  for  hospitalization  in  wards 
in  Westchester  institutions. 

At  the  present  time,  various  rates  are 
charged  in  the  hospitals,  and  it  is  felt  by 
the  association  that  it  would  be  of  benefit 
to  all  institutions  if  a uniform  rate  could 
be  agreed  upon. 


Return  to  practically  a pre-depression 
salary  and  wage  base  brought  a net  loss  of 
$3,739.92  for  Geneva  General  Hospital  last 
year.  This  was  reported  to  the  annual 
meeting  of  the  board  of  trustees.  The  hos- 
pital actually  increased  its  operating  income 
last  year  but  more  than  $5,000  added  to 
salary  and  wages  more  than  offset  this,  it 
was  said. 


Flushing  hospital  and  Dispensary 
finished  last  year  with  a deficit  of  $6,005.56, 
it  was  reported  at  the  meeting  of  the  Board 
of  Trustees  in  January. 

However,  Dr.  Arthur  L.  Janes,  president, 
was  encouraged  by  this  showing,  first  be- 
cause the  deficit  for  the  previous  year  was 
$15,028.29,  second  because  the  hospital’s 
participation  in  the  United  Hospital  Cam- 
paign in  the  last  three  months  of  the  year 
precluded  the  solicitation  of  direct  dona- 
tions and,  third,  the  hospital’s  share  of  the 
United  Hospital  Fund,  which  will  be  re- 
ceived this  year,  is  expected  to  wipe  out 
the  deficit  a number  of  times  over. 
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Three  months  of  controversy  ended  in 
Rochester  on  Dec.  27  when  the  outgoing 
Democratic  Council  voted  a 10-year  renewal 
of  the  Municipal  Hospital  contract. 

Disapproving  an  amendment  proposed  by 
the  three  Republican  minority  councilmen 
which  aimed  at  a cancellation  clause  on  one 
year’s  notice,  the  six  Democrats  approved 
the  new  contract  without  change. 

Under  it,  the  present  arrangement  will 
continue  whereby  the  Strong  Memorial  Hos- 
pital of  the  University  of  Rochester  exer- 
cises full  jurisdiction  over  the  Municipal 
Hospital. 

Old  draperies  that  are  worn  in  spots 
but  still  contain  good  material,  says  The 
Modern  Hospital , may  be  given  a new  lease 
on  life  by  cutting  the  usable  parts  into  strips 
six  or  eight  inches  or  wider.  The  strips  are 
then  sewed  together,  using  a narrow  up- 
holster’s  fringe  at  each  seam  or  a contrast- 
ing piping.  The  vertical  lines  make  the 
drapes  effective  and  permit  introduction  of 
a new  color  note. 


quired  a license  for  maternity  and  mental 
institutions  only;  and  nine  required  licenses 
only  for  hospitals  doing  maternity  work. 
One  state  has  a licensing  law  applying  only 
to  mental  hospitals.  Several  of  the  larger 
cities  have  established  regulations,  but  in 
some  instances  these  are  not  enforced.  Even 
where  licenses  are  required,  all  that  is  usu- 
ally necessary  is  the  payment  of  an  annual 
fee  and  conformance  with  certain  require- 
ments covering  fire  and  other  safety  precau- 
tions. Therefore,  the  American  College  of 
Surgeons  has  formulated  for  presentation  to 
state,  city  and  other  interested  bodies  recom- 
mendations for  the  licensing  and  regulating 
of  hospitals. 

Recently  the  fourth  revision  of  the  Man- 
ual of  Hospital  Standardization  was  com- 
pleted. It  is  available  to  all  hospitals  for 
ready  reference.  A copy  may  be  secured  by 
writing  to  the  central  office  of  the  college, 
40  E.  Erie  St.,  Chicago,  111.  This  manual 
contains  a comprehensive,  detailed  explana- 
tion of  all  of  the  requirements  for  an  ap- 
proved hospital. 


The  American  College  of  Surgeons 
recently  made  a survey  to  determine  what 
measure  of  protection  was  afforded  the 
hospital  patient  through  licensing  by  states, 
cities,  and  other  governmental  units.  It  was 
found  that  only  three  states  out  of  forty 
which  answered  the  inquiry  required  licens- 
ing of  all  hospitals,  twenty  admitted  they 
had  no  requirements  for  the  licensing,  es- 
tablishing, or  operating  of  hospitals ; two  re- 


“ Refresher”  courses  on  the  treatment 
of  pneumonia  were  given  in  14  hospitals  in 
New  York  City  in  January.  Commissioner 
Rice  also  announced  that  a group  of  expert 
advisers  on  the  serum  therapy  of  pneumonia 
had  been  organized  and  that  private  physi- 
cians could  call  upon  the  Department  of 
Health  for  the  services  of  such  advisers  in 
the  treatment  of  their  patients.  The  service 
is  free,  the  advisers  being  paid  by  the  De- 
partment of  Health  for  each  such  call. 


Improvements 


The  new  $150,000  wing  of  St  Agnes 
Hospital  at  White  Plains  was  opened  on 
January  12.  The  wing,  which  is  completely 
fireproofed,  includes  private  and  semi-pri- 
vate rooms,  a sun  parlor  on  each  of  the 
four  floors,  a semi-private  ward  on  the 
second  floor,  a clinic  in  the  basement,  a 
physician’s  meeting  room  on  the  first  floor 
and  several  sterilizing  rooms.  The  sun 
parlors  extend  the  entire  width  of  the  wing 
at  the  south  end.  Although  construction 
has  not  been  entirely  completed,  according 
to  Sister  Perpetua,  superintendent  of  the 
hospital,  it  is  the  plan  to  open  one  floor  at 
a time  until  the  wing  is  fully  under 
operation. 


A proposal  that  the  City  of  Troy  es- 
tablish a municipal  hospital  for  the  care  of 
the  indigent  was  laid  before  the  Rensselaer 
County  Medical  Society’s  first  meeting  of 
the  year  by  Dr.  Stephen  H.  Curtis,  who 
suggested  that  Rensselaer  County  deed  to 
the  city  the  present  County  Welfare  Home, 
which  would  be  remodeled  at  a cost  not 
to  exceed  $30,000  and  staffed  as  a munici- 
pal hospital  exclusively  for  the  care  of  pa- 
tients without  funds. 


Reports  of  the  directors  and  the  super- 
intendent of  Ilion  Hospital  at  the  annual 
meeting  of  the  hospital  association  agreed 
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in  stressing  the  need  for  additional  accom- 
modations for  patients. 

Ground  was  broken  in  January  for  the 
construction  of  a new  x-ray  building  for 
the  Mercy  Hospital  in  Watertown.  The 
building,  which  will  cost  approximately  $20, 
000,  will  be  a one-story  structure  with  a 
basement  and  will  be  added  to  the  north- 
west wing  of  the  hospital  so  that  it  will  be 
a continuation  of  the  hospital  building. 
Eventually,  hospital  authorities  said,  three 
stories  will  be  added  to  the  new  building  and 
will  be  used  for  general  and  maternity 
patients.  The  present  hospital  facilities  are 
inadequate.  From  time  to  time  the  hospital 
census  has  been  so  great  that  hospital  offi- 
cials have  been  unable  to  accommodate  all 
patients  desiring  admittance. 

At  the 

The  following  hospital  officials 
have  been  chosen:  Donald  G.  C.  Sinclair, 
2d,  to  be  president  of  the  Caledonian  Hos- 
pital in  Brooklyn,  reelected ; Dr.  Joseph 
Tenopyr,  to  be  president  of  the  medical 
board,  reelected,  and  Miss  Nora  E.  Young, 
to  be  superintendent,  continued. 

Herman  A.  Schatz,  to  be  president  of 
the  trustees  of  Vassar  Brothers  Hospital 
in  Poughkeepsie. 

Dr.  John  J.  Quinlan,  to  be  president  of 
the  staff  of  Troy  Hospital. 

Elisha  Walker,  to  be  chairman  of  the  di- 
rectors of  the  Beekman  Street  Hospital, 
New  York  City. 

John  Appel,  Jr.,  to  be  president  of  the 
governors  of  the  White  Plains  Hospital. 

Dr.  F.  J.  Scott,  to  be  president  of  the 
medical  and  surgical  staff  of  the  Cohoes 
Hospital. 

Dr.  William  H.  Williams,  to  be  presi- 
dent of  St  Luke’s  Hospital  Staff  in  Utica. 

Dr.  W.  B.  Roemer,  to  be  president  of 
the  board  of  managers  of  the  Oneida  County 
Hospital,  reelected. 

Dr.  Floyd  Nellis,  to  be  president  of  the 
General  Hospital  staff  at  Utica. 

Thomas  Kerley,  to  be  president  of  the 
Benedict  Memorial  Hospital  Association  at 
Ballston  Spa,  reelected;  Miss  Marion 
Macomber,  to  be  superintendent,  continued. 

Mrs.  Daniel  Heinhardsen,  to  be  presi- 
dent of  the  women’s  auxiliary  of  the  Mount 
Vernon  Hospital,  reelected. 

Miss  Gertrude  S.  Norton,  to  be  president 


A new  building  at  the  Columbia-Pres- 
byterian  Medical  Center  to  provide  low- 
priced  private  hospital  service  for  persons 
of  moderate  means  is  urged  by  Dr.  Willard 
C.  Rappleye,  dean  of  the  Columbia  Univer- 
sity School  of  Medicine,  as  one  of  five 
pressing  needs  of  the  Center. 

The  purpose  of  such  facilities,  Dr.  Rap- 
pleye declared  in  his  annual  report  would 
be  to  accommodate  the  Medical  Center’s 
younger  physicians  whose  patients  cannot 
afford  higher-priced  rooms.  He  said  there 
was  a rapidly  increasing  demand  from  the 
staff  for  low-priced  hospital  rooms. 

“It  is  the  unanimous  conclusion  of  the 
staff,”  he  declared,  “that  the  situation  re- 
garding semi-private  services  can  only  be 
met  satisfactorily  by  the  erection  of  a sepa- 
rate building  of  not  less  than  200  beds.” 

Helm 

of  the  women  managers  of  the  Samaritan 
Hospital  at  Troy,  reelected. 

Mrs.  Hamlin  Wheaton,  to  be  president 
of  the  Thompson  Memorial  Hospital  Guild 
at  Canandaigua. 

Mrs.  Charlotte  Hubbell,  to  be  president 
of  the  Corning  Hospital  Alumni  Association. 

Dr.  F.  D.  Barnes,  to  be  president  of  the 
Grasslands  Hospital  Staff. 

Dr.  Louis  J.  Berg,  to  be  president  of 
the  medical  staff  of  Tarrytown  Hospital. 

Dr.  Henry  J.  Vier,  to  be  chief  of  the 
medical  staff  of  St  Agnes  Hospital  at  White 
Plains. 

Walter  B.  Niven,  to  be  president  of  the 
board  of  the  Geneva  General  Hospital, 
reelected. 


William  H.  Walker,  president  of  the 
board  of  trustees  of  Flushing  Hospital  and 
Dispensary  for  twenty-two  years,  and  well 
known  in  the  world  of  art  and  humor,  died 
on  Jan.  18,  after  a lingering  illness.  His 
age  was  sixty-seven. 

Mr.  Walker,  a resident  of  Flushing  for 
the  past  forty  years,  devoted  twenty-eight 
years  of  loyal  service  to  the  Flushing  Hospi- 
tal. When  Mr.  Walker  retired  as  president 
of  the  board  of  trustees,  last  March,  he  was 
elected  honorary  president. 

For  more  than  twenty-five  years,  Mr. 
Walker  was  closely  associated  with  “Life” 
humorous  publication,  in  making  political 
and  satirical  cartoons. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Physicians’  Automobiles — Right  of  Way 


In  a case  decided  a short  time  ago  in  a 
nearby  State,  the  question  under  considera- 
tion was  the  extent  to  which  a municipality 
could  properly  grant  special  privileges  to 
automobiles  operated  by  physicians.* 

The  general  law  of  the  State  which  regu- 
lated the  question  of  right  of  way  in  traffic 
provided  in  part:  “All  vehicles  shall  have 

the  right  of  way  over  other  vehicles  ap- 
proaching at  intersecting  roads  from  the 
left.”  The  said  provision  was  drawn  so  as 
to  be  statewide  in  effect,  but  cities  within 
the  State  were  empowered  by  law  to  “pre- 
scribe and  enforce  reasonable  traffic  regu- 
lations— applicable  to  all  vehicular  traffic.” 
An  ordinance  adopted  by  the  governing 
body  of  the  principal  city  of  the  State  pro- 
vided in  part  as  follows:  “The  officers  and 

men  of  the  fire  department  with  their  fire 
apparatus  of  all  kinds,  when  going  to,  or 
on  duty,  at  or  returning  from  a fire,  and 
all  ambulances,  and  the  officers  and  men  and 
vehicles  of  the  police  department,  and  all 
physicians  who  have  a police  permit  (as 
hereinafter  provided),  shall  have  the  right 
of  way  in  any  street  and  through  any  pro- 
cession, except  over  vehicles  carrying  the 
United  States  mail.  The  police  department 
is  hereby  empowered  to  issue,  upon  applica- 
tion therefor,  a permit  for  such  right  of 
way  to  any  duly  registered  physician  which 
permit  shall  not  be  transferable.” 

A collision  occurred  in  the  daytime  at  an 
intersection  in  the  city  which  had  adopted 
the  said  ordinance.  It  appeared  that  A, 
who  was  injured,  was  riding  in  a car  which 
had  been  struck  on  the  left  side  by  a car 
driven  by  Dr.  B.  She  brought  an  action 
against  Dr.  B.  to  recover  damages  for  her 
personal  injuries.  Upon  the  trial  the  testi- 
mony of  the  plaintiff  clearly  showed  that 
the  car  in  which  she  had  been  riding  ap- 
proached the  intersection  to  the  right  of 
the  other  car.  The  driver  of  A’s  car  testi- 
fied that  she  was  certain  she  had  the  right 
of  way  and  that  the  defendant  would  recog- 
nize that  right  and  stop.  While  the  defend- 
ant’s version  of  the  accident  controverted 
the  testimony  put  into  evidence  by . the 
plaintiff  as  to  some  of  the  facts,  the  decisive 
factor  seems  to  have  been  that  defendant 
was  permitted  to  prove  that  he  was  a duly 


* Kidd  v.  Chissel , 126  Atl.82. 


registered  physician  and  held  a right  of 
way  permit  issued  to  him  by  the  police  de- 
partment. When  the  Court  charged  the  jury, 
he  granted  defendant’s  request  and  informed 
them  that  as  such  physician  defendant  was 
entitled  to  the  right  of  way.  The  trial 
resulted  in  a verdict  for  the  defendant,  and 
an  appeal  was  taken  from  the  judgment 
by  the  plaintiff. 

The  chief  point  urged  by  the  appellant 
was  that  the  ordinance  was  an  invalid  one 
not  being  a reasonable  regulation  of  traf- 
fic. Since  under  the  instructions  to  the 
jury  a verdict  had  been  practically  directed 
in  favor  of  the  physician,  the  appellant 
contended  that  if  the  ordinance  was  invalid 
the  judgment  of  the  trial  court  should  be 
reversed. 

The  Appellate  Cotyt  determined  that  the 
ordinance  was  not  a proper  regulation  of 
traffic.  After  first  determining  that  the 
ordinance  was  proper  so  far  as  it  gov- 
erned fire  apparatus,  police  cars,  and 
ambulances,  the  Court  said  in  its  opinion: 

The  uniforms  of  the  firemen  and  policemen, 
and  the  structure  of  the  fire  apparatus,  ambu- 
lances,. and  police  cars,  immediately  disclose 
their  identity  to  those  by  whom  the  right  of 
way  must  be  yielded.  But  a physician  or  his 
car,  when  using  the  city  streets,  is  not  so  easily 
distinguishable. 

No  . provision  is  made  by  the  ordinance  for 
any  sign  by  which  the  mission  of  car  or  the 
vocation  of  the  occupant  is  to  be  revealed.  It 
is  said  that  the  defendant  had  a blue  cross  on 
his  car,  but  this  was  not  required  by  the  ordi- 
nance. It  escaped  the  notice  of  the  plaintiff  and 
the  driver  of  the  automobile  in  which  she  was 
injured,  and  it  does  not  appear  that,  if  they 
had  observed  the  cross,  they  would  have  been 
aware  of  its  significance.  The  sufficiency  of 
such,  a sign  is  not  a subject  to  our  present 
inquiry. 

The.  question  as  to  the  validity  of  the  ordi- 
nance is  to  be  decided  according  to  its  terms,  and 
they  do  not  provide  that  the  display  of  a cross 
on  a physician’s  car  shall  be  a condition  of  the 
exercise  of  the  right  of  way  allowed  him,  or 
that  he  shall  have  such  a privilege  only  when 
using  a car  or  other  vehicle  of  a designated 
type.  It  is  not  even  stipulated  that  the  right 
shall  be  available  to  him  only  for  the  purposes 
of  his  professional  duties.  The  fact  that  a 
right  of  way  permit  has  been  issued  to  a physi- 
cian by  the  police  department  is  the  sole  ground 
upon  which  the  ordinance  directs  other  users 
of  the  public  highways  to  recognize  and  respect 
the  unqualified  priority  for  which  it  provides. 
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This  duty  is  imposed  without  reference  to  the 
opportunity  or  ability  of  those  upon  whom  it 
is  charged  to  know  that  there  is  any  occasion 
for  them  to  yield  the  right  of  way  to  which 
they  are  ordinarily  entitled  under  the  state  law. 
In  the  absence  from  the  ordinance  of  any  pro- 
visions to  assure  knowledge  to  the  public  of  a 
superior  right  of  way  on  the  part  of  permit- 
holding physicians,  its  recognition  in  all  instances 
could  not  reasonably  be  expected,  and  its  at- 
tempted exercise  would  often  be  confusing  and 
perilous.  The  question  here  is  not  whether  the 
city  could  validly  give  physicians  a general  right 
of  way  on  its  streets  under  suitable  regulations 
for  the  protection  of  the  persons  and  interests 
affected,  but  whether  an  ordinance  conferring 
the  right  without  any  qualifying  and  safe- 
guarding provisions,  and  therefore  directly  tend- 
ing to  jeopardize  the  public  safety  which  the 
statutory  right  of  way  rule  was  intended  to 
promote,  is  a valid  exertion  of  the  police  power 
delegated,  to  the  city  by  the  state,  and  is  within 
the  purview  of  the  “reasonable  traffic  regula- 
tions” which  the  legislature  has  authorized  the 
city  to  prescribe  and  enforce. 

In  our  judgment  the  ordinance,  in  so  far  as 
it  relates  to  the  exercise  of  a right  of  way  by 
physicians  under  such  conditions  as  the  evidence 
in  this  case  describes,  clearly  fails  to  meet  the 
test  of  reasonableness,  which  in  view  of  the 
statute  on  the  subject  and  the  accepted  principle 
of  adjudication  in  such  cases,  it  is  our  duty  to 
apply. 


Separation  of  Symphysis  Pubis 

A married  woman  twenty-nine  years  of 
age  consulted  a doctor  who  specialized  in 
obstetrics  and  pediatrics  with  respect  to  her 
condition  of  pregnancy.  The  physician  de- 
termined that  the  patient  was  in  the  third 
month  of  pregnancy  and  made  arrange- 
ments to  care  for  her  and  to  take  charge 
of  the  delivery  of  her  expected  child.  Fol- 
lowing this,  the  patient  returned  at  monthly 
periods  for  prenatal  observation  and  the 
patient’s  condition  was  satisfactory  through- 
out. Finally,  the  physician  received  a call 
early  in  the  morning  from  the  patient’s 
house  that  the  patient  was  in  labor  and 
ordered  her  to  enter  the  hospital  where 
arrangements  had  been  made  for  her  deliv- 
ery. The  doctor  frequently  kept  in  touch 
with  the  patient  during  the  day  and  in 
the  early  evening  concluded  that  the  pa- 
tient would  not  deliver  normally  so  it  was 
immediately  determined  that  a consultant 
should  be  brought  in  who  promptly  re- 
sponded. The  patient  was  put  under  a gen- 
eral anesthetic  and  the  consultant,  an 


obstetrician  and  gynecologist,  actually  deliv- 
ered the  child  with  medium  forceps.  The 
child  upon  delivery  was  not  breathing  and 
attempts  to  resuscitate  the  child  were  of  no 
avail.  The  patient  remained  in  the  hos- 
pital about  two  weeks.  During  that  period 
of  time,  the  patient’s  recovery  seemed  to  be 
satisfactory.  Following  the  patient’s  return 
to  her  home,  the  physician  saw  her  twice 
during  the  following  week  but  never  there- 
after. On  the  last  of  said  occasions,  swell- 
ing in  the  left  leg  was  noticed  and  although 
plaintiff  was  able  to  stand  she  was  unable 
to  walk.  She  seemed  to  be  normal  pel- 
vically.  The  doctor  was  advised  thereafter 
that  some  other  physician  had  taken  over 
the  care  of  the  patient. 

It  was  later  learned  that  the  patient’s 
condition  was  diagnosed  as  a separation  of 
symphysis  pubis  and  that  a wiring  opera- 
tion was  performed  for  the  purpose  of 
uniting  the  said  separation. 

Subsequently,  a malpractice  action  was 
brought  against  the  physician  charging  neg- 
ligence in  allegedly  failing  to  determine 
before  delivery  that  a normal  delivery  would 
not  be  possible,  in  causing  upon  the  delivery 
the  separation  of  the  symphysis  pubis,  and 
in  failing  after  delivery  to  determine  the 
said  condition  and  to  take  prompt  steps  to 
remedy  the  same.  Prior  to  the  trial  of  the 
case,  a physical  examination  of  the  plaintiff 
showed  that  she  was  at  the  time  suffering 
from  no  ill  effects.  X-rays  then  taken 
showed  that  the  wire  which  had  been 
introduced  during  the  reparative  operation 
had  broken  and  that  the  position  of  the 
symphysis  pubis  was  approximately  the 
same  it  had  been  a short  time  following 
delivery  as  revealed  by  x-rays  taken  at  that 
time.  Upon  the  trial  of  the  case,  before 
a judge  and  jury,  the  plaintiff’s  principal 
claim  was  that  the  defendant  had  been 
negligent  following  the  delivery  in  failing 
to  detect  the  separation  and  to  take  steps 
to  remedy  it.  The  defendant  denied  hav- 
ing observed  any  symptoms  to  indicate  the 
condition  and  asserted  that  the  delay  in 
diagnosis  did  not  in  any  way  injure  the 
patient.  In  this  contention,  the  defendant 
was  supported  by  testimony.  The  issues 
in  the  case  were  submitted  to  the  jury  by 
the  court,  and  a verdict  was  rendered  in 
favor  of  the  defendant  thereby  exonerating 
the  physicians  of  all  charges  of  malprac- 
tice. 


The  Yonkers  Academy  of  Medicine  held  Assistant  Director  of  American  Social  Hy- 

a stated  meeting  at  the  Hudson  River  Coun-  giene  Association,  presented  a paper  on 

try  Club  on  January  26.  Dr.  Walter  Clark,  Standardization  of  Syphilis  Treatment. 
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Doctors  Putting  the  “Wis”  in  Wisconsin 


“Wis”  was  the  old  Anglo-Saxon  word 
meaning  wise,  and  was  the  root  of  our  word 
wisdom,  uniting  with  the  ending  “dom,” 
which  signifies  state  or  condition.  So  “wis- 
dom” means  a wise  state,  and  that  is  what 
Wisconsin,  or  Wis.  for  short,  will  be  when 
the  doctors  are  through  with  it.  Anyway, 
it  will  be  wiser  than  it  was  before.  And 
the  Wisconsin  doctors  are  doing  a fine  job, 
not  only  for  their  own  state,  but  for  every 
other  state  as  well. 

For  Wisconsin,  it  seems,  was  picked  by 
the  backers  of  socialized  medicine  as  a 
fertile  field,  and  a group  of  measures,  called 
the  Biemiller  bills,  were  introduced  into 
the  state  legislature  last  year,  designed  to 
saddle  state  medicine  upon  the  people  and 
the  medical  profession  there.  The  state 
medical  society  put  up  a stiff  fight,  however, 
led  by  George  Crownhart,  its  executive 
secretary,  and  the  bills  went  down  to  defeat, 
as  related  at  the  time  in  this  department. 

But  the  fear  was  felt,  in  Wisconsin  and 
other  near-by  states,  that  the  attempt  would 
be  renewed  this  winter,  and  that  if  Wiscon- 
sin fell,  other  states  would  be  attacked.  In 
a way,  then,  Wisconsin  doctors  are  holding 
the  pass,  to  protect  all  of  us.  Wisconsin  is 
famous  as  a “progressive”  state,  open  to 
liberal  ideas,  and  perhaps  was  selected  by 
the  socializes  for  that  reason.  If  they 
cannot  win  Wisconsin,  what  hope  can  they 
have  of  winning  more  conservative  states, 
or  the  nation  as  a whole? 

The  “Roving  Committee” 

The  bad  luck  of  anybody  who  tries  to  put 
something  over  on  the  medical  profession 
is  that  he  is  up  against  a group  of  scientific 
thinkers.  The  scientific  mind  goes  at  once 
to  the  heart  of  a question,  and  finds  what  is 
true  and  what  is  false  in  it.  The  best  course 
of  action  is  then  as  clear  as  daylight,  and 
no  smoke-screen  of  political  eloquence  can 
becloud  or  befog  matters. 

In  this  case,  the  main  question  is  whether 
the  people  of  Wisconsin  are  getting  ade- 
quate medical  care.  Very  well,  why  not  find 
out?  So  the  state  medical  society  has 
appointed  a special  “roving  committee”  of 
physicians  with  the  experience  and  back- 


ground to  fit  them  for  the  task,  and  this 
committee  has  been  holding  hearings  at 
various  key  centers  throughout  the  state, 
to  receive  and  consider  the  complaints, 
opinions,  and  recommendations  of  all  who 
can  speak  with  any  knowledge  on  the  sub- 
ject of  sickness  care. 

No  one  seems  to  be  left  out  who  can  tell 
the  committee  anything  helpful.  President 
James  C.  Sargent,  of  the  state  medical 
society,  sat  in  with  the  committee  at  several 
hearings,  and  tells  us  that  reports  on  sick- 
ness care  were  given  by  “such  well-in- 
formed sources  as  the  county  judge,  the 
local  relief  administrator,  heads  of  local 
welfare  and  social  agencies,  the  county  and 
city  nurses,  the  mayor,  the  health  officer, 
the  superintendent  of  schools  and  the  high- 
school  principal,  representatives  of  women’s 
clubs  and  of  parent-teachers  associations, 
representatives  of  labor  and  of  the  local 
press,  etc.,  etc.”  Then  in  the  evening,  after 
each  day’s  hearing,  there  is  a dinner  meet- 
ing, where  the  officers  of  neighboring 
county  medical  societies  report  on  condi- 
tions in  their  localities  and  aid  the  commit- 
tee with  advice  and  information. 

President  Sargent  feels  it  likely  that  the 
“roving  committee”,  after  its  wide  and  deep 
research,  can  “with  authority  say  whether 
or  not  the  sick  of  our  state  actually  are 
receiving  adequate  care.”  If  inadequacies 
exist,  “they  will  be  uncovered  and  drawn 
sharply  to  the  attention  of  our  society,”  but 
“on  the  contrary,  if  this  committee  deter- 
mines that  sickness  care  in  Wisconsin  is 
adequate,  readily  available,  and  of  high 
standard,  it  will  silence  once  and  for  all  the 
carping  criticism  heard  now  so  frequently 
and  with  such  seeming  authority.” 

“Roving”  Secretary  to  Scrutinize  Europe 

Of  no  less  importance  is  the  question 
whether  any  of  the  foreign  systems  of  state 
medicine  would  be  beneficial  here.  The 
logical  thing  to  do  is  to  examine  them,  so 
the  state  medical  society  has  dispatched 
Executive  Secretary  Crownhart  to  Europe 
for  that  purpose.  “Certainly  there  is  none 
among  us  better  prepared  to  undertake  so 
important  a study,”  declares  President  Sar- 
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gent,  “neither  could  we  imagine  a more 
effective  method  of  preparing  our  case  for 
the  battle  that  is  bound  to  recur  with  in- 
creasing force  in  the  coming  legislature.” 

The  expense  of  all  this  is  met  by  a special 
levy  of  $10  on  each  active  member  of  the 
state  society. 

In  these  sober  words,  in  the  Wisconsin 
Medical  Journal,  President  Sargent  de- 
clares the  high  purpose  of  Wisconsin’s 
physicians.  The  italics  are  his : 

As  the  drive  to  socialize  the  care  of  sick  here 
in  America  takes  shape  it  becomes  increasingly 
apparent  that  Wisconsin  is  to  be  given  the 
doubtful  honor  of  being  singled  out  as  a likely 
place  in  which  a first  foothold  might  possibly 
be  gained.  The  choice  was  not  ours.  We  could 
not  divert  the  beginnings  of  the  movement.  We 
have  succeeded,  however,  in  putting  a tem- 
porary stop  to  its  progress  and  now  we  find 
ourselves  blessed  with  time  for  careful  research 
and  reflection.  The  months  to  come  must  he 
spent  in  an  earnest  and  sympathetic  review  of 
the  entire  subject  of  proposed  social  and  eco- 
nomic change  in  medical  practice.  Where  the 
certain  promise  of  good  is  found,  there  we  must 
go.  Where  the  promise  for  good  is  chimerical 
and  unproven,  however,  we  are  driven  by  hu- 
manity's sake  to  resist.  Whatever  our  position, 
we  must  be  both  open-minded  and  fidly  informed. 
If  judgment  leads  us  to  a program  of  cautious 
resistance,  that  resistance  must  rely  for  success 
upon  the  force  of  constructive  thinking;  if  we 
are  to  stand  in  absolute  denial  we  must  depend 
upon  the  power  of  genuine  facts.  To  such  a 
program,  by  action  of  your  delegates  assembled, 
our  organisation  novo  stands  fully  committed. 

Look  at  this  Picture — 

In  its  rovings,  the  committee  has  found 
out  something  else,  too.  The  county  medical 
societies  have  come  in  for  a bit  of  scrutiny, 
and  the  good  and  not-so-good  stand  out  in 
sharp  contrast.  In  some  counties,  remarks 
the  President,  the  physicians  have  come  to 
know  one  another  in  a spirit  of  friendly 
understanding ; there  the  county  medical 
society  is  a cohesive  and  influential  body; 
there  the  public  relations  committee  has 
gained  the  confidence  and  cooperation  of 
the  various  agencies  handling  the  broad 
problem  of  the  care  of  the  sick. 

In  such  counties  the  roving  committee 
usually  finds  that  nearly  every  child  has 
been  vaccinated  against  smallpox  and  im- 
munized against  diphtheria;  that  a program 
of  tuberculosis  detection  has  been  inaugu- 
rated and  is  continuous  in  the  high  schools ; 
that  medical  care  of  relief  cases  is  on  a 


high  plane  and  under  a system  of  free 
choice;  and,  what  is  more,  adds  Dr.  Sar- 
gent, it  finds  that  this  medical  relief  work 
is  being  reasonably  and  properly  paid  for, 
within  such  limitations  as  may  be  imposed 
by  a difficult  local  tax  situation. 

— and  at  That 

Other  counties  have  been  found  by  the 
committee,  however,  where  this  combination 
of  friendly  professional  cohesion  and  effec- 
tive public  guidance  is  sadly  lacking.  In 
these  counties  the  medical  society  is  com- 
monly found  split  in  factionalism  and  its 
public  relations  committee  merely  a name. 
Worse  yet,  the  authorities  have  learned  to 
work  independently  of  the  profession,  and 
medical  matters  in  city,  town,  and  county 
are  handled  on  a purely  political  basis.  In 
such  a county  public  health  work  usually 
turns  out  to  be  woefully  inefficient,  the 
medical  care  of  relief  cases  is  not  up  to 
standard,  and  the  disease  prevention  pro- 
gram is  poorly  developed. 

In  one  Wisconsin  county,  for  instance, 
the  (part  time)  health  officer  in  a large  city 
is  responsible  for  the  entire  medical  care 
of  over  3,000  persons  on  relief.  In  that 
same  county,  we  are  told,  6,500  of  the  8,000 
rural  children  have  never  been  \accinated; 
their  mothers  have  not  been  educated  to  its 
importance.  Yet  in  that  very  community, 
exclaims  Dr.  Sargent,  there  is  an  army  of 
able  and  interested  women  who  have  been 
organized  for  years,  seeking  just  such 
worthy  projects  to  which  to  bend  their 
effort  and  influence ! 

The  Counties  Make  the  Nation 

Our  entire  nation,  from  sea  to  sea,  is 
nothing  more  than  the  aggregate  of  its 
counties,  and  the  sum  total  of  organized 
medicine  in  America  might  be  said  to  be 
the  sum  total  of  the  county  medical  societies. 
The  question  of  sickness  care  in  the  nation 
distils  down  to  the  county.  It  is  in  the 
county,  the  city,  the  village,  that  the  prob- 
lems rise  of  most  immediate  and  vital  im- 
portance to  physician  and  patient,  and  the 
body  to  meet  and  handle  these  problems  is 
the  county  medical  society.  Where  the 
county  society  is  harmonious  and  filled  with 
life  and  energy,  there  the  care  of  the  sick 
and  preventive  measures  for  the  well  are 
at  the  optimum.  Otherwise — otherwise.  Wis- 
consin’s “roving”  committee  has  discovered 
something. 
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Principles  and  Practice  of  Public  Health 
Dentistry.  By  J.  A.  Salzmann,  D.D.S.  Oc- 
tavo of  584  pages,  illustrated.  Boston,  The 
Stratford  Company,  1937  Cloth,  $4.00. 

This  work  is  of  great  interest  because  it 
deals  with  a subject,  the  importance  of 
which  is  increasingly  being  recognized  by 
public  health  officials.  It  is  the  first  book 
of  its  kind.  As  is  usual  in  a pioneering 
effort,  the  author  omits  discussion,  or  un- 
duly limits  it  on  some  phases  which  in 


the  opinions  of  others  should  merit  fuller 
treatment.  On  the  whole,  the  writer  has 
done  a good  job,  and  in  spite  of  its  minor 
faults  the  work  can  be  accepted  as  useful 
and  authoritative. 

The  two  special  contributors,  who  wrote 
the  chapters  on  Standards  and  Procedures 
in  Clinics  for  Children,  and  Community 
Service  for  Children,  are  generally  recog- 
nized as  experts  in  their  resoective  fields. 
In  part  four,  which  is  titled  “The  Dental 
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Public  Health  Program”,  Salzmann  has 
articulated  these  two  chapters  with  the  rest 
of  the  work. 

The  other  three  parts  deal  with  “The 
Evolution  of  Preventive  Dentistry”,  “The 
Organization  of  Dentistry  in  Public  Health” 
and  “The  Role  of  Official  and  Unofficial 
Public  Health  Agencies  in  Dentistry”. 

As  community  public  health  programs  are 
usually  in  the  hands  of  physicians,  this 
book  should  be  of  special  value  to  such 
administrators.  A study  of  this  work  will 
enable  these  officials  to  understand  better 
the  public  dental  health  problems,  and  to 
become  acquainted  with  policies,  procedures 
and  standards  that  have  already  proven 
themselves  successful  in  other  communities. 

Michael  Peyser 

The  Diet  Book  for  Doctor,  Patient  and 
Housewife.  By  Marguerite  R.  Rea.  Third 
edition.  Duodecimo  of  255  pages.  New 
York,  Oxford  University  Press,  1937.  Cloth, 
$2.25. 

Rea’s  diet  book  is  divided  into  two  sec- 
tions. The  first  deals,  chapter  by  chapter, 
with  the  dietaries  for  the  more  common 
gastro-intestinal  and  metabolic  diseases. 
The  second  part  has  a scanty  few  tables 
and  many  recipes.  The  first  section  appears 
to  be  written  by  a completely  lay  person 
(Mrs.  Rea’s  qualifications  are  nowhere 
stated).  There  is,  for  instance,  practically 
no  recognition  of  the  quantitative  elements 
in  diet,  even  in  the  chapter  on  diabetes. 
For  this  disease,  a list  of  “allowed”  and 
“forbidden”  foods  is  given.  Among  the 
foods  allowed  are  bran  bread  and  cakes  and 
sour  apples ; among  those  forbidden  are 
potatoes,  brown  bread,  ripe  apples,  pears, 
peaches,  melons,  oranges,  etc.  As  this 
shows,  there  are  many  errors  in  the  quali- 
tative aspects  of  diet.  Raw  beef  sausage 
appears  in  the  gastric  ulcer  diet.  No  scien- 
tific explanation  is  given  as  to  the  basis 
of  any  of  the  dietaries.  For  instance,  Mrs. 
Rea  lists  the  foods  allowed  and  forbidden 
for  hypertension  without  explanation  as  to 
the  aim  of  the  diet  or  what  type  it  is. 

The  foods  suggested  are  very  fancy, 
expensive,  and  unobtainable  from  the  point 
of  view  of  cost  and  supply.  The  following 
foods  appear  frequently  on  the  suggested 
lists : boiled  pheasant,  baked  sweetbreads, 
boiled  pigeon,  roast  partridge,  grouse, 
pomegranates,  tamarinds,  boiled  calves’ 
thymus,  caviar,  etc.,  all  foods  costly  and 
hard  to  obtain  in  the  United  States.  The 
recipes  in  the  second  section  should  prove 
of  interest  to  a chef  or  anyone  with  an  un- 
limited pocketbook  and  interest  in  elaborate 
dishes. 

This  book  is  of  practically  no  value  to 


either  the  doctor,  patient,  or  housewife  in 
America — except  as  an  amusing  document. 
So  much  recent  work  on  diet  has  appeared 
which  is  accurate,  scientific,  and  practical 
that  this  diet  book  can  be  ignored. 

Ethel  Plotz 

Rose  and  Carless  Manual  of  Surgery. 

Edited  by  William  T.  Coughlin,  M.D.  Fif- 
teenth edition.  Octavo  of  1536  pages,  illus- 
trated. Baltimore,  William  Wood  & Com- 
pany, 1937.  Cloth,  $9.00. 

This  textbook,  intended  for  students  and 
general  practitioners,  has  been  fully  revised, 
and  much  of  it  rewritten  to  meet  particu- 
larly American  needs.  The  subject  matter 
is  presented  in  a clear,  concise,  easily  read- 
able and  readily  assimilable  manner.  It  is 
intended  to  furnish  the  basic  groundwork  of 
the  science  and  art  of  surgery.  The  special- 
ties are  treated  only  in  so  far  as  they  fall 
within  the  province  of  the  general  surgeon. 
New  chapters  have  been  inserted,  and  new 
results,  many  in  the  form  of  colored  plates, 
have  been  added.  These  enhance  the  value 
of  the  text.  Though  the  subjects  are  treated 
in  concise  manner,  nevertheless,  they  are 
sufficiently  comprehensive  for  the  student 
and  the  general  practitioner,  and  the  text  is 
highly  recommended  to  them. 

Emil  Goetsch 

A Textbook  of  Medicine.  By  American 
Authors.  Edited  by  Russell  L.  Cecil,  M.D. 
Fourth  edition.  Octavo  of  1416  pages. 
Philadelphia,  W.  B.  Saunders  Co.,  1937. 
Cloth,  $9.00. 

The  new  (4th)  edition  of  Cecil’s  Medi- 
cine deserves  more  than  the  usual  attention 
because  of  its  use  as  a textbook  in  so  many 
of  our  best  schools.  As  the  teacher  in  the 
lecture  room  and  at  the  bedside  influences 
the  thought  and  concept  of  the  student,  so 
does  the  textbook,  the  student’s  constant 
companion,  exert  its  influence  in  a like 
manner. 

A number  of  features  merit  notice.  There 
is  the  weight  of  the  book,  approximately 
five  and  a half  pounds,  verily  a weighty 
volume.  It,  however,  cannot  claim  suprem- 
acy in  this  respect,  for  another  textbook  of 
medicine  heads  the  list  with  a seven  pound 
volume.  And  this  is  only  one  of  a number 
of  books  the  student  must  have  about  him 
and  carry  here  and  there.  For  this  purpose 
he,  indeed,  must  have  a “sound  mind  in  a 
sound  body”.  The  pages  in  this  volume 
number  1614.  All  this  is  mentioned  some- 
what prominently  because  this  tendency 
cannot  go  on.  As  it  is,  it  has  reduced 
itself  to  an  absurdity.  What  is  to  prevent 
a textbook  of  medicine  from  being  published 
in  two  volumes?  As  far  as  subject  matter 
is  concerned,  the  division  would  be  very 
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simple.  The  additional  expense  surely  is 
no  deterrent.  The  life  of  a two  volume 
work  far  exceeds  that  of  one  cumbersome 
volume. 

We  approach  another  feature  of  the  book 
that  is  unusual,  the  number  of  contributors. 
The  preface  states  there  are  130,  but  'the 
actual  count  under  the  list  of  “Contributors” 
is  140.  Is  such  a large  number  desirable? 
It  is  admitted  that  “The  rapid  growth  of 
medical  science  during  the  last  few  years  has 
made  it  almost  impossible  for  a single  in- 
dividual to  master  the  entire  field”.  And 
yet  it  wasn’t  so  very  long  ago  that  such  a 
custom  prevailed.  Is  it  now  necessary  to 
call  upon  140  to  perform  the  task?  Couldn’t 
a grouping  be  effected  that  would  make  it 
unnecessary  to  have  more  than  one  or  two 
dozen  contributors  and  not  almost  twelve 
dozen  ? 

There  is  another  and  more  serious  fault 
resulting  from  “specialists”  as  contributors 
to  a textbook,  and  that  is  the  natural  tend- 
ency to  treat  a subject  in  too  detailed  a 
manner.  For  instance:  The  discussion  of 
Bacteriology  of  Rheumatic  Fever  is  far 
beyond  the  needs  of  the  student,  and  far 
beyond  that  met  in  many  other  text  books 
in  which  the  subject  is  not  contributed  by  a 
specialist.  Another  illustration : It  takes 

six  pages  to  present  Silicosis  to  the  student. 
In  a popular  English  text  is  a brief  one 
paragraph  account,  and  in  a largely  used 
American  book,  two  paragraphs  suffice. 
And  finally:  Rheumatoid  and  hypertrophic 
osteoarthritis  consume  twenty-two  pages  of 
description,  including  its  subheadings  of 
twelve  different  methods  of  treatment  with 
a detailed  description  of  each.  And  to 
typhoid  fever,  in  the  same  volume,  are 
devoted  twelve  pages ! 

There  is  no  intention  to  imply  in  the 
least  that  the  material  is  not  authoritative. 
But  much  of  it,  indeed  very  much  of  it,  is 
far  beyond  the  needs  of  junior  and  senior 
students  in  a medical  school.  For  the  stu- 
dent, it  should  serve  as  a reference  book  and 
not  as  a text. 

There  are  some  subjects  treated  in  detail, 
every  line  of  which  is  of  importance  and 
of  interest.  Special  mention  is  made  of 
acute  lobar  pneumonia,  and  though  twenty- 
two  pages  are  devoted  to  it,  no  student  or 
practitioner  can  afford  to  miss  any  part  of 
it.  The  same  might  be  said  of  Diabetes 
mellitus. 

The  up-to-dateness  of  the  material  is 
shown  by  the  appearance  of  a normal  four 
lead  electrocardiogram  and  a reference  to 
it  in  the  chapter  on  Coronary  Thrombosis. 

Notice  is  taken  of  the  statement  that 
“Typhoid  Mary”  a chronic  typhoid  carrier, 
“was  the  source  of  infection  in  at  least 


twenty-eight  individuals”.  As  a matter  of 
fact  the  health  department  records  have 
recorded  fifty-seven  cases  as  directly  trace- 
able to  her  with  three  deaths,  but  in  the 
opinion  of  the  reviewer,  from  his  personal 
contact  with  her  and  a knowledge  of  her 
wanderings,  she  is  suspected  as  the  cause 
of  many  more. 

Attention  is  directed  to  the  meager  des- 
cription of  acute  (infectious)  mononucle- 
osis; this  is  a fault  of  most  text  books. 
The  student  is  not  sufficiently  impressed, 
and  numerous  errors  result  in  recognizing  a 
condition  whose  diagnosis  is  quite  simple. 

Exception  is  taken  to  the  statement  ap- 
pearing in  a discussion  of  the  treatment 
of  coronary  thrombosis  that  “enemas  should 
be  used  to  keep  the  bowels  open”.  Students 
are  warned  against  this  procedure. 

Lederer’s  anemia  is  casually  referred  to 
as  one  of  a group  of  hemolytic  anemias, 
without  any  discussion  of  its  symptoma- 
tology or  its  specific  curative  treatment. 
An  English  textbook  devotes  a separate 
brief  chapter  to  it. 

Nothing  in  this  review  is  intended  as  a 
reflection  on  the  intrinsic  merit  of  the  work 
as  a whole;  but  it  is  contended  that  for  the 
student  it  should  serve  as  a ready  reference 
book;  for  the  practitioner  who  is  desirous 
of  being  up  to  date  it  is  indispensable. 

Simon  R.  Blatteis 

Treatment  by  Diet.  By  Clifford  J.  Bar- 
borka,  M.D.  Third  edition,  revised.  Octavo 
of  642  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1937.  Cloth,  $5.00. 

The  third  edition  of  Barborka’s  work  on 
diet  shows  comparatively  few  changes  from 
the  second  edition,  and  the  general  plan  is 
the  same.  It  is  a useful  volume  on  clinical 
dietetics  for  the  busy  practitioner  who  wants 
little  discussion  of  theory  but  needs  prac- 
tical diet  lists  for  his  patients.  It  serves 
this  purpose  well,  but  lacking  thorough 
tables,  it  cannot  be  recommended  as  a text- 
book in  dietetics. 

There  appears  to  be  some  disproportion 
in  emphasis,  gout,  for  example,  being  given 
twenty  pages  in  contrast  to  nine  pages  for 
the  far  more  common  problem  of  under- 
nutrition. The  chapter  on  pernicious  anemia 
is  weak,  in  that  it  omits  diets  to  be  used  in 
connection  with  the  parenteral  administra- 
tion of  liver,  when  it  may  be  impossible  or 
unnecessary  for  the  patient  to  take  liver 
by  mouth.  The  chapters  on  nephritis  and 
the  application  of  diet  therapy  are  excellent. 

The  most  serious  drawback  of  the  book 
is  that  the  diets  are  not,  in  general,  applic- 
able to  low  income  groups.  Another  edition 
should  devote  considerable  space  to  low  cost 
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The  history  of  an  irritated  eye  some- 
times indicates  an  injury,  the  details  of 
which  may  suggest  an  intraocular  foreign 
body,  at  times  quite  evident,  but  occasion- 
ally uncertain.  The  latter  needs  very  care- 
ful study. 

The  examiner  should  always  take  an 
exact,  searching  history.1  This  should  in- 
clude the  possibility  of  an  injury,  the  type 
and  manner  of  work,  whether  the  ma- 
chines, tools,  and  metals  used  are  mag- 
netic, and  the  proximity  to  and  occupa- 
tion of  fellow  workmen.  It  is  important 
to  get  the  line  of  vision,  position  of  the 
head,  and  relative  height  of  the  working 
plane,  as  well  as  the  time  of  the  accident. 
The  examiner  should  also  consider  the 
possibility  of  a second  accident,  other  than 
that  in  the  line  of  duty. 

The  oculist  must  question  the  patient 
about  pain,  loss  of  vision — whether  transi- 
tory, gradual  or  permanent — and  any 
other  ocular  symptoms,  together  with  his 
immediate  reaction  and  subsequent  treat- 
ment. He  should  remember,  however, 
that  there  may  be  an  absence  of  pain,  and 
any  other  subjective  symptoms  for  days, 
weeks,  months,  or  years  following  a small 
puncture  wound  of  the  globe. 

A methodical  examination  is  essential. 
It  should  include  a search  for  wounds  of 
the  lids,  especially  their  margins,  of  the 
cornea,  conjunctiva,  sclera,  iris,  lens  cap- 
sule and  cortex,  together  with  a careful 
study  of  the  anterior  chamber,  vitreous, 
and  all  visible  portions  of  the  fundus. 
The  suspicious  case  with  a meager  history 
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requires  careful  study,  for  a positive 
diagnosis  is  often  most  difficult. 

A wound  of  the  lid  margin,  sometimes 
only  an  abrasion  in  the  absence  of  a 
direct  blow,  suggests  a flying  particle  and 
its  position  may  help  to  locate  the  ocular 
puncture. 

The  wounds  of  the  cornea  should  be 
examined  very  exactly  as.  to  depth — this 
is  often  helped  with  fluorescein.  The 
examiner  should  use  the  loupe,  ophthalmo- 
scope and  slit  lamp,2  and  search  for  a 
possible  hole  in  Descemet’s  membrane, 
the  edges  of  which  have  a tendency  to 
retract.  A shallow  anterior  chamber  in 
the  presence  of  additional  anterior  seg- 
ment trauma  strongly  suggests  a puncture 
wound,  with  possible  intraocular  foreign 
body.  If  it  is  impossible  to  gauge  the 
depth  of  the  corneal  wound,  and  if  there 
is  a suscipious  trauma,  an  x-ray  is  indi- 
cated.3 Although  it  has  been  claimed  that 
a prolapsed  iris  contraindicates  an  intra- 
ocular foreign  body,  it  does  occur.4  A 
recently  prolapsed  iris  can  often  be  re- 
duced with  the  instillation  of  aminoglau- 
cosin.  A puncture  wound  of  the  bulbar 
conjunctiva  must  be  studied  with  care, 
especially  if  a hemorrhage  is  present.  It 
is  sometimes  possible  to  expose  the  scleral 
wound  by  blanching  the  conjunctiva  with 
an  adrenalin  pack.  The  examiner  should 
not  probe  the  conjunctival  wound  in 
search  of  a scleral  puncture,5  for  it  may 
further  traumatize  the  vitreous,  introduce 
infection,  or  cause  a secondary  hemor- 
rhage. 
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The  scleral  puncture  is  usually  evi- 
denced as  a dark  line  of  uveal  pigment, 
or  as  a clear  transparent  ridge  or  bead 
of  vitreous  with  a white  scleral  border. 
A puncture  wound  of  the  sclera  is  usually 
accompanied  by  hypotony. 

A hole  in  the  iris  may  be  seen  in  direct 
light,  but  is  best  revealed  by  transillumi- 
nation. This  can  be  quickly  done  at  the 
time  of  slit  lamp  and  ophthalmoscopic 
examination,  and  should  always  be  com- 
pleted before  the  pupil  is  dilated.  A 
foreign  body  imbedded  in  the  iris,  either 
anteriorly  or  posteriorly,  may  be  hidden 
by  hemorrhage  or  exudate. 

When  free  in  the  anterior  chamber  a 
foreign  body  will  either  be  anterior  in  the 
iris  angle,  or  posterior  between  the  root 
of  the  iris  and  the  zonula  ciliaris.  The 
tug  of  a small  permanent  magnet  will 
help  to  locate  such  a magnetic  foreign 
body.  The  hand  or  giant  magnet  should 
not  be  used  for  this  purpose,  as  the  for- 
eign body  may  become  hopelessly  entang- 
led in  the  iris,  necessitating  an  iridec- 
tomy at  operation.  This  should  always  be 
avoided  whenever  possible,  both  for  cos- 
metic and  visual  reasons. 

The  pupillary  area  of  the  anterior  lens 
capsule  and  as  much  of  the  cortex  as 
possible  should  be  minutely  examined 
with  the  ophthalmoscope  and  slit  lamp. 
The  examiner  should,  when  possible, 
dilate  the  pupil  and  repeat  the  examina- 
tion to  the  periphery  of  the  lens  and 
fundus. 

The  reaction  of  the  ocular  tissues  to 
the  trauma  depends  upon  the  physical 
condition  of  the  patient  and  the  eye  at 
the  time  of  the  accident,  as  well  as  the 
size,  shape,  speed,  and  nature  of  the  fly- 
ing particle.  If  the  foreign  body  is  small 
and  of  high  speed,  the  small  capsule 
wound  of  the  lens  usually  closes  imme- 
diately, leaving  but  little  opacity.  How- 
ever, when  aqueous  freely  enters  the  lens 
wound,  the  cortex  becomes  opaque  and 
swells,  often  so  rapidly  that  glaucoma 
results. 

The  ophthalmologist  should  use  the  slit 
lamp  and  ophthalmoscope  to  search  the 
vitreous  for  the  foreign  body  and  its 
path.  The  latter  is  usually  evidenced  im- 
mediately by  some  uveal  pigment  or  blood, 
and  later  by  a grey  streak,6  which  appears 
soon  after  the  vitreous  lamellae  have  been 
injured.  Later  this  path  often  becomes 


filled  with  fibrous  bands  that  may  lead 
eventually  to  destruction  of  the  eye.7  The 
foreign  body  may  be  free  in  the  depend- 
ent portion  of  the  vitreous,  or  located 
in  the  retina,  where  it  is  usually  obscured 
by  hemorrhage.  If  the  eye  is  not  too 
severely  traumatized  and  there  is  no 
danger  of  emptying  the  anterior  cham- 
ber, the  tension  should  be  taken,  prefer- 
ably with  a tonometer.  However,  when  a 
limbal  section  is  indicated,  it  is.  best  to 
conserve  the  anterior  chamber,  for  it 
simplifies  the  operation  and  lessens  the 
possibility  of  trauma  to  the  iris  and  lens. 

Sooner  or  later  most  retained  particles 
of  iron  or  steel  cause  siderosis.  This  is 
evidenced  by  the  ocher-colored  pigment 
deposited  about  the  metal  on  Descemet’s 
membrane,  the  lens  capsule,  and  in  the 
vitreous.  Other  symptoms — dilated  pupil, 
defective  color  perception,  and  macular 
disease — appear  later. 

Retained  intraocular  copper  particles 
cause  a chemical  degeneration  known  as 
chalcosis.,  which  is  shown  by  the  rosette- 
shaped collections  of  crystals  beneath  the 
posterior  lens-capsule  and  the  Kayser- 
Fleischer  stain  in  the  cornea. 

Retained  foreign  particles  are  always 
dangerous  and  usually  lead  to  degener- 
ative pyogenic  or  chemical  changes  that 
result  in  blindness.8 

The  magnet  is  an  important  aid  in  the 
diagnosis  of  a magnetic  intraocular  for- 
eign body.3,4,9  The  location  of  the  for- 
eign body  should  be  known,  if  possible, 
before  this  test  is  made.  It  is  best  to 
approach  the  eye  with  a dead  magnet  and 
when  ready  turn  on  just  sufficient  cur- 
rent to  produce  a slight  pull  and  its 
resultant  pain.  When  the  foreign  body  is. 
in  the  anterior  chamber,  the  effect  is  also 
objective. 

The  x-ray  is  another  valuable  asset  in 
diagnosis3  and  should  be  used  in  all  ques- 
tionable cases — those  of  long-standing, 
those  in  which  response  to  the  magnet 
has  failed,  and  if  desired,  in  any  case  to 
confirm  the  diagnosis.  A single  negative 
x-ray  does  not  prove  the  absence  of  a 
foreign  body,  for  it  may  be  either  radio- 
lucent  or  small  enough  to  escape  detec- 
tion. In  suspicious  cases  the  negative 
findings,  should  always  be  checked  from 
several  angles  and  distances,  to  lessen 
the  possibility  of  an  error,  which  even 
then  may  occur.3'4  The  x-ray  may  be 
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used  routinely*.1'  The  sideroscope  has 
been  recommended  as  a diagnostic  help 
of  great  value.8 

The  examiner  should  note  every  evi- 
dence of  former  pathology  in  either  eye, 
record  the  visual  acuity  of  each  eye,2 
and  note  the  presence  of  a tropia  or  field 
defect. 

The  magnet  should  be  sufficiently  pow- 
erful to  pull  a small  magnetic  particle 
through  the  vitreous  and  zonula  ciliaris. 
The  surgeon  has  a precedent  for  any 
strength  of  magnet,  from  the  powerful 
giant,10  and  weaker  hand,4’6,11  to  the  small 
permanent  magnet.4  I prefer  to  use  the 
hand  magnet  with  a rheostat  attachment, 
since  both  the  direction  and  strength  of 
its  pull  are  readily  controlled.  It  can  be 
improved  by  inserting  a foot  switch  that 
can  be  operated  by  the  surgeon.  The 
blunt  cone-shaped  tip  is  best.6,11 

In  every  suspicious  case  of  intraocular 
foreign  body,  an  early  diagnosis  should 
be  made,  if  at  all  possible.  Then  the 
operator  should  determine  the  time  and 
type  of  procedure.  The  surgeon  again 
has  a precedent  for  any  form  of  treat- 
ment he  may  wish  to  follow,  from 
watchful  waiting2,12"14  to  immediate  ex- 
traction.3,4 The  shorter  the  interval  fol- 
lowing the  injury,  the  easier  the  extrac- 
tion.3 This  can  be  done  either  by  the 
anterior  or  posterior  route,  through  the 
original  wound  or  a section.3,4,9,15"17  The 
entrance  wound,  nature  of  the  trauma, 
and  the  size,  shape  and  location  of  the 
foreign  body  should  determine  the  route 
of  operation.1,2, 11,18,19 

The  anterior  route  with  a limbal  sec- 
tion permits  the  immediate  delivery  of 
the  traumatic  cataract.  This  is  often 
advisable  for  it  may  prevent  undue  re- 
action, secondary  glaucoma  due  to  swollen 
cortex,  and  shorten  the  period  of  con- 
valescence. 

When  the  foreign  body  is  in  the  lens, 
the  operator  should  try  to  pull  it  through 
the  capsule  wound  into  the  anterior 
chamber.  If  this  is  unsuccessful,  allow 
it  to  remain  until  the  lens  becomes  opaque 
or  siderosis  develops;  then  both  the  lens 
and  its  contained  foreign  particle  should 
be  extracted.  This,  latter  procedure  is 
quite  safe  since  the  albuminous  lens  mat- 
ter is  very  tolerant  of  a foreign  particle.8 
A small  hypopyon  with  little  or  no  reac- 
tion is  not  a contraindication  to  opera- 


tion,4 for  it  may  be  chemical  rather  than 
a pyogenic  reaction.8 

When  he  has  decided  on  the  method  of 
operation,  the  surgeon  should  have  every- 
thing in  readiness  for  any  eventuality 
before  proceeding.  The  type  of  anes- 
thesia is  determined  by  the  case. 

He  should  never  approach  the  eye 
with  a live  magnet.6  It  is.  safer  to  get  it 
placed,  turn  on  the  current  very  gradu- 
ally, and  hold  it  as  soon  as  a response  is 
noted.  If  the  foreign  body  is  not  readily 
moved,  it  may  be  dislodged  by  turning 
the  current  on  and  off. 

The  surgeon  should  plan  to  suture  the 
wound  when  necessary,  and  always  cover 
it  with  a conjunctival  flap.4 

In  the  cases  presented,  the  anterior 
route  was.  used  in  all  anterior  cases  and 
attempted  in  all  that  showed  trauma  of 
the  anterior  segment;  in  many  the  extrac- 
tion was  made  through  the  entrance 
wound.  When  this  failed,  for  the  pos- 
terior cases  a conjunctival  flap  was  pre- 
pared and  the  posterior  route  attempted 
as  close  to  the  foreign  body  as  possible, 
but  usually  between  the  external  and 
inferior  recti  muscles.  The  section  was 
posterior  and  at  a right  angle  to  the 
ciliary  process  and  just  long  enough  to 
emit  the  foreign  body.  The  crucial  sec- 
tion was  not  made,  although  on  several 
occasions  it  was  necessary  to  enlarge  the 
scleral  wound  to  permit  the  removal  of 
a large  particle.  The  scleral  wound  was 
touched  with  iodine  following  the  deliv- 
ery. 

The  operator  should  never  plunge  a 
knife  into  the  vitreous  body,6  but  should 
make  a careful  scleral  section — e.g.,  for 
a cyclodialysis;  but  in  this  case  either 
at  a right  angle  or  parallel4  to  the  orra 
serrata.  There  are  several  useful  knives 
adapted  to  the  purpose.4,6 

If  the  foreign  body  has  not  been  re- 
moved, it  is  well  to  again  x-ray  for  a 
possible  movement,  and  repeat  the  pro- 
cedure within  safe  limits,  to  avoid  over- 
exposure to  radiation.  When  this  has 
failed,  the  operator  may  as  a last  resort 
insert  a small  magnet  tip  into  the  scleral 
wound. 

After  the  removal  of  the  foreign  body 
by  the  posterior  route,  some  method  for 
the  sealing  of  the  retinal  hole  should  be 
attempted.  Iodine  and  phenol6  cauteriza- 
tion have  been  used  successfully. 
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+ H 

20/70 

Old  choridoretinitis 

1 

1 

+ H 

20/20 

Small  opacity  lens  capsule 
Proj.  faulty  right  eye 

1 

1 

1 

— 

1 

1 

L.P. 

Proj.  good  left  eye 

1 

1 

1 

+ 

H 

20/20 

Small  opacity  lens 

1 

1 

+ 

G 

1 

L.P. 

Cataract  Proj.  good 

1 

+ 

1 

1 

O 

Siderosis,  glaucoma 

1 

+ H 

1 

L.P. 

Cataract,  Proj.  good 

1 

1 

1 

+ 

H 

1 

20/70 

Cat.  progressing.  Corneal 

opacity  central 

1 

1 

+ 

1 

20/70 

Several  pieces  stone 

1 

1 

+ H 

1 

1 

1 

O 

1 

+ G 

20/20 

Antiluetic  Fy  necessary 

1 

+ 

G 

20/30 

Antiluetic  F£  necessary 

1 

1 

1 

1 + G 

1 

20/40 

Developed  psychosis 

1 

+ 

20/70 

Small  opacity  lens 

1 

+ 

1 

1 

1 

1 

o 

+ H 

20/30 

Ant.  Synechia  sectioned 

1 

+ 

G 

20/40 

Vit.  opacities 

1 

+ 

G 

1 

1 

1 

° 

Enucleation  advised 

1 

1 

+ 

G 

1 

L.P. 

Proj.  good  cataract 

1 

+ 

20/20 

Non-magnetic.  lead 

+ H 

20/20 

Contracted  P.B.C.  Forceps 

+ 

20/30 

13  yrs.  later.  Small  opacity 

No  siderosis 

1 

1 

1 

+ G 

1 

1 

L.P. 

Proj.  faulty,  cataract 

X 

1 

20/20 

Chalcosis  Vit.  opac. 

H 

20/20 

P — 


OD 

OS 


C — Central 

P — Peripheral 

H — Hand  Mavnet 


G — Giant  Magnet 

Per  — Permanent  Magnet 
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The  diathermy  point  or  galvanocautery 
may  be  as.  effective. 

The  scleral  wound  should  be  sutured, 
if  necessary,  and  always  protected  by  a 
conjunctival  flap.  The  patient  should  be 
kept  quiet  in  bed  until  the  danger  of 
secondary  hemorrhage  and  early  detach- 
ment have  passed.  The  patient  should, 
after  proper  precautions,  receive  an  im- 
munizing dose  of  tetanus  antitoxin.2,6  In 
the  case  of  children  it  can  be  given  dur- 
ing anesthesia.  If  the  operator  wishes  a 
foreign  protein,6  he  should  await  the 
early  effect  of  the  antitoxin,  which  may 
act  in  this  capacity. 

The  surgeon  has  a precedent  for  any 
position  of  the  patient  during  the  opera- 
tion.4’6 The  rigid  mounting  of  the  large 
magnet  makes  it  imperative  to  adapt  the 
patient  to  it,  while  the  hand  magnet  can 
be  adjusted  to  the  position  of  the  patient 
and  direction  of  pull  desired.  The  excep- 
tional case  needs  the  added  strength  of 
the  giant  magnet,  which  must  always  be 
used  with  great  care.15  It  would  be  well 
to  mount  the  giant  magnet  on  a wall 
bracket  similar  to  that  formerly  used  for 
the  dental  motor,  thus  making  it  appli- 
cable to  any  position.  With  the  patient 
flat  on  his  back,  the  vitreous  is  most 
dependent,  the  patient  more  at  ease,  and 
the  operative  field  most  convenient. 

The  patient  should  not  be  moved  about 
immediately  following  the  operation, 
hence  the  advisability  of  the  supine  posi- 
tion and  the  use  of  the  ophthalmic  bed, 
as  in  other  major  eye  surgery.  When 
the  patient  is  in  a sitting  position  the 
direction  of  the  magnet  pull  cannot  be  as 
accurately  controlled  and  the  danger  of 
vitreous  prolapse  and  detachment  are 
greater.  It  is  debatable  whether  the 
detachment  of  the  retina  is  due  to  new 
formed  tissue  strands  or  the  retinal  hole. 

The  surgeon  should  use  as  little  trauma 
as  possible,  for  although  the  extraction 
of  the  foreign  body  is  dramatically  satis- 
fying, he  must  remember  that  the  acci- 
dent may  have  caused  such  damage  that 
an  added  insult  will  cause  a slow  degen- 
erative process  that  leads  to  destruction 
of  the  eye.  Although  sympathetic  oph- 
thalmia is.  rare2  and  does  not  occur  in 
the  absence  of  infection,7  and  possibly 
not  often  following  the  early  administra- 
tion of  tetanus  antitoxin,2  the  operator 
should  explain  to  the  patient  and  his 


family  its  possibility  and  acquaint  them 
with  the  prodromal  symptoms. 

The  patient  should  be  seen  at  regular 
intervals  over  a period  of  years,  for  his. 
own  protection,  and  to  correctly  deter- 
mine the  end  results,  for  many  intra- 
ocular foreign  bodies  are  followed  by 
late  detachment  of  the  retina,  phthisis 
bulbi,  and  blindness. 

The  failure  in  extraction  is  usually 
due  to  the  foreign  body  being  non-  or 
too-weakly  magnetic,  too  firmly  fixed 
with  exudate,  hemorrhage  or  scar  tissue, 
or  the  result  of  a “double  perforation.” 

The  examiner  should  keep  an  exact 
detailed  record  of  his.  findings,  and  aug- 
ment this  throughout  the  progress  of  the 
case  with  accurate  notes  to  make  the 
case  history  complete. 

The  accompanying  tables  present  an 
analysis  of  seventy-five  of  the  cases  of  in- 
traocular foreign  bodies  treated  in  my 
practice. 

Case  Reports 

Case  4.  Master  D.  B.  lacerated  the  cor- 
nea from  limbus  to  limbus  while  playing 
with  a button  strung  on  a loop  of  string, 
and  used  as  a “buzz-saw.”  His  oculist 
advised,  but  was  refused,  enucleation. 

Five  months  later  the  boy  presented  at 
the  clinic  with  a soft,  blind,  irritated  eye, 
at  which  time  enucleation  was  again  ad- 
vised. The  father  then  returned  the  boy 
to  his  oculist,  watched  the  operation,  and 
when  inspecting  the  eye  found  that  a large 
piece  of  the  button  occupied  the  shrunken 
vitreous  chamber. 

A malpractice  suit,  instituted  because  an 
x-ray  had  not  been  taken  at  the  time  of 
injury,  was  “non-suited.” 

Case  7.  C.  G.  had  an  “explosion”  or 
“back-fire”  from  a toy  pistol  while  shooting 
.22  blank  cartridges. 

The  examination  showed  a laceration  of 
the  right  cornea,  and  the  anterior  chamber 
filled  with  blood-stained  vitreous  and  cor- 
tex. Vision  was  nil.  X-ray  showed  the 
blank  cartridge  shell  in  the  vitreous  cham- 
ber. The  eye  was  enucleated. 

Case  9.  The  foreign  body  in  the  vitreous 
was  removed,  the  eye  remained  irritated 
three  weeks,  then  became  quiet  and  had 
remained  so  when  seen  by  me  three  months 
later. 

Five  years  later  the  patient  presented  to 
a fellow  oculist  with  a uveitis  of  the  second 
eye. 

The  patient  was  then  referred  to  me 
because  of  the  question  of  sympathetic  oph- 
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Table  II 


Eye 

No. 

Right  37 

Left  37 

Both  1 


Accident 

Type  No. 

Hammering  54 

Machines,  lathe,  etc 9 

Flying  particles  7 

Pickaxe,  etc 3 

Explosion,  gun  2 


Wound 

Site  No. 

Cornea  Central  17 

Peripheral  35 

Limbus  10 

Selera  14 


Location 

Site  No. 

Cornea  2 

A.C 12 

Lens  5 

Vitreous  50 

Optic  nerve 1 

Thru  globe 4 

Unknown  3 


Trauma 

Tissue  No. 

Iris  24 

Lens  45 

Ciliary  body  5 


Operation 

Route  Wo. 

Anterior  Wound  <2 

Section  3 

Posterior  Wound  6 

Section  17 

Unsuccessful  8 

Not  attempted  19 


Magnet 

Type  No. 

Hand  28 

Giant  18 

Both  1 

Permanent  1 


Complications 

T ype  No. 

Cataract  37 

Hemorrhage  18 

Detachment  12 

Endophtholmitis  . . . . 14 


Results 

Classification  No. 

20/20  16 

20/20—20/30  11 

20/30—20/50  6 

20/50—20/70  4 

20/70—20/200  1 

2/200—20/200  3 

L.P.  Proj.  good 9 

L.P.  Proj.  poor 4 

Blind  21 

Evisceration  1 

Enucleation  17 


Results — Route — Magnet 


Route 

No. 

Class. 

Mag. 

No. 

% 

Anterior 

good 

H. 

13 

52 

G. 

5 

20 

poor 

H. 

4 

16 

G. 

3 

12 

Posterior  

good 

H. 

11 

47 

G. 

10 

43 

poor 

H. 

1 

4 

G. 

1 

4 

Results — Wound 

Site 

Site 

No. 

Class. 

No. 

% 

Cornea  . . . . , 

good 

37 

71+ 

poor 

15 

28+ 

Limbus  . . . . 

good 

5 

50 

poor 

5 

50 

Selera  

good 

8 

57+ 

poor 

6 

42+ 

Results — Location 

of  F.B. 

Location 

No. 

Class. 

No. 

% 

Cornea  .... 

2 

good 

2 

100 

poor 

0 

0 

A.C 

good 

11 

91+ 

poor 

1 

8+ 

Lens  

good 

4 

80 

poor 

1 

20 

Vitreous 

good 

29 

58 

poor 

21 

42 

Vitreous 

Route 

No. 

Class. 

No. 

% 

Anterior  . . . 

13 

good 

6 

46+ 

poor 

7 

53+ 

Posterior  . . 

23 

good 

21 

91+ 

poor 

2 

8+ 

Not  removed 

14 

good 

2 

14+ 

poor 

12 

85+ 

thalmia.  There  was  a mild  uveitis,  the 
pupil  was  active,  the  blind  spot  normal, 
and  the  injured  eye  had  given  no  trouble. 
My  diagnosis  was  a uveitis,  not  sympa- 
thetic ophthalmia. 

His  oculist  reported  that  the  uveitis  sub- 
sided within  four  weeks. 

Case  10.  J.  G.  gave  a history  of  imme- 
diate permanent  blindness  following  a pain- 
ful injury  to  the  eye  while  pounding  a 
“bar  of  steel.”  He  also  noted  some  bleeding 
from  the  eye.  Extensive  intraocular  hem- 
orrhage occurred  with  a prolapse  of  iris, 
lens,  and  vitreous  through  the  corneal 
wound.  Patient  refused  immediate  enuclea- 
tion. 

The  x-ray  showed  a foreign  body,  but 
so  far  posterior  that  it  was  questionable  if 
in  the  eye.  An  attempted  extraction  with 
the  hand  magnet  was  unsuccessful. 

At  enucleation  two  days  later,  the  foreign 
body  was  found  to  have  penetrated  well 
into  the  optic  nerve,  at  the  center  of  the 
.disc. 

An  analysis  of  the  steel  showed  it  to  be 
other  than  that  used  in  regular  employ- 
ment. The  patient  subsequently  admitted 
that  the  injury  was  received  while  repair- 
ing his  car. 


0/ 

/o 

49  1/3 

49  1/3 

1 1/3 

% 

72 

12 

9 1/3 

4 

2 2/3 

% 

22  2/3 

46  2/3 

13  1/3 

18  2/3 

% 

2 2/3 

16 

6 2/3 

66  2/3 

1 1/3 

5 1/3 

4 

% 

32 

60 

6 2/3 

% 

29  1/3 

4 

8 

22  2/3 

10  2/3 

25  1/3 

% 

37  1/3 

24 

1 1/3 

1 1/3 

% 

49  1/3 

24 

16 

18  2/3 

% 

21  1/3 

14  2/3 

8 

5 1/3 

1 1/3 

4 

12 

5 1/3 

1 1/3 

1 1/3 

22  2/3 
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Case  25.  Six  months  prior  to  consulting 
me  this  patient  had  been  treated  for  an 
ulcer  of  the  cornea  and  secondary  iritis 
following  an  injury  received  while  “setting” 
a nail. 

The  slit  lamp  revealed  the  scar  of  a punc- 
ture wound  of  the  cornea,  iris,  and  lens, 
with  a tract  of  vitreous  opacities. 

The  x-ray  was  positive  for  foreign  body 
in  the  vitreous. 

The  foreign  body  was  removed  through 
the  sclera,  following  an  unsuccessful  at- 
tempt by  the  anterior  route. 

The  eye  reacted  very  little,  and  the  vision 
has  remained  20/25. 

Case  28.  N.  C.  had  a wound  of  the  left 
cornea,  extending  from  five  to  seven  o’clock 
of  the  limbus.  The  prolapsed  iris  was  cov- 
ered with  a fibrous  exudate.  A broad  iri- 
dectomy was  performed,  and  the  foreign 
body  removed  by  the  anterior  route.  The 
wound  healed  without  incident.  Vision  with 
correction  is  20/20. 

Case  35.  D.  M.  injured  the  right  eye 
while  striking  two  pieces  of  iron  together. 

The  entrance  wound  was  just  above  the 
pupil,  through  the  iris  and  lens,  resulting 
in  a traumatic  cataract. 

Although  a small  hypopyon  was  present, 
extraction  was  performed  by  the  posterior 
route.  The  wound  healed — the  anterior 
chamber  cleared — and  a descission  was 
performed  later. 

The  eye  has  remained  quiet  since. 

Case  37.  L.  N.  had  a penetrating  wound 
of  the  cornea  and  lens,  a path  in  the  vitre- 
ous, and  a retinal  hemorrhage  nasally  and 
below. 

The  radiologist  reported  a foreign  body 
located  well  back  in  the  globe. 

Magnet  was  unsuccessful.  Later  x-rays 
with  movement  of  the  globe  showed  foreign 
body  to  be  located  behind  the  eyeball.  In- 
jury was  a double  perforation  of  the  globe. 
This  is  apparent  after  absorption  of  the 
blood  and  healing  of  the  wounds. 

Case  42.  P.  M.  presented  to  me,  in  the 
absence  of  his  oculist,  soon  after  being 
struck  by  a spicule  of  steel,  which  had 
penetrated  the  cornea  1%  mm.  central  to  the 
limbus  at  eight  o’clock,  and  reached  from 
the  posterior  one-third  of  the  corneal  wound, 
through  the  iris  into  the  anterior  lens. 

The  foreign  body  was  removed  through 
the  wound  with  a small  permanent  magnet, 
the  wound  protected  with  a conjunctival 
flap,  and  the  patient  referred  to  his  oculist 
the  following  morning. 

The  eye  did  not  become  quiet  although 
there  was  no  evidence  of  infection  or  com- 
plications directly  attributal  to  the  evident 
trauma. 


An  x-ray  showed  a second  smaller  for- 
eign body  in  the  vitreous.  There  was  only 
the  one  visible  puncture  wound  of  the 
globe.  Following  the  removal  of  the  second 
foreign  body  the  eye  became  white,  vision 
returned  to  normal  and  has  remained  so 
since. 

Case  44.  G.  O.  got  a foreign  body  “on 
the  cornea,”  while  hammering  on  metal. 
This  he  claims  was  immediately  removed 
by  a fellow  workman.  Twenty-four  hours 
later  the  eye  became  red  and  irritated. 
Forty-eight  hours  after  the  injury  he  pre- 
sented with  a superficial  corneal  ulcer  and 
iritis. 

The  x-ray,  magnet,  and  objective  exami- 
nations were  negative  for  an  intraocular 
foreign  body  or  its  path.  The  ulcer  healed, 
eye  became  quiet,  and  patient  was  dis- 
charged in  three  weeks  with  clear  mediae 
and  vision  of  20/20.  Siderosis  developed 
after  fifteen  months  and  patient  lost  the 
eye. 

I believe  there  was  a second  injury, 
known  or  unknown,  to  the  patient. 

Case  66.  A small  foreign  body  that  had 
become  imbedded  in  the  iris  was  removed 
through  the  entrance  wound.  A small 
thread-like  anterior  synechia  remained 
attached  to  the  posterior  lip.  The  eye  re- 
mained irritated  until  this  was  sectioned  at 
the  cornea.  The  eye  quickly  became  quiet 
and  has  remained  so  for  past  eighteen  years. 
Vision  20/30. 

Case  74.  C.  H.  suffered  a scleral  punc- 
ture wound  of  the  right  eye  in  an  “explo- 
sion in  a radio  set.”  Ophthalmoscopic  ex- 
amination was  suspicious  for  foreign  body 
in  vitreous. 

The  x-ray  and  magnet  were  negative. 
The  patient  later  had  the  other  eye  so 
lacerated  by  a “lion”  that  it  had  to  be 
enucleated.  The  primarily  injured  eye  now 
shows  beginning  chalcosis,  especially  evi- 
denced on  the  cortical  surface  of  the  pos- 
terior lens  capsule.  Vision  20/20.  Vitreous 
opacities. 

Conclusions 

1.  Most  intraocular  foreign  bodies  re- 
sult from  hammering. 

2.  Most  of  these  foreign  bodies  pierce 
through  the  outer  zone  of  the  cornea. 

3.  The  magnet  and  x-ray  are  invalu- 
able aids  to  diagnosis,  and  should  aid  in 
choice  of  the  route. 

4.  A good  hand  magnet  with  rheostat 
is  usually  sufficient,  as  it  is  readily  con- 
trolled. 

5.  The  route  of  operation  depends  on 
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the  entrance  wound — the  trauma  and  the  6.  Exact  history,  careful  examination 
size,  shape,  and  location  of  the  foreign  and  complete  records  are  essential, 
body.  State  Tower  Bldg. 
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Discussion 


Dr.  M.  H.  Newton,  Little  Falls — After 
reviewing  the  paper  written  by  Dr.  Gillette, 
there  appears  little  that  I can  add  other 
than  my  appreciation  for  such  exacting  data 
and  the  opportunity  in  appearing  on  the 
program  with  such  capable  teachers. 

The  management  of  an  intraocular  for- 
eign body  case  presents  very  little  differ- 
ence in  the  small  community  in  which  I 
live  than  in  a larger  medical  center.  There 
is,  however,  this  exception:  We  take  our 
own  x-rays  and  are  dependent  on  our  own 
interpretation  of  pictures.  All  suspicious 
cases  are  rayed  and  if  a foreign  body  is 
found  a stereo  is  made  with  a double  ex- 
posure plate  with  rotation  of  the  eyeball 
in  the  long  axis  of  the  body  to  determine 
whether  the  foreign  body  is  in  or  outside 
the  globe:  If,  after  this  procedure,  the 
foreign  body  is  proven  to  be  intraocular, 
the  patient  is  referred  to  the  nearest  locali- 
zation x-ray — twenty-two  miles  distant. 

Another  difference  in  a smaller  com- 
munity presents  itself  in  the  fact  that 
nearly  everyone  knows  or  knows  of  every- 
one else  and  this  social  relationship  must 
not  interfere  with  professional  and  scien- 
tific judgment.  In  other  words,  the  sense 
of  triumph  for  the  individual  patient  and 
the  doctor  at  a successful  delivery  of  an 
intraocular  foreign  body,  as  though  that 
dramatic  event  signalized  the  end  instead 
of  the  beginning  of  a long  drawn-out  strug- 
gle against  slow  degenerative  processes, 
should  not  overshadow  the  conservative 
and  detailed  preliminary  examination  and 
aftercare  which  Dr.  Gillette  stresses.  In  this 
same  community,  where  the  public  at  large 
is  cognizant  of  all  details,  the  surgeon  who 
allows  an  eye  to  degenerate  without  at- 
tempting the  removal  of  the  offending  for- 
eign body  subjects  himself  to  severe  criti- 
cism. With  all  these  factors  in  mind,  I am 


the  more  impressed  with  Dr.  Gillette’s  ad- 
monition that  in  attempting  a removal  a 
prompt,  dexterous,  and  efficient  technic 
must  be  followed,  with  the  minimum  of 
added  trauma  so  that  the  damage  already 
done  by  the  entrance  of  a foreign  body  is 
not  increased  by  its  emergence. 

Dr.  Gillette’s  reference  to  the  aftercare 
and  my  own  reference  to  our  community 
life  reminded  me  of  the  following  case  inci- 
dent which  I shall,  with  your  permission, 
very  briefly  mention: 

On  April  9,  1935,  W.H.F.,  aged  thirty-five, 
came  to  my  office  with  the  history  that  ten  min- 
utes previously  while  striking  steel  with  a ham- 
mer a foreign  body  flew  in  the  left  eye.  The 
vision,  when  I first  saw  this  man  was  20/30  O.U. 
uncorrected.  The  foreign  body  could  be  seen 
with  the  ophthalmoscope  to  the  nasal  side  of 
the  nerve  head.  This  patient  was  referred  imme- 
diately to  the  Hospital  where  ice  packs  were  to 
be  employed  but  the  patient  insisted  on  first 
going  home  to  see  his  wife  who  was  that  day 
threatened  with  pneumonia.  That  same  night 
a vain  attempt  was  made  with  the  hand  magnet 
to  remove  the  foreign  body  through  a scleral  in- 
cision well  back  between  the  internal  and  in- 
ferior recti.  The  following  day,  the  patient  was 
referred  twenty-two  miles  distant  for  a localiza- 
tion. Again  the  patient  insisted  on  visiting  his 
wife  before  returning  to  the  Hospital.  That 
night  an  unsuccessful  attempt  was  made  to 
remove  the  offending  body  with  a giant  magnet. 
At  each  operative  procedure  the  eye  was  a 
little  traumatized  and  no  effort  was  made  to 
introduce  the  magnet  tip  into  the  wound.  The 
following  day  (April  11)  at  the  insistence  of 
patient’s  employers,  patient  was  taken  to  Sche- 
nectady, a distance  of  sixty  miles  where  they 
(the  employers)  knew  the  foreign  body  could 
be  removed,  but  at  the  General  Electric  Hospital 
further  interference  was  denied.  Patient  again 
visited  his  wife  on  his  return  to  Little  Falls. 
Two  days  later  patient’s  wife  was  brought  into 
the  Hospital  moribund  and  died  a few  hours 
after  admittance.  Patient  at  any  cost  insisted 
on  seeing  his  wife  this  day.  During  the  next 


Number  S] 


INTRAOCULAR  FOREIGN  BODIES 


331 


three  days  he  was  fairly  quiet  although  was  of 
course  under  a great  emotional  strain.  On 
April  16,  he  visited  his  wife’s  bier  although  he 
did  not  attend  the  funeral.  A week  later  he  was 
discharged  from  the  hospital.  He  returned  to 
work  in  thirty-four  days.  His  vision  corrected 
to  normal  with  lenses  and  now  over  two  years 
following  operation  the  eye  is  quiet  and  vision 
normal  with  correction. 

This  is  by  way  of  illustration  to  show  how 
differently  patients  are  influenced  by  their 
environment  in  a small  community. 

Dr.  Arthur  J.  Bedell,  Albany — Dr. 
Gillette’s  paper  is  appropriate  for  it  again 
opens  the  subject  of  the  proper  handling  of 
patients  who  have  magnetic  intraocular 
foreign  bodies.  He  has  clearly  stated  his 
methods,  and  the  other  discussers  have 
recorded  their  experiences. 

It  seems  to  me  that  the  whole  problem  is 
divided  into  three  distinct  parts,  each  of 
which  is  important,  for  the  end  result 
depends  upon  the  accurate  correlation  of  all 
three : 

1.  The  exact  localization  and  record  of  the 
size  and  shape  of  the  foreign  body. 

2.  The  use  of  the  correct  magnetic  force. 

3.  The  proper  understanding  of  the  mechanical 
principles  underlying  the  removal  of  the  foreign 
body. 

The  localization  must  be  done  by  a com- 
petent radiologist,  who  will  not  only  tell 
the  position  of  the  body,  but  also  its  size 
and  shape.  I believe  that  the  Sweet  method 
of  localization  is  best. 

The  magnet  must  have  sufficient  pulling 
power  to  attract  the  foreign  body  within 
the  globe,  even  if  it  is  enclosed  in  exudate. 
Except  in  extremely  rare  cases,  the  pos- 
terior route  should  be  avoided.  I have  come 
to  this  conclusion  after  many  years  of  ob- 
servation of  my  cases  and  those  of  others. 

The  first  foreign  ophthalmologist  I ever 
met  was  the  renowned  Haab  of  Zurich, 
when  he  visited  Philadelphia  in  1902.  Four 
years  later  it  was  my  good  fortune  to  spend 
some  time  with  him  and  to  be  shown  his 
extensive  collection  of  foreign  bodies  and 
the  objects  from  which  they  came.  His 
method  was  excellent  in  his  hands,  but  for 
many  reasons — I now  believe,  mainly  be- 
cause my  magnets  were  too  weak — I failed 
to  draw  the  foreign  body  into  the  anterior 
chamber  and  I had  to  open  the  globe.  Un- 
fortunately, some  detachments  followed 
rather  brilliant  operations. 

To  succeed  by  the  anterior  route  the 
magnet  must  have  reserve  power.  I do  not 
believe  that  any  of  the  ordinary  magnets 
on  the  market  have  sufficient  strength  to 
withdraw  small  embedded  intraocular  for- 
eign bodies.  I have  a special  magnet  which 
is  most  powerful  and  so  delicately  balanced 
that  it  can  be  easily  controlled. 


The  magnet  must  be  so  manipulated  that 
serious  damage  to  the  eyeball  is  avoided 
and  this  cannot  be  done  without  a very 
complete  and  thorough  understanding  of 
magnetic  forces.  I further  believe  that 
unless  one  has  an  extremely  powerful  mag- 
net he  is  not  fair  to  the  patient  when  he 
attempts  removal  and  causes  excessive  dam- 
age before  the  case  is  sent  elsewhere. 

To  summarize,  I believe  that  a foreign 
body  should  be  exactly  localized,  the  mag- 
net should  be  of  the  most  powerful  type 
and  manipulated  with  the  greatest  skill. 

Nonmagnetic  foreign  bodies  call  for  the 
closest  association  of  radiologist  and  oph- 
thalmologist. The  Cross  method  is  to  be 
preferred. 

Dr.  Harold  H.  Joy,  Syracuse — As  Dr. 
Gillette  has  stated  there  is,  as  a rule,  little 
danger  of  sympathetic  ophthalmia  occurring 
as  the  result  of  an  intraocular  foreign  body. 
Of  nearly  1500  cases  of  intraocular  foreign 
bodies  which  have  been  reported  in  the  lit- 
erature in  the  past  few  years  sympathetic 
involvement  occurred  in  only  four.  The 
hazard  is  probably  no  greater  than  that  fol- 
lowing other  types  of  accidental  perforat- 
ing wounds.  This  incidence  has  been  esti- 
mated all  the  way  from  .08  to  as  high  as 
five  per  cent. 

While  every  effort  should  be  made  to 
remove  promptly  an  intraocular  foreign 
body,  its  presence  does  not  necessarily  add 
to  the  danger  of  sympathetic  ophthalmia. 
Of  the  cases  reported  by  Duggan  and 
others,  foreign  bodies  had  been  retailed  for 
as  long  as  twenty  years  without  involvement 
of  the  fellow  eye. 

A foreign  body  is  only  an  agent  of  in- 
fection as  is  any  other  penetrating  object. 
If  it  is  septic  the  infection  has  already  been 
introduced  regardless  of  its  extraction, 
while  if  it  is  aseptic  it  may  remain  quietly 
in  the  globe  for  years.  Even  if  siderosis 
occurs,  it  does  not  add  to  the  danger  of 
sympathetic  ophthalmia.  While  there  may 
be  the  theoretical  consideration  that  a re- 
tained foreign  body  may  sometimes  act  as 
a secondary  focus  of  infection,  such  a con- 
dition if  it  ever  occurs,  must  be  exceedingly 
rare. 

On  the  other  hand,  the  removal  of  a re- 
tained foreign  body  is  not  without  danger, 
for  the  operation  is  occasionally  followed 
by  sympathetic  inflammation.  There  was  one 
such  case  in  the  series  which  I reported  to 
this  Society  two  years  ago. 

If  a foreign  body  has  been  present  for  a 
long  time  and  if  the  eye  remains  quiet,  the 
danger  of  removing  the  foreign  body  may 
overbalance  the  danger  of  leaving  well 
enough  alone. 
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Effect  Upon  the  Nasal  Mucosa  of  Man  and  Monkey 

Harry  K.  Tebbutt,  M.D.,  Albany 


Until  a comparatively  recent  period 
the  field  of  endocrinology  was  far  from 
adequately  understood.  However,  within 
the  past  few  years  a great  deal  of  valu- 
able scientific  work  has  been  accom- 
plished. The  volume,  however,  is  far  too 
great  to  be  referred  to  in  this  paper. 

There  is  one  reference,  however,  which 
should  be  mentioned;  that  is  the  work 
done  by  Mortimer  and  his  coworkers  of 
Montreal.  They  showed  that  the  injec- 
tion of  a female  hormone  into  a group 
of  monkeys  caused  reddening  and  some- 
times swelling  of  the  superior  and  inferior 
turbinates. 

Several  years  ago,  Dr.  James  B.  Hamil- 
ton of  Yale  University,  came  to  the 
Albany  Medical  College,  Union  Univer- 
sity, to  continue  his  studies  in  endocrin- 
ology. Among  the  various  problems  he 
has  been  working  on  was  the  action  of 
male  hormones  in  the  treatment  of  cryp- 
torchidism. This  work  was  carried  on 
with  funds  from  various,  sources  and  with 
male  hormone  supplied  by  the  Ciba  Com- 
pany of  Basel,  Switzerland.  This  sub- 
stance is  unique  in  that  it  is  the  first  time 
that  it  has  been  produced  synthetically  in 
quantities  sufficient  to  conduct  extensive 
experiments. 

Being  familiar  with  the  work  of  Morti- 
mer, the  question  arose  as.  to  whether 
this  male  hormone  would  produce  similar 
changes  in  the  nasal  mucosa.  The  mater- 
ial in  this  paper  will  be  confined  to  this 
phase  of  the  problem. 

Materials  and  Methods 

Animals : Twenty-two  immature  rhesus 
monkeys,  weighing  from  1.2  to  2.2  kilo- 
grams, were  selected  and  divided  into 
three  groups.  (Table  I) 


I wish  to  acknowledge  the  valuable  assistance 
given  us  by  Dr.  Arnold  F.  Judge,  of  Albany, 
who  has  recently  been  bearing  an  equal  share 
of  this  burden. 


All  injections,  were  given  in  one  c.c.  of 
peanut  oil,  since  the  amount  and  the  type 
of  oil  are  known  to  influence  the  effect 
of  the  hormone.6 

For  nasal  inspection  an  assistant  entered 
the  animal  cages,  selected  each  monkey 
in  turn  and  held  the  animal  against  the 
mesh  wire  of  the  cage  in  such  a manner 
that  the  face  fitted  snugly  in  an  opening 
in  the  mesh.  Thus,  with  only  moderate 
excitement  of  the  monkeys,  three  ob- 
servers who  remained  outside  the  cage, 
were  enabled  to  examine  the  animals, 
without  knowledge  aforehand  of  the 
monkey’s  identity. 

With  a small  otoscope,  study  was  made 
of  the  nasal  cavity  with  reference  to  the 
amount  of  congestion,  swelling,  and  secre- 
tion. After  examination  of  the  nasal 
cavity,  inspection  was  made  of  the  sex 
skin  and  genital  organs  for  comparison 
with  nasal  changes.  Injection  was.  given 
at  completion  of  the  observations.  Draw- 
ings in  color  were  made  by  an  unpreju- 
diced artist  unacquainted  with  the  prob- 
lem. 

To  understand  the  nasal  regions  exhibit- 
ing changes  it  is  necessary  to  appreciate 
the  anatomy  of  the  nasal  chamber  of  the 
monkey,  especially  with  regard  to  the 
manner  in  which  it  differs  from  that  of 
the  human. 

Humans:  Nasal  inspection  was  done 
on  a group  of  boys  and  men  who  were 
receiving  testosterone  propionate  for  va- 
rious conditions,  e.g.,  cryptorchidism,  im- 
potence (absence  of  penile  erection), 
hypogonadism,  and  acne.  In  this  group 
are  five  boys  ranging  from  eighteen 
months  to  fifteen  years,  a twenty-seven 
and  a forty-three  year  old  man.  Draw- 
ings in  color  were  made  as  in  the  monkeys. 

Results 

After  a week  or  more,  marked  increase 
in  the  congestion,  swelling,  and  secretion 
was  seen  in  the  animals  receiving  massive 
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daily  dosages  of  androgens.  Reddening 
of  the  circumgenital  skin  and  development 
of  the  genitalia  of  both  males  and  fe- 
males6 was  observed,  but  the  onset  was 
not  necessarily  concomitant  with  the  earl- 
iest appearance  of  nasal  phenomena.  In- 
creased vaginal  secretion  was  seen  in  the 
females  but  smears  revealed  no  definite 
changes  in  vaginal  cell  types. 

In  monkeys  receiving  injections  three 
X weekly,  no  nasal  changes  were  observed 
for  a longer  period.  They  appeared  first 
after  doses  of  four  mgm.,  later  in  one 
animal  receiving  one  mgm.  It  failed  to 
appear  in  three  weeks  in  animals  receiv- 
ing mgm.  or  less.  It  is  well  to  remem- 
ber in  any  quantitive  measurement  of 
response  that  the  condition  of  the  animal 
is  a significant  factor.  The  monkey  quar- 
ters used  in  the  experiments  are  small, 
so  that  several  shipments  of  animals  were 
used  at  different  times,  hence,  the  monkeys 
may  well  have  varied  in  their  capacity  to 

Table  I 


Group  Animals  Hormone 

1 (a)  3 Males  3-15  mg.  testosteroneacetate  or 

2  Females  propionate  daily  for  21  days. 

(b)  5 Males  Doses  graded  from  1/64  mg. 

1 Female  to  4 mg.  given  1-3  X weekly. 

2 1 Female  15  mgm.  testosterotone  propion- 

ate and  ketohydroxyoestrin* 
10,000  international  units. 

3 6 Males  Control. 

4  Females 


* Theelin  supplied  through  the  courtesy  of  Parke 
Davis  & Co. 

respond  to  the  hormones.  Nevertheless, 
it  appeared  definite  that  there  was  a 
longer  latent  period  in  the  appearance  of 
nasal  changes  when  smaller  dosages  or 
infrequent  administration  were  employed. 

Histologically,  congestion  and,  in  par- 
ticular, perivascular  edema  were  the  most 
striking  changes.  Although  considerable 
moisture  was  encountered  during  nasal 
inspection  of  the  injected  monkeys  when 
they  were  alive,  definite  growth  changes 
in  the  mucous  glands  were  not  ascer- 
tained. It  may  be  possible  that  the  in- 
creased liquid  material  observed  in  the 
living  state  was  in  part  associated  with 
the  congestion  and  edema  of  this  region. 

Humans:  As  in  monkeys,  swelling  and 
congestion  of  the  turbinates  were  obvious 
in  the  humans.  Perhaps  the  redness  was 
an  even  deeper  color. 


Histological  studies  of  the  humans 
were  not  done. 

Discussion 

Medical  workers,  have  long  been  inter- 
ested in  the  specialized  areas  of  nasal 
passages  where  vicarious  menstruation 
and  changes  in  pregnancy  have  been  ob- 
served. A definite  relationship  between 
the  function  of  these  regions  and  the 
presence  of  the  female  sex  hormone  has 
been  conclusively  shown  by  Mortimer  and 
coworkers..  The  present  data  demonstrate 
that  male  hormone  substances  also  influ- 
ences the  state  of  this  region,  both  in 
the  female  as  well  as  in  the  male  monkey 
and  in  the  human  male.  Possibly  clinical 
treatment  of  underdevelopment  or  hypo- 
function  of  this  nasal  region  with  hor- 
monal substances  may  be  of  use.  The 
twenty-seven-year  old  hypopituitary  case 
exhibited  pronounced  nasal  response.  At 
present  androgenic  substances  are  being 
employed  in  the  study  of  atrophic  rhini- 
tis. Caution  should  be  observed,  however, 
in  the  use  of  androgenic  substances  in 
females,  for  they  exert  a direct  masculin- 
izing action,  particularly  upon  homo- 
logues,  of  those  organs  which  in  the  male 
respond  to  male  substances.  This  is  es- 
pecially marked  in  the  development  of 
Skene’s  ducts  into  prostatic  type  of  organ7 
and  the  clitoris  into  a penile-like  structure.8 

The  narrowing,  congestion,  and  mucous 
secretion  of  the  nasal  passageway  is.  signi- 
ficant in  regard  to  warming  of  inspired 
air  and  in  infectious  processes.  It  is  well- 
known  that  there  is  normally  a sheet  of 
mucous  material  which  is.  continually 
passed  back  by  ciliary  action  to  the 
pharynx  and  emphasis  is  laid  upon  the 
importance  of  this  in  preventing  con- 
tinued lodging  of  material  on  nasal  areas. 
It  would  seem  worthwhile  to  study  the 
effect  of  gonadal  hormones  upon  the  for- 
mation and  movement  of  this  nasal  sheet. 

It  is  worthy  of  note  that  Hartman8  has 
been  unable  to  produce  nasal  changes,  in 
rodents  with  estrogens,  although  such 
phenomena  can  be  obtained  in  primates. 
There  seems  to  be  species  difference  and 
the  question  might  be  raised  as  to  addi- 
tional presence  of  menstrual  endometrial 
tissue  in  animals  which  have  nasal 
changes. 
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Summary 

1.  In  twelve  monkeys  and  seven  hu- 
mans, testosterone  acetate  and  propionate 
effected  changes  on  specialized  nasal  areas. 

2.  These  changes  produced  by  andro- 
gens occurred  in  both  male  and  female 
monkeys.  Grossly  congested  swelling  and 
fluid  formation  were  observed.  Histolo- 
gically, perivascular  edema  was  pro- 
nounced. 

3.  The  nasal  areas  affected  are  similar 
to  those  which  exhibit  vicarious  menstru- 
ation. Discussion  is  given  as  to  possible 


physiological  significance  in  warming  of 
inspired  air  and  in  prevention  of  infec- 
tion, and  therapeutic  use  in  conditions  of 
undervelopment  and  hyposecretion. 

240  State  St. 
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Discussion 


Dr.  D’Arcy  McGregor,  Buffalo — I feel 
highly  honored  but  somewhat  bewildered  at 
the  responsibility  of  attempting  to  discuss 
such  a technical  paper  as  the  one  which 
Dr.  Tebbutt  has  just  presented.  Since  this 
paper  offers  a virtually  new  avenue  of 
therapy  in  our  specialty,  I believe  it  deserves 
careful  consideration. 

A survey  of  the  literature  available  to 
me  would  indicate  that  the  physiologic 
relationship  between  the  nose  and  sexual 
apparatus  has  been  recognized  for  a long 
time.  The  periodic  engorgement  of  the 
nasal  mucosa  coincident  to  menstruation 
first  attracted  attention.  It  was  noted  that 
these  changes  were  most  consistently  seen 
in  certain  definitely  localized  areas  and  the 
term  “genital  spots”  was  employed  to  de- 
scribe them. 

Stimulation  of  these  genital  points  caused 
reflex  changes  in  the  sexual  organs  although 
no  definite  nervous  pathway  could  be  traced 
which  might  explain  the  course  of  the  reflex 
action. 

At  the  same  time,  it  was  noted  that  reflex 
phenomena — sneezing  or  coryza — were  fre- 
quently associated  with  coitus  and  menstru- 
ation. 

Thus  it  was  apparent  that  since  intranasal 
disturbances  resulted  from  stimuli  origin- 
ating in  the  reproductive  system  it  was  quite 
possible  that  the  reciprocal  relationship 
might  establish  a logical  basis  for  assuming 
that  certain  derangements  of  the  sexual 
function  might  be  treated  intranasally. 

The  most  practical  application  of  these 
early  theories  was  in  the  study  and  treat- 
ment of  dysmenorrhea.  Rhinologists  at  the 
insistence  of  gynecologists  cauterized  the 
genital  spots  with  trichloracetic  acid  and 
the  actual  cautery  or  applied  anesthetics 
such  as  cocaine,  apparently  in  an  effort  to 
disrupt  the  reflex  pathway. 


Opinions  as  to  the  efficacy  of  this  treat- 
ment varied  widely,  some  observers  were 
convinced  that  their  results  were  consistently 
satisfactory,  others  could  see  no  virtue  in 
it,  while  a third  group  reported  that  in 
selected  cases  some  relief  might  be  expected. 

Under  these  circumstances  it  was  not  to 
be  wondered  at  that  interest  in  the  subject 
waned  from  lack  of  enthusiasm. 

In  a recent  paper  Mortimer,  Wright,  and 
Collip  sum  up  the  situation  in  the  following 
paragraph:  “Since  1912  the  literature  on 
Naso-Genital  relationship  has  been  slight, 
and  for  the  most  part  consists  of  case  re- 
ports of  nasal  dysmenorrhoea,  vicarious 
bleeding  from  the  nose,  etc.  It  would  appear 
that  the  nasal  treatment  of  dysmenorrhea 
is  much  less  in  vogue  today  and  that  the 
nature  of  the  physiological  relationship  be- 
tween the  sex  organs  and  the  nose  has 
become  a problem  of  diminished  interest.” 

Recently  there  has  appeared  to  be  a 
revival  of  interest  in  this  subject  and  ap- 
proaching the  problem  from  the  point  of 
view  that  the  activities  might  be  due  to  the 
influence  of  hormones  the  literature  again 
begins  to  contain  many  references.  The 
Journals  of  Endocrinology  carry  articles  on 
the  intranasal  administration  of  pituitrin 
particularly  for  diabetes  insipidus  and  for 
the  induction  of  labor,  describing  the  method 
as  efficient,  easy,  and  safe. 

Dr.  Tebbutt  reports  that  after  administer- 
ing hormones  for  varying  periods  the  nasal 
mucous  membranes  showed  very  definite 
changes  characterized  generally  by  thicken- 
ing and  increased  vascularity. 

It  may  well  be  that  this  is  the  type  of 
research  that  will  provide  the  answer  to 
many  of  the  perplexing  problems  of  our 
particular  field  and  Dr.  Tebbutt  is  to  be 
congratulated  upon  the  energy  and  initia- 
tive he  has  shown  in  undertaking  this  study. 
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Extraotitic  meningitis  may  be  encoun- 
tered during  the  course  of  any  severe  in- 
fection and  may  occur  in  many  forms  of 
intoxication  (meningismus).  It  may  be 
purulent  or  nonpurulent. 

Among  the  nonpurulent  forms,  tubercu- 
losis meningitis  is  the  most  important.  It 
usually  occurs  in  children  but  may  also 
be  met  with  in  adults.  For  weeks  before 
the  acute  syndrome  becomes  manifest, 
there  is  noted  a change  in  the  mood  and 
attitude  of  the  patients.  Children  cease 
to  play,  complain  of  pain  in  the  legs,  sit 
quietly  by  themselves,  and  occasionally 
complain  of  headache ; they  show  impair- 
ment of  appetite,  nausea  with  occasional 
vomiting,  and  drowsiness.  In  such  cases 
a diagnosis  of  gastric  disturbance  is  fre- 
quently made.  After  a short  prodromal 
period  there  is  a sudden  outburst  of 
meningeal  signs  and  symptoms;  some  ex- 
hibit the  hydrocephalic  cry  which  wakes 
the  child  from  sleep. 

Children  with  vague  digestive  disturb- 
ances and  alterations  of  mood  should  not 
be  considered  cases  of  primary  acidosis 
but  this  grouping  of  symptoms  should 
arouse  the  suspicion  of  tuberculous  menin- 
gitis. There  is  usually  an  irregular  fever, 
and  the  march  of  events  continues  rapidly, 
with  death  in  about  three  weeks. 

The  meningitic  lesion  is  most  pro- 
nounced at  the  base ; hence  the  frequency 
of  ocular  palsies.  The  exudate  follows 
the  fissures  and  pial  vessels.  The  path- 
ological changes  may  be  part  of  a general 
miliary  process  (hence  the  importance 
of  x-ray  examination  of  the  chest)  or  may 
occur  as  an  apparently  primary  process 
following  an  old  tuberculoma  of  the  brain. 
There  may  be  tuberculous  foci  in  the 
glands,  in  the  bones,  kidneys  or  lungs : at 
times,  one  observes  tuberculides  in  the 
skin. 

Cases  of  tuberculous  meningitis  have 
been  described  in  children  who  have 
been  exposed  to  a tuberculous  servant  in 


the  home.  I recall  such  an  instance  in  my 
own  practice. 

In  the  early  stages,  we  find  a slow, 
irregular  pulse,  and  other  evidences  of 
vagus  irritation.  The  white  cell  count 
usually  shows  a leukopenia  with  a ten- 
dency to  polynucleosis.  At  times  there 
may  be  a moderate  leukocytosis.  Occa- 
sionally, the  exudate  in  tuberculous 
meningitis  is  purulent  (in  the  rapidly 
fatal  cases),  but  in  most  instances  the 
spinal  fluid  is  clear  and  under  increased 
pressure ; the  protein  content  is  increased ; 
there  is  a pleocytosis,  consisting  chiefly  of 
lymphocytes.  A coagulum  forms  in  the 
form  of  a fine  filament  in  which  the  tuber- 
cle bacilli  can  frequently  be  demonstrated. 
The  sugar  content  falls  and  the  figure  for 
chlorides  is  below  600.  There  may  be  a 
positive  tryptophan  reaction. 

The  deep  reflexes  are  usually  dimin- 
ished ; this  is  especially  true  of  the  knee 
jerks.  Frequently  there  is  retention  of 
urine.  In  very  young  infants  we  may 
find  a tense  fontanelle.  Tubercles  may 
occasionally  be  seen  in  the  choroid. 

The  most  common  pyogenic  form  of 
extraotitic  meningitis  is  the  epidemic 
form.  This  usually  comes  on  acutely, 
with  chills,  fever,  and  vomiting.  The 
spinal  fluid  is  characteristic  (cloudy,  puru- 
lent, and  containing  gram-negative  organ- 
isms). In  the  septic  cases  the  blood  cul- 
ture may  be  positive.  These  may  run 
their  course  without  meningeal  signs.  In 
some  cases  the  spinal  fluid  does  not  show 
the  bacteria  early  in  the  disease.  It  is 
important  to  remember  that  cultures  may 
be  sterile  if  the  fluid  is  cooled  in  trans- 
portation. 

In  most  cases  of  meningococcus  menin- 
gitis there  is  first  an  upper  respiratory 
catarrh.  Later,  there  follows  a blood 
stream  infection  and  finally,  meningitis 
supervenes. 

The  clinical  picture  of  epidemic  menin- 
gitis is  differentiated  from  the  tuberculous 
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variety  by  the  presence  of  severe  con- 
stitutional disturbances  and  more  pro- 
nounced meningeal  signs.  In  the  severe 
cases  of  epidemic  meningitis  (especially 
the  septic  form)  we  find  excessive  per- 
spiration, swelling  of  the  joints,  herpes, 
and  purpuric  spots ; hence,  the  name 
spotted  fever.*  We  can  distinguish  this 
disease  from  typhus  by  demonstrating 
the  organism  in  meningitis  and  by  the 
presence  of  a positive  Felix  Weil  reaction 
in  typhus. 

Pathologically,  epidemic  meningitis  re- 
sembles the  pneumococcic  form.  In  both 
of  them  the  convexity  of  the  brain  is 
chiefly  involved.  Therefore  the  focal 
signs  in  epidemic  meningitis  are  usually 
not  basilar  in  type.  I have,  however,  oc- 
casionally observed  cases  of  this  type  of 
meningitis  that  presented  ocular  palsies 
suggestive  of  a basilar  process. 

Choked  disk  may  occasionally  be  en- 
countered owing  to  the  presence  of  hydro- 
cephalus. Difficulties  in  hearing  (even 
complete  deafness)  and  amblyopia  or  total 
blindness  may  occur  as  sequelae  of  the 
disease.  The  process  may  also  eventuate 
in  dementia. 

If,  in  a case  of  purulent  meningitis,  the 
source  of  infection  cannot  be  determined, 
it  is  safe  to  assume  that  the  meningococ- 
cus is  the  infecting  agent;  hence  we 
should  give  serum  immediately  and  con- 
tinue to  do  so  until  the  organism  is  iden- 
tified. 

The  organism  is  gram-negative.  It 
secretes  chiefly  an  endotoxin.  There  are 
several  types  and  strains  of  this  organism, 
hence  the  varying  effects  of  the  adminis- 
tration of  serum. 

If  the  meningeal  picture  is  prolonged 
beyond  seven  days,  treatment  is  inefficient. 
The  prolongation  of  symptoms  may  also 
be  due  to  loculation  of  fluid  in  the  sub- 
arachnoid spaces.  In  the  early  stages,  the 
spinal  fluid  may  be  normal.  In  the  ac- 
tively treated  cases,  as  the  process  heals, 
the  fluid  becomes  clearer,  the  organisms 
disappear,  the  albumin  content  falls,  and 
the  sugar  figure  rises. 

There  are  occasional  atypical  cases  of 


*1  recall  the  case  of  a child  which  was  ad- 
mitted to  the  hospital  in  stupor.  She  presented 
signs  of  a fulminating  sepsis,  a diffuse  petechial 
rash,  and  a positive  blood  culture,  with  the 
organisms  crowding  the  leukocytes  in  the  blood 
smear. 


meningococcemia  with  prolonged  low 
grade  fever,  arthritis,  endocarditis,  and 
otitis  which  are  quite  baffling  to  the 
clinician  until  the  blood  culture  unmasks 
the  disease. 

The  diagnosis  is  easy  in  epidemic  times. 
But  when  it  occurs  sporadically,  this  form 
of  meningitis  must  be  differentiated  from 
various  other  meningeal  syndromes. 

Meningismus,  which  accompanies  acute 
infections,  is  accompanied  by  a clear  men- 
ingeal effusion  with  fewer  cells  and  with- 
out organisms.  This  form  of  meningitis 
may  be  due  to  hypersecretion  or  defective 
absorption. 

Serous  meningitis  (term  suggested  by 
Quincke)  shows  fluid  under  increased  in- 
trathecal pressure  and  containing  an 
increased  amount  of  albumin.  The  dis- 
tinction between  meningismus  and  serous 
meningitis  is  still  not  clear.  This  condi- 
tion has  sometimes  been  called  a non- 
tuberculous  hydrocephalus.  It  may  be  due 
to  trauma,  toxic  factors  (e.g.  alcoholic 
wet  brain),  angioneurotic  edema,  or 
venous  stasis. 

Symonds  has  recently  called  attention 
to  a syndrome  which  he  terms  otitic  hydro- 
cephalus because  it  is  most  frequently 
encountered  in  the  course  of  otitic  disease. 
It  manifests  itself  clinically  by  the  pres- 
ence of  a marked  papilledema,  an  incidence 
of  bilateral  external  rectus  paralysis,  and 
evidences  of  high  intrathecal  tension.  The 
spinal  fluid  is  usually  clear,  free  from  or- 
ganisms, or  any  striking  increase  in  the 
protein  content.  The  pressure  readings 
are  frequently  400  mm.  of  water  and  over. 
In  contrast,  however,  to  these  findings, 
the  patients  present  very  little  constitu- 
tional disturbance  and  a striking  sense  of 
well-being.  These  cases,  as  a rule,  recover 
after  repeated  lumbar  punctures,  but  occa- 
sionally subtemporal  decompression  may 
become  necessary  in  order  to  save  vision. 
I have  carried  out  encephalography  in 
some  of  these  cases  and  have  found  sug- 
gestive evidence  of  internal  hydrocepha- 
lus, apparently  not  due  to  obstruction  at 
the  foramina  of  exit  from  the  ventricles, 
but  rather  due  to  changes  in  the  absorp- 
tive mechanism  and  blocking  of  the  path- 
ways in  the  arachnoid  villi  (hydrocephalus 
aresorptorius  of  Foerster,  or  communi- 
cating hydrocephalus  of  Dandy). 

I recall  a case  of  viridans  sepsis  with 
evidence  of  multiple  embolic  lesions  in  the 
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brain  which  were  accompanied  by  a low 
grade  purulent  meningitis. 

Occasionally  we  encounter  instances  of 
so-called  cerebral  poliomyelitis  without 
frank  evidence  of  spinal  involvement* 
These  cases  constitute  the  so-called  men- 
ingitic forms  of  infantile  paralysis. 

Meningitis  may  at  times  be  simulated 
by  encephalitis,  either  primary  or  second- 
ary to  the  exanthemata.  In  these  cases 
the  meningeal  signs  are  usually  less  pro- 
nounced. The  protein  content  of  the 
spinal  fluid  is  very  little  above  the  normal ; 
the  pleocytosis  is  not  very  marked,  and 
the  sugar  content  usually  remains  at  or 
near  the  normal  figure  (at  times  it  may 
be  elevated  above  the  normal).  There 
are  also  the  evidences  of  a far-flung  in- 
fection in  the  central  nervous  system  with 
phenomena  referable  to  the  midbrain,  the 
basal  ganglia,  and  the  nerve  roots. 

Subarachnoid  hemorrhage  may  occur 
during  the  course  of  arteriosclerosis  and 
hypertension,  subacute  endocarditis  (with 
the  incidence  of  a mycotic  aneurysm  in 
the  brain)  or  on  the  basis  of  a congenital 
anomaly  in  the  vessels  of  the  circle  of 
Willis.  Occasionally,  it  is  encountered  in 
neoplasm  of  the  brain  or  in  some  of  the 
blood  dyscrasias,  but  most  of  the  cases  are 
the  result  of  rupture  of  an  intracranial 
aneurysm  arising  from  one  of  the  branches 
of  the  circle  of  Willis.  The  onset  is  usually 
sudden,  with  pain  in  the  head,  vomiting, 
and  rapid  development  of  either  stupor 
or  coma,  depending  on  the  extent  of  the 
bleeding.  If  the  patient  does  not  succumb 
within  the  first  twenty-four  hours,  there 
usually  develops  a secondary  meningeal 
syndrome,  with  a positive  Kernig  sign, 
nuchal  rigidity,  fever,  leukocytosis, 
bradycardia,  and  other  evidences  of  in- 
creased intracranial  pressure.  The  spinal 
fluid  is  characteristic.  It  is  uniformly 
bloody.  After  sedimentation,  the  super- 
natant fluid  is  xanthochromic.  The  pic- 
ture slowly  subsides  and  the  patient  re- 
covers. There  may  be  a history  of  a 
number  of  such  episodes  before  the  fatal 
termination. 

Luetic  meningitis  may  occur  in  the  sec- 
ondary stage  of  lues  or  in  the  later  stages 
of  the  disease.  The  process  usually  mani- 
fests itself  by  multiple  cranial  nerve  pal- 
sies due  to  lesions  at  the  base,  the 
incidence  of  diabetes  insipidus  from  in- 
volvement of  the  tuber  cinereum,  and 


other  signs  of  central  nervous  disease.  The 
spinal  fluid  shows  the  characteristic  pleo- 
cytosis, increased  protein  content,  positive 
Wassermann  reaction,  and  alterations  in 
the  colloidal  gold  curve.  In  the  exudative 
stage,  the  symptoms  yield  readily  to  ac- 
tive antiluetic  therapy. 

Sympathetic  meningitis  (first  described 
in  1913  by  Plaut,  Rehm,  and  Schottmul- 
ler)  occurs  as  a neighborhood  phenome- 
non secondary  to  local  suppuration  in  the 
upper  respiratory  tract  (in  the  ears  or 
the  sinuses).  It  is  abacterial  and  is  usu- 
ally promptly  relieved  by  the  elimination 
of  the  foci  of  suppuration.  It  is  very 
similar  in  nature  to  the  forms  of  pleurisy 
which  develop  in  the  course  of  sub- 
phrenic  suppuration.  The  cellular  reac- 
tion in  the  spinal  fluid  may  be  either 
lymphocytic  or  polynuclear. 

Influenzal  meningitis  is  a fairly  frequent 
occurrence.  The  reaction  in  the  spinal 
fluid  is  usually  that  of  any  other  form  of 
suppurative  meningitis.  It  is  almost  in- 
variably fatal,  but  I have  encountered  one 
case  with  recovery  following  repeated 
lumbar  punctures. 

Torula  meningitis  is  due  to  the  invasion 
of  the  subarachnoid  space  by  the  yeast 
fungus.  I had  an  opportunity  (many 
years  ago)  to  observe  such  a case  which 
presented  a meningeal  syndrome  with 
multiple  cranial  nerve  palsies,  simulating 
tuberculous  meningitis.  The  organisms 
were  finally  identified  as  Torula  and  the 
patient  succumbed  after  a number  of 
months. 

Actinomycosis  is  a rare  infection  of  the 
central  nervous  system  usually  secondary 
to  a similar  process  in  the  skull  or  as  a 
metastatic  lesion  from  a focus  in  the  lung. 
It  appears  in  the  guise  of  a purulent 
meningitis  with  cranial  nerve  palsies, 
shows  a tendency  to  remissions  and  ex- 
acerbations, but  ultimately  ends  fatally. 
We  have  recently  had  an  opportunity  to 
observe  such  a case  at  Beth  Israel  Hos- 
pital. 

Meningitis  may  also  follow  in  the  wake 
of  trauma  to  the  skull,  either  soon  after 
the  incidence  of  the  fracture  or  some 
time  later.  The  line  of  fracture  may  be 
only  microscopic.  We  encountered  such 
a case  which  followed  fracture  in  the 
occipital  region  and  which  terminated  in 
an  abscess  in  the  occipital  lobe  with  sec- 
ondary meningitis. 
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In  our  early  work  on  encephalography, 
we  met  with  a number  of  instances  in 
which,  following  the  introduction  of  air, 
the  patient  developed  a meningeal  syn- 
drome with  a polynucleosis  varying  from 
5,000  to  20,000  and  fever.  As  a rule,  this 
syndrome  subsided  in  forty-eight  hours, 
and  was  abacterial.  The  same  type  of 
purulent  meningitis  may  follow  the  intro- 
duction of  serum.  I have  observed  a num- 
ber of  instances  of  aseptic  meningitis 
following  spinal  anesthesia. 

Suppurative  epimeningitis  is  a condition 
usually  due  to  the  staphylococcus.  It  fol- 
lows in  the  wake  of  a low  grade  staphylo- 
coccus sepsis  with  the  formation  of  a 
metastatic  focus  either  in  the  bodies  of 
the  vertebrae  or  in  the  epidural  tissues. 
The  meningeal  signs  are  usually  limited 
to  the  lower  part  of  the  body.  There  are 
sensitive  pressure  spots  over  the  vertebrae. 
In  the  early  stages  the  spinal  fluid  may  be 
clear.  Later  on,  it  becomes  purulent.  In 
one  instance  which  came  under  my  obser- 
vation, the  spinal  fluid  was  clear  and  yet,  a 
staphylococcus  was  recovered  from  a cul- 
ture of  the  cerebrospinal  fluid.  It  was 
probably  introduced  as  the  needle  passed 
through  the  infected  epidural  zone.  If 
these  cases  are  recognized  early  and 
drained  promptly,  many  of  them  recover. 
This  is  true  especially  of  the  cases  in 
which  the  meningitic  process  has  not  be- 
come too  active. 

Occasionally,  subdural  hematoma  may 
simulate  a meningitic  syndrome.  These 
hemorrhages  into  the  subdural  space  are 
apt  to  occur  following  relatively  slight 
trauma,  and  in  cases  which  show  no  evi- 


dence of  fracture  or  concussion.  There 
is  slow  oozing  into  the  subdural  space 
with  the  gradual  accumulation  of  a con- 
siderable layer  of  clot,  usually  over  the 
convexity  of  the  brain.  The  patients 
gradually  develop  headache,  slowing  of 
the  pulse,  suggestive  focal  signs,  phe- 
nomena of  meningeal  irritation,  and  at 
times,  low  grade  fundus  changes.  They 
are  apt  to  pass  alternately  into  a low 
grade  stupor  and  then  emerge  into  a state 
of  relative  well-being.  Aerographic  stud- 
ies are  very  helpful  in  doubtful  cases  and 
a trephine  exploration  gives  prompt  re- 
lief in  most  instances. 

In  recent  years,  the  syndrome  of  acute 
benign  lymphocytic  meningitis  has  come 
up  for  consideration  in  the  diagnosis  of 
meningeal  syndromes.  But  the  march  of 
events  in  these  cases  is  usually  towards 
recovery. 

Finally,  we  must  bear  in  mind  that  oc- 
casionally a primary  sarcomatosis  of  the 
meninges  or  a secondary  carcinomatosis 
of  the  coverings  of  the  brain  may  give 
rise  to  a meningeal  syndrome.  In  these 
cases  the  spinal  fluid  is  usually  xantho- 
chromic, rich  in  protein  and  cell  elements, 
and  occasionally  the  tumor  cells  can  be 
identified  in  smears  of  the  spinal  fluid. 
In  these  cases  we  meet  with  multiple 
cranial  nerve  palsies  or  polyneuritic 
manifestations,  or  both.  We  recently  re- 
ported a case  of  a primary  pinealoma  with 
diffuse  seeding  metastases  throughout  the 
subarachnoid  space.  This  patient  pre- 
sented oculomotor  palsies  with  polyradi- 
cular  signs  and  symptoms  and  the  charac- 
teristic spinal  fluid  already  described. 
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CONFERENCE  ON 

The  Third  Annual  Postgraduate  Institute, 
offering  an  intensive  and  interesting  study 
of  the  Diseases  of  the  Digestive  Tract,  will 
be  conducted  by  The  Philadelphia  County 
Medical  Society  from  March  28  to  April 
1 inclusive. 

The  program  to  be  held  in  the  Bellevue- 
Stratford  Hotel,  Philadelphia,  has  been  de- 
signed to  meet  the  needs  of  all  members  of 
the  profession,  but  particularly  those  in 
general  practice. 

Physicians  from  fourteen  States  having 
attended  last  year’s  institute,  an  invitation 
to  attend  the  1938  session  has  been  extended 
to  the  members  of  all  County  Societies. 


DIGESTIVE  DISEASES 

Lecturers,  seventy-three  in  number,  have 
been  selected  from  among  the  foremost 
teachers  in  this  great  medical  center.  While 
approaching  the  subject  from  specialized 
viewpoints,  the  presentations  will  be  of  a 
strictly  practical  nature  and  of  real  value 
to  the  general  practitioner,  who  finds  diges- 
tive conditions  occupy  a considerable  por- 
tion of  his  time. 

The  only  charge  is  a $5.00  registration 
fee  to  cover  the  Institute’s  expenses. 

Additional  information  may  be  secured 
from  your  County  Society  or  from  The 
Philadelphia  County  Medical  Society,  21st 
and  Spruce  Streets,  Philadelphia,  Pa. 


PROTAMINE  AND  INSULIN  THERAPY 

One  Year’s  Experience 

Herbert  Pollack,  M.D.  and  Herman  Lande,  M.D.,  New  York  City 
From  the  Medical  Service  of  Dr.  George  Baehr  and  the  Diabetic  Clinic,  Mount  Sinai  Hospital 


It  can  be  said  that  the  more  closely  one 
approximates  the  normal  physiological 
changes,  the  more  ideal  the  therapy.  Ra- 
tional therapy  in  diabetes  means  the  avoid- 
ance of  the  intense  fluctuations  in  blood 
sugar  concentration  and  the  control  of  the 
glycosuria.  It  is  logical  to  think  of  the 
insulin  secretion  in  the  normal  individual 
as  being  present  continuously  throughout 
the  day.  It  is  difficult  to  conceive  of  in- 
sulin secretion  stopping  at  any  time  in  the 
normal.  This  continuous  secretion  is  un- 
questionably a basal  requirement  of  the 
body.  It  is  true  that  conditions  vary  from 
day  to  night,  but  compensatory  provisions 
have  been  made  by  the  body. 

The  regular  commercial  insulin  exerts 
its  maximum  activity  after  a latent  period 
of  from  fifteen  minutes  to  one  hour.  Its 
activity  is  comparatively  evanescent  and 
is  complete  within  four  to  six  hours.  The 
variability  of  the  latent  period  of  the  in- 
sulin and  the  intensity  and  comparatively 
short  duration  of  its  activity  make  it  dif- 
ficult to  achieve  perfect  control.  It  is 
customary  to  measure  the  capacity  of  a 
diabetic  to  dispose  of  glucose  in  terms  of 
the  total  number  of  grams  of  glucose  me- 
tabolized in  the  twenty-four  hour  period. 
This  concept  does  not  take  into  account 
the  rate  at  which  the  glucose  enters  the 
blood  stream.  The  maximum  tolerance 
of  the  diabetic  patient  for  glucose  is  de- 
pendent upon  four  factors : 

1.  Amount  of  glucose  liberated  into  the 
blood  stream. 

2.  Time  over  which  this  absorption  takes 
place. 

3.  Intensity  of  the  insulin  activity. 

4.  Time  during  which  the  insulin  exerts 
its  action. 

The  time  factor,  then,  becomes  of  im- 
portance both  from  the  point  of  view  of 
the  glucose  as  well  as  from  the  insulin. 
It  is  common  clinical  experience  that  the 
intravenous  administration  of  glucose  can 
be  tolerated  by  normal  individuals  with- 
out the  production  of  a glycosuria  provid- 
ing the  time  factor  is  considered.  Wood- 
yatt,  Wilder,  Sansom,  Jordan,  Pollack, 


and  others  have  shown  that  the  tolerance 
must  be  regarded  and  measured  in  terms 
of  velocity  as  well  as  of  total  weight  of 
injected  glucose.  It  is  not  surprising  that 
diabetic  patients  may  tolerate  a definite 
amount  of  carbohydrate  in  a twenty- four 
hour  period  when  it  is  administered  in 
frequent  small  feedings,  which  would  pro- 
duce glycosuria  if  given  in  the  three  cus- 
tomary meals. 

The  clinical  difficulties  encountered  in 
the  control  of  the  glycosuria  of  the  dia- 
betic patients  were  at  times  almost  insur- 
mountable with  the  commercial  insulin 
available.  The  effort  was  made  to  have 
the  time  of  maximum  absorption  of  the 
carbohydrate  coincide  with  the  time  of  the 
maximum  activity  of  the  injected  insulin. 
This  was  not  always  possible.  These  dif- 
ficulties led  to  the  use  of  such  devices  as 
multiple  insulin  injections  or  multiple 
feeding  schedules.  As  these  procedures 
were  not  compatible  with  the  usual  social 
activities,  the  attempt  was  made  to  find  a 
method  whereby  the  action  of  the  insulin 
could  be  prolonged.  Various  mixtures  as 
insulin  and  adrenalin,  insulin  and  oil,  in- 
sulin and  metallic  salts,  and  insulin  and 
tannic  acid  were  tried.  For  numerous 
reasons  these  proved  to  be  impractical. 

In  1936  Hagedorn,  Jensen,  and  Krarup1 
published  their  work  on  a slow-acting  in- 
sulin preparation.  They  had  found  that 
when  crystalline  insulin  is  allowed  to  re- 
act with  a protamine,  a compound  is 
formed  which  is  insoluble  at  the  pH.  of 
mammalian  serum.  Such  an  insulin  com- 
pound could  be  suspended  in  an  aqueous 
medium  and  injected  in  the  subcutaneous 
tissues  where  a deposit  was  formed.  The 
tissue  fluids  acted  on  this  compound  to 
release  the  insulin  over  a period  of  twenty- 
four  to  thirty-six  hours.  By  this  means 
the  insulin  activity  could  be  extended  over 
the  whole  day.  Since  their  original  an- 
nouncement a great  deal  of  work  has  been 
done  on  the  use  of  this  preparation  in 
the  treatment  of  clinical  diabetes.  Their 
original  method  involved  the  use  of  pro- 
tamine and  insulin  as  well  as  regular  in- 
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sulin.  They  demonstrated  that  the  sharp 
peak  in  blood  sugar  changes  usually  seen 
three  or  four  hours  after  the  injection  of 
ordinary  insulin  was  largely  avoided  by 
the  use  of  the  protamine  and  insulin  mix- 
tures. They  observed  no  local  ill-effects 
and  no  allergic  reactions.  They  obtained 
their  best  results  by  giving  the  patients 
ordinary  insulin  in  the  morning  and  pro- 
tamine insulin  in  the  evening,  or  by  giv- 
ing the  protamine  and  insulin  at  twelve 
hour  intervals.  Root  and  his  coworkers2 
in  Boston  corroborated  these  results  in 
all  respects.  They  emphasized  that  be- 
cause of  its  slow  action  this  preparation 
might  not  be  satisfactory  in  diabetic 
emergencies  during  infections  or  acidosis. 
Scott  and  Fisher3,4  working  on  the  Amer- 
ican continent  found  that  the  protamine 
obtained  from  the  Pacific  salmon  worked 
as  well  as  the  original  trout  protamine 
suggested  by  the  Danish  investigators. 
They  also  showed  that  the  addition  of 
zinc  facilitated  the  formation  of  the  pro- 
tamine insulin  complex.  They  explained 
the  slow  activity  of  the  protamine  com- 
pounds on  the  basis  of  insolubility  alone. 
Several  months  later  Joslin  and  Root  and 
their  associates5  published  the  results 
summarizing  the  therapy  of  ninety-one 
patients  with  protamine  and  insulin  mix- 
tures. In  the  light  of  this  increased  ex- 
perience, they  were  able  to  elaborate  their 
earlier  results.  They  found  a greater 
liberality  in  carbohydrate  distribution  pos- 
sible than  they  had  originally  suspected. 
Their  indications  for  the  use  of  the  pro- 
tamine and  insulin  were:  (1)  high  fasting 
sugars,  (2)  avoidance  of  multiplicity  of 
insulin  injections,  (3)  sensitivity  to  insulin 
as  indicated  by  frequency  of  reactions, 
(4)  hepatomegalia,  (5)  lipodystrophy. 
They  also  suggested  its  possible  value 
in  mild  diabetics  with  hyperlipemia 
and  in  cardiac  cases  in  whom  hypo- 
glycemic reactions  must  be  avoided. 
Gray6  compared  the  value  of  insulin  tan- 
nate  with  insulin  and  protamine.  He 
found  that  insulin  tannate  produced 
numerous  local  reactions  because  of  bac- 
terial contaminations.  In  the  same  pa- 
tients he  was  able  to  compare  the  two 
preparations  and  found  both  equally  effec- 
tive. Gray  observed  the  subcutaneous 
lumps  and  skin  reactions  with  protamine 
insulin  as  well  as  with  the  tannate.  He 
preferred  the  tannate  for  general  usage 


because  of  its  availability  and  cheapness. 
Rabinowitch7,8  lists  the  contradindications 
for  the  use  of  protamine  as : coma,  infec- 
tion, and  emergency  pre-  and  postopera- 
tive treatment  of  surgical  diabetics.  He 
was  quite  impressed  with  Scott’s  state- 
ment that  zinc  is  a normal  constituent  of 
insulin  regardless  of  the  method  of  prep- 
aration. He  found  clinically  that  the 
addition  of  zinc  to  the  extent  of  one  mil- 
ligram per  500  units  of  insulin  definitely 
prolonged  the  activity  up  to  thirty-six 
hours  in  some  patients.  He  observed  a 
latent  period  of  approximately  ten  days 
before  complete  efficiency  of  the  prota- 
mine and  insulin  preparations  could  be 
attained.  He  found  this  type  prepara- 
tion most  efficacious  in  cases  which  had 
required  multiple  injections.  He  was 
particularly  impressed  with  the  large 
amounts  of  insulin  which  could  be  toler- 
ated without  hypoglycemic  reactions. 
Campbell,  Fletcher,  and  Kerr9  observed 
that  diets  very  high  in  carbohydrate  and 
low  in  fat  were  apparently  less  suitable 
for  this  type  of  treatment.  They  observed 
the  postprandial  glycosuria  after  break- 
fast which  they  overcame  by  timing  the 
injections  one  to  three  hours  before  this 
meal  and  by  the  use  of  a supplementary 
dose  of  regular  insulin.  Richardson  and 
Bowie10  summarized  the  literature  with 
the  following  conclusions : 

1.  Protamine  compounds  act  more  slowly 
than  regular  insulin. 

2.  They  act  over  a much  longer  period  of 
time. 

3.  These  mixtures  are  accompanied  by 
fewer  hypoglycemic  reactions. 

4.  They  steady  the  blood  sugar  levels. 

5.  The  full  effect  is  shown  about  five 
days  after  the  time  of  the  first  injection. 

6.  Patients  report  a definite  subjective  im- 
provement. 

There  have  been  numerous  reports 
from  various  clinics  dealing  with  their 
individual  results  under  different  condi- 
tions. Winnett11  reported  fairly  satisfac- 
tory results  in  four  cases.  He  apparently 
experienced  considerable  difficulty  with 
hypoglycemic  reactions.  Conklin12  pub- 
lished the  results  of  the  treatment  of  three 
cases.  Palmer  and  Capaccio13  summar- 
ized the  results  of  their  treatment  of 
sixteen  patients.  They  were  fairly  success- 
ful with  the  single  dose  method  of  admin- 
istration. Smith14  used  two  doses  daily 
at  twelve  hour  intervals.  He  also  noted 
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the  disturbance  of  control  during  the 
transition  from  the  regular  to  the  prota- 
mine insulin  lasting  up  to  ten  days.  He 
treated  twenty-five  patients  including  age 
groups  to  seventy  years  with  satisfactory 
results.  Waring  et  al15  reported  experi- 
ences with  fourteen  patients  ranging  in 
age  from  13  to  51  years.  He  reported 
better  control  of  fasting  blood  sugars 
and  decreased  blood  sugar  fluctuations. 
The  hypoglycemic  reactions  were  gen- 
erally fewer  and  milder.  He  observed  no 
difference  in  action  between  the  prota- 
mine and  insulin  compound  with  or  with- 
out zinc.  Boyd16  published  her  results 
on  the  treatment  of  twenty-five  diabetic 
children.  She  states  that  there  is  a wider 
margin  of  safety  in  errors  in  the  dose  of 
insulin  as  well  as  in  the  food  taken.  She 
concludes  that  with  protamine  there  is 
better  control  of  the  disease  and  that  fewer 
injections  per  day  are  necessary.  Black17 
reports  six  cases,  his  best  results  being  in 
the  so-called  insulin  sensitive  group. 
Bowcock18  accomplished  perfect  control 
in  most  of  his  sixteen  cases  using  the  sin- 
gle dose  method  of  administration.  Sprague, 
Blum,  Osterberg,  Kepler,  and  Wilder19 
presented  an  excellent  summary  of  their 
early  experiments  with  the  insulin  pro- 
tamine compounds.  They  demonstrated 
conclusively  the  complete  absence  of  a 
prompt  response  to  this  preparation  as 
well  as  the  prolongation  of  its  activity  for 
at  least  thirty-six  hours.  Many  hypo- 
glycemic reactions  were  observed  with 
their  early  cases  which  were  character- 
istically less  violent  than  those  following 
the  use  of  regular  insulin.  They  were 
among  the  first  to  point  out  the  necessity 
of  supplementary  doses  of  regular  insulin 
during  the  first  few  days  of  the  transition 
to  the  protamine  therapy.  They  used 
protamine  preparations  as  an  adjunct  in 
the  treatment  of  diabetic  infection  and 
ketonic  coma. 

Krarup’s  original  statement  said: 

It  is  very  uncertain  how  much  can  be 
gained  for  the  treatment  of  diabetes  mellitus 
by  a uniform  prolonged  absorption  of  in- 
sulin during  the  day,  even  though  it  is  prob- 
able that  a considerable  improvement  can 
be  obtained  in  certain  cases;  whereas  there 
seems  that  much  can  be  said  for  the  idea  that 
slow  and  uniform  absorption  during  the 
night  will  always  be  a great  advantage. 

Krarup  originally  treated  his  diabetic 
patients  with  protamine  insulin  in  the 


evening  and  the  old  insulin  in  the  morn- 
ing. He  found  this  method  of  treatment 
much  more  satisfactory  than  the  exclu- 
sive use  of  the  old  insulin.  It  has  been 
found  that  his  theoretical  arguments  do 
not  hold  true.  In  this  country,  as  sug- 
gested by  Wilder,  there  is  conclusive  evi- 
dence that  the  single  dose  of  insulin  with 
protamine  in  the  morning  can  effectively 
control  diabetes.  One  reason  for  Krarup’s 
early  success  with  his  protamine  prepara- 
tion is  in  part  due  to  the  diets  which  he 
used.  While  the  total  carbohydrate,  fat, 
and  protein  content  of  his  diets  do  not 
differ  from  those  in  this  country,  the 
source  of  the  carbohydrates  are  completely 
different.  The  Danish  diet  contains  a 
minimum  of  fruits  and  other  sources  of 
soluble  sugars.  The  American  diets  con- 
tain liberal  quantities  of  readily  absorbed 
sugar.  It  is  good  practice  in  prescribing 
diets  for  patients  using  protamine  and  in- 
sulin to  determine  their  optimum  carbo- 
hydrate distribution  with  the  conventional 
three  meal  habit.  Many  patients  will 
show  periodic  glycosurias  when  the  car- 
bohydrate distribution  follows  the  usual 
Yin  Vz  division.  Glycosuria  may  oc- 
cur shortly  after  breakfast  and,  as  is 
usually  the  case  in  these  patients,  there 
is  a late  night  hypoglycemia.  The  dis- 
tribution of  y,  2/s,  % or  y5,  y5,  y5  is 
better  tolerated  without  altering  the  in- 
sulin dosage.  It  is  also  better  to  avoid 
the  use  of  the  immediately  available  sugars 
such  as  orange  or  other  fruit  juice  which 
produce  greater  fluctuations  in  the 
glycemic  levels.  Cereals,  breads,  and 
vegetables  are  a better  source,  as  the  glu- 
cose is  liberated  more  slowly,  uniformly, 
and  over  a longer  period  of  time.  The 
latter  type  of  carbohydrate  is  much  more 
suitable  for  use  with  the  new  slow-acting 
insulin.  Occasionally  the  simple  expedi- 
ent of  substituting  cereal  for  fruit  at 
breakfast  will  eliminate  the  temporary 
postprandial  glycosuria  and  also  the  neces- 
sity for  a supplementary  dose  of  the  old 
rapidly-acting  insulin.  The  successful 
use  of  protamine  and  insulin  will  require 
the  individualization  of  the  diets  to  a 
greater  extent  than  previously.  However 
the  advantages  of  the  new  therapy  are  so 
great  as  to  make  this  factor  negligible. 

The  procedure  in  this  series  was  to 
admit  the  patients  to  the  hospital  for  a 
preliminary  period  of  study.  Diabetic 
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patients  who  had  been  under  observation 
in  our  clinic  for  at  least  three  years  were 
chosen  as  the  subjects  for  the  first  studies. 
Those  patients  who  were  difficult  to  con- 
trol and  who  presented  a real  problem  in 
management  were  first  given  the  prota- 
mine and  insulin.  This  was  done  in  order 
to  subject  the  new  agent  to  as  severe  a 
test  as  possible.  After  a period  of  stabili- 
zation with  regular  insulin  and  a weighed 
diet,  the  twenty- four  hour  blood  sugar 
cycle  was  determined.  Bloods  were  drawn 
by  capillary  puncture  at  6:30,  9,  11  a.m., 
4 and  11  p.m.  The  meals  were  served  at 
7:30  and  11 :30  a.m.,  and  4:30  p.m.  The 
blood  sugar  concentrations  were  deter- 
mined by  the  micro  method  of  Schaffer 
and  Hartman.  Protamine  insulin  was 
then  administered.  In  the  first  few  cases 
the  procedure  as  advocated  by  Hagedorn 
and  followed  by  Root  was  used,  namely, 
a morning  dose  of  regular  insulin  and  a 
mid-afternoon  dose  of  protamine  insulin. 
In  subsequent  cases,  following  a per- 
sonal communication  by  Wilder,  the  single 
morning  dose  method  was  used.  When 
the  glycosuria  had  been  controlled,  an- 
other twenty- four  hour  blood  sugar  cycle 
was  determined. 

In  all  respects  our  results  confirmed 
those  of  the  Danish,  Boston,  and  Mayo 
Clinic  investigators.  The  maximum  ac- 
tivity of  the  drug  was  noted  on  the  third 
to  the  fifth  day  after  the  onset  of  its  ad- 
ministration. The  most  striking  effect 
was  the  leveling  of  the  fluctuations  in  the 
blood  sugar  concentration  variations. 
J.Z.  (Chart  I)  had  blood  sugar  varia- 
tion from  40  to  350  mgs.  daily.  After 
protamine  therapy  had  been  stabilized, 
the  blood  sugar  varied  from  80  to  135, 
well  within  the  normal  limits. 

The  technic  of  administration  and  the 
gauging  of  the  dosage  is  different  from 
that  employed  in  the  use  of  the  regular 
insulin.  These  patients  have  been  ob- 
served in  the  outpatient  department  now 
for  several  months.  Many  facts  were 
learned  concerning  the  common  errors 
made  in  its  administration.  Patients  must 
be  instructed  carefully  in  the  technic  of 
the  withdrawal  of  the  insulin  from  the 
bottle.  Since  this  admixture  contains  a 
slight  excess  of  the  protamine  which  ex- 
erts its  protein-like  action  on  the  surface 
tension,  frothing  of  the  liquid  occurs 
very  easily.  Hence  when  the  usual  technic 


of  forcing  air  into  the  vial  is  followed 
and  the  air  forced  up  through  the  prota- 
mine suspension,  considerable  frothing 
occurs.  This  has  two  disadvantages  : 
first , an  uneven  redistribution  of  the  sus- 
pension, and  second,  a waste  owing  to  the 
inability  of  utilizing  almost  y2  c.c.  in 
each  bottle.  It  becomes  quite  important 
to  instruct  the  patients  to  put  the  air  in 
first,  with  the  vial  in  the  upright  position, 
and  then  turn  the  bottle  over  and  with- 
draw the  required  amount. 

The  time  and  technic  of  withdrawal  is 
also  important.  Many  patients  slowly 
withdraw  the  plunger  to  the  mark.  This 
allows  at  times  for  a visible  settling  of  the 


Chart  I 


suspension.  Consequently,  the  first  few 
times  a bottle  is  used  more  insulin  than 
is  calculated  is  withdrawn.  This  can  easily 
be  checked  by  asking  the  patient  to  bring 
in  their  partially  used  vials  at  their  regu- 
lar visits.  When  a group  of  several  vials 
are  examined  side  by  side,  the  difference 
in  density  of  the  turbidity  can  easily  be 
seen.  The  instructions  must  be  explicit 
on  the  resuspension  of  the  precipitate  each 
time  immediately  before  the  vial  is  used. 
Many  patients  will  agitate  the  bottle  care- 
fully and  get  a uniform  suspension.  Then 
they  set  it  aside  and  prepare  the  syringe, 
and  without  further  shaking,  withdraw  the 
insulin.  This  is  not  proper  technic  and 
leads  at  times  to  severe  insulin  reactions. 
After  the  initial  stabilization  period,  prac- 
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tically  all  shocks  could  be  traced  to  im- 
proper handling  of  the  insulin  by  both  pa- 
tients and  nurses. 

At  first  it  was  said  that  the  protamine 
insulin  lost  its  activity  in  three  to  five 
days  of  standing.  It  has  been  found  that 
standing  up  to  fourteen  days  does  not 
impair  its  activity  when  kept  cold.  If 
the  mixture  is  allowed  to  stand  for  any 
length  of  time  in  a warm  room,  the  pre- 
cipitate will  adhere  to  the  glass  and  con- 
sequently lose  part  of  its  available  activity. 
It  has  been  necessary  for  the  patients  to 
bring  in  their  empty  protamine  vials  to 
check  this.  The  syringes  should  be  cool, 
dry,  and  sterile  at  the  time  of  use.  A 
24  to  25  gauge  needle  is  preferable. 

These  difficulties  described  have  been 
obviated  in  part  by  the  introduction  of 
certain  stabilizing  agents,  namely  zinc 
salts.  The  preparation  which  we  have 
used  has  been  supplied  through  the  cour- 
tesy of  the  manufacturers,  Eli  Lilly  & 
Company,  Indianapolis,  Ind.,  and  is  now 
available  in  single  vial  packages.  The 
vial  contains  the  mixture  of  Insulin,  Pro- 
tamine and  Zinc.  It  is  quite  stable  within 
the  limits  of  the  time  stamped  on  the 
package.  The  ease  of  management  by 
the  patient  and  its  definite,  uniform  ac- 
tivity make  it  practical  for  general  dis- 
tribution. The  amount  of  zinc  present  is 
said  to  be  one  mgm.  in  each  500  units  of 
insulin.  This  is  well  within  the  toler- 
ance of  the  normal  human  being.  It 
must  be  clearly  understood  that  certain 
of  our  early  prejudices  against  this 
preparation  have  been  eliminated  since 
the  introduction  of  zinc  stabilized  mix- 
ture. Reactions  with  the  protamine  and 
insulin  preparation  may  be  as  violent  as 
those  with  the  regular  insulin.  Fortun- 
ately, after  the  first  few  cases  we  did  not 
observe  them  very  often.  Subjectively, 
the  patients,  feel  better  with  the  new  in- 
sulin. Psychically,  of  course,  there  is  a 
tremendous  relief  especially  in  the  wage 
earners  and  school  children  who  are 
forced  to  take  midday  doses. 

The  daily  dose  of  regular  insulin  re- 
quired is  determined  for  the  patient. 
Protamine  insulin  to  the  extent  of  ap- 
proximately three-quarters  of  the  amount 
of  the  regular  insulin  is  then  ordered  to 
be  given  daily  about  thirty  minutes  be- 
fore breakfast.  Regular  insulin  in  five 
unit  doses  is  given  immediately  before 


each  of  the  three  meals  on  the  first  day. 
Rarely  if  ever  will  one  observe  hypo- 
glycemic reactions  with  this  regime.  The 
patient  is  instructed  to  collect  the  frac- 
tional urine  specimens  during  the  suc- 
ceedings  days.  These  specimens  are  col- 
lected immediately  before  each  meal  and 
at  bedtime.  From  the  amount  of  gly- 
cosuria present  the  supplementary  dose 
of  regular  insulin  is  varied.  In  the  event 
of  a complete  absence  of  sugar  in  the 
urine  before  any  one  meal,  regular  in- 
sulin is  omitted.  At  the  end  of  four  to 
six  days  the  regular  insulin  is  omitted 
in  all  patients  and  the  urines  followed 
closely  to  determine  the  peak  incidence 
of  glycosuria  during  the  day.  Usually 
one  finds  this  is  within  an  hour  after 
breakfast.  The  diet  is  then  rearranged 
so  that  the  carbohydrate  distribution  is 
shifted  to  Ys,  Ys,  If  the  glycosuria 
occurs  at  bedtime  or  immediately  after 
supper,  the  shift  is  to  Ys,  Ys.  This 
regime  is  followed  for  at  least  forty- 
eight  hours  and  another  series  of  urines 
are  analyzed.  If  the  postprandial  glyco- 
suria is  not  eliminated  by  this  simple  pro- 
cedure, then  the  fruits  are  eliminated 
from  the  offending  meal  and  carbohy- 
drates are  substituted  in  the  form  of  the 
complex  starches.  This  method  has  been 
found  to  be  satisfactory  in  the  majority 
of  the  cases.  If  the  patient  complains  of 
headache  or  mild  hypoglycemic  reac- 
tions on  awakening  in  the  morning  or  if 
the  fasting  blood  sugars  are  excessively 
low,  then  fruit  juices  are  ordered  to  be 
taken  immediately  upon  arising  even  be- 
fore the  protamine  injection  for  the  day. 
This  amount  of  carbohydrate  is  of  course 
deducted  from  the  regular  breakfast.  We 
have  found  it  preferable  to  avoid  the  use 
of  fruits  at  supper  time  as  a matter  of 
routine.  This  means  that  all  the  carbo- 
hydrate given  at  this  particular  meal  is 
of  the  type  that  is  slowly  digested  and 
slowly  absorbed  so  that  its  activity  is  pro- 
longed throughout  the  long  interval  until 
the  next  meal. 

As  can  be  seen  by  reading  the  proto- 
cols, certain  of  these  patients  could  not 
be  brought  under  perfect  control  by 
means  of  the  single  injection  of  prota- 
mine insulin  compound  daily.  These 
were  the  patients  who  showed  rapidly  ele- 
vated blood  sugar  concentrations  imme- 
diately after  breakfast,  lasting  at  the 
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most  for  about  one  hour.  The  delayed 
action  of  the  protamine  insulin  does  not 
allow  for  the  control  of  this  short  period. 
Up  to  the  time  of  the  writing  of  this,  re- 
port, this  type  of  reaction  has  been  han- 
dled by  the  supplementary  injection  of 
the  old  insulin  at  the  same  time,  but  in 
doses  no  larger  than  five  to  ten  units. 
The  supplementary  dose  has  been  given 
with  a separate  syringe  in  a different  part 
of  the  body.  These  patients  therefore 
required  two  injections  daily.  The  ad- 
vantage remains,  however,  that  the  in- 
jections are  both  given  early  in  the  morn- 
ing, while  the  patient  is  still  at  home  and 
has  all  required  facilities.  This  frees 
him  for  the  rest  of  the  day  from  any 
bother.  Patients  express  their  opinion 
that  they  prefer  the  new  insulin  because 
of  their  freedom  during  working  hours. 

One  patient  was.  found  to  be  allergic 
to  protamine  and  insulin.  However  this 
patient  was  also  sensitive  to  crystalline 
insulin  as  well  as  all  brands  of  com- 
mercial insulin  available.  No  fat  atrophy 
has  been  observed.  The  regular  insulin 
syringe  has,  to  be  discarded  in  many  cases 
because  the  single  dose  technic  may  re- 
quire up  to  100  units  at  a time. 

One  of  the  aims  of  this  new  therapy 
is  simplification  in  administration ; the 
required  preliminary  hospitalization 
period  defeated  its  own  purpose.  Con- 
sequently, we  attempted  to  change  from 
the  standard  insulin  to  the  protamine  in 
ambulatory  patients.  This,  is  quite 
feasible  in  a limited  group.  In  the  mark- 
edly brittle  cases  the  transition  is  too 
dangerous  to  be  carried  out  unless  the 
patient  will  submit  to  a short  period  of 
hospitalization.  T.  F.  (Case  8)'  illustrates 
this,  point.  She  required  four  injections 
a day  of  the  standard  insulin  (40-20- 
20-15,  the  latter  being  a midnight  dos- 
age). Protamine  insulin  therapy  was  in- 
troduced starting  with  a preliminary 
dosage  of  one-half  the  amount  of  the 
required  standard  insulin.  This  was 
gradually  increased  to  seventy-five  units, 
thirty  minutes  before  breakfast  daily. 
At  present  the  patient’s  urine  shows  no 
glycosuria  and  she  is  having  no  periods 
of  hypoglycemia.  During  the  transition 
period,  however,  the  patient  had  a se- 
vere reaction  while  riding  in  the  subway, 
lost  complete  consciousness,  and  awoke 
to  find  herself  in  a strange  hospital  in 


another  borough.  Fortunately,  no  seri- 
ous damage  was  done,  but  potentially 
this  presents  a menace. 

The  ambulatory  introduction  to  the 
therapy  is  now  limited  to  the  milder 
cases  where  it  is  a question  of  conve- 
nience to  take  only  one  injection  daily. 

There  is  no  doubt  that  protamine  and 
insulin  therapy,  properly  stabilized,  repre- 
sents a distinct  advance  in  the  treatment 
of  the  diabetic  patient.  The  juvenile  and 
adolescent  diabetics  until  recently  pre- 
sented a pathetic  problem.  These  un- 
fortunate children  were  practically  social 
outcasts  because  of  the  fact  that  they 
were  known  to  take  injections  many 
times  daily,  and  because  of  their  dietary 
restrictions.  The  psychological  relief  at 
not  having  to  carry  syringes,  needles,  al- 
cohol, cotton,  and  insulin  to  school  for 
their  midday  and  afternoon  injections  is 
tremendous..  The  patient  who  worked 
and  who  had  no  facilities  for  his  mid- 
day injections  frequently  neglected  it 
with  detrimental  effects  upon  the  control 
of  his  diabetes.  With  protamine  and  the 
single  dose  administration,  these  daily 
handicaps  have  vanished.  Hypoglycemic 
reactions  have  not  been  entirely  elimi- 
nated by  the  use  of  protamine  and  insulin, 
especially  during  the  transition  period. 
The  most  common  time  of  the  day  for 
the  occurrence  of  these  reactions  is  dur- 
ing the  early  morning  hours  while  the 
patient  is  sleeping.  The  reason  for  this 
is  quite  obvious  as  this  is  the  time  of  the 
day  the  furthest  removed  from  the  pre- 
vious, meal  and,  as  pointed  out  previously, 
the  protamine  and  insulin  activity  is  prac- 
tically uniform  throughout  the  twenty- 
four  hour  period.  During  the  transition 
period  the  patient  and  the  patient’s  rela- 
tives or  nurses  must  be  thoroughly  in- 
structed in  the  care  of  the  patient  and  in 
the  signs  and  symptoms  to  be  watched 
for  at  these  hours.  Happily,  once  the 
readjustment  has  been  completed,  these 
reactions  are  rare  and  never  very  se- 
vere. In  the  adolescent  and  adult  pa- 
tient the  introduction  of  a small  meal  at 
bedtime  frequently  prevents  this  reaction. 
This  fourth  meal  is  no  hardship,  as  gen- 
erally the  social  conventions  make  it 
more  of  a hardship  to  refrain  from  a late 
evening  supper,  and  the  ultimate  aim  of 
any  therapy  in  a disease  such  as  diabetes 
mellitus  is  to  allow  the  patient  to  live  as 
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normal  a life  as  is  consistent  with  his 
condition.  An  effort  is  made  to  keep  the 
insulin  administration  as  constant  as  pos- 
sible, and  to  vary  the  type  and  total 
amount  of  the  daily  distribution  of  the 
carbohydrates  for  each  individual  patient 
according  to  his  reactions. 

Another  caution  which  must  be  given 
to  those  patients  using  protamine  and  in- 
sulin is  the  danger  of  hypoglycemic  re- 
actions following  unusual  exercise.  This 
is  illustrated  by  a patient  whose  habits 
ordinarily  were  sedentary,  but  who  ran 
two  blocks  for  a street  car  one  morning 
and  precipitated  an  acute  hypoglycemic 
reaction. 

It  is  important,  therefore,  that  the  pa- 
tient carry  with  him  some  form  of  car- 
bohydrate to  be  taken  immediately  be- 
fore or  after  exercise  periods.  One  of 
the  adolescent  diabetics  who  engaged  in 
the  sport  of  basketball  has  learned  to 
drink  one-half  glass  of  orange  juice  be- 
fore the  game  in  which  she  plays.  Regu- 
larity in  the  hours  of  meals  does  not 
have  to  be  as  rigidly  adhered  to  with 
protamine  as  with  standard  insulin.  It 
is  preferable  to  space  the  time  between 
the  meals  as  far  as  possible.  The  ordi- 
nary hospital  routine  calls  for  breakfast 
at  7 :30  a.m.,  with  luncheon  four  hours 
later,  and  the  evening  meal  five  hours 
after  that,  leaving  a free  interval  of  ap- 
proximately fourteen  hours  without  food. 
This  is  not  conducive  to  the  best  insulin 
therapy  especially  with  protamine.  If 
there  is  any  tendency  towards  early 
morning  hypoglycemia,  the  evening  meal 
should  be  taken  as  late  as  possible. 

The  incidence  of  ketosis  has  been 
markedly  decreased  in  the  group  of  pa- 
tients receiving  protamine  and  insulin 
therapy.  With  the  use  of  the  old,  rapidly 
acting  insulin  it  was  not  uncommon  to 
see  the  patient  undergo  periods  of  intense 
glycosuria  associated  with  mild  to  severe 
ketosis.  The  causes  for  these  periods  of 
glycosuria  are  still  unknown.  They  do 
‘occur  at  times,  with  protamine  therapy, 
the  difference  being  that  the  return  to 
the  normal  control  with  protamine  in- 
sulin takes  place  spontaneously  without 
alteration  of  the  insulin  dosage.  One 
also  does  not  see  the  rapid  changes  in 
the  tolerance  which  followed  the  hyper- 
glycemia, and,  as  stated  above,  the 
urines  rarely  show  evidences  of  the 


ketone  bodies  even,  as  has  been  observed, 
when  the  glycosuria  is  present  to  ten 
per  cent. 

The  advantages  of  the  protamine  and 
insulin  therapy  then  become  quite  apT 
parent.  The  chief  one  is  in  the  reduc- 
tion of  the  total  number  of  injections 
required  daily.  It  can  be  seen  on  the 
protocols,  even  though  the  control  of  the 
glycosuria  is  not  always  perfect,  with 
this  new  insulin  it  is  always  equal  to 
and  generally  better  than  that  obtained 
with  the  multiple  dose  method  of  the 
old  insulin.  There  is  in  addition  the 
advantage  of  avoiding  the  preparation 
of  syringes  and  needles  more  than  once 
a day.  In  several  of  the  cases  cited  the 
control  of  the  blood  sugar  as  well  as 
the  glycosuria  has  been  perfect  with  the 
protamine  therapy.  With  these  patients, 
such  control  was  never  achieved  with 
the  standard  insulin.  Another  advantage 
is  the  decrease  in  the  number  of  hypo- 
glycemic reactions.  Rarely  does  one  ex- 
perience severe  reactions  after  the  initial 
transitional  stage.  There  is  no  adequate 
explanation  to  be  offered  for  the  sense 
of  well-being  which  these  patients  ex- 
perience. 

During  the  past  year  a number  of  the 
patients  who  have  been  using  the  prota- 
mine and  insulin  compound  as  well  as 
the  protamine,  insulin  and  zinc  com- 
pound have  had  intercurrent  infections. 
The  effects  on  the  carbohydrate  toler- 
ance of  these  diabetic  patients  is  very 
much  the  same  as  those  observed  in  the 
past  when  the  standard  insulin  was  used. 
It  was  found  that  protamine  insulin 

therapy  should  be  continued  through- 

out the  acute  episode  with  the  addition 
of  small  doses  of  regular  insulin  accord- 
ing to  the  degree  of  glycosuria  and  hypo- 
glycemia. This  means  that  those  pa- 
tients who  normally  received  a single 
dose  of  protamine  and  insulin  before 

breakfast  were  given  supplementary 
doses  of  from  five  to  ten  units  of  regu- 
lar insulin  before  each  of  their  meals 
during  the  time  that  the  tolerance  was 
depressed.  It  is  important  to  note  that 
ketosis  was  conspicuously  absent  in  the 
acute  episodes  even  at  its  onset  in  those 
patients  using  the  slow-acting  insulin. 

This  is  in  decided  contrast  with  our  past 
experience  with  ketosis  which  was  al- 
most always  present  at  least  during  the 
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very  early  stage  of  the  intercurrent  in- 
fection. 

The  use  of  protamine  insulin  zinc 
compound  in  the  management  of  the  post- 
operative and  surgical  diabetic  patients 
represents  a distinct  advance.  In  the 
past  it  has  been  the  custom  on  this  serv- 
ice to  use  the  multiple  insulin  injection 
method  coupled  with  multiple  feeding 
schedules  in  those  postoperative  patients 
whose  diabetes  was  difficult  to  control. 
In  a few  cases  which  we  have  observed, 
a single  dose  of  protamine  and  insulin 
compound  in  the  morning  has  served  to 
control  glycosuria  when  the  multiple 
feeding  schedule  was  maintained.  This 
is  of  particular  value  in  those  post- 
operative cases  where  the  oral  ingestion  is 
limited  to  small  amounts  of  fluids  taken 
at  frequent  intervals.  The  protocols 
given  herein  represent  the  series  of  pa- 
tients who  have  been  under  observation 
for  a period  of  six  months  or  more.  We 
have  in  addition  an  equal  number  of 
patients  who  have  been  under  observa- 
tion for  shorter  periods  of  time.  It  was 
thought  that  this  report  should  be  limited 
to  those  patients  who  have  been  sub- 
jected to  observation  long  enough  to 
evaluate  the  therapy. 

Protocols 

Case  1.  E.  M.,  female,  age  twenty- three. 
Diabetes  of  seven  years  duration.  Re- 
quired insulin  25-5-20.  Frequent  episodes 
of  mild  ketosis.  Glycosuria  fairly  well- 
controlled.  Acute  middle  ear  infection 
August  1936  following  which  protamine 
therapy  was  started.  Seven  months  later 
taking  thirty-five  units  protamine  injected 
single  dose  before  breakfast.  Sugar  free 
in  all  specimens.  No  reactions.  No  ad- 
ditional insulin.  Diet  of  120-60-100,  di- 
vided y3,y3,y3 • Comment:  Patient  doing 
well  on  protamine. 

Case  2.  I.  L.,  male,  aged  twenty-nine. 
Diabetes  ten  years  duration.  Always  dif- 
ficult to  control.  Frequent  episodes  of 
nocturnal  hypoglycemia.  Glycosuria  never 
adequately  controlled.  Received  regular  in- 
sulin in  divided  doses  from  two  to  four 
injections  daily,  totaling  up  to  ninety  units 
daily.  Now  receiving  fifty  units  of  pro- 
tamine and  ten  regular  before  breakfast. 
Diet  150-80-120,  divided  VsY/sA/s-  Com- 
plete disappearance  of  hypoglycemic  epi- 
sodes. Glycosuria  adequately  controlled  ex- 
cept when  patient  goes  on  a spree.  It  is 
to  be  noted  that  even  with  the  diet  indis- 


cretions that  the  severe  fluctuations  in  the 
glycosuria  do  not  occur. 

Case  3.  G.  G.,  female,  age  twenty-two. 
First  patient  to  receive  insulin  at  Mt. 
Sinai  Hospital.  Diabetes  of  fourteen  years 
duration.  Previous  insulin  dosage  of  sixty 
units  daily,  divided  in  two  and  at  times, 
three  injections.  Now  receiving  sixty 
units  of  protamine  once  daily  before  break- 
fast. Excellent  control  of  glycosuria.  No 
hypoglycemic  episodes.  Slow  but  constant 
gain  in  weight  since  the  introduction  of 
protamine.  Diet  125-70-60,  divided 

Case  4.  K.  R.,  female,  age  thirty-five. 
This  patient  particularly  difficult  diabetic 
to  control  at  all  times.  Duration  of  dia- 
betes, ten  years.  Frequent  episodes  of 
hypoglycemia.  Almost  constant  glycosuria 
which  necessitated  several  hospital  admis- 
sions for  control.  Previous  insulin  was 
20-10-10,  but  glycosuria  was  never  con- 
trolled. Now  receiving  one  injection  daily 
thirty-five  units  of  protamine.  Inconstant 
fractional  glycosuria.  No  hypoglycemic 
episodes.  No  ketosis.  Diet  120-60-100. 
2/s,ys,2/s. 

Case  5.  J.  B.,  female,  age  nineteen. 
Duration  of  diabetes  five  years.  Previous 
insulin  eighty  units  daily  divided  into  three 
doses.  Frequent  episodes  of  hypoglycemia 
and  intense  glycosuria.  Now  receiving 
fifty-five  units  of  protamine  once  daily  be- 
fore breakfast.  Entirely  sugar  free.  No 
reactions.  No  ketosis.  Diet  150-80-80 
divided 

Case  6.  G.  K.,  female,  age  sixteen.  Pre- 
vious insulin  thirty  units  daily  divided  in 
two  doses.  Admitted  to  the  hospital  in 
ketosis  at  which  time  she  required  over 
100  units  daily.  Shifted  to  protamine.  Now 
takes  sixty-five  units  once  daily  before 
breakfast.  Control  of  glycosuria  is  ex- 
cellent. Diet  of  145-65-110,  divided 
Vt'A'A-  Occasional  very  mild  late  eve- 
ning hypoglycemia. 

Case  7.  P.  G.,  female,  age  eighteen. 
Diabetes  eight  years  duration.  Always  dif- 
ficult to  control.  Has  never  been  sugar 
free  since  onset  of  diabetes.  Required  four 
doses  daily  of  regular  insulin  totaling  fifty- 
five  units.  Repeated  episodes  of  mild  and 
severe  ketosis.  Now  taking  sixty  units  pro- 
tamine once  daily  before  breakfast.  Glyco- 
suria adequately  controlled.  Diet  of 
130-60-50,  A»A3>A-  One  severe  reaction 
when  patient  refused  to  eat  supper  and 
breakfast  consecutively. 

Case  8.  T.  F.,  female,  age  forty-four. 
Diabetes  three  years  duration.  Previous 
insulin  four  injections  daily  totaling  ninety 
units.  Glycosuria  never  controlled.  Fre- 
quent episodes  of  hypoglycemic  reactions. 
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Now  taking  sixty-five  units  of  protamine 
once  daily.  Glycosuria  well-controlled.  No 
reactions.  Diet  125-60-60  divided  YzY/zY/z- 
Note:  During  transition  period  from  regu- 
lar insulin  to  protamine  insulin  the  patient 
suffered  severe  hypoglycemic  reaction  in 
subway  when  she  was  late  getting  home 
for  lunch.  However,  has  had  none  since. 

Case  9.  M.  T.,  male,  age  fourteen.  Dia- 
betes about  five  years  duration.  Very  dif- 
ficult to  control.  Frequent  episodes  of  hypo- 
glycemia and  transient  ketosis.  Glycosuria 
at  times  intense.  Previous  insulin  sixty 
units  daily  divided  in  three  doses.  Now 
taking  protamine  fifty-five  units  once  daily 
before  breakfast  with  ten  units  of  regular 
insulin.  Control  of  glycosuria  while  some- 
what better  than  with  regular  insulin  is 
still  not  good.  Diet  of  175-90-100  di- 
vided 2A,xA,2A- 

Case  10.  A.  M.,  male,  age  thirty-three. 
Diabetes  of  eleven  years  duration.  Dia- 
betes has  become  progressively  more  se- 
vere over  a period  of  time.  Whereas  pa- 
tient was  controlled  easily  with  no  insulin 
at  first,  for  the  past  several  years  he  has 
been  requiring  increasing  dosages  of  in- 
sulin without  adequate  control  of  the  gly- 
cosuria. Previous  to  protamine  therapy  re- 
quired seventy  units  of  regular  insulin 
daily  divided  into  two  doses.  Now  con- 
trolled on  fifty  units  of  protamine,  once 
daily  before  breakfast  with  ten  units  of 
regular  insulin. 

Case  11.  G.  S.,  male,  age  fifteen.  Dia- 
betes of  five  years  duration.  Control  never 
adequate  with  regular  insulin  given  in 
three  doses  daily  totaling  from  fifty  to  sixty 
units.  Now  taking  twenty-five  units  of 
protamine  once  daily  before  breakfast  with 
excellent  control  of  glycosuria.  Diet  of 
150-80-60.  Normal  division  of  the  diet. 

Case  12.  S.  K.,  female,  age  thirty-three. 
Diabetes  one  year’s  duration.  Admitted  to 
hospital  with  carbuncle  and  general  sepsis, 
at  which  time  she  required  approximately 
100  units  of  regular  insulin  daily  given  in 
hourly  and  two  hourly  doses.  Protamine 
insulin  was  introduced  at  the  height  of  the 
septic  period,  and  it  was  found  that  the 
protamine  insulin  supplemented  with  one 
dose  of  water  soluble  insulin  would  replace 
effectively  the  multiple  dose  system  in  ef- 
fect up  to  the  time.  The  control  of  gly- 
cosuria with  the  protamine  was  excellent, 
whereas  the  frequent  small  doses  of  water 
soluble  insulin  gave  only  fair  control.  Pa- 
tient now  taking  thirty-five  units  of  pro- 
tamine once  daily  with  excellent  control  of 
glycosuria.  Diet  of  150-70-60  with  nor- 
mal division.  No  hypoglycemic  episodes. 
No  ketosis. 

Case  13.  P.  L.,  female,  age  fifty-three. 


Diabetes  of  seven  years  duration.  Always 
very  difficult  to  control  on  regular  insulin, 
requiring  from  two  to  four  injections  daily 
totaling  sixty  units.  Now  receiving  forty 
units  of  protamine  daily.  Control  of  gly- 
cosuria is  only  fair.  Patient  maintaining 
fractional  percents  of  sugar  in  the  urine 
in  contrast  to  the  glycosurias  of  one  and 
two  percent  on  the  regular  dose  of  insulin. 
Diet  120-60-80. 

Case  14.  K.  S.,  female,  age  thirty-seven. 
Diabetes  eleven  years  duration.  Always 
very  difficult  to  control  requiring  three  and 
four  injections  of  regular  insulin  daily 
totaling  from  seventy-five  to  one  hundred 
units.  Control  of  glycosuria  was  very  poor. 
Frequent  episodes  of  mild  ketosis  and  se- 
vere nocturnal  hypoglycemia.  Patient  now 
receiving  eighty  units  of  protamine  once 
daily.  Control  of  glycosuria  excellent  most 
of  the  time,  with  occasional  exceptions 
when  patient  goes  on  a dietetic  spree. 
There  have  been  no  hypoglycemic  episodes 
for  several  months  on  protamine  therapy. 
Diet  of  120-60-80, 

Case  15.  A.  J.,  female,  age  thirty-seven. 
Duration  of  diabetes  twelve  years.  Con- 
trol of  diabetes  has  been  exceedingly  diffi- 
cult because  of  frequent  hypoglycemic  epi- 
sodes as  well  as  intense  glycosuria,  even  in 
hospital  on  weighed  diet  regime.  Previous 
insulin  therapy  of  three  and  four  injec- 
tions totaling  ninety-five  units.  Now  taking 
seventy  units  of  protamine  and  ten  of  regu- 
lar insulin  once  daily  before  breakfast.  Has 
frequent  hypoglycemic  reactions  in  the 
early  morning  hours.  Control  of  glyco- 
suria has  been  difficult,  but  with  division 
of  diet  to  Ys,2A,2A>  fractional  urine  speci- 
mens show  only  nocturnal  glycosurias  with 
the  complete  disappearance  of  the  nocturnal 
hypoglycemia.  Diet  of  120-60-100. 

Case  16.  J.  S.,  male,  age  twenty-six. 
Duration  of  diabetes  five  years.  Difficult  to 
control  on  regular  insulin  with  three  in- 
jections daily  totaling  eighty  units.  Now 
taking  eighty  units  of  protamine  before 
breakfast.  Control  of  glycosuria  is  excel- 
lent. Hypoglycemic  episodes  have  disap- 
peared completely.  Diet  of  140-60-100,  di- 
vided YsM»V$- 

Case  17.  J.  Z.,  female,  age  twenty-one. 
Duration  of  diabetes  ten  years.  Control 
very  difficult  with  three  injections  daily 
totaling  120  units.  Now  taking  sixty  units 
of  protamine  once  daily  with  perfect  con- 
trol of  glycosuria.  Diet  of  150-60-60.  No 
episodes  of  hypoglycemia  nor  ketosis  with 
protamine  insulin  therapy  in  contrast  to 
that  with  the  regular  insulin. 

Case  18.  B.  B.,  female,  age  twenty- three. 
Duration  of  diabetes  twelve  years.  Con- 
trol of  diabetes  difficult  with  ninety  units 
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daily  divided  in  three  doses.  At  present 
taking  sixty-five  of  protamine  once  daily 
before  breakfast  with  absolute  control  of 
glycosuria.  Diet  of  130-70-80.  No  hypo- 
glycemia. No  ketosis. 

Case  19.  D.  S.,  female,  age  seventeen. 
Diabetes  three  years  duration.  Poorly  con- 


trolled with  104  units  daily  divided  in  three 
doses.  Perfect  control  on  seventy-five  units 
of  protamine  once  daily  before  breakfast. 
Diet  of  120-60-100.  No  reactions.  No 
glycosuria. 

20  E.  76  St. 

125  E.  72  St. 
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— Jas.  R.  Bloss,  M.D.  Secretary, 
418  Eleventh  Street,  Huntington,  W.  Va. 


ELEVEN  AGES  OF  MAN 


First — Milk 

Second — Milk  and  Bread 
Third— Milk,  bread  and  spinach 
Fourth — Oatmeal,  bread  and  butter 
Fifth — Ice  cream  soda  and  hot  dogs 
Sixth — Minute  steak,  fried  potatoes,  coffee 
and  apple  pie 

Seventh — Bouillion,  roast  duck,  escalloped 
potatoes,  creamed  broccoli,  fruit  salad, 
divinity  fudge,  demi-tasse. 


Eighth — Pate-de- foie-gras,  weiner-schnitzel, 
potatoes,  Parisian  egg  plant,  a-Yopers, 
demi-tasse  and  Roquefort  cheese 
Ninth — Two  soft  poached  eggs,  toast  and 
milk 

Tenth — Crackers  and  milk 
Eleventh — Milk 

— Journal  of  the  Michigan  State  Med.  Soc. 


ASTHMA  AND  TUBERCULOSIS 


Joseph  R.  Wiseman,  A.B.,  M.D.  and  Frederick  N.  Marty,  A.B.,  M.D.,  Syracuse 

Professor  of  Clinical  Medicine,  College  of  Medicine,  Syracuse  University  (J.R.W.) ; Clinical 
Instructor,  College  of  Medicine,  Syracuse  University  (F.N.M.) 


Our  interest  in  the  relationship  between 
asthma  and  tuberculosis  was  stimulated  by 
observation  of  the  following  case : 

C.R.,  aged  forty-five,  was  admitted  to  the 
Syracuse  Memorial  Hospital  April  7,  1936. 
He  had  two  children  both  of  whom  had 
asthma,  and  a wife  who  was  well.  His 
mother  and  two  maternal  uncles  also  had 
had  asthma.  At  the  age  of  nine  months, 
following  an  attack  of  bronchopneumonia, 
he  began  to  have  asthma  and  has  been  par- 
tially incapacitated  ever  since.  He  never 
could  attend  school  regularly  or  hold  a steady 
job.  He  has  changed  occupations  often  and 
has  worked  as  a farmer,  taxi  driver,  and 
automobile  factory  hand.  Asthma  came  at 
any  time  of  the  year  but  was  aggravated  by 
cold  and  dampness  or  by  changes  in  weather. 
Epinephrin  injections  caused  severe  reac- 
tions, and  ephedrine  also  produced  symptoms. 
There  were  frequent  attacks  of  bronchitis 
with  fever  associated  with  or  following  asth- 
matic attacks.  In  1928  he  was  skin  tested 
and  given  injections  of  an  autogenous  vac- 
cine which  seemed  to  make  him  worse.  In 
1930  he  visited  the  outpatient  department  of 
the  Onondaga  Tuberculosis  Sanitarium. 
Coarse  rales  were  heard  in  the  chest.  Two 
sputums  were  negative  for  tubercle  bacilli. 
X-ray  of  the  chest  showed  general  increase 
of  lung  markings — no  evidence  of  tubercu- 
losis. In  November  and  December  1933  he 
made  four  visits  to  the  Allergy  Clinic  of 
the  Syracuse  Free  Dispensary.  Intradermal 
skin  tests  gave  positive  reactions  to  house 
dust,  feathers,  cow  dander,  flaxseed,  sheep 
dander,  wheat,  chicken,  and  rye.  Of  late  he 
has  gone  downhill  fairly  rapidly,  lost  weight, 
and  his  cheeks  have  become  sunken.  The 
asthmatic  paroxysms  are  best  relieved  by 
morphine,  but  the  dose  has  had  to  be  in- 
creased to  gr.  2/3.  The  effect  would  not  be 
dramatic  but  he  would  get  gradual  relief 
from  his  terrific  efforts  to  breathe  and 
would  become  relaxed. 

Admission  examination:  Temperature 

103°,  pulse  120,  respiration  twenty-eight. 
Tall  man  with  hollow  cheeks  and  anxious 
expression,  slight  cyanosis  and  marked  asth- 
matic breathing;  looks  older  than  stated  age 
(45).  Teeth  in  poor  condition.  Blood  pres- 
sure 150/90,  heart  tones  are  distant.  Em- 
physematous type  of  chest  with  depression 


of  lower  lateral  walls.  Wheezing  rales 
throughout  with  occasional  moist  rales. 
Radial  arteries  firm.  Abdomen  negative. 

April  8:  Reds  5,400,000;  Hb.  100  per 
cent;  whites  6,700;  polys,  eighty  per  cent; 
monos,  twenty  per  cent ; reds  appear  normal. 

April  11:  Whites  11,300;  polys,  eighty- 
eight  per  cent ; monos,  eleven  per  cent ; baso- 
philes  one  per  cent.  Fifty  per  cent  of  the 
polys,  are  nonfilamented.  Urine  negative. 

Chest  x-ray:  Diffuse  coarse  mottling  ex- 
tending practically  from  apices  to  bases, 
tending  to  blot  out  normal  lung  markings. 
Root  shadows  heavy  on  both  sides,  extending 
along  the  larger  bronchial  trees.  The  reac- 
tion has  the  appearance  of  nodulation.  Pneu- 
moconiosis should  be  considered.  Doubtful 
if  reaction  is  tuberculous.  There  is  unques- 
tionably chronic  bronchitis  and  possibly 
bronchiectasis.  Diagnosis  deferred. 

The  patient  ran  an  irregular  fever  with 
rapid  pulse,  labored  respirations,  and  dyspnea. 
He  required  frequent  injections  of  morphine 
gr.  1/4  for  relief.  He  became  irrational  and 
would  not  tolerate  an  oxygen  tent  or  mask. 
Ether  and  oil  per  rectum  were  unavailing. 
Because  of  a history  of  epinepehrin  sensi- 
tivity a small  dose  (.1  c.c.)  was  adminis- 
tered. Succeeding  doses  were  gradually  in- 
creased by  .1  c.c.  until  a maximum  of  .9  c.c. 
was  reached.  No  unfavorable  effects  ap- 
peared, but  he  experienced  little  relief. 
Marked  sweating  supervened,  the  cyanosis 
increased  and  he  died  April  12  (five  days 
after  hospital  admission). 

Autopsy  by  Dr.  T.  C.  Wyatt 

External  examination:  Body  is  that  of  a 
fairly  well-developed,  rather  poorly  nourished 
adult  male.  There  is  a rather  marked  deformity 
of  the  chest  with  increase  in  the  anteroposterior 
diameter  and  a definite  fullness  of  the  left  side 
which  also  shows  a Harrison’s  groove. 

Pleural  cavities:  Scattered  over  the  pleural 
surfaces,  particularly  of  the  upper  lobes,  are 
several  pinhead-sized  grayish  nodules  which  in 
places  show  definite  grouping.  These  are  also 
present  over  the  lower  portions  of  the  lungs 
but  in  fewer  numbers  and  tending  to  be  single. 

Mediastinum:  Without  evident  lesion. 

Pericardial  cavity:  Without  evident  lesion. 

Heart:  Weight  435  grams.  Without  evident 
lesion. 

Lungs:  Weight  of  left  lung  757  grams ; right, 
825  grams.  Scattered  throughout  the  lungs  are 
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fairly  numerous  pinhead-sized  grayish  nodules 
which  in  the  upper  lobes  and  to  a lesser  extent 
in  the  lower  lobes  tend  to  be  somewhat  grouped 
to  form  sizable  areas  of  grayish  solidity.  These 
areas  tend  to  measure  one  to  two  cm.  in  diam- 
eter. There  is  no  cavity  formation  and  no  appar- 
ent caseation  or  calcification.  The  dependent 
and  lower  portions  of  the  lungs  between  the 
above  described  areas  tend  to  be  uniformly  rather 
firm  and  dark  red  in  color.  A rather  large 
amount  of  grayish  frothy  fluid  and  reddish  fluid 
can  be  expressed  from  the  cut  surfaces. 

Liver:  Weight  2075  grams.  Scattered  over 
the  surface  of  the  liver  are  a few  rather  indis- 
tinct pin-point  grayish  lesions.  Liver  on  section 
is  not  remarkable. 

Anatomical  diagnosis:  Areas  of  tuberculous 
pneumonia  in  lungs,  acute  hypostatic  pneumonia, 
a few  possible  miliary  tubercles  in  liver  and 
kidneys,  congestion  of  brain,  deformity  of  chest, 
and  left  inguinal  hernia. 

Microscopic  description  : 

Lungs:  In  some  of  the  sections  there  are 
rather  large  areas  in  which  the  normal  lung 
structure  is  replaced  almost  entirely  by  con- 
glomerate tubercles  in  connection  with  which 
there  is  more  or  less  central  necrosis  and  hyalini- 
zation,  as  well  as  peripheral  fibrosis.  Here  and 
there  a surviving  air  space  is  found;  these  tend 
to  be  lined  with  cuboidal  epithelium  of  uniform 
size  and  shape  and  arranged  in  a single  layer. 
In  certain  sections  of  lung  only  an  occasional 
miliary  tubercle  is  seen. 

Sections  of  the  large  bronchi  show  no  strik- 
ing variation  from  the  normal  except  for  a few 
scattered  lymphoid  and  plasma  cells  in  the 
submucous  layer.  There  are  no  definite  changes 
in  the  epithelium  and  no  evidence  of  an  unusual 
number  of  eosinophiles. 

The  smaller  bronchi  which  are  imbedded 
among  alveoli  tend  to  show  a definite  acute 
inflammatory  process.  Lumina  are  filled  with 
an  exudate  which  consists  almost  entirely  of 
polymorphonuclear  leukocytes.  The  epithelium 
and  subepithelial  connective  tissue  show  varying 
degrees  of  necrosis.  In  places  the  epithelium  is 
entirely  missing.  In  some  areas  the  muscle  of 
the  bronchial  wall  has  undergone  partial  necrosis. 

Bronchial  lymph  nodes  show  a few  miliary 
tubercles. 

Spleen,  liver,  kidneys,  brain,  and  meninges 
show  no  tubercles. 

This  case,  therefore,  presents  acute  tu- 
berculosis in  a patient  who  had  suffered 
with  asthma  for  nearly  his  entire  life  of 
forty-five  years.  In  spite  of  this  long  his- 
tory a careful  study  of  the  microscopic 
sections  fails  to  reveal  the  usual  changes 
noted  in  bronchial  asthma. 

A wide  divergence  of  opinion  exists  as 
to  the  relationship  of  asthma  and  tubercu- 
losis. On  one  hand  the  conception  has 
been  held,  particularly  abroad,  that  the 
two  conditions  are  mutually  exclusive  and 
that  an  asthmatic  patient  rarely  if  ever 


becomes  tuberculous.  Contrariwise,  a 
larger  number  of  Continental  writers, 
particularly  in  France  and  Germany,  are 
confident  that  tuberculosis  is  a common 
or  even  the  usual  cause  of  asthma.  Here 
in  America  a median  view  appears  to  hold 
sway;  asthma  and  tuberculosis  are  be- 
lieved to  be  occasionally  associated  by 
fortuitous  occurrence,  not  by  etiological 
relationship. 

Trasoff1  quotes  Duke2  to  the  effect  that 
“patients  with  allergy  have  a relative 
immunity  to  chronic  infections  as  syphilis 
and  tuberculosis,  and  that  in  them  the 
disease  runs  a remarkably  favorable 
course.” 

Amsler,3  however,  is  greatly  opposed  to 
the  idea  that  asthma  protects  against  tu- 
berculosis. He  cites  case  histories  which 
demonstrate  the  development  of  pulmonary 
tuberculosis  in  patients  who  had  suffered 
for  years  with  bronchial  asthma.  Asth- 
matic patients  become  so  accustomed  to 
coughing  and  raising  that  pulmonary 
tuberculosis  may  get  well  under  way  be- 
fore it  gains  recognition.  Amsler  further 
believes  that  asthma  is  usually  the  sequel 
of  an  unrecognized  pulmonary  tubercu- 
losis. 

Jacquelin,  Turiaf,  and  Badouin4  report 
statistics  of  200  cases  of  asthma,  of  which 
twenty-three  per  cent  showed  evidence  of 
tuberculosis.  They  refer  to  what  they 
call  the  classical  conception  of  Bezancon 
and  de  Jong5  that  tuberculosis  of  the 
lungs  has  a local  irritant  action  on  the 
respiratory  passages  which,  in  individuals 
with  a suitable  hereditary  diathesis, 
causes  the  development  of  bronchial 
asthma.  For  therapy  they  advise  the  intra- 
venous administration  of  gold  and  sodium 
chloride  dissolved  in  ten  per  cent  calcium 
gluconate  solution.  They  believe  that  in 
certain  tuberculous  patients  the  intensity 
of  the  asthma  depends  upon  faulty  hygiene 
brought  about  by  suralimentation  (abuse 
of  eggs  and  fats,  especially  cod-liver  oil), 
forced  inactivity,  and  lack  of  exercise. 

Girbal6  separates  asthma  caused  by  a 
tuberculous  infection  from  asthma  devel- 
oping in  the  course  of  pulmonary  tuber- 
culosis. In  the  former  case  asthma  is  pro- 
duced by  a latent  tuberculosis.  The 
patients  are  asthenic,  thin  and  pale,  with 
slender  chests,  dilated  subclavicular  veins, 
slight  tachycardia,  hypotension,  and  slight 
elevations  of  temperature.  He  presents 
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the  hypothesis  that  there  is  present  a 
young  attenuated  form  of  the  tubercle 
bacillus  which  produces  no  recognizable 
tuberculous  lesions  but  is  the  etiological 
agent  of  bronchial  asthma.  The  latent 
tuberculosis  produces  a modified  terrain 
upon  which  asthma  develops.  He  stresses 
the  importance  of  insufficiency  of  the  liver 
which  allows  poisons  to  pass  the  hepatic 
barrier  and  to  produce  an  anaphylactic  re- 
sponse elsewhere.  He  quotes  Landouzy  to 
the  effect  that  all  asthma  is  a manifestation 
of  tuberculosis. 

Carranza7  finds  in  the  literature  wide 
variations  in  the  percentages  of  asthma 
patients  who  show  tuberculous  pulmonary 
changes,  from  three  per  cent  reported  by 
Hajos  to  fifty  per  cent  by  Zdansky.  He 
believes  the  discrepancy  to  be  due  to 
variability  in  the  methods  used  to  estab- 
lish the  presence  of  tuberculosis.  He 
quotes  Lowenstein  who  considers  the 
tubercle  bacillus  a “Panallergen,”  the  most 
widespread  cause  of  a nonspecific  allergy. 
He  believes  that  through  infection  with 
the  tubercle  bacillus,  sensitivity  is  extraor- 
dinarily increased,  not  only  to  tuberculin 
but  also  to  other  allergens.  He  is  im- 
pressed with  the  frequent  finding  by  Low- 
enstein of  tubercle  bacilli  in  the  blood 
stream,  in  thirty  per  cent  of  vasomotor 
rhinitis  cases,  and  in  eight  patients  with 
asthma.  Carranza  reports  twenty-two 
cases  of  asthma  in  one  half  of  which  he 
found  tubercle  bacillemia  in  spite  of  the 
absence  of  objective  or  x-ray  evidence  of 
pulmonary  tuberculosis.  It  may  be  said 
that  confirmation  of  the  frequent  presence 
of  tubercle  bacilli  in  the  blood  stream  by 
American  investigators  has  been  sing- 
ularly lacking. 

Hajos9  found  121  patients  showing 
x-ray  evidence  of  pulmonary  tuberculosis 
out  of  492  cases  of  asthma.  In  only  six- 
teen patients  did  it  appear  likely  that  the 
tuberculous  infection  was  the  cause  of 
asthma.  Usually  asthma  does  not  activate 
tuberculosis,  but  the  careless  use  of  pro- 
tein therapy  especially  with  the  production 
of  fever,  may  do  so.  He  believes  that  the 
only  etiological  relationship  between  tu- 
berculous allergy  and  allergic  asthma  lies 
in  the  fact  that  patients  with  either  dis- 
ease may  be  sensitive  to  both  types  of 
allergens. 

Kupper10  is  of  the  opinion  that  the  two 
diseases  do  not  frequently  coexist.  Among 


1000  patients  with  tuberculosis,  fourteen 
had  true  asthma,  in  thirteen  of  whom  it 
preceded  the  tuberculous  disease.  He  con- 
siders it  unlikely  that  tuberculosis  plays 
an  etiological  role  in  the  production  of 
asthma. 

Pohlmann11  emphasizes  the  difficulty  of 
recognizing  tuberculosis  in  the  lungs  of 
asthmatics  with  emphysema  and  chronic 
bronchitis.  He  stresses  the  slow  sedi- 
mentation rate  in  uncomplicated  asthma 
and  recommends  sputum  examinations  and 
x-ray  in  asthma  patients  showing  an  in- 
creased sedimentation  time. 

Harkavy  and  Hebald12  examined  the 
protocols  of  400  cases  of  asthma  and 
found  forty  in  which  there  was  evidence 
of  pulmonary  tuberculosis.  Eighteen  of 
the  forty  cases  attended  the  clinic  with 
sufficient  regularity  to  be  carefully  studied. 
Of  these,  nine  gave  positive  skin  reac- 
tions and  were  relieved  of  their  asthma  by 
removal  of  the  offending  proteins.  The 
remaining  nine,  who  were  skin  negative, 
presented  chronic  respiratory  infections, 
chiefly  in  the  sinuses,  and  could  be  classi- 
fied as  infectious  asthma.  There  was  no 
evidence  to  show  that  tuberculosis  played 
a part  in  the  development  of  asthma. 

The  most  scientific  and  convincing  in- 
vestigation of  the  subject  of  asthma  and 
tuberculosis,  with  an  extensive  review  of 
the  literature,  is  presented  by  Bray.13 
Bray  examined  the  existing  facts  on  the 
basis  of  statistics,  x-ray  findings,  and  tu- 
berculin reactions.  He  comments  on  the 
possibility  of  confusing  with  asthma  the 
wheezy  dyspnea  of  the  chronic  phthisic 
patient. 

His  statistics,  gathered  from  vari- 
ous sources,  show  that  the  presence  of 
active  tuberculosis  and  asthma  in  the  same 
patient  is  a rarity,  less  than  one  in  a 
hundred.  As  to  the  incidence  of  allergic 
disease  in  tuberculous  subjects,  the  figures 
show  that  about  one  tuberculous  case  in 
200  also  suffers  from  asthma.  When, 
however,  Bray  reports  on  cases  of  tuber- 
culosis in  asthmatic  patients  diagnosed  by 
x-ray,  the  percentage  of  positive  findings 
rises  considerably,  nearly  one  case  of 
asthma  in  six  presenting  x-ray  signs  of 
past  or  present  tuberculosis.  From  his 
collected  statistics  of  tuberculin  reactions 
he  concludes  that  positive  reactions  in 
asthmatics  are  no  more  frequent  than  in 
the  normal  population.  In  the  occasional 
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case  of  asthma  occurring  during  the  course 
of  pulmonary  tuberculosis,  the  latter  plays 
a nonspecific  role,  similar  to  influenza, 
pneumonia,  etc.  which  produces  the  neces- 
sary tissue  damage  for  sensitization  and 
asthma  to  appear.  Since  asthmatic  symp- 
toms occur  in  less  than  one  per  cent  of 
tuberculous  cases  he  considers  the  tubercle 
bacillus  per  se  a poor  sensitizing  agent. 
He  quotes  the  suggestion  of  Malone14,15 
that  secondary  bacterial  invaders  may  be 
the  source  of  the  sensitizing  proteins. 
Usually,  however,  Bray  has  found  the 
common  inhalants  to  be  the  offenders. 
When  these  were  eliminated  and  desensi- 
tization instituted,  the  asthma  was  usually 
relieved. 

An  examination  of  the  records  of  the 
Allergy  Clinic,  which  was  opened  at  the 
Syracuse  Free  Dispensary  four  years  ago, 
showed  eighty-six  patients  with  asthma 
who  had  an  x-ray  examination  of  the 
chest.  By  careful  examination  and  re- 
examination of  the  films  it  was  found  that 
thirteen  patients  or  15.1  per  cent  pre- 
sented evidence  of  past  or  present  tuber- 
culosis. Most  of  them  would  have  been 
missed  without  an  x-ray  study.  At  the 
Onondaga  (Tuberculosis)  Sanitarium, 
just  outside  of  Syracuse,  among  the  last 
3,712  patients  discharged  from  the  hos- 
pital, twenty-two  cases  of  asthma  were 
recorded. 


Discussion 

The  recognition  of  pulmonary  tuber- 
culosis occurring  in  the  course  of  bronchial 
asthma  is  often  difficult;  many  cases  are 
missed.  Chest  roentgenograms  and  spu- 
tum examinations  are  usually  essential. 
An  estimation  of  the  sedimentation  rate 
may  be  helpful. 

No  convincing  evidence  has  been 
brought  forward  to  prove  that  tuberculosis 
is  an  important  or  frequent  cause  of 
asthma.  Although  tuberculous  changes, 
usually  inactive,  are  not  infrequently 
found  in  the  lungs  of  asthmatic  patients 
we  have  little  reason  to  believe  that  an 
etiological  relationship  exists.  Infectious 
asthma  caused  by  bacterial  allergy  result- 
ing from  chronic  respiratory  infections — 
usually  with  pyogenic  organisms — is  ad- 
mitted by  most  allergists.  It  might  there- 
fore be  reasoned  that  the  great  chronic 
respiratory  infection — tuberculosis — could 
likewise  produce  the  type  of  tissue  sensi- 
tization which  can  result  in  bronchial 
asthma.  This  may  still  be  shown  to  be 
true,  for  the  final  word  on  this  subject 
has  not  been  spoken,  but  the  evidence 
assembled  to  date  makes  us  feel  that  we 
cannot  consider  tuberculosis  an  important 
factor  in  bronchial  asthma. 

608  E.  Genesee  St. 

615  W.  Onondaga  St. 
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DOCTORS  REVOLT  AT  “GIN  MARRIAGES” 


The  Medical  Society  of  Lake  County,  In- 
diana, has  unanimously  voted  a resolution 
calling  on  the  state  authorities  for  legisla- 
tion to  halt  the  “gin  marriages”  that  are 
making  the  county  notorious.  Lake  County, 
it  seems,  adjoins  Cook  County,  Illinois, 
where  Chicago  is  located,  and  where  a 
medical  examination  is  required  for  a mar- 
riage license. 

To  dodge  this,  there  is  a huge  hegira  of 
careless  couples  across  the  border  into  Lake 


County  to  assume  the  so-called  holy  bonds 
of  matrimony,  many  of  them  so  befuddled 
with  drink  that  they  do  not  know  what  they 
are  about,  as  they  testify  later  in  the  divorce 
court.  The  Journal  of  the  Indiana  State  Med- 
ical Society  says  that  the  various  clerks  and 
factotrims  who  “solemnize”  the  marriages 
have  turned  the  business  into  a racket, 
charging  and  pocketing  all  kinds  of  extra 
and  irregular  fees. 


DISTRIBUTION  OF  TYPES  OF  PNEUMOCOCCI 


In  Specimens  from  Normal  Individuals  and  from  Patients  Having 

Pneumonia 
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The  purpose  of  this  study  was  to  obtain 
information  concerning  the  distribution  of 
types  of  pneumococci  in  the  throats  of 
normal  individuals  and  in  the  sputum  of 
patients  having  pneumonia,  in  order  to 
evaluate  the  significance  of  types  other 
than  I,  II,  and  III. 

It  has  been  known  for  many  years  that 
pneumococci  are  present  in  the  throats  of 
a large  percentage  of  normal  individuals. 
This  fact  was  given  added  significance  by 
the  work  of  Dochez  and  Gillespie1  on  the 
classification  of  pneumococci,  published  in 
1913.  Epidemiological  studies  of  lobar 
pneumonia  by  Stillman,2,3  Rosenau,  Fel- 
ton, and  Atwater,4  and  Powell,  Atwater, 
and  Felton5  have  demonstrated  that  almost 
every  individual  is  a carrier  of  pneumo- 
cocci at  some  time  during  the  course  of 
a year.  The  carrier  rate  has  been  shown 
to  be  from  forty  to  nearly  one  hundred 
per  cent,  depending  upon  seasonal  varia- 
tions and  the  frequency  with  which  the 
examinations  were  made.  Type  I and  II 
pneumococci  are  rarely  found  in  the 
throats  of  normal  persons  who  have  not 
been  in  contact  with  pneumonia  patients, 
while  type  III  is  frequently  demonstrated. 
Unclassified  strains  designated  as  group 
IV  are  present  in  about  fifty  per  cent  of 
all  individuals. 

After  Cooper  and  her  colleagues6,7  dem- 
onstrated that  group  IV  could  be  divided 
into  a large  number  of  types,  the  need  for 
information  in  regard  to  the  incidence  and 
distribution  of  these  types  became  ap- 
parent.8'18 Most  authors,  while  differing 
as  to  the  relative  frequency  with  which 
types  IV  to  XXXII  occur  in  cases  of 
pneumonia,  agree,  in  general,  that  many 
of  them  are  present  in  sufficient  numbers 
to  be  of  significance. 

In  our  investigation,  specimens  were 
collected  from  members  of  the  laboratory 
staff  who  were  not  ill.  A brief  history 
with  particular  reference  to  colds,  pneu- 


monia, sinusitis,  and  tonsillitis  was  ob- 
tained. Inquiry  was  also  made  concerning 
contact  with  known  cases  of  pneumonia. 
Physical  examination  was  limited  to  the 
nasopharynx,  special  attention  being  given 
to  the  condition  of  the  mucosa  and  tonsils. 
Swabbings  were  obtained  from  the  naso- 
pharynx and  from  both  tonsils. 

Blood-agar  plates  were  inoculated  from 
the  material  collected  on  the  swabs.  The 
swabs  were  then  placed  in  Avery’s  broth  and 
incubated  for  from  four  to  seven  hours  at 
35-37° C.  After  the  red  blood  corpuscles  were 
removed,  the  cultures  were  centrifugalized. 
Mice  were  inoculated  with  some  of  the 
sediment  and  the  remainder  was  examined 
by  the  Neufeld  method.  Peritoneal  exudates 
from  the  mice  dying  spontaneously,  as  well 
as  from  those  chloroformed  after  forty-eight 
hours,  were  also  examined  for  types  of 
pneumococci.  Cultures  were  prepared  from 
the  peritoneal  exudates  and  from  the  heart’s 
blood  of  all  the  mice.  The  cultures  were 
studied  for  colonial  characteristics  and  bile 
solubility  and  were  typed  by  the  Neufeld 
technic.  Strains  which  proved  to  be  atypical 
or  were  nonvirulent  for  mice  are  still  under 
investigation. 

Of  100  individuals  studied,  seventy- 
three  were  found  to  harbor  pneumococci 
in  their  throats — thirty-two  a single  type 
and  forty-one  two  or  more.  One  hundred 
and  thirty-two  strains  were  present,  but 
only  eighty-four  could  be  classified  and 
of  the  latter,  fifty-two  were  isolated.  In 
fifteen  instances,  a Quellungsreaktion  was 
obtained  in  pooled  sera,  but  the  pneumo- 
cocci were  present  in  such  small  numbers 
that  identification  was  not  attempted. 
Thirty-three  cultures  which  were  bile  solu- 
ble could  not  be  classified.  Five  of  them 
were  mucoid  strains,  apparently  belonging 
to  a single  type,  which  could  not  be  identi- 
fied with  the  sera  available.  The  types 
that  predominated  were  III,  VIII,  and 
XXI.  The  pathogenicity  for  mice  of 
strains  of  the  two  former  types  may  have 
a bearing  on  the  frequency  with  which 
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Table  I — Classification  of  Strains  of  Pneu- 
mococci in  Specimens  from  Nrrmal  Individ- 
uals and  from  Patients  with  Pneumonia 
(Types  Listed  in  Order  of  Frequency) 


Type 

182  strains 
from  100 

Type 

277  strains 
from  250 

III 

normal 

individuals 

No.  Per  Cent 
12  9.1 

I 

patients  with 
pneumonia 

No.  Per  Cent 
42  15.2 

XXI 

10 

7.6 

III 

42 

15.2 

VIII 

7 

5.3 

VIII 

26 

9.4 

XVII 

6 

4.5 

V 

24 

8.7 

XXII 

6 

4.5 

IV 

17 

6.1 

II 

4 

3.0 

II 

14 

5.1 

IV 

4 

3.0 

VII 

14 

5.1 

VI 

4 

3.0 

VI 

10 

3.6 

XI 

4 

3.0 

XV 

9 

3.2 

VII 

3 

2.3 

XXXI 

9 

3.2 

XV 

3 

2.3 

XIV 

8 

2.8 

XVI 

3 

2.3 

XII 

7 

2.4 

XVIII 

3 

2.3 

XVII 

6 

2.2 

XXXI 

3 

2.3 

XIX 

6 

2.2 

XXXII 

3 

2.3 

XXIII 

5 

1.8 

XIII 

2 

1.5 

XVIII 

4 

1.5 

XX 

2 

1.5 

XX 

4 

1.5 

X 

1 

0.8 

XXIX 

4 

1.5 

XII 

1 

0.8 

IX 

3 

1.1 

XIX 

1 

0.8 

X 

3 

1.1 

XXIII 

1 

0.8 

XXII 

3 

1.1 

XXIX 

1 

0.8 

XI 

2 

0.7 

I 

0 

0 

XXI 

2 

0.7 

V 

0 

0 

XXV 

2 

0.7 

IX 

0 

0 

XXVIII 

2 

0.7 

XIV 

0 

0 

XIII 

1 

0.4 

XXIV 

0 

0 

XVI 

1 

0.4 

XXV 

0 

0 

XXIV 

1 

0.4 

XXVI 

0 

0 

XXVI 

0 

0 

XXVII 

0 

0 

XXVII 

0 

0 

XXVIII 

0 

0 

XXX 

0 

0 

XXX 

0 

0 

XXXII 

0 

0 

Unclassified 

48 

36.3 

Unclassified 

6 

2.2 

they  were  isolated.  While  type  XXI  was 
found  in  ten  specimens  by  the  Neufeld 
method,  none  of  the  strains  were  isolated. 
Four  strains  of  type  II  were  identified 
but  only  one  was  isolated.  Apparently  the 
pneumococci  were  present  in  such  small 
numbers  that  they  were  overgrown  by 
other  bacteria.  The  only  types  not  en- 
countered in  specimens  from  normal  indi- 
viduals were  I,  V,  IX,  XIV,  XXIV, 
XXV,  XXVII,  and  XXVIII.  It  is  of  in- 
terest that  Harris  and  Ingraham,17  while 
studying  carriers  of  type  II  pneumococci, 
also  did  not  find  types  I,  V,  and  XIV 
among  the  142  individuals  examined. 

A study  was  made  of  swabbings  from  both 
nostrils  of  forty  of  the  100  individuals  and 
pneumococci  were  found  in  only  one  instance. 
This  seemed  an  interesting  observation  in 
view  of  the  frequency  with  which  these 
micro-organisms  were  present  in  the  throat. 

It  might  be  mentioned,  incidentally,  that 
during  the  course  of  the  investigation,  type  I 
pneumococci  were  isolated  from  a person 
with  a severe  cold.  She  did  not  have  pneu- 


monia and  was  able  to  attend  to  her  duties. 
Pneumococci  were  not  found  in  a specimen 
collected  after  recovery  from  the  “cold.” 

From  September  1,  1936  to  April  1, 
1937,  in  the  examination  of  250  specimens 
of  sputum  submitted  for  pneumococcus- 
type  differentiation,  277  strains  of  pneu- 
mococci were  found,  all  but  six  (two  per 
cent)  of  which  could  be  classified.  This 
low  percentage  of  unclassified  strains  was 
in  marked  contrast  to  thirty-six  per  cent 
which  could  not  be  classified  in  the  series 
of  strains  harbored  by  normal  persons. 
In  231  specimens,  one  type  was  found; 
in  nineteen,  two ; and  in  two,  three.  Eighty 
per  cent  of  the  strains  belonged  to  types  I, 
III,  VIII,  V,  IV,  II,  VII,  VI,  XV, 
XXXI,  and  XIV.  The  frequency  of  oc- 
currence was  in  the  sequence  shown.  The 
incidence  of  types  I to  XXII,  with  the 
exception  of  types  VII  and  XIV,  corre- 
sponds very  closely  with  the  findings  of 
Bullowa  and  Wilcox.18  (Table  I) 

Summary  and  Conclusions 

Of  100  normal  individuals  who  had  not 
been  in  contact  with  pneumonia  patients, 
seventy-three  per  cent  were  found  to  be 
carriers  of  pneumococci  and  over  fifty  per 
cent  harbored  micro-organisms  of  two  or 
more  types. 

The  incidence  of  the  strains  of  the  vari- 
ous types  is  compared  with  those  found  in 
specimens  of  sputum  from  patients  with 
pneumonia.  Type  I,  which  heads  the  list 
of  incitants  of  pneumonia,  was  not  found 
in  specimens  from  normal  persons.  Types 
V and  XIV,  not  infrequently  present  in 
specimens  from  patients  with  pneumonia, 
also  were  not  encountered  in  those  from 
persons  who  were  not  ill.  Types  III  and 
VIII,  which  were  present  in  considerable 
numbers  in  both  groups,  are  markedly 
pathogenic  for  mice.  This  factor  may  have 
a bearing  on  the  number  isolated. 

The  series  of  specimens  included  in  this 
study  is  small,  but  the  findings  suggest 
that  continuation  of  the  investigation  is 
warranted. 
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AMERICAN  COLLEGE  OF  SURGEONS  MEETING 


The  Great  Lakes  Sectional  Meeting  of 
the  American  College  of  Surgeons,  includ- 
ing Ontario,  Quebec,  and  the  states  of  New 
York,  Ohio,  Michigan  and  Pennsylvania, 
will  be  held  in  Toronto,  Ontario,  on  March 
22,  23,  and  24.  The  headquarters  will  be 
at  the  Royal  York  Hotel.  A most  active 
Committee  on  Local  Arrangements,  headed 
by  Dr.  W.  Edward  Gallie,  is  making  excel- 
lent plans  for  this  meeting.  There  will  be 
an  exceptionally  interesting  program  con- 
sisting of  clinics,  scientific  sessions,  hos- 
pital conferences,  medical  motion  pictures, 
and  other  features  during  the  meeting.  A 
visiting  group  of  ten  or  twelve  outstand- 
ing surgeons  will  be  present  to  participate 
in  this  program. 

A general  outline  of  the  program  is  as 
follows : 

March  22 

8 :00-9  :00 : Registration  and  general  informa- 
tion for  Fellows  of  the  College,  hospital  repre- 
sentatives, and  guests. 

9 :00— 12  :00 : Operative  and  non-operative  clin- 
ics, surges  and  the  surgical  specialties,  local 
hospitals. 

10  :00-12  :30 : Hospital  conference. 

2 :00-4 :30 : Hospital  conference. 

2:30-4:30:  Medical  motion  pictures:  1.  Gen- 
eral surgery.  2.  Eye,  ear,  nose  and  throat  sur- 
gery. 

4:30-5:00:  Annual  meeting,  Fellows  of  the 
College. 

6 :30-8  :00 : Medical  motion  pictures,  general 
surgery. 

8 :00-10  :00 : Scientific  meeting,  general  sur- 
gery. 

8:00-10:00:  Medical  motion  pictures,  eye,  ear, 
nose  and  throat  surgery. 

8:00-10:00:  Hospital  conference. 

March  23 

8 :00-9  :00 : Registration  and  general  informa- 
tion for  Fellows  of  the  College,  hospital  repre- 
sentatives, and  guests. 


9:00-12:00:  Operative  and  non-operative  clin- 
ics, surgery  and  the  surgical  specialties,  local 
hospitals. 

10 :00-12 :30 : Hospital  conference. 

1 :00-2  :00  : Medical  motion  pictures,  general 
surgery. 

2 :00-5 :00 : Scientific  meeting,  general  sur- 
gery. 

2 :00-5  :00 : Scientific  meeting,  eye  surgery. 

2 :00-5 :00 : Scientific  meeting,  ear,  nose  and 
throat  surgery. 

2 :00-5  :00  : Hospital  conference. 

6:30-8:00:  Medical  motion  pictures,  general 
surgery. 

8 :00-10 :00 : Scientific  meeting,  general  sur- 
gery. 

8 :00-10 :00  : Scientific  meeting,  eye  surgery. 

8:00-10:00:  Scientific  meeting,  ear,  nose  and 
throat  surgery. 

8:00-10:00:  Motion  pictures  for  hospital  rep- 
resentatives. 


March  24 

8 :00-9 :00 : Registration  and  general  informa- 
tion for  Fellows  of  the  College,  hospital  repre- 
sentatives, and  guests. 

9:00-12:00:  Fracture  clinic. 

9 :00-12 :00 : Operative  clinics,  eye,  ear,  nose 
and  throat  surgery. 

10:00-12:30:  Hospital  conference. 

2:00-5:00:  Scientific  meeting  (panel  round 
table  conference,  eye  surgery). 

2:00-5:00:  Scientific  meeting  (panel  round 
table  conference),  ear,  nose  and  throat  surgery. 

2 :00-5  :00  : Cancer  clinic. 

2 :00-5  :00  : Hospital  conference. 

8 :00-10 :00  : Medical  motion  pictures,  general 
surgery. 

8:00-10:00:  Community  health  meeting. 

This  meeting  will  be  of  interest  not  only 
to  Fellows  of  the  College  but  to  the  medi- 
cal profession  at  large,  as  well  as  to  hos- 
pital trustees,  superintendents,  nurses  and 
hospital  personnel.  Members  of  the  State 
Medical  Association  are  most  cordially  in- 
vited to  attend.  There  will  be  no  registra- 
tion fee. 


Surgeons  were  greatly  surprised  to  find  first  experience  in  opening  up  a politician’s 
a bolt,  nut  and  washer  in  the  brain  of  a head. 

Michigan  man.  It  must  have  been  their 


— Neb.  State  Med.  Jour. 


THE  OPEN  SAFETY  PIN 


Milton  Sills  Lloyd,  M.D.,  New  York  City 


A number  of  years  have  passed  since 
Jackson1  described  his  sixteen  methods 
for  the  removal  of  a safety  pin  from  the 
air  and  food  passages.  The  warning 
which  he  issued  at  that  time,  that  every 
safety  pin  must  be  treated  as  an  individual 
problem,  applies,  however,  with  equal 
force  today.  Medical  failures  are,  unfor- 
tunately, too  infrequently  reported,  but 
deaths,  as  a result  of  attempted  removals 
of  the  open  safety  pin,  are  known  to 
occur  with  sufficient  frequency  to  keep  us 
alert  to  the  dangers  of  this  problem. 

Although  every  safety  pin  presents  indi- 
vidual difficulties  which  must  be  worked 
out  with  strict  regard  to  the  case  at  hand, 
there  are,  at  the  same  time,  a number  of 
pertinent  and  valuable  facts  which  may  be 
observed  with  sufficient  regularity  to  estab- 
lish their  usefulness  as  a basis  for  general 
considerations.  When  a safety  pin  enters 
the  mouth,  it  is  placed  between  two  sur- 
faces, one  of  which  is  fixed  and  the  other 
mobile.  In  adults,  the  individual  may 
remove  the  pin  from  his  own  mouth  by 
means  of  the  fingers  when  it  can  be 
reached  in  this  way.  In  such  instances, 
the  fixed  surface  may  be  said  to  begin  with 
the  posterior  pharyngeal  wall  and  the 
mobile  surface,  at  a point  on  the  dorsum 
of  the  tongue  correspondingly  opposite. 
As  far  as  the  further  progress  of  the  pin 
into  the  body  is  concerned,  these  two  sur- 
faces may  be  said  to  continue  downward 
until  the  constrictor  pharyngeus  inferior 
muscle  is  passed.  In  infants  and  very 
young  children,  on  the  other  hand,  these 
two  surfaces  act  in  the  same  mechanical 
way,  beginning  with  the  palate  and  pro- 
ceeding backward  and  downward  to  the 
same  level.  If  the  pin  enters  the  mouth, 
as  it  usually  does,  due  to  its  triangular 
shape,  with  the  point  directed  outward, 
attempts  to  eject  it  by  movements  of  the 
tongue  will  serve  generally  to  carry  it 
further  downward.  When  the  tongue  is 
drawn  inward,  with  the  purpose  of  plac- 
ing it  behind  the  pin,  the  point  is  caught 
on  its  rough  surface  and  the  pin  is  carried 
backward.  In  this  way,  the  “keeper” 
extremity  of  the  pin  is  thrown  outward 
and  applied  to  the  wall  of  the  mouth  or 


throat.  When  the  tongue  is  moved  tor- 
ward  in  preparation  for  the  next  similar 
attempt,  it  slides  over  the  pointed  extrem- 
ity and  catches  it  again  on  the  next  back- 
ward movement.  Since  the  keeper  extrem- 
ity is  smooth  throughout,  it  slides  easily 
along  the  mucosal  surface.  In  this  way, 
the  pin  is  quickly  forced  into  the  position 
in  relation  to  the  surrounding  structures 
which  it  is  eventually  to  assume.  This 
position  is,  with  minor  variations,  as  fol- 
lows : the  keeper  extremity,  from  the  ring 
outward,  is  applied  to  the  posterior  fixed 
surface,  while  the  pointed  extremity 
crosses  the  lumen  of  the  passageway  and 
is  embedded  in  the  anterior  mobile  surface. 

After  the  pin  has  passed  the  soft  palate, 
the  immediate  succession  of  events  will 
decide  whether  it  is  to  enter  the  trachea 
or  the  esophagus.  The  trachea  is  the 
ultimate  destination  in  children  when  the 
pin  is  dropped  far  back  into  the  mouth 
and  produces  an  immediate  and  violent 
cough  reflex,  and  in  adults  when  a pin 
held  in  the  mouth  is  suddenly  thrown 
backward  by  gasping  or  a quick  movement 
resulting  from  surprise  or  fright.  In  such 
instances,  the  mouth  is  opened  and  a sud- 
den forced  inspiratory  movement  is  made 
and  the  pin  is  drawn  into  the  trachea  with 
the  rush  of  air.  In  entering  the  trachea,  it 
is  forced  into  the  sagittal  plane  by  the 
vocal  cords,  and  continues  to  occupy  this 
relative  position. 

On  the  other  hand,  a pin  that  works  its 
way  gradually  backward  as  a result  of 
the  forces  described  above,  will  enter  the 
esophagus.  The  walls  of  the  esophagus 
will  force  it  into  the  lateral  plane  and  it 
will  continue  thereafter  to  occupy  this 
relative  position.  Most  pins  will  fail  to 
negotiate  the  anterior  curvature  of  the 
upper  esophageal  lumen,  corresponding  to 
the  direction  of  the  lower  cervical  and 
upper  thoracic  segments  of  the  vertebral 
column,  which  present  the  greatest 
anterior  prominence  at  the  same  level  as 
the  narrowing  produced  by  the  constrictor 
pharyngeus  inferior  muscle.  In  the  esopha- 
gus, the  peristaltic  movements  of  the 
muscle  will  either  carry  the  pin  downward 
by  pressure  on  the  point  or  cause  the 
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point  to  become  embedded.  The  posi- 
tion of  the  pin  will  thereafter  remain 
unchanged.  In  the  tracheobronchial  tree, 
the  shortening  and  lengthening  which 
accompanies  respiration  will  produce  the 
same  result.  As  a rule,  however,  a pin 
which  is  wide  open  will  be  arrested  in  the 
larynx  if  it  should  be  carried  into  it,  and 
a pin  which  is  only  slightly  open  will 
fall  into  one  of  the  branch  bronchi  before 
it  is  brought  to  rest.  To  summarize : pins 
in  the  esophagus  lie  in  the  lateral  plane; 
pins  in  the  tracheobronchial  tree  lie  in  or 
near  the  sagittal  plane.  In  both  instances, 
the  keeper  extremity  is  applied  to  one  wall 
of  the  lumen  and  the  pointed  extremity 
crosses  the  lumen  and  is  embedded  in  the 
opposite  side.  With  these  facts  in  mind, 
the  endoscopist  is  enabled  to  visualize  in 
advance  the  position  of  the  foreign  body 
and  to  deduce  at  once  the  location  of  all 
other  parts  of  the  pin  as  soon  as  any  por- 
tion of  it  presents  through  the  instrument. 

One  other  contingency  must  always  be 
kept  in  mind,  especially  in  children.  They 
are  very  unlikely  to  remove  a pin  man- 
ually from  their  own  mouths.  It  is,  more- 
over, not  uncommon,  that  more  than  one 
pin  may  enter  the  mouth  at  the  same  time 


and  violent  movements  of  the  tongue  may 
force  the  pin,  or  one  of  the  pins,  into  the 
posterior  nares,  where  it  would  be  hidden 


Fig.  1.  X-ray  of  lower  abdomen  of  child  who 
stated  she  had  “sewing  machine  needle  stuck  in 
her  throat.”  X-ray  was  negative.  This  figure 
shows  shadow  of  sewing  machine  needle  in 
upper  pelvic  basin,  and  also  common  pin  at 
intervertebral  disk  between  third  and  fourth 
vertebrae 


Fig.  2.  A.P.  and  lateral  projections  showing  open  safety  pin  in  lower  part  of  right  lung,  the 
point  directed  anteromedially.  (Case  1) 
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Fig.  3 Position  of  safety  pin  in  (a)  posterior 
nares,  (b)  entrance  to  esophagus,  (c)  upper 
end  of  trachea 


from  view  by  the  soft  palate.  It  may  also 
happen  in  children  that  one  pin  may  enter 
the  trachea  and  another  pass  down  the 
esophagus  as  far  as  the  stomach.  Con- 
sequently, it  is  advisable,  in  making  the 
diagnostic  x-ray,  to  adhere  to  the  rule 
which  is  now  followed  in  every  broncho- 
scopic  clinic  and  expose  the  entire  respira- 
tory and  digestive  tracts  from  the  nose  to 
the  pubic  arch.  (Fig.  1) 


Fig.  4.  Diagrammatic  drawing  of  safety  pin  in 
mediastinal  branch  of  right  lower  lobe.  Keeper 
only  is  visible.  Forceps  oassed  below  keeper. 
(Case  2) 


In  the  further  preparation  of  the  case, 
careful  attention  to  detailed  diagnosis  will 
be  rewarded.  Oblique  x-rays  will  demon- 
strate the  exact  direction  of  the  point  and 
also  the  distance  separating  the  point  from 
the  keeper,  due  allowance  having  been 
made  for  distortion  by  the  rays.  A knowl- 
edge of  this  factor  alone  may  decide 
between  success  and  failure  when  the 
extraction  of  the  foreign  body  is  actually 
undertaken.  (Fig.  2) 

The  problem  presented  by  the  open 
safety  pin  depends  upon  its  location — 
airways  or  esophagus,  stomach  or  intes- 
tine. In  the  first  two  locations,  its  removal 
is  indicated,  and  can  generally  be  accom- 
plished under  direct  vision  by  an  electri- 
cally lighted  endoscopic  tube.  By  the  time 
the  pin  has  reached  the  stomach,  this 


after  rotation  (see  text)  ready  to  grasp  pointed 
end  of  safety  pin 


procedure  is  no  longer  possible.  In  insti- 
tutions with  the  proper  equipment,  the 
best  recourse  is  then  to  the  Tucker  flexible 
gastroscopic  forceps,  manipulated  under 
the  guidance  of  the  biplane  fluoroscope. 

The  removal  of  an  open  safety  pin  in 
any  part  of  the  stomach  is  generally  pos- 
sible by  this  method,  with  proper  equip- 
ment in  trained  hands.  Where,  however, 
equipment  is  lacking,  and  the  necessity  or 
advisability  of  open  operation  presents 
itself,  the  surgeon  should  proceed  with  the 
full  consciousness  that  the  greatest  risk 
is  involved  by  opening  the  gastric  wall. 
This  need  not  be  done;  and  lives  will  be 
saved  if  it  is  not  done.  The  necessity 
may  be  circumvented  by  two  methods. 
( 1 ) When  the  abdominal  wall  has  been 
opened,  the  pin  may  be  located  in  the 
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stomach  and  dosed  by  manipulation 
through  the  gastric  wall.  Unless  the  pin 
is  large,  it  will  pass  on  in  the  natural  ^ 
course  of  events  without  injury.  If  the 
pin  is  large,  in  comparison  to  the  patient’s 
age  and  the  acuity  of  the  curvature  of  the 
duodenum,  it  is  safer  and  comparatively 
simpler  to  follow  the  second  course.  (2) 
While  the  patient  is  under  anesthesia,  the 
pin  is  maneuvered  through  the  gastric 
wall  until  it  is  brought  into  such  a position 
that  it  is  visible  to  the  gastroscopist.  It 
may  then  be  seized  under  direct  vision 
and  removed  with  a gastroscope.  The 
abdominal  incision,  in  either  case,  may 
then  be  closed  without  the  risk  of  peri- 
tonitis or  adhesions. 

In  case  the  pin  has  passed  beyond  the 
pyloris,  it  should  be  observed  at  twenty- 


Fig.  6.  Point  of  safety  pin  grasped  in  forceps ; 
disembedded  by  displacement  downward  and 
brought  into  line  with  shank  of  forceps  by 
Tucker  blades 

four  hour  intervals  with  the  fluoroscope, 
and  its  position  marked  with  ink  on  the 
body  wall.  Failure  to  show  evidence  of 
movement  over  a period  of  forty-eight 
hours  is  an  indication  for  open  operation. 
In  practically  all  of  these  cases,  the  simple 
closure  of  the  pin  in  situ  is  sufficient  to 
insure  its  delivery  with  the  intestinal  con- 
tents. It  is  not  necessary  to  manually 
propel  the  foreign  body  from  the  small 
to  the  large  intestine,  or  from  the  large 
intestine  to  the  sigmoid  colon.  Such  a 
manipulation  tends  to  paralyze  the  intes- 
tinal musculature.  It  leads  to  meteorism, 
reverse  peristalsis,  and  postoperative  vom- 
iting— all  of  which  delay  the  ejection  of 
the  foreign  body,  rather  than  advance  it. 


Fig.  7.  Extraction  of  safety  pin  begun  with 
pointed  extremity  inside  mouth  of  bronchoscope 

In  the  following  case  reports,  the  tech- 
nic employed  for  a successful  removal 
illustrates  the  value  of  being  prepared 
with  an  accurate  study  of  the  case,  on  one 
hand,  and  also  of  being  prepared  for  the 
individual  or  unexpected  difficulty  on  the 
other. 

Case  Reports 

Open  Safety  Pin  in  the  Right  Lung 
for  32  Months 

Case  1.  N.  M.,  white  female,  seventeen 
years  of  age,  was  suffering  from  cough,  aft- 
ernoon fever,  loss  of  weight,  and  wheezing 
sounds  in  the  chest.  She  consulted  her  physi- 
cian (Dr.  H.  A.  Cochrane),  who  ordered 
an  x-ray,  under  suspicion  of  tuberculosis. 
The  x-ray  revealed  the  presence  of  an  open 
safety  pin  in  the  right  bronchus,  point  up- 
ward. 

The  patient  recalled  having  “swallowed” 
it  nearly  three  years  previously. 

She  was  admitted  to  St.  Vincent’s  Hos- 
pital, Staten  Island,  on  May  15,  1936.  Except 
for  a temperature  of  99.2°F.,  and  limitation 
of  movement  on  the  right  side,  the  physical 
examination  revealed  nothing  of  importance. 

On  May  16,  under  local  anesthesia,  a 
seven  mm.  bronchoscope  was  passed.  The 
pin  was  located  between  the  upper  and  mid- 
dle lobe  branch  bronchi.  It  was  completely 
buried  in  granulation  and  fibrous  tissue,  and 
the  bronchus  was  almost  occluded  in  the 
remainder  of  its  lumen  by  heavy  mucous 
secretion.  After  careful  removal  of  the 
secretion,  the  margin  of  the  keeper  became 
visible  on  the  lateral  side.  An  attempt  to 
expose  the  point  resulted  in  slight  extravasa- 
tion of  blood.  It  was  then  attempted  to  bring 
the  point  into  view  by  exerting  pressure  on 
the  keeper  with  the  tip  of  the  bronchoscope. 
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This,  however,  dislocated  the  pin  from  the 
encapsulating  fibers  and  forced  it  downward 
into  the  lower  portion  of  the  bronchus.  The 
field  was  again  cleared  up,  but  the  pin  was 
not  visible,  and  the  patient  was  returned  to 
the  ward  for  further  x-ray  study. 

Anteroposterior  and  lateral  views  showed 
the  pin  to  be  then  in  the  mediastinal  branch 
of  the  right  lower  lobe,  the  point  directed 
anteromedially.  Thirty-six  hours  after  the 
first  bronchoscopy,  a second  examination 
was  made.  After  considerable  difficulty,  a 
small  portion  of  the  keeper  was  brought 
into  view.  The  point  was  invisible.  A 
Tucker  pin  forceps  was  introduced  to  avoid 
the  keeper.  (Fig  4)  When  the  blades 
had  passed  beyond  the  keeper,  they  were 
opened;  the  shank  was  rotated  one-half  turn 
in  a clockwise  direction  (Fig.  5)  in  order 
to  separate  the  pin  point  from  the  bronchial 
wall,  and  the  blades  were  closed.  Forceps 
and  pin  were  forced  downward  about  one- 
quarter  inch,  in  order  to  disembed  the  point. 
(Fig.  6)  When  traction  was  begun,  the 
keeper  was  seen  to  move  upward.  The 
bronchoscope  was  held  in  such  a position  as 
to  maintain  the  bronchial  orifice  in  the  cen- 
ter of  its  lumen.  Further  traction  completed 
its  removal  through  the  bronchoscope.  (Fig. 
7)  When  the  nurse  removed  it  from  the 
blades  of  the  forceps,  it  broke  into  two  por- 
tions at  the  ring.  The  pin  measured  twenty- 
eight  mm.  from  keeper  to  ring. 

The  patient’s  further  recovery  was  with- 
out incident,  and  she  was  discharged  on 
May  18. 

The  bronchoscopic  maneuver  reported  in 
the  above  case  was  carried  out  without 
fluoroscopic  control  because  the  advisability 
of  biplane  fluoroscopy  was  not  anticipated. 
Under  such  circumstances,  there  is  no  reason 
why  a difficult  manipulation  should  not  be 
attempted  so  long  as  the  operator  bears  in 
mind  the  Jackson  aphorism:  “If  you  can’t 
do  any  good,  at  least  do  no  harm.” 


Open  Safety  Pin  Removed  from  Stomach 

Case  2.  J.  R.,  white  male,  six  months, 
admitted  to  Staten  Island  Hospital,  Jan- 
uary 7,  1935  and  discharged  the  following 
day.  The  mother  stated  that  while  dressing 
the  infant,  it  swallowed  an  open  safety  pin. 
The  x-ray  showed  the  pin  open,  point  up- 
ward, about  the  middle  of  the  esophagus.  A 
seven  mm.  esophagoscope  was  passed  with- 
out anesthesia.  As  the  pin  was  approached, 
and  the  esophageal  lumen  was  widened,  it 
began  to  descend  toward  the  stomach.  The 
esophagoscope  was  inserted  as  rapidly  as  the 
pin  descended,  so  as  to  keep  it  constantly  in 
view,  hoping  that  at  the  diaphragmatic 
pinchcock  it  would  come  temporarily  to 
rest.  In  spite  of  the  fact  that  the  pin  was 
large,  this  did  not  occur.  It  proceded  at  the 
same  pace  into  the  stomach.  The  esophago- 
scope was  then  passed  between  the  shafts  of 
the  pin  and,  as  soon  as  it  entered  the  stomach, 
it  was  carried  forward  on  the  end  of  the  tube 
until  the  gastric  wall  on  the  cardiac  portion 
of  the  greater  curvature  was  reached.  Mo- 
mentarily, the  foreign  body  was  lost  to  view 
in  the  folds  of  the  gastric  mucosa.  It  could 
still  be  felt,  however,  in  contact  with  the 
end  of  the  tube.  By  careful  manipulation, 
the  pointed  shank  was  again  brought  into 
view.  It  was  followed  backward  until  the 
ring  could  be  seen.  This  portion  of  the  pin 
was  then  grasped  by  rotation  forceps;  the 
pin  was  inverted  and  withdrawn,  ring  up- 
ward, through  the  esophagoscope. 

The  patient  suffered  a slight  reaction,  and 
on  the  following  day  the  temperature  rose  to 
100.6°F.  The  mother,  however,  insisted  on 
removing  the  infant  against  advice.  A 
few  weeks  later,  he  was  seen  in  the  hospital 
dispensary  in  a perfectly  healthy  state. 
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MOST  VALUABLE  ASSET  LOST 


Having  witnessed  socialized  medicine 
during  his  stay  in  Vienna,  Dr.  Aaron 
Kramer  of  Brooklyn,  arriving  on  the  Conte 
de  Savoia  recently,  said  he  hoped  he  would 
never  be  a party  to  it  in  this  country. 

In  an  interview  he  told  of  the  disinte- 
gration of  private  practice  in  Austria 
through  socialized  medicine.  He  said  it 
was  appalling  to  see  the  biggest  professors 
and  specialists  waiting  in  their  offices  day 
after  day  for  patients  who  never  came. 

“Why  should  they  come  when  they  can 
get  the  doctor’s  service  in  the  clinic  free?” 
he  queried.  To  supplement  the  small  wages 


paid  them  by  the  government  Viennese  pro- 
fessors are  only  too  glad  to  tutor  Ameri- 
can doctors  seeking  postgraduate  studies. 

According  to  Dr.  Kramer,  the  profes- 
sion in  Austria  has  lost  the  most  valuable 
asset  in  the  cure  of  human  ills — the  per- 
sonal relationship  between  doctor  and  pa- 
tient. 

“When  hundreds  of  people  come  to 
clinics  to  be  treated  for  colds  treatment 
becomes  mechanical.  The  doctor  loses  in- 
terest and  there  is  no  incentive  for  fur- 
ther self-development  and  improvement,” 
he  said. 


GYNECOLOGICAL  MORBIDITY  AND  MORTALITY 
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The  late  Dr.  John  O.  Polak  very 
wisely  said,  “We  all  like  to  report  our 
successes  but  it  is  from  our  failures  that 
we  learn  our  short  comings  and  the  les- 
sons which  should  be  indelibly  impressed 
upon  our  memories.”  If  we  are  wise, 
every  failure  should  teach  us  a very 
valuable  lesson  from  which  every  future 
patient  will  benefit. 

Fully  appreciating  and  accepting  this 
philosophy,  it  is  the  practice  on  the 
Gynecological  Division  of  Harlem  Hos- 
pital to  carefully  and  fully  record  in  what 
we  are  pleased  to  call  a “Calamity  Book,” 
every  death,  every  infection,  every  com- 
plication, and  the  details  of  every  interest- 
ing and  unusual  case  for  ready  access  and 
periodic  study.  This  practice  has  proved 
of  very  great  value  to  us  in  keeping  alive 
a healthy  discontent  in  our  work  and  is  a 
constant  challenge  to  improve  our  results. 

It  is  unnecessary  to  state  that  the 
generally  accepted  minimum  preoperative 
requisites  for  gynecological  surgery,  are 
scrupulously  observed.  Conservatism  is 
the  ruling  principle  on  our  service.  Our 
objective  is  to  return  our  patients  to  their 
usual  routines  of  life  as  near  as  possible, 
anatomically  corrected,  clinically  relieved 
or  cured,  and  economically  efficient. 

From  January  1 to  December  31,  1936, 
there  were  1,255  cases  admitted  to  the 
Gynecological  Division  of  Harlem  Hos- 
pital. Of  these,  440  were  submitted  to 
some  form  of  surgical  treatment,  an 
operative  incidence  of  35.08  per  cent. 
The  total  number  of  deaths  for  the  same 
period  was  thirty-five.  Five  of  these 
deaths  were  non-gyn.,  giving  a corrected 
total  of  thirty  deaths  or  2.39  per  cent. 
Autopsies  were  performed  on  eighteen 
cases  or  51.4  per  cent. 

In  the  nonoperative  group  of  815  cases, 
there  were  twenty-two  deaths  or  2.69  per 
cent.  Autopsies  performed  in  this  group 
were  sixteen  or  72.7  per  cent. 

In  the  operative  group,  440  cases,  there 
were  eight  deaths  or  1.81  per  cent.  There 
were  two  autopsies  or  25  per  cent. 


There  were  353  laparotomies,  with  in- 
fected wounds  in  eighteen  cases,  or  5.09 
per  cent. 

There  were  eighty-seven  operations  of 
vaginal  or  other  type. 

These  operations  were  performed  by 
twenty-two  men,  all  members  of  the 
Visiting  or  House  Staff.  The  largest 
number,  149  laparotomies  and  forty- 
seven  vaginal  operations  (total  of  196) 
were  performed  by  the  House  Gynecolo- 
gist under  proper  supervision. 

The  total  number  of  abortions  ad- 
mitted during  this  period  was  287,  of 
which  thirty  were  curetted.  There  were 
twelve  deaths  among  the  abortions,  a rate 
of  4.18  per  cent.  All  of  the  deaths  among 
the  abortions  were  nonoperative. 

Thirty-two  ectopic  pregnancies  were 
admitted  during  this  period.  The  diag- 
nosis was  made  and  not  found  in  seven 
cases.  The  diagnosis  was  not  made  and 
found  in  two;  the  diagnosis  was  made 
and  found  in  thirty  cases.  There  were 
no  deaths  among  the  ectopics. 

Seven  hundred  and  fifty-five  cases,  re- 
turned for  follow-up  examination.  The 
percentage  of  those  requested  to  return 
was  seventy-two  per  cent. 

Analysis  of  Eight  Operative  Deaths 

These  eight  patients  were  operated  on 
by  seven  different  surgeons : 

Case  1.  A thirty  year  old  colored  nulli- 
para was  admitted  January  27,  1936,  com- 
plaining of  prolonged  menorrhagia  and  ab- 
dominal cramps.  Her  menses  were  irregu- 
lar, occurring  for  the  past  four  years  q. 
two  or  three  weeks  and  never  flowing  less 
than  eight  days,  accompanied  by  cramps. 
She  admitted  one  induced  miscarriage. 
Examination  revealed  an  irregularly  en- 
larged nodular  uterus,  about  ten  cm.  in  its 
greatest  diameter.  There  were  no  other 
pelvic  masses.  Her  general  condition  was 
fairly  good.  Heart  and  lungs  negative. 
B.P.  156/110.  Urine  negative.  Rbc  3J4 
million,  Hgb  sixty  per  cent.  Wbc  8,800. 
Polys  eighty-two  per  cent,  lymph  eighteen 
per  cent.  Sedimentation  rate  ten  mm.  in 
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sixty  minutes.  On  Feb.  8 under  avertin- 
ether  anesthesia,  laparotomy  revealed  a 
multinodular  fibroid  uterus.  The  omentum, 
broad  ligaments,  cul-de-sac  anterior  ab- 
dominal wall,  as  well  as  the  mesoappendix 
were  studded  with  firm,  pearly  discrete 
nodules  of  fibromatous  consistency.  A 
supracervical  hysterectomy  was  done  with 
removal  of  both  tubes  and  ovaries.  Patient 
died  from  a generalized  peritonitis  on  the 
fourth  postoperative  day  after  a simple 
laparotomy  with  almost  no  postoperative 
shock.  Autopsy  disclosed  purulent  peri- 
tonitis, infection  of  incisional  wound,  and 
pulmonary  edema. 

Case  2.  A thirty-six  year  old  Ill-gravida, 
II-para,  was  admitted  January  28,  1936, 
complaining  of  severe  cramps  in  lower  ab- 
domen. She  admitted  an  induced  abortion 
in  July  1935,  since  which  time  she  had  lost 
forty  pounds  in  weight.  No  menstrual  ab- 
normality. There  was  a nonproductive 
cough  for  the  past  week.  The  patient  was 
extremely  emaciated.  Heart  negative. 
X-ray  of  chest  showed  no  abnormality  of 
lungs.  The  abdomen  was  distended,  some- 
what soft,  with  a sensation  of  cystic  mass 
filling  the  left  side  of  abdomen  and  bulging 
in  left  flank.  There  was  flatness  on  per- 
cussion over  this  mass  with  fluid  wave 
through  it.  There  was  no  shifting  dullness. 
Urine  was  negative.  Blood  chemistry  was 
Creatinin  1.4;  Urea  N.  13.0;  Sugar  128. 
Rbc  3,800,000;  Hgb  seventy  per  cent;  Wbc 
23,400;  Polys  eighty  per  cent;  lymphs  six- 
teen per  cent. 

Preoperative  diagnosis:  Tuberculous  peri- 
tonitis, infected  ovarian  cyst,  and  tubercu- 
lous pyosalpinx.  Laparotomy  on  Feb.  6 
disclosed  a large  pus  sac  filling  the  lower 
abdomen,  with  adhesions  to  omentum  and 
small  intestine.  Aspiration  by  suction  re- 
moved about  one  gallon  of  yellowish  pus 
with  B.  coli  odor.  This  proved  to  be  a 
large  pyosalpinx.  Because  of  the  difficulty 
in  separating  adhesions  from  intestines,  the 
lower  part  of  this  mass  was  caseous  and 
necrotic,  and  because  of  poor  condition  of 
patient,  portion  of  the  sac  was  removed  and 
the  remainder  was  marsupialized  and 
sutured  to  anterior  abdominal  wall.  The 
abdomen  was  drained  and  closed.  Patient 
left  table  in  poor  condition. 

Postoperative  diagnosis:  Giant  tb.  pyosal- 
pinx. Pathological  report  showed  wall  of 
abscess  with  areas  of  caseation  and  giant 
cells  present.  Her  postoperative  course  was 
stormy  from  the  beginning,  temperature 
rising  to  103°  F.  on  the  third  day.  On  the 
fourth  day  she  was  transfused,  but  this 
was  of  no  avail  and  patient  gradually  sank, 
until  she  died  on  the  fifth  day  postoperative. 
No  autopsy. 

Case  3.  A twenty  year  old  colored  female 


was  admitted  June  16,  1936,  complaining  of 
pain  in  the  lower  abdomen,  backache,  and 
fever.  Attack  began  six  days  previously. 
Has  had  a vaginal  discharge  for  the  past 
year  and  occasional  burning  on  urination. 
Complains  of  frequency  at  present.  Has 
had  attacks  of  lower  quadrant  pain  every 
year  since  1931.  Last  menstrual  period  was 
May  18;  menses  occasionally  come  twice  a 
month.  Pregnancies  denied.  Examination 
revealed  a tender  lemon-sized  mass  in  the 
right  fornix,  lying  in  front  of  the  fundus. 
Patient  had  been  operated  on  three  times 
for  mastoid  infections  in  1932  and  1936. 
Heart  and  lungs  showed  no  abnormal  find- 
ings. B.P.  124/86.  Urine  1+  albumin  and 
occasional  pus  cells.  Rbc  4,100,000;  Hgb 
sixty  per  cent;  Wbc  11,650;  Polys  eighty- 
two  per  cent,  lymphs  eighteen  per  cent. 
Kahn  test  negative.  Laparotomy  performed 
June  30  revealed  right  adnexal  disease 
with  firm  adhesions  to  posterior  surface  of 
broad  ligament.  The  appendix  formed  a 
part  of  the  mass.  In  separating  the  ap- 
pendix from  the  mass,  a fair-sized  fecalith 
was  extruded  into  the  pelvis.  Simple  ap- 
pendectomy was  done  with  penrose  drain- 
age of  the  abdomen.  The  postoperative 
course  was  stormy  from  the  beginning. 
Pulse  and  temperature  increased  rapidly, 
and  on  July  4 there  were  signs  of  general- 
ized peritonitis  and  103  temperature.  One 
week  later  she  developed  a cellulitis  of 
floor  of  mouth  and  ulcerating  stomatitis. 
Mouth  and  throat  swab  showed  fusiform 
Bacilli  of  Vincents.  In  addition  to  sup- 
portive treatment,  infusions,  and  trans- 
fusions, neoarsphenamine  locally  to  mouth 
lesions.  Pulse  continued  above  130,  tem- 
perature from  100  to  104.  Blood  culture 
negative.  Patient  died  on  July  23,  mainly, 
we  believe,  from  the  fulminating  mouth  in- 
fection. No  autopsy. 

Case  4.  A twenty-five  year  old  colored 
woman  was  admitted  June  6,  1936,  com- 
plaining of  pain  in  lower  abdomen,  chiefly 
in  right  lower  quadrant,  and  fever  of  one 
week’s  duration.  She  had  experienced 
several  similar  attacks  during  the  past  year. 
Three  children,  the  youngest  of  which  was 
five  years. 

Menses  regular,  of  q.  twenty-eight  day 
type,  three  days  duration.  Last  period  be- 
gan one  week  before  admission  and  coin- 
cided with  beginning  of  present  illness. 

Examination:  Heart  and  lungs  essentially 
negative.  Abdomen  protuberant.  A large 
ovoid  mass  of  cystic  consistency  filling  right 
side  of  abdomen  and  extending  to  within 
two  fingers  of  the  umbilicus.  Cervix  was 
pushed  up  under  symphysis  by  this  mass 
which  filled  posterior  and  right  fornices. 
A smaller  mass  was  present  in  the  left 
fornix.  The  rectovaginal  septum  was 
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thickened  and  indurated  and  exquisitely 
tender.  Urine  examination  was  negative 
and  blood  chemistry  within  normal  limits, 
but  temperature  spiked  between  100  and 
104.  Sedimentation  time  repeatedly  rapid. 
A posterior  colpotomy  was  done  on  June 
21  yielding  no  pus.  The  patient  con- 
tinued to  spike  and  the  masses  enlarging 
and  filling  the  abdomen  to  the  umbilicus. 
Six  days  later  a bilateral  extraperitoneal 
drainage  was  done  leaving  four  penrose 
drains  in  either  side,  about  Poupart’s  liga- 
ments. On  the  ninth  postoperative  day 
there  was  drainage  through  both  extra- 
peritoneal  openings  and  the  temperature  re- 
ceded to  99.  On  the  thirteenth  day,  tem- 
perature was  flat.  On  the  sixteenth  day 
patient  suddenly  became  drowsy  and  looked 
toxic,  with  temperature  rising  to  101.6,  and 
a thready  pulse.  Third  operation  was  then 
done  for  abscess  of  rectovaginal  septum, 
the  colpotomy  yielding  about  a pint  of  pus. 
From  this  point  patient  gradually  grew 
weaker  and  died  from  chronic  sepsis  on 
the  eleventh  day  after  last  colpotomy. 
Autopsy  revealed  a pelvic  abscess,  left  para- 
metric abscess,  right  tubo-ovarian  abscess, 
and  right  hydronephrosis. 

Case  5.  A forty-five  year  old  colored 
woman  was  admitted  July  22,  1936,  with 
complaints  of  menorrhagia  and  mass  in 
abdomen.  Two  miscarriages  preceded  birth 
of  only  child  in  1923.  Patient  was  told  two 
years  ago  that  she  probably  had  a fibroid 
uterus.  Menses  usually  eight  days,  but  be- 
ginning March  1936,  periods  began  to  be 
prolonged,  lasting  as  long  as  two  weeks, 
and  associated  with  abdominal  cramps. 

Examination  showed  patient  in  good 
general  condition.  Heart  and  lungs  essen- 
tially negative.  Urine  1.013,  no  albumin  or 
sugar  and  few  Wbc.,  creatinin  1.1;  Urea  N 
8.2;  sugar  seventy-eight,  Rbc  3,500,000, 
Hgb  sixty  per  cent,  Wbc.  9,200 ; Polys 
seventy-four,  lymphs  twenty-two,  trans,  four, 
B.P.  165/115,  sedimentation  time,  seven  mm. 
in  thirty  minutes. 

Fundus  was  converted  into  multinodular 
mass  extending  to  level  of  umbilicus.  On 
Aug.  4 at  laparotomy,  a routine  supra- 
cervical hysterectomy  was  done.  Two  days 
later  patient  began  to  cough.  Temperature 
101,  pulse  124,  subcrepitant  rales,  increased 
fremitus,  and  whispered  voice  sounds  over 
L.L.  lung  posteriorly.  There  was  moderate 
abdominal  distension  and  while  temperature 
and  pulse  remained  high,  the  chest  con- 
dition under  croup  tent  cleared.  On  Aug. 
9 the  skin  clips  were  removed.  The 
wound  apparently  healed  and  clean.  Fol- 
lowing supper,  the  same  day,  patient  began 
to  belch  with  sour  eructation  and  vomiting 
of  ingested  food.  She  was  cold,  bathed  in 
perspiration,  and  an  inspection  of  wound 


showed  complete  separation  of  incision 
with  evisceration.  In  the  operating  room 
the  intestines  were  replaced  and  wound 
resutured.  Patient  grew  progressively 
worse,  with  increasing  abdominal  distension 
and  rapid  pulse  and  died  on  the  eleventh 
postoperative  day  of  a generalizing  peri- 
tonitis. No  autopsy. 

Case  6.  A thirty-eight  year  old  colored 
woman  was  admitted  September  4,  1936, 
complaining  of  a feeling  of  heaviness  in 
the  lower  abdomen.  Nine  years  before 
patient  first  noted  a movable  mass  in  the 
abdomen.  This  mass  has  been  getting  pro- 
gressively larger  and  is  not  painful  or 
tender.  Menses  regular  duration — four  to 
six  days. 

Examination:  Heart  and  lungs  essentially 
negative.  Blood  pressure  120/85.  Urine 
negative.  Creatinin  1.2;  Urea  N 8.7;  sugar 
ninety-three,  Rbc  3,100,000;  Hgb  sixty 
per  cent;  Wbc.  6,550;  Polys  seventy-four, 
trans.  six,  lymphs  seventeen,  eosin  two,  and 
baso  one ; Kahn  4-f-. 

The  abdomen  was  filled  by  a large,  firm 
mass  extending  above  the  umbilicus  to 
within  two  fingers  of  the  costal  border. 

This  mass  sprang  from  and  included  the 
fundus  and  adnexa,  the  latter  apparently 
negative.  On  September  19  at  laparotomy, 
giant  fibroid  uterus,  twenty  cm.  or  more  in 
diameter,  with  pedunculated,  intramural, 
and  submucous  types  of  growths  was  re- 
moved by  supracervical  hysterectomy.  The 
postoperative  course  was  uneventful  until 
the  ninth  day  when  patient  began  to  com- 
plain of  palpitation  and  dyspnea.  The  pulse 
became  thready.  Medical  consultation  gave 
opinion  that  there  was  pulmonary  infarc- 
tion. Patient  died  within  forty-eight  hours, 
probably  from  multiple  emboli  with  one 
large  occlusion.  No  autopsy. 

Case  7.  A twenty  year  old  colored  female 
was  suddenly  seized  four  days  before  ad- 
mission with  severe  pain  in  lower  abdomen, 
both  sides.  Her  menstrual  periods  usually 
last  from  nine  to  ten  days,  accompanied 
with  cramplike  pains,  occur  every  three 
weeks,  and  always  irregular.  Last  period 
began  October  22,  1936.  She  was  flowing 
on  admission.  She  was  never  pregnant. 
On  physical  examination,  patient  had  a soft 
blowing  systolic  murmur  over  the  precor- 
dium  transmitted  to  apex  and  base.  B.P. 
110/75.  Urine  negative.  Rbc  3,950,000; 
Hgb  sixty-five  per  cent;  Wbc.  10,500; 
polys  seventy-eight  and  lymphs  twenty-two. 
Sedimentation  time  twelve  mm.  in  sixty 
minutes.  Vaginal  examination  showed 
some  tenderness  in  both  lateral  fornices 
with  thickening  of  right  tube.  The  uterus 
was  in  retroposition.  At  laparotomy  No- 
vember 14,  an  acutely  inflamed  left  tube,  a 
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closed  thickened  right  tube,  and  a small 
ovarian  cyst  were  removed.  After  closure 
of  the  peritoneum  the  pulse  was  108  and  of 
good  quality.  On  closing  the  skin  the 
anesthetist  reported  that  the  patient  had 
stopped  breathing.  Despite  attempts  at 
resuscitation,  stimulation,  and  artificial 
respiration,  patient  expired  on  table.  No 
autopsy. 

Case  8.  A twenty-two  year  old  colored 
female,  II-gravida,  II-para,  was  admitted 
December  2,  1936,  complaining  of  pain  in 
R.L.Q.  She  had  experienced  this  pain  off 
and  on  for  the  past  five  years.  It  had 
grown  worse  in  the  past  three  weeks.  Last 
menstrual  period  one  month  prior  to  admis- 
sion, and  had  continued  the  entire  time  until 
admission.  Her  usual  periods  were  four 
days  in  duration. 

Physical  examination:  Heart  and  lungs 
essentially  negative.  B.P.  110/70.  Urine 
negative.  Rbc.  3,600,000;  Hgb  seventy-five 
per  cent;  Wbc.  17,500;  Polys  seventy-six 
and  lymphs  twenty-three.  Sedimentation 
time  was  eighteen  mm.  in  thirty  minutes. 

The  fundus  was  posterior  and  pushed 
over  to  patients  left  by  a large,  globular 
tender  mass  filling  the  right  fornix.  The 
diagnosis  of  acute  pelvic  inflammatory 
disease  with  right  tubo-ovarian  abscess  was 
changed  to  ectopic  pregnancy  and  tubal 
abortion,  on  account  of  sudden  enlargement 
of  the  mass  in  the  right  fornix  with  acute 
pelvic  symptoms  and  fairly  slow  sedimenta- 
tion time.  Laparotomy  on  Dec.  8 dis- 
closed a right  tubo-ovarian  mass  and  left 
pyosalpinx  with  extensiye  adhesions  of  in- 
testines. The  abscess  was  ruptured  during 
removal.  The  abdomen  was  closed  with- 
out drainage.  The  postoperative  course 
was  stormy  from  the  beginning,  death  com- 
ing on  the  fourth  day  from  generalizing 
peritonitis.  No  autopsy. 

Of  the  seventeen  wound  infections, 
fifteen  may  be  classified  as  mild  infec- 
tions. They  were  all  completely  healed 
and  patients  discharged  from  the  hospital 
by  the  sixteenth  postoperative  day;  thir- 
teen of  these  were  healed  and  discharged 
by  the  fourteenth  day.  These  infections 
ranged  from  simple  serous  exudate  from 
lower  angle  of  wound  or  stitch  abscess 
to  those  cases  where  a small  amount  of 
pus  was  evacuated  usually  after  applying 
moist  dressings  to  an  induration  along 
the  entire  suture  line. 

It  is  our  feeling  that  there  are  two 
important  contributing  factors  in  this 
group;  (1)  Failure  to  ligate  small  bleed- 
ing vessels  in  the  subcutaneous  tissue  fol- 
lowed by  formation  of  small  hematomata 
and  (2)  leaving  excessive  catgut  knots 


in  the  subcutaneous  tissue  especially  at 
the  lower  angle  of  the  wound. 

In  two  cases  the  infections  were  severe. 
A few  of  the  lower  clips  in  the  incision 
were  removed  and  the  wounds  dakinized. 
These  areas  completely  healed  by  granu- 
lation on  the  twenty-second  and  twenty- 
fourth  postoperative  days.  We  regard 
any  moisture  exuding  from  the  wound  as 
an  infection  in  clean  cases;  where  pus  is 
spilled  during  operation  or  where  drain- 
age has  been  instituted  the  case  is  not 
considered  a clean  one. 

Major  complications  were  eighteen,  in- 
cluding three  resulting  in  postoperative 
deaths.  There  were  seven  pulmonary 
complications — three  pulmonary  embolus, 
one  atelectasis,  one  pneumonia,  and  two 
bronchitis.  There  were  two  generalizing 
peritonitis ; one  acute  dilatation  of 
stomach;  one  laceration  of  bladder;  one 
thrombophlebitis ; one  cervicosigmoid 
fistula ; three  partial  intestinal  obstruc- 
tions ; one  complete  intestinal  obstruction ; 
one  paralytic  ileus. 

It  is  to  be  remembered  that  this  serv- 
ice is  in  a busy  city  hospital  where  there 
can  be  no  selection  of  cases.  The  worst 
possible  types  of  cases  usually  declined 
at  other  institutions  regularly  present 
themselves  for  admission. 

Long  periods  of  bed  rest  and  sup- 
portive treatment  with  free  use  of  trans- 
fusions, tonics,  etc.,  is  the  rule.  Every 
attempt  is  made  to  put  these  patients, 
their  defensive  mechanism,  physical  and 
mental  already  at  lowest  ebb,  into  the 
best  possible  condition  to  withstand 
major  surgery. 

With  the  abundant  material  at  our  dis- 
posal we  recognize  our  duty  to  train 
younger  men  in  the  proper  management 
of  gynecologic  cases.  Consequently  our 
organization  provides  for  intimate  and 
personal  responsibility  on  each  member 
of  the  junior  attending  staff  for  a 
limited  number  of  cases.  These  patients 
are  thus  individualized  and  despite  the 
fact  that  the  major  part  of  the  surgery 
is  done  by  junior  attendings  and  members 
of  the  house  staff  under  proper  super- 
vision, we  believe  our  results  compare 
very  favorably  with  other  large  clinics 
where  the  material  is  more  highly  selec- 
tive and  where  the  type  of  pathology  with 
which  we  deal  daily  is  an  infrequent 
occurrence  rather  than  the  rule. 

2588  Seventh  Ave. 


EMBOLISM  FOLLOWING  HEMORRHOIDAL 
INJECTION 

Frank  A.  Marshall,  M.D.,  New  York  City 


In  a search  for  the  complications  fol- 
lowing the  injection  treatment  of  internal 
hemorrhoids,  which  has  become  quite 
popular  within  the  past  few  years,  it  is 
surprising  to  note  the  paucity  of  case 
reports  or  even  opinions  on  embolism 
following  injection. 

Extremely  optimistic  has  been  Jung- 
haus  i1 

Actually  serious  complications  have  not 
occurred  during  injection  treatment  of 
hemorrhoids  according  to  the  reports  in  the 
literature.  Bensaude  in  10,000  such  injec- 
tions has  never  observed  any  serious  accom- 
panying manifestations  or  sequelae.  Embolies 
have  never  been  observed  (Bensaude,  Glaser, 
Meisen  and  others).  Elener  observed  in  one 
case  a thrombosis  of  a vein  of  the  leg. 

The  rich  vascular  network  surrounding 
the  rectum  would  seem  to  indicate  a 
greater  frequency  of  embolism.  The  two 
chief  plexuses  of  veins  surrounding  the 
rectum  are  the  internal  hemorrhoidal 
plexus  in  the  submucous  coat  of  the  rec- 
tum and  the  external  hemorrhoidal  and 
superior  hemorrhoidal  veins  respectively. 
Thus  connections  are  present  between 
both  the  portal  and  systemic  vessels  creat- 
ing possibilities  of  emboli  to  both  the 
liver  and  lungs. 

Newman2  mentioned  one  case  of  em- 
bolism following  the  injection  of  quinine 
and  urea  HCL. 

The  following  case  resulted  from  the 
use  of  five  per  cent  phenol  in  vegetable 
oil. 


Case  Report 

W.  D.,  male,  age  twenty-eight,  married, 
following  injection  of  five  c.c.  phenol  in 
oil  into  the  anterior  left  quadrant  of  the 
rectum  on  August  3,  1936  developed  a sud- 
den chill  and  fever  three  hours  later.  In 
addition  there  was  a slight  cough  and  pains 
in  the  right  upper  quadrant  of  the  abdomen. 
He  also  felt  slightly  nauseated. 

Patient  called  me  to  his  home  two  days 
later  at  which  time  he  complained  of  pain 
in  the  epigastrium  and  in  both  eyes  and 
legs. 

On  physical  examination  there  was  tender- 
ness in  the  epigastrium  and  right  hypochon- 
drium.  Temperature  at  the  time  was  98.4°. 
Patient  still  complained  of  occasional  cough- 
ing spells. 

On  August  9,  about  a week  after  the  in- 
jection, patient  was  completely  recovered. 

Previously,  patient  had  been  given  six 
quinine  and  urea  HCL  injections  into  the 
hemorrhoids  proper.  The  last  injection  was 
the  third  phenol  in  oil  injection  he  had 
received.  None  of  the  previous  treatments 
affected  him  in  any  way. 

It  is  probable  that  this  patient  experi- 
enced emboli  in  the  liver  and  possibly  the 
lungs  as  evidenced  by  pain  and  tenderness 
of  the  right  hypochondrium  and  epigastrium 
and  by  his  slight  cough. 

123  E.  53  St. 
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BONE  CONDUCTION  HEARING  AS  GOOD  AS  NORMAL 


Hearing  by  means  of  bone  conduction, 
resorted  to  by  those  suffering  from  a cer- 
tain sort  of  impaired  hearing,  can  reach  as 
high  a degree  of  perfection  as  normal  hear- 
ing, Dr.  N.  A.  Watson  of  the  University 
of  California  at  Los  Angeles  reports 
( Journal  Acoustical  Society  of  America, 
October  1937). 

Many  handy  suggestions  for  deaf  peo- 
ple using  this  means  of  keeping  in  touch 
with  the  audible  world  were  contained  in 
Dr.  Watson’s  report. 

Bone  conduction,  using  the  bones  of  the 
head  to  conduct  sound  instead  of  the  air 


inside  the  ear  as  normally  occurs,  works 
best  if  the  mouth  is  closed  and  the  teeth 
are  together,  but  not  clenched,  he  finds. 
He  found  that  conduction  through  the 
bones  of  one  ear  gave  as  good  results  as 
simultaneous  use  of  both  ears. 

Dr.  Watson,  who  used  a special  sound 
chamber  and  test  rooms  for  conducting  his 
experiments,  was  his  own  “guinea  pig.”  He 
conducted  the  experiments  on  himself, 
checking  comparative  ability  to  distinguish 
conversational  sounds  by  ordinary  hearing 
and  bone  conduction. — Science  News 

Letter. 
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Preventive  Medicine 


Umbilical  Cord  Wassermann  and  Kahn  Tests 


The  incidence  of  congenital  syphilis  seems 
to  be  on  the  decline,  but  there  are  still  some 
cases.  In  our  experience,  it  is  extremely 
important  that  treatment  should  be  begun  at 
the  earliest  possible  moment,  for  we  find 
that,  as  in  acquired  syphilis,  any  delay  in 
starting  treatment  makes  the  case  much  more 
difficult  to  cure.  Therefore,  any  help  at 
arriving  at  a diagnosis  should  be  welcomed. 

There  are  many  localities  or  situations 
where  the  Darkfield  examination  of  skin 
lesions  on  the  baby  or  the  umbilical  cord, 
the  microscopical  examination  of  the  placen- 
ta, or  the  x-ray  examination  of  the  long 
bones  are  impracticable  or  impossible,  and 
yet  where  a test  of  the  umbilical  cord  blood 
may  be  very  easily  done. 

There  is  still  some  confusion  as  to  the 
significance  of  this  cord  test.  We  have  re- 
ported on  our  experience  with  it,  and  some 
further  experiences  with  the  Wassermann 
and  Kahn  tests  are  here  given  in  the  hope 
that  if  our  experience  is  duplicated  in  other 
laboratories  it  may  be  a help  in  arriving-  at 
an  early  diagnosis. 

The  Rochester  Health  Bureau  Labora- 
tories report  three  tests  on  any  blood  sub- 
mitted for  a diagnosis  of  syphilis — each  in 
six  different  intensities — negative  ( — ), 
doubtful  (dfc),  1+,  2+,  3+,  4+.  Two  of 
these  tests  are  Wassermann  tests — the  non- 
cholesterinized  (Bordet)  and  the  choles- 
terinized — the  third  is  the  Kahn  test.  They 
are  reported  in  this  order.  In  this  region, 
where  there  is  no  yaws  or  leprosy,  a strong- 
ly positive  test  like  a 4.4.4  is  assumed  to 
mean  syphilis.  Very  rarely  bloods  have 
been  reported  as  4.4.4  that  subsequently  show 
frank  negative  tests.  Some  of  these  we 
have  ascribed  to  errors,  either  in  the  collec- 
tion and  labeling  of  the  specimens  or  at  the 
laboratory.  Some  are  unexplained.  It  is 
pretty  generally  agreed  that  an  acquired 
secondary  syphilis  will  always  give  a 4.4.4. 

Our  thesis  is  that  a baby  born  with  con- 
genital syphilis  is  in  practically  the  sec- 
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ondary  stage  of  the  disease  (for  it  cannot 
be  over  nine  months)  and  that,  therefore,  the 
cord  blood  should  show  a 4.4.4  in  a case  of 
congenital  syphilis. 

In  October  1933,  we  published  a paper  in 
the  American  Journal  of  Syphilis  indicating 
that  the  “reagin”  (or  the  substance  in  the 
blood  giving  the  positive  Wassermann  re- 
action) in  a pregnant  woman  passes 
through  the  placental  circulation,  and  ap- 
pears in  the  cord  blood  showing  the  same 
intensity  of  reaction  as  the  mother’s  blood 
does  at  the  time  of  labor;  that  is,  a 4.4  in 
the  mother  shows  as  a 4.4  in  the  cord  blood ; 
a — .3,  in  the  mother  as  a — .3,  in  the  cord, 
and  a frank  negative  in  the  mother  as  a 
frank  negative  in  the  cord.  There  is  apt  to 
be  a slight  hemolysis  in  the  cord  blood  so 
that  one  frequently  sees  a slightly  less  in- 
tense Bordet  in  the  cord  blood  than  in  the 
mother’s — the  mother’s  being  a 3.4  and  the 
cord  a 2.4. 

A corollary  to  our  thesis  is  that  the 
“reagin”  giving  the  positive  Kahn  test  does 
not  as  a rule  pass  through  the  placental 
circulation,  and  that  if  the  mother  shows  a 
4.4.4  at  delivery,  the  cord  blood  may  also 
show  a 4.4.4  meaning  syphilis  in  the  baby, 
and  that  the  fetus  has  developed  the  sub- 
stance giving  the  4-f-  Kahn,  or  that  the  cord 
blood  may  show  a 4.4. — indicating  the  ab- 
sence of  syphilis  in  the  baby.  There  have 
been  some  instances  in  which  the  Kahn,  al- 
though perhaps  not  a frank  negative,  will 
be  only  a -|-. 

We  believe  that  although  this  observa- 
tion is  not  as  absolute  as  iour  experience 
would  indicate  in  the  case  of  the  Wasser- 
mann test  duplicating  the  mother’s  test,  it 
is  significant  enough  to  be  of  some  prac- 
tical use.  In  other  words,  there  are  some 
cases  in  which  the  Kahn  “reagin”  does  pass 
through,  and  yet  the  baby  does  not  have 
syphilis,  and  rarely  there  are  some  cases  in 
which  the  Kahn  is  negative  in  the  cord 
and  yet  the  baby  may  have  syphilis. 

I — Examples  of  peculiar  reactions  coming 
through. 

(Bordet  is  usually  weaker  than  the 
cholesternized.) 
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1 —  Treated  mother  12/6/34  4.3.4. 

Cord  12/6/34  4.3.  — ; subsequent  tests  on 
child  2/4/35  —.3,  3/10/35  — . — . — . 

2—  Mother  2/25/31  3.  — .3,  6/11/31  — . — .—, 

7/20/33  . 

Cord  2/18/31  4.  — . — . 

II — Examples  of  positive  Kahn  in  Mother, 
negative  Kahn  in  Cord. 

Baby  O.K. 

1 —  Treated  Mother  4/2/32  4.4.3. 

Cord  4/26/32  4.4 — ; subsequent  tests  on 
child  10/24/32  , 8/27/33  — . — . 

— , 1/6/34  . 

2—  Treated  Mother  7/14/31  3.4.3. 

Cord  8/15/31  3.4 — , subsequent  tests  on 
child  9/15/31  , 8/12/32—.  — . 

— , 1/29/34  . 

III —  Examples  of  positive  Kahn  tests  in 
Mother  and  Cord. 

Baby  syphilitic. 

1—  Mother  8/16/34  4.4.4. 

Cord  8/15/34  4.4.3 ; subsequent  tests  on 
child  9/1/34  4.4.3,  12/15/34,  4.4.4,  6/14/35 

4.4.4. 

2—  Mother  10/27/36  4.4.4. 

Cord  1/20/37  4.4.4;  subsequent  tests  on 
child  1/22/37  4.4.4,  3/5/37  4.4.3. 

IV —  Examples  of  negative  Kahn  test  in 
Cord.  Baby  syphilitic. 

1— Mother  6/29/32  4.4.3. 

Cord  7/10/32  4.4. — ; subsequent  tests  on 
child  7/22/32  2.4,  12/6/32  4.4.4,  4/17/33 

4.4.4,  5/18/33  3.4,  11/15/33  2.2.—,  7/12/34 

9/10/35 

V — Examples  of  positive  Kahn  test  in 
Cord.  Baby  not  syphilitic. 

1 —  Mother  (herself  congenital)  5/5/36  4.4.3. 
Cord  8/6/36  4.4.3 ; subsequent  tests  on 
child  9/3/36  4.4.—,  10/29/36  ±.3—,  1/7/37 

8/9/37 

2—  Mother  8/14/34  4.4.4. 

Cord  9/20/34  4.4.3,  subsequent  tests  on 
child  1/30/35  2.4—,  1/18/37 

Probable  explanation  of  IV.  Fetus  on  the 
way  to  cure  by  prenatal  treatment  of  mother, 
Kahn  coming  down  first,  but  as  the  treat- 
ment stopped  at  birth,  the  disease  recurred 
in  the  baby  to  be  cured  later  by  treatment. 

Probable  explanation  of  cases  like  V-2. 
That  the  fetus  is  actually  cured  but  it  takes 
some  time  for  the  test  to  come  to  a negative. 
We  have  seen  this  in  acquired  syphilis  where 
a 4.4.4  dropped  in  five  months  to  a negative 
with  no  treatment  in  the  meantime. 


Early  Syphilis  in  Rochester  Since 
June  1st,  1935 


1935 

(7  Months) 

Originally  reported — 

...39 

Diagnosis  changed .... 

...  7 

32 

Primary,  16;  Secondary,  16 

From  Neighboring  Towns.  2 
30 

( Rochester,  9 

Place  infected  j (Marital,  2) 

1 Out  of  Town,  5; 

( Unknown,  16 

Lost  or  left  City 

Being  followed 

...  8 
...22 

( Primary,  12  (Potentially  cured,  10; 
I not  cured,  2) 

1 Secondary,  10  (Potentially  cured, 

\ 6;  not  cured,  4) 

1936 

Originally  reported 

...42 

Diagnosis  changed 

...  2 

40 

Primary,  17;  Secondary,  23 

Transient 

...  1 

39 

Died 

...  1 
38 

f Rochester,  9 

Place  infected  j (Marital,  3) 

] Out  of  Town,  16; 

[ Unknown,  13 

Lost  or  left  City 

Being  followed 

...10 

...28 

( Primary,  13  (Potentially  cured,  12 
J not  cured,  1) 

I Secondary,  15  (Potentially  cured, 
[ 9;  not  cured,  6) 


1937 

Originally  reported — 

...47 

Diagnosis  changed 

...  1 

46  Primary,  19;  Secondary,  27 

Transients 

...  8 

\ Rochester,  10 
38  Place  infected  j (Marital,  5) 

] Out  of  Town,  19; 
[ Unknown,  9 

Lost  or  left  City 

...  5 

— [ Primary,  12  (Potentially  cured,  6; 

Being  followed 

...  33  j not  cured,  6) 

J Secondary,  21  (Potentially  cured, 

[ 8;  not  cured,  13) 

June  1,  1935,  to  December  31,  1937 

Total  of  cases  still  being  followed,  83 

Primary,  37  (cured,  28;  not  cured,  9) 
Secondary,  46  (cured,  23:  not  cured,  23) 

Total  cases  new  to  Rochester  Health  Bureau  including  early  and  old 
cases: 


1936,  559  1937,  542 

To  recapitulate — A positive  Wasser- 
mann  of  the  Cord  Blood  indicates  syphilis 
in  the  mother.  The  baby  may  or  may  not 
have  it.  A strongly  positive  Kahn  test  in 
the  Cord  Blood  indicates,  but  is  not  pathog- 
nomonic of,  congenital  syphilis  in  the  baby. 
A positive  Wassermann  but  negative  Kahn 
in  the  Cord  Blood  indicates  the  baby  is  al- 
right in  most  cases  but  it  should  be  followed. 

Dr.  Joseph  Roby, 

Deputy  Health  Officer. 


BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “transition  cases”  from  the 

service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descrip- 
tions are  not  complete  clinical  studies , but  will  accentuate  situations  from  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 

A Few  Words  on  Feeblemindedness  and  Signs  of  Feeblemindedness 


Although  mental  hygiene  or  preventive 
mental  medicine  deals  both  with  light  psy- 
chosis and  with  feeblemindedness,  we  should 
not  confound  one  with  the  other. 

Mental  disease  does  not  exclude  intelli- 
gence. The  brighter  the  patient  the  more 
material  he  has  at  his  disposal  for  his  dis- 
turbance. 

But  feeblemindedness  signifies  lack  of  in- 
telligence to  a higher  or  lower  degree  in  the 
same  sense  that  cold  is  only  a smaller  amount 
of  heat.  It  is  not  a disease,  but  an  insuffi- 
cient development  of  the  mind,  which  re- 
mains lower  than  the  average.  It  is  not 
curable.  In  many  cases,  under  favorable 
circumstances,  an  improvement  is  possible. 

Intelligence  is  the  capacity  to  understand 
and  to  relate  facts  and  ideas.  We  can  have 
more  or  less  of  it.  Human  minds  differ  in 
many  ways — just  as  physical  qualities  differ. 
We  can  be  tall  or  short,  pale  or  red,  weak 
or  strong.  We  show  various  degrees  of 
muscular  strength.  So  our  minds  may  be 
weaker  or  stronger,  slower  or  more  alert. 
Some  are  exquisitely  fine  and  quick;  others 
are  dull,  and  still  others  are  average  or  be- 
tween the  extremes.  Low  mentality  in  chil- 
dren or  adults,  whether  we  call  it  dullness, 
borderline,  moronism,  imbecility,  or  idiocy 
or  various  stages  between,  is  usually  con- 
genital, though  sometimes  it  may  be  acquired 
through  somatic  illness,  acute  or  chronic. 
It  is  probably  often  due  to  a real  patho- 
logical, organic  change. 

In  the  less  pronounced  cases  it  is  amen- 
able to  treatment,  training,  and  teaching  or 
to  an  adjustment  to  well-chosen  surroundings 
and  to  special  work,  but  almost  never  to  a 
real  cure — that  is,  to  normal  or  adequate 
intelligence.  When  not  extremely  advanced, 
it  may  not  interfere  with  ordinary  living  or 
with  social  life,  and,  if  simple  and  uncom- 
plicated, not  even  with  usefulness. 

Contrary  to  the  prevailing  belief,  I am 
convinced  that  most  people  are  fairly  intelli- 
gent, that  is  mentally  fit  and  not  inferior 
to  their  expected  “mental  age,”  whether  edu- 
cated or  not,  especially  if  they  are  judged 
from  the  point  of  view  of  their  occupation 
and  their  station  in  life.  One,  somewhat 
superficial,  although  extensive,  investigation 
found  the  mentality  of  the  average  Ameri- 
can young  man  above  twenty-one  equal  to 


that  of  a twelve-year  old.  Another  more 
scientific,  inquiry  raised  the  intelligence 
level  of  the  adult  to  that  of  a fourteen  year 
old  youngster  and  discovered  at  the  same 
time  that  there  is  no  important  difference  be- 
tween the  sexes  in  this  regard  and  that  intel- 
ligence as  such  fails  to  develop  or  to  de- 
crease after  twenty.  But  the  defect  of  this 
latter  work  was  that  it  was  done  on  a com- 
paratively very  small  scale.  The  results  of 
such  “studies”  lead  to  much  misinterpreta- 
tion. The  tests  that  have  been  used  should 
be  regarded  as  resting  on  a false  basis  and 
the  so-called  twelve-year  mental  age  as  the 
normal  or  average  adult  mental  age. 

Education  and  training  should  not  be 
mixed  up  with  intelligence.  Nor  should 
they,  by  the  way,  be  mistaken  for  character, 
as  it  is  sometimes  erroneously  done.  An 
illiterate,  unpolished  peasant  may  be  highly 
intelligent,  gifted  and  have  an  independent, 
strong  character,  while  a savant  may  be  dull 
and,  or,  simultaneously  characterless,  selling 
his  knowledge  to  the  first-comer  for  mer- 
cenary ends. 

Also,  there  are  people  who  are  great  in 
some  fields  of  activity  and  stupid  in  others, 
as  we  see  in  some  exceptional  and  famous 
persons.  Gifted,  talented,  exceptional  chil- 
dren, because  of  their  difficulty  to  adjust 
themselves  to  surroundings  and  because  par- 
ents and  teachers  do  not  recognize  them,  may 
be  mistaken  for  inferior  intelligences. 

Heredity  in  the  Mendelian  sense  is  con- 
sidered as  an  etiologic  factor  in  mental  defi- 
ciency. But  many  cases  are  also  due  to 
poverty,  congestion  in  living  quarters,  too 
many  children  in  the  families.  It  may  be  a 
further  increase  from  a latent  and  pre-exist- 
ing dull  and  borderline,  socially  scattered, 
condition.  But  stupidity  in  human  beings 
is  constantly  being  implanted  by  all  forms 
of  bigotry,  misinformation,  wrong  upbring- 
ing, and  wrong  education.  Therefore, 
feeblemindedness  would  tend  to  decrease  and 
perhaps  to  disappear  in  a society  where  men 
would  be  more  masters  of  themselves  and 
would  learn  to  think  as  independently  as 
possible.  We  may  say  that  while  we  cannot 
control  past  heredity,  we  may.  under  ideal 
conditions,  control  future  heredity. 

The  most  evident  subnormalities  can  be 
easily  detected  even  by  the  merest  tyro. 
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The  others  are  known  through  “psycho- 
metric” examinations  or  special  mental  tests 
or,  in  the  hands  of  the  competent,  through 
an  estimation  which  may  amount  to  exact 
knowledge. 

With  the  exception  of  the  very  evident 
cases  it  is  difficult  and  sometimes  impossible 
to  recognize  real  feeblemindedness  in  the 
first  two  years  of  the  child’s  life.  But  the  in- 
terest of  the  children  in  their  immediate 
environment,  the  smile,  the  cry,  the  reaction 
to  stimuli,  provided  they  see  and  hear  well, 
should  be  of  some  help  in  differentiating  the 
normal  from  the  abnormal. 

In  later  childhood  years  some  of  the 
plainest  methods,  such  as  the  following,  to  be 
of  use  to  the  general  practitioner  and  even  to 
the  parents,  should  be  sufficient  to  attract 
attention  to  mental  deficiency. 

At  the  age  of  three:  Should  be  able  to 
show  mother,  father;  mouth,  hands,  feet;  to 
give  names  of  familiar  people;  to  imitate 
body  motions;  to  repeat  a simple  sentence. 
Talking  and  walking  difficulties  should  have 
been  overcome. 

At  four:  Designate  familiar  objects  and 
name  them ; knowledge  of  boy,  girl ; imita- 
tion of  various  more  complicated  motions; 
reciting  a very  brief  story  after  it  is  told; 
right  and  left ; building'  with  objects  or 
blocks  a tower,  a wall,  stairs ; name  furni- 
ture shown ; differences  in  size,  big,  little, 
bigger,  smaller,  higher,  taller;  some  striking 
colors ; explain  some  plain  pictures ; put 
things  where  they  belong;  counting. 

At  five:  Imitation  of  drawings;  drawing 
from  memory ; names  of  well-known  ani- 
mals ; answers  to  questions  with  “why”  and 
“what  for”  within  the  child’s  range;  count- 
ing; children’s  games;  counting  of  several 
identical  or  similar  objects;  dressing,  un- 
dressing; recognizing  more  colors. 

At  six : More  intricate  building  with 

blocks  and  more  difficult  drawing;  tying,  un- 
tying; more  refined  dressing;  working  with 
scissors;  the  use  of  a key;  modeling;  dif- 
ferences of  lengths,  widths;  opinions  about 
acquainted  people ; repeat  or  make  up  a 


longer  story;  tell  what  food  on  previous 
day;  what  significant  event  on  previous  day 
or  in  the  recent  past;  something  about 
friends  and  playmates ; counting  backwards ; 
about  things  seen,  grass,  tree,  boat,  river, 
mountain,  sea. 

Retardation  is  not  the  same  as  feeble- 
mindedness. 

Retarded  children  are  slower  or  tempo- 
rarily slower  in  their  progress.  They  may 
be  more  advanced  in  some  respects  and  more 
behind  in  other  respects.  Their  intelligence 
is  improving  steadily,  but  at  a less  lively 
pace  than  in  the  ordinary  child.  In  their 
case  prognosis  should  be  guarded.  They 
should  be  watched. 

Institutions  are  unavoidable  for  the  worst 
forms  of  mental  subnormality.  But  insti- 
tutionalism is  at  best  a necessary  evil.  When- 
ever the  weak-minded  children  can  be  kept 
at  home  or  in  somebody’s  home,  they  are  bet- 
ter off. 

The  higher  grade  of  hypophrenic  as  well 
as  the  delayed  children  will  benefit  from  the 
contact  with  other  children  and  adults  and 
will  learn  much  from  the  scheme  of  things 
to  be  seen  and  witnessed  around  them. 

The  principles  of  upbringing,  education 
and  pedagogy  are  the  same  in  the  normal 
and  the  abnormal,  as  all  minds  are  based  on 
the  same  psychological  foundations.  But  the 
methods  must  be  different  or  must  be  ap- 
plied in  a different  way. 

The  system  of  the  so-called  “ungraded 
classes,”  as  it  exists  in  New  York  City,  in 
spite  of  the  sincere  and  well-meant  efforts 
of  their  often  splendid  special  teachers,  is 
nothing  more  than  an  inefficient  makeshift 
and  a promiscuous  dumping  ground.  Its  un- 
fitness to  solve  the  difficult  problem  of  teach- 
ing the  feebleminded  is  greater  than  the 
unfitness  of  its  little  patrons  themselves.  Re- 
tarded children  should  never  belong  there. 
They  would  be  worse  off  in  those  classes 
than  the  incurable  defectives. 

611  W.  158  St. 


PREPARING  BRITISH  DOCTORS  FOR  WAR 


Britain’s  preparation  for  war  includes  a 
canvass  of  all  physicians,  to  find  and  list 
those  available  in  case  of  emergency.  As 
we  are  told  in  the  London  letter  of  the 
AMA  Journal,  a classification  into  the  fol- 
lowing categories  is  proposed:  1.  Those 
willing  to  accept  whole  time  service  at 
home  or  abroad.  2.  Those  willing  to  ac- 
cept part  time  service  at  home.  3.  Those 


willing  to  offer  emergency  service  for  the 
medical  care  of  civilian  casualties  after  air 
raids  or  bombardments  (a)  in  any  part  of 
the  country  to  meet  a local  emergency  or 
( b ) in  their  own  areas.  The  inquiry  will 
be  conducted  with  regard  to  all  physicians 
whether  members  of  the  British  Medical 
Association  or  not. 
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EDITORIALS 


Federal  Health  Management 

Although  faced  with  a legislative  dead- 
lock growing  out  of  the  Anti-Lynching 
Act,  the  Administration  has  on  several 
occasions  reiterated  its  determination  to 
press  for  reorganization  of  the  executive 
branch.  Two  bills  are,  in  fact,  promi- 
nent on  the  Senate  agendum,  one  having 
already  passed  the  House  of  Representa- 
tives. 

If  reorganization  of  the  Federal  gov- 
ernment is  really  to  be  effected  this  year, 
the  time  is  ripe  for  enactment  of  a reform 
which  organized  medicine  has  urged  for 
over  sixty  years;  namely,  the  establish- 
ment of  a national  Department  of  Health. 
As  Federal  functions  have  expanded,  the 
Cabinet  has  been  correspondingly  enlarged 
to  give  agriculture,  commerce,  and  labor 
a voice  in  important  executive,  delibera- 
tions. The  nation’s  health  is  deserving 
of  equal  consideration,  particularly  since 
Federal  health  activities  are  continually 
on  the  increase. 

Influenced,  perhaps,  by  the  social  serv- 
ice group  which  looms  large  in  the  pres- 
ent Administration,  Mr.  Roosevelt  has 
declared  himself  in  favor  of  placing  pub- 
lic health  under  the  control  of  a general 
Welfare  Department.  This  is  incompati- 
ble with  maximum  efficiency  in  planning 
and  accomplishing  public  health  programs. 

A lay  Secretary,  however  well  informed 
on  sociological  questions,  is  unqualified 


to  pass  judgment  on  public  health  proj- 
ects or  the  abilities  and  capacities  of  pub- 
lic health  officers.  If  medical  plans  re- 
quire the  mediation  of  a lay  department 
head  to  reach  Congress  and  the  President, 
they  will  be  subject  to  misunderstand- 
ings and  mistakes,  which  must  inevitably 
delay  the  organization  of  national  health 
work  and  impair  its  effectiveness. 

At  present  Federal  health  functions 
are  scattered  in  a number  of  agencies 
without  uniform  supervision  or  control. 
Concentration  of  these  various  enter- 
prises in  a single  department  would  un- 
doubtedly promote  greater  efficiency  and 
produce  better  results — provided  the  de- 
partment were  a medical  one. 

To  subordinate  public  health  work  to 
a general  welfare  program  is  to  repudi- 
ate fundamental  tenets  and  ignore  the 
technical  demands  of  this  field.  With  their 
special  knowledge  of  what  is  involved, 
the  physicians  of  the  country  urge  the 
creation  of  an  independent  Federal  De- 
partment of  Health  to  plan  and  direct  na- 
tional health  work. 


The  New  Lien  Bill 

Framed  with  the  aid  of  the  New  York 
Bar  Association,  the  physicians’  lien  bill 
sponsored  by  Assemblyman  Fite  answers 
the  legal  objections  raised  to  previous 
legislation  of  this  nature.  With  techni- 
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calities  out  of  the  way,  there  can  be  no 
serious  opposition  to  a law  which  grants 
medical  men  a measure  of  protection  such 
as  hospitals  and  lawyers  already  enjoy. 

The  new  bill  is  simple  and  easily  under- 
stood. It  provides  that  a physician  rend- 
ering service  for  personal  injuries  may 
impress  a lien  for  the  amount  of  his  fee 
against  subsequent  damages  granted  the 
injured  person. 

This  is  elementary  justice.  When  a 
physician  is  summoned  to  attend  the  vic- 
tim of  an  accident,  he  does  not  stop  to 
inquire  whether  he  will  be  paid  for  his 
services.  He  takes  care  of  the  patient 
first  and  worries  about  his  bill  later. 

All  too  often  it  happens  that  he  has 
cause  for  worry.  The  injured  person  sues, 
including  medical  costs  among  the  losses 
he  has  sustained.  When  an  award  is 
granted,  however,  he  frequently  forgets 
the  item  of  medical  expense  and  pockets 
the  doctor’s  share  of  the  grant. 

The  hospital  has  a lien  on  the  award 
to  protect  its  bill.  The  lawyer  deducts 
his  fee  before  paying  over  the  monies  re- 
covered. Only  the  physician  is  left  out  in 
the  cold. 

The  Fite  bill  does  not  confer  any  spe- 
cial or  undeserved  privileges  on  the  medi- 
cal profession.  It  merely  aids  the  physi- 
cian to  collect  a just  bill  at  a time  when 
the  patient  receives  money  for  the  ex- 
press purpose  of  paying  it. 

If  the  profession  makes  itself  heard, 
the  Fite  bill  should  be  enacted  this  year. 
It  is  just  and  practicable.  With  legal 
technicalities  disposed  of,  there  can  be  no 
conscientious  objection  to  it.  Every 
medical  man  should  get  behind  this  meas- 
ure and  let  his  representatives  in  Albany 
know  he  is  wholeheartedly  for  it. 


Medical  Leadership 

There  has  come  to  us  an  address  de- 
livered by  our  President  in  Rochester,  on 
Leadership.  It  was  published  in  our  last 
issue.  Dr.  Goodrich  stresses  the  need  for 
expert  leadership  in  welfare  and  health 
for  our  people.  The  combination  which 


medical  men  possess — knowledge  .of  hu- 
man ills,  ability  to  comprehend  the  rela- 
tionship of  cause  and  effect  and  an  ex- 
perience which  teaches  them  to  discard 
what  trial  proves  to  be  fallacious,  makes 
of  a thinking  doctor  an  ideal  community 
leader — requires  no  reiteration  here. 

In  the  choice  of  leaders,  the  profession 
often  faces  similar  difficulties  as  are  in- 
herent in  our  democracy.  The  clever 
politician,  the  man  who  has  the  knack  of 
staying  on  both  sides  of  a given  question 
until  the  trend  in  public  opinion  is  clear 
and  then  joins  with  the  winning  side,  is 
as  known  to  our  circles  as  he  is  to  the  ob- 
server in  the  larger  field  of  general  poli- 
tics. Organized  medicine  is  but  a segment 
cut  from  the  whole  body -politic  and  con- 
tains the  same  elements. 

Medical  leadership  at  its  best,  is  seen 
where  given  situations  are  studied  against 
the  background  of  the  trends  in  current 
affairs,  and  a course  determined  upon, 
after  knowing  what  the  best  is  that  or- 
ganized medicine  can  deliver.  With  us 
there  is  neither  a right  nor  a left  wing. 
Every  element  in  our  ranks  has  but  one 
objective,  and  the  goal  towards  which  all 
are  striving  is  the  same — the  improve- 
ment of  the  health  of  the  whole  com- 
munity, and  bringing  the  details  which  are 
employable  to  combat  disease  and  lessen 
its  incidence  among  the  people.  The 
problems  we  face  embrace  economics,  en- 
gineering, slum-clearance,  crime  preven- 
tion, safeguards  to  lessen  health  hazards 
in  mine,  factory,  store,  school  and  home. 
Into  our  field  there  come  problems  of 
transportation,  not  only  of  people,  but  of 
food-stuffs,  and  sanitary  conditions  of 
marketing  and  food  preparation.  These 
all  present  problems  concerned  with 
medicine.  Medical  leadership  must  evolve 
from  among  those  of  us  who  have  vision 
broad  enough  to  encompass  this  large 
horizon. 

Doctors  are  traditionally  trained  to 
stand  alone  and  thus  face  and  take  re- 
sponsibility. In  assuming  medical  leader- 
ship, this  training  is  vastly  important.  For 
the  majority  of  those  on  whom  the  re- 
sponsibility of  leadership  rests  must  have 
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both  the  intellectual  honesty  and  the  cour- 
age to  face  reality,  study  causative  factors, 
and  determine  a course  of  action  to  be 
taken. 


Gentle  Reminder 

Before  the  entrance  of  our  nation  into 
the  Great  War,  and  before  the  rapid  in- 
crease in  the  number  of  specialists  in  our 
profession,  an  outstanding  pediatrician 
presented  to  his  class  a small  male  child 
who  had  a swollen  knee  joint,  bleeding 
gums,  and  hematuria.  He  asked  the  group 
of  fourth  year  students  to  attempt  a 
diagnosis.  They  all  demanded  blood  stud- 
ies, x-ray  examination  of  the  kidney  and 
joints,  functional  tests  of  the  kidneys  and 
even  cystoscopic  investigation ! All  this 
to  make  the  evident  diagnosis  of  scurvy. 
In  his  kindly  manner  he  then  reproached 
the  class  as  follows : “Gentlemen,  please 
don’t  become  pseudoscientists.” 

In  the  mad  rush  of  the  years  that  fol- 
lowed, the  keen  clinician,  whose  influ- 
ence is  still  stamped  deeply  in  the  mind 
of  the  practitioner  of  forty  and  over,  has 
been  relegated  to  the  background  of  the 
teaching  side  of  medicine.  Anyone  who 
has  examined  applicants  for  the  position 
of  intern,  cannot  help  but  be  impressed 
with  the  disparity  between  the  amount 
of  laboratory  data  and  the  paucity  of  pure 
clinical  knowledge  which  is  evident  in  the 
written  papers.  It  must  not  be  implied  that 
the  value  of  scientific  training  is  ques- 
tioned but  it  is  meant  to  be  understood 
that  the  bedside  training  in  everyday 
clinical  medicine  has  been  neglected. 

The  above  has  been  inspired  by  the 
perusal  of  a seemingly  unimportant  con- 
tribution by  Dr.  Howard  Lilienthal  which 
appeared  in  a recent  publication  of  the 
A.M.A.  Journal } One  of  the  physicians 
responsible  for  the  outstanding  progress 
of  the  development  of  surgery  in  this 
country  writes  for  us  a concise  clinical 
note  on  “Pruritis  Ani ; A Simple  and 
Efficient  Treatment.”  The  therapy  he  ad- 
vises is  of  less  importance  than  the  hidden 


warning  contained  in  his  trite  communi- 
cation. It  almost  seems,  after  repeated 
readings,  that  he  had  intended  his  artcile 
to  be  entitled  “Pruritis  Medicinae.” 
Therefore,  with  all  italics,  omissions  and 
additions  ours,  we  quote:  “The  therapy 
of  pruritis  ani  seems  to  have  come  into 
prominence  during  the  past  year.  More 
and  more  the  operative  treatment  has 
monopolized  the  literature.  While  I do 
not  doubt  that  in  some  instances  the  for- 
midable procedures  which  have  been  de- 
scribed may  be  advisable,  yet  the  cases 
most  frequent  in  general  practice  may 
easily  be  relieved  or  even  cured  by  sim- 
pler means.”  He  claims  no  priority  for 
his  simple  remedy,  but  he  states  that  it 
has  been  so  successful  that  “it  is  my  duty 
to  describe  it  here” 

Fortunately  there  are  still  among  us 
many  doctors  of  the  “hard-headed”  school 
of  medicine;  and  we  ask  that  they  please 
leave  as  their  legacy  such  pertinent  infor- 
mation as  Dr.  Lilienthal  has  recently  con- 
tributed in  the  J. A.M.A. 


Surgery  of  Essential  Hypertension 

Experimental  investigation  to  date  has 
failed  to  reveal  the  exact  cause  of  essen- 
tial hypertension.  There  is  no  conclusive 
evidence  at  hand  to  demonstrate  that  the 
organs  of  internal  secretion  or  the  cen- 
tral nervous  system  are  the  sole  factors 
resposible  for  the  appearance  of  an  other- 
wise unexplainable  rise  in  blood  pressure. 
It  is  true  that  the  splanchnic  vessels  to 
a large  extent  control  the  variations  in 
arterial  tension  but  it  seems  that  the  peri- 
pheral blood  vessels  are  themselves  sup- 
plied with  a nerve  mechanism  capable  of 
governing  the  level  of  the  arterial  pres- 
sure. 

In  estimating  the  value  of  the  several 
surgical  procedures  advocated  for  the  re- 
lief of  essential  hypertension,  Heuer1 
feels  that  in  the  main  all  are  effective  only 
to  a limited  degree.  Severance  of  the  an- 
terior spinal  roots,  removal  of  the  celiac 

1.  Heuer,  G.  J.:  Bull.  N.  Y.  Acad  Med.,  13:692, 
1937. 


1.  Lilienthal,  H.:  J. A.M.A.,  110:509,  1938. 


March  1,  1938] 


CURRENT  COMMENT 


373 


ganglion  or  a splanchnicotomy  merely 
serve  for  the  interruption  of  those  sympa- 
thetic fibers  which  control  the  pressure 
in  a particular  part  of  the  blood  stream. 
Nevertheless,  certain  definite  results  from 
surgery  are  apparent  and  warrant  a con- 
tinuation of  the  investigation  along  clini- 
cal lines. 

In  almost  every  instance,  Heuer  has 
found  that  all  the  subjective  symptoms, 
and  headache  in  particular,  were  definitely 
improved  following  section  of  the  anterior 
roots.  Retinal  hemorrhages  and  papille- 
dema likewise  disappeared  even  though 
the  blood  pressure  showed  no  more  than 
a slight  reduction  following  surgery. 
Most  encouraging  of  all  was  the  ability 
to  rehabilitate  patients  who  were  com- 
pletely incapacitated  and  to  return  them 
to  their  normal  fields  of  activity.  From 
the  patient’s  standpoint,  the  relief  ob- 
tained in  itself  would  justify  the  opera- 
tive measures  despite  the  failure  in  many 
instances,  to  obtain  a substantial  reduc- 
tion in  the  pressure.  Exactly  what  type 
of  surgery  will  finally  prove  most  effec- 
tive remains  to  be  decided.  The  physician 
who  has  treated  a case  of  essential  hyper- 
tension and  has  failed  to  obtain  an  im- 
provement in  the  symptomatology  should 
consider  surgical  therapy  as  a means 
which  at  present  affords  the  hope  of  a 
symptomatic  cure. 


CURRENT  COMMENT 

“The  physician  is  as  necessary  to  the 
public  health  as  is  the  health  officer  or  the 
sanitary  engineer.  The  work  of  the  private 
nurse  or  the  visiting  nurse  is  as  necessary 
as  that  of  the  public  health  nurse.  The  hos- 
pital and  its  out-patient  department  are  as 
necessary  as  the  health  department.  . . — 

The  words  of  the  late  Edgar  Sydenstricker. 

“ ‘In  welfare  programs  the  State  and 
nation  are  taking  steps  that  will  affect  not 
only  the  pocketbooks  but  the  lives  and  phi- 
losophies of  our  grandchildren.  Will  those 
effects  be  desirable  ones?  . . . my  remarks 
are  chiefly  addressed  to  those  of  you  who 
will  test,  and  be  tested  by,  the  present  eager- 
ness for  State-provided  security.  . . . 

“ ‘Every  civilized  man  has  sought  a stable 
future  for  himself  and  his  family.  As  in- 


dustrial civilization  developed,  power, 
through  property,  centralized  in  a few 
hands;  those  few  who  had  enough  property 
could  face  the  future  with  relative  confi- 
dence; but  the  many  who  had  little  were 
less  complacent.’  ” Dr.  Alan  Valentine, 
president  of  the  University  of  Rochester, 
addressed  the  student  body  on  February  10, 
and  drove  home  many  points  regarding 
“security.”  We  quote  further  from  The  Nezv 
York  Times  report  of  his  talk. 

“Dr.  Valentine  continued  that  1914  and 
1929  brought  ‘two  different  kinds  of  chaos 
and  showed  us  how  uncertain  in  spite  of 
all  efforts,  were  both  our  lives  and  our  daily 
bread.  A man’s  ability  to  protect  his  future 
vanished  in  the  smoke  of  artillery  and  the 
flutter  of  pieces  of  paper  ironically  called 
securities. 

“ ‘We  only  know  that  we  wanted  more 
security  and  that  only  the  State  could  pro- 
vide it,  since  only  the  state  can  successfully 
spend  money  that  it  does  not  have,’  he  said. 

“ ‘It  is  one  thing  for  individuals,  or  pri- 
vate groups  of  individuals,  to  provide  for 
their  own  future;  it  is  quite  another  to  de- 
mand that  the  State  provide  individuals  with 
financial  guarantees.  Therein  lies  the  differ- 
ence between  the  old  way  and  the  new. 
When  government  offers  to  us,  as  individ- 
uals, financial  security,  and  we,  as  individ- 
uals, accept  it,  we  have  worked  a funda- 
mental change  in  the  American  concept  of 
government,  and  also  in  the  American  con- 
cept of  individual  independence. 

“ ‘The  new  concept  changes  not  only  our 
traditional  political  thinking  but  also  our 
traditional  idea  of  the  importance  and  re- 
sponsibility of  the  individual. 

“ ‘We  have  been  brought  up  to  think  of 
the  American  as  a man  who  stood  upon  his 
own  feet  and  blamed  only  himself  for 
failure. 

“‘Americans  of  that  tradition  had  their 
faults,  but  timidity  was  not  one  of  them — 
as  pioneers  they  took  chances  and  usually 
gained  their  objectives.’” 

We  call  attention  to  the  fact  that  “The 
so-called  national  health  inventory,  financed 
by  a $4,000,000  grant  from  the  WPA  has 
been  brought  nearly  to  completion.  It  com- 
prises investigation  of  health  conditions  and 
their  relation  to  economic  status  among 
3,000,000  individuals  in  ninety  cities.  Results 
of  this  survey,  the  most  extensive  of  its 
kind  ever  made,  are  about  ready  for  dis- 
tribution.”— Medical  Economics  for  Feb- 
ruary. 

“The  most  formidable  weapon  that  we 
possess  against  state  medicine,  irregular 
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practice,  cults  and  other  elements  that 
threaten  organized  medicine  is  the  consci- 
entious practice  of  our  profession.  No 
amount  of  protective  legislation  that  we  may 
pass  can  equal  the  painstaking  performance 
of  our  daily  tasks.” — If  this  is  not  the  most 
formidable  weapon  at  our  command,  we 
agree  with  the  Bulletin  of  the  Academy  of 
Medicine  of  Toledo  and  Lucas  County 
(Illinois)  in  that  it  is  at  least  a very  valu- 
able one  indeed. 

“H.  G.  Wells  some  years  ago  made  the 
statement,  ‘We  must  have  education,  or  we 
will  have  catastrophe.’  Contrary  to  the 
opinion  of  many  who  read  this  statement, 
Wells  referred  to  the  education  of  adults, 
and  not  of  the  younger  generations  in  our 
public  schools. 

“In  our  educational  considerations,  the 
campaign  for  the  education  of  adults  as  well 
as  the  youth  of  America  in  health  matters, 
is  of  utmost  importance.  Medical  societies 
and  medically  trained  individuals  must  be 
leaders  in  all  health  considerations,  and  a 
complete  uniformity  of  ideas  and  ideals  is 
essential  if  we  hope  to  be  successful  in  our 
endeavors.” — Dr.  Harold  M.  Camp,  Secre- 
tary of  the  Illinois  State  Medical  Society,  in 
an  article  on  “The  Correlation  of  Secretarial 
Duties  in  the  State  Medical  Society”  to  be 
found  in  the  Illinois  Medical  Journal  of 
February. 

In  the  same  journal,  Dr.  J.  R.  Neal  writes 
of  “Medicine  in  an  Evolving  Society,”  and 
he  states  that,  “.  . . . Medicine  has  not  been 
overlooked  by  those  who  would  create  a 
new  society  in  a new  world.  The  practice 
of  medicine  is  rightly  considered  as  a funda- 
mental factor  in  social  life.  Many  of  the 
plans  put  forward  with  respect  to  change, 
however,  appear  to  assume  that  the  medical 
profession  is  not  aware  of  this  fact.  They 
presume  that  the  practice  of  medicine  has 
been  and  continues  to  be  static.  The  pro- 
ponents of  these  plans  either  refuse  to  see 
or  are  blind  to  the  ever  changing  progress 
and  adjustments  made  by  medicine  to  meet 
new  situations.  They  offer  the  idea  of  com- 
pulsory health  insurance  as  a panacea  of 
medical  care.  . . . 


“Social  conditions  are  unsettled.  Reform 
is  the  order  of  the  day.  Medical  practice 
is  a matter  of  deep  public  concern.  Guiding 
the  trend  of  changes  which  are  bound  to 
come  will  require  sound  thinking  and  a clear 
vision.  . . ” (Italics  ours.) 


“The  science  of  Semantics  deals  with 
certain  Mental  Monsters  that  are  found 
abundantly  in  all  media  of  communication. 
A more  academic  definition  would  state  that 
Semantics  is  the  science  of  communication, 
embracing  matters  having  to  do  with  sig- 
nificance or  meaning.  To  put  it  still  another 
way,  Semantics  embraces  the  study  of  words, 
appreciation  of  what  words  refer  to,  and 
the  awareness  or  disregard  of  words  or 
phrases  that  suggest  different  things  to  dif- 
ferent people,  or  that  mean  absolutely 
nothing  to  anybody.  The  great  injunction 
from  Semantics  is  to  find  the  referent — or, 
as  the  old  duchess  said  with  a toss  of  her 
head  when  first  she  heard  the  word,  tech- 
nocracy— ‘and  what,  precisely,  do  you  mean 
by  that.’ 

“If  Rugged  Individualism  were  allowed  to 
flourish  in  a More  Abundant  Life  that  were 
tempered  by  Human  Values  and  respect  for 
Social  Justice,  the  Human  Budget  would 
soon  be  balanced  for  The  Law  of  Supply 
and  Demand  would  stymie  The  Law  of 
Diminishing  Returns.  Value  would  unite 
with  Wealth  to  inflate  Capital,  Agriculture 
would  combine  with  Labor  to  feed  Destitu- 
tion, the  Consumer  would  take  a walk  with 
the  Producer,  Truth  would  play  pinochle 
with  Justice,  and  Individualism  would  sit  on 
the  sidelines  to  view  this  beautiful  spectacle 
when  Government  would  come  around  with 
ice-cream  and  would  get  sick  and  yell  for 
National  Health  and  Adequate  Medical 
Care.  . . . 

“From  other  sources  we  learn  that  the 
League  of  Nations  is  considering  the  estab- 
lishment of  a Department  of  Verbal  Peace 
in  an  effort  to  discourage  peoples  of  the 
world  from  developing  and  brandishing 
Terms  and  slaying  one  another  with  words.” 
— A wise  bit  of  nonsense  from  the  February 
Westchester  Medical  Bidletin. 


At  the  February  meeting  of  the  New 
York  Polyclinic  Clinical  Society,  the  follow- 
ing program  was  presented: 

“Spinal  Anesthesia”  by  Thomas  F. 
McLaughlin,  M.D. 

“Modern  Concepts  on  Addisonian  or 
Macrocytic  Anemia”  by  Lea  A.  Riely, 


M.D.  of  Oklahoma  State  Univ.  Discussion 
was  opened  by  James  P.  Croce,  M.D. 

“Clinical  Review  of  Results  of  241 
Operations  for  Essential  Hypertension”  by 
George  W.  Crile,  M.D.,  Cleveland  Clinic, 
Cleveland,  O.  Discussion  was  opened  by 
S.  Philip  Goodhart,  M.D. 
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New  Bills  Introduced 

February  4,  1938. 

Senate  Int.  591 — Schwartzwald ; Assem- 
bly Int.  797 — Gugino,  extends  to  April  1, 
1938,  time  for  report  of  commission  for 
study  of  treatment  of  cancer  cases.  Re- 
ferred to  the  Finance  Committee  in  the 
Senate  and  the  Ways  and  Means  Committee 
in  the  Assembly. 

Senate  Int.  637 — Dunkel,  prohibits  sale 
of  poisonous,  deleterious  or  habit-forming 
proprietary  medicines  by  manufacturer  or 
wholesaler  to  other  than  those  registered  by 
education  board,  with  certain  exceptions. 
Referred  to  the  Education  Committee. 

Comment:  This  bill  has  been  before  the 
Legislature  several  times.  Last  year’s  bill 
was  amended  twice  and  this  bill  is  identical 
with  the  last  print  of  last  year.  The  chair- 
men at  the  conference  in  1937  approved  it. 
The  bill  passed  the  Senate  last  year  but  was 
defeated  in  committee  in  the  Assembly. 

Senate  Int.  644 — McNaboe,  provides  for 
commitment  to  care  and  custody  of  lunacy 
board  of  persons  in  confinement  for  felony 
or  for  certain  misdemeanors  where  there  is 
reason  to  believe  such  person  is  insane  or 
mentally  defective.  Referred  to  the  Codes 
Committee. 

Comment:  This  bill  has  not  yet  been 
printed.  Comment  will  be  made  in  the  next 
bulletin. 

Senate  Int.  647 — McNaboe,  requires  each 
pupil  upon  entrance  in  public  schools,  and 
semi-annually  thereafter,  to  be  examined  by 
a licensed  psychiatrist,  and  permits  pro- 
ceedings to  commit  mental  defectives  to 
state  institutions.  Referred  to  the  Educa- 
tion Committee. 

Comment:  The  basis  on  which  a child 
shall  be  excluded  from  school  and  com- 
mitted to  an  institution  reads:  “If  it  be 

ascertained  upon  such  examination  that  any 
of  such  pupils  are  afflicted  with  a mental 
disability  of  such  a type  as  will  interfere 
materially  with  the  instruction  of  other 
pupils,  the  principal  or  teacher  in  charge 
of  the  school  where  such  pupil  is  in  attend- 
ance shall  take  proceedings  to  have  such 
pupil  committed  to  a state  institution  in  ac- 
cordance with  the  provisions  of  the  Mental 
Hygiene  Law.” 

Senate  Int.  651 — McNaboe,  creates  state 
lunacy  authority  in  executive  department 
and  provides  for  local  lunacy  boards  in 
each  judicial  department;  prescribes  salaries 
and  fixes  powers  and  duties.  Referred  to 
the  Judiciary  Committee. 


Comment:  Creates  a state  lunacy  author- 
ity of  five  members,  one  of  whom  shall  be 
a physician  with  five  years’  experience  in 
actual  practice  and  a qualified  psychiatrist 
as  provided  by  the  law  which  was  enacted 
in  1936;  another  shall  be  an  attorney  with 
five  years’  experience  in  actual  practice ; 
the  third  a citizen  of  the  State  who  shall 
have  been  a resident  of  this  State  for  at 
least  five  years ; the  fourth  the  Commis- 
sioner of  Mental  Hygiene  or  his  deputy; 
the  fifth  a member  of  the  local  lunacy  board 
from  the  same  zone  as  the  person  examined. 
Zones  are  coterminus  with  the  judicial  de- 
partments of  the  State.  Members  shall 
serve  for  two  years,  appointed  by  the  Gov- 
ernor with  the  consent  of  the  Senate,  at  a 
salary  of  $7500.00.  Powers  of  the  author- 
ity are:  (1)  To  review  the  findings  of  the 
local  board  where  there  has  been  a dissent- 
ing opinion;  (2)  In  all  cases  where  it  has 
been  determined  by  the  local  board  that 
the  person  is  insane;  (3)  To  examine  any 
person  upon  his  release  from  a State  insti- 
tution where  he  has  been  confined  as  in- 
sane or  mentally  defective. 

It  also  provides  for  the  creation  of  local 
lunacy  boards,  one  in  each  judicial  district, 
to  consist  of  three  members,  each  of  whom 
shall  be  a citizen  and  resident  of  the  said 
judicial  department  for  which  he  is  ap- 
pointed by  the  appellate  division.  One  mem- 
ber shall  be  a psychiatrist  licensed  to  prac- 
tice in  this  State  “and  recommended  by  the 
Academy  of  Medicine”;  one  member  shall 
be  an  attorney  practicing  in  the  same 
judicial  department;  another  a citizen,  a 
resident  of  the  department.  The  psychia- 
trist and  attorney  to  serve  for  two  years 
and  the  citizen  for  one  year ; the  psychia- 
trist and  attorney  to  receive  $5000  and  the 
citizen  $3000  per  year. 

Powers:  (1)  To  make  a history  of  the 
social  background  of  all  persons  sent  to  be 
examined  by  any  judge,  justice  or  magis- 
trate; (2)  To  make  a psychiatric,  psycho- 
logical and  psychometrical  examination  of 
all  such  persons;  (3)  To  report  their  find- 
ings to  the  court  in  which  such  person  was 
originally  arraigned;  (4)  To  report  their 
findings  to  such  court,  with  one  copy  to  the 
lunacy  authority,  of  all  examinations  of 
persons  found  to  be  insane  or  where  the 
board  has  a divided  opinion. 

Persons  to  be  examined  are  all  who  shall 
be  held  in  confinement  for  a felony  or  for 
any  of  the  following  misdemeanors:  Il- 
legally using,  carrying  or  possessing  a pistol 
or  other  dangerous  weapon ; making  or  pos- 
sessing burglars’  instruments ; buying  or 
receiving  stolen  property;  unlawful  entry 
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of  a building;  aiding  escape  from  prison; 
unlawfully  possessing  or  distributing  habit- 
forming narcotic  drugs. 

The  two  bills  that  we  reported  last  week 
without  comment  because  they  were  not 
printed,  follow : 

Assembly  Int.  705 — Flynn,  to  amend  the 
Civil  Practice  Act  in  relation  to  the  in- 
spection of  hospital  records.  The  amend- 
ment reads  as  follows:  “Inspection  of 

hospital  records  by  attorney.  Upon  the 
presentation  to  the  superintendent  or  per- 
son in  charge  of  a hospital,  of  a written 
authorization,  duly  executed  and  acknowl- 
edged by  a person  who  is  or  has  been  a 
patient  in  such  hospital,  authorizing  the  in- 
spection of  the  records  of  such  hospital 
by  his  or  her  attorney,  such  attorney  shall 
be  given  access  to  and  allowed  to  inspect 
all  the  records  of  such  hospital  relative  to 
the  care  and  treatment  of  such  person  while 
a patient  therein.” 

Assembly  Int.  711 — Sullivan,  to  amend 
the  Education  Law  in  relation  to  the  prac- 
tice of  ophthalmic  dispensing.  Defines 
ophthalmic  dispensing  as:  “A  person  prac- 
tices ophthalmic  dispensing  within  the 
meaning  of  this  article  who  engages,  or 
who  holds  himself  out  as  being  able  so  to 
do,  in  the  filling  or  dispensing  to  the  ulti- 
mate consumer,  of  ocular  prescriptions  in- 
volving lenses,  spectacles,  eyeglasses,  opti- 
cal devices  or  any  ophthalmic  appliances 
except  drugs  and  medicines,  as  prescribed 
by  physicians  and  by  optometrists,  and  in- 
tended to  be  used  for  eyewear  or  for  the 
aid,  correction,  relief  or  treatment  of  visual 
or  ocular  anomalies;  and  in  the  surveying 
and  measuring  of  the  external  features  of 
the  face  and  head  of  said  consumer  for  the 
proper  designing  and  fitting  as  required  by 
such  prescriptions;  and  in  the  fitting,  serv- 
icing and  adjusting  to  the  ultimate  con- 
sumer, with  respect  to  such  prescriptions, 
of  any  of  the  aforementioned  materials  or 
combinations  thereof;  and  in  the  dispens- 
ing, furnishing,  selling  or  supplying  to  the 
ultimate  consumer,  of  any  of  the  said  com- 
modities or  essential  parts  or  accessories 
thereof.” 

Provides  for  the  creation  of  a licensing 
board  in  the  Department  of  Education  and 
the  qualifications  under  which  persons  can 
secure  licenses.  No  person  may  practice 
without  license  after  January  1,  1939;  must 
be  a graduate  of  a four-year  course  of 
study  in  a secondary  school,  and  either 
actually  engaged  in  ophthalmic  dispensing 
for  not  less  than  five  years  or  has  com- 
pleted a two-year  course  of  study  in  a 
school  of  ophthalmic  dispensing,  and  in  ad- 
dition thereto,  has  had  practical  training  in 
ophthalmic  dispensing  for  not  less  than 
three  years. 


. Assembly  Int.  858 — Fite,  gives  physicians 
right  of  lien  for  aid,  treatment,  care  or 
services  on  account  of  personal  injuries 
resulting  from  negligence  of  another,  ex- 
cept where  settlement  or  verdict  is  less  than 
$300.00.  Referred  to  the  Judiciary  Com- 
mittee. 

Comment:  Fundamentally,  this  is  the  bill 
that  Mr.  Fite  carried  for  us  last  year,  which 
reached  third  reading  in  the  Assembly.  In 
the  discussion  of  the  bill  at  that  time  cer- 
tain amendments  were  suggested,  and  dur- 
ing the  Summer  a committee  of  the  New 
York  County  Society,  the  New  York  Bar 
Association,  with  Dr.  Lawrence,  carefully 
studied  the  bill  and  incorporated  the  sug- 
gestions that  were  made  in  the  Legislature. 
The  bill  provides  that  in  all  cases  of  per- 
sonal injury  where  a physician  or  surgeon 
is  called  to  render  service,  and  the  injured 
person  is  eventually  to  receive  an  award  or 
settlement,  the  physician  or  surgeon  may 
impress  a lien  against  such  award  or  settle- 
ment for  the  amount  of  his  fee.  It  is  im- 
portant that  you  should  know  exactly  what 
this  bill  provides  in  order  that  you  may 
most  forcibly  discuss  it  with  your  legis- 
lators. May  we  suggest,  therefore,  that  we 
shall  be  glad  to  supply  you  with  a printed 
copy  upon  request. 

Assembly  Int.  884 — Dailey,  prohibits  per- 
son with  communicable  disease  to  work  as 
domestic  when  allowed  to  take  care  of  chil- 
dren or  to  handle  food ; requires  that 
domestics  be  examined  for  presence  or 
absence  of  any  such  disease,  and  permits 
isolation  and  treatment,  if  necessary.  Re- 
ferred to  the  Health  Committee. 

Comment:  Prohibits  person  with  com- 
municable disease  from  accepting  position 
as  a domestic  which  involves  the  care  of 
children  or  the  handling  of  food.  All  per- 
sons so  employed  now  must  within  sixty 
days  submit  to  a physical  examination,  and 
persons  applying  for  work  shall  be  physi- 
cally examined  within  thirty  days  of  the 
date  of  employment.  The  board  of  health 
shall  provide  for  the  examination  and  the 
physician  making  the  examination  shall 
report  to  the  board  of  health.  Persons  may 
apply  to  a magistrate  for  an  order  restrain- 
ing such  examination  and  no  examination 
shall  then  be  made  except  upon  the  order 
of  such  magistrate. 

Assembly  Int.  966 — Walsh,  prohibits  the 
operating  of  motor  vehicles  while  under  in- 
fluence of  intoxicating  liquors  or  narcotic 
drugs,  instead  of  “in  an  intoxicated  con- 
dition” as  at  present.  Referred  to  the 
Motor  Vehicles  Committee. 

Action  on  Bills 

At  a conference  on  January  31,  the  Com- 
mittee took  action  on  the  following  bills: 
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Approved 

Assembly  Int.  397 — Burgdorf — Regula- 
tions of  Public  Health  Council. 

Assembly  Int.  398 — Burgdorf — Liability 
for  damages,  certain  State  employees. 

Assembly  Int.  435 — Flynn — Negotiating 
settlement  for  injuries. 

Assembly  Int.  436 — Flynn — Negotiating 
settlement  for  injuries  in  hospital  or  sani- 
tarium. 

Assembly  Int.  496 — Burgdorf — Pollution 
of  waters. 

Assembly  Int.  556 — Holley — Consumers’ 
bureau  in  Health  Department. 

Opposed 

Senate  Int.  388 — Feld — Practice  of  elec- 
trolysis. 

Assembly  Int.  439  — Garcia-Rivera  * — 

Home  relief  recipients,  medical  care,  etc. 

Assembly  Int.  492 — Suitor — Motor  vehicle 
injuries,  care  of  indigents. 

Bulletin  No.  6 

February  11,  1938 

The  annual  conference  of  County  So- 
ciety Legislative  Chairmen  was  held  in 
Albany  on  February  9.  All  of  the  bills 
that  were  printed  were  studied  and  action 
taken  upon  them.  There  follows  a state- 
ment of  the  final  disposition  of  the  bills 
made  by  the  chairmen: 

Approved 

S.  Int.  99 — Twomey;  A.  Int.  127 — New- 
ell ; Serological  blood  tests  of  pregnant 
women. 

S.  Int.  100 — Desmond;  A.  Int.  3 63 — 

Breitbart;  Serological  blood  tests  of  preg- 
nant women. 

S.  Int.  101 — Desmond;  A.  Int.  124 — 

Breitbart ; Pre-nuptial  examinations. 

S.  Int.  459 — Crawford;  A.  Int.  358 — 

Ostertag;  Sanitary  regulation  of  trailers 

and  tourist  camps. 

S.  Int.  481 — Schwartzwald ; A.  Int.  496 
— Burgdorf;  Pollution  of  waters. 

S.  Int.  482 — Schwartzwald;  A.  Int.  397 — 
Burgdorf;  Qualifications  of  Public  Health 
Council. 

S.  Int.  483 — Schwartzwald;  A.  Int.  398 
— Burgdorf;  Liability  for  damages,  cer- 
tain Health  Department  employees. 

S.  Int.  637 — Dunkel ; Sale  at  wholesale  of 
poisonous  or  habit-forming  proprietary 
medicines. 

S.  Int.  701 — Esquirol;  A.  Int.  157 — 
Hawkins ; Practice  of  radiology. 

A.  Int.  183 — Todd;  Nurse  practice. 

A.  Int.  236 — Schwartz;  Labels  on  food 
products. 


A.  Int.  272 — Fitzpatrick;  First-aid  kits 
on  railroads,  etc. 

A.  Int.  291 — Breitbart;  Blood-grouping 
tests  of  criminals  for  identification  pur- 
poses. 

A.  Int.  292 — Breitbart;  Blood  tests  to 
determine  parentage  of  child  in  criminal 
proceedings. 

Approved 

A.  Int.  364 — Brenner;  Creates  consum- 
ers’ bureau  in  Health  Department. 

A.  Int.  556 — Holley;  Creates  consum- 
ers’ bureau  in  Health  Department. 

A.  Int.  711 — Sullivan;  Defines  ophthalmic 
dispensing. 

A.  Int.  858 — Fite;  Physicians’  lien. 

Opposed 

S.  Int.  117 — Feld;  Defines  radiology. 

S.  Int.  202 — Stagg;  A.  Int.  287 — Shaw; 
Treatment  for  infantile  paralysis  patients. 

S.  Int.  243 — Livingston;  A.  Int.  332 — 
Wagner;  Nurse  Practice. 

S.  Int.  268 — Hanley;  A.  Int.  344 — Can- 
ney;  Division  of  food  in  Health  Depart- 
ment. 

S.  Int.  269— Hanley;  A.  Int.  349— Can- 
ney;  Division  of  food  in  Labor  Depart- 
ment. 

S.  Int.  278 — Warner;  A.  Int.  443 — Mar- 
ble; Duplicate  certificates  of  birth. 

S.  Int.  326 — Fischel;  A.  Int.  35 — Wag- 
ner; Health  insurance. 

S.  Int.  327— Fischel;  A.  Int.  34— Wag- 
ner ; Creates  commission  to  study  public 
health  services  in  State. 

S.  Int.  388 — Feld;  Practice  of  elec- 
trolysis. 

S.  Int.  647 — McNaboe;  Examination  of 
pupils  by  psychiatrist. 

A.  Int.  334 — Peterson;  Tests  for  de- 
termining intoxicated  drivers. 

A.  Int.  339 — Phelps;  Future  care  of  re- 
leased State  hospital  patients. 

A.  Int.  380 — McCaffrey;  Physical  exam- 
ination of  employees. 

A.  Int.  381 — Methfessel;  Pre-nuptial  ex- 
amination to  determine  presence  of 
syphilis,  tuberculosis,  etc. 

A.  Int.  439 — Garcia-Rivera ; Relief  re- 
cipients, allowance  for  medical  care. 

Opposed 

A.  Int.  492 — Suitor:  Indigents  suffering 
from  motor  vehicle  injuries. 

A.  Int.  623 — Fogarty:  Workmen’s  Com- 
pensation, arbitration  of  cases. 

A.  Int.  648 — Fite ; Maternity  subsidy. 

A.  Int.  705 — Flynn ; Inspection  of  hos- 
pital records  by  patient’s  attorney  or  for- 
mer patient. 

A.  Int.  884 — Dailey:  Requiring  physical 
examination  of  domestics. 
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A.  Int.  976 — Sullivan;  Requiring  school 
authorities  to  furnish  cod-liver  oil  for 
certain  pupils. 

No  Action 

S.  Int.  644 — McNaboe;  Commitment  of 
certain  persons  to  care  of  lunacy  board. 

S.  Int.  651 — McNaboe;  Creating  State 
lunacy  authority. 

A.  Int.  351 — Crews;  Hours  of  labor  of 
all  hospital  employees. 

A.  Int.  435 — Flynn;  Statement  of  per- 
sonal injury. 

A.  Int.  436 — Flynn;  Statement  of  per- 
sonal injury  in  hospital. 

A.  Int.  966 — Walsh;  Prohibits  driving 
motor  vehicle  while  under  influence  of 
liquor  or  drugs. 

Our  Lien  Bill  is  now  in  both  houses 
(Senate  Int.  869 — Kleinfeld;  Assembly  Int. 
858 — Fite)  with  the  respective  Judiciary 
Committees.  Enlist  your  legislators’  inter- 
est immediately.  Remember  this  bill  is  the 
product  of  our  former  experience  and  care- 
ful study  by  a special  committee  of  lawyers 
and  physicians,  members  of  the  New  York 
Bar  Association  and  New  York  County 
Society.  Last  year’s  bill  was  approved  by 
the  Assembly  Judiciary  Committee  and 
would  have  passed  the  Assembly  except 
that  improvement  in  phraseology  was  rec- 
ommended. Those  recommendations  are 
embodied  in  this  bill. 

Bulletin  No.  7 

February  14,  1938 

New  Bills  Introduced 

Senate  Int.  701 — Esquirol,  practice  of  ra- 
diology; same  as  Assembly  Int.  157 — Haw- 
kins. With  the  Education  Committee. 

Senate  Int.  753 — Feld;  Assembly  Int.  1073 
— Miss  Todd,  provides  for  license  and  regu- 
lation of  persons  engaged  in  practice  of 
hairdressing  and  cosmetology  by  board  of 
seven  members  established  in  Education  De- 
partment, and  appropriates  $30,000.  Re- 
ferred to  the  Education  Committee  in  the 
Senate  and  the  Ways  and  Means  Committee 
in  the  Assembly. 

Comment:  A similar  bill  passed  the 

Legislature  last  year  but  was  vetoed  by  the 
Governor.  That  bill  amended  the  General 
Business  Law’;  this  amends  the  Education 
Law.  We  were  opposed  to  the  bill  but  we 
recognize  that  there  is  virtue  in  an  attempt 
to  establish  a means  of  inspecting  and  regu- 
lating the  various  establishments  and  prac- 
titioners engaged  in  hairdressing.  The 
practice  of  hairdressing  and  cosmetology  is 
defined  as  follows : “To  engage  in  the  prac- 
tice of  hairdressing  and  cosmetology  means 
and  refers  to  a person  who  holds  himself 


out,  directly  or  indirectly,  as  being  able,  or 
who  offers  or  undertakes,  by  any  means  or 
method,  with  the  aid  of  the  hands  or  of 
mechanical,  electrical  or  other  apparatus  or 
appliances,  and/or  by  the  use  of  tonics,  lo- 
tions, creams,  cosmetics,  cosmetic  prepara- 
tions or  compounds,  to  wave,  dye,  color, 
bleach,  cut,  arrange,  dress,  curl,  cleanse  or 
stimulate  the  growth  of  the  hair  of  the  head 
of  a female  person  or  to  massage,  cleanse, 
manipulate  or  exercise  the  scalp,  face,  neck 
or  arms  of  such  person,  or  to  do  any  similar 
work  intended  to  enhance  the  appearance  of 
such  person.” 

Senate  Int.  784 — Egbert,  pre-nuptial  ex- 
aminations; same  as  Assembly  Int.  381 — 
Methfessel.  With  the  Judiciary  Committee. 

Senate  Int.  790 — Livingston ; Assembly 
Int.  1079 — Wadsworth,  exempts  from  defini- 
tion of  dispensary,  State  Departments  of 
Health,  Mental  Hygiene  and  Education,  in- 
stitutions under  their  jurisdiction,  local 
health  department,  education  board  or  health 
officer,  and  permits  them  to  display  dispen- 
sary or  clinic  sign.  Referred  to  the  Relief 
and  Welfare  Committees. 

Comment:  In  the  public  schools  there  are 
dental  clinics,  and  the  Department  of  Health 
has  venereal  disease  clinics  and  tuberculosis 
clinics.  Under  the  law  at  present  all  of 
these  must  be  licensed  and  inspected  by  the 
Department  of  Social  Welfare.  Supervi- 
sion by  two  departments  tends  to  create  con- 
fusion and  destroys  efficiency.  Therefore, 
the  object  of  this  bill  is  to  release  the  De- 
partment of  Social  Welfare  from  jurisdic- 
tion over  clinics  conducted  by  other  State 
Departments,  leaving  them  solely  responsible 
for  their  respective  clinics. 

Senate  Int.  856 — Howard,  provides  for  bi- 
weekly report,  when  requested  by  employer, 
from  physician  giving  treatment  to  injured 
employee  entitled  to  workmen’s  compensa- 
tion, for  final  report  within  forty-eight 
hours  after  last  treatment,  and  for  arbitra- 
tion committee  to  determine  value  of  hos- 
pital services.  Referred  to  the  Labor  Com- 
mittee. 

Comment:  Amends  the  Workmen’s  Com- 
pensation Law  by  shortening  the  time  within 
which  the  preliminary  notice  must  be  filed, 
from  twenty  to  ten  days ; and  requiring  that 
the  physician  'giving  the  treatment  shall 
furnish  progress  reports  bi-weekly  when  re- 
quested by  either  the  employer,  the  insur- 
ance carrier,  the  industrial  board  or  the  in- 
dustrial commissioner,  and  a final  report 
within  forty-eight  hours  after  the  last  treat- 
ment. Failure  to  do  any  of  these  things 
shall  be  sufficient  cause  for  removal  from 
list  and  will  prevent  the  physician  receiving 
a fee  when  in  attendance  at  a hearing.  The 
bill  further  makes  new  provision  for  ag- 
grieved owner  or  operator  of  a medical  bu- 
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reau  or  laboratory  to  appeal  to  the  industrial 
council  to  be  heard  and  to  present  evidence 
in  his  behalf.  The  council  shall  communi- 
cate its  findings  to  the  commissioner  and 
they  shall  be  final. 

Section  13-g,  subdivision  2 — payment  of 
bills  for  medical  care — is  amended  by  add- 
ing the  following:  “If  the  parties  fail  to 

agree  as  to  the  value  of  hospital  services 
rendered  under  this  chapter,  such  value  shall 
be  decided  by  an  arbitration  committee  con- 
sisting of  two  persons  designated  by  the 
hospital  and  two  persons  appointed  by  the 
employer  or  carrier;  the  majority  decision 
of  such  committee  shall  be  conclusive  upon 
the  parties,  and  in  the  event  of  equal  divi- 
sion, the  committee  shall  select  a fifth  per- 
son whose  decision  shall  be  conclusive.” 
And  a new  subdivision  4 is  added  providing 
for  the  payment  of  medical  care  expenses  in 
cases  where  the  employer  has  failed  to  se- 
cure compensation  to  his  employees. 

Senate  Int.  869 — Kleinfeld,  Physicians’ 
Lien  ; same  as  Assembly  Int.  858 — Fite. 
With  the  Judiciary  Committee. 

Senate  Int.  876 — Miller,  gives  registered 
nurses  lien  on  rights  of  action,  suits,  claims, 
counterclaims  or  demands  of  person  receiv- 
ing aid,  care,  treatment  or  services  on  ac- 
count of  personal  injuries  resulting  from 
negligence  of  another.  Referred  to  the  Ju- 
diciary Committee. 

Comment:  Amends  the  Lien  Law  in  favor 
of  nurses  in  identically  the  same  way  as  our 
physicians’  lien  bill  is  drafted. 

Senate  Int.  880 — Quinn,  inspection  of  hos- 
pital records ; same  as  Assembly  Int.  705 — 
Flynn.  With  the  Codes  Committee. 

Senate  Int.  889 — Williamson ; Assembly 
Int.  1170 — C.  Lawrence,  provides  for  State 
aid  to  extent  of  forty  per  cent  for  hospital- 
ization furnished  by  municipality  under  Pub- 
lic Welfare  Law,  and  appropriates  $500,000. 
Referred  to  the  Finance  Committee  in  the 
Senate  and  the  Ways  and  Means  Committee 
in  the  Assembly. 

Comment:  Communities  were  reimbursed 
under  the  TERA  to  the  extent  of  forty  per 
cent  of  expenses  incurred  in  caring  for  fam- 
ilies in  their  homes,  but  the  State  never 
assumed  a financial  responsibility  for  medi- 
cal services  rendered  in  the  hospitals.  These 
expenses  had  to  be  met  by  the  community 
alone.  This  bill  would  extend  the  State’s 
obligation  to  medical  expenses  incurred  in 
hospitalized  cases. 

Senate  Int.  895 — Feld,  requires  Regents’ 
Board  to  endorse  license  issued  for  profes- 
sional practices  by  legally  constituted  board 
of  examiners  of  foreign  state  or  country, 
and  strikes  out  requirement  that  candidate 
so  endorsed  shall  pass  examination  on  sub- 
jects of  licensing  examination  specified  by 


statute  or  Regents’  rule.  Referred  to  the 
Education  Committee. 

Comment:  The  Regents  have  the  authority 
in  their  discretion  to  endorse  licenses  of 
physicians  from  outside  the  State.  They 
have,  in  accordance  with  this  provision, 
established  reciprocity  with  certain  states 
where  the  educational  requirements  are  sim- 
ilar to  those  of  this  State.  This  bill  would 
remove  their  power  of  discretion  and  oblige 
them  to  endorse  the  license  of  any  physician 
who  has  practiced  for  five  years  in  another 
state  or  country  without  examination  by  the 
board  in  this  State. 

Senate  Int.  899 — Rogers,  provides  for 
sterilization  of  glasses  and  other  utensils 
used  in  preparation  and  service  of  food  by 
drug  stores,  soda  fountains,  and  other  places 
where  food  is  prepared  and  sold.  Referred 
to  the  Health  Committee. 

Assembly  Int.  976 — Sullivan,  requires 
school  authorities  to  provide  cod-liver  oil  or 
a concentrate  thereof  for  kindergarten  and 
primary  grade  pupils.  Referred  to  the 
Health  Committee. 

Assembly  Int.  1015 — Burgdorf,  defines 
“cannabis”  to  include  compound,  manufac- 
ture, salt,  derivative,  mixture  or  preparation 
of  the  plant  Cannabis  Sativa  L.  from  which 
the  resin  has  not  been  extracted.  Referred 
to  the  Health  Committee. 

Assembly  Int.  1016 — Burgdorf,  changes 
term  “habit  forming”  to  narcotic  drugs  as 
defined  in  section  421,  Public  Health  Law, 
for  imposing  fines  and  penalties  for  viola- 
tions. Referred  to  the  Codes  Committee. 

Comment:  These  bills  were  prepared  by 
the  Division  of  Narcotics  in  the  Department 
of  Health  and  have  been  approved  by  its 
advisory  committee. 

Assembly  Int.  1219 — Piper,  provides  that 
omnibus  with  capacity  of  more  than  seven 
persons  shall  be  equipped  with  emergency 
first-aid  kit.  Referred  to  the  Motor  Vehicles 
Committee. 

Comment  : The  bill  states  that  the  kit  shall 
include:  Two  packages  one-inch  adhesive 

compress  (16  per  package),  two  packages 
two-inch  bandage  compress  (2  per  package), 
one  package  four-inch  bandage  compress, 
two  packages,  sterile  gauze  (one  yard 
square),  two  packages  triangular  bandage 
(40-inch),  one  package  gauze  bandages  (3 — 
two  in.  by  6 yards),  two  packages  iodine 
swabs  (10  per  package),  one  package 
ammonia  inhalants  (10  per  package),  one 
package  ammonia  ampoules  (4  per  package), 
one  package  burn  ointment  (6  per  package), 
two  packages  picric  acid  gauze  (one  yard 
square),  one  package  wire  splint  (com- 
pressed), one  package  drinking  cups  (10 
per  package),  one  package  castor  oil  (4 
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tubes  per  package),  and  one  package  tourni- 
quet tweezers  and  scissors. 

Assembly  Int.  1224 — Averill,  requires  the 
Education  Department  to  admit  to  examina- 
tion for  license  to  practice  as  registered 
nurse,  a graduate  of  school  of  nursing  ac- 
credited in  any  other  state  who  has  com- 
pleted course  of  study  considered  by  board 
equivalent  to  that  required  in  this  State, 
having  met  all  other  requirements ; depart- 
ment to  issue  list  of  legally  registered 
nurses  and  trained  attendants ; provides  for 
disciplinary  proceedings,  penalties  for  unlaw- 
ful practice,  and  makes  other  provisions. 
Referred  to  the  Education  Committee. 

Action  on  Bills 

Assembly  Int.  183 — Miss  Todd,  nurse 
practice  bill,  has  been  amended  by  changing 
title  “nursing  aide”  to  “practical  nurse.” 
and  establishing  minimum  education  require- 


ments for  practical  nurses  as  completion  of 
the  grade  school  and  one  year  in  hospital 
of  its  equivalent. 

Senate  Int.  117 — Mr.  Feld  has  amended 
his  radiology  bill  so  as  to  exempt  “any  per- 
son, firm  or  corporation  which  shall  have 
continuously  and  actively  engaged  in  the 
operation  of  an  x-ray  laboratory  for  at  least 
one  year  prior  to  July  1,  1938. 

Senate  Int.  526— Feld,  nurse  practice  bill, 
has  been  amended  to  agree  with  amendments 
submitted  to  Assembly  Int.  183,  as  reported 
above. 

Senate  Int.  591 — Schwartzwald  7 , 

Assembly  Int.  797 — Gugino  j exten<^“ 

ing  time  for  the  report  of  the  Cancer  Com- 
mission to  April  1,  1938,  has  passed  both 
houses  and  is  with  the  Governor  for  signa- 
ture. 

James  H.  Borrell 
B.  Wallace  Hamilton 
John  L.  Bauer 


ONE  PATIENT  STUDIED  THOROUGHLY 


Drs.  A.  A.  Bailey  and  H.  G.  Weiskotten, 
Syracuse,  (Journal  A.M.A.,  Dec.  25,  1937), 
describe  a procedure  which  has  been  in  use 
at  Syracuse  University  since  1930  in  the 
hope  that  it  would  give  the  students  a bet- 
ter point  of  view  toward  all  the  problems 
involved  in  adequate  medical  care. 

The  program  has  involved  the  placing  of 
responsibility  on  each  student  for  a com- 
plete study  of  at  least  one  patient  who  has 
been  assigned  to  him  as  a clinical  clerk  on 
the  hospital  wards.  At  the  beginning,  the 
home  visits  connected  with  these  studies 
were  supervised  by  the  hospital  social 
worker.  However,  such  supervision  tended 
to  routinize  the  work  of  the  student  and 
failed  to  develop  initiative  and  the  co- 
ordination that  was  essential  to  a satis- 
factory point  of  view  toward  the  case  as 
a whole. 

After  several  years  of  experimenting, 

the  program  has  developed  until  it  is  now 
conducted  as  follows : 

Each  clinical  clerk  is  assigned  a patient 
for  investigation.  The  patient  selected  is 
one  whom  he  has  studied  in  the  hospital 
from  the  clinical  point  of  view.  An  effort 
is  made  to  avoid  cases  in  which  the  diag- 
nosis is  doubtful  and  to  select  those  cases 
which  present  individual  and  environ- 
mental problems.  The  instructor  may  be 

aided  by  the  social  worker  in  the  selection 
of  the  cases,  but  the  student  does  not  con- 
sult the  social  worker  before  making  his 
study  of  the  case. 

The  instructor  explains  to  the  clinical 

clerks  the  significance  of  the  investigations 


and  outlines  to  them  a general  plan  of 
procedure.  The  student  then  visits  the 
patient’s  home,  interviews  the  family,  the 
situation  in  general  and  drafts  a rough 
report,  giving  the  results  of  his  investiga- 
tion. The  instructor  reviews  this  report 
with  the  student  and  then  goes  with  him 
to  the  home  and  familiarizes  himself  with 
the  situation.  He  then  discusses  with  the 
student  the  problems  presented  and,  if 
necessary,  makes  suggestions  for  further 
investigation. 

On  the  completion  of  his  study,  the  stu- 
dent prepares  a report  which  includes  a 
series  of  recommendations  with  regard  to 
the  adequate  handling  of  all  aspects  of  the 
case.  He  presents  this  report  at  one  of 
the  medical  seminars,  which  are  held 
weekly  throughout  the  year.  After  the 
student  has  presented  his  report,  the  social 
workers  are  asked  to  comment  on  the  case 
and  to  give  any  additional  information  they 
may  have.  Each  faculty  member  then 
discusses  the  situation  from  his  own  par- 
ticular point  of  view  and  questions  the 
student  with  regard  to  various  aspects  of 
the  case.  The  attending  students  par- 
ticipate in  the  discussion. 

The  student  is  expected  to  follow  his 
patient  throughout  the  year  and  to  file  a 
supplementary  report  giving  the  final  status 
of  the  patient  at  the  end  of  the  year. 
Usually  two  reports  are  presented  at  each 
seminar  meeting  and  the  schedule  is  so  ar- 
ranged that  each  student  attends  four 
seminars  and  thus  hears  the  presentation 
and  discussion  of  seven  cases  other  than 
his  own. 
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That  the  physicians  of  the  State  may  have  concrete  examples  of  different  phases  of  anti- 
pneumococcus  serum  treatment  of  pneumococcus  pneumonia,  there  will  appear  here  case  reports 
selected  from  the  large  number  received  by  the  State  Department  of  Health  on  the  use  of  anti- 
pneumococcus  serum  produced  and  distributed  by  it. 

In  order  that  physicians  practicing  in  New  York  City  or  those  using  effective  serum  from 
other  sources  may  also  be  represented,  we  hope  that  physicians  who  may  have  had  particularly 
significant  experiences  with  serum  will  submit  reports  to  the  Pneumonia  Editor,  New  York 
State  Journal  of  Medicine,  33  IV.  42  Street,  New  York  City — Editor. 


Case  13 

Case  report  from  the  records  of  the 
Rochester  Municipal  Hospital,  Rochester: 

“E.  U.,  a twenty-six  year  old  white  male 
was  perfectly  well  until  February  4 when  he 
had  onset  of  chilly  sensations,  fever,  malaise, 
and  slight  pain  in  the  left  side  of  the  chest. 
During  the  next  few  days  he  developed  a 
cough  productive  of  muco-purulent  expecto-’ 
ration  and  his  symptoms  gradually  became 
worse.  On  February  7 the  expectoration 
turned  rusty  in  color,  and  the  chest  pain  at 
that  time  was  definitely  accentuated  by 
breathing  and  coughing  and  was  referred 
to  the  tip  of  the  left  shoulder.  On  February  8 
he  called  his  physician  who  referred  him 
to  the  Rochester  Municipal  Hospital. 

“On  admission,  the  patient  was  moderately 
ill  with  fever,  grunting  respirations,  and  sup- 
pressed cough.  His  temperature  was  104.4, 
pulse  of  120,  and  respirations  of  twenty- 
four.  Physical  examination  revealed  signs 
of  consolidation  at  the  left  base  posteriorly. 
A diagnosis  of  lobar  pneumonia  of  the  left 
lower  lobe  was  made,  and  a specimen  of 
sputum  and  a blood  culture  were  sent  to  the 
laboratory  immediately.  An  immediate 
(Neufeld)  typing  revealed  type  VII  pneu- 
mococci in  large  numbers.  After  preliminary 
precautions  against  allergy  which  were 
negative  (including  history,  skin  and  eye 
tests  and  a preliminary  intravenous  test  of 
ten  c.c.  of  1-10  type  VII  anti  pneumococcus 
horse  serum),  serum  administration  was  be- 
gun. Four  therapeutic  doses  of  New  York 
State  type  VII  antipneumococcus  serum 
were  given  in  about  forty  c.c.  amounts  (two 
vials)  at  about  four  hour  intervals.  The 
patient  had  an  immediate  crisis  with  the 
temperature,  pulse  and  respirations  return- 
ing to  normal  within  twelve  hours  after 
serum  therapy  was  started.  Convalescence 
was  uneventful.” 

Rabbit 

“Unfortunate”  and  “premature”  publicity 
giving  the  impression  that  the  use  of  rabbit 
serums  in  the  treatment  of  pneumonia  will 
soon  result  in  the  availability  of  serums 
highly  effective  against  all  of  the  thirty 


Examination  of  the  results  of  the  treat- 
ment of  type  VII  pneumonia  with  a specific 
type  VII  antipneumococcus  horse  serum 
reveals  that  this  method  of  therapy  is  un- 
questionably effective  in  a great  many  cases 
if  the  serum  is  properly  used.  The  case  cited 
above  is  a typical  favorable  response  of  an 
uncomplicated  case  treated  with  adequate 
amounts  of  serum. 

Since  no  standard  therapeutic  units  have 
as  yet  been  adopted  by  either  New  York 
State  or  the  Federal  Government,  there  is  no 
designation  of  the  number  of  units  in  the 
vial  on  its  label. 

In  general,  the  principles  underlying  type 
VII  serum  therapy  are  reasonably  similar 
to  those  for  type  I.  The  limited  available 
evidence  indicates  that  dosage  in  number  of 
vials  as  supplied  by  the  New  York  State 
Department  of  Health  is  but  slightly  greater 
for  type  VII  than  for  type  I.  An  uncompli- 
cated early  case  may  be  given  an  average 
total  dose  of  four  vials.  Each  individual 
dose  should  consist  of  two  vials,  and  these 
should  be  given  at  intervals  of  from  two  to 
four  hours.  Once  serum  therapy  is  started, 
the  administration  of  serum  at  regular  inter- 
vals should  be  continued  until  the  desired 
effect  is  obtained  or  cause  for  failure  deter- 
mined. Bacteremic  cases  as  indicated  by  a 
blood  culture  taken  just  prior  to  the  first  in- 
travenous dose  of  serum  require  at  least  dou- 
ble the  average  total  dose.  Late  cases,  aged 
patients,  and  cases  with  extensive  pulmonary 
involvement  need  more  serum  than  uncom- 
plicated cases. 

In  the  event  that  the  patient  does  not  re- 
spond after  four  vials  have  been  adminis- 
tered, the  blood  culture  should  be  repeated, 
sputum  rechecked  for  error  or  mixed  infec- 
tions, and  a careful  search  made  for  localized 
foci  of  infection  such  as  empyema,  throm- 
bophlebitis, meningitis,  pericarditis,  endo- 
carditis, or  otitis  media. 

Serum 

different  types  of  the  disease,  is  without  sci- 
entifically accepted  supporting  evidence,  ac- 
cording to  Dr.  Edward  S.  Godfrey,  Jr.,  New 
York  State  Commissioner  of  Health. 

However,  Dr.  Godfrey  said,  it  must  be 
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understood  that  his  criticism  is  directed 
against  “premature  use  of  a new  product” 
and  not  in  any  way  intended  to  discredit  its 
ultimate  usefulness  or  the  present  value  of 
antipneumococcus  horse  serums,  now  recog- 
nized as  of  great  value  and,  in  fact,  provided 
for  physicians  by  the  State. 

Dr.  Godfrey  also  made  public  a resolu- 
tion of  the  State’s  advisory  committee  on 
pneumonia  control,  “including  some  of  the 
world’s  outstanding  authorities  on  pneu- 
monia,” urging  against  jeopardizing  the  fu- 
ture of  antipneumococcus  rabbit  serum  as  a 
practical  method  of  pneumonia  treatment  by 
its  “premature  generalized  use.” 

Dr.  Godfrey’s  statement  follows: 

My  attention  recently  has  been  called  to  a 
number  of  articles  appearing  in  the  press  and 
prominent  lay  journals  and  an  announcement 
over  the  radio,  which  have  dealt  with  the  sub- 
ject of  the  use  of  antipneumococcus  rabbit  ser- 
ums in  the  treatment  of  pneumonia.  While  for 
the  most  part  these  presentations  have  been 
guarded,  they  have  by  implication  promoted  im- 
pressions which  are  highly  misleading.  For  ex- 
ample, the  impression  that  the  use  of  this  new 
method  of  serum  production  will  result  shortly 
in  the  availability  of  serums  highly  effective  in 
the  treatment  of  all  of  the  thirty  different  types 
of  pneumococcus  pneumonias  cannot  be  condoned 
inasmuch  as  no  convincing  evidence  in  support 
of  this  has  as  yet  been  presented  to  the  medical 
profession.  It  is  particularly  unfortunate  that 
these  articles  are  raising  the  public  hope  that 
a specific  serum  cure  has  been  found  for  the 
prevalent  and  extremely  serious  type  of  pneu- 
monia known  at  Type  III.  There  is,  as  yet,  no 
conclusive,  scientifically  accepted  evidence  that 
this  is  so. 

However,  it  must  be  understood  that  my  com- 
ments are  directed  toward  the  premature  use 
of  a new  product  and  not  in  any  way  intended 
to  discredit  the  ultimate  usefulness  of  this  prod- 
uct nor  the  usefulness  of  the  antipneumococcus 
horse  serums  now  recognized  as  of  great  value 
and  widely  employed  by  physicians  of  this  State, 
and,  in  fact,  provided  for  their  use  by  the  State. 

Pertinent  to  this  subject,  I can  do  no  better 
than  to  quote  a resolution  recently  adopted  by  a 
committee  of  prominent  physicians,  including 
some  of  the  world’s  outstanding  authorities  on 
pneumonia,  whom  I have  called  together  to  ad- 
vise me  in  our  pneumonia  control  program;  to 
quote : 


“Be  is  resolved , That  it  is  the  opinion  of  this 
committee  that  the  therapeutic  possibilities  of 
antipneumococcus  rabbit  serum  are  such  that  its 
future  as  a practical  method  should  not  be  jeop- 
ardized by  its  premature  and  generalized  use. 
The  committee  recognizes  that  under  certain 
circumstances  such  as  bacteremic  cases  which 
are  severely  sensitive  to  horse  serum  or  for 
which  no  horse  serum  is  available,  its  use  might 
be  justified.  Otherwise,  however,  it  is  felt  that 
application  of  this  serum  should  be  limited  to 
clinical  trial  in  a few  selected  hospitals  where 
careful  observations  may  be  made,  until  such  a 
time  as  the  value,  safety,  and  limitations  of  the 
method  may  be  more  accurately  defined.” 

The  Advisory  Committee  on  Pneumonia 
Control  of  the  State  Department  of  Health, 
which  adopted  the  resolution  quoted  by  Dr. 
Godfrey,  includes  the  following  members : 
Chairman,  Dr.  Russell  L.  Cecil,  Professor 
of  Clinical  Medicine,  Cornell  University 
Medical  College;  Dr.  Rufus  I.  Cole,  former 
director  of  the  hospital  of  Rockefeller  Insti- 
tute ; Dr.  Clayton  W.  Greene,  Associate  Pro- 
fessor of  Medicine,  University  of  Buffalo 
and  member  of  the  New  York  State  Public 
Health  Council ; Dr.  G.  M.  Mackenzie, 
Physician-in-Chief  of  the  Mary  Imogene 
Bassett  Hospital  of  Cooperstown;  Dr.  O.  W. 
H.  Mitchell,  Professor  of  Bacteriology,  Hy- 
giene and  Sanitation,  Syracuse  University 
College  of  Medicine;  Dr.  George  H.  Ram- 
sey, Assistant  Commissioner  for  Preventable 
Diseases,  New  York  State  Department  of 
Health;  Dr.  Donald  B.  Armstrong,  Third 
Vice-President  of  the  Metropolitan  Life  In- 
surance Company;  Dr.  Thomas  P.  Farmer, 
Chairman  of  the  Committee  on  Medical 
Education  of  the  New  York  State  Medical 
Society;  Dr.  Peter  Irving,  Editor  of  the 
State  Medical  Journal  and  Secretary  of  the 
State  Medical  Society;  Dr.  William  S.  Mc- 
Cann, Professor  of  Medicine,  Rochester  Uni* 
versity;  Dr.  Ralph  S.  Muckenfuss,  Director, 
Bureau  of  Laboratories,  New  York  City 
Department  of  Health;  Dr.  Augustus  B. 
Wadsworth,  Director,  Division  of  Labora- 
tories and  Research,  New  York  State  De- 
partment of  Health;  and  Dr.  Arthur  W. 
Wright,  Professor  of  Pathology  and  Bac- 
teriology, Albany  Medical  College. 


PREVENTION  OF  CRUELTY  TO  PRESIDENTS 


Dr.  Mortimer  G.  Brown,  retiring  presi- 
dent of  the  Syracuse  Academy  of  Medicine, 
remarked  in  his  farewell  address  that  a 
haunting  ghost  reminded  him  daily  and 
nightly,  throughout  the  year  of  his  in- 
cumbency, that  the  day  was  coming  when 
pen  must  be  taken  in  hand  and  an  address 


written — for  like  taxes,  there  was  no  escap- 
ing the  annual  delivery  of  the  President’s 
address.  He  suggested  that  another  alpha- 
betical committee  be  appointed,  in  keeping 
with  the  times,  and  that  it  be  called  the 
N.C.P.P.A.,  viz.,  a National  Committee  for 
the  Prevention  of  Presidential  Addresses. 


THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 


State  officers  and  members  of  the  Ex- 
ecutive Board  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  State  of 
New  York  arrived  in  Syracuse  on  the  after- 
noon of  February  9 to  attend  an  all-day 
board  meeting  on  February  10,  at  the  home 
of  the  President,  Mrs.  Francis  Irving,  at 
119  Wendall  Terrace. 

Activities  for  the  visitors,  who  were 
guests  at  the  homes  of  the  Syracuse  Board 
members,  opened  with  a buffet  supper  Wed- 
nesday evening  at  the  home  of  the  Pres- 
ident of  Onondaga  County  Auxiliary,  Mrs. 
H.  Walden  Retan,  and  included  a dinner  at 
the  home  of  Mrs.  Carlton  Potter. 

The  business  session  of  the  Board  opened 
February  10  at  10:00  a.m.  The  meeting 
adjourned  at  1 :00  p.m.  when  Mrs.  Irving 
was  hostess  at  a luncheon,  and  reconvened 
at  2:30  p.m.  Reports  of  County  Presidents 
were  read,  and  plans  discussed  for  the  Con- 
vention May  9-12  at  the  Waldorf-Astoria, 
New  York  City. 

Officers  attending  were : Mrs.  Daniel 

Swan,  Flushing,  L.  I.,  President-Elect;  Mrs. 
Luther  Kice,  Garden  City,  2nd  Vice-Presi- 
dent; Mrs.  Henry  L.  Hirsch,  Rockville 
Centre,  Recording  Secretary;  Mrs.  John  L. 
Bauer,  Brooklyn,  Mrs.  James  M.  Dobbins, 
Long  Island  City,  Mrs.  Charles  H.  Goodrich, 
Brooklyn,  and  Mrs.  Harry  Bull,  Auburn, 
Directors. 

Chairmen  of  Standing  Committees  at- 
tending were:  Mrs.  Sedgwick  Austin,  Au- 
burn ; Mrs.  Edwin  A.  Griffin,  Brooklyn ; 
Mrs.  Louis  A.  VanKleeck,  Manhasset;  Mrs. 
Milton  B.  Bergmann,  Brooklyn;  Mrs.  S. 
W.  S.  Toms,  Nyack;  and  Mrs.  John  W. 
Mahoney,  Bayside. 

County  Presidents  attending  were:  Mrs. 
Raymond  F.  Johnson,  Cayuga  County;  Mrs. 
Harlow  Farmer,  Jefferson  County;  Mrs. 
Robert  Crockett,  Madison  County;  Mrs. 
Louis  M.  Lally,  Nassau  County;  Mrs.  El- 
mer Kleefield,  Queens  County;  Mrs.  G. 
Scott  Towne,  Saratoga  County;  Mrs.  Her- 


man W.  Galster,  Schenectady  County;  and 
Mrs.  J.  H.  Donnelly,  Rensselaer  County. 

The  Syracuse  members  attending  were: 
Mrs.  Francis  Irving,  President;  Mrs.  Edgar 
Neptune,  Corresponding  Secretary;  Mrs. 
Carlton  Potter,  Treasurer;  Mrs.  John  J. 
Buettner,  Organization  Chairman;  Mrs. 
Horace  Whitely,  Jordan,  Supplies  Chair- 
man; and  Mrs.  H.  Walden  Retan,  President 
of  Onondaga  County  Auxiliary. 

Schenectady  County:  The  Woman’s 
Auxiliary  held  a dinner  dance  instead  of  its 
regular  meeting  at  the  Mohawk  Golf  Club 
on  February  24.  This  was  the  first  time  the 
Doctors  have  met  with  the  Woman’s  Aux- 
iliary and  it  was  a successful  affair. 

Queens  County:  The  Board  meeting  of 
the  Auxiliary  was  held  on  February  1st,  at 
the  Medical  Society’s  building. 

Thje  Chairman  of  the  Entertainment 
Committee,  Mrs.  Henry  Eichacker,  ap- 
pointed Mrs.  Daniel  Swan  in  charge  of 
table  prizes,  Mrs.  Thomas  d’Angelo  in 
charge  of  special  prizes  and  Mrs.  James 
M.  Dobbins  in  charge  of  door  prizes  for 
the  Bridge  and  Tea  held  at  the  Forest  Hills 
Inn  on  February  16. 

On  February  4,  Mrs.  Howard  Neail  at- 
tended the  New  York  City  Federation  of 
Women’s  Clubs  as  guest  of  honor. 

At  the  meeting  held  on  February  24,  Mrs. 
E.  H.  Dare,  Jr.,  Long  Island  Traffic  Repre- 
sentative of  the  United  Airlines,  gave  a lec- 
ture, illustrated  with  motion  pictures,  on 
“Coast  to  Coast  Travel  by  Plane.”  The 
motion  picture  was  of  an  overnight  trip  on 
the  new  plane,  “The  Continental,”  showing 
what  happens  behind  the  scenes. 

Onondaga  County:  The  February  meet- 
ing of  the  Woman’s  Auxiliary  to  the  Onon- 
daga Medical  Society  was  held  February  1, 
at  the  Crouse  Irving  Hospital. 

Dr.  Joseph  Lawrence,  Executive  Officer 
of  the  State  Medical  Society,  was  the  guest 
speaker.  Dr.  J.  J.  Buettner  also  spoke,  and 
Mrs.  Katherine  Scott  Sykes  gave  a reading. 
Mrs.  Carl  Muench  was  Chairman  of  the 
hostesses. 


“In  the  health  of  the  public  lies  the  wealth  of  the  nation.” — Gladstone. 
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Tuberculosis  in  Amsterdam 


J.  Rosslyn  Earp.,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


There  are  some  physicians  who  are  not 
yet  sufficiently  “tuberculosis  conscious/’ 

Better  case-finding  procedures  are  needed 
to  detect  cases  in  the  earliest,  frequently 
symptomless,  stages  of  the  disease. 

These  are  two  of  the  conclusions  evolved 
from  a survey  of  tuberculosis  in  the  city 
of  Amsterdam.  The  study  was  undertaken 
in  November  1935  as  a result  of  the  ob- 
servation that  the  tuberculosis  death  rate 
in  this  city  had  been  for  several  years 
consistently  higher  than  for  other  cities  of 
similar  size  in  this  state,  the  average  annual 
rate  for  1929-33  inclusive  being  73.5  for 
Amsterdam  and  53.4  for  cities  in  upstate. 
New  York  with  populations  of  25,000  to 
50,000.  Dr.  Gordon  R.  Gray,  District  Epi- 
demiologist, made  a detailed  study  of  the 
nineteen  deaths  and  twenty-one  cases  of 
pulmonary  tuberculosis  reported  among  res- 
idents of  the  city  in  1934. 

At  the  time  of  diagnosis  six  cases  were 
“far  advanced,”  ten  “moderately  advanced,” 
and  one  “minimal.”  Diagnosis  resulted  in 
every  case  through  consultation  for  medical 
advice  on  account  of  symptoms.  No  case 
had  been  discovered  in  this  year  through 


examination  of  contacts  although  seven  of 
the  seventeen  cases  were  “household  con- 
tacts” of  previously  known  cases  and  five 
others  had  been  exposed  to  extra-household 
infection.  Not  only  were  the  cases  late  in 
securing  medical  advice  but  a further  period 
of  delay  occurred  in  placing  them  under 
treatment.  Three  cases  were  diagnosed 
within  the  first  two  weeks  of  consult- 
ing a physician.  The  interval  in  the  other 
cases  extended  from  one  to  thirty-seven 
months. 

There  was  less  delay  in  securing  sana- 
torium care  after  diagnosis.  Eight  patients 
were  hospitalized  within  a week.  Three 
patients  received  no  sanatorium  care.  How- 
ever, five  patients  left  the  sanatorium  against 
advice ; three  because  they  were  dissatisfied 
with  the  service  received  and  one  in  order 
to  spend  the  summer  in  his  camp.  The  fifth 
was  admitted  against  her  will  and  left  as 
soon  as  she  became  well  enough  to  insist 
on  leaving.  Mimeographed  copies  of  the 
complete  report  may  be  obtained  by  writing 
to  the  District  Office,  New  York  State 
Department  of  Health,  268  Guy  Park  Ave- 
nue, Amsterdam,  N.  Y. 


Attendance  at  Society  Meetings 


In  a recent  letter  I discussed  the  attend- 
ance of  health  officers  at  County  Society 
Meetings.  In  his  January  report  to  the 
Public  Health  Council,  Dr.  Don  M.  Gris- 
wold records  addresses  given  to  three 
County  Societies  with  the  following  at- 
tendances of  practicing  physicians: 


Ontario  County 63  out  of  possible  83 

Seneca  County 16  out  of  possible  20 

Yates  County 18  out  of  possible  20 

These  figures  show  a real  interest  on  the 
part  of  the  profession  in  receiving  the 
gospel  of  public  health. 


Hess  Ambulance  Incubator 


A table  published  in  this  column  on  Jan- 
uary 15  showed  the  excessive  risk  of  neo- 
natal mortality  run  by  prematurely  born 
infants.  As  one  measure  to  combat  this 
source  of  infant  mortality,  the  Syracuse 
City  Health  Department  has  purchased  a 
Hess  ambulance  incubator.  Drs.  G.  D.  Ma- 


har  and  B.  C.  Doust  have  arranged  a pro- 
gram for  its  use.  The  incubator  is  housed 
at  the  Syracuse  Memorial  Hospital.  When 
attending  physicians  have  a case  which  they 
wish  to  have  hospitalized,  an  intern  goes 
out  with  the  Health  Department  nurse  to 
pick  up  the  premature  infant. 


Dr.  John  Horni,  chief  of  the  surgical 
division  of  Beth  Moses  Hospital  since  its 
inception  seventeen  years  ago,  who  recently 
retired  from  active  service,  was  guest  at 


a dinner  sponsored  by  the  medical  board 
and  medical  staff  of  the  hospital  on  Jan- 
uary 28  at  the  Hotel  St.  George  in  Brook- 
lyn. 
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Albany  County 

The  Medical  Society  of  Albany  Comity 
heard  Dr.  George  Packer  Berry,  professor 
of  bacteriology  at  University  of  Rochester 
School  of  Medicine  and  Dentistry  on  Janu- 
ary 26  at  Albany  College  of  Pharmacy.  He 
discussed  filterable  viruses,  with  lantern 
slide  illustration. 

Bronx  County 

The  Bronx  County  Medical  Society, 
at  its  meeting  on  January  19  at  Burnside 
Manor,  heard  this  program: 

Campaign  for  Cleanliness  in  Bronx 
Borough  by  Jerome  Meyers,  M.D.,  Di- 
rector, Mott  Haven  Health  Center.  “Diag- 
nosis and  Surgical  Treatment  of  Carcinoma 
of  the  Breast”  by  Dr.  Milton  R.  Bookman. 
“Radiation  Therapy  of  Carcinoma  of  the 
Breast”  by  Dr.  Frank  E.  Adair.  “Car- 
cinoma of  the  Breast — Sound  Film  in 
Color”  by  Dr.  Herbert  C.  Chase. 

Cayuga  County 

Edward  S.  Rogers,  M.D.,  Director  Bu- 
reau of  Pneumonia  Control,  State  Depart- 
ment of  Health,  was  the  speaker  at  the 
January  meeting  of  the  Medical  Society  of 
the  County  of  Cayuga. 

His  subject  was  “Pneumonia  Control” 
and  he  showed  two  motion  picture  films  on 
the  intravenous  treatment  of  pneumonia 
and  nursing  care  of  pneumonia. 

The  program  was  interesting  and  edu- 
cational and  the  men  entered  freely  in  the 
discussion. — Reported  by  S.  J.  Karpenski, 
M.D.,  Secy. 

Chautauqua  County 

Dr.  John  J.  Morton,  Jr.,  professor  of 
surgery,  University  of  Rochester,  spoke  on 
“Herniation  Through  the  Diaphragm,”  at 
the  meeting  of  the  Jamestown  Medical  So- 
ciety on  January  27.  The  discussion  was 
opened  by  Dr.  Charles  E.  Goodell.  The 
next  meeting  was  held  on  February  24 
when  Dr.  Russell  Haden  of  the  Department 
of  Medicine,  Cleveland  Clinic,  spoke  on 
“Clinical  Problem  of  Deficiency  Disease.” 
Dr.  Frank  P.  Goodwin  opened  the  dis- 
cussion. 


Clinton  County 

The  new  officers  of  the  Clinton 
County  Medical  Society  are: 


President Sidney  Mitchell,  Plattsburg 

Vice-President E.  A.  Wessell,  Plattsburg 

Secretary A.  S.  Schneider,  Plattsburg 

Treasurer K.  H.  Clough,  Plattsburg 


Reported  by  Anton  S.  Schneider , M.D. , 
Secy. 

Cortland  County 

Dr.  Brewster  C.  Doust  addressed  the 
Cortland  County  Society,  on  January  21,  on 
“The  Private  Practitioner  and  Immuniza- 
tion.” Dr.  Doust  pointed  out  the  possibili- 
ties within  reach  of  all  practitioners  who 
were  ready  to  aid  in  community  health 
work. 

Essex  County 

The  officers  of  the  Medical  Society  of 
the  County  of  Essex  for  1938  are: 


President T.  R.  Cummins,  Ticonderoga 

Vice-President Violet  McCasland,  Moriah 

Sec’y  and  Treas Louis  H.  Gaus,  Ticonderoga 


Reported  by  Louis  H.  Gaus,  M.D.,  Sec’y. 

Kings  County 

The  following  scientific  program  was 
presented  at  the  meeting  of  the  Medical 
Society  of  the  County  of  Kings  on  January 
18:  “Medicine  in  a Changing  Social 

Order,”  John  B.  D’Albora,  M.D.,  F.A.C.P. 
“Studies  to  Evaluate  the  Zinc  Sulphate 
Spray  in  the  Prevention  of  Poliomyelitis,” 
Mervin  C.  Myerson,  M.D.  “Problem  in 
Proctology  Encountered  by  the  General 
Practitioner,  the  Internist  and  the  Surgeon,” 
Louis  A.  Buie,  M.D.,  F.A.C.S.,  Rochester, 
Minn. 

The  program  on  February  15  included: 
“The  Heart  in  Surgical  Patients,”  Harold 
E.  B.  Pardee,  M.D.  “The  Evolution  of 
Our  Knowledge  of  Heart  Disease,”  P. 
Dudley  White,  M.D.,  Boston,  Mass. 

Brooklyn  physicians  are  looking  for- 
ward to  a library  second  to  none  in  the 
country,  the  creation  of  which  was  aided  in 
large  measure  by  the  proceeds  of  the  dinner 
honoring  Dr.  Charles  H.  Goodrich,  presi- 
dent of  the  New  York  State  Medical  So- 
ciety, at  the  Hotel  Astor,  Manhattan,  on 
Washington’s  birthday. 
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Almost  a century  old,  the  Kings  County 
Medical  Society  library,  rich  in  historical 
and  biographic  medical  material,  is  the 
fourth  largest  in  the  nation.  Extended  for 
reference  use,  without  limitation,  to  medical 
men  from  neighboring  States,  member 
physicians  have  found  that  there  is  in- 
sufficient room  for  all  who  visit  the  library 
to  work. 

Proceeds  from  the  dinner,  sponsored  by 
the  Medical  Society  and  the  Academy  of 
Medicine  of  Brooklyn  and  attended  by 
notables  from  the  medical  and  other  profes- 
sions, will  go  to  swell  the  Frank  D. 
Jennings  Memorial  Building  Fund,  with 
which  the  society  will  erect  a new  building 
adjacent  to  its  present  home  to  house  its 
ever-expanding  activities. 

The  dinner  marks  the  first  step  in  the 
fund-raising  campaign,  for  which  a quota 
of  $500,000  has  been  set.  The  first  activity 
to  be  expanded,  campaign  officials  have 
said,  will  be  the  library. 

The  Friday  afternoon  lectures  at  4:30 
in  the  MacNaughton  Auditorium  in  March 
include : 

March  4 — “Pneumencephalography  in 
the  Diagnosis  of  Diseases  of  the  Brain,” 
Leo  M.  Davidoff,  M.D. 

March  11 — “What  the  General  Practi- 
tioner Should  Know  About  Bronchoscopy,” 
Robert  L.  Moorhead,  M.D. 

March  18 — ‘‘Cutaneous  Syphilis,”  Howard 
Fox,  M.D. 

The  Ridge  Boro  Medical  Society  held 
its  regular  meeting  on  February  10. 
“Traumatic  Surgery  in  Office  Practice”  was 
the  subject  of  a talk  by  Dr.  Angelo  L. 
Soresi,  attending  surgeon  of  the  Greenpoint 
Hospital. 

The  Brooklyn  Thoracic  Society  met 
on  January  21  at  the  Kingston  Ave.  Hospi- 
tal. Papers  on  various  aspects  of  tuber- 
culosis were  presented  by  Henry  D.  Fearon, 
M.D.,  Harry  Meyersburg,  M.D.,  Abraham 
V.  Shapiro,  M.D.,  A.  W.  Martin  Marino, 
M.D.,  Alfred  M.  Buda,  M.D.  and  Isaac 
Skir,  M.D.  At  the  meeting  on  February 
18,  the  program  was  as  follows:  “Recogni- 
tion and  Management  of  Early  Tuber- 
culosis” by  J.  Arthur  Myers,  M.D.,  Presi- 
dent, National  Tuberculosis  Association; 
Professor,  Preventive  Medicine,  University 
of  Minnesota  Medical  School.  Discussion 
was  opened  by  J.  Burns  Amberson,  M.D. 

Dr.  Henry  J.  Goubeaud  Sr.,  a general 


practitioner  in  Brooklyn  for  forty-eight 
years,  died  at  his  home  after  a brief  illness 
of  pneumonia,  on  February  1. 

Dr.  Norman  Philip  Geis,  for  many 
years  a leading  surgeon  of  Brooklyn  until 
he  retired  from  active  practice  about  thir- 
teen years  ago,  died  on  February  5 in  the 
Medical  Center,  Manhattan,  where  he  had 
undergone  an  operation.  He  was  sixty- 
four. 

Monroe  County 

The  Lyon  homestead  on  East  Avenue 
in  Rochester  has  been  presented  to  the 
Rochester  Academy  of  Medicine. 

Providing  headquarters  for  the  city  and 
the  county  medical  fraternity,  the  home  was 
presented  by  Mrs.  J.  Howard  Kidd,  Mrs. 
Francis  K.  Remington  and  Mrs.  John  Van 
Voorhis  “as  a suitable  memorial  to  the  high 
humanitarian  and  cultural  ideals  our 
parents,  Mr.  and  Mrs.  Edmund  Lyon,  rep- 
resented during  their  lifetime.” 

In  accepting  the  gift  in  the  name  of  the 
academy  Dr.  Kaiser  declared  the  building 
and  grounds  will  constitute  one  of  the  out- 
standing medical  homes  in  the  country.  It 
will  serve  as  headquarters  for  the  Academy, 
the  Monroe  County  Medical  Society,  the 
Rochester  Pathological  Society  and  various 
health  activities. 

With  funds  from  the  Academy  Memorial 
Fund  Campaign,  expected  to  reach  approxi- 
mately $150,000,  the  academy  will  provide 
an  endowment  and  make  changes  in  the 
building*  to  house  its  auditorium,  library 
and  museum. 

Commenting  on  the  gift  Dr.  Leo  F. 
Simpson,  county  medical  society  president, 
said:  “The  Lyon  house  will  be  an  educa- 
tional and  cultural  center,  a great  repository 
of  medical  knowledge  which  will  be  trans- 
lated into  the  prevention  of  disease  and  the 
relief  of  suffering  for  many  generations. 

“I  believe  that  those  who  have  made  this 
gift  have,  in  reality,  said  to  their  parents, 
‘we  have  admitted  to  our  home  over  500 
disciples  of  your  philosophy  of  life.  In  the 
rooms  you  loved  so  well,  they  will  study 
and  confer,  helping  one  another,  to  the  end 
that  an  unceasing  flow  of  benefits  will  come 
to  our  entire  community.’  ” 

Expressing  the  appreciation  of  the 
Rochester  Pathological  Society,  John  J. 
Rooney,  president,  stated  the  new  home 
would  serve  as  an  inspiration  to  physicians 
who  have  devoted  themselves  to  furthering 
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their  knowledge  so  they  more  adequately 
take  care  of  individuals  in  need  of  medical 
service. 

Nassau  County 

The  medical  society  of  the  County  of 
Nassau,  at  its  meeting  on  January  25, 
listened  to  a paper  on  “Another  Year  of 
Sulfanilamide”  by  Perrin  H.  Long,  M.D., 
Associate  in  Medicine,  the  Johns  Hopkins 
University  Medical  School ; Assistant  Physi- 
cian, the  Johns  Hopkins  Hospital. 

Dr.  Guy  Forsyth  Cleghorn,  Mineola 
health  officer,  died  on  February  6 at  his 
home.  He  was  fifty-nine.  Besides  being 
health  officer,  Dr.  Cleghorn  was  medical 
inspector  of  the  Mineola  public  schools  and 
physician  at  the  Nassau  County  jail.  In 
1925,  he  was  president  of  the  Medical  So- 
ciety of  Nassau  County. 

New  York  County 

A lecture  series  under  the  joint  au- 
spices  of  the  New  York  Academy  of  Medi- 
cine and  the  Board  of  Education  on  “The 
Health  of  the  Pupil”  is  being  presented 
this  year,  it  is  announced.  The  first  of  the 
fourteen  lectures  was  given  at  the  Academy 
on  February  9 at  4 p.  m.  Dr.  Dorothy  B. 
Nys wander  discussed  “The  Teacher’s  Re- 
sponsibility for  the  Health  of  Her  Pupils.” 

An  inquiry  by  Dr.  David  J.  Kaliski, 
relative  to  the  new  parking  regulations  in 
New  York  City,  elicited  from  the  Police 
Department  the  information  that:  “The 
manual  of  Procedure  of  this  Department 
provides  that  physicians  are  permitted  to 
leave  their  cars  in  front  of  premises 
wherein  they  are  actually  attending  a patient 
for  such  length  of  time  as  may  be  necessary 
for  that  purpose. 

“Please  be  assured  that  members  of  the 
Department  assigned  to  enforce  the  new 
regulations  have  been  instructed  to  show 
due  consideration  and  allow  sufficient  lati- 
tude when  circumstances  deem  it  necessary/' 

A dinner-dance  of  the  Italian  Physi- 
cians in  America  was  held  on  the  evening 
of  February  12  at  the  Plaza  Hotel. 

Dr.  Milton  A.  Bridges,  Assistant 
Professor  of  Clinical  Medicine,  New  York 
Postgraduate  School,  Columbia  University, 
will  speak  at  the  New  York  Academy  of 
Medicine  on  March  4 at  4:30  on  “The 


Evaluation  of  Recent  Therapeutic  Pro- 
cedures.” 

Dr.  Russell  L.  Cecil  will  give  a lecture 
on  March  2 on  “Bacterial  Endocarditis”  at 
the  New  York  Polyclinic  Medical  School 
and  Hospital. 

Dr.  Thomas  T.  Mackie,  Research  As- 
sociate, Cornell  University  Medical  College, 
will  speak  at  the  New  York  Academy  of 
Medicine  on  March  11  at  4:30  on  “Various 
Types  of  Colitis.” 

Dr.  Harold  J.  Stewart  will  speak  at 
Cornell  University  Medical  College,  Room 
B-07,  on  March  15  at  4:30  on  “The  Man- 
agement of  Hypertension.” 

Dr.  James  Ralph  Scott,  Chairman  of 
the  New  York  Diabetes  Association,  will 
speak  at  the  New  York  Academy  of  Medi- 
cine on  March  18  at  4:30  on  “The  Modern 
Treatment  of  Diabetes  Mellitus.” 

Edward  Elway  Free,  Ph.D.,  will  speak 
at  the  New  York  Academy  of  Medicine  on 
March  24  at  8:15  p.  m.  on  “The  Physicists’ 
Contribution  to  Medicine.” 

Onondaga  County 

A 15-minute  talkie  film  on  “Pneu- 
monia” was  shown  at  the  meeting  of  the 
Onondaga  County  Medical  Society  on  Feb- 
ruary 1,  by  courtesy  of  the  state  depart- 
ment of  health.  The  scientific  program  on 
disturbances  of  the  blood-forming  organs 
was : 

“Some  Problems  of  Diagnosis  and  Treat- 
ment” by  Dr.  Ellery  G.  Allen. 

“Pernicious  Anemia.  Treatment  of  the 
Ambulatory  Patient”  by  Dr.  A.  Carl 
Hofmann. 

“The  Value  of  Detailed  Leucocyte 
Studies  in  Surgical  Cases”  by  Dr.  John 
VanDuyn,  2nd. 

“A  Case  of  Macrocytic  Anemia”  by  Dr. 
Sidney  A.  Britten. 

Discussion  was  opened  by  Dr.  W.  A. 
Groat. 

The  Syracuse  Academy  of  Medicine 
met  at  the  University  Club  on  February  15 
and  listened  to  a program  arranged  by  the 
staff  of  St.  Joseph’s  Hospital. 

The  increasing  number  of  deaths  from 
heart  disease  are  attributable  to  three  main 
factors,  Dr.  Wilhelm  Dressier,  Vienna 
heart  specialist,  explained  at  a dinner  given 
in  his  honor  in  Hotel  Syracuse  under  the 
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auspices  of  the  heart  committee  of  the 
Onondaga  Health  Association,  on  January  26. 

The  first  factor  he  considered  to  be  the 
decrease  in  deaths  from  infectious  diseases, 
thus  allowing  persons  to  live  longer  and 
become  of  an  age  when  heart  disease  is 
likely  to  develop. 

Second  was  the  greater  ability  of  doctors 
to  diagnose  heart  ailments.  The  speedier 
pace  of  living  came  third. 

Syracuse  will  enter  the  annual  na- 
tionwide health  contest  sponsored  by  the 
United  States  Chamber  of  Commerce  and 
the  American  Medical  Association,  Fred- 
erick E.  Norton,  executive  secretary  of  the 
local  Chamber,  announces. 

Winner  of  the  national  contest  a year 
and  two  years  ago,  Syracuse  will  compete 
with  hundreds  of  other  communities  in  its 
population  group  for  special  recognition  in 
health  work. 

Because  of  the  previous  victories,  Syra- 
cuse this  year  will  be  ineligible  for  the  first 
award,  but  will  qualify  for  a special  certifi- 
cate of  merit,  Mr.  Norton  said.  However, 
this  city  can  compete  for  the  first  award 
next  year. 

Dr.  H.  Burton  Doust,  commissioner  of 
health,  who  is  a member  of  the  Chamber’s 
health  committee,  is  preparing  data  on  which 
Syracuse’s  claim  as  one  of  the  healthiest 
cities  in  the  country  will  be  based. 

It  is  considered  likely  that  Syracuse  will 
participate  in  two  other  contests  sponsored 
by  the  national  Chamber  and  the  medical 
association.  Both  are  based  on  the  fight 
against  tuberculosis  and  syphilis. 

Putnam  County 

Dr.  Henry  W.  Miller  addressed  the 
Putnam  County  Medical  Society  on  Febru- 
ary 2 at  the  Carmel  Country  Club.  His 
subject  was  “Psychiatry  and  the  General 
Practitioner.” 

Reported  by  Dr.  John  T.  Jenkin,  Secy. 

Queens  County 

Dr.  Morris  Fishbein  was  the  guest 
speaker  at  the  meeting  of  the  Medical  So- 
ciety of  the  County  of  Queens  on  February 
24. 

The  Friday  afternoon  talk  on  February 
4 was  on  “Diagnosis  of  Neurosis  from 
Organic  Disease”  by  I.  S.  Wechsler,  M.D., 
and  on  February  18,  was  on  “Diagnosis 


and  Treatment  of  Syphilitic  Heart  Disease” 
by  Clarence  De  la  Chapelle,  M.D. 

Distinguished  members  of  the  bench 
and  bar  joined  with  leaders  of  the  medical 
profession  in  Queens  on  January  27  in  pay- 
ing tribute  to  Dr.  Walter  Guernsey  Frey, 
who  marks  this  year  his  fiftieth  anniversary 
as  a family  physician  in  the  Long  Island 
City  area. 

Dr.  Frey  was  guest  for  the  occasion  at 
a dinner  given  for  him  by  the  Long  Island 
City  Medical  Society  at  the  Hotel  Commo- 
dore, Manhattan.  More  than  150  persons 
attended. 

Dr.  Frey  has  the  distinction  of  having 
served  in  the  Long  Island  City  section  for 
a longer  continuous  period  than  any  other 
practitioner.  He  was  seventy-five  on  Feb- 
ruary 15. 

Dr.  Frey  was  president  of  the  County 
Medical  Society  in  1913,  when  it  was 
known  as  the  Queens-Nassau  Medical 
Society. 

Suffolk  County 

The  Suffolk  County  Medical  Society 
had  a luncheon  meeting  at  St.  Charles  Hos- 
pital in  Port  Jefferson  on  January  26. 
There  were  about  sixty  doctors  present.  Dr. 
Frank  Child  demonstrated  the  various 
treatments  for  infantile  paralysis  in  all  its 
stages.  Dr.  Child  was  reelected  president 
of  the  Suffolk  County  Tuberculosis  and 
Health  Association  at  its  annual  meeting 
on  January  10. 

Warren  County 

Discussion  of  the  various  types  of 
anesthesia  as  administered  in  metropolitan 
hospitals  marked  the  meeting  of  the  Glens 
Falls  Academy  of  Medicine  on  January  28 
in  Crandall  Library.  Dr.  Frank  W. 
Marvin  of  Boston,  was  the  principal 
speaker.  Dr.  Marvin’s  address  was  illus- 
trated by  stereopticon  slides  and  was  fol- 
lowed by  a general  discussion. 

Dr.  F.  A.  D.  Alexander,  professor  of 
anesthesia  at  Albany  Medical  College, 
opened  the  general  discussion  in  which  Dr. 
W.  W.  Bowen,  Dr.  D.  A.  Zurlo  and  others 
participated.  Approximately  sixty  physi- 
cians from  Albany,  Saratoga  and  other 
communities  in  the  tri-county  area  sur- 
rounding Glens  Falls  attended  the  meeting. 

Dr.  Marvin,  who  is  assistant  professor 
of  anesthesia  at  Tufts  College  Medical 
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School  and  visiting  anaesthetist  at  Boston 
City  Hospital,  Boston  Lying-In  Hospital 
and  at  Carney  and  Newton  Hospitals,  was 
guest  of  honor  at  a dinner  in  The  Queens- 
bury  previous  to  the  Academy  meeting. 

Westchester  County 

The  problem  of  health  examinations 
for  domestic  servants  was  discussed  on 
February  2 by  Dr.  Fairfax  Hall,  in  a talk 
before  the  Greenwich  Rotary  Club,  at  its 
weekly  luncheon-meeting  at  the  Pickwick 
Arms. 

Although  adults  in  a home  are  possibly 
only  liable  to  contract  typhoid  fever,  or 
colds  from  servants,  tuberculosis  is  the 
great  danger  among  children  and  this  disease 
has  often  been  traced,  he  said. 

Dr.  Hall  told  how  examination  of  maids 
is  now  compulsory  in  Newark,  N.  J.,  and 
in  North  Carolina. 

Passage  of  an  ordinance  is  difficult,  as 
was  shown  in  New  Rochelle,  Dr.  Hall  said, 
because  domestics  claimed  that  it  was  class 
legislation,  and  argued  that  if  employes 
were  to  be  examined,  employers,  school 
teachers  and  parents  should  likewise  undergo 
examinations,  since  they  were  in  even 
closer  contact  with  children. 

An  ordinance  of  that  kind,  Dr.  Hall  be- 
lieves, would  also  bring  about  a scarcity 
of  servants  in  a community,  since  they 
would  go  elsewhere  to  obtain  work. 

The  speaker  expressed  the  opinion  that 
every  employer  has  a right  to  know  whether 
or  not  his  or  her  servants  are  healthy,  and 
the  solution  of  the  problem  lies  in  having 
examinations  taken  on  a voluntary  basis,  as 
is  now  the  case  in  Knoxville,  Tenn. 

Harry  L.  Nado,  executive  secretary  of 
the  Greenwich  Chamber  of  Commerce,  told 
how  the  health  committee  of  the  Chamber 
and  the  health  committee  of  the  Community 


Chest  had  obtained  an  appropriation  of 
$500  some  time  ago  for  having  peanut 
venders  examined.  The  committee  has  been 
working  along  the  same  lines  as  suggested 
by  Dr.  Hall  and  he  expressed  the  belief  that 
employers  should  set  the  example  to  domes- 
tics by  undergoing  examinations  them- 
selves. 

“Pneumonia  control  through  popular 
education  affords  a striking  example  of  the 
power  of  accurate  information  to  save 
human  lives,”  said  Dr.  Peter  Irving,  secre- 
tary, Medical  Society  of  the  State  of  New 
York,  at  Yonkers  on  February  10. 

“Pneumonia  has  come  to  be  classed  as 
an  emergency  just  as  truly  as  appendicitis 
is  an  emergency,”  said  Dr.  Irving.  “This 
changed  aspect  is  due  to  the  development 
of  the  use  of  serum  as  an  adjunct  in  the 
treatment  of  some  cases.  To  be  most 
effective,  the  serum  must  be  administered 
within  a dav  or  two  after  the  onset  of  the 
disease.  Hence  immediate  diagnosis  has 
assumed  greater  importance,  and  this  calls 
for  recognition  of  symptoms  by  the  physi- 
cian, and  before  that,  recognition  of  danger 
by  the  patient  and  his  family.  It  is  per- 
fectly useless  for  science  to  provide  the 
doctor  with  a valuable  tool  to  add  to  his 
technic,  when  the  cases  which  need  it  do 
not  come  to  him  in  time  for  it  to  be  used 
to  advantage.” 

Dr.  Irving  spoke  at  a meeting  sponsored 
by  the  Yonkers  Health  Department,  the 
Academy  of  Medicine,  and  the  leading 
health  and  welfare  organizations.  The 
meeting  was  the  third  of  a series  on  pneu- 
monia, and  will  be  followed,  every  alternate 
week,  by  similar  forums  on  such  subjects 
as  heart  disease,  diabetes,  maternal  welfare, 
and  cancer.  The  meetings  have  been  ar- 
ranged by  Dr.  Eugene  F.  McGillian.  Com- 
missioner of  Health  of  Yonkers. 


NOTICE  TO  SECRETARIES 
Attention  is  called  to  the  facilities  and 
services  extended  to  hospital  groups,  clinical 
societies,  medical  clubs,  nurses’  associations, 
and  the  profession  generally  by  the  Bureau 
of  Social  Hygiene  of  the  New  York  City 
Department  of  Health,  in  connection  with 
the  venereal  disease  control  program. 

Competent  speakers  on  any  aspect  of 
venereal  disease,  together  with  slides,  mo- 
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tion  picture  films,  and  leaflets,  are  offered  for 
meetings  of  such  groups.  Entire  programs, 
or  individual  presentations,  will  be  arranged 
for  appropriate  medical  and  nursing  groups 
on  desired  subjects. 

All  requests  should  be  directed  to  the 
Director  of  the  Bureau  of  Social  Hygiene, 
125  Worth  Street,  New  York  City  or  tele- 
phone WOrth  2-6900. 


Hospital  News 


Hospitals  Balk  at  C.  I.  O.  Measure 


Statewide  opposition  to  a C.I.O.- 
sponsored  bill,  introduced  in  the  Assembly 
and  calling  for  a mandatory  eight-hour 
day  for  hospital  employees,  is  voiced  by 
Frederick  A.  Sharp,  executive  director  of 
the  White  Plains  Hospital. 

Speaking  as  a member  of  the  Hospital 
Association  of  New  York  State,  which  has 
launched  a fight  to  defeat  the  bill,  Mr. 
Sharp  said: 

This  is  an  attempt  to  apply  standard  indus- 
trial regulations  to  hospital  operations.  The 
application  is  not  practicable,  and  it  is  not  fair. 
Hospital  operations  are  controlled  by  human 
needs  and  not  by  production  schedules.  You 
can’t  apply  the  same  rules  to  the  operation  of  a 
hospital  as  you  would  apply  to  a factory. 

For  a great  many  of  the  hospitals  in  New 
York  State,  a straight  eight-hour  day  for  em- 
ployees would  mean  a salary  cut,  or  an  in- 
crease in  rates — or  both.  Hospitals  are  public 
institutions — not  profit-making  enterprises.  An 
increase  in  rates,  generally,  would  decrease 
use  of  our  hospitals,  and  lead  many  of  our  in- 
stitutions into  financial  disaster. 

All  hospitals  in  the  state  association  favor 
the  principle  of  the  eight-hour  day,  and  are  work- 
ing earnestly  towards  the  point  where  it  can 
be  adopted  generally  without  destroying  hospi- 
tal routine  and  imposing  an  unbearable  finan- 
cial strain. 

Lawmakers  Get  Protests 

Legislators  throughout  the  state  have 
been  hearing  from  hospital  officials  since 
Assemblyman  Crews  of  Brooklyn  intro- 
duced the  bill,  at  the  request  of  the  Associa- 
tion of  Hospital  and  Medical  Employees, 
No.  413,  C.I.O. 

Leaders  in  the  State  Hospital  Association 
say  that  imposition  of  the  eight-hour 
day  at  this  time  would  be  not  only  a finan- 
cial blow  to  most  of  the  hospitals  in  up- 
state New  York,  but  in  many  instances 
would  force  a decrease  in  the  high  stand- 
ards of  service  maintained  by  many  small, 


meagerly  endowed  institutions  which  are 
hard  pressed  to  meet  current  expenses. 

Some  of  the  newspapers  around  the 
state  have  felt  that  this  matter  deserves 
comment,  and  the  Amsterdam  Recorder- 
Democrat  observes  in  a thoughtful  edi- 
torial : 

We  would  be  very  glad  to  see  employees 
of  hospitals  get  higher  wages.  Their  work  is 
onerous  in  the  extreme,  hours  are  plenty  long, 
and  the  pay  is  none  too  good.  All  these  things 
seem  to  be  self-evident,  and  are  not  disputed  by 
hospital  managements.  But  hospital  service  can- 
not be  regulated  by  hard  and  fast  standards  as 
to  hours.  Time  is  of  the  essence,  as  they  say, 
in  the  care  of  the  sick,  and  hundreds  of  hos- 
pitals receive  the  slenderest  of  financial  support. 

Unhappy  Alternative 

It  seems  quite  obvious  that  if  an  eight-hour 
day  is  to  be  made  mandatory  in  such  institu- 
tions, one  of  three  things  must  happen  in  many 
instances,  and  in  some  cases  all  of  them.  Either 
the  wages  of  employees  must  be  reduced  to  the 
level  where  hospitals  can  carry  them  under  their 
budget  plans,  or  the  service  charges  must  be 
increased,  or  the  standard  of  service  lowered. 

Sickness  is  a hard  master.  It  awaits  no 
man’s  time  and  opportunity.  Those  who  have 
the  responsibility  of  running  hospitals  cannot 
be  delayed  in  an  emergency  to  argue  with  an 
employee  as  to  whether  his  eight  hours  is  up. 
The  ability  to  command  service  from  an  em- 
ployee at  any  time  or  place  may  spell  the 
difference  between  life  and  death  for  a patient. 
Those  who  do  not  believe  this  should  try  to 
explain  to  the  family  of  someone  who  was  the 
victim  of  such  unthinkable  circumstances  that 
they  are  sorry  they  could  not  save  the  dear 
one’s  life,  because  Local  23  of  the  Hospital 
Employees’  Union  was  called  off  duty  at  the 
very  moment  it  was  inadvisable  to  leave. 

No,  hospital  work  is  a good  deal  like  that  of 
the  newspaper  reporter.  It  demands  much. 
Those  who  engage  in  such  a vocation  from  any 
other  motive  than  pure  love  of  the  thing  have 
no  business  in  it.  Hours  do  not  greatly  mat- 
ter, whatever  any  union  may  say. 


Group  Patients  Save  Millions 

The  rich  cash  savings  enjoyed  by  Jan.  28  and  29.  In  Syracuse  the  subscrib- 

patients  hospitalized  under  the  group  plan  ers  who  were  treated  in  the  hospitals  saved 

were  figured  out  at  a meeting  of  the  plan  $100,000,  the  Bronx  members  hospitalized 

executives  of  the  state  in  Rochester  on  in  the  past  2]/2  years  saved  $240,000  in  their 
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bills,  the  ones  in  Queens  and  Long  Island 
saved  $728,000,  and  in  the  entire  state  the 
members  who  went  to  hospitals  saved 
$5,000,000.  The  difference,  of  course,  was 
paid  by  the  dues  of  the  members  who  re- 
quired no  hospital  treatment.  The  hos- 
pitals reckon  that  their  income  is  greater 
under  the  plan  than  it  was  before,  so  that 
everybody  is  satisfied. 

Approximately  750,000  New  York  State 
residents  have  enrolled  in  the  last  two 
and  a half  years  in  plans  in  Rochester, 
Buffalo,  Albany,  Geneva,  Jamestown,  Syra- 

Hospital  Exhibit 

One  section  of  the  Hall  of  Medical 
Science  at  the  New  York  World’s  Fair  in 
1939  is  to  be  devoted  to  hospitals  and  or- 
ganized care  of  the  sick,  to  show  how  many 
departments  and  persons  are  involved  in 
service  to  an  ailing  individual.  The  multi- 
plex details  of  hospital  administration  are  to 
be  revealed  by  lifelike  figures  centering 
about  a patient  in  a hospital  cot.  There 
will  be  the  doctor  and  the  nurse,  the  only 
ones  of  the  hospital  staff  with  whom  he  has 
contact.  But  grouped  elsewhere  in  the  dra- 
matic model  will  be  shown  the  departments 
which  provide  service  for  him — the  admis- 
sion office,  the  laboratory,  pharmacy,  house- 
keeping, dietary,  laundry,  and  light  and 
power  agencies. 

Demonstration  of  the  financial  side  of 
the  hospital  is  to  be  effected  graphically 
by  having  the  four  legs  of  a hospital  cot 
made  of  stacked  silver  dollars.  Of  these 
dollars,  sixty  per  cent  come  from  the  pa- 


cuse,  Utica,  Watertown,  and  New  York 
City. 

Executives  will  attempt  to  work  out  a 
plan  which  would  entitle  the  subscribing 
patient  the  same  benefits  of  serums,  oxygen, 
operating  room  and  ambulance  costs  away 
from  his  home  as  he  now  receives  in  his 
home  city. 

Binghamton  has  just  joined  the  plan 
and  Batavia  is  expected  to  come  in  at  an 
early  date.  Rochester  executives  say  that 
more  than  a third  of  the  city’s  population 
will  be  on  the  rolls  by  the  end  of  this  year. 

at  the  Big  Fair 

tient,  thirty  per  cent  from  State,  county  or 
municipal  government,  and  the  ten  per  cent 
remainder  from  endowment.  Fifty  per  cent 
of  this  income  is  spent  for  food  and  equip- 
ment. 

What  the  piled  dollars  are  to  demon- 
strate is  that  the  cot  cannot  stand  level  if 
the  thirty  per  cent  or  the  ten  per  cent  be 
missing. 

There  will  be  an  animated  story  of  per- 
sons going  through  hospitalization — old  and 
young,  rich  and  poor,  youths  and  babies — 
from  admission  to  assignment  to  ward  or 
room,  preliminary  examination,  the  calling 
in  of  specialists  in  special  cases.  An  op- 
erating room  will  be  shown,  with  the  sur- 
geon in  white  gown  and  mask,  gloved  and 
instrument  in  hand,  with  attendant  nurses. 
Next  will  be  a representation  of  a patient’s 
period  of  convalescence  and,  lastly,  dis- 
charged from  the  hospital,  a well,  whole 
being. 


Nursing  Taught  by  Movie 


“Seeing  and  doing”  are  two  great  bases 
of  education,  and  as  the  movie  permits  us  to 
see  what  is  doing,  then  why  not  use  it  to 
teach,  for  instance,  nursing?  That  was  the 
idea  that  came  to  members  of  the  faculty  of 
the  University  of  Minnesota  in  1934,  so  they 
filmed  some  of  the  nursing  technics,  tried 
it  out  in  the  classes,  and  found  it  so  satis- 
factory that  they  have  used  it  ever  since. 
Louise  Waagen,  R.N.,  tells  about  it  in  The 
Modern  Hospital.  They  use  films  of  the  open 
bed;  morning  care;  evening  care;  tempera- 
tures, pulse  and  respiration;  hot  foot  bath; 
bed  bath;  treatment  for  pediculosis  and  a 
shampoo  in  bed,  and  the  removable  back- 
rest. The  films  were  sent  to  Chicago  and 
Hollywood  for  developing,  but  the  cutting 


and  previewing  were  done  at  the  University. 
Out  of  6,000  feet  of  negative  taken,  about 
4,000  were  finally  used.  The  cost,  exclusive 
of  salaries,  was  $1,200. 

A lecture  precedes  the  showing  of  the 
picture,  to  prepare  the  students’  minds,  so 
that  they  will  get  the  most  possible  out  of 
it,  then  it  is  run  twice,  with  time  for  ques- 
tions and  explanations  between,  and  after 
two  or  three  days  of  actual  practice  it  is 
run  a third  time. 

Weighing  the  Pro  and  Con 

The  advantages  and  disadvantages  of  the 
movie  method  are  then  stated.  First,  the 
advantages : 
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1.  The  films  represent  a uniformity  of  tech- 
nic regardless  of  the  number  of  times  repeated. 
There  is  no  chance  of  error  or  loss  in  con- 
tinuity in  personal  demonstrations.  Students  in 
the  school  of  nursing  are  rotated  among  four 
hospitals  to  complete  required  experiences.  By 
use  of  these  films,  instructors  in  the  respective 
institutions  can  feel  assured  of  a uniformity  as 
to  the  method  in  which  the  technics  are  taught. 

2.  The  films  are  definitely  time-saving  for 
the  instructor.  By  the  old  method,  the  teacher 
spent  a disproportionate  amount  of  time  in  the 
collection  of  equipment  and  in  teaching  time. 
Not  only  was  time  spent  before  the  class  began, 
but  afterward,  as  well,  when  all  of  the  materials 
had  to  be  put  away.  Time  can,  obviously,  be 
much  more  effectively  spent  supervising  the 
bedside  work  of  the  student  nurse. 

3.  The  value  of  repetition  in  effective  teach- 
ing and  learning  cannot  be  denied.  This  is  an 
important  point;  with  the  films  the  same  tech- 
nic can  be  shown  twice  in  the  time  required 
for  one  personal  demonstration. 

The  advantages  far  outweigh  the  disad- 
vantages. Nevertheless,  there  are  three  dis- 
advantageous points  to  be  borne  in  mind: 

1.  With  the  movie  method,  chiefly  technics 
can  be  shown.  The  teachers,  however,  by  exam- 
ple and  lecture,  may  stimulate  the  student  to 
realize  the  meaning  of  “fine  nursing”  and  “per- 
sonal interest”  in  the  patients. 

2.  It  is  obviously  difficult  to  portray  the 

The  Right  to  Hold 

Right  of  the  governing  board  of  a hos- 
pital to  exercise  discretion  in  designating 
who  may  practice  in  the  hospital  was  ac- 
corded additional  support  recently  in  a de- 
cision handed  down  by  the  Circuit  Court 
of  Flint,  Michigan.  In  that  decision,  the 
court  dismissed  a motion  filed  by  two  osteo- 
paths asking  a court  order  allowing  them  to 
practice  in  the  Hurley  Hospital  at  Flint,  and 
upheld  the  hospital  board  of  managers  in 
refusing  them  use  of  the  hospital. 

This  question  has  been  raised  a number  of 
times  in  Ohio  where  practitioners  other  than 
doctors  of  medicine  have  sought  membership 
on  hospital  staffs,  notes  the  Ohio  State  Medi- 
cal Journal.  Ohio  statutes  are  quite  clear 
on  the  matter,  granting  hospital  authorities 
or  agencies  responsible  for  the  operation  of 
hospitals,  discretionary  powers  to  make  de- 
cisions for  the  best  interests  and  welfare  of 
the  institutions. 

In  discussing  this  question  recently,  Mod- 
ern Hospital  made  this  editorial  comment : 


adaptability  of  the  various  technics,  such  as  the 
care  of  the  patients  with  casts,  traction,  special 
surgical  dressings,  and  in  oxygen  tents.  These 
films  are  meant  to  teach  the  elements  of  nursing 
and  modifications  may  be  acquired  by  the  nurse 
in  clinical  experience.  Most  schools  of  nursing 
use  this  method  of  teaching  even  when  teacher- 
demonstration  is  the  classroom  practice. 

3.  In  the  event  that  at  some  future  time  the 
technic  needs  to  be  changed,  portions  of  the 
film  may  be  redone.  The  expense  involved  is, 
of  course,  the  detaining  factor  here.  This  diffi- 
culty has  been  avoided  to  some  extent  by  care- 
ful analysis  before  the  pictures  were  filmed. 

Conclusions 

From  experiences  thus  far,  some  tenta- 
tive conclusions  have  been  drawn: 

1.  Students  taught  by  the  movie  method  seem 
to  have  a clearer  outline  in  mind  of  procedure 
methods.  They  spend  less  time  organizing  and 
beginning  laboratory  and  clinical  assignments. 

2.  They  apparently  make  fewer  errors,  even 
in  finer  detailed  work.  We  feel  that  the  stu- 
dents have,  with  this  new  teaching  method,  a 
definite  division  between  lecture  and  demonstra- 
tion— that  they  see  a clear-cut  beginning,  as  it 
were,  to  the  manual  nursing  assignment.  This 
probably  explains  the  readiness  with  which  they 
do  “return  demonstrations.”  The  change  in  pres- 
entation of  material,  from  lecture  to  picture 
projection,  in  the  same  class  hour  holds  interest 
and  stimulates  attention. 

Staff  Standards  High 

Hence,  the  board  of  trustees  of  such  an  in- 
stitution (government  hospital)  may  decide  what 
in  their  judgmnet  is  the  safest  practice  to  fol- 
low in  the  care  of  the  sick  and  indigent.  Even 
when  statutes  limit  the  free  action  of  the  boards 
of  government  hospitals  in  respect  to  the  exclu- 
sion of  cultists,  more  than  one  jury  has  protected 
the  cause  of  the  patient. 

The  high  standing  of  the  hospital  staff  is  the 
business  of  the  board  of  trustees.  It  and  it  only 
may  close  the  institutional  doors  to  the  quack 
and  pretender. 

This  is  sound  reasoning.  Hospital  stand- 
ards cannot  be  maintained  if  medical  staff 
personnel  is  of  a low  grade.  Staff  stand- 
ards cannot  be  maintained  if  practitioners 
of  all  types  and  sects  are  granted  staff 
membership.  Hospitals  cannot  receive  ap- 
proval and  Class  A rating  from  the  Ameri- 
can Medical  Association  and  American  Col- 
lege of  Surgeons — important  ratings,  in  our 
opinion — if  they  permit  others  than  doctors 
of  medicine  to  practice  in  the  institution. 
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Newsy  Notes 


Faced  with  a deficit  of  approximately 
$125,000,  the  Beekman  Street  Hospital,  for 
the  first  time  since  1929,  has  been  forced  to 
open  a campaign  to  collect  funds  to  main- 
tain its  institution  which  serves  lower  New 
York  city  with  emergency  service. 

Howard  S.  Cullman,  president  of  the  hos- 
pital in  his  appeal  for  subscriptions  to  the 
business  men  of  this  district  for  aid, 
pointed  out  it  receives  very  little  money 
from  the  United  Hospital  Fund.  Out  of 
$2,000,000  raised  by  this  fund,  this  hos- 
pital received  only  about  four-tenths  of 
one  per  cent. 

The  hospital  is  run,  President  Cullman 
stated,  under  the  stewardship  of  a board  of 
directors  of  twenty-six  business  men  with 
offices  in  lower  Manhattan  who  actively 
give  their  time  and  experience  in  helping 
promote  downtown  health  protection.  They 
serve  along  business  lines  with  audited  an- 
nual reports  and  a scrupulous  integrity 
as  to  medical  and  professional  standards. 

A reversal  of  the  downward  trend  in 
the  number  of  cases  of  tuberculosis  and  in 
the  number  of  deaths  from  that  once  wide- 
spread disease  is  stressed  in  the  report  of 
Dr.  James  M.  Blake,  superintendent  of 
Glenridge  sanitarium  at  Schenectady,  to 
the  board  of  managers  of  that  county-run 
institution. 

Because  the  last  year  produced  an  in- 
creased number  of  cases  and  a greater  num- 
ber of  deaths,  Dr.  Blake  told  the  board 
that  public  health  work  in  relation  to 
tuberculosis  must  be  intensified  and  warned 
against  acceptance  of  the  growing  public 
attitude  that  the  disease  is  no  longer  a 
serious  problem. 

• • • 

New  Rochelle  Hospital  reports  that, 
in  virtually  every  respect,  1937  broke  all 
time  records  so  far  as  the  volume  of  the 
hospital’s  work  was  concerned. 

The  hospital  admitted  a total  of  4,879 
patients  last  year  as  against  4,701  in  1936. 
With  a rated  capacity  of  121  beds  and  26 
bassinets,  the  hospital  had  an  average  daily 
census  of  157  patients  in  1937. 

This,  it  is  stated  in  the  annual  statistical 
report,  is  precisely  10  patients  daily  in 
excess  of  capacity.  It  represents  an  aver- 
age utilization  of  106.8  per  cent  of  capacity. 


In  1936  the  average  daily  census  was 
148,  nine  less  than  during  the  last  year. 

Roy  E.  Tilles,  associate  chairman  of  the 
new  building  fund  committee  which  is  seek- 
ing a $400,000  fund  with  which  to  relieve 
overcrowding  with  the  addition  of  a new 
hospital  wing,  said  that  the  record  for 
1937  again  underscored  the  urgency  of  the 
need  for  the  new  building. 

“We  are  inclined  to  think  of  emergen- 
cies as  critical  periods  of  short  duration,” 
he  said,  “but  here  is  an  emergency  that  has 
existed  for  more  than  a year,  and  no  one 
acquainted  with  the  situation  can  deny 
that  it  is  a very  critical  situation.  Any 
large  scale  accident  in  the  community  would 
bring  this  home  to  us  in  terms  I prefer 
not  to  describe.  If  we  had  the  money  in 
hand  to  begin  building  tomorrow,  it  would 
be  at  least  nine  months  before  the  new 
building  would  be  in  operation.  Let  us 
fervently  hope  that  no  abnormal  demands 
have  to  be  made  on  New  Rochelle  Hos- 
pital before  we  have  the  money  and  have 
the  building  which  represents  this  com- 
munity’s need  for  civic  improvement.” 

• • • 

Dr.  S.  S.  Goldwater,  Commissioner  of 
the  New  York  City  Department  of  Hos- 
pitals, reports  the  receipt  of  an  appropria- 
tion of  $66,000  from  the  Rockefeller  Foun- 
dation for  the  support  of  research  on  chronic 
diseases  to  be  conducted  on  Welfare 
Island.  The  research  project  to  which  the 
Rockefeller  money  will  be  applied  was  in- 
augurated two  years  ago  and  is  conducted 
by  a Research  staff  appointed  by  the  De- 
partment of  Hospitals  and  supported  in 
part  by  the  City  of  New  York. 

Intensive  study  of  chronic  diseases  was 
inspired  by  a survey  of  250  chronic  cases 
in  a Department  hospital.  It  was  found 
that  while  little  or  no  progress  had  been 
made  in  relieving  these  250  sufferers,  the 
City  had  actually  expended  for  their  care 
the  sum  of  $600,000,  with  every  prospect 
that  the  amount  would  be  doubled  or  trebled 
before  the  patients  were  disposed  of.  Upon 
learning  these  facts,  the  Department  de- 
termined to  seek  the  aid  of  eminent 
scientists  in  an  effort  to  study  the  under- 
lying causes  of  costly  and  obstinate  chronic 
diseases  in  the  hope  of  relieving  suffering, 
shortening  the  duration  of  treatment,  and 
raising  the  health  level  of  the  population. 
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Out  of  a total  medical  fraternity  of 
14,994  in  New  York  City,  6,075  are  now 
attached  to  the  Department  of  Hospitals — 
an  increase  of  more  than  a thousand  since 
1933. 

The  medical  personnel  of  the  Department 
of  Health,  417  in  number,  forms  part  of 
the  complete  picture. 

Of  the  6,075  physicians  in  the  Depart- 
ment of  Hospitals,  4,406  serve  without  pay. 
This  group  includes  part-time  Visiting 
Physicians  and  Surgeons  of  all  ranks.  In- 
cluded among  the  1,569  paid  physicians  are 
706  internes  whose  pay  is  only  nominal. 
More  than  four-fifths  of  the  1,600  clinical 
assistants  serve  in  outpatient  departments. 


David  H.  McAlpin  Pyle,  president  of  the 
United  Hospital  Fund,  has  announced  that 
contributions  to  the  United  Hospital  Cam- 
paign totaled  $2,100,989  and  other  gifts 
are  still  being  received. 

The  total  is  almost  ten  per  cent  more  than 
last  year. 

Large  gifts  announced  included  $2,000 
each  from  Time,  Inc.,  and  from  the  Texas 
Company,  $1,619  from  employes  of  the 
Metropolitan  Life  Insurance  Company, 
$1,500  from  Church  & Dwight  Company, 
Inc.;  $1,012  from  Frank  Altschul  and 
$1,000  each  from  Mrs.  Charles  Suydam 
Cutting  and  Harry  Payne  Bingham  and 
$1,000  additional  from  Harry  Harkness 
Flagler. 

The  United  Hospital  Fund  helps  to  pro- 
vide free  hospital  care  of  the  sick  poor  in 
ninety-two  voluntary  hospitals  of  the  city. 
The  Visiting  Nurse  Association  of  Brook- 
lyn also  shares  in  the  contributions. 

During  the  past  ten  years  a great 
deal  of  effort  has  been  expended,  chiefly  at 
the  initiative  of  the  American  College  of 
Surgeons,  in  the  attempt  to  combat  ex- 
ploitation of  the  patient  by  the  division  of 
fees.  A district  in  Missouri  conducted  an 
educational  campaign  several  years  ago, 
frankly  telling  the  people  about  fee  splitting, 
an  effort  which  was  said  to  be  successful. 

Editor  T.  R.  Ponton,  of  Hospital  Man- 
agement, reports  that  he  has  received  a 
pamphlet  from  St.  Joseph’s  Hospital,  Mil- 
waukee, in  which  the  same  idea  is  embodied. 
The  pamphlet  is  given  the  patients  and 
tells  exactly  how  bills  should  be  rendered, 


and  what  to  expect  from  accounts  which  are 
improperly  rendered. 

If  the  patient  receives  a joint  account,  he 
is  prompted  to  inquire  as  to  the  individual 
items.  Surely  there  can  be  no  more  effec- 
tive means  of  combating  the  division  of 
fees. 


Troy  hospital  has  a new  ambulance 
valued  at  $3,650.  It  was  made  possible  by 
the  proceeds  of  last  spring’s  La  Primavera 
Fiesta  under  auspices  of  the  Troy  Hospital 
Ladies’  Auxiliary.  In  an  emergency  it  is 
large  enough  to  accommodate  three  patients, 
and  is  equipped  with  first  aid  devices  and 
medicines,  as  well  as  an  oxygen  tank  and 
an  assortment  of  splints,  and  has  a fan  for 
warm  weather  use. 


Operating  expenses  exceeded  operating 
income  by  more  than  $1,300,000  in  the 
twenty-three  Catholic  hospitals  of  the  New 
York  Archdiocese  last  year  according  to  a 
preliminary  report  of  the  Division  of 
Health  of  New  York  Catholic  Charities, 
made  public  by  Rt.  Rev.  Msgr.  John  F. 
Brady,  director  of  the  Division  of  Health. 

The  difference  between  operating  reve- 
nues and  expenditures  is  made  up  from 
donations  and  benefactions  of  various  kinds 
including  assistance  from  New  York 
Catholic  charities. 

“Despite  the  financial  difficulties  under 
which  they  labor,”  the  report  states, 
“Catholic  hospitals  serving  the  New  York 
Archdiocese  were  able  in  1937  to  give 
305,676  days  of  free  care,  an  increase  of 

11.000  over  1936,  representing  a contribu- 
tion to  the  health  of  the  community  of 
more  than  a million  and  a half  dollars  in 
free  service. 

“This  of  course,  would  not  include  nearly 

20.000  patients  who  could  pay  only  a part 
of  the  regular  rate,  or  the  operating  losses 
from  patients  paid  for  by  the  city  at  a rate 
admittedly  far  below  the  cost  to  the  hos- 
pital. The  self-sacrificing  service  of  six 
orders  of  nursing  Sisters  who,  last  year, 
devoted  210,000  hours  to  nursing  2,000  in- 
digent patients  in  their  own  homes,  and 
contributed  approximately  $18,000  in  cash 
in  addition  to  their  services  also  should  be 
added,  as  well  as  158,000  visits  to  our  out- 
patient department  of  which  more  than 

86.000  were  free.” 
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Evidence — Privileged  Communications 


A case  which  came  before  the  Appellate 
Division  of  the  Supreme  Court  of  the  State 
of  New  York  a few  weeks  ago  presented 
a difficult  problem  of  interpretation  of  the 
rule  governing  privileged  communications 
which  deals  with  information  acquired  by 
a physician  in  the  treatment  of  a patient.* 

The  action  was  brought  by  the  beneficiary 
of  a life  insurance  policy  in  the  sum  of 
$15,000  which  had  been  issued  by  the  de- 
fendant life  insurance  company  on  the  life 
of  plaintiff’s  husband.  The  defendant  as 
a defense  alleged  that  certain  misrepresenta- 
tions had  been  made  by  the  assured  in  his 
application  for  the  policy  in  question. 

It  seems  that  the  deceased  had  stated  that 
he  had  never  suffered  from  any  illness,  dis- 
ease or  injuries  and  that  he  had  not  been 
treated  by  any  physicians,  nor  had  he  con- 
sulted with  them  within  five  years  prior 
to  the  time  he  made  his  application.  Such 
statements,  it  was  contended,  were  misrep- 
resentations of  fact  of  such  a nature  as 
would  invalidate  the  insurance  policy. 

The  plaintiff  undertook  to  obtain  cer- 
tain testimony  upon  interrogatories  to  be 
submitted  to  a physician,  the  Superintendent 
of  a Hospital  in  Philadelphia.  By  the  said 
interrogatories  the  defendant  also  sought 
the  production  of  the  record  of  the  medi- 
cal treatment  of  the  deceased  while  he  was 
a patient  at  said  hospital,  and  also  certain 
x-ray  plates  and  photos  made  at  the  time 
it  was  claimed  he  was  a patient  there.  The 
plaintiff  applied  at  Special  Term  to  strike 
out  the  interrogatories  on  the  grounds  that 
they  related  to  privileged  matters  under  the 
pertinent  provisions  of  the  Civil  Practice 
Act.  Defendant  contended  that  it  was  clear 
that  the  interrogatories  were  pertinent  to 
the  issues  involved  in  the  action  and  that 
they  must  be  allowed,  and  that  the  question 
of  competency  should  be  determined  upon 
the  trial  when  the  testimony  would  be  sought 
to  be  read  into  evidence. 

The  Special  Term  ruled  that  the  inter- 
rogatories did  not  concern  privileged  mat- 
ters and  denied  plaintiff’s  motion.  An  ap- 
peal was  taken  to  the  Appellate  Division 
from  the  said  order. 

The  Section  relied  upon  by  the  plaintiff 
as  a basis  of  her  objection  to  the  taking  of 

* Lorde  vs.  Insurance  Company,  252  App. 

Div.  646. 


the  interrogatories,  in  view  of  the  fact  that 
the  representatives  of  the  deceased  had 
neither  expressly  nor  by  conduct,  waived 
its  provisions,  is  as  follows: 

But  a physician  or  surgeon  . . . . , upon  a 
trial  or  examination,  may  disclose  any  informa- 
tion as  to  the  mental  or  physical  condition  of  a 
patient  who  is  deceased,  which  he  acquired  in 
attending  such  patient  professionally,  except  con- 
fidential communications  and  such  facts  as 
would  tend  to  disgrace  the  memory  of  the  pa- 
tient, when  the  provisions  of  section  three  hun- 
dred and  fifty-two  have  been  expressly  waived 
on  such  trial  or  examination  by  the  personal 
representatives  of  the  deceased  patient. 

The  Appellate  Division  modified  the  order 
of  the  Court  at  Special  Term,  ruling  that 
under  the  circumstances  to  permit  defendant 
to  obtain  the  information  desired  upon  an 
examination  outside  the  State  would  vio- 
late the  law  against  the  disclosure  by  physi- 
cians of  information  acquired  in  attending 
a patient  in  a professional  capacity.  The 
purpose  of  the  law,  according  to  the  Court 
is: 

...  to  protect  those  who  are  required  to 
consult  physicians  from  the  disclosure  of  secrets 
imparted  to  them ; to  protect  the  relationship  of 
patient  and  physician  and  to  prevent  physicians 
from  disclosing  information  which  might  result 
in  humiliation,  embarrassment  or  disgrace  to 
patients.  ..  . . 

The  plain  purpose  of  the  statute  would  be 
frustrated  if  the  information  acquired  by  the 
physician  were  revealed,  as  is  here  suggested, 
upon  an  examination  without  the  State.  The 
disclosure  of  secrets  imparted  to  a physician 
by  a patient  is  not  permitted  by  our  statute 
upon  an  examination  before  a commissioner  or 
a referee  any  more  than  it  is  upon  the  trial  of 
the  action  or  proceeding,  unless  there  be  a 
waiver  made  in  open  court  on  the  trial  of  the 
action  or  proceeding.  In  a word,  the  statute 
contemplates  that,  in  the  absence  of  the  required 
waiver,  the  confidential  information  be  shut  off 
at  the  source. 

If  plaintiff  upon  the  trial  should  waive  the 
privilege  which  she  had  theretofore  consistently 
asserted,  the  inability  of  defendant  to  obtain 
testimony  from  another  State  to  establish  its 
defense  might,  in  certain  circumstances,  furnish 
sufficient  grounds  to  warrant  a reasonable  ad- 
journment or  perhaps  a mistrial  on  the  ground 
of  surprise.  However,  that  question  is  not  now 
before  us. 

Under  the  authorities  it  is  competent  for  de- 
fendant to  show  “such  ordinary  incidents  and 
facts  as  are  plain  to  the  observation  of  any  one 
without  expert  or  professional  knowledge.”  In- 
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terrogatories  designed  to  elicit  whether  the 
deceased  was  treated  professionally,  the  names 
of  the  physicians  who  treated  him,  the  date  of 
his  entry  in  the  hospital,  and  the  date  of  his 
discharge,  are  proper.  However,  the  questions 
which  call  for  the  production  of  hospital  records 
for  the  obvious  purpose  of  establishing  the  char- 
acter of  the  disease  or  ailment  for  which  the  in- 
sured was  being  treated  at  the  hospital,  should 
have  been  stricken  out.  They  are  inadmissible 
because  they  are  privileged  communications  in 
the  same  sense  as  is  the  testimony  of  the  physi- 
cian himself  who  made  the  diagnosis. 


Fistula  Following  Delivery 

A woman  twenty-seven  years  of  age, 
consulted  a physician  who  specialized  in 
obstetrics  and  gynecology  with  respect  to 
her  pregnant  condition,  and  engaged  him 
to  deliver  her.  He  saw  her  twice  a month 
during  the  last  five  months  of  pregnancy 
and  in  due  course  the  doctor  directed  her 
when  she  went  into  labor  to  enter  a hospi- 
tal for  confinement.  He  found  it  necessary 
in  the  course  of  the  delivery  to  use  forceps 
and  to  perform  an  episiotomy.  The  patient 
gave  birth  to  a normal  living  child  and  after 
the  delivery  the  doctor  sutured  with  chromic 
catgut,  the  laceration.  The  patient  re- 
mained in  the  hospital  twelve  days  follow- 
ing the  birth  of  her  child  and  at  the  end 
of  that  time  was  discharged  in  good  condi- 
tion. No  complications  developed  and  on 
discharge  the  episiotomy  had  healed  and 
there  were  no  indications  of  any  abscesses 
or  any  other  untoward  developments.  The 
doctor  advised  the  patient  to  return  to  him 
at  regular  intervals  for  examination  and  to 
get  in  touch  with  him  if  anything  went 
wrong.  The  patient,  however,  never  com- 
municated with  the  doctor  subsequent  to 


leaving  the  hospital  and  several  months 
later  instituted  a malpractice  action  against 
him. 

Plaintiff  claimed  in  her  complaint  and 
bill  of  particulars  that  following  delivery 
she  complained  continually  to  the  defendant 
of  severe  pains  in  the  region  where  he  had 
placed  sutures  and  that  she  had  requested 
the  defendant  to  examine  the  said  region 
and  that  the  defendant  refused  to  do  so. 
She  claimed  that  in  the  absence  of  such  ex- 
amination an  infection  set  in  and  made 
great  progress  before  any  medical  care  was 
received  by  her.  She  charged  that  through 
defendant’s  negligence  she  suffered  from 
certain  abscesses  which  developed  into  a 
deep-seated,  internal  fistula  through  her 
perineum,  necessitating  an  operation. 

Investigation  of  the  case  shows  that 
some  months  after  the  patient  had  been 
discharged  from  the  hospital  she  had  gone 
to  another  doctor  who  had  found  that  she 
was  at  that  time  suffering  from  a fistula 
just  below  the  entrance  to  the  vagina  and 
he  had  operated  upon  her,  performing  a 
plastic  operation  to  eliminate  the  condition. 
The  doctor  who  performed  the  said  opera- 
tion was  of  the  opinion  that  the  condition 
found  by  him  was  not  in  any  respect  caused 
by  any  negligence  on  the  part  of  the  de- 
fendant as  it  was  claimed  by  the  plaintiff. 

After  instituting  the  action  the  plaintiff 
failed  to  place  the  same  on  the  calendar 
for  trial  and  in  due  course  a motion  was 
made  on  behalf  of  the  defendant  to  dismiss 
the  action  for  lack  of  prosecution.  When 
such  motion  was  made  the  plaintiff’s  at- 
torney voluntarily  consented  to  discontinu- 
ing the  action,  thereby  admitting  he  was 
unable  to  sustain  his  cause  of  action 
against  the  defendant. 


NEW  YORK  LEADS  IN  BIRTH-CONTROL  CLINICS 


The  number  of  medically  supervised 
birth-control  clinics  in  this  country  rose  to 
a new  high  last  year,  indicating  a larger 
public  concern  with  birth-control  problems, 
it  was  reported  at  the  annual  meeting  of 
the  American  Birth  Control  League  at  the 
Hotel  Biltmore,  New  York  City.  More 
than  200  delegates  from  twenty  States  at- 
tended the  conference. 

There  are  374  birth-control  clinics  in  the 
United  States,  Hawaii  and  Puerto  Rico,  it 
was  announced.  This  represents  an  increase 
of  eighty-seven  last  year.  New  York  State, 
with  fifty-nine  clinics,  leads  all  other  States 
in  the  number  of  centers  for  birth-control 
information,  it  was  said. 


More  than  forty  birth-control  clinics  are 
situated  in  city  and  county  health  depart- 
ments, while  last  year  only  ten  such  clinics 
were  in  operation,  it  was  pointed  out.  In 
addition,  health  departments  of  at  least 
three  States  have  programs  of  contraceptive 
service.  These  increases  in  the  number  of 
governmental  agencies  were  praised  as 
recognition  of  birth  control  “as  a public 
health  measure  which  conserves  strength, 
health  and  lives  of  mothers.” 

Mrs.  George  C.  Barclay,  president  of  the 
New  York  State  Birth  Control  Federation, 
said  her  group  was  planning  a program  for 
this  year  to  make  medical  birth-control  in- 
formation available  to  mothers  living  in 
rural  areas  as  well  as  those  in  urban  centers. 


Across  the  Desk 


“Old  Dame  Trot,”  Magistra  Medicinae 


“Old  Dame  Trot”  was  the  rather  deri- 
sive title  given  her  by  some  unfriendly 
writers,  but  in  her  own  day  she  was  known 
as  “Magistra  Medicinae,”  and  her  medical 
writings  were  highly  prized  and  widely 
used  for  500  years  after  her  death.  She 
is  the  most  prominent  figure,  in  fact,  in  a 
new  “History  of  Women  in  Medicine,  From 
the  Earliest  Times  to  the  Beginning  of  the 
Nineteenth  Century,”*  where  she  is  given 
no  less  than  forty  pages.  Those  who  do  not 
recognize  her  under  her  nickname  may  re- 
call her  under  one  of  these,  variously  used 
by  her  followers: 


Trotula 

Trotta 

Trocta 

Tortolo 


Trocula 

Tuenda 

Trottus 

trott’ 


tt’ 

Truta 

Trutella 

Trorula 


She  just  missed  being  an  M.D.  by  a bare 
hundred  years,  it  seems,  because  she  lived 
in  the  eleventh  century,  and  the  title  “doc- 
tor,” meaning  physician,  was  first  used  le- 
gally at  Salerno  in  the  twelfth.  However, 
the  title  Magistra  Medicinae  is  not  bad,  and 
a reading  of  her  forty  pages  would  indi- 
cate that  she  was  entitled  to  any  medical 
degree  that  was  going  at  that  time. 


A Bright  Star  in  Salerno’s  Crown 

Perhaps  everyone  may  not  know  that  Sa- 
lerno, along  the  coast  southeast  of  Naples, 
was  the  seat  of  the  great  medical  school 
of  that  era.  Aquinas  said  that  there  were 
four  famous  colleges  in  Europe:  Paris  for 
science,  Salerno  for  medicine,  Bologna  for 
law,  and  Lyons  for  philosophy.  Bologna’s 
fame  has  descended  to  sausage,  and  Salerno 
is  now  only  a pleasant  seaside  town.  In 
the  eleventh  century,  however,  students 
flocked  to  Salerno  from  all  parts  of  the 
civilized  world,  to  study  medicine,  and  one 
of  the  brightest  stars  in  Salerno’s  crown 
was  the  celebrated  Magistra,  Trotula.  Man- 


*  A History  of  Women  in  Medicine,  from 
the  earliest  times  to  the  beginning  of  the  nine- 
teenth century.  By  Kate  Campbell  Hurd-Mead, 
M.D.  569  pages,  illustrated.  Haddam,  Conn., 
the  Haddam  Press.  Cloth,  $6. 


uscripts  of  her  writings  dating  back  to  the 
thirteenth  and  fourteenth  centuries  are 
still  existent  in  European  libraries,  and  the 
author  of  this  encyclopedic  and  scholarly 
“History  of  Women  in  Medicine,”  Kate 
Campbell  Hurd-Mead,  M.D.,  spent  years  in 
unremitting  research  among  the  musty 
tomes,  digging  out  the  amazing  array  of 
facts  in  her  book.  She  is  now  writing  a 
companion  volume,  bringing  the  story  of 
women  in  medicine  down  from  1800  to  the 
present  day. 

The  teaching  at  Salerno  was  based  on  the 
works  of  Hippocrates,  Aristotle,  and  Galen, 
and  the  school  was  sometimes  known  as  the 
Collegium  Hippocraticum  and  the  city  as 
the  Civitas  Hippocratica.  Of  course  Hip- 
pocrates was  a pagan,  but  the  poor  man 
was  hardly  to  blame,  for  he  died  in  357 
B.C.,  and  the  church  authorities,  strict  in 
other  things,  sanctioned  many  pagan  books 
on  medicine  because  they  had  proved  to  be 
good. 

Famous  for  Hundreds  of  Years 

Trotula  wrote  principally  on  gynecology 
and  the  diseases  of  women.  Much  of  her 
material  came  of  course  from  earlier  writ- 
ers, and  we  naturally  could  not  expect  her 
to  rise  far  above  the  general  level  of  the 
medical  knowledge  of  her  time,  but  “what 
she  did  do,”  says  Dr.  Hurd-Mead,  “was 
to  teach  and  write  so  practical  a treatise 
of  gynecology  and  midwifery  that  for  hun- 
dreds of  years  it  was  copied  and  used,  and 
referred  to  as  the  great  authority  and  text- 
book for  women  doctors  and  midwives  in 
handling  labor  cases.” 

Medicine  of  that  day  had  a good  deal  of 
mumery  and  hocus-pocus,  but  Trotula’s 
writings  are  singularly  free  of  that  sort 
of  thing.  The  dried  moss  from  the  skull 
of  a man  who  had  been  hanged  was  not  in 
her  materia  medica,  notes  Dr.  Hurd-Mead, 
nor  was  “tongue  of  newt  or  toe  of  frog” 
in  her  list  of  remedies.  It  is  true  that  some 
of  the  later  copies  of  her  manuscripts  state 
that  she  advised  wearing  certain  crystals, 
or  the  spongy  bone  from  the  head  of  an 
ass,  to  prevent  abortion,  but  it  is  pointed 
out  that  the  very  fact  that  these  items  ap- 
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pear  in  the  later  copies  of  her  works,  and 
not  in  her  earlier,  stamp  them  as  interpola- 
tions of  copyists. 

Bedside  Medicine  a la  Trotula 

The  Magistra  cultivated  the  tactus  eru- 
ditus,  as  well  as  the  other  senses,  and  studied 
the  pulse.  With  these  only,  we  are  told,  she 
distinguished  the  symptoms  of  malaria  from 
those  of  typhoid  and  the  eruptive  fevers, 
calculating  the  height  of  the  fever  and  the 
date  of  convalescence  without  any  of  the 
instruments  of  precision  which  seem  to  us 
so  essential.  She  taught  her  pupils  to  be 
most  observant.  As  she  wrote: 

“When  you  reach  the  patient,  ask  where 
his  pain  is,  then  feel  his  pulse,  touch  his 
skin  to  see  if  he  has  fever,  ask  if  he  has 
had  a chill,  and  when  the  pain  began,  and 
if  it  was  worse  at  night,  watch  his  facial 
expression,  test  the  softness  of  his  abdo- 
men, ask  if  he  passes  urine  freely,  look 
carefully  at  the  urine,  examine  his  body 
for  sensitive  spots,  and  if  you  find  noth- 
ing, ask  what  other  doctors  he  has  con- 
sulted and  what  was  their  diagnosis;  ask 
if  he  ever  had  a similar  attack,  and  when. 
Then,  having  found  the  cause  of  his  trouble, 
it  will  be  easy  to  determine  the  treatment.” 

Right  Up  to  the  Minute 

She  was  nothing  if  not  up  to  date,  either. 
She  had  lotions  for  the  complexion,  reme- 
dies for  pimples,  and  for  superfluous  hair. 
She  gave  prescriptions  for  hair  dyes,  black, 
yellow  and  red,  coloring  preparations  for 
the  cheeks  and  lips,  lotions  to  banish  odors 
from  the  armpits,  and  gargles  for  sweeten- 
ing the  breath.  No  wonder  she  was  popu- 
lar. 

She  tells  of  a wonderful  ointment  to 
rub  on  the  face,  “et  miro  modo  rubescit S' 
She  tells  how  to  prepare  face  paints,  and 
says  that  Saracen  women  like  green  best. 
To  soften  hands,  she  used  asphodel  mixed 
with  white  of  egg.  She  tells  how  to  turn 
a blonde  into  a brunette,  how  to  curl  the 
hair,  how  to  make  hair  grow  rapidly  (by 
the  use  of  mallows  soaked  in  wine  mixed 
with  yolk  of  egg  and  herbs). 

These  are  of  course  the  lighter  asides. 
Her  writings  in  the  main  are  on  the  serious 
problems  of  women’s  ills,  particularly  child- 
bearing, and  how  to  treat  them.  Her  chap- 
ter on  the  signs  of  pregnancy  gives  us  an 


insight  into  the  superstitions  of  her  era. 
She  says,  “if  the  left  breast  is  larger  than 
the  right,  the  baby  will  be  a girl”  (which 
she  got  from  Hippocrates).  To  determine 
sex,  she  gives  another  sign:  “Place  a few 
drops  of  the  mother’s  blood,  or  of  the  milk 
of  her  right  breast,  in  a glass  of  water — 
if  they  sink,  the  baby  will  be  a boy.”  Con- 
stantine quoted  this  with  approval,  notes 
Dr.  Hurd-Mead,  and  even  today,  she  adds, 
“we  find  such  little  experiments  a conven- 
tional part  of  the  obstetric  superstitions  of 
country  people.” 

Medicine’s  Poetical  Era 

Medical  works  were  often  put  into  verse 
in  those  days  of  knights,  castles,  high 
romance,  and  ladies  fair,  but  not  for  any 
highfalutin’  reason.  It  was  simply  because 
they  were  easier  to  remember.  When  this 
engaging  custom  died  out  is  not  stated,  but 
it  would  stump  any  poet  nowadays  to  find 
rhymes  for  some  of  the  terms  in  medical 
parlance.  Perhaps  a few  headaches  from 
trying  to  rhyme  jawbreakers  ended  medi- 
cine’s Poetical  Era.  But  Trotula’s  treatises 
did  not  escape  the  rhymesters,  and  they 
turned  up  in  verse  in  all  the  languages  of 
the  period,  and  with  all  sorts  of  additions 
and  emendations.  One  of  the  additions  con- 
tained the  famous  advice  which  was  put 
into  English:  “Use  three  physicians  still, 
first  Doctor  Quiet,  next  Doctor  Merryman, 
then  Doctor  Dyet.” 

Dr.  Hurd-Mead  gives  us  a rhymed  passage 
from  Trotula  on  the  care  of  the  teeth. 
The  belief  of  those  days  was  that  as  “dirt” 
in  the  blood  causes  disease  by  settling  in 
certain  parts  of  the  body,  so  “wormes”  in 
the  teeth  cause  pain.  She  wrote: 

“If  in  your  teeth  you  hap  to  be  tormented, 

By  mean  some  little  wormes  therein  do 
breed, 

Which  pain  (if  heed  be  ta’en)  may  be 
prevented, 

By  keeping  cleane  your  teeth,  when  as 
you  feede ; 

Burne  Francom-sence  (a  gum  not  evil 
sented) 

Put  hen-bane  unto  this,  and  Onyon-seed, 

And  with  a Tunnell  to  the  tooth  that’s 
hollow, 

Convey  the  smoke  thereof,  and  ease 
shall  follow.” 
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Post-Graduate  Surgery.  Edited  by  Rod- 
ney Maingot.  F.R.C.S.  Volume  III. 
Quarto.  Page  3575  to  5584,  illustrated. 
New  York,  D.  Appleton-Century  Company, 
1937.  Cloth,  $45.00  set  of  three  volumes. 

In  this  third  volume,  a large  list  of  sub- 
jects is  considered.  Individual  parts  by 
different  specialists  are  devoted  to  medical 
aspects  of  surgery,  hernia,  plastic,  obstetric 
and  cardio-vascular  surgery,  lymphatic  sys- 
tem, orthopedics,  eye,  ear,  nose,  endoscopic 
methods  in  surgery,  malignant  tumors  of  the 
pharynx  and  larynx,  tonsils  and  adenoids 
and  retropharyngeal  abscess,  tongue,  mouth 
and  lips,  esophagus  and  diaphragm,  man- 
dible, fractures  of  the  mandible,  teeth,  ven- 
ereal disease,  physical  medicine,  deep  x-ray 
therapy,  some  aspects  of  general  surgery, 
and  some  neurological  and  psychiatric  as- 
pects of  surgery.  The  volume  is  a large 
one  of  2008  pages,  including  a list  of  con- 


tributors, a table  of  contents  and  a compre- 
hensive index.  As  the  title  of  the  volume 
implies,  the  work  is  intended  for  advanced 
students  of  surgery.  Technical  operative 
methods  are  fully  studied.  Symptoms, 
pathology  and  diagnosis  are,  however,  not 
sacrificed  to  technic.  Numerous  diagrams, 
sketches  and  photographs  add  greatly  to  the 
value  of  the  text  which  is  concise  and  prac- 
tical. The  illustrations  are  well  chosen  and 
of  superior  quality.  In  addition  to  practical 
considerations,  a chapter  at  the  end  is 
devoted  to  neurological  and  psychiatric 
aspects  of  surgery.  The  volume  is  equal 
to  the  quality  of  the  preceding  ones,  and 
should  be  of  value  in  acquainting  the  ad- 
vanced student  of  surgery  with  methods 
found  useful  and  recommended  by  a long 
list  of  competent  British  surgeons. 

Emil  Goetsch 
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Diseases  of  the  Nervous  System  in  In- 
fancy, Childhood  and  Adolescence.  By 
Frank  R.  Ford,  M.D.  Quarto  of  953  pages, 
illustrated.  Springfield,  Charles  C.  Thomas, 
1937.  Cloth,  $8.50 

Dr.  Ford,  who  is  associate  professor  of 
neurology  at  Johns  Hopkins  University,  has 
presented  to  the  medical  profession  in  this 
excellent  work  a comprehensive  and  ex- 
haustive treatise  in  a field  which  lies  on  the 
borderland  between  pediatrics  and  neurol- 
ogy, a field  which  has  been  little  exploited 
in  the  past.  There  is  no  doubt  that  the 
neurology  of  childhood  is  still  in  an  early 
stage  of  development  as  contrasted  with 
that  of  adult  life,  and  as  Dr.  Ford  states  in 
his  preface,  even  the  common  nervous  dis- 
orders of  this  period  are  to  a great  extent 
obscure.  It  has  been  his  endeavor  through- 
out the  book  to  develop  a classification  based 
primarily  on  etiology,  with  the  emphasis 
placed  upon  clinical  features  rather  than 
upon  the  usual  anatomical  classification. 
He  stresses  the  essential  clinical  features  of 
each  condition  discussed,  with  a brief  out- 
line of  the  pathology,  anatomy,  diagnosis, 
prognosis  and  established  principles  of  treat- 
ment. 

The  work  is  richly  illustrated  with  dia- 
grams and  photographs ; it  is  excellently 
indexed,  clearly  printed,  and  has  an  ex- 
tensive bibliography  at  the  end  of  each 
section,  referring  preferably  to  works  in  the 
English  tongue.  It  is  a book  that  should  be 
in  the  library  of  every  physician  who  comes 
in  frequent  contact  with  the  neurological 
diseases  of  childhood. 

Frederic  C.  Eastman 

Operative  Obstetrics.  A Guide  to  the 
Difficulties  and  Complications  of  Obstetric 
Practice.  By  J.  M.  Munro  Kerr,  M.D. 
Fourth  edition.  Quarto  of  847  pages,  illus- 
trated. Baltimore,  William  Wood  and  Com- 
pany, 1937.  Cloth,  $12.00. 

This  is  a revision  of  Kerr’s  book  “Opera- 
tive Midwifery.”  Very  clearly  written  and 
extraordinarily  well-illustrated,  it  is  a credit 
to  the  old  master,  whose  interest  in  the 
reduction  of  maternal  mortality  has  made 
him  a better  teacher  than  ever. 

Kerr  describes  very  clearly  manual  rota- 
tion of  the  occiput  in  the  management  of 
occipital  posterior  positions,  and  points  out 
that  it  was  extensively  employed  by  Smellie 
who  was,  he  thinks,  the  greatest  practical 
obstetrician  any  country  has  ever  produced. 
Kerr’s  transverse  lower  segment  cesarean 
is  increasing  in  favor  in  this  country  and 
his,  yet  strange  to  say,  British  obstetricians 
have  by  no  means  adopted  any  lower  seg- 
ment operation.  He  has  widened  his  indi- 
cations for  cesarean  in  placenta  previa,  and 
maintains  that  if  a large  series  of  cases 


is  taken  the  maternal  mortality  will  be  defi- 
nitely lower  for  cesarean  than  for  any  other 
method,  except  simple  rupture  of  membranes 
in  lateral  previa.  In  abruptio  placentae  he 
is  strongly  in  favor  of  the  conservative 
treatment  so  long  practiced  in  Brooklyn. 

The  book  is  new,  up  to  the  minute,  and 
singularly  free  from  the  numerous  pictures 
of  complicated  deliveries  in  Sims  position, 
so  long  thought  necessary  by  our  English 
cousins.  The  book  is  well-worth  reading, 
and  no  specialist  should  miss  it. 

Charles  A.  Gordon 

Injuries  and  Diseases  of  the  Hip.  Surgery 

and  Conservative  Treatment.  By  Fred  H. 
Albee,  M.D.  Assisted  by  Robert  L.  Preston, 
M.D.  Octavo  of  298  pages,  illustrated.  New 
York,  Paul  B.  Hoeber,  Inc.,  1937.  Cloth, 
$5.50. 

In  view  of  recent  interest  shown  by 
surgeons  and  orthopedists  alike  in  fractures 
of  the  neck  of  the  femur,  this  book  comes 
at  an  opportune  time.  The  author  is  well- 
known,  and  is  considered  a leader  in  this 
field. 

Albee  states  that  he  has  good  results  in 
91.7  per  cent  of  his  cases  of  fresh  fractures 
of  the  neck  of  the  femur.  He  attributes 
his  good  results  mainly  to  the  fact  that, 
in  addition  to  securing  good  reduction  and 
long  immobilzation,  he  uses  an  autogenous 
bone  peg  across  the  fracture  line.  This 
bone  peg,  Albee  feels,  is  the  missing  link 
to  a baffling  problem.  The  bone  peg 
furnishes  an  osteogenetic  callus,  forming  in- 
fluence, serving  at  the  same  time  as  a 
vascular  conducting  scaffold.  The  author 
discusses  other  approved  methods  employed 
by  surgeons  generally,  and  comments  on 
their  good  or  bad  features. 

Inasmuch  as  this  book  is  essentially  a 
monograph  on  diseases  of  the  hip,  the 
author  discusses  other  conditions,  such  as, 
congenital  dislocation,  tuberculosis,  synovitis 
and  arthritis,  arthroplasty,  coxa  vara, 
Perthes  diseases,  etc.  The  book  is  written 
in  simple  style  and  is  well-illustrated. 
Operative  technic  is  stressed  and  described 

in  minute  detail.  _ ^ -.r 

Carmelo  C.  Vitale 

The  Management  of  the  Pneumonias.  For 

Physicians  and  Medical  Students.  By  Jesse 
G.  M.  Bullowa,  M.D.  Octavo  of  508  pages, 
illustrated.  New  York,  Oxford  University 
Press,  1937.  Cloth,  $8.50. 

This  book  is  based  largely  upon  studies 
carried  on  in  the  Littauer  Pneumonia  Re- 
search Laboratory  and  the  wards  of  the 
Harlem  Hospital.  The  author’s  large  ex- 
perience in  pneumonia  is  recorded,  with 
emphasis  on  the  various  factors  concerned 
with  serum  treatment. 
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In  the  pneumococcus  pneumonias  the 
types  recognized  are  1 to  32  and  the  unclas- 
sified. In  adults,  types  1,  3,  2,  5,  8,  7 and 
4 are  most  frequently  encountered  in  the 
order  named,  these  giving  rise  to  about 
seventy  per  cent  of  the  pneumococcic  pneu- 
monias, and  for  all  except  3,  is  useful 
specific  therapeutic  serum.  Type  1 made  up 
twenty-five  per  cent  and  the  other  six 
types  together,  forty-five  per  cent  of  the 
cases.  The  other  types  in  order  of  fre- 
quency are  14,  9,  18,  6,  and  19. 

The  laboratory  examination  is  described 
in  detail  with  many  illustrations.  The 
swollen  capsule  test  (Neufeld)  is  the  one 
generally  used  for  typing.  The  value  of 
lung  suction  is  said  to  be  established  when 
there  is  doubt  concerning  the  responsible 
organism. 

It  is  recommended  that  every  patient  sus- 
pected of  pneumonia  should  have  a blood 
culture  when  first  seen.  The  technique  is 
described.  The  chapters  on  oxygen  therapy 
with  tents  and  chambers  are  complete,  with 
preferable  types  of  oxygen  flow  gauges 
described  and  illustrated. 

Probably  the  most  interesting  part  of 
the  book  is  its  detailed  description  of  serum 
therapy  with  many  clarifying  illustrations 
and  tables.  The  author  has  for  some  years 
been  one  of  the  leading  exponents  of  this 
method  of  treatment  which  has  gradually 
grown  to  dominate  the  field. 

William  E.  McCollom 

Practical  Talks  on  Kidney  Disease.  By 

Edward  Weiss,  M.D.  Octavo  of  176  pages, 
illustrated.  Springfield,  Charles  G.  Thomas, 
1937.  Cloth,  $3.00. 

The  author  states  that  he  aims  to  present 
a concise  survey  of  kidney  disease  and 
hypertension  for  the  physician  who  prac- 
tises general  medicine,  and  this  has  been 
well  accomplished.  Historical  features  and 
nomenclature  mainly  occupy  the  introduc- 
tion. Disturbances  of  renal  function,  vari- 
ous tests,  and  signs  and  symptoms  are  well 
described.  The  chapter  on  retinal  lesions  is 
particularly  good,  and  is  well-illustrated. 

Modern  ideas  as  to  diet  and  general 
management  are  adequately  presented,  and 
some  foolish  restrictions  still  favored  by 
some  practitioners,  properly  condemned.  It 
is  an  excellent  book,  and  presents  in  an 
easily  readable  form  all  the  practical  aspects 
of  kidney  disease. 

William  E.  McCollom 

Obstetric  and  Gynecologic  Nursing.  By 
Frederick  H.  Falls,  M.D.  and  Jane  R.  Mc- 
Laughlin, R.N.  Octavo  of  492  pages,  il- 
lustrated. St  Louis,  C.  V.  Mosby  Company, 
1937.  Cloth,  $3.00. 

This  volume,  from  teachers  at  the  Uni- 


versity of  Illinois,  combines  the  subjects 
of  obstetrics  and  gynecology  in  one  text- 
book for  nurses,  an  innovation  which  is  to 
be  highly  commended.  This  is  the  way 
these  subjects  should  be  taught  to  nurses. 

The  text  is  not  simple,  as  the  book  is 
intended  for  nursing  students  who  have  had 
college  preparation.  Any  good  school  of 
nursing,  however,  will  find  it  valuable. 
Nursing  instructors  will  do  well  to  read 
it — all  the  obstetrics  and  gynecology  they 
ever  will  have  to  know  will  be  found  there. 

The  visual  lessons  of  fine  line  drawings, 
and  the  well  prepared  outlines  of  nursing 
procedures  add  immeasurably  to  the  value 
of  a textbook  which  is  the  first  of  its  kind. 

Charles  A.  Gordon 

International  Clinics.  A Quarterly  of 
Illustrated  Clinical  Lectures  and  Especially 
Prepared  Original  Articles  on  Treatment, 
Medicine,  Surgery,  Neurology,  etc.  Edited 
by  Louis  Hamman,  M.D.  Volume  3,  47th 
Series.  Octavo  of  328  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Co.,  1937. 
Cloth,  $3.00. 

This  issue  of  the  International  Clinics 
surpasses  even  the  very  high  standard  at- 
tained by  its  predecessors  of  recent  years. 
There  are  more  than  twenty  practical 
articles,  some  of  which  incorporate  original 
work  of  a high  order.  A series  of  nine 
medical  clinics  from  the  Johns  Hopkins 
Hospital  deserve  special  mention.  The  sur- 
vey of  peripheral  vascular  diseases  by 
Hermann  and  that  of  hyperproteinemia  by 
Jeghers  and  Selesnick  are  of  conspicuous 
excellence.  The  volume  may  be  highly 
recommended.  MiLTon  Plotz 

Condition  Satisfactory.  A Physician’s  Re- 
port on  His  Own  Illness.  By  Dr.  Sandor 
Puder.  Octavo  of  201  pages.  New  York, 
Alfred  A.  Knopf,  1937.  Cloth,  $2.00. 

This  book  is  an  account  of  the  experi- 
ences of  a Budapest  physician  who  under- 
went three  operations  before  he  was  finally 
rid  of  a gangrenous  appendix  with  a local- 
ized peritonitis — two  laparotomies  for  drain- 
age of  localized  appendiceal  abscesses,  and  a 
third  for  removal  of  the  appendix  and 
repair  of  a ventral  hernia.  He  experienced 
three  types  of  anesthesia;  general,  local  and 
spinal,  in  the  order  named.  His  invalidism 
lasted  two  years.  He  seems  reasonably 
justified,  therefore,  in  telling  his  story.  In 
his  preface,  the  author  says,  “The  following 
case-history  endeavors  by  means  of  a de- 
tailed account  of  physical  and  psychological 
happenings  to  present  the  experiences  of  a 
physician  throughout  the  course  of  his 
illness.” 

There  is  a foreword  by  Frigyes  Karinthy, 
to  whom  the  author  had  submitted  the  script 
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for  suggestions  and  corrections,  and  who 
read  the  notes  with  evident  enjoyment  and 
interest.  The  account,  then,  is  a recital 
of  the  experiences  with  the  many  and  vari- 
ous pre-  and  postoperative  incidents  and 
accidents  of  such  a sickness,  as  seen  and  felt 
by  a physician.  This  involves  a more  scru- 
tinizing survey  of  diagnoses  and  complica- 
tions than  is  generally  given  by  a layman. 
It  is  quite  evident,  however,  that  he  did  not 
enjoy  the  pleasantries  of  enemata  and  cathe- 
terizations any  more  than  a layman  would, 
and  was  just  as  bored  by  indifferent  atten- 
tions and  trying  visitors.  The  simple  ap- 
pendix operation  seems  to  have  lost  its 
terrors  to  the  public,  but  the  story  of  and 
by  Dr.  Puder  will  put  the  surgery  of  the 
complicated  case  back  in  the  category  of 
critical  diseases,  where  it  really  belongs. 

J.  Raphael 

Evans’  Recent  Advances  in  Physiology. 

Revised  by  W.  H.  Newton,  M.D.  Fifth 
edition.  Octavo  of  500  pages,  illustrated. 
Philadelphia,  P.  Blakiston’s  Son  & Co.,  Inc. 
1936.  Cloth,  $5.00. 

Once  more  this  valuable  work  on  physio- 
logical literature  appears.  With  the  massive 
output  of  research  Dr.  Newton’s  contribu- 
tion is  of  peculiar  advantage.  The  considera- 
tion of  the  current  status  of  the  coronary 
circulation  (by  Dr.  Evans)  and  the  review 
of  nerve  and  kidney  physiology  are  especially 
good.  ^ _ 

George  B.  Ray 

Collected  Papers  of  the  Mayo  Clinic  and 
the  Mayo  Foundation.  Edited  by  Richard 
M.  Hewitt,  M.D.,  Lloyd  G.  Potter  and  A.  B. 
Nevling,  M.D.  Volume  XXVIII.  Octavo 
of  1331  pages,  illustrated.  Philadelphia,  W. 
B.  Saunders  Company,  1937.  Cloth,  $12.00. 

This  volume  comprises  papers  from  the 
Mayo  Clinic  and  Foundation  published  dur- 
ing 1936.  Some  of  the  papers  appear  in 
full ; others  are  abstracts  or  appear  by  title. 
The  large  list  of  contributors  and  the  wide 
range  of  articles  treat  of  conditions  pertain- 
ing to  diseases  of  the  alimentary  tract,  genito- 
urinary organs,  ductless  glands,  blood  and 
circulatory  organs,  skin  and  syphilis,  head, 
trunk  and  extremities,  chest,  brain,  spinal 
cord  and  nerves,  radiology  and  physical 
medicine,  anesthesia  technic,  and  a final 
chapter  of  miscellaneous  subjects.  The 
papers  represent  studies  of  individual  con- 
tributors, and  contain  an  abundance  of  well 
chosen  illustrations,  charts  and  statistical 


tables.  The  aim  in  selecting  material  for 
this  volume  was  to  assemble  a work  which 
would  be  useful  primarily  to  the  general 
practitioner,  diagnostician  and  general  sur- 
geon. There  is  much  material  which  should 
be  helpful  to  the  student  and  practitioner  in 
the  general  field  of  medicine. 

Emil  Goetsch 

Emotional  Adjustment  in  Marriage.  By 

Le  Mon  Clark,  M.D.  Octavo  of  261  pages. 
St.  Louis,  The  C.  V.  Mosby  Company,  1937. 
Cloth,  $3.00. 

In  this  volume  the  author  considers  the 
sexual  side  of  life  in  its  relation  to  the  indi- 
vidual, the  family,  and  society.  The  method 
followed  is  to  give  the  parent-group  the 
necessary  information  as  a basis  for  a ra- 
tional orientation  of  their  own  lives. 

When  the  parents  understand  their  own 
sex  lives,  the  author  believes  that  sex  educa- 
tion of  children  will  naturally  follow. 

This  book  is  written  for  the  normal  indi- 
vidual, and  discussion  of  abnormal  manifesta- 
tion has  been  almost  entirely  avoided.  By 
a perusal  of  these  pages  the  reader  will  gain 
much  valuable  information  in  regard  to  sex 
and  marriage. 

William  Sidney  Smith 

Manual  of  the  Diseases  of  the  Eye.  For 

Students  and  General  Practitioners.  By 
Charles  H.  May,  M.D.  Fifteenth  edition, 
revised.  Duodecimo  of  498  pages,  illustrated. 
Baltimore,  William  Wood  and  Company, 
1937.  Cloth,  $4.00. 

Once  again  this  remarkable  book  has  been 
brought  up  to  date  in  this  its  fifteenth  edi- 
tion, and  continues  to  deserve  the  popularity 
it  enjoys  in  many  countries  besides  our  own. 
As  stated  in  the  preface  two  chapters  have 
been  rewritten,  and  the  illustrations  have 
been  overhauled  and  replaced  where  needed. 

Among  new  material  may  be  mentioned 
brief  notices  of  dinitrophenol  cataract, 
gonioscopy,  pontocaine,  recumbent  specta- 
cles, polaroid  glass,  etc.,  all  of  which  have 
occupied  places  in  ophthalmological  litera- 
ture since  the  previous  edition  was  printed. 
Especially  the  colored  figures,  in  number  and 
quality,  present  a fairly  complete  and  accu- 
rate atlas  of  diseases  of  the  eye  which  is  as 
valuable  as  that  in  some  of  the  more  impos- 
ing works. 

No  book  has  as  yet  appeared  which  can 
replace  this  as  a textbook  on  the  eye  for 
students  and  general  practitioners. 

E.  Clifford  Place 
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The  treatment  of  tumors  of  the  bladder 
constitutes  one  of  the  most  serious  prob- 
lems with  which  the  urologist  is  faced. 
The  chief  reason  for  this  is  difficulty  in 
the  early  establishment  of  a diagnosis.  We 
are  at  present  well  equipped  to  make  diag- 
nosis. Ever  since  the  cystoscope  was  in- 
vented in  1878,  the  greatest  surgeons  and 
the  most  skilled  instrument  makers  have 
combined  their  resources  of  knowledge 
and  technical  dexterity  in  producing  in- 
struments of  precision  designed  for  in- 
spection and  treatment  of  the  bladder. 

The  difficulty  resides  in  getting  the  pa- 
tients to  seek  medical  aid  while  the  lesion 
is  still  in  an  early  stage.  At  the  outset, 
bladder  tumors  are  painless,  and  almost 
symptomless.  Blood  in  the  urine  is  often 
the  only  sign  until  the  growth  has  reached 
such  proportions  that  all  treatment  is 
likely  to  fail.  Sometimes  the  early  mani- 
festations are  of  sufficient  severity  to  in- 
duce the  patient  to  seek  medical  aid,  but 
more  often  he  will  delay  this  indefinitely 
because  he  suffers  no  pain  nor  inconven- 
ience, and  is  seldom  able  to  detect  any 
alteration  from  his  usual  health.  By  the 
time  difficulties  in  urination,  or  an  alarm- 
ing hematuria  induce  him  to  “go  to  the 
doctor”  the  cystoscope  is  almost  sure  to 
show  a lesion  of  considerable  size,  pre- 
senting a correspondingly  grave  progno- 
sis. Often  the  physician  will  not  realize 
how  serious  is  the  condition  confronting 
him,  and  further  delay  lessens  the  chances 


of  controlling  the  disease.  It  is  this  situa- 
tion which  accounts  for  the  present  high 
mortality  from  bladder  tumors. 

Accuracy  in  the  treatment  of  vesical 
neoplasms  dates  only  from  1910,  when 
Edwin  Beer  of  New  York  made  use  of 
the  Oudin  high-frequency  current,  in  a 
method  since  known  as  “fulguration.”  No 
one  will  gainsay  that  this  revolutionized 
our  whole  conception  of  vesical  growths 
and  their  treatment.  Once  Beer  had  led 
the  way  the  application  of  the  high-fre- 
quency current,  together  with  the  design 
of  instruments  combining  cystoscopic  and 
cautery  features,  went  rapidly  forward. 
The  combination  of  roentgen  ray  therapy, 
and  the  implantation  of  radium  was  a 
logical  sequence. 

At  the  present  time  surgeons  who  treat 
tumors  of  the  bladder  may  be  divided  into 
three  groups : 

The  first  group  is  made  up  of  those  who 
advocate  resection  by  means  of  sharp  scalpel 
or  electric  knife  of  the  vesical  wall  whenever 
the  type  and  stage  of  advancement  of  the 
lesion  and  the  condition  of  the  patient  will 
permit  it.  Here  also  should  be  classed  those 
who  advocate  and  sometimes  practice  total 
cystectomy  with  transplantation  of  the 
ureters  to  the  bowel. 

The  second  group  makes  use  of  fulgura- 
tion: that  is,  Beer’s  original  method,  some- 
what modified  to  take  advantage  of  the  great 
mechanical  advances  of  the  past  quarter-cen- 
tury. Patients  treated  by  this  method,  pub- 
lished statistics  show,  live  as  long  as  those 
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upon  whom  surgery  is  performed,  and  in 
some  instances,  even  longer. 

The  third  group  makes  use  of  fulguration, 
but  follows  it  by  radiation  with  x-ray,  radium 
or  both.  In  this  third  group  are  also  classi- 
fied those  who  use  x-ray  or  radium  alone. 
This  might  be  termed  the  physical  therapy 
group  in  that  they  have  definitely  abandoned 
surgery. 

Let  us  first  take  up  the  case  for  sur- 
gery. It  is  statistically  established  that 
the  majority  of  bladder  tumors  are  inop- 
erable from  the  outset  because  of  being 
located  in  an  inaccessible  position.  Tumors 
originating  on  the  lateral  walls  usually 
involve  one  or  both  ureteral  orifices.  Lat- 
eral wall  growths  comprised  41.89  per 
cent,  and  trigone  and  bladder  neck  tumors 
34.41  per  cent  of  the  854  vesical  tumors 
classified  by  the  Registry  of  the  American 
Urological  Association.  The  Carcinoma 
Registry  Committee  points  out  that  this 
fact  has  an  important  practical  aspect  with 
respect  to  treatment,  as  from  the  surgical 
standpoint  only  23.4  per  cent  of  these 
tumors  are  readily  accessible  for  complete 
excision  without  interfering  with  the 
ureter  or  the  urethra.  Thus  tumors  of  the 
lateral  walls  almost  invariably  require 
transplantation  of  one  or  both  ureters, 
while  those  involving  the  trigone  and  blad- 
der neck  are  surgically  unapproachable 
except  by  using  total  cystectomy  and  bilat- 
eral ureteral  transplantation.  “It  would 
appear,  therefore,  that  any  method  of 
treatment  to  become  generally  acceptable 
must  take  into  account  the  high  percentage 
of  bladder  tumors  in  these  areas,  and  the 
hazards  of  a purely  surgical  approach.” 

When  the  high  mortality  of  vesical  sur- 
gery for  tumor  is  pointed  out  the  sur- 
geons are  prone  to  defend  their  position 
by  saying  that  if  the  patients  presented 
themselves  for  treatment  earlier,  the  sur- 
gical results  would  be  correspondingly 
better.  But  in  opposition  to  this  view  is 
the  fact  that  lesions  seen  early  are  readily 
amenable  to  far  less  radical  measures  than 
bladder-wall  resection  or  total  cystectomy. 
It  is  impossible  to  imagine  that  the  sur- 
geon, if  he  were  himself  the  patient  (as 
not  infrequently  has  happened),  would 
choose  resection  or  total  cystectomy  when 
he  was  well  aware  that  gentler  measures 
would  bring  about  the  desired  result.  And 
the  point  of  view  of  the  lay  patient  would 
undoubtedly  be  the  same.  I doubt  very 


much  if  there  is  one  person  here  who 
would  elect  cystectomy.  The  immediate 
mortality  in  the  best  equipped  hospitals 
has  been  reported  as  high  as  fifty- three 
per  cent,  and  five-year  “cures”  are  very, 
very  rare.  We  must  take  into  considera- 
tion also  the  fact  that  most  of  these  blad- 
der tumor  patients  are  over  sixty  years  of 
age.  How  long  can  such  a person  reason- 
ably expect  to  live,  even  if  he  had  no  can- 
cer? 

In  deciding  to  use  radical  surgery,  a 
very  heavy  burden  of  responsibility  is 
rested  upon  the  operating  surgeon.  Only 
growths  of  the  highest  grade  of  malig- 
nancy which  are  sure  to  cause  death  very 
shortly  unless  completely  eradicated,  can 
justify  extreme  measures.  Very  often 
biopsy  is  not  done,  and  the  malignancy 
of  the  growth  is  judged  by  its  clinical 
appearance,  which  may  be  highly  decep- 
tive. Examination  of  the  tissue  after  it 
is  removed  may  tell  quite  a different  story. 
It  seems  altogether  probable  that  some 
of  the  long  survivals  after  resection  may 
be  due  not  so  much  to  the  thoroughness 
of  the  removal,  but  to  the  essentially  low 
grade  of  malignancy  of  the  excised  growth 
or  one  that  is  but  potentially  malignant. 

The  group  of  surgeons  who  advocate 
fulguration  of  all  vesical  neoplasms  with 
resort  to  surgery  if  fulguration  fails,  point 
to  the  much  higher  incidence  of  five-year 
survivals  as  proof  of  the  superiority  of 
their  methods.  But  the  records  of  con- 
trolled diathermy,  as  the  newer  methods 
of  using  heat  are  usually  designated,  are 
not  actually  much  better  than  those  of  re- 
section, if  diathermy  alone  is  employed. 

In  1933  Counseller  and  Walters  re- 
ported on  seventeen  cases  of  bladder 
tumor  where  they  had  used  diathermy,  or 
as  they  term  it,  “transvesical  electro- 
coagulation.” The  method  was  re- 
stricted to  patients  who  had  tumors  of  the 
infiltrating  type  confined  to  the  base  of 
the  bladder  and  “considered  non-resect- 
able.”  When  the  report  was  made,  fifteen 
of  these  patients  were  still  alive,  one  hav- 
ing lived  more  than  ten  years.  “If  it  is 
considered  that  the  cases  were  judged  to 
be  inoperable  the  results  indicate  that 
the  patients  who  lived  less  than  five  years, 
and  who  were  treated  by  diathermy,  un- 
doubtedly lived  longer  and  in  greater 
comfort  because  of  this  treatment.  It 
should,  therefore,  be  considered  a very 
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effective  method  of  treating  not  only  the 
more  malignant  inoperable  lesions,  but 
those  more  favorably  situated  and  less 
malignant.” 

Reviewing  an  earlier  series  of  fifty-one 
cases,  Hunt  reported  that  ten  patients 
died  within  seventy-five  days  of  the  dia- 
thermic treatment,  two  from  general  peri- 
tonitis, and  the  others  from  pyelonephritis. 
Eight  patients  died  within  a year  either 
from  the  primary  disease  or  from  recur- 
rence elsewhere  in  the  bladder;  fourteen 
whose  tumors  were  graded  I and  II,  had 
recovered  from  the  operation  and  survived 
without  recurrence.  Hunt  concludes  that 
irrespective  of  the  method  of  treatment 
the  results  obtained  are  directly  dependent 
upon  the  degree  of  malignancy  and  the 
place  in  the  bladder  where  the  growth 
originally  appeared.  “The  results  are  bet- 
ter in  the  low  grade  malignant  lesions 
and  the  lateral  walls  and  dome  than  in 
the  highly  malignant  lesions  and  the  base 
of  the  bladder.”  This  writer  nevertheless 
adheres  to  his  belief  in  the  advantages 
of  surgical  treatment,  yet  other  workers 
in  the  same  clinic — Counsellor  and 
Braasch — are  of  the  opinion  that  “the  ad- 
vantages of  diathermy  as  a transvesical 
procedure  for  inoperable  or  non-resectable 
lesions  of  both  high  and  low  grades  have 
not  been  sufficiently  recognized.” 

The  superiority  of  diathermy  over 
purely  surgical  measures  has  been  quite 
conclusively  demonstrated  by  records  of 
clinics  where  this  method  has  been  in  use 
for  a time  period  long  enough  to  permit 
evaluation  of  end-results.  At  the  Los  An- 
geles General  Hospital,  for  example,  a re- 
port on  the  use  of  diathermy  in  vesical 
malignancy  was  made  by  Negley  as  far 
back  as  1928.  The  results  seemed  “to  favor 
fulguration  or  surgical  diathermy  either 
through  a closed  or  open  bladder”  as  the 
best  method  for  handling  vesical  malig- 
nancy. In  1936,  another  report  from  this 
same  clinic  concludes  “surgical  diathermy 
offers  a possibility  of  cure  greater  than 
the  risk  involved  in  its  application.  No 
other  form  of  treatment  of  tumors  of  the 
bladder  proved  as  efficacious.” 

But  in  a report  made  by  Parmenter  and 
Leutenegger  last  year,  it  was  emphasized 
that  “a  study  of  the  carcinoma  group  (of 
bladder  cases)  disclosed  the  futility  of 
fulguration  alone.”  They  add,  “Those  pa- 
tients . . . who  received  the  larger  doses 


of  radium,  seemed  to  obtain  the  best  re- 
sults.” These  opinions  are  shared  by 
Dean  of  the  Memorial  Hospital. 

It  has  been  my  personal  experience  that 
whatever  surgery  can  accomplish  can  be 
effected  by  other  means  with  less  risk 
and  discomfort  to  the  patient.  But  the 
best  results  are  not  obtained  by  adherence 
to  any  single  agent,  or  by  confining  one- 
self solely  to  an  established  method  to  be 
applied  to  all  cases  alike.  The  accurate 
treatment  of  a vesical  neoplasm  involves 
the  conscientious  study  of  the  individual 
case,  the  careful  measurement  of  the 
lesion  to  be  treated,  and  a thoughtful 
evaluation  of  all  the  factors  involved.  I 
rule  out  indiscriminately  for  all  cases  re- 
section because  I am  convinced  that  in 
this  way  the  cancer  cells  are  disseminated 
more  rapidly.  Recurrence  takes  place  by 
direct  implantation  near  the  site  of  the 
original  lesion.  Metastasis  on  the  other 
hand  occurs  just  as  frequently  in  more 
or  less  distant  areas  because  clamping 
and  manipulation  of  the  tumor  mass  intro- 
duce the  cancer  cells  to  the  venules  and 
arterioles. 

Dependence  upon  fulguration  alone  is 
open  to  the  objection  that  we  must  con- 
fine our  efforts  to  the  actual  tumor  tissue. 
It  is  too  dangerous  to  attack  the  surround- 
ing apparently  healthy  tissues,  for  such 
extensive  injury  to  the  bladder  wall  would 
bring  about  a condition  worse  than  the 
original  malignancy.  Radium  implanta- 
tion has  proved  itself  efficient  in  taking 
care  of  this  zone  of  potential  malignancy 
surrounding  the  macroscopically  visible 
tumor,  but  the  implantation  of  extensive 
papillary  growths  or  those  of  the  solid, 
infiltrating  type,  is  apt  to  be  difficult  and 
unsatisfactory.  One  of  the  chief  of  these 
drawbacks  is  the  impossibility  of  estimat- 
ing accurately  the  number  of  radio-active 
centers  needed  to  give  adequate  treat- 
ment. 

A combination  of  several  agents 
answers  all  these  objections  save  that  of 
correct  estimation  of  the  extent  of  the 
tumor. 

To  obviate  this  last  difficulty  I have 
designed  an  instrument  which  permits 
measurement  of  the  tumor  base  through 
the  endoscope  after  the  superficial 
portion  has  been  removed  by  electro- 
coagulation. Radon  implantation  is  car- 
ried out  with  the  same  instrument,  and 
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treatment  concluded  by  a series  of  deep 
x-ray  exposures  begun  ten  days  later. 

In  conclusion  I would  emphasize  my 
belief  that  the  risks  of  surgery  far  out- 
rank the  advantages  of  a possible  com- 
plete cure  in  patients  of  advanced  age; 
that  a proper  combination  of  electro- 
coagulation with  subsequent  radon  im- 
plantation and  eventual  x-ray  therapy  is 
always  to  be  preferred;  and  finally,  that 


our  hope  of  bettering  our  results  in  the 
treatment  of  bladder  neoplasms  lies  in  the 
intelligent  employment  of  all  the  resources 
at  our  command,  especially  those  which 
will  lead  us  to  better  and  more  prompt 
diagnosis.  The  present  high  mortality 
of  bladder  tumors  is  a challenge  to  the 
urological  profession.  Let  us  not  permit 
it  to  go  unaccepted. 

1 E.  63  St. 
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A CRUISING  X'RAY  LABORATORY 


The  New  York  State  Department  of 
Labor  marked  another  advance  in  its  cam- 
paign for  the  prevention  and  eradication  of 
silicosis  and  other  industrial  dust  diseases 
when  it  launched  its  “Cruising  X-Ray 
Laboratory” — an  especially  built  body  on  a 
school  bus  chassis,  containing  full  x-ray 
equipment.  State  Industrial  Commissioner 
Elmer  F.  Andrews  announced  that  this 
traveling  laboratory  will  be  sent  to  the  in- 
dustrial centers  throughout  the  State  where 
dust  hazards  are  known  or  suspected  to 
exist.  By  tying  in  to  plant  electric  power 
the  Department’s  x-ray  truck  will  provide 
completely  equipped  quarters  for  medical 
and  x-ray  examination  of  plant  employees 
in  the  immediate  vicinity  of  their  work. 

During  the  past  year  more  than  5,000 
x-ray  photographs  were  taken  of  workers 
exposed  to  silicosis  hazards  in  the  foundry 
industry.  It  was  in  this  work  that  the 
necessity  for  a cruising  laboratory  was  dem- 
onstrated. Without  the  truck  equipment, 
the  investigators  and  x-ray  operators  of 
the  Division  of  Industrial  Hygiene  have 
been  required  to  cart  their  bulky  apparatus 
and  plates  about  in  a sedan. 

An  x-ray  laboratory  had  to  be  improvised 
in  quarters  provided  in  industrial  plants 
that  were  often  inadequate  for  the  purpose. 
This  was  necessarily  a cumbersome  and 
slow  procedure  and  not  conducive  to  the 
best  results.  While  the  foundry  study  was 
completed  under  these  somewhat  adverse 
conditions,  there  still  remain  similar  sur- 
veys to  be  made  in  occupations  such  as  the 


following:  Metal  polishing,  rock-drilling, 

quarry  work,  mining,  stone  finishing,  sand- 
blasting, work  with  asbestos,  vitreous 
enamels,  pottery  and  glass,  work  in  fac- 
tories where  soap  and  scouring  powders 
are  manufactured,  and  in  plants  where  ab- 
rasives are  used  in  cleaning  and  polishing 
operations.  It  is  estimated  that  within  this 
group  of  occupations  approximately  7,50U 
workers  in  New  York  State  are  exposed  to 
an  extreme  dust  hazard  while  13,000-14,000 
more  are  exposed  to  a dust  hazard  which  is 
somewhat  more  moderate. 

The  Department’s  portable  laboratory  is 
the  first  of  its  kind  to  be  built.  The  overall 
body  dimensions  of  the  laboratory  are 
17'  9"  long  x 7'  4"  wide  with  a 7'  clear- 
ance between  floor  and  ceiling.  The  rear 
half  of  the  structure  is  devoted  to  a recep- 
tion and  examination  room  that  is  10'  6" 
long  x 7'  4"  wide.  This  room  is  lighted  by 
a large  rear  window,  a side  window  and  a 
door  window  and  two  dome  lights  in  the 
ceiling.  There  are  electric  outlets  for 
heaters  in  cold  weather  and  fans  in  warm 
weather. 

The  x-ray  room  is  7'  3"  long  and  5' 
wide.  In  the  x-ray  room  are  the  radio- 
graphic  tube,  tube  stand  and  plate  holder. 
The  walls  of  the  room  are  lead-lined.  A 
door  leads  from  the  x-ray  room  to  the 
street  so  that  workers  being  examined  will 
enter  through  the  door  leading  into  the 
reception  room,  and  go  out  through  the 
exit  door  in  the  x-ray  room. 


CERTAIN  RECENT  DEVELOPMENTS  IN  CHEMISTRY 

Their  Bearing  on  Cellular  Activity 

Wm.  deB.  MacNider,  M.D.,  Chapel  Hill,  N.  C. 

Kenan  Research  Professor  of  Pharmacology  and  Dean  of  the  Medical  School,  The  University 

of  North  Carolina 


The  purpose  of  this  lecture  is  to  serve 
as  an  unnecessary  memorial  to  a man. 
Unnecessary,  on  account  of  the  fact  that 
his  intellect  as  teacher  and  investigator 
operating  as  such  and  with  a vision,  has 
so  impressed  itself  on  this  Institution  that 
he  will  go  on  so  long  as  it  goes  on.  Being 
a memorial  lecture  it  should  consider  the 
man  both  first  and  last,  and  I shall  at- 
tempt this.  Between  such  periods  of 
happy  thoughtfulness  will  be  placed  cer- 
tain statements  of  a scientific  nature  which 
I trust  he  would  care  for,  scientific  devel- 
opments in  which  he  would  have  rejoiced 
and  would  have  expounded  in  his  charm- 
ing fashion  to  his  students  of  chemistry 
and  pharmacy. 

It  was  not  my  good  fortune  to  know 
Professor  Charles  Frederick  Chandler 
and  yet  any  one  may  know  this  man.  A 
glance  at  one  of  his  photographs  shows  a 
man  with  strength  and  poised  determina- 
tion, a kindly  eye  that  looks  into  the  fu- 
ture with  understanding  and  assurance,  a 
person  who  loves  the  right  and  abhors 
the  wrong,  with  a strength.  This  gentle- 
man and  eminent  scientist  gave  his  life 
with  a freedom  in  and  for  Columbia  Uni- 
versity. He  was,  and  his  attainments  here 
are  of  a university  order  of  excellence. 
Such  people  are  a university.  Their  spirit 
as  a university  fails  to  perish. 

It  is  interesting  that  I have  found  a 
local  state  connection  with  Professor 
Chandler.  Through  my  state  I knew  him 
before  either  Union  College  or  Columbia 
University  knew  him.  Professor  Chand- 
ler’s dissertation  for  the  degree  of  Doctor 
of  Philosophy  at  Gottingen  in  1856  was 
entitled  “Miscellaneous  Chemical  Re- 
searches.” The  first  one  of  these  investi- 
gations was  on  “Zircon  From  Buncombe 
County,  North  Carolina.”  Therefore  it 
may  be  in  some  measure  appropriate  for 
the  Chandler  Centenary  Committee  to 
have  asked  me  from  a nearby  county  to 
make  this  lecture  as  a part  of  the  me- 
morial to  Professor  Chandler. 


In  the  spring  of  1866  Professor  P.  W. 
Bedford  of  Columbia  College  called  Pro- 
fessor Chandler  to  ask  him  if  he  would 
lecture  in  Chemistry  at  the  College  of 
Pharmacy.  His  reply  was : “What  is  it 
and  where  is  it?”  He  asked  for  twenty- 
four  hours  in  which  to  consider  the  matter 
and  deciding  that  pharmacists  belonged 
to  a class  that  needed  a thorough  scientific 
education,  he  accepted  the  ofifer  without 
and  with  no  thought  of  remuneration.  A 
student  of  Professor  Chandler’s  life  will 
gather  a certain  significance  from  this  de- 
cision. No  doubt  with  the  vision  which 
he  ever  had,  he  saw  here  not  the  indis- 
criminate compounding  of  largely  worth- 
less substances  to  operate  ineffectively  in 
individuals  but  chemical  bodies  of  known 
composition  influencing  through  scientific 
laws  the  activity  of  highly  complex  living 
tissues.  With  this  interpretation  on  my 
part  of  Professor  Chandler’s  vision  in  the 
above  mentioned  connection,  a vision 
which  has  become  a reality  for  the  Col- 
lege of  Pharmacy,  I would  care  to  talk 
briefly  here  on  “Certain  Recent  Develop- 
ments in  Chemistry — Their  Bearing  on 
Cellular  Activity.” 

One  of  the  earliest  discoveries  of  the 
existence  of  a specific  chemical  substance 
influencing  in  terms  of  augmentation  cel- 
lular activity  was  made  by  Bayliss  and 
Starling1  through  their  observation  that  a 
chemical  body  from  the  duodenal  mucous 
membrane  stimulated  the  cells  of  the  pan- 
creas. The  establishment  of  a fact  of  such 
an  order  is  sufficient  in  itself,  but  the  prin- 
ciple established  through  it  with  its  many 
implications  transcends  the  discovery. 
Such  an  observation  of  the  existence  of 
so-called  chemical  messengers  in  the  or- 
ganism— hormones — at  once  raised  the 
question  whether  or  not  function  on  the 
part  of  cells  as  organs  might  not  be  due 
to  such  chemical  bodies  produced  in  an 
organ  location  or  remote  from  it  either 
acting  as  augmentors  or  inhibitors  of  the 
activity  of  a given  group  of  cells  and 
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finally  when  such  organs  operated  in  terms 
of  balanced  and  perfected  function,  if 
this  balance  was  not  due  to  a normal 
quantitative  interaction  between  augmen- 
tor  and  inhibitor.  This  type  of  thought 
lends  itself  to  considerations  other  than 
the  function  of  organs.  Growth  and  de- 
velopment, youth  and  senility  may  find  an 
explanation  through  the  presence  or  lack 
of  some  chemical  substance  influencing 
tissue  activity  and  malignant  growths  may 
conceivably  be  due  to  a chemical  body 
which  either  stimulates  a given  type  of  cell 
to  abnormal  proliferation  or  to  one,  the 
absence  of  which  removes  a restraining 
influence  from  such  cells.  Certainly  very 
recent  investigations  lend  emphasis  to  the 
chemical  regulation  of  cellular  activity. 

In  1906,  Reid  Hunt  and  Hunt  and 
Taveau2  described  certain  remarkable  re- 
sults in  terms  of  augmentation  of  function 
produced  by  extremely  high  dilutions  of 
acetylcholine  when  given  intravenously  to 
animals ; later  Taveau  and  others  described 
in  detail  the  action  of  many  of  the  chemi- 
cal analogues  and  derivatives  of  such  a 
body.  It  is  good  to  think  about  these 
isolated,  initial  discoveries.  Facts  as  facts, 
no  matter  how  detached,  have  the  power 
of  standing  firm  in  the  beauty  of  their 
truthfulness  and  not  infrequently  as  has 
been  the  case  with  Hunt’s  discovery  such 
facts  have  served  as  the  core,  as  the 
“leaven  to  lighten  the  whole  loaf’’  of  a 
new  domain  of  understanding  of  the  in- 
fluence of  specific  chemical  substances  on 
cellular  activity. 

In  1914  Dale3  greatly  extended  the 
work  of  Hunt  and  Taveau  by  showing 
that  acetylcholine  in  the  amount  of  one 
gamma  or  less  per  kilogram  of  body 
weight  in  an  animal  would  cause  a fall 
in  blood  pressure  due  to  vasodilation  of 
certain  blood  vessels  and  that  this  effect 
was  abolished  by  atropine.  Larger  doses 
of  this  substance  slowed  the  heart  and 
modified  its  contractility  in  a manner  re- 
sembling the  influence  on  the  heart  of  the 
vagus  nerves.  These  observations  indi- 
cated that  a chemical  body — acetylcholine 
— acted  in  the  same  fashion  as  stimulation 
of  certain  parasympathetic  nerves  which 
in  turn  raised  the  very  important  question 
whether  or  not  nerve  stimulation  as  such 
brought  about  such  changes  in  the  blood 
vessels  and  heart  or  whether  the  nerve 
stimulation  caused  the  liberation  of  a 


chemical  mediator  which  influenced  a spe- 
cific type  of  cell,  a tissue  as  an  organ, 
either  in  terms  of  functional  augmenta- 
tion or  inhibition.  The  thought  at  least 
carries  itself  beyond  the  nerve  as  nerve 
impulse,  to  a something  which  must  be 
highly  specific  in  its  functional  influence. 

In  1921  Otto  Loewi4  following  a sleep- 
less night  of  thought  performed  his  crucial 
experiment  by  which  he  demonstrated 
that  if  the  vagus  nerve  to  the  frog’s  heart 
was  stimulated  while  the  heart  was  being 
perfused  by  an  inert  physiological  solu- 
tion that  some  substance  passed  into  the 
perfusate  which  when  transferred  by  per- 
fusion to  a second  heart  produced  a sim- 
ilar effect  to  stimulation  of  the  vagus 
nerve.  Loewi  later  showed  that  this  sub- 
stance having  a vagus  slowing  effect  on 
the  heart  resembled  acetylcholine  in  that 
hydrolysis  would  cause  its  disappearance, 
that  its  action  was  made  negative  by  the 
use  of  atropine,  and  that  it  was  readily  de- 
stroyed by  an  enzyme  present  in  blood  and 
tissue  juices.  The  experiments  proved  that 
an  acetylcholine-like  substance  was  the 
chemical  mediator  acting  in  the  capacity 
of  inducing  cardiac  inhibition  while  an- 
other chemical  body  of  plant  origin — atro- 
pine— served  as  a substance  which  could 
prevent  the  action  of  this  chemical  cardiac 
inhibitor  through  its  action  on  vagus  nerve 
endings.  Since  this  work  of  Dale  and 
Loewi  numerous  investigators  have  ex- 
tended the  study  of  acetylcholine  and  re- 
lated bodies  to  explain  their  chemical 
influence  on  a variety  of  tissues  other  than 
blood  vessels  and  heart  muscle  and  to 
show  the  antagonism  which  exists  between 
such  bodies  and  substances  of  vegetable 
origin  as  atropine  and  physostigmine. 

Studies  of  a similar  order  of  magnitude 
in  connection  with  chemical  mediators  of 
a cardiac  augmentor  nature  have  been 
made  by  Cannon  and  his  school  of  investi- 
gators.5 They  have  demonstrated  that  just 
as  vagus  stimulation  to  the  heart  leads  to 
the  liberation  of  a chemical  mediator  of 
inhibitory  power  so  stimulation  of  the 
sympathetic  accelerator  nerves  to  the  heart 
induces  the  liberation  within  it  of  a chem- 
ical mediator  of  augmentor  power.  Can- 
non designates  this  substance  “sympa- 
thin.”  Thus  the  balanced  action  of  the 
heart  muscle  in  terms  of  contraction — sys- 
tole— and  rest — diastole — is  likely  due  to 
an  adjusted  chemical  quantitative  rela- 
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tionship  within  the  heart  between  these 
two  functionally  opposed  factors  of  a spe- 
cific chemical  nature. 

These  experiments  have  been  discussed 
not  for  the  purpose  of  elucidating  their 
significance  as  such  but  in  order  to  em- 
phasize a type  of  tissue  change  of  a chemi- 
cal order,  the  importance  of  which  is  even 
now  in  the  beauty  of  its  scientific  birth. 
They  stimulate  thoughts  to  be  substan- 
tiated by  facts  of  specific  chemical  inter- 
action in  tissues  the  romance  of  which 
we  are  not  yet  in  a position  to  realize. 
Such  thoughts,  hopes,  and  possibilities  are 
of  a nature  which  would  thrill  the  intellect 
of  Professor  Charles  Frederick  Chandler. 

Considerations  of  the  significance  of 
changes  of  a chemical  order  apply  to  proc- 
esses of  disease  as  well  as  to  those  of 
physiological  life.  In  this  connection,  but 
for  the  present  as  primarily  concerned 
with  cell  morphology,  studies  have  been 
in  progress  in  my  laboratory  for  a num- 
ber of  years  which  have  taken  into  con- 
sideration the  susceptibility  or  the  acquired 
resistance  which  fixed  tissue  cells  may 
have  to  a variety  of  chemical  substances. 
Such  states  of  susceptibility  and  acquired 
resistance  associated  with  certain  modifi- 
cations in  cell  morphology  likely  depend 
upon  changes  in  the  chemical  or  physico- 
chemical status  of  such  cells.  In  turn  such 
states  of  cells  indicating  resistance  or  sus- 
ceptibility if  seen  broadly,  should  be 
interpreted  as  factors  involved  in  the  gen- 
eral question  of  cell  and  organism  adapta- 
tion. 

Many  years  ago  in  studying  the  regen- 
erative capacity  of  kidney  epithelium  fol- 
lowing the  ligation  of  one  branch  of  the 
renal  artery,6  the  observation  was  made 
that  after  such  an  interference  to  the 
blood  supply  of  the  kidney  it  was  impos- 
sible for  epithelial  cells  normal  for  the 
convoluted  tubules  to  replace  those  cells 
which  had  been  caused  to  degenerate.  In 
place  of  cuboidal,  highly  specialized  cells 
replacing  those  cells  which  had  degen- 
erated, this  normal  type  of  cell  was  re- 
placed by  a flattened  cell  of  a different 
order.  In  other  words  the  injury  to  the 
kidney  had  so  changed  it  that  a specialized 
cuboidal  cell  could  not  adapt  itself  to  such 
an  environment  while  a cell  of  a less  spe- 
cialized nature  could  effect  such  an  adapta- 
tion. The  observation  implies,  without 
adequate  proof,  that  the  flattened  less  spe- 


cialized cell  was  of  such  a physical  struc- 
ture and  chemical  constitution  as  to  enable 
it  to  survive  in  a renal  environment  un- 
suitable for  the  normal  type  of  cell.  Such 
observations  may  be  of  significance  in  our 
thinking  about  cell  life  and  the  adapta- 
tions of  such  life  to  unfavorable  envi- 
ronmental surroundings  which  we  call 
disease.  They  make  it  difficult  for  us  to 
decide  what  disease  in  terms  of  cell  change 
is.  Certain  tissue  changes  which  we  now 
designate  as  disease,  relegate  to  the  patho- 
logical and  consider  essentially  harmful 
and  opposed  to  life  may  be  changes  in 
terms  of  adaptation  which  enable  an  or- 
gan or  an  organism  not  to  die  but  to  live 
even  though  as  a result  of  such  changes 
the  organ  or  the  individual  has  to  live  at 
a lower  level  of  physiological  effective- 
ness. Such  changes  therefore  become  a 
mechanism  of  defense  and  impart  resist- 
ance of  an  acquired  nature. 

Much  later  than  these  experiments,  the 
observation7"10  was  made  that  when  dogs 
were  intoxicated  with  two  mg.  of  uranium 
nitrate  per  kilogram  they  developed  only 
slight  evidence  of  a kidney  injury  in  the 
main  characterized  by  edema  and  partial 
necrosis  of  the  epithelium  of  the  convo- 
luted tubules.  In  general  such  animals  re- 
covered from  the  kidney  injury  with  a 
restoration  in  renal  function.  The  repair 
processes  in  such  kidneys  consisted  in  so 
far  as  the  injured  epithelium  was  con- 
cerned, in  the  formation  in  the  convoluted 
tubule  area  of  cells  morphologically  nor- 
mal for  this  segment  of  the  tubule.  When 
such  animals  were  reintoxicated  by  the 
same  amount  of  uranium  per  kilogram, 
the  epithelial  cells  of  a normal  type  which 
had  replaced  the  injured  epithelium  failed 
to  show  any  acquired  resistance  to  this 
poison.  The  sequence  of  events  then,  was 
as  follows:  A slight  injury  to  the  cells  of 
the  convoluted  tubules  is  followed  by  a 
process  of  repair  characterized  by  the 
formation  of  a normal  type  of  cell  having 
the  usual  affinity  for  this  chemical  sub- 
stance so  that  no  resistance  to  the  poison 
is  acquired  as  a result  of  the  process  of 
repair.  Other  animals  were  intoxicated 
with  a larger  amount  of  uranium — four 
mg.  per  kilogram.  Many  of  these  animals 
failed  to  survive  the  acute  kidney  injury 
for  such  a degree  of  intoxication  develops 
in  the  same  location  of  the  tubule  as  was 
observed  when  a smaller  amount  of  the 
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nephrotoxic  agent  was  employed,  but  is 
more  severe,  usually  resulting  in  a severe 
necrosis  of  the  cells  in  this  portion  of  the 
nephron.  In  those  animals  which  effected 
a survival  from  such  an  order  of  renal 
injury  the  repair  to  the  convoluted  tubules 
was  by  an  atypical,  flattened,  often  syn- 
cytial type  of  cell,  a cell  very  different 
morphologically  and  in  certain  respects 
chemically  from  the  normal,  specialized, 
cuboidal  cell.  In  such  animals  the  observa- 
tion was  made  that  associated  with  such 
a change  in  the  morphology  of  these  cells 
effecting  a process  of  repair,  the  kidney 
had  acquired  a fixed  tissue  cell  resistance 
not  only  to  the  amount  of  uranium  which 
induced  the  initial  injury  but  to  an  amount 
two  to  four  mg.  per  kilogram  in  excess 
of  this  toxic  quantity.  In  those  animals 
of  this  second  group  that  survived  the 
acute  uranium  injury  a repair  process  was 
instituted  in  the  kidney  characterized  by 
the  relining  of  the  injured  tubules  with  a 
changed  type  of  epithelium  which  in  turn 
was  resistant  to  this  chemical  poison.  It 
is  justifiable  to  assume  that  such  cells  are 
exposed  to  uranium  for  the  substance  ap- 
pears in  the  urine  of  the  animals.  The 
intracellular  mechanism  of  a chemical  or 
physicochemical  character  which  prevents 
the  poison  from  effecting  an  injury  to 
this  type  of  regenerated  cell  is  entirely 
unknown. 

In  recent  years  this  same  type  of  ex- 
perimental procedure  has  been  undertaken 
with  the  liver  as  the  organ  of  study.11 
These  experiments  in  the  first  place  indi- 
cated that  the  liver  when  injured  by 
uranium  reacted  in  terms  of  cell  regenera- 
tion and  resistance  in  a manner  similar  to 
that  which  has  been  described  for  the  kid- 
ney in  that  a slight  injury  to  the  liver  by 
two  mg.  of  uranium  nitrate  per  kilogram 
was  followed  by  a process  of  epithelial  re- 
pair which  resulted  in  a return  of  the 
liver  to  a cytological  normal ; that  asso- 
ciated with  this  type  of  normal  epithelial 
cell  replacement,  the  liver  failed  to  ac- 
quire an  epithelial  cell  resistance  to  the 
poison.  However,  if  the  liver  was  severely 
injured  by  four  or  six  mg.  of  uranium 
per  kilogram,  an  abnormal  type  of  epithe- 
lial repair  developed  consisting  in  the 
formation  of  flattened  cells  in  cord  for- 
mation which  were  not  infrequently  not 
differentiated  but  remained  as  syncytial 
structures.  This  form  of  cell  was  shown 


to  be  definitely  resistant  to  uranium. 
These  experiments  were  of  significance  in 
that  they  demonstrated  that  a type  of  cell 
change  first  noted  in  the  kidney  had  the 
same  characteristic  of  an  acquired  re- 
sistance when  they  were  made  to  appear 
as  a repair  process  in  another  organ  with 
a different  functional  expression  and  com- 
posed of  an  epithelium  normally  different 
from  that  of  the  kidney. 

Many  years  ago  the  observation  was 
made  by  Whipple  and  Sperry12  that  if  a 
dog  was  starved  for  twenty-four  hours 
and  given  chloroform  by  inhalation  for 
\y2  hours,  there  invariably  occurred  as 
an  expression  of  the  toxic  action  of  th 
chloroform  for  the  liver  a necrosis  or 
death  of  the  central  one-third  to  two- 
thirds  of  the  cells  of  the  liver  lobules.  Tak- 
ing these  experiments  as  a standard  reac- 
tion on  the  part  of  the  liver  to  chloroform, 
the  following  investigation  was  under- 
taken to  ascertain  if  liver  epithelium  could 
be  so  altered  by  an  injury  followed  by  a 
repair  process  as  to  impart  to  the  liver 
epithelium  an  acquired  resistance  against 
this  certainly  acting  hepatoxic  chemical 
agent — chloroform : 

In  conducting  the  experiments  a first 
group  of  dogs  were  given  two  mg.  of  ura- 
nium nitrate  per  kilogram.  As  has  been 
stated,  the  liver  injury  inflicted  by  such  an 
amount  of  uranium  is  followed  by  a repair 
to  the  epithelium  with  the  formation  of  a 
normal  type  of  polyhedral  liver  cell.  When 
such  animals  were  starved  for  twenty- four 
hours  and  given  chloroform  for  1^4  hours, 
there  developed  in  the  liver  a central  necrosis 
of  the  liver  lobules  effecting  one-third  to 
two-thirds  of  their  area.  These  experiments 
show  that  if  the  liver  be  slightly  injured  by 
a poison,  in  this  instance  uranium,  which 
in  turn  leads  to  a normal  type  of  cell  repair, 
that  such  cells  have  no  resistance  against 
chloroform.  A second  group  of  dogs  were 
intoxicated  by  a larger  amount  of  uranium 
— four  mg.  per  kilogram.  A certain  number 
of  these  animals  failed  to  survive.  Those 
animals  effecting  a survival  from  this  degree 
of  injury  to  the  liver  repaired  the  liver  not 
by  the  formation  of  a normal  type  of  liver 
cell  but  by  cells  of  altered  morphology  which 
were  flattened,  stained  intensely,  had  promi- 
nent nuclei,  and  which  not  infrequently  ex- 
isted as  undifferentiated  syncytial  structures. 
When  animals  with  this  type  of  atypical  liver 
cell  repair  were  starved  for  twenty-four 
hours  and  anesthetized  with  chloroform  for 
either  one  and  one-half  or  three  hours  the 
liver  epithelium  was  found  to  have  acquired 
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a complete  resistance  against  the  toxic  action 
of  chloroform.  Several  weeks  later,  when 
the  same  animals  were  starved  not  for  twen- 
ty-four but  for  forty-eight  hours  and  an- 
esthetized with  chloroform  for  four  hours, 
commencing  areas  of  necrosis  could  be  dem- 
onstrated in  the  center  of  the  liver  lobules. 

The  latter  observation  indicates  that 
tissue  resistance  cannot  be  considered  as 
absolute.  Fixed  tissue  cell  resistance  as 
resistance  of  any  other  order  is  a relative 
value. 

A final  group  of  experiments14  are  of 
peculiar  interest  and  importance  as  they 
take  into  consideration  the  factor  of  age. 
During  the  past  sixteen  years  of  study  in 
which  the  liver  of  the  dog  has  been  con- 
sidered in  certain  experimental  pro- 
cedures, ninety-four  animals  have  been 
used  which  may  be  considered  senile  both 
on  account  of  their  age  (8  to  23  years) 
and  on  the  basis  of  certain  superficial 
physical  changes  common  to  the  senile 
state  in  any  of  the  higher  animals,  includ- 
ing man.  Twenty-two  of  these  animals 
have  shown  livers  with  a diffusely  changed 
type  of  liver  cell.  The  cells  were  not  of 
a normal  polyhedral  contour  but  were 
similar  in  configuration  to  those  cells 
which  had  been  made  to  appear  as  a re- 
pair process  in  the  liver  secondary  to  a 
severe  injury  from  uranium.  The  cause 
for  the  occurrence  of  this  type  of  cell  in 
the  livers  of  certain  senile  animals  is  en- 
tirely unknown.  The  question  following 
this  observation  then  quite  naturally  arose 
as  to  whether  these  atypical  liver  cells 
formed  in  the  liver  in  association  with  the 
senile  state  were  resistant  to  chloroform. 
Such  animals  when  starved  for  twenty- 
four  hours  and  given  chloroform  by  in- 
halation for  1^2  hours  have  shown  a com- 
plete resistance  against  this  chemical  body 
which  is  certainly  toxic  for  normal  hepatic 
epithelium. 

The  foregoing  experiments  have  been 
outlined  in  some  detail  even  in  their  in- 
complete form  to  emphasize  certain 
thoughts  of  a biological  order  concerning 
the  morphological  fixity  of  tissue  cells, 
the  acquired  resistance  of  such  so-called 
fixed  cells  and  the  probability  that  changes 
of  a chemical  or  combined  physicochem- 
ical character  may  be  responsible  for  both 
susceptibility  and  an  acquired  resistance 
on  the  part  of  such  cells.  The  experiments 


establish  certain  facts  which  may  be  of 
broad  biological  and  medical  significance. 
First,  certainly  for  a given  location  in  the 
renal  tubule  and  in  the  liver  we  have  to 
accept  the  observation  that  when  such 
fixed  epithelial  cells  are  subjected  to  a 
sufficient  degree  of  injury  which  connotes 
susceptibility  that  a repair  process  may  be 
instituted  that  results  in  the  formation  of 
a different  type  of  cell  in  such  locations 
which  has  acquired  a high  degree  of  re- 
sistance not  only  to  the  chemical  agent 
which  inflicted  the  injury  and  precipitated 
the  atypical  repair  process  but  a resistance 
to  chemical  bodies  of  an  entirely  different 
chemical  order  from  the  injurious  agent. 
Excluding  changes  in  surface  tension  and 
cell  membrane  permeability  which  may  be 
associated  with  changes  in  cell  configura- 
tion we  perhaps  have  the  right  to  infer, 
not  to  state  as  a fact,  that  when  changes 
in  cell  morphology  develop  in  fixed  tissue 
cells  as  a reaction  to  injury  and  constitut- 
ing a repair  process  or  that  when  such 
morphological  changes  occur  as  a local- 
ized organ  expression  of  senility,  that  the 
chemical  constitution  of  such  atypical  cells 
becomes  so  altered  that  they  no  longer 
have  those  chemical  receptors  which  can 
bind  a given  poison  in  sufficient  concen- 
tration to  seriously  impair  the  function  of 
such  resistant  cells  or  to  so  change  them 
structurally  that  these  changes  can  be 
microscopically  demonstrated. 

Finally,  my  belief  is  that  it  would  be 
investigations  of  such  an  order  which 
would  warm  the  heart  and  excite  the  in- 
erest  of  the  great  chemist,  the  chemist 
of  industry  and  helpfulness,  Professor 
Charles  Frederick  Chandler,  whose  birth 
we  commemorate  with  thankfulness. 
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It  has  been  the  practice  of  the  New 
York  Hospital  periodically  to  report  its 
statistics  on  appendicitis ; the  last  report 1 
completed  the  analysis  of  the  cases  at  the 
old  New  York  Hospital  which  closed  its 
doors  in  July  1932.  So  many  of  these 
studies  flood  the  current  medical  litera- 
ture that  there  seems  little  more  to  add. 
But  all  agree  that  there  are  aspects  to  the 
disease  about  which  the  last  word  has  not 
yet  been  said,  and  the  mortality  rates  tes- 
tify to  a need  for  this  attitude.  New  York 
City’s  death  rate  from  appendicitis  has 
consistently  averaged  about  fourteen  per 
100,000  population  each  year.  Krech2  per- 
sonally studied  the  records  of  4,542  cases 
of  acute  appendicitis  for  the  years  1921 
and  1931  in  fourteen  representative  hos- 
pitals in  the  city  and  found  the  operative 
mortality  to  be  seven  per  cent.  These  fig- 
ures, while  several  points  lower  than  the 
estimated  averages  for  the  country,  are 
not  enviable  and  call  for  concerted  effort 
for  improvement. 

This  study  includes  not  only  those  cases 
that  proved  to  be  acute  appendicitis  but 
also  those  with  nonacute  disease  of  the  ap- 
pendix and  those  in  which  the  appendix 
was  removed  as  the  result  of  a mistaken 
diagnosis. 

There  have  been  1,500  operations  for 
presumed  or  actual  appendicitis  done  by 
the  Surgical  Department  of  the  New  York 
Hospital  between  September  1,  1932 

(when  the  new  hospital  opened  its  doors) 
and  January  1,  1937.  This  number  does 
not  include  cases  in  which  the  appendix 
was  removed  incidental  to  some  other  ab- 
dominal operation,  though  a few  cases  are 
included  in  which  some  minor  procedure 
was  done  incidental  to  the  appendectomy. 
Eighty-seven  per  cent  of  those  cases  per- 
formed before  July  1936  have  had  ade- 
quate follow-up  studies. 

A simple  combined  clinical  and  patho- 
logical classification  of  cases  has  been 
used.  (Table  I).  Any  attempt  at  further 
subdivision  has  led  to  confusion  and  in- 
accuracy; particularly  is  this  true  in  those 


cases  of  spreading  peritonitis  where  the 
perforated  appendix  has  not  formed  a 
local,  walled-off  abscess.  Borderline  cases 
of  “mild  acute”  appendicitis  and  those  of 
“periappendicitis”  resulting  from  primary 
inflammation  elsewhere  have  all  been 
classed  as  nonacute. 

There  were  twenty-one  deaths  in  the 
1,500  cases,  nineteen  in  the  acute  and  two 
in  the  nonacute.  The  numbers  for  each 
group  and  the  percentage  mortality  are 
indicated  in  Table  I.  The  mortality  for 
all  types  of  acute  appendicitis  is  2.1  per 
cent,  a gratifying  figure  which  represents 
factors  over  which  there  has  been  no 
control  as  well,  perhaps,  as  factors  over 
which  some  control  has  been  possible.  The 
mortality  approaches  zero  when  the  ap- 
pendix has  not  ruptured,  but  rises  alarm- 
ingly when  it  has.  The  two  deaths  in  the 
nonacute  group  occurred  in  cases  of  mis- 
taken diagnosis — acute  glomerular  neph- 
ritis and  postabortional  septicemia,  in 
neither  one  of  which  was  it  felt  the  oper- 
ation contributed  to  the  death. 

Acute  Appendicitis 

Age  and  Sex  Incidence:  A study  of 

the  age  incidence  in  the  cases  of  acute 
appendicitis  (Chart  I)  only  verifies  the  al- 
ready abundant  evidence  that  the  disease 
is  primarily  one  of  youth  and  young-adult- 
hood, sixty-five  per  cent  of  the  total  cases 
occurring  in  the  second  and  third  decades 
of  life.  The  youngest  patient  encount- 
ered was  six  weeks  old,  the  oldest  eighty- 
three  years. 

The  incidence  of  acute  appendicitis  ac- 
cording to  sex  has  shown  only  a slight 
predominance  of  males  over  females  (52- 
48),  although  for  children  of  twelve  years 
or  younger,  the  ratio  was  sixty- forty  re- 
spectively. Most  surveys  give  a higher 
percentage  of  males. 

Etiology  and  pathology : The  etiology 

of  appendicitis  is  not  always  evident  even 
after  careful  consideration  of  the  history 
and  the  pathological  appearance  of  the 
appendix.  But  there  are  two  features  of 
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the  anatomy  of  the  appendix  that  pre- 
dispose it  to  infection.  First,  it  is  a nar- 
row cul-de-sac,  exposed  to  a fecal  stream 
with  a high  bacterial  content,  where  stasis 
and  easy  obstruction  are  common ; second, 
it  has  a considerable  lymphocytic  element 
which  may  be  as  susceptible  to  inflamma- 
tory reaction  as  other  lymphocytic  tissues 
of  the  body. 

The  obstruction  of  the  lumen  by  the 
formation  of  fecaliths,  by  the  presence  of 
foreign  material,  by  cicatricial  strictures, 
and  by  kinks,  no  doubt,  accounts  for  a 
high  percentage  of  the  cases  of  acute  ap- 
pendicitis. It  is  assumed  that  secretions 
are  dammed  beyond  the  obstruction  and 
tension  diminishes  the  resistance  of  the 
mucosa  to  increasing  numbers  of  bacteria. 
Invasion  of  the  mucosa,  passive  conges- 
tion of  the  wall,  vascular  thrombosis  with 
eventual  gangrene  and  perforation  repre- 
sent a progression  that  can  be  seen  at  any 
stage  at  the  operating  table.  The  entire 
process  may  take  little  more  than  eight 
to  ten  hours,  or  as  long  as  several  days ; 
again  it  may  regress  from  any  stage  in 
this  course. 

The  factor  of  obstruction  has  been  ad- 
mirably demonstrated  experimentally  by 
Wangensteen  and  Bowers,3  but  to  ac- 
count for  every  case  of  appendicitis  on 
this  basis  is  hazardous.  In  this  series, 
only  thirteen  per  cent  of  all  cases  of  acute 
appendicitis  were  found  to  have  hard 
fecaliths  in  the  lumen;  the  presence  of 
soft  feces  was  not  considered  abnormal. 
It  appears  significant  that  in  the  more 
severe  forms  of  appendicitis,  there  was 
a greater  incidence  of  these  concretions ; 
in  acute  appendicitis  without  perforation 
their  incidence  was  eleven  per  cent  while 
in  the  cases  with  perforation,  it  was 
twenty-eight  per  cent.  Seeds,  splinters  of 
wood,  hair  bristles,  and  other  foreign  bod- 


ies were  found  in  the  lumen  of  the  appen- 
dix in  less  than  one  per  cent  of  cases. 

Intestinal  worms  were  found  in  the 
lumen  in  seven  cases  of  acute  appendicitis 
(and  in  seven  cases  of  nonacute).  In 
twelve  instances  the  worm  was  Oxyuris 
vermicularis,  in  one,  Ascaris  lumbricoides, 
and  in  another,  Tenia  saginata.  It  is  not 
apparent  whether  these  parasites  produce 
appendicitis  by  mechanical  obstruction  of 
the  lumen  or  by  ulceration  of  the  mucosa. 
They  are  known  to  cause  ulceration  in 
other  parts  of  the  bowel,  but  it  is  inter- 
esting that  ulceration  of  the  mucosa  was 
conspicuously  absent  in  all  but  one  of  the 
cases,  both  acute  and  nonacute.  The  ap- 
pendix infested  with  the  Tenia  saginata 
had  perforated  and  formed  an  abscess. 
After  simple  drainage  of  the  abscess,  sev- 
eral lengths  of  the  worm  came  out  through 
the  fistula.  There  was  an  eosinophilia 
of  from  four-ten  per  cent  in  all  of  the 


Chart  I — Distribution  of  886  Acute  Cases 
According  to  Age 


Table  I 


Acute  Appendicitis 

Acute  Appendicitis  — Unperforated 

Appendicitis  — Perforated  & Local  Abscess 

Appendicitis  — Perforated  & Spreading  Peritonitis . 
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Operated  upon  as  Acute  Appendicitis  by  Mistake 
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0.27 

99 

5 
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cases  in  which  a differential  leukocyte 
count  was  done. 

Trauma  as  an  occasional  etiological  fac- 
tor has  some  evidence  in  its  favor.  Theo- 
retically and  experimentally,  the  disten- 
tion of  the  appendix  resulting  from  sud- 
den increase  in  intraintestinal  tension  may 
rupture  the  mucosa  and  induce  infection 
in  its  wall.  Also,  local  laceration  might 
conceivably  be  produced  in  thin  individ- 
uals by  forcibly  compressing  the  appendix 
against  the  iliac  bone.  In  three  cases, 
trauma  appeared  to  play  an  etiological 
role.  One,  an  auto  mechanic,  experienced 
increasing  pain  in  the  right  flank  imme- 
diately after  lifting  the  rear  end  of  a light 
car.  A few  hours  later,  at  the  hospital, 
he  was  thought  to  have  sustained  a muscle 
strain,  a hernia  in  Petit’s  triangle,  or  pos- 
sibly a retroperitoneal  hematoma.  Three 
days  later  he  was  found  at  operation  to 
have  a retrocecal  abscess  from  appendici- 
tis with  perforation.  The  other  two  cases 
were  in  children — one  was  forcibly  kicked, 
the  other  butted  in  the  abdomen.  Both 
developed  immediate  pain  and  tenderness 
in  the  abdomen  with  nausea  and  vomiting. 
In  one,  a gangrenous  appendix  was  found 
after  eighteen  hours,  and  in  the  other, 
a perforated  one  after  thirty-six  hours. 

The  one  instance  in  which  an  acute 
appendicitis  was  found  in  a hernial  sac 
occurred  in  the  youngest  patient,  a baby 
six  weeks  old  with  an  inguinal  hernia.  In 
this  case,  the  appendix  was  markedly  in- 
flamed and  showed  early  gangrene,  ap- 
parently as  a result  of  strangulation  of  the 
blood  supply.  The  incidence  of  kinking 
and  of  cicatricial  obstruction  of  the  lumen 
has  not  been  studied  in  this  series ; such 
a study  would  offer  obvious  difficulties. 

The  seasonal  variation  and  “epidem- 
ics” of  appendicitis  as  well  as  its  frequent 
association  with  upper  respiratory  infec- 
tion, appear  to  have  some  etiological  sig- 
nificance.4 Attention  has  been  rather 
convincingly  drawn  to  this  relationship  by 
some  authors,  but  others  strongly  deny 
its  existence.  Fifteen  per  cent  of  the 
cases  of  acute  appendicitis  in  this  series 
were  preceded  by  and  associated  with 
acute  upper  respiratory  infection.  Chart 
II  shows  a graph  of  all  the  cases  of  acute 
appendicitis  for  each  month  of  the  year 
over  a four  year  period ; also,  a graph 
of  the  cases  exclusive  of  those  found  to 
be  definitely  associated  with  upper  respir- 


atory infection.  For  all  cases  there  is  a 
distinct  increase  in  spring  and  fall  months 
which  cannot  be  entirely  explained  by  the 
seasonal  fluctuations  in  the  number  of 
hospital  admissions.  While  patients  are 
less  likely  to  have  elective  operations  per- 
formed during  the  midwinter  and  mid- 
summer months,  this  hardly  applies  to 
acute  appendicitis.  The  discrepancy  be- 
tween the  two  graph  lines  of  Chart  II 
shows  that  during  the  epidemic  periods  of 
acute  appendicitis,  there  is  a greater  in- 
cidence of  associated  upper  respiratory  in- 
fections, and  the  inference  is  that  there  is 
a causal  relationship. 

Whether  infection  beginning  in  the  up- 
per respiratory  passages  reaches  the  ap- 
pendix by  way  of  the  blood  stream  or  the 
enteric  canal  is  not  clear.  Also,  it  cannot 
be  said  with  any  degree  of  certainty  that 
the  initial  swelling  in  the  wall  of  the 
appendix  always  obstructs  the  lumen  and 
that  thereafter  the  process  advances  just 
as  it  does  in  cases  of  mechanical  obstruc- 
tion of  the  lumen.  In  some  instances  the 
appendices  of  this  group  were  found  to  be 
inflamed  only  in  a distal  segment,  as  in 
cases  of  obstruction  of  the  lumen  with 
fecaliths  or  strictures.  But  in  an  impres- 
sive number  of  others,  the  entire  mucosal 
lining  of  an  unobstructed  appendix  was 
involved  in  an  acute  catarrhal  process. 

Tuberculosis  of  the  appendix  with  a 
superimposed  acute  inflammation  was  en- 
countered in  four  cases.  One  case  was 
that  of  a young  man  with  the  usual 
symptoms  and  signs  of  acute  appendicitis 
of  thirty-six  hours  duration  (first  attack). 
The  appendix  at  operation  was  thickened, 
inflamed,  and  covered  with  fibrin,  and 
there  was  no  gross  evidence  of  disease  in 
the  adjoining  ileum  or  cecum.  After  the 
appendix  was  examined  and  found  to  con- 
tain small  caseous  tubercles,  a chest  x-ray 
revealed  early  active  pulmonary  tubercu- 
losis, but  further  studies  showed  no  evi- 
dence of  the  disease  in  the  gastrointesti- 
nal tract.  At  the  end  of  a year  and  a 
half,  he  is  well  and  considered  to  be  an 
arrested  case  of  tuberculosis.  Another 
case  was  that  of  a patient  in  the  hospital 
ward  with  tuberculosis  of  the  cecum  who 
acutely  developed  new  symptoms  and 
signs  which  were  interpreted  after  three 
days  to  represent  appendicitis.  At  oper- 
ation a large  gangrenous  and  tuberculous 
appendix  was  removed ; the  undrained  op- 
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erative  wound  healed  perfectly.  Two 
other  cases  came  to  the  hospital  with  ap- 
pendiceal abscesses  unaware  that  they  also 
had  tuberculosis  of  the  lungs  and  intes- 
tines. 

In  each  instance  the  abscess  was 
drained  without  attempting  to  remove  the 
appendix,  but  a fecal  fistula  persisted. 
After  three  and  four  months  the  tubercu- 
lous appendices  were  removed  and  the 
wounds  drained ; in  one  the  wound  healed 
promptly  while  in  the  other  a fistula  per- 
sists after  six  months. 

Carcinoid  of  the  appendix  was  found 
three  times  in  the  1,500  cases.  In  two 
cases  the  patients  were  operated  upon  for 
mild  recurring  attacks  of  appendicitis  per- 
sisting over  periods  of  three  and  twelve 
months.  The  third  case  had  had  several 
mild  attacks  during  the  six  months  pre- 
ceding admission,  but  came  to  the  hospi- 
tal with  a severe  attack  of  eighteen  hours 
duration.  At  operation  an  enlarged, 
tough,  gangrenous  appendix  was  found. 
Adenocarcinoma  of  the  cecum  invading 
the  base  of  the  appendix  and  producing 
acute  appendicitis  was  encountered  once. 

It  appears  likely,  therefore,  that  an 
appendix  chronically  diseased  with  tuber- 
culosis, carcinoid  or  carcinoma  may  be 
predisposed  to  a superimposed  acute  in- 
flammation and  gangrene.  Actinomycosis 
and  amebic  dysentery  of  the  appendix 
probably  also  belong  in  this  class,  although 
there  are  no  instances  of  these  in  this 
series  of  acute  appendicitis.  In  the  group 
classed  as  chronic  appendicitis,  a cicatrized 
appendix  was  removed  in  a case  known 
to  have  amebic  dysentery. 

Previous  attacks:  Sixty-four  per  cent 
of  those  with  acute  appendicitis  came  to 
the  hospital  in  their  first  attack.  This  is 
a better  record  than  most  other  statistics 
show  and  is  twenty  per  cent  better  than 
the  figure  quoted  for  New  York  City  as  a 
whole,  suggesting  that  the  public  from 
which  this  hospital  draws  its  patients,  is 
more  “appendix  minded.”  The  figures 
indicate  that  the  appendix  is  more  likely 
to  perforate  during  the  first  attack  than 
at  any  subsequent  one;  seventy-five  per 
cent  of  the  cases  with  perforation  as  com- 
pared to  fifty-seven  per  cent  of  those 
without  perforation  had  never  had  a pre- 
vious attack. 

Catharsis:  Much  stress  has  been  laid 
on  the  important  relationship  of  catharsis 


to  the  course  of  acute  appendicitis.  There 
are  some  who  feel  that  too  much  empha- 
sis has  been  placed  upon  its  influence,  but 
there  is  no  doubt  of  the  frequently  dire 
effects  of  purging.  Twenty-six  per  cent 
of  acute  cases  in  this  study  had  had  laxa- 
tives or  cathartics  of  one  type  or  another. 
They  had  been  used  in  nineteen  per  cent 
of  the  cases  with  acute  unperforated  ap- 
pendicitis, in  43.5  per  cent  of  those  per- 
forated with  local  abscess  formation,  and 
in  61.5  per  cent  of  those  perforated  with 
spreading  peritonitis.  That  purging  has 
a part  in  the  advance  of  the  disease  is 
obvious.  There  is  nothing  to  show  that 
enemas  have  had  any  comparable  effect 
although  there  is  good  reason  to  believe 
that  large,  high-pressure  enemas  may  be 
dangerous. 

Duration  before  admission:  The  im- 

portance of  the  time  element  is  axiomatic. 
The  average  elapsed  time  between  the 
onset  of  the  disease  and  hospital  admission 
was  2.6  days  for  all  acute  cases.  64.7 
per  cent  of  the  cases  came  during  the 
first  forty-eight  hours.  Chart  III  shows 
the  percentage  of  cases  based  upon  this 
elapsed  time.  In  acute  appendicitis  with- 
out perforation,  the  average  elapsed  time 
was  two  days,  the  extremes  being  four 
hours  and  twelve  days ; in  the  group  with 
perforation  and  abscess  the  average  was 
5.5  days,  the  extremes  being  fifteen  hours 
and  seven  days;  in  the  group  with  per- 
foration and  spreading  peritonitis  the  av- 
erage was  2.4  days,  the  extremes  being 
ten  hours  and  seven  days.  In  so  much 
as  it  is  the  policy  at  this  hospital  to  pro- 
ceed with  operation  as  quickly  as  possible, 
there  was  little  additional  elapsed  time 
after  admission  and  before  operation. 

The  foregoing  figures  when  compared 
with  the  usual  ones  quoted,  show  that 
patients  with  appendicitis  have  come  to 
this  hospital  more  frequently  in  their  first 
attack,  have  been  less  prone  to  take  cathar- 
tics, and  have  allowed  less  time  to  elapse 
between  onset  of  symptoms  and  hospital 
admission.  These  are  all-important  fac- 
tors and  no  doubt  contribute  to  the  com- 
paratively low  mortality  in  this  series  of 
cases. 

As  the  general  pulbic  and  that  por- 
tion of  the  medical  profession  who  take 
chances  with  delayed  or  conservative  treat- 
ment become  sufficiently  aware  of  the  im- 
portance of  these  three  items,  the  prob- 
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lem  of  dealing  with  appendicitis  will  be 
simplified. 

Clinical  manifestations:  Given  a case 

with  the  classical  symptoms  and  signs  of 
acute  appendicitis,  the  diagnosis  is  not 
difficult  but  in  only  forty-five  per  cent  of 
the  cases  can  they  be  said  to  have  been 
typical.  Abdominal  pain  of  some  kind  is 
always  present  but  its  location  and  nature 
varies  greatly  and  in  young  children  it 
may  be  poorly  expressed.  Associated 
nausea  and  vomiting  is  too  variable  to  be 
of  constant  value.  Diarrhea,  considered 
to  accompany  diseases  other  than  acute 
appendicitis,  and  to  serve  as  a dififerential 
point,  was  found  to  occur  in  eight  per  cent 
of  cases  of  appendicitis.  Similarly,  uri- 
nary symptoms  such  as  frequency,  dis- 
comfort on  voiding,  and  even  cells  in  the 
urine,  which  are  usually  relied  upon  to 
differentiate  appendicitis  from  urinary 
tract  disease,  were  found  to  be  present  in 
seven  per  cent  of  all  cases  of  acute  appen- 
dicitis, and  occurred  as  frequently  as 
twenty-five  per  cent  in  the  group  with 
spreading  peritonitis. 

Local  tenderness  over  the  appendix 
comes  nearest  to  being  a constant  finding 
in  all  cases,  but  all  too  frequently,  even 
this  is  a matter  of  interpretation,  espe- 
cially when  dealing  with  a child  or  an 
uncooperative  patient.  The  interpreta- 
tion of  other  physical  findings  as  muscle 
spasm,  rebound  tenderness,  and  special 
signs,  vary  in  the  same  patient  with  dif- 
ferent examiners.  Tenderness  on  rectal 
examination  was  recorded  by  able  exam- 


iners in  sixty  per  cent  of  the  cases,  but  its 
importance  as  a sign  of  acute  appendicitis 
must  be  looked  upon  guardedly. 

Temperature,  pulse  rate,  and  leukocy- 
tosis are  of  limited  help  in  differentiating 
appendicitis  from  other  diseases  and  in 
differentiating  one  stage  of  the  disease 
from  another.  Table  II  demonstrates  that 
while  there  may  be  significant  differences 
in  the  averages,  the  extremes  overlap 
greatly. 

Differential  diagnosis  and  the  common 
mistakes:  In  a disease  in  which  early 

diagnosis  and  early  operation  are  so  neces- 
sary, the  differentiation  from  other  dis- 
eases takes  on  increased  significance.  The 
surgeon  is  certainly  not  justified  in  oper- 
ating indiscriminately  on  every  case  with 
abdominal  pain  and  tenderness,  and  a mul- 
titude of  conditions  may  simulate  wholly 
or  in  part  the  features  of  appendicitis. 
Time  and  special  tests  would  rule  out 
most  of  these  cases  but  such  measures 
may  be  endangering  the  patient’s  life  and 
the  increasing  mortality  of  delay  must  be 
weighed  against  the  low  mortality  of  op- 
erating needlessly.  In  this  hospital,  cer- 
tainly ordinary  judgment  has  been  used 
in  diagnosis  and  always  a minimum  of 
three  examiners  has  observed  the  patient 
prior  to  operation.  Yet  in  127  cases,  the 
appendix  which  was  removed,  was  found 
not  to  be  inflamed  and  the  cause  of  the 


Chart  III — Percentage  of  Acute  Cases  Based 
on  Time  Elapsed  Between  Onset  of  Symp- 
toms and  Admission  to  Hospital 
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clinical  picture  was  discovered  to  be  some- 
thing else  (Table  III).* 

These  cases  of  mistaken  diagnosis  make 
an  interesting  study  although  only  a 
limited  knowledge  may  be  gained  in  avoid- 
ing such  mistakes  in  the  future.  Indeed, 
the  great  danger  may  be  that  in  the  zeal 
to  reduce  this  group,  the  surgeon  may  err 
on  the  wrong  side,  and  find  out  too  late 
that,  in  trying  to  avoid  a needless  opera- 
tion, he  has  cost  the  patient  his  life. 

Salpingitis  was  operated  upon  22  times 
for  acute  appendicitis.  The  number  of 
cases  of  salpingitis  that  were  not  operated 
upon  over  the  same  period  'of  time  is  not 
known,  though,  no  doubt,  the  number 
would  be  many  times  greater  than  the 
figure  above.  The  fact  is  frequently  over- 
looked that  the  symptoms  and  signs  of 
actual  acute  appendicitis  may  accompany 
salpingitis,  albeit  the  process  is  a peri- 
appendicitis which  presumably  never  goes 
beyond  this  stage.  None  of  the  cases  of 
acute  salpingitis  have  appeared  the  worse 
for  a simple  exploratory  operation  with 
appendectomy.  However,  two  cases  were 
treated  conservatively  as  salpingitis  for 
four  days  when  it  became  evident  that 
there  was  a general  peritonitis  from  per- 
forated appendicitis;  the  operations  per- 
formed on  these  two  patients  in  the  late 
stages  of  their  disease  were  useless. 

Acute  lymphadenitis  of  the  mesentery 
of  the  small  intestine  was  found  in  twenty- 
one  cases  to  have  been  mistaken  for  acute 
appendicitis.  This  disease  has  had  little 
recognition  until  recent  times.5  Formerly, 
it  was  taught,  particularly  in  pediatric 
textbooks,  that  lymphadenitis  of  the  mes- 

* In  a few  other  cases,  estimated  at  not  more 
than  fifteen,  diseases  such  as  perforated  peptic 
ulcer,  acute  cholecystitis,  pancreatitis,  etc.,  were 
mistaken  for  acute  appendicitis  preoperatively, 
but  since  the  appendix  was  not  removed,  the 
cases  do  not  fall  in  this  study. 

Table  II 


Temperature  Average  Extremes 

Acute  unruptured 37.5  (36.6-39) 

Perforated  with  abscess 38  (37 . 2-40 . 2) 

Perforated  with  spreading  peritonitis  ..38.4  (37. 2-39 . 8) 

Pulse 

Acute  unruptured 92  a min.  (70-135) 

Perforated  with  abscess 104  (75—140) 

Perforated  with  spreading  peritonitis. . 110  (90—160) 

Leukocytosis 

Acute  unruptured 12,600  (5,800-26,000) 

Perforated  with  abscess 16,400  (9,000-29,000) 

Perforated  with  spreading  peritonitis. . 17,600  (10,200-3 1,000) 


Table  III 

127  Cases  Operated  on  as  Acute  Appendicitis 
by  Mistake 


Acute  salpingitis 

..  22 

Free  fluid  in  abd 

2 

Pyelitis 

..  4 

(Cause  unknown) 

Nephrolithiasis 

..  3 

Food  poisoning 

3 

Perinephric  abscess 

..  1 

Alcoholic  enteritis .... 

1 

Hydronephrosis 

..  1 

Mesenteric  Infarct 

1 

* Acute  glom.  nephritis 

. . 1 

Pneumonococcus  Peritonitis. . 

2 

Acute  Mesent.  Adenitis 

..  21 

Perforated  Diverticulum 

Upper  Resp.  Inf.  c G.  I. 

1 Cecum 

1 

/Adult 

..  5 

\ Transverse  colon 

1 

\ Children 

..  14 

Paratyphoid  fever 

1 

Regional  Ileitis 

..  4 

Twisted  omentum 

1 

Rupt.  Ovarian  Follicle 

..  11 

Fecal  Impaction 

1 

Pregnancy 

..  5 

Acute  general 

* Pelvic  cellulitis 

lymphadenopathy 

1 

(Postabortional) 

..  3 

Psychonemosis 

2 

Menstrual  pain 

* Death. 

..  2 

No  cause  found 

13 

entery  was  caused  by  tuberculosis,  but 
tubercle  bacilli  are  rarely,  if  ever,  found 
in  this  acute  disease  of  the  lymph  nodes 
seen  at  the  operating  table.  There  is  often, 
although  not  always,  a concurrent  upper 
respiratory  infection,  suggesting  an  etio- 
logical relationship. 

In  this  series,  mesenteric  adenitis  oc- 
curred in  patients  between  the  ages  of 
four  and  twenty  years,  the  average  age 
being  thirteen.  The  symptoms  and  signs, 
although  usually  not  typical  of  appendici- 
tis, were  not  different  enough  from  those 
of  appendicitis  to  make  a differential  diag- 
nosis possible.  At  operation,  acutely  in- 
flamed lymph  nodes  were  found  varying  in 
diameter  from  one-half  to  three  or  four 
centimeters,  and  in  number,  from  a few 
localized  in  the  lower  ileal  mesentery  to 
many  involving  the  entire  mesentery  of 
the  small  bowel.  Some  of  the  nodes  were 
removed  and  microscopic  study  showed 
merely  lymphoid  hyperplasia.  Frequently 
there  was  an  excess  of  clear  peritoneal 
fluid,  occasionally  moderate  thickening  of 
the  mesentery,  and  rarely,  slight  edema  of 
the  adjacent  bowel.  The  appendix  never 
appeared  unusual.  It  has  been  suggested 
that  appendicitis  may  be  an  etiological 
factor  and  that  appendectomy  is  advisable, 
but  this  is  doubtful  because  the  disease 
has  occurred  in  individuals  whose  appen- 
dices have  been  removed ; moreover,  it  is 
often  observed  that  even  in  the  presence 
of  gangrenous  appendicitis,  the  nodes  in 
the  immediate  ileocecal  region  are  not  en- 
larged. All  of  the  cases  of  this  group  re- 
covered during  the  week’s  stay  in  bed 
after  operation ; none  were  made  worse  by 
operation.  Follow-up  studies  show  that 
seventy-five  per  cent  of  them  have  had 
recurring  attacks. 
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There  were  also  fifteen  cases  operated 
upon  for  acute  appendicitis  whose  symp- 
toms and  signs  were  found  to  be  due  to 
acute  upper  respiratory  disease  with  gas- 
troenteritis, popularly  known  as  “intes- 
tinal flu.”  In  these  cases  there  was  no 
mesenteric  adenitis.  The  various  clinical 
pictures  of  disease  beginning  as  throat  in- 
fections have  been  a great  source  of 
worry,  all  the  more  so  because  acute  ap- 
pendicitis may  be  one  of  the  complications 
of  such  infections.  In  1921  Brenneman 
drew  attention  to  the  misleading  nature 
of  abdominal  pain  seen  in  children  with 
throat  infections.  In  1927, 6 to  make 
amends  for  the  misinterpretation  many 
put  on  this  paper,  he  wrote  a second  paper 
in  which  he  states : “A  simultaneous 
throat  infection  should  make  one  incline 
toward  rather  than  away  from  the  diag- 
nosis of  appendicitis.” 

Four  cases  of  so-called  regional  ileitis, 
all  that  have  been  encountered  at  this  hos- 
pital, were  operated  upon  with  the  diag- 
nosis of  appendicitis.  A large  percentage 
of  the  reported  cases  of  this  condition  have 
been  mistaken  preoperatively  for  appen- 
dicitis. This  is  a disease  entity  which,  as 
the  name  implies,  is  characterized  by  in- 
flammation of  the  ileum,  usually  in  its 
terminal  six  to  twelve  inches.  All  four 
cases  had  right  lower  abdominal  pain  with 
nausea,  vomiting,  moderate  fever,  leuko- 
cytosis, and  local  tenderness ; three  pre- 
viously had  had  similar  attacks.  In  two 
of  the  cases  a mass,  which  preoperatively 
was  thought  to  be  an  appendiceal  abscess, 
represented  the  thickened  bowel.  A cor- 
rect diagnosis  could  possibly  have  been 
made  by  proper  x-ray  examination,  but 
such  a procedure  might  be  dangerous 
should  one  find  he  were  dealing  with  ap- 
pendicitis. 

The  etiology  of  regional  ileitis  is  appa- 
rently unrelated  to  appendicitis  and  little 
is  actually  known  of  its  origin.  The  oc- 
casional edema  of  the  bowel  seen  with 
acute  mesenteric  adenitis,  however,  sug- 
gests an  early  stage  of  this  condition.  The 
three  stages  of  the  disease  usually  cited 
are  the  inflammatory,  the  obstructive,  and 
the  fistulous.  Resection  has  been  recom- 
mended without  qualification  by  some,  but 
this  attitude  can  be  disputed.  Without  fur- 
ther operation,  two  of  these  four  cases 
are  free  of  symptoms  after  eighteen  and 
thirty-six  months  respectively.  One  of 


the  others,  a negro  child,  was  found  to 
have  a fistula  between  the  indurated  ileum 
and  the  tip  of  the  appendix.  Appendec- 
tomy was  performed  and  the  defect  in  the 
ileum  closed.  He  has  continued  to  have 
intermittent  symptoms,  and  x-ray  exami- 
nation after  three  years  shows  the  typical 
string-like  narrowing  of  the  distal  ileum, 
but  the  child’s  general  health  has  been 
fairly  satisfactory.  The  fourth  case,  after 
appendectomy,  continued  with  symptoms 
for  six  months  when  a resection  of  the 
ileum  with  ileocolostomy  was  done;  six 
months  after  this,  there  was  evidence  of 
complete  recovery. 

Ruptured  ovarian  follicle  is  another  en- 
tity that  gives  a clinical  picture  simulat- 
ing appendicitis.  In  the  eleven  cases  that 
were  operated  upon,  the  attacks  came 
somewhere  between  the  tenth  and  fif- 
teenth day  after  the  onset  of  the  last 
menstrual  period — in  other  words,  in  the 
midmenstrual  cycle.  There  was  always 
some  degree  of  bleeding  into  the  peri- 
toneal cavity.  In  seven  instances,  the 
right,  and  in  four,  the  left  ovary  was 
found  to  contain  a hemorrhagic  cyst  of 
from  one  to  four  cm.  in  size.  It  is  inter- 
esting that  even  though  the  pathology 
arose  from  the  left  side,  the  predominance 
of  pain  and  tenderness  was  always  on  the 
right.  Five  of  these  cysts  were  observed 
at  operation  to  be  actively  bleeding.  Mi- 
croscopical examination  of  the  three  that 
were  removed  showed  cysts  lined  by  de- 
generating lutein  cells.  Nothing  is  known 
of  the  cause  for  this  abnormal  state  of 
the  Graafian  follicle,  and  follow-up  studies 
show  that  better  than  half  of  these  pa- 
tients have  no  recurrence  of  the  attacks. 

Appendicitis  complicating  pregnancy  is 
a dreaded  combination.  There  is  no  rea- 
son to  believe  that  appendicitis  is  any  more 
frequent  during  pregnancy,  but  it  may  be 
more  difficult  to  recognize,  and  it  cer- 
tainly is  more  dangerous  for  both  mother 
and  fetus,  particularly  in  the  last  half  of 
pregnancy.  The  abdominal  pains,  gastro- 
intestinal symptoms,  the  slight  abdominal 
tenderness,  even  the  leukocytosis  of  preg- 
nancy may  closely  simulate  acute  appendi- 
citis. In  the  total  of  1,500  cases,  ten  preg- 
nant women  were  operated  upon  with 
a preoperative  diagnosis  of  acute  appendi- 
citis. There  were  four  in  each  of  the  first 
two  trimesters  and  two  in  the  last.  In 
five  cases  the  diagnosis  was  correct  and 
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five  incorrect.  Three  of  those  in  the  first 
trimester,  none  of  those  in  the  second, 
both  of  those  in  the  third  were  mistaken 
for  appendicitis.  The  harm  in  removing 
the  appendix  appears  negligible,  for  in 
only  one  instance  was  gestation  inter- 
rupted; one  woman  at  eight  months,  de- 
livered a living  child  two  days  after  oper- 
ation. Of  course,  fifty  per  cent  mistaken 
diagnosis  is  high  and  even  a simple  ap- 
pendectomy during  pregnancy  is  not  to 
be  taken  lightly.  But  the  penalty  of  let- 
ting an  acute  appendicitis  go  undiagnosed 
or  untreated  may  be  general  peritonitis 
which  the  pregnant  woman  may  be  un- 
able to  cope  with,  to  say  nothing  of  the 
additional  complications  of  a dead  fetus. 

Operative  data : In  the  New  York  Hos- 
pital, appendicitis  is  a condition  largely 
handled  by  the  house  staff  working  under 
the  resident  system.  Of  the  1,500  opera- 
tions, eighty-five  per  cent  were  done  by 
the  house  staff,  and  fifteen  per  cent  by 
the  professioral  staff.  By  this  system  al- 
most everyone  thinks  and  acts  along 
similar  lines,  so  that  even  though  fifty  sur- 
geons performed  1,500  operations,  there 
was  little  variation  in  methods.  Five 
surgeons  did  over  one  hundred  opera- 
tions apiece,  and  thirty-five  did  less  than 
twenty-five  apiece. 

In  all  types  of  acute  appendicitis,  the 
rule  was  to  operate  without  delay  when 
the  diagnosis  had  been  made,  and  often 
it  was  thought  better  to  operate  in  the 
absence  of  a positive  diagnosis  than  to 
await  a more  definite  one.  The  incision 
of  choice  was  predominantly  the  McBur- 
ney — in  ninety-four  per  cent  of  cases  with 
acute  appendicitis,  and  in  seventy-two  per 
cent  of  the  nonacute.  This  incision  has 
not  only  been  entirely  adequate  for  deal- 
ing with  all  types  of  acute  appendicitis, 
but  it  has  had  distinct  advantages  over  the 
other  abdominal  incisions.  The  most  im- 
portant advantage  is  that  in  the  presence 
of  pus,  the  appendix  can  be  removed  with- 
out handling  other  parts  of  the  bowel  and 
spreading  infection.  Additional  advan- 
tages are  those  of  easy  drainage,  fewer 
wound  complications,  and  shorter  con- 
valescence. In  a few  cases,  such  as  per- 
forated ulcer  and  acute  cholecystitis,  mis- 
taken for  appendicitis,  it  was  necessary  to 
close  the  McBurney  incision  and  make 
another ; there  need  be  no  embarrassment 
about  such  a procedure.  On  the  other 


hand,  on  three  occasions  a perforated  ap- 
pendicitis was  found  when  a right  rectus 
exploratory  incision  had  been  made;  each 
time  the  wound  was  immediately  closed, 
and  through  a McBurney  incision,  the 
appendix  was  removed  and  drained. 

The  anesthesia  most  frequently  used  for 
the  1,500  cases  was  ethylene,  supple- 
mented with  a small  amount  of  ether 
(1165  cases).  In  children  and  cardiac 
cases  principally,  open  mask  ether  was 
used  (265  cases).  Spinal  or  local  anes- 
thesia was  used  in  the  remainder.  Ap- 
pendectomy under  local  anesthesia  was 
usually  an  unpleasant  experience  for  the 
patient.  Spinal  anesthesia  was  used  in 
some  cases  of  spreading  peritonitis  be- 
cause it  was  felt  the  patient’s  general  con- 
dition did  not  warrant  inhalation  anesthe- 
sia. But  more  often  than  not,  it  was  just 
such  a patient  that  had  to  be  put  in 
Trendelenburg  position  because  of  drop 
in  blood  pressure,  and  this  is  a decidedly 
unfavorable  position  when  pus  is  free  in 
the  abdomen. 

Appendectomy  with  some  appropriate 
method  for  inverting  the  stump  was  em- 
ployed wherever  possible,  although  care 
was  taken  not  to  do  this  at  the  expense 
of  undue  manipulation  in  the  presence 
of  pus.  In  twenty-two  per  cent  of  cases 
of  perforation  with  abscess  formation,  and 
in  only  five  per  cent  of  those  with  spread- 
ing peritonitis,  drainage  without  appendec- 
tomy was  employed.  In  three  of  the  for- 
mer, the  appendix  was  removed  before 
the  patients  left  the  hospital  because  of 
recurring  pain  and  fever.  All  were  ad- 
vised on  leaving  the  hospital  to  return  in 
six  months  for  appendectomy,  and  to  date 
seventy  per  cent  of  them  have  done  so. 

All  cases  of  perforated  appendicitis,  of 
course,  were  drained  without  question,  but 
frequently  there  was  indecision  about 
drainage  in  that  group  in  which  a gangre- 
nous but  grossly  unperforated  appendix 
was  accompanied  by  an  excess  of  cloudy 
peritoneal  fluid.  One  fourth  of  the  cases 
without  perforation  were  in  this  group, 
and  the  old  axiom  “drain  when  in  doubt” 
was  usually  adhered  to.  Thus,  twenty 
per  cent  of  these  cases  were  drained. 
Aerobic  and  anaerobic  cultures  of  the  ab- 
dominal fluid  showed  a positive  growth 
in  fourteen  per  cent  of  cases,  the  organ- 
isms being  B.  coli,  streptococci  or  gram 
negative  bacilli.  The  fluid  from  a num- 
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ber  of  the  undrained  cases  showed  or- 
ganisms on  culture,  yet  no  subsequent 
peritonitis  developed.  This  suggests  that 
probably  drainage  is  entirely  unnecessary 
when  the  appendix  has  not  perforated. 
However,  wound  infection  was  noticeably 
more  frequent  in  such  cases  (15  per  cent), 
whereas  in  all  undrained  cases,  its  occur- 
rence was  3.9  per  cent.  The  incidence  of 
wound  infection  in  the  nonacute  cases  was 
0.8  per  cent. 

Complications:  The  other  important 

complications  after  operation  for  appendi- 
citis occurred  principally  in  those  cases 


Chart  IV — Percentage  Mortality  According 
to  Age 


with  perforation  and  in  those  with  some 
chronic  systemic  disease  accompanying 
appendicitis.  Many  of  the  serious  com- 
plications here  listed  were  the  cause  of 
death. 

The  abdominal  complications  include 
pelvic  abscess,  fourteen  cases ; fecal 
fistula,  eleven  (all  but  one  closed  spon- 
taneously) ; paralytic  ileus,  seven;  intes- 
tinal obstruction,  two;  evisceration,  one 
(following  accidental  removal  of  drain  on 
first  postoperative  day)  ; acute  cholecysti- 
tis, one ; and  pylephlebitis  with  multiple 
liver  abscesses,  one.  Ileus  and  intestinal 
obstruction  caused  most  concern  and  all 
but  two  of  the  patients  with  these  com- 


plications died.  Paralytic  ileus  is  present 
to  a moderate  degree  at  the  outset  in  all 
cases  of  peritonitis,  but  in  the  early  stages 
may  be  amenable  to  treatment.  There- 
fore, every  case  was  treated  with  this  in 
mind,  using  a regime  of  nothing  by  mouth, 
large  amounts  of  fluid  parenterally,  ab- 
dominal stupes  and  poultices,  repeated 
blood  transfusion,  and  most  important  of 
all,  early  and  constant  duodenal  drainage. 
No  form  of  enterostomy  was  performed 
until  it  became  established  that  the  con- 
dition was  progressing  under  conservative 
treatment.  Jej unostomy  was  utilized  in 
seven  cases  and  in  no  instance  did  it  save 
life. 

It  could  be  argued  that  earlier  jejunos- 
tomy  in  these  cases  might  have  been 
more  efficacious,  but  this  reasoning  is 
doubtful. 

The  pulmonary  complications  include 
bronchopneumonia,  twelve  cases;  atelec- 
tasis, five ; pulmonary  embolism,  six. 
The  cardiovascular  complications  include 
cardiac  decompensation,  three  cases ; 
thrombosis  of  pulmonary  artery,  two; 
septicemia,  three;  phlebitis  of  lower  ex- 
tremities, eight.  Of  urinary  tract  compli- 
cations, cystitis  occurred  fifteen  times,  and 
pyelitis  twice.  Serious  parotitis  developed 
in  three  cases,  two  of  which  died.  In  one 
case  of  gangrenous  appendicitis  with 
cloudy  peritoneal  fluid,  undrained,  a se- 
vere streptococcal  phagedenic  infection 
developed  which  involved  the  entire  right 
abdominal  wall  extending  to  the  back  and 
lower  thorax;  the  patient  recovered. 

With  regard  to  incisional  hernias  in 
wounds  that  had  been  drained,  follow-up 
studies  of  a year  or  more  showed  that 
twenty-two  per  cent  of  the  McBurney 
wounds  developed  hernias.  (There  were 
none  in  undrained  wounds.)  There  were 
eight  cases  in  which  drainage  was  done 
through  a right  rectus  incision  and  half 
of  these  developed  hernias.  The  incisional 
hernias  through  paramedian  wounds  can 
be  notoriously  bad,  but  hernias  in  Mc- 
Burney wounds  are  small,  and  many  pa- 
tients refuse  repair.  However,  half  of 
them  have  submitted  to  operation,  and  re- 
pair has  always  been  simple. 

Mortality : The  mortality  figures  (Table 
I)  indicate  essentially  what  all  statistics 
on  appendicitis  do,  namely,  that  the  grav- 
est danger  to  life  exists  when  the  appen- 
dix has  perforated  and  the  infection  has 
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failed  to  wall  off  as  a local  abscess.  Mor- 
tality in  this  group  is  usually  considered 
to  be  between  twenty  and  forty  per  cent ; 
here  it  was  twenty  per  cent.  No  cases  of 
perforated  appendicitis  went  unoperated 
during  the  period  covered  by  this  study, 
either  on  the  surgical  wards  or  on  the 
associated  wards  for  which  the  surgical 
department  acted  as  consultant. 

The  attempt  to  lower  this  mortality  by 
adopting  a conservative  and  waiting  policy 
in  the  cases  of  advanced  peritonitis  has 
not  been  used  in  this  hospital  because  the 
arguments  for  such  a practice  are  not  en- 


bund  stage  of  general  peritonitis.  Such 
cases  leave  a vivid  impression. 

Table  IV  shows  the  important  facts 
about  the  nineteen  patients  who  died  as 
a result  of  acute  appendicitis.  The  mor- 
tality was  greatest  at  the  extremes  of  life 
(Chart  IV).  Fortunately  at  the  ages 
when  the  greatest  incidence  of  appendi- 
citis occurs,  the  lowest  mortality  exists. 
The  apparent  reasons  for  the  higher  mor- 
tality in  the  younger  and  older  are:  with 
the  child  there  is  apt  to  be  more  delay  in 
coming  to  the  hospital,  purging  is  more 
usual,  and  the  child’s  peritoneum  with- 
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tirely  convincing.  Furthermore,  the  cri- 
teria for  discerning  those  cases  that  de- 
serve immediate  operation  from  those  that 
do  not,  are  by  no  means  clear.  In  view 
of  the  uncertainties  in  discerning  the 
stages  of  acute  appendicitis,  even  the 
ablest  diagnostician  may  mistake  an  early 
case  of  peritonitis,  which  might  readily 
recover  from  operation,  for  a more  ad- 
vanced one  which  has  a grave  prognosis 
with  or  without  operation.  The  two  cases 
of  appendicitis,  with  peritonitis,  mistaken 
for  salpingitis  on  the  third  day  of  their 
illness  and  treated  with  rigid  conservatism, 
went  on  in  the  next  four  days  to  a mori- 


stands  infection  less  well ; with  the  adult 
past  forty,  symptoms  are  less  typical  and 
complications  more  frequent. 

To  summarize  the  factors  influencing 
the  mortality  in  acute  appendicitis,  the 
important  ones  are:  age,  duration  of  dis- 
ease before  operation,  catharsis,  anes- 
thesia, type  of  incision,  operative  skill, 
postoperative  care,  and  general  resistance 
of  the  patient. 

Hospital  days:  The  average  time  spent 
in  the  hospital  in  cases  with  acute  unper- 
forated appendicitis  was  8.8  days ; fifty 
per  cent  were  discharged  in  seven  days  or 
less.  From  the  standpoint  of  the  economy 
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of  time  and  money,  to  say  nothing  of 
safety,  there  can  be  no  advantage  in 
“freezing  out”  acute  appendicitis  which 
will  probably  recur  and  eventually  require 
surgery. 

Chronic  Appendicitis 

Among  the  1 500  operations  for  removal 
of  the  appendix,  487  were  done  for 
chronic  or  recurrent  appendicitis.  Chronic 
appendicitis  is  a diagnosis  for  which  the 
surgeon  feels  a certain  amount  of  apology 
because  it  is  a clinical  diagnosis  without 
a definite  pathological  picture.  The  diag- 
nosis of  recurrent  appendicitis  implies  re- 
peated acute  attacks  on  a definite  patho- 
logical basis.  But  no  sharp  line  of  dis- 
tinction can  be  drawn  between  the  two 


changes  in  the  nervous  tissue  of  the  ap- 
pendix. Since  Masson7  in  1921  drew 
attention  to  sympathetic  neuromas  and  the 
“musculo-nervous  hyperplasia”  of  the  ap- 
pendix, the  hope  has  been  that  here  was 
more  definite  evidence  for  diagnosing 
chronic  disease  of  the  appendix  and  a 
more  tangible  cause  for  the  symptoms  of 
chronic  appendicitis.  The  impression 
gained  in  this  hospital,  however,  has  been 
that  hyperplasia  of  nervous  tissue  has  no 
more  significance  than  other  changes  in 
the  appendix  and  that  actual  neuromas 
are  comparatively  rare. 

Localized  strictures  or  gross  kinks  were 
present  in  twenty-one  per  cent,  and  feca- 
liths  were  found  in  the  lumen  in  nine  per 
cent  of  the  cases.  Intestinal  worms  in  the 
lumen  occurred  in  seven  cases,  carcinoid 


Table  V — Cases  Operated  on  as  Chronic  Appendicitis — Follow-up  Studies 
1 to  3 Years — Postoperative 


Cases  not  found 43  (11%) 

Cases  adequately  studied 345  (89%) 
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345  Cases  “Chronic  Appendicitis” 
( with  adequate  follow-up  studies) 


Cured  (no  return  of  symptoms) 64.6% 

Improved  (partial  loss  of  symptoms) 16.0% 

Unimproved  (symptoms  same  or  worse) 19.4% 


Unimproved  Cases 

(a)  Unqualified 8 

(b)  Studied  further  but  no  causes  found 20 

(c)  Studied  further  and  following  causes  found.  39 

Psychoneurosis 7 

Chr.  urinary  infect 5 

Nephrolithiasis 2 

Hydronephrosis 1 

Nephroptosis 1 

Constipation  with  spastic  colitis.  4 

Mucous  colitis 1 

Duodenal  ulcer 7 

Chr.  mes.  adenitis 1 

Inguinal  hernia 1 

Retroversion  uterus 1 

Chr.  salpingitis 2 

Menstrual  pain 2 

Sacroiliac  disease 2 

Tbc.  pleurisy 1 

Lead  colic 1 


even  though  theoretically  there  may  be 
very  different  reasons  for  operation. 

Pathology:  Almost  every  appendix  re- 
moved showed  on  gross  or  microscopical 
examination  some  variation  from  normal, 
such  as  periappendiceal  adhesions,  kink- 
ing, narrowing  or  obliteration  of  the 
lumen,  cicatricial  stricture,  atrophy  of  the 
mucosal  layer,  hypo-  or  hyperplasia  of 
lymphoid  tissue,  proliferation  of  connec- 
tive tissue  in  one  or  more  layers,  or  altera- 
tion in  the  nervous  tissue.  Such  changes 
can  be  the  result  of  inflammation  though 
some  may  represent  an  involutional  proc- 
ess. The  mere  fact  that  the  same  changes 
are  often  found  in  appendices  removed 
incidentally,  implies  that  they  need  not 
always  be  the  cause  of  symptoms. 

Considerable  attention  was  given  to  the 


occurred  twice,  mucocele,  four  times,  and 
tuberculosis  of  the  appendix,  once.  The 
appendices  removed  in  the  twelve  cases 
that  returned  for  elective  operation  after 
drainage  of  an  appendiceal  abscess 
showed,  for  the  most  part,  no  changes 
that  might  definitely  distinguish  them 
from  other  appendices  about  which  there 
was  no  such  definite  history.  In  other 
words,  there  was  no  dependable  correla- 
tion between  the  pathological  picture  and 
the  nature  of  the  clinical  symptoms  and 
signs. 

Clinical  manifestations : The  symptoms 
usually  ascribed  to  chronic  appendicitis 
are  either  pain  and  soreness  in  the  right 
lower  quadrant  of  the  abdomen  or  a diges- 
tive discomfort  referred  to  the  epigastric 
and  umbilical  regions.  The  latter  are 
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noticed  particularly  after  a meal.  Gas  and 
constipation  are  frequently  accompanying 
complaints.  There  may  be  tenderness 
over  the  appendix  but  its  elicitation,  even 
with  the  aid  of  the  x-ray  to  locate  the 
exact  site  of  the  appendix,  cannot  always 
be  depended  upon  to  be  definite  evidence 
of  chronic  appendicitis. 

There  can  be  little  doubt  that  there 
does  exist  a variable  syndrome  caused  by 
chronic  disease  of  the  appendix,  but  the 
difficulty  lies  in  making  a correct  diag- 
nosis preoperatively  even  though  careful 
studies  be  made  to  rule  out  the  many 
other  possibilities.  Often  when  the  diag- 
nosis is  particularly  elusive,  it  has  seemed 
almost  better  from  the  standpoint  of 
conservation  of  time  and  money  to  rely 
on  operation  to  settle  the  question  though 
such  a policy  has  a limited  application. 

Operative  data:  The  McBurney  inci- 
sion was  used  in  seventy-two  per  cent  of 
cases  because  the  wound  is  less  disabling 
and  convalescence  is  quicker.  The  right 
rectus  incision  was  used  when  there  was 
just  reason  to  suppose  there  might  be 
pathology  that  could  not  be  reached 
through  a McBurney  incision.  Whereas 
catgut  sutures  were  used  in  most  cases 
of  acute  appendicitis,  silk  was  used  in 
ninety  per  cent  of  the  nonacute  cases  and 
the  incidence  of  wound  infection  in  the 
latter  was  0.8  per  cent.  There  were  no 


serious  complications  and  no  mortality  in 
the  487  patients  operated  upon  for  chronic 
appendicitis. 

Follow-up  studies:  The  final  proof  of 
the  value  of  appendectomy  in  chronic  ap- 
pendicitis lies  in  alleviation  of  symptoms. 
Of  the  cases  operated  upon  sufficiently 
long  ago  for  study,  eight-nine  per  cent 
(345  cases)  have  had  careful  follow-up 
studies  over  a period  of  one  to  three 
years.  The  results  of  the  study  (Table 
V)  show  that  64.6  per  cent  have  been 
entirely  relieved  of  symptoms.  It  is  likely 
that  some  of  these  cases  represent  psycho- 
therapeutic successes  only,  but  regardless 
of  how  or  why,  if  almost  two-thirds  get 
relief  of  symptoms,  the  operation  has  been 
justified.  Table  V also  shows  an  analysis 
of  those  cases  that  had  no  benefit  from 
appendectomy;  a few  of  the  diagnoses 
that  appear  there  were  made  preopera- 
tively, but  in  every  case  there  seemed 
good  reason  for  the  operation  at  the  time. 
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ELECTRICAL  HEARING  AIDS  IN  A SCHOOL  FOR  THE  DEAF 


Lord  Horder  inaugurated  a special  sound 
installation  at  the  cinema  of  the  Royal 
School  for  Deaf  and  Dumb  Children,  Mar- 
gate. Experiments  in  the  use  of  electrical 
hearing  aids  have  been  carried  out  during 
the  past  three  years  at  the  school,  which  is 
now  the  first  to  be  equipped  with  apparatus 
that  enables  a fair  proportion  of  its  pupils 
to  distinguish  the  sounds  reproduced  in  a 
talking  film.  As  told  in  the  London  letter 
to  the  AMA  Journal,  a record  is  made,  by 
means  of  tests  on  an  audiometer,  of  the 
exact  amount  of  hearing  loss  of  each  child. 
It  has  been  found  that  those  who  do  not 
have  a greater  hearing  loss  than  seventy 
per  cent  can  derive  benefit  from  hearing 
aids. 

The  sound  reproduced  with  the  film  is 
put  on  to  a line  through  a special  device 


which  ensures  that  it  shall  not  exceed  a 
certain  level  of  volume.  The  line  goes  to 
sockets  fixed  on  the  back  of  each  chair,  and 
each  child  has  a small  box  from  which  a 
lead  is  plugged  into  the  socket.  The  special 
“unmasked  hearing”  headphones  which  the 
child  uses  ensure  that  the  speed  sounds  are 
clearly  defined,  so  that  the  consonants  in 
particular  are  easily  distinguished.  The 
system  of  “unmasked  hearing”  is  regarded 
as  the  most  important  feature  of  the  instal- 
lation, because  its  use  helps  in  a progres- 
sive appreciation  of  speech  sounds. 

Lord  Horder  said  that  the  school  made 
a double  appeal  to  the  physician — as  a 
humanitarian  and  as  a scientist.  These 
hearing  aids  achieved  what  was  a valuable 
addition  to  the  physical  and  mental  well- 
being of  the  children  of  the  school. 


New  medicines  and  treatments  are  like  for.  Too  often  they  are  false  Messiahs. — 
Messiahs,  which  mankind  yearningly  longs  . Getterman. 


THE  RELATIONSHIP  OF  PHYSICAL  THERAPY 
TO  INTERNAL  MEDICINE 


Jacob  Gutman,  M.D.,  Phar.  D.,  F.A.C.P.,  Brooklyn 
Director,  Brooklyn  Diagnostic  Institute 


The  subject  assigned  to  the  speaker  is 
indeed  very  extensive  in  its  scope.  We 
feel  that  in  the  short  time  allotted  it  will 
be  impossible  to  do  it  justice;  therefore, 
but  few  of  its  more  important  topics  can 
receive  consideration.  We  are  offer- 
ing this  presentation  not  as  a specialist 
in  physical  therapy,  but  as  an  in- 
ternist, who  over  twenty- five  years  ago 
visualized  the  value  of  physical  therapy 
in  the  treatment  of  medical  disorders, 
and  who  during  all  this  long  period  made 
use  of  all  the  modalities  offered  by  a 
well-equipped  physiotherapy  department 
and  the  opportunities  of  an  extensive 
practice. 

Only  during  the  last  two  decades  has 
physical  therapy  really  made  definite 
progress  in  this  country;  previously,  but 
little  was  known  of  its  various  modalities 
or  their  effects.  Since  the  last  War,  be- 
cause of  extensive  researches  conducted 
in  every  part  of  the  country  and  sys- 
tematic accurate  clinical  observations  af- 
forded each  modality,  physical  therapy 
has  become  recognized  as  an  important 
factor  in  the  treatment  of  disease.  To- 
day, many  institutions  throughout  the 
land  boast  of  excellently  equipped  physi- 
cal therapy  departments ; many  men  have 
become  proficient  specialists  in  this 
branch  of  therapeusis,  and  almost  every 
practising  physician  is  in  possession  of 
some  type  of  equipment  for  its  applica- 
tion in  the  treatment  of  disease.  Such 
popularity  is  accounted  for  by  the  fact 
that  physical  therapy  offers  certain  ad- 
vantages not  obtainable  with  other  types 
of  treatment;  it  makes  it  possible  to  di- 
rectly affect  topically  almost  every  organ 
in  the  body;  in  numerous  instances  it 
gives  almost  immediate  symptomatic  re- 
lief, though  not  always  of  permanent 
duration;  through  its  use,  surgery  may 
occasionally  be  avoided. 

Whether  the  action  of  the  physical 
agencies  be  chemical,  physical,  biologic  or 


physiologic — a question  still  debated  re- 
garding some  modalities — we  are  not 
concerned  here,  we  are  interested  only  in 
their  practical  application. 

Physical  therapy  is  not  an  innovation 
in  medicine,  being  probably  one  of  the 
oldest  methods  in  healing  the  sick.  Neither 
is  it  confined  to  man  only ; lower  animals, 
seeking  relief  from  pain  and  sickness  re- 
sort by  natural  intuition  to  heat,  friction, 
cold,  bathing,  and  similar  methods.  Primi- 
tive man  of  the  lowest  known  cultural 
level  appreciated  the  value  of  heat  and 
cold,  crude  massage,  baths,  mineral  wa- 
ters emetics,  and  purgatives  which  he 
utilized  in  bringing  up  his  young,  and  in 
the  development  of  his  own  body  as  well 
as  in  the  treatment  of  his  ailments.  At 
later  periods,  sorcerers,  priests  and  pro- 
fessional wise  men  took  up  the  healing  of 
the  sick  and  added  to  these  simple  natural 
remedies  prayers,  incantations,  and  ridic- 
ulous and  repulsive  substances ; these 
were  employed  as  supernatural  agencies 
in  conjunction  with  the  superficial  appli- 
cation of  common  remedies  previously 
mentioned,  religion  being  injected  into 
the  art  of  healing  at  every  low  cultural 
level.  Still  later,  as  in  Greece  and  then 
in  Rome,  many  physical  measures  as  bath- 
ing, gymnastics,  diet,  and  massage  were 
utilized  in  the  healing  of  the  sick,  as  well 
as  for  the  development  of  sound,  healthy 
bodies.  In  Greece  the  numerous  temples 
of  Aesculapius  were  located  in  the  sacred 
groves  near  mineral,  thermal,  and  sea  wa- 
ters, and  under  the  management  of  hered- 
itary oriests.  Hippocrates  fully  under- 
stood the  value  of  fresh  air,  good  food, 
proper  rest,  sleep,  and  exercise;  also  of 
the  necessity  for  normal  excretory  prac- 
tices, factors  accepted  today  as  indispens- 
able in  proper  hygiene  and  promotion  of 
good  health.  The  methods  of  adminis- 
tering cold  water  baths,  massage,  etc., 
were  carried  out  by  his  disciples  for  many 
centuries  thereafter,  and  his  many  regula- 
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tions  of  diet  were  adhered  to  for  a long 
period.  When  Greece  was  conquered  by 
the  Romans,  the  superstitious  barbarisms 
existing  in  Rome  before  the  conquest  were 
quickly  abolished  through  the  influence 
of  Greek  civilization,  public  baths  were 
established,  and  gymnasiums  and  places 
for  social  entertainment  organized;  min- 
eral waters  and  hot  springs  became  ex- 
tremely popular.  Furthermore,  these  in- 
novations were  not  confined  to  Rome,  but 
were  to  be  found  in  all  parts  of  the  world 
where  Roman  conquest  followed.  Arabian 
medicine,  bridging  the  gap  between  the 
Greco-Roman  and  Renaissance  periods, 
was  inclined  more  toward  drug  therapy 
rather  than  physical  measures,  while  dur- 
ing the  Dark  Ages,  with  the  degradation 
in  all  arts  of  life  during  that  period,  med- 
ical as  well  as  physical  therapy  fell  entirely 
into  disrepute,  since  solicitude  concern- 
ing the  body  was  regarded  as  degrading. 
During  the  later  centuries — the  fifteenth, 
sixteenth,  seventeenth  and  eighteenth — 
there  were  periods  of  popularity  and  pe- 
riods of  decadence  in  physical  therapy; 
there  were  times  when  public  baths  were 
closed  altogether  because  the  spread  of 
syphilis  in  Europe  during  those  periods 
was  ascribed  thereto.  In  Germany,  how- 
ever, since  the  seventeenth  century,  hydro- 
therapy has  received  better  consideration  ; 
it  being  really  from  here  that  the  value 
of  various  mineral  waters  in  the  treat- 
ment of  chronic  diseases  has  spread 
throughout  Europe. 

In  this  country,  as  mentioned,  physio- 
therapy was  utilized  but  little  before  the 
war;  there  was  no  real  interest  by  the 
general  profession  in  this  type  of  treat- 
ment. The  late  War,  however,  provided 
an  opportunity  for  an  immense  and  il- 
luminating demonstration  of  what  physio- 
therapy may  accomplish.  The  vast  num- 
ber of  wounded  coming  back  from  the 
other  continents,  the  wish  to  return  the 
disabled  to  their  homes  restored  in  func- 
tion at  the  earliest  possibility,  the  un- 
stinted resources  of  the  government  to 
provide  for  their  treatment,  as  well  as 
the  knowledge  acquired  abroad  by  our 
physicians  regarding  methods  to  be  em- 
ployed and  results  obtainable — all  these 
have  stimulated  a general  interest  in 
physiotherapy.  Surgery,  especially  trau- 
matic, has  benefited  mostly  from  its  ad- 
vancement. But  ere  long,  the  internist 


also  turned  his  attention  to  this  new 
therapeutic  field  with  the  result  that  today 
it  constitutes  a very  important  part  in  the 
therapeutic  armamentarium  of  the  prac- 
tising internist. 

Circulatory  Disorders 

After  this  short  introduction  permit 
me  now  to  present  briefly  a few  of  the 
more  common  uses  of  physical  therapy 
in  internal  medicine;  lack  of  time  com- 
pels the  elimination  of  symptomatologic 
and  other  data  of  interest  in  the  disorders 
to  be  mentioned,  or  the  quoting  of  sta- 
tistics of  personal  experiences. 

The  application  of  physical  therapy  in 
cardiovascular  disease  is  for  the  purpose 
of  alleviating  pain,  relieving  vascular 
spasm,  correcting  functional  disorders, 
and  influencing  the  state  of  the  coronary 
vessels.  We  feel  it  is  particularly  helpful 
in  chronic  angina  pectoris,  especially  of 
the  milder  or  moderately  severe  types. 
Here  diathermia  is  the  most  popular  mo- 
dality, as  it  serves  as  a means  of  inducing 
local  hyperemia,  improving  muscle  tone, 
effecting  dilatation,  and  relieving  spasm  of 
the  coronary  blood  vessels ; it  increases 
the  pulse  rate  and  quality  and  favors 
stronger  cardiac  action. 

Diathermia  is  also  being  employed  in 
the  treatment  of  chronic  coronary  throm- 
bosis; in  the  acute  and  subacute  cases 
such  therapy  is  generally  harmful.  Mark- 
ed clinical  improvement  with  relief  of 
symptoms  may  here  be  obtained  because 
of  increased  flow  of  blood  in  the  myo- 
cardium and  decreased  anoxemia;  there 
often  occurs  also  a change  in  the  abnor- 
mal deflections  of  the  T wave  in  the  elec- 
trocardiogram. In  instances  where  the 
cardiac  disorder  is  associated  with  a neu- 
rotic state,  a not  uncommon  occurrence, 
the  treatment  is  particularly  helpful  be- 
cause of  the  additional  psychic  effect. 

In  both  conditions — angina  pectoris  as 
well  as  coronary  thrombosis — treatments 
comprising  a constant  current  of  about 
800  to  1200  ma.  for  one  quarter  to  one 
hour’s  duration,  should  be  given  regularly 
for  many  months,  two  or  three  times  a 
week.  The  technic  employed  may  be  the 
usual — medium-sized  electrodes  applied 
precordially  and  posteriorly,  the  patient 
generally  in  a sitting  or  at  times  a lying 
position.  During  the  past  two  years  we 
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have  also  been  employing  ultra  short 
wave  for  cardiac  disorders.  Although, 
in  some  instances  the  patient  who  has  pre- 
viously had  diathermia  expresses  a pref- 
erence for  ultra  short,  claiming  this  to  be 
more  effective,  either  current  may  be  tried 
in  a particular  case.  Such  treatment, 
however,  being  mostly  palliative,  should 
constitute  only  a part  of  general  therapy, 
an  ally  to  drugs,  diet,  hygienic  living,  and 
other  therapeutic  measures  known  to  in- 
fluence and  aid  these  conditions. 

We  will  not  here  dilate  upon  the  uses 
of  other  physical  measures  of  benefit  in 
cardiac  disease,  e.  g.,  special  exercises, 
mechanotherapy,  massage  and  other  mo- 
dalities, or  of  carbon  dioxide  baths,  so 
excellently  provided  and  administered  in 
our  own  State,  as  well  as  in  others  and 
in  European  countries,  all  known  to  be 
most  beneficial  in  these  disorders. 

The  value  of  physical  therapy  in  vascu- 
lar diseases  of  the  extremities,  whether 
due  to  vasomotor  disturbance  or  chronic 
progressive  inflammation,  is  an  accepted 
fact;  here  pain  and  spasm  are  relieved, 
active  hyperemia  is  induced  and  symp- 
toms improved.  In  thromboangiitis  ob- 
literans, foot  baths  are  ordered  as  a usual 
procedure;  how  much  they  improve  cir- 
culation in  the  extremities  has  been  to  us 
a moot  question.  Buerger’s  exercises  to 
stimulate  muscle  tone  and  circulation  we 
found  valuable;  ultraviolet  and  whirlpool 
baths  may  assist  in  the  healing  of  ulcera- 
tion, where  present.  Diathermia  is  often 
employed  by  us  and  appears  to  relieve 
pain  and  assist  in  restoration  of  function  ; 
the  ordinary  cuff  and  plate  electrodes  are 
applied,  administering  about  500  to  1,000 
ma.  as  frequently  as  three  times  a week, 
best  preceded  by  light  therapy.  The  re- 
sults are  often  transient,  yet  we  feel  that 
in  a limited  number  of  our  cases,  ampu- 
tations were  definitely  avoided  thereby. 

Such  course  of  therapy,  however,  is  of 
very  little  benefit  in  the  more  advanced 
cases;  here  external  local  heat  by  what- 
ever means  applied  seems  most  beneficial. 
We  have  had  as  yet  but  little  experience 
with  suction  and  pressure  apparatus  and 
therefore  refrain  from  passing  an  opinion. 
Mecholyl  iontophoresis,  but  recently  in- 
troduced, seems  to  offer  an  additional 
means  of  relieving  pain  and  discomfort. 

The  physical  treatment  of  vascular  oc- 
clusion due  to  endarteritis,  as  in  arterio- 


sclerosis, diabetes,  etc.,  is  similar  to  that 
of  Buerger’s  disease.  Intermittent  claudi- 
cation, usually  of  angiospastic  origin,  ac- 
companying any  of  the  vascular  disorders 
of  the  extremities,  may  satisfactorily  be 
overcome  by  similar  treatment.  In  our 
few  cases  of  early  Raynaud’s  disease, 
symptomatic  relief  was  obtained  with  gen- 
eral ultraviolet  radiation  and  diathermia 
of  200  to  300  ma.  for  about  a half  hour 
every  day  or  second  day  followed  by  gal- 
vanism, with  the  affected  extremity  in  a 
negative  galvanic  bath  and  the  indifferent 
electrode  posteriorly  or  at  the  cervical 
region  for  ten  to  twenty  minutes,  about 
twenty  ma.  as  recommended  by  Granger. 
In  the  second  and  third  stages  of  the  dis- 
ease, physiotherapy  seems  useless. 

Hypertension 

Physical  therapy  is  of  considerable 
value  in  hypertension.  However,  before 
one  may  rationally  apply  any  of  its  mo- 
dalities, it  must  first  be  determined 
whether  the  pressure  is  really  abnormal 
in  the  particular  case,  being  guided  by 
definite  standards  as  to  what  is  normal 
or  abnormal  in  each  instance.  It  must 
also  be  established  whether  the  case  is  one 
of  hyperpiesis  or  essential  primary  hyper- 
tension, possibly  of  toxic  origin,  or 
whether  it  is  of  the  sclerotic  type,  ac- 
companying arteriosclerosis,  aorta  disease 
or  sclerosis  of  kidneys  or  other  organs. 

In  deciding  on  treatment,  there  are  in- 
stances where  a higher  than  expected 
blood  pressure  is  suddenly  discovered, 
perhaps  during  a life  insurance  examina- 
tion ; here,  the  individual  may  need  no 
treatment,  except  perhaps  reassurance  ; 
neither  do  transient  cases  due  to  mental 
strain  or  occurring  at  menopausal  and 
menstrual  periods,  or  in  pseudoangina 
require  treatment;  some  cases  of  hyper- 
tension failing  to  show  an  etiological 
factor  and  probably  due  to  irritation  of 
vasomotor  center,  also  require  but  little 
attention.  On  the  other  hand,  any  type 
of  hypertension  with  even  mild  symp- 
toms such  as  headaches,  early  fatigue, 
slight  dyspnea,  vertigo,  perhaps  palpita- 
tion, should  be  given  the  benefit  of  physio- 
therapy; those  presenting  more  serious 
symptoms,  as  evidences  of  cardiac  insuf- 
ficiency, Bright’s  disease  or  perhaps  hem- 
orrhages, retinal  changes,  particularly 
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demand  very  careful,  judicious,  and 
patient  therapy. 

There  seems  to  exist  a difference  of 
opinion  among  some  clinicians  as  to  the 
benefits  to  be  derived  in  hypertension 
from  physical  therapy.  Where  differ- 
ences in  results  do  occur,  they  are  un- 
doubtedly due  either  to  faulty  selection 
of  cases  or  improper  methods  of  applica- 
tion. We  found  physical  therapy  far 
more  helpful  in  hypertension  due  at  least 
partly  to  vasomotor  spasms  than  in  those 
due  entirely  to  actual  pathologic  changes 
in  the  artery,  where  loss  of  elasticity  and 
deposits  of  lipoids  and  lime  salts  exist.  It 
is  imperative  in  all  cases  before  applying 
treatment,  that  particular  attention  be 
paid  to  the  disclosure  of  every  underly- 
ing etiological  factor.  For  this  reason, 
various  investigations  are  demanded, 
including  inquiry  into  living  conditions, 
mental  stress  and  aggravations  and  eat- 
ing and  sleeping  habits ; but  special  stress 
must  be  laid  on  the  discovery  and  eradi- 
cation of  focal  infection. 

To  the  colon  we  afford  special  atten- 
tion, for  we  feel  that  in  a majority  of 
instances  the  bowel  is  an  important  con- 
tributory cause  of  hypertension.  Consti- 
pation seems  common  in  these  cases,  and 
many  products  of  fermentation  and  putre- 
faction resulting  therefrom  are  very 
potent  etiologic  factors  in  hypertension. 
The  intestine  is  an  excellent  site  for 
toxin  formation;  it  contains  numerous 
pathogenic  and  potentially-pathogenic 
bacteria ; it  presents  a suitable  culture 
medium  of  proper  temperature  and 
moisture  with  nutrient  substances,  as 
food  residues,  incompletely  split  proteins 
and  other  products — all  favoring  the 
growth  of  bacteria  and  the  production  of 
toxins.  The  nitrogen  types  of  putre- 
factive bacteria  manufacture  from  the 
large  complicated  protein  molecule  many 
obnoxious  substances ; the  aromatic  ring 
is  broken  up  into  indol,  skatol,  cresol, 
and  phenol ; the  fatty  acid  radicle  into 
cadaverin,  putrescin,  ammonia,  acetone, 
etc. ; the  sulphur  radicle  into  sulphur 
derivatives  as  methyl  mercaptan ; the 
carbohydrate  part  into  muscarin,  cholin, 
neurine,  and  others.  Many  similarly 
toxic  by-products  are  also  derived  from 
the  decomposition  of  carbohydrates  and 
fats.  Some  of  these  substances  are  pow- 
erful vasoconstrictors  and  thus  inducive 


of  hypertension.  Of  course,  under  nor- 
mal conditions  such  amins  and  toxins 
reaching  the  portal  circulation  are 
destroyed  in  the  liver,  but  in  intestinal 
stasis  accompanying  dilatation,  atonicity, 
displacement,  kinking,  and  ileocecal  in- 
competency or  in  inadequate  liver  func- 
tion, the  entrance  of  these  substances 
into  the  general  circulation  results  in 
disease,  including  arterial  hypertension — 
sometimes  transient,  at  other  times  per- 
manent. 

It  is  for  this  reason  that  we  stress 
upon  eliminative  treatment,  particularly 
the  cleansing  of  the  colon.  Such  pro- 
cedure, if  scientifically  administered,  fol- 
lowed where  indicated  by  the  injection  of 
some  antiseptic  or  astringent,  or  the 
implantation  of  acidophilus  products,  will 
remove  disease-producing  bacteria,  po- 
tent toxins,  and  decomposing  foods. 
Besides  diathermia  to  induce  favorable 
congestive  reaction  and  soften  adhesions, 
galvanic  sinusoidal  or  Morse  wave  cur- 
rent to  stimulate  tone,  properly  per- 
formed massage  to  correct  displacement, 
ptosis  and  kinking  of  various  segments 
of  the  gut  are  helpful  in  appropriate 
cases  in  obtaining  normal  intestinal 
function. 

To  further  promote  elimination — par- 
ticularly of  uric  acid — electric  cabinet 
baths  are  used;  the  induced  sweating  by 
dehydration  also  helps  the  obese  to 
reduce  weight,  a factor  desirable  in  all 
hypertension  cases;  other  measures,  in- 
cluding Bergonie  treatment,  are  applied 
to  accomplish  such  reduction. 

In  autocondensation  we  place  great 
reliance  in  reducing  hypertension ; its 
effects  of  producing  capillary  dilatation 
and  relaxing  vessels,  of  increasing  meta- 
bolism, inducing  heat  and  sweating,  is 
the  basis  of  the  rationale  of  its  applica- 
tion. It  also  stabilizes  the  sympathetic 
system  with  its  effects  on  the  secretory, 
peristaltic,  and  vasomotor  activities. 
Autocondensation  therapy  must  be  given 
for  a prolonged  period,  progressive  im- 
provement occurring  only  when  persis- 
tently followed  up.  Occasionally  it  may 
be  necessary  to  give  a second  and  third 
course  at  given  intervals.  We  admin- 
ister 500  to  1,000  ma.  for  twenty  to  thirty 
minutes  a few  times  a week;  upon  im- 
provement the  treatments  are  reduced. 
Vibratory  massage  at  second  and  third 
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intervertebral  spaces  and  right  and  left 
dorsal  regions  for  about  ten  minutes  is 
also  helpful  in  reducing  blood  pressure. 

Finally,  may  we  emphasize  again,  that 
every  hypertension  case  must  receive 
individual  study  with  removal  of  every 
focus  of  infection,  particularly  in  the 
colon. 

In  the  treatment  of  hypotension , car- 
bon dioxide  and  other  gas  baths  are 
found  beneficial.  Personally  we  have 
had  no  experience  with  these.  We  do, 
however,  use  colonic  irrigations  with  the 
object  of  eliminating  possible  substances 
of  a depressor  character,  or  effecting  the 
endocrine  organs  controlling  blood  pres- 
sure, but  rely  mainly  upon  medicinal 
and  other  therapy. 

Respiratory  Affections 

Physical  therapy  is  applicable  in 
numerous  disorders  of  the  respiratory 
tract,  from  the  common  cold,  for  which 
the  quartz  lamp  is  generally  used,  to  the 
most  extensive  pathologic  conditions  of 
the  lungs  demanding  particular  modali- 
ties. In  bronchitis,  either  acute  or 
chronic,  considerable  relief  may  be  ob- 
tained from  pain,  cough,  and  pectoral 
oppression  by  the  use  of  radiant  heat, 
diathermia,  and  ultra  short  wave  therapy ; 
in  some  cases  the  addition  of  ultraviolet 
is  advisable.  In  pleuritic  inflammation, 
especially  where  localized,  light  therapy 
or  infrared  is  beneficial.  In  pneumonia, 
where  diathermia  is  more  frequently 
used,  it  is  applicable  in  every  type  and 
stage,  in  bronchopneumonia,  lobar  pneu- 
monia, and  delayed  resolution.  Here  it 
induces  hyperemia,  softens  infiltration, 
accentuates  biologic  enzyme  activity,  and 
aids  local  nutrition.  Great  relief  from 
pain,  dyspnea,  and  cyanosis  is  obtained  be- 
cause of  its  sedative  effect  and  the  im- 
provement in  pulmonary  circulation — the 
pulse  slackens,  sweating  occurs,  respiration 
deepens,  resolution  and  soft  rales  ap- 
pear, and  the  attack  is  shortened.  In 
some  of  our  Institutions,  diathermia  is 
used  as  routine  treatment ; the  antero- 
posterior technic,  or  the  active  electrode 
over  the  localized  spot  is  employed,  giv- 
ing the  patient  a half  to  one  hour  treat- 
ment several  times  daily;  it  is  applied  in 
the  early  stages,  with  considerable  dosage 
of  1,000  to  2,000  ma.  Such  therapy  with 


the  addition  of  oxygen  has  helped  us  to 
save  some  desperately  ill  cases. 

In  cases  of  empyema  where  this  treat- 
ment has  been  tried,  only  a hastening  of 
suppuration  was  observed. 

The  use  of  heliotherapy,  natural  or 
artificial,  in  tubercular  affections  of  the 
respiratory  tract  need  not  be  emphasized 
here;  it  is  common  knowledge  and  used 
all  over  the  world.  Heliotherapy  has  an 
effect  upon  calcium  and  phosphorus 
metabolism,  which  minerals  seem  essen- 
tial in  the  healing  of  tubercular  lesions; 
it  may  also  have  other  biologic  curative 
qualities  with  which  we  are  at  present 
not  familiar.  If  employed  in  the  earlier 
anergic  states  it  is  most  helpful,  but  must 
be  skillfully  applied. 

The  individual  uses  of  radiant  heat, 
infrared,  electric  baths,  compresses,  etc. 
need  not  be  dilated  upon  here. 

Gastrointestinal  Disorders 

In  intestinal  disorders  the  most  com- 
mon use  we  make  of  physical  therapy  is 
in  the  treatment  of  chronic  constipation. 
Before  any  case  is  treated  for  this  dis- 
order, the  colon  is  x-rayed  and  studied 
for  local  causes,  e.g.,  adhesions,  angula- 
tions, ptosis,  fecal  tumors;  also  for  the 
type  of  constipation,  whether  atonic  or 
hypertonic;  each  case  is  treated  accord- 
ingly. In  atonic  constipation  due  to 
muscle  weakness,  dilatation  or  lack  of 
rectal  reflex,  every  measure  must  be 
taken  in  addition  to  physical  therapy  to 
assist  bowel  evacuation ; wrong  modes 
of  living  must  be  corrected,  sedentary 
habits  eliminated,  defecation  at  regular 
intervals  encouraged,  the  abuse  of  cathar- 
tics stopped,  exercises  to  strengthen  the 
abdominal  walls  or  a support  to  lift  the 
ptotic  abdomen  prescribed.  The  phys- 
ical treatment  consists  of  irrigations,  cor- 
rect abdominal  massage,  and  Morse  wave 
electricity.  Every  colon  must  first  be 
irrigated  to  remove  its  solid  and  gaseous 
content,  this  to  prevent  their  being 
kneaded  into  the  mucosa,  and  their  ab- 
sorption. Massage  follows  and  is  given 
in  accordance  with  the  state  of  the  bowel 
and  the  position  of  its  various  segments 
as  shown  by  x-ray  examination.  In 
massaging  the  colon,  first  with  the  finger- 
tips to  each  individual  portion,  then  by 
rolling  and  kneading  motion,  care  must 
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be  taken  that  the  abdominal  walls  are 
completely  relaxed;  the  patient  must  also 
lie  comfortably  on  a table  of  proper 
height  for  the  attendant  to  be  in  a posi- 
tion to  do  the  best  work;  the  kind  of 
massage  and  length  of  treatment  is 
guided  by  the  individual  case.  Electro- 
therapy is  then  administered;  the  best 
current  is  the  interrupted  faradic  or  the 
Morse  sinusoidal  for  slow  stimulation ; 
rapid  interruptions  are  not  desirable. 
Such  colon  therapy  is  given  two  or  three 
times  weekly,  daily  if  necessary;  im- 
provement occurs  almost  always  after  the 
first  few  treatments. 

In  spastic  constipation,  all  causes, 
direct  or  indirect,  inducing  reflex  spasm, 
as  chronic  appendicitis,  gall-bladder  dis- 
ease, sometimes  gastric  ulcer,  rectal 
disease,  and  colitis  must  first  be  elimi- 
nated ; this  must  be  done,  where  possible, 
if  treatment  is  to  succeed.  A spastic 
anus,  where  present,  must  also  be  treated, 
applying  relaxing  currents  or  if  neces- 
sary, manual  dilatation ; neurasthenics 
must  be  attended  to  accordingly.  Mas- 
sage is  not  helpful  in  the  spastic  type, 
but  heat  in  the  form  of  hot  Sitz  baths 
and  diathermia  are  more  dependable. 

The  results  obtainable  in  the  treatment 
of  chronic  constipation,  whether  atonic  or 
hypertonic,  are  as  a whole  very  satis- 
factory, and  where  no  complications 
coexist,  normal  regular  evacuations  may 
be  established  in  a comparatively  short 
time.  One  must,  however,  remove,  as 
previously  stated,  all  mechanical  obstruc- 
tions to  the  movement  of  bowel  content, 
by  replacing  displaced  colon  segments 
into  more  normal  positions,  which  may 
be  accomplished  by  manual  massage  in 
proper  directions,  the  logical  means  also 
of  correcting  angulations.  Localized 
adhesions,  if  not  extensive,  may  best  be 
treated  by  diathermia,  extensive  adhe- 
sions being  beyond  physical  therapy ; dia- 
thermia followed  by  proper  massage  will 
bring  about  softening  and  loosening  or 
sufficient  lessening  of  the  adhesions  to 
permit  freer  motion  and  better  physio- 
logical function  of  adherent  segments, 
as  observed  by  us  on  many  occasions.  In 
numerous  disorders,  as  arthritis  and  car- 
diovascular disease,  in  which  the  colon  is 
known  to  be  an  etiologic  factor,  attention 
must  be  given  also  to  the  competency  of 
the  ileocecal  valve,  for  this  muscle  plays 


an  important  part  in  separating  the 
clean,  almost  aseptic  ileum  from  the  con- 
taminated, bacteria-loaded  and  toxin- 
harboring adjoining  cecum  and  rest  of 
colon.  Wherever  ileocecal  incompetency 
exists  and  a reflux  of  fecal  content  into 
the  absorbing  ileum  may  occur,  the  use 
of  stimulating  currents  to  improve  the 
tone  and  function  of  valve  musculature 
is  obligatory. 

Regarding  many  other  disorders  of 
the  gastrointestinal  tract  as  pylorospasm, 
cardiospasm,  gastric  ulceration,  chronic 
gall-bladder  disease,  ulcerative  colitis, 
etc.  in  which  many  physical  therapy 
modalities  constitute  excellent  aids  in 
treatment,  discussion  must  be  omitted 
here  for  lack  of  time. 

Arthritis 

One  other  disorder,  however,  because 
of  its  great  interest  to  the  medical  prac- 
titioner, must  be  afforded  consideration; 
namely,  arthritis.  Physical  therapy  in 
the  treatment  of  arthritis,  is  not  only 
most  helpful,  but  essential.  Arthritis 
constitutes  an  important  factor  in  medi- 
cine and  a problem  that  the  profession 
must  solve ; it  is  one  of  the  most  trouble- 
some affections  of  humanity;  it  disables 
annually  about  three  per  cent  of  the  popu- 
lation of  the  United  States,  and  consti- 
tutes one  sixth  of  all  disabilities ; it  crip- 
ples industries  to  the  extent  of  hundreds 
of  millions  of  dollars  a year  and  causes  a 
great  amount  of  suffering.  Since  the 
introduction  of  physical  therapy,  how- 
ever, the  outlook  is  much  more  opti- 
mistic; the  treatment  is  helpful  if  in 
skilled  hands.  We  shall  not  engage  here 
in  discussions  of  classifications  nor  speak 
of  the  numerous  causes  of  arthritis, 
except  to  mention  the  two  chief  accepted 
types,  the  atrophic  and  hypertrophic.  The 
atrophic,  also  known  as  rheumatoid 
arthritis,  infectious  arthritis,  and  pro- 
liferative arthritis,  effects  mostly  those 
of  the  ages  between  twenty  and  forty,  or 
the  young  adult,  more  frequently  women; 
it  is  usually  polyarticular,  involving  many 
symmetrical  joints,  and  prognostically 
not  very  favorable,  ending  many  times 
in  ankylosis,  deformity,  and  crippling ; 
in  most  instances  focal  infection  is 
an  etiologic  feature;  there  are  numer- 
ous other  features  characteristic  of  this 
type. 
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The  chronic  hypertrophic  type,  also 
known  as  osteoarthritis,  presents  consid- 
erable differences.  This  occurs  in  older 
people,  usually  forty  and  over,  is  with- 
out premonitory  symptoms,  commonly 
effects  one  or  but  very  few  larger  joints, 
is  slower  in  progress,  less  disabling,  and 
pathologically  and  radiologically  differs 
from  the  previous  type.  Success  in  treat- 
ment of  either  type  is  greatest  when  the 
patient  is  seen  early,  when  involvement 
is  still  slight.  One  need  not  stress  here 
again  the  necessity  of  eradicating  every 
possible  focus  of  infection,  no  matter 
how  slight  or  where  located,  whether  in 
the  teeth,  tonsils,  prostate,  seminal  vesi- 
cles, gall-bladder  or  other  organ ; the 
colon  as  such  source  must  not  be  forgot- 
ten ; it  is  advisable  in  every  case  of 
arthritis  to  administer  thorough  colonic 
therapy. 

Of  other  physical  measures,  local  heat 
is  most  dependable,  for  it  improves  the 
blood  supply  and  lymphatic  circulation  of 
the  joint,  assists  in  absorption  of  depos- 
ited material  and  promotes  in  many 
instances  the  restoration  of  function. 
Any  one  of  the  modalities  supplying  heat, 
as  infrared,  luminous  heat,  baking,  light 
cabinet,  etc.  may  be  employed.  Diather- 
mia  is  exceptionally  valuable,  also  ultra 
short  wave,  in  all  types  of  arthritis.  The 
technic  depends,  of  course,  upon  the 
joints  treated.  After  heat  application 
the  joints  should  always  receive  proper 
massage  with  or  without  some  suitable 
ointment,  as  desired.  In  some  instances 
the  static  and  low  frequency  current  may 
help  to  stimulate  muscle  tone.  Active 
and  passive  exercises  should  be  admin- 
istered to  assist  in  restoration  of  func- 
tion. In  many  instances  it  is  also  well 
to  prescribe  general  treatment,  as  hot 
baths  or  electric  cabinet,  as  used  in  vari- 
ous watering  places  where  arthritic  affec- 
tions are  treated.  Mecholyl  iontophor- 
esis in  the  hands  of  the  experienced  is  a 
valuable  vascular  dilator,  assisting  cir- 
culation in  joints,  relieving  pain,  and 
improving  function.  While  fever  ther- 


apy as  well  as  x-ray  are  recommended 
by  some  investigators,  these  have  not  yet 
acquired  popularity. 

In  gonorrheal  arthritis  the  value  of 
hyperpyrexia  is  well-established ; it  is 
apparently  the  best  treatment  today. 
In  tubercular  arthritis,  heliotherapy — 
natural  or  artificial — is  most  effective;  it 
has  been  in  use  for  many  years,  abroad 
and  here,  and  given  excellent  results. 
Stiff  joints  with  defective  mobility  may 
be  helped  by  suitable  exercises,  but  must 
be  treated  carefully  and  scientifically. 

The  physical  therapeusis  of  many 
other  conditions  closely  allied  to  arthritic 
disease  as  lumbago,  myositis,  spondylitis, 
bursitis,  synovitis,  as  well  as  of  numerous 
other  medical  affections  not  mentioned 
here,  in  which  physical  therapy  is  exten- 
sively used  and  extremely  helpful,  must 
necessarily  be  omitted  from  discussion 
because  of  time  limit. 

Conclusion 

May  we  repeat  that  since  physiother- 
apy has  made  such  great  strides  in  but 
few  decades  in  the  past,  with  immense 
benefit  to  humanity,  it  is  to  be  hoped  that 
even  greater  progress  and  advances  will 
be  made  in  the  future.  The  surgeon  and 
the  surgical  specialties  have  taken  advan- 
tage of  such  progress,  utilizing  particular 
modalities  in  the  performance  of  their 
special  work.  The  internist  is  recogniz- 
ing its  usefulness  more  and  more,  and  is 
applying  physical  therapy  more  willingly 
and  more  frequently  in  the  numerous 
medical  disorders  he  is  called  upon  to 
treat.  Personally,  we  had  occasion 
during  the  past  twenty-five  years  to  treat 
numerous  cases  of  every  type,  with 
results,  at  least  from  a functional  view- 
point, generally  satisfactory  in  most 
instances.  Each  case,  however,  must 
previously  be  carefully  studied  and  etio- 
logic  factors  excluded  if  good  effects  are 
to  be  obtained  from  physical  therapy. 

867  St.  Marks  Ave. 


Discussion 

Dr.  Harold  J.  Harris,  Westport — I have  that  many  of  us  who  use  physical  therapy 

read  but  little  on  the  use  of  diathermy  in  largely  in  our  practices,  fail,  as  I have  done, 

coronary  artery  disease,  and  the  inclusion  of  to  realize  its  value  in  such  a vital  condition, 

this  in  Dr.  Gutman’s  paper  definitely  adds  One  thing  that  has  been  a deterrent  perhaps 

to  its  already  great  value.  I have  an  idea  is  the  possibility  of  attacks  of  coronary 
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spasm  or  thrombosis  during  treatment, 
which  might  well  alarm  patient  and  doctor 
alike. 

Dr.  Gutman’s  remarks  concerning  the 
treatment  of  selected  cases  of  hypertension 
by  physical  means  are  bound  to  reawaken  the 
controversy  on  the  value  of  autocondensa- 
tion in  this  syndrome.  He  is  not  alone,  of 
course,  in  his  belief  that  it  is  of  value. 
Among  other  authorities  Titus  has  assured 
me  that  the  effect  is  unquestioned,  in  his 
experience.  My  own  results  were  dis- 
appointing but  this  may  well  have  been  due 
to  faulty  technic  and  improper  selection  of 
cases. 

It  is  obvious  that  we  should  not  con- 
demn any  method  without  proper  evaluation. 
The  other  physical  measures  mentioned  in- 
cluding colonic  irrigation,  are  of  unde- 
niable value.  Here  again  I think  we  have 
held  off  too  long  and  too  dogmatically.  I 
share  with  others  the  deserved  criticism  that 
we  deprecated  the  value  of  colonic  irriga^ 
tions  long  after  its  value  was  proven,  per- 
haps largely  because  we  were  so  outraged 
by  the  unscientific  abuses  of  the  commercial 
“colonic  filling  station.”  The  longer  I use 
this  method,  in  selected  instances,  the  more 
impressed  I am  with  its  value. 

I have  a very  personal  interest  in  Dr. 
Gutman’s  remarks  on  the  use  of  diathermy 
in  pneumonia — especially  in  delayed  resolu- 
tion. In  1932  I reported  eight  cases  of  un- 
resolved pneumonia,  all  cured  by  diathermy. 
I ventured  then  to  state  that  unresolved 
pneumonia  is  not  the  rarity  that  the  texts 
and  current  literature  would  have  us  believe. 

I might  add  to  my  agreement  with  Dr. 
Gutman’s  discussion  of  the  treatment  of 
lobar  pneumonia  that  I have  never  seen  a 
crisis  occur  in  any  instance  where  diathermy 
was  used,  in  itself  of  great  importance. 
Since  the  recent  advent  of  short-wave 
therapy  I have  had  insufficient  material  to 
compare  this  wave  with  long  wave  dia- 
thermy. 

Of  the  greater  ease  of  application  with 
short-wave  diathermy,  there  can  be  no 
question — and  this  is  of  special  importance 
in  children,  of  course.  It  has  also  been 
demonstrated  that  the  penetration  of  heat  to 
the  deeper  structures,  in  a selective  manner, 
is  greater  with  the  short  wave — especially  so 
with  six  meter.  The  speed  with  which  deep 
heat  is  built  up  with  short  wave  seems  to  me 
of  great  consequence  since  high  internal 
temperatures  can  be  attained  before  the 
blood  supply  has  the  opportunity  to  dis- 
sipate it. 

Whether  the  ultra  short-wave  of  50,000,- 
000  cycles  will,  as  Schliephake  claims,  cause 
actual  sterilization  of  empyema  without 
surgery  is  of  tremendous  interest.  My  ex- 


perience with  this  wave  in  other  suppurative 
processes  leads  me  to  believe  that  it  may 
be  true.  So  far  I have  had  no  opportunity 
to  apply  it. 

It  seems  that  we  should  keep  an  open 
mind  regarding  the  claims  of  the  German 
physicists.  Whether  there  is  anything  more 
than  heat  effect  from  ultra  short-wave 
diathermy  is  still  an  open  question.  My  own 
belief,  after  two  years  of  experience  with  it, 
is  that  heat  is  only  a part  of  its  effect  in 
some  infections.  In  gonorrhea  of  urethra, 
cervix,  tubes,  joints,  however,  there  seems 
no  doubt  that  Bierman,  Horowitz,  and  oth- 
ers have  proven  that  heat  is  the  entire 
mechanism  of  sterilization.  Also  they  have 
proven  that  their  combined  method  of  local 
heat  and  systemic  fever  gives  astonishingly 
quick  results  in  sterilizing  the  body  insofar 
as  the  gonococcus  is  concerned.  Pelvic  heat 
alone  with  six  meter  diathermy  accomplishes 
a result  in  pelvic  gonorrhea  but  is  far  slower 
than  the  combination  of  fever  therapy  with 
local  heat. 

Fever  therapy  itself  has  been  omitted 
from  Dr.  Gutman’s  paper,  I note.  While  it 
is  still  too  new  to  be  discussed  fully  by  any- 
one except  those  who  have  worked  with  it, 
which  I have  not,  I do  feel  that  no  discus- 
sion is  complete  without  at  least  acknowl- 
edging the  tremendous  value  of  this  method. 
I have  observed  amazing  things,  the  most 
notable  being  intractable  gonorrhea  cured 
in  one  session  of  twelve  hours  of  systemic 
fever  combined  with  six  hours  of  pelvic 
heat,  the  technic  of  Bierman  and  Horowitz, 
referred  to  above. 

Dr.  Virginia  Shepherd  Tannenbaum, 
Buffalo — Dr.  Gutman  has  emphasized  the 
value  of  physical  therapy  in  the  treatment 
of  many  conditions. 

Heat  and  increased  circulation  are  Na- 
ture’s reaction  to  infection  and  to  injury. 
Physical  therapy,  properly  used,  simulates 
Nature’s  method  of  healing,  in  many  in- 
stances. 

Of  the  modalities,  now  available,  though 
long-wave  diathermy  gives  outstandingly 
gratifying  results  in  the  treatment  of  pel- 
vic infections,  it  should  be  mentioned  here 
that  the  duration  of  the  treatment,  of  not 
less  than  one  hour,  and  preferably  of  two 
hours,  and  the  proper  placing  of  sufficiently 
large  electrodes,  thus  allowing  larger  am- 
perage, is  of  utmost  importance  in  produc- 
ing resolution  of  the  pelvic  infection. 

The  Elliott  treatment  offers  a choice  of 
technic  for  the  prolonged  and  localized 
administration  of  heat  to  the  pelvis. 

In  my  experience,  no  condition  responds 
more  favorably  to  the  nice  selection  of 
modalities  than  does  the  swollen  sloppy 
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cervix,  this  often  complicated  by  an  endo- 
cervicitis,  with  its  dreary  mucopurulent  va- 
ginal discharge.  First,  these  water-logged 
cervices  should  be  dehydrated  with  zinc 
ionization,  and  then  the  ulceration  of  the 
endocervicitis  should  be  electrocoagulated  or 
electrodesiccated,  depending  on  the  extent 
of  the  ulceration.  This  latter  treatment 
should  be  given  but  once  a month,  at  the 
end  of  the  menstruation  period,  thus  allow- 


ing three  weeks  for  the  cauterized  area  to 
heal. 

I have  felt  more  comfortable  limiting  the 
use  of  the  short-wave  diathermy  to  treat- 
ment of  the  extremities  where  the  degree  of 
heat  produced  can  be  palpated. 

The  Pavex  machine,  the  improved  short- 
wave, the  fever-box  and  the  Elliott  machine 
are  the  newer  additions  to  the  physiother- 
apy modalities. 


CONGENITAL  SCOLIOSIS 

Due  to  Unusual  Deformity  of  Vertebral  Column 

John  W.  Ghormley,  M.D.,  Albany 


Only  a small  percentage  of  cases  of 
organic  scoliosis  are  caused  by  demon- 
strable congenital  defects.  However,  any 
gross  congenital  defect  of  the  vertebral 
column  will  usually  cause  some  scoliosis. 
The  following  case  of  congenital  scoliosis 
is  of  interest  because  of  the  various  con- 
genital anomalies  in  the  vertebral  bodies 
as  well  as  in  the  ribs. 

Case  Report 

J.  C.,  ten  months,  white,  female  was  first 
seen  by  me  on  March  25,  1935.  She  was 
full  term,  first  born  child  who  had  weighed 
six  and  one-half  pounds  at  birth.  Preg- 
nancy and  delivery  had  been  normal.  Soon 


Fig.  1.  Anteroposterior  view  at  eleven  months. 


after  the  child’s  birth,  the  mother  noted 
what  she  regarded  as  a swelling  in  the 
lower  left  back.  She  brought  the  child  to 
the  clinic  when  this  swelling  seemed  to 
become  worse  instead  of  better.  Exami- 
nation showed  a compound  dorsolumbar 
scoliosis  which  tended  to  disappear  when 
the  child  was  supported.  X-ray  examina- 
tion by  Dr.  W.  P.  Howard  is  reported 
as  follows.  “There  are  eleven  dorsal  verte- 
brae. On  the  right  side,  there  is  a cervical 
rib.  There  are  eleven  ribs  on  the  right 
side  and  ten  on  the  left.  The  fifth  dorsal 
vertebrae  is  divided  into  two  segments 


Fig.  2.  Lateral  view  at  eleven  months. 
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Fig.  3.  Lower  dorsal  spine  at  thirty-three 
months. 


vertically  through  the  midline.  The  ninth 
dorsal  is  divided  into  two  segments 
obliquely,  the  right  being  fused  with  the 
eighth  dorsal  and  the  left  segment  being 
free.  The  second  and  third  lumbar  verte- 
brae are  fused.  There  is  a lumbodorsal 
scoliosis,  convex  to  the  left.  The  sixth  and 
seventh  ribs  on  the  left  side  are  fused  distal 
to  their  heads  and  separated  again  in  the 
posterior  axillary  line.” 

It  was  thought  that  immobilization  in 
plaster  would  tend  to  correct  the  curvature 
and  so  a plaster  jacket  was  applied,  the 
child  being  suspended  during  the  applica- 
tion to  lessen  the  curve.  The  original 
jacket  remained  in  place  three  weeks  and 
since  that  time  thirteen  additional  casts 
have  been  applied.  At  the  present  time 
each  cast  remains  in  place  four  or  five 
weeks  and  an  interval  of  a week  or  two 
is  allowed  between  each  application  in 
order  to  allow  the  condition  of  the  skin 
to  improve  and  in  order  to  prevent  too 
much  muscular  atrophy.  With  this  treat- 
ment the  curvature  has  tended  to  decrease. 
Exercises  to  strengthen  the  muscles  of  the 
back  will  be  instituted  as  soon  as  the  child 
is  old  enough  to  do  them.  Some  form  of 
internal  fixation  will  probably  be  necessary 
when  the  child  has  grown. 

403  State  St. 


DRUG'COUNTER  PRESCRIBING 


“The  Billion  Dollar  Sneeze”  is  the  title 
of  an  article  in  The  American  Druggist. 
The  article  is  well  written  and  discusses  the 
probable  etiology  of  the  common  cold,  not 
overlooking  the  popular  conception  that  a 
lack  of  vitamins  may  have  something  to  do 
with  a person’s  susceptibility  to  frequent 
colds. 

The  amazing  thing  about  the  article,  to 
The  Journal  of  the  Indiana  State  Medical 
Association , is  the  frank  advice  to  druggists 
to  set  their  stores  in  order  and  go  out  after 
this  “cold  business.”  As  a sales  talk  it  is 
very  good  and  its  author  frankly  advocates 
both  diagnosing  and  prescribing  on  the  part 
of  the  drug  clerk.  “Here  are  five  steps  our 
customers  should  follow,”  says  the  author, 
“to  aid  in  the  prevention  of  colds.  When 
they  follow  these  steps  your  preventive 
products  sales  will  increase.”  The  author 
also  advises  that  “Clerks  should  be  taught 
the  practical  advantage  of  solicitous  in- 
quiries about  customer’s  symptoms.  Muscu- 
lar pains,  sore  throat,  headache,  clogged 
nasal  passages,  chills,  chest  pains  and 
coughs,  each  may  be  the  basis  for  the  sale 
of  a product  over  and  above  the  one  the 
customer  came  in  to  buy.”  In  other  words, 


a marked  step-up  in  counter  prescribing  is 
advised.  The  enterprising  drug  clerk  is  told 
just  what  he  may  do  toward  making  a diag- 
nosis, but  not  one  word  is  said  about  having 
the  drug  clerk  offer  the  very  good  advice 
that  it  would  be  well  for  the  prospective 
customer  to  see  his  physician,  and  that  the 
thing  complained  of  may  not  be  just  a 
common  cold. 

The  article  seemingly  omits  nothing.  It 
advises  in  the  matter  of  an  “over-acid  con- 
dition of  the  body”  and  suggests  that  milk 
of  magnesia,  antacid  powders  and  tablets 
may  be  suggested  with  safety.  Laxatives 
come  in  for  lengthy  comment  and  the  naive 
suggestion  is  made  that  “you  can  recommend 
a ten-cent  item  or  make  a $1.25  sale,  depend- 
ing upon  your  method  of  merchandising. 
Every  druggist  knows  the  range  of  laxative 
preparations  and  they  are  too  numerous  to 
classify.” 

Drug  clerks  have  little  more  than  a smat- 
tering of  medical  knowledge,  certainly  not 
enough  to  qualify  as  differential  diagnos- 
ticians. We  know  of  the  dangers  attending 
even  the  common  cold ; we  know  the  reme- 
dies therefor;  we  alone  should  determine 
what  the  patient  should  do. 


ACUTE  PHARYNGEAL  STENOSIS 


Roy  Seeley  Moore,  M.D.,  Syracuse 


In  the  early  days  of  my  practice  I was 
in  charge  of  the  ear,  nose,  and  throat  work 
in  the  Syracuse  Contagious  Diseases  Hos- 
pital. At  that  time,  diphtheria  was  ram- 
pant and  acute  laryngeal  stenosis  was  our 
most  trying  problem.  Since  then,  all  cases 
of  dyspnea,  caused  by  mechanical  obstruc- 
tion of  the  air  passages,  have  been  of  par- 
ticular interest  to  me.  D.  Havantare 
discussed  it  in  Sanskrit,  in  the  6th  Cen- 
tury, B.C.,  and  Aretaeus  and  Hypocules 
made  references  to  sore  throats  which 
were  distinguished  as  quinsy,  angina, 
cynache,  and  syneche.  In  the  Third  Book 
of  Epidemics  of  Corpus  Hippocraticum, 
there  is  an  account  of  a case  which  began 
in  the  tongue  of  a woman.  In  Adam’s 
translation  the  passage  is  as  follows : 
‘‘Speech  inarticulate,  tongue  red  and 
parched ; on  the  first  day  felt  chilly  and 
afterward  became  heated;  on  the  third 
day  a rigor,  acute  fever,  a reddish  and 
hard  swelling  on  both  sides  of  the  neck 
and  chest,  extremities  cold  and  livid,  respi- 
ration elevated,  the  drink  returned  by 
the  nose;  she  could  not  swallow,  alvine 
and  urinary  discharge  suppressed ; on  the 
fourth  day  all  the  symptoms  were  exacer- 
bated ; on  the  sixth  day  she  died  of 
quinsy.”  Swellings  and  abscesses  of  the 
neck  which  might  endanger  life  were  de- 
scribed by  Hippocrates.  He  told  us  that 
if  the  abscesses  were  soft  they  could  be 
opened  with  the  finger  and  if  not  an  iron 
could  be  used  for  the  purpose.  Galen  ex- 
plained retropharyngeal  abscess  in  the 
Second  Century  and  warned  that  some 
cases  result  fatally. 

Of  necessity,  the  larynx — the  narrowest 
part  of  the  upper  respiratory  tract — be- 
comes most  easily  closed  by  acute  inflam- 
matory reaction  or  injury.  With  refer- 
ence to  the  large  number  of  cases  of 
dyspnea  due  to  partial  closure  of  the 
larynx  seen  by  all  of  us,  it  is  noteworthy 
that  the  anxiety  we  have  felt  on  nu- 
merous occasions  and  the  satisfaction  ex- 
perienced following  relief  of  the  alarming 


symptoms,  have  forced  us  to  overlook  the 
occasional  case  where  the  obstruction  is 
in  the  wider  passage  above  the  larynx. 
A search  of  the  English  textbooks  and  the 
English,  French,  and  German  literature 
of  the  last  ten  years  has  failed  to  disclose 
a discussion  of  acute  pharyngeal  stenosis 
due  to  inflammatory  reaction  where  the 
thought  was  other  than  to  reduce  the 
swelling  to  prevent  edema  of  the  larynx 
or  to  point  out  the  indications  for  trache- 
otomy. That  many  of  you  have  seen  and 
surgically  cared  for  cases  where  the  ob- 
struction was  in  the  pharynx  only,  I am 

Table  I — Types  of  Abscesses  Causing 

Obstruction  in  and  Above  the  Larynx 


Superficial  abscesses 

1.  Peritonsillar  abscess 

2.  Retropharyngeal  abscess 

3.  Laryngopharyngeal  abscess 

4.  Submental  abscess 

Deep  abscesses 

1.  Submaxillary  fossa  abscess 

2.  Parotid  fossa  abscess 

3.  Pharyngomaxillary  fossa  abscess 

4.  Abscess  along  carotid  sheath  due  to  exten- 
sion from  jugular  sinus  thrombosis 

5.  Deep  abscess  of  the  tongue 


quite  sure,  but  you  have  failed  to  get  the 
case  histories  into  print.  On  three  occa- 
sions, I have  been  forced  to  do  a partial 
or  complete  tonsillectomy  for  the  relief 
of  an  acute  stenosis  of  the  pharynx,  the 
hemolytic  streptococcus  being  the  offend- 
ing organism,  and  on  two  occasions  I have 
since  performed  the  same  operation  from 
choice.  Because  tracheotomy  is  the  opera- 
tion almost  universally  done  and  because 
there  is  a question  of  doubt  as  to  its  ad- 
visability under  certain  conditions,  I have 
studied  the  acute  inflammatory  reactions 
of  the  mouth  and  pharynx,  which  have 
been  admitted  to  the  University  Hospital 
of  Syracuse  during  the  past  fifteen  years, 
with  a view  to  determining  the  kind  and 
frequency  of  reactions  of  this  type  which 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York , 

Rochester , May  26,  1927 


434 


Number  6] 


ACUTE  PHARYNGEAL  STENOSIS 


435 


produce  dyspnea  and  the  procedures  that 
were  used  for  their  relief.  From  this 
study,  one  must  conclude  that  the  usual 
cause  of  an  acute  closure  of  the  pharynx 
is  an  acute  infection  with  abscess  forma- 
tion. If  the  acute  infection  is  grafted  upon 
a throat  already  narrowed  by  tumor  for- 
mation or  cicatrix,  less  swelling  is  required 
for  a complete  stenosis.  For  clarification, 
I have  divided  the  abscesses  which  di- 
rectly or  indirectly  might  be  the  cause 
of  dyspnea  into  those  which  are  compara- 
tively superficial  and  those  which  are  lo- 
cated deep  in  the  tissues.  (Table  I) 

Table  II  is  the  result  of  my  study  of 
abscesses  of  the  mouth  and  pharynx 
among  the  84,988  admissions  to  the  Uni- 
versity Hospital  of  Syracuse  during  the 
period  between  1922  and  1937. 

I have  purposely  omitted  from  Table  II 
the  term  “Ludwig’s  angina.”  It  was  first 
described  by  Ludwig  in  1836.  Dr.  Che- 
valier L.  Jackson1  defines  it  as  an  “acute 
inflammatory  process  involving  the  cel- 
lular tissue  of  the  floor  of  the  mouth  and 
the  submaxillary  region  of  one  or  both 
sides.”  Imperatori,2  in  his  more  recent 
text,  calls  it  “an  infection  of  the  tissues  of 
the  floor  of  the  mouth.”  In  this  study, 
I find  the  word  used  very  loosely,  the 
physicians  usually  meaning  the  patient  had 
a brawny  swelling  in  the  upper  neck  with 
or  without  an  abscess  pointing  in  the 
mouth.  For  purposes  of  clear  thinking 
and  definite  surgical  planning,  it  seems 
logical  to  substitute  a definite  anatomical 
terminology.  I also  found  the  term 
“phlegmon”  used  in  such  a way  that  only 
confusion  of  thought  could  result.  It 
would  seem  logical  to  confine  its  use  to 
those  cases  where  the  brawny  reaction 
originates  in  connective  tissue.  When  an 
abscess  results,  it  should  again  be  diag- 
nosed according  to  the  anatomical  loca- 
tion of  the  abscess. 

We  had,  then,  in  84,988  admissions  in 
a 225-bed  hospital  over  a period  of  fifteen 
years  (made  up  of  a high  percentage  of 
adults),  fourteen  cases  of  dyspnea  due  to 
soft  tissue  reaction  above  the  larynx — 
eight  complicated  with  peritonsillar  ab- 
scess, three  with  retropharyngeal  abscess, 
and  three  developing  in  patients  with  deep 
abscess  of  the  tongue.  There  were  two 
cases  of  submaxillary  fossa  abscess  and 
one  parotid  fossa  abscess  associated  with 
peritonsillar  abscess.  One  tonsillectomy 


was  done  for  the  relief  of  dyspnea  in 
peritonsillar  abscess  and  one  in  retro- 
pharyngeal abscess. 

I wish  to  give  the  history  of  two  of 
these  cases — the  tonsillectomy  which  was 
performed  by  me  on  the  case  of  periton- 
sillar abscess  and  the  drainage  of  the  deep 
abscess  of  the  tongue,  both  being  done  for 
the  relief  of  dyspnea,  and  to  supplement 
these  case  histories  with  two  others  where 
tonsillectomy  was  done  by  me  in  the 
homes  for  the  relief  of  an  acute  pharyn- 
geal stenosis. 

Case  1.  In  the  Fall  of  1918,  I was  called 
to  see  a four-year  old  girl  in  consultation 
with  Dr.  G.,  the  child  having  been  ill  one 
week  with  a so-called  follicular  tonsillitis, 
the  temperature  ranging  between  101  and 
104°F.  On  the  morning  of  the  eighth  day, 
because  of  dyspnea,  I was  asked  to  do  an 
intubation  in  the  home,  the  supposition  being 
that  the  child  had  a laryngeal  diphtheria  (in 
those  days,  all  cases  of  acute  laryngeal 
stenosis  were  assumed  to  be  diphtheritic  in 
origin).  The  little  girl  had  the  frightened 
appearance  of  one  who  was  struggling  for 
air,  the  pulse  was  rapid,  lips  and  fingernails 
bluish  in  color.  There  was  substernal  re- 
traction on  each  inspiration.  There  was 
lacking,  however,  the  little  “whistle”  which 
is  present  when  air  is  being  forced  through 
the  narrowed  larynx.  The  child  was  wrapped 
in  a sheet  and  held  in  the  upright  position 
by  the  doctor  for  an  indirect  intubation. 
On  opening  the  mouth  gag,  I found  the  left 
tonsil  pushed  completely  across  the  pharynx 
in  contact  with  the  right  pharyngeal  wall  by 
a peritonsillar  abscess.  The  right  tonsil  laid 
back  of  the  left,  almost  completely  occluding 
the  pharyngeal  orifice.  The  abscess  was 
opened  but  the  dyspnea  persisted. 

While  the  right  tonsil  was  held  forward, 
the  patient  breathed  freely,  the  substernal 
retraction  ceased,  and  complete  relief  from 
the  dyspnea  was  experiencd.  When  I let  go 
of  the  tonsil,  it  dropped  back  into  the  funnel 
again  producing  partial  occlusion.  I recog- 
nized that  an  intubation  would  be  useless 
and  as  I had  no  tracheotomy  set  with  me,  I 
removed  the  right  tonsil  under  a little  one 
per  cent  novocain,  with  a scissors  and  snare. 
The  child  breathed  very  satisfactorily  after 
the  work  was  done  and  made  an  uneventful 
recovery. 

Case  2.  In  August  1924,  B.,  age  thirty, 
a teacher,  was  brought  into  the  University 
Hospital  of  Syracuse  with  bilateral  peri- 
tonsillar abscesses.  Almost  as  soon  as  the 
patient  was  in  bed,  he  developed  marked 
dyspnea  and  stopped  breathing  within  a few 
minutes.  On  my  arrival,  the  intern  and 
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Table  I 


Peritonsillar  Abscesses 


Number 
of  cases 

Deaths 

Causes  of  death 

172 

4 

Uremia 

Cerebral  hemorrhage 
Lobar  pneumonia 
Bronchial  pneumonia 

Number  of  cases  associated  Number  of  cases  associated 
with  abscess  in  sub-  with  abscess  in  parotid 

maxillary  fossa  fossa 

2 1 


Number  of  cases 

of  dyspnea  Treatment 

8 Incision  and  drainage  154 

Spontaneous  rupture  13 

Tonsillectomy  for  drainage 

of  abscess  2 

Incision  of  peritonsillar  plus 
drainage  of  submaxillary 
abscess  2 

Incision  of  peritonsillar 
abscess  plus  drainage  of 
parotid  abscess  i 

Number  of  cases  requiring 

operation  for  airway  Type  of  operation  on  airway 

Tonsillectomy 

1 1 


Number  of  cases 
24 


Retropharyngeal  Abscesses 


Deaths 

0 

Number  of  cases 
of  dyspnea 
3 


Number  of  cases  associated 

with  deep  abscesses  Treatment 

0 Incision  and  drainage  24 

Treatment  of  dyspnea 
Incision  and  drainage  2 
Incision  and  drainage 
plus  tonsillectomy  1 


Abscesses  of  Tongue 

Based  on  84,988  admissions  to  University  Hospital  of  Syracuse  between  1922  and  1937,  and  52,102  admissions  to  Memorial 

Hospital  of  Syracuse  between  1927  and  1937 

Number  of  cases  Deaths  Number  of  cases  of  dyspnea  Treatment 

4 1 3 Drainage  by  way  of  submaxillary 

fossa  2 

Attempted  drainage  " externally  ” 
patient  dying  of  asphyxiation 
during  operation  1 


Abscesses  of  Mouth 


Number  of 


cases 

Deaths 

Tonsillar  abscesses 

6 

0 

Submental  abscesses 

7 

0 

Unclassified  abscesses 

14 

0 

Number 

Number  of 

with 

cases  of 

secondary 

dyspnea 

Treatment 

abscess 

0 

Incision  and  drainage 

2 

0 

Spontaneous  rupture 

2 

Tonsillectomy 

2 

0 

Incision  and  drainage 

7 

0 

Q 

Number  of  cases 
22 


Number  of  cases 
20 


Number  of  cases 
82 


Miscellaneous  Acute  inflammatory  reactions  in  Neck 
Tubercular  Cervical  Abscesses 
Deaths  Number  of  cases  of  dyspnea 


Cellulitis  of  Neck  Without  Abscess 

Deaths  Number  of  cases  of  dyspnea 

2 0 

Unclassified  Abscesses 

Deaths  Number  of  cases  of  dyspnea 

0 0 


Cause  of  death 
Traumatism  and  shock 
Lobar  pneumonia 


March  IS,  1938] 


ACUTE  PHARYNGEAL  STENOSIS 


437 


nurses  were  attempting  to  perform  artificial 
respiration  but  getting  no  air  into  the  lungs. 
Propping  the  mouth  open  with  a gag,  while 
a tracheotomy  set  was  being  rushed  to  the 
floor,  I found  the  tonsils  to  be  overlapping 
one  another  and  behind  both  there  was  a 
peritonsillar  abscess  lying  deep  around  the 
lower  pole.  Grasping  each  tonsil  with  a 
forceps,  I pulled  them  as  far  forward  as 
possible,  placing  an  airway  in  the  pharynx. 
Artificial  respiration  was  resumed  and  the 
patient  soon  regained  consciousness.  On  re- 
moval of  the  airway,  the  man  stopped  breath- 
ing. When  the  tonsils  were  again  grasped 
and  held  forward,  he  breathed  easily.  The 
peritonsillar  abscesses  were  opened  and  a 
great  quantity  of  yellow-purulent  material 
was  discharged,  but  this  did  not  relieve  the 
dyspnea.  The  right  tonsil  was  then  removed 
by  dissection  and  snare  under  novocain,  with 
complete  relief  to  the  patient.  Subsequently, 
the  tonsillectomy  was  completed  and  the  pa- 
tient made  an  uneventful  recovery  from  the 
acute  reaction. 

Case  3.  In  May  1932,  C.,  age  thirty-five, 
living  in  a town  fifteen  miles  from  Syracuse, 
developed  bilateral  peritonsillar  abscesses. 
At  3 a.m.  the  family  doctor  telephoned  me 
that  the  patient  had  stopped  breathing,  but 
that  he  could  still  get  his  pulse.  Another 
physician  was  with  him  in  consultation.  Re- 
membering my  former  experiences,  I sur- 
mised that  the  obstruction  might  be  in  the 
pharynx.  I requested  the  doctor  to  pry  the 
mouth  open  with  a gag  and  pull  the  most 
exposed  tonsil  forward  in  the  hope  that  an 
airway  might  be  established,  at  which  time 
they  were  to  attempt  artificial  respiration. 
In  a few  moments,  he  again  came  to  the 
’phone  to  tell  me  that  the  patient  had  re- 
sumed breathing.  They  held  the  tonsil  for- 
ward while  I drove  the  fifteen  miles  to  open 
these  abscesses,  which  I did  without  benefit 
to  the  patient.  As  I had  my  suction  appa- 
ratus with  me  in  the  car,  I found  it  easy  to 
remove  the  larger  tonsil  under  local  anes- 
thetic. Complete  relief  from  the  dyspnea  was 
experienced.  He,  too,  made  an  uneventful 
recovery. 

Case  4.  In  1925,  O.,  age  thirty-five,  was 
admitted  to  the  University  Hospital  of 
Syracuse,  with  the  history  of  a tonsillitis 
of  several  days  duration  followed  by  inabil- 
ity to  open  the  mouth  and  for  the  past  two 
days  he  had  experienced  the  greatest  diffi- 
culty in  swallowing  fluids.  For  four  hours, 
dyspnea  was  present,  the  fingernails  and  lips 
were  bluish,,  pulse  110,  and  temperature 
104°  F. 

Examination  revealed  the  tongue  to  be 
pushed  up  into  the  roof  of  the  mouth  and 
in  the  submaxillary  region  there  was  definite 


swelling.  The  patient  was  immediately  taken 
to  the  operating  room  and  a flexible  airway 
passed,  with  a good  deal  of  difficulty,  into 
the  pharynx.  I then  opened  the  submaxil- 
lary fossa,  after  the  method  of  Dr.  Mosher, 
cutting  the  facial  vein  and  lifting  the  gland 
with  the  facial  artery  out  of  its  bed.  From 
this  fossa,  with  a blunt  forceps,  I probed 
upward  and  backward  into  the  deep  tissues 
of  the  tongue,  where  I obtained  a quantity 
of  purulent,  fetid  smelling  material.  The 
patient  was  relieved  almost  immediately, 
after  which  the  airway  was  removed.  He 
made  an  uneventful  recovery. 

Conclusions 

1.  When  acute  inflammatory  reactions 
in  the  pharynx  produce  dyspnea,  the 
stenosis  is  usually  in  or  around  the  ton- 
sillar aperture. 

2.  Reactions  in  the  pharynx,  causing 
obstruction  to  the  passage  of  air,  are  usu- 
ally either  peritonsillar  abscesses,  pushing 
the  lateral  wall  into  the  pharynx,  retro- 
pharyngeal abscess,  pushing  the  posterior 
wall  forward,  or  deep  abscesses  of  the 
tongue,  pushing  the  floor  up. 

3.  The  most  common  offender,  from 
the  standpoint  of  the  number  of  cases  in- 
volved, is  deep  abscess  of  the  tongue,  with 
75  per  cent  developing  an  acute  stenosis; 
the  retropharyngeal  abscess  comes  next, 
with  twelve  and  one-half  per  cent  having 
difficulty  in  breathing;  peritonsillar  ab- 
scess is  third,  with  four  plus  per  cent  de- 
veloping dyspnea. 

4.  When  dyspnea  is  present  with  peri- 
tonsillar abscess,  the  most  common  sec- 
ondary abscess  adding  to  the  stenosis  is 
submaxillary  abscess — twenty-five  per 
cent  of  peritonsillar  abscesses  having 
acute  stenosis  developing  this  complica- 
tion. 

5.  When  deep  abscesses  do  develop,  the 
average  man  caring  for  these  cases  has 
no  definite  plan  of  attack,  the  reason  be- 
ing that  the  cases  are  rare  except  in  very 
large  clinics  and  usually  head  toward  the 
surface,  as  shown  by  Havens  in  his  com- 
prehensive report,3  where  the  anatomical 
difficulties  are  slight  and  the  mortality 
small. 

6.  Because  we  occasionally  do  get  a 
deep  burrowing  abscess  that  will  test  the 
best  that  is  in  us  and  because  more  of  the 
cases  fall  into  the  hands  of  the  otolaryn- 
gologist because  of  the  dyspnea,  we  should 
become  thoroughly  familiar  with  some 
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definite  plan  of  attack  which  will  require, 
as  Dr.  Mosher  has  suggested,4  a detailed 
knowledge  of  the  anatomy  around  and 
above  the  hyoid  bone. 

This  review  justifies  a study  of  the  liter- 
ature as  to  the  comparative  safety  of 
tonsillectomy  and  tracheotomy  for  the  re- 
lief of  an  acute  pharyngeal  stenosis  due 
to  infection.  For  this  comparison,  I have 
obtained  the  mortality  record  on  tra- 
cheotomies done  in  four  of  our  larger 
hospitals  for  the  treatment  of  contagious 
diseases,  inasmuch  as  most  of  their 
tracheotomies  are  done  for  the  relief  of 
an  acute  streptococcus  pharyngo-laryngo- 
tracheitis. 

During  the  years  1935  and  1936,  at  the 
Boston  City  Hospital  there  were  six 
tracheotomies  done  with  four  deaths ; at 
the  Philadelphia  Hospital  for  Contagious 
Diseases  there  were  eighteen  tracheoto- 
mies performed  with  eleven  resulting  in 
death ; at  the  Syracuse  City  Hospital  three 
tracheotomies  and  one  death,  and  at  the 
Willard  Parker  Hospital  in  New  York 
City  they  had  nineteen  tracheotomies  and 
ten  deaths,  making  a total  in  these  insti- 
tutions during  these  two  years  of  forty-six 
tracheotomies  with  twenty-six  deaths, 
showing  a death  rate  of  fifty-five  plus  per 
cent. 

For  the  records  of  tonsillectomy  done 
in  the  presence  of  acute  infection  we  have 
to  turn  to  those  published  by  the  men  who 
favor  tonsillectomy  for  the  relief  of  peri- 
tonsillar abscess,  or  for  the  relief  of  deep 
infection  in  the  neck  where  the  disturb- 


ance originated  in  the  tonsil.  Of  the 
former,  there  are  many.  A.  Linck5  con- 
cludes his  review  of  peritonsillar  abscess 
and  its  treatment  with  the  statement  that 
tonsillectomy  at  all  stages  of  the  abscess 
is  the  procedure  of  choice,  reporting  the 
records  of  168  patients  so  operated  with- 
out a single  complication  from  propaga- 
tion of  the  infection.  We  have  to  remem- 
ber, also,  that  we  have  all  performed  many 
tonsillectomies  where  the  question  of  per- 
sisting acute  infection  was  difficult  to  de- 
cide, with  no  untoward  effect  in  most  of 
the  cases. 

My  conclusions  are  that  we  occasionally 
do  get  an  acute  stenosis  of  the  pharynx 
only,  which  will  require  either  a tracheot- 
omy, a tonsillotomy,  or  a tonsillectomy, 
that  it  is  found  where  abscesses  are  pres- 
ent and  in  the  region  of  the  tonsillar  aper- 
ture and  that  an  examination  of  this  area 
should  always  be  made  before  concluding 
that  the  closure  is  in  the  larynx.  When  the 
pathology  is  located  in  the  pharynx  and 
drainage  does  not  relieve  the  symptoms,  it 
is  much  safer  to  remove  all  or  part  of  the 
tonsils  than  to  perform  a tracheotomy. 

State  Tower  Bldg. 


References 

1.  Jackson,  Chevalier,  Coates,  G.  M.,  and  Jackson, 
C.  L. : Nose,  Throat  and  Ear  and  Their  Diseases. 

2.  Imperatori,  C.  J.  and  Burman,  H.  J. : Diseases  of 
the  Nose  and  Throat. 

3.  Havens,  Fred  Z.:  Arch,  of  Otolaryngology,  p.  536, 

1935.  _ 

4.  Mosher,  H.  P. : Sub-maxillary  Approach  to  Deep 
Abscess  of  Neck.  Transactions  of  the  American 
Academy  of  Ophthalmology  and  Otolaryngology,  1929. 

5.  Linck,  A.:  Arch.  f.  Ohrenheilk,  131:310,  1932. 


Discussion 


Dr.  Clayton  M.  Brown,  Buffalo — I am 
sure  we  are  all  indebted  to  Dr.  Moore  for 
focusing  our  attention  upon  this  fairly  un- 
common condition. 

This  report  of  the  incidence  of  pharyngeal 
stenosis  covering  a period  of  fifteen  years 
in  a general  hospital,  is  probably  the  first 
attempt  to  arrive  at  an  accurate  knowledge 
of  the  frequency  of  this  condition  in  a com- 
munity as  a whole. 

To  those  whose  experience  is  limited  to 
children’s  hospitals  the  incidence  will  prob- 
ably seem  low,  while  those  whose  work  is 
principally  among  adults  it  may  seem  a 
trifle  high.  The  greater  frequency  of  retro- 
pharyngeal abscesses  and  of  postnasal  and 
pharyngeal  obstructions  in  children  wrould 
probably  explain  this  difference  in  incidence. 
With  improved  feeding  conditions  in  the 
very  young,  the  frequency  of  retropharyn- 


geal abscesses  has  certainly  declined  in  the 
past  few  years. 

It  is  quite  probable,  also,  that  the  very 
numerous  tonsillectomies  and  adenoidecto- 
mies  will  further  reduce  the  frequency  of 
pharyngeal  stenosis  of  the  future. 

Of  course,  to  the  older  men,  in  the  days 
before  diphtheria  antitoxin  and  toxin  anti- 
toxin, these  upper  respiratory  stenoses  were 
almost  a daily  occurrence,  and  most  up-to- 
date  physicians  had  intubation  and  tracheot- 
omy sets  with  them  at  all  times.  For  these 
men  the  first  thought  in  dyspnea  is  for  a 
laryngeal  and  not  a pharyngeal  stenosis. 
The  symptoms  and  the  clinical  findings,  how- 
ever, are  quite  different.  In  all  cases  of 
dyspnea  a pharyngeal  examination  should  be 
made  and  the  pharyngeal  possibilities  of 
stenosis  excluded.  In  infants  a digital  ex- 
amination of  the  lower  pharynx  may  be  nec- 
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essary  to  exclude  the  possibility  of  a retro- 
pharyngeal abscess. 

To  me  the  great  lesson  of  this  paper  is  the 
location  of  the  cause  of  dyspnea  and  its  re- 
moval. 

I think  we  have  often  been  too  conserva- 
tive in  waiting  a more  convenient  time 
when  pus  was  not  present  to  do  our  ton- 
sillectomies. Dr.  Moore’s  success  in  these 
cases  of  dyspnea  in  the  presence  of  periton- 
sillar abscesses  is  conclusive  proof  of  its 
safety  in  experienced  hands. 


This  removal  of  tonsils  in  the  presence  of 
a peritonsillar  infection  is  routine  precedure 
with  many  men  and  seems  to  be  very  success- 
ful, though  I have  never  attempted  it  my- 
self. 

To  me,  the  work  of  Iglauer  of  Cincinnati 
and  Batson  of  Philadelphia  in  the  surgical 
approach  to  these  deep  abscesses  of  the  neck, 
which  may  be  the  cause  of  dyspnea,  is  ex- 
ceedingly intriguing  and  certainly  simplifies 
the  operative  procedure. 


UNAPPRECIATED  AMERICAN  HEALTH  RESORTS 


Bernard  Fantus,  M.D.,  Chicago,  ( Jour- 
nal AM. A.  Jan.  1,  1938),  points  out  that 
physicians  who  visit  any  number  of 
American  spas  and  health  resorts  will  find 
that  there  is  something  radically  wrong 
with  nearly  every  one  of  them. 

Manager  and  owner  complain  that  this 
is  due  to  lack  of  patronage  by  physicians. 
But  physicians  find  that  few  of  the  resorts 
are  worthy  of  their  patronage.  Obviously 
a vicious  circle  exists,  which,  like  the 
vicious  circles  of  disease,  can  be  broken 
only  by  a suitable  remedy.  The  ideal 
climate  and  the  most  curative  mineral 
water  are  of  no  use  to  many  sick  persons 
unless  there  can  also  be  secured  suitable 
hotel  accommodations  and  appropriate  diet, 
and  these  must  be  available  within  the 
financial  means  at  the  command  of  the 
patient. 

Physicians  are  disgusted  with  the  quack- 
ish  propaganda  and  practises  of  most 
American  health  resorts.  They  and  their 
patients  know  more  about  the  European 
than  the  American  spas,  although  as  a 
matter  of  fact  there  are  in  this  country 
practically  all  the  climatic  and  balneic 
remedies  possessed  by  any  other  country 
in  the  world.  This  state  of  affairs  costs 
Americans  many  millions  of  dollars  annu- 
ally. There  is  not  only  a net  loss  to  this 
country  but  also  a financial  loss  to  the 
patients  who  are  sent  abroad  for  a treat- 
ment that  they  could  secure  much  more 
economically  nearer  home. 

American  physicians  are  in  great  need 
of  information  regarding  the  natural 
remedial  resources  of  their  own  states,  and 
it  should  be — indeed  it  is — the  function  of 
the  state  governments  to  secure  and  dis- 
seminate this  information.  Unfortunately, 
the  state  governments,  with  a few  notable 
exceptions,  have  largely  been  derelict  in 
this  matter.  Mineral  water  resorts  should 
be  health  resorts  in  the  truest  sense,  and 
health  resorts  that  specialize  in  the  treat- 


ment of  the  diseases  for  which  the  natural 
resources  available  in  the  place  especially 
fit  them. 

Unfortunately,  there  are  in  this  country 
few  institutions  of  this  kind,  and  these  few 
are  not  sufficiently  well  known  to  the  rank 
and  file  of  the  American  medical  profes- 
sion. 

With  over  2,000  places  in  the  United 
States  boasting  of  springs  of  more  or  less 
medicinal  value,  with  the  possibility  of 
commanding  watering  places  in  almost  any 
climate  and  at  any  season,  the  members  of 
the  medical  profession  are  so  poorly  in- 
formed about  them  that,  when  need  of  spa 
treatment  arises,  they  are  more  likely  to 
know  a suitable  European  spring  than  one 
in  this  country.  This  is  because  textbooks 
and  teachers  have  more  to  say  about  the 
latter  than  the  former. 

Distrust  and  skepticism  likewise  prevail 
regarding  our  mineral  spring  resorts. 
With  a few  notable  exceptions  this  is  well 
merited,  for  the  mendacity  of  many  of  the 
advertisements  for  mineral  springs  rivals 
that  of  the  claims  for  “patent  medicines” 
in  their  palmiest  days.  Unethical  practice 
and  quackery  abound  in  and  around  health 
resorts.  Even  the  social  features  and 
amusements,  in  many  of  them,  may  be  ob- 
jectionable from  a therapeutic  as  well  as 
a moral  standpoint. 

The  American  Medical  Association  has 
struggled  successfully  with  such  problems 
as  the  improvement  of  medical  education, 
through  its  Council  on  Medical  Educa- 
tion and  Hospitals,  and  with  the  still 
thornier  problem  of  proprietary  medicines, 
through  its  Council  on  Pharmacy  and 
Chemistry.  It  is  helping  physicians  to  a 
better  appreciation  of  dietetics  and  of 
physical  therapy  by  the  councils  dealing 
with  these  matters.  It  now  remains  for 
it  to  render  the  same  service  to  this  im- 
portant as  well  as  largely  unappreciated 
national  remedial  asset. 


HABITUAL  ABORTION 

Treatment  by  Injection  of  Pregnancy  Serum 


Samuel  S.  Rosenfeld,  M.D.,  New  York  City 


There  is  a veritable  host  of  causes  for 
abortion,  miscarriage,  premature  labor, 
and  habitual  death  of  fetus.  What  we 
are  here  concerned  with  is  that  class  of 
cases  who  either  habitually  abort,  mis- 
carry, have  premature  labors  or  habitu- 
ally give  birth  to  dead  feti  and  in  whom 
no  discernible  or  palpable  cause  is  either 
demonstrable  or  ascertainable.  For  the 
sake  of  brevity  in  this  paper,  we  will  in- 
clude all  or  any  of  these  states  in  the 
general  term  “habitual  abortion.” 

We  are  very  much  in  the  dark  when 
we  seek  to  cure  these  patients  for  so  little 
is  definitely  known  about  the  etiologic 
factors.  The  recent  literature  points  to 
hormones,  vitamins,  and  even  the  psyche 
as  the  most  probable  factors  concerned 
in  the  production  of  these  conditions. 

A review  of  the  literature  shows  that 
Sellheim* 1  was  the  first  and  only  author 
to  report  the  use  of  normal  pregnancy 
serum  in  the  treatment  of  habitual  abor- 
tion. He  was  prompted  to  use  this  ther- 
apy after  reading  Mayer’s  report  on  the 
treatment  of  cases  of  toxemia  of  preg- 
nancy by  the  injection  of  blood  serum  of 
healthy  pregnant  women.  To  date  Sell- 
heim reports  nine  cases,  in  eight  of  which 
the  treatment  was  fully  successful ; in  the 
other,  there  was  premature  labor  in  the 
sixth  month. 

His  usual  method  of  administration  is 
to  give  injections  of  ten  c.c.  of  the  serum 
every  two  weeks  from  the  second  or  third 
month  of  pregnancy.  He  has  also  given 
it  at  monthly  intervals  and  states  that 
it  is  not  necessary  to  give  it  throughout 
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the  pregnancy.  He  believes  that  the  bene- 
ficial effects  are  due  to  substances  in  the 
serum  of  healthy  gravid  women  which 
have  a quieting  effect  on  the  uterine  mus- 
culature. He  further  states  that  the  rea- 
son for  the  action  of  the  pregnancy  serum 
has  not  yet  been  fully  explained  nor  has 
the  exact  dosage  been  determined. 

We  know  that  normal  human  preg- 
nancy serum  contains  rather  large 
amounts  of  the  estrogenic  and  the  go- 
nadotropic hormones.  There  are  small- 
er quantities  of  the  thyrotropic,  adreno- 
tropic  and  corpus  luteum  hormones.  There 
are  undoubtedly  other  hormones  whose 
presence  and  action  have  as  yet  been  un- 
discovered. 

Frank2  found  that  when  rats  were  in- 
jected with  blood  extracts  from  pregnant 
women  the  ovaries  showed  either  numer- 
ous large  filled  follicles  or  several  corpora- 
lutea. 

Guerico3  studied  the  effects  of  the  in- 
jection of  human  pregnancy  urine  on  the 
calcium  magnesium  and  phosphorous  con- 
tent of  the  blood  of  rabbits  and  found  a 
marked  increase  in  the  blood  magnesium 
but  no  change  in  the  blood  calcium  or 
phosphorous. 

Glaubach4  states  that  during  pregnancy 
there  is  a physiological  hyperthyroidism 
due  to  the  increase  in  the  thyrotropic  hor- 
mone from  the  anterior  pituitary  gland. 
This  may  become  pathological  and  de- 
stroy the  pregnancy  as  was  demonstrated 
in  animals  in  which  thyrotropic  hormone 
of  the  anterior  pituitary  or  thyroxin 
caused  resorption  of  the  embryo  and 
changes  in  the  ovaries  and  the  thyroid. 

Herold5  found  that  the  antithyroid 
protective  material  of  the  blood  is  lower 
than  normal  during  pregnancy  and  in 
Basedow’s  disease. 

Putzu6  states  that  the  diminished  excre- 
tion of  hormones  in  habitual  abortion  is 
not  the  cause  but  is  a result  and  is  evi- 
dence of  hypofunction  of  the  whole  en- 
docrine system  during  pregnancy. 
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Starr  and  Patten7  found  that  intramus- 
cular injections  of  extracts  of  pregnancy 
urine  into  four  persons  with  hyperthy- 
roidism produced  no  change,  however 
four  out  of  five  women  younger  than  the 
menopausal  age  were  benefited  by  such 
treatment. 

D’Amour  and  Gustavson8  and  others 
have  shown  that  where  large  amounts 
of  estrin  were  administered  after  implan- 
tation, pregnancy  was  terminated  by  the 
death  of  the  embryo.  Shute9  is  of  the 
opinion  that  the  resistance  to  proteolysis 
found  in  the  blood  of  aborting  women  is 
due  to  estrin. 

I began  using  normal  human  pregnancy 
serum  on  purely  theoretical  grounds.  It 
seemed  to  me  that  the  serum  of  patients 
who  habitually  abort  either  completely 
lacks  or  is  deficient  in  one  or  more  of  the 
necessary  hormonal,  antihormonal,  acti- 
vating or  inhibiting  substances  neces- 
sary for  the  normal  progress  of  preg- 
nancy. I felt  that  serum  from  normal 
pregnant  women  contained  everything 
essential  for  the  normal  progress  of  preg- 
nancy and  that  these  substances  could  be 
transferred  by  intramuscular  injections. 
These  substances  might  be  and  probably 
are  hormones  or  hormone  activators, 
whose  function  might  be  inhibition  of 
forceful  uterine  contractions  and  activa- 
tion of  placental  fetal  and  uterine  growth. 

Our  own  experiments  in  vitro  on  a 
pregnant  cat  uterus  containing  embryos, 
showed  that  normal  human  pregnancy 
serum  caused  a marked  reduction  in  the 
number  of  uterine  contractions  with  con- 
comitant long  relaxation  periods. 

A strip  of  human  uterine  muscle  re- 
sected at  the  time  of  cesarean  section  also 
showed  a relaxing  effect  of  this  serum. 
When  serum  from  an  habitual  aborter 
was  added  there  was  a noticable  increase 
in  tone.  We  repeated  these  experiments 
on  other  pieces  of  excised  uterine  muscle, 
but  unfortunately,  the  specimens  were 
useless,  as  no  normal  contractions  could 
be  obtained. 

I was  of  the  opinion  that  pregnancy 
serum  possesses  the  common  hemostatic 
property  of  most  sera.  We  found  that 
it  has  this  property  but  serum  from  an 
habitual  aborter  is  just  as  effective. 

It  is  highly  problematical  whether 
progesterone  is  responsible  for  the  good 
effects  of  this  serum  for  Bloch  in  assay- 


ing the  circulatory  blood  of  pregnant 
women  for  progesterone  content  found 
none  in  amounts  up  to  500  c.c. 

I have  been  treating  cases  of  habitual 
abortion  with  approximately  five  c.c.  of 
normal  pregnancy  serum  injected  intra- 
muscularly once  a week.  Should  staining 
or  bleeding  occur  during  the  course  of 
treatment  the  patient  is  put  to  bed  and 
doses  up  to  ten  c.c.  may  be  given  two  or 
three  times  a week  or  even  daily  depend- 
ing on  the  signs  and  symptoms.  In  the 
absence  of  bleeding,  patients  are  per- 
mitted to  pursue  their  normal  routine  and 
duties.  The  diet  is  that  usually  pre- 
scribed for  a normal  pregnant  woman 
with  the  addition  of  cod-liver  oil  and 
viosterol.  However  I have  positive 
knowledge  that  some  of  the  patients 
failed  to  take  both  the  cod-liver  oil  and 
the  viosterol. 

Patients  were  advised  to  abstain  from 
sexual  intercourse,  but  not  all  of  them 
heeded  this  advice. 

The  serum  is  a pooled  serum  obtained 
from  normal  pregnant  women  whose 
Wassermann  reactions  are  negative.  The 
blood  is  obtained  under  aseptic  precau- 
tions and  centrifuged.  The  serum  is  then 
poured  into  sterile  tubes  and  kept  in  the 
refrigerator  until  used.  The  patients  are 
injected  until  the  beginning  of  the  tenth 
lunar  month. 

Theoretically  the  most  efficient  serum 
should  be  furnished  by  multiparae  who 
have  no  history  of  abortion,  miscarriage, 
premature  labor  or  intrauterine  death  of 
the  fetus,  and  whose  gestation  period  has 
not  exceeded  the  eighth  lunar  month.  Due 
to  the  dearth  of  material  we  have  not  been 
able  to  confine  ourselves  to  ideal  donors, 
and  yet,  the  results  were  very  gratifying. 
(Table  I). 

Comment 

While  I have  no  statistics  at  hand  to 
prove  my  assertion,  it  is  my  impression 
that  under  the  conventional  methods  of 
treatment  of  habitual  abortion  the  great 
majority  of  patients  aborted. 

I do  not  know  what  constituent  or  con- 
stituents of  the  normal  pregnancy  serum 
are  responsible  for  the  effects.  It  seems 
to  me  that  the  major  effects  are  due  to 
hormones  and  that  the  hormones  are  of 
the  activating  and  inhibitory  types,  and 
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that  normal  sera  contain  these  substances 
in  the  proper  amounts  and  proportions. 

It  is  a moot  point  whether  the  results 
obtained  can  be  ascribed  to  any  of  the 
known  hormones  or  their  precursors  in- 
dividually. We  know  that  the  treatment 
of  habitual  abortion  with  estrin  and 
prolan  alone  has  proven  disappointing. 
The  progesterone  content  in  the  small 
amount  of  serum  that  we  inject  is  either 
nil  or  infinitesimal  and  the  effects  can 
therefore  hardly  be  ascribed  to  its  action. 
What  part  the  thyrotropic  hormone  of 


We  are  also  unable  to  state  whether  or 
not  these  hormones  act  specifically  on  the 
development  of  the  ovum  or  whether  they 
produce  a higher  threshold  of  irritability 
in  the  uterine  musculature.  One  patient  in 
her  seventh  month  was  having  regular 
cramp-like  labor  pains.  After  an  injec- 
tion of  ten  c.c.  of  serum  these  pains 
ceased  and  she  was  delivered  at  term  of 
a normal  infant. 

We  thus  see  that  a vast  amount  of  re- 
search is  necessary  before  the  factors 
concerned  in  the  etiology  and  in  the  suc- 


Table  I 


Age 

Gravida 

Para 

Bleeding  or 
Staining 
Prior  to 
Injections 

Period  of 
Gestation 
When  Serum 
Treatment 
Was  Begun 

Duration  of 
Gestation 

Remarks 

1 

35 

4 

1 

Bled 

6 weeks 

Term 

2 

23 

2 

0 

Bled 

5 weeks 

Term 

3 

31 

3 

1 

Bled 

5 months. . . . 

Term 

. Labor-like  pains  in  5th  month. 

4 

33 

6 

0 

Bled 

8 weeks 

6 months 

. Premature  separation  of  placenta. 

5 

28 

3 

1 

Bled 

. 10  weeks 

Term 

, Treated  with  corpus  luteum  in  pre- 

6 

33 

6 

1 

None 

6 weeks 

Term 

vious  preg. 

7 

21 

3 

0 

None 

8 weeks 

Term 

. B.M.R.  Minus  3. 

8 

28 

5 

2 

Bled 

. 6 weeks 

Term 

1st  living  baby. 

9 

33 

3 

1 

None 

7 months. . . . 

Term 

. Labor  pain  ceased  after  injection. 

10 

33 

4 

1 

Bled 

. 6 weeks 

Term 

, Pyelitis  during  pregnancy. 

11 

33 

4 

0 

Bled 

. 10  weeks 

Term 

, Bronchiectasis. 

12 

28 

4 

0 

None 

. 12  weeks 

Term 

. B.M.R.  Minus  20. 

13 

30 

4 

0 

Bled 

. 4 weeks 

Term 

14 

34 

5 

1 

Stained 

5 weeks 

37  weeks . . . . 

. Last  injection  3 weeks  before  delivery. 

15 

32 

8 

2 

None 

. 12  weeks 

37  weeks 

. Last  injection  9 days  before  delivery. 

16 

28 

2 

0 

Stained 

. 7 weeks 

Term 

17 

22 

2 

0 

Stained 

. 5 weeks 

Term 

18 

28 

6 

0 

Bled 

6 weeks 

Term 

19 

24 

3 

0 

None 

. 12  weeks 

Term 

B.M.R.  Minus  11. 

20 

33 

9 

3 

(Stained  one  day) . . 

4£  months. . . 

Term 

Four  cases  are  under  treatment  at  present  time.  Results  were  successful  in  every  case  except  no.  4. 


the  anterior  pituitary  and  the  thyroid  it- 
self play  in  this  complex  mechanism 
must  also  remain  unanswered  for  the 
present. 

Much  more  proof  than  has  as  yet  been 
brought  forth  is  necessary  before  one 
can  safely  ascribe  a detoxifying  action  to 
the  serum.  My  results  with  normal  preg- 
nancy serum  in  the  treatment  of  perni- 
cious vomiting  of  pregnancy  and  toxemia 
of  pregnancy  have  proven  disappointing. 

The  coagulant  property  of  the  serum  is 
probably  not  of  great  importance  for  the 
serum  of  aborting  women  is  just  as 
effective  in  hastening  clotting  time. 

In  the  present  state  of  our  knowledge 
one  cannot  prove  or  disprove  whether 
habitual  abortion  is  an  allergic  phenom- 
enon and  if  it  is,  does  the  serum  act  to 
desensitize  the  allergic  individual? 


cessful  treatment  of  this  condition  can 
be  identified. 

It  is  highly  probable  that  the  serum 
from  normal  pregnant  animals  might 
prove  as  effective  as  human  serum.  How- 
ever, I preferred  to  utilize  human  serum 
for  it  eliminated  the  possibilities  of  al- 
lergic reactions,  serum  sickness,  anaphy- 
laxis, etc. 

I am  using  a weekly  dose  of  four  to 
six  c.c.  for  I noted  that  this  amount  kept 
the  patients  sign-  and  symptom- free, 
whereas,  when  the  dose  was  smaller  or 
given  at  longer  intervals,  some  of  the 
women  either  stained  or  went  into  labor. 
We  noted  this  especially  in  the  tenth 
lunar  month,  when  we  ceased  injecting 
the  serum. 

The  question  might  be  raised,  is  it  pos- 
sible to  obtain  an  effect  from  the  small 
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amounts  of  serum  that  we  inject? 
Reasoning  from  analogy,  I believe  that  it 
is  possible,  for  we  know  that  similar  small 
amounts  of  whole  blood,  sera,  and 
placental  extracts,  are  effective  either  as 
immunizing  or  curative  agents,  in  such 
conditions  as  measles,  scarlet  fever,  and 
poliomyelitis. 

The  one  failure  in  this  series  is  really 
only  a partial  failure,  for  the  patient  in 
five  previous  pregnancies  had  never 
progressed  beyond  the  eighth  week  and 
this  pregnancy  terminated  in  the  twenty- 
fourth  week.  Labor  was  caused  by  a 
premature  separation  of  the  placenta 
which  in  turn  was  induced  by  a toxemia 
brought  on  by  a most  stupid  indiscre- 
tion in  diet.  In  my  consulting  practice  I 


occasionally  see  premature  placental  sep- 
arations following  Gargantuan  holiday 
meals. 

I am  also  employing  pregnancy  serum 
in  the  treatment  of  threatened  abortion 
and  I believe  the  results  obtained  with  it 
are  far  better  than  with  the  usual  methods 
of  treatment.  I will  report  these  cases  in 
a future  communication. 

Summary 

Twenty  patients  suffering  from  habitual 
abortion  were  treated  with  intramuscular 
injections  of  normal  pregnancy  serum. 
Nineteen  gave  birth  to  normal  living  in- 
fants. 

12  E.  88  St. 
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THE  “NERVOUS  WOMAN” 


Very  frequently  women  of  all  ages  will 
present  themselves  for  the  physician’s  con- 
sideration with  a number  of  vague  aches, 
pains,  and  complaints  whose  nature  is  un- 
certain, and  whose  management  is  a source 
of  embarrassment  to  the  doctor.  Many  doc- 
tors will  consider  this  type  of  patient  as  a 
nuisance,  and  either  hand  her  a bag  of  pills 
(usually  a sedative  of  the  barbiturate  type) 
or  tell  her  not  to  waste  her  money  since  she 
is  not  really  sick.  Either  procedure  is  wrong, 
believes  Dr.  Arthur  J.  Tronstein,  of  Newark, 
Ohio,  in  an  interesting  paper  in  the  Ohio 
State  Medical  Journal. 

Nobody  actually  wants  to  see  the  doctor 
professionally.  A patient  comes  to  the 
doctor  because  he  or  she  is  ill.  Whether  the 
illness  is  due  to  some  specific  organic  lesion 
or  lesions,  or  whether  it  is  due  to  psychic, 
or  functional  factors  is  up  to  the  physician 
to  decide.  The  patient  complaining  of  pains 
and  vague  symptoms  suffers  from  these 
regardless  of  their  source.  She  seeks  the 
doctor  to  get  relief  from  her  discomfort,  and 
is  entitled  to  as  much  study  as  the  person 
with  an  acute  appendicitis.  Failure  to  give 
this  care  leads  the  sufferer  to  seek  the  quack, 
the  cultist,  or  other  competitor  of  the  physi- 
cian. It  not  only  drives  the  patient  from 
the  physician’s  door,  but  leaves  the  patient 


with  the  feeling  that  nobody  will  be  able 
to  help  him  or  her  with  any  future  ailments. 
This  is  especially  true  of  the  woman  who 
has  always  had  steadfast  faith  in  her  family 
doctor. 

There  are  many  cases  of  women  whose 
complaints  are  so  conflicting,  so  apparently 
non-organic,  so  trifling,  so  seemingly  foolish 
to  the  doctor  that  he  tends  to  look  upon  them 
as  evils  he  must  tolerate  as  part  of  his  pro- 
fession. This  attitude  has  driven  many 
patients  from  the  physician  to  the  quack. 
They  really  are  important  to  both  the  physi- 
cian and  the  patient,  and  merit  careful  at- 
tention by  the  former.  Many  of  the  seem- 
ingly non-organic  sicknesses  presented  by 
these  women,  are  in  fact  organic,  and  it  is 
only  because  the  physician  is  too  lazy  or  too 
busy  to  give  them  the  consideration  they 
merit. 

These  women  are  suffering,  and  regard- 
less of  the  cause  of  their  symptoms,  the 
doctor  rightfully  is  charged  with  seeking 
to  allay  their  suffering.  Many  of  the  causes 
are  not  organic;  but  the  doctor  by  means 
of  his  common-sense,  intelligence,  scientific 
training,  acquaintanceship  with  public  serv- 
ices, and  honest  desire  to  help,  can  do  much 
to  benefit  the  woman,  and  at  the  same  time 
advance  his  economic  status. 
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Samuel  J.  Kopetzky,  M.D.,  F.A.C.S.,  New  York  City 
Former  President,  Medical  Society  of  the  County  of  New  York 


Public  Health — A Concern  of  Govern- 
ment— has  many  implications  and  inter- 
pretations. Let  me  at  the  outset  say  that 
I see  in  this  governmental  concern  no 
general  invitation  to  establish  State 
Medicine  to  deliver  general  medical  care 
to  all  our  people,  nor  do  I desire  to  see 
any  part  of  governmentally  subsidized 
medicine  take  control  of,  or  destroy  the 
private  practice  of  medicine. 

In  the  past,  it  has  been  the  proud 
boast  of  the  medical  profession  that  it 
gladly  shouldered  the  costs  to  itself  in 
delivering  medical  care  to  the  indigent. 
Most  of  our  people  were  gainfully  em- 
ployed. The  seasonal  and  the  excep- 
tional circumstances  that  threw  a large 
number  of  wage-earners  out  of  work 
were  soon  passed,  and  the  burden  carried 
by  the  medical  profession  during  their 
transient  periods  of  lack  of  working 
opportunity  could  be  shouldered  by  the 
medical  profession  without  detriment  to 
anybody. 

The  trend  in  our  body-politic  now 
shows  a definite  change.  Under  condi- 
tions whose  causes  and  origins  are  not 
yet  clearly  comprehended,  with  a higher 
standard  of  living  for  our  working 
classes  than  anywhere  in  the  world,  we 
observe  a course  of  events  consisting  in 
the  gradual  passing  of  the  smaller,  self- 
sufficient  middle  class  group.  This  group 
comprises  the  small  store  owner,  the 
small  factory  owner,  and  the  small 
farmer.  In  other  words,  it  seems  as  if 
a great  part  of  the  formerly  financially 
independent,  self-reliant  middle  class 
were  being  transformed  by  the  trend  of 
economic  events  into  a job-holding  class. 
Formerly,  this  group,  by  individual  in- 
dustry and  thrift,  saved,  and  had  small 
property  holdings.  It  gradually  “grew 
up”  financially,  culturally,  and  politically, 
and  actually  was  the  backbone  of  our 
national  life.  Employed  by  this  self- 
reliant  group  were  many  wage-earners 


whose  occupations  were  on  a permanent 
basis ; their  intimate  personal  affairs  were 
known  to  their  employers,  and,  when 
sickness  and  disability  reached  them, 
they  found  aid  available  through  the 
influence  of  their  local  employers.  Often 
the  employer’s  private  physician  took 
care  of  them,  gratis. 

With  the  growth  of  great  business 
corporations,  these  smaller  business  men 
are  being  crowded  out.  True,  many  of 
them  are  absorbed  into  the  giant  business 
concerns  which  killed  their  individual- 
ism in  commerce  and  industry.  We  who 
have  lived  with,  worked  with,  and  served 
this  class  for  almost  three  decades  dur- 
ing which  this  change  has  taken  place, 
can  testify  that  there  is  a vast  difference 
in  the  psychological  and  cultural  make- 
up of  this  class  now,  from  what  its 
inherent  characteristics  were  two  genera- 
tions ago.  This  group  is  now  mostly 
dependent  on  jobs.  It  changes  its  stress 
in  education  from  a search  for  culture 
and  an  opportunity  to  enjoy  the  rewards 
of  individual  efforts,  thrift  and  industry, 
and  a life  amid  congenial  surroundings, 
to  technical  education  for  labor  service 
to  an  impersonal  business  organization — 
the  directing  force  of  which  is  not  al- 
ways even  located  in  the  same  community 
where  the  worker  or  jobholder  lives.  In- 
dividual efforts  to  excell  and  progress 
become  subservient  to  coordinated  labor; 
merging  and  equalizing  the  skill  and  in- 
telligence of  one,  with  the  lesser  degree 
of  these  qualities  possessed  by  another. 
Success  in  the  worker’s  sphere  is  cumula- 
tively estimated  by  what  is  known  as  his 
“production.”  There  is  less  need  of 
skill,  and  more  need  for  speed  work  and 
time  delivery  of  products. 

The  wage  earner,  according  to  some 
authorities,  produces  goods  equal  in  value 
to  his  wages  in  about  a half  day’s  work. 
The  remainder  of  the  day  that  he  works, 
the  value  of  the  goods  he  produces  is 
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for  the  credit  account  of  invested  money, 
and  for  the  wages  which  management 
exacts.  It  is  obvious  that  the  wage  earner 
therefore  produces  much  more  than  he 
gets  paid  for.  This  surplus  over  the 
wages’  value,  is  used  by  invested  capital 
to  take  profit,  to  pay  rent,  and  to  pay 
taxes. 

Since  management  determines  the 
period  of  employment,  and  the  up-keep 
of  the  laborer  is  a great  concern  of  both 
management  and  invested  capital,  then 
it  would  seem  logical  and  ethical  that 
both  invested  capital  and  management 
should  help  toward  the  laborer’s  mainte- 
nance during  those  periods  when  it  de- 
termines that  his  work  is  not  needed. 

It  seems,  from  the  trends  of  events, 
that  we  are  faced  with  the  probability 
that  hereafter  there  will  be  a definite 
percentage  of  unemployed  among  us. 
These  are  individuals  who  would  gladly 
work  could  they  find  gainful  work  to  do. 
In  the  periods  when  recessions  in  pro- 
duction of  wealth,  by  the  combined  ef- 
forts of  invested  capital,  management, 
and  labor  are  with  us,  the  workers  in 
cultural  fields  and  in  the  professions 
which  sell  personal  services — doctors, 
dentists,  nurses  and  pharmacists,  are 
among  them — are  likewise  deprived  of 
gainful,  individual  employment.  Their 
slender  private  resources  exhausted, 
these  too  join  the  army  of  the  employ- 
able unemployed. 

This  group  of  individuals,  a large,  in- 
active wealth  producing  agency,  because 
it  is  inactive,  represents  actual  loss  in 
money  value,  in  terms  of  wages.  This 
is  rightly  a concern  of  government. 

Let  us  look  at  the  problem  from 
another  angle.  Money  replaced  trade  and 
barter.  Money  concededly  is  the  con- 
cern of  government.  Those  whose  indus- 
try, thrift  and  shrewdness  accumulated 
it  found  that  the  government — compris- 
ing the  individuals  of  a state — set  regu- 
lations to  control  and  regulate  its 
circulation,  and  to  prevent  its  being 
hoarded,  or  in  other  words,  to  prevent 
money  from  remaining  idle.  It  is  the 
concern  of  government  that  money  be 
continually  employed,  and  to  some  ex- 
tent, the  government  now  employs  it  for 
the  benefit  of  all  its  people.  Wage-earners 
are  potentially  money.  Hence  it  requires 


no  great  stretching  of  principles  to  as- 
sert that  it  is  the  concern  of  govern- 
ment to  keep  idle,  employable  wage- 
earners  at  work  for  the  benefit  of  the 
whole  people,  just  as  government  is 
concerned  in  keeping  money  in  circula- 
tion. 

Idle  labor  is  employable  in  private 
enterprise  were  the  latter  in  need  of 
workers.  Where  these  wage-earners  are 
not  so  needed  then  this  labor  presents 
problems  which  the  community  must 
solve.  On  the  one  hand,  there  is  direct 
waste  of  the  community’s  wealth,  and  on 
the  other  hand,  the  community  is  de- 
prived of  the  purchasing  power  lost  be- 
cause of  the  lack  of  wages  due  to  unem- 
ployment. In  some  figures  at  hand  it  is 
shown  that  the  W.P.A.  earned  for  itself, 
as  wages,  about  two  billion  dollars.  This 
money  was  of  course  expended  by  the 
W.P.A.  workers  through  exercise  of 
their  purchasing  power,  in  the  communi- 
ties where  they  resided. 

Now  in  all  this  I have  not  touched 
upon  the  medical  implications,  yet  they 
are  inherent  in  the  whole  problem.  In- 
dustry, to  a degree,  has  considered  the 
maintenance  of  the  health  of  the  worker 
as  its  concern;  because  kept  in  health, 
his  industrial  productiveness  is  greater. 
It  has  been  well  said  that  army  efficiency 
is  dependent  primarily  upon  its  good 
health.  To  keep  this  health  level  high, 
government,  which  needs  an  effective 
army,  expends  great  sums  of  money  for 
medical  care.  The  wage-earner,  whether 
employed  or  not,  must  be  maintained  at 
a high  health  level,  and  the  highest  qual- 
ity of  medical  care  procurable  must  be 
made  easily  available  to  him — because 
he  is  one  of  the  sources  of  wealth.  The 
healthier  he  is,  and  remains,  the  more 
productively  efficient  he  will  he — whether 
working  on  his  own,  or  on  the  com- 
munity’s account.  Because  the  unem- 
ployment problem  is  national  in  scope, 
the  medical  care  of  these  idle,  potential 
wage-earners  becomes  a concern  of  na- 
tional government.  The  solution  of  de- 
livering the  high  quality  of  medical  care 
which  the  medical  profession  desires  to 
see  available  to  this  class-group  must 
necessarily  be  handled,  and  administered 
locally,  with  as  little  centralization  of 
administration  as  possible. 

To  say  that  the  public  health  is  a direct 
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concern  of  government  is  not  to  ask  that 
government  shall  be  invited  to  engage  in 
a federal  scheme  of  generalized  State 
Medicine,  with  destruction  of  the  private 
practice  of  medicine.  This  is  not  needed, 
nor  wanted.  When  we  think  of  public 
health,  we  imply  concern  over  healthy 
living  conditions,  sanitary  regulations  of 
food  markets  and  food  handlers.  We 
envisage  restrictive  regulations  to  lessen 
the  inevitable  hazards  of  mine  and  fac- 
tory. We  would  imply  in  government 
“concern  with  health,”  measures  for  hy- 
gienic conditions  in  the  shop,  the  school, 
and  the  home.  We  all  desire  to  have 
health  standards  safeguarded  at  the  farm, 
in  the  period  of  transportation  of  food- 
stuffs, and  even  of  individuals.  Here 
medicine  and  sanitary  engineering  merge 
for  better  public  service.  Lastly  we 
would  have  the  government  deeply  con- 
cerned with  the  popularization  of  all 
prophylactic  preventive  health  measures. 
These  we  desire  to  be  made  easily  avail- 
able for  the  whole  people.  For  the  sick 
and  disabled,  we  want  nothing  so  much 
as  the  ability  to  deliver  to  them  a high 
quality  of  medical  care.  Today,  and  be- 
fore this  audience,  I shall  not  touch 
upon  the  general  problem,  but  deal  di- 
rectly with  the  problem  as  it  concerns 
the  W.P.A. — a class-group  composed  of 
wage-earners,  out  of  gainful  private 
work,  working  at  useful  projects  under 
government  supervision  and  direction. 
We  have  coined  a term  to  describe  their 
medical-economic  situation.  We  term  it 
the  “medically  indigent.” 

As  I stated  above,  it  was  traditional 
with  the  medical  profession  to  care  for 
the  sick  and  disabled  who  were  unable  to 
pay  for  such  care.  This  was  our  pride 
and  boast.  Since,  however,  the  trends 
have  taken  place  to  which  I have  already 
alluded,  the  very  amount  of  this  work 
has  overwhelmed  the  profession.  It 
can  no  longer  carry  on  its  shoulders  this 
burden.  We  believe  it  is  a community 
matter,  and  that  the  service  the  medical 
profession  gives  the  indigents — includ- 
ing the  medical  indigents — should  be  met 
from  general  tax  funds,  wherever  pos- 
sible from  local  funds,  supplemented 
where  absolutely  necessary  by  state  aid. 
Among  the  states  where  funds  are  un- 
available, there  and  there  only  should 
federal  funds  be  implemented.  The  local 


profession  should  be  consulted  as  to  the 
medical  necessity  for  the  outlay,  its 
scope,  and  the  ways  and  means  of  its 
use.  They  are  experts  in  such  matters. 

The  problem  is  in  each  instance,  al- 
ways a local  one.  The  medical  profes- 
sion has  an  organized  unit  admirably 
fitted  to  cooperate.  The  County  Medical 
organization  has  both  the  ways  and  the 
means  to  set  up  an  agency  to  deliver  the 
personal,  individual  care  for  the  sick  and 
the  disabled  with  only  the  highest  pro- 
fessional standards  as  a criterion.  In  New 
.York  County,  this  endeavor  has  had  trial 
and  has  proven  successful.  Quoting  from 
the  inaugural  address  of  Dr.  Clarence 
Bandler,  President  of  that  County  So- 
ciety : “Our  County  Society  has  been 
able  to  render  valuable  service  to  the 
federal  government  in  treating  injured 
workmen  on  the  W.P.A.  projects.” 
With  reduction  of  costs,  there  has  been 
wider  distribution  of  service  among  the 
physicians  employed.  There  is  less  dis- 
satisfaction than  under  the  project-doc- 
tor system,  and  most  important  of  all, 
the  quality  of  medical  service  has  been 
improved.  This  has  been  brought  about 
with  full  retention  of  the  physician- 
patient  relationship,  and  with  the  reten- 
tion of  free  choice  of  physician  by  the 
patient. 

In  the  works  progress  project  the 
medical  care  talked  about  above  has  to 
do  with  workingmen  injured  during 
work.  I would  like  to  see  these  panels 
of  free  associations  of  physicians  volun- 
teering additionally  to  undertake  the  work 
of  delivering  medical  care  to  the  indi- 
gent, including  the  medical  indigent.  I 
would  like  to  see  the  County  Society  set 
up  the  necessary  panels  to  deliver  medical 
care  for  all  on  the  W.P.A.  rolls ; this 
care  to  be  not  restricted  to  injuries,  but 
to  include  all  that  may  be  medically 
needed,  including  domiciliary  visits.  In 
a degree,  were  the  last-named  item  in- 
cluded in  the  program,  it  would  relieve 
the  hospitals  and  dispensaries  of  some 
of  their  overcrowding.  It  would  keep 
them  for  the  unemployed  unemploy- 
ables, and  for  the  actually  poor  and  the 
destitute.  These  groups  are  wards  of 
local  government  anyway.  The  class- 
group  of  employables  in  the  W.P.A. 
should  get  a personal  medical  service, 
which  integrates  the  work  of  the  private 
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medical  practitioner  who  should  be  paid 
on  a fee-basis  for  his  service  to  the  com- 
munity. When  the  doctor  is  not  paid 
for  this  kind  of  work,  he  is  twice  taxed 
— once  as  a taxpaying  citizen  to  support 
the  W.P.A.,  and  the  second  time,  when 
he  gives  the  money  value  of  his  medical 
service  to  these  worthy  people. 

The  prophylactic  and  preventive  health 
measures,  properly  the  function  of  local 
health  departments,  must  be  coordinated 
in  this  work.  The  private  practitioner  of 
medicine  is  one  of  the  best  agencies  for 
delivering  tested  prophylaxis  and  pre- 
ventive health  precautions  to  his  patient- 
clientele.  When  medical  service  to  the 
indigents  is  paid  for  by  the  community, 
and  the  private  practitioner  of  medicine 
becomes  the  agent  of  the  Health  Depart- 
ment in  delivering  health  safeguards  and 
preventive  measures  to  the  patient-group 
for  whom  he  will  feel  responsibility,  then 
a truly  fine  working  order  will  have  be- 
come established,  of  benefit  to  the  whole 
people.  For  it  seems  almost  axiomatic 
that  when  we  lessen  the  incidence  of  dis- 
ease in  one  group  of  the  population,  we 
thereby  lessen  the  probability  of  occur- 
rence in  other  groups  of  the  public.  The 
entire  community  benefits. 

The  medical  problem  of  arranging  this 
type  of  work,  and  allocating  it,  is  a 
county  medical  society  activity  which 
should  be  utilized  by  government  in  the 
further  development  of  this  medical 
service. 

The  county  medical  society  has  long- 
been  advocating  the  establishment  of  a 
central  registration  bureau  where  all  in- 
digents shall  be  registered,  and  from 
which  they  individually  might  get  authori- 
zation through  which  either  a clinic  or  a 
dispensary  was  obligated  to  deliver  medi- 
cal treatment  to  them.  Such  authorization 
might  be  extended  to  any  private  medical 
practitioner  who  volunteered  to  do  this 
work,  on  a prearranged  fee-for-service 
basis,  and  deliver  the  required  medical 
care  from  his  office,  or  at  the  patient’s 
home.  We  believe  that  thousands  of  dol- 
lars would  thus  be  saved  beyond  the  costs 
entailed  in  establishing  such  a registration 
bureau.  Were  it  established,  very  little 
additional  force  would  be  needed  in  utiliz- 
ing it,  to  register  the  W.P.A.  workers, 
and  thus  arrange  for  their  general  medical 
care. 


The  medical  profession  looks  with  ap- 
proval upon  the  fine  record  of  contribu- 
tions made  by  the  W.P.A.  toward  useful 
projects  in  the  health  field.  Millions  of 
medical,  dental,  and  nursing  treatments 
are  on  record.  This  medical  care  com- 
prised inoculations  against  scarlet  fever, 
diphtheria,  influenza,  whooping  cough, 
and  smallpox.  Needed  help  was  given 
toward  maternity  and  infants’  welfare, 
and  in  a long  list  of  diseases  and  condi- 
tions, such  as  hookworm  disease,  heart 
disease,  infantile  paralysis,  and  tuber- 
culosis. In  all  it  is  a record  we  can  con- 
template with  modest  pride.  We  of  the 
medical  profession  fully  recognize  this 
as  good  work.  It  is  a contribution  from 
the  store-house  of  unused  labor,  embraced 
in  the  W.P.A.  which  government  has 
utilized  for  the  benefit  of  the  whole 
people.  In  this  work  we  find  integrated 
the  small  private  incomes  of  many  com- 
petent doctors,  nurses,  and  research- 
workers  who  were  able  to  reach  many 
people  otherwise  impossible  for  them  to 
have  served. 

There  is  one  additional  factor  of  im- 
mediate moment.  From  the  medical  view- 
point we  cannot  ignore  the  prophylactic 
value  of  useful  employment  in  general 
with  reasonable  wages  as  a reward.  A 
body  adequately  nourished  naturally  re- 
duces the  prevalence  of  physical  disease. 
Purposeful  and  useful  occupation  reduces 
the  incidence  of  unhealthy  mental  states. 

Thus,  useful  work-projects,  like  those 
of  the  W.P.A.,  entirely  apart  from  the 
specific  medical  projects,  are  in  them- 
selves a basic  necessity  for  public  health. 
From  the  medical  point  of  view,  this  is  a 
responsibility  of  government  to  maintain. 

Finally,  I bespeak  for  you  the  interest 
and  concern  of  the  medical  profession. 
The  profession  of  medicine  is  expert  in 
this  field  and  you  should  call  upon  it  for 
counsel  and  advice  in  planning  develop- 
ments in  the  health  field.  The  health  of 
the  worker,  the  conditions  under  which 
he  lives  and  works,  as  well  as  plays,  be- 
cause he  is  a source  of  community  wealth, 
naturally  becomes  a concern  of  the  com- 
munity government. 

The  medical  profession  has  repeatedly 
expressed  its  entire  willingness  to  coop- 
erate with  the  government  to  the  fullest 
extent  possible  in  keeping  the  wage-earner 
healthy,  whether  employed  or  not.  Such 
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is  one  of  our  highest  functions.  In  New 
York  City,  this  is  no  mere  wishful  think- 
ing, it  has  become  an  established  fact. 
Government  and  profession  are  working 
together  purposefully.  As  the  need  de- 
velops further  evolutionary  developments 
of  plans  will  be  brought  about.  All  this 


is  being  done  without  destroying  private 
practice,  and  without  establishing  an  ad- 
ditional bureaucracy  to  stand  between  the 
patient  and  his  doctor.  To  accomplish 
these  desirable  ends,  I invite  your  further 
consideration. 

71  E.  80  St. 


ON  SEEKING  A SECOND  OPINION 


An  eminent  man  of  medicine  gave  some 
good  advice  to  a class  of  young  medical 
graduates  in  Scotland  recently,  as  reported 
in  the  British  Medical  Journal.  He  is  no 
less  an  authority  than  Sir  John  Fraser, 
K.C.V.O.,  M.C.,  M.D.,  F.R.C.S.Ed.,  Sur- 
geon in  His  Majesty’s  Medical  Household 
in  Scotland;  Regius  Professor  of  Clinical 
Surgery,  University  of  Edinburgh.  “I  want 
to  give  you  this  piece  of  advice,”  he  said, 
“it  is  based  on  personal  experience.”  He 
went  on: 

If  you  are  in  doubt  or  difficulty  about  a 
clinical  problem  never  hesitate  to  ask  the 
opinion  of  a colleague.  One  of  the  great  pit- 
falls  of  medicine  is  the  state  which  has  been 
described  as  ‘clinical  staleness.’  It  is  an  ac- 
curate and  appropriate  description,  and  here 
is  what  it  implies.  You  are  concerned  with 
the  treatment  of  a case;  things  are  not  going 
as  well  as  they  should,  and  you  feel  dissatisfied 
and  perhaps  disheartened.  You  know  within 
yourself  that  the  problem  wants  thinking  out 
afresh,  and  yet  your  mind  is  so  oriented  by 
the  influence  of  the  original  impressions  that 
you  are  unwilling  to  make  the  new  effort.  You 
are  suffering  from  clinical  staleness,  an  af- 
fection to  which  every  one  of  us  is  liable,  and 
a malady  of  great  significance  both  to  you  and 
to  your  patient.  If  you  are  conscious  of  it  I 


beg  you  not  to  hesitate,  but  at  once  to  enlist 
the  opinion  of  another.  He  may  not  be  as 
knowledgeable  as  you  are,  but  he  comes  to 
the  problem  with  a fresh  mind,  and,  looking 
at  things  from  a different  and  fresh  angle, 
may  give  you  most  valuable  help.  I know  how 
difficult  it  may  be  to  bring  oneself  to  ask 
assistance  from  another;  you  feel  that  you 
are  making  confession  of  your  own  failure,  and 
that  you  may  prejudice  yourself  in  the  eyes 
of  your  patient  and  his  friends.  I assure 
you  that  these  are  misapprehensions.  You  are 
not  belittling  yourself ; you  are  exhibiting  a 
strength  of  mind  which  excites  admiration  and 
approval,  and  all  my  experience  tells  me  that 
patients  are  invariably  appreciative  of  this  at- 
titude, which  says,  ‘I  am  uncertain  and  I 
want  another  opinion.’  Do  not  misunder- 
stand me.  This  advice  does  not  imply  that 
you  are  not  to  know  your  own  mind  or  to 
make  your  own  judgments;  the  very  reverse. 
The  advice  is  that,  if,  having  done  your  best 
to  arrive  at  a decision  by  all  reasonable  means, 
you  are  still  uncertain  about  it,  do  not  hesi- 
tate to  ask  the  opinion  of  a colleague.  Ghoose 
him  well,  I agree,  but  it  is  very  unusual  to 
be  ‘let  down.’  The  right  man  knows  the 
meaning  of  being  given  a confidence,  and  he 
also  appreciates  the  significance  of  esprit  de 
corps. 


WHAT  THE  TRAGEDY  TEACHES 


The  blunder  that  released  into  the  open 
market  an  untried  elixir  of  sulfanilamide, 
with  tragic  results,  furnishes,  after  all,  ob- 
serves the  New  England  Journal  of  Medi- 
cine, only  a more  than  usually  spectacular 
example  of  what  has  been  taking  place  for 
years  under  our  present  system  of  uncon- 
trolled drug  distribution.  Deaths  and 
blindness  are  still  continuing  from  the  use 
of  dinitrophenol,  recklessly  placed  upon 
the  market  some  years  ago;  deaths  from 
liver  damage  have  occurred  as  the  result 
of  cinchophen  poisoning;  acute  and  chronic 
poisoning  results  from  the  improper  use  of 


thyroid  and  radium  preparations.  Still, 
such  estimable  publications  as  the  self-styled 
“leading  breakfast  table  newspaper  of  New 
England”  encourage  self-dosing  with  their 
indiscriminate  acceptance  of  patent-medi- 
cine advertisements. 

The  only  remedy  for  this  situation — a 
remedy  that  should  be  applied  now,  while 
our  recent  unhappy  experience  is  fresh  in 
our  minds — is  the  enactment  by  Congress 
of  an  adequate  and  comprehensive  national 
food  and  drug  act.  This  constitutes  one  of 
those  instances  in  which  a strong  central 
control  may  be  legitimately  exercised. 


Dr.  Robert  L.  Levy  will  speak  at  the  22  at  4:30  on  ‘The  Diagnosis  of  Cardiac 
New  York  Academy  of  Medicine  on  March  Diseases.” 


Preventive  Medicine 


How  Intelligent  are  American  High  School  and  College  Girls? 
A Cross  Section  of  a Girl’s  Thinking 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 


A short  time  ago  I read  the  following 
authoritative  statements:  “In  1934  there 
were  over  72,000  individuals  in  New  York 
City  alone  having  intelligence  quotients 
lower  than  fifty.  It  is  estimated  that  there 
are  at  least  20,000  school  children  of  de- 
fective intelligence  in  Greater  New  York. 
Fourteen  per  cent  of  the  residents  of  New 
York  State — nearly  two  millon  persons — 
are  below  the  average  without  actually  fall- 
ing within  the  classification  of  feeblemind- 
edness." 

At  about  the  same  time  I happened  to 
catch  a radio  presentation  of  the  answers 
to  questions  addressed  to  many  stenograph- 
ers, typists,  male  and  female  employees  in 
commercial  offices,  also  “average”  people 
belonging  to  the  middle  and  employing 
classes,  all  of  them  newspaper  readers. 
None  of  them  was  able  to  answer  any  ele- 
mentary question  of  recent  or  contemporary 
history  or  geography.  For  instance,  none 
of  them  knew  how  the  United  States  had 
acquired  Alaska,  the  Virgin  Islands  or  the 
Philippines.  But  all,  without  exception, 
answered  promptly  and  correctly  the  quizzes 
concerning  the  baseball  game.  Apparently 
reading  is  not  enough.  It  may  misinform 
or  distort  the  information.  It  depends  on 
what  one  reads  and  on  what  the  writers 
write  about. 

Some  highly  cultured  foreign-born  par- 
ents— the  father  a medical  man,  the  mother 
a dentist — felt  a great  discrepancy  between 
themselves  and  their  American-born  daugh- 
ter of  twenty,  their  tastes,  preoccupations 
and  aspirations,  and  hers.  She  had  gradu- 
ated high  school,  read  magazines,  was  fond 
of  the  radio,  and  went  to  movies.  They 
wanted  to  know  whether  she  was  mentally 
normal.  To  them  she  seemed  deficient. 
But  as  she  did  not  care  to  be  examined, 
they  brought  me  a batch  of  her  correspond- 
ence, that  is  letters  received  by  her  from 
her  friends.  As  I began  to  read  them, 
Alfred  de  Musset’s  “A  Quoi  Revent  les 
Jeunes  Filles ” came  to  my  mind,  but  the 
comparison  would  be  only  a caricature.  I 
am  publishing  here — with  the  permission  of 
everyone  concerned — a few  of  the  letters, 
the  others  being  about  the  same. 

True,  the  level  is  low,  but  these  are  typ- 
ical, average,  poorer,  and  wealthier,  middle- 


class  girls.  They  are  not  feeble-minded. 
They  should  be  called  normal.  Would  they 
have  been  shop  and  factory  working  girls 
they  might  at  least  deal  with  or  hint  at 
working  conditions  and  poverty  and  strug- 
gle in  addition  to  whatever  else  would  be 
of  interest  to  them. 

Parents  are  not  always  good  educators 
and  the  mere  fact  of  their  parenthood  does 
not  make  them  models  of  great  intelligence. 
But  in  this  particular  case  there  was  no 
doubt  that  both  the  physician  and  the  den- 
tist were  in  all  respects  perfectly  equipped 
and  qualified  to  be  splendid  parents.  We 
do  not  know  how  far  they  would  have 
been  successful,  but  they  had  really  never 
tried.  They  admitted  having  neglected 
their  child.  They  were  too  “busy” — as  if 
living  and  rearing  a child  were  not  a busi- 
ness— and  left  her  entirely  in  the  hands 
of  servants  and  under  the  influence  of  the 
school  and  of  her  friends.  Now  they  reap 
what  they  have  sowed.  Do  we  not  see 
the  same  thing  in  the  families  of  the  richest, 
even  among  those  who  have  something  else 
besides  money  to  give  or  to  impart  to  their 
children?  Do  you  remember  the  father  of 
the  little  hero  in  “Captains  Courageous”, 
in  its  movie  version? 

The  question  of  raising  the  intelligence 
level  of  the  people  as  a whole  is  related 
to  social  and  economic  conditions.  Not  that 
it  cannot  be  done,  but  it  is  a problem  of 
vast  implications  and  belongs  to  that  part 
of  preventive  medicine  that  touches  the  high- 
est pinnacles  of  our  science.  But  in  many 
individual  cases  it  is  a matter  of  honest, 
dutiful,  conscientious  parenthood,  and  it  can 
be  solved. 

It  has  been  said  and  reiterated  that  a 
large  percentage  of  our  male  population  of 
military  age  has  been  found  mentally  much 
below  the  theoretically  accepted  adult  age. 
But  if  we  change  our  idea  of  adult  mental- 
ity, that  is,  if  we  lower  our  standards,  those 
boys  must  be  regarded  as  normal.  It  is 
evidently  the  same  with  the  young  women, 
whether  we  like  it  or  not. 

Hello  Mary!  I know  just  what  you’ll  say 
when  you  receive  this  letter.  “Well,  it’s  about 
time.”  But  really,  these  two  weeks  I have  been 
exceedingly  busy.  I’ll  tell  you  later  in  this  let- 
ter what  with.  I’m  sorry  to  hear  that  your 
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father  is  so  ill.  I hope  he  has  pulled  out  all 
right  and  is  on  his  way  to  recovery.  I have 
not  told  your  mother  good  bye,  in  fact  I’m 
ashamed  to  say  it,  but  I have  not  had  a chance 
to  see  your  mother.  But  I will  make  it  my 
business  to  see  her  before  she  leaves. 

About  Dot,  well  she  said  she  wrote  you  but 
did  not  get  a reply.  I think  it’s  because  she 
sent  it  to  your  other  address.  Kid,  you  surely 
are  having  the  tough  brakes.  But  brace  up. 
May  be  when  you  settle  down  you’ll  be  able 
to  meet  some  nice  friends.  Your  last  letter 
sure  sounded  down  and  out.  I hope  the  answer 
to  this  one  will  be  chucked  just  full  of  good 
news.  Scandal,  if  necessary.  Ha-ha!  Just 
like  a woman. 

Are  you  still  going  to  school?  Dot  is  planning 
going  to  summer  school  for  advance.  I hope 
she  does. 

Say,  I got  some  new  clothes.  Summer  out- 
fits, but  the  heck  part  of  it  is  that  I haven’t 
been  able  to  use  any  because  it  has  been  pour- 
ing almost  every  day.  Darn  it ! 

Well,  now  to  tell  you  what  I have  been  doing 
to  myself  these  last  two  weeks.  Not  that  you 
care  to  hear  it,  but  nevertheless  you’re  going  to 
read  it  and  I hope  like  it. 

Excuse,  have  to  answer  phone.  Oh ! Noth- 
ing important.  I thought  it  was  my  daily  call 
from  Joe. 

Looking  back  into  my  diary  at  the  date  when 
your  letter  arrived  I can  relate  to  you  my 
doings  since  then.  Hm — That’s  one  good  part 
of  a diary,  heh? 

Wed. — I went  to  Sherry’s  with  mom.  I for- 
got what  they  had.  At  nite  I stayed  in  and  read. 

Thu. — Went  downtown,  I got  an  ensemble  and 
few  other  things.  At  nite  was  over  my  aunt’s 
with  my  beloved. 

Fri. — Nothing  much.  I stayed  in.  This  day 
is  always  a busy  day  at  home  for  us.  At  nite 
mom  had  company.  So  just  fooled  away  the 
evening. 

Sat. — In  afternoon  I walked  to  the  tennis 
courts  and  back  with  Joe.  At  nite  we  went  to 
the  river  together. 

Sunday. — It  rained  all  day  and  nite.  But  I 
went  out  to  Rosie’s  in  afternoon.  We  went  to 
the  park  and  played  ball.  I had  supper  up 
there  at  nite.  Joe  and  I took  a walk  and  then 
home.  That’s  that. 

Monday. — Was  a terrible  day.  I felt  rotten. 
Nothing  unusual.  It  rained  all  day  again.  Such 
weather ! At  nite  I went  to  my  aunt’s  and  met 
Joe.  Stayed  till  11  p.m.  Another  day. 

Tue. — At  noon  went  downtown  with  Lilly. 
We  had  lunch  and  then  went  into  the  Diplomat. 
At  nite  I stayed  in  and  sewed.  I made  an 
ensemble.  It’s  right  cute. 

Wed. — In  afternoon  went  to  dancing  school  to 
rehearse.  Going  to  have  a recital.  At  nite  I 
read  a story — I have  forgotten  which. 

Thu. — I went  downtown  and  got  a dress,  hose, 
etc.  At  nite  met  Joe  again  at  my  aunt’s. 

Fri. — Stayed  in.  Had  loads  of  little  personal 
things  to  do.  At  nite  I listened  to  True  Story 
Hour.  Do  you  ever  listen  to  them?  They  are 
good.  Dot  and  I wouldn’t  miss  them  for  any- 
thing. Then  the  folks  decided  to  go  riding.  So 
we  stopped  by  Dot  and  took  her  with  us. 

Sat. — Rained  again.  Such  a town ! Every- 


one is  disgusted  with  it.  It  didn’t  rain;  it 
poured.  So  I stayed  in  and  sewed  all  day. 

My  gosh,  another  page  filled!  I hope  you’re 
not  asleep  yet. 

That  nite  I went  to  the  Golden  Pageant  with 
Joe.  You  know  what  I mean.  It  sure  was  good. 

Sunday. — In  afternoon  Dot,  Ruthie  and  I went 
to  the  Diplomat.  At  nite  went  over  to  Joe  for 
single  reason  that  the  folks  wouldn’t  leave  me 
home  alone. 

Monday. — I was  a good  girl  for  once  and  pre- 
pared supper.  I was  planning  on  staying  in  but 
no,  Dot  called  me  up  and  I went  to  the  Hotel. 
Dorothy  did  some  singing  there.  At  nite  I went 
to  dance  rehearsal. 

Tues. — Yesterday.  In  morning  I went  down- 
town and  got  some  book,  I forgot  the  title. 
In  afternoon  I played  two  hours  of  tennis  for 
the  first  time  this  season.  I played  with  Rosie. 
Sure  love  it.  At  nite  I went  to  a bridge  party. 
And  today  I have  to  go  to  another  rehearsal. 

Well,  thats’  over  with.  You’re  not  a bit  sorry, 
I know.  You  were  probably  bored  to  death,  but 
this  is  the  only  way  I can  let  you  know  what 
I’m  doing  with  myself.  As  you  see  I have 
been  quite  on  the  go. 

Otherwise  there  is  no  news.  I see  Dot  only 
on  weekends.  But  soon  we’ll  be  together  more. 
Swim,  tennis,  shows,  outings,  etc. 

Every  one  of  the  bunch  is  well.  I’m  going 
to  have  the  gang  up  this  Sunday  afternoon.  I 
wish  you  could  be  here  with  us.  Take  an 
airplane  and  fly,  kid!  Bright  suggestion.  Heh? 
What? 

This  is  enough  boredom.  I will  not  write 
on  another  sheet,  that’s  all  there  is  to  it.  Ta-ta, 
old  pal ! I hope  I get  to  see  you  sometimes 
in  the  near  future.  Take  care  of  yourself  in 
the  meantime.  This  comes  from  your  pal.  . . . 


My  Dear  Mary : I haven’t  received  a letter 

from  you  for  a long  time.  Why  haven’t  you 
written  a letter  to  me?  Dorothy  told  me  that 
she  received  many  long  letters  from  you.  I 
have  two  other  dresses  at  home.  I have  four 
new  dresses  and  one  for  school.  I think  I shall 
write  many  letters  to  you,  every  Monday.  I 
will  write  to  you  next  week.  I went  to  the 
show  at  the  theater.  It  was  a very  good  show. 
Next  week  will  be  a good  picture.  It  will  be 
pep  and  pep  and  I know  it  will  be  very  funny. 
There  will  be  many  soldiers  in  it.  I will  tell 
you  all  about  it.  How  are  your  mother  and 
father?  Tell  me  in  your  next  letter.  I am 
very  glad  that  you  have  a good  time.  I was 
very  much  surprised  to  know  that  you  sent 
Dorothy  a small  cabinet.  It  is  very  cute.  I 
like  it  very  much.  I know  you  had  one  like 
it.  I want  to  tell  you  that  I have  a red  dress 
but  it  was  too  big  and  my  mother  sent  it  back 
and  I got  one  like  the  red  one.  I draw  my 
two  dresses  to  you.  See  picture.  (Illustration, 
drawing) 

Here  is  my  tan  and  black  dress  for  Easter. 
And  I got  a scarf  with  it.  (Another  drawing.) 

Dorothy  told  me  she  likes  my  blue  dress  best. 
It  is  very  pretty.  I wish  you  would  see  it.  I 
am  wearing  it.  I hope  my  family  will  go  to 
California  this  summer  and  perhaps  my  father 
will  buy  a new  Packard  car.  How  many  letters 
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have  you  received  from  Dorothy?  Tell  me  in 
your  next  letter.  I wrote  a long  letter  to  you. 
Write  me  now.  Oh,  yes : I’m  crazy  about  the 
place  we’re  going  for  our  vacation.  There  are 
about  three  fellows  to  every  girl.  So  that’s 
keen. 


Dear  Mary:  You  requested  an  analysis,  well 
here  you  go ! You  have  a medium  heavy  pres- 
sure signifying  that  you  are  of  a nature  who 
has  its  full  share  of  appetites  and  material  in- 
terests. Your  wide  margins  show  you  have  a 
good  taste  and  a desire  to  spend  money.  As 
your  writing  runs  uphill,  you  are  depressed  about 
something,  either  health  or  some  other  worry, 
your  t shows  your  are  persistent.  Your  r shows 
you  would  be  a safe  person  to  tell  a secret  to. 
Your  open  o’s  and  as  show  you  are  generous. 
Your  angular  ra’s  and  ns  signify  the  ambition 
and  courage  in  the  doing  of  some  one  thing. 
Your  i dots  being  comprised  of  dashes  show  you 
have  a sense  of  humor.  You  are  normally  affec- 
tionate. You  like  a caress  and  can  give  a thrill- 
ing one.  Since  the  script  is  so  refined  I am 
sure  the  personality  would  be  interesting,  but 
I also  find  that  some  of  the  finest  elements  of 
character  are  not  present.  This  is  all.  With 


all  good  wishes  for  your  luck  and  may  your 
husband  be  blond  and  your  children  be  as  many 
as  there  are  stars  on  the  milky  way. 

Your  horoscope:  Born  under  the  influence  of 
Gemini.  Should  marry  someone  born  under 
Libra  or  Aquarius.  Birth-stone : Emerald,  Suc- 
cess in  love.  Flower:  Fleur-de-lis.  Color: 

Yellow  (brown,  blue),  red  (rose,  etc.) 

Your  nature  is  inclined  to  be  very  serious,  and 
affectionate  and  craves  a quiet  home  life. 

With  good  luck. 


Flanders  Chain  of  Good  Luck : This  letter 
has  been  sent  to  me  so  I am  sending  it  to  you. 
Do  not  break  the  chain  of  good  luck.  Copy 
this  in  twenty-four  hours  and  send  it  to  five 
friends.  This  chain  has  been  started  in  Flanders 
and  shall  go  round  the  world  three  times.  Do 
not  burn  it  up  or  you  will  have  bad  luck.  The 
fourth  day  after  you  send  this  letter  you  will 
have  good  luck.  It  is  remarkable  how  this  predic- 
tion has  been  fulfilled,  so  send  this  and  four 
others.  Do  not  keep  it  in  your  home. — Love 
and  kisses. 

611  W.  158  St. 


THE  MEDICAL  PROFESSION  MUST  BLAZE  ITS  OWN  TRAIL 


The  time  has  come  when  we,  of  organized 
medicine,  must  assert  ourselves  and  teach 
others  that  organized  medicine  will  continue 
to  care  for  the  nation’s  sick  as  always.  We 
must  shake  our  reticence  and  combat  those 
misguided  forces,  or  those  who  for  a liveli- 
hood, would  force  upon  the  country  social- 
ized medicine.  We  must  adjust  ourselves  to 
changes  in  conditions  and  devise  ways  and 
means  to  meet  these  centralized  forces. 
Political  and  fraternal  privileges  for  free 
medical  care  must  be  stopped.  The  low 
bracket  income  worker  shall  be  cared  for, 
medically,  in  accordance  to  his  income  and 
his  choice.  The  indigent,  not  always  by 
his  own  choice,  will,  no  doubt,  he  a part  of 
our  society.  He  shall  be  cared  for  as 
always,  and  by  the  same  token  indigency 
shall  cease  to  be  glorified  and  encouraged 
as  it  has  been  for  the  past  few  years. 

The  indigent,  who  expresses  a desire  for 
his  own  choice  and  who  has  been  accus- 
tomed to  his  family  physician  should, 
within  reasonable  limit,  have  his  own 
choice.  There  always  will  be  those  who 
express  no  desire  and  will  be  cared  for  by 
our  municipal  institutions,  and  properly  so. 
Let  us  think  hard  before  we  contract  to 
sell  our  medical  services  in  a competitive 
manner  to  any  municipal  or  industrial 
organization. 


As  Doctor  Parran  so  ably  stated,  “You 
doctors  must  lift  your  eyes  from  the  micro- 
scope and  view  through  a telescope  the  mass 
medical  problems  of  the  community.”  We 
must  cooperate  in  all  community  public 
health  measures  that  are  a benefit  to  society. 
We  must  think  for  ourselves.  Can  poli- 
ticians, social  workers  and  philanthropists 
devise  the  best  method  for  us  to  care  for 
the  sick?  We,  ourselves,  must  decide  on 
questions  which  are  a detriment  to  organ- 
ized medicine  and  work  for  their  extermina- 
tion, just  as  we  have  worked  in  the  past 
against  disease. 

We  must  impress,  by  various  means,  the 
fact  that  every  doctor,  old  and  young,  owes 
a debt  to  his  chosen  profession  and  must 
fulfill  his  debt  to  his  Medical  Society, 
thereby  protecting  his  own  livelihood.  The 
physician  must,  and  shall,  give  the  best  in 
himself  and  in  others  qualified,  to  the  pa- 
tient who  shall  have  a free  choice  of  his 
medical  care.  The  patient  and  doctors 
must  not  become  numbers  as  in  criminal  in- 
stitutions. His  rights  shall  not  be  taken 
from  him  by  any  centralizing  force  that 
sees  nothing  but  an  impartial  statistical 
health  report  for  the  nation. 

— President  Harry  C.  Guess,  Medical  So- 
ciety of  the  County  of  Erie. 
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EDITORIALS 


Time  and  Money  Wasted 

There  is  talk  in  Washington  of  creat- 
ing a commission  to  study  compulsory 
health  insurance,  with  particular  refer- 
ence to  European  experience.  For  more 
reasons  than  one,  this  would  be  time  and 
money  wasted. 

All  the  material  necessary  to  pass 
judgment  on  obligatory  sickness  insur- 
ance is  already  available — in  data  col- 
lected by  the  American  Medical  Asso- 
ciation, in  various  foundations’  reports 
and  above  all  in  international  vital  statis- 
tics. 

A new  commission  would  merely  re- 
hash facts  that  organized  medicine  and 
other  bodies  have  already  assembled. 
Unless  it  were  familiar  with  medical  con- 
ditions prior  to  the  adoption  of  compul- 
sory insurance  in  the  countries  studied, 
it  could  not  evaluate  accurately  either  the 
quality  or  costs  of  present-day  service. 

It  should  be  obvious  that  medical 
training  and  experience  are  necessary  to 
study  a medical  system  properly  and  judge 
its  worth.  In  Washington,  however,  there 
is  a tendency  to  place  such  tasks  in  the 
hands  of  laymen.  The  research  com- 
mittee of  the  Social  Security  Board  is  an 
example.  There  is  no  reason  to  believe 
that  the  medical  profession  would  fare 
any  better  on  a commission  to  investigate 
compulsory  sickness  insurance.  Without 
adequate  medical  representation,  an  ac- 
curate appraisal  is  not  to  be  expected. 


From  the  taxpayer’s  viewpoint,  the 
projected  investigation  of  sickness  in- 
surance would  be  a waste  of  money.  The 
country  is  in  no  condition  to  undertake 
the  enormous  costs  of  another  bureauc- 
racy at  this  time.  Business  and  labor 
are  having  a hard  job  adjusting  them- 
selves to  the  payroll  taxes  for  old  age 
and  unemployment.  New  taxes  for  sick- 
ness insurance  would  just  about  upset 
the  applecart.  Besides,  there  is  already 
uneasiness  over  the  reserve  fund  piling 
up  under  the  present  Social  Security 
Law. 

The  country  has  had  too  many  com- 
missions gather  facts  at  the  taxpayer’s 
expense  only  to  have  their  reports 
moulder  away,  forgotten  and  unused. 
With  medical  opposition  to  compulsory 
sickness  insurance  unabated  and  less 
controversial  reforms  in  view,  why  start 
another  futile  study  ? 


Chiropractic  on  the  March 

According  to  a bulletin  issued  by  the 
American  Bureau  of  Chiropractic,  the 
chiropractors  of  this  state  are  prepar- 
ing the  biggest  demonstration  in  their 
history  to  dazzle  the  Legislature  into 
granting  them  recognition.  “Der  Tag” 
has  not  yet  been  announced;  but  when 
it  dawns  Albany  will  be  invaded  by  over 
25,000  lay  friends  of  spinal  manipula- 
tion, “who  will  parade  and  conduct  mass 
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meetings  at  Capitol  Hill,  with  music, 
banners  and  all  other  paraphernalia  nec- 
essary to  impress  the  Legislators  that 
the  Chiropractic  Bill  must  pass.” 

Let  no  one  imagine  that  the  projected 
chiropractic  demonstration  is  just  a cir- 
cus. Like  all  elective  bodies,  the  Legis- 
lature is  responsive  to  vox  populi.  An 
articulate  minority  is  more  impressive 
than  a silent  majority,  even  when  the 
latter  is  right. 

The  chiropractors  base  their  case  on 
the  right  of  their  followers  to  enjoy  the 
healing  methods  in  which  they  have 
faith.  Medicine  is  perfectly  willing  to 
concede  this  right.  It  merely  holds  that 
everyone  who  seeks  to  treat  the  sick, 
by  whatever  method,  should  first  be 
thoroughly  trained  in  the  basic  medical 
sciences. 

The  trouble  with  all  the  chiropractic 
bills  which  have  heretofore  been  intro- 
duced is  that  they  pay  more  attention  to 
the  interests  of  chiropractors  and  the 
chiropractic  schools  than  to  the  public 
health.  Not  one  of  them  has  ever  pro- 
vided for  universal  examination  of  ap- 
plicants on  the  terms  which  osteopaths 
and  physicians  must  meet. 

This  is  an  essential  difference  between 
medicine  and  chiropractic.  While  med- 
icine has  always  sought  to  elevate  its 
educational  standards,  chiropractic  is  sat- 
isfied with  the  minimum  with  which  it 
can  “get  by.”  There  are  provisions  in 
all  its  bills  for  the  licensing  of  practi- 
tioners with  no  formal  training  whatso- 
ever. 

It  is  to  the  credit  of  New  York  State 
legislators  that  heretofore  they  have  re- 
sisted all  attempts  to  break  down  the 
standards  of  medical  practice  by  the  li- 
censure of  untrained  sectarian  practition- 
ers. The  profession  should  bolster  up 
this  determination  by  prompt  action  to 
counteract  the  possible  effects  of  a lively 
chiropractic  demonstration. 

From  the  viewpoint  of  practical  pol- 
itics, legislators  have  nothing  to  gain 
from  capitulation  to  chiropractic.  If 
the  latter  can  muster  50,000  friends, 
medicine  can  rally  5,000,000. 


Above  all,  however,  physicians  should 
impress  their  representatives  at  Albany 
with  the  danger  to  public  health  which  a 
chiropractic  victory  would  entail.  The 
sick  have  no  security  unless  thorough 
instruction  in  the  basic  sciences  is 
obligatory  upon  all  aspirants  to  the  heal- 
ing arts. 


The  Orderly  Development  of 
Medical  Policy 

The  policy  of  organized  medicine  in 
our  state  is  enunciated  by  the  direct  ac- 
tion of  our  House  of  Delegates  after 
debate,  due  deliberation,  and  thoughtful 
consideration. 

Recently,  in  the  Journal  of  the  Ameri- 
can Medical  Association,  there  appeared 
an  inspiring  and  informative  editorial. 
This  was  provocative  of  activity  in  the 
constituent  county  medical  societies.  It 
gave  expression  to  the  adopted  policy  of 
the  Board  of  Trustees  of  the  A.M.A., 
and  indicated  quite  clearly  that  initiative 
in  planning  and  developing  schemes  to 
overcome  financial  barriers  which  stand 
as  obstacles  in  the  way  of  bringing  high 
quality  medical  care  to  those  sectors  of 
the  public  needing  it,  should  originate 
and  start  into  being  within  the  domain  of 
the  county  society. 

Some  county  societies  thereupon  im- 
mediately set  about  to  debate  and  adopt 
principles  and  resolutions.  They  also 
almost  simultaneously  asked,  by  circular- 
izing other  units  of  organized  medicine  to 
adopt  their  ideas,  and  requested  that  en- 
dorsement be  given  them  for  their  con- 
ceptions by  the  State  Council. 

We  were  instructed  by  the  Council  at 
its  February  meeting  to  inform  our  mem- 
bers by  publishing  an  item  to  indicate 
that  the  county  societies  “may  initiate 
schemes  that  are  applicable  within  their 
own  counties,  but  that  all  resolutions  con- 
cerned with  action  beyond  the  limits  of 
the  county  should  be  introduced  at  the 
ensuing  meeting  of  our  House  of  Dele- 
gates by  the  county  delegations.” 

Naturally,  upon  matters  concerned 
with  problems  within  the  boundaries  of 
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a county,  that  unit  of  organized  medi- 
cine is  fully  competent.  Under  the 
authority  of  the  A.M.A.,  to  which  refer- 
ence has  been  made  above,  the  county 
society  can  assume  responsibility  and 
leadership.  It  can  go  forward  in  actual 
practically  applied  experimentation,  and 
institute  plans  and  schemes  in  its  own 
medical  economic  field. 

This  authorization  from  national  head- 
quarters can  however  hardly  be  held 
logically  to  imply  that  as  soon  as  one  of 
our  county  societies  has  thought-out  a 
set  of  principles  and  propositions  that  it 
is  incumbent  upon  it  to  at  once  undertake 
to  advance  its  ideas  to  the  national  or- 
ganization. Progress  is  not  made  that 
way.  Obviously  there  should  be  time 
for  study.  Certainly  other  and  additional 
county  societies  should  take  the  ideas, 
principles,  and  propositions  under  con- 
sideration and  inquiry. 

In  our  House  of  Delegates,  the  whole 
state  is  represented.  The  different  sec- 
tions of  the  state,  the  urban  and  the 
rural,  the  manufacturing  and  the 
farming  sections,  the  practical  general 
practitioner,  the  surgeon,  the  health  de- 
partmental workers,  and  the  institutional 
research-worker,  all  find  representation. 
Here  and  only  here,  can  delegations 
from  all  the  component  units  of  the 
State  Society  meet  to  debate  and 
deliberate. 

From  the  actions  of  the  House  of 
Delegates  there  results  a statement  of 
policy  for  our  State. 

The  action  of  our  Council  in  asking 
publicity  for  this  item  lies  therein  that 
we  stress  these  facts.  By  this  publica- 
tion of  Council  opinion,  we  invite  county 
delegations  to  formulate  their  plans,  ar- 
range their  proposals  as  to  state-wide 
policy,  and  bring  them  to  our  House  of 
Delegates  for  deliberate  consideration. 

Dependent  upon  ensuing  actions  and 
decisions  taken  in  our  House  of  Dele- 
gates, matters  implying  a nation-wide 
scope  would  naturally  be  brought  for 
national  consideration  to  the  House  of 
Delegates  of  the  A.M.A. 

One  additional  item  needs  stress.  It  is 


of  a negative  character.  The  circulari- 
zation of  the  profession  by  a county 
society  group  asking  support  should  be 
superseded  by  the  more  logical  request 
for  consideration  and  opinion  after  de- 
liberation. Asking  support  is  too  much 
tinged  with  the  color  of  partisanship 
and  pride  of  authorship.  The  ideas  and 
suggestions  evolved  by  a given  county 
society  should  have  such  inherent  worth, 
that  when  studied  in  calm  philosophic 
detachment,  their  intellectual  appeal  will 
automatically  bring  them  support. 

Emotional  attachments  to  “brain  chil- 
dren,” hastily  conceived,  too  often  show 
an  inverse  proportional  allure  to  logic. 
In  the  development  of  questions  of  State 
policy,  more  study  and  less  speed  in 
action  brings  to  the  question  more  light. 
In  the  end  a safer,  sounder  declaration 
of  policy  will  result. 


Our  Annual  Meeting 

The  time  set  for  our  annual  meeting 
is  decided  upon  so  far  in  advance  that 
we  are  wont  to  experience  a sensation  of 
astonishment  when  suddenly  confronted 
with  the  realization  that  the  date  set  is 
almost  upon  us.  It  is  therefore  proper  that 
we  comment  upon  the  occasion  which, 
during  the  week  of  May  9,  will  mark 
another  milestone  on  the  path  which  our 
State  Society  will  then  have  passed. 

In  the  information  at  hand,  there  is 
evidence  of  careful  arrangement  and 
thoughtful  development  of  a program 
that  shall  show  medical  scientific  ad- 
vancement and  progress,  as  well  as  fea- 
tures of  inherent  educational  value  to 
the  profession  itself  as  well  as  the  public 
it  serves. 

On  the  programs  of  the  general  ses- 
sions the  country  at  large  is  contributing 
outstanding  authorities,  among  whom 
Doctors  Irving  Abell,  Charles  A.  Gordon, 
George  R.  Cowgill,  Frank  H.  Lahey, 
Louis  A.  Buie,  Edward  A.  Strieker,  and 
Russell  W.  Bunting  will  be  noted. 

From  across  the  sea,  England  con- 
tributes Mr.  Victor  E.  Negus  of  London, 
an  eminent  surgeon  in  otolaryngology. 
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We  shall  again  refer  to  the  details  of 
the  program  and  arrangements.  Suffice 
for  the  time  to  indicate  these  names 
which  guarantee  the  quality  of  the 
scientific  meeting. 

Obviously,  the  meeting  should  be  well- 
attended.  Our  officers  and  committeemen 
have  labored  in  our  interests.  Ours 
should  be  the  task  to  show  appreciation 
of  their  efforts.  Only  by  attendance  and 
by  taking  an  active  part  in  the  meetings, 
both  general  and  sectional,  can  the  offi- 
cers and  committeemen  know  that  they 
have  worked  purposefully. 


New  York  Meeting  of  American 
College  of  Physicians 

Between  April  4 and  8,  there  will  be 
held  at  the  Waldorf-Astoria  Hotel,  in 
New  York  City,  the  twenty-second  an- 
nual session  of  the  American  College  of 
Physicians.  It  is  with  a sense  of  pride 
that  we  welcome  this  group  of  great 
clinicians  to  New  York.  In  the  last  issue 
was  an  announcement  covering  a general 
schedule  which  made  up  a postgraduate 
week  of  internal  medicine,  (page  xii) 

The  clinical  facilities  of  the  City  will 
be  on  display.  The  educational  institu- 
tions will  contribute,  and  the  genial  hos- 
pitality of  New  York  will  all  combine 
to  make  the  College  welcome. 

The  Medical  Society  of  the  State  of 
New  York  here  joins  with  its  five  com- 
ponent county  medical  societies  of  New 
York  City,  in  extending  to  the  American 
College  of  Physicians,  cordial  greetings, 
and  welcome  to  our  state. 


Tuberculosis,  Bengin,  and  Malignant 

Pulmonary  tuberculosis  is  still  an  im- 
portant factor  in  the  mortality  rate, 
despite  the  enormous  strides  which  have 
been  made  from  both  the  preventive 
and  therapeutic  standpoint.  While  the 
former  must  remain  the  ultimate  goal 
in  our  management  of  this  disease,  the 
manner  in  which  a given  case  of  tubercu- 
losis should  be  treated  is  the  immediate 
concern  of  both  physician  and  patient. 


It  is  known  that  pulmonary  phthisis 
does  not  always  present  the  same  clinical 
pictures  in  all  instances.  How  to  de- 
termine clinically  which  case  requires 
active  therapy  in  order  to  ward  off  a 
fatal  outcome  and  which  one  will  run  a 
benign  course  is  a matter  of  moment. 
Ornstein,  Ulmar,  and  Dittler  presented 
a clinical  classification  of  pulmonary  tu- 
berculosis1 which  was  somewhat  con- 
fusing in  that  they  laid  stress  upon  the 
pathologic  terminology  of  the  disease. 
Similarly  the  National  Tuberculosis  Clas- 
sification depends  upon  the  quantitative 
element  of  the  lesion,2  but  the  Associa- 
tion and  other  workers  in  this  field  feel 
that  a qualitative  element  also  exists 
which  may  have  a bearing  upon  prog- 
nosis and  therapy  but  state  that  it  is 
difficult  to  evaluate. 

Taylor,3  on  the  other  hand,  considers 
the  qualitative  component  as  the  dom- 
inant factor  in  attempting  a classification 
of  pulmonary  tuberculosis,  and  remarks 
that  “classifications  depending  upon  au- 
topsy material,  while  valuable,  give  the 
terminal  stage,  omitting  information  as 
to  progression  or  regression.”  By  means 
of  serial  roentgen  studies  Taylor  asserts 
that  the  clinical  manifestations  of  the 
disease  can  be  divided  into  two  groups, 
benign  and  malignant.  The  benign 
lesions  do  not  shorten  life.  They  fre- 
quently assume  a symtom  complex  which 
may  easily  be  attributed  to  chronic  bron- 
chitis or  asthma,  and  the  acute  phase  is 
transient.  From  the  standpoint  of  pre- 
ventive medicine,  sufferers  from  this  va- 
riety of  tuberculosis  do  not  spread  the 
disease.  The  lesion  is  readily  recog- 
nizable by  serial  roentgen  examinations 
and  it  should  be  treated  medically. 

The  malignant  types  always  exhibit 
cavities  in  the  chest  and  have  a high 
mortality  rate,4  unless  treated  surgically. 
Active  measures  such  as  pneumothorax, 
pneumonolysis,  and  thoracoplasty  are  in- 


1.  Ornstein,  G.  G.,  Ulmar,  D.,  and  Dittler,  E.  L. : 
Am.  Rev.  The.,  23:248,  1931. 

2.  National  Tuberculosis  Classification,  1931. 

3.  Taylor,  H.  K.:  N.  Y.  State  J.  Med.,  36:181, 

4.  Barnes.  H.  L.  and  Barnes,  L.  R.:  Am.  Rev.  Tbc., 
18:412,  1928. 
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dicated  in  the  treatment  of  these  cases. 
The  increased  use  of  collapse  therapy 
necessitates  a means  for  the  proper  selec- 
tion of  cases,  and  only  by  a series  of 
roentgen  studies  over  a minimum  period 
of  three  months  can  a differentiation  be 
established  between  the  benign  and  ma- 
lignant forms  of  pulmonary  tuberculosis. 


Nutrition  and  Hearing 

Currently,  the  Journal  of  the  American 
Medical  Association  is  publishing  a series 
of  articles  concerning  the  present  status 
of  the  pharmacology  of  the  vitamins. 
Within  a comparatively  short  time,  the 
medical  profession  has  become  aware  of 
the  role  which  the  vitamins  play  in  the 
maintenance  of  health.  While  specific 
information  is  available  for  certain  of 
them,  a great  number  of  unsubstantiated 
claims  are  made  for  others. 

It  is  of  significance,  therefor,  that 
chronic  progressive  deafness  should  be 
studied  from  a nutritional  standpoint. 
The  theory  that  a large  number  of  cases 
of  progressive  loss  in  hearing  were  the 
result  of  metabolic  disorders  has  been 
advanced  by  several  investigators.  Self- 
ridge,1 however,  studied  in  detail  the 
dietary  histories  of  his  patients  and  cor- 
related them  with  the  findings  of  the 
chemical  constituents  in  the  blood. 
Where  a deficiency  in  vitamin  C is 
evident,  and  there  is  an  insufficient  in- 
gestion of  calcium  and  phosphorus,  dis- 
turbances in  the  osseous  labyrinthine 
capsule  may  occur. 

He  finds  that  in  those  patients  wherein 
the  hearing  loss  is  in  the  early  stage,  a 
proper  correction  of  the  errors  in  diet 
so  as  to  include  foods  rich  in  vitamin  B, 
coupled  with  the  administration  of  vita- 
min B 1,  will  restore  most  of  the  hearing. 
Where  there  is  a reduction  in  hearing 
acuity  of  twenty-five  per  cent  or  more, 
the  vitamin  B 2 complex  was  more  effec- 
tive. Selfridge  realizes  that  many  other 
factors  enter  into  the  production  of  a 
chronic  progressive  deafness  and  that  no 

1.  Selfridge,  G. : Annals  Otol.,  Rhinol.,  and  Laryn- 
got.,  46:825,  1937. 


one  plan  of  attack  can  be  formulated  until 
more  is  known  about  the  interrelationship 
between  the  endocrine  glands,  electro- 
lytes, and  the  vitamins.  Nevertheless, 
the  report  and  the  hypothesis  advanced 
by  the  author  are  provocative  since 
changes  in  bone  structure  and  in  neural 
tissue  do  occur  as  the  result  of  a vitamin 
deficiency,  and  such  alterations  are  defi- 
nitely known  to  be  the  cause  of  a pro- 
gressive loss  in  hearing. 


CURRENT  COMMENT 

“The  Future  of  the  Family  Doctor” 
is  again  considered,  this  time  by  Lord 
Horder,  in  an  address  before  a London 
division  of  the  British  Medical  Association. 
The  JAfM.A.  of  February  26,  through  its 
regular  correspondent,  discusses  Lord  Her- 
der’s address  at  some  length,  to  wit:  “Lord 
Horder  said  that  all  was  not  well  with  him 
(the  family  doctor).  He  found  himself 
obstructed  in  his  work,  which  was  to  some 
extent  discredited.  He  had  lost  caste,  he 
was  discouraged,  and  he  felt  insecure  about 
his  own  future  and  the  future  of  the  pro- 
fession. The  actual  position  was  not  quite 
so  bad  as  this  bald  summary  suggested,  but 
each  of  the  statements  were  true;  some  of 
them  were  true  of  all  physicians  and  all  of 
them  were  true  of  some.  Perhaps  the  thing 
that  bothered  the  family  doctor  most  of 
all  was  the  sense  of  insecurity,  the  feeling 
that  he  did  not  fit  into  the  scheme  of  things, 
that  he  had  not  found  his  proper  niche  . . . 

“Lord  Horder  believed  that  the  family 
doctor  was  capable  of  being  the  most  valu- 
able member  that  society  possessed.  So- 
ciety was  aware  of  that  and  it  was  because 
the  doctor  stood  so  high  in  public  esteem 
that,  when  fiction  degraded  his  standing, 
the  story  became  a ‘best-seller.’  If  coor- 
dination of  medical  services  was  to  be 
achieved,  it  could  be  done  in  one  of  two 
ways.  As  basic  principles  on  which  physi- 
cians were  agreed  . . . preventive  medicine 
and  curative  medicine  should  be  available  for 
all  members  of  the  community,  that  the  fam- 
ily doctor  was  indispensable  for  securing 
this,  that  free  choice  of  doctor  and  continuity 
of  medical  care  must  be  maintained,  that  the 
doctor  should  have  easy  access  to  institu- 
tional facilities  and  to  consultant  and  spe- 
cialist help,  that  there  should  be  means  of 
making  contact  with  the  family  as  a unit 
both  when  fit  and  when  any  member  was 
sick,  and  that  the  doctor  should  be  encour- 
aged and  helped  to  maintain  this  efficiency 
after  qualification.  . . . With  the  doctor  no 
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longer  plowing  a lonely  furrow , a better 
result  would  be  achieved  than  by  socialized 
medicine.”  (Italics  ours.) 

“Language  is  apparently  a sword 
which  cuts  both  ways.  With  its  help  man 
can  conquer  the  unknown;  with  it  he  can 
grievously  wound  himself.  Do  not  try  to 
bring  everything  into  line  on  principle ; 
first  bring  into  line  what  is  breaking  down. 
Clear  the  mind  of  dogma  about  individ- 
ualism and  socialism.  No  one  wants  ‘sociali- 
zation’ as  such — verbalism  cannot  be  eaten 
— one  wants  for  himself  and  his  fellows  a 
good  job,  good  food,  a good  house  to  live 
in,  a car  and  a chance  to  send  his  children 
to  high  school  or  college.  To  obtain  these 
things  it  may  be  necessary  to  fight.  All 
right.  Let  us  fight.  But  let  the  fight  be  on 
the  real  situation.  Let  us  see  clearly  a 
possibility  of  success.  And  let  it  be  known 
that  we  are  going  after  adequate  goods, 
services,  jobs,  rather  than  after  a ‘classless 
society’  or  a ‘co-operative  commonwealth’.” 
— Stuart  Chase,  “The  Tyranny  of  Words.” 


“Borrowing  a leaf  from  the  Chinese, 
American  public  health  officials  are  striving 
more  and  more  to  keep  people  from  getting 
sick,  rather  than  treating  them  after  they 
do.  Both  the  San  Francisco  and  the  New 
York  World  Fairs  will  illustrate  this  trend 
most  graphically.  The  whole  field  of  di- 
sease will  be.  dramatized  at  the  health  show 
featuring  the  New  York  Exposition. 

“Fair  leaders  have  recognized  that  health 
is  the  most  important  topic  in  the  world. 
They  will  present  in  striking  form  man- 
kind’s war  on  cancer,  tuberculosis,  heart 
disease,  and  a half  hundred  other  major 
scourges.  Science’s  strides  in  battling  these 
death-dealing  forces  will  be  shown.  Meth- 
ods of  research  and  experiment  will  be 
explained.  ... 

“This  idea  of  familiarizing  the  public 
with  the  fundamentals  of  health  undoubt- 
edly will  spread.  Dramatization  of  the  prob- 
lem will  make  the  ultimate  conquest  of 
disease  easier.” — Editorial,  Los  Angeles 
Times , January  10. 


HUMAN  BITES 


In  savage  fist  fighting  men  sometimes 
bite  each  other,  or  a fist  is  cut  and  lacerated 
on  the  opponent’s  teeth.  The  result  may  be 
fatal,  for  the  human  mouth  contains  in- 
fectious bacteria.  Dr.  William  H.  Prioleau, 
of  Charleston,  S.  C.,  remarks  in  the 
Journal  of  the  South  Carolina  Medical 
Association  that  the  wound  not  infrequently 
looks  innocent  and  as  if  it  would  heal  with 
ordinary  surgical  measures.  However, 
more  often  than  not  a miserable  type  of  in- 
fection sets  in,  involving  neighboring 
structures  and  generally  extending  up  the 
lymphatics.  The  hand,  the  site  most  com- 
monly affected,  frequently  suffers  permanent 
damage;  life  itself  may  be  lost.  Appar- 
ently the  human  mouth  is  the  dirtiest  of  all 
mouths.  The  organisms  involved  are 
usually  described  as  anaerobic  streptococci, 
and  spirilla  and  fusiform  bacilli  of  the 
Vincent  group.  An  immediate  cauterization 
or  debridement  would  seem  advisable ; 
however,  these  cases  are  not  always  seen 
just  after  the  injury;  also  such  a procedure 
would  often  result  in  serious  damage  to  the 
hand. 

Some  years  ago  Dr.  T.  M.  Lowry  in- 
vestigated the  treatment  of  these  cases  at 
the  Beekman  Street  Hospital,  New  York 
City,  and  found  that  the  methods  of  treat- 


ment were  most  diverse  and  the  results 
generally  unsatisfactory.  Ann.  Surg.,  104: 
1103,  1926).  He  worked  out  the  following 
method  of  treatment  which  has  proven  sat- 
isfactory. All  wounds  are  swabbed  out 
with  fuming  nitric  acid  and  immediately 
flushed  with  cold  water.  Wet  dressings 
are  applied.  No  wound  is  sutured.  Nitric 
acid  is  applied  even  when  tendons  are  ex- 
posed and  joints  opened.  No  tetanus 
antitoxin  is  given.  No  anesthesia  is  used. 
The  same  treatment  is  applied  even  in  cases 
of  several  days  standing. 

In  the  treatment  of  fifty-five  cases,  in 
ninety-seven  per  cent  the  results  are  re- 
corded as  good. 

There  is  no  question  but  that  these  cases 
must  be  dealt  with  drastically  if  we  are 
to  prevent  serious  consequences.  Puncture 
wounds  must  be  converted  into  open 
wounds.  Thorough  cleansing  must  be  done. 
The  application  of  nitric  acid  seems  radical, 
but  apparently  is  justified,  as  judged  by  the 
author’s  results;  especially  so  as  he  reports 
that  it  does  not  permanently  damage 
tendons  or  joints.  A wet  dressing  provides 
more  adequate  drainage.  It  would  seem 
better  to  hospitalize  the  patient  where 
practicable. 
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THE  FUTURE  OF  MEDICINE 

Presidential  Address 

Charles  H.  Goodrich,  M.D.,  Brooklyn 


One  of  the  most  disquieting  phenomena 
of  recent  years  has  been  the  shift  from 
reluctance  to  willingness  and  even  eagerness 
to  accept  medical  relief  at  government  ex- 
pense on  the  part  of  many  of  our  people. 
This  changed  viewpoint  is  cited  by  some 
as  a conspicuous  achievement.  We  regard 
it  as  a serious  menace  to  the  morale  of 
the  American  people.  This  is  an  outstanding 
reason  why  we  should  discuss  constructively 
the  Future  of  Medicine. 

In  Shakespeare’s  “The  Tempest,”  (Act 
II)  the  King  of  Naples  remarks  to  one  of 
his  courtiers  stranded  with  him  after  ship- 
wreck on  an  island: 

“You  rub  the  sore 
When  you  should  bring  the  plaster.” 

As  we  begin  and  early  proceed  with  ut- 
most frankness  you  may  recall  this  quota- 
tion. However,  later  in  our  talk  we  hope 
to  convince  you  of  available  “plasters.” 

“Future”  in  its  present  use  means  the 
period  of  years  embraced  in  the  expected 
life  span  of  any  human  beings  living  today 
— perhaps  fifty  to  eighty  years. 

“Medicine”  is  a form  of  service  rendered 
to  the  people  of  the  State  or  Country  by 
licensed  physicians.  (This  service  is  often 
supplemented  by  dentists,  hospitals,  clinics, 
local  county  and  state  departments,  and 
various  voluntary  lay  health  and  welfare 
agencies). 

These  definitions  make  the  relation  of 
physician  and  patient  and  the  furnishing 
of  the  supplemental  help  when  needed,  sound 
like  a simple  practical  formula  for  the 
preservation  and  restoration  of  health.  Per 
contra  it  is  most  complex.  And  some  people 
are  trying  mightily  to  make  it  more  com- 
plex. 

Truly  the  future  of  medicine  depends 
upon  the  working  together  or  in  conflict  of 
many  diverse  matters  and  circumstances, 
many  of  which  seem  unconnected  with  the 
practice  of  medicine  and  the  relief  of  human 
suffering.  If  we  are  to  remain  a Republic 
and  a Democracy,  from  which  we  seem  to 


be  drifting  very  rapidly  at  this  time,  the 
future  of  medicine  will  depend  upon  the 
financial  condition  of  the  nation,  the  econo- 
mic mentality  of ‘the  people  and  their  leaders, 
and  public  opinion  regarding  the  methods 
of  delivery  of  medical  service. 

The  financial  condition  of  the  nation  is 
bad  just  now  and  promises  to  be  for  a time. 
It  is  not  because  we  have  borrowed  so 
much  money  and  taxed  the  people  so  elabo- 
rately. Loans  can  be  paid  by  producers  and 
taxes  can  be  reduced  if  the  government 
economizes.  What  is  discouraging  to  every 
earnest  citizen  who  must  earn  his  living  by 
working,  is  that  much  of  our  spending  pur- 
chases so  little  value  for  the  nation  that 
it  is  truly  lost.  And  yet  the  loans  must  be 
paid  and  taxes  levied  for  such  expendi- 
tures— based  upon  what  principle?  In  other 
words,  our  people  have  rapidly  diminishing 
financial  resources. 

The  financial  or  economic  mentality  of  the 
people  has  -suffered  degenerative  changes. 
Medical  care  is  one  of  the  necessities  of 
life.  (This  seems  proven  by  the  despera- 
tion with  which  many  sick  persons  desire 
the  physician  when  they  are  in  severe  pain 
or  prostrated  by  illness).  Medical  care 
steadily  becomes  more  expensive  to  deliver 
because  of  increasing  costs  of  education, 
research,  new  discoveries  and  inventions. 
The  majority  of  our  people  do  not  weigh 
values  with  practical  intelligence.  They  de- 
sire much  money  to  buy  many  things,  many 
of  them  fanciful  and  merely  luxurious.  They 
do  not  save  for  the  inevitable  emergencies. 
They  think  it  a bore  to  provide  for  the 
necessities  of  life.  They  wish  these  given 
to  them  or  purchasable  very  cheaply.  They 
buy  unlimited  drinks  and  foolish  foods  at 
extravagant  prices — but  neglect  real  nutri- 
tion. Medical  service  is  a necessity  but 
they  do  not  wish  to  be  ill.  If  they  are  it  is 
somebody’s  fault  and  relief  should  come  to 
them  at  little  or  no  cost.  Yet  they  want  the 
best ! They  will  mortgage  next  two  years 
salary  to  buy  unnecessary  automobiles,  ex- 
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pensive  radios,  extravagant  house-furnishings 
and  expensive  clothing  and  frequent  amuse- 
ments, complaining  how  poor  they  are  when 
the  family  physician,  the  obstetrician,  the 
surgeon,  the  nurse,  or  the  pharmacist  is  a 
dire  necessity. 

At  the  moment,  public  opinion  is  not  the 
stable  intelligent  sheet-anchor  of  character 
upon  which  the  nation  has  depended  for  its 
sound  historic  decisions.  Two  or  three  gen- 
erations of  increasing  proportions  of 
‘‘spoiled  children”  have  furnished  influences 
unfortunate  for  the  quality  of  personalities 
and  group  opinions.  The  desire  and  plan- 
ning for  what  they  should  have  is  largely 
replaced  by  the  desire  for  extravagant  in- 
dulgences many  of  which  they  should  not 
have.  A significant  mental  tangent  of  the 
times  is  that  many  persons  today  measure 
our  superiority  over  our  ancestors  by  the 
luxury  which  we  have  and  they  had  not. 
The  truth  is  that  we  should  bow  low,  in 
spirit,  in  recognition  of  their  thought,  in- 
dustry, and  devotion  to  ideals  that  brought 
us  these  luxuries.  Moreover  we  should  be 
ashamed  that  we  have  permitted  these 
luxuries  to  so  soften  us  mentally  and  physi- 
cally as  to  convert  our  straight  and  sturdy 
American  spines  into  soft  affairs  with  all 
kinds  of  curvatures. 

Certain  of  the  lower  strata  of  politicians 
would  be  pleased  to  regiment  medicine  under 
any  kind  of  law,  Compulsory  Health  Insur- 
ance, or  otherwise.  The  development  of 
leaders  who  can  cope  with  the  world- 
tendency  toward  regimentation  of  patients 
and  physicians  and  dividing  the  spoils  among 
those  who  do  not  do  the  work,  will  require 
medical  statesmanship  of  a high  order. 

It  is  evident  that  great  numbers  of  our 
citizens  lack  intelligent  judgment  in  regard 
to  medical  and  health  affairs,  and  it  becomes 
one  of  our  duties  as  physicians  to  furnish 
them  with  information  and  guidance  of 
thought  processes,  so  that  they  may  think 
along  with  us  for  their  own  benefit  and  that 
of  their  children  and  grandchildren. 

The  poet  Ovid,  a contemporary  of  Jesus 
Christ  wrote  “Too  late  is  the  medicine  pre- 
pared when  the  disease  has  gained  strength 
by  long  delay.”  And  yet  after  1900  years 
the  people  still  “long  delay.” 

Seneca  the  great  Roman  philosopher 
(B.C.  3 — A.D.  65)  wrote:  “It  is  part  of  the 
cure  to  wish  to  be  cured.”  How  tardily 
oftentimes  comes  the  wish ! 

The  education  of  the  public  to  seek  treat- 


ment early  in  disease,  immediately  after 
injury,  and  to  prevent  disease  by  all  available 
immunizations  and  by  modern  hygiene,  is 
our  most  important  and  most  difficult  task. 
In  general  the  public  is  so  ignorant  and 
they  think  they  know  so  much ! The  future 
of  medicine  depends  to  a large  extent  upon 
widespread  education  of  the  public.  They 
are  ready  for  it — for  now  they  are  health 
conscious. 

Individual  physicians  could  have  a large 
influence  if  we  could  count  on  all  giving 
a certain  amount  of  time  each  day  to  wise 
and  accurate  education  of  the  public  about 
health  matters  and  preventive  medicine. 
Other  points  we  should  teach  are  when  to 
seek  treatment  and  its  value  compared  with 
fancy  clothing,  extravagant  furniture,  ra- 
dios, automobiles,  and  other  gratifying  un- 
necessaries. 

However  organized  medicine  . can  take  up 
this  work  distributing  medical  and  health 
intelligence  to  a larger  audience  and  per- 
haps in  more  studiedly  effective  ways.  This 
we  conclude  is  one  of  our  tremendous  tasks 
and  necessary.  People  are  pitifully  ignorant, 
indifferent,  and  really  asleep  to  needs  that 
we  know  are  enormously  desirable. 

Are  we  prepared  to  do  this?  We  should 
be  and  can  be.  Perhaps  we  should  next  con- 
sider how  our  own  education,  training,  and 
qualifications  may  influence  the  future  of 
medicine ! 

The  background  furnished  by  the  home 
of  our  boyhood  or  girlhood  is  an  important 
element.  Were  we  trained  to  be  diligent, 
unselfish,  thoughtful  for  others,  and  was  our 
interest  directed  toward  sound  and  construc- 
tive considerations?  Or  was  the  doctrine 
of  self-expression  invoked — in  other  words, 
“Don’t  lets  bother  about  him?”  It  makes  a 
difference ! Even  in  humblest  homes  we 
have  seen  admirable  backgrounds.  In  all 
grades  of  luxury  or  lack  of  it  occur  the 
cold,  sharp  spirit  of  commercialism  and 
nothing  else.  This  is  not  the  ideal  back- 
ground for  the  embryonic  medical  man. 
Especially  as  such  homes  prefer  superficial 
and  unstable  amusements  to  gratifying 
accomplishments. 

Premedical  education  is  an  important 
phase  of  our  preparation.  Because  of  the 
prevalence  of  science  in  the  .studies  and 
training  in  medical  colleges  the  premedical 
education  should  be  generously  mixed  with 
language,  literature,  history,  physiography, 
and  philosophy.  We  must  understand  people 
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as  people  first;  as  variable  anatomical  and 
physiological  defectives  later.  Our  intel- 
lectual grasp  of  their  mental  dimensions, 
coloring,  agility,  and  accuracy  is  an  im- 
portant element  in  our  diagnosis,  prognosis, 
and  treatment.  How  much  cooperation  can 
we  expect?  How  much  must  we  supple- 
ment it?  This  sense  of  perception  depends 
upon  our  foundation  of  premedical  educa- 
tion. 

Every  opportunity  for  a well-rounded 
medical  education  is  available  in  most 
medical  schools  of  the  first  grade.  There 
are  differences  in  methods  of  teaching  and 
training.  More  practical  work  is  offered 
in  some  than  in  others.  However,  in  the 
main,  enough  is  afforded  to  keep  the  student 
very  busy  for  four  years  and  very  little 
time  is  wasted.  Speed  and  quantity  are 
emphasized  in  some  schools  whereas  in 
others,  a deliberate,  studious,  time-consum- 
ing approach  to  every  problem  is  taught. 
As  is  usual  the  middle  of  the  road  is  prob- 
ably the  desirable  place.  A very  important 
element  in  medical  education  is  the  daily 
contact  of  teacher  and  student  and  the  ex- 
ample and  absorption  of  personal  spiritual 
ideals  which  flavor  a physician’s  service 
to  human  beings.  These  flavors  may  be 
stimulating  or  depressing  or  indifferent.  It 
is  a great  responsibility  to  be  a teacher 
of  medicine  or  a Doctor  of  Medicine ! This 
transcends  the  material  structures  upon 
which  we  must  primarily  concentrate  our 
attention ! 

During  the  formative  years  we  develop 
certain  aims  and  ambitions,  determine  char- 
acter, and  adopt  certain  moral  principles. 
The  future  of  medicine  may  well  depend 
considerably  upon  the  quality  of  these  de- 
velopments in  the  young  men  and  women 
of  today,  and  after  they  have  graduated 
from  medical  school  we  older  fellows,  with 
whom  they  must  associate,  have  thrust  upon 
us  the  responsibilities  of  influence  pre- 
viously devolving  upon  the  college  faculty. 
How  much  are  we  doing  to  elevate  stand- 
ards of  practice  among  younger  men,  so 
that  each  generation  is  more  competent 
mentally,  physically,  scientifically,  and  spirit- 
ually than  the  last  ? Success  lags  in  a 

family  or  profession  where  each  generation 
fails  to  improve  upon  its  predecessor!  We 
must  consciously  and  deliberately  exert  in- 
fluences to  improve  the  ambitious  character 
and  principles  of  our  successors.  This  is 
not  enough;  we  must  so  conduct  our  lives 


as  to  render  our  unconscious  influences  a 
potent  force  in  the  professional  heritage. 
For  whether  we  will  or  no,  unconscious 
influences,  vast  in  extent,  are  ever  flowing 
out  unbidden  from  one’s  life  upon  society 
and  over  children  which  largely  shape  the 
destinies  of  our  fellowmen.  Horace  Bush- 
nell  talked  about  this  eloquently  over  a 
century  ago.  He  declared  that  it  is  impos- 
sible to  live  at  all  and  escape  responsibility 
for  these  influences.  He  stated  that  Paul 
of  Tarsus  moved  the  world  more  “by  what 
he  was  than  by  what  he  did”  He  “fought 
the  good  fight”  because  “he  kept  the  faith.” 
Thus  it  may  be  very  well  for  us  to  remember 
that  in  the  future  of  medicine  many  things 
may  depend  upon  our  ambitions,  character 
and  moral  principles.  If  these  are  right, 
our  unconscious  influences  will  flow  forth 
unbidden  so  that  in  community  service  as 
specialized  citizens  with  remarkable  knowl- 
edge and  skill,  our  success  as  leaders  may  be 
evermore  dependent  on  what  we  are  than 
on  what  we  do,  “however  mighty  and  effec- 
tive the  doings.” 

Our  conscious  and  unconscious  influences 
will  alike  be  determined  in  large  measure  by 
the  habits  of  thought  and  action  which  we 
develop  as  we  study  and  work  and  play. 
Walter  Duranty  recently  said  “the  trouble 
with  most  people  is  that  they  think  with 
their  hopes  or  fears  or  wishes  rather  than 
with  their  minds.”  To  think  with  our  minds 
we  must  differentiate  between  the  values  of 
facts,  material  and  historic,  sentiment  and 
emotion,  and  the  reactions  likely  to  be 
aroused  by  our  thoughts  expressed.  Thus 
we  must  make  our  habits  of  thought  sound 
and  true.  We  must  marshal  our  facts, 
place  them  in  order,  demonstrate  their  truth ; 
and  produce  them  with  all  proper  sentiment, 
but  without  elaborate  emotion  for  this  may 
distort  the  truth.  Our  professional  and  per- 
sonal actions  must  be  consistent  with  our 
studies  and  thoughts,  and  be  worthy  ex- 
amples for  our  fellows  to  emulate.  We  must 
live  to  work,  to  accomplish  physical  and 
mental  results  needed  and  sought  for  by 
our  people.  We  must  habituate  ourselves 
to  rest  sufficient  for  mental  and  physical 
refreshment,  and  indulge  in  physical  recrea- 
tion to  keep  our  bodies  in  desirable  condi- 
tions of  health.  Play  should  not  be  or  appear 
to  be  an  object  in  life  which  will  exclude 
necessary  work  or  subject  ourselves  or  our 
profession  to  sharp  criticism.  One  of  our 
patients,  a man  of  great  generosity  and  in- 
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fluence,  called  to  consult  one  of  our  associ- 
ates while  we  were  on  vacation.  It  happened 
to  be  Saturday  noon.  As  he  mounted  the 
steps  the  Doctor,  golf  equipment  in  hand, 
stepped  out  of  the  door  and  closed  it.  The 
patient  stated  his  errand.  The  Doctor  re- 
plied “This  is  my  afternoon  for  golf — my 
next  office  hour  will  be  Monday  afternoon. 
Sorry  not  to  be  able  to  see  you.”  The 
patient  has  rehearsed  this  story  of  neglect 
scores  of  times  and  often  refers  to  our  staff 
as  more  golfers  than  physicians.  If  our 
traditional  reputation  for  selflessness  and 
self-sacrifice  is  to  be  maintained  we  should 
avoid  creating  the  impression  that  we  care 
more  for  our  play  than  for  the  comfort  or 
welfare  of  our  patients.  Also  here  might 
be  considered  our  conduct  in  hours  of  re- 
laxation especially  in  public  places. 

The  Future  of  Medicine  will  in  a meas- 
ure depend  on  our  possessing  competent 
minds  for  business  relations.  Each  physi- 
cian should  fix  standard  fees  for  his  work, 
based  on  time  consumed  and  skill  attained. 
These  should  be  adhered  to  except  when  the 
physician,  with  a larger  sense  of  justice 
and  humanics  than  the  merchant,  chooses 
to  modify  them.  The  tendency  to  create  fee 
schedules,  regardless  of  a physician’s  known 
capacity  and  investment,  is  unfortunate  for 
the  people  and  their  physicians.  Necessary 
as  this  may  be  as  protection  for  physicians 
in  some  instances  of  mass  medical  service, 
much  of  the  remuneration  which  he  really 
earns  often  nestles  in  the  pockets  of  those 
who  do  nothing  for  the  patient. 

A larger  distribution  of  a well-rounded 
ethical  development  may  help  to  determine 
the  future  of  medicine.  Have  we  done  our 
best  ? Many  have  unquestionably.  What 
proportion  of  us  are  really  interested?  Why 
not  discuss  ethics  more  frequently  in  our 
meetings?  How  many  of  us  are  frequent 
students  of  the  code  created  by  ourselves ? 

Thoughtful  adjustments  of  ourselves  to 
circumstances  and  conditions  in  our  com- 
munity and  state  will  undoubtedly  affect  the 
future  of  medicine.  An  individual  cannot 
make  over  the  community.  Adjustment  will 
make  him  more  influential  in  assisting  others 
to  bring  about  desirable  changes  and  im- 
provements. A county  society  can  provide 
leadership  that  will  organize  its  cohesive 
elements  into  community  efforts  so  vast  and 
valuable  as  to  be  welcomed  by  all  thinking 
people  and  assure  our  place  in  the  future 
of  medicine.  Broome  County  Society  is  a 


grand  example  of  what  can  be  done  by 
alert  initiative,  considerate  thought  and 
vitalized  action. 

* * * 

The  Medical  Society  of  the  State  of  New 
York  is  thoroughly  alive  to  the  needs  upon 
which  are  predicated  an  abounding  future 
for  medicine  comparable  in  quality  and  dis- 
tribution to  other  resultants  of  civilization 
and  intelligent  human  endeavor.  What  are 
the  evidences? 

I 

Our  relations  with  State  officials  and  State 
Departments  are  cordial  and  mutual  coopera- 
tion has  proven  how  clearly  all  understand 
that  this  Society  and  the  Departments  of 
Health,  Welfare,  Education  and  Mental 
Hygiene  are  elements  of  importance  of  the 
same  great  endeavor,  the  best  health  and 
welfare  interests  of  the  people  of  the  State. 

We  have  made  plain  to  the  Health  De- 
partments our  desire  to  take  part  in  a com- 
plete immunization  program.  When  invited 
to  talk  with  them  at  Saratoga  in  June,  we 
asked  their  aid  in  our  program  of  preventive 
medicine.  The  response  has  been  cordial 
and  telling.  Read  what  “Doctor  Jones”  says 
in  Health  Nezvs,  July,  1937 

At  the  Saratoga  Conference  we  suggested 
that  a joint  committee  of  the  Health  De- 
partment and  State  Society  make  a two 
day  survey  of  the  Vaughan  method  of  “In- 
tensive Case  Finding  in  Tuberculosis”  (See 
Jour.  Amer.  Med.  Assn.,  September  4,  1937) 
in  Detroit.  Cordially  adopted,  and  the  re- 
port of  that  visit  with  added  surveys  sug- 
gested by  Dr.  Vaughan,  at  Battle  Creek  and 
Oakland  County  to  study  intensive  modern 
health  methods  (with  ample  financial  back- 
ing) will  tend  to  increase  cooperation  and 
results  in  health  work.  Throughout  recent 
months  the  Commissioner  and  his  deputies 
have  been  most  helpful  and  they  fully  under- 
stand that  we  desire  to  have  every  member 
of  the  State  Society  to  be  deputy  health 
officers  interested  in  our  common  objectives 
everywhere.  You  all  know  the  joint  en- 
deavors in  Pneumonia  Control  and  how 
essentially  the  Health  Department  has 
helped  us  to  begin  a thoroughgoing  cam- 
paign which  must  last  long  to  be  effective 
but  which  has  already  made  a perceptible 
dent  in  mortality. 
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We  are  doing  our  part  in  Syphilis  Con- 
trol. The  Legislature  has  created  a Cancer 
Commission  now  almost  ready  to  report. 
The  Governor  invited  us  to  name  candidates 
for  medical  posts  in  this  commission. 

Our  Council  has  a grand  committee  whose 
duties  are  the  cooperative  relationships  with 
Health  and  Welfare  Department  of  State 
and  cooperative  relationships  with  State  and 
Federal  Governments.  Several  important 
results  of  their  intensive  activities  will  soon 
be  reported  and  acted  upon  by  the  Council 
to  House  of  Delegates. 

From  the  date  of  the  Secretaries  Confer- 
ence in  October  we  have  been  in  touch  with 
the  Educational  Department  and  realize  how 
earnestly  they  desire  our  suggestions  and 
help.  Several  ancient  errors  (in  words 
more  than  in  deeds)  have  been  deleted  with 
mutual  satisfaction.  The  Educational  De- 
partment has  no  desire  to  compete  with  us 
in  the  Practice  of  Medicine ! 

II 

To  how  great  a degree  our  program  of 
Preventive  Medicine  will  contribute  to  the 
future  of  medicine  depends  upon  our  mem- 
bership and  how  great  an  interest  has  been 
aroused.  Certainly  we  have  had  the  unre- 
strained and  cordial  help  of  the  officers  and 
Council,  the  Journal  Management  Committee, 
the  Secretary,  the  Public  Relations  Bureau, 
the  District  Branches  at  their  meetings,  and 
the  County  Societies  visited.  We  stead- 
fastly believe  that  a thoroughgoing  campaign 
along  this  line  for  a decade  or  so  may  be 
answers  to  many  questions  which  people  and 
groups  and  governments  are  asking.  We 
have  called  attention  (New  York  State 
Journal  of  Medicine,  January  15,  1938) 
to  the  potential  by-products  of  Periodic 
Health  Examinations  as  alone  sufficiently  re- 
warding. A number  of  lay  audiences  have 
been  addressed  besides  two  Woman’s 
Auxiliary  Meetings. 

III 

Postgraduate  Medical  Education  has  for 
some  years  been  an  administrative  feature 
of  our  Society.  As  conducted  by  Dr. 
Farmer’s  Committee  it  has  provided  valua- 
able  refresher  courses  to  physicians  residing 
in  localities  remote  from  large  medical 
centers.  This  activity  has  been  continued 
this  year  as  much  as  before  and  many  local 


efforts  in  Postgraduate  Medical  Education 
are  well  conducted  by  County  Societies. 
This  work  greatly  enlarged  could  have  con- 
siderable effect  upon  the  future  of  medicine. 

IV 

Our  House  of  Delegates  at  Rochester  in 
May  1937  ordered  the  appointment  of  a 
Special  Committee  on  Matters  Pertaining 
to  Medical  Care  in  the  State  of  New  York. 
Its  duties  specified  are  (a)  to  establish  a 
working  definition  of  the  term  “Adequate 
Medical  Care”  and  (b)  to  formulate  princi- 
pals and  proposals  for  a State  Health  Policy. 

We  have  been  fortunate  in  securing  the 
faithful,  enthusiastic  services  of  our  espe- 
cially talented  informed,  state-wide  represen- 
tative committee  under  the  leadership  of  Dr. 
Walter  W.  Mott  of  Westchester  County. 
They  are  preparing  a report  which  is 
already  thrilling  in  its  capacity  and  clarity, 
and  which  will  unquestionably  offer  masterly 
suggestions  for  the  consideration  of  our 
membership  and  through  you  all  to  the 
House  of  Delegates.  Look  for  this  report 
when  it  comes  in  April  and  be  sure  that 
the  House  of  Delegates  know  how  your 
membership  think  about  it.  Out  of  this 
Committee’s  work  amplified  by  the  focussed 
wisdom  of  our  fifteen  thousand  members 
represented  in  our  deliberative  body  there 
may  develop  an  example  in  State  Health 
policy  worthy  of  emulation  by  some  sister 
States.  All  of  this  may  well  influence  the 
future  of  medicine  in  this  beloved  Country 
of  ours. 

V 

Through  the  joint  efforts  of  the  Journal 
Management  Committee,  checked  and  in- 
structed by  the  Council  and  the  extraordi- 
narily energetic  and  competent  publisher, 
our  New  York  State  Journal  of  Medi- 
cine has  become  one  of  the  three  best  State 
Journals  in  this  country.  Some  of  us  think 
it  the  best!  This,  if  maintained  as  now 
and  with  further  enlargement  and  improve- 
ment will  be  a powerful  influence  for  the 
good  of  our  State  and  its  neighbors  in  the 
future  of  medicine. 

VI 

Our  most  modern  effective  force  for  broad 
understanding  of  modern  medicine  and  its 
spirit  and  aspirations  is  the  Bureau  of 
Public  Relations.  This  is  made  possible 
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because  of  the  rare  wisdom  and  journalistic 
experience  of  its  Director,  Mr.  Dwight 
Anderson,  who  gained  sympathetic  under- 
standing of  the  spirit  of  American  Medicine 
when  for  several  years  he  directed  publicity 
for  the  National  Tuberculosis  Association. 
He  has  also  a clear  understanding  of  how 
the  layman  and  especially  the  critical  layman 
will  react  to  our  pronouncements  and  many 
of  these  have  been  shorn  of  their  asperities 
by  his  blue  pencil  without  losing  vital  force. 
He  is  a very  modest  gentleman  who  attrib- 
utes a large  measure  of  the  success  of  the 
Bureau  to  the  earnest  cooperation  of  the 
officers  and  committee  under  whom  he  has 
served.  The  Council  Committee  of  the  cur- 
rent year  has  been  the  Chairman,  Dr.  Guy 
Carpenter,  Dr.  Terry  Townsend,  who  was 
Chairman  last  year,  and  Dr.  Thurston 
Welton,  the  Editor  of  the  American  Journal 
of  Surgery.  The  President  and  Secretary 
serve  ex-officio.  The  Council  itself  receives 
a report  monthly  and  is  in  executive  control 
of  the  Bureau’s  policies.  The  leading  ac- 
tivities of  the  Bureau  are: 

(a)  To  keep  our  members  informed  of  de- 
velopments, political,  social,  and  economic  which 
affect  physicians  or  those  in  which  we  should  be 
interested. 

(b)  To  help  us  inform  the  public,  in  language 
they  will  understand,  those  facts,  features,  ad- 
vances and  conflicts  of  medicine  which  make 
for  change — medicine  being  of  supreme  import- 
ance as  a service  to  the  people. 

(c)  To  educate  the  public  to  understand  what 
the  physician  can  do  for  them,  by  informing 
them  accurately,  as  occasion  arises,  concerning 
the  preservation  of  health  and  the  prevention 
and  cure  of  disease.  For  this  purpose  excerpts 
from  scientific  articles,  from  addresses  upon 
quasi-scientific  subjects,  from  health  propaganda 
are  carefully  selected  and  under  the  authorita- 
tive announcement  of  an  officer,  the  Council, 
a Committee,  or  the  Society  as  a whole,  for- 
warded to  the  daily  or  weekly  press  of  the  State 
as  releases.  Sometimes  such  releases  are 
mailed  to  outstanding  lay  citizens  who  are 
known  to  be  especially  interested  in  health 
problems. 

Another  interesting  development  has  been 


the  forwarding  to  the  County  Societies  of 
Speakers’  Service  Bulletins  furnishing  out- 
lines of  addresses  suggested  for  local  or 
regional  use  by  County  Society  speakers.  In 
some  of  these  a sample  address  is  furnished 
for  use  in  whole  or  in  part  in  case  of  emer- 
gencies of  time. 

As  presently  managed  with  the  utmost 
economy  consistent  with  efficiency  we  are 
probably  distributing  to  our  members 
through  this  Bureau  many  times  the  value 
which  we  spend,  besides  transmitting  to  the 
public  a clearer  understanding  of  the  prob- 
lems and  spirit  of  the  profession. 

Among  the  extensive  publicizing  of  almost 
every  other  work  and  social  effort  in  the 
world  our  offerings  are  very  modest  and 
suitably  restrained.  Carefully  guarded  and 
enlarged  they  may  well  become  a tremendous 
force  in  improving  the  future  of  medicine 
for  the  people  and  the  profession. 

So  after  this  array  of  one-sided  argu- 
ments, personal  philosophy,  and  official  rec- 
ords, what  can  we  conclude? 

We  find  that  the  future  of  medicine  is 
trying  to  be  born  biologically  of  a multi- 
tude of  parents.  The  potency  of  the  cosmo- 
philosophico-scientifico-politico  “genes”  must 
vary ! Is  there  any  indication  at  this  stage 
of  development  of  what  “genes”  will  pre- 
dominate? Who  can  say? 

However,  if  we  physicians  can  be  excep- 
tionally intellectual  and  use  our  intellects 
aright,  if  we  can  be  skillful,  certain,  and 
proud  of  our  powers  while  spiritually  and 
joyfully  dedicating  these  qualities  to  service 
to  people,  if  we  can  educate  a comprehend- 
ing people  to  understand  their  needs  and 
prefer  them  to  the  frills  of  life,  and  if  we 
as  a nation  can  maintain  Governments 
whose  interests  in  the  health  of  its  citizens 
commands  them  to  the  care  of  the  inde- 
pendent qualified  general  practitioner  and 
qualified  specialists,  united  for  the  general 
good,  there  need  be  no  fear  for  the  Future 
of  Medicine. 


The  American  Association  of  Industrial 
Physicians  and  Surgeons  will  meet  con- 
currently with  the  Midwest  Conference  on 
Occupational  Diseases  at  the  Palmer  House 
in  Chicago  on  June  6-9. 


The  Japanese  have  started  a popular 
“keep  fit”  movement,  and  it  is  figured  that 
10,000,000  are  taking  part  in  it.  Health 
examinations  form  an  important  prelim- 
inary. 


WORKMEN’S  COMPENSATION 


From  the  Bureau  of  Workmen’s  Compensation  of  the  Medical  Society  of  the  State 
of  New  York  under  date  of  January  13,  1938  went  the  following  communication  to  the 
Workmen’s  Compensation  Boards  of  the  County  Medical  Societies : 


Rule  21.  The  Industrial  Commissioner  has 
changed  this  rule  to  read  as  follows : 

“Section  13-F-2  applies  only  to  the  physician 
selected  by  the  claimant  to  treat  him  as  provided 
by  Section  13-A.  Such  physicians  are  entitled 
to  a fee  for  attendance  at  a hearing  when  sub- 
poenaed by  any  party  in  interest  or  when  di- 
rected to  do  so  by  a Referee  or  when  produced 
by  an  insurance  carrier  or  employer.  When 
such  physician  is  a general  practitioner  his  fee 
shall  be  $10  plus  mileage  ( outside  New  York 
City ) and  a fee  of  $5  for  each  additional  case  on 
which  he  testifies  at  the  same  appearance.  When 
such  physician  is  a specialist  and  is  so  desig- 
nated and  qualified  and  has  examined,  consulted 
or  treated  under  his  specialty,  his  fee  shall  be 
$25  plus  mileage  ( outside  New  York  City ) and 
a fee  of  $12.50  for  each  additional  case  on  which 
he  testifies  at  the  same  appearance.  In  excep- 
tional cases  involving  specialist’s  testimony , the 
matter  may  be  referred  to  the  Iiulustrial  Com- 
missioner, who  may  consider  the  allozvance  of  a 
higher  fee.  On  and  after  February  1,  1938 , in 
the  event  of  failure  of  such  doctor  to  complete 
and  submit  a verified  C-4  report  as  required 
by  Subdivision  4 of  Section  13-A,  or  when  the 
content  of  such  report  is  vague,  misleading  or 
otherwise  incomplete,  such  doctor  shall  not  be 
entitled  to  an  attendance  fee,  unless  otherwise 
directed  by  the  Industrial  Commissioner.” 

21-A. — “A  physician  who  testifies  at  hearings 
or  examines  claimants,  or  participates  in  ex- 
aminations for  evidential  material  for  compen- 
sation case  hearing  purposes  only , may  accept 
fees  for  such  services  from  claimants.” 

New  matter  appears  in  italics. 

Reports. — Physicians  treating  Workmen’s 
Compensation  cases  are  again  urged  to  send  in 
their  reports  promptly  in  the  interest  of  the 
injured  claimant,  as  well  as  their  own.  C-104 
reports  should  be  mailed  within  48  hours  and 
C-4  reports  as  promptly  as  possible  thereafter, 
and,  in  any  event,  within  20  days  of  the  first 
report. 

The  C-4  report  must  be  notarized  because  it 
can  then  be  used  as  prinm  facie  evidence  in  the 
consideration  of  the  claimant’s  case  before  the 
referee.  If  the  C-4  report  is  not  properly  filled 
out  and  not  notarized,  the  physician  may  be 
faced  with  the  necessity  of  appearing  personally 
on  subpoena  before  the  Department  of  Labor 
to  testify,  and  under  the  new  rule  he  will  not 
be  paid  for  his  testimony.  Furthermore,  a 
physician’s  bill  may  be  objected  to  on  the  ground 
that  he  has  not  promptly  submitted  the  reports 
to  the  Department  of  Labor  and  the  employer  or 
carrier. 

Physicians  are  also  requested  to  send  in  a 
supplementary  C-4  report,  indicating  the  prog- 
ress of  the  case,  every  three  or  four  weeks. 
Every  item  in  this  report  should  be  filled  out 
accurately  with  as  much  detail  as  possible  and 
necessary.  Physicians  should  realize  that  every 


compensation  case  has  a legal  aspect,  making 
prompt  and  accurate  reports  necessary  in  order 
to  protect  the  interests  of  the  claimant  as  well 
as  those  of  the  physician  and  the  employer. 

County  societies  are  requested  to  give  wide 
publicity  to  the  change  in  Rule  21  and  to  urge 
physicians  to  send  the  necessary  reports 
promptly  and  in  full  detail. 

Physicians  should  also  be  urged  in  prolonged 
cases  to  send  in  progress  (C-4)  reports  on  con- 
tinuing cases  every  three  or  four  weeks. 

Unnecessary  Treatment. — When  an  insur- 
ance carrier  informs  a physician  that  in  the 
opinion  of  their  medical  inspector  further  treat- 
ment is  unnecessary,  the  attending  physician 
should  use  his  judgment  as  to  compliance  with 
the  request  of  the  insurance  company  to  stop 
treatment.  Treatment  should  be  continued 
when,  in  the  opinion  of  the  attending  physician, 
it  is  necessary  and  justified,  and  an  immediate 
report  to  this  effect  sent  to  the  employer  and 
insurance  carrier  and  the  Department  of  Labor. 
This  is  not  a license  to  treat  cases  interminably, 
but  the  welfare  of  the  injured  employe  should 
be  kept  in  mind  in  making  a decision  as  to  the 
necessity  for  further  treatment.  Consultation 
should  be  urged  where  differences  of  opinion 
arise. 

Medical  Bureaus. — Please  review  your  files 
and  ascertain  if  you  have  any  applications  for 
employers’  or  physicians’  medical  bureau  licenses 
which  have  not  been  acted  upon. 

In  the  case  of  applications  for  Employers’ 
Medical  Bureaus,  please  inspect  the  premises  of 
the  applicant  at  once,  unless  same  has  already 
been  done.  The  county  society,  through  the 
proper  channels,  should  then  make  a decision 
approving  or  rejecting  the  application  and  notify 
the  undersigned  at  once.  All  application  blanks, 
when  acted  upon,  should  be  sent  to  this  office, 
together  with  the  signatures  of  the  committee 
responsible  for  action.  In  case  of  disapproval, 
the  reasons  for  disapproval  should  be  stated 
on  the  blank. 

We  are  enclosing  rules  and  regulations  gov- 
erning medical  bureaus  for  your  guidance. 

Correct  Addresses. — Workmen’s  Compensa- 
tion boards  are  requested,  when  cummunicating 
the  names  of  physicians  applying  for  authoriza- 
tion, to  treat  Workmen’s  Compensation  cases  to 
this  office  and  to  the  Compensation  Medical 
Registrar,  to  give  the  full  and  correct  address 
of  the  physician. 

Injection  Treatment  of  Hernia. — This 
committee  will  shortly  promulgate  certain  rules 
and  regulations  governing  the  injection  treat- 
ment of  hernia.  In  view  of  the  experimental 
nature  of  this  treatment,  all  physicians  should 
be  notified  that  no  case  of  hernia  should  be 
treated  by  this  new  method  unless  the  diagnosis 
and  compensability  of  the  case  are  first  con- 
firmed by  the  medical  examiner  of  the  employer 
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or  insurance  carrier,  and  authorization  obtained 
for  such  treatment,  together  with  agreement  on 
the  fee  to  be  charged.  Except  under  very 
unusual  circumstances,  only  a surgeon  thor- 
oughly qualified  in  the  diagnosis  and  treatment 
of  hernia  and  experienced  in  the  injection  treat- 
ment is  qualified  to  render  such  treatment. 

Impartial  Experts. — If  the  county  society 
has  not  already  sent  to  this  office  a list  of 
thoroughly  experienced  physicians  qualified  to 
act  as  impartial  experts  under  Section  13  (d), 
they  will  please  do  so  at  once. 


Any  additions  to  or  changes  in  lists  already 
submitted  should  be  sent  to  the  undersigned  for 
transmission  to  the  Division  of  Workmen’s 
Compensation  of  the  Department  of  Labor. 

New  Officers. — Please  transmit  to  this  office 
at  once  any  changes  in  personnel  of  Work- 
men’s Compensation  boards  or  committees  or  of 
county  society  officers  in  charge  of  Workmen’s 
Compensation. 

David  J.  Kaliski,  M.D.,  Director, 
Frederic  E.  E’lliott,  M.D., 
Joseph  C.  O’Gorman,  M.D. 


committee  on  legislation 


Bulletin  No.  8 

February  21,  1938 

New  Bills  Introduced 

Senate  Int.  953 — Quinn,  changing  term 
“habit-forming”  to  narcotic  drugs  as  de- 
fined in  section  421  of  the  Public  Health 
Law;  same  as  Assembly  Int.  1016 — Burg- 
dor  f.  With  the  Codes  Committee. 

Senate  Int.  1111 — Wicks;  Assembly  Int. 
1463 — Conway,  requires,  along  with  other 
qualifications,  person  desiring  to  obtam 
license  to  practice  medicine  shall  be  a citi- 
zen of  the  United  States  or  so  declare  his 
intention,  and  requires  such  qualification 
before  endorsement  so  to  practice  by  appli- 
cant of  another  country.  Referred  to  the 
Education  Committees. 

Comment:  Physician  constituents  of  Sen- 
ator Wicks  and  Assemblyman  Conway  sug- 
gested that  this  bill  be  reintroduced.  They 
carried  it  a few  years  ago,  some  of  you 
will  recall.  There  should  be  no  objection 
to  the  enactment  of  this  measure  because 
it  is  within  the  possibilities  of  any  profes- 
sional person  to  declare  his  intention  of 
becoming  a citizen  of  the  United  States  if 
he  expects  to  make  this  his  home  and  field 
of  practice. 

Senate  Int.  1119 — Esquirol,  amends  the 
Workmen’s  Compensation  Law  by  changing 
provisions  relating  to  laboratories,  medical 
treatment,  which  shall  include  surgical, 
x-ray,  physiotherapy,  anesthesia  and  path- 
ological services,  to  hospital  charges,  to 
violations  and  notices  in  workmen’s  compen- 
sation cases.  Referred  to  the  Labor  Com- 
mittee. 

Comment:  This  bill  Senator  Esquirol  car- 
ried for  us  last  year  but  it  was  defeated  in 
committee.  It  is  one  of  the  Society’s  bills 
and  it  is  important  that  you  let  your  sen- 
ators know  about  it  immediately. 

Assembly  Int.  1259 — Armstrong,  nurses’ 
lien;  same  as  Senate  Int.  876 — Miller.  With 
the  Judiciary  Committee. 


Assembly  Int.  1294 — Sherman,  practice 
of  radiology;  same  as  Assembly  Int.  157 — 
Hawkins  and  Senate  Int.  701 — Esquirol. 
With  the  Education  Committee. 

Assembly  Int.  1312 — Jarema,  authorizes 
municipalities  to  appoint  qualified  physicians 
from  list  of  volunteers  registered  with  the 
Health  Department,  at  annual  compensa- 
tion not  to  exceed  $750.00,  for  medical  care 
of  indigent  persons.  Referred  to  the  Cities 
Committee. 

Comment:  Most  municipalities  have  this 
authority  now  and  our  influence  has  been 
to  discourage  the  appointment  of  physicians 
on  salary  and  to  promote  instead  the  care 
of  indigents  by  the  case  method.  We  have 
abundant  proof  that  this  is  the  better  of  the 
two  methods. 

Assembly  Int.  1340 — Cheney,  provides 
for  joint  appointment  of  one  health  officer 
by  two  or  more  local  boards  of  health,  in 
villages  and  towns.  Referred  to  the  Health 
Committee. 

Assembly  Int.  1379 — Burgdorf,  permits 
discontinuance  of  county  tuberculosis  hos- 
pital in  a county  designated  to  be  served 
by  a State  hospital.  Referred  to  the  Inter- 
nal Affairs  Committee. 

Comment:  As  we  forecast  when  the  law 
authorizing  the  creation  of  State  tubercu- 
losis hospitals  was  pending,  this  bill  would 
relieve  counties  from  the  responsibility  of 
conducting  local  tuberculosis  hospitals.  Ar- 
guments may  be  presented  for  and  against 
this  plan.  The  State  hospitals  can  and 
will  be  more  elaborate  and  provide  greater 
facilities  than  county  hospitals;  on  the  other 
hand,  the  patient  will  be  farther  removed 
from  his  family  and  the  expense  of  his 
treatment  and  care  will  be  a less  immediate 
charge  on  his  community. 

Assembly  Int.  1501 — Washburn,  provid- 
ing for  bi-weekly  reports  in  workmen’s 
compensation  cases ; same  as  Senate  Int. 
856— Howard.  With  the  Labor  Committee. 

Assembly  Int.  1535 — Holley,  requires 
wardens,  guards,  and  keepers  of  correction- 
al institutions  to  keep  certain  records  of 
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persons  admitted  and  to  provide  for  phyv- 
sical  examination  upon  admittance.  Referred 
to  the  Penal  Institutions  Committee. 

Comment:  We  are  particularly  interested 
in  the  portion  of  this  bill  which  requires 
that  physical  examination  shall  be  made 
of  all  persons  committed  to  correctional  in- 
stitutions. There  is  no  doubt  but  that  there 
is  value  in  this  legislation  and  it  should 
receive  hearty  support. 

Assembly  Int.  1549 — Brenner,  amends 
generally  the  Workmen’s  Compensation  Law 
relative  to  insurance  carriers ; provides 
State  Fund  shall  be  administered  by  seven 
commissioners  who  shall  have  sole  right  to 
make  rates  for  workmen’s  compensation  in- 
surance in  Fund,  rates  not  to  be  higher 
than  necessary  to  provide  adequate  funds; 
and  makes  other  changes.  Referred  to  the 
Insurance  Committee. 

Comment:  Increases  the  scope  and  influ- 
ence of  the  State  Insurance  Fund.  This 
may  be  another  attempt  to  give  the  State 
Insurance  Fund  a monopoly  in  the  work- 
men’s compensation  field. 

Assembly  Int.  1551 — Doran,  relates  to 
care  and  treatment  of  injured  employees; 
authorizes  the  Industrial  Commissioner  to 
appoint  a board  of  medical  consultants ; pro- 
vides licensing  of  compensation  medical  bu- 
reaus and  laboratories  shall  be  on  recom- 
mendation of  Industrial  Council  instead  of 
County  Medical  Societies ; and  changes 
composition  of  Arbitration  Committee  for 
determining  value  of  medical  aid.  Referred 
to  the  Labor  Committee. 

Comment:  Relieves  the  County  Societies 
of  approval  and  supervision  of  medical  bu- 
reaus and  laboratories  and  places  that  re- 
sponsibility with  the  Industrial  Council.  It 
also  gives  the  Industrial  Board  the  right 
and  power  to  have  any  claimant  for  com- 
pensation whose  case  is  being  heard,  exam- 
ined by  a physician  of  their  own  designa- 
tion, and  to  require  a “report  from  such 
physician  on  the  diagnosis,  the  casual  rela- 
tionship between  the  alleged  injury  and  the 
subsequent  disability,  proper  treatment  and 
the  extent  of  the  disability  of  such  claim- 
ant.” It  requires  that  all  surgical  or  phy- 
siotherapeutic procedures  must  be  author- 
ized by  the  employer  instead  of  only  those 
costing  more  than  $25.00,  as  the  law  now 
requires.  It  makes  more  liberal  the  law 
under  which  insurance  carriers  and  employ- 
ers may  create  and  conduct  clinics;  It  revises 
the  manner  in  which  arbitration  boards 
shall  be  created  and  constituted,  by  remov- 
ing “two  physicians  designated  by  the  pres- 
ident of  the  Medical  Society  of  the  county 
in  which  the  claimant  resides  and  two  phy- 
sicians, also  members  of  the  Medical  So- 
ciety of  the  State  of  New  York,  appointed 


by  the  employer  or  carrier,”  and  substitutes 
in  its  place,  “one  representative  of  labor, 
one  representative  of  carriers  or  employers, 
and  one  representative  of  physicians,  who 
shall  be  appointed  by  the  Commissioner  to 
serve  for  terms  of  one  year  each.” 

* * * 

Our  legal  advisor  has  called  our  atten- 
tion to  a bill  which  we  overlooked — Senate 
Int.  310 — McElroy;  Assembly  Int.  193 — 
Monaco.  Referred  to  the  Codes  Committee 
in  the  Senate  and  the  Labor  Committee  in 
the  Assembly.  This  bill  would  repeal  sec- 
tion 1910  of  the  Penal  Law  which  reads : 
“Endangering  life  by  refusal  to  labor.  A 
person,  who  wilfully  and  maliciously,  either 
alone  or  in  combination  with  others,  breaks 
a contract  of  service  or  hiring,  knowing, 
or  having  reasonable  cause  to  believe,  'that 
the  probable  consequence  of  his  so  doing 
will  be  to  endanger  human  life,  or  to  cause 
grievous  bodily  injury,  or  to  expose  valu- 
able property  to  destruction  or  serious  in- 
jury, is  guilty  of  a misdemeanor.” 

Comment:  If  this  were  repealed,  it  would 
be  possible  for  any  hospital  employees  to 
go  on  strike  and,  therefore,  we  feel  that  it 
is  a very  bad  bill. 

In  our  last  bulletin  we  reported  Assembly 
bill  Int.  1224 — Averill,  in  relation  to  nurses 
and  trained  attendants.  To  this  bill  we 
make  the  following  comment: 

This  bill  was  prepared  and  submitted  at 
the  request  of  the  Department  of  Educa- 
tion. Besides  making  a few  obvious  correc- 
tions, it  provides  conditions  under  which 
nurses  educated  outside  the  State  may  be 
licensed;  it  permits  the  Department  to  issue 
a registry  of  the  nurses  practicing  in  the 
State  at  its  discretion,  rather  than  annually 
as  previously  provided;  and  outlines  extens- 
ively under  what  conditions  and  by  what 
procedure  licenses  to  practice  nursing  may 
be  revoked  or  suspended. 

Action  On  Bills 

Senate  Int.  99 — Twomey — Health  Law, 
syphilis  tests — Reported. 

Senate  Int.  790 — Livingston — Charities 
Law,  definition  of  dispensaries — 3rd  rdg. 

Assembly  Int.  127 — Newell — Health  Law, 
syphilis  tests — 3rd  rdg. 

Assembly  Int.  351 — Crews — Hours  of 
labor,  hospital  employees — has  been  amend- 
ed so  as  to  apply  to  hospitals  in  cities  hav- 
ing a population  of  one  million  or  more. 

The  Legislative  Committee,  in  conference 
on  February  19,  took  the  following  action 
upon  these  bills : 
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Approved 

S.  Int.  790 — Livingston — Charities  Law, 
definition  of  dispensaries. 

S.  Int.  876 — Miller — Nurses’  lien  bill 

S.  Int.  899 — Rogers — Sterilization  of 
drinking  glasses. 

A.  Int.  1015 — Burgdorf — Definition  of 
“cannabis”. 

A.  Int.  1016 — Burgdorf — Violations  of 
Public  Health  Law  relating  to  narcotic 
drugs. 

A.  Int.  1219 — Piper — First-aid  kits  for 
omnibuses. 

A.  Int.  1224 — Averill — Relating  to  nurses 
and  trained  attendants. 

S.  Int.  202,  late  Print  870 — Stagg — Re- 
lating to  poliomyelitis. 

A.  Int.  287,  late  Print  1175 — Shaw — Re- 
lating to  poliomyelitis. 

This  bill  has  been  amended  to  apply  only 
to  victims  of  anterior  poliomyelitis  over 
twenty-one  years  of  age.  The  present  law 
applies  only  to  persons  under  twenty-one. 

Approved  with  Comment 

S.  Int.  753 — Feld — Practice  of  hairdress- 
ing and  cosmetology. 

The  Committee  realizes  the  need  for  regu- 
lation among  those  who  engage  in  this 
business,  but  is  of  the  opinion  that  future 
legislation  will  be  needed  to  protect  custom- 
ers against  unwise  employment  of  proce- 
dures which  may  be  a definite  influence 
on  the  health  of  the  customer. 

Opposed 

S.  Int.  856 — Howard — Treatment  and 
care  of  injured  employees. 

S.  Int.  889 — Williamson — Hospitals  to  be 
reimbursed  by  State  for  medical  care  of 
indigents. 

S.  Int.  895 — Feld — Endorsement  of  for- 
eign licenses. 

S.  Int.  310 — McElroy — Hospital  strikes. 

A.  Int.  193 — Monaco. 

Hearings 

March  1: 

S.  Int.  101 — Desmond  and  A.  Int.  124 — 
Breitbart — Pre-nuptial  examinations.  Joint 
hearing  before  Health  Committee. 


Bulletin  No.  9 

February  28,  1938 

New  Bills  Introduced 

Senate  Int.  1179 — Esquirol,  provides  for 
regulation  and  licensing  of  hairdressing, 
beauty  culture,  and  beauty  parlors;  creates 


a regulatory  board;  provides  for  sanitary 
inspection,  and  appropriates  $15,000.  Re- 
ferred to  the  Health  Committee. 

Senate  Int.  1222 — Desmond,  tests  for 
determining  intoxicated  drivers ; same  as 
Assembly  Int.  334 — Peterson.  With  the 

Motor  Transportation  Committee. 

Senate  Int.  1224 — Desmond,  provides 
that  proof  of  fitness  for  motor  vehicle 
operator’s  and  chauffeur’s  license  shall  in- 
clude certificate  of  physician  that  applicant 
has  been  examined  and  has  no  physical  de- 
fect which  would  render  him  unfit  to  drive 
a motor  vehicle.  Referred  to  the  Motor 
Transportation  Committee. 

Senate  Int.  1264 — Burchill,  appropriates 
$75,000  to  the  tax  department  for  carrying 
out  provisions  of  proposed  law  to  tax 
tobacco  and  tobacco  products.  Referred 
to  the  Finance  Committee. 

Comment:  In  the  body  of  the  bill  there 

is  provision  that  this  money  shall  be  used 
for  the  establishment  and  conduct  of  dental 
clinics  in  public  schools.  There  was  a 
similar  bill  before  the  Legislature  last  year 
which  was  defeated  in  committee.  The 
dentists,  we  are  informed,  are  opposed  to 
this  bill. 

Senate  Int.  1311 — Desmond;  Assembly 
Int.  1666 — Mailler,  provides  for  hospitali- 
zation of  persons  injured  in  motor  vehicle 
accidents  who  are  unable  to  pay  for  such 
care.  Referred  to  the  Motor  Transportation 
Committee  in  the  Senate  and  the  Ways  and 
Means  Committee  in  the  Assembly. 

Comment:  As  indicated,  this  bill  refers 

only  to  victims  of  motor  vehicle  accidents, 
and  for  that  purpose  it  defines  a “motor 
vehicle  injury”  to  mean  any  injury  caused 
by  operation  of  a motor  vehicle  whether  the 
person  be  the  operator,  passenger,  or  a 
pedestrian;  and  its  application  is  limited  to 
those  injured  persons  who  are  unable  to 
pay  the  expenses  of  hospitalization,  defined 
as  “indigent  patient.”  It  provides  that 
when  an  account  remains  unpaid  for  ninety 
days,  the  hospital  shall  file  with  the  comp- 
troller and  the  nearest  city  or  county  com- 
missioner of  public  welfare,  a statement, 
and  the  comptroller  shall  reimburse  the 
hospital  in  accordance  with  the  per  diem 
cost  of  such  hospital.  The  Commissioner 
of  Health  shall  certify  to  the  comptroller 
the  per  diem  cost  of  all  hospitals  in  the 
State  as  determined  by  him.  For  financing 
the  law  it  is  provided  that  the  Commissioner 
of  Motor  Vehicles  “shall  deduct  the  sum 
of  two  cents  from  the  amount  of  the  fee 
of  every  registration  of  a motor  vehicle.” 

Senate  Int.  1373 — Livingston,  provides 
for  licensing  clinical  laboratory  technicians. 
Referred  to  the  Education  Committee. 

Comment:  Although  this  bill  is  not 
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identical  with  the  bills  that  have  been  intro- 
duced in  previous  years,  nevertheless,  the 
objections  made  to  those  are  applicable. 
No  adequate  definition  of  a technician  can 
be  offered,  and  to  provide  that  all  shall  be 
licensed  would  be  introducing  an  obstacle 
to  scientific  work  as  well  as  to  the  private 
work  of  a physician  or  other  scientist.  A 
clinical  laboratory  technician  is  defined  as 
“any  person  who  performs  any  technical 
laboratory  procedures,  including  bacteri- 
ology, immunology,  serology,  biochemistry, 
hematology,  histologic  technique  and  clini- 
cal pathology  which  are  used  for  the  pur- 
pose of  diagnosing,  investigation  or  treat- 
ing any  disease,  illness  or  infection.”  It 
would  prevent  the  employment  by  a doctor 
of  any  person  to  be  a laboratory  technician 
except  from  the  licensed  group,  and  it 
would  require  that  every  person  so  licensed 
shall  have  had  a four-year  high  school 
course,  a college  diploma,  showing  gradua- 
tion in  the  subjects  quoted  above,  or  has 
practiced,  as  a clinical  laboratory  technician 
for  a period  of  at  least  six  months  prior  to 
July  1,  1941;  and  for  any  person  to  practice 
or  represent  himself  to  be  a clinical  labora- 
tory technician  without  having  a license 
shall  be  guilty  of  a misdemeanor. 

Senator  Livingston  introduced  the  bill 
at  the  request  of  a group  of  laboratory 
technicians. 

Senate  Int.  1374 — Livingston,  provides 
for  licensing  physical  therapy  technicians 
and  sets  up  qualifications,  no  physiothera- 
pist or  technician  to  administer  physical 
therapy  except  on  written  prescription  of 
duly  licensed  physician,  and  makes  other 
provisions.  Referred  to  the  Education 
Committee. 

Comment:  The  bill  does  not  differ  ma- 
terially from  bills  that  have  been  intro- 
duced in  previous  years,  nor  in  our  opinion 
does  it  differ  enough  from  the  present  law 
to  justify  itself.  This  bill  was  also  intro- 
duced by  Senator  Livingston  at  the  express 
request  of  a group  of  physiotherapy  tech- 
nicians. 

Assembly  Int.  1641 — Steingut,  broadens 
and  clarifies  provision  for  nullifying  reg- 
istration of  a physician  offering,  under- 
taking or  agreeing  to  cure  or  treat  a 
disease  by  secret  method  or  who  advertises 
by  means  of  handbills,  motion  pictures, 
radio,  magazines  or  newspapers,  etc.,  or 
has  in  any  way  been  guilty  of  unprofes- 
sional conduct.  Referred  to  the  Education 
Committee. 

Comment:  This  bill  was  introduced  at 

the  request  of  the  Department  of  Education 
and  should  receive  our  wholehearted  sup- 
port. It  has  been  requested  by  the  Griev- 
ance Committee  and  the  special  Deputy 


Attorneys  General  who  assist  in  the  en- 
forcement of  the  Medical  Practice  Act. 

Assembly  Int.  1743 — Piper,  makes  it 
unlawful  to  dispense,  furnish  or  supply,  as 
well  as  sell,  in  any  store,  any  spectacle, 
eyeglasses  or  lenses  for  aid,  as  well  as 
correction  of  vision,  except  on  written  pre- 
scription from  a licensed  physician  or  duly 
qualified  optometrist;  also  makes  it  un- 
lawful to  advertise  by  radio  or  other  means 
prices  for,  discount  on,  or  terms  of  pay- 
ment for  eyeglasses,  etc.  Referred  to  the 
Education  Committee. 

Comment:  The  optometrists  are  attempt- 
ing a clearer  definition  of  their  practices  so 
as  to  prevent  inroads  by  commercial  agen- 
cies not  employing  either  a physician  or 
an  optometrist.  Among  the  offenders  they 
list  many  department  stores,  jewelry  stores, 
and  certain  chain  stores.  The  bill  also  adds 
the  prohibition  to  advertising  similar  to 
what  we  are  endeavoring  to  have  incor- 
porated in  our  law. 

Assembly  Int.  1744 — Piper,  defines  “op- 
tometry” to  include  persons  examining 
eyes  or  diagnosing  any  ocular  condition  for 
providing,  furnishing  or  adapting  light, 
devices  or  any  other  means  for  restoring 
or  relief  of  any  optical  or  ocular  condition, 
deficiency  or  deformity,  visual  or  muscular 
anomaly  of  the  human  eye.  Referred  to 
the  Education  Committee. 

Action  on  Bills 

S.  Int.  99 — Twomey;  Serological  blood 
tests — 3rd  reading. 

S.  Int.  117 — Feld;  Practice  of  radiology 
— has  been  amended  by  deleting  “and  the 
General  Municipal  Law,  in  relation  to 
power  of  municipal  corporations  to  grant 
permits  to  physicians,  dentists,  podiatrists, 
and  osteopaths  to  conduct  places  for  the 
practice  of  radiology,”  and  by  adding  after 
laboratory,  “or  a mobile  unit.”  This  addi- 
tion, Senator  Feld  says,  is  to  permit  the 
school  authorities  to  continue  examining 
school  children  for  incipient  tuberculosis. 

S.  Int.  644 — McNaboe;  Persons  com- 
mitter to  care  of  lunacy  board — Reported 

S.  Int.  651 — McNaboe;  Creating  lunacy 
authority — 2nd  reading. 

S.  Int.  753 — Feld;  Cosmetology — Re- 
ported. 

S.  Int.  790 — Livingston;  Definition  of 
dispensary — 3rd  reading. 

S.  Int.  869 — Kleinfeld;  Physicians’  lien 
— has  been  amended  to  include  provision 
for  filing  a statement  of  services  rendered 
and  charges;  also  provision  for  discharge 
of  lien. 

S.  Int.  880 — Quinn;  Examination  of  hos- 
pital records — Reported 
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S.  Int.  953 — Quinn;  Changing  term 
“habit-forming”  to  narcotic  drugs — Re- 
ported. 

A.  Int.  127 — Newell ; Serological  blood 
tests — 3rd  reading. 

A.  Int.  1016 — Burgdorf;  Changing  term 
“habit-forming”  to  narcotic  drugs — 3rd 
reading. 

A.  Int.  1073 — Todd;  Cosmetology — 3rd 
reading. 

A.  Int.  1079 — Wadsworth;  Definition  of 
dispensary — 3rd  reading. 


Hearings 

March  1 — 2 p.m. — S.  Int.  101-  Desmond 
A.  Int.  124-  Breitbart 
Pre-nuptial  examinations 
Joint  hearing  before  Health  Committees. 
March  2—1:30  p.m— A.  Int.  183— Miss 
Todd — Nurse  practice. 

Hearing  before  Assembly  Education 
Committee. 

James  H.  Borrell, 

B.  Wallace  Hamilton, 
John  L.  Bauer. 


TO  OUTLAW  QUACK  MEDICINE  IN  THIS  STATE 


Creation  of  a consumers’  bureau  in  the 
State  Department  of  Health  to  protect  the 
unwary  from  quack  medical  preparations 
was  proposed  by  Assemblyman  Ira  H. 
Holley  (D.,  Manhattan),  in  a twenty-eight- 
page  bill  to  amend  the  public  health  law 
on  Jan.  20  as  reported  in  the  New  York 
V/orld-T  elegram. 

This  measure,  Mr.  Holley  explained, 
would  be  “a  little  Tugwell  law,”  similar  in 
plan  and  scope  to  the  federal  legislation, 
but  confining  itself  to  patent  medicines, 
drugs,  cosmetics  and  medical  devices.  Con- 
sumers of  some  of  these  preparations,  he 
said,  are  defrauded  annually  of  millions 
of  dollars. 

Mr.  Holley  asserted  that  the  failure  of 
Congress  to  enact  a new  pure  food  and 
drug  act  “makes  it  imperative  for  each 
State  to  protect  its  citizen  consumers  from 
the  deluge  of  quack  medical  preparations.” 

Many  of  these  preparations  are  inherently 
dangerous,  the  Assemblyman  continued, 


and  have  caused  hundreds  of  deaths.  Thou- 
sands of  persons,  he  said,  through  using 
these  panaceas,  have  delayed  seeking 
proper  medical  attention,  with  fatalities  re- 
sulting in  many  instances. 

The  Holley  measure  is  approved  by  the 
Public  Health  Committee  of  the  New  York 
Academy  of  Medicine,  its  sponsor  said. 

This  consumers’  bureau,  in  addition  to 
other  duties,  would  have  power  to  prohibit 
fictitious,  false  remedial  claims  and  to  bar 
from  sale  in  this  Statf  any  product  inher- 
ently dangerous  to  health  and  life. 

Heading  the  bureau  would  be  a director 
(appointed  by  the  Health  Commissioner, 
with  the  approval  of  a majority  of  a com- 
mittee on  public  health.  This  committee, 
consisting  of  five  members,  would  be  ap- 
pointed by  the  Governor  from  a list  nomi- 
nated by  the  State  Board  of  Regents.  They 
would  be  persons  distinguished  for  scien- 
tific attainments  and  interest  in  public 
health. 


HANDBOOK  ON  EYE  HAZARDS  AT  A NEW  LOW  PRICE 


To  secure  wider  distribution  of  its  book 
on  “Eye  Hazards  in  Industrial  Occupations” 
by  Louis  Resnick  and  Lewis  H.  Carris,  the 
National  Society  for  the  Prevention  of 
Blindness  is  now  offering  copies  at  the 
special  price  of  fifty  cents  each  as  long  as 
the  supply  lasts.  This  book,  which  sold 
formerly  at  the  actual  cost  price  of  $1.50, 
was  published  in  1924.  Although  some  of 
the  photographs  show  safety  devices  which 
have  since  been  improved  upon,  the  con- 
tents remain  a valuable  guide  to  safe  prac- 
tices in  industry. 

“Eye  Hazards  in  Industrial  Occupations” 
is  a handbook  for  safety  engineers,  safety 
inspectors,  safety  committeemen,  industrial 
physicians  and  nurses;  for  those  responsi- 


ble for  industrial  operations,  whether 
owners,  managers,  or  members  of  the  oper- 
ating staff;  for  governmental  officials,  trade 
association  executives,  and  social  agency 
officers ; and  for  the  many  others  who  share 
the  responsibilities  and  opportunities  for 
conserving  the  life,  health  and  sight  of  the 
millions  of  men,  women,  and  children  em- 
ployed in  industry. 

The  volume  contains  247  pages,  and  in- 
cludes fifty-nine  illustrations  dealing  with 
the  safeguarding  of  eyesight  in  factories, 
mines,  shops  and  offices.  Orders  or  inquiries 
concerning  this  volume  should  be  addressed 
to  the  National  Society  for  the  Prevention 
of  Blindness,  50  W.  50  Street,  New  York 
City. 


Public  Health  News 


Narcotic  Leakages 

J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


As  the  production  of  narcotics  in  the 
world  markets  is  limited  towards  a max- 
imum estimated  requirement  for  medicinal 
purposes  and  as  the  smuggling  of  illicit  nar- 
cotics is  further  controlled  by  federal  agen- 
cies, the  demand  turns  more  insistently  to- 
wards legitimate  stores  of  narcotics  for 
which  the  medical  profession  has  accepted 
responsibility.  A kind  of  vacuum  is  created 
around  the  drug  cupboards  in  institutions 
and  in  doctors’  offices  by  the  craving  of  un- 
satisfied addicts.  How  much  leakage 
occurs?  No  quantitative  answer  can  be 
given  to  this  question  from  existing  records. 
But  there  are  indications  that  the  leakage 
in  recent  years  has  been  important. 

The  other  day  at  the  State  Bureau  of 
Narcotics  Control,  I saw  a list  compris- 
ing some  300  individuals  from  New  York 
City,  all  closely  related  to  the  profes- 
sion of  medicine,  who  had  been  arrested  for 
violation  of  narcotic  laws  since  the  year 
1928.  Most  numerous  in  the  list  were 
nurses  and  hospital  orderlies.  There  were 
also  pharmacists,  chemists,  and  hospital  at- 
tendants, and  of  course  a few  physicians. 

Nor  are  the  thieves  limited  to  those  whose 
occupation  brings  them  within  range  of  the 
legitimate  stores.  One  man  whose  source  of 
illicit  supply  had  been  removed  got  a job 
as  a painter  in  a physician’s  office  and  helped 
himself  to  syringes  as  well  as  to  the  drugs 
he  needed. 

To  measure — and  eventually  to  control — 
the  leakage  of  narcotics  from  institutional 
supplies  we  have  a law  (Section  421,  para- 
graph 8,  Section  424  and  424a  of  Article  22) 
by  which  the  Bureau  of  Narcotics  Control 
in  the  State  Department  of  Health  is 
charged  with  issuing  certification  of  ap- 
proval to  our  institutions.  The  bureau  must 
be  satisfied  (1)  that  drugs  are  safely  stored 
and  (2)  that  an  accurate  record  of  their  dis- 
tribution is  made  and  preserved,  before  a 
certificate  can  be  issued.  The  kind  of  stor- 
age afforded  to  their  diamond  mine  by  the 
seven  dwarfs  is  not  considered  good  enough. 
Though  custodians  do  not  often  hang  their 
keys  in  quite  such  prominent  proximity  to 
the  locks  as  did  Dopey,  keys  are  often  easily 
available  to  several  other  persons  besides 
the  custodian.  Experience  teaches  that  such 
storage  is  not  “safe.” 


Certificates  in  accord  with  the  law  have 
now  been  issued  to  225  institutions  which  is 
about  one-third  of  the  total  number  that 
must  be  inspected. 

Mr.  Frank  J.  Smith  who  has  charge  of 
our  Bureau  of  Narcotics  has  been  a good 
deal  disturbed  by  the  occupational  histories 
of  some  hospital  employees  who  have  been 
caught  in  violations  of  the  narcotic  laws. 
“Now  here’s  a chap,”  he  said,  taking  down 
a folder  from  his  files,  “who  has  been  an  in- 
stitutional employee  from  1931  until  last 
year  when  he  was  arrested.  He  has  been 
employed  in  six  hospitals  in  the  last  six 
years.  When  caught  with  morphine  in  his 
possession  he  admitted  having  stolen  it  as 
well  as  several  small  pieces  of  equipment 
from  one  of  these  hospitals.  Since  he  shows 
no  sign  of  addiction  he  is  presumably  sup- 
plying addicts.  He  has  letters  of  recom- 
mendation from  personnel  (other  than  the 
executive  officers)  of  all  six  institutions.” 
Mr.  Smith  feels  that  there  is  sometimes  a 
tendency  to  discharge  suspicious  individuals 
without  making  any  formal  charge.  He 
would  be  glad  to  keep  an  office  file  of  char- 
acters whose  activities  will  bear  watching. 
Or,  better  still,  he  would  welcome  an  invi- 
tation to  investigate  the  behavior  of  any 
suspect  with  the  purpose  of  either  clearing 
his  character  from  suspicion  or  lodging  a 
formal  charge.  It  is  necessary,  he  feels,  to 
devise  some  means  of  removing  the  inside 
jobbers  from  circulation  among  institutional 
employees. 

The  main  responsibility  of  his  bureau,  as 
Mr.  Smith  sees  it,  is  preventive  and  edu- 
cational. He  acknowledges  with  gratitude 
splendid  cooperation  on  the  part  of  medical 
colleges,  colleges  of  pharmacy,  and  the  lead- 
ers of  the  nursing  profession.  To  such 
groups  he  has  thankfully  accepted  invitations 
to  speak  on  the  narcotic  problem.  He  has 
also  been  asked  to  address  high  schools  but 
these  invitations  he  has  declined  because  he 
believes  that  only  trained  educators  should 
be  trusted  with  adolescent  education  and 
that  even  for  them  the  task  of  narcotic  edu- 
cation is  peculiarly  delicate.  He  is  willing, 
however,  to  meet  with  the  educators  and  tell 
them  all  that  he  knows  that  they  may  have 
the  facts  to  present  with  their  own  skilled 
approach. 
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Kings  County:  A great  number  of  the 
members  of  the  Kings  County  Woman’s 
Auxiliary  attended  the  testimonial  dinner 
and  dance  given  Dr.  Chas.  A.  Goodrich  on 
February  22  at  the  Hotel  Astor  in  New 
York  City. 

Among  the  guests  from  other  Counties 
were  Mrs.  Francis  R.  Irving  of  Syracuse, 
State  President  of  the  Woman’s  Auxiliary; 
Mrs.  Carlton  M.  Potter,  State  Treasurer; 
Mrs.  Louis  A.  VanKleeck,  State  Finance 
Chairman ; Mrs.  Henry  L.  Hirsch,  State 
Secretary;  Mrs.  Carl  Boettiger,  State 
“Hygeia”  Chairman;  Mrs.  Luther  H.  Kice, 
State  Legislation  Chairman ; and  Mrs. 
John  J.  Buettner,  State  Organization  Chair- 
man. 

Several  of  the  speakers  commended  the 
members  of  the  Woman’s  Auxiliary  for 
their  support  of  the  dinner  as  well  as  their 
cooperation  with  the  Medical  Society  in 
legislative  matters. 

The  opinion  seemed  unanimous  that  the 
dinner  was  splendid,  the  Speakers  interest- 
ing, the  entertainment  good,  and  that  the 
excellent  dance  music  ended  all  too  soon. 
In  short,  “A  good  time  was  had  by  all.” 

Saratoga  County:  Mrs.  G.  Scott  Towne, 
President,  presided  at  a meeting  of  the 
Woman’s  Auxiliary  of  Saratoga  County  on 
February  1 at  the  home  of  Mrs.  A.  J. 
Leonard.  Dr.  Walter  S.  McClellan  ad- 
dressed the  group  on  venereal  diseases.  The 
Chairman  on  Legislation,  Mrs.  Thomas  E. 
Bullard  urged  all  doctor’s  wives  to  become 
law-minded.  Mrs.  Joseph  Lebowich,  Chair- 
man of  Health  and  Education,  reported  that 
a program  is  in  the  making  aiming  to  aid 
in  the  control  of  syphilis.  She  will  repre- 
sent the  Auxiliary  at  a meeting  with  mem- 
bers of  various  county  organizations  to 
make  definite  plans  for  a county-wide  pro- 
gram. 

Suffolk  County:  The  Executive  Com- 
mittee of  the  Woman’s  Auxiliary  to  the 
Suffolk  County  Medical  Society  met  at  a 
luncheon  meeting  at  the  “Bonnie-Mart,” 
Patchogue,  on  February  15. 

The  President,  Mrs.  Stanley  P.  Jones, 
presided  at  the  business  meeting.  Mrs. 


Grover  A.  Sillman,  Legislation  Chairman, 
gave  a report  on  several  important  bills  in 
Albany,  which  are  now  under  consideration, 
relative  to  the  Medical  Profession.  Mrs. 
Jones  announced  that  two  films  on  syphilis 
and  tuberculosis  are  now  available  for  pub- 
lic showing.  Dr.  Elizabeth  C.  Wells  of  the 
Public  Health  Department  at  Riverhead 
will  give  all  information  concerning  the  use 
of  the  films  and  every  civic  group  is  urged 
to  plan  a showing  of  these  important  pic- 
tures. 

Mrs.  S.  K.  Oxholm  gave  a very  interest- 
ing discussion  of  the  thirteenth  Woman’s 
Patriotic  Conference  on  National  Defense 
which  was  held  in  Washington  on  January 
25  to  27. 

❖ ❖ * 

Do  you  recall  in  your  childhood  the  spe- 
cial occasions  when  you  were  allowed  to  sit 
at  the  table  when  only  adults  were  present? 
How  excited,  interested  and  attentive  you 
were  to  all  that  was  said  and  done. 

With  similar  emotions  this  Chairman  sat 
and  listened  at  the  conference  of  the  County 
Legislative  Chairmen  of  the  Medical  Society 
held  in  Albany  on  February  9. 

It  was  the  first  conference  that  a chair- 
man of  the  Woman’s  Auxiliary  to  the  Med- 
ical Society  of  the  State  of  New  York  had 
been  invited  to  attend.  This  was  indeed 
both  an  honor  and  a privilege.  For  the 
Woman’s  Auxiliary,  while  on  the  threshold 
of  its  third  year,  is  still  an  infant. 

The  many  bills  studied  at  this  conference 
and  reasons  for  any  action  taken  thereon, 
could  not  but  result  in  a better  understand- 
ing of  the  scope  of  work  undertaken  by  the 
Legislative  Committee  of  the  Medical  So- 
ciety. 

Therefore,  with  a more  thorough  and 
comprehensive  knowledge  of  pending  legis- 
lation, we  shall  continue  the  legislative 
program  of  the  Auxiliary  with  added  inter- 
est as  well  as  enthusiasm.  With  the  activ- 
ities of  this  program,  however,  the  meaning 
of  the  word  “Auxiliary”  must  be  always 
kept  in  mind. 

(Mrs.  L.  H.)  Henrietta  Stewart  Kice 

Legislative  Chairman 
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Cayuga  County 

Dr.  Frederick  Sefton,  of  Auburn,  who 
died  on  February  3 at  the  age  of  seventy- 
eight,  had  practiced  medicine  there  since 
1891,  specializing  in  nervous  and  mental 
troubles.  From  1886  to  1891  he  was  senior 
medical  officer  and  superintendent  of  the 
New  York  State  Asylum  for  Insane  Crim- 
inals. He  was  president  of  the  Auburn 
Savings  Bank  and  active  in  many  other 
Auburn  institutions  and  organizations. 

Dutchess  County 

The  Dutchess  County  Medical  society 
will  begin  its  sixteenth  educational  cam- 
paign against  cancer  March  16,  with  a din- 
ner meeting,  Dr.  Helen  L.  Pallister,  chair- 
man of  the  cancer  committee,  made  known 
at  the  meeting  of  the  society  on  Feb.  9.  Dr. 
Louis  Kress,  assistant  director  of  the  New 
York  State  Institute  for  Malignant  Disease, 
will  be  the  speaker.  The  campaign  will  con- 
tinue through  April  and  May. 

Dr.  James  J.  Short,  of  the  Post  Graduate 
hospital,  New  York  city,  was  the  speaker  at 
the  February  meeting.  His  topic  was 
“Studies  in  Obesity.” 

At  the  request  of  the  Dutchess  County 
Medical  Society,  the  Board  of  Supervisors 
went  on  record  on  February  14  endorsing 
the  drive  for  the  eradication  of  syphilis  and 
other  social  diseases,  and  promising  con- 
tinued county  support. 

A letter  from  Dr.  Howard  P.  Carpenter, 
secretary  of  the  Society,  set  forth  the  gen- 
eral work  which  has  been  done,  and  urged 
that  the  drive  be  continued. 

The  public  health  committee  recom- 
mended that:  (1)  Treatment  of  indigent 

persons  infected  be  continued;  (2)  Treat- 
ment be  confined  to  the  class  of  cases  as 
limited  by  the  Society;  and  that  (3)  The 
offer  of  the  Society  to  aid  in  checking  bills 
of  doctors  be  accepted  and  that  a system  of 
tickets  be  established. 

The  matter  was  referred  to  the  public 
health  committee  to  put  the  recommenda- 
tions into  operation. 

Erie  County 

Dr.  Cornelius  J.  Carr,  seventy,  and  Dr. 
Hiram  A.  Kendall,  seventy-two,  both  of 
Buffalo,  who  died  on  February  12  and  Feb- 
ruary 14  had  each  practiced  medicine  more 
than  forty  years. 


Kings  County 

The  South  Brooklyn  Medical  Society, 
on  February  10,  at  the  newly  opened  Red 
Hook-Gowanus  Health  and  Teaching  Cen- 
ter, adopted  a resolution  criticizing  exten- 
sion by  the  city  of  free  medical  service,  es- 
pecially in  the  treatment  of  social  diseases. 

The  motion  called  for  the  appointment  of 
a committee  to  petition  Mayor  LaGuardia, 
and  Health  and  Hospital  Department  au- 
thorities, to  have  physicians  perform  such 
medical  services  in  the  privacy  of  their  own 
offices  for  a fee  equal  to  what  it  costs  the 
city  for  such  treatments. 

Some  seventy-five  attended  the  meeting 
and  branded  the  free  service  as  constitut- 
ing socialized  medicine  “without  benefit  of 
payment  to  the  medical  profession,  which 
has  always  given  to  the  needy  of  its  skill 
and  charity.” 

Dr.  Pasquale  J.  Imperato  of  the  society’s 
council  explained  that  fulfillment  of  the 
group’s  proposal  would  have  the  two-fold 
effect  of  returning  the  practice  of  medicine 
to  the  profession  “until  socialized  medicine 
becomes  an  eventuality,  if  ever,”  and  also 
removing  the  stigma  of  charity  and  shame 
many  persons  feel  in  attending  free  insti- 
tutions. 

Most  doctors,  he  claimed,  would  be  glad 
to  co-operate  in  the  present  drive  to  reduce 
social  disease  by  treating  cases  in  the 
privacy  of  their  own  offices  for  a fee  match- 
ing or  even  lower  than  the  expense  now 
borne  by  the  taxpayers. 

Dr.  Rodolph  Cutino,  president,  presided 
at  the  meeting,  at  which  Dr.  Emily  Dun- 
ning Barringer,  attending  physician  at 
Kingston  Avenue  Hospital;  Dr.  Augustus 
L.  Harris  of  Cumberland  Hospital  and  Dr. 
John  Sturdivant  Read,  former  president  of 
the  Kings  County  Medical  Society,  also 
spoke  on  aspects  of  social  diseases. 

On  February  17,  the  Society  took  a 
stand  against  the  Health  Department’s  an- 
nounced plan  to  abandon  the  complement 
fixation  test  to  detect  social  disease  taints  in 
patients  committed  to  city  institutions. 

Until  a better  method  is  devised,  this 
blood  test  should  be  continued,  physicians 
who  are  members  of  the  society  agreed.  It 
also  advocated  adoption  of  the  same  scien- 
tific methods  that  now  govern  use  of  this 
test  in  research  laboratories  of  the  city  and 
at  Kingston  Avenue  Hospital. 

Dr.  Walter  S.  Terhune,  eighty-four, 
practicing  physician  in  Brooklyn  for  more 
than  sixty  years,  died  on  February  10  at 
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his  home.  In  1927  Dr.  Terhune  was  one 
of  seven  in  a class  of  fifty-two  to  receive  a 
golden  anniversary  diploma  from  the  New 
York  Homeopathic  Medical  College  and 
Flower  Hospital,  where  he  had  received 
training,  in  recognition  of  fifty  years  of 
practice. 

Dr.  A.  Boyce  Marion,  who  was  for  near- 
ly fifty  years  a general  practitioner  in 
Brooklyn,  died  on  February  16  in  the  Swed- 
ish Hospital  of  pneumonia  after  an  illness 
of  a week. 

Dr.  M.  E.  Binet,  President  of  the 
Vichy  Medical  Society  of  Vichy,  France, 
and  authority  on  gastro-intestinal  ailments, 
was  the  guest  speaker  at  a meeting  of  the 
Williamsburg  Medical  Society  in  the  Leon 
Louria  Memorial  Auditorium  of  the  Jewish 
Hospital,  St.  Mark’s  and  Classon  avenues, 
on  Feb.  14. 

Dr.  Binet  read  a paper  on  chronic  colitis. 
He  was  introduced  by  Dr.  Anthony  Bass- 
ler  of  the  New  York  Chapter  of  the  Na- 
tional Society  for  the  Advancement  of  Gas- 
troenterology, which  jointly  sponsored  the 
meeting  with  the  medical  society. 

Following  Dr.  Binet’s  talk,  a discussion 
was  conducted  by  Dr.  Albert  F.  R.  Andre- 
sen,  Dr.  Walter  S.  McClellan  and  Dr.  Roy 
Upham. 

Montgomery  County 

The  Medical  Society  of  the  County  of 
Montgomery  met  on  February  16  at  Amster- 
dam in  St.  Mary’s  Hospital,  Dr.  Edward  A. 
Bogdan  presiding.  The  speaker  was  Dr.  F. 
A.  E.  Alexander.  He  had  for  his  subject, 
“Use  of  Common  Depressant  Hypnotic  for 
Pre-  and  Post-Anaesthesia.”  Dr.  R.  C. 
Simpson,  Dr.  C.  A.  Spence,  Dr.  H.  M. 
Hicks,  Dr.  W.  H.  Seward,  Dr.  Roger 
Conant  and  Dr.  J.  A.  Shannon  took  part  in 
the  discussion. 

New  York  County 

Dr.  Marion  B.  Sulzberger,  assistant 
professor  of  clinical  dermatology  and 
syphilology  at  the  New  York  Postgraduate 
Medical  School,  Columbia  University,  will 
speak  at  the  New  York  Academy  of  Med- 
icine on  March  26  at  4:30  on  “The  Recog- 
nition and  Management  of  Common  Skin 
Diseases  in  General  Practice.” 

The  Bureau  of  Social  Hygiene  of  the 
Health  Department  of  the  City  of  New 
York,  announces  a short,  practical  course 
in  the  diagnosis  and  treatment  of  Syphilis 
and  Gonorrhea  and  other  genitoinfectious 
diseases  to  be  conducted  by  its  own  per- 


sonnel in  its  own  clinics.  Application  blanks 
may  be  secured  from  the  Director,  Bureau 
of  Social  Hygiene,  125  Worth  Street,  New 
York  City. 

A Scientific  Session  of  the  New  York 
Heart  Association  will  be  held  on  March  29, 
at  8:30  p.m.,  in  the  New  York  Academy  of 
Medicine.  This  is  a joint  meeting  with  the 
Committee  on  Cardiac  Clinics  of  the  New 
York  Heart  Association,  Dr.  Alfred  E. 
Cohn,  Presiding  Officer.  There  will  be 
two  papers  presented:  “Studies  of  the  Cir- 
culation in  Chronic  Constrictive  Pericardi- 
tis Before  and  After  the  Resection  of  the 
Pericardium”  by  Harold  J.  Stewart,  M.D., 
Associate  Professor  of  Medicine  at  Cornell 
University  Medical  College  and  Attending 
Physician,  New  York  Hospital;  “Studies 
on  the  Pathology  of  Vascular  Disease”  by 
Milton  C.  Winternitz,  M.D.,  Professor  of 
Pathology  at  Yale  University  School  of 
Medicine. 

Niagara  County 

The  Niagara  County  Medical  Society 
met  on  February  8 at  the  Nurses’  Home  of 
DeGraff  Memorial  hospital.  Dr.  Clayton 
W.  Greene,  Buffalo  heart  specialist,  spoke 
on  “What  Can  We  Do  for  Angina  Pectoris 
Coronary  Occlusion.” 

Queens  County 

A “Beefsteak  and  Barn  Dance”  of  the 
Medical  Society  of  the  County  of  Queens 
was  given  at  the  Medical  Society’s  build- 
ing on  February  26. 

Dr.  Marshall  Pease  will  speak  at  the 
Medical  Society’s  building  on  March  18 
at  4:30  on  “Rheumatism  in  Childhood.” 

“Legislative  Proposals  for  the  Elimi- 
nation of  Social  Diseases”  was  the  subject 
of  an  address  by  Dr.  Walter  Lynn,  chair- 
man of  the  legislative  committee  of  the 
Queens  County  Medical  Society,  at  a meet- 
ing of  the  Queens  Youth  Assembly,  Queens 
County  Medical  Society,  and  Queensboro 
Tuberculosis  and  Health  Association  at 
Jamaica  Town  Hall  on  February  10. 

Dr.  Lynn,  just  returned  from  Albany, 
spoke  on  the  bills  before  the  State  Legisla- 
ture to  control  syphilis.  Dr.  Herbert  Silvers 
spoke  on  his  work  on  the  treatment  of 
venereal  diseases.  Dr.  M.  L.  Ogan, 
Jamaica  district  health  officer,  presided. 

A motion  picture,  “For  All  Our  Sakes, 
sponsored  by  the  American  Social  Hygiene 
Association  depicting  gradual  control  of 
communicable  diseases,  was  shown. 

The  meeting  was  one  of  a city-wide 
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series  in  connection  with  the  Health  De- 
partment campaign  to  combat  social  dis- 
eases. 

Rensselaer  County 

The  Rensselaer  County  Medical  So- 
ciety, meeting  at  the  Health  Center  in  Troy 
on  February  8 instructed  its  traffic  commit- 
tee to  ask  Dr.  Walter  D.  McKenna,  com- 
missioner of  public  safety,  to  liberalize  en- 
forcement of  the  city’s  new  parking  regula- 
tions in  so  far  as  they  affect  doctors. 

While  the  traffic  situation  in  Troy  has 
improved,  the  group  feels  the  present  park- 
ing restrictions  are  working  hardships  upon 
practicing  physicians. 

The  doctors  believe  they  should  be  per- 
mitted to  park  their  cars  close  to  their 
offices  during  office  hours,  being  extended 
this  privilege  as  public  servants  who  always 
must  be  ready  to  handle  emergency  cases. 
They  further  feel  there  should  be  no  time 
limit  on  their  parking  as,  they  point  out, 
their  cars  should  always  be  accessible. 

One  doctor  declared  that  on  three  differ- 
ent occasions  he  had  been  compelled  to  walk 
three  blocks  to  his  garage  to  get  his  car  in 
answer  to  emergency  calls  from  hospitals. 
The  time  element  is  important,  especially 
in  emergency  cases,  it  was  pointed  out,  and 
doctors  should  not  be  hampered  in  their 
work. 

The  society  will  not  ask  the  city  to  ex- 
tend the  parking  privileges  to  physicians 
and  surgeons,  except  to  those  on  official 
duty.  Doctors  making  social  calls  should 
not  be  given  privileges  above  those  enjoyed 
by  the  other  citizens,  they  agreed. 

Under  a ruling  by  Dr.  McKenna,  doctors 
already  have  the  privilege  of  parking  their 
cars  for  indefinite  periods  when  making 
calls  on  patients,  it  was  announced. 

A paper  on  the  workmen’s  compensation 
laws  as  they  relate  to  physicians  was  read 
by  Dr.  Richard  P.  Doody.  Another  paper 
on  “Pagets  Disease  and  Hyperthyriodism 
— A Differential  Study”  was  read  by  Dr. 
C.  J.  Handron  and  discussed  by  Dr.  M.  E. 
DeLuca  and  Dr.  H.  T.  Wygant. 

Schoharie  County 

At  a Special  Meeting  of  the  Schoharie 
County  Medical  Society  held  in  the  Library 
of  the  Lark  Street  School,  Cobleskill,  Feb- 
ruary 17,  the  following  very  excellent 
papers  were  read  and  business  conducted: 

1.  “Dental  x-ray  of  Interest  to  the  Phy- 
sician,” D.  L.  Bassett,  D.D.S. 

2.  “Pneumonia,”  Meleatus  Bruce,  M.D. 

3.  “Syphilis,”  David  W.  Beard,  M.  D. 

On  motion  duly  made,  seconded  and  car- 


ried, the  Chairman  of  the  Economics  Com- 
mittee was  requested  to  contact  our  Sen- 
ator and  our  Assemblyman  and  urge  them 
not  only  to  favor  but  to  work  for  the  en- 
actment of  the  Doctor’s  Lien  Law. 

On  motion  the  “Report  of  the  Sub-Com- 
mittee to  Study  Policies  Relating  to  Stand- 
ing Orders  for  Public  Health  Nurses”  was 
approved  with  the  following  amendment — 

When  a county  nurse  first  makes  a call 
on  a prenatal  case,  she  must  instruct  the 
patient  to  visit  and  engage  a physician.  If 
on  her  second  call,  the  patient  has  neg- 
lected this  duty  and  has  not  seen  a physi- 
cian, the  nurse  shall  not  make  another  call 
until  assured  the  patient  has  visited  a 
physician,  and  she  may  then  make  future 
visits  only  on  the  instruction  of  the  phy- 
sician so  engaged.  The  nurse  must  not 
under  any  circumstances  take  blood  pres- 
sure or  make  urinalyses  unless  so  instructed 
by  the  physician  in  charge. — Reported  by 
H.  L.  Odell,  M.D.,  Secretary. 

Ulster  County 

Unless  Employers  of  Ulster  county  al- 
low their  employees  to  select  their  own  phy- 
sicians under  the  terms  of  the  State  Com- 
pensation law,  they  will  be  reported  to  the 
State  Department  of  Labor,  it  is  announced 
by  a committee  of  the  Ulster  County  Med- 
ical Society.  Certain  employers,  it  is  said, 
have  refused  to  permit  their  employees  to 
pick  their  doctors  as  provided  by  the  law. 

Wayne  County 

Dr.  Luther  H.  Oehlbeck,  x-ray  special- 
ist at  Clifton  Springs  Sanitarium,  spoke  at 
the  meeting  of  the  Wayne  County  Medical 
Society  on  February  8 in  Lyons,  on 
“Roentgen  Rays  as  a Palliative  and  Cura- 
tive Therapeutic  Agent.” 

Westchester  County 

Investigation  of  the  growth,  sale  and 
use  of  marijuana  will  be  undertaken  by  the 
Westchester  Medical  Society. 

Physicians  are  alarmed  over  the  increas- 
ing use  of  this  drug,  and  the  monthly  meet- 
ing of  the  society  at  New  York  Hospital, 
White  Plains,  on  February  15  adopted  a 
resolution  for  the  investigation. 

The  investigation  will  consider  the  source 
of  the  Mexican  weed  both  locally  and  from 
outside  the  County  as  it  affects  Westchester 
residents.  The  physicians  will  sift  reports 
that  high  school  students  are  smoking  mari- 
juana and  that  “every  backyard”  in.  some 
sections  of  Westchester  cities  and  villages 
contains  a patch  of  the  narcotic  weed. 


Hospital  News 


Rate  Cuts  Urged  for  Hospital  Insurance 


A sharp  warning  was  sounded,  at  the 
first  national  meeting  of  hospital  insurance 
heads  in  New  York  City,  on  February 
17-18,  that  the  present  rates  must  be  cut, 
or  the  government  may  enter  the  field  in 
competition  and  set  up  its  own  system  of 
hospitalization. 

The  possibility  that  some  sort  of  gov- 
ernment control  would  supersede  the  pres- 
ent voluntary  hospital  care  insurance  sys- 
tems unless  their  rates  were  lowered  to 
permit  more  of  the  public  to  participate, 
was  held  up  to  the  national  conference  of 
hospital  insurance  executives  by  C.  Rufus 
Rorem,  of  Chicago,  director  of  the  commit- 
tee on  hospital  service  for  the  American 
Hospital  Association.  Mr.  Rorem  disclosed 
that  the  National  Security  Board,  through 
its  bureau  of  research  and  statistics,  was 
contemplating  a study  of  hospital  care  in- 
surance, and  that  similar  studies  were  being 
made  by  private  insurance  groups. 

City,  State  and  Federal  units  of  gov- 
ernment, he  said,  were  interested  in  the 
prospects  that  their  free  hospital  wards 
could  thus  be  relieved  to  some  extent  of 
patients  who  were  able  to  pay  a fraction 
of  the  cost  of  their  hospitalization,  and  that 
tax  loads  would  thus  be  lightened.  At 
present,  he  said,  one-third  of  all  the  patients 
in  hospitals  were  charity  cases,  whereas 
only  approximately  one-tenth  of  the  pop- 
ulation was  on  relief,  indicating  that  many 
of  the  charity  patients  would  have  been 
able  to  pay  at  least  a small  fraction  of  the 
cost  of  their  hospitalization.  He  estimated 


that  perhaps  one  per  cent  of  the  annual 
family  income,  or  a minimum  of  $12  could 
be  applied  to  hospital  insurance. 

A “Disastrous”  Possibility 

“At  the  present  time,”  he  said,  “a  large 
number  of  people  are  being  admitted  to 
government  hospitals — Federal,  state  or 
local — at  the  expense  of  the  taxpayers. 

“If  the  rates  of  the  voluntary  plans  were 
somewhat  lower,  say  an  average  of  1 per 
cent  of  the  family  income,  the  taxpayer 
would  be  relieved  literally  of  millions  of 
dollars  by  having  a substantial  proportion 
of  people  in  government  hospitals  cared 
for  through  voluntary  plans.” 

Referring  to  the  contemplated  study  of 
hospital  insurance  by  the  Social  Security 
Board,  he  said: 

It  is  up  to  the  voluntary  plans  to  bring  their 
rates  within  the  ability  and  willingness  of  the 
average  man  to  pay  them,  if  government  inter- 
ference is  to  be  avoided.  Government  co-opera- 
tion might  be  desirable,  but  a plan  dictated  by 
government  officials  would  be  disastrous.  It 
is  hoped  that  the  voluntary  hospital  plan  execu- 
tives throughout  the  country  will  see  to  it  that 
their  experience  is  capitalized  rather  than  neg- 
lected by  other  voluntary  plans  yet  to  be  or- 
ganized. 

I believe  that  public  interest  is  subjecting  the 
movement  to  a scrutiny  not  anticipated,  some 
of  which  is  sympathetic,  some  critical.  Unless 
plans  are  made  available  with  lowrer  rates  for 
the  lower  income  groups,  the  government  may 
find  it  necessary  to  establish  a hospital  insurance 
plan  of  its  own. 


The  Hospital  Pharmacy 


In  many  instances  the  hospital  pharmacy 
is  in  the  position  of  a neglected  stepchild. 
It  is  quite  true  that  in  the  small  institution 
the  maintenance  of  a pharmacy  is  economi- 
cally an  unsound  policy  and  these  carry  only 
stock  solutions  in  a drug  storage  room, 
sending  all  prescriptions  to  a licensed  phar- 
macist for  compounding.  The  large  hospi- 
tal maintains  a regular  pharmacy  with  a 
qualified  pharmacist  in  charge. 

The  hospital  in  between  these  extremes, 
that  of  average  size,  is  the  one  that  really 
offers  a serious  problem,  notes  the  Editor 


of  Hospital  Management , since  many  pre- 
scriptions must  be  compounded  and  large 
quantities  of  stock  are  consumed,  yet  the 
volume  of  work  is  not  sufficient  to  warrant 
a full-time  pharmacist.  In  some  cases  the 
problem  is  solved  by  employing  a registered 
pharmacist  on  a part-time  basis,  but  all  too 
often  prescriptions  which  require  compound- 
ing are  sent  to  an  outside  pharmacy  while 
stock  solutions,  ready  made  prescriptions  and 
similar  items  are  in  charge  of  an  intern, 
or  some  other  person  of  responsibility. 

We  consider  this  to  be  a serious  and  dan- 
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gerous  situation,  declares  this  editorial  au- 
thority. We  question  both  the  advisability 
and  the  legality  of  allowing  any  drugs  to  be 
compounded  or  issued  except  under  super- 
vision of  a person  who  has  had  the  requisite 
training. 

Mistakes  have  been  made  in  such 
simple  dispensing  as  stock  solutions  and 
ready  made  prescriptions.  Certainly  such 
control  is  illegal.  We  believe  that  the  law 
is  the  same  in  all  states,  requiring  that  only 
a licensed  pharmacist  shall  dispense  drugs 
and  that  the  original  prescription  be  kept 
on  file  in  the  pharmacy. 

It  is,  therefore,  our  belief  that  compound- 
ing and  issuance  of  all  drugs  should  be  under 
control  of  a licensed  pharmacist  in  every 
hospital  regardless  of  its  size.  In  the  small 
or  medium  sized  hospital  this  can  always  be 


arranged  with  a local  pharmacist  who  will 
either  carry  the  stock  for  the  hospital  or 
spend  part  of  each  day  in  the  institution’s 
pharmacy  and  control  it.  It  is  true  that  this 
will  add  slightly  to  the  cost,  but  the  added 
safety  is  well  worth  the  extra  expenditure 
and  the  pharmacy  can  always  be  made  to  pay 
dividends. 

The  American  Hospital  Association  has 
made  the  first  effective  move  toward  recogni- 
tion of  the  problem  by  organization  of  a 
subsection  on  pharmacy.  The  American 
Pharmaceutical  Association  also  has  a well 
established  subsection  on  hospital  pharmacy. 
The  committee  on  pharmacy  of  the  A.  H.  A. 
in  its  second  report,  1937,  has  called  atten- 
tion to  “unsatisfactory  conditions,”  and 
there  can  be  no  doubt  that  remedies  will 
be  found. 


Improvements 


A $3,000,000  Hospital  for  the  New  T.B. 

Therapy 

Plans  to  build  a ninefstory  $3,000,- 
000  tuberculosis  hospital  with  accommoda- 
tions for  530  patients  in  Jamaica,  Queens, 
are  announced  by  Dr.  S.  S.  Goldwater, 
Commissioner  of  Hospitals.  The  building 
is  to  be  started  this  year,  at  Parsons  Boule- 
vard and  Goethals  Avenue,  adjoining  the 
Queens  General  Hospital.  It  will  be  known 
as  the  Triboro  Hospital  for  Tuberculosis. 

Commenting  on  the  fact  that  the  hospital 
would  be  erected  in  the  city,  in  a thriving 
community,  Dr.  Goldwater  explained  that 
modern  treatment  of  tuberculosis  was  based 
on  active  therapy  rather  than  the  negative 
steps  formerly  used. 

“In  the  early  stages  of  the  knowledge  of 
tuberculosis,”  he  said,  “the  treatment  con- 
sisted largely  of  aiding  nature  to  overcome 
the  disease.  Choice  of  climate  was  believed 
to  be  of  fundamental  importance.  The  prin- 
cipal aids  were  rest,  fresh  air  and  plenty 
of  nourishing  food.  Sanatoria  were  usually 
located  either  at  the  seashore  or  in  the 
mountains. 

“As  the  knowledge  of  tuberculosis 
progressed,  more  intensive  forms  of  med- 
ical treatment  were  gradually  added  until 
at  present  active  measures  of  therapy  are 
frequently  resorted  to,  including  surgical 
operations. 

“It  has  been  found  that  active  therapy 
can  best  be  carried  out  in  well-equipped 
hospitals  situated  in  communities  where 


skilled  surgeons  and  other  medical  author- 
ities are  available.” 

The  new  hospital  will  be  of  light  gray 
brick  with  limestone  trim.  The  walls  of 
the  upper  floors  will  be  made  of  clear 
glass.  Most  of  the  patients  will  be  accom- 
modated in  six-bed  wards,  all  of  which  will 
lead  to  balconies. 

On  each  floor  will  be  three  glass-en- 
closed solaria,  one  at  the  center  and  one  at 
each  end.  Atop  the  wings  will  be  open  and 
closed  roofs. 

It  is  expected  that  the  hospital  will  be 
completed  within  a year  after  ground  is 
broken.  It  will  be  administered  as  a part 
of  the  Queens  General  Hospital  but  will 
have  its  own  medical  staff. 


Construction  of  a new  building  in  the 
Riverside  Hospital  group  on  North  Broth- 
er Island  in  the  East  River  to  expand  the 
city’s  facilities  for  the  treatment  of  pul- 
monary tuberculosis  will  be  started  soon,  it 
is  announced  by  Dr.  S.  S.  Goldwater,  Com- 
missioner of  Hospitals. 

The  addition  will  be  a new  building,  to 
contain  pathological  and  bacteriological 
laboratories,  an  x-ray  department,  operat- 
ing and  treatment  rooms,  a receiving  ward 
and  general  ward  accommodations  for  150 
beds.  With  the  addition  Riverside  will  be- 
come an  up  to-date  tuberculosis  hospital 
of  about  500  beds.  The  building  will  con- 
sist of  three  floors  and  a basement. 
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Newsy 

Carl  P.  Wright,  superintendent  of  the 
General  Hospital  of  Syracuse  and  exec- 
utive secretary  of  the  New  York  State 
Hospital  Association,  urged  State  legisla- 
tors on  Feb.  7 to  defeat  a bill  which  would 
repeal  the  section  of  the  penal  law  which 
makes  hospital  strikes  illegal. 

The  bill  was  introduced  in  the  Legisla- 
ture by  Senator  Francis  L.  McElroy  of 
Syracuse. 

Wright  said  McElroy,  a Democrat, 
joined  with  Assemblyman  Frank  Monasco, 
American  Laborite  of  Brooklyn,  in  spon- 
soring the  measure.  The  penal  law  was 
invoked  once  to  end  a strike  in  the  Brook- 
lyn Jewish  Hospital,  he  explained. 

“We  regard  this  bill  which  the  C.I.O. 
has  attempted  to  slip  through  the  Legisla- 
ture as  one  of  the  most  iniquitous  meas- 
ures in  years,”  Wright  said.  “With  all 
regard  for  the  rights  of  organized  labor,  I 
am  convinced  that  all  thinking  workers 
will  recognize  that  consequences  involved 

At  the 

These  hospital  officials  have  been 
chosen  : 

Dr.  J.  Woods  Price,  to  be  president  of 
the  Saranac  Lake  Society  for  the  Control 
of  Tuberculosis,  succeeding  Dr.  Lawrason 
Brown,  who  died  on  Dec.  26. 

Francis  C.  Leupold,  to  be  superintendent 
of  Jamaica  Hospital. 

Dr.  Allen  Kane,  to  be  director  of  the 
new  division  of  tuberculosis  of  the  New 
York  City  Department  of  Hospitals. 

Dr.  James  D.  Hague,  to  be  chief  res- 
ident physician  at  the  Monroe  County  Hos- 
pital. 

Walter  L.  Johnson,  to  be  chairman,  and 
James  H.  Carter,  to  be  president  of  the 
trustees  of  Ossining  Hospital,  both  re- 
elected. 

Dr.  Frank  A.  Calderone,  to  be  district 
health  officer  in  charge  of  the  lower  East 
Side  health  center  in  New  York  City,  at  72 
Cannon  St.,  serving  a population  of  about 
300,000. 

Mrs.  E.  J.  Ashwell,  to  be  president  of 
the  trustees  and  managers  of  the  W.C.A. 
Hospital  at  Jamestown,  reelected. 

Milton  J.  Fletcher,  to  be  president  of  the 
directors  of  the  Jamestown  Hospital  Serv- 
ice Corporation,  reelected. 


Notes 

in  tying  up  a hospital  are  far  different 
from  any  ordinary  labor  troubles,  since  the 
lives  of  helpless  patients  are  involved.” 

Maternity  cases  and  visits  to  very 
young  children  formed  the  largest  part  of 
the  work  done  last  year  by  the  265  nurses 
on  the  staff  of  the  Henry  Street  Visiting 
Nurse  Service,  according  to  a summary 
by  Miss  Katharine  Faville,  General  Director. 

Operating  from  twenty-one  centers 
throughout  Manhattan,  Bronx,  and 
Queens,  the  Henry  Street  nurses  made  545,- 
000  visits  during  1937. 

A swindler  posing  as  an  intern  of  the 
Bronx  Hospital  has  been  canvassing  the 
Bronx  asking  for  one- dollar  subscriptions 
for  a mythical  publication  of  the  hospital. 
The  Bronx  Home  News  has  warned  every- 
body who  is  approached  to  notify  the  hos- 
pital at  once. 

Helm 

Sister  Domenica  Maria,  to  be  superin- 
tendent of  Seton  Hospital  for  Tuberculosis, 
Spuyten  Duyvill  Parkway,  Bronx. 

Sister  Agnita  Miriam,  to  be  superin- 
tendent of  the  New  York  Foundling  Hos- 
pital at  175  E.  68  St.,  New  York  City. 

Allan  B.  Williams,  to  be  president  of  the 
directors  of  the  Olean  General  Hospital, 
reelected. 

Dr.  I.  E.  Van  Hoesen,  to  be  president  of 
the  medical  staff  of  the  Memorial  Hospital 
of  Greene  County. 

G.  L.  Cook,  to  be  president  of  the  Tomp- 
kins County  Memorial  Hospital  Associa- 
tion, reelected. 

Milton  Solomon,  to  be  president  of  the 
crippled  children’s  division  of  the  Jewish 
Sanitarium  and  Hospital  for  Chronic  Dis- 
eases in  Brooklyn. 

Frank  B.  Twining,  to  be  president  of  the 
managers  of  the  Leonard  Hospital  in  Troy, 
reelected. 

Lewis  S.  Greenleaf,  Jr.,  to  be  president 
of  the  Associated  Hospital  Service  of  the 
Albany  district,  reelected. 

Dr.  Joseph  P.  Lasko,  to  be  president  of 
the  staff  of  Leonard  Hospital  at  Troy. 

Dr.  Ray  Palmer  Baker,  to  be  president 
of  the  directors  of  the  Samaritan  Hospital 
at  Troy,  reelected. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Surgeon’s  Right  to  Discontinue  Operation 


A few  weeks  ago,  a case  was  passed 
upon  by  an  Appellate  Court  in  a neighbor- 
ing state  in  which  the  decision  was  one 
which  should  be  of  interest  to  all  who  prac- 
tice surgery.* 

The  action  in  question  was  brought 
against  Dr.  O,  on  behalf  of  an  infant,  J.  H., 
and  her  father,  L.  H.  The  child  it  seemed 
had  since  the  age  of  three  suffered  from 
head,  nose,  and  throat  trouble,  which  ap- 
parently had  threatened  to  involve  her 
lungs.  When  she  reached  the  age  of  nine, 
her  mother  took  her,  on  the  suggestion  of 
the  family  doctor,  to  Dr.  O,  a specialist  and 
surgeon  in  such  cases.  After  thorough  ex- 
amination, he  advised  that  “the  child  had 
an  infected  left  antrum  and  he  would  have 
to  perform  a radical  operation — make  a 
hole  in  the  mouth  and  cut  away  and  remove 
the  diseased  tissue.  Also,  he  would  have  to 
give  five  or  six  bronchoscopic  treatments 
after  the  operation  to  clear  up  the  chest.” 

The  mother  postponed  the  operation  for 
a time  by  trying  changes  of  climate  for  the 
patient,  but  about  two  years  after  the  orig- 
inal consultation  with  Dr.  O arrangements 
were  made  for  him  to  operate  on  the  child. 
A fee  for  the  operation  was  agreed  upon. 
Dr.  O after  postponing  the  operation  for  a 
few  weeks  in  order  for  the  patient  to  be 
put  in  a fit  condition  for  the  contemplated 
surgery  had  the  child  taken  to  a hospital. 
Dr.  O was  instructed  by  the  parents  “to  act 
in  his  own  best  judgment.”  The  mother 
signed  a written  consent  to  operation  after 
its  character  had  been  explained. 

The  operation  was  begun  under  an  an- 
esthesia and  after  it  had  progressed  about 
thirty-five  minutes,  the  surgeon  recognized 
a condition  described  as  “quite  dangerous” 
and  as  “a  crisis  of  pneumonia”  so  he  deemed 
it  inadvisable  to  continue  with  the  opera- 
tion. The  procedure  thereupon  was  ended, 
before  any  attempt  had  been  made  to  actu- 
ally remove  the  diseased  tissue.  In  five 
days  the  child  was  taken  home.  Thereafter 
the  surgeon  examined  and  treated  the  child 
from  time  to  time  for  a period  of  about 
two  years.  At  the  end  of  that  time,  the 
patient’s  mother  discontinued  Dr.  O’s  treat- 
ments and  employed  other  physicians.  Dur- 
ing the  latter  part  of  the  said  period  of  time 


* Hanig  v.  Orton,  195  Atl.  812. 


he  administered  numerous  bronchoscopic 
treatments  to  the  child. 

At  sometime  during  the  period  after  the 
attempted  operation  Dr.  O,  according  to  the 
mother,  stated  to  her:  “I  would  still  like 
to  go  on  with  the  work;  the  work  still  re- 
mains; the  left  antrum  is  still  infected;  I 
will  continue  with  the  operation — since  that 
time  the  other  side  has  been  infected,  that 
is,  the  right  antrum.”  The  mother  how- 
ever never  permitted  Dr.  O to  make  a 
further  attempt  at  operation. 

Nearly  six  years  after  the  operation,  an 
action  was  brought  by  the  child  and  her 
father  against  Dr.  O for  damages  based 
chiefly  upon  an  alleged  breach  of  con- 
tract. It  was  contended  on  the  part  of  the 
plaintiffs  that  the  defendant,  without  right 
and  illegally,  had  refused  or  neglected  to 
complete  the  performance  of  the  operation 
and  remove  the  diseased  tissue. 

Upon  the  trial  the  witnesses  who  testi- 
fied in  behalf  of  the  plaintiffs  brought  out 
the  facts  to  have  been  substantially  as  set 
forth  above.  At  the  conclusion  of  the 
plaintiffs’  case  on  defendant’s  motion  the 
case  was  dismissed,  and  judgment  was  en- 
tered in  favor  of  the  doctor. 

The  plaintiffs  took  an  appeal  from  the 
judgment  of  the  trial  court  and  the  Appel- 
late Court  affirmed  the  holding  below.  In 
so  deciding  the  Court  said: 

The  undisputed  proof,  put  in  by  the  plaintiff,, 
shows  that  the  surgeon  in  so  acting  was  withini 
his  rights,  and  performed  his  duty  to  his  pa- 
tient, considering  that  he  found  in  the  course  of 
the  operation  that  to  continue  it  would  endanger 
her  life. 

Where,  as  here,  the  duly  authorized  represen- 
tative of  an  infant  patient  has  selected  a surgeon 
to  perform  an  operation  under  anaesthesia,  and 
has  appointed  no  other  person  to  represent  her 
during  the  period  of  unconsciousness,  the  law 
will,  by  implication,  constitute  the  surgeon  the 
representative  of  his  patient  and  will  cast  upon 
him  the  responsibility  of  so  acting  in  her  interest 
that  she  shall  receive  the  full  benefit  of  his  pro- 
fessional judgment  and  skill  to  which  she  is 
entitled ; and  this  implication,  which  protects 
the  surgeon  while  acting  within  its  scope,  places 
no  duty  upon  him  to  perform  an  operation  that 
involves  risks  or  results  of  a kind  not  con- 
templated. 

The  Court  in  support  of  its  decision, 
quoted  from  an  earlier  case  as  follows : 

The  question,  however,  is  one  to  be  settled, 
not  by  authority,  but  by  reason,  and  its  im- 
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portance  is  such  that  it  touches  at  a vital  point 
the  interests  of  the  entire  public,  any  member 
of  which  may  at  any  time  suffer  in  life  or 
health  by  the  establishment  of  a rule  that  will 
paralyze  the  judgment  of  a surgeon  and  require 
him  to  withhold  his  skill  and  wisdom  at  the 
very  juncture  when  they  are  most  needed,  and 
when,  could  the  patient  have  been  consulted,  he 
would  manifestly  have  insisted  upon  their  being 
exercised  in  his  behalf. 

With  respect  to  the  contention  that  de- 
fendant had  failed  in  his  obligation  to  con- 
tinue the  operation  at  a later  date  the  Court 
said: 

The  answer  to  that  contention  is  that  it  ig- 
nores the  undisputed  facts.  The  proofs  show 
that  the  defendant  properly  continued  from 
time  to  time  to  treat  the  child  in  both  respects 
for  a considerable  period,  until  the  child  was 
removed  from  his  supervision  and  treatment  by 
the  mother  who  engaged  other  doctors  to  con- 
tinue such  treatment.  That  this  action  of  the 
mother  was  against  the  wishes  of  the  defendant 
was  disclosed  by  the  proof  (likewise  put  in 
by  the  plaintiffs).  . . . 

Now  the  rule  is  that  whenever,  as  here,  one 
party  to  a contract  prevents  the  other  from 
carrying  out  the  terms  thereof,  the  other  party 
may  treat  the  contract  as  broken  and  abandon 
it.  Such  an  abandonment  is  merely  the  accep- 
tance of  a situation  created  by  the  wrongdoer. 


Claimed  Loss  of  Sexual  Powers 
Following  Herniotomy 

A young  man  in  his  early  twenties  was 
referred  to  a physician  who  specialized  in 
surgery  with  the  request  that  he  be  op- 
erated for  hernia.  The  history  received  was 
that  a number  of  weeks  before  the  injuries 
had  been  sustained  while  the  patient,  in 
the  course  of  his  work,  had  engaged  in 
lifting  a heavy  machine.  The  doctor  found 
that  the  man  was  suffering  from  a bilateral 
inguinal  hernia,  and  a few  days  later  he 
had  him  hospitalized  and  under  a spinal 
anesthesia  the  surgeon  performed  a her- 
niotomy following  a technic  described  as  a 
modification  of  the  Willys-Andrews  hernio- 
plasty.  After  two  weeks  the  patient  left  the 
hospital  apparently  with  an  uneventful  re- 
covery, and  thereafter  returned  to  the  office 
of  the  surgeon  on  three  occasions  for  routine 
examinations,  covering  a period  of  two 
months.  His  recovery  seemed  to  be  complete 
and  entirely  satisfactory. 

About  five  months  later  a malpractice  ac- 
tion was  instituted  against  the  physician  who 
performed  the  operation  in  which  the  charge 
was  made  that  in  its  performance  he 
had  in  some  manner  injured  the  plaintiff 
and  caused  total  loss  of  sexual  power.  In 
the  bill  of  particulars  served  somewhat  later, 
the  charge  was  made  that  defendant  had  in- 
jured the  supply  of  nourishment  to  the  testi- 
cles and  the  genital  organs  resulting  in  their 
complete  destruction. 


The  case  came  on  for  trial  before  the  court 
and  a jury  and  the  testimony  in  the  case 
required  four  days  for  presentation.  Certain 
doctors  who  had  examined  the  plaintiff  prior 
to  the  operation,  testified  that  his  testicles 
were  normal  at  that  time,  although  at  the 
time  of  trial  there  was  no  doubt  as  to  the 
fact  that  the  said  testicles  had  become  atro- 
phied to  about  the  size  of  a pea.  The  defend- 
ant himself  in  his  testimony  conceded  that 
when  he  saw  the  patient  the  testicles  were 
normal  in  size.  There  was  also  testimony 
that  the  plaintiff,  when  he  went  to  the  de- 
fendant, was  suffering  from  a direct  hernia 
on  one  side  and  an  enlarged  ring  on  the 
other  side,  in  the  face  of  defendant’s  testi- 
mony that  the  plaintiff  had  suffered  from 
direct  hernia  on  both  sides  and  that  said  con- 
dition was  the  condition  which  he  had  op- 
erated upon. 

Plaintiff  produced  expert  testimony  sup- 
porting the  theory  that  the  operation  which 
was  performed  upon  him  was  not  in  general 
use  at  the  time  the  defendant  performed  it 
and  that  it  was  one  which  incurred  greater 
than  usual  danger  of  constriction  of  the 
spermatic  cords.  Plaintiff’s  expert  testimony 
was  to  the  effect  that  during  the  operation 
both  spermatic  cords  were  constricted  which 
led  to  causing  atrophy  of  both  testicles.  It 
appeared  from  the  said  expert  testimony 
that  at  the  time  of  trial  the  said  testicles 
were  completely  atrophied  and  that  there 
was  no  testicular  tissue  remaining  which 
forever  disbarred  the  plaintiff  from  sexual 
intercourse  and  consequently  from  procrea- 
tion. There  was  also  testimony  that  the 
atrophy  of  the  testicles  would  result  in 
glandular  changes  to  the  detriment  of  the 
plaintiff. 

The  defendant  and  his  witnesses  testified 
upon  the  trial  that  the  operation  performed 
by  him  was  a proper  one  and  that  the  atrophy 
complained  of  was  due  not  to  a constriction 
of  the  cords,  but  probably  to  some  infectious 
disease,  it  being  the  contention  of  the  de- 
fendant that  had  he  constricted  the  cords  as 
alleged,  there  would  have  been  noticeable 
postoperative  symptoms  which  were  not  in 
fact  present. 

At  the  conclusion  of  all  the  testimony  the 
Court  submitted  the  issues  in  the  case  to 
the  jury  and  a verdict  was  rendered  in 
favor  of  the  defendant  thereby  completely 
exonerating  him  of  the  charges  of  malprac- 
tice which  had  been  brought  against  him. 

Plaintiff  took  an  appeal  to  the  Appellate 
Division  of  the  Supreme  Court  from  the 
judgment  in  favor  of  the  defendant,  and  the 
said  Court  affirmed  the  ruling  of  the  Trial 
Court.  A further  application  was  made  for 
leave  to  appeal  to  the  Court  of  Appeals 
which  was  likewise  denied,  the  jury  verdict 
thereby  remaining  undisturbed  by  the  Appel- 
late Courts. 


Across  the  Desk 


Smashing  Victory  of  the  Colorado  Doctors 


The  inspiration  of  the  towering  peaks 
of  the  Alps,  it  is  said,  has  filled  the  souls  of 
the  Swiss  with  such  a passion  for  independ- 
ence that  they  have  been  able  for  all  these 
centuries  to  keep  free.  If  true,  is  it  not 
equally  possible  that  the  lofty  crests  of  the 
Rockies,  piercing  the  blue  of  Colorado’s  sky, 
should  steel  the  spirits  of  her  sons  against 
the  efforts  of  those  who  would  rob  them  of 
their  rights? 

Explain  it  as  we  like,  however,  Colo- 
rado’s embattled  physicians  have  just  won 
a notable  victory  over  powerful  forces  that 
were  making  a bold  attempt  to  break  into 
the  field  of  medicine  without  even  the  most 
elementary  qualifications.  Another  group 
has  learned  the  danger  of  attacking  the 
medical  profession. 

The  story  of  this  threat  to  legitimate 
Medicine  in  Colorado  was  related  in  this 
department  a few  weeks  ago  under  the  head- 
ing “Freedom,  What  Crimes  are  Committed 
in  thy  Name !”  For  the  hostile  movement  in 
Colorado  proposed  to  add  a “Health  Free- 
dom” amendment  to  the  state  constitution 
that  would  have  raised  merry  hades,  as  it 
were,  with  medical  practice  and  hospital  ser- 
vice all  over  the  state.  It  was  designed,  so 
we  are  told  in  the  Rocky  Mountain  Medical 
Journal,  by  a group  of  Denver  chiroprac- 
tors, and,  if  adopted,  “would  have  repealed 
the  Basic  Science  Law,  and  made  it  forever 
impossible  to  enact  another.”  It  would  have 
knocked  so  many  holes  in  the  Medical  Prac- 
tice Act  that  it  would  look  like  a Swiss 
cheese,  for  “it  would  have  permitted  any 
sort  of  so-called  healer,  chiropractor,  natu- 
ropath, yogi,  quack,  and  what-have-you,  to 
practice  in  every  hospital  that  receives  the 
slightest  tax  support.”  And  not  only  so,  but 
it  would  have  let  all  these  assorted  “heal- 
ers” into  workmen’s  compensation  and  all 
other  insurance  practice,  and  no  company 
could  bar  them  out. 

Things  Looked  Squally 

Things  looked  pretty  squally,  for  the  chi- 
ropractors had  got  52,000  names  on  their 
initiative  petition  for  the  “Health  Freedom” 


amendment,  where  only  37,417  were  re- 
quired by  law.  It  seemed  like  a sure  bet 
that  this  would  put  their  measure  on  the 
ballot  next  fall — and  then  anything  might 
happen. 

But  right  here  is  where  the  Colorado  State 
Medical  Society  stepped  into  the  picture, 
and  things  began  to  stir.  A committee  of 
the  society  retained  an  able  legal  firm,  and 
a formidable  army  of  attorneys,  detectives, 
investigators,  handwriting  experts,  and  cleri- 
cal assistants  fought  the  battle  for  eight 
long  weeks.  Under  their  searching  scru- 
tiny the  great  petition  began  to  crumble 
away. 

It  turned  out  that  the  52,000  signatures 
were  obtained  by  a paid  agent,  who  received 
three  cents  apiece  for  them,  and  paid  two 
cents  of  it  to  circulators  who  secured  them 
in  any  way  they  could.  They  went  from 
door  to  door,  or  stood  on  street  corners  per- 
suading passers-by  to  write  their  names  on 
the  lists. 

One  circulator  also  testified  that  “she 
obtained  the  signatures  for  a great  many 
people  at  the  Loop  Market  with  whom  she 
was  not  acquainted,  and  that  she  did  not 
and  does  not  know  that  they  were  the  per- 
sons whose  names  they  purport  to  be.” 

Great  Plan  Piled  up  on  the  Rocks 

That  was  the  rock,  in  fact,  upon  which  the 
great  petition  met  shipwreck,  for  Colorado 
law  requires  that  to  each  petition  “shall  be 
attached  an  affidavit  of  some  qualified  elec- 
tor that  each  signature  thereon  is  the 
signature  of  the  person  whose  name  it  pur- 
ports to  be.”  The  affidavits  were  supposed 
to  be  affixed  to  the  sheets  by  the  circulators 
who  secured  the  signatures,  and  in  some 
cases  this  was  done,  but  when  the  investiga- 
tors tried  to  find  the  circulators,  most  of 
them  had  disappeared  and  could  not  be 
traced. 

Those  who  were  found  confessed 
they  did  not  know  the  people  who  signed, 
and  many  sheets  were  found  to  be  sworn  to 
by  the  chief  agent  in  the  central  office,  who 
had  not  even  seen  any  of  the  signers  write 
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their  names ! To  make  everything  easy  and 
save  time,  the  chief  agent  notarized  some 
petitions  before  they  went  out,  and  before 
a name  was  written  on  them.  Under  ques- 
tioning, she  admitted  that  she  did  not  know 
any  of  the  persons  who  signed  a petition 
she  circulated  herself,  altho  she  swore  that 
each  signature  was  that  of  the  person  it 
purported  to  be.  As  far  as  could  be  dis- 
covered during  the  inquiry,  less  than  one 
per  cent  of  the  persons  who  signed  the  peti- 
tions were  known  to  the  individual  circula- 
tors, so  that  a circulator’s  affidavit  to  the 
contrary  was  plainly  worthless  and  not  in 
compliance  with  Colorado  law. 

That  a slight  doubt  was  felt  about  their 
own  petition  by  the  chiropractors  was  evi- 
denced by  the  fact  that  before  they  turned 
it  in,  they  struck  out  almost  3000  names, 
“for  reasons  best  known  to  themselves” 
as  the  Colorado  Secretary  of  State  remarked 
in  his  decision. 

So  the  gallant  piratical  craft  of  the  chiro- 
practors, breezing  along  full  sail  toward  the 
November  election,  split  wide  open  from 
stem  to  stern.  The  Secretary  of  State, 
George  E.  Saunders,  has  denied  the  proposed 
amendment  a place  on  the  November  election 
ballot.  True,  his  decision  is  still  subject 
to  review  by  the  state  courts,  but  competent 
attorneys  have  assured  the  State  Medical 
Society  that  the  decision  will  stand. 


Colorado  Doctors  Have  Made  History 

The  Colorado  doctors  have  done  some- 
thing more,  too,  than  to  halt  this  assault, 
iniquitous  as  it  was.  Henceforth,  declares 
the  Rocky  Mountain  Medical  Journal,  it 
will  not  be  possible  for  small  groups  of  self- 
seeking  individuals,  who  happen  to  have  a 
few  thousand  dollars  to  spare,  to  buy  a 
place  on  an  election  ballot  by  the  simple 
means  of  employing  petition  circulators  at 
so  much  per  signature  to  catch  as  catch  can 
every  person  walking  the  streets  who  is 
willing  to  sign  his  name.  Up  to  now  this 
happy-go-lucky  way  of  initating  legislation 
has  never  been  challenged,  but  it  is  plainly 
out  of  line  with  the  law.  “Until  the  present 
protest,”  we  are  assured,  “led  by  the  Colo- 
rado State  Medical  Society,  was  presented, 
no  person  or  group  ever  attacked  an  initia- 
tive petition  on  the  very  substantial  ground 
that  circulators  who  stand  upon  street  cor- 
ners or  in  public  markets  and  buttonhole 
every  passer-by  cannot  truthfully  swear  to 
the  required  oath.”  So  the  doctors’  victory 
makes  history  in  Colorado. 

We  may  well  recognize  the  fact  also  that 
if  the  chiropractors  had  won,  they  would 
have  carried  the  campaign  to  other  states, 
so  that  the  Colorado  men  of  medicine  have 
been  fighting  the  battle  for  all  of  us.  Now, 
says  their  editor,  they  are  “confronted 
chiefly  with  the  problem  of  paying  the  bills  !” 


Tablets  for  the  Sore  Throat  of  “Flaming  Youth” 


A patient  of  an  English  physician,  a 
few  weeks  ago,  on  getting  into  his  car,  sud- 
denly heard  a hissing  noise  in  his  waistcoat 
pocket,  and  found  himself  on  fire.  As  the 
story  is  told  in  the  British  Medical  Journal, 
he  noticed  two  tablets  of  potassium  chlorate 
which  he  had  bought  fall  out  in  flames  and 
set  fire  to  the  seat  of  the  car.  He  had  a 
paper  packet  of  twenty-five  tablets  in  his 
pocket,  and  is  not  sure  if  he  may  not  have 
had  some  matches  there  too,  but  thinks  not. 
The  doctor  who  tells  about  it  recalls  the 
case  of  a naval  officer  who  had  a similar 
experience  a few  years  ago  when  he  fell 
off  a bicycle  and  some  potassium  chlorate 
tablets  in  a cardboard  box  in  his  pocket 
ignited.  He  was  severly  burned.  The  edi- 
tor of  the  Journal  notes  that  a similar  inci- 
dent was  recorded  in  its  pages  in  1929. 

A warning  should  be  given  to  motorists 
and  others  not  to  carry  the  tablets  loose  in 
their  pockets,  says  the  English  physician, 


Dr.  E.  F.  St.  John  Lyburn,  of  Hastings,  and 
he  adds  that  pharmacists  usually  instruct 
purchasers  to  handle  them  carefully.  “It  is  a 
simple  matter  to  demonstrate  the  danger,”  he 
remarks,  “by  striking  one  of  these  tablets  on 
the  friction  paper  of  a box  of  safety  matches. 
The  paper,  which  contains  phosphorus, 
causes  friction,  and  the  tablet  is  seen  to  flame 
up.” 

The  tablets  will  also  ignite  under  fric- 
tion in  the  warm  pocket  without  contact  with 
matches  or  friction  paper.  Potassium 
chlorate,  adds  the  doctor,  is  also  used  in 
making  detonators  and  explosives. 

A casual  reading  of  the  American  drug- 
store journals  reveals  that  they  contain  many 
hints  to  the  wide-awake  clerk,  showing  him 
how  to  “push”  certain  articles  and  make  the 
unsuspecting  customers  buy  two  products  in- 
stead of  one.  Here,  then,  is  a grand  oppor- 
tunity to  sell  with  each  packet  of  potassium 
chlorate  tablets  a handy  fire-extinguisher. 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


The  International  Medical  Annual.  A 

Year  Book  of  Treatment  and  Practitioner’s 
Index.  Edited  by  H.  Letheby  Tidy,  M.D. 
and  A.  Rendle  Short,  M.D.  Octavo  of  605 
pages,  illustrated.  Baltimore,  William  Wood 
and  Company,  1937.  Cloth,  $6.00. 

Many  of  the  leading  physicians  and  sur- 
geons of  England  again  review  the  more 
important  developments  of  the  past  year  in 
this  fifty-fifth  appearance  of  the  Medical 
Annual.  A book  of  this  sort  is  difficult  to 
review  for  it  covers  the  specialties  as  well 
as  the  major  fields.  To  those  who  are  anxious 
to  keep  abreast  of  advances  and  who  feel 
that  other  reviews  may  not  include  what 
they  seek,  this  volume  will  certainly  prove 
useful. 

Andrew  Babey 

Textbook  of  General  Physiology.  By  T. 

Cunliffe  Barnes,  D.Sc.  Octavo  of  554  pages, 
illustrated.  Philadelphia,  P.  Blakiston’s  Son 
& Co.,  Inc.,  1937.  Cloth,  $4.50. 

This  recent  book  on  general  physiology 
by  T.  Cunliffe  Barnes,  thoroughly  up  to 
date  and  supplemented  with  a wealth  of  ref- 
erences, is  a highly  commendable  piece  of 
work.  The  method  of  presentation  which  de- 
parts from  the  more  conventional  pedagogi- 
cal method  and  includes  many  brief  allusions 
to  recent  research,  should  encourage  the 
tendency  of  the  undergraduate  to  seek  in- 
formation from  original  sources. 

The  subjects  of  water  metabolism  and 
physical  models  of  living  systems  have  re- 
ceived special  attention,  and  controversial 
evidence  has  been  included  to  illustrate  the 
unsettled  nature  of  many  physiological  prob- 
lems. 

The  book  may  be  divided  roughly  into  two 
parts— the  first  dealing  with  the  physical 
chemistry  of  living  systems  and  the  second 
with  the  external  and  internal  factors  which 
regulate  the  organism. 

Many  of  the  illustrations  in  the  book  de- 
serve special  mention,  not  because  of  their 
contribution  to  art,  but  because  of  the  con- 
tribution which  art  in  its  simplest  form 
makes  to  the  teaching  of  physiology.  Such 
illustrations  as  the  one  for  the  chloride  shift, 
or  the  one  showing  the  aspects  of  the  cyto- 
chrome-oxidase system,  change  abstract  ideas 


into  concrete  pictures  for  the  average  stu- 
dent. 

As  a student  textbook  this  work  may  be 
criticized  by  some  physiologists  on  the 
ground  that  it  leaves  the  student  with  a con- 
fusion of  theories  and  ideas  instead  of  a 
clear  understanding  of  various  subjects.  On 
the  other  hand,  this  fault  may  prove  a virtue 
under  the  guidance  of  a good  instructor 
through  encouraging  the  student  to  read 
more  original  papers  and  to  develop  the 
ability  to  evaluate  evidence  for  himself. 

J.  Raymond  Johnson 

Skin  Diseases  in  General  Practice.  Their 
Recognition  and  Treatment.  By  H.  Haldin- 
Davis,  M.D.  Third  edition.  Octavo  of  400 
pages,  illustrated.  New  York,  Oxford 
University  Press,  1937.  Cloth,  $6.25. 

The  third  edition  of  this  book  has  been 
extensively  revised.  The  author  writes,  as 
his  title  indicates,  for  the  general  practi- 
tioner, and  from  this  standpoint  it  may  be 
considered  a very  helpful  book. 

The  introductory  chapter  gives  the  anat- 
omy of  the  skin,  and  a description  of  both 
primary  and  secondary  lesions  in  as  short 
and  understandable  a form  as  is  possible. 
The  next  few  chapters  dispose  of  “Diseases 
due  to  Common  Pyogenic  Organisms”, 
“Eczema”,  and  “Syphilis”,  etc.  Following 
this  the  sundry  common  diseases  are  de- 
scribed according  to  their  topographical  dis- 
tribution, which  is  a great  aid  to  the  one  not 
well  versed  in  dermatology.  All  descriptions 
are  in  an  easy  reading  style,  not  encumbered 
with  involved  pathological  description,  and 
are  followed  by  suggestions  or  outlines  for 
treatment.  It  is  to  be  noted  that  the  author 
is  not  a faddist  on  diets,  particularly  in  his 
treatment  of  eczema.  We  would  say  that 
his  therapy  seems  to  be  quite  rational,  al- 
though some  of  his  drugs  are  peculiar. to 
his  own  country,  and  are  rather  unfamiliar 
here. 

In  the  outline  of  treatment  for  syphilis, 
the  reviewer  feels  that  following  the  for- 
mulae laid  down  by  the  Cooperative  Clinics 
is  much  safer  and  more  satisfactory  than 
the  less  than  minimal  treatment  suggested  by 
this  author. 

E.  Almore  Gauvain 


ordering  books 

As  a service  to  our  readers,  books  listed  in  this  issue  or  any  other  medical  book 
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DERMATITIS  DUE  TO  BISMUTH  COMPOUNDS 

Associated  With  Cutaneous  Sensitivity  to  the  Arsenobenzols 
— Report  of  Two  Cases 

James  W.  Jordon,  M.D.  and  Harold  L.  Walker,  M.D.,  Buffalo 

From  the  Dep’t.  of  Dermatology  and  Syphilology,  Buffalo  City  Hospital  and  University 

of  Buffalo  Medical  School 


Since  bismuth  has  assumed  an  impor- 
tant position  in  the  treatment  of  syphilis, 
cutaneous  eruptions  due  to  sensitivity  to 
its  compounds  have  been  reported  from 
time  to  time.  The  eruptions  have  been 
of  a wide  clinical  variety.  Urticaria,  toxic 
erythema,  purpura,  scarlatiniform  erup- 
tions, exfoliative  dermatitis,  morbilliform 
eruptions,  pityriasis  rosea-like  eruptions, 
lichenoid  eruptions,  herpes  zoster,  and 
erythematous  plaques  have  all  been  re- 
ported due  to  injections  of  bismuth  com- 
pounds. 

A number  of  bismuth  compounds  have 
been  incriminated  as  a cause  of  bismuth 
eruptions.  Galliot,1  Vigne,2  Hudelo  et  al,3 
Pinard  and  Marassi4  have  reported  erup- 
tions following  the  use  of  bismuth  hy- 
droxide. Schamberg  and  Wright,5  Mu- 
lot,6  Skolnik  and  Aleshire7  have  reported 
eruptions  following  the  use  of  salicylate 
of  bismuth.  Hopkins,8  McCafferty  and 
MacGregor,9  Grund,10  Skolnik  and  Ale- 
shire7 described  cases  of  dermatitis  fol- 
lowing bismuth  tartrates.  Fouquet  and 
Machtou,11  Lepinay,12  and  Vigne2  report 
eruptions  following  bismuth  quinine  prep- 
arations and  Galliot1  has  seen  an  erup- 
tion following  benzobismuth.  Since  nu- 
merous compounds,  containing  a diversity 
of  chemical  substances  held  in  combina- 


tion with  the  bismuth,  have  produced 
dermatoses,  it  is  impossible'  to  attribute 
these  eruptions  to  any  one  agent  present 
in  bismuth  compounds. 

Both  inorganic  and  organic  arsenic,  in- 
cluding the  arsenobenzols,  have  been  fre- 
quent causes  of  cutaneous  complications. 
Like  the  bismuth  compounds,  the  arseni- 
cals  are  capable  of  producing  a wide 
variety  of  cutaneous  eruptions. 

Various  forms  of  intolerance  to  both 
arsenical  and  bismuth  preparations  have 
occasionally  been  described.  Galliot1  re- 
ported two  patients  who  had  gastroin- 
testinal reaction  when  an  arsenical  com- 
pound was  given  and  urticaria  when  bis- 
muth hydroxide  was  administered.  A 
third  patient  reported  by  him  had  nitri- 
toid  crises  when  arsenicals  were  given 
and  localized  dermatitis  from  benzobis- 
muth. Weissenbach  and  Basch13  reported 
a patient  with  exfoliative  dermatitis 
caused  by  arsphenamine  who  developed 
nausea  and  vomiting  when  a bismuth 
compound  was  given.  Schamberg  and 
Wright5  recorded  the  case  of  a man  who 
developed  a localized  dermatitis  from  con- 
tact with  neoarsphenamine  and  who,  fol- 
lowing sixteen  injections  of  bismuth  sa- 
licylate, developed  urticaria,  cyanosis,  and 
shortly  died.  Vigne14  had  a patient  who 
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reacted  to  arsphenamine.  Following  bis- 
muth hydroxide,  the  patient  developed 
generalized  edema,  urticaria,  acetone- 
urea  and  died.  Nicolas,  Gate,  and  Le- 
beuf15  report  a patient  who  had  a gen- 
eralized scarlatiniform  erythema  from  an 
arsenical  preparation  and  subsequently  a 
generalized  lichenoid  eruption  developed 
when  a bismuth  preparation  was  given. 
Lor  tat- Jacob16  states  he  has  seen  an  ar- 
senical erythroderma  followed  by  a bis- 
muth erythroderma.  Fouquet  and  Mach- 
tou11  reported  two  patients  who  had  a 
dermatitis  from  an  arsenical  compound 
and  a generalized  eruption  when  quino- 
bismuth  was  given.  Michel17  reported  a 
patient  who  developed  a dermatitis  from 
both  neoarsphenamine  and  a bismuth 
compound.  Tzank  and  Sidi18  described 
the  case  of  a man  who  developed  a gener- 
alized erythroderma  from  arsphenamine, 
a bismuth  compound,  and  a mercury  com- 
pound. Schoch19  described  two  patients 
who  had  an  arsenical  dermatitis.  Upon 
subsequent  treatment  with  potassium 
bismuth  tartrate,  one  patient  developed 
a generalized  pruritus  and  the  other  a 
mild  dermatitis.  He  believed  his  cases 
due  to  the  use  of  a syringe  contaminated 
with  arsenic. 

It  is  apparent  from  previous  reports  in 
the  literature  that  intolerance  of  various 
types  to  both  arsenical  and  bismuth  com- 
pounds is  occasionally  encountered  and  in 
isolated  instances  may  manifest  itself  by 
severe  cutaneous  sensitivity  to  both  com- 
pounds. We  wish  to  report  our  observa- 
tions on  two  such  cases. 

Case  1.  L.  V.,  an  Italian  male,  age  forty- 
two,  first  presented  himself  to  the  outpatient 
clinic  of  the  Buffalo  General  Hospital  in 
January  1931.  A routine  Wassermann  and 
Kahn  test  done  at  that  time  were  strongly 
positive.  He  gave  a history  of  having  had  a 
chancre  eighteen  years  before  for  which  he 
received  sixteen  intramuscular  injections  of 
an  unknown  drug.  There  were  no  physical 
findings  suggestive  of  syphilis.  A diagnosis 
of  latent  syphilis  was  made  and  treatment 
recommended.  The  patient  went  to  his  pri- 
vate physician  who  gave  him  combined 
arsphenamine  and  bismuth  treatment.  This 
was  well-tolerated  for  the  first  five  treat- 
ments. Following  the  sixth  treatment  the 
patient  again  presented  himself  at  the  hos- 
pital, this  time  with  a severe  generalized 
papulovesicular  exfoliative  dermatitis,  which 
was  diagnosed  as  an  arsphenamine  exfolia- 


tive dermatitis.  The  dermatitis  subsided  at 
the  end  of  six  weeks.  Six  months  later  he 
was  given  one  intramuscular  injection  of 
camphobismol  (.1  Gm.).  The  next  day  the 
patient  developed  a generalized  dermatitis 
and  two  days  later  was  admitted  to  the  hos- 
pital. At  this  time,  he  presented  a general- 
ized papulovesicular  exfoliative  dermatitis. 
This  lasted  approximately  four  weeks.  Fol- 
lowing recovery,  patch  tests  were  applied 
with  camphobismol  (5%),  neoarsphenamine 
(33!%),  and  bismuth  salicylate  (10%). 
The  patch  test  with  neoarsphenamine  was 
strongly  positive  (marked  vesiculation). 
The  tests  with  bismuth  salicylate  and  cam- 
phobismol were  negative.  Two  weeks  later 
treatment  was  again  started  with  gradually 
increasing  doses  of  camphobismol  (.025  to  .1 
Gm.).  The  patient  received  twelve  such  in- 
jections and  no  further  dermatitis  resulted. 
He  was  later  given  fifteen  intramuscular 
injections  of  bismuth  salicylate  of  .12  Gm. 
each,  without  further  incident.  At  a later 
date,  the  patient  was  again  patch  tested  with 
33|  per  cent  neoarsphenamine  and  the  test 
was  strongly  positive.  Desensitization  to 
arsphenamine  was  attempted  and  he  was 
first  given  .0002  Gm.  of  arsphenamine  and 
one  week  later  .0004  Gm.  No  dermatitis 
resulted.  The  following  week  by  error,  the 
patient  received  .3  Gm.  of  arsphenamine. 
This  was  followed  by  a severe  generalized 
exfoliative  dermatitis  which  lasted  approxi- 
mately three  months.  Three  months  later, 
intramuscular  bismuth  therapy  was  again 
started  and  the  patient  received  five  intra- 
muscular injections  of  bismuth  salicylate  .12 
Gm.  each.  Following  the  fifth  injection,  a 
vesicular  dermatitis  appeared  on  the  hands 
and  feet  which  gradually  spread  over  the  en- 
tire body.  The  dermatitis  assumed  a 
chronic  eczematoid  form  and  did  not  sub- 
side for  eight  months. 

Case  2.  J.  I.,  a Slavic  male,  age  forty- 
four,  first  came  to  the  outpatient  clinic  of 
the  Buffalo  City  Hospital  during  March 
1934.  At  this  time  he  had  a generalized, 
bilateral,  symmetrical,  discrete  papulo- 
squamous syphilis.  His  Wassermann  and 
Kahn  tests  were  strongly  positive.  He  was 
given  three  intravenous  injections  of  arsphen- 
amine (.4  Gm.  each)  during  the  first  week. 
Following  the  third  injection,  a generalized 
urticaria  developed.  This  subsided  in  a few 
days  and  treatment  was  resumed  with  .4  Gm. 
arsphenamine  and  .12  Gm.  bismuth  salicy- 
late weekly.  Following  the  third  combined 
treatment,  the  patient  developed  a general- 
ized papulovesicular  exfoliative  dermatitis 
lasting  ten  weeks.  Three  months  later,  he 
was  given  an  intramuscular  injection  of 
bismuth  salicylate  (.12  Gm.).  The  next  day 
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an  acute  generalized  vesicular  dermatitis  de- 
veloped requiring  three  weeks  to  heal.  Fol- 
lowing recovery,  patch  tests  were  applied 
with  bismuth  salicylate  (10%)  and 
neoarsphenamine  (33 i%).  The  patch  test 
with  the  neoarsphenamine  was  strongly  pos- 
itive (vesicular).  The  test  with  bismuth 
salicylate  was  negative.  Two  months  later 
he  was  given  an  injection  of  neoarsphena- 
mine (.025  Gm.)  and  a mild  generalized 
erythematous  dermatitis  developed. 

Comment 

Sensitivity  to  arsenobenzols  and  bis- 
muth compounds  seems  well-established 
in  both  our  patients.  They  had  strongly 
positive  patch  tests  to  33^  per  cent 
arsphenamine,  indicating  some  degree  of 
cutaneous  sensitivity  to  arsenical  drugs. 
Both  patients  developed  their  first  attack 
of  exfoliative  dermatitis  during  combined 
treatment  with  an  arsenical  and  a bismuth 
preparation.  The  first  patient  developed 
a second  severe  generalized  dermatitis 
when  .3  Gm.  of  arsphenamine  was  acci- 
dentally administered  and  no  bismuth 
given.  On  two  other  occasions,  a general- 
ized dermatitis  developed  when  only  bis- 
muth was  administered.  The  capacity  of 
the  skin  to  react  in  an  eczematous  manner 
to  injections  of  bismuth  compounds  in  this 
patient  showed  a peculiar  variation.  The 
first  attack  of  dermatitis  following 
bismuth  came  with  the  first  injection  of 
camphobismol,  after  recovery  from  an 
arsphenamine  dermatitis.  A long  period 
of  cutaneous  tolerance  to  bismuth  com- 
pounds then  developed.  This  was  later 
followed  by  a second  dermatitis  during 
bismuth  salicylate  therapy.  Abramowitz20 
found  patients  with  phenolphthalein  erup- 
tions frequently  exhibit  a refractory  pe- 
riod or  negative  phase  of  temporary  de- 
sensitization during  which  the  drug  may 
be  ingested  with  impunity.  In  this  con- 
nection, Sezary21  states  that  patients  with 
a bismuth  dermatitis  often  become  desen- 
sitized and  that  further  administration  of 
the  drug  does  not  produce  a second  der- 
matitis. Fouquet  and  Machtou11  observed 
a patient  similar  to  ours  who  developed  a 
generalized  eruption  following  the  third 
and  twentieth  injection  of  quinobismuth. 

The  second  patient  developed  an  urti- 
carial eruption  following  the  third  injec- 
tion of  arsphenamine,  an  exfoliative  der- 
matitis when  combined  treatment  with 


arsphenamine  and  bismuth  was  given,  and 
exfoliative  dermatitis  when  bismuth  sa- 
licylate was  given  alone,  and  a mild  gen- 
eralized erythema  when  a small  dose  of 
neoarsphenamine  was  given  alone. 

These  two  cases  and  the  reports  of 
other  investigators  make  it  evident  that 
intolerance  to  arsphenamine  as  shown  by 
gastrointestinal,  nitritoid  or  cutaneous  re- 
actions may  predispose  to  or  be  accom- 
panied by  untoward  reactions  to  bismuth 
compounds.  This  intolerance  may  be  evi- 
denced by  gastrointestinal  or  cutaneous 
disturbances  and  in  isolated  instances  if 
bismuth  therapy  is  administered  result  in 
protracted  illness  or  death. 

We  believe  that  sensitization  to  arsphen- 
amine was  the  primary  condition  in  both 
our  patients,  although  both  patients  were 
taking  combined  treatment  when  the  first 
attack  of  dermatitis  developed.  This  be- 
lief is  based  on  the  relative  rarity  of  bis- 
muth dermatitis  as  compared  with 
arsphenamine  dermatitis  and  also  the  ob- 
servations of  Sezary.21  Moore  and 
Keidel22  report  twenty-one  cases  of 
arsphenamine  dermatitis  in  47,000  injec- 
tions, an  incidence  of  about  one  in  2,400 
injections.  Vigne2  states  that  he  saw  nine 
cases  of  exfoliative  dermatitis  in  76,478 
bismuth  injections,  an  incidence  of  one 
in  8,479  injections.  Sezary21  found  ex- 
foliative dermatitis  almost  twice  as  fre- 
quent when  combined  treatment  with 
arsenicals  and  bismuth  was  given  as  when 
arsphenamine  was  given  alone.  He  found, 
however,  that  sixty-six  per  cent  of  the 
patients  who  received  further  arsenical 
treatment  following  a dermatitis  devel- 
oped a second  dermatitis. 

When  further  bismuth  therapy  was 
given,  only  three  per  cent  of  these  patients 
developed  a second  dermatitis.  He  be- 
lieves that  in  the  later  three  per  cent  of 
the  patients,  the  first  dermatitis  was  due 
primarily  to  bismuth.  In  our  two  pa- 
tients, a second  dermatitis  was  evoked 
by  both  bismuth  and  arsphenamine. 

Primary  sensitization  to  an  eczematiz- 
ing  agent  is  commonly  followed  by  sensi- 
tivity to  other  chemically  related  sub- 
stances and  not  uncommonly  followed  by 
true  polyvalent  sensitivity  to  many  sub- 
stances of  diverse  chemical  structure.  This 
condition  is  not  only  seen  in  sensitivity  to 
simple  chemical  substances  but  also  with 
fungo  toxins.  Stokes  and  Kulchar23  have 
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pointed  out  that  focal  infection  plays  a 
part  in  predisposing  the  skin  to  an 
arsphenamine  dermatitis.  White  and 
Taub24  believe  sensitivity  to  fungo  toxins 
exerts  an  important  influence  in  the  de- 
velopment of  sensitization  dermatoses  of 
nonfungus  nature.  We  previously  found 
that  patients  presenting  a contact  derma- 
titis due  to  various  substances  frequently 
exhibit  sensitivity  to  soaps.25  Bloch26 
has  found  that  thirty-five  per  cent  of 
eczematous  individuals  react  to  more  than 
one  of  ten  common  cutaneous  irritants. 
We  have  recently  seen  a patient  who, 
during  bismuth  salicylate  therapy  for 
cardiovascular  syphilis,  developed  an 
acute  mycotic  infection  of  the  feet  with  a 
dermatophytid  on  the  hands.  Bismuth 
salicylate  was  well-tolerated  until  the 
sensitivity  to  the  fungo  toxin  developed. 
Following  recovery  from  the  mycotic  der- 
matitis a severe  generalized  exfoliative 
dermatitis  developed  when  further  treat- 
ment with  bismuth  salicylate  was  given. 
Patch  tests  to  bismuth  salicylate  were 
negative. 

Thus  the  event  of  one  allergic  phe- 
nomenon, such  as  an  eczematoid  der- 
matitis, whether  due  to  substances  taken 
internally  such  as  arsphenamine,  quinine, 
etc.,  or  to  substances  contacted  externally 
such  as  primrose,  soaps,  etc.,  frequently 
heralds  a series  of  outbreaks  due  to  sub- 
stances either  related  or  unrelated  chem- 
ically. 

Therefore,  following  a severe  dermati- 
tis such  as  our  patients  exhibited,  caution 
should  be  used  in  giving  further  treatment 
of  any  kind. 

The  negative  patch  tests  in  our  two 
cases  of  dermatitis  following  bismuth 
compounds  demonstrate  again  that  the 
patch  test  is  of  limited  value  in  determin- 
ing the  causative  agent  in  eczematoid 
eruptions  except  when  due  to  external 
contact  substances.  It  is  generally  ac- 
cepted that  when  an  eruption  is  eczema- 
toid in  nature,  the  epidermal  cells,  and 
perhaps,  the  vessels  in  the  upper  corium 
are  the  sites  of  sensitization  (Bloch,27 
Wise  and  Sulzberger,28  Sezary  and 
Mauric29)  so  that  applications  of  the 
offending  antigen  from  without  (patch 
test)  cause  an  eczematous  response. 
There  are  numerous  reports  in  the  litera- 
ture demonstrating  that  this  is  frequently 
the  case  in  eczematous  drug  eruptions  due 


to  such  drugs  as  quinine,30  formalin,28 
codeine,31  and  opium,32  where  the  sensi- 
tizing substance  has  been  taken  internally 
and  carried  by  the  blood  stream  to  the 
sensitized  epidermal  cells  producing  an 
eczematoid  response  in  the  skin  from 
within  and,  when  patch  tests  are  applied, 
an  eczematous  response  from  without. 
However,  the  applicability  of  the  patch 
test  in  determining  the  cause  of  a derma- 
titis due  to  some  substance  taken  in- 
ternally, such  as  a drug,  is  limited  by 
failure  to  test  the  skin  to  metabolites  of 
the  drug.  Lichtenstein33  has  found  that 
in  cases  of  exfoliative  dermatitis  due  to 
gold  compounds,  patch  tests  with  gold 
sodium  thiosulphate  gave  positive  re- 
sponses (ability  to  ionize  to  monovalent 
gold  ions  in  the  skin),  while  patch  tests 
to  gold  succinimide  failed  to  give  a re- 
sponse (inability  to  ionize). 

In  the  case  of  an  arsphenamine  derma- 
titis, patch  tests  may  be  negative  when 
cutaneous  sensitivity  exists.34  The  patch 
test  is  further  limited  by  the  possibility 
of  fluctuating  cutaneous  allergy  and  a neg- 
ative allergic  phase  following  the  out- 
break of  a severe  dermatitis.  It  is  proba- 
ble that  in  certain  cases  of  patch  testing- 
negative  arsphenamine  dermatitis  and  bis- 
muth dermatitis — the  dermatitis  is  not 
caused  by  the  intact  arsphenamine  or  bis- 
muth molecule  but  is  due  to  split  products 
of  their  metabolism.  Many  bismuth  com- 
pounds contain  their  molecular  structure — 
salicylate,  quinine,  etc. — drugs  which  com- 
monly produce  cutaneous  sensitivity.  If 
it  be  true  that  arsphenamine  and  bismuth 
eruptions  may  be  due  to  their  metabolites 
and  thus  give  a negative  patch  test  of  the 
whole  compound,  it  is  logical  to  expect 
the  same  phenomenon  in  related  cutaneous 
eruptions  where  the  offending  substance 
is  taken  internally  and  carried  by  the 
blood  stream  to  the  integument. 

Summary 

1.  Two  cases  are  reported  of  dermatitis 
due  to  both  arsenobenzols  and  bismuth 
compounds. 

2.  From  these  two  cases  and  the  re- 
ports of  other  authors,  it  is  evident  that 
sensitivity  to  arsenobenzols  may  predis- 
pose to  or  be  accompanied  by  sensitivity 
to  bismuth  compounds. 

3.  These  two  cases  again  suggest  that 
the  patch  test  is  of  limited  value  in  es- 
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tablishing  the  cause  of  an  eczematous 
dermatitis  except  when  produced  by  ex- 
ternal contact  substances,  since  a nega- 
tive allergic  phase  may  exist  following 
a severe  dermatitis  and  since  the  derma- 


titis may  be  due  to  split  metabolic  prod- 
ucts of  the  drug  which  were  not  used  in 
patch  testing. 

471  Delaware  Ave. 
308  Northumberland  Ave. 
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Discussion 


Dr.  Paul  Gross,  New  York  City — This 
paper,  based  on  exceptionally  careful  ob- 
servation and  thorough  work  up,  brings  out 
several  important  facts.  First,  it  sheds  some 
light  on  what  might  be  termed  chronic  ars- 
phenamine dermatitis.  Although  there  are 
still  a number  of  things  to  be  clarified  about 
the  mechanism  of  the  combined  arsphena- 
mine  and  bismuth  allergy,  the  observations 
of  Drs.  Jordon  and  Walker  will  leave  no 
doubt  about  its  existence.  Undoubtedly  the 
authors  are  on  the  right  track  if  they  sug- 
gested that  the  interaction  between  the  bis- 
muth and  the  body  cells  results  in  the  for- 
mation of  the  allergenic  substance.  Similar 
thoughts  have  been  expressed  by  R.  L. 
Mayer  in  reference  to  the  substances  be- 
longing to  the  Chinon  group. 

The  second  fact  really  demonstrated  is 
the  unique  position  that  arsphenamine  der- 
matitis occupies  within  the  large  group  of 
dermatitis  medicamentosa.  I mean  to  say, 
it  is  the  only  eczematoid  dermatitis  caused 
by  a drug  without  known  preceding  sensi- 
tization from  without  to  within.  I do  not 
want  to  open  the  question  of  the  role  of 
the  paravenous  injection  as  a sensitizing 
factor.  Naturally,  what  is  said  about  arsphen- 
amine holds  true  for  gold  and  other  heavy 
metals  which  seem  to  have  an  especial 
affinity  to  the  epidermal  cells.  Other  ecze- 
matous drug  eruptions  are  spoken  of,  and 
at  least  in  my  experience  may  be  explained 


by  the  well-known  phenomenon  of  sensi- 
tization from  without  to  within,  viz : Quinine 
hair  lotion,  quinine  by  mouth,  tincture  of 
iodine  dermatitis,  K.  I.  by  mouth,  and  many 
other  examples  known  from  the  literature. 
I don’t  think  the  term  “drug  eruption” 
should  be  applied  to  these  occurrences  which 
clearly  belong  to  the  contact  dermatitis  group. 

To  clarify  further  the  position  of  arsphen- 
amine dermatitis,  it  will  be  useful  to  make 
a clear  distinction  between  the  exfoliative 
erythrodermia  resulting  from  chronic  (or 
acute)  arsenical  poisoning  and  the  erythe- 
matovesicular  edematous  dermatitis  result- 
ing from  arsphenamine  hypersensitivity. 
The  presenters  have  left  no  doubt  in  their 
description  about  the  clinical  picture  of 
eczematoid  dermatitis  in  their  cases. 

It  is  only  one  step  further  to  state  that 
arsphenamine  dermatitis  not  only  presents 
the  clinical  but  also  the  biologic  character- 
istics of  eczematoid  dermatitis. 

In  our  particular  subject  it  should,  there- 
fore, not  be  a surprise  to  find  a multiple 
allergy  so  frequent  and  important  a fea- 
ture of  allergic  eczema.  Dr.  Kesten  and  I 
carried  out  animal  experiments,  dealing  with 
multiple  sensitization,  several  years  ago  at 
Columbia  University.  Neoarsphenamine  was 
one  of  the  substances  we  used  in  a series 
of  experiments,  the  results  of  which  have 
not  been  published  yet. 

Of  course,  before  we  assume  multiple 
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allergy,  i.e.,  sensitization  to  as  different 
substances  as  arsenic  and  bismuth,  we  ought 
to  exclude  definitely  the  possibility  of  group 
reactions. 

After  all,  the  benzol  ring  is  present  in 
both  arsphenamine  and  salicylic  acid.  Many 
commercial  bismuth  preparations  contain 
compounds  to  diminish  the  pain  of  intramus- 
cular injections.  These  facts  must  be  con- 
sidered in  the  performance  of  patch  tests. 

The  negative  tests  which  the  authors 
obtained  in  the  bismuth  compounds  used 
in  their  two  cases  may  be  compared  to 


some  of  the  negative  patch  tests  in  contact 
dermatitis. 

But  it  is  more  desirable  and  fruitful 
to  use  these  findings  as  a starting  point 
for  further  research ; this  may  reveal  other 
important  factors  in  the  production  of 
arsphenamine  dermatitis,  to  mention  only 
the  question  of  hepatic  insufficiency,  salt 
and  water  metabolism,  etc. 

The  authors  should  be  congratulated  for 
presenting  such  an  excellent  and  most  stimu- 
lating paper  on  a subject  of  great  im- 
portance. 


THE  PSYCHIATRIST’S  RESPONSIBILITY  TO  THE  CRIMINALLY  INSANE  AND  TO 

SOCIETY 


Foster  Kennedy,  M.D.,  New  York  (/. 
A.  M.  A.,  Feb.  26,  1938),  points  out  that 
there  are  three  protagonists  in  law  trials  in 
which  an  alleged  insane  person  is  either  in 
the  box  or  at  the  bar : the  judge,  the  alleged 
insane  person  and  the  doctor. 

There  is  an  unseen  fourth:  the  public, 
made  articulate  by  the  press.  Our  fore- 
fathers fought  for  the  recognition  of  in- 
dividual rights.  Such  marked  individual 
consciousness  for  the  respect  of  the  rights  of 
the  individual  has  been  won  that  the  safety 
of  the  mass  has  been  neglected.  Society,  in 
short,  in  America  has  been  failing  to  pro- 
tect itself  against  rampant  individualism,  as 
expressed  by  the  man  of  violence. 

During  the  last  year  there  were  over 
eleven  thousand  homicides  in  this  country. 
This  represents  a fifth  of  the  total  loss  of  the 
American  forces  sustained  through  both 
natural  causes  and  at  the  hands  of  the  enemy 
in  nineteen  months  of  first-class  modern 
warfare.  The  police  force  and  the  law  courts 
are  tardy  instruments  in  the  apprehension  of 
the  perpetrators  of  the  majority  of  these 
crimes,  but  when  they  have  been  appre- 
hended the  medical  man  is  often  made  an- 
other brake  on  the  slow  wheel  of  justice, 
abetted  by  the  sentimentality  of  the.  press  by 
being  asked  to  testify  in  and  out  of  season 
to  the  lack  of  responsibility  of  the  criminal. 
Law  is  an  instrument  for  the  protection  of 
society.  It  is  not  a clinic. 

The  real  point  at  issue  in  a trial  in  which 
the  defense  is  a plea  of  insanity  is  not  wheth- 
er or  not  the  mind  was  unsound  but  whether 
it  was  sufficiently  unsound  as  to  be  unable  to 
determine  right  from  wrong,  or  the  nature 
of  the  act.  If  not,  was  the  accused  a victim 
of  so  uncurable  an  impulse  to  commit  the 
crime  as  to  ignore  the  ordinary  social  in- 
hibitions and  be  forced  thereby  heedlessly  to 


jeopardize  his  own  safety?  Irresistible  im- 
pulse has  a place  in  medicine.  It  is  right 
that  it  should  have  a place  in  law.  But  it  is 
rare  in  medicine  and  still  rarer  in  the  courts. 

The  whole  system  whereby  a defendant 
employs  and  pays  for  medical  opinion  in  the 
courts  is  wrong  and  should  be  abolished. 
The  author  can  see  no  reason  why  a defend- 
ant should  have  any  more  constitutional 
right  to  pick  his  medical  expert  than  he 
has  to  pick  the  policeman  who  arrests  him 
or  the  judge  who  presides  at  his  trial.  Ac- 
quittal on  account  of  a mental  disease  or 
semimental  disease  is  often  a feeble  release 
of  wolves  to  prey  on  the  people  and  should 
no  longer  be  tolerated. 

The  following  program  is  surely  one  for 
ardent  hope:  1.  That  in  all  cases  of  felony 
or  misdemeanor  punishable  by  prison  sen- 
tence, the  question  of  responsibility  be  not 
submitted  to  the  jury;  the  jury  will  thus  be 
called  on  to  determine  only  that  the  offense 
was  committed  by  the  defendant.  2.  That  the 
disposition  and  treatment  (including  punish- 
ment) be  based  on  a study  of  the  individual 
offender  by  properly  qualified  and  impartial 
experts  cooperating  with  the  courts.  3.  That 
no  maximal  term  be  set  to  any  sentence. 

4.  That  no  parole  or  probation  be  granted 
without  suitable  psychiatric  examination. 

5.  That  in  considering  applications  for  par- 
dons and  commutation,  careful  attention  be 
given  to  reports  of  qualified  experts.  A sixth 
recommendation  might  be  included  in  this 
program:  that  there  be  chosen  a panel  of 
qualified  medical  opinion,  if  possible  from 
university  and  major  hospital  staffs,  who 
would  advise  the  conscience  of  the  court. 
These  physicians  would  receive  adequate 
remuneration  from  no  private  individual  or 
corporation  but  from  the  state,  and  only 
from  the  state. 


CURE  OF  HYDROCELE  BY  INJECTION 


Louis  H.  Baretz,  M.D.,  F.A.C.S.,  Brooklyn 
Visiting  Urologist , Jewish  Hospital  and  Kings  County  Hospital 


In  the  writer’s  original  paper15  pub- 
lished in  1935,  the  title  used  was  “The 
Treatment  of  Hydrocoele  By  Injection.” 
Several  investigators  thereafter  reported 
a similar  success  by  this  method,  and 
since  many  of  the  injected  cases  have  been 
followed  for  four  to  five  years,  I feel  to- 
day that  the  title  “The  Cure  of  Hydro- 
cele By  Injection”  is  beyond  criticism. 

Skepticism  for  any  new  procedure  is 
a natural  and  healthy  characteristic  of 
the  experienced  and  well-informed  physi- 
cian and  surgeon.  And  so  it  should  be. 
New  methods,  new  drugs,  new  proce- 
dures, operative  or  otherwise,  have  come 
and  gone,  with  the  production  of  a tem- 
porary flurry  of  enthusiasm,  often  followed 
by  a keen  disappointment,  and  then  a 
resulting  skepticism  for  any  future  new 
methods.  However,  the  increasing  re- 
ports of  glowing  success  in  the  hands  of 
careful  and  reliable  workers  with  this 
injection  treatment,  have  taken  this  sub- 
ject out  of  the  experimental  field  and 
firmly  established  the  treatment  as  a 
method  of  choice  for  hydrocele. 

Kilbourne  and  Murray14  state  “The 
treatment  has  avoided  hospitalization.  It 
has  avoided  confinement  to  bed.  It  has 
avoided  surgical  complications.  It  has 
not  kept  the  patient  from  work.” 

F.  W.  Solly:20  “The  advantages  of  the 
injection  method  over  the  surgical  are 
obvious.  Results  are  so  uniformly  satis- 
factory both  to  the  patient  and  doctor 
that  we  believe  this  treatment  will  soon 
largely  replace  the  surgical  operation  for 
hydrocele.” 

Ewell,  Marquandt  and  Sargent  :16 
“After  three  years  of  experience  in  a 
goodly  number  of  types  of  hydroceles, 
we  feel  that  the  injection  method  of  treat- 
ment is  safe  and  efficient  in  a great  ma- 
jority of  cases.  In  75  cases,  there  were 
four  recurrences.” 


M.  Mayer:21  “It  is  our  opinion  that 
the  modern  treatment  of  hydrocele  by 
injection  meets  the  requirement  of  de- 
creased risk,  lessened  morbidity  and  in- 
creased economy.” 

Theory  of  Injection 

If  the  entire  endothelium  of  a hydrocele 
sac  could  be  damaged,  thus  causing  an 
outpouring  of  fibrin  ferment,  theoretically 
the  fluid  should  clot  and  cause  obliteration 
of  the  sac. 

The  rational  is  the  introduction  of  some 
fluid  into  the  sac  sufficiently  irritating  to 
produce  an  inflammatory  reaction  in  the 
serous  lining  which  will  cause  opposite 
walls  to  adhere.  Since  endothelium  is  of 
mesodermal  origin,  the  repair  process  fol- 
lowing this  reaction  leads  to  the  produc- 
tion of  fibroblasts  and  ultimately  to  the 
occlusion  of  the  sac  by  fibrous  tissue. 

Ewell  and  his  coworkers16  believe  that 
“the  resulting  fibrosis  of  the  tunic  wall 
following  injection  so  interferes  with  the 
blood  and  lymph  supply  of  the  endo- 
thelium that  in  some  way  it  alters  the 
process  of  fluid  formation  or  reabsorp- 
tion.” 

History  of  Injection 

The  treatment  of  hydrocele  by  injection 
is  not  a novelty.  Iodine  and  phenol  were 
used  as  far  back  as  fifty  years  ago.  The 
method  was  sane  and  scientific,  but  the 
solutions  used  were  far  too  irritating. 
Many  physicians  in  active  practice  today 
must  recall  their  own  experiences  with 
phenol  or  iodine — the  reactions,  the  pain 
and  sloughing  which  resulted.  There  nat- 
urally followed  a period  of  modification 
of  the  irritant  used — glycerin  and  alcohol, 
forty  per  cent  alcohol,  alcohol  and  phenol, 
port  wine,  milk,  NaCl.  solution  (1-8 
inc.).*  All  of  these  gave  questionable 


The  writer  is  grateful  to  the  staffs  of  the  . * A detailed  account  of  the  history  of  these 

Jewish  Hospital  of  Brooklyn  and  also  the  Kings  injection  methods  was  reported  by  the  writer 

County  Hospital  for  their  kindly  cooperation.  in  a previous  article.15 
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results  with  severe  pain,  reaction,  and 
frequent  recurrences  so  that  the  return 
to  surgery  was  a matter  of  course. 

Operative  Treatment 

The  surgical  treatment  for  hydrocele 
has  been  quite  successful.  Yet  one  must 
consider  the  economic  problem  with  hos- 
pitalization, the  possibility  of  mortality 
with  any  surgical  procedure,  the  unavoid- 
able morbidity,  and  the  complications  that 
frequently  ensue.  Most  of  us  who  have 
come  in  contact  with  postoperative  hydro- 
celes have  heard  the  patient  woefully  say, 
“Doctor,  this  is  two  months  after  my  oper- 
ation and  I still  have  a large  swelling.” 
The  hydrocele  has  been  cured  but  a 
chronic  epididymitis  and  thickened  tunica 
have  remained. 

As  quoted  by  Ewell  et  al:16  “Sanford 
reported  5%  recurrences  following  the 
radical  operation  for  hydrocele.  Barney 
in  a collected  series  of  412  operated  cases 
reported  22  relapses  (5.33%).” 

Campbell 1 in  1927  reviewed  502  cases 
of  hydrocele  operated  upon.  He  reported 
a mortality  of  two  cases  due  to  pneu- 
monia. There  was  infection  either  super- 
ficial or  deep  in  fifteen  per  cent  of  the 
cases.  The  average  stay  in  the  hospital 
was  9.2  days.  There  was  occasional  re- 
currence of  hydrocele.  Complications 
were  infection,  hemorrhage,  and  involve- 
ment of  the  testis. 

Any  method  of  treatment  which  will 
avoid  hospitalization  and  the  above  com- 
plications will  naturally  prove  to  be  a 
method  of  choice. 

New  Injection  Solutions 

With  the  success  of  the  use  of  scleros- 
ing solutions  in  varicose  veins,  investiga- 
tors were  encouraged  to  attempt  a modi- 
fied injection  method  for  hydrocele. 

The  ideal  solution  would  (1)  Avoid 
pain,  (2)  Prevent  reaction,  sloughing  or 
infection,  (3)  Not  incapacitate  the  pa- 
tient, so  that  the  treatment  may  be  an  of- 
fice procedure,  and  (4)  Produce  certainty 
of  results. 

In  1928  Pybus9  of  England  used  qui- 
nine and  urethane  in  two  cases  with  satis- 
factory results. 

In  1929  Sharma10  of  India  used  qui- 
nine without  reaccumulation  of  fluid. 

In  1931  Porrit 11  of  England,  and  in 


1934  Floyd  and  Pittman  12  of  this  country 
used  sodium  morrhuate  with  good  results. 

In  1935  the  writer  15  reported  forty-one 
cases  injected  with  quinine  and  urethane 
with  equal  success. 

Since  then  Ewell,  Marquandt  and  Sar- 
gent,16 Kemble,17  Keitzer,  Krug,  Blavier18 
of  France,  Duray19  of  Belgium  and  Mor- 
ton21 have  reported  their  results  with 
similar  enthusiasm.  Most  of  these  used 
quinine  and  urethane. 

The  writer  has  found  the  quinine  and 
urethane  solution  (13.3%  quinine)  most 
satisfactory  in  his  series. 

Technic 

Since  the  onset  of  studies  with  hydro- 
cele in  1932,  the  writer  has  had  increas- 
ingly better  results,  because  of  what 
appears  to  be  improved  or  modified  tech- 
nic. 

Success  depends  upon  two  factors: 

1.  The  sac  must  be  completely  emptied, 
thus  assuring  a concentrated  injecting 
medium,  undiluted  by  hydrocele  fluid; 
the  medium  will  thus  come  in  actual  con- 
tact with  the  endothelial  walls  of  the  sac. 

2.  Sufficient  fluid  must  be  injected  to 
thoroughly  bathe  the  entire  sac  lining. 

The  following  technic  was  employed  in 
the  series  of  fifty-nine  cases  herein  re- 
ported : 

1.  The  patient  lies  in  a supine  position. 

2.  Use  similar  technic  as  tapping  a hy- 
drocele. A small  area  of  scrotum  is  anes- 
thetized with  novocain  and  a small  trochar 
is  used  to  aspirate  the  hydrocele  fluid. 

3.  The  trochar  is  fixed  in  position  to  the 
scrotum  with  a Kelly  clamp,  thus  insuring 
the  fixation  of  the  instrument  so  that  its  tip 
is  always  within  the  sac.  (Fig.  1) 

4.  Empty  the  sac  completely.  If  uncer- 
tain, irrigate  the  sac  until  the  return  flow 
is  colorless. 

5.  Palpate  the  testis  and  epididymis  for 
pathology. 

6.  Inject  slowly  the  solution  of  quinine 
hydrochloride  with  urethane  (13.3%)  using 
larger  quantities  with  the  larger  sacs.  An 
ordinary  intravenous  needle  #18  gage  fits 
snugly  within  the  trochar,  and  its  point  does 
not  come  in  contact  with  the  sac,  thus  pre- 
venting trauma. 

7.  Withdraw  needle  and  trochar  and  gen- 
tly massage. 

8.  Cover  site  with  collodion. 

9.  No  suspensory  or  support  is  necessary 
unless  patient  is  actively  engaged  in  work. 
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10.  Patient  may  proceed  with  usual  duties 
unless  these  are  unusually  vigorous. 

11.  Patient  returns  in  one  week  for  ob- 
servation. 

12.  Do  not  retap  an  apparent  recurrence 
at  this  time.  This  is  reactionary  fluid  and 
need  not  be  disturbed  unless  the  scrotum  is 
tense. 

13.  If  the  swelling  does  not  gradually 
decrease  within  two  to  three  weeks,  a second 
tapping  and  injection  is  performed. 


sacs  may  be  injected  at  the  same  sitting 
without  harmful  effects. 

Congenital  hydrocele  without  hernia 
will  frequently  subside  by  simple  tapping, 
but  where  unsuccessful,  the  injection 
treatment  will  give  excellent  results. 

This  method  may  be  safely  applied 
also  to  spermatocele,  cysts  of  the  epididy- 
mis, hydrocele  of  the  cord,  and  other 
similar  closed  sacs. 


HYDR0C0EIE  B&FORt  EJECTION 


INJECTING  WHEAL  OF  NOVOCAIN 
IN  SCROTUM 


TRQCKAR.  AND  CANNULA  IN 
HYDROCOELE 


FLUID  ESCAPING  THROUGH 
CANNULA 


CLAMP  APPLIED  TO 
CANNULA  AND 
SCROTUM  i 


INJECTING  SCLEROSING  ^ 
FLUID  INTO  SAC  THRU  I 
CANNULA 


REMOVAL  OF 
CANNULA 


COLLODION  DRESSING 


Fig.  1.  Steps  in  cure  of  hydrocele  by  the  injection  method. 


Application 

This  method  is  applicable  to  the  so- 
called  essential  or  simple  hydrocele  which 
is  the  type  commonly  seen. 

Failure  may  be  anticipated  in  the  pres- 
ence of  certain  contraindications  to  injec- 
tion, viz : 

1.  An  associated  congenital  hernia.  The 
injected  fluid  would  produce  no  ill  effects 
but  obviously  would  not  eliminate  the  sac 
where  there  is  direct  communication  with 
the  abdominal  cavity. 

2.  Injury  to  epididymis  or  testis  during 
tapping  or  production  of  a hematoma  due 
to  bleeding  from  a large  scrotal  vessel, 
should  delay  the  injection  for  fear  of  incit- 
ing a marked  infection  (trauma  plus  irri- 
tant). 

3.  The  pre-existence  of  an  infectious  epi- 
didymitis, tuberculosis  or  otherwise,  a trau- 
matic epididymitis,  hematocele,  neoplasm,  etc. 

4.  Old  hydroceles  with  thick  walls  appear 
to  react  poorly  to  this  treatment. 

Mnltilocnlar  hydroceles:  Two  or  more 


Quantity  of  Injection  Fluid 

The  average  hydrocele,  containing  a 
moderate  amount  of  fluid,  was  injected 
with  four  c.c.  of  quinine  hydrochloride 
with  urethane.  The  smaller  sacs  took  a 
correspondingly  smaller  dose.  A large 
sac  of  1000  c.c.  received  eight  c.c.,  and 
no  further  injection  wras  required. 

Pain 

Several  patients  complained  of  pain  at 
the  time  of  injection,  which  was  usually 
dull  and  of  short  duration  (^- 3 minutes). 
The  pain  was  localized  to  the  scrotum  or 
testis  or  radiated  to  the  inner  thigh  or 
groin,  or  up  toward  the  kidney.  One 
patient  complained  of  epigastric  distress. 

In  some  cases  there  was  discomfort  for 
one  to  two  days. 

In  no  case  was  the  pain  an  annoying 
factor,  nor  was  the  patient  incapacitated 
and  unable  to  continue  with  his  daily  rou- 
tine. 
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Reaction 

Injection  outside  of  the  tunica  produces 
no  sloughing  as  is  common  with  phenol. 

The  usual  reaction  produces  a swelling 
of  three  to  six  days  duration  with  little  or 
no  pain.  This  is  a reactionary  fluid  and 
not  a recurrence  of  the  hydrocele.  As  a 
rule  the  swelling  gradually  subsides. 

Where  the  scrotum  is  unusually  tense, 
convalescence  may  be  aided  by  a simple 
tapping. 

Reinjection 

If  the  reactionary  fluid  above  described 
be  tapped  within  one  week,  it  is  found 
to  be  milky,  and  the  sac  may  be  rein- 
jected. However,  I believe  that  if  left 
alone,  this  fluid  would  be  absorbed,  and 
cause  a complete  obliteration  of  the  sac. 
If  after  two  to  three  weeks  fluid  has  re- 
curred, a reinjection  is  advisable.  Success 
is  usual  with  one  to  three  injections,  and 
success  after  one  injection  is  not  uncom- 
mon. 

Results 

In  the  prelimiary  paper,15  q.v.,  the 
writer  published  in  detail  a series  of  cases 
with  follow-up  after  observation  from 
three  months  to  three  years. 


To  date  59  cases  have  been  injected, 
of  which  forty-two  have  been  completely 
followed.  Of  these,  twenty-nine  (70%) 
gave  perfect  results.  The  failures,  for 
the  most  part,  occurred  at  the  beginning 
of  the  series,  before  satisfactory  technic 
had  been  developed. 

The  largest  hydrocele  was  over  1,000 
c.c.  in  a physican  of  seventy-eight  years. 
The  smallest  was  in  a spermatocele.  The 
average  sac  held  about  six  oz. 

Summary 

With  increasingly  larger  numbers  of 
cases  successfully  injected  by  others  as 
well  as  the  writer,  it  would  appear  that 
this  is  a rational  method  for  a successful 
ambulatory  cure  of  most  cases  of  hydro- 
cele. 

Operation  for  hydrocele  should  eventu- 
ally be  entirely  supplanted  by  this  pro- 
cedure because  of  (1)  its  simplicity:  (2) 
the  absence  of  pain,  harmful  effects  or  in- 
validism: (3)  the  apparently  permanent 
cure:  (4)  the  avoidance  of  hospitaliza- 
tion and  its  concomitant  economic  loss: 
(5)  the  elimination  of  surgery  and  its  as- 
sociated danger. 

25  Eastern  Parkway. 
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Discussion 


Dr.  A.  L.  Parlow,  Rochester — I would 
like  to  take  this  opportunity  of  congratu- 
lating Dr.  Baretz  on  the  thoroughness  with 
which  he  has  presented  the  subject  of  the 
cure  of  hydrocele  by  injection  and  on  the 
excellent  clinical  results  he  has  obtained. 
In  a previously  published  paper  on  this  sub- 
ject he  gave  a most  interesting  historical 
summary. 

Most  of  us  recall  the  unhappy  experiences 
that  followed  the  injection  of  hydrocele  with 
iodine  and  phenol,  which  solutions  became 
popular  and  unpopular  during  the  early 
twenties.  With  the  success  attendant  with 


the  injection  treatment  of  varicose  veins, 
herniae,  etc.,  it  was  only  natural  that  the 
investigator  would  again  search  for  a solu- 
tion to  be  used  in  the  treatment  of  hydro- 
cele. Various  solutions  have  been  used  in- 
cluding sodium  morrhuate,  and  quinine  and 
urea  hydrochlorate.  However,  the  most  ideal 
solution  was  described  in  1932  by  Kilbourne 
and  Murray.  These  investigators  found 
that  quinine  hydrochloride  (13.33%)  and 
urethane  (6.66%)  met  the  desired  require- 
ments. Since  then  Baretz,  Mayers,  and 
other  workers  have  reported  similar  opin- 
ions. 
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In  the  Department  of  Urology  at  the 
Strong  Memorial  Hospital  (Rochester),  we 
have  treated  a series  of  cases  of  hydrocele 
by  the  injection  of  sclerosing  solutions  and 
have  obtained  results  that  compare  with 
those  described  by  Dr.  Baretz.  We  agree 
that  the  treatment  of  hydrocele  by  injection 
is  a most  valued  addition  but  are  of  the 
opinion  that  the  injection  treatment  will  not 
entirely  supplant  the  operative  treatment. 
We  base  this  conclusion  on  the  fact  that 
we  have  had  an  occasional  case  who,  hav- 
ing failed  to  obtain  a cure  of  hydrocele  in  a 
reasonable  period  of  time  following  injec- 
tion of  a sclerosing  solution,  demanded  op- 
erative relief.  We  do  consider  that  it  is 
most  essential  that  the  diagnosis  of  hydro- 
cele be  definitely  established  before  the  in- 
jection of  the  sclerosing  solution.  Our  ex- 
perience with  the  injection  treatment  of 
spermatocele  has  been  most  unsatisfac- 


tory. The  injection  of  the  spermatocele  sac 
has  been  followed  by  an  inflammatory  reac- 
tion with  marked  accompanying  pain  and 
elevation  of  temperature  lasting  for  several 
days.  In  addition  to  these  symptoms,  one 
case  developed  a postinjection  epididymitis 
although  the  epididymis  was  not  injured  at 
the  time  of  the  injection.  It  is  our  present 
belief  that  excision  is  still  the  method  of 
choice  in  the  cure  of  spermatocele. 

In  conclusion,  let  me  say  that  I agree 
with  Dr.  Baretz  when  he  states  that  the 
cure  of  hydrocele  by  injection  is  an  excel- 
lent procedure,  that  the  results  are  appar- 
ently permanent,  and  that  the  economic 
saving  is  of  tremendous  advantage  to  the 
patient.  Nevertheless,  it  is  my  present  opin- 
ion that  cure  of  hydrocele  by  injection  has 
certain  disadvantages  and,  therefore,  can- 
not as  yet  entirely  replace  the  operative 
treatment. 


TAX  DEDUCTION  FOR  MEDICAL  EXPENSES? 


On  a theory  that  a man’s  family  is  of  as 
much  importance  as  a man’s  cow,  Senator 
Bone  has  introduced  a bill  in  the  United 
States  Senate  which  would  permit  an  income 
taxpayer  to  deduct  from  his  taxable  income 
the  medical  and  dental  expenses  incurred  by 
himself  and  family,  according  to  a report 
in  the  New  York  Times.  At  present,  if  a 
taxpayer’s  cow  is  injured  or  is  taken  ill, 
veterinary  charges  may  be  deducted,  or  if 
the  cow  dies,  its  value  is  allowed  as  a 
deduction,  under  existing  law.  Senator 
Bone’s  proposal  would  provide  for  deduc- 
tions up  to  $250  per  year  for  medical,  dental, 
hospital  and  nursing  bills  actually  paid,  and 
a further  deduction  of  not  more  than  $100 
for  funeral  expenses  incurred  would  be  per- 
mitted. The  bill  also  would  allow  money 
spent  for  the  education  of  a taxpayer’s  chil- 


dren in  grade  and  high  schools,  up  to  $250 
per  year,  to  be  deducted  from  taxable 
income. 

Senator  Bone  said  that  President  Roose- 
velt has  “expressed  his  sympathy  with  the 
general  purposes  of  the  bill.”  The  Senator 
pointed  out  that  in  view  of  the  proposal 
sponsored  by  Senator  La  Follette  to  broaden 
the  base  of  income  taxation  to  include 
smaller  incomes  not  taxed  under  the  present 
laws,  “it  seems  only  fair  to  provide  this  very 
legitimate  reduction  for  vitally  necessary 
family  expenses  in  order  to  protect  those 
smaller  incomes.”  The  bill  was  introduced 
on  the  closing  day  of  the  last  session  of 
Congress,  and  held  over  in  the  portfolio  of 
the  Committee  on  Finance  for  consideration 
at  the  new  session. — Westchester  Medical 
Bulletin. 


MORE  RADIUM  NEEDED 


More  than  double  their  present  supply 
of  radium  is  needed  for  treatment  of  cancer 
by  leading  United  States  hospitals  in  the 
East  and  Middle  West,  according  to  hospi- 
tal authorities  interviewed  in  a regional 
survey. 

The  survey,  which  covered  leading  hos- 
pitals and  medical  institutions  from  New 
York  City  to  Minneapolis  and  St.  Louis, 
is  being  conducted  by  the  Eldorado  Radium 
Corporation. 

Approximately  eighty-two  grams  of 


radium  are  now  held  by  the  213  hospitals 
in  forty-seven  cities  surveyed.  About  109 
more  grams  are  needed  to  meet  treatment 
demands,  authorities  of  these  hospitals  esti- 
mated. With  radium  now  priced  at  about 
$25,000  a gram,  the  present  holdings  of 
these  hospitals  have  a market  value  of 
approximately  $2,050,000.  The  additional 
supply  which  hospital  authorities  estimate 
is  needed  would  cost  at  present  prices  about 
$2,725,000.  Fewer  than  100  of  the  hospi- 
tals owned  any  radium  at  all. 


TUBERCULOSIS  CASE  FINDING  AMONG  CHILDREN 

The  Importance  of  Certain  Age  Groups 

William  J.  Ryan,  M.D.,  F.A.C.P.,  Pomona 
Medical  Director,  Summit  Park  Sanatorium 


The  work  of  tuberculin-testing  and 
x-raying  of  school  groups  has  now  pro- 
gressed sufficiently,  it  would  seem,  for 
us  to  begin  to  establish  a fair  evaluation 
of  its  significance  in  this  all  important 
problem  of  the  control  of  tuberculosis. 
There  are  some  who  would  consider  it 
as  having  but  a small  place  in  the  tuber- 
culosis control  program,  while  others, 
it  would  appear,  are  concentrating  the 
major  efforts  of  this  epidemiological 
problem  to  the  school  student  and'  the 
young  child. 

We  may  first  assume  that  there  is  no 
other  test  in  medicine  which  is  more 
specific  than  the  tuberculin  test. 

Now,  what  is  the  significance  of  the 
results  of  tuberculin  testing  in  a given 
community  ? 

1.  It  is  reasonable  to  assume  that  the 
incidence  of  positive  reactors  to  tuber- 
culin among  the  young  is  the  best  cri- 
terion as  to  the  amount  of  infection  in 
a given  community. 

2.  If  this  be  true,  there  is  considerable 
evidence  to  indicate  that  there  has  been 
a rapid  diminution  of  the  incidence  of 
infection  during  the  past  ten  years.  My- 
ers, Douglas,  and  ourselves,  as  well  as 
many  others,  have  demonstrated  this  fact. 

In  our  investigation,  the  students  of 
two  high  schools  in  Rockland  County 
with  a student  population  of  approxi- 
mately 700  each  were  tuberculin  tested  in 
1931  and  again  in  1935.  While  the  age 
groups,  the  amount  and  source  of  the 
tuberculin  given  were  constant,  from 
1931  to  1935  the  percentage  of  positive 
reactors  was  reduced  by  one-half — 
namely  from  about  fifty  per  cent  to  a 
little  over  twenty-five  per  cent.  This  rapid 
reduction  in  the  incidence  of  tubercu- 
losis infection  in  the  young  as  reported 
by  so  many  observers  is,  in  our  mind, 
difficult  to  entirely  explain;  for  example, 
in  our  particular  communities,  no  unusual 
program  had  been  carried  out  to  un- 


cover and  isolate  disseminators  of  tu- 
bercle bacilli  during  those  four  years,  in 
which  there  was  such  a tremendous  re- 
duction in  the  incidence  of  infection. 

On  the  other  hand,  it  would  appear, 
at  least  in  many  communities,  that  the 
number  of  recorded  tuberculosis  cases 
is  constantly  on  the  increase,  perhaps  not 
due  to  an  increasing  morbidity  but  rather 
to  a more  intensive  case-finding  pro- 
gram. 

Isolation  of  carriers  of  bacilli  by  hos- 
pitalization, in  addition  to  the  increased 
use  of  ambulatory  artificial  pneumothor- 
ax treatment,  which  changes  many  pa- 
tients from  open  to  closed  cases,  has 
been  no  doubt  a factor  in  the  prevention 
of  spreading  bacilli  to  their  human  asso- 
ciates. Again,  the  improved  technic  of 
milk  pasteurization  and  more  complete 
eradication  of  bovine  infection  by  tu- 
berculin-testing may  be  additional  fac- 
tors in  the  reduction  of  the  amount  of 
infection. 

As  to  the  wholesale  tuberculin-testing 
and  x-raying  of  the  public  school  chil- 
dren, we  will  first  present  briefly  the 
results  of  our  study  in  Rockland  County. 

The  work  was  instituted  in  the  Spring 
of  1931,  selecting  the  seventh  and  eighth 
grades  and  all  the  four  year  high  school 
students. 

Procedure 

.5  Mg.  of  old  tuberculin  was  ad- 
ministered by  the  Mantoux  method.  To 
January  1937,  10,033  pupils  or  eighty-five 
per  cent  of  the  total  school  population 
gave  consent  and  received  the  tuberculin 
test.  Of  this  number,  4544  or  forty-five 
per  cent  were  positive  to  tuberculin,  all 
of  whom  were  x-rayed  with  portable 
equipment  on  celluloid  films.  All  students 
with  questionable  x-ray  shadows  in  their 
films  were  re-x-rayed  at  the  sanatorium 
with  high-powered  equipment. 
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Results 

Of  the  10,033  pupils  examined,  there 
were  found: 


Manifest  disease 102  or  1.0% 

Childhood  type  healed 479  or  4.8% 

Observation 455  or  4.5% 


From  these  figures,  it  would  seem  that 
one  per  cent  of  over  10,000  children  was 
a large  percentage  to  find  with  active 
disease.  This  number,  we  now  believe, 
was  indeed  far  too  high;  subsequent 
re-examinations  placed  a great  many  of 
those  cases  in  either  the  observation  or 
apparently  healed  group.  In  fact,  of  the 
entire  number,  a recent  review  covering 
the  period  from  one  to  seven  years  re- 
veals the  fact  that  but  ten  (one-tenth  of 
1 °/o)  were  in  need  of  any  kind  of  treat- 
ment. It  is  interesting  to  note  that  no 
deaths  from  tuberculosis  have  occurred 
in  this  group  of  students  since  the  survey 
was  begun. 

One  hundred  and  six  parents  of  the 
children  whose  x-rays  revealed  massive 
infection  were  also  x-rayed — forty-four 
fathers  and  sixty-two  mothers.  But  two 
active  cases  were  discovered,  not  a 
very  productive  finding,  although  a total 
of  thirty-eight  films  showed  the  presence 
of  some  abnormal  shadows,  the  ma- 
jority of  whom  were  classified  as  mini- 
mal arrested  or  the  healed  childhood 
type  of  tuberculosis  and  of  but  little 
clinical  significance.  It  was,  however, 
quite  possible  that  some  were  the  original 
disseminators  of  the  tubercle  bacilli. 

In  addition,  there  were  x-rayed  609 
members  of  the  faculty,  most  of  whom 
were  classroom  teachers ; five  active  and 
seventeen  arrested  cases  were  un- 
covered. 

In  comparison,  we  now  wish  to  briefly 
present  the  results  of  1,091  definitely 
known  contact  cases  who  were  examined 
during  the  past  five  years.  There  were 
none  included  in  this  group  who  were 
referred  by  physicians,  on  account  of 
having  or  being  suspected  of  having 
tuberculosis.  They  were  merely  those 
apparently  well  who  were  urged  to  re- 
port for  examination  because  of  having 
been  at  sometime  exposed  to  an  open 
case  of  tuberculosis. 

The  following  were  the  findings : 


Far  advanced 7 

Moderately  advanced  15 

Minimal  82 

Childhood  and  arrested  adult  type 35 

Negative 952 

Cases  with  positive  findings (13%)  139 


It  is,  therefore,  obvious  how  important 
it  is  to  thoroughly  examine  the  contacts 
before  attempting  to  explore  new  and 
less  fruitful  fields. 

Summary 

The  methods  which  have  been  used  in 
the  past  to  detect  early  tuberculosis 
have  proven  far  from  satisfactory.  This 
is  evidenced  by  the  fact  that  eighty  per 
cent  of  the  sanatoria  beds  in  this  country 
are  occupied  by  patients  who  are  either 
in  the  moderately  or  far  advanced  stage 
of  the  disease. 

Further  education  of  the  public,  as 
well  as  of  the  medical  profession,  in  the 
symptoms  and  signs  of  the  disease  has 
failed  to  accomplish  the  desired  results, 
and  the  reasons  are  obvious  to  those  of 
us  who  are  engaged  in  the  clinical  side 
of  tuberculosis ; namely  that  early  tu- 
berculous lesions  frequently  cause  none 
of  the  more  common  symptoms  such  as 
cough,  loss  of  weight,  fever,  hemopty- 
sis, and  malaise.  It  is,  therefore,  apparent 
that  some  other  course  must  be  pursued. 

It  is  our  belief  that  with  the  present 
status  of  the  tuberculosis  problem  con- 
fronting us,  a very  large  percentage  of 
the  general  population  will  eventually  be 
x-rayed  or  fluoroscoped  for  the  detec- 
tion of  tuberculosis.  With  the  increased 
use  of  the  Roentgen  ray  by  the  general 
practitioner  in  his  office,  the  time  is  not 
remote  when  he  will  play  the  important 
part  in  the  diagnosis  of  this  disease,  but 
he  needs  special  instruction  in  the  radio- 
graphic  interpretation  of  the  chest. 

While  we  have  been  skeptical  in  the 
value  of  fluoroscopy  as  a means  of  de- 
tecting early  pulmonary  pathology,  and 
are  still  without  experience,  it  would 
appear  from  numerous  reports  that  in 
skilled  hands  x-ray  screening  is  proving 
of  great  value  and  is  being  convicted  of 
but  three  to  four  per  cent  error. 

The  progress  made  in  the  examination 
of  high  school  and  college  students  to- 
gether with  the  further  investigation  of 
their  homes  for  the  source  of  infection 
is  indeed  commendable,  but  we  are  of 
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the  opinion  that  this  procedure  of  itself 
is  entirely  inadequate  to  make  an  appreci- 
able “dent”  in  the  tuberculosis  morbidity 
and  mortality. 

We  are  in  favor  of  continuing  this 
investigation  where  funds  and  personnel 
are  available ; the  educational  value  to 
the  public  alone  would  warrant  it,  but 
some  other  new  methods  must  be  pursued. 

It  is  generally  understood  that  con- 
certed activity  should  be  directed  toward 
the  known-contact  group,  since  continued 
investigation  at  this  source  will  bear  the 
greatest  fruits  for  the  amount  of  effort 
and  money  expended. 

It  has  been  laid  down  as  an  axiom  by 
Danish  tuberculosis  specialists  that  until 
the  possibilities  of  all  contact  cases  have 
been  exhausted,  a community  or  school 
survey  must  be  regarded  as  an  expensive 
luxury. 

Our  next  step  should  be  to  concentrate 
our  efforts  on  those  engaged  in  industry, 


particularly  special  groups  of  young  wo- 
men, as  well  as  those  of  the  male  popula- 
tion who  mainly  come  in  the  age-group 
of  relatively  high  morbidity  and  mor- 
tality. The  time  is  ripe  when  we  should 
investigate  this  field  more  intensely. 

It  would,  therefore,  appear  that  whole- 
sale diagnosis  of  early  pulmonary  tu- 
berculosis hinges,  at  the  present,  on 
radiological  examination  of  the  lungs  of 
as  many  persons  as  possible,  the  appar- 
ently well  included. 

While  it  may  be  impractical,  I am 
inclined  to  agree  with  the  British  tuber- 
culosis medical  officer  whose  assistant 
erred  and  radiographed  an  apparently 
well  person.  The  young  assistant  ex- 
pected to  be  severely  censored  by  his 
superior,  but  instead  the  reply  of  the 
physician  was  “Young  man,  you  have  no 
cause  for  regret;  we  have  just  proved 
that  another  Englishman  is  free  from 
tuberculosis.” 


AMERICAN  ASSOCIATION  FOR  THE  STUDY  OF  GOITER 


The  American  Association  for  the  Study 
of  Goiter,  pursuant  to  its  accepted  invitation 
and  to  correspondence  with  the  Honorary 
Presidents  and  Attending  Members  of  the 
First  and  Second  International  Goiter  Con- 
ferences, announces  that  the  Third  Interna- 
tional Goiter  Conference  is  to  convene  in 
Washington,  D.  C.,  September  12  to  14. 

The  subjects  proposed  for  discussion  are 
as  indicated  in  the  accompanying  tentative 
program. 

Physicians  and  others  in  the  United 
States  and  in  other  countries  desirous  of 
participating  in  the  Program  are  requested 
to  submit  titles  at  their  earliest  convenience. 
Since  the  time  which  it  is  possible  to  allocate 
on  the  program  is  obviously  limited,  it  will 
be  necessary  for  the  Program  Committee  to 
exercise  its  best  judgment  in  the  selection  of 
speakers  and  to  insist  without  exception  that 
the  speakers  conform  to  the  time  allocated 
to  them. 

Manuscripts  of  addresses,  papers,  and  dis- 
cussions delivered  or  read  at  the  meetings 
are  to  be  published  in  extenso  in  the  form  of 
transactions. 

The  official  language  of  the  Conference 
shall  be  English.  Interpreters  will  be  fur- 
nished for  papers  read  in  other  languages. 

For  further  information  concerning  the 
Conference,  communicate  with  the  officers  of 
The  American  Association  for  the  Study 
of  Goiter  or  the  Chairman  of  the  Program 


Committee,  Allen  Graham,  M.D.,  2020  E. 
90  St.,  Cleveland,  Ohio. 


First  Day 


Subject:  Endemic  Goiter , Cretinism , and 

Myxedema 


Etiology- 

Pathology 

Types 

Geographic  Distribution 


Iodine 
Prophylaxis 
Thyroiditis 
Malignant  Goiter 


Second  Day 

Subject:  The  Thyroid  in  relation  to  Metab- 

olism. Nutrition  and  Endocrine 
Glands.  Physiological  and  Pathologi- 
cal Interrelationship  and  Clinical  Ap- 
plication 

Oxidation  Parathyroid 

Sugar  Metabolism  Pituitary 

Water  Balance  Adrenals 


Third  Day 


Subject:  Hyperthyroidism 


Basal  Metabolism 
Iodine 

Complications 
Recurrences 
Goiter  Heart 


Types : Diffuse  Toxic 
Goiter  Nodular 
Toxic  Goiter 


Treatment:  Nonsurgi- 
cal 

Surgical 


The  subdivisions  under  the  subjects  above  are 
for  illustrative  purposes  only  and  are  not  to  be 
considered  as  all  inclusive  or  exclusive. 


ANESTHETIC  PRACTICES 

Organization  in  a Teaching  Hospital 

E.  A.  Rovenstine,  M.D.,  New  York  City 
From  the  Division  of  Surgery , Department  of  Anesthesia,  New  York  University  College  of 
Medicine  and  the  Division  of  Anesthesia,  Bellevue  Hospital 


The  field  of  anesthesia  is  at  the  pres- 
ent disordered.  There  is  increasing  un- 
easiness over  its  development.  The  prin- 
cipal underlying  cause  for  this  agitation 
is  a more  serious  effort  by  surgeons  to 
reduce  surgical  mortality  and  morbidity. 

Surgery  has  improved  its  technics  until 
they  have  reached  a high  degree  of  re- 
finement, asepsis  has  been  well  devel- 
oped, pathology  has  advanced  equally 
with  surgery,  and  diagnosis  is  scien- 
tifically established  with  x-ray,  labora- 
tory, and  other  aids.  Notwithstanding 
this  progress  the  anticipated  results  have 
not  materialized.  The  removal  of  diseased 
organs  and  tissues  has  not  always  insured 
a favorable  result  and  surgery  has  come 
to  direct  its  attention  more  and  more  to- 
ward functional  derangement  of  the  body 
as  a whole.  This  physiological  conception 
has  led  to  the  adoption  of  every  medium 
to  protect  the  organism  and  aid  in  its 
natural  defenses.  It  has  stimulated  at- 
tempts to  eliminate  every  factor  that  might 
mitigate  against  the  patient’s  convales- 
cence and  recovery.  It  has  brought  atten- 
tion to  anesthesia  with  the  realization  that 
surgical  results  are  influenced  by  changes 
at  operation,  that  delay  in  postoperative 
convalescence  is  often  postanesthetic  de- 
lay, and  that  postoperative  mortality  may 
often  be  due  to  anesthesia. 

A further  cause  for  the  restive  state  of 
anesthesia  may  be  found  in  the  recent 
rapid  and  phenomenal  accomplishments 
attending  the  extension  of  surgical 
therapy  to  all  regions  of  the  body.  The 
brain,  heart,  lungs,  the  entire  nervous 
system  are  now  the  objects  of  therapeutic 
adjustments  by  surgery.  The 'methods  for 
anesthesia  that  seemed  adequate  when 
manipulations  were  practically  restricted 
to  extremities,  the  abdomen  or  superficial 
structures  are  definitely  found  inadequate 
for  many  of  the  modern  operative  proce- 
dures. 


The  manifestations  of  this  disturbance 
in  anesthesia  are  constantly  observed  in 
the  complexity  of  methods,  the  elaborate 
anesthetic  appliances,  and  the  continual 
procession  of  new  drugs.  Orthodox  in- 
halation technics  are  being  replaced  by 
spinal  and  regional  anesthesia,  by  rectal 
and  intravenous  administration  of  a sur- 
prisingly large  number  of  unrelated  chem- 
ical preparations.  Ream  after  ream  of 
printed  pages  in  transactions,  periodicals, 
and  books  keep  up  an  endless  supply  of 
information  on  anesthesia,  information 
which  too  frequently  obscures  the  truth, 
distorts  the  facts,  and  adds  to  the  con- 
fusion. Undergraduate  medical  students, 
bewildered  by  the  unsettled  instruction  or 
lack  of  instruction,  are  rarely  enlightened. 
Lack  of  interest  by  their  preceptors  often 
encourage  them  to  neglect  anesthesia. 
Interns  are  intrigued  with  such  exer- 
cises as  tracheal  intubation,  various  nerve 
blocks,  with  new  drugs,  and  with  impres- 
sive devices  for  inhalation  anesthesia  but 
are  infrequently  privileged  to  master  the 
practical  use  of  them. 

The  present  state  of  unrest  is  unmis- 
takable evidence  that  anesthesia  has  failed 
to  meet  the  demands  imposed  upon  it  by 
the  progress  of  medicine  and  the  rapid 
strides  of  surgery;  a failure  due  to  its  in- 
significant status  in  the  medical  curricu- 
lum, to  the  attitude  of  surgery  generally 
to  the  subject,  and  to  the  low  standards 
of  training  in  the  science  of  anesthesia. 
Contributing  also  to  the  misfortune  is  the 
present  economic  fear  and  uncertainty 
which  not  infrequently  caused  the  pro- 
fession and  hospitals  to  be  dominated  by 
a motive  of  profit  with  the  anesthetic 
service  a necessary  vehicle.  Add  also  to 
the  neglect  the  fact  that  anesthesia  has 
often  been  guided  by  those  who  have 
not  the  scientific  background  apposite  to 
progress,  or  whose  teaching  never  devel- 
oped the  bent  of  mind  to  investigate  or 
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interpret,  and  others  who  quickly  fell  into 
the  sad  error  of  thinking  their  practices 
sufficient. 

The  need  in  anesthesia — if  it  is  to  be 
brought  in  proper  alignment  with  medical 
practice  and  other  medical  specialties,  if 
it  is  to  give  surgery  proper  assistance — 
is  appropriate  organization  in  medical 
schools,  in  teaching  institutions,  and  in 
hospitals.  The  proper  organization  for 
anesthesia  in  hospitals  is  the  more  com- 
plex problem  and  it  is  with  this  phase 
that  this  discussion  is  concerned.  Hos- 
pitals vary  within  wide  limits  and  a plan 
for  conducting  the  anesthesia  service  will 
need  be  altered  to  meet  the  different  con- 
ditions. A plan  for  the  hospital  connected 
with  a medical  school  may  not  be  effective 
for  the  large  or  small  hospital,  the  private 
or  charity  institutions,  or  the  hospital 
devoted  to  special  practices.  Any  organ- 
ization adapted  for  a teaching  hospital 
will  need  be  modified  to  conform  to  dis- 
similar conditions  in  other  institutions. 

Recently  there  has  been  inaugurated  a 
reorganization  of  the  anesthesia  service 
in  Bellevue  Hospital  (New  York  City). 
This  is  a large  municipal  institution  car- 
ing for  indigent  patients  exclusively  and 
coordinating  undergraduate  and  postgrad- 
uate medical  education.  The  organization 
is  not  yet  complete  but  the  progress  made 
has  won  the  approval  of  the  administrative 
departments,  the  medical  and  surgical 
staffs,  as  well  as  the  intern,  resident,  and 
nursing  staffs.  The  convincing  indorse- 
ment for  any  new  departure  in  hospital 
practice,  the  improvement  that  has  re- 
sulted in  the  care  of  patients,  is  not 
readily  gauged  by  concrete  measurements, 
but  the  statistical  data  now  available  are 
definitely  encouraging.  They  indicate  the 
trend  toward  more  economical  care  of 
patients,  shorter  hospitalization,  and  a 
decrease  in  morbidity  and  mortality.  Any 
department  of  anesthesia  should  be  organ- 
ized with  a purpose  of  improving  the  care 
of  patients  and  lightening  the  burden  of 
care  in  other  hospital  services.  In  a teach- 
ing institution  it  should  also  offer  an  op- 
portunity to  graduates  in  medicine  to 
receive  thorough  instruction  in  anesthesia. 
It  must  strive  to  advance  the  specialty 
through  investigation.  It  is  with  these 
ideals  that  the  organization  to  be  de- 
scribed was  attempted. 

The  anesthesia  department  in  Bellevue 


is  organized  as  a separate  unit  but  with 
a definite  appointment  as  an  accessory  to 
other  specialties,  not  exclusively  surgical 
but  more  particularly  so.  The  person- 
nel consists  of  a director  and  twelve 
assistants  together  with  an  office  staff.  The 
director  has  a medical  school  faculty  ap- 
pointment which  is  the  source  of  sufficient 
income  to  permit  exclusive  attention  to 
administration,  teaching,  investigation, 
and  clinical  practice  within  the  hospital. 
The  assistants  are  graduates  in  medicine 
who  have  completed  an  approved  intern- 
ship and  are  devoting  a minimum  of  two 
years  to  postgraduate  study  in  the  special- 
ty of  anesthesia.  They  are  classified  as 
residents  in  anesthesia  and  have  hospital 
connections  identical  to  those  of  the  resi- 
dent staff  of  other  departments.  Appoint- 
ment is  regulated  so  that  one-half  the  staff 
will  have  had  at  least  one  year  of  clinical 
experience.  Although  two  years  has  been 
determined  the  minimum  period  for  train- 
ing, certain  residents  who  demonstrate 
teaching  or  administrative  ability  are  re- 
tained beyond  this  time  for  additional  in- 
struction. The  resident  staff  are  quar- 
tered in  the  hospital  and  receive  a small 
cash  remuneration  together  with  mainte- 
nance. Those  with  more  than  two  years 
service  in  the  department  are  designated 
as  senior  residents  and  are  provided  a 
more  liberal  salary. 

The  principal  assignment  of  the  anes- 
thetist is  in  the  operating  amphitheatres. 
The  administration  of  anesthesia  is  his 
exclusive  duty.  There  he  is  presented 
with  clinical  experience  during  practically 
all  recognized  surgical  manipulations  for 
patients  representing  a wide  variety  of 
types  and  possessing  innumerable  compli- 
cations. All  methods  for  clinical  anes- 
thesia that  have  proven  merit  are  utilized. 
The  clinical  work  of  younger  men  on  the 
staff  is  closely  supervised  by  those  with 
more  experience.  The  assignment  as  an 
adjunct  to  surgical  therapy  is  not  con- 
fined to  the  operating  room  but  includes 
in  addition,  ward  duties.  Preanesthetic 
consultation  is  attempted  for  each  case. 
At  these  visits  an  evaluation  of  the  anes- 
thetic risk  is  completed,  the  anesthetic  re- 
gime, including  preoperative  preparation 
and  preanesthetic  medication  as  well  as 
the  anesthetic  agent  and  method,  is  agreed 
upon  by  the  house  surgeon  and  the 
anesthetist.  Unusual  and  more  serious 
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cases  are  visited  by  the  director  and  visit- 
ing surgeon  to  confirm  decisions  of  the 
resident  staff.  The  drugs  and  methods 
for  anesthesia  are  not  dictated  by  the 
anesthetist  nor  by  the  surgeon  but  are 
selected  after  consultation.  There  is  a 
definite  cooperative  effort  to  better  serve 
the  patient  by  individualizing  the  anes- 
thesia for  each  case  after  giving  con- 
sideration to  the  condition  of  the  patient, 
the  surgical  procedure  anticipated,  and 
the  risks  involved.  Postoperative  visits 
to  each  patient  by  the  anesthetist  is  an 
integral  part  of  his  assignment.  He  may 
then  offer  assistance  in  postanesthetic 
diagnoses  and  treatment.  The  latter  func- 
tion is  considered  of  greatest  importance. 
It  is  not  eclipsed  by  the  actual  administra- 
tion of  anesthetic  drugs. 

The  appointment  as  an  accessory  to 
the  surgical  specialties  does  not  limit  the 
anesthetist’s  activities  to  surgical  wards 
and  operating  rooms.  The  instruction 
and  training  in  the  prevention  of  asphyxial 
deaths,  the  anesthetist’s  knowledge  of  the 
pharmacological  action  of  depressant 
drugs,  and  the  physiological  principles  of 
resuscitation,  makes  his  service  of  value 
in  resuscitation  practices.  The  members 
of  the  anesthetic  department  actively 
assist  other  services  and  frequently  direct 
emergency  resuscitation  practices  through- 
out the  hospital. 

With  a knowledge  of  gases  and  the 
apparatus  employed  for  their  administra- 
tion, the  anesthetic  personnel  is  qualified 
and  does  assist  other  departments  in  the 
technical  administration  of  therapeutic 
gases.  Administration  of  oxygen,  helium, 
carbon  dioxide,  etc.,  is  supervised 
therapeutically  by  the  service  controlling 
the  patient  with  indications  for  such 
therapy.  The  technical  application  involv- 
ing the  use  of  gases  compressed  in  cylin- 
ders and  the  mechanical  devices  as  well 
as  their  dangers  and  limitations  is  familiar 
to  the  anesthetist  and  forms  part  of  his 
routine  operating  room  activities.  He  is, 
therefore,  equipped  to  lend  assistance  with 
these  procedures  wherever  they  are  in 
progress. 

The  department  of  anesthesia  has  es- 
tablished a clinic  with  a definite  purpose 
of  employing  methods  for  interrupting 
nervous  pathways  for  therapy  and 
diagnoses.  This  practice  does  not  belong 
to  anesthesia  alone  but  the  anesthetist 


by  application  and  experience  in  regional 
anesthesia  will  develop  ability  and  dexter- 
ity in  injecting  nervous  tracts  in  different 
parts  of  the  body.  Patients  with  intract- 
able pain,  various  algias,  vascular  dis- 
eases, anginas,  etc.,  are  treated.  Records, 
reports,  and  the  administrative  duties  are 
assigned  to  the  anesthetic  staff.  The 
manipulation  is  carried  out  by  the  mem- 
bers of  the  staff  and  those  of  other  de- 
partments who  are  interested. 

The  distribution  and  responsibility  for 
proper  maintenance  of  all  anesthetic  drugs 
and  equipment  is  the  responsibility  of  the 
department  and  a record  of  the  use  of 
these  agents  and  appliances  together  with 
their  costs  is  available.  It  is  of  interest 
to  note  that  the  reorganization  of  this 
department  has  been  effected  without 
adding  an  additional  financial  burden  to 
the  hospital’s  resources.  It  has  never  been 
presumed  that  the  organization  was  con- 
sidered with  a view  of  decreasing  expendi- 
tures nor  that  its  existence  was  justified 
because  it  was  more  economical.  How- 
ever, it  is  consistent  with  existing 
economic  conditions  and  with  proper 
teaching  that  economies  be  practiced  and 
taught.  It  was  found  possible  to  furnish 
this  anesthesia  service  without  increasing 
expenditure  despite  a larger  staff,  the  ac- 
quisition of  new  apparatus,  and  the  use 
of  a wider  variety  and  in  some  cases, 
more  expensive  agents.  This  was  ac- 
complished without  detracting  from  the 
primary  aims;  that  is,  better  and  safer 
anesthetic  care  for  the  patient  and  more 
convenient  operating  conditions  for  the 
surgeon. 

It  is  obligatory  that  the  teaching  pro- 
gram for  the  resident  staff  of  such  an 
organization  include  intensive  training  in 
all  features  of  the  modern  practice  of  the 
specialty.  Graduates  in  medicine  who 
have  already  completed  an  internship  and 
are  devoting  two  or  more  years  to  qualify 
as  specialists  deserve  adequate  instruction. 
The  attempts  to  fulfill  this  obligation  on 
the  part  of  the  hospital  and  the  director 
of  the  service  include  active  supervision 
and  direction  of  clinical  work  with  dem- 
onstrations and  discussions  of  clinical 
methods.  Provision  for  each  member  of 
the  staff  to  study  regional  anesthesia  by 
dissection  of  the  cadaver  under  the  com- 
bined direction  of  a surgeon  and  anes- 
thetist is  arranged.  The  department  con- 
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ducts  its  own  conferences  under  the  di- 
rection of  the  chief.  Weekly  meetings 
are  held  to  review  cases,  discuss  compli- 
cations, results,  etc.  At  intervals  the  staff 
meets  to  review  current  literature  relat- 
ing to  the  specialty,  to  review  basic  prin- 
ciples, and  to  receive  didactic  instruction 
from  the  director.  Leaders  in  some  re- 
lated phase  of  practice  are  frequently 
guest  instructors  at  these  colloquiums. 
Clinical  teaching  to  the  intern  and  house 
staff  on  other  services  is  made  available 
by  the  older  members  of  the  department 
of  anesthesia.  Undergraduate  instruction 
and  intern  training  with  which  this  re- 
port is  not  concerned,  is  also  organized. 

It  is  an  expressed  opinion  that  the 
function  of  a teaching  organization  is  not 
alone  the  distribution  of  knowledge  but 
the  accumulation  of  new  knowledge  as 
well. 

This  department  includes  clinical  and 


laboratory  investigation  as  an  integral 
part  of  its  assignment.  Arrangements 
are  complete  for  collaboration  with  the 
various  hospital  laboratories  and  with 
the  basic  science  departments  of  the  med- 
ical school.  Each  member  of  the  staff  is 
constantly  engaged  in  an  investigation  in 
the  clinic  under  close  supervision  and  with 
adequate  trained  assistance.  In  the  labora- 
tories, individuals  from  the  staff  are  as- 
signed to  work  with  those  more  experi- 
enced in  research,  investigating  problems 
that  have  anesthetic  application.  Oppor- 
tunities are  frequently  presented  to  the 
staff  for  participation  in  scientific  pro- 
grams within  the  hospital,  or  by  local  and 
other  organizations.  Encouragement  is 
given  to  activities  in  societies  represent- 
ing the  specialty,  to  the  preparation  of 
reports  with  merit,  and  to  efforts  toward 
the  advancement  of  anesthetic  practices. 
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EPSTEIN  SPEAKS 


Abraham  Epstein,  Executive  Secretary 
of  the  American  Association  for  Advance- 
ment of  Social  Legislation,  New  York 
City,  and  one  of  the  foremost  promoters 
of  health  insurance  in  the  United  States, 
was  a speaker  at  a meeting  of  the  Forum 
held  in  Topeka  on  November  30  says  the 
Journal  of  the  Kansas  Medical  Society. 

Mr.  Epstein’s  subject  was  the  Social  Se- 
curity Act,  which  he  criticized  severely 
from  the  standpoint  that  it  does  not  pro- 
duce enough  benefits,  and  that  its  financing 
is  obtained  from  all  persons  instead  of  the 
well  to  do.  He  stated  frankly  that  his 
advice  had  not  been  accepted  in  the  prepa- 
ration of  the  Act,  which  he  thought  was 
to  its  material  detriment.  A sample  of  his 
talk  is  as  follows:  “We  have  a poor  ma- 
chine, a poor  driver,  and  we  are  going 
down  hill.” 


During  the  discussion  following  his  talk 
he  was  asked  several  questions  concerning 
his  attitude  on  health  insurance.  Among 
these  questions  were:  “If  he  believes  that 
health  insurance  is  economically  sound, 
would  he  be  willing  to  provide  beneficiaries 
with  cash  payments  whereupon  they  might 
secure  their  own  service  rather  than  medi- 
cal service  itself?”  If,  as  he  evidenced, 
he  feels  that  the  English  system  is  superior 
to  that  of  the  United  States,  how  does  he 
account  for  the  fact  that  morbidity  and 
mortality  in  that  country  are  less  favor- 
able?” “Assuming  that  the  minimum  cost 
of  a health  insurance  plan  in  Kansas  would 
be  $40,000,000  per  year,  which  is  twice 
the  general  budget  of  the  state,  how  does 
he  propose  to  obtain  financing?” 

His  answers  to  these  questions  were  eva- 
sive. 


The  Salmon  Committee  on  Psychiatry  and 
Mental  Hygiene  invites  the  medical  profes- 
sion and  their  friends  to  the  Sixth  Series  of 
Thomas  William  Salmon  Memorial  Lectures 
to  be  given  by  Dr.  David  Kennedy  Hender- 
son, Physician  Superintendent  of  the  Royal 
Edinburgh  Hospital  for  Mental  Disorders, 
Scotland,  on  April  18,  19  and  20  at  8 :30  p.m. 
at  the  New  York  Academy  of  Medicine. 

Dr.  Henderson  will  speak  on  Psychopathic 


States  considered  from  the  view  of  1.  Their 
place  in  Psychiatry;  2.  Their  characteristics 
as  evidenced  by  aggression,  inadequacy,  and 
creativeness;  3.  Their  understanding  and 
synthesis. 

Dr.  Henderson  is  Professor  of  Psychiatry 
at  the  University  of  Edinburgh  and  is  well- 
known  as  a consultant  and  lecturer.  He  was 
a major  in  the  World  War  and  the  author 
of  several  papers  on  the  War  Psychoses. 


TEACHING  NEUROLOGY  TO  UNDERGRADUATE 
MEDICAL  STUDENTS 

Lloyd  H.  Ziegler,  A.M.,  M.D.,  Albany 
Professor  of  Neurology  and  Psychiatry,  Albany  Medical  College 


Nervous  tissue  makes  up  slightly  more 
than  two  per  cent  of  the  whole  adult 
body.  It  is  somewhat  heavier  than  the 
lungs  and  not  as  heavy  as  the  liver.  Un- 
like these  very  vital  structures  that  are 
relatively  homogeneous  and  simple  in 
function,  the  nervous  system  is  complex 
chemically,  morphologically,  and  func- 
tionally. If  the  human  body  could  be 
placed  in  a chemical  that  would  dissolve 
all  except  nervous  tissue,  a phantom  gos- 
samer-like structure  would  result,  retain- 
ing the  shape  of  the  body  and  its  organs. 
One  could  not  look  at  such  a web  with- 
out suspecting  that  nervous  tissue  is  a 
great  receptive  center,  a greater  coordina- 
tor than  the  vascular  and  lymph  streams, 
and  a great  message  carrier.  Because 
the  front  end  of  an  animal  meets  with 
most  stimuli,  the  accumulation  of  master 
tissue  has  been  greatest  in  the  head.  Such 
elemental  stimuli  as  environmental  tem- 
perature, light,  tactile  irritants,  watery 
and  gaseous  solutions,  gravity  and  noise, 
together  with  man’s  inner  urges,  and  en- 
vironment— all  these  have  eventuated  in 
the  development  of  a nervous  system, 
accretion  upon  accretion,  which  reveals 
the  evolution  of  man  in  the  same  manner 
that  fossils  disclose  knowledge  of  the 
geologic  ages. 

Ranking  third  among  the  causes  of 
death  in  the  continental  United  States  in 
1935,  vascular  lesions  of  the  brain  alone 
amounted  to  slightly  over  eight  per  cent 
of  all  causes.  In  large  hospitals  and 
clinics  equipped  to  receive  patients  of  all 
kinds,  about  ten  per  cent  of  the  admis- 
sions are  cared  for  on  neurologic  and 
psychiatric  services.  Nearly  forty  per 
cent  of  patients  regularly  admitted  to  a 
psychiatric  service,  which  does  not  select 
its  clientele,  have  lesions  of  the  nervous 
system  which  can  be  related  to  the  break- 
down of  personality  functions.  Such 
neurobiologic  and  clinical  facts  as  these 
are  only  a few  of  many  that  indicate  the 
need  for  special  study  of  the  nervous  sys- 


tem in  order  to  understand  factors  that 
sustain  or  interfere  with  one’s  integrity. 

Bearing  in  mind  that  medical  colleges, 
on  the  whole,  present  basic  training,  leav- 
ing specialization  to  the  graduate  years, 
what  should  be  the  undergraduate  experi- 
ence in  neurology  consistent  with  these 
views?  To  attempt  to  answer  this  ques- 
tion presupposes  some  knowledge  of  the 
prospective  student,  of  facilities  for  teach- 
ing, and  some  traditions  relating  to  neu- 
rology. 

Students  with  presumably  more  than 
average  zest  for  intellectual  pursuits, 
but  often  with  mediocre  habits  of  study, 
enter  the  medical  college  with  some  knowl- 
edge of  physics,  chemistry,  and  biology. 
Important  as  these  academic  acquisitions 
may  be,  especially  biology,  it  should  not 
be  forgotten  that  the  medium  of  commu- 
nication between  the  prospective  physician 
and  his  patient  is  language,  which  cer- 
tainly has  not  been  overstressed.  This 
may  account  for  the  avidity  with  which 
some  physicians  tend  to  pursue  test-tube 
or  other  laboratory-test  data  before  ob- 
taining an  adequate  verbal  report  of  the 
illness  from  the  patient.  Furthermore, 
such  a report  usually  presents  very  per- 
sonal factors,  the  understanding  of  which 
requires  a considerable  knowledge  of  hu- 
man nature,  which  is  certainly  no  less 
important  than  the  material  studied  in 
the  laboratory. 

One  needs  but  inquire  of  physicians 
who  were  graduated  in  the  past  few  de- 
cades to  learn  that  neuroanatomy  too 
often  meant  the  memory  pursuit  of  a 
mass  of  long  names  associated  with  pic- 
tures in  textbooks,  rather  than  specimens, 
and  that  there  had  been  little  attempt 
to  classify  structure  and  function  in  terms 
of  their  likely  everyday  importance.  Un- 
der such  conditions,  the  septum  pellu- 
cidum  was  as  important  as  the  internal 
capsule,  and  both  tended  to  disappear 
from  memory  at  about  the  same  rate. 
Too  often  neuroanatomy  and  neurophy- 
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siology  were  taught  as  separate  and  dis- 
tinct courses,  when,  in  reality,  they  are 
inseparable,  and  should  be  given  as  far 
as  possible  in  close  association  with  path- 
ologic and  clinical  demonstrations.  That 
nervous  tissues  require  special  methods 
of  fixing  and  staining  was  often  ignored. 
Neurologic  diseases  were  interpreted  as 
incidental  complications  of  internal  med- 
ical or  surgical  diseases  and  implied  a 
rather  hopeless  prognosis.  This  tended, 
with  exceptions  among  the  more  coura- 
geous and  inquiring,  to  stultify  interest 
in  this  important  subject. 

Except  in  large  centers,  there  were  too 
few  trained  and  interested  workers  in 
neurology  to  counteract  the  indifference 
and  adverse  traditions  that  permeated 
teaching  staffs  in  general.  The  courage 
of  those  who  stood  up  against  such  in- 
sidious attitudes  and  insisted  on  the  sig- 
nificance of  the  nervous  system  in  health 
and  disease  is  deserving  of  great  esteem. 
The  autonomy  of  neurology  is  not  suffi- 
ciently respected  even  to  this  day,  which 
fact  may  be  conclusively  demonstrated  by 
surveying  conditions  in  almost  any  gen- 
eral teaching  hospital. 

Ideally,  it  would  seem  to  be  wise  to 
study  man  equipped  with  a nervous  sys- 
tem, rather  than  a nervous  system  that 
dominates  man.  How  the  nervous  sys- 
tem came  into  being;  the  why  of  its  shape 
and  function;  how  it  can  fail  of  develop- 
ment or  succumb;  and  what  adjustments 
can  be  made  to  its  congenital  and  ac- 
quired faults,  suggest  in  a general  way 
topics  especially  worthy  of  study.  A 
bird’s-eye  view  is  desired.  Thus  psycho- 
biology, neuroanatomy,  neurophysiology, 
neuropathology,  psychopathology,  and 
clinical  demonstrations,  all  correlated  as 
closely  as  possible,  would  tend  to  give 
opportunity  for  the  student  to  acquire 
the  natural  history  concept  of  a great 
system  in  its  relation  to  man’s  behavior. 

Psychobiology  is  the  study  of  the  liv- 
ing, acting,  thinking,  emotion-generating 
man.  The  evolution  of  these  functions 
deserves  consideration  and  serves  to  make 
it  clear  that  the  nervous  system  plays  an 
important,  but  not  complete,  part  in  the 
behavior  of  the  whole.1  This  should  be 
introduced  as  a basic  science,  preferably 
in  the  first  year  of  training. 

Neuroanatomy2  and  neurophysiology3 
— an  inseparable  unit  of  knowledge — 


should  be  presented  by  anatomists,  phy- 
siologists, and  clinicians  to  enable  stu- 
dents to  get  divergent  points  of  view. 
Simple  modelling  of  the  brain  stem  in 
colored  clays  should  serve  to  vivify  im- 
portant structures.  It  is  obvious  that 
this  slightly  over  two  per  cent  of  man’s 
tissue  needs  to  be  studied  with  regard 
to  how  it  cooperates  with  the  muscles  that 
help  man  to  survive  by  locomotion  and 
the  coordinated  use  of  the  hands ; how  it 
receives  stimuli  by  way  of  the  sensory 
systems ; how  it  mediates  reflexes  at  vari- 
ous segmental  levels ; how  it  brings  about 
cooperative  action  of  muscles  in  defense 
against  gravity;  in  fact,  how  vital  it  is 
to  other  forms  of  man’s  expression. 
Hughlings  Jackson  pointed  out  long  ago 
that  if  nervous  tissue  alone  is  stimulated, 
its  function  is  increased ; whereas,  if  it  is 
destroyed,  its  function  is  deleted.  Lesions 
of  the  nervous  system  often  affect  func- 
tion at  points  far  removed  from  their  site. 
It  has  also  been  pointed  out  that  those 
portions  of  the  nervous  system  which 
work  in  opposition  to  each  other  are  as- 
sociated with  signs  requiring  concepts  of 
relativity  not  easy  to  evaluate,  the  pupil 
of  the  eye  being  an  example.  In  the 
neuropathological  laboratory,  by  the 
study  of  brains,  spinal  cords,  and  nerves, 
the  student  may  well  be  able  to  see  the 
truth  of  Jackson’s  observations.  To  be- 
come fascinated  by  gross  and  microscopic 
examples  of  infections,  vascular  and  de- 
generative lesions,  traumata,  neoplasms, 
toxic  insults,  and  anomalies,  should  not 
only  enrich  the  previous  study  of  anat- 
omy and  physiology,  but  should  prepare 
the  way  for  an  understanding  of  those 
disturbances  of  personal  function  which 
are  to  be  seen  in  the  clinic.  Much  has 
been  accomplished  if  students  become 
thoroughly  inoculated  with  the  import- 
ance of  the  necropsy  as  a great  and  life- 
long opportunity  for  learning. 

Psychopathology  is  the  study  of  cer- 
tain outstanding  biogenic  deviations  in 
personal  function  that  interfere  with  use- 
fulness and  comfort.  Perhaps  neurolog- 
ists in  the  past  had  become  too  mechan- 
istic in  their  endeavors  to  explain  much 
of  human  behavior  in  terms  of  lesions; 
this  shifting  of  the  responsibility  of  con- 
duct to  lesions  was  pleasing  to  those  pa- 
tients who  found  it  difficult  to  assume 
such  responsibilities  themselves.  The  stu- 
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dent  of  psychopathology  learns  that  neu- 
ropathologic  lesions  may  be  causes,  ef- 
fects, or  even  be  absent  in  serious  dis- 
turbances of  personal  function,  as  the 
following  examples  demonstrate.  A pa- 
tient with  a broken  leg  may  be  rendered 
more  unhappy  by  the  restriction  of  his 
activity  than  by  the  local  pain  at  the  frac- 
ture site.  The  physician  that  does  not 
understand  human  nature  can  easily  con- 
fuse one  of  these  distresses  with  the 
other.  Catatonia  may  resemble  Parkin- 
sonism. The  elated  patient,  disregard- 
ing the  ordinary  rules  of  safety,  may 
fracture  his  skull.  A pseudohemiplegia 
may  resemble  a syndrome  produced  by 
an  intracranial  vascular  lesion.  A diple- 
gic-like  dysbasia  may  suggest  the  resi- 
duals of  a myelitis.  The  anorexia  of  a 
depressed  patient  may  lead  to  pellagra 
with  resultant  brain  damage.  Emotional 
disturbances  may  so  affect  respiration  as 
to  produce  hyperventilation  tetany.  More 
than  one  neurotic  patient  has  had  a brain 
tumor.  These  examples,  among  many 
that  might  be  given,  make  it  imperative 
to  embrace  broad  concepts  of  disorders 
of  personality  function.  A mere  diagnos- 
tic label  is  less  important  than  the  accur- 
ate recording  of  symptoms  and  signs.  Ob- 
jectivity of  observation  is  essential. 

Clinical  demonstrations  should  enable 
students  to  become  familiar  with  those 
phenomena  which  require  a special  study 
of  the  nervous  system.  Headache,  syn- 
cope, convulsions,  dizziness,  tinnitus, 
pain,  paresthesia,  anesthesia,  paralysis, 
muscle  atrophy,  incoordination,  tremor, 
fibrillary  muscle  twitching,  choreiform 
movements,  athetosis,  spasms,  tics,  visual 
disturbances,  hearing  and  speech  defects, 
dysphagia,  disturbances  of  bladder,  rectal, 
and  sexual  function — all  of  these  require 
a facility  of  observation  and  examination 
which  constitutes  the  difference  between 
intelligent  medical  practice  and  guessing. 
Students  also  should  be  responsible  for 
observing  as  many  of  the  above  as  pos- 
sible, whether  on  medical,  surgical,  or 
neurologic  services.  The  sound-record- 
ing cinema  should  prove  to  be  helpful 
in  collecting  and  preserving  the  manifes- 
tations of  disability,  thus  enriching  the 
student’s  experience. 

To  be  able  to  know  that  disease  of  the 
nervous  system  is  present,  its  location, 
and  what  the  etiologic  agent  may  be. 


implies  accuracy  of  observation  and  use 
of  instruments  of  precision  into  which 
medical  students  should  be  initiated.  In 
order  not  to  be  a hollow  mystery  or  a 
stab  in  the  dark,  therapy  should  be  based 
as  far  as  possible  on  known  etiology. 
Students  should  see  and  follow  the  in- 
vestigations leading  to  therapy,  but  should 
have  relatively  little  responsibility  in  car- 
rying out  those  procedures  which  belong 
to  graduate  training.  It  is  fundamental 
to  expect  them  to  know  which  diseases 
are  best  treated  by  surgical  methods  and 
which  by  drugs  and  physical  therapy. 
To  treat  a patient  with  well-defined  mul- 
tiple sclerosis  for  rheumatism  and  ex- 
haust his  financial  resources,  as  has  often 
been  done,  is  not  a mistake  that  the 
medical  student  with  adequate  training 
in  neurology  is  likely  to  make. 

Too  much  detail  has  perhaps  been  ex- 
pected of  the  very  busy  medical  student, 
but  when  possible,  some  knowledge  of 
historic  facts  should  help  to  make  clear 
our  continuity  with  the  past.  Richard 
Bright,  known  primarily  for  the  disease 
which  bears  his  name,  gave  to  the  world 
a century  ago,  drawings  and  descriptions 
of  neurologic  disease  which  should  be  an 
inspiration  to  any  student.  What  did  Ba- 
binski,  Kernig,  Sydenham,  or  Parkinson 
say  in  original  descriptions  of  signs  or 
disorders  designated  by  their  names  ? Who 
discovered  the  usefulness  of  surgery  for 
trigeminal  neuralgia?  Brain-cutting  and 
clinical  neuropathological  conferences  af- 
ford rare  opportunities  for  enriching  the 
student’s  experience  about  life  and  the 
nervous  system,  especially  when  clinical 
case  material  is  not  abundant.  At  the 
end  of  four  years  of  training  a compre- 
hensive oral  examination,  including  a 
reasonable  knowledge  of  all  subjects 
taught,  should  prove  helpful  in  welding 
the  whole  together  into  a workable  unit 
of  knowledge.  Emphasis  on  accuracy 
of  observation  and  reasoning  analysis  is 
preferable  to  memorization  of  a mass 
of  meaningless  syndromes. 

The  coordinating  functions  which  the 
nervous  system  subserves  magnify  tre- 
mendously the  importance  of  that  small 
fraction  of  the  body  tissue,  that  gossamer 
web,  those  tentacles  to  the  inner  and  out- 
er environment.  This  fact,  together  with 
the  stimulating  influences  exerted  by  the 
rapid  development  of  neurologic  surgery, 
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the  neurologic  problems  growing  out  of 
the  World  War  and  the  epidemic  of 
encephalitis,  and  the  numerous  maladapta- 
tions  consequent  upon  increasingly  com- 
plex living,  have  all  conspired  to  empha- 
size the  necessity  for  a greater  study  of 
the  personal  functions  of  man.  The  teach- 
ing of  neurology  to  undergraduate  med- 
ical students  resolves  itself  into  the  task 
of  providing  suitable  opportunities  for 
learning  about  life  and  how  the  nervous 
system  relates  to  it.  To  be  able  to  ob- 
serve accurately,  read  with  focus  and  un- 
derstanding, reason  clearly,  and  describe 
facts  rather  than  opinions  or  guesses,  is 
more  important  than  lecture  halls,  mod- 
els, and  much  of  the  paraphernalia  of 
teaching,  valuable  as  these  may  be.  Only 
the  known  facts,  great  and  simple,  that 


have  an  everyday  significance  in  the  func- 
tions of  man  should  be  presented,  leaving 
the  less  obvious  to  graduate  training,  or 
to  the  occasional  person  who  desires  to 
specialize.  Such  fundamentals,  thorough- 
ly acquired  out  of  a deep  desire  to  under- 
stand human  nature  and  human  disabil- 
ity, should  be  invaluable  assets  in  the 
long  and  arduous  training  that  is  de- 
manded of  a physician,  no  matter  what 
his  subsequent  medical  interests  may  be. 

Albany  Hospital 


References 

1.  Prout,  C.  T.  and  Ziegler,  L.  H. : Am.  Jr.  of  Psy- 
chiatry, 13:122  7,  1933. 

2.  Meyer,  A.  and  Hausman,  L. : Arch.  Neurol,  and 
Psychiatry,  7:287,  1922. 

3.  Bailey,  P. : Intracranial  Tumors.  Chap.  3,  Physio- 
logical Considerations,  Chas.  C.  Thomas,  1933. 


NO  SUNSHINE  IN  SOAP 


During  the  past  year  certain  brands  of 
soap  have  been  flamboyantly  exploited  for 
their  vitamin  D content;  one  for  the  “fil- 
tered sunshine”  in  its  lather.  The  latter 
product  was  introduced  to  the  public  with 
double  page  spreads  in  national  magazines 
under  the  caption  “The  Dawn  of  a Great 
Beauty  Discovery.” 

There  is  evidence  that  irradiated  ergoste- 
rol  may  be  absorbed  through  the  skin  of 
rats.  This  evidence  has  been  an  excuse  for 
adding  vitamins  to  various  cosmetic  prepa- 
rations. 

Redgrove  points  out  that  the  real  ques- 
tion at  issue  is  not  the  ability  of  the 
skin  to  absorb  these  substances  but  “whether 
when  so  absorbed  the  vitamins  exercise  any 
beneficial  action  on  the  skin  — in  short, 
whether  they  are  of  any  cosmetic  value.” 
Even  if  it  is  established  that  vitamin  D 


exercises  any  beneficial  action  on  the  skin, 
says  the  Journal  of  the  A.M.A.,  it  still  must 
be  proved  that  it  has  a beautifying  effect. 

As  a matter  of  fact,  there  has  been  some 
recent  evidence  which  indicates  that  the 
alleged  beneficial  effects  mentioned  by  Red- 
grove  as  resulting  from  the  use  of  cod  liver 
oil  in  the  promotion  of  healing  of  wounds 
and  burns  were  probably  due  to  some  other 
factor  than  the  vitamin  D content  of  the 
oil.  It  is  not  surprising  that  the  Federal 
Trade  Commission  has  recently  published 
a complaint  issued  against  a manufacturer 
who  has  made  extraordinary  claims  about 
his  product. 

The  advertiser  who  proclaimed  the  Dawn 
of  a Great  Beauty  Discovery  may  soon  be 
worrying  about  the  twilight  of  the  day  when 
the  sky  was  the  limit  for  claims  about  “sun- 
shine soaps.” 


A MEDICAL  “INTELLIGENCE  OFFICE” 


For  more  than  a year,  the  Ohio  State 
Headquarters  Office  has  been  operating  a 
service  designed  to  assist  young  physicians 
in  finding  new  locations  and  openings  and 
to  aid  older  physicians  in  their  search  for 
partners,  assistants,  etc.  This  “exchange” 
has  proved  quite  useful  to  some  physicians. 
It  has  been  a popular  service  and  every 
effort  has  been  made  to  make  it  a result- 
getter.  Data  received  are  tabulated  and 


through  correspondence  an  effort  is  made  to 
get  parties  seeking  locations  and  those 
knowing  of  opportunities,  together. 

This  service  can  be  of  special  value  for 
physicians  just  starting  practice,  remarks 
the  Ohio  State  Medical  Journal.  On  some 
occasions  they  are  up  against  a mighty 
tough  proposition  in  finding  and  selecting 
locations  and  need  the  assistance  and  co- 
operation of  older  men. 


Preventive  Medicine 


Every  Day  Prevention  in  Mental  Health 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 


Preventive  medicine,  in  its  general  form 
or  in  its  form  of  preventive  mental  medi- 
cine, is  always  modest,  never  spectacular. 
Treatment,  therapy,  can  say  “I  have  im- 
proved or  healed  the  sickness”  or,  if  not, 
“I  have  done  my  best.”  Cure  may  pro- 
claim loudly  and  sensationally  “I  have 
saved  life,  I have  chased  illness  and  brought 
back  health.”  Credit  is  given  them.  But 
prevention  can  only  claim  to  have  avoided 
the  trouble  and  indirectly  the  possible  or 
probable  catastrophe.  It  cures  before  dis- 
ease occurs  or  establishes  itself.  This 
cannot  always  be  proved,  but  the  expert 
knows.  He  is  convinced  that  what  might 
have  happened  did  not  happen  and  his 
still  voice  tells  him,  “A  stitch  in  time  . . .” 
“An  ounce  of  prevention  . . .” 

Individual  prevention  in  private  practice 
is  the  same  as  public  health  on  a huge 
scale,  except  that  here  statistics  will  show 
its  value.  Condemning  the  “lung  blocks” 
in  the  slums,  diminishing  the  working 
hours,  improving  the  factories,  educating 
the  workers,  has  modestly,  but  definitely, 
prevented  pulmonary  tuberculosis.  The  use 
of  prophylactics  has  visibly  reduced  the 
amount  of  venereal  infection  in  the  Army 
and  Navy. 

Foreseeing  an  epidemic  and  taking  meas- 
ures beforehand,  even  if  the  work  remains 
hidden  from  the  large  public  and  unsung 
by  the  press,  is  better  than  fighting 
heroically  afterwards. 

Prevention  is  like  the  man  who  never 
takes  and  therefore  incessantly  gives  and 
not  like  the  one  who  first  takes  all  he  can 
and  then  gives  conspicuously,  imposingly, 
in  spurts  of  grand  display,  cashing  in 
gratitude,  praise,  and  glory. 

The  intelligent  physician  of  the  remotest 
past  mixed  mental  preventive  ideas  with 
all  of  his  remedies.  And  the  real  success, 
not  the  one  measured  in  pecuniary  terms 
only,  of  the  modern,  scientific,  enthusiastic 
doctor  depends  largely  on  how  much  mental 
health  teaching  his  instructions  to  the  pa- 
tient contain. 

The  courage  lavishly  given  to  the  sick, 
the  smile  in  the  proper  time,  the  frown  in 
the  right  place,  the  conditional  promise,  the 
correct  talk  to  the  entire  family — all  this  is 
mental  hygiene,  sown  right  and  left,  no 
matter  what  else  is  prescribed. 

To  the  cardiac  patient — to  take  but  a 
few  examples  at  random — who  claims  that 


people  with  his  ailment  “drop  dead  in  the 
street  unexpectedly”  the  answer  may  be 
given  that  this  is  newspaper  gossip  and 
that  there  is  no  sudden  death  without  some 
good  reason  unless  it  is  due  to  an  accident. 
This  allays  his  fear  and  cures  half  of  his 
condition.  Upon  learning  that,  contrary  to 
his  own  expectations,  he  will  not  be  perma- 
nently nailed  to  the  bed  and  will  soon  be 
up  and  about,  provided  he  follows  the  ad- 
vice given,  he  is  much  helped.  The  humane 
doctor  who  speaks  is  regarded  as  a better 
physician  than  the  one  who  is  supercilious 
and  mute  and  who  just  says,  “Take  this 
three  times  daily.” 

If  you  have  only  impressed  upon  your 
patient  who,  after  a day’s  work,  is  spend- 
ing most  of  his  night  playing  cards,  that 
sleep  is  extremely  important,  you  have  ac- 
complished wonders.  He  came  because  of 
general  debility  and  pallor.  You  have  not 
cured  him  because  you  have  found  nothing 
to  cure.  But  you  have  taught  him  how  to 
live.  You  have  given  him  rest,  time  for  a 
walk  outdoors  and  therefore  fresh  air,  a 
better  appetite  for  his  food.  You  have 
improved  his  elimination  and  so  have  dein- 
toxicated  him.  But  what  is  more,  you 
have  put  his  fidgety  nervous  system  at  rest 
and,  as  if  by  magic,  you  have  undoubtedly 
prevented  some  sort  of  tnental  collapse. 

You  may  not  even  always  know  the 
consequences  of  your  preventive  work.  To 
have  said  to  the  middle-aged  storekeeper 
to  cut  his  day  in  two  and  lie  down  for  an 
hour  may  not  seem  like  much.  But  it  has 
steadied  his  afternoon,  it  has  made  him 
less  grouchy  and  quarrelsome  and  has  im- 
proved not  only  his  business,  but  his  mental 
health  as  well. 

You  have  condescended  to  explain  to 
the  woman  that  her  blood  pressure  was  not 
dangerously  high,  that  it  is  something 
changeable,  that  what  she  had  learned  from 
hearsay  was  all  wrong,  that  she  must 
leave  it  to  you  to  estimate  the  pressure  in 
relation  to  all  her  functions.  She  will  be 
the  healthier  for  that,  both  physically  and 
mentally.  And  you  have  gained  a friend. 

A semi-neurotic  is  trying  hard  to  con- 
vince you  how  sick  he  is,  by  disagreeably 
touching  your  shoulder,  pointing  to  your 
chest  and  tracing  his  pain  along  your 
thigh.  Your  careful  physical  examination 
discovers  a real  trouble.  By  listening  to 
him  with  divine  patience  you  find  out  his 
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home  difficulties.  Both  are  necessary  in- 
vestigations which  cannot  be  ignored. 
You  are  of  immense  help  to  him  and  you 
may  have  cured  him  of  a psychosis  before 
it  developed. 

In  another  case  the  patient  does  not 
speak  because  he  considers  nobody  as  trust- 
worthy. You  succeed  in  gaining  his  con- 
fidence and  you  accomplish  what  amounts 
to  a miracle.  Where  it  was  harder  to 
extract  a thought  than  to  extract  a tooth, 
you  have  done,  as  it  were,  mental  surgery. 
You  have  made  the  patient  talk  to  you 
and  you  may  be  the  only  person  who  can 
keep  him  from  falling  into  mental  disease. 

You  see  a woman  slightly  inclined  to 
paranoia.  She  has  “lost  her  voice”  . . . . 
“Cara  Nome  used  to  be  nothing  to  me,” 
she  laments.  And  you  succeed  in  convincing 
her  about  the  value  of  her  children,  about 
their  possible  talents,  about  her  share  in 
promoting  them.  You  may  have  saved  her 
from  incalculable  trouble  before  she  had 
gone  too  far. 

A not  overintelligent  woman  graduating 
fast  into  obesity  is  not  only  physically  un- 
comfortable, but  also  mentally  despaired 
about  her  appearance.  She  has  swallowed 
all  possible  medicines,  is  being  massaged 
and  is  taking  gymnastic  courses.  However, 
she  fails  to  do  the  one  thing  needful — to 
eat  less.  She  says : “I’m  trying  hard  to 
keep  my  old  girlish  shape.”  And  you  answer 
within  yourself:  “You  have  more  than  suc- 
ceeded; you  have  now  a two-girl  shape.” 
She  is  quite  depressed — which  is  not  a 
paradox  in  many  of  these  overweight  per- 
sons. You  not  only  teach  her  how  and 
how  much  to  eat,  how  not  to  eat,  but  you 
also  speak  to  her  husband  and  uncover  a 
situation  which  encourages  psychologically 
this  overeating.  Then  you  remove  as  much 
of  the  mental  cause  as  possible  and  make 
her  obey  your  instructions  and  you  have 
prevented  a good  many  harmful  possibilities. 

You  have  attracted  the  parents’  attention 
to  their  youngster’s  twitch  of  an  eye  or  to 
his  nail-biting  and  you  have  had  with  them 
an  intelligent  talk  about  the  child’s  tempera- 


ment, about  the  question  of  upbringing, 
about  various  habit-forming  imitations,  in- 
cluding anger  and  other  spells  and,  finally, 
about  their  own  behavior.  And  you  have 
tapped  some  good  reservoirs  that  may  have 
helped  to  prevent  much  maladjustment. 

A patient  who  is  ordinarily  and  in  all 
respects  well-built  is  tortured  by  one  ob- 
session : his  penis  is  “too  small  or  shrunk.” 
Perhaps  you  can  go  to  the  bottom  and  find 
out  what  forces  him  deep  down  in  his  mind 
to  think  that  way.  If  not,  if  you  can  only 
persuade  him  through  any  method  that  he  is 
wrong,  he  will  get  married  and  settle  down 
and  you  will  have  saved  an  individual. 
You  may  have  to  be  stern  and  serious  with 
him  or  superficial  and  humorous,  according 
to  circumstances.  In  one  case  the  follow- 
ing true  anecdote  broke  the  spell : “My 
teacher  of  anatomy,  when  I was  a student, 
once  described  the  penis  and  in  all  earnest- 
ness said  that  in  otherwise  normal  men 
this  organ  cannot  be  too  small,  but  it  does 
happen  to  be  too  large  and  then  it  is  a 
distinct  disadvantage  and  a bad  handicap. 
The  largest  that  has  been  observed  in  the 
world  is  in  London  and  I have  the  second 
largest — go  up  to  our  anatomical  museum 
and  you  will  see  it.” 

Nor  do  we  always  deal  with  disease 
alone  or  with  physical  complaints  only. 
The  irreligious  and  wealthy  children  of  an 
old  little  widow  wanted  the  doctor,  him- 
self far  from  pious,  to  tell  their  mother  that 
Church  work  and  collecting  old  clothes  for 
the  poor  was  not  the  correct  thing  for  a 
lady  of  means  who  was  not  free  from  a 
quiescent  chronic  kidney  ailment.  But  it 
was  evident  that  they,  although  providing 
for  her  financially,  neglected  her  otherwise 
and  that  she  had  nothing  else  to  live  for 
and  that,  for  the  sake  of  her  mental  state, 
this  must  absolutely  be  left  to  her.  So  the 
doctor,  conspiring  with  this  aged  woman, 
helped  her  to  a longer  life  and  to  continued 
happiness. 

And  so  on  and  so  forth. 

611  W.  158  St. 


IS  THIS  AGRICULTURE? 


A bill  to  require  certification  of  new 
drugs  by  the  Secretary  of  Agriculture  be- 
fore they  could  be  marketed  for  general  use 
h$.s  been  introduced  in  the  House  by  Repre- 
sentative Chapman  (D.)  of  Kentucky,  a 
member  of  the  House  Interstate  Commerce 
Committee. 

He  said  the  measure  was  “designed  to 
prevent  premature  introduction  of  new  drugs 
that  have  not  been  adequately  tested  for 
their  effect  on  human  life. 


“If  these  requirements  had  been  law  six 
months  ago,  the  lives  of  nearly  100  persons 
killed  last  fall  by  elixir  sulfanilamide  would 
have  been  saved,”  he  said. 


Every  county  medical  society  should  have 
a Committee  on  History,  urges  California 
and  Western  Medicine,  to  gather  old  record 
books  and  biographical  data  of  prominent 
members  of  days  gone  by,  before  they  are 
lost  and  forgotten. 
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Proceed  with  Caution 

Recent  events  reinforce  organized  medi- 
cine’s opposition  to  compulsory  health 
insurance.  In  Oklahoma  widespread 
nepotism  and  graft  in  the  administration 
of  old  age  and  unemployment  insurance 
have  already  come  to  light.  Conflict  be- 
tween the  Federal  Government  and  the 
several  states  on  the  subject  of  admin- 
istrative allowances  threatens  an  admin- 
istrative breakdown  “just  at  the  time 
when  we  are  faced  with  handling  the 
peak  load  of  our  unemployment  insurance 
commitments,”  according  to  New  York 
State  Industrial  Commissioner  Elmer  F. 
Andrews.  The  use  of  vast  social  security 
reserves  for  unrelated  Federal  expenses 
presages  additional  heavy  taxation  when 
insurance  obligations  start  falling  due  in 
large  volume. 

It  was  not  to  be  expected  that  a vast 
program  of  social  insurance  could  be  in- 
stituted in  a large  and  heterogeneous 
country  like  ours  without  a certain 
amount  of  blundering  and  corruption. 
Let  us  assume  that  error  and  malfeasance 
have  been  kept  at  a minimum.  The  storm 
signals  coming  from  all  parts  of  the  coun- 
try in  connection  with  old  age  and  un- 
employment insurance  warn  that  this  is 
no  time  to  attempt  compulsory  sickness 
insurance,  which  presents  even  greater 
actuarial  and  administrative  difficulties. 

There  are  indications  that  Washington 


intends  to  ride  out  the  present  recession 
without  taking  any  new  steps  which  might 
further  disturb  the  nation’s  economic 
equilibrium.  The  health  insurance  group 
in  the  Administration  is  still  active  and 
powerful,  however,  and  it  must  not  be 
assumed  that  delay  means  defeat  of  its 
aims. 

At  the  present  time  medical  societies 
all  over  the  country  are  busy  with  plans 
to  provide  adequate  medical  care  for  all 
sections  of  the  public  without  the  expense 
or  other  drawbacks  of  compulsory  sick- 
ness insurance.  This  is  still  another 
reason  for  keeping  alive  the  fight  against 
a bureaucratic  system  which  is  unduly 
costly  and  detrimental  to  the  public 
health. 


The  Chiropractic  Bill 

The  1938  chiropractic  bill  retains  all 
of  the  objectionable  features  of  its 
predecessors.  In  its  zeal  to  bring  all 
current  practitioners  within  the  pale,  it 
completely  ignores  the  public  health. 

The  Peterson  bill  prescribes  examina- 
tion in  the  basic  sciences  for  future  can- 
didates for  chiropractic  licensure — but  it 
is  not  the  same  examination  as  physicians 
and  osteopaths  must  take.  The  examining 
board  would  be  composed  entirely  of 
chiropractors — and  it  may  safely  be  as- 
sumed that  they  would  temper  their 
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questions  to  the  never  very  exacting 
standards  of  the  chiropractic  schools. 

Physicians  and  osteopaths  are  required 
to  have  two  years  of  premedical  college 
work  before  admission  to  their  profes- 
sional schools.  In  practice,  most  medical 
schools  require  a college  diploma.  The 
Peterson  bill  demands  no  more  than  high 
school  training  of  chiropractic  students. 

Meager  as  the  educational  provisions  of 
the  current  chiropractic  bill  are,  at  least 
they  acknowledge  the  necessity  for  certain 
minimal  educational  qualifications  in  those 
who  undertake  to  treat  the  sick.  As  far 
as  present  practitioners  are  concerned, 
however,  educational  requirements  are 
brushed  aside,  regardless  of  the  ensuing 
danger  to  the  public  health.  All  those 
now  practicing  chiropractic  in  this  state 
would  be  licensed  without  examination, 
even  though  they  are  devoid  of  the  edu- 
cational minimum  fixed  by  the  Peterson 
Act  itself. 

During  the  present  century,  the  State 
of  New  York  has  consistently  elevated  its 
standards  for  the  practice  of  healing. 
Adoption  of  the  Peterson  chiropractic  bill 
would  reverse  this  trend  and  destroy  the 
educational  guarantees  with  which  the 
state  protects  the  sick. 


Medical  Expert  Testimony 

The  intelligent  layman  who  reads  of  a 
court  trial  in  the  public  press  is  often 
confused  at  the  report  of  the  directly 
opposite  medical  testimony  given  by  the 
alleged  experts  in  court.  The  unintelligent 
reader  shrugs  his  shoulders  and,  with  the 
prerogatives  of  mediocrity,  assumes  that 
you  can  buy  opinion  for  either  side  pro- 
vided the  price  is  right. 

For  a long  time  the  medical  profession 
has  been  exceedingly  perturbed  over  the 
same  problem  and  realized  that  something 
was  radically  wrong  in  the  loss  of  prestige 
and  respect  on  the  part  of  the  public,  due  to 
this  seemingly  contrary  point  of  view  of 
medical  men  alleged  to  be  experts.  Neither 
the  public,  intelligent  or  unintelligent, 
realized  that  the  conflict  of  opinion  had 


deeper  causes;  and  as  often  happens,  the 
obvious  answer  that  one  could  buy  any 
opinion  for  a price  was  not  the  real  fac- 
tor at  issue.  The  real  factor  at  issue  as 
the  medical  men  knew,  which  the  public 
and  the  press  did  not  know,  was  that 
the  testimony  was  not  given  by  experts  in 
the  majority  of  instances. 

The  matter  has  come  to  a head,  and 
in  an  editorial  in  the  New  York  Law 
Journal  of  February  9,  John  Kirkland 
Clark,  predicating  his  argument  on  the 
decision  of  the  Court  of  Appeals — which 
accepted  the  principle  that  the  qualifica- 
tions of  a doctor  may  be  established  by 
the  organized  medical  profession  in  a 
Workmen’s  Compensation  case — indicates 
that  here  is  a precedent  established  by 
the  court  which  could  be  used  in  setting 
up  panels  of  experts  whose  qualifications 
have  been  established  and  confirmed  by 
organized  medicine.  The  contents  of  this 
editorial  are  well  worth  study.  Mr.  Clark 
made  an  address  along  similar  lines  be- 
fore the  Medical  Society  of  the  County 
of  New  York  a short  time  ago. 

While  we  are  on  the  subject,  it  is  not 
amiss  to  recall  that  conferences  are  pro- 
ceeding between  a group  of  lawyers  rep- 
resenting the  Bar  Association  and  a spe- 
cial committee  of  the  Medical  Society 
of  the  County  of  New  York.  The  matter 
is  being  studied  further  with  the  aid  of 
Mr.  Alexander  Wilson  and  others,  pre- 
liminary to  the  drafting  of  a bill  to 
procure  a change  in  the  code  of  legal 
procedure  in  regard  to  expert  medical 
testimony.  It  would  seem  at  this  time 
desirable  to  improve  the  code  of  legal 
procedure  in  order  to  protect  the  persons 
at  bar  and  to  lessen  the  opportunity  for 
any  sort  of  chicanery.  Let  a panel  of 
experts  be  placed  at  the  disposition  of  the 
presiding  judge. 

Our  purpose  at  this  time  is  not  to  draw 
attention  to  a fait  accompli  in  regard  to 
expert  medical  witnesses,  but  to  draw  at- 
tention to  the  willingness  of  the  legal  pro- 
fession to  cooperate  with  organized  medi- 
cine in  getting  rid  of  a situation  which  is 
obnoxious  to  the  courts,  to  the  bar,  and 
also  to  the  medical  profession. 
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Control  of  Diarrhea  in  the  Newborn 

From  all  available  reports  concerning 
the  recent  outbreaks  of  epidemic  diarrhea 
in  newborn  infants,  it  seems  fairly  certain 
that  the  lack  of  definitely  organized, 
coherent  plans  for  medical  and  nursing 
care  of  the  newborn  is  in  a large  measure 
responsible  for  their  occurrence.  More 
attention  is  paid  to  the  question  of 
economy  in  the  furnishing  of  maternal 
and  newborn  care  and  little  consideration 
is  given  to  the  problem  of  efficiency  and 
adequacy  of  service. 

From  the  reports  of  Rice,  Best,  Frant, 
and  Abramson,1, 2 it  is  evident  that  both 
morbidity  and  mortality  from  the  disease 
is  lowest  in  those  lying-in  hospitals  where 
complete  precautionary  measures  are  in- 
stituted early.  Suspension  of  all  service 
and  complete  isolation  will  suffice  for  the 
control  of  the  epidemic  once  it  has  ap- 
peared. This,  however,  while  adequate 
for  the  control  of  the  immediate  out- 
break, does  not  offer  a satisfactory  means 
of  preventing  the  appearance  of  diarrhea 
in  the  newborn  in  a maternity  service. 
Nor  is  the  application  of  the  precautions 
used  in  nursing  homes  for  older  infants, 
wherein  the  resident  population  is  sta- 
tionary, a successful  preventive  against 
this  disease. 

Based  upon  experience  gleaned  from 
its  Bureau  of  Preventable  Diseases,  the 
Department  of  Health  of  New  York  City 
has  added  to  the  Sanitary  Code  certain 
mandatory  regulations  concerning  the 
conduct  of  lying-in  institutions  and  new- 
born nurseries.  The  directions  for  the 
control  of  delivery  room,  nurseries,  laun- 
dry, preparation  of  formulas,  examination 
and  conduct  of  the  entire  personnel,  feed- 
ing technic,  and  the  reception  of  visitors 
are  all  designed  to  reduce  to  a minimum 
the  morbidity  from  epidemic  diarrhea  in 
the  newborn.  Institutions  which  do  not 
come  under  the  control  of  the  New  York 
City  Health  Department  would  be  wise 
in  adopting  regulations  for  maternity  and 


1.  Rice,  John  L.,  Best,  W.  H.,  Frant,  S.  and  Abram- 
son, H.:  J.A.M.A.,  109:475,  1937. 

2.  Frant,  S.  and  Abramson,  H. : Journal  Fed., 
11:772,  1937. 


newborn  care  based  upon  the  recom- 
mendations of  this  body.  The  continuous 
shifting  of  babies  from  the  nursery  to  the 
mother’s  room  for  feeding,  and  then  back 
again,  makes  it  imperative  that  a technic 
of  aseptic  nursing  be  rigidly  enforced,  if 
the  fullest  prevention  of  this  disease  is 
to  be  achieved. 


Brachial  Neuritis  After  Serum 

The  administration  of  heterologous 
serums  for  the  prevention  and  treatment 
of  many  conditions  is  often  followed  by 
untoward  reactions.  From  the  ordinary 
simple  serum  sickness  to  the  more  severe 
anaphylactic  manifestations  of  inherited 
sensitivity,  the  use  of  immune  serums 
often  presents  a serious  problem  in 
therapeutics.  It  is  extremely  difficult  to 
foretell  which  patient  will  react  unfavor- 
ably, even  though  an  attempted  estimation 
can  be  made  from  the  family  and  past 
history.  In  most  instances,  the  urgency 
for  the  use  of  serum  overshadows  in  im- 
portance the  possibility  of  subsequent 
aftereffects.  Nevertheless,  some  of  the 
complications  of  serum  therapy  are  of 
such  import  that  a more  careful  prelim- 
inary investigation  should  be  attempted 
before  its  use  even  in  emergencies. 

Bubert1 2 1  reports  a frequent  neurologic 
sequela  to  the  injection  of  horse  serum. 
This  assumes  the  form  of  excruciating 
pain  distributed  to  the  peripheral  branches 
of  the  brachial  and  cervical  plexi.  While 
in  most  instances  the  life  of  the  patient 
is  not  endangered,  a return  to  normal 
function  may  be  delayed  for  several 
months.  During  this  time,  there  is  untold 
suffering  from  the  pain  which  may  not 
yield  to  any  form  of  medication.  This 
complication  of  serum  therapy  has  been 
known  but  little  stressed. 

All  possible  safeguards  should  be  em- 
ployed before  the  serum  is  injected.  The 
previous  use  of  this  form  of  medication, 
the  skin  and  conjunctival  tests,  and  the 
history  of  allergic  manifestations  in  the 


1.  Bubert,  H.  M.,  Bull.  Sch.  Maryland  Univer., 
22:112,  1938. 
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individual  or  his  family  must  be  given 
the  utmost  consideration.  The  casual  and 
indiscriminate  use  of  the  several  anti- 
toxins commonly  employed  should  be  dis- 
couraged. Close  supervision  of  under- 
graduate and  hospital  residents  in  the 
matter  of  serum  therapy  plus  a full 
realization  of  the  more  serious  complica- 
tions which  attend  its  use  will  go  far 
toward  eliminating  disabling  aftereffects. 


CURRENT  COMMENT 

“ ‘Give  our  people  a chance  to  work, 
and  lessen  the  cost  of  government  and  our 
profession  will  care  for  the  sick  and  our 
patients  will  take  care  of  their  doctors.  Let 
the  government  give  what  the  administration 
cost  of  Federal  controlled  medicine  would 
be  to  those  who  are  sick  and  that  would 
pay  the  phj'sician  and  save  the  government 
the  cost  of  medical  service’  ” — One  doctor’s 
opinion,  voiced  in  the  March  issue  of  the 
Illinois  Medical  Journal. 

States  the  Journal  in  comment,  “But  it 
wouldn’t  of  course — and  that  is  the  hitch 
with  the  bureaucrats — pay  salaries  of  any 
political  henchmen  who  would  have  fat  jobs 
by  entering  into  the  practice  of  medicine  by 
virtue  of  political  favor  rather  than  by 
scientific  attainment,  as  will  happen  when 
medicine  comes  under  lay  control  of  the 
ward  healer.  Believe  it  or  not,  of  such  is 
the  kingdom  of  state  controlled  medicine.” 

“Webster  gives  as  his  third  definition 
of  medicine,  ‘a  physician.’  I believe  that  if 
we  go  behind  any  science  we  will  find  that 
man  is  the  science.  Behind  chemistry  is 
the  chemist ; behind  physics  is  the  physicist ; 
behind  medicine  is  the  physician,  the  creator, 
the  man.  . . . The  great  scientist  is  a law 
unto  himself.  He  will  be  the  same  whether 
he  be  chemist,  physicist,  or  physician.  To 
the  average  physician  is  given  the  privilege 
of  beating  a pathway  to  the  door  of  a sick 
humanity;  of  carrying  into  the  home  allevia- 
tion of  suffering  and  elimination  of 
disease.  . . .” — Pittsburgh  Medical  Bulletin 
of  March  12. 

“Accidents  disable  sixteen  persons  out 
of  every  1,000  for  a week  or  more  annually 
and  caused  7 per  cent  of  all  deaths  in  the 
nation,  the  United  States  Public  Health 
Service  announced  today  as  the  result  of  a 
health  survey  covering  740,000  families, 
made  in  1935-1936.  . . . 

“The  surveyors  found  that  the  accident 
rate  among  families  on  relief  or  earning 


less  than  $1,000  a year  was  43  per  cent 
higher  than  the  level  among  families  in  the 
$3,000-and-over  brackets.  This  they  at- 
tributed to  poor  housing  facilities,  such  as 
inadequate  lighting  and  heating  equipment 
and  rackety  buildings  and  furniture.  . . .” — 
From  The  New  York  Times  of  March  13. 

“.  . . TO  BORROW  FROM  MONTAIGNE,  ‘Mail 
is  certainly  stark  mad;  he  cannot  make  a 
worm,  and  yet  will  be  making  gods  by  the 
dozens.’  And  Public  Opinion  is  man  made. 
It  is  being  manufactured  on  a quantity  basis 
to  serve  the  ends  of  those  who  are  only  too 
impatient  to  avail  themselves  of  the  ‘cohesive 
power  of  public  plunder.’ 

“American  medicine  is  one  of  the  most 
valuable  of  public  assets;  it  has  been  solidly 
built  and  administered,  on  democratic  prin- 
ciples. It  functions  reasonably  well  as  we 
within  the  profession  know  it;  its  ideal  is 
quality.  But  how  is  it  viewed  by  those  out- 
side the  profession?  How  does  it  look  to 
the  mind  of  Public  Opinion,  that  mind  com- 
pounded of  prejudice,  propaganda  and 
politics,  thinking  in  terms  of  mass  produc- 
tion, man-houis  and  management,  and  de- 
riving its  information  and  inspiration  in- 
creasingly from  machines?  Have  we  the 
courage  to  invoke  this  opinion?  Can  we 
look  in  this  mirror  unafraid?  We  cannot 
avoid  it;  it  controls  our  destiny.  . . .” — 
Common  sense  in  an  editorial  to  be  found  in 
the  March  Westchester  Medical  Bulletin. 

“More  than  nineteen  billion  dollars 
has  been  spent  for  relief  in  the  course  of 
five  years  by  all  government  agencies.  It 
is  not  at  all  hard  to  agree  with  the  chairman 
of  the  Central  Statistical  Board  at  Wash- 
ington that  we  have  got  our  money’s  worth 
in  human  and  social  good.  But,  we  do  not 
like  the  grudging  note  which  creeps  into  one 
sentence:  ‘Health,  and  minimum  standards 
of  living  have  in  some  measure  been  sus- 
tained.’ 

“Minimum  living  standards  may  have 
suffered,  but  why  use  the  very  serious  quali- 
fications ‘in  some  measure’  about  the  health 
of  the  American  people  during  the  depres- 
sion: it  implies  that  the  nation’s  health  has 
suffered  preceptively.  Yet  the  official  death 
rate  for  the  country  by  years  from  1928  to 
1935  has  been  as  follows:  12.1,  11.9,  10.9, 
10.5,  10.7,  11,  10.9.  In  other  words,  all 
through  the  depression  the  death  rate  has 
been  consistently  lower  than  in  the  best 
years  of  prosperity.  The  health  of  the 
nation  has  been  maintained  jar  better  than 
‘in  some  measures.’  ” — In  the  column  “Topics 
of  The  Times”  in  The  New  York  Times  of 
March  17.  (Italics  ours.) 
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To  the  House  of  Delegates;  Gentlemen: 

Our  Executive  year  began  in  the  latter 
part  of  a period  of  artificial  national 
prosperity  and  promises  to  terminate  dur- 
ing the  second  stage  of  a well-established 
financial  depression.  All  business  and 
professional  life  has  been  affected.  Morale 
in  many  quarters  has  been  weakened,  be- 
numbed, or  doubtfully  inert.  Oar  mem- 
bership, accustomed  to  frequent  discour- 
agements in  practice  and,  in  spite  of  them, 
always  striving  for  better  results,  have 
maintained  a marvellous  spirit  of  en- 
deavor, accompanied  by  extravagant  ef- 
forts in  service  and  alert  opposition  to 
many  schemes  for  destroying  the  essential 
relation  of  physician  and  patient.  What- 
ever doubts,  fears,  and  errors  have  in- 
sinuated themselves  here  and  there  within 
our  organization,  we  may  well  be  proud 
of  the  maintenance  of  morale  in  our  So- 
ciety and  in  the  loyalty  of  its  members  to 
the  high  principles  enumerated  in  the 
first  article  of  our  Constitution. 

The  Council,  by  provisions  of  the  re- 
vised Constitution  and  By-Laws  (1937), 
has  assumed  more  extensive  and  inclusive 
duties  comprising  the  combined  authority 
and  activities  of  the  former  Council  and 
Executive  Committee  and  the  standing 
committees.  All  of  its  members  have 
served  as  chairmen  of  committees  which 
have  been  actually  subcommittees  of  the 
Council.  Thus  the  report  of  the  Council 
will  be  more  voluminous  than  in  the  past 
and  will  include  all  of  the  items  previ- 
ously reported  by  the  Council,  Executive 
Committee,  and  the  standing  committees 
and  many  of  those  heretofore  included 
in  the  reports  of  the  President  and  Secre- 
tary who  are  respectively  Chairman  and 
Scribe  of  the  Council. 

It  therefore  remains  for  your  President 
to  present  to  you  a resume  of  his  own 


activities  and  his  reflections  upon  what 
our  Society  has  accomplished  or  failed  to 
accomplish  during  the  administrative 
year,  and  to  offer  whatever  recommenda- 
tions have  evolved  from  his  experiences. 

At  all  of  the  eight  District  Branch 
meetings  we  found  loyal  and  most  con- 
siderate welcomes,  a splendid  scientific 
program,  and  the  most  cordial  fraternal- 
ism  among  members.  At  each  we  pre- 
sented a talk  upon  some  specific  phase 
of  Preventive  Medicine.  The  text  of 
these  addresses  has  been  published  in  the 
Journal  beginning  with  the  issue  of 
October  15,  1937  and  continuing  inclu- 
sively thereafter.  In  preparing  these 
papers  we  had  valuable  assistance  from 
publications  too  numerous  to  mention  and 
from  personal  suggestions  from  Drs. 
William  L.  Russell,  Peter  Irving,  Foster 
Murray,  Terry  M.  Townsend,  C.  Douglas 
Sawyer,  Alec  Thomson,  and  C.  Ward 
Crampton  of  our  membership,  Dr.  A.  B. 
Glenn  of  the  Second  District  Dental 
Society,  and  Mr.  Dwight  Anderson,  Di- 
rector of  our  Bureau  of  Public  Relations. 

Every  District  Branch  meeting  was 
well-attended.  The  program,  uniformly 
excellent,  varied  in  type.  The  First  and 
Second  Districts,  with  their  scientific  ex- 
hibits and  departmental  clinical  programs 
stimulated  the  largest  attendances  in  their 
histories.  The  Fourth  District  meeting, 
held  from  Friday  noon  until  Saturday 
noon,  included  a dinner  with  the  ladies  on 
Friday  evening,  at  which,  after  a few 
brief  speeches,  an  excellent  entertainment 
was  provided.  At  the  Seventh  District 
meeting  the  Doctors  of  Dentistry  in  that 
District  and  the  State  Dental  Society 
President  joined  in  program  and  at- 
tendance— subject,  “Medicodental  Co- 
operation.’’ 

We  have  accepted  every  invitation  to 
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visit  County  Societies  except  in  two  in- 
stances where  the  proposed  dates  con- 
flicted with  Society  duties  already  ar- 
ranged. Thus  we  have  officially  attended 
meetings  in  Nassau,  Rennsaelaer,  Bronx, 
Monroe,  Oswego,  Onandaga,  Broome, 
and  Westchester  and  have  spoken  briefly 
or  otherwise  as  the  occasion  demanded. 
Some  of  these  addresses  have  appeared  in 
the  Journal.  All  of  these  visits  were 
thoroughly  enjoyable  and  worth-while  for 
not  only  are  the  splendid  values  of  the 
work  of  county  societies  made  clear  to  the 
administration  but  we  are  told  that  the 
members  receive  through  these  visits  a 
feeling  of  closer  relationship  with  the 
State  Society  and  the  activities  of  the 
Council  and  its  committees. 

At  the  Broome  County  meeting  we 
said:  “The  Medical  Society  of  the  State 
of  New  York  is  thoroughly  alive  to  the 
needs  upon  which  are  predicated  an 
abounding  future  for  medicine  compar- 
able in  quality  and  distribution  to  other 
resultants  of  civilization  and  intelligent 
human  endeavor.” 

Cordial  relations  of  our  Society  with 
state  officials  and  departments  and  mutual 
cooperation  have  demonstrated  that  the 
best  health  and  welfare  interests  of  New 
York  State  people  are  served  by  combined 
endeavors.  When  we  talked  at  the  Sara- 
toga Health  Conference  in  June  we  asked 
aid  for  our  program  of  Preventive  Medi- 
cine. The  response  has  been  hearty  and 
helpful.  At  this  conference  we  suggested 
that  a joint  (Health  Department  and 
State  Society)  committee  visit  Detroit, 
Michigan  to  make  a two-day  survey  of 
the  Vaughan  method  of  “Intensive  Case 
Finding  in  Tuberculosis.”  ( J.A.M.A. , 

September  4,  1937.)  Again  cooperation! 
The  Joint  Committee’s  report  included 
added  visits  to  Oakland  County  and  Bat- 
tle Creek  where  very  modern  intensive 
health-methods  exist  showing  increased 
interest  in  cooperation.  We  remind  our 
members  of  the  combined  efforts  in  Pneu- 
monia Control  and  of  the  very  essential 
part  played  by  the  Health  Department,  of 
the  mutual  endeavors  in  syphilis  control, 
and  of  the  placing  of  some  of  our  eminent 
members  upon  the  Cancer  Commission 
now  ready  to  report.  Altogether  the  con- 
current alliance  of  State  governmental 
forces  and  this  Society  in  matters  per- 
taining to  health  and  welfare  makes 


pleasant  history  of  expanding  accomplish- 
ment. The  alert  accomplishments  of  the 
Council  Committee  on  Contracts  with 
Governments  and  State  Departments  de- 
serve warm  commendation. 

In  what  degree  our  program  of  Preven- 
tive Medicine  will  contribute  to  the  future 
of  medicine  and  social  welfare  depends 
upon  our  membership  and  how  great  an 
interest  has  been  aroused.  Certainly  we 
have  had  the  unrestrained  and  cordial 
help  of  the  officers  and  Council,  the 
Journal  Management  Committee,  the 
Secretary,  the  Public  Relations  Bureau, 
the  District  Branches  at  their  meetings, 
and  the  County  Societies  visited.  We 
steadfastly  believe  that  a thoroughgoing 
campaign  along  this  line  for  a decade  or 
so.  may  provide  answers  to  many  ques- 
tions which  people  and  groups  and  gov- 
ernments are  asking.  Moreover  valuable 
time  will  be  saved  many  people,  also 
anatomical  parts,  functions,  and  lives.  An 
increase  of  interesting  work  for  physicians 
will  be  a corollary  accompanied  by  the 
abolition  of  many  gruesome,  exasperating 
(because  hopeless)  tasks.  We  have  called 
attention  (N.  Y.  State  Jour.  Med., 
January  15,  1938)  to  the  potential  by- 
products of  Periodic  Health  Examina- 
tions as  sufficiently  rewarding. 

Postgraduate  Medical  Education  has 
been  directed  for  the  Society  this  year 
by  the  proven  competent  devoted  beloved 
Tom  Farmer.  Several  effective  local 
programs  of  Postgraduate  Medical  Educa- 
tion are  conducted  by  component  County 
Societies. 

The  enthusiastic  interest  and  practical 
value  of  the  Woman’s  Auxiliaries  have 
developed  under  accomplished  leadership 
of  earnest  workers.  Always  a believer, 
your  President  hai  a rapidly  growing 
confidence  in  the  need  for  them  and  their 
importance  to  organized  medicine.  Women 
can  exert  certain  influences  where  men 
would  fail.  Other  women  will  believe 
them  while  doubting  the  same  statements 
from  us.  In  professional-social  matters 
they  are  as  ready  to  serve  us  as  in 
domestic  affairs.  They  are  alert  and 
never  delay  action.  Recently  called  in 
emergency  they  acted  without  hesitation 
when  rounded  up  by  their  state  legislative 
chairman.  More  than  a thousand  tele- 
grams and  letters  were  forwarded  to  im- 
portant persons  within  forty-eight  hours. 
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We  hope  that  in  the  coming  year  numbers 
of  new  auxiliaries  will  be  organized. 
Whatever  the  size  of  your  county  society 
or  the  accomplishment  of  its  members  a 
Woman’s  Auxiliary  has  amazing  and 
helpful  potentialities.  They  need  (and 
desire)  direction  and  education  in  their 
duties.  To  many  of  our  members  this 
would  be  gratifying  and  entertaining 
work. 

We  have  addressed  three  coalition 
meetings  of  auxiliaries  in  three  districts 
(Syracuse,  Brooklyn,  and  Schenectady). 
Could  all  members  have  our  experiences 
upon  these  occasions  all  counties  would 
organize  auxiliaries. 

Our  House  of  Delegates  at  Rochester 
in  May  1937  ordered  the  appointment  of 
a Special  Committee  on  Matters  Pertain- 
ing to  Medical  Care  in  the  State  of  New 
York.  Its  duties  specified  are: 

(a)  To  establish  a working  definition  of 
the  term  “Adequate  Medical  Care.” 

(b)  To  formulate  principals  and  pro- 
posals for  a State  Health  Policy. 

We  have  been  fortunate  in  securing 
the  faithful,  enthusiastic  services  of  an 
especially  talented  and  well-informed 
committee  under  the  leadership  of  Dr. 
Walter  W.  Mott  of  Westchester  County 
with  a membership  fairly  representative 
of  all  sections  of  the  State.  Their  meet- 
ings have  been  replete  with  impressive 
discussions  in  which  every  member  has 
offered  contributions  of  value.  Their 
report  is  a model  of  elucidating  definition 
and  well-reasoned  suggestion.  Please 
read  it  and  see  that  your  delegates  are 
prepared  for  discussion  and  action  upon 
the  floor  of  the  House.  Out  of  this  Com- 
mittee’s work  amplified  by  the  focussed 
wisdom  of  our  fifteen  thousand  members 
represented  in  our  deliberative  body  there 
may  develop  an  example  in  State  Health 
policy  worthy  of  emulation  by  some  sister 
states. 

Through  the  joint  efforts  of  the  Journal 
Management  Committee,  checked  and 
instructed  by  the  Council,  and  our  ex- 
traordinarily energetic  and  competent 
publisher,  our  State  Journal  of  Medi- 
cine has  become  one  of  the  three  best 
State  Journals  in  this  country.  Some  of 
us  think  it  the  best!  If  maintained  as 
now  and  with  further  enlargement  and 
improvement,  the  Journal  will  be  a pow- 


erful influence  for  the  good  of  our  State 
and  its  neighbors  in  the  future  of  medi- 
cine. 

Our  most  modern  effective  force  for 
broad  understanding  of  modern  medicine 
and  its  spirit  and  aspirations  is  the 
Bureau  of  Public  Relations.  Every  other 
business  and  professional  group  and  all 
organizations  advocating  social  change 
are  explaining  their  views  to  the  public 
in  a way  to  command  attention.  So  much 
misinformation  about  us  is  published  that 
we  need  to  take  a modest  and  dignified 
position  upon  life’s  stage  rather  than  wait 
in  the  wings  for  a cue  that  may  never 
come.  So  much  general  medical  informa- 
tion is  needed  and  desired  by  the  general 
public  that  authoritative  presentations 
carefully  selected  and  judiciously  phrased 
are  clearly  a part  of  our  duty. 

Sound  appreciation  of  medical  values 
and  extraordinary  journalistic  acumen 
and  skill  are  outstanding  qualities  in  the 
Director  of  our  Bureau.  These  are 
vitalized  by  unremitting  activity  and  com- 
prehensive consideration  of  all  features 
of  world-life  that  touch  our  membership. 
He  also  has  a clear  understanding  of  how 
the  layman  and  especially  the  critical  lay- 
man will  react  to  our  pronouncements, 
and  many  of  these  have  been  shorn  of 
their  asperities  by  his  blue  pencil  without 
losing  vital  force.  This  very  modest 
gentleman  attributes  a large  measure  of 
the  Bureau’s  success  to  the  earnest  co- 
operation of  the  officers  and  committees 
under  whom  he  has  served.  The  Council 
Committee  of  the  current  year  has  been 
the  Chairman,  Dr.  Guy  Carpenter,  Dr. 
Terry  M.  Townsend,  who  was  Chairman 
last  year,  and  Dr.  Thurston  Welton  the 
Editor  of  the  Anterican  Journal  of  Sur- 
gery. The  Council  itself  receives  a 
report  monthly  and  is  in  executive  control 
of  the  Bureau’s  policies. 

The  leading  activities  of  the  Bureau 
are : 

1.  To  keep  our  members  informed  of 
developments,  political,  social  and  economic 
which  affect  physicians  or  those  in  which 
we  should  be  interested. 

2.  To  help  us  inform  the  public,  in 
language  they  will  understand,  of  those  facts, 
features,  advances,  and  conflicts  of  medicine 
which  make  for  change — medicine  being  of 
supreme  importance  as  an  unhampered  direct 
service  to  the  people. 

3.  To  educate  the  public  to  understand 
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what  the  physician  can  do  for  them  by  in- 
forming them  accurately,  as  occasion  arises, 
concerning  the  preservation  of  health  and 
the  prevention  and  cure  of  disease.  For 
this  purpose  excerpts  from  scientific  articles, 
from  addresses  upon  quasi-scientific  subjects, 
from  health  propaganda  are  carefully 
selected  and  under  the  authoritative  an- 
nouncement of  an  officer,  the  Council,  a 
Committee,  or  the  Society  as  a whole,  for- 
warded to  the  daily  or  weekly  press  of  the 
State  as  releases.  Sometimes  such  releases 
are  mailed  to  outstanding  lay  citizens  who 
are  known  to  be  especially  interested  in 
health  problems. 

4.  Another  interesting  development  has 
been  the  forwarding  to  the  County  Societies 
of  Speakers’  Service  Bulletins  furnishing 
outlines  of  addresses  suggested  for  local  or 
regional  use  by  County  Society  speakers. 
In  some  of  these  a sample  address  is  fur- 
nished for  use  in  whole  or  in  part  in  case 
of  emergencies  of  time. 

Many  of  our  leading  members,  leaders 
in  other  States,  authors,  newspaper 
executives,  and  publicists  of  note  have 
approved  of  and  complimented  the  work 
of  this  Bureau.  Their  composite  opinion 
expresses  the  thought  that  a better  general 
understanding  of  medical  men  is  thus 
furnished  to  the  public  and  the  profession 
and  public  are  mutually  served.  As  pres- 
ently managed  with  the  utmost  economy 
consistent  with  efficiency  we  are  probably 
distributing  to  our  members  through  this 
Bureau  many  times  the  value  which  we 
spend,  besides  transmitting  to  the  public 
a clearer  understanding  of  the  problems 
and  spirit  of  the  profession.  Among  the 
extensive  publicizing  of  almost  every 
other  work  and  social  effort  in  the  world 
our  offerings  are  very  modest  and  suit- 
ably restrained.  Carefully  guarded  and 
enlarged  they  may  well  become  a tre- 
mendous force  in  improving  the  future 
of  medicine  for  the  people  and  the 
profession. 

The  assignment  of  the  Secretary  as 
General  Manager  and  coordinator  of  the 
Society’s  work  has  been  extremely  satis- 
factory from  the  viewpoint  of  your  Presi- 
dent. Gradually  the  functions  of  the 
Society’s  offices  have  been  expanded  and 
efficiency  extended.  One  of  the  outstand- 
ing improvements  inaugurated  has  been 
the  employment  of  a stenotype  operator 
for  Council  meetings.  This  provides  com- 
plete and  accurate  histories  of  all  Council 


meetings  which  is  both  desirable  and 
essential.  Much  of  the  increased  work 
has  been  because  of  a growing  member- 
ship roll,  but  necessary  improvements  are 
also  costly.  . . . The  most  unsatisfactory 
condition  is  that  the  Secretary  and  Gen- 
eral Manager  is  constantly  overworked. 
The  demands  upon  him  are  tremendous, 
beyond  the  appreciation  of  any  but  those 
most  closely  associated  with  him.  He  has 
never  suggested  this  in  any  way  but  we, 
who  are  close  to  him  know  it!  With  his 
background  and  long  experience,  Dr. 
Peter  Irving  has  proved  to  be  most  able 
and  wise  in  his  conduct  as  Secretary, 
General  Manager,  and  Coordinator.  In 
all  these  departments  he  has  been  of  in- 
estimable help  to  your  President. 

The  Council  has  had  an  excellent  record 
of  attendance,  has  cordially  supported 
your  officers,  has  capably  manned  com- 
mittees wherever  committee  activity  has 
been  demanded,  and  has  discussed  and 
voted  the  issues  brought  before  them  with 
conscientious  earnestness.  Although  reg- 
ular Council  meetings  have  averaged  of 
greater  length  than  those  of  former 
Executive  Committees,  we  cling  to  the 
theory  that  a Council  of  larger  size  fully 
elected  by  the  House  of  Delegates  repre- 
sents the  House  and  the  Society-at-large 
more  accurately  than  a smaller  body  a 
large  minority  of  whom  are  named  by 
the  President.  Whether  the  new  Council 
and  its  small  committees  will  make  for 
economy  can  only  be  determined  after 
several  years.  During  the  current  year 
nine  of  the  fifteen  members  have  had 
monthly  journeys  of  from  three  hundred 
to  eight  hundred  miles  to  accomplish,  be- 
sides requiring  hotel  accommodations  and 
meals.  There  will  be  little  change  possible 
in  this  regard  during  the  coming  year. 
The  appropriations  for  the  small  com- 
mittees of  the  Council  have  been  less  than 
for  the  old  standing  committees.  Theo- 
retically the  closely-knit  elected  Council 
heading  all  committees,  except  Special 
Committees  of  the  House  of  Delegates 
and  those  providing  arrangements  for  the 
Annual  Meeting,  should  prove  superior 
to  the  former  regime  in  efficiency  and 
economy.  Time  only  will  prove  or  dis- 
prove this  theory.  The  President  is 
grateful  to  the  Council  for  its  unfailing 
courtesy  and  help  in  service  to  the  Society. 
I take  pleasure  also  in  thanking  every 
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member  of  Council  and  special  commit- 
tees, who  have  served  with  faithfulness 
and  devotion. 

My  hearty  thanks  also  goes  to  the 
chairmen  and  members  of  the  Committee 
of  Arrangements,  and  the  Committee  on 
Scientific  Exhibits  for  their  enthusiastic 
effective  work.  I believe  that  you  will  all 
be  gratified  by  the  quality  of  the  Scientific 
Program  and  Exhibits,  by  the  extensive 
exhibition  of  moving  pictures,  and  the 
unsurpassed  arrangements  at  the  Annual 
Meeting. 

Recommendations 

1.  In  the  interest  of  increasingly  repre- 
sentative government : Active  officers  and 
committee  chairmen  of  a County  Society 
or  those  who  having  recently  thus  served 
are  still  identified  with  Society  activities 
can  usually  best  represent  the  Society  in 
the  House  of  Delegates.  Where  the 
delegation  is  large  or  of  moderate  size 
this  is  easily  accomplished  if  the  County 
Society  perceives  the  wisdom  of  such  a 
policy,  as  is  often  the  case.  When  the 
delegation  is  small  it  is  more  difficult  but 
the  wisdom  is  still  apparent  and  the  pos- 
sibility, even  in  a delegation  of  one,  re- 
mains. 

We  therefore  recommend  that  the 
House  of  Delegates  formally  suggests  the 
adoption  of  such  a policy  to  each  and  all 
County  Societies. 

2.  In  the  interests  of  providing  ex- 
perienced replacements  in  the  service  of 
the  State  Society  by  those  who  can  serve 
for  a period  of  years  we  recommend  the 
policy  of  integrating  a studied  gradual 
increase  of  younger  men  in  the  activities 
of  the  State  Society,  without  specification, 
rule,  or  limitation  as  to  age  eligibility. 

3.  In  the  interest  of  expanding  our 
service  to  our  membership,  we  recommend 
the  employment  of  a liason  officer  who 
shall  serve  the  House  of  Delegates  and 
Council  in  the  cooperation  and  considera- 
tion of  common  problems  in  our  relations 


with  State  Departments,  welfare  organi- 
zations, and  Foundations,  and  in  assisting 
the  General  Manager  and  Executive 
officer  in  any  way  the  Council  may  direct. 
We  also  recommend  that  his  qualifications 
as  to  eligibility  be  exactly  those  prescribed 
for  the  General  Manager  in  our  By-Laws. 

In  calling  your  attention  to  this  certain 
need  we  declare  our  conviction  that  we 
demand  too  much  of  our  unpaid  officers, 
committee  men,  and  Trustees  so  that  in 
many  instances  their  own  professional 
work  or  the  Society’s  activities  are  neces- 
sarily incomplete  or  their  health  is  im- 
paired by  too  much  physical  sacrifice. 

4.  It  becomes  increasingly  apparent  that 
our  income  from  dues  may  not  be  suf- 
ficient for  this  provision  (Rec.  3)  and 
other  necessary  provisions  for  our  mem- 
bership (dues  are  less  than  three  cents 
per  day  per  member).  Therefore  we 
recommend  that  the  state  assessment  upon 
members  be  increased  by  at  least  two 
cents  per  day.  We  also  recommend  that 
the  Trustees  be  authorized  to  budget 
whatever  income  from  the  Society’s  in- 
vestments may  in  their  judgment  be 
needed  to  properly  serve  the  Society — 
thus  rescinding  the  action  of  the  House 
forbidding  the  use  of  such  interest.  We 
also  recommend  that  no  investment  prin- 
cipal be  expended  at  any  time  except 
after  majority  vote  approval  of  the  House 
of  Delegates  after  recommendation  by 
both  the  Council  and  Board  of  Trustees. 

In  conclusion  I thank  the  House  of 
Delegates  and  the  entire  membership  for 
the  honor  and  privilege  of  serving  as  your 
President.  I have  made  every  effort  to 
think  and  do  rightly  for  you.  I have  had 
the  glowing  satisfaction  of  feeling  your 
cordial  support  in  these  efforts,  and  of 
sensing  your  generous  fraternal  amiability 
concerning  my  shortcomings. 

Respectfully  submitted, 

Charles  H.  Goodrich,  President. 
April  1,  1938. 
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To  the  House  of  Delegates;  Gentlemen: 
Your  Secretary  has  the  honor  to  report 
on  the  conduct  of  the  central  office  after 
his  year’s  experience  for  the  first  time  as 
a full-time  official  with  expanded  duties. 


It  has  become  very  clear  to  him  that  the 
amount  of  work  that  lay  ready  to  be  done 
was  far  greater  than  he  had  anticipated, 
and  that  your  decision  to  employ  a Gen- 
eral Manager  on  full-time  was  wise. 
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Only  in  that  way  could  the  steadily  in- 
creasing calls  for  secretarial  duties  be 
best  met. 

Office 

The  amount  of  correspondence  pass- 
ing over  the  Secretary’s  desk  and  the 
telephonic  communications  have  multi- 
plied amazingly.  In  part,  this  has  been 
due  to  the  increase  in  membership  as 
will  be  seen  from  the  figures.  To  some 
extent,  it  probably  follows  on  the  fact 
that  the  Secretary  has  been  present  in 
person  at  all  times  when  not  making 
trips  in  connection  with  the  Society’s 
work.  Also,  the  new  managerial  duty 
of  coordination  of  the  activities  has  con- 
tributed in  no  small  measure. 

It  has  been  his  effort  to  study  with 
great  care  the  office  methods  long  in  use 
to  develop  the  possibilities  for  informa- 
tional service  and  to  open  the  way  for 
any  new  functions  that  might  seem  wise. 
The  same  devoted  clerical  force  has  been 
tremendously  helpful,  carrying  on  the 
regular  duties  steadily  and  painstakingly, 
and  always  ready  to  meet  sudden  calls 
for  exceptional  performances. 

Membership 

It  is  of  interest  that  the  calendar  year 
1937  again  showed  a large  increase — 
1,040  new  members  having  been  added 
as  shown  in  the  following  table: 


Membership — December  31, 

1936  14,208 

New  Members — 1937  1,040 

Reinstated  Members — 1937  305  15,553 


Deaths  203 

Resignations  82  285 


15,268 

Dropped  for  non-payment 
of  dues  — December  31, 

1937  333 


14,935 

Elected  and  reinstated  after 
October  1,  1937,  and  dues 
credited  to  1938 594 
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Honor  Counties  include  Allegany,  Che- 
nango, Clinton,  Columbia,  Franklin,  Gene- 
see, Montgomery,  Ontario,  Orange,  Orleans, 
Putnam.  St.  Lawrence,  Schuyler,  Steuben, 
Tioga,  Tompkins,  Washington,  Wayne,  and 
Yates. 


A comparison  of  the  figures  for  the 
last  ten  years  shows  a slight  drop  be- 
tween 1931  and  1933,  but  a relatively 
rapid  increase  in  the  years  1935  to  1937 
as  indicated  below : 


1928 

1929 

1930 

1931 

1932 

1933 

1934 

1935 

1936 

1937 


Total  Members 

11,476 

12,010 

12,382 

12,968 

12,868 

12,848 

13,172 

14,064 

14,662 
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Coordination  of  Activities 

This  has  been  a new  responsibility,  the 
purpose  of  which  has  been  at  one  and 
the  same  time  to  save  duplication  of  ef- 
fort and  to  expedite  action.  Your 
Secretary  has  had  to  feel  his  way  to 
some  extent,  learning  by  experience  where 
to  place  his  effort  to  assist  the  new  Coun- 
cil and  its  working  committees,  but  feels 
satisfied  that  progress  has  been  made 
which  can  be  much  further  extended  as 
the  team  settles  down  into  its  new 
harness. 

As  will  be  seen  in  the  report  of  the 
Council,  the  first  need  was  to  provide 
each  member  of  that  body  with  very 
full  agenda  and  minutes,  thus  minimiz- 
ing the  time  consumed  in  its  regular 
meetings.  For  many  years  the  custom 
had  been  to  compose  only  one  office  copy 
of  minutes  that  was  read  in  full  at  each 
meeting  of  the  old  Executive  Commit- 
tee. While  these  agenda  and  minutes 
imply  heavier  stenographic  labor,  and 
some  increase  in  expense,  your  Secretary 
has  been  assured  by  the  Council  that  this 
plan  makes  its  work  easier  and  more 
certain  and  at  the  same  time  serves  to 
supply  reference  material  that  each  mem- 
ber has  at  his  command  at  all  times. 

With  the  various  committees  of  the 
Council,  and  special  committees  of  the 
Society,  your  Secretary,  by  attending 
meetings  and  by  aiding  in  committee 
correspondence,  has  been  able  to  save 
overlapping  of  activities  and,  he  believes, 
to  diminish  time  spent  both  in  meetings 
and  in  travel  expenses  for  the  members. 

It  is  precisely  in  the  realm  of  small 
working  committee  activity  that  coordina- 
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tion  is  most  necessary.  For  example, 
publicity  is  at  times  of  extraordinary 
value  in  connection  with  such  matters  as 
pneumonia  control,  syphilis  and  cancer 
control,  where  the  first  line  of  offense  lies 
in  the  Council  Committee  designated  to 
study  matters  pertaining  to  public 
health.  Public  health  matters  at  times 
have  economic  features,  again  legislative 
connotations,  and  also  publicity  needs. 

It  is  the  hope  of  the  General  Manager 
that  he  will  be  able  to  give  in  the 
ensuing  year  a very  much  larger  and 
more  rapid  type  of  help  in  these  ways 
and  others,  thus  bringing  the  policies  set 
by  the  Council  into  even  more  effective 
operation. 

Your  Secretary  has  attended  over  fifty 
different  meetings  since  May  1937,  not 
only  the  regularly  recurring  Council 
meetings  and  Board  of  Trustees  meetings 
but  also  others  that  had  to  do  with  many 
different  things — from  public  health  to 
World’s  Fair  arrangements,  and  from 
medical  care  to  District  Branch  scientific 
and  social  meetings,  and  he  is  eager  in 


the  coming  year  to  start  closer  and  wider 
contacts  with  the  hospitals  and  medical 
schools  in  the  State. 

In  connection  with  pneumonia  control, 
your  Secretary  had  the  privilege  of  read- 
ing, in  November  1937,  before  the 
American  Medical  Association  Annual 
Conference  of  State  Secretaries  and 
Editors,  a paper  entitled  “A  State  Medi- 
cal Association’s  Part  in  A Pneumonia 
Control  Program.”  Great  interest  was 
evidenced  by  that  group.  It  seems  fair 
to  state  that  the  example  of  the  New 
York  State  Society  is  very  generally 
commended. 

Your  Secretary  is  deeply  grateful  to 
the  President,  Members  of  the  Council, 
Members  of  the  Board  of  Trustees,  the 
Executive  Officer,  and  the  Directors  of 
the  Bureaus  of  Workmen’s  Compensa- 
tion and  Public  Relations,  for  their  very 
fine  cooperation  throughout  the  year. 

Respectfully  submitted, 

Peter  Irving,  Secretary 

April  1,  1938 
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To  the  House  of  Delegates;  Gentlemen: 

The  Council  has  the  honor  to  report  on 
its  administration  of  the  affairs  and  busi- 
ness of  the  Society  since  your  last  meet- 
ing on  May  24-25,  1937.  It  begs  to  submit 
for  your  consideration  the  matters  studied 
and  the  actions  taken  thereon,  and  to  de- 
scribe the  manner  in  which  it  has  met  the 
wider  range  of  obligations  with  which  it 
was  charged  by  the  1937  revision  of  the 
Constitution  and  By-laws. 

The  assignment  to  a single  Council  of 
fifteen  of  all  the  duties  previously  spread 
between  six  Standing  Committees,  the 
former  Council,  and  its  Executive  Com- 
mittee necessarily  placed  on  this  newly 
constituted  executive  body  a stiffer  bur- 
den. It  was  realized  on  the  one  hand  that 
every  member  of  the  Council  would  have 
to  be  familiar  at  all  times  with  all  sig- 
nificant facts  and  on  the  other  hand,  that 
the  work  could  be  expedited  and  facili- 
tated by  setting  up  small  “Council  Com- 
mittees” of  two  or  three  to  filter  through 
those  situations  which  merited  full  discus- 
sion. The  House  in  its  wisdom  elected 
as  Councilors  men  who  had  had  the  ad- 


vantage of  experience  in  all  the  different 
fields  likely  to  engage  attention. 

These  smaller  Committees  were  at  once 
set  up  as  shown  in  the  following  list  and 
the  Council  has  been  able  to  conduct  its 
work  with  what  bids  fair  to  be  some  sav- 
ing in  the  travel  expense  involved. 

Medical  and  Related  Research 


Thomas  H.  Cunningham,  Chairman Glens  Falls 

Frederic  E.  Sondern New  York 

Frederic  C.  Conway Albany 

Medical  Education 

Thomas  P.  Farmer,  Chairman Syracuse 

O.  W.  H.  Mitchell Syracuse 

George  Baehr  New  York 

Nursing  Education 

Peter  Irving,  Chairman New  York 

Clayton  W.  Greene Buffalo 

Preventive  Medicine 

William  A.  Groat,  Chairman Syracuse 

Cassius  H.  Watson New  York 

C.  Ward  Crampton New  York 

Matters  Pertaining  to  Public  Health 

O.  W.  H.  Mitchell,  Chairman Syracuse 

Thomas  P.  Farmer Syracuse 

Thomas  A.  McGoldrick Brooklyn 

Deaf  and  Hard  of  Hearing 
Augustus  J.  Hambrook Troy 
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Legislation 


James  H.  Borrell,  Chairman Buffalo 

B.  Wallace  Hamilton New  York 

John  L.  Bauer Brooklyn 


Economics 


Frederic  E.  Elliott,  Chairman Brooklyn 

Walter  W.  Mott White  Plains 

George  C.  Vogt Binghamton 


Budget 

Samuel  J.  Kopetzky,  Chairman New  York 

Floyd  S.  Winslow Rochester 

John  J.  Masterson Brooklyn 

Workmen’s  Compensation  Procedure 

Frederic  E.  Elliott,  Chairman Brooklyn 

David  J.  Kaliski,  Director New  York 

Joseph  C.  O’Gorman Buffalo 

Contacts  With  Health  and  Welfare  Departments 
of  the  State 

Augustus  J.  Hambrook,  Chairman Troy 

Louis  H,  Bauer Hempstead 

Frederic  E.  Elliott Brooklyn 

Medical  Publicity 

Guy  S.  Carpenter,  Chairman Waverly 

Terry  M.  Townsend New  York 

Thurston  S.  Welton Brooklyn 

Hospitals,  Clinics  and  Welfare  Agencies 

Floyd  S.  Winslow,  Chairman Rochester 

Robert  F.  Barber Brooklyn 

Adolph  G.  DeSanctis New  York 

Malpractice  Defense  and  Insurance 

John  J.  Masterson,  Chairman Brooklyn 

Milton  J.  Goodfriend Bronx 

James  M.  Flynn Rochester 

Chas.  Gordon  Heyd  ( Advisory ) New  York 

Constitution  and  By-Laws 

Samuel  J.  Kopetzky,  Chairman New  York 

Peter  Irving New  York 

Lorenz  J.  Brosnan,  Esq New  York 

World’s  Fair 

Thomas  H.  Cunningham,  Chairman Glens  Falls 

James  R.  Reuling,  Jr Bayside 

Thomas  A.  McGoldrick Brooklyn 

Detroit  Plan  of  Case  Finding  of  Tuberculosis 

James  H.  Borrell,  Chairman Buffalo 

Frederick  S.  Wetherell Syracuse 

Frederic  E.  Elliott Brooklyn 


Advisory  Committees  to  Council  Committee  on 
Matters  Pertaining  to  Public  Health 


Pneumonia  Control 

Russell  LaF.  Cecil New  York 

Clayton  W.  Greene Buffalo 

Peter  Irving New  York 

Child  Hygiene 

Philip  Van  Ingen New  York 

Edward  J.  Wynkoop Syracuse 

Marvin  Israel Buffalo 

Cancer  Control 

Chas.  Gordon  Heyd New  York 

L.  Whittington  Gorham Albany 

Frederic  E.  Sondern New  York 

Albert  A.  Gartner Buffalo 

Leo  Paul  Larkin Ithaca 

William  P.  Healy New  York 

Robert  L.  Moorhead Brooklyn 

Defective  Eye-sight  . 

Arthur  J.  Bedell Albany 

Joseph  C.  O’Gorman Buffalo 

Conrad  Berens New  York 


Advisory  Committee  to  Woman’s  Auxiliary 


John  L.  Bauer,  Chairman Brooklyn 

William  H.  Ross Brentwood 

Herman  W.  Galster Scotia 

William  A.  Groat Syracuse 

Daniel  J.  Swan Flushing 


Advisory  to  the  Council  Committee  on  Legislation 

The  Chairmen  of  all  the  County  Medical  Society 
Legislative  Committees  were  considered  to  constitute  a 
Legislative  Advisory  Committee. 


Four  other  Committees  constituted 
slightly  differently  (See  By-Laws  Chap. 
IV,  Sec.  9 and  10)  as  provided  in  the  By- 
laws have  assisted  the  Council  in  its  duties 
of  arranging  for  the  Annual  Meeting,  its 
Program  and  Scientific  Exhibits,  and  in 
conducting  the  publications  of  the  So- 
ciety : 

Scientific  Exhibits 


William  A.  Krieger,  Chairman Poughkeepsie 

John  Henderson New  York 

Charles  Douglas  Sawyer Brooklyn 


Scientific  Work 


Albert  F.  R.  Andresen,  Chairman Brooklyn 

Howard  C.  Taylor New  York 


To  meet  the  possibilities  that  in  some 
situations  a more  State-wide  assistance 
might  be  required,  certain  Advisory  Com- 
mittees were  also  appointed  by  the  Presi- 
dent, with  the  approval  of  the  Council, 
as  follows : 

Advisory  Committee  on  Anti-Vivisection  to  Council 
Committee  on  Medical  and  Related  Research 


John  J.  Morton,  Jr.,  Chairman Rochester 

Joshua  E.  Sweet..... New  York 

Allen  O.  Whipple New  York 

Simon  Flexner New  York 

Augustus  B.  Wadsworth Albany 

Edwin  MacD.  Stanton Schenectady 

Herman  G.  Weiskotten Syracuse 

Winfield  W.  Scott Rochester 

Burton  T.  Simpson Buffalo 

Peyton  Rous New  York 

George  J.  Heuer New  York 

Marshall  Clinton  Buffalo 


Arrangements 


Charles  A.  Anderson,  Chairman Brooklyn 

John  L.  Bauer Brooklyn 

Chas.  Gordon  Heyd New  York 

Ralph  I.  Lloyd Brooklyn 

Irving  Gray Brooklyn 

W.  Guernsey  Frey,  Jr Forest  Hills  Gardens 

Arthur  S.  Driscoll St.  George,  S.  I. 

Carl  A.  Hettesheimer Hempstead 

Charles  C.  Murphy Amityville 

Augustus  Harris Brooklyn 

Clarence  G.  Bandler New  York 

Frederic  E.  Sondern New  York 

Herbert  C.  Fett Brooklyn 

Emil  Koffler Bronx 

John  B.  D’Albora Brooklyn 

John  Henderson New  York 

Charles  Douglas  Sawyer Brooklyn 

Leo  F.  Simpson,  ( Advisory ) Rochester 

Journal  Management 

George  W.  Kosmak,  Chairman New  York 

Peter  Irving New  York 
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Thomas  M.  Brennan Brooklyn 

Samuel  J.  Kopetzky New  York 

Nathan  P.  Sears Syracuse 

Warren  Wooden Rochester 


Four  other  Committees  of  the  Society 
have  carried  on  special  duties,  reporting 
as  indicated: 

Prize  Essays  (Reporting  to  the  House) 


Frank  B.  Cross,  Chairman Brooklyn 

Edward  G.  Whipple Rochester 

Burton  T.  Simpson Buffalo 

To  Confer  With  State  Hospital  Association 
(Reporting  to  the  House) 

Floyd  S.  Winslow,  Chairman Rochester 

David  J.  Kaliski, New  York 

Frederic  E.  Elliott Brooklyn 

Thomas  P.  Farmer Syracuse 

Augustus  J.  Hambrook Troy 

Leo  F.  Simpson Rochester 

Homer  L.  Nelms Albany 

William  A.  Groat Syracuse 

Peter  Irving,  Ex-officio New  York 


Matters  Pertaining  to  Medical  Care 
(Reporting  to  the  House) 

Walter  W.  Mott,  Chairman 
Frederick  M.  Miller,  Sr.. 

David  B.  Jewett 

James  A.  Miller 

Charles  D.  Post 

Louis  A.  Van  Kleeck 

John  E.  Wattenberg 

Homer  L.  Nelms 

William  L.  Russell 

Advisory  Committee 

Chas.  Gordon  Heyd New  York 

Frederic  E.  Sondern New  York 

Arthur  W.  Booth Elmira 

Thomas  A.  McGoldrick Brooklyn 

Bertran  W.  Gifford Saugerties 

Maternal  Welfare  (Reporting  to  the  Council) 

Charles  A.  Gordon Brooklyn 

James  K.  Quigley  Rochester 

Ferdinand  J.  Schoeneck Syracuse 

Legal  Counsel:  Lorenz  J.  Brosnan,  Reappointment. 
Attorney:  Thomas  H.  Clearwater,  Reappointment. 
Executive  Officer:  Joseph  S.  Lawrence,  Renewal  of 
Contract. 

Director  of  Bureau  of  Public  Relations : Dwight 
Anderson,  Renewal  of  Contract. 

General  Manager:  Peter  Irving. 


.White  Plains 

Utica 

Rochester 

. . .New  York 

Syracuse 

. . .Manhasset 

Cortland 

Albany 

White  Plains 


The  Council  has  met  regularly  on  the 
second  Thursday  of  each  month,  with 
the  exception  of  July  and  August,  begin- 
ning its  deliberations  in  the  morning  and 
carrying  them  on  through  a greater  por- 
tion of  the  afternoon  at  each  session. 

It  has  extended  an  invitation  to  all  its 
meetings  to  the  Board  of  Trustees,  the 
First  Vice-President,  the  Vice-Speaker, 
the  Assistant  Secretary,  the  Executive 
Officer,  the  Director  of  the  Public  Rela- 
tions Bureau,  the  Director  of  the  Work- 
men’s Compensation  Bureau,  and  the 
Legal  Counsel. 


In  order  to  keep  all  members  and  guests 
fully  informed  of  its  activities  and  to  sup- 
ply material  for  ready  reference,  exten- 
sive agenda  has  been  sent  to  all  concerned, 
and  stenotype  verbatim  notes  have  been 
made,  from  which  exhaustive  minutes 
have  been  compiled  and  distributed. 


The  matters  studied,  the  actions  taken 
by  the  Council,  and  recommendations  for 
your  consideration  are  here  recorded 
under  subject  titles. 

1.  Public  Health 

With  the  assistance  of  its  Committee 
on  Matters  Pertaining  to  Public  Health 
(Drs.  Mitchell,  Chairman;  Farmer  and 
McGoldrick),  progress  has  been  made  in 
several  fields. 

Pneumonia : One-day  “pneumonia  in- 
stitutes” were  held  in  a hospital  in  each 
of  the  following  five  cities : Rochester, 
Syracuse,  Buffalo,  Albany,  and  New 
York,  under  the  combined  aegis  of  the 
State  Society  and  the  State  Department 
of  Health.  The  Society  arranged  pro- 
grams with  Dr.  Edward  S.  Rogers,  Di- 
rector of  Pneumonia  Control  of  the  De- 
partment of  Health. 

The  Department  found  it  possible  to 
pay  travel  expenses  for  physicians  up  to 
fifty  in  number  on  each  occasion,  and 
great  interest  was  shown  in  the  lectures 
and  the  clinic  and  serum  therapy  demon- 
strations of  these  post-graduate  days. 

The  example  was  followed  in  the  City 
of  New  York  for  its  own  physicians. 
Half-day  “Refresher  Courses”  were  held 
during  January  and  again  in  March  1938. 

The  Council  received  an  enthusiastic 
report  on  a pneumonia  film  called  “A 
New  Day”  which  has  been  financed,  at 
considerable  expense,  by  the  Metropol- 
itan Life  Insurance  Company,  and  for- 
mally endorsed  it  to  that  Company.  The 
United  States  Public  Health  Service  also 
endorsed  this  film.  It  is  now  being  shown 
to  the  public  in  regular  motion  picture 
houses. 

Cancer:  Cordial  relations  with  the 

American  Society  for  Control  of  Cancer 
have  been  maintained,  through  Drs. 
Mitchell  and  Farmer  of  the  Council,  and 
Dr.  John  M.  Swan,  Executive  Secretary 
of  the  New  York  State  Committee  of  the 
American  Society. 
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Dr.  Swan’s  Committee  has  for  the  last 
twelve  years  been  carrying  on  an  educa- 
tional program,  directed  to  the  layman, 
for  the  purpose  of  informing  him  con- 
cerning the  danger  signals  that  may  mean 
cancer  and  of  urging  him  to  consult  quali- 
fied medical  practitioners  at  the  earliest 
possible  moment. 

It  has  always  been  its  aim  to  keep  the 
dissemination  of  knowledge  concerning 
cancer  in  the  hands  of  the  organized  pro- 
fession. The  governing  body  of  fifteen 
directors  is  composed  of  medical  men  in 
good  standing  in  the  Medical  Society  of 
the  State  of  New  York,  three  of  them 
being  past  presidents. 

It  has  been  the  expressed  hope  of  the 
New  York  Cancer  Committee  that  Chair- 
men of  County  Society  Cancer  Commit- 
tees will  also  act  as  Chairmen  of  the 
County  Committees  of  the  American  So- 
ciety for  Cancer  Control.  This  arrange- 
ment continues  to  have  the  endorsement 
of  the  Council. 

The  national  society’s  more  recently 
formed  women’s  organization  called,  “The 
Women’s  Field  Army”  was  recommended 
by  the  Council  to  the  County  Societies. 
Its  purpose  is  to  secure  small  contribu- 
tions from  women  to  finance  educational 
programs.  County  Society  Speaker’s  Bu- 
reaus can  well  aid,  in  the  opinion  of  the 
Council,  this  campaign. 

The  President,  Dr.  Goodrich,  re- 
sponded to  a request  of  the  Governor 
for  a representative  of  the  State  Medical 
Society  to  sit  on  the  Commission  cre- 
ated in  1937  to  study  the  prevalence  of 
cancer  in  New  York  State.  The  Gover- 
nor appointed  Dr.  Floyd  S.  Winslow  of 
Rochester.  The  personnel  of  that  Com- 
mission follows: 

Assemblyman  Frank  A.  Gugino,  Buffalo,  Chair- 
man 

Senator  Frederic  H.  Bontecou,  Poughkeepsie 
Senator  Jacob  J.  Schwartzwald,  Brooklyn 
Senator  William  J.  Murray,  New  York 
Dr.  James  Ewing,  New  York 
Dr.  Floyd  S.  Winslow,  Rochester 
Dr.  Edward  S.  Godfrey,  Jr.,  Albany 
Assemblyman  Nicholas  A.  Rossi,  New  York 
Assemblyman  Harry  R.  Marble,  Holcomb 

Dr.  Winslow  has  brought  several  ques- 
tions to  the  Council  and,  in  particular, 
the  final  recommendations  to  be  included 
in  the  report  of  the  Commission  subject 
to  rewording  by  the  Council.  It  is  ex- 
pected that  the  phraseology  approved  by 


the  Council  will  be  used  in  the  Com- 
mission’s report. 

Syphilis : In  this  field  the  Council,  on 

request  of  Senator  Jeremiah  F.  Twomey, 
approved,  subject  to  minor  amendments 
to  be  sought  by  the  Committee  on  Legis- 
lation, his  bill  requiring  Wassermann  tests 
•in  pregnancy.  The  bill  was  later  passed 
by  the  Legislature. 

On  request  from  the  American  Social 
Hygiene  Association,  the  Council  di- 
rected announcement  in  the  Journal  of 
the  selection  of  February  2,  1938,  as 
the  “National  Social  Hygiene  Day.” 

2.  Tuberculosis  Case  Finding 

The  Council  authorized  appointment  of 
a committee  of  three  to  visit  with  a sim- 
ilar committee  of  the  State  Department 
of  Health  and  visit  Detroit,  there  to  study 
at  first-hand  tuberculosis  case  finding  as 
practiced  under  Dr.  Henry  F.  Vaughan, 
Commissioner  of  the  Department  of 
Health  of  Detroit,  Michigan.  The  joint 
committee  selected  was: 

From  the  State  Society: 

Dr.  James  H.  Borrell,  Chairman 
Dr.  Frederick  S.  Wetherell 
Dr.  Frederic  E.  Elliott 

From  the  State  Department  of  Health: 

Dr.  George  H.  Ramsey 
Dr.  Robert  E.  Plunkett 
Dr.  H.  Jackson  Davis 

This  group  spent  two  days  in  Detroit 
and  Battle  Creek,  Michigan,  on  Novem- 
ber 16  and  17,  1937.  A final  report  is 
expected  in  the  near  future. 

3.  The  Deaf  and  Hard  of  Hearing 

Dr.  Hambrook,  as  a Council  Committee 
of  One,  was  designated  to  continue  the 
program  of  activity  in  this  field  which 
started  five  year  ago.  As  Vice-Chairman 
of  the  Temporary  State  Commission  to 
Study  Facilities  for  Hard  of  Hearing  and 
Deaf  Children,  he  has  been  in  fortunate 
position  to  aid  in  carrying  the  work  well 
forward. 

The  Commission  is  constituted  as  fol- 
lows: 

Jacob  H.  Livingston,  Chairman;  Dr.  Au- 
gustus J.  Hambrook,  Vice-Chairman;  John 
H.  Black,  Secretary;  George  F.  Rogers, 
Clifford  C.  Hastings,  Fred  L.  Meiss,  Wil- 
liam J.  Sheldrick,  Estelle  E.  Samuelson, 
Dr.  Emily  A.  Pratt,  Dr.  Edmund  Prince 
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Fowler,  Capt.  Victor  Skyberg,  and  Morris 
L.  Ernst,  Counsel.  The  following  serve 
ex-officio:  John  J.  Dunnigan,  Perley  A. 
Pitcher,  Oswald  D.  Heck,  Irving  M.  Ives, 
and  Irwin  Steingut. 

Much  of  the  actual  work  has  been 
undertaken  by  a scientific  group  made  up 
of  the  medical  members  on  the  Commis- 
sion and  Miss  E.  E.  Samuelson  and 
Captain  Victor  Skyberg. 

The  Commission  has  studied  facilities 
in  the  State — two  open  meetings  having 
been  held  in  different  parts  of  the  State 
to  inquire  into  the  care  given  hard  of 
hearing  children  and  deaf  children,  both 
in  private  institutions  and  in  the  deaf 
schools  of  the  State.  It  has  concerned 
itself  with  the  lack  of  proper  educational 
advantages  in  the  schools  of  the  State, 
and  has  made  a study  of  the  number  of 
children  requiring  lip  reading  and  other 
hearing  aids;  also,  the  number  of  quali- 
fied teachers  available  and  the  number 
required  for  a State-wide  program  of  lip- 
reading  instruction.  It  has  tried  to  de- 
termine the  need  for  audiometer  equip- 
ment to  take  care  of  requirements  and  of 
better  utilization  of  all  present  equip- 
ment. 

The  Commission  has  made  a very  com- 
prehensive report  to  the  Legislature,  a 
copy  of  which  will  be  submitted  as  a sup- 
plemental report  to  the  House.  It  has 
asked  for  an  extension  of  one  year  to 
complete  its  study,  this  to  include  adults 
as  well  as  children. 

It  has  asked  also  that  the  reporting  bill, 
in  charge  of  the  Department  of  Health, 
be  activated,  and  from  such  information 
obtained  through  Section  320-A  of  the 
Public  Health  Law,  as  well  as  from  other 
sources  concerned,  that  a compilation  and 
register  of  all  deaf  and  hard  of  hearing 
children  and  adults  be  created. 

Dr.  Hambrook  is  glad  to  report  that  the 
program,  started  five  years  ago,  is  about 
to  be  realized,  and  that  deaf  and  hard  of 
hearing  children  and  adults,  as  well,  will 
now  be  able  to  receive  an  education  suit- 
able to  the  handicapped  condition  of  each 
individual. 

4.  Preventive  Medicine 

The  Council  has  effected  through  the 
medium  of  a small  committee  (Drs. 
Groat,  Watson,  and  Crampton)  a study 


of  the  various  aspects — general  and  par- 
ticular— of  the  very  interesting  subject 
of  preventive  medicine. 

The  matter  of  noise  abatement  was 
first  gone  into,  having  been  referred  to 
the  Council  by  the  1937  meeting  of 
the  Section  on  Neurology  and  Psychi- 
atry. That  Section  felt  that  undue  noise 
in  municipalities  was  a growing  menace 
to  the  health  and  well-being  of  citizens. 

The  study  has  revealed  that  a num- 
ber of  cities  of  large  size,  notably  Albany 
and  New  York,  have  gone  into  the  mat- 
ter very  thoroughly.  It  appears  to  be 
recognized  by  these  city  governments  as 
well  as  by  the  “League  for  Less  Noise” 
that,  while  laws  are  to  some  extent  use- 
ful and  necessary  for  instance,  in  connec- 
tion with  automobile  horns  and  night 
noises,  the  solution  of  the  noise  problem 
depends  chiefly  upon  education  and  co- 
operation of  the  public. 

While  no  specific  recommendations 
have  been  formulated  by  the  Council,  the 
study  suggests  that  the  Society  might  aid 
in  this  field  as  in  other  matters  of  public 
health  in  an  educational  manner. 

Consideration  of  the  general  subject 
of  preventive  medicine  made  clear  the 
very  wide  scope  of  prevention.  Gov- 
ernmental services  through  departments 
of  health,  welfare,  and  education  could 
and  do  practice  mass  preventive  medi- 
cine. Cooperation  of  the  Society  with 
these  departments  could  be  of  great  value. 
Personal  preventive  medicine,  on  the 
other  hand,  belongs  to  the  citizen  and  his 
own  physician. 

The  health  examination,  while  an  es- 
sential in  medical  care,  is  yet  only  a part. 
It  is  not  an  isolated  event  purchasable 
wholesale  in  mechanized  ways ; it  is 
important  but  only  incidental  to  a well- 
rounded  service  of  preventive  medical 
care  through  life.  The  Council  Commit- 
tee has  submitted  a recommendation  that 
there  be  a change  of  emphasis  from  the 
health  examination  by  itself  to  the  ideal 
of  continued  life  service.  This,  the  Com- 
mittee based  on  the  belief  that  a physician 
can  best  help  the  individual  going  to  him 
with  some  disability  or  complaint  if  he 
has  known  of  that  man’s  health  and  ill- 
ness during  preceding  years. 

In  other  words,  this  Committee  favored 
what  might  be  called  a “continued  health 
service  throughout  life.  It  believes  and 
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considers  that  the  Council  could  to  good 
purpose  devise  practical  methods  of  ap- 
plication such  as  some  form  of  life-time 
health  record.  To  accomplish  this  pur- 
pose, this  Committee  has  recommended 
to  the  Council  continued  study  looking 
toward  practical  education  in  preventive 
medicine  of  both  the  profession  and  the 
public. 

5.  Maternal  Welfare 

The  Special  Committee  on  Maternal 
Welfare  (Drs.  Gordon,  Chairman,  Quig- 
ley, and  Schoeneck)  set  up  by  the  House 
of  Delegates,  reports  to  the  House,  in  the 
manner  instructed,  through  the  Council. 
The  report  follows: 

1.  It  was  agreed  by  the  members  of  the 
Committee  that  a permanent  organization 
of  county  medical  society  maternal  welfare 
committees  is  still  of  utmost  importance; 
contact  to  be  made  with  committee  chair- 
men, or  secretaries  should  be  asked  who  the 
committee  chairmen  are.  This  work  has 
been  done  in  the  past,  and,  whether  stim- 
ulated by  the  State  Society  or  not,  consid- 
erable work  is  being  done.  Several  counties 
are  actively  studying  their  local  problems, 
and  in  a great  many  more  are  interested. 

The  Committee  feels  very  strongly  that 
real  progress  will  be  made  only  if  Dr. 
Irving  or  Dr.  Lawrence  every  time  they 
make  a county  visit,  make  a point  of  ad- 
vancing the  program. 

2.  The  State  is  so  large  and  the  prob- 
lem so  vast,  that  it  would  surely  be  of 
great  value  to  begin  education  of  the  physi- 
cian by  mail,  sending  him  standards  for: 
(a)  prenatal  care,  (b)  intrapartum  care, 
and  (c)  postpartum  care,  as  three  separate 
pamphlets.  Previous  committee  advocated 
this  too. 

As  cost  of  printing  and  mailing  may  be 
considerable,  the  Council  should  be  asked 
to  inquire  if  other  organizations  might 
be  willing  to  participate,  e.g.,  State  Health 
Dept.,  Metropolitan  Life,  Commonwealth 
Fund,  etc. 

3.  The  New  Jersey  plan  was  thought  ex- 
cellent, but  the  Committee  was  informed  by 
Dr.  Quigley  that  the  State  Department  of 
Health  were  not  favorably  disposed  toward 
such  a plan  for  New  York. 

4.  The  possibilities  and  'difficulties  of  edu- 
cation of  the  public  were  discussed. 

5.  Next  meeting  in  Rochester  in  March, 
Chairman  to  address  the  County  Medical 
Society  there. 

The  Council  issued  instructions  that 
Recommendation  2 of  this  report  be  car- 


ried out  by  the  Journal  Management 
Committee  through  the  Journal. 

In  October  1937  the  Council  consid- 
ered the  film  entitled  “The  Birth  of  A 
Baby”  which  had  been  produced  by  the 
Mead  Johnson  and  Company  at  the  in- 
stigation of  The  American  Committee  on 
Maternal  Welfare,  Inc.,  of  which  Dr. 
Fred  L.  Adair  of  Chicago  was  the  Chair- 
man. A number  of  the  members  had 
seen  the  preview,  and  the  Council  decided 
to  forward  to  the  sponsor,  The  American 
Committee  on  Maternal  Welfare,  Inc., 
an  endorsement  of  this  film  as  an  edu- 
cational effort  looking  toward  improve- 
ment in  maternal  welfare. 

The  Council  was  informed  of  similar 
endorsement  by  the  United  States  Pub- 
lic Health  Service,  the  American  College 
of  Surgeons,  the  American  Public  Health 
Association,  the  Department  of  Labor, 
and  the  American  Gynecology  Society. 
The  Colorado  State  Medical  Society  was 
known  to  have  endorsed  and  approved 
this  film  also. 

While  the  decision  of  the  Department 
of  Education  of  New  York  State  was 
against  permission  for  public  showing  of 
this  film  in  the  regular  moving  picture 
houses,  the  Council  was  assured  the  De- 
partment’s disapproval  would  not  prevent 
the  use  of  this  film  in  New  York  State 
for  educational  purposes  by  non-commer- 
cial groups. 

6.  Medical  Education 

Dr.  Farmer  has  continued  to  represent 
the  Council  in  the  field  of  medical  educa- 
tion and  the  same  satisfactory  method 
has  been  pursued  by  him  in  arranging 
postgraduate  lecture  courses  throughout 
the  State  outside  of  the  metropolitan 
district. 

During  the  fall  of  1937  the  following 
subjects  were  covered  in  each  instance 
with  several  successive  lectures  in  the 
counties  indicated. 

Cayuga  Obstetrics 

Monroe Miscellaneous 

Orange  Obstetrics 

Rockland Obstetrics 

In  the  spring  of  1938  similar  courses 
were  given  as  follows : 

Chemung Dermatology 

Columbia General  Medicine 
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Jeffershn  * General  Medicine 

St.  Lawrence  General  Medicine 

Steuben Dermatology 

Sullivan Dermatology  and  Syphilology 

Tioga Infections 


At  the  time  of  going  to  press,  Dr. 
Farmer  reports  that  there  are  still  other 
courses  under  preparation  to  be  given 
some  time  before  July  1. 

It  is  to  be  noted  that  the  Council  and 
the  Trustees  have  considered  this  work 
so  valuable  that  an  appropriation  of 
$5,000  for  the  year  1937-1938  was  pro- 
vided in  the  budget. 


7.  The  Journal 


Production  has  continued  in  the  same 
fashion  as  was  initiated  January  1,  1934. 
The  Journal  Management  Committee, 
through  which  the  Council  supervises  its 
publication  as  to  content,  has  reported  on 
the  year  1937. 

The  cost  as  compared  with  the  three 
preceding  years  is  shown  in  the  following 
table  and  reveals  a slight  increase  in  total 
expense  (payment  to  Mr.  Gardiner  plus 
Committee  expenditures)  due  largely  to 
the  steady  increase  in  membership  with, 
however,  maintenance  of  the  cost  per 
member  slightly  below  the  One  Dollar 
which  has  been  appropriated  each  year 
from  dues  for  this  purpose : 


Year 

Total 

Total  Members 

Per  Member 

1934 

$ 9,223.53 

13,193 

$ .70 

1935 

12,726.83 

14,064 

.90 

1936 

14,366.72 

14,662 

.97 

1937 

14,383.67 

15,866 

.90 

From  present  conditions  at  the  time  of 
writing  this  report  it  would  appear  prob- 
able that  this  satisfactorily  low  level  of 
production  cost  may  have  to  rise;  but 
this  new  problem  has  not  yet  been  fully 
solved. 

The  scientific  content  during  these 
years  is  shown  in  the  following  table, 
which  indicates  an  increase  in  the  num- 
ber of  articles  used  and  total  pages  as- 
signed : 


Year  Number 


Total  Pages 


1934  159  696 

1935  144  738 

1936  191  1,220 

1937  200  1,252 


The  remaining  content  has  been 
steadily  enlarged  with  addition  of  some 
further  sections  considered  by  the  Com- 


mittee desirable.  ‘‘Hospital  News”  and 
“Pneumonia  Control  Program”  sections 
have  been  deemed  valuable;  and  recently 
arrangements  were  effected  with  the  State 
Departmnt  of  Health  for  “Public  Health 
Notes”  to  be  supplied  by  Dr.  Earp,  the 
Medical  Editor  of  that  Department.  The 
“Correspondence”  column,  “Medicole- 
gal” section,  “Book  Reviews,”  “Medical 
News,”  “Society  Activities,”  and  “Across 
the  Desk”  have  been  continued.  It  is  the 
constant  effort  of  the  Committee  in  this 
way  to  supply  material  of  varied  interest 
to  readers. 

The  Council  has  received  comment 
from  many  sources  which  indicates  satis- 
faction on  the  part  of  the  membership 
in  general  with  the  progress  of  the  mag- 
azine, and  a steadily  increasing  reader 
interest.  Not  only  within  the  State  has 
this  been  manifested,  but  the  material  in 
the  Journal  has  been  increasingly  util- 
ized by  other  state  journals. 

Directory 

The  Journal  Management  Committee 
has  continued  its  duty  of  supervising  the 
content  of  the  Medical  Directory  of  New 
York,  New  Jersey  and  Connecticut,  copy 
being  prepared  in  the  Central  Office. 

The  following  policies  have  been  from 
time  to  time  adopted  by  the  Committee: 

1.  Alphabetic  street  list  to  precede  de- 
tailed list. 

2.  Workmen’s  Compensation  designations 
to  appear  with  each  name,  a general  sign 
in  front  before  the  membership  star,  and  the 
special  letters  later. 

3.  The  assigned  designation  to  be  run, 
whether  the  doctor  objects  or  not. 

4.  Diplomates  of  National  Boards  to  re- 
ceive appropriate  designations  in  capitals. 

5.  Directors  and  Asst.  Directors  of  Hos- 
pitals to  have  special  designation. 

6.  Membership  in  Societies  to  follow 
these  regulations : 

(a)  The  societies  must  be  medical  scientific 
organizations,  both  national  and  local. 

(b)  Where  lay  members  as  well  as  physicians 
belong  to  an  organization  listing  is  to  be 
omitted. 

(c)  No  listing  to  be  made  of  membership  in 
foreign  medical  associations. 

(d)  Abbreviations  to  be  used  as  heretofore 
for  hospital  titles. 

7.  Fellowship  in  American  College  of 
Radiology  to  receive  FACR. 

8.  N.  Y.  Academy  of  Medicine : Fellow- 
ship and  membership  to  be  indicated. 
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Beginning  with  the  1937  edition,  the 
State  Societies  of  New  Jersey  and  Con- 
necticut took  over  the  task  of  preparing 
copy  for  their  own  physicians. 

Technical  Exhibits 

The  Committee  has  continued  its  super- 
vision of  the  content  of  these  exhibits 
which,  like  advertisements  in  Journal  and 
Directory,  are  required  to  follow  the  rule 
of  acceptance  by  the  Council  on  Pharmacy 
of  the  American  Medical  Association. 

8.  Medical  Publicity 

With  the  aid  of  its  Committee  of  which 
Dr.  Carpenter  is  Chairman,  Drs.  Town- 
send and  Welton,  members,  the  Council 
has  continued  to  effect  suitable  publicity 
through  the  Public  Relations  Bureau. 
The  policies  laid  down,  and  the  output 
of  the  year  are  shown  in  the  following 
summary : 

In  the  Fall  of  1937,  District  Branch 
meetings  of  the  Society  were  covered 
as  usual  with  news  releases  sent  to  the 
daily  press  of  each  district  by  the  Public 
Relations  Bureau.  In  addition,  a new 
practice  was  begun  of  supplying  the 
weekly  press  with  special  articles  in  plate 
form  concerning  these  meetings.  This 
material  was  well  received,  and  the  con- 
tinuance of  this  project  is  recommended. 

Special  news  releases  were  prepared 
and  distributed  to  the  press  throughout 
the  year  concerning  the  postgraduate 
courses  conducted  under  the  auspices  of 
the  Council  Committee  on  Medical  Edu- 
cation. 

Additional  releases  were  sent  the  press 
from  time  to  time  as  occasion  demanded 
on  such  subjects  as  compulsory  health 
insurance,  pneumonia,  and  concerning 
various  addresses  of  the  President  of  the 
Society.  “Beauty  and  Preventive  Med- 
icine,” a talk  delivered  by  Dr.  Goodrich 
was  reprinted  in  “Vital  Speeches  of  the 
Day”  and  reprints  were  sent  to  12,000 
persons  on  the  mailing  list  of  the  Bureau. 

The  Director  of  the  Bureau,  Mr. 
Dwight  Anderson,  attended  various  com- 
mittee meetings  of  the  Society,  in  par- 
ticular those  of  the  Council  Committee  on 
Preventive  Medicine,  and  the  Committee 
on  Matters  Pertaining  to  Medical  Care. 
He  attended  meetings  of  the  Committee 
on  Library  and  Information  Service  of 


the  World’s  Fair,  of  which  he  is  a mem- 
ber, and  the  Committee  on  Medical  Juris- 
prudence of  the  New  York  County  Med- 
ical Society  and  the  Association  of  the 
Bar  of  New  York  City.  He  attended  the 
meeting  of  legislative  chairmen  held  at 
Albany,  and  throughout  the  year  kept  in 
close  contact  with  organizations  which 
are  affecting  public  opinion  as  to  matters 
related  to  the  interests  of  the  medical 
profession.  He  continued  the  cordial  re- 
lations with  the  press  which  have  char- 
acterized the  work  of  the  Public  Rela- 
tions Bureau.  Increasingly,  requests 
have  come  from  special  feature  writers 
employed  by  magazines  and  syndicates 
for  assistance  in  preparing  articles  for 
the  press. 

The  Bureau  has  assisted  in  maintain- 
ing cordial  and  cooperative  relations  with 
the  New  York  State  Department  of 
Health,  particularly  in  regard  to  the  pro- 
motion of  the  pneumonia  control  pro- 
gram jointly  sponsored  by  the  two  organ- 
izations. 

The  Speaker’s  Service  Bulletins  have 
been  continued  with  the  following  titles : 
“Quo  Vadis?,”  “What  Is  Propaganda?,” 
“Mental  Hygiene,”  “Medical  Care  in 
the  Radio  Forum,”  “Pneumonia,”  “What 
Next?,”  “Syphilis  Must  Go!,”  “Cancer,” 
“Tuberculosis,”  and  “Mother’s  Day.”  A 
new  bulletin  service  called  “Handbook 
Series”  was  begun  March  15,  1938  with 
the  title  “Organizing  the  Speaker’s  Bu- 
reau.” Titles  to  follow  are : “The  News- 
paper Interview,”  “The  Radio  Dialogue,” 
“The  10-Minute  Talk,”  and  “The  News- 
paper Release.” 

A radio  transcription  was  made  of 
a talk  by  Dr.  Goodrich  on  “Health  and 
Beauty.”  This  was  offered  to  radio  sta- 
tions throughout  the  State.  Ten  stations 
used  this  material.  This  innovation  opens 
up  a new  means  for  moulding  favorable 
popular  opinion  for  organized  medicine, 
now  that  the  mechanical  difficulties  in 
disc  manufacture  have  been  successfully 
overcome. 

J.  Weston  Walch,  author  of  “On  The 
Witness  Stand,”  was  employed  to  pre- 
pare a question-and-answer  manuscript 
on  state  medicine.  He  came  to  New 
York  and  workedt  with  the  Director  of 
the  Public  Relations  Bureau  in  collecting 
material  and  presenting  it  in  suitable 
form  for  publication.  It  was  decided  by 
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the  Committee  to  hold  this  matter  in 
abeyance  until  after  the  Annual  Meeting 
when  new  material  on  the  subject  may 
be  made  available  and  added  to  the  man- 
uscript. 

Analysis  of  magazine  and  newspaper 
articles  in  the  labor  press  on  the  subject 
of  health  insurance  indicates  a renewal 
of  agitation  on  this  subject  in  that  quar- 
ter. It  is  felt  that  if  the  two  warring 
elements  in  organized  labor  resolve  their 
differences,  which  is  definitely  predicted 
in  well-informed  quarters,  a situation 
may  arise  calling  for  the  renewal  of  pub- 
licity to  inform  the  public  of  the  dangers 
of  compulsory  health  insurance,  a pro- 
cedure which  met  with  conspicuous  suc- 
cess in  the  work  of  the  Public  Relations 
Bureau  during  the  year  1937. 

Attention  has  been  addressed  to  cur- 
rent radio  programs  as  providing  a cross- 
section  of  propaganda  influences  at  work 
with  relation  to  medical  care.  Many  pro- 
grams have  appeared  in  promotion  of  co- 
operative medicine,  as  well  as  compulsory 
health  insurance.  The  number  of  the 
former  has  increased  measurably  during 
the  last  year. 

The  Director  of  the  Bureau  was  one  of 
the  speakers  at  a conference  of  Science 
Writers  held  under  the  auspices  of  the 
American  Medical  Association,  Chicago, 
111.,  October  30,  1937.  The  proceedings 
of  this  meeting  appeared  in  the  Journal  of 
the  A.M.A. , January  1 and  January  8, 
1938. 

At  the  request  of  the  New  Haven, 
Conn.  Medical  Society,  the  Director  of 
the  Bureau  addressed  that  Society  at  its 
semi-annual  meeting  in  Waterbury,  Oc- 
tober 28,  1937.  He  has  been  invited  to 
speak  to  the  members  of  the  Woman's 
Auxiliary  of  the  Medical  Society  of  the 
State  of  New  York  at  the  Annual  Meet- 
ing in  May  to  explain  ways  in  which  the 
Auxiliary  may  be  useful  in  combatting 
influences  which  tend  toward  lowering 
the  standards  of  medical  care. 

9.  Legislation 

The  newly-organized  Council  Commit- 
tee on  Legislation  (Drs.  Borrell,  Hamil- 
ton and  John  L.  Bauer)  proceeded  im- 
mediately to  inform  itself  regarding  the 
instructions  left  by  the  House  of  Dele- 
gates relating  to  proposed  legislation  and 


as  to  rules  and  regulations  governing 
legislative  procedure  and  the  operation 
of  the  Legislative  Bureau  in  Albany. 

Several  meetings  of  this  Committee 
were  held  prior  and  subsequent  to  elec- 
tion time,  for  the  purpose  of  studying 
the  effect  the  election  might  have  on  the 
Society’s  future  legislative  program. 
Among  the  provisions  taken  to  establish 
a closer  relationship  with  the  County  So- 
cieties have  been  frequent  bulletins  and 
wider  circulation,  impressing  upon  each 
county  chairman  the  responsibility  for 
the  attitude  his  legislators  might  take  on 
legislation  in  which  the  Society  is  inter- 
ested, and  active  cooperation  with  the 
legislative  committees  of  the  Woman’s 
Auxiliary.  The  chairmen  of  the  county 
auxiliary  committees  have  been  sent  the 
legislative  bulletins. 

Efforts  have  been  made,  as  in  past 
years,  to  enlist  cooperation  of  sister  pro- 
fessions and  other  organizations  inter- 
ested in  the  practice  of  medicine  and 
public  health. 

The  annual  conference  of  county  so- 
ciety legislative  chairmen  was  held  in 
Albany  on  February  9,  1938,  at  which 
more  than  one-half  of  the  County  So- 
cieties were  represented.  As  usual,  all 
of  the  bills  that  were  available  at  that 
time  were  reviewed  and  action  expressed. 

Through  conferences  with  the  proper 
interested  and  influential  officials,  the  in- 
troduction of  considerable  undesirable 
legislation  has  been  prevented.  The  sea- 
son is  just  now  at  its  height  at  the  time 
of  writing  this  report  (March  16),  with 
the  possibility  that  adjournment  may 
occur  before  the  end  of  March.  A sup- 
plementary report  will  be  filed  at  the 
close  of  the  session. 

Constitutional  Convention:  In  the  mat- 
ter of  the  coming  Constitutional  Conven- 
tion to  begin  in  April,  the  Council  decided 
that  its  Committee  on  Legislation  and  its 
Executive  Officer,  Dr.  Lawrence,  take  the 
responsibility  of  close  observation  of  the 
proceedings  of  the  Convention,  in  order 
that  no  opportunity  be  lost  to  influence 
any  phases  of  the  work  bearing  on  medi- 
cine. 

10.  Workmen’s  Compensation 

Through  the  Council  Committee  (Drs. 
Elliott,  Chairman,  O’Gorman  and  Ka- 
liski),  the  Director  of  the  Workmen’s 
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Compensation  Bureau,  Dr.  Kaliski,  has 
submitted  to  the  Council  the  following 
report  of  activities  for  the  year  ending 
March  31,  1938: 


To  date  a total  of  14,778  physicians  have 
been  qualified  throughout  the  State  by  the 
Compensation  Boards  and  Committees  of 
the  County  Societies.  In  addition  a total 
of  267  physicians  have  been  qualified  by 
the  Homeopathic  Society,  making  a grand 
total  of  15,045  physicians  (out  of  23,578 
physicians  in  New  York  State)  qualified 
for  Workmen’s  Compensation  in  the  State. 

The  following  totals  indicate  the  num- 
ber qualified  in  each  county: 


Albany 

236 

Allegany 

35 

Bronx 

1660 

Broome 

185 

Cattaraugus 

69 

Cayuga 

50 

Chatauqua 

90 

Chemung 

82 

Chenango 

37 

Clinton 

39 

Columbia 

28 

Cortland 

38 

Delaware 

37 

Dutchess-Putnam 

117 

Erie 

688 

Essex 

27 

Franklin 

54 

Fulton 

60 

Genesee 

39 

Greene 

31 

Herkimer 

46 

Jefferson 

94 

Kings 

2751 

Lewis 

19 

Livingston 

46 

Madison 

29 

Monroe 

415 

Montgomery 

44 

New  York 

3875 

Nassau 

372 

Niagara 

144 

Oneida 

187 

Onondaga 

318 

Ontario 

80 

Orange 

120 

Orleans 

22 

Oswego 

58 

Otsego 

40 

Queens 

878 

Rensselaer 

102 

Richmond 

87 

Rockland 

68 

Saratoga 

53 

Schenectady 

80 

Schoharie 

24 

Schuyler 

9 

Seneca 

24 

Steuben 

67 

Suffolk 

151 

Sullivan 

48 

Tioga 

31 

Tompkins 

51 

Ulster 

89 

Warren 

45 

Washington 

33 

Wayne 

58 

Westchester 

562 

Wyoming 

33 

Yates 

23 

During  the  year  the  members  of  the  Com- 
mittee have  conferred  informally  by  tele- 
phone and  letter  on  numerous  occasions. 
Six  regular  meetings  of  the  metropolitan 
members  of  the  Committee  were  held  and 
two  in  which  all  the  members  of  the  Com- 
mittee participated.  Two  additional  special 
meetings  of  the  Committee  were  held. 

Committee  on  Industrial  Dermatoses : A 
special  committee  on  the  Industrial  Derma- 
toses, of  which  Dr.  Eugene  F.  Traub  is 
chairman,  studied  the  relationship  of  indus- 
trial dermatoses  to  workmen’s'  compensation 
held  three  meetings  during  the  year,  and 
has  made  considerable  progress.  Other 
members  of  the  Committee  are : Herman 
Sharlit,  Secretary,  Howard  Fox,  J.  Gard- 
ner Hopkins,  Beatrice  Kesten,  Oscar  Levin, 
Marion  Sulzberger,  Louis  Tulipan,  John  C. 
Graham,  Albert  R.  McFarland,  G.  M. 
Fisher,  Earl  D.  Osborne,  and  Mark  Heiman. 

Committee  on  Radiology  Examinations : 
A special  committee  on  Radiology  examina- 
tions for  qualifications  of  physicians  in  radi- 
ology held  three  examinations  in  the  past 
year.  Twenty-four  candidates  were  ex- 


amined for  various  county  societies  through- 
out the  State,  of  which  ten  were  qualified. 
This  Committee  comprises:  William  H. 

Stewart,  Chairman , Alfred  L.  L.  Bell,  John 
J.  Masterson,  and  Charles  W.  Schwartz. 

Upstate  Fee  Schedule:  The  Director  rep- 
resented the  State  Committee  before  the 
Industrial  Commissioner,  the  Industrial 
Council,  and  the  Compensation  Insurance 
Rating  Board  on  matters  affecting  policy 
and  principles  in  relation  to  the  amended 
Workmen’s  Compensation  Law  on  twenty 
different  occasions  during  the  year. 

The  Committee  appeared  before  the  In- 
dustrial Commissioner  at  an  open  hearing 
held  in  Albany  in  regard  to  the  upstate 
fee  schedule  on  October  25,  1937.  Prelim- 
inary to  this  meeting  the  Committee  called 
a special  meeting  that  was  attended  by  rep- 
resentatives of  practically  all  the  upstate 
Workmen’s  Compensation  Committees  in 
Albany  on  October  17.  It  was  decided  at 
this  meeting  to  urge  the  Commissioner  that 
the  Metropolitan  Fee  Schedule  be  promul- 
gated for  the  entire  State,  and  this  attitude 
the  Committee  supported  at  the  hearing  on 
October  25,  at  which  time  the  members  of 
the  Committee,  as  well  as  representatives 
of  many  county  societies,  adduced  facts 
to  prove  that  the  prevailing  rates  throughout 
the  State  were  the  equivalent  of  the  Metro- 
politan Fee  Schedule  and  that  insurance  car- 
riers were  paying  bills  in  accordance  with 
the  metropolitan  schedule  for  services  ren- 
dered throughout  the  State.  Additional 
letters  of  information  bearing  on  the  upstate 
fee  schedule  have  been  sent  to  the  Indus- 
trial Commissioner  since  that  time,  but  up 
to  the  present,  no  upstate  schedule  has  been 
promulgated  by  the  Industrial  Commissioner. 

The  Director  has  conferred  with  the 
members  of  the  Homeopathic  and  Oste- 
opathic Compensation  Boards  and  a spirit 
of  harmony  prevails  among  these  groups. 

Arbitrations : During  the  year  arbitra- 

tions of  medical  bills  have  been  held  for 
nine  counties  in  the  metropolitan  area,  and 
the  sixty-seven  sessions  held  lasted  on  an 
average  of  four  hours  each.  Bills  amount- 
ing to  $84,457.67 — of  which  $70,745.52  was 
in  dispute — were  arbitrated.  The  total 
awards  amounted  to  $39,926.23 ; the  total 
number  of  bills  involved  amounted  to  808. 

Upstate  arbitrations  were  begun  on  Feb- 
ruary 25,  1938  in  Schenectady  and  Troy. 
These  involve  seven  counties,  three  being 
arbitrated  in  Schenectady  in  the  morning 
and  four  in  Troy  in  the  afternoon.  Ar- 
rangements are  now  being  made  to  inaugu- 
rate arbitration  proceedings  throughout  the 
State  based  upon  the  Metropolitan  Fee 
Schedule  and  the  prevailing  rates  in  the 
various  communities. 

Revised  Application  Blank:  The  Com- 
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mittee  has  prepared  and  has  under  consid- 
eration a revised  application  blank  for  phy- 
sicians who  wish  to  be  qualified  under,  the 
amended  law.  This  application  blank,  it  is 
hoped,  will  be  used  also  by  both  the  Homeo- 
pathic and  the  Osteopathic  Societies,  with 
whom  we  are  holding  joint  meetings,  and 
will  facilitate  the  qualification  of  physicians 
through  the  obtaining  of  adequate  informa- 
tion concerning  education,  training  and  hos- 
pital positions  held  by  the  applicant. 

Court  Decisions:  During  the  past  year 

the  Court  of  Appeals  of  the  State  of  New 
York  upheld  the  decision  of  Justice  Ber- 
nard L.  Shientag  in  the  case  of  Eugene 
Szold  against  the  Outlet  Embroidery  Sup- 
ply Company  in  which  the  validity  and  con- 
stitutionality of  the  Workmen’s  Compensa- 
tion Law  were  under  consideration.  This 
decision  was  unanimous  and  an  appeal  to 
the  U.  S.  Supreme  Court  was  rejected  dur- 
ing the  past  week,  so  that  Chapters  258 
and  930  of  the  Workmen’s  Compensation 
Law  have  been  upheld  by  the  highest  courts 
in  the  land. 

On  January  25,  1938,  the  Hon.  Justice 
John  E.  McGeehan  of  the  Supreme  Court  in 
the  case  of  Eugene  Szold  against  John 
Solomon  and  Jake  Mottel  rendered  a deci- 
sion which  in  effect  upheld  the  necessity 
of  a physician  qualified  under  the  Work- 
men’s Compensation  Law  submitting  a dis- 
puted bill  to  arbitration,  rather  than  resort 
to  the  courts  for  the  payment  of  his  bill. 
The  plaintiff  in  the  case  was  ordered  to 
submit  the  issue  as  to  the  fairness  of  the 
amount  of  his  bill  for  professional  services 
under  the  Workmen’s  Compensation  Law  to 
arbitration  in  accordance  with  Section  13-g 
of  the  law.  The  Medical  Society  of  the 
State  of  New  York  has  appeared  as  amicus 
curiae  through  its  counsel,  Lorenz  J.  Bros- 
nan,  Esq.  During  the  past  year  Mr.  Thomas 
H.  Clearwater,  attorney  for  the  State  So- 
ciety, argued  the  case  as  to  the  right  of  a 
claimant  under  the  workmen’s  compensa 
tion  law  to  sue  a physician  for  malpractice, 
which  case  is  now  before  the  Appellate 
Division  on  appeal. 

During  the  past  year  a qualified  physician 
was  fined  fifty  dollars  for  contempt  of 
court  in  not  appearing  at  a hearing  on  a 
workmen’s  compensation  case  before  the 
Industrial  Board  by  whom  he  had  been 
subpoenaed.  The  action  was  taken  by  the 
Supreme  Court  Justice  Ernst  E.  L.  Hammer 
in  Special  Term  Part  1 of  the  New  York 
Supreme  Court. 

Rule  21 : During  the  past  year  the  Indus- 
trial Commission  revised  Rule  21  to  the  ef- 
fect that 

On  and  after  February  1,  1938  in  the  event 
of  failure  of  such  doctor  to  complete  and  sub- 


mit a verified  C-4  report  as  required  by  sub- 
division 4 of  Section  13-a  or  when  the  content 
of  such  report  is  vague,  misleading  or  other- 
wise incomplete,  such  physician  shall  not  be 
entitled  to  an  attendant’s  fee  unless  otherwise 
directed  by  the  Industrial  Commissioner. 

This  rule  is  amplified  by  a sentence  per- 
mitting a qualified  physician  who  testifies 
at  hearings  or  examines  claimants  or  par- 
ticipates in  examinations  for  evidential  ma- 
terial for  compensation  case  hearing  pur- 
poses only  may  accept  fees  for  such  services 
from  claimants.  . . . 

Rule  22  is  revised  permitting  hospitals 
to  render  bills  for  x-ray,  physiotherapeutic, 
anesthesia  and  pathologic  services,  when' 
rendered  by  or  under  the  supervision  of  sal- 
aried physicians  on  the  staff  of  the  hos- 
pital. 

. A bulletin  was  issued  to  the 
county  societies  under  the  date  of  January 
13,  1938,  giving  this  change  in  Rule  21. 

Communications : The  Workmen’s  Com- 
pensation Committee  during  the  past  year 
has  issued  a series  of  bulletins  and  com- 
munications to  Workmen’s  Compensaiton 
Boards  throughout  the  State. 

A bulletin  was  issued  concerning  Physi- 
cians Medical  Bureaus  and  defining  the 
circumstances  under  which  a physician  re- 
quires such  a bureau  license. 

Under  date  of  April  8,  1937,  the  Commit- 
tee issued  a bulletin  covering  the  applica- 
tion blank  known  as  Form  C-121,  which 
was  devised  by  this  Committee  and  issued 
by  the  Industrial  Commissioner. 

Under  date  of  May  14,  1937,  Communica- 
tion No.  23  was  issued  which  advised  the 
county  societies  that  arrangements  had  been 
made  with  the  Industrial  Commissioner  to 
try  physicians  accused  of  solicitation  in 
violation  of  section  13-d  (2)  without 

preliminary  trial  by  the  county  medical  so- 
ciety committee.  This  was  necessitated  be- 
cause of  the  right  of  a physician  to  appeal 
to  the  Industrial  Council,  which  in  almost 
all  instances  is  taken,  and  because  of  the 
fact  that  the  county  society  is  not  at  this 
time  possessed  of  the  power  to  subpoena 
lay  witnesses,  often  necessary  to  substan- 
tiate a charge  of  solicitation. 

Under  date  of  May  21,  the  Committee 
issued  Communication  No.  24,  asking  for 
the  submission  of  names  of  the  especially 
qualified  physicians  to  be  usd  by  the  Depart- 
ment of  Labor  under  Section  13-d  in  dis- 
puted and  controverted  cases. 

On  May  29,  Communication  No.  25  was 
issued  asking  the  county  societies  to  bring 
to  the  attention  of  the  Committee  instances 
where  a physician’s  bill  has  been  unpaid, 
because  the  claimant  did  not  lose  any  time 
from  work  or  lost  less  than  seven  days  from 
work  and  the  case  closed  by  the  Depart- 
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ment  of  Labor  without  a hearing  or  with- 
out the  determination  of  causal  relationship. 
A study  is  being  made  of  such  cases  with 
a view  of  recommending  a procedure  by 
the  Department  of  Labor  which  will  facili- 
tate the  payment  for  medical  services  under 
these  conditions. 

Under  date  of  December  15,  a pamphlet 
containing  a list  of  compensation  claim 
men  was  sent  to  all  county  societies  in 
order  to  facilitate  actions  between  the  county 
society  and  the  various  insurance  carriers. 
This  pamphlet  was  at  the  request  of  the 
Committee  through  the  kind  cooperation  of 
Mr.  Leon  Senior,  General  Manager,  and 
Mr.  I.  Sofferman,  Director  of  the  Arbi- 
tration Division  of  the  Compensation  Insur- 
ance Rating  Board. 

Under  date  of  January  13,  1938,  Com- 
munication No.  26  was  issued  concerning 
Rule  21  referred  to  above.  In  this  bulletin 
county  societies  were  asked  to  urge  all 
qualified  physicians  to  comply  more  promptly 
in  submitting  the  necessary  forms  under 
the  Workmen’s  Compensation  Law  and  urg- 
ing physicians  to  send  supplementary  C-4 
reports  indicating  progress  of  the  case  every 
few  weeks  to  the  Department  of  Labor  and 
the  insurance  carriers.  This  bulletin  also 
indicated  the  necessity  of  physicians  treat- 
ing injured  claimants  for  such  period  as 
it  deemed  necessary  despite  the  request  of 
the  insurance  carrier’s  physician  to  stop 
treatment.  A method  of  procedure  was  sug- 
gested to  assure  the  patient  treatment  as 
long  as  necessary  without  prolonging  the 
treatment  beyond  that  period  necessary. 

Injection  treatment  of  Hernia : Under 

date  of  January  13,  1938,  instructions  were 
issued  concerning  the  injection  treatment 
of  hernia. 

Under  date  of  March  7,  1938,  Communi- 
cation No.  27  was  issued  advising  the  physi- 
cians of  the  State  of  the  ruling  of  the  U.  S. 
Employees  Compensation  Commission  con- 
cerning the  treatment  of  hernia  by  the  in- 
jection method.  A supplementary  para- 
graph was  issued  concerning  the  treatment 
of  hernia  cases  by  the  injection  treatment 
under  the  State  Workmen’s  Compensation 
Law. 

Regional  Conference : On  September  29, 
1937,  a regional  conference  was  held  for 
the  Workmen’s  Compensation  Boards  of 
the  Metropolitan  Area  at  which  time  mat- 
ters of  importance  affecting  the  adminis- 
tration of  the  Workmen’s  Compensation 
Law  were  discussed.  This  meeting  was 
attended  by  the  chairmen  and  members  of 
all  the  metropolitan  county  societies. 

An  extensive  correspondence  had  been 
carried  on  with  the  various  county  societies 
on  the  question  of  the  Upstate  Fee.  Sched- 


ule. Under  date  of  November  3,  1937,  a 
bulletin  was  issued  to  county  society  com- 
pensation boards  outside  the  metropolitan 
area  urging  upon  them  the  necessity  of 
submitting  to  this  Committee  in  notarized 
form  statements  of  the  prevailing  rates  for 
compensation  work  in  their  communities, 
all  of  which  material  was  submitted  to  the 
Industrial  Commissioner  in  an  effort  to 
have  him  promulgate  the  Metropolitan 
Schedule  for  the  remainder  of  the  State. 

The  Committee  arranged  for  the  Upstate 
Arbitrations  and  issued  bulletins  to  the 
counties  effected  on  January  26,  February  8, 
and  February  24,  1938. 

Upon  invitation  of  the  State  Medical  So- 
ciety the  Director  and  Chairman  of  the 
Committee  participated  in  conferences  with 
the  members  of  the  State  Hospital  Associ- 
ation in  matters  affecting  the  Workmen’s 
Compensation  Law. 

The  Director  of  the  Committee  has  ap- 
peared before  the  Industrial  Commissioner 
and  the  Industrial  Council  to  urge  the  latter 
to  take  action  against  certain  insurance  car- 
riers for  violation  of  Rule  23,  promulgated 
by  the  Industrial  Commissioner,  and  prohib- 
iting the  sending  out  of  names  of  physi- 
cians by  carriers  to  policyholders.  A num- 
ber of  hearings  have  been  held  before  the 
Industrial  Commissioner  and  the  Industrial 
Council  on  this  question,  and  a voluminous 
file  of  correspondence  has  grown  up. 

Under  date  of  February  17,  1938,  a com- 
munication was  sent  to  the  president  of  the 
State  Society,  various  members  of  the  Coun- 
cil, and  members  of  the  State  Committee 
urging  them  to  use  their  influence  in  pre- 
venting the  Industrial  Commissioner  from 
changing  Rule  23  to  permit  the  insurance 
carriers  to  submit  a list  of  names  to  policy- 
holders  in  Workmen’s  Compensation  cases. 
This  matter  is  of  vital  importance  and  your 
Committee  has  submitted  a number  of  briefs 
on  this  subject  to  the  Industrial  Commis- 
sioner. At  the  present  time  the  matter  is 
still  pending  before  the  Industrial  Council. 

With  the  consent  of  the  Council  of  the 
State  Society  the  Committee  recommended 
the  drawing  up  of  a bill  to  incorporate  cer- 
tain amendments  to  Section  13-f  affecting  the 
payment  of  medical  fees.  It  defines  medical 
service  so  as  to  include  x-rays,  physiother- 
apy, anesthesia  and  pathological  services  and 
makes  provision  for  the  rendering  of  a bill 
by  physicians  in  the  employ  of  hospitals. 
This  bill  is  known  as  the  Esquirol  Bill, 
Senate  Int.  No.  1119,  and  is  now  pending 
before  the  legislature. 

The  Committee  has  also  endorsed  the 
bill  introduced  by  the  Industrial  Commis- 
sioner to  give  the  Industrial  Board  of  the 
Department  of  Labor  the  right  to  assess  the 
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cost  of  medical  care  against  a non-insured 
employer.  At  the  present  time  there  is  no 
provision  in  the  law  to  enable  the  Depart- 
ment of  Labor  or  the  Medical  Society  to 
protect  the  physician  who  has  rendered 
service  in  a compensation  case  where  the 
employer  has  failed  to  insure  himself.  The 
significance  of  this  will  be  appreciated  when 
it  is  known  that  during  the  past  year  665 
awards  amounting  to  $200,000  were  made 
in  such  cases  and  in  more  than  800  court 
actions  by  the  Attorney  General,  $130,000 
was  collected.  The  Department  of  Labor 
has  been  vigilant  in  prosecuting  employers 
for  failure  to  comply  with  the  law  in  this 
respect. 

The  Department  of  Labor  has  under  con- 
sideration the  names  of  sixteen  physicians 
who  have  been  authorized  under  the  Work- 
men’s Compensation  Law  and  who  have 
been  found  guilty  of  violations  of  various 
provisions  of  the  Medical  Practice  Act  under 
the  Workmen’s  Compensation  Law. 

Fifteen  physicians  have  appealed  from  the 
ratings  granted  them  by  the  Compensation 
Boards  of  the  Medical  Societies  and  in 
nearly  every  instance  the  decisions  of  the 
compensation  board  have  been  upheld.  One 
authorized  physician  was  reported  to  the 
Industrial  Commissioner  by  the  District  At- 
torney of  New  York  County  for  unethical 
activities  and  his  license  was  completely 
removed. 

Another,  guilty  of  unethical  advertising 
and  solicitation,  suffered  suspension  of  his 
license  for  six  months. 

The  Industrial  Commissioner  has  reported 
that  an  examination  of  9,000  cases  disclosed 
that  in  a very  large  percentage  no  medical 
reports  had  been  filed.  Most  of  these  have 
been  minor  cases  and  in  some  instances 
physicians  have  been  induced  by  employers 
not  to  submit  the  reports  required  by  law 
in  return  for  whidh  the  employers  agreed 
to  pay  the  doctor’s  bill.  This  practice  must 
be  stopped,  and  the  Medical  Societies  have 
been  urged  by  bulletins  and  notices  in  the 
State  Journal  and  County  Bulletins  to 
advise  all  physicians  to  comply  with  the  law 
and  submit  the  necessary  forms  in  every 
case  regardless  of  the  importunities  of  em- 
ployers. This  would  tend  to  protect  the 
interests  of  the  injured  claimant  as  well. 
All  C-4  reports  should  be  notarized,  and 
before  the  injured  workman  is  discharged 
from  treatment  the  physician  should  submit 
the  final  C-4  report  indicating  the  exact 
date  on  which  the  employee  may  return  to 
work. 

Your  Committee  has  been  requested  to 
appear  before  the  Industrial  Council  at  a 
hearing  to  be  held  on  March  18  to  decide 
the  question  of  whether  a physician  apply- 


ing for  a medical  bureau  license  may  be 
permitted  to  operate  more  than  one  medical 
bureau  under  his  own  name.  This  involves 
primarily  the  question  of  the  provision  of 
good  medical  care  by  a qualified  physician 
and  whether  such  physician  through  the 
employing  of  other  physicians  is  violating 
the  spirit  of  the  Workmen’s  Compensation 
Act,  in  regard  to  competent  and  ethical 
medical  care. 

Your  Committee,  through  its  Director, 
has  been  in  constant  touch  with  the  various 
county  societies  throughout  the  State  by 
correspondence  and  through  personal  con- 
tact in  regard  to  matters  of  interest  under 
the  Workmen’s  Compensation  Law. 

The  Compensation  Bureau  has  endeavored 
to  act  on  behalf  of  the  various  compensa- 
tion boards  in  matters  requiring  contact 
with  the  insurance  carriers,  insurance  or- 
ganizations, Department  of  Labor,  and  other 
interested  groups. 

Your  Director  has  spoken  at  a number 
of  meetings  throughout  the  State  on  Work- 
men’s Compensation  matters.  The  Bureau 
has  endeavored  to  act  for  various  county 
societies  in  the  settlement  of  bills  pending 
the  setting  up  of  arbitration  proceedings. 
Many  of  such  bills  have  been  settled  through 
contact  with  various  insurance  carriers  and 
self-insurers.  The  Bureau  Service  has  been 
a focal  point  for  contact  with  the  medical 
profession  in  matters  concerning  Work- 
men’s Compensation,  a very  important  func- 
tion, and  becoming  increasingly  more  im- 
portant each  year. 

The  Director  has  requested  the  Indus- 
trial Commissioner  to  obtain  the  opinion  of 
the  Attorney  General  concerning  the  appli- 
cability of  Section  13-g  of  the  amended  law 
which  refers  to  the  arbitration  of  disputed 
medical  bills  with  the  City  of  New  York 
which  is  self-insured.  The  opinion  of  Mr. 
Brosnan  was  requested,  which  opinion  indi- 
cated that  the  City  of  New  York  as  a 
self-insurer  is  not  in  any  different  position 
than  any  other  party  or  person. 

Under  date  of  March  12,  1938,  the  In- 
dustrial Commissioner  has  advised  your  Di- 
rector that  the  Attorney  General  has  ruled 
that  the  provisions  of  Section  13-g  are  gen- 
eral and  statewide  in  their  application  and 
are  not  superseded  by,  nor  in  substantial 
conflict  with,  the  provisions  of  the  New 
York  City  Charter,  but  that  the  City  is 
bound  by  the  provisions  of  Section  13-g. 
This  information  will  no  doubt  be  of  great 
value  to  the  compensation  boards  of  those 
counties  in  which  the  municipality  is  a 
self-insurer. 

The  Bureau  has  devoted  a great  amount 
of  time  to  the  preparation  of  the  Work- 
men’s Compensation  ratings  of  all  qualified 
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physicians  appearing-  in  the  Medical  Di- 
rectory. The  Bureau  serves  as  a repository 
for  the  qualifications  of  all  physicians 
throughout  the  State  and  serves  as  a means 
of  reference  for  employers,  insurance  car- 
riers, and  other  interested  parties.  Numer- 
ous inquiries  are  received  daily  concerning 
the  qualifications  of  physicians.  This  is  an 
important  function  since  many  additions  and 
changes  are  made  between  the  issues  of  the 
Medical  Directory.  Every  effort  is  made  to 
keep  this  file  of  qualified  physicians  accu- 
rate and  up  to  date. 

One  of  the  most  important  functions  of 
the  Bureau  is  that  it  serves  as  a clearing 
house  for  inquiries  and  complaints  con- 
cerning physicians  in  various  parts  of  the 
State,  the  Director  acting  to  facilitate  ac- 
tion between  outside  agencies  and  the  De- 
partment of  Labor  and  the  medical  profes- 
sion. It  also  serves  to  coordinate  the  work 
of  the  various  county  society  compensation 
boards  in  respect  to  workmen’s  compensa- 
tion matters. 

The  Committee  is  now  undertaking  a 
standardization  of  qualifications  for  general 
practitioners  and  specialists,  which  it  is 
hoped  will  serve  to  guide  the  various  county 
societies,  as  well  as  to  clarify  the  situation 
in  regard  to  physicians’  qualifications. 

The  Bureau  contemplates  holding  regional 
conferences  on  workmen’s  compensation 
matters  to  be  participated  in  by  the  chair- 
men and  members  of  compensation  commit- 
tees. This  will  be  educational  as  well  as 
serve  to  standardize  workmen’s  compensation 
procedures  throughout  the  State. 

From  time  to  time  the  Committee  has  re- 
ported to  the  Council  matters  concerning 
workmen’s  compensation  and  requested  au- 
thorization when  necessary  to  proceed. 

On  June  17,  1937,  the  Director  reported 
to  the  Council  that  he  had  been  informed 
that  the  Industrial  Commissioner  intended 
to  hold  a hearing  on  the  Upstate  Fee  Sched- 
ule, at  which  time  the  Commissioner  was 
prepared  to  recommend  a reduction  in  the 
fees  to  be  paid  physicians  outside  the  Metro- 
politan Area.  The  Director  reported  that 
he  had  requested  postponement  of  such  hear- 
ing until  the  fall  of  the  year,  at  which  time 
a large  representation  from  the  State  Society 
and  the  upstate  Societies  would  be  arranged 
to  appear  before  the  hearing.  This  matter 
was  then  referred  back  to  the  Committee 
on  Workmen’s  Compensation  for  action. 

On  November  11,  1937,  the  Director  of 
the  Bureau  reported  results  of  the  confer- 
ence on  the  Upstate  Fee  Schedule  held  in 
Albany,  and  also  reported  on  the  hearing 
held  by  the  Industrial  Commissioner  in 
Albany,  October  25. 


On  December  9,  1937,  a report  was  sub- 
mitted to  the  Council  covering  the  expenses 
of  the  Committee  and  Bureau.  An  increase 
in  the  budget  was  requested  amounting  to 
$1,639.97.  On  motion  the  recommendations 
were  approved  and  referred  to  the  Board 
of  Trustees  for  consideration. 

At  a meeting  of  the  Council  on  January 
13,  1938  the  Committee  requested  approval 
for  the  reintroduction  this  year  of  legisla- 
tion introduced  last  year  concerning  amend- 
ments to  Section  13-f  of  the  Workmen’s 
Compensation  Law.  Approval  was  granted 
by  unanimous  vote. 

11.  Medical  Care 

In  addition  to  the  two  duties  assigned 
to  the  Special  Committee  of  the  Society 
on  Matters  Pertaining  to  Medical  Care, 
to  “define  the  term,  adequate  medical 
care,”  and  to  “formulate  principles  and 
problems  of  a State  health  policy,”  there 
was  a third  charge  which  has  appeared  to 
fall  more  in  the  Council’s  field.  This  was 
to  “confer  with  the  government  agencies 
and  other  organized  medical  groups  so 
that  dififerences  in  conception  of  defini- 
tion of  terms  and  applicability  of  princi- 
ples and  procedures  may  be  ironed  out 
in  conference.” 

It  had  seemed  well  to  the  Special  Com- 
mittee that  it  relinquish  this  duty  as  it 
involved  contacts  with  the  State  Welfare, 
Health  and  Education  Departments,  for 
which  Drs.  Hambrook,  Elliott,  and  Louis 
H.  Bauer  had  been  chosen  to  act  for  the 
Council. 

Conferences  with  the  Welfare  Depart- 
ment in  connection  particularly  with  re- 
vision of  methods  of  certifying  indigency 
and  financing  medical  care  to  indigents 
were  held  early  in  the  Fall.  This  Depart- 
ment had  superseded  the  old  T.E.R.A., 
and  it  was  agreed  by  all  concerned  that 
revision  of  regulations  on  medical  care 
was  much  needed.  The  matter  has  pro- 
gressed very  slowly,  but  should  reach  a 
point  where  concrete  work  can  be  done 
looking  to  formulation  of  rules  satis- 
factory to  both  the  Department  and  the 
profession. 

Welfare  Law  Revision:  Being  aware 
from  a study  by  the  former  Committee  on 
Economics  of  the  fact  that  the  present 
welfare  laws  as  they  apply  to  medical  care 
of  the  indigent  contain  many  discrepan- 
cies and  much  overlapping,  the  Council 
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directed  that  a conference  be  sought  with 
the  Commissioners  of  Health,  Welfare 
and  Education  and  the  Law  Revision 
Commission  of  New  York  State  looking 
toward  codifying  and  simplifying  all 
these  laws. 

On  January  19,  1938  such  a confer- 
ence was  held  at  which  were  present 
Drs.  Goodrich,  Lawrence,  Elliott,  Ham- 
brook  and  Irving  of  the  Society;  Drs. 
George  H.  Ramsey,  Assistant  Commis- 
sioner of  Preventable  Diseases,  repre- 
senting Commissioner  Edward  S.  God- 
frey, Jr.,  and  H.  Jackson  Davis,  Chief 
Medical  Officer,  representing  Commis- 
sioner David  C.  Adie,  of  the  State  De- 
partments ; and  Dean  Charles  K.  Bur- 
dick, Chairman,  Dean  Young  B.  Smith, 
and  John  W.  MacDonald,  Executive 
Secretary  of  the  Law  Revision  Commis- 
sion. 

The  representatives  from  the  Law  Re- 
vision Commission  felt  that  this  was 
beyond  its  scope  because  such  an  attempt 
would  imply  a study  of  the  actual  func- 
tioning and  the  need  for  change  rather 
than  the  alterations  themselves  of  the 
present  laws.  It  was  agreed  by  the  group 
that  a study  would  be  good,  and  that 
perhaps  a commission  appointed  by  the 
Governor  at  the  instance  of  the  Legisla- 
ture would  be  the  best  agency  to  under- 
take this  necessary  work. 

Therefore,  with  the  help  of  the  Law 
Revision  Commission  representatives,  a 
bill  was  drafted  to  create  a commission 
for  this  purpose,  and  the  Council  in- 
structed its  Committee  on  Legislation  to 
seek  its  introduction. 

Medical  Expense  Indemnity  Insurance: 
The  matter  of  non-profit  Medical  Ex- 
pense Indemnity  Insurance,  which  was 
referred  by  the  House  of  Delegates  in 
1937  to  the  Council  with  instructions  to 
act  for  the  House  “when  the  economic 
group  have  satisfied  that  ad  interim  body 
that  this  is  a fair  and  proper  procedure 
for  the  State  Society/’  was  fully  con- 
sidered. The  Council  approved  the  princi- 
ple of  non-profit  Medical  Expense  In- 
demnity Insurance  under  proper  control 
as  presented  to  the  House  of  Delegates 
at  its  1937  meeting. 

Following  this  approval,  it  was  dis- 
covered that  there  were  planned  by  the 
Insurance  department  amendments  to  the 
insurance  laws  which  contained  certain 


proposals  legalizing  Indemnity  Insurance 
that  were  not  in  conformity  with  the 
thought  of  the  Council.  Dr.  Elliott  was 
authorized  to  present  the  Council’s  ideas 
in  this  situation,  and  these  have  appeared 
to  be  acceptable  to  the  Commission. 

Other  Insurance  and  Group  Plans  for 
Medical  Care:  Information  has  come  to 
the  Council  of  the  existence  of  other 
schemes  for  voluntary  health  insurance, 
for  some  of  which  the  approval  of  the 
State  Society  was  sought  but  not  accorded. 

The  “Associated  Physicians  Service, 
Inc.”  is  described  as  a four-cents-a-day 
plan  for  cases  hospitalized.  This  new 
plan  is,  however,  organized  on  a profit- 
making basis  and  for  that  reason  was 
not  approved  by  the  Council. 

“Bureau  of  Cooperative  Medicine”  of 
The  Cooperative  League  of  The  United 
States  sought  approval,  and  conferences 
have  occurred.  No  decision  has  been 
recorded  because  full  information  on 
some  points  has  not  been  forthcoming. 
This  organization  has  been  widely  adver- 
tised all  over  the  country  and  appears  to 
have  international  affiliations. 

An  organization  entitled  “The  Em- 
ployees’ Group  Plan  for  Medical,  Surgi- 
cal and  Hospital  Care”  was  found  to  be 
endeavoring  to  get  under  way.  This  was 
a three-cents-a-day  plan  covering  twenty- 
one  days  in  the  Manhattan  General  Hos- 
pital. Under  the  instruction  of  the  Coun- 
cil, this  matter  was  brought  to  the  atten- 
tion of  the  Insurance  Department,  and 
action  was  taken  by  the  Department 
which  brought  this  enterprise  to  a close. 

12.  Medical  Care  vs.  Hospital  Care 

The  Council  became  aware  that  the 
established  hospital  service  plans  in  the 
State  were  enlarging  very  rapidly  and  the 
idea  spreading  to  other  states.  The  cer- 
tificates issued  to  those  insured  under 
some  of  these  plans,  particularly  that  of 
New  York  City,  had  been  drawn  up  to 
include  some  degree  of  medical  care.  The 
New  York  City  plan  has  this  provision: 

Hospital  service  includes  bed  and  board, 
general  nursing  care,  use  of  the  operating 
room,  use  of  the  delivery  room,  ordinary 
medications  and  dressings,  anesthesia  when 
such  service  is  supplied  by  the  member 
hospital  and  administered  by  a salaried  em- 
ployee of  the  hospital,  laboratory  examina- 
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tions  consisting  of  urine  examinations,  com- 
plete blood  counts,  basal  metabolism  tests, 
stool  examinations  and  examinations  of  path- 
ological tissue  and  other  equivalent  examina- 
tions, and  ordinary  x-ray  examinations,  and 
other  customary  routine  care.  The  benefits 
do  not  include  admission  of  patients  to  mem- 
ber hospitals  for  laboratory  or  x-ray  exam- 
inations solely  for  diagnostic  purposes.  Hos- 
pital service  shall  include  the  care  of  obstet- 
rical cases  only  after  the  first  year  from 
the  effective  date  of  any  subscription  agree- 
ment. Obstetrical  care  shall  include  any 
condition  resulting  from  pregnancy,  the  care 
of  the  mother  and  shall  include  the  ordi- 
nary nursery  care  of  the  new-born  child 
during  the  duration  of  the  hospital  stay 
of  the  mother. 

In  1937  the  House  in  its  wisdom  re- 
vised “Proposition  No.  3”  of  the  Booth 
Committee  Report  of  1933  to  define  more 
strictly  “hospital  care  and  medical  care,” 
as  follows : 

There  is  in  every  community  a group  of 
people  below  the  “comfort  level,”  on  whom 
the  costs  of  medical  care  impose  a heavy 
burden.  These  are  self-respecting  people 
of  the  salaried  class  in  most  instances,  whose 
living  expenses  are  met  from  their  weekly 
earnings.  For  them  the  greater  part  of 
medical  costs  comprise  charges  for  hospital 
and  nursing  care. 

To  lessen  the  burden  of  hospital  and 
nursing  care  for  this  wage-earning  group, 
your  Committee  recommends  the  adoption 
generally  of  a plan  of  hospital  insurance, 
whose  principles  may  be  stated  as  follows : 

(a)  Hospital  care  shall  mean:  provision  of 
bed,  board,  general  nurse  service,  customary 
surgical  dressings  and  medicines,  and  other 
facilities  of  the  institution  not  including  medical 
care  as  defined  in  (b). 

(b)  Medical  care  shall  mean:  any  procedure 
or  service  by  a licensed  physician  acting  under 
authority  of  Section  1250  of  Article  48  of  the 
Education  Law  of  the  State  of  New  York. 

(c)  Hospitals  making  contracts  with  organi- 
zations, acting  under  Chapter  595  of  the  laws 
of  1934— the  Insurance  Law  of  the  State  of 
New  York — shall  not  implicate  themselves  with 
conditions  inconsistent  with  the  principles  and 
definitions  herewith  stated. 

(d)  The  operation  of  such  hospital  insurance 
in  any  community  shall  not  discriminate  against 
any  reputable  institution,  whether  voluntary  or 
proprietary. 

(e)  Admission  of  patients  for  care  under  the 
benefits  of  such  hospital  insurance  shall  be  only 
through  reference  by  a private  physician.  Ex- 
emption to  this  provision  shall  be  made  for 
the  exigency  of  any  emergent  need. 

(f)  Certificates  of  membership  in  such  asso- 
ciation shall  specifically  state  that  the  insurance 
does  not  provide  for  any  medical  care  as  defined 
in  (b).  Actual  wording  of  the  certificate  to  be 


approved  by  the  local  County  Medical  Society 
or  Societies. 

(g)  Every  hospital  insurance  plan  operating 
under  the  aegis  of  this  proposition  shall  develop 
the  details  of  its  operation  to  conform  with  such 
principles  and  policies  as  from  time  to  time 
may  be  determined  by  the  local  County  Medical 
Society  or  Societies. 

(h)  When  it  is  so  desired  by  the  local  County 
Medical  Society  satisfactory  representation  from 
the  membership  of  the  local  County  Medical  So- 
ciety on  the  Board  of  Management  of  the  hos- 
pital insurance  shall  be  arranged. 

This  “Proposition  No.  3”  of  the  Booth 
Committee  of  1933,  before  the  1937  re- 
vision, read  as  follows: 

(a)  Members  of  employed  groups  may  re- 
ceive for  the  payment  of  a small  annual  sum 
hospital  care  in  semi-private  accommodations 
for  a period  of  21  days  in  any  one  year,  such 
care  to  include  bed  and  board,  general  nursing 
service,  x-ray  and  laboratory  examinations. 

(b)  All  reputable  Voluntary  hospitals  and 
some  proprietary  hospitals  be  entitled  to  par- 
ticipate in  this  plan. 

(c)  Except  in  emergencies,  all  admissions  of 
patients  cared  for  under  this  plan  must  be  made 
through  the  patient’s  personal  physician. 

(d)  Certificates  of  membership  issued  to  sub- 
scribers shall  state  specifically  that  the  service 
does  not  cover  the  fee  of  the  patient’s  physi- 
cian. 

(e)  In  each  community  under  the  supervision 
of  its  organized  medical  group  there  shall  be 
developed  the  details  of  this  plan  so  as  to  meet 
local  conditions  and  make  it  workable. 

The  Council,  considering  this  situation 
of  increasingly  great  importance  because 
of  the  steady  enlargement  of  this  type 
of  service  decided  to  call  the  attention  of 
those  in  charge  of  the  hospital  plans,  and 
the  Boards  of  Trustees  and  Superin- 
tendents of  hospitals  throughout  the 
State  to  the  revision  of  “Proposition  No. 
3,”  soliciting  acceptance  of  the  principles 
involved  in  the  revision.  This  was  done 
in  the  late  Fall  of  1937,  and  the  Council 
is  pressing  for  acceptance  by  service 
plans  of  this  equitable  and  wise  revision. 

Arrangements  for  a formal  conference 
with  the  directors  of  the  Associated  Hos- 
pital Service  of  New  York  have  been 
made  which  will  shortly  take  place. 

In  connection  with  “group  practice  of 
medicine  by  hospitals,”  the  Council 
adopted  a resolution  that  the  Society, 
through  its  proper  channels,  have  intro- 
duced in  the  Legislature  a bill  to  clearly 
define  a prohibition  of  any  hospital  or 
corporation  acting  as  the  vendor  of  med- 
ical service.  Through  the  Committee  to 
Confer  with  the  State  Hospital  Associa- 
tion, due  notice  was  given  to  the  Hos- 
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pital  Association  that  the  Council  con- 
sidered it  necessary  to  foster  such  legis- 
lation. Two  'bills  directed  toward  this 
end  have  appeared  in  the  Legislature. 

The  Council,  in  this  connection,  recom- 
mends: 

That  the  Society  consider  requesting 
the  American  Medical  Association 
and  the  American  College  of 
Surgeons  to  refuse  or  withdraw  ap- 
proval of  hospitals  that  do  not  com- 
port themselves  in  accordance  with 
the  principles  of  Organized  Med- 
icine, 

That  this  affirmative  action  be  trans- 
formed into  proper  resolutions,  and 
that  the  Delegates  of  the  House  of 
Delegates  of  the  Medical  Society  of 
the  State  of  New  York  be  instructed 
to  present  and  support  them  in 
the  American  Medical  Association 
House  of  Delegates  meeting, 

That  it  would  be  well  for  the  So- 
ciety to  consider  methods  and  means 
of  disciplining  members  of  the  So- 
ciety who  participate  in  medical 
schemes,  contracts,  or  plans  that  do 
not  conform  to  the  principles  out- 
lined in  the  Booth  Report  as  revised. 
(The  resolution  embodying  this 
thought  will  be  presented  to  the 
House  in  a supplementary  report — 
Peter  Irving,  M.D.,  Secretary). 

13.  Nursing  in  New  York  State 

For  two  years  the  Council,  through  its 
Committee  on  Nursing  Education  (Drs. 
Irving  and  Greene),  has  watched  closely 
the  attempt  of  the  State  Nurses  Asso- 
ciation to  bring,  by  appropriate  legisla- 
tion, all  those  who  practice  nursing  as  an 
occupation  in  the  State  under  control  of 
a Nurse  Practice  Act.  It  has  known  of 
the  peculiar  situation  which  has  existed 
for  many  years,  wherein  nurses  fully 
trained  must  be  licensed  and  registered, 
but  others — good,  bad  and  indifferent — 
may  “nurse”  without  restriction,  except 
the  choice  of  the  patient  or  physician. 

During  the  last  year  the  Registered 
Nurses  numbered  37,000  roughly  and  the 
“others”  of  varied  experience,  41,000.  It 
was  made  evident  to  the  Council  that  this 


anomalous  situation  was  not  to  the  best 
interests  of  the  public  and  of  the  medical 
profession,  which  is  responsible  to  the 
public  for  the  correct  choice  of  nurses  in 
every  case  of  illness. 

The  legislation  sponsored  by  the  State 
Nurses  Association  had  been  before  the 
1937  Legislature,  but  because  of  opposi- 
tion, secured  no  action.  With  modifica- 
tion it  was  reintroduced  in  the  1938  Legis- 
lature, meeting  less  opposition.  It  sought 
to  set  up  licensing  of  all  nurses  in  two 
groups,  the  professional  fully  educated 
Registered  Nurses  and  a group  desig- 
nated “Nursing  Aides”  at  first,  and  later 
termed  “Practical  Nurses.” 

To  the  Council  this  seemed  a step  in 
advance  toward  clearing  up  an  anomalous 
situation;  and  the  present  bill  was  for- 
mally endorsed  to  the  State  Nurses  As- 
sociation. 

In  transmitting  this  official  action  to 
that  organization,  the  Council  suggested 
that  if  future  revisions  be  needed,  it 
deems  it  advisable  that  the  State  Society 
be  accorded  the  first  opportunity  to  pass 
on  legislation  that  may  be  planned.  This 
suggestion  was  cordially  accepted  by  the 
President  of  the  State  Nurses  Associa- 
tion. 

14.  Federal  Subsidies  for  Consulta- 
tion for  Obstetric  and  Pediatric 

Patients 

Through  the  United  States  Public 
Health  Service  a grant  has  been  made  to 
be  administered  by  the  State  Department 
of  Health  to  finance  consulting  service  to 
obstetric  and  pediatric  patients  who  may 
or  may  not  be  able  to  pay  for  ordinary 
attention,  but  unable  to  afford  consulta- 
tions. Discussions  have  been  held  be- 
tween Drs.  Mitchell  and  Farmer  and 
Commissioner  Godfrey  of  the  State  De- 
partment of  Health  looking  toward  the 
establishment  of  a sound  policy.  Some 
progress  has  been  made,  but  final  agree- 
ments await  further  study. 

15.  The  Matter  of  Contract  Practice 

Inquiries  having  come  to  the  Council 
for  advice  concerning  the  propriety  of 
members  making  contracts  to  give  med- 
ical care  under  certain  circumstances,  the 
Council  decided  to  recommend  to  the 
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House  adoption  of  the  following  resolu- 
tion : 

Whereas,  force  of  financial  and 
other  circumstances  appears  to  be 
leading  physicians  more  widely  to 
enter  into  contracts  for  provision  of 
medical  care,  and 

Whereas,  some  such  contracts  with 
industrial  firms,  groups,  or  lodges, 
tend  to  establish  sub-standard  rates 
for  professional  service,  and 

Whereas,  the  Members  would  profit 
from  advice  from  authoritative 
sources  on  the  propriety  of  any 
given  contracts  before  entering  into 
them,  and 

Whereas,  the  American  Medical 
Association  has  established  a stand- 
ard in  relation  to  contract  practice, 
Chapter  III,  Article  VI,  Section  2, 
of  its  “Principles  of  Medical  Ethics.” 

Therefore,  be  it  resolved,  that  the 
House  of  Delegates  suggest  to  all 
component  County  Medical  Soci- 
eties the  setting  up  of  a mechanism 
through  proper  committees  to  aid 
the  members  in  judging  contracts 
under  the  official  standards  before 
they  are  undertaken. 

16.  Delegates  to  the  American  Medi- 
cal Association 

Official  information  came  that  re-ap- 
portionment of  representation  in  1937 
allows  New  York  two  more  delegates 
beginning  with  June  13,  1938,  the  next 
meeting  of  that  House  of  Delegates. 
The  Council  designated  the  two  first  on 
the  list  of  alternates  for  1938-1939  to 
act  as  delegates.  This  is  the  smaller  class 
of  seven  and  it  will  be  necessary  in  1939 
to  elect  nine  in  that  class  for  1940-1941, 
thus  equalizing  the  two  classes. 

A formal  invitation  was  extended  by 
the  Council  to  the  American  Medical 
Association  to  hold  its  Annual  Meeting 
in  1940  in  New  York  City. 

17.  Exchange  of  Delegates  with 
Connecticut  and  New  Jersey 
State  Societies 

After  formal  invitations  had  passed  be- 
tween the  New  York  Society  and  these 
two  State  Societies,  the  official  designa- 


tions are  now  complete  for  the  forthcom- 
ing three  State  Society  Annual  Meetings 
in  1938: 

From  Connecticut 

Delegates: 

Dr.  Stanhope  Bayne- Jones,  New  Haven 
Dr.  D.  Chester  Brown,  Danbury 
Alternate  Delegates: 

Dr.  Herbert  Thoms,  New  Haven 
Dr.  Walter  R.  Steiner,  Hartford 

To  Connecticut 

Delegates: 

Dr.  Chas.  Gordon  Heyd,  New  York 
Dr.  Nathan  B.  VanEtten,  New  York 
Alternate  Delegates: 

Dr.  Floyd  S.  Winslow,  Rochester 
Dr.  William  A.  Groat,  Syracuse 

From  New  Jersey 

Delegates: 

Dr.  William  J.  Carrington,  Atlantic  City 
Dr.  Thomas  K.  Lewis,  Camden 

To  New  Jersey 

Delegates: 

Dr.  William  A.  Groat,  Syracuse 
Dr.  Frederic  E.  Elliott,  Brooklyn 
A Iternate  Delegates : 

Dr.  Edward  T.  Wentworth,  Rochester 
Dr.  O.  W.  H.  Mitchell,  Syracuse 

18.  Nominations  for  State  Depart- 
ment Positions 

On  official  requests  there  were  nomi- 
nated the  following  members  for  appoint- 
ment by  the  Commissioners : 

Department  of  Education 

To  serve  on  the  Board  of  Nurse  Examin- 
ers: Dr.  Nathan  B.  VanEtten,  New  York, 
to  succeed  himself.  (As  alternates)  : Dr. 
Clayton  W.  Greene,  Buffalo,  and  Dr.  Peter 
Irving,  New  York. 

Department  of  Health 

To  serve  on  its  new  Advisory  Board  on 
Narcotic  Control:  Dr.  Homer  L.  Nelms, 
Albany. 

19.  County  Society  Membership 

A few  requests  have  come  to  the  Coun- 
cil for  permission  to  hold  membership  in 
County  Societies  other  than  those  of  the 
county  of  residence  or  principal  office. 
Exercising  its  right  of  discretion,  this  has 
been  granted  where  the  reason  satisfied 
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the  Council  under  the  By-Laws,  Chapter 
XV,  Section  1 (a)  : 

. . . Except  by  approval  of  the  Coun- 
cil of  the  Medical  Society  of  the  State 
of  New  York,  no  physician  shall  be  an 
active  member  in  a County  Medical  Society 
other  than  that  of  the  County  in  which  he 
maintains  legal  residence  or  has  his  prin- 
cipal office. 

20.  Amendments  to  By-Laws 

Two  amendments  have  been  thought 
necessary  by  the  Council,  and  are  hereby 
submitted : 

Chapter  XV 

An  additional  Section  7 to  read:  “Sec.  7. 
The  component  County  Medical  Societies, 
their  officers,  committeemen  and  members 
shall  not  initiate  any  policy,  propose  any  leg- 
islation or  participate  in  any  activities  that 
are  contrary  to  the  policies  of  the  Medical 
Society  of  the  State  of  New  York.  This 
shall  not  be  interpreted  to  prevent  a com- 
ponent County  Society  from  initiating  any 
policy  applicable  to  the  profession  within 
its  boundaries  and  within  the  framework  of 
adopted  policy  of  the  Medical  Society  of 
the  State  of  New  York.” 

Chapter  I 

Section  2.  An  additional  sentence  at  the 
end  to  read: 

“(d).  Dues  and  State  assessment  of  a 
member  elected  or  re-instated  after  Novem- 
ber 1st  shall  be  credited  to  the  ensuing 
calendar  year;  all  rights  and  privileges  of 
membership,  however,  dating  from  the  time 
of  election.” 

21.  Annual  Meeting — Arrangements 

This  Committee  has  reported  to  the 
Council  through  Dr.  Charles  A.  Ander- 
son, Chairman,  as  follows : 

The  Medical  Societies  of  the  five  Metro- 
politan Counties  — Kings,  New  York, 
Queens,  Bronx,  and  Richmond — are  happy 
to  welcome  for  the  third  time  in  six  years 
the  Medical  Society  of  the  State  of  New 
York  at  its  Annual  Meeting  to  be  held 
May  9,  10,  11,  12,  1938. 

The  Hotel  Waldorf-Astoria,  which  on 
the  last  two  occasions,  gave  such  excellent 
service,  will  again  be  the  headquarters  for 
the  meeting. 

Great  care  has  been  exercised  in  select- 
ing rooms  of  sufficient  size  for  the  dif- 
ferent sectional  meetings.  In  past  years  it 
has  been  somewhat  difficult  to  estimate  at- 


tendance at  these  meetings  with  accuracy. 
The  best  choice  possible  under  the  circum- 
stances has  been  made.  It  has  been  re- 
quested that  the  Secretaries  of  the  different 
Sections  and  Sessions  this  year  make  a defi- 
nite count  and  report  it  to  the  General 
Manager,  Dr.  Peter  Irving,  for  reference 
on  future  occasions. 

Provision  has  been  made  to  select  proper 
space  for  the  very  excellent  group  of  Sci- 
entific Exhibits,  and  this  year  the  motion 
picture  films  in  connection  with  these  Ex- 
hibits have  been  arranged  for  in  what  it  is 
thought  is  a more  satisfactory  manner.  One 
of  the  large  rooms  seating  four  or  five  hun- 
dred has  been  made  available  for  a con- 
tinuous moving  picture  program,  which 
will  continue  throughout  the  full  four  days 
of  the  meeting. 

Convenient  space  has  been  found  for  the 
meetings  of  the  Woman’s  Auxiliary  in  the 
Hotel,  as  will  be  seen  in  the  program  as 
issued. 

22.  Annual  Meeting — Scientific  Work 

The  Council  Committee  on  Scientific 
Work  has  reported  the  completion  of  a 
full  scientific  program  for  the  four  days, 
only  two  full  meetings  being  necessary  for 
the  purpose.  That  Committee  consists  of 
Drs.  Albert  F.  R.  Andresen,  Chairman, 
and  Howard  C.  Taylor,  Jr.,  and  the 
Section  and  Session  Chairmen  (the  names 
of  the  officers  of  the  various  sections  and 
sessions  will  be  found  in  the  Scientific 
Program). 

The  two  general  sessions  this  year  will 
be  held  on  Tuesday  afternoon  and  on  the 
afternoon  of  the  new  fourth-day,  Thurs- 
day. It  is  hoped  that  the  choice  of  speak- 
ers will  attract  a general  attendance.  At 
the  session  on  Thursday  afternoon,  the 
last  paper  will  be  by  Dr.  Russell  W. 
Bunting,  Dean  of  the  School  of  Dentis- 
try, University  of  Michigan,  Ann  Arbor, 
Michigan,  and  the  Committee  has  advised 
the  First  and  Second  District  Dental 
Societies  through  the  Secretary’s  office 
that  their  members  will  be  welcome.  This 
invitation  is  in  keeping  with  the  formal 
decisions  of  the  dental  and  medical  groups 
to  provide,  when  possible,  joint  meeting 
occasions. 

23.  Annual  Meeting — Scientific 
Exhibits 

Dr.  William  A.  Krieger  has  reported, 
as  Chairman  of  the  Council  Committee  on 
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Scientific  Exhibits,  as  follows,  under  date 
of  April  1,  1938: 

The  space  allotted  for  Scientific  Exhibits 
at  the  One  Hundred  and  Thirty-second 
Annual  Convention  of  the  Medical  Society 
of  the  State  of  New  York,  consisted  of  the 
check  room  on  the  second  floor  foyer,  and 
the  south  walls  of  the  first  and  second  bal- 
conies of  the  Grand  Ballroom  in  the  Wal- 
dorf-Astoria Hotel. 

In  this  space  there  were  accommodated 
forty-nine  exhibits.  There  was  a total  of 
fifty-five  exhibits  accepted,  three  of  which 
consisted  solely  of  moving-  pictures,  which 
were  shown  in  the  Scientific  Motion  Pic- 
ture Exhibit. 

Owing  to  the  large  response  the  avail- 
able space  was  entirely  filled  by  January  1, 
1938,  and  applications  were  closed  on  this 
date.  Subsequent  to  that  time  there  were 
approximately  thirty  applications  received 
which,  because  of  the  limitation  of  space, 
could  not  be  accepted. 

Plans  were  copied,  signs  made,  and  all 
necessary  construction  work  done  by  the 
Waldorf-Astoria  staff ; the  bill  will  be  ren- 
dered therefor  per  itemized  account  to  the 
Medical  Society  of  the  State  of  New  York. 

The  Committee  has  submitted  the  fol- 
lowing recommendations : 

1.  That  relatively  more  space  be  allotted  to 
Scientific  Exhibits  in  order  to  accommodate  the 
increasing  demand  for  these  facilities. 

2.  That  space  allotted  to  Scientific  Exhibits 
be  divided  into  pre-determined  units  of  stated 
size,  and  that  these  units  be  sold  by  number  to 
the  respective  exhibitors,  for  a nominal  sum 
in  accordance  with  a pre-determined  scale  of 
charges.  This  would  automatically  eliminate 
many  undesirable  features  of  the  present  sys- 
tem. 

The  Committee  notes  its  appreciation  for 
the  excellent  quality  of  the  material  offered 
for  exhibition  and  for  the  co-operation  of 
the  members  of  the  Medical  Society  of  the 
State  of  New  York  in  bringing  this  project 
to  a successful  conclusion. 

24.  Miscellaneous 

Who’s  Who  Among  Physicians  and 
Surgeons : Inquiries  from  many  sources 


as  to  the  propriety  of  supplying  personal 
information  for  appearance  in  this  forth- 
coming publication  led  the  Council  to 
look  fully  into  the  matter.  It  was 
found  that  this  book,  which  has  appeared 
at  times  in  past  years,  carries  no  adver- 
tisements and  depends  for  its  financing 
entirely  upon  the  sales.  The  editors 
make  their  choice  of  names  for  appear- 
ance on  a set  of  standards  of  eligibility, 
to  which  no  exception  could  be  taken. 

Information  from  the  Secretary  of  the 
American  Medical  Association  was  to 
the  effect  that  in  that  office  the  book  had 
been  found  very  useful,  because  it  con- 
tains data  about  the  physicians  listed, 
which  appears  in  no  directory  or  other 
book. 

The  Council  recorded  its  opinion  that 
there  is  no  objection  to  physicians  al- 
lowing themselves  to  be  listed  in  this 
way  and  that  the  decision  belongs  en- 
tirely to  the  physicians  themselves. 

Reimbursement  for  Official  Travel  Ex- 
penses: Certain  bills  reached  the  Trustees 
after  the  statutory  thirty  days  from  the 
time  they  were  incurred,  and  also  after  the 
three  months  further  extension  which 
the  Board  can  allow  for  cause;  and,  on 
suggestion  of  the  Trustees,  the  Council 
recommends  that  the  By-Laws  be  sus- 
pended to  allow  reimbursement  to: 

Dr.  William  D.  Johnson:  Carfare 
to  and  from  1937  Atlantic  City 
American  Medical  Association  House 
of  Delegates $ 37.00 

Dr.  John  H.  P.  Cummins:  Travel 
expense  attending  Executive  Com- 
mittee and  Council  meetings  1936- 
1937  184.00 

Dr.  Clarence  V.  Costello:  Travel 
expense  1937  Scientific  Work  Com- 
mittees   63.00 

Respectfully  submitted, 

Peter  Irving,  Secretary 

April  1,  1938 
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To  the  House  of  Delegates;  Gentlemen: 
The  report  of  the  Treasurer  is  pre- 
sented in  large  part  by  the  appended  audi- 
tor’s statement  of  the  Society’s  finances 
for  the  calendar  year  1937.  As  this  over- 
laps the  activities  of  two  administrations, 


it  fails  to  show  clearly  the  state  of  the 
treasury  at  the  date  of  the  Annual  Meet- 
ing and,  therefore,  requires  a supple- 
mentary report  which,  as  last  year,  will 
be  made  at  that  time.  An  endeavor  was 
( Continued  on  page  540 ) 
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REPORT  OF  THE  TREASURER 
Balance  Sheet,  December  31,  1937 


ASSETS 


General  Fund : 

Current  Assets: 

Cash  — 

Office  Fund $19.88 

On  Deposit  — 

Regular  Funds 6 , 495 . 62 

Savings  Banks 27,569.38 

$34,084.88 

Securities  — At  quoted  Market  Value  — 

Stocks $58,150.00 

Bonds  and  Mortgages 165 , 998 . 53 

Accrued  Interest  on  Bonds,  etc 2,012.18 

226,160.71 

$260,245.59 


Fixed  Asset: 

Furniture  and  Fixtures  — 

Carried  at  Memorandum  Value 1.00 

$260,246.59 

Lucien  Howe  Prize  Fund: 

Current  Assets: 

Cash  — 

On  Deposit  in  Savings  Bank $1,055.03 

Securities  — At  Quoted  Market  Value  — 

Bonds $2,752.26 

Accrued  Interest  Thereon 15.02 

2,767.28 

3,822.31 

Merritt  H.  Cash  Prize  Fund: 

Current  Assets: 

Cash  — 

On  Deposit  in  Savings  Bank $400 . 36 

Securities  — At  Quoted  Market  Value  — 

Bonds $1,339.77 

Accrued  Interest  Thereon 7.94 

1,347.71 

1,748.07 


Total  Assets  All  Funds 


$265,816.97 


LIABILITIES  AND  CAPITAL 


General  Fund : 

Current  Liabilities: 

Accounts  Payable  — 

Directory  Publisher  — Estimated $10,066.00 

Accrued  Social  Security  Taxes 827.21 

$10,893.21 

Deferred  Income: 

Dues  for  Year  1938  Received  in  Advance 5 , 180 . 00 

Capital  Account : 

Fund  Capital 244,173.38 

$260,246.59 

Lucien  Howe  Prize  Fund: 

Capital  Account: 

Fund  Capital 3,822.31 

Merritt  H.  Cash  Prize  Fund: 

Capital  Account: 

Fund  Capital 1,748.07 


Total  Liabilities  and  Capital,  All  Funds 


$265,816.97 
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STATEMENT  OF  FUND  ADDITIONS  AND  DEDUCTIONS  FOR  TWELVE  MONTHS 

ENDED  DECEMBER  31,  1937 


General  Fund: 


Additions  — 

Annual  Dues  Received 

Clerical  Work 

Interest  Received  From  — 


Bonds,  Mortgages,  etc $6,220.69 

Deposits 770.98 


Dividends  Received 

Increase  in  Accrued  Interest 


$153,500.00 

68.37 


6,991.67 

3,076.25 

67.81 


Net  Additions  — General  Fund 


$163,704.10 


General  Fund:  Deductions  — 

Rent $2,600.00 

Telephone 356.91 

Postage 484.70 

Stationery  and  Printing 1,115.99 

Printing  New  By-laws 150.00 

Auditing 500.00 

Office  and  Sundry 2 , 293 . 83 

Custodian  Fees  (Securities) 209 . 44 


Annual  Meeting  — 

Expenses 13, 804 . 94 

Less : Exhibits  and  Dinner 10 , 620 . 59 


Traveling  — 

General 1,816.11 

President 1,491.13 

A.  M.  A 308.65 

Council 1,141.49 

Secretary 503.50 


Committees  of  Council  — 

Council  Committee 2,287.05 

Matters  Pertaining  to  Medical  Care.  ...  277.14 

To  Confer  with  State  Hospital  Association  148 . 47 


Salaries  — General 14,412.67 

Emeritus  Office  Manager 1,750.00 

Executive  Officer  — Salary  and  Expenses . . 10,562.57 

Legal  Counsel  — Fees  and  Expenses 12 , 624 . 15 

Secretary  — Salary  and  Expenses 9,075.91 


Public  Relations  Bureau: 

Expenses $19,210.79 

Less : Sale  of  Pamphlets  3,584.40 

15,626.39 

Workmen’s  Compensation  — 

Salary 5,000.00 

Expense 2,185.14 


7,185.14 

Legislative  Bureau 7,510.86 


District  Branches 1 , 930 . 5 1 

Special  Appropriation  for  District  Branches  250.00 


Conference  of  County  Secretaries 696 . 05 

Social  Security  Taxes 2,531.09 

Entertainment  of  Sir  Henry  Brackenbury. . 78.56 

Examination  of  Records  of  Publisher 475.00 

Testimonial  for  Miss  Baldwin 32.00 

Restoration  of  Old  Photograph 10.00 


$7,710.87 

3,184.35 

5,260.88 

2,712.66 

48,425.30 


30,322.39 

2,180.51 

3,822.70 


( See  page  540  for  Auditors  statement ) 
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Committee  On  — 

Economics 2,250.53 

Public  Health  and  Medical  Education 3,449.65 

Medical  Education 1 , 620 . 7 6 

Public  Relations 989 . 47 

Scientific  Work 391.85 

Revision  of  Constitution  and  By-Laws ....  1 , 140 . 52 

Consideration  of  Provision  for  Medical  Care  40 . 69 


Board  of  Censors’  Meeting 

Publications: 

Cost  of  Journal 

Cost  of  Directory 

Loss  from  Sale  of  Securities 

Decrease  in  Quoted  Market  Value  of  Securities  — From 
January  1,  1937  to  December  31,  1937 


9,883.47 

24.00 

14,383.67 

16,561.91 

18.75 

33,682.17 

$178,173.63 


Net  Deduction  — General  Fund 


Lucien  Howe  Prize  Fund: 

Additions  — 

Interest  Received  From  — 

Bonds $109.69 

Deposits 19.42 

129.11 

Increase  in  Accrued  Interest  on  Bonds 1.89 


Deduction  — 

Decrease  in  Quoted  Market  Value  of  Securities  — From  January  1, 
1937  to  December  31,  1937 


($14,469.53) 


131.00 

112.35 


Net  Addition  — Lucien  Howe  Prize  Fund 


Merritt  H.  Cash  Prize  Fund: 

Additions  — 

Interest  Received  From  — 

Bonds $42.18 

Deposits 7.41 

$49.59 

Increase  in  Accrued  Interest  on  Bonds 1.89 


Deduction  — 

Decrease  in  Quoted  Market  Value  of  Securities  — From  January  1, 
1937  to  December  31,  1937 


51.48 

14.84 


18.65 


Net  Addition  — Merritt  H.  Cash  Prize  Fund 36.64 

Net  Deduction  — • All  Funds ($14,414.24) 


JOURNAL  ACCOUNT  FOR  TWELVE  MONTHS  ENDED  DECEMBER  31,  1937 


Expenses 

Journal  Management  Committee: 

Salary $1,000.00 

Expenses 5,514.70 

$6,514.70 

Cost  of  Publication 7 , 868 . 97 


Total  Cost  of  Journal $ 14 , 383 . 67 


DIRECTORY  ACCOUNT  FOR  TWELVE  MONTHS  ENDED  DECEMBER  31,  1937 

Expenses 

Directory: 

Salaries $6,401.50 

Stationery 303 . 59 

Postage 643.58 

Expense 20.59 

Publication  (Estimated  — Invoice  not  Received) 10 , 066 . 00 


Total  cost  of  Directory $17,435.26 

Less:  Refund  1936  Costs  by  New  Jersey  Society 873.35 


Net  Total $16,561.91 


Respectfully  submitted, 

GEORGE  W.  KOSMAK,  Treasurer. 
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Auditor’s  Statement 

We  have  made  an  examination  of  the 
balance  sheet  of  the  Medical  Society  of 
the  State  of  New  York  as  at  December 
31,  1937,  and  of  the  statement  of  income 
and  capital  for  the  year  then  ended.  In 
connection  therewith,  we  examined  or 
tested  accounting  records  of  the  society 
and  obtained  information  and  explana- 
tions from  employees  of  the  society. 
We  also  made  a general  review  of  the  ac- 
counting methods  and  of  the  income  and 
expense  accounts  for  the  year,  but  we  did 
not  make  a detailed  audit  of  the  transac- 
tions. 

The  scope  of  our  examination,  in  ac- 
cordance with  instructions  issued  to  us  by 
the  society,  did  not  embrace  the  auditing 
of  expense  vouchers  and  invoices  in  sup- 
port of  disbursements.  The  division 
of  the  assets,  liabilities,  income  and  ex- 


penses by  funds,  is  included  herein  as 
shown  by  the  books  of  account  without 
examination  of  the  minutes  of  the  society 
and  other  related  records  which  were  not 
made  available  to  us.  Neither  were  we 
advised  of  the  dates  of  creation,  purposes 
and/or  restrictions  of  the  various  funds. 

In  our  opinion,  based  upon  such  exam- 
ination, the  accompanying  balance  sheet 
and  related  statement  of  fund  additions 
and  deductions  and  fund  capital,  fairly 
present,  in  accordance  with  accepted  prin- 
ciples of  accounting  consistently  main- 
tained by  the  society  during  the  period 
under  review,  its  position  at  December  31, 
1937,  and  the  results  of  its  operations  for 
the  year  then  ended. 

Wolf  and  Company, 
Certified  Public  Accountants. 

Dated  at  New  York,  New  York, 
February  2,  1938. 
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made  to  approximate  the  calendar  and 
fiscal  years  by  a resolution  of  the  Council, 
but  this  was  declared  unconstitutional  by 
your  Counsel  and  will  require  amendment 
by  the  House  of  Delegates.  It  is  to  be 
hoped  that  a more  satisfactory  arrange- 
ment can  be  developed. 

Attention  may  be  called,  however,  to 
a few  salient  features  of  the  Treasurer’s 
Report.  It  is  a satisfaction  to  record  that 
no  further  defaults  in  securities  held  by 
your  Society  have  been  sustained  during 
the  past  year.  The  amount  in  default  re- 
mains at  about  $25,000  with  a loss  of 
interest  to  December  31,  1937  of  $4,680. 
None  of  the  stocks  purchased  in  accord- 
ance with  the  resolutions  passed  by  the 
House  of  Delegates  have  failed  in  divi- 
dend payments,  but  reductions  from  this 
source  may  be  looked  for  in  the  near 
future. 

In  view  of  the  irregularly  distributed 
receipts  from  County  Societies,  available 
cash  has  been  deposited  in  savings  banks 
until  required  for  current  expenditures, 
thus  earning  for  the  Society  from  other- 
wise idle  funds,  the  sum  of  approxi- 
mately $800  during  1937. 

At  the  time  of  this  report  it  is  not  pos- 
sible to  state  satisfactorily  the  difference 
in  costs  between  the  present  Council  ex- 


penditures and  the  arrangement  previously 
in  vogue  as  the  set-up  under  which  the 
Society  now  functions  has  existed  only 
since  the  time  of  the  last  annual  election. 

The  cost  of  conducting  official  publi- 
cations (Journal  and  Directory)  will  be 
found  in  the  report  of  the  Journal  Man- 
agement Committee,  included  in  that  of 
the  Council. 

The  Society’s  expenditures  have  been 
kept  within  budgetary  allowances  to  the 
date  of  this  report,  except  for  certain 
emergency  outlays  approved  by  the  Board 
of  Trustees. 

Increased  costs  of  conducting  your  So- 
ciety’s affairs  during  the  coming  years 
must  be  expected,  due  to  expanding  activ- 
ities of  various  officers  and  committees, 
as  well  as  the  necessarily  larger  office 
staff.  Another  item  is  the  Social  Secur- 
ity tax,  to  which  your  Society  is  also 
liable. 

Your  Treasurer  desires  in  conclusion 
to  commend  the  office  force  for  their  effi- 
cient conduct  of  the  Society’s  accounts 
and  the  County  Societies  for  their  prompt 
transmissions  of  the  State  Society’s  as- 
sessment. 

Respectfully  submitted, 

George  W.  Kosmak,  Treasurer 
April  1,  1938 
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To  the  House  of  Delegates ; Gentlemen: 

In  the  year  which  has  elapsed  since  the 
last  meeting  of  the  House  of  Delegates 
your  Trustees  have  performed  to  the  best 
of  their  ability  and  judgment  the  duties 
imposed  upon  them  by  the  Constitution 
and  By-laws.  The  conservation  of  the 
funds  of  the  Society  has  been  a matter 
of  deep  concern.  The  self-imposed  depres- 
sion afflicting  the  country  is  reflected  in 
the  value  of  securities  and  in  doubts  con- 
cerning the  safety  of  investments.  With 
the  able  assistance  of  the  Treasurer  the 
Board  has  exercised  all  possible  care  to 
maintain  our  investment  securities  at  the 
highest  possible  level  of  safety.  Contin- 
uing the  policy  of  the  previous  year  as 
authorized  by  the  House  of  Delegates,  a 
portion  of  our  funds  were  invested  in 
common  stocks  as  a hedge  against  the  in- 
flation which  may  result  from  continued 
governmental  extravagance.  As  a further 
precaution  necessitated  by  the  increasing 
uncertainties  of  the  business  outlook  a 
substantial  part  of  our  investment  income 
has  been  placed  in  savings  banks.  The 
result  of  this  policy  is  shown  in  the  Treas- 
urer’s report. 

The  security  of  our  investments  is  not 
our  only  cause  for  concern.  If,  during 
the  past  twenty  years  the  Society  had  in- 
creased its  expenditures  in  proportion  to 
its  income  at  the  same  rate  as  it  has  dur- 
ing the  past  few  years,  your  Trustees 
would  have  had  no  trust  fund  to  worry 
about.  It  is  inevitable  that  our  expendi- 
tures must  be  increased  to  meet  the  in- 
creasing demands  of  the  changing  social 
order.  Every  member  profits  by  the  ac- 
tivities of  the  Committee  on  Workmen’s 
Compensation.  The  cost  of  protection 
must  be  met.  The  added  expense  of  So- 
cial Security  cannot  be  avoided.  It  may 
well  be  that  the  welfare  of  our  profession 
can  be  secured  only  by  an  increase  in  our 
dues. 

These  newer  and  necessary  costs  render 
it  all  the  more  necessary  for  the  House  of 
Delegates,  the  Council,  and  the  various 
committees  of  the  Society  to  exercise  in- 
creasing care  in  voting  requests  for  ap- 
propriations. The  Trustees  have  no  power 
to  make  recommendations  or  to  initiate 
policies.  They  may  only  approve  or  dis- 
approve requests  for  money.  If  they  ap- 


prove without  exercising  their  discretion, 
they  become  a mere  rubber  stamp.  On 
the  other  hand  their  disapproval  may  con- 
stitute a veto  of  the  action  of  the  House 
of  Delegates  or  of  the  Council.  The 
exercise  of  this  veto  power  is  one  which 
any  board  must  use  with  the  greatest  re- 
luctance even  when  it  appears  to  the 
Trustees  that  the  execution  of  some  rec- 
ommendation requires  the  expenditure  of 
a greater  sum  than  was  anticipated.  For 
example  when  the  Committee  on  Trends 
was  constituted  by  the  action  of  this 
House,  the  Board  was  disturbed  and  em- 
barrassed by  requests  for  the  approval  of 
expenditures  exceeding  $17,000.00  during 
the  first  year  of  this  committee’s  existence. 
It  was  pointed  out,  however,  that  much 
of  this  expense  was  of  a non-recurring 
character  since  it  represented  the  purchase 
of  expensive  equipment.  Nevertheless  the 
budget  for  July  1,  1936  to  June  30,  1937 
contained  an  appropriation  for  the  Com- 
mittee on  Trends  and  the  Public  Rela- 
tions Bureau  of  $20,300.00.  In  February 
of  the  same  year  this  committee  was 
granted  an  additional  appropriation  of 
$2,200.00  to  be  used  as  a revolving  print- 
ing fund.  The  budget  for  the  year  ending 
June  30,  1938  appropriates  $19,000.00  for 
this  committee.  These  figures  are  cited 
not  in  criticism  of  the  Public  Relations 
Bureau  but  to  illustrate  the  difficulty  of 
anticipating  the  expense  of  new  activities. 

The  income  from  membership  dues  is 
at  present  roughly  $153,500.00  per  year. 
The  last  budget  adopted  called  for  ex- 
penditures of  $149,000.00.  This  leaves  a 
very  narrow  margin  for  unforeseen  emer- 
gencies and  for  additional  requests  which 
invariably  come  to  the  Board  of  Trustees 
during  the  year.  If  we  are  to  continue 
the  policy  of  accumulating  a reserve  to 
guarantee  that  the  Society  will  always 
have  a fund  to  be  used  if  necessary  to 
defend  the  profession  against  social  or 
political  forces  inimical  to  our  profession, 
it  is  obvious  that  either  an  increased  in- 
come or  a diminished  outgo  must  be  pro- 
vided. The  foregoing  considerations  were 
among  the  reasons  which  impelled  the 
Trustees  to  postpone  action  on  the  re- 
quest of  the  Journal  Management  Com- 
mittee for  a new  contract  with  the  pub- 
lisher which  contract  required  an  addi- 
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tional  expenditure  by  the  Society  of  some 
$6,000.00  per  year.  The  proposed  con- 
tract was  for  five  years  which  in  view  of 
existing  uncertainties  appeared  to  the 
Trustees  to  be  too  long  a term. 

No  contract  made  by  the  Society  can 
become  effective  until  approved  by  the 
Board  of  Trustees.  For  the  proper  exer- 
cise of  this  function  the  Trustees  must 
have  complete  information  concerning  all 
matters  connected  with  such  contract.  The 
audit  of  Professional  Journals  Incor- 
porated with  whom  the  Society  contracts 
for  the  publication  of  the  Journal  and 
Directory  shows  for  three  years  ending 
December  31,  1936  a gross  income  of 
$247,745.23.  It  does  not  seem  illogical 
that  the  Board  which  must  approve  a con- 
tract involving  so  large  a sum  of  money 
should  in  some  way  participate  in  the 
making  of  the  contract.  Proper  study  by 
the  Trustees  of  all  the  factors  involved 
after  a contract  has  been  arranged  means 


an  enormous  duplication  of  effort  and 
time.  The  responsibility  of  approval  im- 
plies the  necessity  for  a thorough  investi- 
gation. If  the  Trustees  are  not  to  investi- 
gate before  approving  a contract  but  are 
to  proceed  on  the  assumption  that  the 
committee  making  the  contract  has  made 
no  error,  the  provision  of  the  By-laws 
requiring  such  approval  should  be  re- 
pealed. Approval  without  full  informa- 
tion is  meaningless  and  does  not  afford 
the  protection  intended  by  the  adoption  of 
the  By-laws  in  question.  If,  on  the  other 
hand,  the  Trustees  participate  in  the  mak- 
ing of  contracts,  they  will  necessarily  be 
fully  informed  concerning  the  facts  in- 
volved. The  Board  of  Trustees  recom- 
mends to  the  House  of  Delegates  that  the 
By-laws  be  amended  to  permit  such  par- 
ticipation. 

Respectfully  submitted, 

George  W.  Cottis,  Chairman 

April  1,  1938 
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To  the  House  of  Delegates ; Gentlemen: 

In  the  matter  of  exclusion  from  mem- 
bership of  an  applicant,  Dr.  Donald  R. 
Keller  of  West  Hampton  Beach,  in  the 
Suffolk  County  Medical  Society,  the 
Board  of  Censors  of  the  Medical  So- 
ciety of  the  State  of  New  York  on  Feb- 
ruary 5,  1938  heard  an  appeal  from  the 
decision  of  the  County  Medical  Society. 

There  were  present  at  this  meeting: 
Drs.  Theodore  West,  Irving  Gray,  Ber- 
tran  W.  Gifford,  Leo  P.  Larkin,  Thomas 
W.  Maloney,  H.  W.  Ingham,  Murray 
M.  Gardner,  Charles  H.  Goodrich,  Pres- 
ident, and  Peter  Irving,  Secretary;  Lor- 
enz J.  Brosnan,  and  Thomas  H.  Clear- 
water. 

There  were  also  present:  Drs.  Edwin 
P.  Kolb,  Secretary,  and  Paul  Nugent 
of  the  Board  of  Censors  of  the  Suffolk 
County  Medical  Society. 

Dr.  Keller  appeared  in  person  without 
counsel. 

After  full  consideration  of  the  grounds 
for  appeal,  the  records  furnished  by  the 
Suffolk  County  Medical  Society,  and  tes- 
timony by  Dr.  Paul  Nugent  for  the  Suf- 
folk County  Medical  Society,  the  Board 
of  Censors  of  the  Medical  Society  of  the 
State  of  New  York  unanimously  ren- 
dered the  following  decision : 


Pursuant  to  the  authority  conferred  on  us 
by  Section  6 of  Chapter  VI  of  the  Con- 
stitution and  By-Laws  of  the  Medical  So- 
ciety of  the  State  of  New  York,  and  in  the 
interest  of  orderly  procedure,  we  hold  the 
decision  appealed  from  should  be  modified 
to  the  extent  that  the  appellant’s  applica- 
tion for  membership  in  the  respondent 
County  Society  shall  still  be  considered 
open  and  undecided,  and  that  the  entire 
matter  be  remanded  to  the  County  Society 
for  further  action  in  accordance  with  the 
mandatory  instructions  contained  in  this 
decision. 

It  appears  without  dispute  that  the  ap- 
pellant physician  duly  applied  for  member- 
ship in  the  respondent  County  Medical  So- 
ciety ; his  application  for  membership  was  re- 
jected by  the  said  County  Medical  So- 
ciety; that  the  respondent  County  Medical 
Society  has  not  submitted  any  stenographic 
data  as  to  what  took  place  at  the  meeting 
or  meetings  of  the  Board  of  Censors  of 
the  said  Society,  nor  in  lieu  thereof  has 
any  resume  of  these  proceedings  been  sub- 
mitted. 

It  appears  further  without  dispute  that 
the  appellant  was  not  present  at  the  meet- 
ing or  meetings  of  the  Board  of  Censors, 
nor  was  he  invited  to  be  present  thereat. 

In  remanding  this  matter  to  the  County 
Society  for  further  action  we  do  so  with 
the  following  mandatory  instructions : 

“Within  one  month  from  this  date,  i.e., 
February  5,  1938,  the  respondent  County 
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Medical  Society  shall  call  a meeting  of  its 
Board  of  Censors  to  which  the  appellant 
shall  be  invited. 

“Ten  days’  notice  of  the  date  and  place 
of  that  meeting  shall  be  given  to  the  ap- 
pellant by  registered  mail. 

“At  such  meeting  the  Board  of  Censors 
shall  have  present  a stenographer  so  that 
the  minutes  of  the  meeting  may  be  sten- 
ographically  recorded. 

“The  Board  of  Censors  shall  have  pres- 
ent at  that  meeting  any  person  or  persons 
who  wish  to  give  proof  of  any  alleged  act 
or  acts  of  the  appellant  which  would  estab- 
lish his  ineligibility  for  membership  in  the 
respondent  County  Society. 

“All  witnesses  shall  first  be  sworn  by  a 
notary  public,  and  their  testimony  sten- 
ographically  recorded. 

“The  appellant  shall  have  the  right  to  be 
present  at  said  meeting  or  any  adjourned 
meeting  thereof,  with  counsel  if  he  so  de- 
sires, and  the  appellant  or  his  counsel  shall 
have  the  right  to  cross-examine  any  and 
all  witnesses  who  may  appear  against  him. 

“The  appellant  shall  have  the  further 
right,  if  he  so  desires,  to  testify  under 
oath  and  to  call  any  witnesses  on  his  behalf 
who  shall  also  be  sworn  by  a notary  public 
and  testify  under  oath. 

“The  Board  of  Censors  of  the  respondent 
County  Society  shall  have  an  equal  right 
to  have  an  attorney  present,  if  it  so  desires. 
Such  counsel  or  any  member  of  the  Board 
of  Censors  shall  have  the  right  to  cross- 


examine the  appellant  or  any  witness  that 
may  be  called  on  his  behalf. 

“The  Board  of  Censors  shall  have  the 
right  to  adjourn  such  meeting,  but  such 
adjournment  or  adjournments  shall  not  be 
for  an  unreasonable  time. 

“When  all  of  the  testimony  both  of  the 
appellant  and  the  respondent  County  Med- 
ical Society  shall  be  concluded,  the  County 
Medical  Society  shall  at  the  next  regular 
meeting  following  the  conclusion  of  the 
hearings  aforesaid  submit  its  report,  to- 
gether with  all  the  data,  to  the  member- 
ship of  the  respondent  County  Medical 
Society,  and  the  membership  shall  vote 
thereon.  In  doing  so,  the  Secretary  shall 
first  read  to  the  members  attending  such 
meeting  not  only  the  report  of  the  Board 
of  Censors  upon  the  appellant’s  application, 
but  also  all  of  the  testimony  taken  at  any 
hearing  or  hearings. 

“We  do  not  wish  to  be  understood  as 
passing  on  the  merits  of  the  appellant’s 
application,  but  we  do  feel  in  the  interests 
of  both  parties,  and  in  the  interests  of  or- 
derly procedure,  the  matter  should  be  dis- 
posed of  in  this  manner.” 

This  decision  was  duly  transmitted  by 
the  Secretary  in  writing  to  both  respond- 
ent and  appellant. 

Respectfully  submitted, 
Peter  Irving,  Secretary 

April  1,  1938 
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To  the  House  of  Delegates;  Gentlemen: 

Your  Counsel  herewith  submits  his 
Report  of  activities  of  the  Legal  Depart- 
ment of  the  Medical  Society  of  the  State 
of  New  York  for  the  period  from  Febru- 
ary 1,  1937,  to  and  including  January  31, 
1938. 

We  have  had  a very  busy  year  both  in 
court  and  in  consultation.  A report  of 
this  character  must  necessarily  only  state 
conclusions.  While  the  appended  figures 
give  some  indication  of  the  amount  of 
work  done  they  do  not  adequately  portray 
the  details  of  the  work  nor  do  they  give 
any  true  indication  of  the  responsibility 
assumed  by  our  Department. 

At  the  outset  of  this  report  your  Coun- 
sel wishes  to  record  his  appreciation  for 
the  assistance  and  cooperation  furnished 
him  by  your  officers  and  committeemen. 
The  Society  is  operating  under  a new 
setup  made  possible  by  the  amendments 
to  the  Constitution  and  By-Laws  passed 


last  year.  It  is  already  apparent  that 
the  new  machinery  is  functioning  smoothly 
and  there  can  be  no  question  but  that 
the  Society  has  benefited  by  the  changes 
effected. 

Your  Counsel  has  been  impressed  by 
the  industry  and  earnestness  with  which 
your  officers  and  committeemen  have 
applied  themselves  to  the  many  ques- 
tions which  come  before  them  for  solution. 

In  making  his  report  your  Counsel 
adheres  to  the  convenient  category  em- 
ployed in  previous  years  whereby  his 
activities  have  been  divided  into  three 
main  divisions : (a)  The  actual  handling 
of  malpractice  actions  before  courts  and 
juries  and  in  the  Appellate  tribunals;  (b) 
counsel  work  with  officers,  committees, 
and  individual  members  of  the  Society; 
and  (c)  legislative  advice  and  activities. 

Litigation 

Your  Counsel  again  desires  to  point 
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out  to  the  membership  as  he  has  done 
in  the  last  few  years  that  careless,  hasty, 
and  unjustified  criticism  by  one  physician 
concerning  the  work  of  another  often 
leads  to  the  commencement  of  a malprac- 
tice action.  Your  Counsel  believes  that 
such  unjustified  criticism  is  not  often 
deliberately  made  but  frequently  the  effect 
on  the  patient  is  precisely  the  same  as 
if  the  criticism  were  motivated  by  malice. 

Little  need  be  said  with  respect  to  the 
hazard  of  a malpractice  action  to  the  prac- 
ticing physician.  It  is  ever  present  and 
the  physician  should  not  lose  sight  of  the 
fact  that  his  rights  so  far  as  the  facts  of 
any  given  case  are  concerned,  rest  entirely 
in  the  hands  of  a lay  jury. 

Since  the  beginning  of  the  Fall  Term 
of  court  last  year  two  important  changes 
have  been  made  affecting  the  trial  of 
actions.  First,  women  are  now  permitted 
to  serve  on  juries,  although  their  service 
is  not  mandatory.  Many  women  in  the 
Metropolitan  area  are  taking  advantage 
of  this  privilege  and  have  volunteered 
for  jury  duty.  Second,  verdicts  may  now 
be  rendered  by  a jury  if  ten  of  the  twelve 
reach  an  agreement.  These  changes  have 
not  been  in  effect  long  enough  to  reach 
any  definite  conclusion  as  to  whether  they 
will  affect  malpractice  actions  favorably 
or  otherwise. 

A word  should  be  said  with  respect 
to  our  Group  Plan.  It  was  organized  by 
the  State  Society  many  years  ago  so  that 
the  membership  would  have  an  oppor- 
tunity to  eliminate  the  financial  hazard 
of  a malpractice  action.  The  justification 
for  this  plan,  as  well  as  its  successful 
operation  are  matters  of  record.  It  is 
pleasing  for  your  Counsel  to  be  able 
to  state  that  the  Yorkshire  Indemnity 
Company,  the  present  carrier  under  our 
Group  Plan,  has  cooperated  splendidly 
with  your  Counsel.  The  officers  of  this 
Company  and  their  investigators  have 
demonstrated  a desire  to  do  everything 
to  further  the  interests  of  the  Group 
Plan  and  the  members  who  have  taken 
advantage  of  it. 

It  is  with  pleasure  that  your  Counsel 
again  reports  the  fine  work  in  the  field 
of  litigation  of  his  associate,  Mr.  William 
F.  Martin.  Mr.  Martin’s  ability  as  an 
advocate,  as  well  as  his  personal  quali- 
ties, have  won  for  him  expressions  of 
approval  from  judges,  lawyers,  and  doc- 
tors throughout  the  State. 


Mention  should  also  be  made  of  the 
splendid  work  of  Mr.  Thomas  H.  Clear- 
water, the  Attorney  for  the  Society.  Mr. 
Clearwater  through  the  years  has  had 
close  contact  not  only  with  your  officers 
and  committeemen  but  also  with  many 
individual  members  of  your  Society.  Mr. 
Clearwater  is  a gentleman  of  exceptional 
ability  and  character  and  your  Counsel 
wishes  to  commend  him  for  the  work 
that  he  has  done  during  the  past  year. 

Mention  should  also  be  made  of  the 
splendid  spirit  of  industry,  loyalty,  and 
devotion  manifested  by  your  Counsel’s 
entire  staff,  both  legal  and  clerical. 

With  this  preliminary  statement  we 
note  that  there  were  commenced  in  the 
present  reporting  period  175  actions  as 
against  184  actions  reported  during  the 
previous  reporting  period.  These  figures 
do  not,  of  course,  include  a number  of 
claims  outstanding  in  which  suit  may 
ultimately  be  brought.  Throughout  the 
year  your  Counsel  has  been  in  confer- 
ence and  consultation  with  many  claim- 
ants and  their  attorneys  and  frequently 
we  have  successfully  demonstrated  to 
them  that  in  fact  and  in  law  no  valid  claim 
exists. 

The  Table  of  Comparisons  appended 
hereto  shows  that  we  disposed  of  dur- 
ing the  present  reporting  period  217 
cases  as  against  251  cases  during  the 
previous  year.  Of  the  217  cases  dis- 
posed of  during  the  present  reporting 
period  48  cases  were  settled  and  165 
actions  were  successfully  terminated  in 
favor  of  the  physician.  In  4 cases  judg- 
ment was  rendered  in  favor  of  the  plain- 
tiff. 

Of  the  cases  in  the  Appellate  Courts 
we  were  successful  in  three  instances. 

We  note  from  Table  I that  there  were 
pending  as  of  January  31,  1938,  493  cases 
as  against  535  cases  pending  January 
31,  1937. 

In  concluding  our  remarks  under  this 
heading,  we  again  wish  to  point  out  as 
we  have  done  so  often  in  the  past  that 
litigation  and  insurance  protection  are 
inextricably  interwoven.  From  our  ex- 
perience we  can  assert  without  hesitation 
that  no  physician  can  practice  his  profes- 
sion in  this  State  with  peace  of  mind 
unless  he  has  taken  the  precaution  to 
insure  himself  in  adequate  limits  against 
the  ever  present  possibility  of  legal  action 
being  taken  against  him. 
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The  State  Society  has  an  Insurance 
Committee  which  works  in  cooperation 
with  your  Counsel  and  with  your  author- 
ized representative,  Mr.  Harry  F.  Wan- 
vig.  This  Committee  considers  and  passes 
on  all  problems  that  may  arise  in  the 
operation  of  your  Group  Plan. 

Table  II  gives  a comparison  of  the 
number  of  members  insured  in  1935,  1936, 
1937  and  1938,  and  the  number  of  mem- 
bers in  the  County  Societies  and  the 
percentage  of  insured  members  in  the 
County  Societies  and  in  the  entire  State 
Society. 

Counsel  Work 

During  the  period  of  this  report  your 
Counsel  prepared  for  the  Society’s 
Journal  articles  in  the  nature  of  edi- 
torial comment.  These  articles  have  in- 
cluded the  following: 


Wills — Conditional  Bequest  to  Hospital 
Unlicensed  Practitioners — Unlawful  Prac- 
tice of  Medicine 

Surgeon’s  Responsibility  for  Acts  of  Hos- 
pital Nurse 

Proof  Required  to  Establish  Malpractice 
Case 

Compensation  of  Physician  Contingent 
on  Outcome  of  Litigation 

Malpractice — Requirement  of  Expert 
Testimony  to  Establish  Cause 

Liability  of  Infant  for  Medical  Services 
Libel  and  Slander — Physical  Examination 
Medical  Care  Under  Workmen’s  Com- 
pensation Law 

Hospitals — Responsibility  for  Injuries 

Sustained  by  Irrational  Patients 
Violation  of  Harrison  Narcotic  Act  as 
Involving  Moral  Turpitude 

Evidence — Opinion  Testimony  Based 

Upon  False  Hypothesis 

Personal  Injury  Action — X-ray  Examina- 
tion of  Plaintiff 


Table  I 

Comparison  of  the  Number  of  Suits  Instituted  and  Diposed  of  in  1936-1937  and  1937-1938 


Instituted 

Disposed  of 

1936-1937  1937-1938 

1936-1937 

1937-1938 

(12  months)  (12  months) 

(12  months) 

(12  months) 

1.  Fractures,  etc.  . . 

13 

17 

25 

21 

2.  Obstetrics,  etc 

17 

12 

37 

24 

3.  Amputations 

4 

1 

4 

2 

4.  Burns,  X-ray,  etc 

31 

27 

35 

27 

5.  Operations:  Abdominal,  eye, 

ear,  etc 

6.  Needles  breaking 

tonsil, 

52 

38 

59 

45 

3 

3 

3 

9 

7.  Infections 

12 

17 

15 

19 

8.  Eve  Infections 

4 

6 

2 

4 

9.  Diagnosis 

18 

22 

17 

24 

10.  Lunacy  commitments 

4 

2 

3 

2 

11.  Unclassified  — medical 

26 

30 

51 

40 

Totals 

184 

175 

251 

217 

Actions  for  death 

Further  Comparisons 
22 

15 

24 

26 

Infants’  actions 

16 

17 

23 

25 

Totals 

38 

32 

47 

51 

Settled 

How  Diposed  of 

47 

48 

Judgment  for  defendant,  dismissed,  dis- 
continued or  abated 

199 

165 

Judgment  for  plaintiff 



5 

4 

Totals 

251 

217 

Appeals:  Judgments  for  defendant. 

Further  Comparisons 

3 

3 

Judgments  for  plaintiff . . 

535 

. . 

1 

Pending  on  January  31,  1937 

. . 

. . 

. . 

Pending  on  January  31,  1938 

493 

• • 

• • 
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Table  II 

Comparison  of  the  Number  of  Members  Insured  in  1935,  1936,  1937  and  1938  and  the 
Number  of  Members  in  the  County  Societies  and  the  Percentage  of  Insured  Members* 


Albany 

Allegany 

Bronx 

Broome 

Cattaraugus 

Cayuga 

Chautauqua 

Chemung 

Chenango 

Clinton 

Columbia 

Cortland 

Delaware 

Dutchess-Putnam. . . 

Dutchess 

Erie 

Essex 

Franklin 

Fulton 

Genesee 

Greene 

Herkimer 

Jefferson 

Kings 

Lewis 

Livingston 

Madison 

Monroe 

Montgomery 

Nassau 

New  York 

Niagara 

Oneida 

Onondaga 

Ontario 

Orange 

Orleans 

Oswego 

Otsego 

Putnam 

Queens 

Rensselaer 

Richmond 

Rockland 

St.  Lawrence 

Saratoga 

Schenectady 

Schoharie 

Schuyler 

Seneca 

Steuben 

Suffolk 

Sullivan 

Tioga 

Tompkins 

Ulster 

Warren 

Washington 

Wayne 

Westchester 

Wyoming 

Yates 


1935 


A 

B 

C 

265 

164 

62 

34 

16 

47 

1,022 

472 

46 

159 

92 

58 

51 

31 

61 

58 

39 

67 

88 

54 

61 

69 

46 

67 

33 

20 

61 

27 

15 

56 

39 

21 

54 

27 

17 

63 

26 

14 

54 

155 

85 

55 

750 

440 

59 

21 

15 

71 

51 

19 

37 

41 

27 

66 

27 

15 

56 

23 

16 

70 

44 

32 

73 

87 

46 

53 

2,221 

1,173 

53 

18 

11 

61 

35 

21 

60 

31 

19 

61 

448 

289 

64 

52 

19 

37 

265 

169 

64 

3,979 

2,244 

57 

105 

76 

72 

200 

111 

56 

325 

219 

67 

72 

40 

56 

126 

92 

73 

22 

8 

36 

48 

37 

77 

49 

32 

65 

599 

361 

60 

109 

71 

65 

115 

47 

41 

63 

33 

52 

63 

26 

41 

50 

34 

68 

127 

88 

69 

21 

10 

48 

12 

6 

50 

26 

12 

46 

66 

43 

65 

155 

81 

52 

40 

25 

63 

26 

11 

42 

59 

35 

59 

65 

41 

63 

44 

28 

64 

35 

18 

51 

50 

30 

60 

540 

298 

55 

33 

12 

36 

23 

18 

78 

1936 


A 

B 

C 

274 

179 

65 

35 

16 

46 

1,061 

505 

48 

169 

92 

54 

60 

33 

55 

60 

45 

75 

90 

55 

61 

73 

48 

66 

35 

21 

60 

27 

17 

63 

39 

19 

49 

29 

20 

69 

28 

13 

46 

174 

85 

49 

801 

450 

56 

23 

14 

61 

52 

25 

48 

45 

27 

60 

28 

13 

46 

25 

19 

76 

48 

34 

71 

82 

48 

59 

2,319 

1,223 

53 

18 

12 

67 

44 

22 

50 

35 

19 

57 

453 

293 

65 

52 

18 

35 

291 

186 

64 

4,227 

2,427 

57 

110 

80 

73 

207 

107 

52 

342 

219 

64 

78 

39 

50 

139 

97 

70 

20 

8 

40 

55 

37 

67 

54 

29 

54 

677 

400 

59 

108 

72 

67 

111 

46 

41 

70 

31 

44 

70 

27 

39 

55 

36 

65 

134 

94 

70 

20 

12 

60 

11 

7 

64 

24 

10 

42 

68 

48 

71 

181 

84 

41 

44 

31 

70 

26 

13 

50 

60 

36 

60 

74 

41 

55 

52 

31 

60 

36 

18 

50 

53 

31 

58 

564 

322 

57 

30 

12 

40 

24 

17 

71 

1937 


A 

B 

C 

276 

155 

56 

34 

12 

32 

1,151 

478 

42 

183 

98 

54 

58 

30 

52 

61 

43 

70 

94 

56 

60 

79 

48 

61 

32 

17 

53 

29 

19 

66 

38 

9 

24 

32 

14 

44 

31 

14 

45 

162 

24 

15 

840 

309 

37 

29 

13 

45 

52 

25 

48 

49 

27 

55 

29 

14 

48 

31 

21 

68 

46 

29 

63 

88 

47 

53 

2,452 

1,142 

47 

16 

9 

56 

45 

15 

33 

39 

20 

51 

471 

255 

54 

52 

11 

21 

299 

185 

62 

4,411 

2,334 

53 

121 

60 

50 

216 

106 

49 

348 

201 

58 

82 

39 

48 

141 

95 

67 

18 

6 

33 

53 

34 

64 

53 

26 

49 

14 

7 

50 

739 

391 

53 

108 

54 

50 

114 

44 

39 

71 

35 

49 

69 

24 

35 

60 

35 

58 

131 

80 

61 

19 

12 

63 

10 

4 

40 

27 

12 

44 

68 

44 

65 

180 

99 

55 

46 

28 

61 

27 

11 

41 

63 

36 

57 

76 

29 

38 

60 

26 

43 

37 

13 

35 

56 

25 

45 

584 

336 

58 

35 

10 

39 

21 

17 

81 

1938 


A 

B 

C 

285 

159 

56 

31 

12 

40 

1,238 

500 

40 

191 

100 

52 

59 

29 

49 

61 

44 

72 

96 

57 

60 

74 

43 

58 

32 

17 

53 

35 

24 

69 

36 

9 

25 

29 

16 

55 

30 

16 

53 

172 

25 

15 

857 

298 

35 

28 

13 

46 

53 

24 

45 

52 

29 

56 

34 

17 

50 

33 

21 

64 

41 

32 

80 

94 

55 

58 

2,674 

1,169 

43 

15 

10 

67 

46 

15 

33 

39 

17 

43 

473 

255 

54 

55 

13 

24 

348 

205 

59 

4,716 

2,479 

53 

124 

58 

47 

211 

107 

51 

365 

209 

57 

86 

41 

48 

155 

100 

65 

21 

6 

29 

49 

33 

67 

53 

30 

57 

15 

6 

40 

839 

401 

48 

119 

55 

46 

122 

46 

38 

77 

34 

44 

67 

28 

42 

65 

39 

60 

137 

84 

61 

18 

13 

72 

10 

2 

20 

29 

12 

41 

74 

46 

62 

203 

103 

51 

48 

31 

67 

28 

12 

43 

64 

33 

52 

81 

27 

33 

58 

27 

47 

40 

15 

38 

56 

24 

43 

608 

365 

60 

30 

12 

40 

20 

17 

85 

13,417  7,584  56  14,194  8,013  57  14,856  7,412  50  15,799  7,719  49 

*A  — number  of  members  in  County  Society  ; B — number  of  members  insured  ; C — per- 
centage insured. 
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Malpractice — Judgment  of  Surgeon  as  to 
Methods 

Responsibility  of  Surgeon  for  Acts  of 
Nurse 

Hospital’s  Suit  to  Recover  for  Physician’s 
Services 

Medical  Societies — Power  and  Right  to 
Enforce  By-Laws 

Responsibility  of  Physician  for  Acts  of 
Special  Nurse 

Incorrect  Diagnosis  as  Malpractice 
Your  Counsel  has  also  digested  and 
there  have  been  published  in  the  State 
Journal  case  reports  upon  malpractice 
actions  which  it  has  been  felt  were  of 
special  interest  to  the  members  of  the 
profession.  The  case  reports  which  were 
published  during  the  previous  year  are 
as  follows : 

Diathermy  Burn 

Alleged  Failure  to  Deliver  Placenta  Intact 
Treatment  of  Cyst 

Emergency  Treatment  of  Nose  Bleed 
Ulcer  Following  Use  of  Heating  Pad 
Plastic  Surgery  on  Nose 
Operative  Treatment  of  Diverticulum 
Treatment  of  Asthma 
Alleged  Malpractice  in  Operation  upon 
Knee 

Glass  in  Hand 

Death  of  Child  Owing  to  Ruptu'red 
Appendix 

Diathermic  Burn 
Treatment  of  Arthritis 
Death  Following  Injection  Treatment  of 
Asthma 

Needle  Breaking  Case — Broken  Needle 
in  Pleural  Cavity 
Treatment  of  Stye 
Diabetic  Gangrene 

Claimed  Negligent  Treatment  of  Infant 
Claim  of  Foreign  Body  in  Throat 
Treatment  of  Lichen  Planus 
Negligent  Plastic  Operation 
Claimed  Failure  to  Remove  Inflamed 
Appendix 

Needle  Breaking  Case — Broken  Needle  in 
Child’s  Leg 

Treatment  of  Injuries  Sustained  in  Auto- 
mobile Accident 

Failure  to  Diagnose  Dislocation  of  Wrist 
Incision  of  Fistula 

Injury  Following  Intravenous  Injection 
It  is  pleasing  for  your  Counsel  to  learn 
from  the  members  of  your  Society 
throughout  the  State  that  they  enjoy  read- 
ing these  reports  and  articles  and  that 
they  find  them  to  be  interesting  and  in- 
structive. 

In  addition  to  his  other  duties  your 
Counsel  receives  frequent  requests  for 


opinions,  orally  and  in  writing,  on  vari- 
ous topics.  Some  of  the  matters  upon 
which  advice  has  been  given  (in  writing) 
are  the  following: 

1.  Inquiry  from  a general  practitioner  of 
medicine  as  to  the  measure  of  damages  in 
a personal  injury  action  for  loss  of  pro- 
fessional earnings. 

2.  Inquiry  from  a group  of  physicians 
with  respect  to  the  necessity  for  a written 
consent  to  operative  procedure  in  the  case 
of  pupils  at  a private  school  whose  parents 
reside  at  great  distances. 

3.  Inquiry  from  a local  health  officer  con- 
cerning the  extent  to  which  the  policy  issued 
by  the  insurance  carrier  under  the  group 
plan  sponsored  by  the  Medical  Society  of  the 
State  of  New  York  would  cover  actions 
against  a health  officer. 

4.  Inquiry  from  various  physicians  for 
information  as  to  where  copies  of  certain 
laws,  particularly  the  medical  practice  act, 
are  obtainable. 

5.  Inquiry  from  a physician  holding  a 
policy  of  malpractice  insurance  with  a 
company  other  than  the  carrier  approved 
by  the  Medical  Society  of  the  State  of  New 
York  concerning  procedure  as  to  the  defense 
of  an  action  brought  against  him. 

6.  Inquiry  from  a physician  concerning 
the  possible  complications  which  might  re- 
sult from  public  statements  which  he  con- 
templated making  concerning  the  purported 
reliability  of  a product  advertised  in  certain 
medical  publications. 

7.  Inquiry  from  a member  of  the  Econom- 
ics Committee  of  a component  County  Med- 
ical Society  with  respect  to  the  legal  status 
of  a corporation  alleged  to  be  engaged  in 
the  practice  of  medicine. 

8.  Inquiry  from  the  Board  of  Censors  of 
a component  County  Medical  Society  con- 
cerning the  ethical  situation  involved  when 
a physician  affiliates  himself  with  a birth 
control  clinic. 

9.  Inquiry  from  the  secretary  of  a County 
Society  who  had  received  a letter  from 
a former  patient  of  one  of  the  members  of 
said  society  complaining  with  respect  to 
alleged  neglect  on  the  part  of  the  physician, 
seeking  advice  as  to  what  disposition  should 
be  made  of  the  complaint. 

10.  Inquiry  from  a group  of  physicians 
constituting  the  staff  of  a not-for-profit  hos- 
pital seeking  answers  as  to  the  following  in- 
quiries : 

(a)  What  is  the  general  law  with  regard  to 
patients’  charts? 

(b)  Is  it  permissible  for  a patient  to  obtain 
a hospital  chart  without  consent:  (1)  of  the  at- 
tending physician?  (2)  of  his  attorney?  (3) 
without  a Court  order? 

(c)  Does  the  law  grant  the  lay  board  of  a 
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hospital  the  privilege  of  setting  fees  for  services 
rendered  at  the  hospital  by  members  of  the 
staff? 

11.  Inquiry  from  a physician  in  charge  of 
a private  sanatorium  as  to  whether  it  would 
be  proper  to  notify  a previous  patient  by 
mail  that  a Wassermann  examination  showed 
a positive  reaction. 

12.  Inquiry  from  a physician  specializing 
in  x-ray  work  as  to  whether  when  a physical 
examination  is  arranged  for  the  benefit  of 
the  defendant  in  a personal  injury  action, 
there  is  an  implied  understanding  that  the 
examining  physician  is  entitled  to  see  any 
and  all  x-rays  taken  with  reference  to  the 
accident. 

13.  Inquiry  from  a component  County 
Medical  Society  seeking  a definition  of 
“moral  turpitude.” 

14.  Inquiry  from  a Committee  Chairman 
of  a County  Society  seeking  information 
concerning : 

(a)  The  legal  status  of  giving  contraceptive 
information  to  private  patients  by  physicians. 

(b)  The  legal  status  of  a birth  control  clinic. 

(c)  The  legal  and  ethical  status  of  a physi- 
cian associated  with  a birth  control  clinic. 

15.  Inquiry  from  a physician  with  respect 
to  the  legality  of  a proposed  operation  for 
the  purpose  of  sterilizing  a man,  the  father 
of  four  children,  who  feared  that  his  wife’s 
health  would  be  jeopardized  by  further 
childbirth. 

16.  Inquiry  from  a physician  as  to  in- 
stances in  which  it  would  be  safe  to  treat 
a patient  under  the  age  of  twenty-one  years 
without  the  consent  of  the  parents. 

17.  Inquiry  from  a physician  as  to  the 
type  of  surgery  which  a physician  is  en- 
titled to  perform  under  specific  ratings  under 
the  Compensation  law. 

18.  Inquiry  from  a physician  as  to  the 
extent  to  which  a Welfare  Officer  is  en- 
titled to  use  discretion  in  interpreting  the 
Public  Welfare  Law. 

19.  Inquiry  from  a physician  seeking 
guidance  as  to  the  method  of  testifying 
as  an  expert  witness  in  Court. 

20.  Inquiry  from  a physician  specializing 
in  plastic  surgery  seeking  a form  of  opera- 
tive consent  in  an  attempt  to  avoid  possible 
litigation  based  upon  breach  of  warranty. 

21.  Inquiry  from  a physician  as  to  the 
extent  that  he,  as  chief  of  a hospital  clinic, 
could  be  held  liable  in  malpractice  actions 
brought  by  patients  treated  upon  his  service. 

22.  Inquiry  from  a physician  seeking  in- 
formation regarding  the  formation  by  a 
group  of  physicians  of  a society  for  the 
special  study  of  anatomy. 

23.  Inquiry  from  a physician  engaged  in 
the  practice  of  neuropsychiatry  concerning 
possible  litigation  in  which  he  might  be- 


come involved  as  a result  of  the  execution 
of  commitment  papers. 

24.  Inquiry  from  a physician  for  infor- 
mation concerning  the  “growth,  cause  and 
cures”  of  malpractice  suits. 

25.  Inquiry  from  a physician  seeking  ad- 
vice concerning  the  particular  instances  in 
which  it  would  be  legal  to  perform  steriliza- 
tion operations. 

26.  Inquiry  from  the  secretary  of  a County 
Society  concerning  the  right  of  a medical 
inspector  of  schools  to  inform  a school  board 
or  a school  administrator  of  the  existence 
or  the  suspicion  of  tuberculosis  in  a teacher 
or  employee  or  in  an  applicant  for  employ- 
ment as  such. 

27.  Inquiry  from  a committee  of  a com- 
ponent County  Medical  Society  as  to 
whether  a County  Medical  Society  is  en- 
titled to  draft  legislation  for  presentation 
to  the  local  municipal  government  or  the 
State  Legislature  when  such  measures  are 
contrary  to  the  legislation  favored  by  the 
Medical  Society  of  the  State  of  New  York. 

28.  Inquiry  from  a physician  as  to  the 
method  of  procedure  to  be  followed  in  an 
attempt  to  put  out  of  business  a corporation 
alleged  to  practice  medicine. 

29.  Inquiries  from  the  secretary  of  a com- 
ponent County  Medical  Society  as  to  the 
method  of  determining  whether  a particular 
crime  evinces  moral  turpitude. 

30.  Inquiry  from  a component  County  So- 
ciety concerning  suggested  amendments  to 
the  Constitution  and  By-Laws  of  the  State 
Society  for  the  purpose  of  providing  that 
it  should  not  be  mandatory  upon  a County 
Society  to  automatically  accept  a member  of 
another  County  Society  in  good  standing 
who  has  changed  his  residence  and  has 
located  within  the  former  county. 

31.  Inquiry  from  a component  County 
Medical  Society  as  to  whether  a Commis- 
sioner of  Public  Welfare  is  entitled  under 
the  law  to  arbitrarily  fix  the  number  of 
visits  a physician  may  make  upon  welfare 
patients  for  which  he  may  be  compensated. 

Szold  v.  Outlet  Embroidery  Company 

In  our  report  last  year  we  called  the 
attention  of  the  membership  to  the  above 
entitled  action  because  of  its  great  im- 
portance in  connection  with  the  operation 
of  the  Workmen’s  Compensation  Law. 
In  the  case  under  consideration  a physi- 
cian brought  suit  against  an  employer  to 
recover  for  medical  services  rendered  to 
an  injured  workman  of  the  employer,  wrho 
had  been  injured  in  the  course  of  his 
employment  and  thus  came  within  the 
provisions  of  the  Workmen’s  Compensa- 
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tion  Law.  The  suing  physician  had  not 
been  authorized  to  render  compensation 
medical  care  as  required  by  the  1935 
amendments  to  the  Statute.  It  was  the 
contention  of  the  attorney  for  the  physi- 
cian first,  that  this  amendment  could  not 
deprive  the  physician  of  his  common  law 
right  to  sue  for  services  rendered,  and 
second,  if  the  amendments  attempted  to 
do  so  it  was  unconstitutional.  It  was 
further  contended  that  the  physician  hav- 
ing acquired  a license  from  the  State  could 
not  have  been  subjected  to  further  tests 
laid  down  by  the  Workmen’s  Compensa- 
tion Law. 

The  question  involved  in  this  case 
was  vital  to  organized  medicine  for  this 
action  struck  at  the  very  foundation  of 
the  amendments  to  the  Workmen’s  Com- 
pensation Law. 

At  the  time  of  the  writing  of  the  re- 
port last  year  the  case  had  been  decided 
adversely  to  the  physician  by  a unanimous 
Appellate  Division,  and  permission  at 
that  time  had  been  obtained  to  appeal 
to  the  Court  of  Appeals. 

Your  Counsel  filed  a brief  as  amicus 
curiae  on  behalf  of  the  Medical  Society 
of  the  State  of  New  York  and  we  are 
happy  to  say  that  the  decision  of  the 
Appellate  Division  was  upheld.  The  plain- 
tiff physician  then  took  the  case  to  the 
Supreme  Court  of  the  United  States  and 
only  recently  that  court  decided  against 
the  contentions  of  the  plaintiff. 

This  very  interesting  case,  which  re- 
sulted in  a sweeping  victory  for  organ- 
ized medicine  was  carried  through  the 
Supreme  Court,  the  Appellate  Division, 
the  Court  of  Appeals,  and  the  Supreme 
Court  of  the  United  States. 

Other  Counsel  Activities 

Your  Counsel  acting  with  the  Commit- 
tee on  By-Laws  has  examined  various 
proposed  Amendments  to  the  Constitu- 
tion and  By-Laws  of  the  State  Society 


and  of  a number  of  component  County 
Societies  and  has  rendered  advice  and 
made  suggestions  in  connection  there- 
with. 

As  attorney  for  the  Board  of  Censors 
of  Your  Society,  your  Counsel  was  pres- 
ent and  gave  advice  at  a hearing  held 
by  that  Board  in  connection  with  an 
appeal  by  a physician  whose  application 
had  been  rejected  by  one  of  the  com- 
ponent County  Societies. 

Your  Counsel  has  frequently  conferred 
and  given  advice  to  Dr.  David  Kaliski, 
Chairman  of  the  Committee  on  Work- 
men’s Compensation,  in  regard  to  the 
many  questions  which  have  arisen  during 
the  operation  of  the  Workmen’s  Com- 
pensation Law.  Your  Counsel  is  con- 
stantly in  communication  with  Dr.  Peter 
Irving,  Secretary  and  General  Manager 
of  the  Medical  Society  of  the  State  of 
New  York,  in  regard  to  the  many  legal 
questions  that  have  arisen  in  connection 
with  his  work. 

Legislative  Advice  and  Activities 

When  called  upon  to  do  so  your 
Counsel  has  examined  and  given  advice 
with  respect  to  the  bills  affecting  the 
medical  profession  that  have  been  intro- 
duced into  the  Legislature. 

Conclusion 

In  closing  this  report  we  do  so  by  ex- 
pressing our  grateful  appreciation  for 
the  cooperation  furnished  us  by  many 
members  of  your  Society  in  the  defense 
of  malpractice  actions.  This  cooperation 
has  been  furnished  both  in  court  and 
consultation.  Without  this  generous 
assistance  it  would  not  have  been  possi- 
ble to  obtain  the  results  shown  by  this 
report. 

Respectfully  submitted, 

Lorenz  J.  Brosnan,  Counsel 

February  1.  1938 


REPORT  OF  THE  COMMITTEE  TO  CONFER  WITH 
THE  STATE  HOSPITAL  ASSOCIATION 


To  the  House  of  Delegates,  Gentlemen : 
Your  Committee,  which  you  continued 
in  office  at  your  last  meeting,  has  found 
it  necessary  to  hold  but  two  meetings 
during  the  year,  the  first  being  a meet- 


ing of  its  own  members  only,  and  the 
second,  a joint  conference  with  the  ap- 
pointees of  the  State  Hospital  Associa- 
tion. In  addition,  personal  conferences 
have  been  held  between  the  Chairman  of 
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the  Hospital  Association  Committee  and 
the  Secretary  of  the  State  Society,  repre- 
senting the  Committee  Chairman. 

At  its  own  meeting  in  October  1937 
your  Committee  considered  at  length  the 
present  developments  of  the  three-cents- 
a-day  hospital  insurance  service  in  New 
York  City.  Information  was  received  to 
the  effect  that  this  service  had  passed 
over  500,000  subscribers  and  was  aiding 
in  the  promotion  of  similar  services  in 
Philadelphia  and  Baltimore.  It  was  re- 
ported that  superintendents  of  hospitals 
in  Philadelphia  and  in  Baltimore  had 
been  told  that  this  insurance  could  not 
be  sold  without  the  inclusion  of  medical 
care  to  the  degree  that  exists  in  New 
York  City. 

Possible  dangers  that  may  lie  in  the 
present  arrangement  were  fully  dis- 
cussed. The  amount  of  medical  care 
might  be  increased  to  a point  where  the 
hospital  was  actually  buying  and  selling 
medical  care,  indulging  perhaps  in  corpo- 
rate practice  of  medicine. 

It  was  decided,  on  motion  duly  sec- 
onded and  carried,  that  the  boards  of 
trustees  of  the  hospitals  of  the  State  be 
asked  to  appoint  some  fully  responsible 
party  to  negotiate  with  the  Medical  So- 
ciety of  the  State  of  New  York. 

It  was  further  decided  formally  that 
the  Chairman  and  the  Secretary  of  the 
Committee  discuss  with  the  Associated 
Hospital  Service  in  New  York  City  the 
question  of  excluding  any  medical  serv- 
ice from  all  further  contracts  or  renewal 
of  contracts. 

Your  Committee  also  made  the  fol- 
lowing recommendations  to  the  Council: 

“That  the  State  Society,  through  the 
proper  channels,  seek  introduction  in 
the  Legislature  of  a bill  to  clearly 
define  the  prohibition  of  any  corpora- 
tion, including  hospitals,  from  acting 
as  the  vendors  of  medical  service.” 

“That  the  State  Society  consider 
methods  and  means  of  disciplining 
members  of  the  Society  to  partici- 
pate in  the  medical  schemes,  con- 
tracts or  other  plans  that  do  not 
meet  with  the  approval  of  the  So- 
ciety and  do  not  conform  to  the  prin- 
ciples outlined  in  the  Booth  Report 
(as  revised).” 


“That  the  State  Society  consider  re- 
questing the  American  Medical  As- 
sociation and  the  American  College 
of  Surgeons  to  refuse  or  withdraw 
approval  of  hospitals  that  do  not 
comport  themselves  in  accordance 
with  the  principles  outlined  by  or- 
ganized medicine  of  the  State.” 

These  three  recommendations  were 
duly  presented  to  the  Council,  in  whose 
report  will  be  found  the  action  of  that 
body  thereon. 

Later  in  the  year,  after  the  Council  had 
communicated  with  over  200  hospitals  in 
the  State  and  with  the  various  hospial 
insurance  services,  your  Committee  sought 
a conference  meeting  with  the  represent- 
atives of  the  Hospital  Association.  It 
presented  to  the  joint  meeting  the  fol- 
lowing memorandum,  read  by  the  Secre- 
tary, explaining  its  reasons  for  asking  the 
conference : 

The  Medical  Society  sought  this  confer- 
ence with  the  idea  of  advising  the  Hos- 
pital Association  that  it  has  reached  certain 
conclusions  on  the  solution  of  some  prob- 
lems which  it  considers  are  of  grave  im- 
port for  the  public,  for  the  hospitals,  and 
for  physicians  alike ; and  also  to  invite 
discussion  looking  toward  establishment  of 
constructive  policies  for  the  future. 

Much  has  been  accomplished  already 
through  these  conferences  that  was  rela- 
tively easy.  What  remains  is  more  difficult. 
Situations  arising  insidiously  appear  to  be 
fraught  with  real  dangers  to  the  best  inter- 
ests of  the  three  groups.  It  is  the  Medical 
Society’s  thought  that  the  time  has  now 
come  for  action. 

Mr.  Chairman  and  Gentlemen,  I can  best 
present  these  problems,  set  forth  the  Medi- 
cal Society’s  idea,  and  provide  a course  for 
discussion  to  follow,  with  a brief  historical 
retrospect. 

The  Medical  Society  has  watched,  as  have 
the  hospitals,  the  drying  up  of  private 
philanthropy  and  the  attitudes  of  financial 
desperation  that  have  resulted.  It  has  also 
watched  with  grave  concern  the  develop- 
ment of  certain  customs  and  ways  that 
seem  to  it  to  portend  the  possible  replace- 
ment of  private  practice  of  medicine  by 
corporate  practice  of  medicine.  This  is  the 
center  from  which  the  Medical  Society’s 
thoughts  radiate,  and  I do  not  believe  atiy 
here  will  dispute  the  statement  that  a change 
of  such  kind  would  be  bad  for  the  public,  for 
the  hospitals,  and  for  the  profession. 

It  is  this  danger  which  led  the  Medical  So- 
ciety, four  years  and  more  ago,  to  take  action 
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looking  toward  cure  of  the  abuses  which  had 
cropped  up  under  the  olcf  Workmen’s  Com- 
pensation Act,  and  then,  recently,  toward 
revision  of  certain  features  of  the  Hospital 
Insurance  Plan  certificate,  particularly  here 
in  New  York,  looking  toward  sharper  defi- 
nition of  the  terms  “hospital  care”  and 
“medical  care”  not  only  for  hospital  insur- 
ance practice,  but  also  for  wiser  arrange- 
ments even  outside  this  insurance.  Thereby 
it  hopes  to  prevent  what  seems  now  to  be 
only  an  acorn  from  growing  into  a cor- 
porate practice  tree. 

To  be  more  specific,  hospital  insurance 
as  originally  devised  included,  within  the 
Medical  Society’s  expressed  formula,  some 
medical  care.  This  last  year  the  Medical 
Society  became  convinced  this  formula 
should  be  changed.  When  it  became  aware 
very  recently  that  those  promoting  the  Hos- 
pital Service  Plan  were  saying  in  Philadel- 
phia and  Baltimore  that  medical  care  to  a 
certain  extent  must  be  given  to  make  the 
insurance  a “go”,  the  Medical  Society 
deemed  it  time  to  call  a halt  on  this  score. 
Furthermore,  it  should  be  noted,  I think, 
that  this  local  organization,  now  at  500,000 
and  sure  to  be  rapidly  increased,  is  of  such 
a size  that  any  lack  of  wisdom  in  its  cer- 
tificate will  become  a matter  of  such  magni- 
tude that  desirable  changes  would  be  in- 
creasingly difficult  to  institute.  That  is  why 
the  Medical  Society  wrote  recently  to  the 
Chairmen  of  the  Boards  of  Trustees  and 
Superintendents  of  some  200-odd  hospitals 
and  also  to  the  officials  of  the  several  Service 
Plans  in  the  State  to  apprise  all  concerned  of 
the  conclusion  reached  by  the  Society,  and 
to  stimulate  thought  along  the  line  of  re- 
vision for  the  future.  Let  me  recall  the 
decision,  reached  by  this  conference  group 
last  Spring  and  accepted  on  both  sides,  that 
“it  would  be  better  to  exclude  such  service 
from  future  agreements  as  early  as  possible, 
or  to  provide  in  such  contracts  for  the  pay- 
ment of  hospital,  of  roentgenologist,  of 
pathologist,  and  of  anesthetist  for  their  serv- 
ices.” 

As  far  as  these  redefinitions  and  rephras- 
ings  go  in  the  hospital  insurance  field,  the 
hospitals  will  not  in  any  way  be  bothered 
financially  but  only  in  bookkeeping;  but 
when  it  comes  to  hospital  customs  as  to 
special  services  to  private  and  semi-private 
patients  outside  of  insurance  patients,  a 
new  situation  exists  that  in  the  Medical 
Society’s  opinion  implies  the  danger  of 
development  of  corporate  practice.  There 
is  here  a chance  that  the  doctor  may  be 
used  unwisely  to  make  income  for  the  hos- 
pital. Realizing  fully  the  needs  of  hos- 
pitals and  the  practical  conveniences  of 
simple  bills  for  patients  and  of  salaries  for 
full-time  workers,  the  Medical  Society  be- 


lieves there  is  here  a problem  which  calls 
for  constructive  solution  in  such  fashion 
that  the  danger  be  fully  averted.  The  So- 
ciety is  definitely  committed  to  support  of 
such  legislation  in  the  coming  Session  as 
will  leave  no  doubt  in  anyone’s  mind.  This, 
I am  reporting  in  accordance  with  our  un- 
derstanding last  year.  In  view  of  con- 
troversy two  years  ago,  I suggest  that  an 
attempt  be  made  today  to  seek  some  accord 
on  this  phase. 

Finally,  the  Medical  Society  has  recorded 
its  opinion  that  a higher  degree  of  author- 
ity might  well  be  vested  in  some  organiza- 
tion of  the  hospitals  in  order  that  negotia- 
tions between  the  Society  and  the  hospitals 
be  on  an  even  basis.  Recognizing  that  it, 
the  Medical  Society,  can  control  only  its 
members  and  that  the  Hospital  Association 
can  only  strongly  persuade  its  member  hos- 
pitals, it  is  thought  that  perhaps  the  hos- 
pitals could  create  an  even  more  responsible 
organization  than  now  exists.  It  was  the  in- 
cident of  advertising  last  Summer  that  gave 
rise  to  this  thought.  Much  more  important 
than  the  incident  itself  was  the  report  that 
the  hospital  concerned  was  of  the  opinion 
that  the  Hospital  Association  had  not  suf- 
ficient authority  to  direct  its  actions. 

Mr.  Chairman,  I have  explained  as  best 
I could  the  Medical  Society’s  attitudes.  Dif- 
ferences of  opinion  I know  exist  as  to  these 
methods  of  reasoning.  I suggest  that  these 
points  be  thrashed  out: 

1.  Can  this  group  agree  that  practice  of  medi- 
cine by  hospitals  is  undesirable? 

2.  Do  customs  in  force  at  present  actually 
forecast  corporate  practice — or  buying  and 
selling  or  vending  of  medical  care,  particularly 
as  to  anesthesia,  x-ray,  laboratory  work,  physio- 
therapy, etc.? 

3.  Where  should  the  line  be  drawn  in  salaried 
work  for  these  services? 

4.  Can  a body  be  formed  with  more  authority 
than  present  Hospital  Association? 

5.  Attitude  of  Hospital  Association  on  legisla- 
tion against  vending  of  medical  care? 

No  definite  agreements  were  reached 
in  that  meeting,  but  progress  was  made 
along  the  lines  indicated.  There  seemed 
no  question  on  either  side  but  that  prac- 
tice of  medicine  by  hospitals  was  un- 
desirable ; but  there  was  considerable  dif- 
ference of  opinion  as  to  just  what  con- 
stitutes practice  of  medicine  by  hospi- 
tals. 

With  regard  to  forming  a body  with 
more  authority,  the  Hospital  Association 
group  stated  that  it  had  recently  set  up 
a mechanism  for  discipline  of  its  mem- 
ber hospitals. 

As  to  legislation,  no  conclusions  were 
reached  except  that  passage  would  be 
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more  difficult  against  the  opposition  of 
the  Hospital  Association  group. 

With  regard  to  revision  of  the  Hos- 
pital Certificate,  the  Council  delegated  to 
your  Committee  full  authority  to  con- 
tact the  Associated  Hospital  Service  in 
New  York  City  in  the  effort  to  persuade 
that  organization  to  revise  its  Certificate 
in  accord  with  the  re-phrased  Booth 
Proposition  No.  3.  This  conference  has 
been  arranged  for  in  the  near  future. 

Drafts  of  the  bills  designed  to  pre- 


vent vending  of  medical  care  by  hos- 
pitals, which  the  Council  had  approved 
in  principle,  were  later  transmitted  by 
the  Secretary  to  the  Chairman  of  the 
State  Hospital  Association  Committee. 
No  official  comment  has  been  received  in 
reply  up  to  the  date  of  writing  this 
report. 

Respectfully  submitted, 

Floyd  S.  Winslow,  Chairman. 
April  1,  1938. 


REPORT  OF  SPECIAL  COMMITTEE  ON  MATTERS  PERTAINING 

TO  MEDICAL  CARE 


To  the  House  of  Delegates;  Gentlemen: 

This  Committee  has  been  charged  with 
two  specific  duties : 

1.  To  recommend  a working  defini- 
tion of  “Adequate  Medical  Care” 
which  shall  serve  as  a yardstick  in 
future  discussions  of  the  subject. 

2.  To  formulate  the  principles  and 
problems  of  a State  Health  Policy. 

The  members  of  the  Committee  have 
approached  their  duties  with  a full  realiza- 
tion of  the  difficulties  involved  in  these 
tasks.  The  term  “Adequate  Medical 
Care”  has  been  used  so  widely  and  with 
so  many  diverse  implications  that  it  has 
sometimes  assumed  the  status  of  a mean- 
ingless phrase.  In  its  broadest  aspect, 
it  includes  the  provision  of  proper  sani- 
tation, housing,  clothing,  food  and  recrea- 
tional facilities,  as  well  as  preventive  and 
curative  medical,'  dental,  nursing  and 
hospital  service. 

It  is  believed,  however,  that  the  prob- 
lem of  providing  the  material  necessities 
is  primarily  an  economic  one,  and  that 
while  as  such,  it  involves  us  as  good  citi- 
zens, still  there  is  a more  restricted 
meaning  in  the  phrase  which  directly 
concerns  us  as  persons  especially  trained 
and  legally  qualified  to  provide  medical 
care.  In  passing,  we  point  out  that  this 
dual  responsibility  has  laid  a peculiar 
burden  upon  physicians,  who  pay  taxes 
for  supporting  welfare  activities,  and  at 
the  same  time  are  called  upon  to  give 
freely  of  their  services  to  the  medically 
indigent,  usually  with  inadequate  or  no 
remuneration.  We  are  confident  that  the 
medical  profession  will  never  abandon 


that  tradition,  which  is  its  proudest  heri- 
tage, of  rendering  service  to  all  who  need 
it,  regardless  of  economic  reward,  but 
we  believe  that  this  gift  of  charity  is 
our  personal  and  professional  privilege 
and  we  insist  that  it  must  not  be  ex- 
ploited by  private  or  governmental 
agencies. 

The  Committee  feels  that  it  is  pos- 
sible to  offer  a definition  of  “Adequate 
Medical  Care”  that  is  at  once  practical, 
comprehensive,  and  sufficiently  elastic  to 
meet  varying  conditions  in  different 
parts  of  our  State.  It  has  purposely 
been  cast  in  a terse  and  succinct  form, 
for  convenience  in  use. 

The  Committee  begs  to  submit  the  fol- 
lowing working  definition : 

“Adequate  Medical  Care”  means 
“Sufficient  competent  professional 
service  to  maintain  or  restore  good 
health,  or  to  palliate  incurable  disease 
This  general  definition,  however,  is 
qualified  by  the  following  specific  defini- 
tions of  each  of  the  terms  used: 

Sufficient:  Whatever  diagnostic  or  thera- 
peutic procedures,  in  the  judgment  of  a 
competent  physician  (of  the  same  or  similar 
community)  are  necessary  in  a given  case. 
It  does  not,  for  example,  in  every  case 
contemplate  the  use  of  elaborate  procedures 
such  as  complete  Roentgen  series,  electro- 
cardiograms, basal  metabolism,  or  blood 
chemistry  determinations.  It  implies,  how- 
ever, the  use  of  hospitals,  consultative  and 
laboratory  facilities  when  necessary. 

Competent : Possessing  requisite  train- 

ing and  acquired  ability  to  use  available 
general  and  medical  knowledge  according 
to  ethical  principles.  This  implies  constant 
effort  on  the  part  of  the  medical  profession, 
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to  maintain  and  elevate  the  quality  of  medi- 
cal care,  with  special  emphasis  on  post- 
graduate education. 

Professional:  Refers  to  physicians,  den- 

tists, pharmacists,  and  nurses. 

Service:  Any  medical  procedure  or  serv- 

ice performed  by  individuals  licensed  under 
authority  of  the  appropriate  sections  of 
the  Education  Law  of  the  State  of  New 
York,  or  under  their  direction. 

Maintain:  Includes  the  whole  field  of 

preventive  and  public  health  medicine,  such 
as  periodic  health  examinations,  immuniza- 
tion campaigns,  syphilis,  cancer,  tubercu- 
losis, pneumonia  and  mental  disease  control, 
mental  hygiene,  maternal  and  child  welfare. 
Encourages  physicians  to  think  and  prac- 
tice as  public  health  officials. 

Restore:  Includes  whole  scope  of  cura- 

tive medicine  with  necessary  facilities  for 
modern  medical  practice. 

Good  health : Used  in  the  common  sense 

meaning  of  the  term.  It  does  not  aim  at 
impossible  perfection. 

Palliate:  Refers  to  measures  employed 

to  modify  the  course  of  incurable  disease, 
and  to  prevent  or  relieve  physical  and  men- 
tal pain  and  distress. 

Principles  and  Problems  of  a State 
Health  Policy 

Erasmus  said,  “The  greatest  folly  of 
which  a man  is  capable  is  to  sit  down 
with  slate  and  pencil  to  plan  out  a new 
social  world.”  Your  Committee  believes 
that  the  service  problems  confronting 
physicians  and  the  public  today  can  best 
be  solved  by  a process  of  orderly 
evolution. 

We  recognize  that  these  problems  are 
many  and  complex,  owing  to  the  interre- 
lation of  the  interests  of  the  parties 
concerned.  In  stating  the  problems  of  a 
State  Health  Policy  and  indicating  the 
principles  to  be  followed  in  dealing  with 
them,  it  has  seemed  to  us  best  to  divide 
the  responsibilities  involved  into  three 
categories. 

I.  Responsibilities  of  physicians,  both  as 

individuals  and  as  organized  groups. 

II.  Responsibilities  of  the  general  public. 

III.  Responsibilities  of  governmental 
agencies. 

I.  Responsibilities  of  physicians 

Physicians  are  concerned  primarily 
with  developing  and  maintaining  a high 
quality  of  medical  care ; and  the  provid- 
ing and  safeguarding  from  lay  encroach- 


ment of  this  competent  professional  serv- 
ice is  the  paramount  prerogative  and 
duty  of  organized  medicine. 

To  meet  this  responsibility  we  recom- 
mend that: 

1.  The  Council,  through  its  Committee  on 
Medical  Education,  emphasize  the  impor- 
tance of  proper  selection  of  students  enter- 
ing medical  schools,  so  that  ethical  and 
moral  fitness,  as  well  as  educational  quali- 
fications, be  maintained. 

2.  The  State  Society  devote  special  study 
to  the  problem  of  improving  still  further, 
the  opportunities  of  its  members  for  post- 
graduate education,  and  that  a survey  of 
the  facilities  for  postgraduate  study  avail- 
able in  each  county  be  undertaken  by  the 
local  society,  with  the  continuing  coopera- 
tion of  the  State  Society. 

3.  As  the  organized  profession  assumes 
responsibility  for  providing  a high  quality 
of  ethical  medical  care,  it  may  be  necessary 
to  seek  legislative  authority  to  enforce  dis- 
cipline of  its  members.  In  addition,  we 
recommend  to  your  favorable  attention  the 
encouraging  of  County  Societies  in  form- 
ing groups  of  councillors,  who  would  be 
available  for  entirely  confidential  and  un- 
official, but  often  sorely  needed  advice  to 
members  on  vexed  points  of  medical  or 
ethical  problems. 

4.  As  the  non-medical  public  is  less  quali- 
fied to  judge  of  the  adequacy  of  medical 
care  than  are  the  physicians  who  supply  it, 
it  becomes  a point  of  honor  with  the  pro- 
fession to  exert  every  effort  to  maintain 
and  elevate  the  quality  of  medical  service 
which  each  physician  delivers.  It  is  our 
duty,  moreover,  to  enlighten  the  public,  by 
every  legitimate  means  of  publicity,  as  to 
the  importance  to  them  of  competent  medi- 
cal care.  In  this  connection,  care  should 
be  taken  to  correct  the  false  emphasis 
which  has  too  often  been  discernible  in 
campaigns  for  diphtheria  immunization,  etc., 
namely,  the  describing  of  permission  for 
preventive  treatment  as  a privilege  sought 
by  physicians,  instead  of  a valuable  service 
which  the  physician  is  ready  to  supply  on 
request  of  the  patient. 

II.  Responsibilities  of  the  non-medical 
public 

It  is  the  function  and  duty  of  the  non- 
medical public  to  provide  and  set  up  the 
economic  machinery  to  support  compe- 
tent medical  service. 

This  includes  the  provision  and  main- 
tenance of  proper  educational  facilities, 
hospitals,  and  laboratories  required  for 
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modern  medical  practice.  If  private 
citizens  are  unable,  by  reason  of  increas- 
ing tax  burdens,  to  supply  these,  it  may 
become  necessary  to  provide  them  by 
government  subsidy.  If  this  comes  to 
pass,  your  Committee  recommends 
that  the  State  Society  exercise  vigilance 
to  see  that  the  physical  equipment  only 
is  subsidized,  and  that  the  personnel 
is  not  subject  to  government  control 
or  direction. 

Further,  we  believe  it  is  the  duty  of 
the  medical  profession  to  examine  with 
sympathetic  interest  and  a spirit  of  mu- 
tual cooperation,  any  plan  proposed  by 
laymen  to  finance  medical  service  ex- 
pense, and  to  approve  those  which  meet 
the  following  fundamental  requirements: 

1.  That  they  maintain  or  raise  the  stand- 
ard of  quality  of  medical  care. 

2.  That  they  provide  a fair  and  reason- 
able remuneration  on  an  ethical  basis. 

3.  That  they  do  not  involve,  directly  or 
indirectly,  the  interposition  of  a third  party, 
as  regards  medical  matters,  between  the 
patient  and  the  physician  of  his  choice. 

If  we  accept  this  clear-cut  and  funda- 
mental distinction  between  the  responsi- 
bilities of  physician  and  public,  we  may 
apply  the  principle  to  the  medical  care 
of  all  the  people  of  our  state. 

Patients  who  are  economically  inde- 
pendent should  finance  their  own  medical 
bills,  as  at  present.  The  middle  income 
class,  who  are  independent  as  regards 
material  needs,  but  to  whom  illness  is 
often  an  unbudgetable  and  catastrophic 
calamity,  might  seek  protection  in  group 
insurance  for  hospital  expense,  and  in 
medical  expense  indemnity  insurance  for 
medical  service.  To  those  in  the  lower 
brackets  of  this  class,  the  gradient  plan 
suggested  by  Dr.  Frederic  E.  Elliott 
offers  a means  of  assistance  whereby 
these  patients  can  be  kept  out  of  the 
wholly  indigent  class  by  supplementing 
from  state  or  local  funds  the  proportion 
of  the  total  cost  of  medical  service  which 
they  can  afford  to  pay. 

III.  Responsibilities  of  governmental 
agencies 

Medical  care  for  the  medically  indi- 
gent, whether  or  not  they  are  independent 
in  other  categories,  should  be  paid  for 
out  of  tax  funds  on  a free-for-service 


basis.  Old-age  relief  and  hospitalization 
should  be  included  in  this.  We  believe 
that  it  is  the  function  of  State  and 
local  welfare  authorities  to  provide  ma- 
terial relief  for  indigents,  and  to  certify 
as  to  the  eligibility  of  indigents  to  re- 
ceive medical  care,  but  not  to  direct  the 
provision  of  this  care. 

We  believe  that  it  is  then  the  duty 
of  the  State  Medical  Society  to  provide 
competent  medical  care  to  these  certified 
indigents,  care  properly  controlled  and 
disciplined  under  machinery  similar  to 
the  Workmen’s  Compensation  Law  pro- 
vision, which  has  already  demonstrated 
its  ability  to  function  satisfactorily.  It 
should  be  pointed  out  that  if  this  plan 
be  adopted,  it  will  throw  an  increased 
burden  of  administrative  detail  on  the 
Secretaries  of  County  Societies.  This 
may  be  handled  efficiently  by  those  County 
Societies  which  have  a well-organized 
executive  office,  but  some  means  of  re- 
lief must  be  adopted  to  aid  the  volunteer 
doctor-secretary  of  the  other  counties. 
We  recommend 

That  this  difficulty  be  met  by  having 
the  counties  of  a District  Branch 
combine,  when  necessry,  to  engage  the 
services  of  a paid  Secretary  for  the 
group. 

We  believe  that  the  present  cordial  re- 
lations between  the  State  Department  of 
Health,  the  State  Department  of  Social 
Welfare,  and  the  State  Medical  Society 
should  be  fostered,  that  similar  relations 
should  be  established  with  the  Depart- 
ment of  Mental  Hygiene  and  that  every 
effort  should  be  made  to  integrate  the 
work  of  our  members  with  these  agencies. 
This  may  be  done  by  encouraging  our 
members  to  think  and  practice  in  terms 
of  public  health  and  preventive  medicine. 

It  is  the  opinion  of  the  Committee 
that  the  average  physician  is  still  so 
occupied  with  the  problems  of  curative 
practice  that  he  lacks  awareness  of  his 
responsibilities  in  the  field  of  preventive 
medicine.  Our  efforts  in  this  direction 
would  be  materially  aided  if  there  could 
be  developed  a greater  degree  of  co- 
operation on  the  part  of  Public  Health 
officials  generally,  in  enlisting  the  par- 
ticipation of  private  practitioners  in 
preventive  medical  work.  At  the  same 
time,  it  may  not  be  amiss  to  express  our 
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belief  that  Public  Health  officials  should 
recognize  the  limitation  of  their  field, 
and  not  seek  to  extend  their  activities  to 
the  curative  treatment  of  the  sick,  in 
competition  with  their  colleagues  in 
private  practice. 

It  would  be  manifestly  impossible,  in 
the  scope  of  this  report,  to  include  de- 
tailed recommendations  for  dealing  with 
each  problem  of  a State  Health  policy. 
However,  in  the  important  fields  of 
tuberculosis  control  and  mental  hygiene, 
comprehensive  studies  have  been  pre- 
pared by  two  members  of  our  Commit- 
tee, and  will  be  presented  later  as  supple- 
mentary reports  A and  B.  These  we 
recommend  to  your  earnest  consideration 
as  offering  suggested  models  for  dealing 
with  specific  issues. 

We  have  conceived  our  task  to  be 
rather  to  formulate  a broad  and  funda- 
mental policy  to  be  followed  in  dealing 
with  each  problem ; namely,  that  it  is  the 
duty  and  prerogative  of  physicians  to  pro- 


vide competent  professional  service, 
properly  controlled  and  disciplined  by 
themselves,  and  not  by  laymen,  nor  by 
government  bureaus  or  officials  and  that 
it  is  equally  the  prerogative  and  duty  of 
properly  qualified  non-medical  persons  or 
agencies  to  provide  the  facilities  and 
financial  support  for  this  competent 
medical  care  with  strict  adherence  to  the 
three  requirements  specified  in  this  report. 

Respectfully  submitted, 

Walter  W.  Mott,  Chairman 
F.  M.  Miller 
David  B.  Jewett 
James  Alexander  Miller 
Charles  D.  Post 
Louis  A.  Van  Kleeck 
John  E.  Wattenberg 
William  L.  Russell 

(Note:  One  member,  Homer  L.  Nelms, 

did  not  feel  that  he  could  subscribe  to  this 
report. ) 
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REPORT  OF  FIRST  DISTRICT  BRANCH 


To  the  House  of  Delegates;  Gentlemen: 

It  is  with  deepest  regrets  that  we  report 
the  passing  of  our  President,  Dr.  W.  C. 
Buntin,  whose  loss  is  keenly  felt  by  the 
members  of  the  First  District  Branch. 
His  energy  and  foresight  contributed  to 
the  success  of  our  1937  Annual  Meeting; 
his  amiable  personality  made  him  a per- 
fect host. 

Our  future  efforts  will  be  greatly  handi- 
capped by  his  absence. 

The  31st  Annual  Meeting  of  the  First 
District  Branch  was  held  on  October  5, 
1937  at  the  Post-Graduate  Hospital  in 
New  York  City.  The  sessions  consisted 
of  lectures,  demonstrations,  operative 
clinics  in  general'surgery,  orthopedic  sur- 
gery, pediatrics,  otolaryngology,  ophthal- 
mology, medicine,  neurology,  and  psychia- 
try, gynecology,  dermatology  and  syphilol- 
ogy,  urology  and  traumatic  surgery. 

After  luncheon  in  the  Nurses’  Home, 
a general  session  was  held  at  which  Dr. 
Willard  C.  Rappleye,  Director  of  the 
Post-Graduate  Medical  School  and  Dean 
of  the  College  of  Physicians  of  Columbia 
University,  gave  an  address  of  welcome. 
The  State  Society  President,  Dr.  Charles 


H.  Goodrich  talked  on  Preventive  Medi- 
cine. 

The  keen  interest  shown  by  the  mem- 
bership in  the  previous  annual  meetings 
encouraged  the  officers  to  plan  this  meet- 
ing along  the  same  general  lines.  The 
management  of  the  Post-Graduate  Hos- 
pital very  generously  offered  to  us  the 
use  of  their  entire  plant  for  the  occasion. 
The  members  of  the  staff  arranged  the 
very  complete  program  of  clinics,  lec- 
tures, and  demonstrations,  which  were 
well-attended  throughout  the  day,  and 
greatly  appreciated. 

The  success  of  our  last  two  meetings 
demonstrates  the  fact  that  there  is  a 
definite  place  for  the  District  Branch 
activity  even  here  in  the  Metropolitan 
District,  and  that  the  meetings  can  well 
be  clinical  in  character.  With  this  in 
mind,  the  officers  are  arranging  for  a 
similar  session  next  Fall,  and  hope  to 
carry  on  according  to  the  high  stand- 
ards set  by  Dr.  Townsend  and  the  late 
Dr.  Buntin. 

Respectfully  submitted, 

Theodore  West,  President 
April  1,  1938 
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REPORT  OF  SECOND 

To  the  House  of  Delegates;  Gentlemen: 

The  Second  District  Branch,  comprised 
of  the  Medical  Societies  of  the  Counties 
of  Suffolk,  Nassau,  Queens,  and  Kings, 
reports  progress. 

During  the  current  year  I visited  each 
of  the  component  Medical  Societies  at  a 
stated  meeting.  I am  pleased  to  report 
that  each  County  Society  continues  to 
maintain  its  scientific  meetings  on  a high 
plane  and  that  there  is  an  ever  increasing 
interest  on  the  part  of  the  members  for 
the  welfare  of  their  respective  County 
Medical  Society. 

The  officers,  chairman,  and  members 
of  the  various  committees  are,  as  usual, 
devoting  a great  deal  of  time  and  effort 
to  public  health  and  other  matters  which 
are  of  vital  concern  both  to  the  public 
and  the  physician. 

REPORT  OF  THIRD 

To  the  House  of  Delegates;  Gentlemen: 

The  Third  District  Branch,  composed 
of  the  Counties  of  Albany,  Columbia, 
Greene,  Rensselaer,  Schoharie,  Sullivan, 
and  Ulster,  held  its  thirty-first  annual 
meeting  at  Hotel  Governor  Clinton, 
Kingston,  September  30,  1937.  About 
125  members  were  present  besides  sev- 
eral guests  from  neighboring  medical 
districts. 

The  morning  session  was  opened  by  a 
hearty  address  of  welcome  by  Dr.  Fred 
H.  Voss  of  Kingston,  president  of  the 
Ulster  County  Medical  Society.  This 
was  followed  by  an  instructive  scientific 
program. 

Dr.  Louis  C.  Kress  of  the  State 
Institute  for  the  Study  of  Malignant 
Disease,  Buffalo,  spoke  of  “Malignancy 
as  Seen  by  the  General  Practitioner.” 

A discussion  followed  led  by  Dr.  A.  M. 
Dickinson  of  Albany.  The  “Pathology 
of  Vascular  Diseases”  was  presented 
by  Milton  C.  Winternitz,  M.D.,  of  Yale 
University  School  of  Medicine,  New 
Haven,  Conn. 

At  noon  a lantern  slide  demonstration 
was  given  by  Dr.  George  F.  Cahill  of 
New  York  City,  presenting  “Symptoms 
and  Diagnosis  of  Renal  Tumor.” 


DISTRICT  BRANCH 

The  annual  meeting  of  the  Second  Dis- 
trict Branch  was  held  at  the  Garden  City 
Hotel,  Nov.  17,  1937.  Over  two  hun- 
dred physicians  attended  the  full  day’s 
session. 

A scientific  exhibit  was  held  in  con- 
nection with  the  topics  under  discus- 
sion which  were  Cancer  and  Medical 
and  Surgical  Diseases  of  the  Genito- 
urinary Tract.  A dinner  dance  in  the 
evening  completed  the  medical  and  social 
activities  of  the  day. 

The  Woman’s  Auxiliary  of  the  four 
component  Medical  Societies  in  their 
usual  gracious  manner  helped  to  make 
the  annual  meeting  a success. 

Respectfully  submitted, 

Irving  Gray,  President 

April  1,  1938 
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The  afternoon  session  opened  with  a 
brisk  business  meeting  followed  by  a 
splendid  address  of  welcome  by  Mayor 
C.  Heiselman  of  Kingston,  and  the  intro- 
duction of  guests. 

The  first  paper  of  the  afternoon  was 
given  on  “Preventive  Medicine”  by 
Charles  H.  Goodrich,  M.D.,  President  of 
the  Medical  Society  of  the  State  of  New 
York.  Benjamin  I.  Ashe,  M.D.,  of 
New  York  City  spoke  on  “How  to 
Analyze  a Case  of  Bright’s  Disease.” 
The  session  closed  with  a most  instruc- 
tive dialogue  on  “The  Use  of  Protamine 
Zinc  Insulin  and  Other  Diabetic  Prob- 
lems”, led  by  Dr.  Howard  F.  Root  of 
Boston,  Mass.,  and  Dr.  Stephen  H. 
Curtis  of  Troy. 

I wish  to  thank  all  the  officers,  com- 
mittees, and  members  of  the  Third 
District  Branch  for  their  attendance  and 
for  their  efforts  to  make  this  meeting 
a success.  I would  especially  thank  the 
speakers  who  contributed  so  much,  and 
the  Ulster  County  Medical  Society  for 
their  hospitality. 

Respectfully  submitted, 

Bertran  W.  Gifford,  President 

April  1,  1938 
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REPORT  OF  FOURTH  DISTRICT  BRANCH 


To  the  House  of  Delegates;  Gentlemen: 

The  Thirty-first  Annual  Meeting  of 
the  Fourth  District  Branch  was  held  in 
the  Queensbury  Hotel,  Glens  Falls,  Oc- 
tober 1 and  2,  1937,  the  program  consist- 
ing of  the  following  papers : 

“The  New  Constitution  and  By-Laws  of 
the  Medical  Society  of  the  State  of  New 
York.  Why  the  Changes  and  What  We 
Should  Gain  Thereby”  by  Thomas  H.  Cun- 
ningham, M.D. 

“Treatment  of  Fractures  of  the  Hip” 
by  William  D.  Johnson,  M.D. 

“The  Future  of  the  Albany  Medical  Col- 
lege” by  Robert  S.  Cunningham,  M.D. 

Address  by  Charles  H.  Goodrich,  M.D., 

REPORT  OF  FIFTH 

To  the  House  of  Delegates;  Gentlemen: 

The  regular  Annual  Meeting  of  the 
Fifth  District  Branch  was  held  on  Sep- 
tember 23,  1937,  in  the  Masonic  Temple 
at  Lowville.  The  attendance  was  excel- 
lent, and  the  programs  of  the  morning 
and  afternoon  sessions  were  divided  by 
an  excellent  luncheon  served  in  the 
Temple. 

In  the  morning,  Drs.  John  C.  McClin- 
tock  and  George  E.  Beilby  discussed  “The 
Problem  of  Simple  Goiter/’  They  cov- 
ered the  factors  leading  to  development 
of  simple  goiter,  and  the  symptoms  pre- 
sented by  these  young  patients,  and  re- 
viewed a series  of  cases.  They  stated 
that  the  most  ihiportant  problem  relating 
to  simple  goiter  is  treatment  to  relieve 
the  symptoms  and  prevent  future  thyroid 
disease.  They  considered  careful  and  con- 
servative observation  as  the  keynote  of 
success,  and  reviewed  the  methods  of 
treatment  accepted-  at  the  present  time. 

Dr.  Charles  H.  Baldwin  read  a paper 
on  “Importance  of  Early  Diagnosis  in 
Affection  of  the  Hip,”  with  an  excellent 
lantern  slide  demonstration.  In  his  opin- 
ion, early  diagnosis  of  pathological 
processes  occurring  in  and  about  the  hip 
is  always  possible,  and  for  the  most  part 
not  difficult,  and  he  stated  that  the  num- 
ber of  cripples  in  this  field  still  remains 
unnecessarily  large. 

Dr.  John  A.  Kelly  gave  an  excellent 
talk  on  the  “Diagnosis,  Treatment  and 


President  of  the  Medical  Society  of  the 
State  of  New  York. 

“The  Art  of  Prestidigitation”  by  Gordon 
C.  Peck,  M.D. 

“The  Use  of  Sulfanilamide  in  the  Treat- 
ment of  Infections  of  Childhood”  by  Ben- 
jamin W.  Carey,  Jr.,  M.D.,  Boston,  Mass. 

“The  Prevention  of  Heart  Disease”  by 
Paul  Dudley  White,  M.D.,  Boston,  Mass. 

“A  Survey  of  the  Latest  Thought  in  the 
Treatment  of  Cancer”  by  Frank  E.  Adair, 
M.D. 

The  meeting  was  well  attended,  the 
papers  were  excellent,  and  the  discussion 
was  quite  general. 

Respectfully  submitted, 

Carl  R.  Comstock,  President 
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End  Results  of  Malignant  Neoplasm  of 
the  Female  Genital  Tract.” 

At  the  afternoon  session,  the  Presi- 
dent of  the  State  Society,  Dr.  Charles  H. 
Goodrich,  read  a scholarly  paper  on  the 
mental  hygiene  aspect  of  “Preventive 
Medicine.”  Dr.  Goodrich  pointed  out 
how  very  necessary  it  is  for  physicians 
in  general  to  equip  themselves  much  more 
fully  than  has  been  the  case  in  the 
past  with  the  psychiatric  knowledge 
needed  in  everyday  practice  to  manage 
personality  difficulties  that  form  a part  of 
ordinary  illness. 

“The  Management  of  Peripheral  Vas- 
cular Diseases”  was  very  interestingly 
covered  by  Dr.  Herman  E.  Pearse,  who 
described  the  various  newer  laboratory 
methods,  newer  apparatus,  and  multiplic- 
ity of  tests  now  available  for  diagnosis  of 
these  disturbances.  He  evaluated  these 
methods,  expressing  hope  that  simplifi- 
cation would  be  possible  in  the  future 
in  order  that  in  everyday  practice  it 
should  be  possible  to  obtain  all  essential 
data  with  ordinary  equipment. 

Dr.  Roscoe  C.  Borst  presented  a paper 
on  “The  Management  of  Urinary  Lithi- 
asis,”  reviewing  the  recently  accepted  fac- 
tors, that  is,  about  etiology,  the  dietary 
regimes,  urinary  antiseptics,  their  values 
and  dangers,  and  the  need  for  cooperation 
of  study  of  these  cases  by  the  bacteriol- 
ogist, internist,  physiological  chemist,  and 
the  urologist. 
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At  the  business  section  of  the  meeting, 
the  following  officers  were  elected  for  the 
coming  two  years : 

President,  Charles  A.  Earl Oneida 

1st  Vice-President,  Fred  C.  Sabin. . .Little  Falls 
2nd  Vice-President, 

Edward  C.  Reifenstein,  Sr Syracuse 

REPORT  OF  SIXTH 

To  the  House  of  Delegates;  Gentlemen: 

The  annual  meeting  of  the  Sixth  Dis- 
trict Branch  was  held  in  Oswego  on  Sep- 
tember 21,  1937.  The  sessions  were  very 
well  attended  and  the  addresses  evoked 
much  interest. 

The  morning  session  was  held  in  the 
Westminister  House  of  the  Presbyterian 
Church  and  the  first  speaker  was  Dr. 
Elliott  T.  Bush  whose  subject  was  “Treat- 
ment of  Vesicle  Neck  Obstruction  and 
Prostatism.”  This  was  followed  by  a 
paper  on  “Tumors  and  Other  Diseases  of 
the  Spinal  Cord  Amenable  to  Surgery” 
by  Dr.  William  P.  Van  Wagenen.  Dr. 
John  S.  Lawrence  discussed  “Diagnosis 
and  Practical  Measures  in  the  Treatment 
of  Anemia.” 

Then  followed  a luncheon,  which  in- 
cluded the  ladies,  at  the  Green  Lantern 
Country  Club.  Immediately  after  this, 
the  business  was  held  at  the  Club  and  the 

REPORT  OF  SEVENTH 

To  the  House  of  Delegates;  Gentlemen : 

For  the  first  time  in  this  District,  the 
annual  meeting  was  held  in  conjunction 
with  a special  meeting  of  the  Seventh 
District  Dental  Society  of  the  State  of 
New  York  on  September  22  in  the  State 
Armory  at  Geneva. 

Attendance  from  the  District  was 
eighty-four;  others  14;  total  98. 

Scientific  program  convened  at  10:00 
a.m.  Dr.  D.  A.  Haller  read  a paper  on 
“Observations  on  Obesity.”  Discussion 
was  by  Dr.  Byron  D.  Bowen.  Dr.  Ed- 
ward S.  Rogers  spoke  on  “Pneumonia 
Control ;”  Discussion  by  Dr.  Edward  G. 
Whipple. 

Dr.  Burton  T.  Simpson  presented 
“Newer  Aspects  of  the  Etiology  of 
Cancer”  and  his  associate  Dr.  M.  L. 
Levin  opened  the  discussion.  At  the 
conclusion  of  Dr.  Simpson’s  presentation 
Dr.  Levin  demonstrated  pathological 
specimens  of  various  types  of  cancers. 


Secretary,  William  Hale,  Jr Utica 

Treasurer,  Dan  Mellen Rome 


Respectfully  submitted, 
Murray  M.  Gardner,  President 

April  1,  1938 
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following  officers  were  elected  for  1938 
and  1939: 

Reeve  B.  Howland,  President Elmira 

George  M.  Mackenzie,  First  Vice-President 

Cooperstown 

Norman  S.  Moore,  Second  Vice-President 


Ithaca 

Hubert  B.  Marvin,  Secretary Binghamton 

William  A.  Moulton,  Treasurer Candor 


The  afternoon  session  was  opened  by  a 
talk  on  “Preventive  Medicine”  by  the 
President  of  the  State  Society,  Dr.  Char- 
les H.  Goodrich.  Following  this,  Dr.  Ir- 
ving S.  Wright  spoke  on  “Some  Newer 
Aspects  of  the  Treatment  of  Peripheral 
Vascular  Diseases,”  and  Dr.  Anton  W. 
Sohrweide  concluded  the  program  with  a 
paper  on  “Diagnosis  and  Management  of 
Cutaneous  Cancer.” 

Respectfully  submitted, 
Leo  P.  Larkin,  President 
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A demonstration  of  cancer  material  suit- 
able for  the  public  was  ready  for  exhi- 
bition but  few  showed  enough  interest 
to  call  at  the  exhibit  space. 

Luncheon  for  the  members  of  the 
medical  and  dental  groups  was  served 
at  Hotel  Seneca. 

Visiting  ladies  were  tendered  a lunch- 
eon and  card  party  at  Belhurst-on- Seneca 
Lake. 

The  afternoon  session  was  opened  by 
an  address  by  Dr.  Charles  H.  Goodrich, 
President  of  the  Medical  Society  of  the 
State  of  New  York,  who  elected  to  talk 
on  the  subject  “Medicodental  Coopera- 
tion in  Preventive  Medicine.”  Theodor 
Blum,  D.D.S.,  M.D.,  spoke  on  “Medico- 
dental  Cooperation  in  Education.”  Dr. 
Edwin  I.  Harrington,  President  of  the 
Dental  Society  of  the  State  of  New  York 
closed  the  afternoon  program  with  an 
address  on  “Medicodental  Cooperation 
in  Clinical  Medicine.” 
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Election  of  officers  resulted  as  fol- 
lows: President,  Dr.  Alfred  W.  Arm- 
strong; First  Vice-President,  Dr.  Fred- 
erick W.  Lester;  Second  Vice-President, 
Dr.  Ben  J.  Slater;  Secretary,  Dr.  John 

REPORT  OF  EIGHTH 

To  the  House  of  Delegates ; Gentlemen: 

A meeting  of  the  officers  of  the  Eighth 
District  Branch  Society  was  held  at  the 
Hotel  Statler,  Buffalo,  May  1937.  The 
officers  of  the  District  and  Dr.  Joseph 
S.  Lawrence  of  Albany  were  present..  A 
discussion  was  held  and  suggestions  were 
offered  for  the  scientific  program  for 
the  annual  fall  meeting.  We  also  dis- 
cussed the  advisability  of  changing  the 
form  of  our  program  to  give  the  mem- 
bers a more  accurate  idea  of  the  scien- 
tific subjects  to  be  discussed.  The  new 
program  form  was  adopted. 

The  Thirty-second  Annual  Meeting  of 
the  Eighth  District  Branch  Society  was 
held  at  the  Bartlett  County  Club,  Olean, 
October  7,  1937.  The  meeting  began  at 
10:00  a.m.  with  a paper  by  Dr.  Francis 
P.  Schwentker,  Director  of  Medical  Re- 
search, City  Health  Department,  Balti- 
more, Maryland.  His  paper  gave  us  a 
complete  orientation  of  the  use  of  Sul- 
fanilamide in  the  Treatment  of  Infec- 
tions. 

The  next  paper  was  “Practical  and 
Interesting  Phases  of  Thoracic  Sur- 
gery,” by  Cameron  Haight,  M.D.,  Uni- 
versity of  Michigan,  Ann  Arbor,  Michi- 
gan. 

Dr.  Haight’s  paper  was  discussed 
by  Dr.  Henry  Kenwell  and  Dr.  Leon  J. 
Leahy. 

Dr.  Francis  Goldsborough,  Professor 
of  Obstetrics,  University  of  Buffalo, 
completed  his  resume  on  “Workings 
of  Obstetrical  Council  of  Erie  County,” 
the  first  part  of  which  he  gave  the  year 
before. 

Luncheon  was  served  at  the  country 
club  at  12:30. 

Following  luncheon  a short  business 
meeting  and  election  of  officers  was  con- 
ducted by  the  president.  The  following 
officers  were  elected  for  the  ensuing  two- 
year  term: 


J.  Finigan;  Treasurer,  Dr.  Howard  S. 
Braisted. 

Thomas  W.  Maloney,  President 
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Louis  L.  Klostermyer,  President Warsaw 

Leon  J.  Leahy,  First  Vice-President Buffalo 

Robert  C.  Peale,  Second  Vice-President . .Olean 

Peter  J.  DiNatale,  Secretary Batavia 

Fitch  H.  VanOrsdale,  Treasurer Belmont 

At  2:15  we  were  honored  with  the 
presence  of  the  State  Society  President, 
Dr.  Charles  H.  Goodrich,  who  gave  use  a 
brief  talk  on  Preventive  Medicine. 

The  afternoon  session  opened  with  a 
paper  by  George  W.  Cottis,  M.D.  The 
title  of  the  paper  was  “The  Private  Prac- 
titioner and  His  Cancer  Patient.”  The 
last  paper  of  the  afternoon  was  “Sur- 
gical Complications  of  Acute  Communi- 
cable Diseases,”  by  Francis  J.  Gustina, 
M.D.,  pediatrician,  Buffalo  City  Hospital. 

The  meeting  was  attended  by  ninety- 
two  members  of  the  District  and  six 
guests. 

The  guests  were:  Dr.  Charles  H. 
Goodrich,  Brooklyn ; Dr.  Cameron 
Haight,  Ann  Arbor,  Mich. ; Dr.  Peter 
Irving,  Secretary  of  the  State  Medical 
Society,  New  York;  Dr.  L.  M.  Kysor, 
Hornell;  Dr.  Joseph  S.  Lawrence,  Al- 
bany; and  Dr.  Francis  P.  Schwentker, 
Baltimore,  Md. 

The  members  were  very  enthusiastic 
about  the  meeting  and  the  scientific  sub- 
jects discussed.  Favorable  comments 
were  heard  on  the  new  form  of  our 
printed  program  which  gave  a brief  res- 
ume of  each  paper  to  be  discussed.  I 
believe  we  have  started  something  new 
in  the  interest  of  the  members  of  our 
District  by  adopting  this  new  type  of 
program. 

The  President  of  the  District,  after 
completing  his  work  with  the  Executive 
Committee  last  year,  has  attended  some 
County  and  Board  of  Censors  meetings, 
reporting  to  his  County  Society  and  Dis- 
trict the  events  of  the  past  year. 

Respectfully  submitted, 

H.  W.  Ingham,  President 

April  1,  1938 
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MEDICAL  SOCIETY  OF  THE  STATE  OF  NEW  YORK 

Annual  Meeting,  New  York,  May  9,  10,  11,  12,  1938 
All  meetings  will  be  by  Daylight  Saving  Time 


House  of  Delegates 

The  regular  Annual  Meeting  of  the 
House  of  Delegates  of  the  Medical  So- 
ciety of  the  State  of  New  York  will  be 
called  to  order  at  10:00  a.m.  on  Monday, 
May  9,  1938,  in  the  Ballroom  of  The 
Waldorf-Astoria  Hotel. 

Samuel  J.  Kopetzky,  M.D.,  Speaker 
Peter  Irving,  M.D.,  Secretary 

Annual  Meeting 

The  Annual  Meeting  of  the  Medical 
Society  of  the  State  of  New  York  will 
be  held  on  Tuesday,  May  10,  1938,  at 
7 :00  p.m.,  in  the  Ballroom  of  The  Wal- 
dorf-Astoria Hotel. 

Charles  H.  Goodrich,  M.D.,  President 
Peter  Irving,  M.D.,  Secretary 

Registration 

Registration  will  be  held  in  the  Hotel 
for  Delegates  on  Monday,  May  9,  after 
9:00  a.m.;  for  Members  on  Monday* 
Tuesday,  Wednesday,  and  Thursday, 
May  9,  10,  11,  and  12,  from  9:00  a.m.  to 
6:00  p.m. 

Exhibits 

Scientific  and  Technical  Exhibits  will 
be  located  in  the  Hotel. 

Scientific  Sessions 

General  Sessions  on  Tuesday  and 
Thursday  afternoons.  Section  meetings 
on  Tuesday  morning,  Wednesday  morn- 
ing and  afternoon,  and  Thursday  morn- 
ing, will  be  held  in  the  Hotel. 

132nd  Annual  Meeting 

The  Waldorf-Astoria  Hotel,  Ballroom 
— Tuesday,  May  10,  7 :00  p.m. 

Calling  the  Society  to  order  by  the 
President,  Charles  H.  Goodrich,  M.D. 

Reading  of  the  minutes  of  the  131st 
Annual  Meeting  by  the  Secretary,  Peter 
Irving,  M.D. 


The  Annual  Banquet 

The  Annual  Banquet  will  be  held  in 
the  Ballroom  of  the  Hotel  on  Tuesday, 
May  10,  at  7:00  p.m.  The  Guest  Speakers 
will  be  announced  later.  Following  the 
banquet  and  speeches,  there  will  be  danc- 
ing in  the  Ballroom. 

Requests  for  tickets  and  reservations 
should  be  sent  to  Augustus  Harris,  M.D., 
Chairman,  Banquet  Committee,  306  Park 
Place,  Brooklyn,  Telephone  STerling 
3-3131.  Tickets  will  be  $5.00. 

Delegates’  Dinner 

Dinner  for  the  Delegates  will  be  served 
in  the  Hotel  on  Monday  following  the 
adjournment  of  the  afternoon  session  of 
the  House  of  Delegates.  Tickets  can  be 
procured  from  the  Secretary  of  the  Med- 
ical Society  of  the  State  of  New  York, 
Peter  Irving,  M.D.,  2 E.  103  St.,  New 
York.  Tickets  will  be  $3.50. 

Public  Meeting,  Wednesday  Evening, 
May  11 

In  the  Ballroom  will  be  held  a meet- 
ing for  the  public  at  8 :30  p.m.  on  Wednes- 
day, May  11,  1938.  Cards  of  invitation 
(without  cost)  can  be  secured  in  advance 
by  writing  to  Irving  Gray,  M.D.,  Chair- 
man, Public  Meeting  Committee,  41  East- 
ern Parkway,  Brooklyn,  Telephone  STer- 
ling 3-0900,  or  they  can  be  obtained  at 
the  Registration  Desk  in  the  Hotel. 

The  Woman’s  Auxiliary 

The  headquarters  will  be  in  the  Car- 
penter Suite,  and  the  ladies  are  asked 
to  register  at  the  Registration  Desk  there 
after  9:00  a.m.  Monday,  May  9,  1938. 

Monday  will  be  given  over  to  meetings 
of  the  Executive  Board  (Carpenter  Suite) 
and  of  the  House  of  Delegates  of  the 
Auxiliary  (Jansen  Suite). 

Dinner  will  be  at  7 :00  p.m.  on  Monday 
in  Le  Perroquet  Suite.  Tickets  for  Aux- 
iliary members,  all  doctors’  wives  and 
lay  friends  must  be  secured  at  the  Regis- 
tration Desk  before  3:00  p.m.,  Monday. 

A hobby  show  will  begin  on  Monday 
and  continue  through  the  four  days. 
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All  Meetings  Will  Be  Held  by  Daylight  Saving  Time 


GENERAL  SESSIONS 

Place  of  Meeting : The  Waldorf-Astoria,  Ballroom 


Tuesday,  May  10th — 2:00  p.m. 

1.  “The  Significance  of  Hoarseness.” 
Mr.  Victor  E.  Negus,  M.S.,  F.R.C.S., 

Surgeon  for  Diseases  of  the  Throat  and  Ear, 
King’s  College  Hospital,  London,  England 
(invited  guest). 

2.  “The  Relation  of  Diabetes  to  Sur- 
gery.” 

Irvin  Abell,  M.D.,  President-Elect  Ameri- 
can Medical  Association,  Louisville,  Ken- 
tucky (invited  guest). 

3.  “Prevention  of  Maternal  Deaths.” 
Charles  A.  Gordon,  M.D.,  Brooklyn. 

4.  “Vitamins  and  the  Clinician.” 

George  R.  Cowgill,  Ph.D.,  Laboratory  of 

Physiological  Chemistry,  Yale  University, 
New  Haven,  Connecticut  (invited  guest). 

Thursday,  May  12th — 2:00  p.m. 

1.  “Some  of  the  Newer  Surgical  Enti- 
ties of  the  Last  Decade — Their  Diag- 
nosis and  Management.” 


Frank  H.  Lahey,  M.D.,  Director  of  Sur- 
gery, Lahey  Clinic,  Boston,  Massachusetts 
(invited  guest). 

2.  “The  Physician’s  Responsibility  in 
Preventive  Proctology.” 

Louis  A.  Buie,  M.D.,  Chief  of  Depart- 
ment of  Proctology,  Mayo  Clinic,  Rochester, 
Minnesota  (invited  guest). 

3.  “The  Importance  of  Psychology  in 
the  Practice  of  Medicine.” 

Edward  A.  Strecker,  M.D.,  Professor  of 

Psychiatry  and  Chairman  of  the  Department 
of  Psychiatry,  School  of  Medicine,  Univ.  of 
Pennsylvania,  Philadelphia,  Pennsylvania 
(invited  guest). 

4.  “Diet  and  Dental  Caries.” 

Russell  W.  Bunting,  D.D.S.,  Dean  of  The 
School  of  Dentistry,  University  of  Michigan, 
Ann  Arbor,  Michigan  (invited  guest). 

Note:  At  the  end  of  Doctor  Bunting’s 

paper  there  will  be  afforded  an  opportunity 
for  questions  in  regard  to  his  subject. 


THE  SECTIONS 

[All  papers  read  before  the  Society  by  members  become  the  property  of  the 
Society.  The  original  copy  of  each  paper  shall  be  left  with  the  Secretary  of 
the  Section.  Discussers  should  have  their  remarks  typed  and  hand  them  to 
the  Secretary.  Section  meetings  shall  begin  promptly  at  the  hour  specified .] 
At  some  period  in  the  meetings,  an  executive  session  will  be  held  for  the 
purpose  of  electing  officers  for  the  ensuing  year. 

SECTION  ON  MEDICINE 


Chairman Ralph  H.  Boots,  M.D.,  New  York 

Secretary Byron  D.  Bowen,  M.D.,  Buffalo 


Place  of  Meeting:  The  Waldorf-Astoria,  Sert  Room 


Tuesday,  May  10th — 10:00  a.m. 

1.  “Systemic  Manifestations  of  Lympho- 
granuloma Inguinale.” 

Alexander  B.  Gutman,  M.D.,  New  York. 

Discussion  : Henry  M.  Dawson,  M.D., 

William  Curth,  M.D.,  New  York;  Arthur  W. 
Grace,  M.D.,  New  York;  and  Borris  A.  Korn- 
blith,  M.D.,  New  York. 


2.  “Measurements  of  the  Circulation 
in  Constrictive  Pericarditis  Before 
and  After  Resection  of  the  Peri- 
cardium.” 

Harold  J.  Stewart,  M.D.,  New  York,  and 
George  J.  Heuer,  M.D.,  New  York. 

Discussion  : Robert  L.  Levy,  M.D.,  New 

York;  and  Richmond  L.  Moore,  M.D.,  New 
York. 


562 


Number  7] 


SCIENTIFIC  PROGRAM 


563 


3.  “The  Present  Status  of  Benzedrine 
Sulphate  Therapy." 

Eugene  Davidoff,  M.D.,  Syracuse , and 
Edward  C.  Reifenstein,  Jr.,  Syracuse. 

Discussion:  Harold  T.  Hyman,  M.D.,  New 
York. 

Wednesday,  May  11th — 2:00  p.m. 

1.  “A  Study  of  63  Obese  Patients  Before 
and  After  Weight  Reduction." 

Edgar  C.  Beck,  M.D.,  Buffalo. 

Discussion  : Louis  Bauman,  M.D.,  New 

York,  and  Herbert  Pollack,  M.D.,  New  York. 

2.  “Vaccination  Against  Tuberculosis." 
Hugh  M.  Kinghorn,  M.D.,  Saranac  Lake, 

and  Morris  Dworski,  B.S.,  Saranac  Lake 
(invited  guest). 


Discussion  : James  Alexander  Miller,  M.D., 
New  York. 

3.  “Practical  Observations  from  a 
Study  of  Two  Thousand  Cases  of 
Pneumococcus  Pneumonia  Treated 
with  Anti-pneumococcus  Serum." 

Edward  S.  Rogers,  M.D.,  Albany. 

Discussion  : Russell  L.  Cecil,  M.D.,  New 

York;  Richard  H.  Bennett,  M.D.,  Brooklyn; 
Henry  T.  Chickering,  M.D.,  New  York;  and 
Clayton  W.  Greene,  M.D.,  Buffalo. 

4.  “On  the  Mechanism  of  Migraine 
Headache  and  the  Action  of  Ergo- 
tarme  Tartrate." 

Harold  G.  Wolff,  M.D.,  New  York. 

Discussion  : Norton  S.  Brown,  M.D.,  New 

York. 


SECTION  ON  SURGERY 

Chairman Benjamin  W.  Seaman,  M.D.,  Hempstead 

Secretary Clarence  V.  Costello,  M.D.,  Rochester 

Place  of  Meeting:  The  Waldorf-Astoria,  Ballroom 


Wednesday,  May  11th — 10.00  a.m. 

1.  “Gall  Bladder  Disease — Optimum 

Time  for  Operation." 

Howard  L.  Prince,  M.D.,  Rochester. 

Discussion  : Henry  F.  Graham,  M.D., 

Brooklyn,  and  Thew  Wright,  M.D.,  Buffalo. 

2.  “Chronic  Appendicitis  in  Children." 
Edward  V.  Denneen,  M.D.,  New  York. 

Discussion:  James  S.  Regan,  M.D.,  Buffalo, 
and  Edward  W.  Peterson,  M.D.,  New  York. 

3.  “Thyroid." 

Emil  Goetsch,  M.D.,  Brooklyn. 

Discussion  : George  W.  Cottis,  M.D., 

Jamestown,  and  Martin  B.  Tinker,  Jr.,  M.D., 
Ithaca. 

Thursday,  May  12th — 10:00  a.m. 

1.  “Cancer  of  the  Rectum  and  Colon — 
Early  Diagnosis  and  Treatment." 


Frank  C.  Yeomans,  M.D.,  New  York. 

Discussion  : John  Douglas,  M.D.,  New 

York,  and  William  H.  Stewart,  M.D.,  New 
York. 

2.  “Head  Injuries." 

Joseph  E.  J.  King,  M.D.,  New  York. 

Discussion  : John  E.  Scarff,  M.D.,  New 

York,  and  Edwin  G.  Ramsdell,  M.D.,  New 
York. 

3.  “Obstruction  of  the  Small  Intes- 
tine." 

William  F.  MacFee,  M.D.,  New  York. 

Discussion:  John  E.  Jennings,  M.D., 

Brooklyn,  and  Percival  K.  Menzies,  M.D., 
Syracuse. 

4.  “Chest  Trauma." 

Frank  B.  Berry,  M.D.,  New  York. 

Discussion:  Carl  Eggers,  M.D.,  New  York, 
and  Ethan  F.  Butler,  M.D.,  Ithaca. 


SECTION  ON  OBSTETRICS  AND  GYNECOLOGY 


Chairman Goode  R.  Cheatham,  M.D.,  Endicott 

Secretary William  T.  Kennedy,  M.D.,  New  York 

Place  of  Meeting- : The  Waldorf-Astoria.  Sert  Room 


Wednesday,  May  11th — 10:00  a.m. 

1.  “Panhysterectomy — A Study  Based 
on  2773  Consecutive  Hysterectomies." 
Edward  P.  McDonald,  M.D.,  Albany. 

Discussion:  Frederick  C.  Holden,  M.D., 

New  York,  and  Nathan  P.  Sears,  M.D., 
Syracuse. 


2.  “The  Use  of  the  X-Ray  in  the  Diag- 
nosis of  Placenta  Previa." 

Alfred  C.  Beck,  M.D.,  Brooklyn,  and  Frank 
P.  Light,  M.D.,  Brooklyn. 

Discussion  : Stanley  C.  Hall,  M.D., 

Brooklyn. 
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3.  “Postpartum  Pain/-’ 

Stuart  B.  Blakely,  M.D.,  Binghamton. 

Discussion:  Irving  W.  Potter,  M.D.,  Buf- 

falo, and  Francis  R.  Irving,  M.D.,  Syracuse. 

Thursday,  May  12th — 10:00  a.m. 

1.  “Normal  Children  Born  of  Women 
Suffering  from  Amenorrhea — Steril- 
ity Following  Treatment  by  X-Ray.” 

Ira  I.  Kaplan,  M.D.,  New  York. 

Discussion  : Howard  C.  Taylor,  Jr.,  M.D., 

New  York,  and  Samuel  A.  Wolfe,  M.D., 
Brooklyn. 


2.  “Cesarean  Section — Its  Relation  to 
Maternal  Mortality.” 

Paul  Titus,  M.D.,  Pittsburgh,  Pennsyl- 
vania (invited  guest). 

Discussion  : Henricus  J.  Stander,  M.D., 

New  York. 

3.  “A  Consideration  of  the  Woman  with 
Early  Abortion  Associated  With 
Fever  in  Respect  to  Etiology,  Bacteri- 
ology, Pathology  and  Treatment.” 
William  E.  Studdiford,  M.D.,  New  York. 

Discussion  : Harvey  B.  Matthews,  M.D., 

Brooklyn,  and  Thomas  C.  Peightal,  M.D.,  New 
York. 


SECTION  ON  NEUROLOGY  AND  PSYCHIATRY 

Chairman Charles  A.  McKendree,  M.D.,  New  York 

Secretary Paul  H.  Garvey,  M.D.,  Rochester 

Place  of  Meeting:  The  Waldorf-Astoria,  Assembly  Rooms  J,  K,  L,  M 


Wednesday,  May  11th — 10:00  a.m. 

1.  “Bromide  Intoxication.” 

Albert  G.  Odell,  M.D.,  Clifton  Springs. 

Discussion  : Eugene  N.  Boudreau,  M.D., 

Syracuse,  and  George  Kirby  Collier,  M.D., 
Rochester. 

2.  “Tonics  and  Sedatives  as  Used  in 
Neurological  Practice.” 

Hubert  S.  Howe,  M.D.,  New  York. 

Discussion  : Harold  T.  Hyman,  M.D., 

New  York. 

3.  “Endocrine  Therapy  in  the  Affective 
Psychoses.” 

Irving  H.  Pardee,  M.D.,  New  York. 

Discussion  : Clarence  O.  Cheney,  M.D., 

White  Plains,  and  Walter  Timme,  M.D.,  New 
York. 

4.  “The  Role  of  Physical  Measures  in 
the  Treatment  of  Neurological  Con- 
ditions.” 

Richard  Kovacs,  M.D.,  New  York. 

Discussion  : Joseph  E.  J.  King,  M.D.,  New 
York,  and  John  H.  Nolan,  M.D.,  New  York. 


Thursday,  May  12th — 10:00  A.M. 

1.  “Care  of  the  Chronically  III  from 
the  Neurological  Point  of  View.” 
Orman  C.  Perkins,  M.D.,  Brooklyn. 

Discussion  : S.  Philip  Goodhart,  M.D.,  New 
York,  and  Gerald  C.  Parker,  M.D.,  New  York. 

2.  “Retrobulbar  Neuritis  in  Dissemi- 
nated Sclerosis. 

Wardner  D.  Ayer,  M.D.,  Syracuse. 

Discussion  : Searle  B.  Marlow,  M.D., 

Syracuse,  and  Leon  H.  Cornwall,  M.D.,  New 
York. 

3.  “Studies  in  Water  Metabolism  in  Re- 
lation to  the  Nervous  System.” 
Rowland  T.  Bellows,  M.D.,  Rochester. 

Discussion  : William  P.  Van  Wagenen, 

M.D.,  Rochester,  and  Leo  Davidoff,  M.D., 
Brooklyn. 

4.  “The  Effects  of  Insulin,  Metrazol, 
and  Camphor  on  Brain  Metabolism.” 
S.  Bernard  Wortis,  M.D.,  New  York. 

Discussion  : Foster  Kennedy,  M.D.,  New 

York,  and  Nolan  D.  C.  Lewis,  M.D.,  New 
York  (invited  guest). 


SECTION  ON  PEDIATRICS 


Chairman 

Vice-Chairman 
Secretary. 

Place  of  Meeting:  The  Waldorf-Astoria,  Assembly  Rooms  J,  K,  L,  M 


Tuesday,  May  10th — 10.00  a.m. 

1.  “Unusual  Clinical  Pathological  Ob- 
servations in  Cases  of  So-called 
Status  Thymo-lymphaticus.” 

Tyree  C.  Wyatt,  M.D.,  Syracuse. 


. .John  Dorsey  Craig,  M.D.,  New  York 

Paul  W.  Beaven,  M.D.,  Rochester 

Norman  L.  Hawkins,  M.D.,  Watertown 


Discussion  : George  R.  Murphy,  M.D., 

Elmira,  and  Reginald  A.  Higgons,  M.D.,  Port 
Chester. 

2.  “The  Stillbirth  and  Neonatal  Death 
Problem.” 

Herbert  C.  Soule,  M.D.,  Rochester. 
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Discussion  : Carl  H.  Laws,  M.D.,  Brook- 

lyn, and  John  L.  Rice,  M.D.,  New  York. 

3.  “The  Treatment  of  Meningitis.” 
Josephine  B.  Neal,  M.D.,  New  York. 

Discussion  : Emanuel  Appelbaum,  M.D., 

New  York,  and  Adolph  G.  DeSanctis,  M.D., 
New  York. 

4.  “Malignancies  in  Infancy  and  Child- 
hood.” 

D.  William  Scotti,  M.D.,  New  York. 

Discussion  : Albert  Preston  Knight,  M.D., 

Waverly,  and  Alfred  F.  Hocker,  M.D.,  New 
York. 

Wednesday,  May  11th — 2:00  p.m. 

1.  “Epidemic  Diarrhea  of  the  New-born 
— A New  Disease?” 

Samuel  Frant,  M.D.,  New  York,  and 
Harold  Abramson,  M.D.,  New  York. 

Discussion:  William  J.  Orr,  M.D.,  Buffalo, 
and  Walter  D.  Ludlum,  M.D.,  Brooklyn. 


2.  “Urinary  Infections  in  Infants  and 
Children — A Comparison  of  Thera- 
peutic Methods.” 

Benjamin  W.  Carey,  Jr.,  M.D.,  Boston, 
Massachusetts  (invited  guest). 

Discussion  : Meredith  F.  Campbell,  M.D., 

New  York,  and  Albert  D.  Kaiser,  M.D., 
Rochester. 

3.  “The  Prevention  of  Purulent  Otitis 
Media  in  Infants.” 

Harry  Bakwin,  M.D.,  New  York. 

Discussion  : John  F.  Fairbairn,  M.D., 

Buffalo,  and  Sam  Z.  Levine,  M.D.j  New  York. 

4.  “Monocytosis  in  the  Course  of  Acute 
Lymphatic  Leukemia — A Case  Re- 
port.” 

Hugh  C.  Thompson,  Jr.,  M.D.,  Albany. 

Discussion  : Brewster  C.  Doust,  M.D., 

Syracuse. 


SECTION  ON  DERMATOLOGY  AND  SYPHILOLOGY 


Chairman Leo  Spiegel,  M.D.,  New  York 

Secretary Mark  Heiman,  M.D.,  Syracuse 


Place  of  Meeting:  The  Waldorf-Astoria,  Assembly  Rooms  N,  P,  R 


Tuesday,  May  10th — 10.00  a.m. 

1.  “Treatment  of  Dermatophytosis  with 
Vaccines.” 

Jesse  A.  Tolmach,  M.D.,  New  York,  and 
Eugene  F.  Traub,  M.D.,  New  York. 

Discussion:  Samuel  M.  Peck,  M.D.,  New 

York. 

2.  “Impetigo  Contagiosa  Complicated  by 
Acute  Nephritis.” 

Seymour  H.  Silvers,  M.D.,  Brooklyn. 

Discussion  : Louis  J.  Frank,  M.D., 

Brooklyn. 


3.  “The  Patch  Test — An  Evaluation 
of  Its  Possible  Dangers.” 

Paul  E.  Bechet,  M.D.,  New  York. 

Discussion  : Marion  B.  Sulzberger,  M.D., 

New  York. 

4.  “Diagnostic  Value  of  the  Ito  Test 
in  Chancroidal  Infections.” 

Harry  C.  Saunders,  M.D.,  New  York. 

Discussion  : David  Bloom,  M.D.,  New 

York. 

Wednesday,  May  11th — 2:00  p.m. 
Joint  meeting  with  the  Section  on  Public 
Health,  Hygiene  and  Sanitation — The  Wal- 
dorf-Astoria, Ballroom. 


HEALTH,  HYGIENE  AND  SANITATION 

Burke  Diefendorf,  M.D.,  Glens  Falls 
Chalmer  J.  Longstreet,  M.D.,  Binghamton 
Frank  E.  Coughlin,  M.D.,  Albany 

Joint  Meeting  with  the  Section  on  Derma- 
Waldorf- Astoria,  Ballroom. 


SECTION  ON  PUBLIC 

Chairman 

Vice-Chairman 

Secretary 

Wednesday,  May  11th — 2:00  p.m. 
tology  and  Syphilology — The 

Thursday,  May  12th — 9:30  a.m. 

Place  of  Meeting:  The  Waldorf-Astoria, 
Assembly  Room 
1.  “Pneumonia  Prevention.” 

Wilson  G.  Smillie,  M.D.,  New  York  (in- 
vited guest). 


Discussion  : Edward  S.  Rogers,  M.D., 

Albany. 

2.  “Report  on  Infant  Mortality  Study 
in  Northern  New  York.” 

Stanley  W.  Sayer,  M.D.,  Gouverneur. 
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Discussion  : Leo  F.  Schiff,  M.D.,  Platts- 

burg. 

3.  “Certain  Administrative  Considera- 
tion in  District  Health  Work.” 

Harry  S.  Mustard,  M.D.,  Baltimore , 
Maryland  (invited  guest). 


Discussion:  Margaret  W.  Barnard,  M.D., 

New  York. 

4.  “Dust  and  Disease.” 

Arthur  J.  Vorwald,  M.D.,  Saranac  Lake 
(invited  guest). 

Discussion  : Homer  Sampson,  M.D.,  Sara- 

nac  Lake  (invited  guest). 


JOINT  MEETING 

SECTION  ON  DERMATOLOGY  AND  SYPHILOLOGY 

with  the 

SECTION  ON  PUBLIC  HEALTH,  HYGIENE  AND  SANITATION 

Place  of  Meeting:  The  Waldorf-Astoria,  Ballroom 


Wednesday,  May  11th — 2:00  p.m. 

1.  “The  Probabilities  of  a Disastrous 
Outcome  in  Treated  and  Untreated 
Syphilis.” 

Raymond  A.  Vonderlehr,  M.D.,  Wash- 
ington, D.  C.  (invited  guest). 

2.  “The  Serologic  Laboratory  and  the 
Practitioner  in  the  Syphilis  Control 
Campaign.” 


Joseph  Earle  Moore,  M.D.,  Baltimore, 
Maryland  (invited  guest). 

3.  “Significance  of  Asymptomatic  Neu- 
rosyphilis.” 

Paul  A.  O’Leary,  M.D.,  Rochester,  Min- 
nesota (invited  guest). 

4.  “Administrative  and  Epidemiological 
Aspects  of  Syphilis  Control.” 

Clealand  A.  Sargent,  M.D.,  Buffalo. 


SECTION  ON  OPHTHALMOLOGY  AND  OTO-LARYNGOLOGY 

Chairman Marvin  F.  Jones,  M.D.,  New  York 

Secretary Algernon  B.  Reese,  M.D.,  New  York 

Place  of  Meeting:  The  Waldorf-Astoria,  Le  Perroquet  Suite 


Tuesday,  May  10th — 9:00  a.m. 
Instruction  Hour — 9:00-10:00  A.M. 

Tumors  of  the  Eye  and  Adnexa. 

Georgiana  Theobald,  M.D.,  Chicago,  Illi- 
nois (invited  guest). 

1.  “Compensation  for  Eye  Injuries — Its 
Past,  Present  and  Future  in  New 
York  State.” 

Albert  C.  Snell,  M.D.,  Rochester. 

Discussion  : D.  F.  Gillette,  M.D.,  Syracuse; 
Anton  S,  Schneider,  M.D.,  Plattsburg ; and, 
Morris  Davidson,  M.D.,  New  York. 

2.  “The  Treatment  of  Tumors  of  the 
Lids.” 

A.  By  Radiation. 

Hayes  E.  Martin,  M.D.,  New  York. 

B.  By  Surgery. 

John  M.  Wheeler,  M.D.,  New  York. 


Discussion  : Arthur  J.  Bedell,  M.D., 

Albany ; Walter  S.  Atkinson,  M.D.,  Water- 
town;  and,  Ralph  I.  Lloyd,  M.D.,  Brooklyn. 

Wednesday,  May  11th — 2:00  p.m. 

1.  “Otogenous  Non-Suppurative  Enceph- 
alitis as  a Clinical  Entity.” 

E.  Miles  Atkinson,  M.D.,  New  York. 

Discussion  : Albert  B.  Siewers,  M.D.,  Syra- 
cuse. 

2.  “The  Differential  Diagnosis  of 
Laryngeal  Carcinoma.” 

Mr.  Victor  E.  Negus,  M.S.,  F.R.C.S., 
Lo)idon,  England  (invited  guest). 

3.  “Treatment  of  Otitic  Meningitis.” 
Daniel  S.  Cunning,  M.D.,  New  York. 

Discussion  : D’Arcy  McGregor,  M.D.,  Buf- 
falo, and  James  M.  Dunn,  M.D.,  Schenectady. 
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SECTION  ON  UROLOGY 

Chairman Albert  M.  Crance,  M.D.,  Geneva 

Vice-Chairman Francis  N.  Kimball,  M.D.,  New  York 

Secretary John  E.  Heslin,  M.D.,  Albany 

Place  of  Meeting:  The  Waldorf-Astoria,  Jansen  Suite 


Tuesday,  May  10th — 10.00  a.m. 

1.  “Accessory  Urethra.” 

Oswald  Swinney  Lowsley,  M.D.,  New 
York. 

Discussion  : General. 

2.  “Industrial  Epididymitis  and  Epi- 
didymo-Orchitis.” 

George  E.  Slotkin,  M.D.,  Buffalo. 

Discussion  : Allan  L.  Parlow,  M.D.,  Roch- 
ester, and  William  J.  Kennedy,  M.D.,  Glovers- 
ville. 

3.  “The  Diagnosis  and  Management  of 
Subacute  Blood  Stream  Infections  of 
the  Kidney.” 

Hugh  Cabot,  M.D.,  Rochester,  Minnesota 
(invited  guest). 

Discussion  : Leo  E.  Gibson,  M.D.,  Syracuse. 

Wednesday,  May  11th — 2:00  p.m. 

1.  “A  Clinical  Review  of  the  Effects 
of  Renal  Sympathectomy  on  the  Phy- 
siological Function  of  the  Human 
Kidney.” 


J.  Sydney  Ritter,  M.D.,  New  York. 

Discussion  : Elmer  Hess,  M.D.,  Erie, 

Pennsylvania  (invited  guest),  and  Clarence  G. 
Bandler,  M.D.,  New  York. 

2.  “Kidney  Tumors — Some  Causes  of 
Poor  End-Results.” 

E.  Ross  Mintz,  M.D.,  Boston Massachu- 
setts (invited  guest). 

Discussion  : Frederick  J.  Parmenter,  M.D., 

Buffalo,  and  Edward  L.  Keyes,  M.D.,  New 
York. 

3.  “Sulfanilamide  in  the  Treatment  of 
Urological  Infections.” 

Terry  M.  Townsend,  M.D.,  New  York. 

Discussion  : James  H.  Borrell,  M.D.,  Buf- 

falo, and  Arthur  H.  Paine,  M.D.,  Rochester. 

Thursday,  May  12th — 10:00  a.m. 

A clinic  in  urological  surgery  will  be  held 
at  the  New  York  Hospital,  to  be  conducted 
by  Oswald  S.  Lowsley,  M.D.  Tickets  for 
admission  to  the  clinic  may  be  obtained 
from  any  of  the  officers  of  the  section. 


SECTION  ON  RADIOLOGY 

Chairman Clifford  R.  Orr,  M.D.,  Buffalo 

Vice-Chairman William  P.  Howard,  M.D.,  Albany 

Secretary Henry  K.  Taylor,  M.D.,  New  York 

Place  of  Meeting:  The  Waldorf-Astoria,  Jansen  Suite 


Wednesday,  May  11th — 10:00  a.m. 

1.  “Epithelioma  of  the  Tonsil.” 

Walter  L.  Mattick,  M.D.,  Buffalo. 
Discussion  : William  Harris,  M.D.,  New 

York,  and  James  J.  Duffy,  M.D.,  New  York. 

2.  “A  System  of  Radiation  Therapy 
Based  on  the  Half-Value  Layer  for 
the  Determination  and  Selection  of 
Ray  Quality.” 

William  H.  Meyer,  M.D.,  New  York. 
Discussion  : Maurice  Lenz,  M.D.,  New 

York,  and  A.  Mutscheller,  Physicist,  New 
York  (invited  guest). 

3.  “Dosage  in  Radiation  Therapy.” 

Edith  H.  Quimby,  New  York  (invited 

guest). 

Discussion:  Harriet  C.  McIntosh,  M.D., 

New  York,  and  Carl  B.  Braestrup,  Physicist, 
New  York  (invited  guest). 


4.  “Roentgen  Therapy  in  Toxic  Thyroid 
Disease.” 

Jacob  R.  Fried,  M.D.,  New  York. 

Discussion:  Bertram  Julian  Sanger,  M.D., 

New  York,  and  A.  L.  Loomis  Bell,  M.D., 
Brooklyn. 

Thursday,  May  12th — 10:00  a.m. 

1.  “Bone  Tumors.” 

Louis  C.  Kress,  M.D.,  Buffalo. 

Discussion  : Samuel  J.  Stabins,  M.D., 

Rochester,  and  Bradley  E.  Coley,  M.D.,  New 
York. 

2.  “Carcinoma  of  the  Cardia.” 

William  H.  Stewart,  M.D.,  New  York. 

Discussion  : John  R.  Carty,  M.D.,  New 

York,  and  Ross  Golden,  M.D.,  New  York. 

3.  “Anatomico-Radiographic  Studies  of 
the  Spine.” 
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Lee  A.  Hadley,  M.D.,  Syracuse.  4.  “Intussusception.” 

Discussion:  William  Harris  vonLackum,  Emanuel  Mendelson,  M.D.,  Brooklyn. 

M.D.,  New  York , and  James  P.  Cole,  M.D.,  Discussion:  W.  E.  Howes,  M.D.,  Brook- 

Buffalo.  lyn,  and  Bernard  Ehrenpreis,  M.D.,  Brooklyn. 


SECTION  ON  INDUSTRIAL  MEDICINE  AND  SURGERY 

Chairman William  A.  Sawyer,  M.D.,  Rochester 

Secretary Dan  Mellen,  M.D.,  Rome 

Place  of  Meeting:  The  Waldorf-Astoria,  Blue  Room 


Wednesday,  May  11th — 10:00  a.m. 

1.  “The  Effects  of  Breathing  the  Prod- 
ucts of  Combustion  from  the  Electric 
Arc.” 

Philip  Drinker,  M.D.,  Boston,  Massa- 
chusetts (invited  guest). 

2.  “Necessary  Standards  in  Occupa- 
tional Disease  Control.” 

James  H.  Sterner,  M.D.,  Rochester. 

3.  “Newer  Concepts  in  the  Treatment 
of  Acute  Lead  Poisoning.” 

Irving  Gray,  M.D.,  Brooklyn. 

Thursday,  May  12th — 10:00  a.m. 

1.  “Influence  of  Industrial  Medical 


Work  on  General  Health  and  Medi- 
cal Science.” 

R.  R.  Sayers,  M.D.,  Washington,  D.  C. 
(invited  guest). 

2.  “The  Relationship  of  a Trivial  In- 
jury to  the  Alleged  Aggravation  of  a 
Constitutional  Ailment.” 

John  J.  Moorhead,  M.D.,  New  York. 

3.  “Fatigue  in  Industry.” 

Foster  Kennedy,  M.D.,  New  York. 

4.  “Relationship  of  Industrial  Medicine 
to  Private  Practice.” 

Clarence  D.  Selby,  M.D.,  Detroit,  Michi- 
gan (invited  guest). 


SECTION  ON  ORTHOPEDIC  SURGERY 

Chairman Samuel  Kleinberg,  M.D.,  New  York 

Secretary Arthur  Krida,  M.D.,  New  York 

Place  of  Meeting:  The  Waldorf-Astoria,  Blue  Room 


Tuesday,  May  10th — 10.00  a.m. 

1.  “Acute  Osteomyelitis.” 

Carl  T.  Harris,  M.D.,  Rochester. 

2.  “The  Rationale  and  Results  of 
Maggot  Therapy  in  Chronic  Osteo- 
myelitis.” 

Joseph  Buchman,  M.D.,  New  York. 

Discussion:  Fred  H.  Albee,  M.D.,  New 

York;  Isadore  Zadek,  M.D.,  New  York;  and 
Maurice  M.  Pomeranz,  M.D.,  New  York. 

3.  “Compression  Fractures  of  the 
Spine.” 

M.  Beckett  Howorth,  M.D.,  New  York. 

Discussion  : Clay  Ray  Murray,  M.D.,  New 

York,  and  Win  H.  Watters,  M.D.,  New  York. 

4.  “Restoration  of  Muscle  Balance  in 
the  Treatment  of  Obstetrical  Paral- 
ysis.” 

Joseph  B.  L’Episcopo,  M.D.,  Brooklyn. 
Discussion:  Leo  Mayer,  M.D.,  New  York, 

and  Joseph  E.  Milgram,  M.D.,  Brooklyn. 


Wednesday,  May  11th — 2:00  p.m. 

1.  “Surgery  in  Spastic  Paralysis.” 
Fremont  A.  Chandler,  M.D.,  Chicago, 

Illinois  (invited  guest). 

Discussion  : Mather  Cleveland,  M.D.,  New 

York,  and  Lewis  Clark  Wagner,  M.D.,  New 
York. 

2.  “Treatment  of  Fractures  of  Both 
Bones  of  the  Forearm  in  the  Lower 
Fifth.” 

Donald  E.  McKenna,  M.D.,  Brooklyn. 

Discussion  : Philip  D.  Wilson,  M.D.,  New 

York,  and  Herbert  C.  Fett,  M.D.,  Brooklyn. 

3.  “Tuberculosis  of  the  Tendons  and 
Tendon  Sheaths.” 

Frank  N.  Potts,  M.D.,  Buffalo. 

Discussion:  Richard  S.  Farr,  M.D.,  Syra- 

cuse, and  Alan  DeF.  Smith,  M.D.,  New  York. 

4.  “A  Reconstruction  Operation  for  Old 
Un-United  Fractures  of  the  Femoral 
Neck.” 
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Paul  C.  Colonna,  M.D.,  Oklahoma  City,  Discussion:  Armitage  Whitman,  M.D., 

New  York,  and  John  C.  McCauley,  Jr.,  M.D., 
Oklahoma  (invited  guest).  New  York. 


SECTION  ON  PATHOLOGY  AND  CLINICAL  PATHOLOGY 

Chairman James  Ewing,  M.D.,  New  York 

Vice-Chairman N.  Chandler  Foot,  M.D.,  New  York 

Secretary M.  J.  Fein,  M.D.,  Brooklyn 

Place  of  Meeting:  The  Waldorf-Astoria,  Le  Perroquet  Suite 


Wednesday,  May  11th — 10:00  a.m. 

1.  Opening  Address. 

James  Ewing,  M.D.,  New  York. 

2.  “Tumors  op  the  Mediastinum.” 

N.  Chandler  Foot,  M.D.,  New  York. 

Discussion  : James  Ewing,  M.D.,  New 

York,  and  A.  Purdy  Stout,  M.D.,  New  York. 

3.  “The  Serodiagnosis  of  Infectious 
Disease.” 

Augustus  B.  Wadsworth,  M.D.,  Albany. 

Discussion  : C.  Zent  Garber,  M.D.,  New 

York  (invited  guest),  and  Carl  Lange,  M.D., 
Albany  (invited  guest). 

4.  “Therapeutic  Uses  of  Bacteriophages, 
Particularly  in  Sepsis.” 

Ward  J.  MacNeal,  M.D.,  New  York. 

Discussion  : Morris  L.  Rakieten,  M.D., 

Brooklyn,  and  Josephine  B.  Neal,  M.D.,  New 
York. 

Thursday,  May  12th — 10:00  a.m. 

1.  “The  Clinical  and  Pathological  Sig- 
nificance of  Solid  Tumors  of  the 
Ovary.” 


Walter  Schiller,  M.D.,  Chicago,  Illinois, 
(invited  guest). 

Discussion:  Alfred  Plaut,  M.D.,  Nciv 

York. 

2.  “Relationship  of  Adenomatous  Polypi 
and  Carcinoma  of  the  Colon.” 

Paul  Klemperer,  M.D.,  New  York. 

Discussion  : Sylvan  D.  Manheim,  M.D., 

New  York,  and  N.  Chandler  Foot,  M.D.,  New 
York. 

3.  “Malignant  Manifestations  of 
Bowen's  Disease  and  Bowenoid  Le- 
sions.” 

A.  Purdy  Stout,  M.D.,  New  York. 

Discussion  : Gerald  F.  Machacek,  M.D., 

Long  Island  City. 

4.  “Architectural  Patterns  in  the 
Kidney  of  Chronic  Bright's  Disease.” 

Jean  Oliver,  M.D.,  New  Jersey  (invited 
guest). 

Discussion:  Paul  Klemperer,  M.D.,  New 

York. 


SESSION  ON  PHYSICAL  THERAPY 

Chairman Madge  C.  L.  McGuinness,  M.D.,  New  York 

Secretary Harold  J.  Harris,  M.D.,  Westport 

Place  of  Meeting : The  Waldorf  -Astoria,  Assembly  Rooms  N,  P,  R 


Wednesday,  May  11th — 10:00  a.m. 

1.  “Physical  Therapy  in  Smaller  Hos- 
pitals.” 

Joseph  A.  E.  Syracuse,  M.D.,  Buffalo. 
Discussion:  Jerome  Weiss,  M.D.,  Blooklyn. 

2.  “The  Circulation  of  the  Joints  of 
Chronic  Arthritis.” 

John  W.  Ghormley,  M.D.,  Albany. 

Discussion:  Edward  F.  Hartung,  M.D., 

New  York. 

3.  “Prognosis  in  Peripheral  Vascular 
Disease  and  Indications  for  Treat- 
ment.” 

William  S.  Collens,  M.D.,  Brooklyn,  and 
Nathan  D.  Wilensky,  M.D.,  Brooklyn. 


Discussion  : Karl  Harpuder,  M.D.,  New 

York. 

4.  “Short  Wave  Diathermy — Clinical 
Application  and  Technic.” 

John  S.  Coulter,  M.D.,  Chicago,  Illinois 
(invited  guest). 

Discussion  : Gustav  Bucky,  M.D.,  New 

York. 

5.  “Radio  Interference  by  Electrical 
Equipment  Used  by  Physicians  and 
Surgeons,  and  Means  of  Eliminating 
It.” 

Horatio  B.  Williams,  M.D.,  New  York. 

Discussion  : Myron  Schwartzchild,  Physi- 

cist, New  York  (invited  guest). 


570 


THE  ANNUAL  MEETING 


[Volume  38 


SESSION  ON  REGIONAL  AND  GENERAL  ANESTHESIA 

Chairman Robert  B.  Hammond,  M.D.,  White  Plains 

Secretary S.  LeRoy  Sahler,  M.D.,  Rochester 

Place  of  Meeting:  The  Waldorf-Astoria,  Assembly  Room 


Wednesday,  May  11th — 2:00  p.m. 

1.  “Cyclopropane  Anesthesia  in  Thor- 
acic Surgery.” 

Pol  N.  Coryllos,  M.D.,  New  York. 

Discussion:  F.  A.  D.  Alexander,  M.D., 

Albany , and  Frank  B.  Berry,  M.D.,  New  York. 

2.  ^Anesthesia  Problems  in  Small  Com- 
munities.” 

Charles  J.  Wells,  M.D.,  Syracuse. 


Discussion  : Maurice  A.  Barnard,  M.D., 
Rochester. 

3.  “Cervical  Plexus  Block.” 

Hippolyte  M.  Wertheim,  M.D.,  New 

York,  and  Emery  A.  Rovenstine,  M.D., 
New  York. 

Discussion:  J.  A.  Kalb,  M.D.,  Endicott. 

4.  “Oxygen  Therapy.” 

John  H.  Evans,  M.D.,  Buffalo. 
Discussion:  Alvan  L.  Barach,  M.D.,  New 

York. 


Scientific  Exhibits 

Waldorf-Astoria  Hotel,  May  9-12 


Space  A-l 

Tibor  de  Cholnoky,  M.D.,  New  York 
Post-Graduate  Medical  School  and 
Hospital — Columbia  University,  New 
York. 

Electrosurgery  for  Advanced  Carci- 
noma. 

Description:  The  results  of  electrosurgery 

in  advanced  carcinoma  of  the  head,  neck, 
chest,  breast,  rectum,  etc.  Demonstration 
of  plastic  reconstruction  showing  the  re- 
sults of  one  to  five  years  arrest. 

The  motion  pictures  in  connection  with 
this  exhibit  will  be  shown  in  the  Scientific 
Motion  Picture  Exhibit  as  follows : 
“ Advanced  Carcinoma  of  the  Ear  with 
Plastic  Repair”  and  “ Recurrent  Carcinoma 
of  the  Rectum.”  Monday  afternoon,  2:15 
p.m.,  and  Wednesday  afternoon,  2:00  p.m. 

Space  A-2 

I.  Seth  Hirsch,  M.D.,  College  of  Medi- 
cine New  York  University  and  Beth 
Israel  Hospital,  New  York. 

The  Application  of  Roentgenkymo- 
graphy  to  Diagnosis. 

Description:  The  exhibit  will  illustrate 


by  Roentgenkymograms  and  diagrams  the 
application  of  this  method  of  graphically 
recording  visceral  movement,  in  the  diag- 
nosis of  diseases  of  the  heart,  lungs,  dia- 
phragm, and  the  gastro-intestinal  tract. 

Space  A-3 

Adolph  G.  DeSanctis,  M.D.,  Depart- 
ment of  Pediatrics,  New  York  Post- 
Graduate  Medical  School  and  Hospi- 
tal— Columbia  University,  New  York. 
Malignant  Neoplasms  in  Children. 
Description:  A survey  of  all  cases  of 

malignant  neoplasms  in  children  over  a 
period  of  ten  years.  Pathological  speci- 
mens, both  macroscopic  and  microscopic, 
statistical  charts  and  models  will  be 
demonstrated. 

Space  A-4 

Benjamin  S.  Barringer,  M.D.,  and 
Archie  L.  Dean,  M.D.,  Memorial 
Hospital,  New  York. 

Genitourinary  Carcinoma. 

Description : Tumors  of  the  kidney,  blad- 

der and  epithelioma  of  scrotum.  Photo- 
graphs, various  forms  of  radiation 
treatment,  specimens,  tables  of  five  years 
survivals. 


Letter  designations  of  spaces  are  as  follows: 

A — refers  to  Second  floor  foyer 
B — First  balcony,  south  side  Ballroom 
C — Second  balcony,  south  side  Ballroom 
Motion  pictures  are  shown  in  the  Empire  Room. 
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Space  A-5 

Frank  E.  Adair,  M.D.,  Memorial 
Hospital,  New  York. 

Carcinoma  of  the  Breast. 

Description : Breast  tumors.  Photographs 

showing  different  pathological  types  and 
specimens  of  breast  tumors.  Charts  show- 
ing symptoms  and  signs. 

Space  A-6 

William  P.  Healy,  M.D.,  Memorial 
Hospital,  New  York. 

Gynecological  Carcinoma. 

Description:  Carcinoma  of  corpus  uteri 

and  cervix  uteri.  Photographs,  clinical 
histories  and  end  results. 

Space  A-7 

Hayes  E.  Martin,  M.D.,  Memorial 
Hospital,  New  York. 

Carcinoma  of  the  Head  and  Neck. 
Description : Intraoral  Cancer.  Various 

types  showing  before  and  after  treatment. 

Space  A-8 

William  I.  Watson,  M.D.,  Memorial 
Hospital,  New  York. 

Carcinoma  of  the  Esophagus. 
Description : Photographs  showing  diag- 

nosis and  treatment. 

Space  A-9 

George  E.  Binkley,  M.D.,  Memorial 
Hospital,  New  York. 

Tumors  of  the  Rectum. 

Description:  Exhibit  consists  of  photo- 

graphs of  gross  tumors  and  microscopic 
sections  of  various  types  of  tumors. 
Metastatic  lesions  to  various  parts  of  the 
body.  Treatment,  radiation  therapy  con- 
sisting of  external  applications  of  roentgen 
and  radium  rays,  interstitial  applications  of 
gold- filtered  radon  seeds.  Special  surface 
rectal  applicators.  Snare  removal  and  fi- 
guration of  rectal  polyps.  Surgery  illus- 
trating different  forms  of  technic  for  radical 
removal  of  colon  and  rectal  cancer.  Small 
number  of  gross  specimens  and  wax 
models. 

Space  A-10 

S.  L.  Cash,  M.D.,  Department  of 
Gastroenterology,  New  York  Poly- 
clinic Medical  School  and  Hospital, 
New  York. 


A Direct  Method  of  Diagnosis  and 
Treatment  of  Peptic  Ulcer. 
Description:  The  exhibit  consists  of  x-ray 
films  of  the  stomach,  photographs  of  x-ray 
films  and  of  exudate  from  ulcers.  Also 
of  test  braids  and  tubes  and  a card  giving 
a brief  resume  of  the  procedure. 

Space  A-ll 

Charles  Murray  Gratz,  M.D.,  New 

York  Post-Graduate  Medical  School 
and  Hospital — Columbia  University, 
and  City  Hospital,  New  York. 
Fascial  Adhesions  in  Low  Back 
Pain. 

Description:  Fascial  adhesions  shown 

anatomically,  radiologically  and  histologi- 
cally; rational  of  selecting  cases  in  which 
fascial  adhesions  should  be  treated;  result 
of  treating  fascial  adhesions  over  a period 
of  three  years  with  reports;  a new  method 
of  measuring  limitation  of  motion  of  the 
back. 

The  motion  picture  in  connection  with 
this  exhibit  will  be  shown  in  the  Scientific 
Motion  Picture  Exhibit  as  follows : “Fas- 
cial Surgery,”  Tuesday  evening,  7 :00  p.m., 
and  Wednesday  morning,  9:00  a.m. 

Space  A-12 

Kanematsu  Suigiura,  M.D.,  Memorial 
Hospital,  New  York. 

Transplant  of  Animal  Tumors. 
Description : Evidence  of  direct  and  indi- 

rect actions  of  radiation  on  the  malignant 
cells. 

Space  A-13 

Jerome  M.  Lynch,  M.D.,  and  G. 
Johnson  Hamilton,  M.D.,  The 

Lynch  Clinic,  New  York  Polyclinic 
Medical  School  and  Hospital,  New 
York. 

Carcinoma  of  the  Caudal  Bowel. 
Description : The  operative  technics  used  in 
the  eradication  of  this  pathology  are  illus- 
trated by  drawings.  Lynch’s  “Simplification 
of  the  Perineal  Excision  of  the  Rectum” 
is  shown  by  an  animated  film.  The  lymphatic 
spread  in  cancer  of  the  rectum  is  depicted 
diagrammatically  and  its  relation  to  the 
operative  technic  explained.  Microphoto- 
graphs of  the  various  stages  of  cancer  in  the 
caudal  bowel  will  be  shown  and  the  Duke’s 
method  of  grading  will  be  demonstrated. 

The  motion  picture  in  connection  with 
this  exhibit  will  be  shown  in  the  Scientific 
Motion  Picture  Exhibit  as  follows:  “Ex- 
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cision  of  the  Rectum  for  Carcinoma — 
Lynch's  Simplification ” Monday  afternoon, 
2:35  p.m.,  and  Wednesday  afternoon,  4:17 

P.M. 

Space  A-14 

Ralph  E.  Herendeen,  M.D.,  Memorial 

Hospital,  New  York. 

Bone  Tumors  and  Their  Treatment 
With  X-ray. 

Description:  Effect  of  x-ray  treatment  on 

bone  tumors. 


Space  A-15 

Samuel  George  Schenck,  M.D.,  Jewish 
Hospital  of  Brooklyn,  Brooklyn. 
Congenital  Cystic  Disease  of  the 
Lung. 

Description:  Fifteen  cases  of  congenital 

cystic  disease  of  the  lung  are  shown  and 
described,  particularly  their  roentgenologi- 
cal features.  Wherever  available,  the 
pathologic  specimen  and  microphotographs 
are  exhibited.  A classification  of  con- 
genital cystic  disease  of  the  lung  is  given. 
In  conjunction  with  380  cases  found  in  the 
literature,  the  patients  are  grouped  together 
according  to  their  age  and  type  of  cyst 
found.  Charts  showing  sex,  symptoms, 
cause  of  death,  and  other  characteristics 
are  displayed.  Much  of  the  data  including 
the  classification  and  tables  are  reproduced 
in  mimeographed  copies  to  be  distributed 
to  those  interested. 


Space  A-16 

Seymour  F.  Wilhelm,  M.D.,  Beth 
Israel  Hospital,  New  York. 
Vaso-Seminal  Vesiculography. 
Description:  The  exhibit  consists  of  roent- 
genograms made  following  the  injection  of 
iodized  oil  into  the  vasa  deferentia.  Studies 
are  shown  of  normal  and  diseased  seminal 
vesicles,  as  well  as  observations  on  the 
physiology  of  the  seminiferous  tract. 


Space  A-17 

Louis  C.  Kress,  M.D.,  Division  of  Can- 
cer Control,  State  Department  of 
Health — State  Institute  for  the  Study 
of  Malignant  Disease,  Buffalo. 
Cancer. 

Description:  The  exhibit  consists  of 

transparencies  portraying  cancer  in  differ- 


ent parts  of  the  body  before  and  after 
treatment,  types  of  treatment,  photomicro- 
graphs and  end-results.  Wax  models  show 
in  realistic  manner  cancer  in  various  parts 
of  the  body. 


Space  A-18 

Mather  Cleveland,  M.D.,  and  David 
M.  Bosworth,  M.D.,  Sea  View  Hospi- 
tal, New  York. 

Tuberculosis  of  Bones  and  Joints — 
Diagnosis  and  Complications. 
Description:  X-ray  transparencies,  photo- 

graphs, photomicrographs,  pathological 
specimens  with  photoenlargements  are  dem- 
onstrated. A moving  picture  in  color 
showing  lesions  of  various  parts  in  different 
stages,  with  and  without  complicating  fac- 
tors, and  cases  rehabilitated  following 
operation  to  demonstrate  final  result  of 
joint  fusions,  will  be  shown  in  the  Scien- 
tific Motion  Picture  Exhibit,  as  follows: 
c( Tuberculosis  of  Bones  and  Joints — Diag- 
sis  — Complications  — Rehabilitation  Tues- 
day afternoon,  2:00  p.m.;  Thursday  evening, 
7 :00  p.m. 


Space  A-19 

S.  F.  Weitzner,  M.D.,  X-ray  Depart- 
ment, Morrisania  City  Hospital,  New 
York. 

Lateral  Roentgen  Pelvimetry. 
Description:  X-ray  films  will  demonstrate 

the  method  and  its  practical  application. 


Space  A-20 

William  Z.  Fradkin,  M.D.,  Jewish 

Hospital  of  Brooklyn,  New  York. 

Colitis  and  the  Diarrheas. 
Description:  (1)  Apparatus  used  at  the 

bedside.  (2)  Pathological  specimens.  (3) 
Instructive  x-ray  plates.  (4)  Classification 
of  colitis  and  the  diarrheas.  (5)  Charts 
and  models  illustrating  the  aspiration  of 
exudate  from  lesions  in  the  sigmoid  and 
rectum.  (6)  Chart  of  bacteriologic  and 
serologic  findings  in  200  cases  of  colitis  and 
diarrhea.  (7)  Value  of  blood  agglutination 
tests.  (8)  Local  therapy  in  colitis  and  the 
diarrheas.  (9)  A motion  picture  on  this 
subject  will  be  exhibited  in  the  Scientific 
Motion  Picture  Exhibit,  as  follows:  (eColitis 
and  the  Diarrheas Monday  afternoon, 
4:30  p.m.,  and  Wednesday  afternoon,  2:20 
p.m. 
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Space  A-21 

John  E.  Jennings,  M.D.,  W.  E. 
Howes,  M.D.,  Herman  Bolker, 
M.D.,  Siegfried  W.  Westing,  M.D., 
and  Staff,  Brooklyn  Cancer  Institute, 
Brooklyn,  New  York. 

Bronchial  Carcinoma. 

Description:  Presentation  of  a group  of 

cases;  synopsis  of  history  with  x-rays  of 
lesions  and  metastases;  pathological  speci- 
mens, gross  and  microscopic;  illustration 
of  surgical  and  radiological  treatment. 

Space  A-22 

Department  of  Pathology  and  Bac- 
teriology in  collaboration  with  the 
Surgical  Service  of  Chas.  Gordon 
Heyd,  M.D.,  New  York  Post-Gradu- 
ate Medical  School  and  Hospital — 
Columbia  University,  New  York. 

(1)  10,000  Operations  Tabulated  and 
Some  Unusual  Examples  Featured. 

(2)  Miscellaneous  Specimens.  (3) 
Bacteriophages  and  Their  Thera- 
peutic Uses. 

Description:  Pathological  material  obtained 
from  10,000  consecutive  operations  at  the 
New  York  Post-Graduate  Hospital,  are 
summarized  and  certain  basic  facts  re- 
vealed. Presentation  of  the  therapeutic  use 
of  bacteriophages. 

Space  A-23 

Anna  Samuelson,  M.D.,  Cardiac  Clinic 
and  Departments  of  Medicine  and 
Laboratories,  Morrisania  City  Hospi- 
tal, New  York. 

Pancreatic  Tissue  Extract  in  Cardio- 
vascular Arteriosclerosis. 

Description : Chemical,  Biochemical,  clini- 

cal and  experimental  studies  in  the  human 
and  rabbit. 

Space  A-24 

Asta  J.  Wittner,  M.D.,  and  Sophie 
Spitz,  M.D.,  Departments  of  Surgery 
and  Pathology,  New  York  Infirmary 
for  Women  and  Children,  New  York. 
Value  of  the  Endometrial  Biopsy 
as  an  Adjunct  to  a Diagnostic 
Curettage. 

Description:  A series  of  fifty  microphoto- 

graphs of  endometrial  biopsies  followed  at 
regular  intervals,  in  contrast  to  a single 
diagnostic  curettage  from  a series  of  fifty 
cases. 


Space  B-25 

R.  Franklin  Carter,  M.D.,  F.  Howard 
Westcott,  M.D.,  Fred  W.  Graef, 
M.D.,  and  James  F.  Henegan, 
D.D.S.,  Medical  Department  of  the 
New  York  Times,  New  York. 

Ten  Year  Medical  Survey,  The  New 
York  Times. 

Description : Charts,  graphs,  and  tables 

describing  the  frequency  of  various  diseases 
and  relative  costs. 

Space  B-26 

A.  Charles  Posner,  M.D.,  Department 
of  Obstetrics,  Harlem  Hospital,  New 
York. 

Puerperal  Morbidities. 

Description : The  routes  and  pathological 

processes  involved  in  puerperal  infections 
with  original  drawings,  charts,  and  out- 
line of  treatment — from  the  Obstetrical 
Service  of  Harlem  Hospital. 

Space  B-27 

Joseph  A.  Hyams,  M.D.,  Department 
of  Urology,  New  York  Post-Graduate 
Medical  School  and  Hospital — Colum- 
bia University,  New  York. 

Surgical  Disorders  of  the  Upper 
Urinary  Tract. 

Description:  The  surgical  pathology  of  the 
kidney  and  ureter,  illustrated  by  Roentgeno- 
graphic  studies  and  colored  transparencies 
of  operative  specimens. 

Space  B-28 

Frederich  W.  Williams,  M.D.,  Mor- 
risania City  Hospital,  New  York. 
Guide  for  Surgery  in  Lower  Extrem- 
ity Lesions  in  Diabetics. 

Description : Charts,  diagrams,  photos  and 

case  histories  demonstrating  the  classifica- 
tion, the  criteria,  diagnosis  (without 
instruments),  and  the  value  to  the  surgeon 
in  determining  the  level  and  procedure  to 
be  done. 

Space  B-29 

John  S.  Coulter,  M.D.,  and  Herman 
Chor,  M.D.,  Northwestern  University 
Medical  School,  Chicago,  Illinois. 
Effects  of  Electrical  Muscle  and 
Nerve  Stimulation. 

Description:  Charts,  photographs  and  his- 

tologic specimens  of  damaged  monkey 
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tissues  caused  by  severed  nerves,  demon- 
strating the  effects  of  electrical  muscle  and 
nerve  stimulation,  versus  massage  and 
active  motion. 


Space  B-30 

Gustave  Aufricht,  M.D.,  Department 
of  Plastic  Surgery,  New  York  Post- 
Graduate  Medical  School  and  Hospi- 
tal— Columbia  University,  New  York. 

Plastic  and  Reconstructive  Surgery. 
Description:  Exhibit  of  moulages  and 

photographs  of  patients,  also  diagrams 
illustrating  surgical  procedures. 

The  motion  pictures  in  connection  with 
this  exhibit  will  be  shown  in  the  Scientific 
Motion  Picture  Exhibit  as  follows : “Recon- 
struction of  the  Face  and  Neck,”  Tuesday 
morning,  9:30  a.m.;  “Combined  Plastic 
Operation  for  Prominent  Nose  and  Re- 
ceding Chin,”  Tuesday  afternoon,  5:16 
p.m.,  and  Thursday  morning,  10:10  a.m.; 
“Mamma plastic  Operation,”  Tuesday  eve- 
ning, 8 :16  p.m.  “Construction  of  New  Era  for 
Congenital  Absence,”  Monday  afternoon, 
4:47  p.m.,  and  Wednesday  afternoon,  3:37 
p.m.;  “Correction  of  Saddle  Nose  by  Use 
of  Nasal  Tissue  Only,”  Monday  morning, 
9:00  a.m. 


Space  B-31 

John  S.  Labate,  M.D.,  College  of 
Medicine,  New  York  University,  and 
Obstetrical  and  Gynecological  Service, 
Bellevue  Hospital,  New  York. 

The  Anatomy  of  the  Abdominal  and 
Pelvic  Sympathetic  Nervous  System. 
Description:  Casts  of  human  dissections 

in  adults  and  infants  showing  the  main 
abdominal  and  pelvic  sympathetic  plexi. 
Special  attention  is  given  to  the  superior 
hypogastric  plexus  (presacral  nerve). 
Drawings  of  the  dissections  will  also  be 
exhibited. 

Space  B-32 

Edward  Levy,  M.D.,  Anatomic  Labora- 
tory, College  of  Medicine,  New  York 
University,  New  York. 

Fundamentals  in  Proctology. 
Description : Sections  of  pelves : male, 

female — newborn  and  adult.  Dissections  of 
perineum — male,  female ; anatomic  spaces  of 
surgical  interest  shown  by  diagram,  photo- 
graph and  specimen.  Pelvic  nervous 
system. 


Space  B-33 

Jacob  Sarnoff,  M.D.,  Israel  Zion  Hospi- 
tal, New  York. 

Plastic  Surgery. 

Description : The  exhibit  consists  of  life 

size  models  of  the  before  and  after  of 
plastic  surgery,  with  transparencies  and 
diagrams  of  plastic  operations  of  the  nose, 
ears,  face,  breasts  and  deforming  scars. 

The  motion  pictures  in  connection  with 
this  exhibit  will  be  shown  in  the  Scientific 
Motion  Picture  Exhibit  as  follows:  “Nasal 
Plastic,”  Monday  afternoon,  2:00  p.m.,  and 
Tuesday  morning,  10:45  a.m.;  “Breast 

Plastic,”  Monday  evening,  7:45  p.m..  and 
Wednesday  afternoon,  4 :27  p.m.  ; “Disease 
of  the  Breast,”  Tuesday  morning,  9:00 
a.m.,  and  Thursday  afternoon,  2 :00  p.m.  ; 
“Uterine  Fibroids,”  Tuesday  morning,  9:15 
a.m.,  and  Thursday  morning,  9:55  a.m.; 
“Torek  Orchidopexy,”  Tuesday  afternoon, 
5:01  p.m.,  and  Thursday  afternoon,  2:15 
p.m.;  “Intussusception  and  Bobby  Pin  in 
Duodenum,”  Tuesday  afternoon,  3 :46  p.m., 
and  Thursday  morning,  9:40  a.m. 

Space  B-34 

J.  K.  Cline,  M.D.,  and  Norman 
Jolliffe,  M.D.,  Department  of  Medi- 
cine, College  of  Medicine  New  York 
University,  the  Psychiatric  Medical 
Service  of  the  Third  Medical  Division 
of  Bellevue  Hospital,  and  the  Merck 
Research  Institute,  New  York. 

Chemical  and  Clinical  Studies  of 
Vitamin  B lm 

Description:  A demonstration  of  a chemi- 

cal method  for  the  determination  of 
Vitamin  B j in  the  urine ; charts  showing 
variations  in  the  daily  urinary  output,  cor- 
related with  the  dietary  intake  of  Vitamin 

B i- 

Space  B-35 

Hermann  Fischer,  M.D.,  Lenox  Hill 
Hospital,  New  York. 

Models  of  Pathological  Specimens. 
Description:  Models  of  pathological  speci- 

mens made  by  Dr.  Fischer  for  the  Educa- 
tional Department  of  Lenox  Hill  Hospital. 

Space  B-36 

John  P.  Stump,  M.D.,  Orthopedic  and 
Arthritis  Clinics,  New  York  Post- 
Graduate  Medical  School  and  Hospi- 
tal— Columbia  University,  New  York. 
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The  Progression  of  Deformities  in 
Arthritis. 

Description:  Photographs  of  a normal  in- 

dividual, posed  in  various  stages  of 
deformity,  imitating  the  manner  in  which 
a mild,  simple  arthritic  deformity  progresses 
to  a serious,  complex  one.  Comparison  is 
made  with  photographs  of  actual  arthritic 
patients,  demonstrating  the  essential  points 
of  the  exhibit. 

Space  B-37 

Theodore  Neustaedter,  M.D.,  The 

Endocrine  Clinic  and  Laboratory, 
Department  of  Gynecology,  New  York 
Post-Graduate  Medical  School  and 
Hospital — Columbia  University,  New 
York. 

Endometrial  Examination  by  the 
Biopsy  Method. 

Description:  The  exhibit  consists  of  photo- 
micrographs of  endometrial  specimens 
obtained  by  biopsy.  One  group  of  photo- 
graphs picture  the  various  changes  in  the 
endometrium  during  a normal  menstrual 
cycle;  a second  group  illustrates  the  ab- 
normal changes  which  occur  in  the  various 
menstrual  endocrinopathies ; a third  group 
illustrates  changes  in  human  castrate  en- 
dometrium produced  by  organotherapy. 

Space  C-38 

Edward  F.  Hartung,  M.D.,  John  D. 
Currence,  M.D.,  and  Miss  Margaret 
Straub  Neil,  New  York  Post-Gradu- 
ate Medical  School  and  Hospital — 
Columbia  University,  New  York. 

Social  Aspects  of  Chronic  Rheu- 
matism. 

Description : This  exhibit  demonstrates  the 
incidence,  the  economic  loss,  the  importance 
of  early  treatment,  the  great  number  of  pa- 
tients not  under  medical  supervision,  the 
lack  of  hospital  facilities  for  this  disease, 
and  what  can  be  done  with  proper  facilities. 

Space  C-39 

William  H.  Meyer,  M.D.,  Department 
of  Radiology,  New  York  Post-Gradu- 
ate Medical  School  and  Hospital — 
Columbia  University,  New  York. 

A System  of  Radiation  Therapy. 
Description:  The  selection  of  the  proper 

ray  quality  for  each  type  and  location  of 
lesion  is  as  important  as  the  “r”  dose  in- 


tensity. In  the  treatment  of  lesions  at 
various  depths,  the  selection  of  ray  quality 
should  be  such  that  the  greatest  absorption 
occurs  at  the  site  of  the  lesion.  It  is  equally 
important  to  avoid  such  overdosage  that 
damage  of  the  deeper  lying  tissues  might 
result. 

It  is  well  to  remember  that  the  “r”  dose 
is  a physical  measure  and  varies  not  only 
by  change  of  ray  quality,  but  markedly  so 
by  variations  in  the  size  of  the  portal, 
the  intensity  of  dose  administration,  as  well 
as  the  rhythm  of  dose  application. 

Space  C-40 

Ruth  Morris  Bakwin,  M.D.,  and 
Harry  Bakwin,  M.D.,  New  York 
University  — Bellevue  Hospital,  and 
New  York  Infirmary  for  Women  and 
Children,  New  York. 

Growth  Studies  in  Health  and 
Disease. 

Description:  Charts  showing  growth  in 

normal  children  and  children  with  various 
diseases — intestinal  intoxication,  eczema, 
rheumatic  heart  disease. 


Space  C-41 

Elaine  P.  Ralli,  M.D.,  and  Harold 
Brandalene,  M.D.,  College  of  Medi- 
cine New  York  University,  Depart- 
ment of  Medicine,  and  Third  Medical 
Division  of  Bellevue  Hospital,  New 
York. 

The  Effect  of  Application  of  Cod 
Liver  Oil  on  Foot  Ulcers  in  Diabetic 
Patients. 

Description : Photographs  of  ulcers  of  the 

feet  in  patients  with  diabetes  mellitus  be- 
fore and  after  the  application  of  cod  liver 
oil.  Twenty-one  patients  were  treated  in 
this  manner,  and  eleven  controls  were 
observed. 

Space  C-42 

Harry  C.  W.  S.  de  Brun,  M.D.,  New 

York  Polyclinic  Medical  School  and 
Hospital,  New  York. 

The  Treatment  of  Fractures  of  the 
Metacarpal  Bones. 

Description : Two  charts  illustrating  the 

deformity,  reduction,  and  immobilization 
of  metacarpal  fractures.  A simple  moulded 
plaster  splint  with  wire  tractor  illustrated. 
Open  reduction  illustrated.  Splints 
exhibited. 
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Space  C-43 

Aaron  Sumner  Price,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hospi- 
tal, New  York. 

The  Laughlen  Test  for  Syphilis. 
Description : A new  and  accurate  test  for 

syphilis.  The  reagent  is  a modified  Kahn 
antigen,  but  the  technic  has  been  simplified 
to  be  adaptable  to  small  laboratories  or 
office  use.  Time  required  for  test  is  ten 
minutes.  Demonstration  of  technic  and 
charts. 

Space  C-44 

Henry  C.  Falk,  M.D.,  Gynecological 
Service,  Harlem  Hospital,  New  York. 

The  Infected  Abortion. 

Description : Drawings  in  color  showing 

various  types  of  postabortal  infection;  paths 
by  which  infection  travels ; lesions  pro- 
duced by  the  various  types  of  infection ; 
methods  of  recognizing  the  various  types, 
showing  typical  temperature  charts  and  a 
description  of  the  management  of  various 
types. 

Space  C-45 

James  F.  Hart,  M.D.,  and  James  R. 
Lisa,  M.D.,  Welfare  Island  City 
Hospital,  New  York. 

Histogenesis  of  Hepatic  Cirrhosis. 
Description : Diagrams  illustrating  the 

changes  in  the  liver  following  injury  from 
hepatotoxic  agents  supplemented  with 
photographs  and  photomicrographs. 

Space  C-46 

Samuel  Weiss,  M.D.,  William  B. 
Rawls,  M.D.,  and  Vera  L.  Collins, 
M.D.,  New  York  Polyclinic  Medical 
School  and  Hospital,  New  York. 

Liver  Function  in  Rheumatoid 
(Chronic  Infectious)  Arthritis. 
Description : The  present  study  was  made 

to  determine  whether  the  liver  plays  an 
important  role  in  arthritic  states.  It  is 
based  on  100  cases  (1932-1937)  studied 
at  the  Gastroenterological  and  Arthritis 
clinics  of  the  New  York  Polyclinic  Medical 
School  and  Hospital. 

Space  C-47 

Leo  Wilson,  M.D.,  and  Raphael 
Kurzrok,  M.D.,  Morrisania  City 
Hospital,  New  York. 


Primary  Amenorrhea  Due  to  Con- 
genital Nonfunction  of  the  Ovaries. 
Description:  Photographs  and  roentgeno- 

grams illustrating  the  growth  of  the  breasts 
and  genitalia  following  estrone  therapy. 
Description  of  clinical  and  hormone  find- 
ings before  and  after  treatment.  End  re- 
sults and  their  significance. 

Space  C-48 

Arthur  A.  Knapp,  M.D.,  and  S.  N. 
Blackberg,  Ph.D.,  Department  of 
Pharmacology,  Columbia  University, 
New  York. 

Normal  Fundus  Oculi  of  Experi- 
mental Animals. 

Description:  Colored  drawings  of  ocular 

fundi  of  experimental  animals  will  be  ex- 
hibited. The  animals  include  macacus 
rhesus  and  ringtailed  monkeys,  rat,  cat, 
dog,  sheep,  guinea  pig,  horse,  pigeon,  and 
ferret. 

Space  C-49 

Sigmund  Epstein,  M.D.,  Bronx  Hospi- 
tal, New  York. 

Transportation  of  the  Sick  and 
Wounded  in  History  and  Art. 
Description:  One  hundred  or  more  prints, 

tracing  the  art  history  of  the  litter,  the 
stretcher  and  the  ambulance. 

Space  C-50 

Division  of  Syphilis  Control,  State 
Department  of  Health,  Albany. 

Syphilis  Control. 

Description : Photographs  and  text  show- 

ing the  roles  of  the  physician,  laboratory, 
local  health  officer,  and  State  Department 
of  Health  in  the  control  of  syphilis. 

Space  C-51 

Dr.  Ralph  Muckenfuss  and  Dr.  W.  D. 
Sutliff,  Bureau  of  Laboratories,  New 
York  City  Department  of  Health. 
Pneumonia  Control. 

Description : Method  of  pneumococcus 

typing  for  use  of  therapeutic  serum  in 
pneumonia ; serums  available ; method  of  use 
and  results  obtained. 

Space  C-52 

Dr.  A.  B.  Wadsworth,  New  York  State 
Department  of  Health,  Albany. 

New  Diagnostic  Procedures  for  In- 
fectious Diseases. 
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Description:  Methods  employed  by  the 

Laboratory  of  the  State  Department  of 
Health  for  diagnosis  of  venereal  diseases 
and  of  enteric  infections. 

* * * 

The  following  exhibits  consist  of  motion 
pictures  only.  These  will  be  shown  in  the 
Scientific  Motion  Picture  Exhibit.  Refer 
to  motion  picture  schedule. 

Exhibit  53 

Herbert  C.  Chase,  M.D.,  New  York 
Polyclinic  Medical  School  and  Hospi- 
tal, New  York. 

Carcinoma  of  the  Breast. 

Description : A postgraduate  teaching 

sound  film  in  color  covering  the  incidents, 
diagnosis,  deferential  classification,  and 
pathology  of  carcinoma  of  the  breast.  The 
evolution  of  the  radical  operation  from  the 
time  of  Hippocrates  and  the  present  day 
radical  operation  is  depicted. 

The  film  will  be  shown  in  the  Scientific 
Motion  Picture  Exhibit  as  follows : Mon- 

day evening,  8:00  p.m.  ; Wednesday  morn- 
ing, 10:20  a.m.;  Thursday  afternoon,  4:55 

P.M. 

Exhibit  54 

Samuel  L.  Siegler,  M.D.,  Brooklyn 
Women’s  Hospital,  Brooklyn,  N.  Y. 


Sterility — Its  Causes,  Investigation, 
and  Treatment. 

Description:  A motion  picture  in  color 

portraying  the  subject  matter  by  means  of 
legends,  animation,  drawings,  and  x-ray. 
Both  the  male  and  female  factors  are 
included. 

The  film  will  be  shown  in  the  Scientific 
Motion  Picture  Exhibit  as  follows : Mon- 
day morning,  10:00  a.m.;  Wednesday 

afternoon,  5 :02  p.m.  ; Thursday  afternoon, 
3:55  p.m. 

Exhibit  55 

H.  Harold  Gelfand,  M.D.,  Gouverneur 
Hospital,  New  York. 

Clinical  Manifestations  of  Allergy. 

Description : Pollen  Allergy ; botanical, 

clinical.  Diagnosis  and  treatment. 

The  film  will  be  shown  in  the  Scientific 
Motion  Picture  Exhibit  as  follows : Mon- 

day afternoon,  3:30  p.m.,  and  Wednesday 
afternoon,  2:37  p.m. 

Space  AA 

New  York  and  Brooklyn  Regional  Frac- 
ture Committee,  New  York. 

Present  Day  Methods  of  Fracture 
Treatment. 

Description:  Wall  posters  and  transparen- 
cies : demonstration  of  traction-suspension 
apparatus,  and  methods  of  transportation  of 
spine  and  extremity  fractures. 
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Waldorf-Astoria  Hotel,  May  9-12 


Place  of  Showing:  Empire  Room 


Monday  Morning 

9:00  a.m.  Correction  of  Saddle  Nose  by 
Use  of  Nasal  Tissues  Only. 
9:30  a.m.  Varicose  Veins. 

9:45  a.m.  Serial  Uterosalpingography. 
10:00  a.m.  Sterility:  Its  Causes,  Investiga- 
tion and  Treatment. 

11:00  a.m.  Standard  Obstetrical  Routine. 
12:10  p.m.  Treatment  of  Asphyxia  Neona- 
torum. 

12 :30  p.m.  Care  of  the  Premature  Infant. 
12 :55  p.m.  Morning  show  terminates. 

Monday  Afternoon 
2 :00  p.m.  Nasal  Plastic. 

2:15  p.m.  Advanced  Carcinoma  of  the  Ear 
with  Plastic  Repair. 


2:25  p.m. 

2:35  p.m. 

2:45  p.m. 

3:05  p.m. 

3:30  p.m. 

4:30  p.m. 
4:47  p.m. 

5 :2 7 p.m. 
5 :47  p.m. 

6:05  p.m. 


Recurrent  Carcinoma  of  the 
Rectum. 

Excision  of  the  Rectum  for  Car- 
cinoma— Lynch’s  Simplification. 
Thoracoplasty — Semb  Modifica- 
tion. 

Management  of  the  Hypertro- 
phied Nose. 

Clinical  Manifestations  of  Al- 
lergy. 

Colitis  and  the  Diarrheas. 
Construction  of  New  Ear  for 
Congenital  Absence. 
Interposition  of  Uterus. 
Technical  Aspects  of  Intravenous 
Serum  Therapy  of  Pneumonia. 
Afternoon  show  terminates. 
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Monday  Evening 

7 :00  p.m.  Total  Laryngectomy  for  Car- 
cinoma of  the  Larynx. 

7 :45  p.m.  Breast  Plastic. 

8:00  p.m.  Carcinoma  of  the  Breast. 

9:30  p.m.  Pyelotomy  for  Calculus. 

9:45  p.m.  A New  Day. 

9 :56  p.m.  Evening  show  terminates. 


9 :45  a.m.  Serial  Uterosalpingography. 

10:00  a.m.  Treatment  of  Asphyxia  Neona- 
torum. 

10 :20  a.m.  Carcinoma  of  the  Breast. 

11:50  a.m.  Total  Laryngectomy  for  Car- 
cinoma of  the  Larynx. 

12:35  p.m.  Management  of  the  Hypertro- 
phied Nose. 

1 :00  p.m.  Morning  show  terminates. 


Tuesday  Morning 

9 :00  a.m.  Disease  of  the  Breast. 

9:15  a.m.  Uterine  Fibroids. 

9:30  a.m.  Reconstruction  of  the  Face  and 
Neck. 

10:30  a.m.  Pyelotomy  for  Calculus. 

10:45  a.m.  Nasal  Plastic. 

11:00  a.m.  Schede  Operation  for  Residual 
Pleural  Cavity. 

1 1 :20  a.m.  Abdomino-Perineal  Resection. 

12 :00  m.  Restoration  for  Sub-Total  Loss 
of  Nose. 

12:30  p.m.  Tuberculosis  in  Childhood. 

12 :40  p.m.  Epidemic  Meningitis  in  Infancy. 

12:58  p.m.  Morning  show  terminates. 

Tuesday  Afternoon 

2:00  p.m.  Tuberculosis  of  Bones  and 
Joints — Diagnosis  — Complica- 
tions— Rehabilitation. 

3 :00  p.m.  Allergy. 

3 :46  p.m.  Intussusception  and  Bobby  Pin 
in  Duodenum. 

4 :01  p.m.  Management  of  the  Flop  Ear. 

4:11  p.m.  Esophageal  Diverticulum. 

4:31  p.m.  Roentgenographical  Diagnosis 
in  Gynecology. 

5 :01  p.m.  Torek  Orchidopexy. 

5:16  p.m.  Combined  Plastic  Operation  for 
Prominent  Nose  and  Receding 
Chin. 

5 :46  p.m.  A New  Day. 

5 :57  p.m.  Afternoon  show  terminates. 


Wednesday  Afternoon 

2 :00  p.m.  Advanced  Carcinoma  of  the  Ear 
with  Plastic  Repair. 

2:10  p.m.  Recurrent  Carcinoma  of  the 
Rectum. 

2:20  p.m.  Colitis  and  the  Diarrheas. 

2 :37  p.m.  Clinical  Manifestations  of  Al- 
lergy. 

3 :37  p.m.  Construction  of  New  Ear  for 
Congenital  Absence. 

4:17  p.m.  Excision  of  the  Rectum  for  Car- 
cinoma— Lynch’s  Simplification. 
4:27  p.m.  Breast  Plastic. 

4:42  p.m.  Interposition  of  the  Uterus. 

5:02  p.m.  Sterility:  Its  Causes,  Investiga- 
tion and  Treatment. 

6:02  p.m.  Afternoon  show  terminates. 

Wednesday  Evening 

7 :00  p.m.  Epidemic  Meningitis  in  Infancy. 
7:18  p.m.  Thoracoplasty — Semb  Modifica- 
tion. 

7 :38  p.m.  Standard  Obstetrical  Routine. 
8:48  p.m.  Technical  Aspects  of  Intravenous 
Serum  Therapy  of  Pneumonia. 
9:06  p.m.  Syphilis. 

10:36  p.m.  A New  Day. 

10:47  p.m.  Man  Against  Microbe. 

11:02  p.m.  Evening  show  terminates. 

Thursday  Morning 


Tuesday  Evening 


7 :00  p.m. 
7 :30  p.m. 
8:10  p.m. 
8:30  p.m. 
10:00  p.m. 


Fascial  Surgery. 

Blood  Transfusion. 
Mammaplastic  Operation. 
Syphilis. 

Evening  show  terminates. 


Wednesday  Morning 

9:00  a.m.  Fascial  Surgery. 
9:30  a.m.  Varicose  Veins. 


9:00  a.m.  Abdomino-Perineal  Resection. 

9:40  a.m.  Intussusception  and  Bobby  Pin 
in  Duodenum. 

9:55  p.m.  Uterine  Fibroids. 

10:10  a.m.  Combined  Plastic  Operation  for 
Prominent  Nose  and  Receding 
Chin. 

10:40  a.m.  Roentgenographical  Diagnosis 
in  Gynecology. 

11:10  a.m.  Esophageal  Diverticulum. 

1 1 :30  a.m.  Allergy. 

12:16  p.m.  Management  of  the  Flop  Ear. 
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12:26  p.m.  Blood  Transfusion. 

1 :06  p.m.  Morning-  show  terminates. 

Thursday  Afternoon 

2:00  p.m.  Disease  of  the  Breast. 

2:15  p.m.  Torek  Orchidopexy. 

2:30  p.m.  Tuberculosis  in  Childhood. 

2:40  p.m.  Care  of  the  Premature  Infant. 

3 :05  p.m.  Restoration  for  Sub-Total  Loss 
of  Nose. 

3 :35  p.m.  Schede  Operation  for  Residual 
Pleural  Cavity. 

3 :55  p.m.  Sterility : Its  Causes,  Investiga- 
tion and  Treatment. 

4:55  p.m.  Carcinoma  of  the  Breast. 

6:25  p.m.  Afternoon  show  terminates. 

Thursday  Evening 

7 :00  p.m.  Tuberculosis  of  Bones  and 
Joints — Diagnosis  — Complica- 
tions— Rehabilitation. 

8 :00  p.m.  Technical  Aspects  of  Intravenous 
Serum  Therapy  of  Pneumonia. 

8:18  p.m.  A New  Day. 

8 :29  p.m.  Syphilis. 

9:59  p.m.  Man  Against  Microbe. 

10:14  p.m.  Evening  Show  terminates. 

Motion  Picture  Exhibitors 

American  Medical  Association  : Syphilis. 

Gustave  Aufricht,  M.D.:  1.  Reconstruc- 
tion of  the  Face  and  Neck. 

2.  Combined  Plastic  Operation  for  Prom- 
inent Nose  and  Receding  Chin. 

3.  Mammaplastic  Operation. 

4.  Construction  of  New  Ear  for  Con- 
genital Absence. 

5.  Correction  of  Saddle  Nose  by  Use  of 
Nasal  Tissues  Only. 

Blood  Transfusion  Betterment  Associa- 
tion : Blood  Transfusion. 

Robert  E.  Buckley,  M.D.:  Total  Laryngec- 
tomy for  Carcinoma  of  the  Larynx. 

Herbert  C.  Chase,  M.D. : Carcinoma  of  the 
Breast. 

Tibor  de  Cholnoky,  M.D.:  1.  Advanced 
Carcinoma  of  the  Ear  with  Plastic 
Repair. 

2.  Recurrent  Carcinoma  of  the  Rectum. 

Mather  Cleveland,  M.D.,  David  M.  Bos- 
worth,  M.D.,  B.  M.  Bosworth,  M.D.: 
Tuberculosis  of  Bones  and  Joints — 
Diagnosis — Complications — Rehabilita- 
tion. 


William  M.  Cooper,  M.D. : Varicose  Veins. 

Louis  R.  Davidson,  M.D. : 1.  Thoracoplasty 
— Semb  Modification.  2.  Schede  Opera- 
tion for  Residual  Pleural  Cavity. 

John  Duff,  M.D. : Pyelotomy  for  Cal- 
culus. 

William  Z.  Fradkin,  M.D. : Colitis  and 
the  Diarrheas. 

H.  Harold  Gelfand,  M.D. : Clinical  Mani- 
festations of  Allergy. 

Charles  Murray  Gratz,  M.D. : Fascial 
Surgery. 

Mortimer  N.  Hyams,  M.D. : Serial  Uter- 
osalpingography. 

Julius  Jarcho,  M.D. : Roentgenographical 
Diagnosis  in  Gynecology. 

Frank  Lahey,  M.D. : 1.  Esophageal  Di- 
verticulum. 

2.  Interposition  of  Uterus. 

3.  Abdomino-Perineal  Resection. 

Jerome  M.  Lynch,  M.D. : Excision  of  the 
Rectum  for  Carcinoma — Lynch’s  Sim- 
plification. 

Mead  Johnson  & Company,:  1.  Tuber- 
culosis in  Childhood. 

2.  Epidemic  Meningitis  in  Infancy. 

3.  Allergy. 

4.  Care  of  the  Premature  Infant. 

The  Mennen  Company:  Standard  Obstet- 
rical Routine. 

Metropolitan  Life  Insurance  Company: 

1.  Man  Against  Microbe. 

2.  A New  Day. 

New  York  State  Department  of  Health, 
Division  of  Pneumonia  Control: 
Technical  Aspects  of  Intravenous 
Serum  Therapy  of  Pneumonia. 

Henry  Rascoff,  M.D. : Treatment  of  As- 
phyxia Neonatorum. 

Jacob  Sarnoff,  M.D. : 1.  Nasal  Plastic. 

2.  Breast  Plastic. 

3.  Disease  of  the  Breast. 

4.  Uterine  Fibroids. 

5.  Torek  Orchidopexy. 

6.  Intussusception  and  Bobby  Pin  in 
Duodenum. 

Samuel  L.  Siegler,  M.D. : Sterility:  Its 
Causes,  Investigation  and  Treatment. 

C.  R.  Straatsma,  M.D. : 1.  Restoration  for 
Sub-Total  Loss  of  Nose. 

2.  Management  of  the  Hypertrophied 
Nose. 

3.  Management  of  the  Flop  Ear. 


Technical  Exhibits 


One  of  the  features  of  the  coming 
Annual  Meeting  is  the  unprecedented 
number  of  exhibitors  participating  in  the 
Technical  Exhibits.  Never  before  has 
this  Society,  or  any  other  State  Medical 
Society,  had  such  a diversified  and  large 
number  of  technical  exhibitors  reserving 
space  to  display  their  products  and 
services. 

It  is  needless  to  suggest  that  every 
member  attending  the  132nd  Annual 
Meeting  should  take  time  to  see  each 
exhibit. 

The  past  has  shown  that  practically 
no  one  misses  the  opportunity  to  in- 
spect new  products  and  equipment,  and 
to  familiarize  themselves  with  services 
useful  to  the  medical  and  surgical  prac- 
titioner. The  Technical  Exhibits  enjoy, 
along  with  other  features  of  an  Annual 


Meeting,  a constantly  increasing  attend- 
ance each  year. 

In  addition  to  the  many  who  are  con- 
stant exhibitors  at  Annual  Meetings  of 
the  Medical  Society  of  the  State  of  New 
York,  will  be  found  many  friends  who 
have  been  serving  the  medical  profession 
for  years,  but  for  the  first  time  are  mak- 
ing it  possible  for  the  physician  to  become 
a little  more  familiar  with  their  products 
or  services  at  a convenient  time. 

For  the  benefit  of  members  with  office 
hours  which  do  not  permit  spending 
much  time  at  the  meeting  during  the 
morning  or  afternoon,  as  well  as  for  the 
busy  delegate,  the  exhibit  rooms  will  be 
open  until  10:30  p.m.  on  Tuesday. 

The  following  list  shows  the  impressive 
number  of  outstanding  concerns  partici- 
pating in  the  1938  Annual  Meeting: 


Aceon  Oxygen  & Ambulance  Service  Inc. 

New  York 

Adlanco  X-Ray  Corp New  York 

Allergia  Products  Co Newton,  Mass. 

American  Hospital  Supply. ..  .Chicago,  111. 

American  Safety  Razor  Corp Brooklyn 

Arch  Corrector  Corp Brooklyn 

The  Arlington  Chemical  Co Yonkers 

Bard-Parker  Co.  Inc Danbury,  Conn. 

Barr  Laboratories,  Inc New  York 

Rudolph  Beaver,  Inc Waltham,  Mass. 

Becton,  Dickinson  & Co..  .Rutherford,  N.  J. 

J.  Beeber  Co New  York 

Bell  & Howell  Co Chicago,  111. 

Benjamin  Shoes  Inc New  York 

Bilhuber-Knoll  Corp Jersey  City,  N.  J. 

The  Borden  Co New  York 

Brooklyn  Hospital  Equip.  Co New  York 

The  Burdick  Corp Milton,  Wis. 

Burroughs  Wellcome  & Co.  Inc.. New  York 
Cambridge  Instrument  Co.  Inc. ..New  York 

Cameron  Heartometer  Co Chicago,  111. 

Cameron  Surgical  Specialty  Co..  .New  York 

S.  H.  Camp  & Co Jackson,  Mich. 

Campbell  Electric  Corp New  York 

Chappel  Brothers Rockford,  111. 

Cheplin  Biological  Lab.  Inc Syracuse 


Ciba  Pharmaceutical  Products,  Inc. 

Summit,  N.  J. 

Clay-Adams  Co New  York 

Cochrane  Physician’s  Supplies.  .New  York 

The  Coward  Shoe,  Inc New  York 

Crescent  Surgical  Sales  Co.  Inc..  New  York 

Crookes  Laboratories,  Inc New  York 

Cutter  Laboratories Chicago,  111. 

Dairymen’s  League  Cooperative  Association, 

Inc New  York 

Davies,  Rose  & Co.  Ltd Boston,  Mass. 

R.  B.  Davis  Sales  Co Hoboken,  N.  J. 

Dictograph  Products  Co.  Inc... New  York 

The  Doak  Co Cleveland,  Ohio 

The  Doctor’s  Printery,  Inc Brooklyn 

The  Drug  Products  Co.  Inc. 

Long  Island  City 
H.  E.  Dubin  Laboratories,  Inc... New  York 
Duke  Laboratories,  Inc. . . . Long  Island  City 
E & J Resuscitator  & Inhalator) 

E & J Company  of  N.  Y J ' ew  °r 

H.  G.  Fischer  & Co New  York 

Foregger  Co.  Inc New  York 

Form  Publishing  Co New  York 

E.  Fougera  & Co New  York 

Fryxell  & Hill New  York 

Gastro-Photor  Laboratories New  York 
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General  Electric  X-Ray  Corp. . . Chicago,  111. 

Gerber  Products  Co Fremont,  Mich. 

The  Gevaert  Co.  of  America  Inc.. New  York 

Graybar  Electric  Co New  York 

Guarantee  Truss  Co New  York 

Hanovia  Chemical  & Mfg.  Co Newark 

Harold  Surgical  Corp New  York 

Fred  Haslam  & Co.  Inc Brooklyn 

The  Heidbrink  Co Minneapolis,  Minn. 

H.  J.  Heinz  Co Pittsburgh,  Pa. 

Hellige,  Inc Long  Island  City 

High  Tension  Corp New  York 

Hoffmann-La  Roche,  Inc Nutley,  N.  J. 

Holland-Rantos  Co.  Inc New  York 

Hospital  Liquids,  Inc New  York 

Hynson,  Westcott  & Dunning,  Inc. 

Baltimore,  Md. 
Jetter  & Scheerer  Products,  Inc.. New  York 
Jones  Metabolism  Equipment  Co. .New  York 
K & B Electrical  Equipment  Co.. New  York 
Kalak  Water  Company  of  New  York,  Inc. 

New  York 

Kelley-Koett  Manufacturing  Co.. New  York 


Lea  & Febiger Philadelphia,  Pa. 

Lederle  Laboratories,  Inc New  York 

Lepel  High  Frequency  Lab.,  Inc.  .New  York 

Libby,  McNeill  & Libby Chicago,  111. 

Liebel-Flarsheim  Co Cincinnati,  Ohio 

J.  B.  Lippincott  Co Philadelphia,  Pa. 

The  Macmillan  Co New  York 

Mallinckrodt  Chemical  Works... New  York 

McIntosh  Electrical  Corp Chicago,  111. 

T.  H.  McKenna  Inc New  York 

Mead  Johnson  & Co Evansville,  Ind. 

The  Mennen  Co Newark,  N.  J. 

Merck  & Co.  Inc Rahway,  N.  J. 

E.  B.  Meyrowitz  Surgical  Instrument  Co. 

Inc New  York 

Philip  Morris  & Co New  York 

C.  V.  Mosby  Co St.  Louis,  Mo. 

Murley-Rolleston  Corp New  York 


Mutual  Pharmacal  Co.  Inc Syracuse 

The  National  Drug  Co.. .. Philadelphia,  Pa. 

National  Electric  X-Ray  Co New  York 

Thomas  Nelson  & Sons New  York 

New  York  Medical  Exchange. . . .New  York 
New  York  Physicians’  Mutual  Aid  Ass’n. 


New  York  State  Pharmaceutical  Association 

Nichols  Nasal  Syphon  Inc New  York 

The  Nursing  Bureau  of  Manhattan  & 

Bronx,  Inc New  York 

Oxford  University  Press New  York 

Oxygen  Therapy  Service,  Inc... New  York 

The  E.  L.  Patch  Co Boston,  Mass. 

Pediforme  Shoe  Co New  York 

The  Pelton  & Crane  Co Detroit,  Mich. 

Pervel  Corporation New  York 

Petrolagar  Laboratories,  Inc..  .Chicago,  111. 
Pfau’s  American  Instrument  Co. .New  York 

Pharmax  Sales  Corp New  York 

Philips  Metalix  Corp Mt.  Vernon 

Photographic  Fair New  York 

Physicians’  Home New  York 

M.  B.  Picker  Corp New  York 

The  Picker  X-Ray  Corp New  York 

Pistany  Spa  Information New  York 

The  Pomeroy  Co New  York 

Professional  Printing  Co New  York 

Prometheus  Electric  Corp New  York 

Radium  Chemical  Co.  Inc New  York 

Radium  Emanation  Corp New  York 

Ralston  Purina  Co St.  Louis,  Mo. 

Rare  Chemicals  Inc Nepera  Park,  N.  Y. 

Riedel-de  Haen,  Inc New  York 

E.  J.  Rose  Manufacturing  Co.. . .New  York 

Ross  Equipment  Co.  Inc New  York 

The  Sanborn  Co Cambridge,  Mass. 

Sandoz  Chemical  Works,  Inc. ...New  York 
Saratoga  Springs  Authority 

Saratoga  Springs 

Sphering  Corp Bloomfield,  N.  J. 

J.  Sklar  Manufacturing  Co Brooklyn 

S.  M.  A.  Corporation Cleveland,  Ohio 

Smith  & Nephew,  Inc New  York 

Smith,  Kline  & French  Lab ...  Philadelphia 
C.  M.  Sorensen  Co.  Inc. . . . Long  Island  City 

E.  R.  Squibb  & Sons New  York 

Standard  X-Ray  Co...; New  York 

Sterisol  Ampoule  Corp. ..Long  Island  City 
R.  J.  Strasenburgh  Co. ...  Rochester,  N.  Y. 

The  Sun-Rayed  Co Frankfort,  Ind. 

Hugh  Tebault  & Co New  York 

Charles  C.  Thomas Springfield,  111. 

( Continued  on  next  page) 
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George  Tiemann  & Co New  York 

U.  M.  A.  Incorporated New  York 

United  Fruit  Co New  York 

Vegex,  Inc New  York 


Wallace  & Tiernan  Products  Inc. 

Belleville,  N.  J. 
Wegner  L-anning  Corporation.  .Sodus,  N.  Y. 
Westinghouse  X-Ray  Co.  Inc. 

Long  Island  City 


White  Laboratories Newark,  N.  J. 

Wilmot-Castle  Co Rochester,  N.  Y. 

Winthrop  Chemical  Co New  York 

Wisconsin  Alumni  Research  Foundation 

Madison,  Wis. 

William  Wood  & Co Baltimore,  Md. 

Worcester  Salt  Co New  York 

John  Wyeth  & Brother,  Inc. 

Philadelphia,  Pa. 


PROGRAM  OF  THE  WOMAN’S  AUXILIARY 

Mrs.  Francis  R.  Irving,  President  Mrs.  Edwin  A.  Griffin,  Convention  Chairman 

Convention  Headquarters,  Hotel  Waldorf-Astoria,  New  York  City 


All  Doctors’  wives  will  please  register  at 
Registration  Desk,  Carpenter  Suite. 

All  Doctors’  wives,  whether  members  of 
a Woman’s  Auxiliary  to  a County  Medical 
Society  or  not,  are  cordially  invited  to  par- 
ticipate in  all  parts  of  the  program. 

Monday,  May  9 

9:00  a.m.  Registration  of  Delegates, 
Carpenter  Suite. 

Mrs.  John  L.  Bauer,  Chairman 
Mrs.  Charles  A.  Gordon,  Vice-Chairman 
Mrs.  Elmer  A.  Kleefield,  Vice-Chairman 
General  Registration  of  All  Doctors’ 
Wives  continuing  to  5 :00  p.m.  through  the 
Convention,  Carpenter  Suite. 

Mrs.  Walter  F.  Smith,  Chairman 
Mrs.  Raymond  F.  Johnson,  Vice-Chair- 
man 

Mrs.  Russell  Fowler,  Vice-Chairman 

9:00-10:00  a.m.  Executive  Board  Meet- 
ing, Jansen  Suite. 

10:00-12:30  p.m.  House  of  Delegates 
Meeting,  Jansen  Suite. 

2:00-4:00  p.m.  Continuation  of  House 
of  Delegates  Meeting,  Jansen  Suite. 

2:00  p.m.  Address  by  Mr.  Dwight  An- 
derson, Subject:  “Public  Relations  and 
the  Woman’s  Auxiliary.” 

2:00  p.m.  Hobby  Show  (to  10:00  p.m.). 
Mrs.  Thomas  B.  Wood,  Chairman 
Mrs.  G.  Scott  Towne,  Vice-Chairman 
Mrs.  G.  Emerson  Noll,  Vice-Chairman 

7 :00  p.m.  Dinner  for  Auxiliary  Mem- 
bers and  all  Doctors’  wives,  and  lay 
friends ; Le  Perroquet  Suite. 


Tickets  must  be  secured  before  3:00  p.m. 
Monday,  at  Registration  Desk,  Carpenter 
Suite. 

Mrs.  John  W.  Mahoney,  Chairman 
Mrs  Herman  W.  Galster,  Vice-Chairman 
Mrs.  Carlton  F.  Potter,  Chairman  of  En- 
tertainment 

Tuesday,  May  10 

10:00  a.m.  Hobby  Show  (continued  to 
10:00  p.m. ) . 

10:00  a.m.-12:00  m.  Post  - Convention 
Meeting. 

4:00-6:00  p.m.  Tea,  Le  Perroquet  Suite. 
Host : Medical  Society  of  the  State  of 
New  York. 

Hostess : Woman’s  Auxiliary  to  the  Medi- 
cal Society  of  the  State  of  New  York. 
Mrs.  Louis  A.  VanKleeck,  Chairman 
Mrs.  John  B.  D’Albora,  Vice-Chairman 

7:00  p.m.  Banquet  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

Wednesday,  May  11 

10:00  a.m.-10:00  p.m.  Hobby  Show. 

Day  left  for  sight-seeing  and  shopping. 

Thursday,  May  12 

10:00  a.m.-12:00  m.  Call  for  Hobbies. 

Please  Notice 

An  Information  Booth  will  be  open  Mon- 
day, Tuesday  and  Wednesday  from  10:00 
a.m.-4:00  p.m. 

Mrs.  Morris  W.  Henry,  Chairman 
Mrs.  George  H.  Smith,  Vice-Chairman 
Mrs.  Charles  E.  Scofield,  Vice-Chairman 


EXPERT  MEDICAL  TESTIMONY 


John  Kirkland  Clark 
Member  of  the  New  York  Bar 


Medical  expert  testimony  classifies  itself 
roughly  into  three  major  groups:  (1)  In- 
juries resulting  from  negligent  or  willful 
torts — whether  they  be  claims  between  two 
individuals,  or  workmen’s  compensation 
claims,  or  accident  claims  against  individu- 
als who  are  represented  by  insurance  com- 
panies; (2)  inquiries  into  mental  condition, 
whether  the  question  arises  in  probate  pro- 
ceedings, a criminal  trial,  a matrimonial 
case,  or  incidental  to  some  other  issue,  and 
(3)  claims  of  malpractice  by  members  of 
the  medical  profession. 

Except  in  the  latter  class  of  cases,  in 
which  lawyers  find  it  almost  impossible  to 
obtain  reputable  or  supposedly  reputable 
medical  experts  to  testify  for  a plaintiff, 
one  is  accustomed  to  find  in  the  other  two 
groups  of  cases  an  apparently  well-qualified 
medical  expert,  on  one  side,  answering  the 
same  hypothetical  question  “yes”  which  an- 
other similarly  apparently  well-qualified 
medical  expert,  on  the  other  side,  answers 
“no.”  This  obviously  is  a situation  which 
calls  for  careful,  self-searching  study  in 
each  profession  and  consideration  of  pos- 
sible means  to  be  adopted  to  end  present 
conditions. 

Ingrained  in  the  constitution  of  our  state 
is  the  right  to  a jury  trial  in  the  determina- 
tion of  issues  of  fact  arising  in  actions  at 
law.  The  historical  basis  for  this  method  of 
trial  was  laid  centuries  ago  in  the  develop- 
ment of  the  English  common  law.  In  gen- 
eral, it  is  held  that  every  issue  of  fact  in 
the  trial  of  a law  case  must  be  determined 
by  a jury  unless  both  parties  agree  to  the 
contrary.  In  the  group  of  cases  which  we 
are  discussing  the  physical  condition,  or  the 
mental  condition,  of  an  individual,  which 
is  brought  into  question  as  one  of  the  issues 
of  a litigation,  raises  a question  of  fact 
which  a jury,  under  this  rule,  apparently 
must  decide. 


The  above  article,  reprinted  from  the  New 
York  Law  Journal,  is  the  substance  of  an  ad- 
dress delivered  by  Mr.  Clark  before  the  Medical 
Society  of  the  County  of  New  York  at  a re- 
cent meeting  held  at  the  New  York  Academy 
of  Medicine. 


There  are  strong  arguments  made  from 
time  to  time  for  the  abolition  of  jury  trials. 
In  a recent  survey  in  Connecticut,  the  re- 
sults of  which  have  just  been  published,  the 
jury  system  in  automobile  accident  litiga- 
tion is  designated  as  an  “expensive,  cumber- 
some and  inefficient  trial  device.” 

Another  illustration  of  this  movement  to 
do  away  with  the  jury  trial  in  automobile 
accident  cases,  which  constitute  by  far  the 
largest  volume  of  litigation  in  which  so- 
called  expert  medical  testimony  is  employed, 
is  the  strong  effort  now  under  way  to  do 
away  completely  with  litigation  over  injuries 
received  in  automobile  highway  accidents 
by  creating  a new  form  of  compensation 
roughly  comparable  to  that  employed  in 
workmen’s  compensation  cases.  This  pro- 
posal will,  I believe,  be  submitted  to  the 
constitutional  convention  this  year. 

There  is,  and  in  my  judgment  there  will 
continue  to  be,  a sharp  difference  of  opinion 
as  to  the  desirability  of  doing  away  with 
jury  trials,  but  my  own  opinion  is  that  we 
may  reasonably  expect  a continuance  of  the 
jury  trial  system  for  another  generation.  In 
other  words,  I seriously  doubt  whether  the 
jury  trial  of  such  cases  will  be  discontinued 
for  twenty  or  thirty  years. 

No  matter  how  one  feels  about  the  de- 
sirability of  jury  trials  the  propriety  of  sub- 
mitting intricate  questions  of  a medical 
nature  to  an  average  group  of  twelve  men 
drawn  as  jurors  is  almost  universally  depre- 
cated. For  the  most  part,  few,  if  any,  mem- 
bers of  the  average  jury  have  any  concep- 
tion of  what  medical  experts  are  talking 
about  when  they  give  their  testimony.  About 
all  they  get  is  that  one  doctor  says  that  the 
defendant  ought  to  pay  and  the  other  doctor 
says  he  ought  not  to  pay,  and  the  conclusion 
from  that  comprehension,  or  lack  of  com- 
prehension, of  the  value  of  the  testimony  of 
the  two  or  more  differing  experts  is  based 
all  too  frequently  upon  the  plausibility,  or 
personality,  of  one  or  more  of  the  experts 
on  one  side,  as  against  those  on  the  other 
side,  rather  than  on  inherent  merit.  Con- 
fronted as  we  are,  however,  by  the  con- 
tinuance of  the  jury  system  in  the  solution 


583 


584 


JOHN  KIRKLAND  CLARK 


[N.  Y.  State  J.  M. 


of  these  problems,  how  can  we  best  obtain 
reasonably  reliable  medical  expert  testimony 
and  reasonably  sound  advice  to  the  jury  as 
to  the  implications  growing  out  of  that  testi- 
mony as  they  affect  the  issues  which  the 
jury  is  to  determine — and  yet  not  employ  a 
method  which  shall  be  declared  unconstitu- 
tional because  of  the  provision  as  to  jury 
trials  ? 

One  suggestion  I offer,  which,  in  my  judg- 
ment, is  worthy  of  careful  consideration, 
grows  out  of  the  decision  of  our  highest 
court  in  connection  with  the  determination 
of  the  validity  of  the  method  adopted  in 
workmen’s  compensation  cases  for  the  quali- 
fication of  medical  experts  in  the  various 
branches  of  the  practice  of  the  profession. 

In  the  case  of  Szold  v.  Outlet  Embroidery 
Co.,  Inc.  (274  N.  Y.,  271),  our  highest 
court  unanimously  upheld  a decision  which 
precludes  a medical  expert  from  recovering 
the  value  of  the  services  rendered  by  him 
to  an  injured  person  entitled  to  compensation 
under  the  Workmen’s  Compensation  Law, 
unless  the  doctor  has  established  his  qualifi- 
cations before  an  accrediting  board  con- 
ducted by  the  organized  medical  profession 
in  the  state.  This  is  one  of  the  most  ad- 
vanced decisions  which  our  court  has  ren- 
dered in  many  years  and  constitutes  one  of 
the  first,  if  not  the  first,  recognition  of  the 
right  of  a governmental  agency  to  adopt  the 
classification  of  a professional  accrediting 
agency  created  by  a non-governmental  asso- 
ciation of  members  of  a profession. 

The  Supreme  Court  of  the  United  States 
has  just  declined  to  disturb  the  decision  in 
Szold  case  (March  1938). 

Of  course,  under  the  Medical  Practice 
Act  now  in  force  the  medical  profession  is 
much  more  self-conscious  than  the  legal  pro- 
fession has  ever  been  in  this  state.  The 
current  licensing  provisions  requiring  an- 
nual renewals  keep  a “live”  list  of  members 
of  the  medical  profession  who  are  actually 
engaged  in  practice.  We  lawyers  have  no 
such  list  of  the  members  of  our  profession. 
Your  state  and  local  organizations  embrace 
in  their  membership  a substantially  larger 
proportion  of  the  doctors  than  our  Bar 
associations  include  of  the  members  of  the 
Bar.  For  your  profession,  then,  the  way 
has  been,  to  some  extent,  paved  by  the 
progress  made  in  the  last  score  of  years  in 
the  closer  organization  of  your  profession. 

Now  that  our  highest  court  has  recognized 
the  propriety  in  connection  with  workmen’s 


compensation  cases  of  restricting  the  par- 
ticipation of  members  of  the  medical  profes- 
sion to  those  who  have  established  their 
qualification  by  the  appropriate  accrediting 
agency  it  would  seem  not  a violent  step 
forward  to  confine  testimony  of  members 
of  your  profession  who  undertake  to  qualify 
as  experts  to  those  similarly  qualified  on  a 
list  of  experts  accredited  by  a suitable  com- 
mittee of  your  organization.  You  know  far 
better  than  we  lawyers  know  how  large  a 
percentage  of  those  who  are  now  engaged  in 
giving  expert  medical  testimony  in  accident 
cases  would  be  precluded  by  the  application 
of  such  a rule.  From  what  I have  heard  I 
should  imagine  that  a substantial  proportion, 
if  not  a majority,  of  those  who  pose  as  ex- 
perts would  no  longer  be  permitted  to  en- 
gage in  that  particular  branch  of  their 
profession — of  giving  testimony  as  expert 
medical  witnesses. 

The  Court  of  Appeals  decision  is  only  one 
step  forward.  It  protects  the  public  only  by 
the  exclusion  of  a group  of  unworthy  mem- 
bers of  the  medical  profession  from  posing 
as  experts.  It  still  leaves  the  jury,  in  the 
trial  of  cases,  at  the  mercy  of  the  duly 
accredited  and  qualified  medical  experts  who 
continue  to  practice  this  profession  by  giv- 
ing expert  testimony.  How  can  we  enable 
the  jury  to  be  suitably  enlightened  and 
guided  in  the  solution  of  the  problem  cre- 
ated by  flatly  contradictory  medical  testi- 
mony ? Some  of  us  who  have  been  studying 
this  problem  have  reached  the  conclusion 
that  a practicable  method  may  be  found  by 
enabling  the  judge  to  exercise  a greater,  if 
not  a complete,  power  in  the  determination 
of  the  problems  raised  by  conflicting  medical 
testimony. 

Two  methods  have  suggested  themselves 
as  possible  and  perhaps  practicable.  The 
first  of  these  is  suggested  by  the  statute 
adopted  a few  years  ago  by  our  Legislature 
as  a part  of  the  Civil  Practice  Act  dealing 
with  the  problem  of  determining  what  is 
the  law  in  jurisdictions  outside  of  the  State 
of  New  York. 

Many  of  you  may  not  know  that  only 
comparatively  recently  the  problem  of  de- 
termining what  is  the  law  of  Connecticut, 
or  what  is  the  law  of  Ohio,  or  of  one  of 
the  Provinces  of  Canada,  or  of  any  other 
foreign  country,  has  been  regarded  as  a 
question  of  fact  to  be  determined  by  a trial 
of  the  issue  before  a jury.  Some  decisions 
pointed  toward  giving  the  justice  presiding 
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at  the  trial  the  right  to  reach  a determina- 
tion and  instruct  the  jury,  but,  in  order  to 
make  this  definite,  chapter  690  of  the  Laws 
of  1933  specifically  directs  that  the  so-called 
“foreign  law”  shall  be  “determined  by  the 
court  . . . and  included”  in  the  charge  to 
the  jury. 

The  query  naturally  suggests  itself,  is  it 
not  possible  to  provide  by  a similar  statute 
that  where  a question  raised  by  medical 
testimony  arises  in  the  course  of  the  trial  of 
an  issue  of  fact  the  judge  may  be  authorized 
to  reach  a determination  on  that  subject 
and  give  his  instruction  to  the  jury  thereon? 

In  other  words,  is  it  practicable,  and  if 
practicable  advisable,  to  devise  some  method 
of  procedure  whereby  the  justice  presiding 
at  a trial,  and  presumably  better  qualified 
because  of  his  training,  may  be  enabled  to 
pass  upon  such  a question  as  one  of  medical 
condition,  or  the  causal  relation  between 
injuries  and  disease,  and,  instead  of  leaving 
its  determination  to  the  jury,  make  a defi- 
nite finding  thereon  and  “lay  down  the 
law”  to  the  jury  on  the  subject? 

The  question  will,  no  doubt,  arise  as  to 
whether  such  a question  which  may  be  a 
material  issue,  or  the  material  issue,  in  the 
litigation  can  be  taken  from  the  jury  with- 
out violating  the  constitutional  prohibition. 

If  it  should  be  held  that  it  is  probable 
that  such  a provision  is  in  violation  of  the 
present  terms  of  the  constitution,  is  this  a 
question  worthy  of  consideration  by  the 
convention  which  is  to  assemble  to  consider 
the  revisions  of  the  constitution?  If  the 
plan  is  a highly  desirable  one  and  popular 
opinion  can  be  efficiently  organized  to  sup- 
port it  the  people  of  the  state  would  have 
the  power  by  an  amendment  to  the  constitu- 
tion at  this  coming  convention  to  make  pos- 
sible the  enactment  of  the  necessary  legisla- 
tion. 

At  this  time,  therefore,  it  is  particularly 
worthwhile  to  consider  the  validity,  logically 
and  as  a practical  matter,  of  a course  which 
shall  enable  the  judge  to  determine  such 
matters. 

A plan  which  has  been  suggested  for 
general  adoption  in  connection  with  the  im- 
provement of  medical  expert  testimony  has 
been  the  creation  of  the  office  of  expert 
medical  adviser  to  the  court.  It  is  proposed 
that  there  shall  be  created,  either  by  the 
medical  profession  or  by  the  joint  action  of 
the  medical  profession  and  the  legal  profes- 


sion, through  the  courts,  a panel  of  physi- 
cians really  well  qualified  to  act  as  experts 
in  the  several  branches  of  medical  practice. 
Either  by  the  consent  of  the  parties  or  by 
the  action  of  the  judge  one,  or  perhaps 
three,  of  these  men  might  be  selected  to  act 
as  consultants  to  enlighten  the  “conscience 
of  the  court”  as  to  the  questions  of  physical 
condition  and  causation  from  the  medical 
point  of  view. 

This  might  be  done  either  separate  and 
apart  from  or  in  connection  with  the  offer- 
ing of  medical  expert  testimony  by  the  par- 
ties on  either  side.  Whether . or  no  the 
medical  experts  tendered  by  either  side 
should  likewise  be  restricted  to  men  qualified 
by  some  accrediting  agency  of  the  profes- 
sion or  not,  it  would  be  reasonably  certain 
that  attorneys  would  not  bring  before  a 
court  testimony  calling  for  a duly  qualified 
expert  in  a particular  subject  of  medical 
practice,  with  a doctor  posing  as  an  expert 
who  was  in  fact  not  properly  qualified. 

Objection  is  made  to  this  plan  of  pro- 
cedure on  the  ground  that  it  would  create 
a body  of  “political  doctors” — members  of 
the  profession  who  would  be  attempting  to 
curry  favor  with  the  justices  of  the  court. 
I fear  that  it  will  not  be  in  our  day  that  we 
attain  the  highly  desirable  objective  of  a 
Bench  which  is  entirely  non-political.  Poli- 
tics, to  some  extent,  we  shall  for  some  time 
have  in  public  office  even  among  jurists. 
If,  however,  the  experts  chosen  by  the 
court  must  first  have  been  duly  accredited 
by  a board  chosen  by  the  medical  profession 
we  should  at  least  have  properly  qualified 
doctors  advising  the  court. 

The  committee  representing  your  profes- 
sion and  mine,  with  which  I have  had  the 
privilege  of  serving  during  the  past  year  or 
so,  has,  I feel,  a strong  tendency  to  support 
some  such  proposal.  We  must  do  something 
to  drive  out  those  who  pose  as  medical  ex- 
perts without  possessing  the  basic  qualifica- 
tions to  sustain  such  a claim.  More  could, 
no  doubt,  be  done  by  a more  active  participa- 
tion by  the  court  in  determining  the  prelimi- 
nary question  whether  the  “expertness”  of 
the  alleged  expert  is  real  or  genuine. 

Under  our  practice  it  is,  in  my  judgment, 
entirely  practicable  for  a judge,  without 
actually  declining  to  permit  a doctor  to  give 
testimony  as  an  expert  when  he  is  insuffi- 
ciently qualified,  to  indicate  to  the  jury  the 
faintness  of  his  claim  to  expert  qualifica- 
tions. I believe,  however,  that  if  our  judges 
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should  have,  as  they  preside  on  jury  trials, 
the  expert  assistance  of  a fully  qualified 
expert  on  such  medical  matters  as  are  in- 
volved in  the  case  on  trial,  we  could  pretty 
completely  kill  the  practice  of  such  posing. 

The  problem  remains,  however,  is  such 
a course,  or  a similar  course,  giving  power 
to  the  judge  to  pass  upon  such  an  essential 
question  of  fact  as  physical  condition,  or 
causation,  from  a medical  standpoint,  suffi- 
ciently desirable  to  gain  the  necessary  sup- 
port to  justify  an  attempt  to  procure  legis- 
lation and  constitutional  changes  required  to 
make  the  plan  operative? 

Although  our  studies  are  by  no  means  as 
complete  as  we  hope  to  make  them  before 
our  research  is  completed,  my  own  opinion 
is  quite  strong  that  we  can  look  forward  to 
reaching  a conclusion,  in  the  light  of  the 
decision  in  Szold  v.  Outlet  Embroidery  Co., 
Inc.,  that  a panel  of  experts  can  be  created 
and  that  a law  can  be  passed  forbidding  the 
introduction  into  evidence  of  any  expert 
testimony  on  medical  subjects  except  by  per- 
sons thus  shown  to  have  been  qualified.  I 
am  likewise  strongly  inclined  to  urge  the 
proposal  that  an  impartial  medical  expert 


chosen  from  such  a panel  should  be  available 
to  the  justice  presiding  at  a trial  where  such 
a question  is  involved  to  whom  the  judge 
may  turn  for  guidance  and  advice  in  reach- 
ing a determination  as  to  the  medical  ques- 
tions involved. 

One  thing  seems  reasonably  plain,  and  that 
is  that  unless  the  Bar  and  the  medical  pro- 
fession clean  house  in  this  dirty  room,  the 
room  will  be  torn  out  of  the  house  and  we 
shall  have,  instead  of  automobile  accident 
litigation,  some  scheme  of  highway  accident 
compensation  which  shall  remove  the  de- 
termination of  questions  as  to  compensation 
for  injuries  from  the  jurisdiction  of  the 
courts  and  place  it  in  the  hands  of  yet 
another  administrative  commission.  If  the 
doctors  and  the  lawyers  feel  that  the  de- 
termination of  questions  such  as  we  are  here 
discussing  should  continue  to  be  handled  by 
the  courts  we  must  jointly  work  out  some 
such  plan  as  embodied  in  those  proposals 
which  I have  roughly  sketched,  or  look  for- 
ward in  the  not  far  distant  future  to  a fur- 
ther invasion  of  the  jurisdiction  of  our 
courts  in  the  determination  of  the  rights  of 
persons  injured  in  traffic  accidents. 


EFFECTS  OF  CONTRACEPTIVES  ON  FERTILITY 


Young  people  who  try  to  “postpone”  the 
arrival  of  little  ones  may  find  they  have  post- 
poned it  entirely,  if  certain  British  physi- 
cians are  right.  A discussion  is  going  on  in 
the  British  Medical  Journal  over  a statement 
by  Dr.  V.  B.  Green- Armytage,  of  London, 
that  “contraceptive  measures  in  the  early  days 
of  marriage  are  inimical  to  pregnancy  at  a 
later  date.”  This  was  questioned  by  a 
medical  subcommittee  of  the  National  Birth 
Control  Association,  but  an  array  of  author- 
ities were  cited  by  Dr.  G.  H.  Alabaster  in 
support  of  it,  and  Dr.  Green- Armytage,  in 
the  February  19  issue  of  the  B.M.J. , gives 
these  reasons  for  his  belief: 

(a)  That  if  the  hymen  is  unruptured  at  the 
time  of  marriage,  insertion  of  jellies  or  medi- 
cated pessaries  upsets  the  physiologica*  £H  of 
the  vagina,  with  the  result  that  the  cervix  is 
bathed  in  an  acid  medium  far  lower  than  pH  4 
for  some  hours.  The  result  is  irritation  of  the 
external  os  with  subsequent  erosion  and  endocer- 
vicitis. 

(b)  Should  in  the  early  years  or  months  of 
matrimony  rubber  caps  with  a containing  soluble 
pessary  be  applied  to  the  cervix  for  a matter  of 
twelve  hours  or  longer  the  resulting  effect  is  the 
same  as  in  (a). 


(c)  I have  noted  this  particularly  during  the 
last  twenty  years,  during  which  time  I have  seen 
over  800  cases  of  sterility.  A large  number  of 
these  have  used  (a)  or  ( b ). 

( d ) In  the  discussion  I stated  that  if  for  med- 
ical or  other  reasons  contraception  was  neces- 
sary in  the  early  months  of  matrimony  it  should 
be  relegated  to  the  use  of  a condom  by  the  hus- 
band and  not  by  the  insertion  of  chemicals  of 
any  kind  by  the  woman. 

( e ) It  is  of  course  well  recognized  and  taught 
psychologically  that  the  early  and  continued  use 
of  contraceptives,  either  by  husband  or  wife, 
diminishes  libido  and  orgasm  in  both  parties. 

(/)  I also  referred  to  the  statement  by  Pro- 
fessor Miles  Phillips  which  appeared  in  the 
B.M.J . a few  weeks  ago  under  the  heading  of 
“Endometrioma”  in  a discussion  at  the  North  of 
England  Gynaecological  Society,  stating  the 
opinion  that  the  early  use  of  contraceptives  was 
responsible  for  the  increasing  number  of  cases 
of  endometrioma  which  are  seen  to-day  in  young 
people. 

( g ) There  are  other  moral  and  minor  factors 
with  which  I need  not  detain  you,  but  I think 
you  will  find  that  experienced  gynaecologists, 
male  or  female,  will  agree  with  my  statement 
that  contraceptive  measures  in  the  early  days 
of  marriage  are  inimical  to  pregnancy  at  a later 
date. 


Public  Health  News 


Trainees 

J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


“If  you  recite  in  detail  the  clinical  history 
of  a case  cured  by  a simple  but  amazingly 
effective  new  method  of  treatment,  I will 
try  to  listen  politely  but  my  mind  may 
wander  into  speculation  as  to  what  the  death 
rate  from  the  disease  in  question  was  last 
year,  and  what  will  be  the  best  procedure 
for  seeing  to  it  that  all  cases  are  discovered 
and  treated  with  the  new  remedy.  Simi- 
larly, if  I proceed  to  a lengthy  exposition 
of  costs  and  personnel  distribution  in 
syphilis  control,  your  mind  may  revert  to 
the  electrocardiographic  findings  in  the 
aortitis  case  you  saw  last  week.” 

In  these  graphic  terms  Dr.  George  H. 
Ramsey  described  on  the  last  day  of  Febru- 
ary to  the  Medical  Society  of  the  County 
of  New  York,  the  differing  viewpoints  of 
the  clinical  physician  and  the  health  officer. 
On  the  following  day,  I visited  the  School 
of  Hygiene  of  Johns  Hopkins  University. 
There  I found  eight  young  physicians  from 
New  York  State.  All  of  them  had  received 
good  training  in  clinical  medicine.  Some, 
at  least,  had  had  experience  as  practicing 
physicians.  Now  as  “epidemiologist-in- 
training” each  is  acquiring  that  familiarity 
with  the  mathematical  ratios  of  diseases  and 
of  human  beings  which  makes  a stranger 
out  of  a perfectly  good  medical  fellow 
creature. 

Dean  Lowell  J.  Reed  was  so  kind  as  to 
tell  me  just  what  he  hopes  that  these  medi- 
cal graduates  will  gain  by  their  year’s 
residence  in  Baltimore.  He  spoke  of  the 
acquisition  of  an  ability  to  think  in  terms 
of  “mass  medical  problems,”  i.e.,  to  get  the 
point  of  view  so  well-illustrated  by  Dr. 


Ramsey  in  the  sentence  which  I have  quoted. 
In  the  second  place  they  learn  how  gov- 
ernment machinery  functions  in  the  adminis- 
tration of  public  health;  and  in  the  third 
place  they  acquire  certain  technical  skills 
in  courses  on  the  basic  sciences  of  public 
health,  for  example,  in  parasitology  and 
vital  statistics.  I was  taken  to  the  vital 
statistics  laboratory  and  found  our  New 
York  trainees  busy  with  such  technical  ap- 
paratus as  the  Munroe  calculating  machine. 
I was  soon  surrounded  by  a group  of  young 
men  with  very  lively  minds  easier  to  know 
what  is  going  on  in  various  health  depart- 
ments in  this  state;  and  with  more  diffi- 
cult problems  too.  What  is  to  be  the  future 
relation  of  welfare  to  public  health?  That 
was  one  of  their  questions  and  one  that 
cannot  be  answered  off  hand.  The  leading 
editorial  of  the  March  1 issue  of  this  Jour- 
nal states  the  case  for  a federal  department 
of  health  and  reminds  me  that  the  most 
successful  national  ministry  of  health  is 
really  a ministry  of  health  and  welfare 
under  the  permanent  direction  of  a medical 
chief,  though  the  minister  himself  is  per- 
force a politician. 

These  trainees  are  exposed  to  new  ii> 
struments,  to  new  knowledge,  and  to  a group 
of  men  who  are  not  only  teachers  but 
prophets.  Moreover,  our  students  are  inti- 
mately associated  with  fellow  students  from 
all  parts  of  the  United  States  and  from 
many  foreign  countries.  A common  room  is 
furnished  within  the  school  itself  where 
they  meet  in  the  few  hours  allowed  for 
relaxation.  Who  knows  what  revolutionary 
concepts  are  generated  among  that  wicker 
furniture  ? 


Principles  and  Proposals  of  1714 


That  brings  me  to  an  early  set  of  pro- 
posals for  the  extension  of  medical  care  that 
came  to  my  attention  only  last  week  though 
they  were  published  in  1714.  * Three 
quarters  of  the  people  in  those  days  were 
found  by  the  Quaker  John  Bellers  to  be 
poor  and  unable  to  secure  either  medical 
advice  or  suitable  medicines.  This  leads 
him  to  write: 


* John  Bellers : “Essay  towards  the  Improve- 
ment of  Physick  in  Twelve  Proposals”  1714. 


If  the  safety  of  the  people  be  the  supreme 
law,  we  have  few  articles  in  our  statute-book 
of  so  great  a consequence  as  such  an  Act  of 
Parliament  will  be,  that  shall  make  thorough 
provision  for  the  improvement  of  medicine. 
Every  able  industrious  laborer  that  is  capable 
to  have  children  who  so  untimely  dies  may  be 
accounted  £200  loss  to  the  Kingdom.  As  for 
our  Nobility  and  Gentry,  I leave  their  valuation 
to  themselves. 

He  put  forward  twelve  proposals.  The 
first  four  and  the  sixth  propose  the  estab- 
lishment of  hospitals.  The  fifth  proposes 
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“that  a public  laboratory  and  a physical 
laboratory  be  provided.”  The  seventh 
reads : 

That  in  every  hundred  of  a county  and  parish 
of  a city  there  be  appointed  one  doctor  and 
chirurgeon  (or  more  if  needful)  to  take  care 
of  the  sick  poor  . . . and  they  to  be  paid  by 
the  overseers  of  the  poor. 

Nor  was  the  research  overlooked.  Mr. 
Bellers  proposed: 

That  the  Royal  Society  should  have  some 
endowment  the  better  to  enable  them  to  carry 


out  that  useful  and  great  design  of  improving 
men  in  the  knowledge  of  nature  ...  of  which 
medicine  is  a principal  branch. 

“Needless  to  say,”  comments  the  his- 
torican,*  “this  remarkable  document,  which 
made  the  revolutionary  proposal  that  hygiene 
should  be  a national  subject,  was  altogether 
too  far  in  advance  of  its  time  to  have  any 
effect.” 


* Barnard,  Cyril  C.  “Quaker  Contributions 
to  Medicine  and  Public  Health,”  Friends’  Quar- 
terly Examiner,  page  69,  First  Month  1938. 


THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 

Hygeia  and  Our  Auxiliary 

(Contributed  by  Mrs.  Carl  Boettiger,  Hygeia  Chairman.) 


Hygeia  is  a magazine  sponsored  by  the 
American  Medical  Association  whose  pur- 
pose it  is  to  keep  the  public  informed  on 
matters  regarding  the  prevention  and  treat- 
ment of  disease.  The  policy  of  Hygeia  is 
to  interpret  to  the  layman  in  simple,  under- 
standable language  information  about  scienr 
tific  measures  that  are  employed  in  pre- 
vention or  cure  of  disease.  It  likewise  aims 
to  deal  with  economic,  social,  political,  in- 
dustrial, and  educational  problems  so  far 
as  they  have  bearing  on  the  health  and 
welfare  of  the  people. 

Every  member  is  full  of  timely  sugges- 
tions and  helps.  For  illustration,  the  num- 
ber for  July  1937,  contained  articles  on 
tennis,  camp  life,  and  snakebites — all  suited 
to  the  vacation.  Its  utility  for  placing 
before  the  public,  medical  truths,  and 
exposing  false  cures  and  cults  should  make 
each  auxiliary  member  anxious  to  spread 
this  information.  Introducing  Hygeia  into 
homes,  schools,  and  libraries  is  one  of  the 
best  ways  of  educating  the  public  and  of 
helping  the  profession. 

Every  physician’s  wife  should  read 
Hygeia  and  become  acquainted  with  its 
value  to  the  layman  against  the  danger  of 
taking  advice  from  persons  not  qualified  to 
give  information  about  health  matters. 

Our  slogan  is  “Every  Auxiliary  Member 
a Subscriber.”  So  far  we  have  fallen  far 
short.  This  is  such  an  important  work 
for  our  Auxiliaries.  Can’t  we  all  unite 


and  make  a more  determined  effort  to 
introduce  Hygeia,  not  only  to  our  Auxiliary 
members  but  to  the  general  public  ? 

Kings  County  : The  monthly  meeting 

of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  County  of  Kings  was  held 
March  8 at  the  Medical  Society  Building. 
The  Executive  Board  of  the  Auxiliary  was 
hostess  at  a buffet  luncheon  prior  to  the 
meeting.  It  was  the  third  anniversary  of 
the  organization  and  the  luncheon  was 
given  to  celebrate  this  event. 

A short  business  meeting  over  which 
Mrs.  Frederic  E.  Elliott,  president,  pre- 
sided, followed  the  luncheon.  Mrs.  Paul 
Eschweiler  gave  a report  on  the  work  of  the 
legislative  committee.  A review  of  the  new 
book  “Madame  Curie”  was  given  by  Mrs. 
Vito  Luongo. 

At  the  close  of  the  business  meeting,  Mrs. 
John  L.  Bauer,  Program  Chairman,  intro- 
duced Miss  Laura  Laurensen,  whose  sub- 
ject was  “The  Potter’s  Wheel.” 

Rockland  County:  Mrs.  S.  W.  S. 

Toms,  Mrs.  J.  C.  Dingman,  and  Mrs.  John 
Sengstacken  were  elected  directors  of  the 
Women’s  Auxiliary  to  the  Rockland  County 
Medical  Society  at  a meeting  and  luncheon 
of  the  auxiliary  held  at  the  Villa  Lafayette 
in  Spring  Valley  on  January  25.  The  aux- 
iliary was  organized  one  year  ago  and 
this  was  its  first  regular  meeting  to  be 
held  during  its  second  year. 


Gas-masks  numbering  26,000,000  have  at  the  rate  of  650,000  a week.  They  are 

now  been  provided  for  the  British  civil  stored  in  nitrogen  to  keep  them  in 

population,  and  more  are  being  turned  out  condition. 
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Allegany  County 

A special  meeting  of  the  Allegany  County 
Medical  Society  was  held  on  February  24 
at  The  Hotel  Belmont,  to  re-enact  the  con- 
stitution and  by-laws,  as  the  original, 
adopted  many  years  ago,  had  become  lost 
through  the  changing  official  personnel. 

Bronx  County 

Drs.  Joshua  H.  Leiner  and  Lewis  J. 
Doshay  addressed  the  Bronx  County  Med- 
ical Society  on  February  16  on  “Present 
Trends  in  Psychiatric  Prognosis  and  Ther- 
apy.” 

A joint  meeting  of  the  Bronx  County 
Medical  and  Dental  Societies  was  held 
at  the  Concourse  Plaza  Hotel  on  March 
8.  Robert  M.  Box,  Ph.D.,  D.D.S.,  of 
Toronto,  read  a paper  on  “Maxillogenetic 
Migraine,”  and  discussion  followed. 

Broome  County 

Dr.  Hyman  Sneirson  addressed  the 
Broome  County  Medical  Society  at  Bing- 
hamton on  March  8 on  “Intestinal  Obstruc- 
tion.” Discussion  was  led  by  Dr.  S.  S. 
Sanderson. 

Chemung  County 

More  than  sixty  physicians  attended  a 
meeting  of  the  Chemung  County  Medical 
Society  on  March  1 at  St.  Joseph’s  Hos- 
pital in  Elmira. 

After  a meeting  of  the  hospital  staff 
physicians,  at  which  Dr.  Raymond  A.  Turn- 
bull  presided,  a lecture  on  abdominal  sur- 
gery was  given  by  Dr.  John  H.  Burke,  Sr. 

Dr.  John  H.  Burke  Jr.,  read  a paper 
on  orthopedic  and  traumatic  surgery,  illus- 
trated with  slides. 

Frederick  H.  Clark,  manager  of  Health 
and  Credit  Service,  Inc.,  led  a discussion 
of  the  group  hospital  plan. 

Erie  County 

Adoption  of  a resolution  providing 
that  physicians  be  paid  $2  for  a home  visit 
and  $1  for  an  office  visit  in  caring  for  wel- 
fare clients,  with  a maximum  monthly  al- 
lowance in  physicians’  bills  to  be  fixed  by  the 
newly  created  social  welfare  board,  featured 
the  February  21  meeting  of  the  Medical  So- 


ciety of  the  County  of  Erie  in  Hotel  Staffer, 
Buffalo. 

An  article  to  be  printed  in  the  Society’s 
Bulletin  condemning  a “diatribe  against  phy- 
sicians” appearing  in  current  issues  of  a 
weekly  magazine  was  read.  The  source  of 
the  “diatribe,”  which  was  published  an- 
nonymously,  is  a former  Buffalonian,  the 
article  states. 

Dr.  Frederic  E.  Elliott  told  “How  Your 
Society  Dues  Are  Spent,”  with  graphic  lan- 
tern slides,  and  Dr.  Joseph  S.  Lawrence, 
State  Executive  Officer,  spoke  on  “Legis- 
lation Pending.” 

A policy  of  cooperation  with  the 
Health  board  in  its  recent  move  to  cur- 
tail alleged  abuses  of  laboratory  facili- 
ties of  the  city  of  Buffalo  was  decided  upon 
by  officers  and  members  of  the  Medical 
Society  of  the  County  of  Erie  at  a forum 
meeting  on  February  28.  The  Health 
board’s  resolution  specifies  that  “the  ex- 
amination of  routine  urinalysis,  blood  chem- 
istry, blood  count  and  the  preparation  of 
autogenous  vaccines  will  be  performed  only 
for  such  patients  as  the  physician  in  charge 
will  vouch  in  writing  that  said  patient  is 
unable  to  pay  for  such  service.” 

So  frequent  and  insistent  are  the  tele- 
phone demands  on  physicians  for  contribu- 
tions to  this  or  that  fund  allegedly  of  a 
charitable  nature,  that  the  Erie  County 
Comitia  Minora  found  it  necessary  to  adopt 
a motion  to  the  effect  that  physicians  when 
called  should  ask  the  solicitor  if  he — or  she 
— has  made  contact  with  the  office  of  the 
Medical  Society  for  a checkup  of  the  worthi- 
ness of  the  project  and  the  reliability  of  the 
promoters.  Physicians  then  can  call  Cleve- 
land 1810  for  verification.  A similar  warn- 
ing was  published  in  the  Bulletin  of  the 
Better  Business  Bureau  last  summer.  Usu- 
ally a very  small  proportion  of  funds  thus 
collected  is  expended  for  actual  charity. 

The  Buffalo  Academy  of  Medicine  on 
March  9 listened  to  an  address  on  “The 
1937  Anterior  Poliomyelitis  Epidemic  in 
Toronto”  by  Frederick  F.  Tisdall,  M.D., 
F.R.C.P.(C).  The  Section  of  Obstetrics 
and  Gynecology,  on  March  16,  heard  papers 
on  “Vaginal  Cesarean  Section”  by  Irving 
W.  Potter,  M.D. ; “Vaginal  Hysterectomy 
by  the  Clamp  Method”  by  Milton  G.  Potter, 
M.D.,  and  “Rupture  of  Puerperal  Uterus” 
by  Hugh  C.  McDowell,  M.D. 
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Kings  County 

The  first  public  appeal  for  funds  by 
the  Kings  County  Medical  Society  after 
116  years  realized  $10,000  toward  the  Dr. 
Frank  D.  Jennings  Memorial  Building  Fund 
at  the  dinner  to  Dr.  Charles  H.  Goodrich, 
president  of  the  Medical  Society  of  the 
State  of  New  York  in  the  Hotel  Astor, 
Manhattan,  on  February  22. 

The  probability  that  a district  health 
station  will  be  incorporated  into  the  plans 
for  an  addition  to  the  Kings  County  Med- 
ical Society  headquarters  was  disclosed  on 
March  5.  The  annex  for  the  society  will 
cost  between  $500,000  and  $750,000,  while 
the  city  will  be  called  upon  to  invest  about 
$400,000  in  the  health  center.  Dr.  John  L. 
Rice,  Commissioner  of  Health,  said  a sta- 
tion for  the  Bedford  section  was  on  the 
ten-year  plan  of  the  department. 

The  Coney  Island  Hospital  Alumni 
Association  honored  Dr.  Philip  I.  Nash, 
president-elect  of  the  Kings  County  Medi- 
cal Society,  at  its  second  annual  dinner  in 
the  Hotel  St.  George  on  February  26.  Some 
300  medical  men  and  their  guests  attended. 

Dr.  Nash  has  been  practicing  in  Brook- 
lyn for  thirty-six  years,  is  director  of  medi- 
cine at  the  Coney  Island  Hospital,  and 
medical  assistant  to  the  office  of  District 
Attorney  Geoghan. 

The  Ridgeboro  Medical  Society  will 
hold  its  monthly  meeting  on  April  14.  at 
the  Kings  County  Lighting  Co.  at  6740 
Fourth  Ave.  Dr.  Joseph  H.  Globus,  of 
Mt.  Sinai  Hospital  of  New  York,  will  be 
the  speaker.  The  discussion  will  be  by  Dr. 
A.  M.  Rabiner.  Dr.  William  Ostrow  is  the 
newly  elected  president  of  the  Medical  So- 
ciety. 

Livingston  County 

Dr.  Robert  Lewis,  only  physician  in  the 
town  of  Leicester  for  the  past  several  years, 
has  removed  to  Penn  Yan  where  he  joined 
the  Foster-Hatch  medical  group.  His  re- 
moval leaves  Leicester  without  a resident 
physician.  Dr.  Lewis  has  served  as  secre- 
tary of  the  Livingston  County  Medical  So- 
ciety. 

Nassau  County 

The  formation  of  a Nassau  county 
chapter  of  the  Long  Island  Medical  College 
Alumni  Association  was  a feature  of  the 
dinner  meeting  of  the  association  on  Feb- 
ruary 21  in  Rockville  Centre.  Officers 
elected  were  Dr.  Kenneth  T.  Young,  pres- 
ident; Dr.  H.  McD.  Painton,  secretary; 
and  Dr.  Jack  Blimblum,  treasurer. 


Congratulations  to  County  Executive 
J.  Russel  Sprague  and  to  the  county  health 
board  for  its  selection  of  Dr.  Earle  G.  Brown 
as  Nassau’s  new  health  commissioner,  and 
assurance  of  cooperation  were  included  in 
a resolution  sent  to  Mr.  Sprague  and  other 
Nassau  officials  by  the  Medical  Society  of 
the  County  of  Nassau.  The  resolution  was 
passed  unanimously  on  March  1 after  Dr. 
Benjamin  R.  Allison,  head  of  the  board  of 
health,  had  reported  on  Dr.  Brown’s  selec- 
tion. The  meeting  in  the  Bar  Association 
building,  Mineola,  was  the  largest  in  the 
history  of  the  medical  group,  according 
to  J.  Louis  Neff,  executive  secretary,  who 
announced  that  more  than  150  medical  men 
attended,  and  all  voted  in  favor  of  the 
resolution  of  approval,  proposed  by  Dr. 
Louis  H.  Bauer. 

The  meeting  was  the  first  annual  “mem- 
bers night,”  and  the  program  was  made 
up  of  five-minute  papers  by  more  than 
a dozen  members. 

“There  is  no  politics  in  lunacy  but  plenty 
of  lunacy  in  politics,”  according  to  Dr. 
George  A.  Smith,  who  retired  recently  after 
devoting  fifty  years  of  his  life  to  the  care 
of  the  insane. 

Looking  back  that  span  of  years,  Dr. 
Smith  insists  he  can  not  recall  a single 
case  in  which,  through  political  influence, 
a criminal  was  admitted  to  an  insane  asylum 
as  a means  of  escaping  the  consequences  of 
his  acts. 

As  reported  in  Nassau  county  papers, 
Dr.  Smith  also  belittled  the  thought  that 
a sane  person  could  be  wrongfully  com- 
mitted to  an  institution  for  the  insane.  In 
the  present  age  of  scientific  study  of  mental 
disorders,  medical  men  would  discover  in 
a short  time  that  the  patient  was  not  in- 
sane, he  insisted. 

Dr.  Smith  was  medical  superintendent 
of  Central  Islip  State  Hospital  for  thirty- 
seven  years,  superintendent  at  Hart’s  Island 
for  three  years,  assistant  superintendent  at 
Hart’s  Island  for  ten  years,  and  a member 
of  the  governor’s  personal  commission  to 
inquire  into  the  mental  condition  of  con- 
demned prisoners  for  seventeen  years. 

New  York  County 

The  gold  medal  of  the  New  York  Acad- 
emy of  Medicine  was  presented  on  March  3 
to  Dr.  Bela  Schick,  distinguished  pediatri- 
cian, on  the  twenty-fifth  anniversary  of  the 
announcement  of  the  “Schick  Test”  for  de- 
termining susceptibility  to  diphtheria,  one  of 
the  greatest  advances  in  the  conquest  of  that 
disease  of  childhood.  The  honor  was  con- 
ferred on  Dr.  Schick  at  the  New  York  Acad- 
emy of  Medicine  by  Dr.  James  Alexander 
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Miller,  president  of  the  academy,  before  a 
gathering  of  New  York  physicians  and  sci- 
entists. 

Dr.  Francis  Cruger  Edgerton,  for  many 
years  chief  surgeon  at  St.  Francis  Hospital, 
died  on  February  19  at  Doctor’s  Hospital. 
He  had  been  ill  with  pneumonia  for  several 
days.  Dr.  Edgerton  was  sixty-four. 

Dr.  Charles  Alexander  Clinton,  a 
member  of  an  old  New  York  family  and  a 
physician  in  New  York  city  for  many  years, 
died  suddenly  on  March  4 at  his  office  at 
the  age  of  seventy-three.  He  retired  from 
private  practice  in  1931  to  become  medical 
director  of  the  Macfadden  Foundation,  also 
becoming  medical  editor  of  Physical  Culture, 
a Macfadden  publication. 

Dr.  S.  J.  Thannhauser,  of  the  Tufts 
Medical  School,  will  speak  at  the  New  York 
Academy  of  Medicine  at  4:30  on  April  8 
on  liver  function  tests  and  diet  treatment. 

A round  table  discussion  on  heart  dis- 
eases will  be  heFd  at  the  New  York  Acad- 
emy of  Medicine  at  4:30  on  April  12. 

Dr.  Reuben  Ottenberg,  of  the  College 
of  Physicians  and  Surgeons,  will  speak  at 
the  New  York  Academy  of  Medicine  on 
April  15  at  4:30  on  hemolytic  streptococcus 
infections. 

From  British  Guinea’s  inland  jungles 
came  word  of  the  death  of  Dr.  Frederick 
John  Fox,  New  York  scientist,  and  the 
safety  of  other  members  of  an  expedition 
searching  for  Paul  Redfern,  long-missing 
American  aviator. 

A terse  message  said  Dr.  Fox  had  died  on 
Devil’s  Hole  Island  while  other  members 
of  the  Redfern  search  party  under  Theodore 
J.  Waldeck,  hard-pressed  for  food,  were 
making  their  way  to  Warwah,  their  destina- 
tion. 

It  was  believed  that  Dr.  Fox  died  of  ex- 
posure. 

The  party  left  Georgetown  several  weeks 
ago  on  the  search  for  Redfern,  who  van- 
ished in  1927  while  flying  from  the  United 
States  to  South  America.  Since  the  aviator’s 
disappearance  reports  have  trickled  out  of 
the  jungle  from  time  to  time  that  he  sur- 
vived a crack  up  and  was  living  as  a “white 
god”  with  an  Indian  tribe  in  the  interior. 

Dr.  Fox  was  a dermatologist  with  an  of- 
fice at  667  Madison  Avenue  and  a home  in 
South  Salem,  N.  Y.  He  was  graduated 
from  Toronto  University  with  an  M.  D. 
degree  in  1908  and  was  senior  dermatol- 
ogist at  the  West  Side  Hospital  and  Dis- 
pensary. 

On  December  13  last  the  thirteenth  ex- 


pedition in  the  ten-year  quest  for  Redfern 
started  up  the  Essequibo  River  from  Bartica, 
British  Guiana.  The  expedition  comprised 
Mr.  and  Mrs.  Theodore  J.  Waldeck,  Dr. 
Fox  and  William  Aston  Chanler,  all  of  New 
York.  On  January  4 the  party  was  reported 
marooned  on  Devil’s  Hole  by  native  crew- 
man who  returned  to  Bartica  with  the  ex- 
pedition’s only  boat  after  a dispute  over 
food  supplies,  which  they  said  were  danger- 
ously low. 

Sir  William  Arbuthnot  Lane,  British 
surgeon,  was  guest  of  honor  on  February 
15  at  a dinner  of  the  International  Medical 
Club  of  America  at  the  Hotel  Delmonico. 

Sir  William  told  of  a few  of  his  major 
achievements,  resorting  largely  to  anecdote, 
and  dismissing  as  “accidental”  accomplish- 
ments for  which  his  profession  has  long 
honored  him.  Giving  as  a basic  idea  his 
belief  that  “we  bear  a simple  mechanical  re- 
lationship to  our  surroundings  and  any  al- 
teration of  that  relationship  entails  dam- 
ages to  the  individual,”  he  told  of  his  use  of 
metal  plates  in  fracture  surgery,  of  his 
operating  upon  children  under  4,  of  his 
studies  of  the  effect  upon  the  skeleton  of  its 
owner’s  occupation,  and  of  his  subcutan- 
eous injection  of  saline  solution. 

Harold  Chappie,  senior  obstetrical  sur- 
geon and  gynecologist  of  Guy’s  Hospital, 
London,  and  Sir  Gerald  Campbell,  British 
Consul  General  also  spoke  and  Dr.  William 
Seaman  Bainbridge  presided.  Sir  Gerald 
asked  his  audience  to  perform  two  opera- 
tions— one  to  temper  the  “too-excited”  half 
of  the  world,  the  other  to  stir  the  “too-in- 
different”  half.  These  might  help  “save  the 
world  for  democracy,”  Sir  Gerald  added, 
although  he  said  he  was  not  certain  what 
that  meant  these  days. 


Onondaga  County 

The  Onondaga  County  Medical  Society 
met  in  the  auditorium  of  Syracuse  Univer- 
sity College  of  Medicine  March  1.  Papers 
were  read  by  Dr.  Earl  E.  Mack  on  “A 
Review  of  Our  Present  Day  Conception  of 
Food  Deficiency  Syndromes,”  by  Dr.  Ar- 
thur B.  Raffle  on  “150  Cases  of  Appendi- 
citis,” and  by  Dr.  A.  B.  Siewers  on  “A 
Case  of  Madness  Cured  by  Blood  Trans- 
fusion.” 

The  Syracuse  Academy  of  Medicine  held 
a joint  meeting  with  the  Syracuse  Eye,  Ear, 
Nose  and  Throat  Club  March  15  at  the 
University  Club  to  hear  Dr.  Edmund  B. 
Spaeth  of  Philadelphia,  author  of  “Ophthal- 
mic Plastic  Surgery,”  speak  on  “Ptosis  and 
Its  Correction.” 
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Queens  County 

Queens  physicians  were  warned  at  their 
meeting  on  February  24  by  Dr.  Morris 
Fishbein  of  Chicago,  editor  of  the  Journal 
of  the  American  Medical  Association,  that 
unless  the  medical  profession  studies  and 
prescribes  for  the  nation’s  present-day  med- 
ical problems  they  may  be  compelled  to  ac- 
cept a form  of  socialized  medicine  under 
government  regulation. 

If  this  should  happen,  Dr.  Fishbein  con- 
tinued, the  medical  profession  will  degen- 
erate, as,  the  speaker  contended,  the  pro- 
fession has  in  Sweden,  Germany  and  other 
nations  in  which  the  government  super- 
vises physicans  and  their  practices. 

Dr.  Fishbein  spoke  before  500  doctors 
in  the  auditorium  of  the  Queens  County 
Medical  Society  and  devoted  a greater  part 
of  his  two-hour  address  to  an  attack  on 
federal  and  private  agencies  which  in  re- 
cent years  have  studied  and  prescribed 
cures  for  the  nation’s  medical  ills. 

“A  great  deal  of  agitation  is  going  on 
without  those  who  are  doing  the  agitating 
knowing  what  it’s  all  about,”  the  speaker 
said.  “The  things  which  are  being  found 
out  in  these  studies  do  not  give  a true 
picture  of  the  medical  situation  as  it  is. 

“The  medical  care  of  its  people  is  not  the 
first  duty  of  a government,  as  some  agencies 
would  like  to  have  us  believe.  The  govern- 
ment’s first  duty  is  to  provide  every  man 
with  a job  at  sufficient  wages  to  provide 
fuel,  clothing,  food  and  shelter  to  him  and 
his  family.  There  probably  wouldn’t  be  a 
medical  problem  in  this  country  if  every 
man  had  that  kind  of  a job.” 

Dr.  Gerard  L.  Moench,  F.A.C.S.,  asso- 
ciate professor  of  gynecology,  New  York 
Post-Graduate  Hospital,  spoke  before  the 
Medical  Society  of  Queens  on  “Newer  Con- 
cepts of  Infertility,”  on  March  4. 

Schenectady  County 

Members  of  the  Union  College  Chapter 
of  the  Society  of  Sigma  Xi  and  of  the 
Schenectady  County  Medical  Society  heard 
Dean  Robert  S.  Cunningham  of  the  Al- 
bany Medical  College  discuss  “Nutrition 
and  Endocrinology  as  They  Are  Related  to 
Medical  Problems,”  on  February  13. 

Dean  Cunningham’s  address  was  delivered 
in  the  Old  Chapel,  after  a dinner  in  Hale 
House.  Members  of  the  Medical  Society 
were  guests  of  the  Sigma  Xi  Society. 

Ulster  County 

Heading  the  first  surgical  unit  to 


reach  the  interior  of  China  under  the  spon 
sorship  of  the  American  League  for  Pease 
and  Democracy,  Dr.  Charles  Parsons,  well 
known  Kingston  physician  and  surgeon,  has 
reached  Hankow,  China,  temporary  capital 
of  the  Chinese  government,  it  is  announced 
by  Dr.  Henry  L.  Bibby  and  Dr.  Elizabeth 
Parsons,  who  has  carried  on  her  husband’s 
practice  in  addition  to  her,  own  since  his 
departure  about  the  first  of* the  year. 

Dr.  Alexander  A.  Stern,  one  of  the 
founders  of  the  Kingston  Hospital  and  a 
leading  surgeon  and  physician  of  Kingston 
for  forty-nine  years,  died  at  the  Kingston 
Hospital  after  a long  illness,  on  February  26. 
He  was  a former  president  of  the  Ulster 
County  Medical  Society. 

Westchester  County 

The  public  health  committee  of  the 
Westchester  Medical  Society  is  conducting 
a series  of  “post  graduate  refresher  sessions” 
for  practicing  physicians,  consisting  of  prac- 
tical demonstrations  and  lectures  on  tech- 
nical points  in  diagnosis  and  treatment, 
given  semi-monthly. 

The  series  began  in  February  at  Grass- 
lands Hospital,  with  a session  on  pneumonia 
given  by  the  division  of  internal  medicine, 
the  division  of  pathology  and  the  section 
of  anesthesia  of  Grasslands  Hospital  staff. 
Then  the  committee  gave  programs  on 
March  7,  devoted  to  syphilis  and  March 
30,  to  gonorrhea. 

In  April,  the  committee  on  tuberculosis, 
under  the  chairmanship  of  Dr.  William  God- 
frey Childress  will  present  a program. 

In  May,  the  emphasis  will  be  an  ma- 
ternal welfare,  with  a session  on  normal 
obstetrics  and  another  on  prenatal  and  post- 
natal care  and  care  of  the  premature  infant. 

Dr.  Reginald  A.  Higgons  is  chairman  of 
the  public  health  committee,  other  members 
of  which  are  Doctors  Edward  H.  Marsh, 
John  E.  Gundy,  M.  B.  Brahdy,  Fairfax  Hall, 
Donald  R.  Reed,  and  Romeo  Roberto. 

Dr.  Charles  C.  Sweet  was  host  on 
March  1 at  a dinner  meeting  of  the  West- 
chester Surgical  Society. 

A paper  entitled  “Cancer  of  the  Colon” 
was  presented  by  Dr.  Sweet  and  discussed 
by  the  other  surgeons  present. 

Dr.  William  Hadden  Irish  addressed 
the  Medical  Society  of  the  County  of  West- 
chester on  March  15  on  “Common  Disa- 
bilities of  the  Knee  Joint.” 
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Shorter  Hospital  Stay  Now 


Hospitals  in  which  babies  are  born  in 
Pennsylvania  used  to  keep  the  mothers  an 
average  of  twenty-one  days.  But  in  the 
last  few  years,  this  length  of  time  has 
steadily  decreased.  Now  the  average  stay 
is  ten  to  twelve  days.  Hospitals  bills  have 
been  reduced  in  proportion,  and  chances  of 
normal  recovery,  as  well,  have  been  very 
much  improved,  says  a statement  prepared 
by  Miss  Mabel  Barr,  superintendent,  St. 
Christopher’s  Hospital  for  Children,  Phila- 
delphia. 

Some  other  illnesses  and  the  length  of 
time  spent  in  the  hospital,  compared  to  1905 
figures,  are:  Gallbladder  operations,  twenty 
days,  instead  of  thirty-eight;  diabetes, 
thirteen  days,  as  compared  to  forty-five; 
appendicitis  twelve  days,  as  compared  to 
twenty-eight.  Time  has  been  saved — and 
time  is  money ! 

Relatively  few  persons  may  be  aware 
of  these  achievements  in  modern  hospital 
care,  the  reduction  of  amounts  expended 
for  individual  illnesses,  the  modern  surgical 
patient’s  greatly  increased  comfort,  safety, 
and  assurance  of  improvement  and 
recovery. 

It  is  indeed  expensive  for  the  hospital, 
but  is  good  for  the  patient  and  for  the 
community  in  which  its  modern  hospitals, 
open  day  and  night,  are  rendering  an 
irreplaceable  service. 

The  average  length  of  stay  of  hospital 
patients  is  steadily  dropping.  This  is  not 
news  remarks  the  Modern  Hospital.  But  it 
may  be  news  to  most  hospital  administrators 
and  trustees  to  know  how  many  patients 
there  are  today  who  stay  only  one,  two 
or  three  days  in  the  hospital. 

Recently  a large  university  hospital 
analyzed  the  length  of  stay  of  all  private 
service  patients  discharged  during  June 
and  July  1937.  The  results  are  revealing. 
A total  of  twenty-one  per  cent  of  all  these 
patients  stayed  one  day  only.  Nearly  nine 
per  cent  stayed  two  days  and  another  eight 
per  cent  stayed  three  days.  Thus  in  all 
thirty-eight  per  cent  stayed  three  days  or 
less. 

This  high  percentage  of  short  stay  cases 


was  not  due  primarily  to  the  ear,  nose  and 
throat  department,  as  only  186  of  the  1,487 
patients  reviewed  were  entered  in  that  de- 
partment. It  is  true  that  seventy-four  per 
cent  of  these  patients  stayed  but  one  day  and 
eighty-nine  per  cent  stayed  three  days  or 
less.  But  in  the  department  of  medicine  fif- 
teen per  cent  stayed  one  day  and  fifty-two 
per  cent,  three  days  or  less.  In  surgery  the 
percentages  were  thirteen  and  twenty-seven, 
respectively.  For  other  departments  the 
corresponding  figures  were : pediatrics, 

twenty-four  and  forty-nine  per  cent;  der- 
matology, 0 and  twenty-nine  per  cent ; 
urology,  forty-one  and  sixty-two  per  cent; 
gynecology,  fifteen  and  thirty-two  per  cent; 
eye,  four  and  eleven  per  cent;  obstetrics, 
eight  and  thirteen  per  cent,  and  orthopedics, 
thirty- three  and  fifty  per  cent.  (The  fig- 
ures for  dermatology,  urology  and  ortho- 
pedics were  based  on  small  samples  and  may 
not  be  truly  indicative. 

From  these  data  it  is  apparent  that  hos- 
pitals, insofar  as  this  institution  is  typical, 
are  nowadays  offering  a quite  different  type 
of  service  than  a generation  or  two  ago. 
Many  of  these  patients  must  be  coming 
primarily  to  utilize  the  diagnostic  facilities 
of  the  hospital  and  only  incidentally  to 
occupy  beds  and  receive  intensive  nursing 
care. 

This  is  an  indication  that  the  public  is 
learning  to  use  hospitals  more  intelligently, 
to  use  them  before  long  bed  stays  become 
necessary. 

To  the  thoughtful  hospital  administrator 
and  trustee,  this  analysis  will  suggest  the 
importance  of  providing  adequate  person- 
nel and  equipment  for  the  service  of  the 
public  in  diagnostic  and  other  short-stay 
cases.  To  the  executive  and  trustee  of  hos- 
pital service  insurance  plans,  it.  will  show 
the  necessity  of  studying  carefully  the 
scope  of  services  provided  and  trying  to 
predict  as  well  as  possible  what  these  chang- 
ing trends  in  the  public’s  use  of  hospitals 
may  do  to  existing  statistics.  To  the  med- 
ical profession  it  may  suggest  the  desira- 
bility of  even  closer  professional  and,  per- 
haps, economic  association  with  hospitals. 
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Newsy  Notes 


Members  of  the  board  of  directors  of 
the  New  York  Tuberculosis  and  Health  As- 
sociation have  voted  to  join  with  the  Public 
Health  Relations  Committee  of  the  New 
York  Academy  of  Medicine  in  urging  upon 
the  New  York  City  Planning  Commission 
“prompt  action  for  the  recommendation  of 
new  hospitals  for  tuberculosis  patients  to 
meet  the  urgent  need  of  5,000  additional 
beds  in  this  city.” 

The  W.P.A.  Federal  Music  Project  in 
New  York  City  supplies  music  teachers  and 
entertainers  to  provide  concerts  and  dances 
in  the  psychiatric  wards  of  Bellevue,  Kings 
County,  Creedmoor  and  Brooklyn  Street 
Hospitals.  Patients  with  talent  participate. 
It  is  pointed  out  that  dances  and  band  con- 
certs have  been  given  in  mental  hospitals 
for  nearly  a hundred  years. 

Two  second  cousins  have  attacked  the 
will  of  the  late  Nettie  C.  Roe  providing 
funds  to  build  a hospital  at  Patchogue,  L.  I., 
and  the  legal  proceedings  may  delay  its 
erection.  Ground  was  broken  for  it  on 
Christmas  day,  and  contracts  were  nearly 
ready  for  bids. 

Effects  of  the  “recession”  were  evident 
at  St.  Francis  Hospital  at  Port  Jervis  last 
year.  The  annual  report  reveals  that  more 
than  two-thirds  of  the  patients  treated  dur- 
ing 1937  were  unable  to  pay  the  full  amount 
of  their  hospital  charges  compared  with  less 
than  fifty  per  cent  the  previous  year. 

With  receipts  and  expenditures  both 
slightly  increased,  the  deficit  of  Corning 
Hospital  during  1937  was  $3,976,  nearly 
$2,000  less  than  in  1936,  states  the  annual 
financial  report  of  Walter  W.  Oakley,  treas- 
urer. 

The  Friends  of  St.  John's  Hospital, 
Fong  Island  City,  will  hold  their  annual 
dance  and  entertainment  on  May  6 at  the 
Hotel  Commodore,  Manhattan. 

The  14th  clinical  session  on  chronic 
pulmonary  diseases,  under  the  auspices  of 
the  Tuberculosis  Sanitorium  Conference  of 


Metropolitan  New  York,  will  be  held  at 
the  Cornell  University  Medical  College  on 
April  13,  at  8:30  p.m. 


The  Swedish  Hospital  in  Brooklyn, 
through  Colonel  A.  W.  J.  Pohl,  executive 
officer,  announces  its  campaign  to  raise 
$250,000  promises  to  reach  its  goal  within 
a few  weeks. 

Many  prominent  civic  leaders  are  coop- 
erating to  raise  this  fund,  proceeds  of 
which  will  go  toward  doubling  the  hos- 
pital's bed  capacity. 

Impetus  was  given  the  drive  by  the  plan 
devised  by  Michael  Boras,  automobile 
dealer  of  1743  Bushwick  Ave.  Any  per- 
son who  donates  $275  to  the  hospital  re- 
ceives a certificate  of  credit  of  equal  value 
toward  the  purchase  of  a new  automobile 
from  Mr.  Boras'  firm. 


Unsatisfactory  conditions  in  private 
institutions  for  the  aged  and  the  chronical- 
ly ill  receiving  city  funds  have  impelled 
Commissioner  Goldwater  to  issue  new 
rules.  Among  them  it  is  required  that  each 
home  for  the  aged  must  have  “a  competent, 
graduate,  full-time  resident  physician”  and 
“an  active  staff  of  visiting  specialists,”  and 
each  institution  for  the  chronically  ill  must 
have  “an  active  visiting  staff  of  physicians 
qualified  in  all  specialties,”  and  “an  intern 
staff  in  the  ratio  of  one  to  twenty-five 
patients.” 

Cooperating  in  the  drive  of  the  Cat- 
taraugus County  Health  Department  to  re- 
duce the  number  of  deaths  of  premature 
infants  in  the  county,  the  Sisters  of  the 
Third  Order  of  St.  Francis  are  planning 
to  launch  a special  premature  service  in 
St.  Francis  Hospital,  now  under  construc- 
tion in  Olean.  A special  room  is  being  set 
aside  for  prematures,  and  air  conditioning 
features  will  be  installed,  together  with  in- 
cubators and  other  equipment  needed  in 
the  care  of  prematures.  Two  Sister  nurses 
of  the  Order  are  now  studying  maternal 
and  child  health  work  in  a Boston  hospital 
in  preparation  for  the  start  of  the  new  pre- 
mature service. 
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Employee  groups  as  small  as  two  are 
included  in  the  hospital  service  plan  of  the 
Hospital  Service  Corporation  of  Western 
New  York,  under  a change  in  the  rules 
just  authorized  by  the  board  of  directors, 
it  is  announced. 

The  change  is  made,  the  management 
states,  in  order  to  make  the  hospital  avail- 
able to  employees  of  professional  men, 
small  stores  and  other  establishments  of 
two  or  more  employees.  The  minimum 
group  formerly  was  five.  The  one  hundred 
per  cent  enrollment  provision  is  retained — 
that  is,  all  of  the  two  or  more  employes 
must  apply  for  the  service. 


This  letter  to  the  Bronx  Home  News 
is  worth  quoting.  It  is  written  by  J. 
Nathaniel  Lefowitz,  who  says: 

“Two  of  my  relatives  were  recently  con- 
fined to  Morrisania  Hospital  at  the  same 


time,  both  suffering  from  serious  illness 
which  required  exacting  care  and  atten- 
tion. They  were  in  different  parts  of  the 
building,  and  in  visiting  them  I came  in 
contact  with  their  respective  nurses,  doc- 
tors, attendants  and  immediate  bedside 
companions. 

“My  observations  led  me  to  appreciate 
deeply  the  efficiency,  kindness  and  zeal  with 
which  the  staff  nurses  performed  the  most 
laborious  and  trying  tasks. 

“In  this  great  city,  where  so  many  peo- 
ple needlessly  and  thoughtlessly  heap  un- 
just criticism  on  our  hospitals,  it  is  re- 
freshing to  find  at  first  hand  that  for  the 
most  part  this  criticism  is  unwarranted  and 
that  praise  is  really  warranted. 

“My  two  relatives  and  the  patients  near 
them  had  only  the  highest  praise  for  the 
nurses. 

“I  believe  that  Morrisania  Hospital  is 
indeed  a credit  to  both  the  City  and  to  the 
Borough  of  the  Bronx/’ 


Improvements 


Contracts  for  completion  of  the  ma- 
ternity annex  to  Jamestown  General  Hos- 
pital have  been  awarded.  The  work  will 
cost  $17,598. 

A unit  to  cost  $150,000  to  house  private 
patients  is  being  planned  for  the  City  Hos- 
pital in  Binghamton. 


The  report  of  Director  James  R.  Clark 
of  the  Southside  Hospital  at  Babylon  shows 
that  in  the  past  year  a new  electric  ele- 
vator was  installed,  costing  $5,500,  a new 
sterilizer  was  put  in  the  operating  room, 
and  an  electro-surgical  unit  added.  Two 
new  oxygen  tents  were  acquired  and  other 
modern  pieces  of  equipment.  A new  steam 
and  hot  water  system  was  also  installed  at 
a cost  of  $7,500,  saving  twenty- five  per 
cent  in  fuel. 

Plans  are  under  way  to  secure  a mod- 
ern respirator  for  the  Chenango  Memorial 
Hospital  for  the  treatment  of  infantile 
paralysis  cases. 

Mental  hygiene  clinics  have  been 


added  at  the  Morrisania  and  Queens  Gen- 
eral Hospitals  to  meet  pressing  needs  of 
the  rapidly  growing  populations  of  the 
Bronx  and  Queens.  Heretofore  patients 
from  these  boroughs  have  been  obliged  to 
travel  to  Bellevue  Hospital  clinic  in  Man- 
hattan, or  to  Kings  County  Hospital  in 
Brooklyn. 

A campaign  for  a new  New  York  city 
hospital  to  serve  the  communities  of 
Throggs  Neck,  Pelham  Bay,  City  Island, 
Unionport  and  Clason  Point,  in  the  East 
Bronx,  is  under  way  and  backers  of  the 
drive  have  appealed  for  support  of  civic, 
social,  business  and  patriotic  organizations 
in  those  sections. 


Methods  of  raising  at  least  $250,000 
needed  for  construction  of  a proposed  new, 
five-story,  250-bed  hospital  adjacent  to 
their  present  buildings,  were  discussed  on 
Feb.  15  at  a meeting  of  fifty  members  of 
the  executive  board  of  the  Crippled  Chil- 
dren’s Division  of  the  Jewish  Sanitarium 
and  Hospital  for  Chronic  Diseases,  E.  49th 
St.  and  Rutland  Road,  Brooklyn.  A com- 
mittee was  chosen  to  devise  ways  and  means. 


Medicolegal 

Lorenz  J.  Bros  nan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Validity  of  Amendments  to  Workmen’s  Compensation  Law 
Upheld  by  Highest  Court 


On  previous  occasions  in  these  columns 
reference  has  been  made  to  the  progress 
through  the  Courts  of  the  now  well-known 
case  of  Szold  v.  Outlet  Embroidery  Supply 
Company.  On  March  7,  1938,  a ruling  was 
made  in  said  case  by  the  Supreme  Court  of 
the  United  States,  which  is  of  such  impor- 
tance to  members  of  the  medical  profession, 
not  only  in  this  State  but  throughout  the 
country  as  well,  that  further  comment  upon 
the  case  is  well  justified. 

The  Szold  case  was  instituted  in  the 
Supreme  Court,  New  York  County,  by  a 
practicing  physician  to  recover  a fee  for 
the  rendering  of  medical  services.  The 
services  in  question  were  rendered  to  an 
employee  of  the  defendant  who  was  entitled 
to  receive  medical  care  under  the  Work- 
men’s Compensation  Law.  The  plaintiff 
alleged  that  he  had  been  requested  to  render 
such  treatment  to  the  employee  by  the  de- 
fendant employer.  In  his  complaint  the 
plaintiff  failed  to  allege  that  he  had  been 
duly  authorized  to  render  medical  care 
under  the  Workmen’s  Compensation  Law  as 
amended  by  the  Laws  of  1935,  particularly 
Section  13-b  of  said  law.  The  defendant 
made  an  application  before  Mr.  Justice 
Shientag,  at  Special  Term,  to  dismiss  the 
complaint  for  insufficiency,  thereby  bring- 
ing up  for  consideration  the  scope  and  val- 
idity of  many  of  the  important  amendments 
to  the  Workmen’s  Compensation  Law  which 
had  been  enacted  in  1935.  Mr.  Justice 

Shientag  granted  the  motion  to  dismiss 
plaintiff’s  complaint  and  in  so  deciding, 
handed  down  an  extremely  well-written 
opinion.* 

The  plaintiff,  not  satisfied  by  the  ruling 
of  the  lower  court,  appealed  first  to  the 
Appellate  Division  of  the  Supreme  Court 
in  the  First  Judicial  Department  and  then 
to  the  Court  of  Appeals.  In  May  1937  that 
Court  rendered  its  decision  affirming  the 
judgment  of  the  Special  Term,  Judge 
Loughran  writing  the  opinion  of  the 
court.** 

Having  exhausted  his  remedies  within 
the  courts  of  this  State,  plaintiff  carried  the 


*159  Misc.  911. 

**274  N.  Y.  271. 


matter  to  the  Supreme  Court  of  the  United 
States,  contending  that  the  decision  was  a 
violation  of  his  rights  under  the  Federal 
Constitution.  The  Supreme  Court  finally 
dismissed  the  appeal  with  a Per  Curiam 
decision  to  the  effect  that  after  hearing 
argument,  it  appeared  that  no  substantial 
Federal  question  was  involved.  No  formal 
opinion  was  written  by  that  Court  in  finally 
disposing  of  the  action.  The  Court,  how- 
ever, in  support  of  its  action  cited  certain 
cases  in  which  there  had  previously  been 
rulings  that  it  is  within  the  power  of  a 
state  to  make  proper  regulations  for  the 
practice  of  medicine. 

Whenever  some  new  and  wide  reaching 
legislation  becomes  effective  it  is  inevitable 
that  some  case  will  be  presented  to  test  out 
the  scope  and  validity  of  the  statute  in 
question,  and  the  Szold  case  has  well  served 
in  proving  the  soundness  of  the  Workmen’s 
Compensation  Law  in  its  present  form. 

The  growth  and  development  of  the 
Workmen’s  Compensation  Law  has  been  a 
long  and  gradual  process,  and  as  time  went 
on  abuses  have  developed  in  connection  with 
its  administration.  The  first  such  law  when 
enacted  years  ago  was  declared  unconstitu- 
tional. In  1913  a section  was  added  to  the 
Constitution  of  the  State  of  New  York  ex- 
pressly authorizing  such  legislation,  the 
avowed  purpose  of  which  was  to  be  “for 
the  protection  of  the  lives,  health  or  safety 
of  employees.”  After  that  Section  became 
a part  of  the  basic  law  of  the  State,  another 
Workmen’s  Compensation  Law  was  enacted 
which  became  effective  in  1914.  From  time 
to  time  changes  have  been  made  by  the 
legislature  as  their  need  became  manifest. 

Prior  to  the  1935  amendments,  while  it 
was  provided  that  injured  employees  were 
to  be  furnished  medical  care  and  treatment, 
the  law  contained  very  little  language  regu- 
lating the  rendering  of  medical  care  under 
the  Act.  The  guiding  principle  was  that 
the  employer  was  to  provide  medical  care, 
and  it  was  he  who  in  ordinary  cases  chose 
the  physician  to  render  that  care.  The  mat- 
ter of  what  sort  of  a physician  was  chosen 
to  render  the  care,  and  what  sort  of  care 
was  rendered  was  left  open.  Being  left 
open,  flagrant  abuses  developed  which  are 
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only  too  well-known  to  the  members  of  or- 
ganized medicine.  Medical  care  became  de- 
graded into  a commercialized  venture.  Un- 
scrupulous physicians  and  so-called  medical 
clinics  undertook  to  exploit  the  worker,  the 
employer  and  the  insurance  carrier.  Re- 
bating, fee-splitting,  solicitation,  and  lifting 
of  cases  was  widespread. 

Organized  medicine  had  voiced  its  pro- 
tests to  such  abuses,  and  on  occasions  had 
called  for  changes  in  the  Law.  Finally,  the 
Governor  appointed  a joint  committee  of  the 
Medical  Society  of  the  State  of  New  York 
and  the  Academy  of  Medicine  to  study  the 
entire  situation  and  report  recommendations 
to  him. 

After  a study  of  many  months  this  com- 
mittee reported  to  the  Governor  and  pro- 
posed many  changes.  Governor  Lehman 
then  in  a special  message  to  the  legislature 
in  1934  submitted  the  Committee’s  report  to 
that  body  and  called  for  action. 

The  legislature  responded  and  passed  the 
so-called  1935  amendments  to  the  Work- 
men’s Compensation  Law.  For  the  first 
time  organized  medicine,  as  represented  by 
the  various  County  Medical  Societies  and 
by  the  Medical  Society  of  the  State  of  New 
York,  was  given  a definite  part  in  the  ad- 
ministration of  the  Law.  The  large  and 
important  part  played  by  these  societies  in 
connection  with  the  authorizing  of  physi- 
cians to  render  compensation  medical  care, 
in  disciplining  such  physicians,  and  in 
arbitrating  disputes  is  now  well-known 
throughout  the  State. 

In  the  Szold  case  the  question  for  deter- 
mination by  the  Courts  went  to  the  very 
roots  of  this  entire  structure  set  up  by  the 
1935  Amendments.  The  plaintiff  contended 
that  whether  authorized  under  the  law  or 
not  he  had  a common  law  right  to  be  com- 
pensated for  care  rendered  to  an  injured 
workman  upon  a private  arrangement  with 
the  employer.  He  claimed  that  it  was  un- 
reasonable for  the  State,  having  licensed 
him  to  practice  medicine,  to  impose  the 
additional  requirement  of  a special  authori- 
zation to  treat  injured  workmen.  He 
claimed  that  the  delegation  of  duties  to 
Medical  Societies,  non-governmental  agen- 
cies, was  unlawful  and  violative  of  both  the 
State  and  Federal  Constitutions.  He  also 
claimed  that  the  provisions  relative  to  com- 
pulsory arbitration  in  disputes  over  medical 
bills  (Section  13-g)  violated  his  constitu- 
tional right  by  depriving  him  of  trial  by 
jury. 

If  plaintiff  had  prevailed  in  any  of  these 
claims,  a severe  blow  would  have  been  dealt 
to  the  proper  administration  of  the  Work- 
men’s Compensation  Law.  However,  our 
Court  of  Appeals  has  specifically  ruled 
against  the  plaintiff  on  each  of  his  conten- 
tions, and  the  Supreme  Court  of  the  United 


States  has  declined  to  interfere  with  the 
decision  of  the  State  Courts  in  the  matter. 


Foreign  Body  in  Eye 

A physician  who  specialized  in  diseases 
and  surgery  of  the  eye  was  consulted  by 
a man  about  forty  years  of  age  who  was 
referred  to  him  by  a general  practitioner. 
The  patient  gave  a history  that  the  day  be- 
fore he  had  been  engaged  in  clipping  a wire 
fence  when  some  metallic  chips  flew  into 
his  right  eye.  A careful  examination  re- 
vealed the  presence  of  a foreign  substance 
in  the  cornea  of  the  right  eye  with  perfora- 
tion of  the  cornea  and  anterior  synchiae. 
Vision  at  the  time  was  about  20/100.  Under 
medication  the  doctor  removed  a fragment 
of  wire  from  the  cornea  and  after  that  had 
been  done  he  determined  that  there  was 
an  additional  fragment  located  in  the  lens. 
Since  the  said  fragment  was  deeply  im- 
bedded, he  determined  not  to  attempt  its 
removal  and  permitted  it  to  remain  unless 
the  eye  should  show  evidence  of  nontoler- 
ance. It  was  the  physician’s  intention  to 
wait  and  remove  it  with  the  cataract  which 
would  eventually  develop  and  thus  subject 
the  eye  to  a minimum  of  trauma.  The 
patient  returned  to  the  doctor’s  office  on 
four  subsequent  occasions  within  the  next 
week  and  although  the  patient  complained 
of  pain  the  eye  seemed  to  be  definitely  im- 
proved. During  that  period  of  time,  the 
doctor  issued  prescriptions  for  the  purpose 
of  alleviating  the  patient’s  condition  and  he 
was  directed  to  return  to  the  doctor’s  office 
for  further  care  which  he  failed  to  do. 

It  was  later  learned  that  the  patient  went 
to  another  doctor  who  about  a week  later 
removed  the  foreign  body  by  a magnet  and 
also  performed  an  iridectomy. 

A malpractice  action  was  brought  against 
the  physician  who  had  first  undertaken  to 
treat  the  case  in  which  the  charge  was 
made  that  he  had  negligently  failed  to 
properly  remove  all  of  the  foreign  matter 
in  plaintiff’s  eye  as  a result  of  which  it  was 
claimed  that  he  was  almost  completely  blind. 
A physical  examination  made  of  the  plain- 
tiff indicated  the  presence  of  a cataract  with 
vision  of  20/100  and  it  was  the  opinion  of 
the  examining  physician  that  the  defect  of 
vision  was  not  progressive. 

When  the  case  came  on  for  trial,  plain- 
tiff’s attorney  was  not  ready  to  proceed 
and  after  the  case  had  been  delayed  for  a 
considerable  period  of  time,  an  application 
was  made  to  the  Court  to  dismiss  the  action 
for  lack  of  prosecution.’  Plaintiff  thereupon 
consented  to  discontinue  the  action  thereby 
admitting  that  he  was  unable  to  establish 
that  the  defendant  had  been  guilty  of  mal- 
practice in  caring  for  him. 


Across  the  Desk 


A National  Crusade  to  “Keep  Fit” 


Enormous  popular  campaigns  are  on  in 
Great  Britain,  Japan,  and  other  countries 
to  “keep  fit”.  Fit  to  fight  is  perhaps  really 
meant  in  lands  shadowed  by  the  threat 
of  war,  but  there  is  no  reason  why  we 
should  not  keep  fit  to  live  in  peace  just 
as  well  as  fit  to  die  in  battle.  In  fact,  if 
anything,  health  is  more  important  if  we 
expect  to  stay  on  the  sunny  side  of  the  sod 
for  a normal  span  of  life.  We  may  think 
other  nations  have  gone  crazy  in  some  ways, 
but  a craze  to  keep  in  good  shape  physically 
is  the  very  essence  of  sanity — mens  sana 
in  corpore  sano. 

The  significant  thing  about  this  sort  of 
movement  is  that  it  is  not  just  an  effort 
to  keep  out  of  the  hospital,  or  two  jumps 
ahead  of  the  undertaker.  Lord  Harder  said 
at  one  of  the  meetings  in  England  that 
what  he  had  in  mind  when  he  spoke  of 
fitness  was  “health  and  happiness,”  and 
that  the  chief  object  should  be  not  to  make 
life  longer  but  to  make  life  better  and  hap- 
pier. Thousands  of  people,  perhaps  most 
people,  are  not  getting  their  full  measure 
of  the  joy  and  exhilaration  of  living  because 
they  are  below  par  physically.  They  are 
not  sick  but  they  are  not  entirely  well. 
To  them  life  is  a dull  and  drab  business. 
They  find  no  thrill  in  the  songs  of  birds, 
the  sweet  breath  of  flowers,  the  purple 
aurora  of  dawn,  or  the  crimson  glory  of 
sunset.  Their  work  is  just  a job,  and  the 
rosiest  sunrise  means  only  another  day. 

Get  the  Works  Clicking  Right 

Now  it  may  be  respectfully  submitted  that 
when  one  person  finds  our  world  a place 
of  wonder  and  joy,  while  another  finds  it 
little  better  than  a dreary  prison,  then  the 
second  is  in  some  way  out  of  harmony. 
Something  is  wrong  in  him  somewhere,  and 
it  is  a good  bet  that  if  he  can  get  his 
works  clicking  right,  if  he  can  make  him- 
self “fit”,  he  will  know  once  more  that 
effervescence  of  good  spirits  that  made  him 
dance  and  whistle  his  way  along  the  street 
in  his  early  teens.  A campaign  to  “keep 
fit,”  to  restore  our  physical  machinery  to 
smooth,  easy-running,  efficient  harmony, 


would  be  repaid  a hundred  times  in  the 
gain  in  national  happiness  and  well-being. 

That  is  what  the  British  are  trying  to 
do,  with  their  National  Fitness  Council  to 
guide  the  movement.  Leaders  in  industry 
and  commerce,  employers,  school  and  local 
authorities,  athletic  clubs,  and  everybody, 
in  short,  are  called  upon  to  help  make  the 
British  people  fit  for  whatever  is  before 
them.  Here  is  a duty,  said  King  George 
in  February,  at  a big  public  gathering  in 
London,  “which  will  bring  swift  returns 
in  human  happiness,  for  nothing  adds  more 
to  the  pleasure  of  life  and  to  the  joy  of 
work  and  play  than  physical  fitness.”  Pro- 
longed cheering  greeted  his  words. 

Resurrection  of  the  Half-Dead 

Here  is  a new  way  of  measuring  national 
health,  only  we  cannot  measure  it.  It  is 
too  intangible.  We  sometimes  compare  the 
health  of  different  nations  by  their  death- 
rates,  but  how  about  people^  in  a half-dead 
and  half-alive  condition?  Some,  we  may 
say,  are  seventy-five  per  cent  alive,  some 
fifty,  some  twenty-five.  The  problem  is  to 
restore  them  to  one  hundred  per  cent,  or  as 
near  it  as  we  can.  We  can  not  raise  the 
dead,  but  maybe  we  can  restore  the  half- 
dead to  life,  and  that  is  worth  trying.  The 
British  are  out  to  reduce  the  number  of 
the  dead-and-alive  folks,  and  it  is  a move 
worth  emulation. 

A fine  thing,  too,  about  their  plan,  is 
that  it  is  entirely  voluntary.  There  is  no 
regimentation.  Nobody  is  dragooned  into 
it.  Said  King  George,  speaking  particularly 
to  youth: 

“The  future  will  be  in  your  keeping.  The 
present  is  your  opportuntiy  to  fit  yourselves 
for  a full,  and  active,  and  useful,  and  there- 
fore happy  life.  The  decision  is  left  to  your 
free  choice.” 

A speaker  at  an  earlier  meeting  stressed 
the  part  to  be  played  by  the  family  doctor 
in  the  health  crusade.  He  is  expected  to 
work  individually  with  the  families  under 
his  care,  to  interest  them  all  in  the  cam- 
paign, and  help  bring  them  up  to  one  hun- 
dred per  cent  fitness.  In  other  words,  it 
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Part  of  the  British  Campaign  to  “Keep  Fit” 

Some  of  the  6000  rank  and  file  of  the  Women’s  League  of  Health  and  Beauty  doing 

their  daily  dozen. 


is  of,  by,  and  for  the  people,  there  is  no 
regimentation  about  it,  and  the  doctor  works 
individually  with  his  patient,  the  only  way 
to  produce  the  best  results. 

How  the  Japanese  Go  At  It 

Japan,  which  has  attained  power  and 
dominance  by  imitating  other  nations,  is 
out  with  a “keep  fit”  movement,  too.  Every 
morning  last  summer  the  Tokyo  central 
broadcasting  station  made  the  ether  throb 
with  music  for  gymnastic  exercises,  and  all 
the  nation  was  supposed  to  do  a “daily 
dozen”  at  6 a.m.  The  yards  of  schools, 
temples,  and  factories,  the  parks  and  the 
seashore  were  alive  with  little  brown  fig- 
ures contorting  themselves  in  strange  pos- 
tures unknown  to  their  ancestors,  in  order 
to  be  “fit.”  It  is  reckoned  that  10,000,000 
men  and  children  all  over  the  country  par- 
ticipated. Another  part  of  the  plan  pro- 
vides for  an  inquiry  into  the  health  of  every 
family.  As  applied  to  the  big  industrial  city 
Osaka,  we  read  in  a letter  from  Japan  to  the 
A.  M.  A.  Journal,  the  work  will  be  done  by 
twelve  health  officers : 

Each  office  will  supervise  the  examination  of 
60,000  citizens.  The  reports  will  include  the  fol- 
lowing information:  how  many  members  of  the 
family  have  died,  particularly  infants;  the  num- 
ber of  workers  in  the  family;  the  number  who 


have  been  dismissed  or  are  out  of  employment 
and  the  causes  of  dismissal. 

Concerning  the  individual  citizen,  the  exam- 
ination will  inquire  into  his  habits,  tastes,  occu- 
pation, office  hours,  leisure  hours,  monthly 
income,  medical  history,  hours  of  sleep,  cough, 
sputum,  night-sweats,  fatigue,  tendency  to  catch 
cold,  stomach  complaints,  and  the  price  and  in- 
gredients of  his  lunch. 

Is  Such  a Movement  Possible  Here? 

Could  a campaign  to  “keep  fit,”  supervised 
by  competent  medical  leaders,  be  successfully 
aroused  and  carried  through  in  this  coun- 
try ? Certainly  there  has  never  been  a time 
when  the  people  have  been  more  concerned 
about  their  health.  Cruel  advantage  has 
been  taken  of  their  anxiety  by  every  sort 
of  unscrupulous  charlatan  and  pseudo-med- 
ical scalawag  to  dupe  the  credulous  by  the 
thousands  and  pour  down  their  throats  a 
cataract  of  nauseous  nostrums  that  make 
them  worse  instead  of  better.  What  a bless- 
ing it  would  be  if  a tidal  wave  of  health 
sanity  could  flood  the  land,  sweep  into 
oblivion  the  quacks  and  their  quackery,  and 
float  a great  national  movement  to  make  and 
keep  everyone  fit  for  life,  for  work,  for 
happiness ! It  would  require  the  full  time 
of  every  physician  in  America.  Other  na- 
tions are  doing  it.  The  door  of  oppor- 
tunity stands  wide  open.  Who  will  lead 
the  way  ? 
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necessary  need.  It  is  useful  to  the  neophyte 
in  that  it  explains  simply  and  clearly  the 
actual  steps  of  procedure.  It  is  useful  to 
the  finished  operator  in  that  it  enables  him 
at  a glance  to  refresh  his  mind  on  some 
technical  point  which  may  have  escaped 
his  memory  in  a rarely  used  procedure. 

Obsolete  operations  have  been  omitted, 
and  newer  procedures  included  in  this  third 
edition,  so  that  one  need  not  think  the  work 
out  of  date.  The  bibliography  at  the  end 
of  each  chapter  lends  a feeling  of  assurance 
that  the  authors  have  considered  every  aspect 
of  this  actively  developing  field. 

John  N.  Evans 
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Second  edition.  Octavo  of  333  pages,  illus- 
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This  is  a well  written  text  covering  a 
field  of  surgery  which  has  been  sorely  in 
need  of  emphasis.  Following  a chapter  on 
general  principles,  in  which  the  differences 
between  surgery  of  the  child  and  of  the 
adult  are  well  brought  out,  the  common  and 
rare  surgical  diseases  are  thoroughly  de- 
scribed. Treatment  advised  is  uniformly 
sound.  The  work  is  well  arranged,  excel- 
lently illustrated,  and  will  be  of  value  to 
any  surgeon. 

Edward  P.  Dunn 
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VESICOVAGINAL  FISTULAE 

Their  Cause  and  Cure 

Norman  F.  Miller,  M.D.,  Ann  Arbor,  Mich. 

From  the  Department  of  Obstetrics  and  Gynecology,  University  of  Michigan 


Discussion  of  bladder  fistulae  in  the 
female  has  gradually  disappeared  from 
obstetric  texts  only  to  appear  in  treatises 
on  gynecology.  Two  reasons  account  for 
this  shift;  (1)  operative  trauma  has  be- 
come an  increasingly  prominent  factor  in 
their  production  and  (2)  most  patients 
with  fistulae  gravitate  to  the  gynecologist, 
urologist  or  general  surgeon  for  repair. 

Fistulae  resulting  from  obstetric  trauma 
have  undoubtedly  decreased  in  frequency. 
Pressure  necrosis  has  been  almost  en- 
tirely eliminated,  for  excessively  long, 
three  and  four  day  labors  are  seldom  per- 
mitted today.  Furthermore  greater  care 
is  exercised  in  management  of  the  patient 
during  the  intrapartum  period.  The  over- 
distended bladder  is  carefully  guarded 
against  and  catheterization  prior  to  opera- 
tive delivery  is  now  routine.  With  the 
advent  of  obstetric  analgesia  and  amnesia, 
operative  deliveries  have  become  more 
frequent  but  this  does  not  appear  to  have 
influenced  the  incidence  of  bladder  fis- 
tulae, nor  should  it,  if  good  judgment  is 
exercised  in  their  selection  and  per- 
formance. 

Almost  a hundred  years  ago  leading 
obstetricians  recognized  that  forceps, 
properly  used,  prevented  rather  than 
caused  fistulae.  This  was  stressed  by 
Sims  and  other  leaders  of  the  time.  Un- 
doubtedly trauma  in  the  form  of  pro- 


longed pressure  in  excessively  long  labors 
with  subsequent  necrosis  was  a prominent 
etiological  factor.  The  development  of 
prenatal  care,  and  a wider  range  of  ac- 
ceptable methods  for  delivery  in  patients 
with  cephalopelvic  dystocia  has  unques- 
tionably reduced  the  hazards  of  bladder 
injury. 

The  exact  incidence  of  bladder  fistulae 
resulting  from  obstetric  trauma  is  difficult 
to  determine.  Both  patient  and  physician 
are  reticent  about  admitting  complications 
of  this  sort  and  furthermore  the  present 
day  availability  of  hospitals  and  skilled 
surgical  care  leads  to  earlier  rectification. 
In  contrast  to  the  apparent  decrease  as  a 
result  of  birth  trauma,  we  see  a definite 
increase  in  bladder  fistulae  following 
pelvic  surgery.  About  fifty  per  cent  of  the 
fistulae  seen  at  the  University  of  Michigan 
Hospital  during  the  past  five  years  oc- 
curred as  the  result  of  pelvic  surgery. 
Pelvic  surgery  for  hysterectomy  is  the 
most  frequent  offender  although  other 
pelvic  operations  may  be  similarly  com- 
plicated. Fortunately  postoperative  fistu- 
lae are  generally  small  and  many  heal 
spontaneously  during  the  first  few  months 
following  operation.  Others  may  do  so 
when  stimulated  by  cautery  or  figura- 
tion. Those  remaining  unhealed,  although 
small,  are  generally  more  difficult  to  repair 
than  the  larger  puerperal  variety.  This 
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is  readily  understood  when  the  two  groups 
are  compared. 

Postoperative  fistulae  are  generally  high 
in  the  vagina  and  difficult  to  expose. 
On  the  other  hand  the  larger  postobstetric 
fistulae  are  readily  accessible  and  their 
repair  thereby  simplified.  A healthy  re- 
spect for  the  bladder  during  pelvic  surgery 
and  judgment  in  the  use  of  either  sharp 
or  blunt  dissection  in  the  vicinity  of  this 
organ  will  go  a long  way  toward  keeping 
the  surgeon  out  of  trouble.  Similarly 
by  keeping  the  bladder  empty  during  oper- 
ative delivery  and  by  being  mindful  that 
obstetric  forceps  are  primarily  intended 
for  traction  and  not  rotation,  morbidity 
from  this  source  may  be  kept  at  a low 
figure. 

In  the  management  of  vesicovaginal  fis- 
tulae we  must  not  overlook  the  oppor- 
tunities for  prevention  and  primary 
healing.  I am  confident  that  a fistula  may 
sometimes  be  prevented  by  use  of  an  in- 
dwelling catheter  in  patients  where  exces- 
sive bladder  trauma  is  suspected  or  actual 
damage  is  known  to  have  occurred.  With 
modern  facilities  for  bladder  drainage 
and  irrigation,  there  appears  to  be  little 
justification  for  neglecting  this  precaution 
in  suspicious  cases.  The  prone  position 
and  local  stimulation  in  the  form  of  saline 
douches  and  other  means  for  speeding-up 
healing  should  be  liberally  employed. 
Early  and  persistent  attention  to  these 
simple  measures  will  lead  to  the  closure 
of  some  and  materially  reduce  the  size 
of  others.  Every  older  practitioner  has 
long  since  recognized  the  remarkable 
healing  powers  of  nature  and  nowhere  is 
this  better  exemplified  than  by  observing 
the  gradual  closure  of  what  appeared  to 
be  a hopeless  and  unbearable  bladder 
disaster. 

While  early  attempt  at  operative  clo- 
sure before  the  tissues  are  in  healthy 
condition  is  inadvisable,  stimulation  of 
indolent  edges  by  means  of  cautery  or 
chemicals  is  well  worth  trial.  Operative 
closure  may  be  attempted  in  the  larger 
fistulae  after  three  months,  provided  the 
tissues  are  in  healthy  condition.  Small 
fistulae  may  be  treated  conservatively 
for  a longer  period  with  the  hope  of 
spontaneous  healing. 

“There  are  many  roads  that  lead  to 
Rome/’  and  so,  too,  there  are  many 
surgical  methods  for  correcting  vesico- 


vaginal fistulae.  In  considering  repair  the 
physician  should  recognize  his  responsi- 
bility and  undertake  such  treatment  only 
if  he  is  able  to  offer  his  patient  every 
opportunity  for  successful  outcome.  This 
is  not  idle  talk — nor  is  it  an  attempt  to 
steer  these  unfortunate  women  to  medical 
centers.  No  patient  is  more  deserving  of 
sympathy  and  help  than  the  woman  suffer- 
ing social  isolation  and  the  mental  and 
physical  torture  of  uncontrolled  urine 
drainage.  Since  each  unsuccessful  at- 
tempt at  repair  materially  reduces  the 
chances  for  ultimate  cure  there  is  obvious- 
ly little  justification  for  bungling,  or 
makeshift  attempts  at  closure. 

The  physician  contemplating  operation 
for  a bladder  fistulae  may  well  ask  the 
following  questions : 

1.  Is  patient  in  best  possible  physical  con- 
dition ? 

2.  What  are  the  various  methods  of 
accomplishing  repair? 

3.  Am  I selecting  the  best  approach  for 
this  particular  case? 

4.  Shall  I regret  inadequate  preoperative 
preparation  or  has  my  patient  been  properly 
prepared  ? 

5.  Am  I properly  fortified  in  knowledge, 
skill,  and  equipment  to  undertake  such 
repair  ? 

It  is  not  too  much  to  expect  such 
detailed  consideration  when  we  recall  that 
the  first  attempt  at  repair  generally  offers 
the  best  chance  for  cure,  and  with  each 
succeeding  attempt  the  chance  for  ulti- 
mate closure  materially  decreases.  No 
gynecologist,  urologist  or  surgeon  has  yet 
become  so  adept  in  the  repair  of  vesico- 
vaginal fistula  that  he  can  afford  to 
neglect  the  above  mentioned  points.  No 
stone  should  be  left  unturned  in  deter- 
mining that  patients  so  afflicted  are  given 
every  chance  for  primary  healing.  To  this 
end  then  we  may  well  consider  the  basic 
principles  which  underlie  surgery  of  this 
type. 

Fortunately  the  blood  supply  to  the 
pelvis  and  its  mucous  membranes  is  nor- 
mally good  and  except  where  excessive 
scarring  has  taken  place,  this  factor  is 
seldom  one  to  cause  concern.  With  suc- 
cessive attempts  at  repair  and  failure,  the 
rapid  increase  in  cicatrix  or  scar  tissue 
formation  occurs,  vascularization  of  tis- 
sues is  seriously  impaired  and  renders 
further  attempts  at  repair  even  less  likely 
to  be  successful. 
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Every  surgeon  recognizes  excessive  ten- 
sion as  a serious  impediment  to  healing. 
This  is  particularly  true  in  the  repair  of 
fistulae.  Much  can  be  done  to  avoid  this 
and  particular  pains  should  be  taken  to 
recognize  and  overcome  this  obstacle  to 
healing.  Jobert  (de  Lamballe)  achieved 
this  by  making  incisions  lateral  to  the 
fistulae  while  Simon  relied  on  tension 
sutures.  In  the  presence  of  excessive 
scarring  where  wide  dissection  around  the 
fistula  appears  inadvisable,  Jobert’s  sug- 
gestion may  be  followed  to  advantage  but 
in  patients  operated  for  the  first  time 
this  is  seldom  necessary,  tension  being 
avoided  by  adequate  mobilization  of  the 
mucous  membranes  proper. 

It  is  difficult  to  evaluate  the  infection 
hazard  in  these  cases.  That  it  plays  a 
role  in  healing  need  scarcely  be  ques- 
tioned. Yet,  when  we  recall  that  the 
great  masters  of  the  past  century,  Wutzer, 
Jobert  de  Lamballe,  Simon,  Brown,  Boze- 
man, and  Sims  had  no  knowledge  of 
asepsis  and  yet  achieved  almost  unbeliev- 
able success  it  becomes  difficult  to  view 
infection  as  a first  rank  hazard.  Doubt- 
less individual  resistance  or  bacterial 
immunity  plays  an  important  part.  Even 
so  the  danger  of  incomplete  union  as  a 
result  of  infection  should  be  guarded 
against  by  appropriate  preoperative 
preparation. 

In  the  early  years  of  the  present  cen- 
tury, at  least  ten  methods  of  approach 
were  described.  Today  only  three  of  these 
approaches  deserve  consideration — the 
vaginal,  the  transvesical,  and  the  trans- 
peritoneal.  It  is  not  the  purpose  of  this 
paper  to  delineate  these  methods.  Neither 
is  it  my  intention  nor  desire  to  propa- 
gandize any  one  method  and  least  of  all 
my  own.  Each  method  has  its  advantages 
and  each  has  been  adequately  described 
in  the  literature.  It  is  incumbent ; indeed, 
it  is  the  duty  of  the  physician  contemplat- 
ing repair  of  vesicovaginal  to  familiarize 
himself  with  these  accepted  methods.  Fail- 
ure to  do  so  means  failure  to  qualify  for 
this  type  of  surgery.  Armed  with  complete 
information  the  physician  is  in  a position 
to  select  that  method  which  in  his  opinion 
best  suits  the  condition. 

During  the  past  five  years  all  cases  of 
vesicovaginal  fistulae  have  been  operated 
by  the  same  technic  at  the  University  of 
Michigan  Hospital.  I would  have  no 


hesitancy,  however,  in  adopting  the  trans- 
vesical or  transperitoneal  approach  should 
the  fistula  warrant. 

Technic 

In  brief  the  technic  of  repair  used  in 
these  cases  is  as  follows : 

1.  General  upbuilding  regimen  until  pa- 

tient is  in  good  health.  This  is  an  operation 
of  election — not  emergency — and  even 

though  the  patient  is  anxious  to  be  cured 
attention  to  general  health  is  apt  to  be 
well-rewarded. 

2.  Local  hygiene:  Mild  warm  antiseptic 
douches  and  local  treatment  are  advocated 
in  order  that  the  tissues  may  be  in  healthy 
condition  before  repair  is  undertaken. 

3.  Urinary  antisepsis. 

4.  Careful  localization  of  fistula.  Cysto- 
scopic  examination  is  always  made  when 
possible.  It  helps  locate  ureters  and  informs 
the  physician  how  far  he  may  safely  go  in 
his  dissection. 

Operation 

1.  Inverted  Trendelenburg  position.  In  our 
experience  this  has  been  most  useful.  It 
permits  the  operator  to  look  down  upon 
the  operative  site. 

2.  Mobilization  of  vaginal  mucous  mem- 
brane and  bladder  base  at  site  of  fistula. 
Probably  this  calls  for  more  judgment  than 
any  other  step  in  the  repair.  When  there 
is  little  scarring  and  the  blood  supply  is 
good,  wide  dissection  is  desirable  as  it  per- 
mits closure  without  tension.  When  badly 
scarred,  however,  wide  dissection  may  be 
inadvisable  because  of  the  poorly  vascular- 
ized tissues  and  the  danger  of  slough.  In 
these  cases,  use  remote  mobilization. 

3.  Inversion  of  the  bladder  and  eversion 
of  vaginal  mucous  membrane,  using  only  a 
few  interrupted  fine  chromic  sutures.1  Over 
use  of  suture  material  is  unnecessary  and  a 
common  cause  of  failure. 

Postoperative  Care 

1.  Prone  position  on  well -padded  frame. 

2.  Indwelling  catheter,  acetic  acid  one- 
quarter  per  cent,  irrigations  three  times  daily 
or  oftener  if  necessary.  With  the  patient 
in  the  prone  position,  constant  gross  wet- 
ting of  the  operative  site  is  less  likely  to 
occur. 

3.  Normal  fluid  intake  (any  clear  liquid). 

4.  Patient  is  taken  off  frame  and  placed 
on  her  back  in  bed  on  the  tenth  day.  The 
catheter  is  removed  on  the  twelfth  post- 
operative day. 

The  above  outlined  technic  represents 
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the  one  which  we  have  come  to  prefer 
and  we  believe  our  results  justify  its  con- 
tinued general  use.  Ninety  per  cent  of 
patients  operated  by  us  by  this  method 
have  healed  by  primary  intention  follow- 
ing a single  operation.  There  are  times, 
however,  when  variation  may  prove  wise 
and  as  previously  stated  we  would  not 
hesitate  to  use  another  technic  in  a given 
case  if,  by  so  doing,  we  might  offer  a 
better  prognosis. 

Better  obstetrics  and  better  surgery 


will  reduce,  but  not  entirely  prevent,  the 
occurrence  of  fistulae.  For  those  that 
do  occur,  careful  evaluation  and  pre- 
meditated planning  are  fundamental.  Let 
there  be  no  attempts  at  repair  without 
meticulous  preparation  and  a full  under- 
standing of  the  problem  presented  and 
its  remedy. 

University  Hospital 
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FIRST  INTERNATIONAL  HEALTH  BROADCAST 


Leading  British  and  American  physicians, 
6,000  miles  apart,  will  confer  via  the  radio 
on  the  greatest  menace  to  child  health, 
rheumatic  heart  disease.  This  conference, 
the  first  international  broadcast  on  any 
health  problem,  will  be  heard  over  the  Na- 
tional Broadcasting  Company,  WEAF  and 
the  Red  Network,  on  Monday  evening,  May 
2,  at  seven-thirty  o’clock,  Eastern  Daylight 
Saving  Time.  Arranged  by  the  American 
Heart  Association,  New  York  City,  the 
conference-broadcast  will  observe  National 
Child  Health  Day. 

Lord  Thomas  Jeeves  Horder,  physician- 
in-ordinary  to  the  King  of  England,  will 
open  the  conference,  speaking  from  London. 
Dr.  Homer  F.  Swift  of  the  Rockefeller  In- 
stitute, New  York  City,  and  Dr.  T.  Duckett 
Jones  of  the  House  of  the  Good  Samaritan, 
Boston,  will  then  speak  from  Atlantic  City 
where  they  will  be  attending  the  convention 
of  the  American  Society  for  Clinical  Inves- 
tigation. 

Dr.  William  J.  Kerr,  President  of  the 


American  Heart  Association,  will  take  up 
the  discussion  from  San  Francisco. 

Rheumatic  heart  disease  is  now  recognized 
as  the  deadliest  and  most  crippling  affliction 
of  children  of  school  age.  Its  annual  mor- 
tality rate  is  seven  times  that  of  dread  in- 
fantile paralysis  during  an  epidemic,  while 
every  year  it  invisibly  cripples  thousands 
more.  Close  to  a million  persons  in  the 
United  States  have  hearts  damaged  by 
rheumatic  fever. 

Lord  Horder’s  aerial  report  will  dwell 
upon  public  health  aspects  of  the  disease, 
particularly  in  England.  Dr.  Kerr,  from 
the  West  Coast,  will  tell  of  the  work  of  the 
American  Heart  Association  in  this  field. 
The  radio  audience  will  then  be  carried 
back  to  Atlantic  City  to  hear  Dr.  Swift 
describe  the  medical  investigations  being 
carried  on  to  isolate  the  cause  of  the  dis- 
ease. Dr.  Jones  will  follow  with  a discus- 
sion of  the  treatment  of  children  with  crip- 
pled hearts,  emphasizing  the  need  for  long 
continued  sanatorial  care. 


GOLFERS!!  ATTENTION 


The  American  Medical  Golfing  Associa- 
tion’s Twenty-Fourth  Annual  Golf  Tourna- 
ment will  be  held  in  San  Francisco,  Cali- 
fornia, on  June  13,  at  the  San  Francisco  Golf 
and  Country  Club. 

The  San  Francisco  Golf  Committee,  ap- 
pointed by  General  Chairman  Howard  Mor- 
row, is  composed  of  James  W.  Morgan, 
Chairman,  Ernest  D.  Chipman,  George  A. 
Gray,  George  McClure,  and  William  G. 
Moore. 

Drs.  James  Eaves  and  Walter  Schaller, 
past  presidents  of  the  A.  M.  G.  A.,  are 
Honorary  Members  of  the  committee. 

A “Golfers  Special”  to  the  A.  M.  A. 
Meeting  is  being  sponsored  by  the  American 


Medical  Golfing  Association.  Six  games  of 
golf  have  been  arranged  on  the  trip  to  the 
Coast,  in  New  Orleans,  Houston,  Gal- 
veston, San  Antonio,  Los  Angeles,  and  Del 
Monte;  and  three  on  the  return  journey 
thru  Portland,  Seattle,  Vancouver,  Lake 
Louise,  and  Banff. 

Non-golfers  as  well  as  golfers,  and  their 
ladies,  are  welcome  on  the  “Golfers 
Special.” 

For  full  particulars  on  the  A.  M.  G.  A. 
Tournament  or  the  “Golfers  Special,”  write 
the  President  of  the  A.  M.  G.  A.,  Di*.  Walt 
P.  Conway,  1723  Pacific  Avenue,  Atlantic 
City,  N.  J. ; or  Bill  Burns,  Executive  Secre- 
tary, 2020  Olds  Tower,  Lansing,  Mich. 


MENTAL  GROWTH  IN  EPILEPTIC  CHILDREN 


I.  Newton  Kugelmass,  M.D.  and  Louise  E.  Poull,  Ph.D.,  New  York  City 
From  the  New  York  City  Children's  Hospital 


Whatever  the  intellectual  endowment 
of  an  epileptic  child  his  mental  growth  is 
retarded  more  often  than  accelerated. 
This  clinical  dictum  raises  several  ques- 
tions regarding  the  mechanism  of  the 
disease  significant  in  developmental  super- 
vision. 

1.  Does  mental  deterioration  form  a part 
of  epilepsy? 

2.  Does  initial  intelligence  determine  the 
altered  mental  state? 

3.  Does  reduction  in  the  number  of  seiz- 
ures raise  mental  capacity? 

4.  Does  improvement  in  epilepsy  enhance 
mental  control? 

5.  Does  age  condition  change  in  mental 
status  ? 

The  answers  were  tentatively  obtained 
from  clinical  and  psychological  studies  of 
129  epileptic  children  selected  from  about 
1700  institutionalized  children  and  ninety- 
one  from  private  practice  studied  in  hos- 
pitals and  special  schools. 

Distribution  of  Cases 

The  diagnosis  of  epilepsy  was  concluded 
from  detailed  physical,  neurological,  and 
psychological  examinations  of  the  patient. 
It  included  the  medical  and  personal  his- 
tory, mental  tests,  blood  and  spinal  fluid 
analysis,  basal  metabolic  determinations, 
x-ray  examination  of  the  skull  and  gastro- 
intestinal tract,  allergy  tests,  and  ventri- 
culography as  indicated. 

The  epileptic  children  included  in  this 
study  fulfilled  the  following  conditions : 
(1)  Reliable  psychological  examinations 
at  the  beginning  and  at  the  end  of  the 
interval  involved;  (2)  Absence  of  com- 
plications affecting  mental  status;  (3) 
Mental  levels  over  an  I.  Q.  20;  (4)  Uni- 
form therapeutic  procedures ; (5)  Identi- 
cal living  conditions. 

The  patients  were  classified  as  primary 
if  idiopathic  epilepsy  was  the  sole  disturb- 
ance, and  as  secondary  if,  besides  epilepsy, 
there  was  a constant  cerebrogenic  factor 
superimposed  on  the  mental  status.  In 
the  former  group  mental  growth  might  be 
expected  to  be  accelerated  and  in  the 


latter,  to  be  retarded.  The  children  were 
considered  improved  if  both  the  number 
and  intensity  of  the  seizures  decreased, 
and  unimproved  if  either  the  number  in- 
creased and  the  intensity  of  the  attacks 
decreased  and  vice  versa  or  if  there  was 
no  change  in  the  condition  during  the 
interval  of  study. 

The  treatment  was  formulated  accord- 
ing to  individual  needs.  In  the  children 
with  I.  Q.  less  than  90  it  consisted  of' 
phenobarbital  limitation  of  fluid  and  salt, 
bowel  regulation,  and  daily  rest  periods. 
In  the  children  with  I.  Q.  more  than  90, 
treatment  consisted  of  ketogenic  diet 
(acid-forming  and  dehydrating),  pheno- 
barbital, removal  of  physical  and  mental 
strains,  elimination  of  allergic  offense, 
change  in  environment,  correction  of  phy- 
sical defects,  posture,  constipation,  rest 
periods  before  and  after  meals,  and  regu- 
lated daily  regimen. 

Age  at  Onset  of  Epilepsy 

Exact  determination  of  the  beginning 
of  epilepsy  is  frequently  very  difficult  be- 
cause no  adequate  method  of  distinguish- 
ing epileptic  seizures  from  nonepileptic 
convulsions  of  infancy  and  early  childhood 
has  been  devised.  The  general  trend  of 
the  data  is  significant  in  that  in  most  of 
the  children  studied,  the  seizures  began 
in  the  preschool  period.  The  age  of  onset 
of  seizures  in  the  primary  improved  group 
is  slightly  higher  than  the  unimproved,  but 
the  greater  variability  in  the  improved 
group  offsets  this  difference.  Omitting  a 
few  outstanding  cases  the  range  of  onset 
of  convulsions  is  from  birth  to  fifteen 
years,  twenty-five  percentile  at  about  one 
year,  fifty  percentile  at  about  three  years, 
and  seventy-five  percentile  below  twelve 
years.  The  similarity  in  these  distribu- 
tions again  gives  a negative  answer  to  this 
question. 

I.  Q.  Determinations 

The  constancy  of  relative  mental  ability 
is  most  commonly  expressed  by  the  intelli- 
gence ratio.  Terman,  Rugg,  Garrison,  and 
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Table  I — Distribution  of  Epileptic  Children  Studied 


Primary . . 
Secondary 


Frequency 


Median . 
25%.... 
75%. . . . 


Classification  of  Cases 
I m proved 


Hospital  Private 

32  56 

24 


Unimproved 

{Treated  and  Untreated) 

Hospital  Private 

55  35 

18 


Chronological  Ages 
hnproved 


Hospital  Private 


Primary  Secondary  Primary 

9 yr.  6 mo.  14  yr.  7 yr.  9 mo. 

6 yr.  7 yr.  4 yr.  6 mo. 

14  yr.  6 mo.  20  yr.  10  yr.  9 mo. 


U nimproved 

( Treated  and  Untreated) 


Hospital  Private 


Primary  Secondary  Primary 

13  yr.  2 mo.  12  yr.  8 mo.  8 yr.  5 mo. 

8 yr.  9 mo.  6 yr.  6 mo.  6 yr.  8 mo. 

18  yr.  3 mo.  17  yr.  6 mo.  12  yr. 


Table  II — Age  at  Onset  of  Epilepsy 


Unimproved 

Improved  ( Treated  and  Untreated) 

Hospital  Private  Hospital  Private 


Frequency  Primary  Secondary  Primary  Primary  Secondary  Primary 

Range  (Years) 1-15  1-17  1-14  1-13  1-13  1-13 

Median 3 yr.  6 mo.  2 yr.  6 mo.  3 yr.  3 mo.  2 yr.  10  mo.  2 yr.  8 mo.  3 yr. 

25% 1 yr.  5 mo.  8 mo.  1 yr.  9 mo.  1 yr.  9 mo.  1 yr. 

75% 11  yr.  11  mo.  11  yr.  9 mo.  8 yr.  6 yr.  7 mo.  10  yr.  6 mo.  8 yr.  9 mo. 


Table  III — I.Q.  of  Epileptic  Children 


U nimproved 

Improved  ( Treated  and  Untreated) 


Hospital  Private  Hospital  Private 


Frequency  Primary  Secondary  Primary  Primary  Secondary  Primary 

Range 20-84  20-74  40-140  20-88  20-85  40-140 

Median 56  51  99  49  49  90 

25% 46  40  67  41  41  54 

75% 64  59  106  66  57  100 


Table  IV — I.Q.  Changes  in  Epileptic  Children 


I m proved 

U nimproved 

( Treated  and  Untreated) 

Hospital 

Private 

Hospital 

Private 

Frequency 

Primary  Secondary 

Primary 

Primary  Secondary 

Primary 

Range 

...  +15  : : -22  +14  : : -15 

+21  : : -21 

+9  : : -44  +7  : : -47 

+3  : : -42 

Median 

-2  0 

-0.5 

-3  -3 

-5 

25% 

-6  -6 

-5 

-12  -13 

-12 

75% 

+2  +1 

+ 3.7 

0 -2 

0 

others  have  shown  surprisingly  constant 
relative  abilities  of  children  tested  year 
after  year  under  normal  conditions. 
Hence  the  increase  in  mental  age  of  a 
child  which  is  expected  after  a given  in- 
terval will  depend  partly  on  this  interval 
and  partly  on  the  I.  Q.  The  mental  age 
of  a child  whose  I.  Q.  is  100  will  in  twelve 
months  increase  one  hundred  per  cent 
whereas  that  of  a child  with  I.  Q.  of  50 
will  in  the  same  time  increase  only  by 
fifty  per  cent  or  by  six  months.  The 
ratio  of  the  actual  increase  to  this  expected 
increase  gives  a measure  of  the  stability 


of  intelligence.  If  it  is  unity,  mental 
development  is  normal;  if  less  than  one, 
retardation ; if  zero,  stagnation.  This  in- 
volves two  assumptions : that  the  score 
units  are  equal  at  all  levels  of  the  test, 
which  is  doubtful  and  that  the  selection 
of  children  at  each  age  is  the  same,  also 
doubtful.  Nevertheless  we  have  resorted 
to  mental  tests  as  the  best  first  approach 
to  our  problem. 

The  initial  and  final  tests  used  in  the 
mental  studies  of  epileptic  children  in- 
volved a variety  of  scales.  The  final  rating 
was  a weighed  average  of  appropriate 
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measures.  The  Stanford-Binet  was  sup- 
plemented by  the  Pintner,  Paterson  Per- 
formance Scale,  Kelley  Traube  Language 
Completion,  Parteus  Maze  or  Pintner 
Non-Language.  Not  all  the  scales  were 
used  in  each  case  for  choice  depended  on 
the  clinical  needs  of  the  individual.  The 
Kuhlmann-Binet  was  substituted  for  the 
Stanford-Binet  in  most  cases  below  the 
five-year  level.  Scales  requiring  the  use 
of  language  were  omitted  in  cases  of 
marked  speech  defect  or  foreign  language 
background.  The  I.  Q.  in  children  of  fif- 
teen years  of  age  or  over  was  determined 
by  dividing  the  mental  age  by  180  months, 
as  fifteen  years  is  the  accepted  maturity 
level. 

The  hospitalized  group  of  epileptic  chil- 
dren is  retarded  mentally.  As  selected 
cases  their  mental  status  is  in  accord  with 
the  observations  recorded  for  institutional 
epileptics.1'3  No  significant  difference 
appears  between  primary  and  secondary 
types  of  epilepsy  in  these  children ; and 
both  are  within  mental  range  of  the  un- 
selected children  in  the  hospital  that  are 
mentally  retarded.  But  there  is  some  dif- 
ference in  I.  Q.  in  favor  of  the  improved 
group  of  children  as  compared  with  the 
unimproved,  treated  or  untreated. 

The  private  practice  group  of  epileptic 
children  showed  a normal  mental  rating 
significantly  higher  in  the  improved  than 
in  the  unimproved  patients.  It  corre- 
sponds well  with  the  central  tendency  and 
total  range  of  other  pediatric  patients. 
Other  observers 4 record  slightly  lower 
I.  Q.  values  for  the  mentally  normal  epi- 
leptic children.  On  the  other  hand,  we 
have  seen  many  epileptic  children  superior 
in  intelligence  when  tested  early  in  the 
course  of  the  disease,  especially  those  who 
have  had  only  petit  mal  attacks.  Appar- 
ently the  large  number  of  mentally  re- 
tarded epileptics  observed  in  the  institu- 
tional group  is  statistically  balanced  by 
a greater  number  of  cases  above  average 
intelligence  in  the  private  practice  group. 
The  selected  nature  of  the  groups  studied 
by  various  investigators  however  pre- 
cludes strict  comparisons. 

Mental  Growth  in  Epileptic 
Children 

The  I.  Q.  changes  on  retests  were  deter- 
mined for  each  group  of  children,  institu- 
tionalized and  private  practice.  Test  con- 


ditions were  favorable  to  the  best  re- 
sponse. No  data  was  recorded  for  chil- 
dren under  the  immediate  influence  of 
seizures.  The  retests  therefore  indicate 
the  effects  of  the  disease,  treated  or  un- 
treated, on  mental  status.  The  intervals 
between  the  initial  and  final  tests  varied 
from  three  months  to  three  years  but  the 
results  are  valid  for  comparison  since  the 
correlation  with  interval  change  was  neg- 
ligible -f-  0.105  ± 0.12.  But  the  correla- 
tion between  the  first  and  final  tests  was 
+ 0.90. 

The  accompanying  histograms*  and 
Table  IV  reveal  a constant  difference  be- 
tween the  improved  and  unimproved 
groups,  irrespective  of  the  initial  I.  Q.,  at 
the  lower  end  of  the  distribution.  This 
indicates  that  whereas  both  improved  and 
unimproved  are  limited  alike  in  their  tend- 
ency to  raise  their  mental  status,  the  unim- 
proved as  a group  drop  twice  as  low  at 
the  seventy-five  percentile  of  the  distribu- 
tion. Mental  deterioration  was  thus  pre- 
vented by  treatment  in  both  institutional 
and  private  practice  groups.  The  histo- 
grams of  the  two  improved  groups  show 
no  tendency  to  a large  drop  at  the  lower 
end  of  the  distribution.  Mental  deteriora- 
tion in  the  unimproved  group  appeared 
to  be  augmented  by  the  severity,  fre- 
quency, early  onset,  and  duration  of 
attacks. 

The  epileptic  children  cured  of  their 
seizures  showed  a constancy  of  I.  Q.  and 
less  variability  than  the  other  groups.  But 
the  difference  might  disappear  if  the  num- 
ber of  cases  were  increased.  Again,  any 
difference  less  than  5 I.  Q.  is  within  the 
probable  error  or  natural  variability  of 
the  I.  Q.  itself  and  is,  therefore,  not 
highly  significant. 

Brighter  subjects  show  a slight  tendency 
to  greater  deterioration  (r  = — .286  ± 
.07).  The  younger  children,  however, 
are  somewhat  brighter  than  the  older  ones 

*The  histogram  is  a convenient  method  of  rep- 
resenting the  frequency  distribution  of  the  data. 
The  assumption  is  made  that  all  of  the  scores 
within  an  interval  of  abscissae  are  spread  uni- 
formly over  the  entire  interval.  For  this  rea- 
son, the  measures  are  represented  by  a rect- 
angle constructed  with  a base  equal  to  the  length 
of  the  abscissa  and  altitude  equal  to  the  number 
of  measures  within  the  interval.  The  total 
frequency  is  represented  by  the  area  of  the  his- 
togram and  the  area  of  each  rectangle  is  di- 
rectly proportional  to  the  number  of  measures 
in  the  interval. 
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(r  = — .144  dt  .08)  hence  the  rise  in 
I.  Q.  cannot  be  ascribed  to  age  alone.  This 
factor  further  complicated  by  the  question 
of  greater  variability  in  higher  and  lower 
intellgence  levels  of  other  than  epileptics. 
The  differences  in  the  distributions  ac- 
cording to  the  first  I.  Q.  are  too  small  to 
give  indications  of  advantage  to  any 
group — improved  or  unimproved,  primary 
or  secondary. 

Younger  patients  respond  to  treatment 
more  favorably  than  older  children.  And 
the  earlier  it  was  instituted  the  greater  its 
effectiveness.  Nevertheless  the  degree  of 
change  in  mental  status  is  conditioned 
slightly  in  favor  of  the  older  subjects. 
The  correlation  (r  .=  + 0.215  ± .07) 
is  however  too  low  to  have  great  sig- 
nificance. 

Our  groups  do  not  show  the  degree  of 
deterioration  observed  by  others,5, 6 and 
the  improved  groups  at  any  I.  Q.  level 
showed  the  minimal,  if  any,  mental  deteri- 
oration. Despite  the  difference  in  treat- 
ment between  the  two  groups  the  children 
whose  seizures  were  diminished  or  ar- 
rested showed  normal  mental  growth. 
The  dominance  of  drug  therapy  in  the  in- 
stitutional and  dietary  therapy  in  the  pri- 
vate practice  group  did  not  alter  the  men- 


tal status  on  improvement.  Apparently 
epileptic  children,  irrespective  of  their 
mental  endowment,  deteriorate  with  the 
progress  of  the  disease  if  unimproved  by 
treatment. 

The  changes  in  mental  control  were 
evaluated  from  clinical  judgments  of  be- 
havior. It  included  emotional  and  nervous 
stability  in  ward  and  school  relationships. 
The  percentages  thus  derived  show  no  sig- 
nificant differences  in  the  two  groups. 
Life  is  very  difficult  for  these  children. 
Much  that  is  attributed  to  underlying  tem- 
perament can  be  assigned  to  chronic  in- 
validism. Mental  sluggishness  may  be 
the  outcome  of  drugs  and  a narrowed 
horizon  of  activity,  emotional  imbalance 
a consequence  of  unrealizable  aims.  Many 
rise  superior  to  their  inferiority,  do  their 
school  work,  never  enter  institutions  and 
betray  no  sign  of  affective  instability  or 
intellectual  deficit. 

Summary 

1.  Clinical  and  psychological  studies 
were  made  of  129  epileptic  children  se- 
lected from  about  1700  institutionalized 
children  and  of  ninety-one  from  private 
practice  selected  from  hospitals  and  spe- 
cial schools.  The  children  were  classified 
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Table  V— Mental  Control  in  Epileptics  Table  VI — Correlations 


Unimproved 

Improved  ( Treated  and  Untreated) 

Changes  Primary  Secondary  Primary  Secondary 

Better 22%  21%  15%  22% 

Same 41%  58%  47%  45% 

Worse 37%  21%  38%  33% 


as  primary  if  idiopathic  epilepsy  was  the 
sole  disturbance,  and  as  secondary  if  be- 
sides epilepsy  there  was  a constant  cere- 
brogenic  factor  superimposed  on  the  men- 
tal status.  The  children  were  considered 
improved  if  either  or  both  the  number  and 
intensity  of  the  seizures  diminished  and 
unimproved,  if  either  or  both  of  these 
conditions  did  not  ensue  from  treatment 
or  nontreatment.  The  mental  tests  in- 
volved a variety  of  appropriate  scales,  a 
weighed  average  of  which  constituted  the 
final  rating  for  each  child. 

2.  The  institutionalized  group  of  epi- 
leptic children  is  retarded  mentally  but 
within  the  range  of  the  hospitalized  un- 
selected children,  The  private  practice 
group  of  epileptic  children  show  a mental 
rating  significantly  higher  in  the  improved 
than  in  the  unimproved  patients.  The 
large  number  of  mentally  retarded  epilep- 
tics observed  in  the  institutionalized  group 
is  statistically  balanced  by  a greater  num- 


Cases 

Factors  ( Primary ) Correlation 

Chronological  Age I.  Q.  Changes. . . 87  +0.215  ±0.07 

Initial  I.  Q I.  Q.  Changes. . . 87  -0.286  ±0.07 

Chronological  Age Initial  I.  Q 87  —0.144  ±0.08 

Testing  Intervals I.  Q.  Changes. . . 32  +0. 105  ±0.12 

T esting  Intervals I.  Q.  Changes ...  55  +0 . 127  ±0 . 07 


ber  of  cases  above  average  intelligence  in 
the  private  practice  group. 

3.  Histograms  of  retests  reveal  a con- 
stant difference  between  the  improved  and 
unimproved  groups  irrespective  of  the  ini- 
tial I.  Q.  The  unimproved  group  drop 
twice  as  low  in  the  seventy-five  percentile 
and  shows  a large  drop  at  the  lower  end 
of  the  distribution.  Mental  deterioration 
is  thus  prevented  by  treatment  in  both  in- 
stitutionalized and  private  practice  groups. 
The  changes  in  mental  control  within  vari- 
ous intervals  show  no  significant  difference 
between  the  two  groups. 
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DANGER  SPOTS  IN  DIPHTHERIA  CONTROL 


Although  diphtheria  cases  and  deaths 
continue  to  decrease  in  upstate  New  York, 
the  1937  immunization  reports  show  that 
there  is  a need  for  communities  to  stress 
preventive  treatment  among  children  if  this 
decrease  is  to  be  continued,  according  to 
Dr.  Edward  S.  Godfrey,  Jr.,  State  Commis- 
sioner of  Health.  “At  least  thirty-five  per 
cent  of  children  under  five  years  of  age 
immunized  is  considered  necessary  to  give 
any  community  reasonable  assurance  that 
diphtheria  will  not  become  epidemic,”  he 
said. 

Of  the  sixty-eight  communities  listed  in 
Dr.  Godfrey’s  report,  forty-eight  have  re- 
ported thirty-five  per  cent  or  more  of  chil- 
dren under  five  years  of  age  immunized 
against  diphtheria  as  of  January  1,  1938. 
The  number  of  the  same  group  of  communi- 
ties with  similar  records  as  of  January  1, 
1937  and  January  1,  1936  was  in  each  case 
fifty-three.  The  percentages  are  based  on 
populations  estimated  on  the  basis  of  births 
and  deaths  as  of  January  1,  1937. 


“Only  twenty-six  communities  of  the 
sixty-eight  listed  showed  increases  over  the 
previous  year  in  the  proportion  of  children 
immunized,  while  forty-one  showed  de- 
creases and  one  remained  unchanged,”  Dr. 
Godfrey  said.  “Two  of  the  fifteen  munic- 
ipalities had  succeeded  in  bringing  their 
percentages  up  to  thirty-five  or  more  by 
January  1,  1938,  leaving  thirteen  which  had 
not.  To  these  were  added  as  of  January 
1,  1938,  seven  municipalities  which  pre- 
viously had  reached  the  thirty-five  per  cent 
mark,  but  failed  to  maintain  it.  These 
twenty  municipalities  should  make  every 
effort  to  raise  their  low  diphtheria  immuni- 
zation status  to  a satisfactory  protective 
level. 

Places  reporting  less  than  thirty-five  per 
cent  are  as  follows:  Jamestown,  Saratoga 

Springs,  Gloversville,  Lockport,  Massena, 
Hornell,  Rockville  Centre,  Oneonta,  Dun- 
kirk, Rensselaer,  Fulton,  Oneida,  Glen  Cove, 
Hempstead,  Oswego,  Freeport,  Lynbrook, 
Valley  Stream,  Watetvliet,  and  Floral  Park. 


INTRACAPSULAR  EXTRACTION  OF  CATARACT 
WITH  IRIDOTOMY 

Report  of  100  Successive  Cases  with  the  Capsule  Forceps 

Franklin  Bracken,  M.D.,  New  York  City 


Although  ophthalmologists  are  not  in 
accord  as  to  detail  of  technic,  most  will 
agree  that  the  completed  simple  intra- 
capsular  extraction  preserving  the  func- 
tions of  the  sphincter  iridis  is  superior  to 
any  other  type  of  cataract  operation.  The 
undisfigured  eye  and  absence  of  glare 
which  accompany  the  small  round  cen- 
trally placed  pupil  are  matters  of  con- 
siderable moment  to  the  patient.  While 
the  procedure  is  slightly  more  compli- 
cated and  requires  more  training  and  ex- 
perience than  the  extracapsular,  the  ad- 
vantage which  it  offers  should  not  be 
withheld  from  the  patient  whose  eye  is 
suited  to  the  operation. 

Among  the  operators  of  great  experi- 
ence, slight  differences  of  opinion  prevail 
regarding  types  of  cataract  adaptable  to 
the  intracapsular  operation.  Colonel 
Wright,1  of  Madras,  prefers  not  to  do  the 
intracapsular  on  persons  under  fifty  years 
of  age,  excludes  myopes  of  over  five  diop- 
ters, also  excludes  juvenile,  unilateral, 
morgagnian  and  intumescent  cataracts. 
Knapp,2  in  his  Combined  Intracapsular, 
states  that  patients  under  fifty  are  usually 
excluded,  and  that  the  operation  is  con- 
traindicated when  the  eyes  are  prominent 
and  when  there  is  complication  due  to 
vitreous  disturbance  (myopic  eyes,  soft 
eyes,  and  cyclitic  eyes).  Professor  Elsch- 
nig3  states  that  the  simple  intracapsular 
extraction  is  much  superior  to  the  ex- 
tracapsular in  respect  to  all  complications. 
Vitreous  prolapse  in  myopic  cases  was 
doubly  as  frequent  in  the  extracapsular 
as  in  the  intracapsular.  King4  reports  in 
his  observations  at  the  Elschnig  Clinic, 
that  of  129  cases  of  simple  intracapsular 
extraction,  seventeen  were  between  the 
ages  of  thirty  and  fifty,  and  seven  were 
of  the  intumescent  type.  He  also  re- 
ported a number  of  simple  intracapsular 
extractions  in  complicated  cataracts. 

In  this  series  of  one  hundred  cases, 


the  ages  ranged  from  thirty-two  to  eighty- 
one;  fifty-one  per  cent  were  less  than 
sixty  years  of  age  and  twenty-eight  per 
cent  were  under  fifty.  The  types  of 
cataracts  were  hypermature,  nine,  mature, 
twenty-four,  intumescent,  seven,  imma- 
ture, nuclear,  and  posterior  cortical, 
thirty-nine,  immature  posterior  cortical, 
seventeen,  morgagnian,  three,  and 
traumatic,  one.  (Table  I). 

For  convenience  of  description  I am 
dividing  the  details  of  the  procedure  into 
five  steps. 

Preparation:  Sufficient  sedative  is  admin- 
istered the  evening  before  and  the  day  of 
operation  to  allay  all  nervousness,  and  maxi- 
mum dilation  of  the  pupil  without  the  use 
of  atropine  is  sought.  The  O’Brien5  block 
is  employed  for  akinesis  and  one  to  two 
c.c.  of  two  per  cent  novocain  is  injected 
back  beneath  the  external  rectus  into  the 
region  of  the  ciliary  ganglion.  A suture 
is  passed  through  the  superior  rectus  at  its 
insertion  and  .5  c.c.  of  novocain  injected 
deeply  into  this  muscle. 

Section:  The  incision  is  sclerolimbal  with 
a conjunctival  flap,  and  if  not  sufficient  is 
enlarged  to  about  one  hundred  and  eighty 
degrees.  At  this  point  two  corneoscleral 
sutures  are  inserted  in  the  meridians  of  ten 
thirty  and  one  thirty  o’clock,  tied  loosely 
and  the  interincisional  portions  pulled  out 
into  loops  to  allow  free  opening  of  the 
wound  for  passage  of  the  cataract. 

Iridptomy:  The  conjunctival  flap  is 

grasped  lifting  forward  the  upper  part  of 
the  corneal  section,  and  with  blunt-pointed 
DeWecker  scissors  held  in  reverse  fashion, 
a small  fold  of  iris  two  to  three  mm.  in 
breadth  is  pinched  up  and  snipped  close 
to  the  scleral  edge  of  the  section,  which 
gives  a horizontal  opening  that  will  later 
appear  just  behind  the  limbus.  This  proce- 
dure is  much  more  simple  than  a peripheric 
iridectomy,  gives  a uniform  opening  uni- 
formly placed,  and  in  my  experience  has 
never  caused  the  patient  to  wince  or  show 
any  evidence  of  pain. 

Dislocation  and  delivery  of  the  lens: 
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The  assistant  now  raises  the  speculum 
off  the  eyeball  and  holds  it  thus  until  the 
lens  is  delivered  and  the  sutures  tied.  With 
the  Kalt  forceps,  the  lens  capsule  is  grasped 
down  behind  the  iris  as  near  the  equator  as 
possible,  and  with  traction  on  the  lens  the 
point  of  the  Smith  hook  is  pressed  firmly 
back  on  the  limbus  directly  below  the  cap- 
sule forceps.  As  the  zonule  begins  to  rup- 
ture the  hook  is  pressed  firmly  back  and 
forth  along  the  limbus  below  causing  the 
lower  edge  of  the  lens  to  present  in  the 
pupil.  Gentle  traction  with  the  forceps  is 
maintained  guiding  the  lens  in  the  maneuver 
of  tumbling  through  the  pupil,  but  this 
traction  must  be  very  gentle  lest  the  torsion 
produced  by  the  tumbling  lens  rupture  the 
capsule.  The  hook  is  kept  firmly  applied  to 
the  cornea  just  below  the  edge  of  the  slowly 
revolving  lens,  actually  expressing  it  out 
through  the  wound. 

Closure  of  the  wound  and  dressing: 
Immediately  after  delivery  of  the  lens,  the 
knotted  sutures  are  drawn  tight  and  a third 
suture  is  inserted  in  the  conjunctiva  in  the 
midline  above.  Should  the  capsule  have 
torn,  as  occasionally  happens  if  too  much 
traction  is  exerted  toward  the  end  of  de- 
livery, the  capsule  fragments  may  be  easily 
and  safely  removed  after  the  sutures  have 
been  tied.  The  pupil  is  now  usually  well- 
contracted,  and  with  the  iris  spatula  it  is 
made  certain  that  the  periphery  of  the  iris 
is  not  caught  in  the  section.  Two  per  cent 
eserine  salve  is  applied,  and  a dressing 
covered  with  bichloride  vaseline  is  placed 
over  the  closed  lids  and  bandaged. 

Postoperative  Complications 

Vitreous  prolapse  occurred  in  five  cases. 
In  two  (31  and  94)  fluid  vitreous  flowed 
from  the  moment  the  section  was  made, 
but  it  was  possible  to  grasp  the  capsules, 
and  the  lenses  were  removed  without 
great  vitreous  loss.  In  cases  15  and  91, 
there  was  small  vitreous  loss  immediately 
following  removal  of  the  lens.  In  the  fifth 
(case  69)  some  vitreous  was  lost  while 
freeing  a prolapsed  iris.  All  got  a vision 
of  20/30  or  better. 

Iris  was  prolapsed  in  seven  cases.  Prac- 
tically all  prolapses  of  the  iris  took  place 
in  restless  patients.  In  six,  no  suturing  of 
the  wound  had  been  done.  In  the  seventh, 
due  to  a fright,  the  prolapse  occurred  on 
the  fourth  day  at  the  site  of  one  of  the 
sutures.  It  has  been  my  custom,  where  no 
sutures  were  used,  to  dress  the  eye  the 
day  following  the  operation.  When  a pro- 
lapsed iris  is  found  as  early  as  this,  it 


can  often  be  freed  and  replaced,  but  I 
have  discovered  that  the  iris  tends  to 
prolapse  again  unless  a peripheric  iridec- 
tomy is  done  at  the  site  of  the  prolapse. 

Postoperative  hemorrhage  occurred  in 
eleven  cases,  several  as  late  as  one  week 
after  operation.  Six  were  inconsequential, 
but  four  were  large  enough  to  fill  the 
chamber,  elevate  the  tension  and  open  the 
wound,  but  the  blood  absorbed  rapidly 
causing  no  damage.  One  case  (77)  with 
an  indefinite  history  of  hemophilia,  had 
hemorrhages  daily  for  a period  of  ten 
days,  which  left  deep  staining  of  the  cor- 
nea and  dense  clouds  in  the  vitreous,  so 
dense  that  for  a period  of  three  or  four 
months  his  projection  was  faulty.  During 
the  course  of  thirteen  months  this  has  al- 
most entirely  cleared  and  vision  is  now 
20/20 — . Recently,  upon  operating  this 
man’s  second  eye,  I gave  him  forty-five  gr. 
of  calcium  lactate  daily  for  a period  of 
two  weeks  before  operation,  and  whether 
or  not  this  made  the  great  difference,  the 
operation  on  the  second  eye  was  without 
incident,  and  vision  is  20/20-K  (Second 
eye  not  included  in  this  series.) 

Detachment  of  the  choroid  was  noted 
in  three  cases;  two  were  of  short  dura- 
tion, but  in  the  third  (37)  the  hypotony 
was  marked.  The  iris  was  applied  to  the 
posterior  corneal  surface  for  three  weeks 
and  upon  restoration  of  the  chamber, 
central  anterior  synechia  had  formed. 

Iritis,  postoperative  inflammations  or 
inflamed  eyes  were  infrequent.  Iritis,  caus- 
ing slight  adhesions,  occurred  in  three 
cases.  One  (79)  was  a diabetic  patient 
who  also  had  a diabetic  retinitis.  She 
obtained  a vision  of  20/50.  The  second 
was  the  emaciated  old  gentleman  who  had 
the  more  obstinate  detachment  of  the 
choroid  (case  37).  The  pupillary  margin 
of  his  iris  became  attached  to  Decements 
membrane  but  was  easily  detached  later 
with  the  back  of  a knife  needle,  with  a 
resulting  vision  of  20/20 — . The  third 
case  (89)  was  one  of  the  more  severe 
cases  of  postoperative  hemorrhage.  Her 
eye  cleared  with  insignificant  adhesions 
to  the  hyaloid,  and  vision  is  20/20.  Each 
case  of  extensive  hemorrhage  had  some 
iritic  inflammation  but  usually  slight  and 
of  short  duration.  The  one  complication 
to  which  I found  the  simple  intracapsular 
procedure  more  vulnerable  was  postopera- 
tive prolapse  of  the  iris,  but  this  of  late 
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Table  I 


No. 

Age 

1 

. 49 

2 

3 

. 56 

4 

. 33 

5 

. 71 

6 

. 73 

7 

. 52 

8 

. 58 

9 

. 73 

10 

. 49 

11 

. 37 

12 

. 81 

13 

. 69 

14 

. 70 

15 

. 75 

16 

. 68 

17 

. 78 

18 

. 73 

19 

. 46 

20 

21 

. 34 

22 

. 65 

23 

. 74 

24 

. 42 

25 

. 72 

26 

. 43 

27 

. 32 

28 

. 65 

29 

. 48 

30 

. 69 

31 

. 59 

32 

. 53 

33 

. 68 

34 

. 64 

35 

. 81 

36 

. 49 

37 

. 70 

38 

. 63 

39 

. 58 

40 

. 80 

41 

. . . 68 

42 

. . . 48 

43 

. . . 54 

44 

. . . 75 

45 

. . . 73 

46 

. ..  76 

47 

. . . 39 

48 

. . . 68 

49 

. . . 49 

50 

. . . 39 

51 

. . . 58 

52 

. . . 68 

53 

. . . 63 

54 

. . . 81 

55 

. . . 63 

56 

. . . 47 

57 

58 

59 

..  . 68 

60 

. . . 64 

61 

. . . 48 

62 

63 

. . . 70 

64 

. . . 39 

65 

. . . 59 

66 

. . . 59 

67 

. . . 59 

68 

. . . 58 

69 

...  73 

70 

...  66 

71 

..  . 65 

Cataract  Complications 

Intumescent 

Complicated,  posterior  cortical,  dis- 
located  _ . .................... 

Nuclear  and  posterior  cortical 

Posterior  cortical 

Mature 

Nuclear  and  posterior  cortical 

Posterior  cortical , 

Nuclear  and  posterior  cortical 

Nuclear  and  posterior  cortical 

Nuclear  and  posterior  cortical 

Posterior  cortical 

Hypermature 

Mature 

Nuclear  and  posterior  cortical 

Hypermature Small  vitreous  loss 

Mature 

Hypermature 

Mature Prolapsed  iris  (iridectomy) 

Intumescent 

Posterior  cortical 

Posterior  cortical. . Small  hemorrhage 

Nuclear  and  posterior  cortical 

M ature Prolapsed  iris  (iridectomy) 

Nuclear  and  posterior  cortical. 

Mature .....................  

Posterior  cortical 

Posterior  cortical 

Mature 

Morgagnian 

Nuclear  and  posterior  cortical. , . 

Nuclear  and  posterior  cortical Fluid  Vitreous 

Intumescent _ 

Nuclear  and  posterior  cortical 

Intumescent 

Hypermature 

Morgagnian 

Mature Detachment  of  choroid, 

anterior  adhesions 


Nuclear  and  posterior  cortical. 
Nuclear  and  posterior  cortical. 
Hypermature 


Nuclear  and  posterior  cortical 

Nuclear  and  posterior  cortical Prolapsed  iris  (replaced). . 

Nucelar  and  posterior  cortical 

Mature 

Nuclear  and  posterior  cortical 


Mature : 

Posterior  cortical 

Mature Prolapsed  iris  (replaced) . . 

Nuclear  and  posterior  cortical Small  hemorrhage 

Posterior  cortical Small  hemorrhage 

Posterior  cortical Large  hemorrhage 

Mature 

Nuclear  and  posterior  cortical 

Hypermature 

Mature 

Nuclear  and  posterior  cortical 

Nuclear  and  posterior  cortical 

Nuclear  and  posterior  cortical 

Nuclear  and  posterior  cortical 

Nuclear  and  posterior  cortical 

Nuclear  and  posterior  cortical 

Posterior  cortical 

Mature.  . 

Traumatic 

Nuclear  and  posterior  cortical 

Nuclear  and  posterior  cortical Small  hemorrhage 

Nuclear  and  posterior  cortical 

Morgagnian . . 

Mature . Prolapsed  iris  (iridectomy) 

small  vitreous  loss 

Mature Small  hemorrhage 

Mature.  Small  hemorrhage 


Vision 

20/20 

20/40  Chorioretinitis,  myopia 

20/20+ 

4/200  Chorioretinitis,  optic 

atrophy 

20/50  High  myopia,  myopic 

changes 

20/15 

20/20 

20/20 

20/15 

20/15 

20/15 

20/30 

20/20 

20/20 

20/30  Myopia  20 D.,  myopic 
choroiditis 

20/20 

20/30 

20/20- 

20/20 

20/15 

20/15 

20/30+ 

20/30 
20/15 
20/15  - 
20/20 
20/20 
20/20 
20/20 
20/20+ 

20/40 
20/20  - 
20/20 
20/20 
20/30 
20/20 


20/20—  Adhesions  later  de- 
tached 

20/20- 

20/20 

20/30  Embolism  central  re- 
tinal artery  1 month 
after  operation;  re- 
duced Vision  to  L.  P. 

20/15 

20/30—  Myopia  20  D.,  myopic 
choroiditis 

20/200  Amblyopia 
20/20 

20/40  — Arteriosclerosis  of  re- 
tinal vessels,  macular 
degeneration 

20/20 

20/20 

20/30+ 

20/30  — Myopia  20  D.,  myopic 
choroiditis 

20/20 

20/20+ 

20/70  Illiterate,  no  coopera- 
tion 

20/20 

20/200  Optic  atrophy,  sclerosis 
of  retinal  vessels 

20/20 

20/20 

20/20 

20/20 

20/20 

20/20 

20/20- 

20/30 

20/20+ 

20/20 

20/15 

20/15 

20/15- 

20/20 


20/30 
20/20 
20/15  - 
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No.  Age 

72  68 

73  68 

74  61 

75  64 

76  70 

77  49 


78  58 

79  57 

80  69 

81  40 

82  58 

83  48 

84  48 

85  59 

86  48 

87  78 

88  58 

89  56 

90  56 

91  61 

92  81 

.93 73 

94  65 

95  58 

96  68 

97  48 

98  65 

99  66 

100 67 


Cataract 


Mature 

Mature. » . * 

Nuclear  and  posterior  cortical. 

Mature 

Mature 

Nuclear  and  posterior  cortical. 


Complications 


Hemorrhages  daily  for  10 
days 


Intumescent .. 

Nuclear  and  posterior  cortical Mild  iritis,  some  adhesions 

Mature . $ 

Posterior  cortical Prolapsed  iris  (replaced) . . 

Nuclear  and  posterior  cortical 

Intumescent Small  hemorrhage 

Posterior  cortical 

Nuclear  and  posterior  cortical 

Posterior  cortical 

Hypermature. 

Posterior  cortical 

Posterior  cortical 

Posterior  cortical Large  hemorrhage,  mild 

iritis 

Mature Vitreous  prolapse 

Hypermature 

Nuclear  and  posterior  cortical. 

Nuclear  and  posterior  cortical 

Intumescent .••••»•: 

Hypermature Prolapsed  iris  (iridectomy) 

Nuclear  and  posterior  cortical 

Nuclear  and  posterior  cortical 

Mature 

Mature Hemorrhage,  secondary 

glaucoma 


Vision 

20/30- 

10/200  Retinitis  circinata 
20/20 
20/20 
20/20 

20/20—  Blood  staining  of  cor- 
nea, blood  in  vitreous 

20/15 

20/40  Diabetic  retinitis 

20/15  - 
20/20+ 

20/20+ 

20/15 

20/15 

20/20+ 

20/40  Maculae  comeae 

20/200  Optic  atrophy 
20/20 
20/15 

20/15 

20/30  — Later  struck  eye,  re- 
opening wound 

20/15  - 
20/30 

20/30  High  myopia  12  D. 

20/15 

20/20 

20/20 

20/30  High  myopia  12  D. 
20/20 

L.  P.  Struck  eye  and  ruptured 
wound 


has  been  almost  eliminated  by  inserting 
the  sutures  into  the  more  solid  structures 
of  the  cornea  and  sclera.  I am  convinced 
that,  in  spite  of  the  additional  time  and 
labor  consumed  in  inserting  sutures,  they 
prove  a definite  safeguard  to  the  patient’s 
eye  as  well  as  a great  comfort  to  the 
operator.  Prolapse  of  vitreous  has  been 
so  slight  and  infrequent  that  I would  not 
consider  it  a hazard  peculiar  to  this  pro- 
cedure. 

Summary 


Group  Vision  obtained  No.  Cases 

1.  20/15  16 

2.  20/20  46 

3.  20/20-  to  20/30  16 

4.  20/30-  to  20/40  12 

5.  20/40-  to  20/50  3 

6.  20/70  1 

7.  20/200  3 

8.  10/200  1 

9.  4/200  1 

10.  L.P.  2 


Group  four  includes  a patient  included 
in  group  ten.  This  man,  eighty  years  of 
age,  had  20/30  vision  for  four  weeks  after 
his  operation,  when  he  had  an  embolism 
of  the  central  retinal  artery  which  reduced 
his  vision  to  light  perception.  This  group 
also  includes  five  cases  of  high  myopia  (12 
to  20  D.),  two  of  maculae  corneae;  two, 
chorioretinitis;  one,  opacities  of  the  vitre- 
ous and  one,  high  astigmatism  following 
late  rupture  of  the  wound. 

Group  five:  Diabetic  retinitis,  chorioret- 
initis, and  arteriosclerosis  of  retinal  vessels. 

Group  six:  This  person  was  illiterate  and 


uncooperative;  may  have  been  able  to  see 
more. 

Group  seven:  Two  had  optic  atrophy  and 
arteriosclerosis;  one  was  amblyopic  (squint- 
ing eye). 

Group  eight:  Retinitis  circinata. 

Group  nine:  Chroioretinitis. 

Group  ten:  The  second  case  was  that  of 
a patient  who  struck  her  eye  on  the  eighth 
day  after  operation  rupturing  the  wound 
and  causing  a large  hemorrhage  with  pro- 
lapse of  iris  beneath  the  flap;  tension  devel- 
oped but  she  refused  further  surgery. 

Contrary  to  some  opinions  expressed  in 
the  literature,  I have  found  that  presenile 
cataracts  admit  of  this  procedure  excep- 
tionally well.  The  conditions  which  bring 
about  the  pathological  changes  in  the 
posterior  cortex  must  greatly  weaken  the 
suspensory.  In  the  age  group  below  fifty, 
I have  been  able  to  grasp  with  the  cap- 
sule forceps,  dislocate  and  successfully 
remove,  a higher  percentage  of  cases  than 
in  any  similar  group.  Friability  of  the 
zonule  increases  with  the  age  of  the 
cataractous  process  but  not  necessarily 
with  the  age  of  the  patient.  Many  lenses 
with  thin  posterior  cortical  opacities  which 
reduce  vision  below  capacity  for  work, 
may,  with  reasonable  care,  be  removed 
much  earlier  intracapsularly. 

While  some  look  upon  the  simple  intra- 
capsular  procedure  as  too  dangerous  or 
radical,  I believe,  with  proper  care,  it 
does  not  subject  the  eye  to  as  great  a 
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risk  in  the  case  of  weakened  zonule  as 
does  the  expression  of  the  nucleus  and 
cortex  in  the  capsulotomy.  The  intact 
iris  is  a definite  stop-gap  to  the  vitreous 
and  may  often  be  instrumental  in  re- 
tracting vitreous  strands  from  incarcera- 
tion in  the  wound. 

Given  a reasonable  patient,  the  method 
of  traction  and  expression  is  little,  if  any 
more  hazardous  than  the  capsulotomy 


when  this  procedure  is  considered 
through  to  the  possibility  of  a needling  of 
a secondary  cataract. 

156  Fifth  Ave. 
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Discussion 


Dr.  Thurber  Le  Win,  Buffalo — The 
subject  of  cataract  extraction  is  an  old  one. 
To  be  of  value  today,  anything  written 
must  show  a new  approach  or  method  with 
numerous  proven  cases.  Dr.  Bracken’s  paper 
has  apparently  met  this  requirement. 

There  can  be  little  doubt  that  the  pro- 
cedure he  outlined  is  more  difficult,  but  it 
seems  equally  true  that  his  results  have  jus- 
tified it.  What  we  are  after  in  these  cases 
are  useful  eyes,  and  if  this  is  accomplished 
with  less  disfiguration,  it  is  a step  in  ad- 
vance, just  as  the  combined  extraction  was 
over  the  older  two-stage  method  with  pre- 
liminary iridectomy.  But  it  must  be  remem- 
bered that  even  the  very  much  older  proce- 
dures must  be  the  ones  of  preference  in 
certain  cases.  I feel  that  caution  must  be 
advised  in  attempting  the  method  today  out- 
lined in  most  myopes,  in  all  diabetics,  and 
in  many  complicated  cataracts.  There  are 
surely  enough  other  cases  to  operate  which 
will  eventually  prove  or  disprove  this 
method  in  a fair  way  to  the  procedure  and 
a safe  way  to  the  patient. 

Dr.  Bracken  mentioned  two  things  I 
would  ponder  over.  One  is  his  third  stitch 
in  the  conjunctiva.  If  a good  conjunctival 
flap  is  obtained,  this  extra  suture  is  of  little 
value.  He  only  speaks  of  atropine  to  say 
maximum  dilation  is  obtained  before  opera- 
tion without  it.  I would  ask  him  when  does 
he  begin  its  use.  The  O’Brien  block  is  only 
safe,  in  my  opinion,  when  a suture  is  placed 
in  the  central  upper  lid  in  the  skin  margin. 
After  the  operation  is  completed  the  lid  is 
closed  by  fastening  this  suture  to  the  lower 
lid  or  cheek  with  a piece  of  adhesive  or 
some  similar  method  of  being  sure  the  lids 
are  closed.  More  than  one  result  has  been 
disappointing  because  the  lids  remained  open 
afterward.  A suture  is  easily  placed,  is 
painless,  and  usually  comes  out  about  the 
fourth  or  fifth  day  when  it  is  no  longer  re- 
quired. 

Jackson  says  cataract  extraction  seriously 
disturbs  the  nutrition  of  the  eyeball.  Would 
this  be  influenced  by  whether  an  iridectomy 
or  an  iridotomy  were  done?  He  further 


states  that  this  disturbance  may  be  a factor 
in  later  degenerations  or  infections. 

Dr.  Lawrence  E.  Henderson,  Water- 
town — Dr.  Bracken  has  reported  an  inter- 
esting series  of  cases  and  is  to  be  con- 
gratulated upon  the  results  he  has  obtained. 
Those  of  us  practicing  in  the  smaller  cen- 
ters where  our  results  are  more  quickly 
known,  find  ourselves  frequently  perplexed 
with  the  problem  of  which  operation  will 
give  our  patient  the  best  visual  result  with 
the  smallest  amount  of  risk.  For  the  past 
few  years  the  trend  is  certainly  toward  the 
intracapsular  operation.  The  matter  of  pre- 
serving a round  pupil,  we  find,  makes  the 
operation  little  if  any  more  difficult  or  haz- 
ardous, and  in  doing  the  intracapsular  op- 
eration peripheral  iridotomy  we  feel  that  the 
following  advantages  are  offered: 

1.  A better  looking  eye  (particularly  appre- 
ciated by  women  who  object  to  the  appearance 
of  the  coloboma  which  is  magnified  by  the  strong 
plus  lens). 

2.  Less  glare  than  when  an  iridectomy  is  done, 
and  less  confusion  if  the  unoperated  eye  is  still 
to  be  used. 

3.  Less  trauma,  therefore  comparatively  little 
postoperative  reaction  and  the  number  of  days 
in  the  hospital  often  reduced  by  two  or  three. 

4.  Better  vision  much  sooner  than  with  cap- 
sulotomy in  the  event  that  cortical  material  must 
be  absorbed  and  possibly  discission  of  an  ob- 
structing secondary  membrane. 

5.  Immature  cataracts  may  be  operated  avoid- 
ing a long  wait  which  greatly  disturbs  an  ap- 
prehensive patient  and  is  often  of  economic 
importance. 

The  technic  we  employ  is  similar  to  that 
described  by  Dr.  Bracken.  I personally 
have  used  only  the  capsule  forceps.  My  as- 
sociate (Dr.  Atkinson)  had  some  experi- 
ence with  the  erisophake  a few  years  ago, 
but  discarded  it  feeling  that  it  was  an  unsafe 
procedure  in  the  hands  of  the  occasional 
operator.  We  shall  try  electrocoagulation 
only  after  others  have  proved  to  us  that  it  is 
a safer  and  better  method. 

Complete  anesthesia  is  no  doubt  one  of  the 
most  important  factors  in  the  success  and 
safety  of  the  operation.  Instillations  of 


Number  8] 


CATARACT  EXTRACTION 


615 


pontocaine  four  times  at  one  to  two  minute 
intervals  gives  us  adequate  anesthesia  of 
the  cornea  and  conjunctiva.  We  secure  tem- 
porary paralysis  of  the  orbicularis  by  the 
O’Brien  method — complete  anesthesia  of 
the  globe  and  paresis  of  the  recti  muscles, 
by  the  cone  injection,  as  described  recently 
by  Dr.  Atkinson.  A suture  under  the  su- 
perior rectus  with  only  a very  little  traction 
by  the  assistant  holds  the  eye  in  perfect 
position  and  we  have  no  fear  of  the  pa- 
tient moving  the  eye.  He  is  never  con- 
scious of  the  iridotomy  or  the  iridectomy, 
if  it  is  necessary  to  perform  one. 

The  iridotomy  is  made  with  DeWecker 
scissors  before  the  extraction  of  the  lens. 
If  the  patient  is  very  old  and  the  iris  atro- 
phic, or  should  he  be  extremely  nervous, 
we  make  two  or  three  iridotomies  about 
three  mm.  apart.  A loupe  attachment  to 
the  operating  glasses  greatly  aids  in  the 
proper  execution  of  the  iridotomy.  I was 
recently  persuaded  to  operate  a woman  of 
eighty-two  with  senile  dementia  who  had 
been  unable  to  see  for  six  months  or  more. 
Two  iridotomies  were  made.  Within  a few 
hours  after  operation,  she  developed  a 
delirium  which  necessitated  constant  watch- 
ing and  often  mild  restraint  for  the  follow- 
ing fourteen  days,  but  the  iris  did  not  pro- 
lapse and  the  pupil  remained  round  and 


central.  Her  mental  state  improved 
markedly  when  a plus  ten  lens  was  fitted 
for  temporary  use. 

We  have  better  luck  with  the  Elschnig 
than  with  the  Kalt  forceps,  but  occasionally 
when  the  capsule  is  a little  tight  the  Kalt 
works  better.  It  is  a good  plan  to  slide  the 
forceps  in  from  the  side  rather  than  from 
above  to  avoid  the  possibility  of  passing  it 
through  the  iridotomy  opening.  If  the  pupil 
is  not  widely  dilated,  a subconjunctival  of 
cocaine  one  per  cent  with  adrenalin  injected 
below  will  cause  the  pupil  to  widen  more 
below,  permitting  an  easier  delivery  and 
leaving  a curtain  of  iris  above  to  hold  back 
the  vitreous. 

Dr.  Bracken  uses  eserine  ointment  two 
per  cent  to  quickly  restore  a small  pupil. 
We  have  found  one-fourth  per  cent  quite 
satisfactory,  and  have  often  thought  that  the 
discomfort  sometimes  complained  of  for  an 
hour  or  so  upon  being  returned  to  bed  may 
be  due  to  the  action  of  the  eserine. 

Comparing  the  visions  of  our  intracapsu- 
lar  cases,  I find  that  we  have  more  with 
20/20  or  better  in  those  with  iridotomy  than 
those  with  iridectomy.  Time  does  not  per- 
mit a discussion  of  the  postoperative  com- 
plications. Dr.  Bracken  is  to  be  commended 
for  his  frank  and  honest  presentation  of  that 
phase  of  his  subject. 


PROGRESS  OF  FOOD  AND  DRUG  LAWS 


Legislation  increasing  the  powers  of  the 
Federal  Trade  Commission  over  advertising 
of  food,  drugs  and  cosmetics  won  approval 
of  the  Senate  and  went  to  the  White  House 
on  March  14. 

Senator  Wheeler,  Democrat,  of  Montana, 
said,  “this  is  one  of  the  greatest  steps  to- 
ward the  elimination  of  unfair  practices  that 
has  ever  been  taken  by  Congress.” 

The  Montanan  said  that  previously  the 
Federal  agency  could  act  only  when  firms 
injured  competitors,  whereas  the  new  bill 
covered  “injury  to  the  public.” 

On  March  15  the  House  Interstate  Com- 
merce Committee  favorably  reported  a re- 
vised pure  food  and  drug  bill  and  voted  to 
seek  action  at  this  session  of  Congress. 


Fifty-five  pathologists  in  Albany  on 
February  26  voted  to  organize  the  New 
York  State  Society  of  Pathologists.  A 
committee  was  elected  to  draw  up  a con- 
stitution to  be  presented  for  adoption  at  the 
next  meeting  to  be  held  in  New  York  City 
at  the  same  time  as  the  annual  meeting  of 
the  State  Medical  Society. 


The  bill  is  a revision  of  the  Copeland 
measure  approved  previously  by  the  Senate. 
If  enacted,  it  will  be  the  first  important  re- 
vision of  the  food  and  drug  laws  since 
1907. 

It  would  tighten  provisions  of  the  exist- 
ing law  and  broaden  its  scope  to  include  the 
five  billion  dollar  a year  cosmetic  industry, 
new  therapeutic  devices,  fat  reducing  drugs 
and  all  patent  medicines. 

Provisions  were  expanded  in  the  bill  to 
give  the  food  and  drug  administration  power 
to  seek  injunctions  in  Federal  courts  against 
violators  and  right  to  seize  misbranded  arti- 
cles if  the  product  is  dangerous  to  health. 

The  bill  also  would  set  up  a single  stand- 
ard quality  for  each  food. 


The  committee  for  the  formation  of  the 
constitution  consists  of  the  following:  A.  V. 
St.  George,  chairman,  Louis  R.  Ferraro, 
M.  E.  Marten,  Solomon  Weintraub,  Stephen 
Curtis,  Ward  H.  Cook,  W.  S.  Thomas, 
Herbert  R.  Brown,  and  M.  J.  Fein,  the 
acting  secretary  of  the  proposed  organiza- 
tion. 
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This  paper  is  based  on  reports  from  a 
vast  world  literature  and  from  personal 
observation  of  more  than  100  cases  of 
lymphogranuloma  venereum  in  the  Divi- 
sion of  Dermatology  and  Syphilology  at 
Bellevue  Hospital  in  the  course  of  the 
last  few  years.  I shall  omit  the  interest- 
ing history  of  this  disease  and  the  usual 
clinical  features  which  have  been  so  often 
described.  I shall  confine  myself  to  im- 
portant observations  the  knowledge  of 
which  will  give  a better  insight  into  this 
disease. 

Incidence 

The  appearance  of  a few  articles  on 
lymphogranuloma  venereum  in  the  United 
States  a few  years  ago  resulted  in  an 
increasing  number  of  reports  of  cases  and 
investigations  in  the  last  few  years.  This 
indicates  the  importance  of  the  disease  in 
regard  to  its  frequency  and  seriousness. 

An  enormous  increase  of  patients  with 
lymphogranuloma  venereum  (both  in- 
guinal and  rectal  types)  has  been  reported 
in  the  last  few  years  from  many  hos- 
pitals in  Europe.  For  instance,  accord- 
ing to  Sezary  and  Drain1  in  1929-30  very 
few  cases  were  hospitalized  in  Paris. 
Since  1931  there  were  always  from  four 
to  ten  cases  under  observation  of  the 
authors  in  the  wards  of  their  hospitals. 
From  1931  to  1934  1190  cases  of  lympho- 
granuloma venereum  were  treated  in  the 
hospitals  of  Bucharest.2  This  incidence 
was  the  result  of  a progressively  advanc- 
ing increase  in  cases  since  1922.  From 
my  series  (Table  I)  one  may  see  the  in- 
crease in  cases  at  Bellevue  Hospital. 
Hardly  a week  passes  without  seeing  a 
new  case  of  the  inguinal  or  rectal  type  of 
lymphogranuloma  venereum  and  there  are 
always  several  such  cases  in  our  wards. 
The  greater  incidence  of  lymphogranu- 
loma venereum  in  the  last  few  years  is 
probably  not  due  to  an  actual  increase  in 


the  number  of  cases  but  to  a better 
knowledge  of  the  symptoms  of  this  dis- 
ease. The  history  of  lymphogranuloma 
venereum  shows  that  it  has  existed  for 
many  decades.  I wish  to  mention  as  an 
example  the  report  of  Klotz3  who  as  far 
back  as  1890  described  120  patients  with 
inguinal  adenitis  of  the  lymphogranuloma 
venereum  type  which  he  had  observed 
within  ten  years.  More  than  100  cases 
which  have  been  under  my  personal  ob- 
servation in  the  last  few  years  were  prob- 
ably only  half  of  the  cases  in  the  entire 
hospital  and  which  were  not  referred  to 
our  service  partly  because  they  were  not 
recognized  as  lymphogranuloma  vene- 
reum. The  number  of  patients  with 
lymphogranuloma  venereum  in  various 
hospitals  in  New  York  and  other  cities 
must  be  very  considerable. 

Clincal  Aspects  of  Lymphogranuloma 
Venereum  Primary  Lesion;  Chronic 
Genital  Ulcer 

While  the  primary  lesion  of  lympho 
granuloma  venereum  is  usually  evan- 
escent and  herpetiform  in  appearance  it 
may  sometimes  persist  as  an  ulceration 
for  weeks  or  months  and  particularly  in 
women,  serve  as  a source  of  transmission. 
This  has  been  observed  by  many  authors. 
Examination  of  an  ulcerative  lesion  in 
the  genital  tract  should  consist  therefore 
not  only  of  a dark-field  examination  for 
Spirocheta  pallida,  a search  for  Ducrey 
bacilli  and  the  use  of  Ducrey  vaccine,  but 
lymphogranuloma  venereum  should  also 
be  considered  and  a Frei  test  performed. 
The  lymphogranuloma  venereum  chancre 
seems  to  develop  frequently  intraureth- 
rally  for  there  is  often  discharge  from  the 
urethra  present  which  is  free  from  gon- 
ococci. Loehe4  has  endoscoped  the 
urethra  in  such  cases  and  has  found  a 
circumscribed  infiltrated  erosion  of  the 
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mucous  membrane  of  the  anterior  portion 
of  the  urethral  canal.  Here  also  the 
primary  lesion  may  change  to  a chronic 
ulcer  and  lead  to  stricture  of  the  urethra. 
Gray5  reported  eleven  such  cases  in 
women.  The  primary  lesion  on  the 
tongue  in  the  case  which  was  reported 
separately  by  Curth6  and  Bloom7  might 
be  well-explained  in  this  way. 

Nicolau8  reports  a case  of  ulceration 
of  the  penis  which  four  years  previously 
started  from  an  insignificant  ulceration 
on  the  side  of  the  glans.  Lymphogranu- 
loma venereum  was  proven  by  histologic 
examination,  a positive  Frei  test,  and 
by  demonstration  of  specific  antigenic 
properties  from  the  serum  of  the  antigen. 

Table  I — Classification 


Inguinal  Rectal  Extra-Genital 
Male  Female  Male  Female  Male  Female  To. 


White  . . . 

. 33 

1 

11 

2 

1 

0 

48 

Colored  . . 

. 27 

3 

8 

21 

0 

0 

59 

Total  ... 

. 60 

4 

19 

23 

1 

0 

107 

Nicolau2  and  others  believe  that  chronic 
vaginal  ulcer  constitutes  the  most  com- 
mon source  of  contamination  and  it  is 
highly  important  that  such  an  ulcer 
should  be  discovered  early  and  the  pa- 
tient hospitalized  until  the  lesion  has  en- 
tirely disappeared. 

Inguinal  Adenitis 

The  course  of  inguinal  bubo  in  lympho- 
granuloma venereum  may  vary  consider- 
ably according  to  the  case.  Some  patients 
hardly  notice  any  enlargement;  in  others 
adenitis  undergoes  involution  in  a few 
weeks;  still  others  are  very  ill  and  con- 
fined to  bed  for  weeks  or  months.  The 
typical  picture  of  lymphogranuloma 
venereum  bubo  however  is  a firm  indur- 
ated tumor  attached  to  the  underlying  tis- 
sues and  with  a tendency  to  soften  later 
in  areas  and  to  produce  sinuses. 

I have  observed  several  cases  in  which, 
besides  the  indurated  mass  in  the  inguinal 
region,  there  was  an  extension  of  the  in- 
duration and  infiltration  to  the  pubic  re- 
gion, the  corresponding  lower  abdominal 
wall,  and  the  subcutaneous  tissues  of  the 
thighs. 

Such  cases  have  been  described  by 
Favre.9  On  histologic  examination  he 
found  disappearance  of  subcutaneous  fat, 


formation  of  dense  new  connective  tissue, 
infiltration  of  lymphocytes,  fibroblasts, 
and  connective  tissue  cells  of  the  charac- 
ter of  histocytes.  There  was  also  marked 
obliteration  of  blood  vessels.  Constitu- 
tional symptoms  such  as  fever  and 
malaise,  which  are  frequently  associated 
with  lymphogranuloma  venereum  are 
constant  and  particularly  severe  in  such 
cases.  One  of  these  cases  developed 
marked  secondary  anemia  and  enlarged 
liver  and  spleen. 

Not  infrequently  marked  suppuration 
takes  place  in  the  inguinal  mass  re- 
sembling the  behavior  of  chancroidal 
bubo. 

The  iliac  glands,  which  are  involved  in 
a great  many  cases,  show  tenderness  on 
pressure  in  the  corresponding  lower  ab- 
dominal quadrant.  This  should  be  rec- 
ognized by  the  physician,  because  appen- 
dicitis will  often  be  diagnosed  if  the  right 
side  is  involved — if  lymphogranuloma 
venereum  is  not  considered.  Such  a diag- 
nosis was  considered  by  the  medical  con- 
sultant in  one  of  our  cases  who  presented 
typical  symptoms  of  appendicitis. 

Manifest  suppuration  of  the  iliac 
glands,  which  apparently  takes  place  very 
rarely,  was  observed  in  one  of  the  cases 
of  my  series.  A white  man,  aged  twenty- 
four,  developed  after  subsidence  of  sup- 
purating bilateral  inguinal  adenitis  of  two 
months  duration  and  while  under  intra- 
venous Frei  antigen  therapy,  marked  in- 
duration of  the  abdominal  wall  and  a 
mass  within  the  right  lower  abdominal 
cavity.  Several  days  later  a considerable 
amount  of  pus  was  discharged  through 
the  wound  of  the  previous  bubo  asso- 
ciated with  diminution’ in  the  size  of  the 
pelvic  mass.  I suspect  that  suppuration 
of  the  iliac  and  pelvic  glands  occurs  more 
frequently  than  is  usually  supposed,  re- 
sulting in  fibrosis  and  adhesions  around 
the  pelvic  organs  or  producing  peritonitis 
when  breaking  through  the  peritoneum.  I 
believe  that  the  assumption  of  Barthels 
and  Biberstein10  in  1931  that  many  pelvic 
conditions  in  women  may  be  due  to  lym- 
phogranuloma venereum  has  since  been 
repeatedly  confirmed. 

General  Constitutional  Symptoms 

In  the  early  stages  of  lymphogranuloma 
venereum,  fever  is  a constant  occurrence. 
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remittent  in  type,  reaching  sometimes  as 
high  as  105  to  106  but  frequently  102  to 
104°  F.  Particularly  those  cases  who 
show,  besides  the  inguinal  bubo,  involve- 
ment of  the  pelvic  glands  and  the  abdom- 
inal wall  may  be  laid  up  with  fever  for 
several  weeks. 

Arthritic  pains  are  a common  occur- 
rence. They  improve  quickly,  however, 
under  treatment  for  the  lymphogranu- 
loma venereum. 

Many  patients  complain  of  severe 
headaches.  Haam  and  D’Aunoy11  report 
successful  transmission  of  the  disease  to 
mice  by  inoculation  with  the  spinal  fluid 
of  two  patients  in  the  first  stages  of 
lymphogranuloma  venereum  who  suffered 
from  severe  headaches  and  dizziness.  Re- 
cently a nineteen  year  old  Porto  Rican 
man  was  admitted  to  Bellevue  Hospital 
with  a temperature  of  103.4°  F.,  severe 
headache  and  stiff  neck,  suggesting  men- 
ingitis. His  spinal  fluid,  however,  was 
normal.  He  had  a left  inguinal  mass, 
enlarged  iliac  glands,  and  a strongly  pos- 
itive Frei  test.  David  and  Loring12  sug- 
gest that  epileptiform  seizures  may  be  a 
manifestation  of  lymphogranuloma  ven- 
ereum. 

One  should  keep  in  mind,  however, 
that  different  pathological  conditions 
present  in  lymphogranuloma  venereum 
patients  may  be  merely  coincidental  with- 
out any  etiologic  connection.  I have 
seen  at  the  Psychiatric  Institute  of  Belle- 
vue Hospital  a negress  who  had  had  rec- 
tal stricture  due  to  lymphogranuloma 
venereum  for  six  years  and  epileptiform 
attacks  for  two  years.  A Frei  antigen 
prepared  from  the  spinal  fluid  gave  a neg- 
ative reaction  in  other  lymphogranuloma 
patients.  On  operation  a granulomatous 
tumor  was  found  in  the  right  frontal  lobe 
of  the  brain.  An  antigen  prepared  from 
an  emulsion  of  the  tumor  produced  a tiny 
erythematous  papule  in  other  lympho- 
granuloma venereum  patients.  The  same 
reaction,  however,  was  produced  in  nor- 
mal people.  A complete  pathological 
examination  of  the  tumor  has  not  been 
reported  yet. 

The  above  associated  symptoms  and 
the  occurrence  of  exudative  or  nodular 
eruptions,  occasional  hypertrophy  of  the 
spleen  and  liver  and  generalized  adeno- 
pathies indicate  mobilization  of  the  virus 
through  the  whole  organism. 


Rectal  Involvement:  Its  Mechanism 
and  Development 

In  the  history  of  forty-two  cases  of 
rectal  stricture,  only  one  patient  had  a 
typical  inguinal  bubo.  It  is  assumed 
therefore,  that  involvement  of  the  in- 
guinal glands  serves  as  a protection 
against  the  penetration  of  the  virus  into 
the  pelvis  beyond  the  iliac  glands.  The 
latter  are  frequently  enlarged  but  seem 
to  contain  little  virus  for  they  usually  dis- 
appear without  manifest  suppuration. 

Exceptionally,  however,  the  rectum 
may  be  involved  in  spite  of  a preceding 
typical  inguinal  adenitis.  I have  observed 
two  such  cases  who,  several  weeks  after 
the  onset  of  the  inguinal  and  iliac  aden- 
opathy, developed  ulceration  in  the  rec- 
tum. A very  instructive  report  was  given 
by  Kornblith13  of  a patient  who  several 
weeks  after  development  of  inguinal  and 
iliac  adenitis  complained  of  bloody  dis- 
charge from  the  rectum  and  gradually  de- 
veloped a rectal  stricture  and  a condylo- 
matous  tumor  around  the  anus.  A similar 
case  is  reported  bv  Sezary  and  his  collabo- 
rators14 in  a woman  who  following  a 
painful  left  inguinal  bubo  developed  con- 
dylomata  of  the  anus  and  soon  after  signs 
of  stricture  of  the  rectum  appeared. 
These  cases  show  convincingly  the 
method  of  development  of  the  rectal  stric- 
ture. Although  primary  infection  may 
take  place  directly  in  the  rectum  by 
pederasty  the  usual  method  of  rectal  in- 
volvement is  by  way  of  the  pelvic  glands, 
the  virus  extending  from  the  primary  le- 
sion on  the  genitals  directly  to  the  pelvic 
glands,  omitting  the  superficial  inguinal 
glands.  This,  I believe,  is  not  only  the 
case  in  women  in  whom  the  primary  in- 
oculation takes  place  in  the  vagina  or 
cervix,  the  lymphatics  of  which  drain 
directly  into  the  pelvic  glands,  but  also  in 
men.  It  is  to  be  assumed  that  in  men,  in 
whom  rectal  stricture  develops  without 
preceding  inguinal  bubo,  the  virus  mi- 
grates from  the  genitals  by  way  of  the 
few  lymph  vessels  which  lead  directly  to 
the  pelvic  glands. 

It  is  of  interest  that  rectal  involvement 
may  consist  of  simple  proctitis  and  that 
some  cases  of  colitis  might  be  due  to 
lymphogranuloma  venereum.  Seven  out 
of  twenty  unselected  cases  of  colitis  and 
proctitis  without  stricture  reacted  posi- 
tively to  Frei  antigen.15 


Number  8] 


LYMPHOGRANULOMA  VENEREUM 


619 


Extension  of  Lymphogranuloma  Ven- 
ereum to  the  Abdominal  Organs 

Involvement  of  the  pelvic  glands  re- 
sults not  only  in  rectal  stricture  but  also 
in  parametritis  and  adnexitis.16  Aoyama17 
reported  a case  of  a patient  with  bilateral 
inguinal  adenitis  who  seventeen  days 
after  onset  of  illness  developed  suddenly 
severe  pain  in  the  abdomen  associated 
with  high  fever.  When  laparotomy  was 
performed  a considerable  amount  of  dark 
pus  was  found  in  the  abdomen  with  which 
animals  were  successfully  inoculated. 
Peritonitis  has  been  observed  in  our 
series  and  by  others.  Lichtenstein18  re- 
ports death  due  to  peritonitis  in  two 
cases  and  in  one  as  a result  of  a perfor- 
ated decubitus  ulcer  of  the  sigmoid  due  to 
impacted  fecal  masses  above  the  rectal 
stricture.  The  patient  of  Reichle  and 
Connor19  was  a negro,  aged  thirty-one, 
who  was  seen  two  months  after  develop- 
ment of  inguinal  adenitis  with  marked 
fever  and  continued  pain  in  the  right  hip. 
A roentgenogram  revealed  a destructive 
process  in  the  right  hip  joint.  At  autopsy 
which  took  place  six  and  a half  months 
after  the  onset  many  adhesions  were 
found  between  the  abdominal  organs,  de- 
struction of  the  right  psoas  muscle,  and 
changes  in  the  retroperitoneal  chain  of 
glands  identical  with  those  of  the  inguinal 
lymphogranuloma  venereum  bubo.  The 
kidneys  showed  granulomatous  lesions  and 
the  adrenals  hemorrhagic  infarcts.  In 
the  hip  joint  there  was  a large  amount  of 
pus  and  the  articular  cartilages  were 
markedly  eroded. 

The  anatomical  basis  for  the  sequelae 
of  lymphogranuloma  venereum  is  mostly 
stasis  due  to  the  occlusion  of  the  lym- 
phatics by  destruction  of  the  lymph  glands. 
Destruction  of  the  anorectal  glands  leads 
to  stasis  in  the  rectal  walls  and  results  in 
ulceration  and  elephantiasis  and  forma- 
tion of  fistulas  which  may  not  only  be 
found  in  the  vicinity  of  the  anus  but 
which  may  also  involve  a great  part  of 
the  buttocks.  As  a result  of  the  destruc- 
tion of  the  inguinal  and  pelvic  glands, 
stasis  takes  place  in  the  genital  organs 
and  ulceration  and  elephantiasis  may  take 
place  there.  Chronic  ulceration  and  ele- 
phantiasis of  the  penis  and  scrotum  are 
much  rarer  than  those  in  the  female 
genitalia.  The  author  has  seen  through 
the  courtesy  of  Dr.  Howard  Fox  one 


case  of  elephantiasis  of  the  penis  and 
scrotum  at  the  Veterans’  Hospital  in  New 
York  City.  The  reaction  to  the  Frei  test 
which  I produced  with  three  separate 
antigens  was  strongly  positive.  Two 
weeks  later  the  patient  developed  pneu- 
monia and  died.  The  necropsy  revealed 
extensive  scarring  and  infiltration  of  the 
rectum,  with  very  large  lymph  nodes  ex- 
tending to  the  entire  length  of  the 
lymphatics  and  the  thoracic  duct. 

Extragenital  Lesions 

Several  cases  of  involvement  of  the 
axillary  glands  due  to  inoculation  of  the 
virus  in  the  finger  and  of  involvement  of 
the  cervical  glands  by  abnormal  sexual 
relation  have  been  reported  in  recent 
years.20  Of  interest  is  the  involvement  of 
the  eyes  by  lymphogranuloma  venereum 
virus.  Weidman  and  Hunter21  presented 
a case  of  edema  of  the  eyelids  due  to 
lymphogranuloma  venereum.  Levaditi 
and  his  co workers22  report  conjunctivitis 
with  preauricular  and  submaxillary 
adenopathy.  Hashimoto23  believes  that 
Parinaud’s  conjunctivitis  is  due  to 
lymphogranuloma  venereum.  He  reports 
an  effective  Frei  antigen  prepared  from 
the  discharge  of  the  eyes.  Haam  and 
Hartwell24  report  experimental  conjunc- 
tivitis produced  with  the  virus  of  lympho- 
granuloma venereum. 

Cutaneous  Lesions 

Wien  and  Perlstein25  describe  three 
types  of  ulceration  encountered  in 
lympogranuloma  venereum — ulceration  of 
the  skin  only,  ulceration  of  the  skin  sec- 
ondary to  adenitis,  and  ulceration  devel- 
oping in  esthiomene. 

Midana26  described  in  a patient  with 
inguinal  and  iliac  adenopathy,  cutaneous 
lesions  resembling  ecthyma  on  the  abdo- 
men, gluteal  region,  and  the  thighs.  An 
extract  from  the  lesions  gave  a good 
Frei  antigen. 

Saenz27  reports  erythema  nodosum  in 
association  with  lymphogranuloma  ven- 
ereum. Wise  and  Sulzberger28  mention  a 
case  of  widespread  erythema  nodosum 
and  erythema  multiform-like  eruptions.  I 
have  seen  one  such  case  in  a patient  with 
persistent  inguinal  adenitis  who  developed 
an  erythmatous  nodular  eruption  suggest- 
ing iododerma  or  bromoderma. 
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Infectiousness 

Many  authors  agree  that  the  period  of 
danger  of  contagion  is  very  short,  prob- 
ably during  the  presence  of  the  primary 
lesion  only.29  Although  the  presence  of 
the  virus  might  be  proven  experimentally 
in  the  secretions  of  the  inguinal  bubo  or 
in  rectal  lesions,  and  cases  of  extragenital 
infections  are  reported  through  secretion 
from  buboes,  actual  transmission  in  daily 
life  seems  to  be  rare.  According  to 
Nicolau  and  others  the  most  infectious 
lesion  is  the  chronic  vulvovaginal  ulcer. 

Race,  Sex,  and  Age 

The  greater  incidence  of  lymphogranu- 
loma vereneum  in  colored  patients  as  com- 
pared to  that  of  white  is  not  due  to 
greater  susceptibility  of  the  colored  race 
to  the  virus  but  to  the  fact  that  venereal 
diseases  in  general  are  more  frequent 
among  negroes.  This  is  best  proven  by 
Haim  and  Matthewson30  who  reported 
twenty-three  cases  of  inguinal  bubo  and 
twenty-three  rectal  strictures  due  to 
lymphogranuloma  venereum,  all  in  whites. 
They  too  emphasize  the  point  that  fre- 
quency of  lymphogranuloma  venereum  is 
more  dependent  on  sexual  hygiene  than 
on  racial  susceptibility. 

The  inguinal  type  is  very  rare  among 
women.  Among  107  cases  I saw  inguinal 
involvement  in  one  white  and  three  col- 
ored women.  (Table  II)  This  corre- 
sponds to  the  findings  of  Heller strom 
who  reported  4.3  per  cent  of  adenitis  in 
women,  to  the  report  of  Kornblith31  of 
3.4  per  cent  and  to  that  of  Rajam32  whose 
series  consists  of  inguinal  adenitis  in 
ninety-nine  males  and  two  females.  These 
findings  are  in  contrast  to  those  of  other 
authors  who  found  adenitis  in  women  in 
sixteen  to  twenty  per  cent  of  their  cases. 
As  to  the  rectal  type  Rajam  reports  eigh- 
teen males  and  eight  females  which  seems 
contrary  to  the  findings  of  other  authors 
who  saw  more  cases  of  anorectal  syndrome 
in  women  than  in  men.  This  coincides  with 
our  findings  if  we  consider  the  Calcutta 
women  as  white.  For  in  our  series  only 
two  white  women  had  rectal  involvement 
of  which  one  was  a Porto  Rican.  No  sat- 
isfactory explanation  can  be  given  for  the 
apparent  relative  rarity  of  rectal  stricture 
in  white  women.  My  findings  also  do  not 
accord  with  the  usual  belief  that  rectal 


stricture  is  preponderantly  found  in  fe- 
males for  in  my  series  there  were  twenty- 
three  anorectal  cases  in  females  to  nine- 
teen in  males,  Rajam  blames  the  high 
incidence  of  pederasty  for  the  high  num- 
ber of  rectal  stricture.  In  my  series  very 
few  men  admitted  pederasty  and  many 
vehemently  denied  abnormal  sexual  re- 
lations. 

I believe  that  there  is  no  difference  in 
the  incidence  of  lymphogranuloma  ven- 
ereum infection  between  men  and  women 
in  spite  of  the  rarity  of  inguinal  adenitis 
in  the  latter.  I believe  that  many  infec- 
tions of  lymphogranuloma  venereum  re- 
sult in  involvement  of  the  pelvis  without 
involvement  of  the  rectum.  The  unrecog- 
nized lymphogranuloma  venereum  infec- 
tion in  cases  of  pelvic  involvement  could 
explain  the  difference  of  lymphogranu- 
loma venereum  incidence  in  men  and 
women  as  reported  by  many  authors. 


Table  II — Increasing  Incidence 


Inguinal 

Rectal 

Extra 

Genital 

Total 

1931  . . 

0 

1 

0 

1 

1932  . . 

1 

0 

1 

2 

1933  . . 

1 

3 

0 

4 

1934  . . 

12 

11 

0 

23 

1935  . . 

12 

4 

0 

16 

1936  . . 

29 

14 

0 

43 

1937  . . 

9 

9 

0 

18 

— — 

— 

— 

— 

Total  , 

42 

1 

107 

The  age  is  that  of  sexual  maturity  and 
the  great  majority  of  cases  of  lympho- 
granuloma venereum  occur  between  the 
ages  of  twenty  and  forty.  There  are 
however  several  reports  of  infection  in 
children.  In  1935  at  the  combined  meet- 
ing of  the  Dermatological  Conference  of 
the  Mississippi  Valley  and  the  Central 
States  Dermatological  Society  a case  of 
bilateral  inguinal  adenitis  was  presented33 
in  a ten  year  old  negro  girl  who  had  fever 
and  in  whom,  a Frei  test  became  positive 
on  the  twenty- third  day  after  the  onset  of 
illness.  A case  of  rectal  involvement  was 
reported  by  Elitzak  and  Kornblith34  in  an 
eight  year  old  Porto  Rican  girl  whose 
mother  had  a rectal  stricture  due  to 
lymphogranuloma  venereum  and  whose 
father  gave  a history  of  inguinal  adenitis 
twelve  years  previously.  The  Frei  test 
was  positive  in  both  parents.  It  was  as- 
sumed that  the  infection  most  probably 
took  place  by  a rectal  tip  used  by  the 
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mother  and  employed  in  giving  enemas  to 
the  child. 

Changes  in  the  Blood 

Severe  secondary  anemia  is  reported  to 
occur  in  the  course  of  lymphogranuloma 
venereum.  Three  of  our  female  patients, 
one  with  an  inguinal  bubo,  involvement  of 
the  abdominal  wall,  and  pelvic  glands,  and 
the  two  others  with  rectal  strictures 
showed  severe  secondary  anemia. 

Williams  and  Gutman35  have  reported 
high  serum  protein  values  in  ten  out  of 
twelve  cases,  more  marked  in  the  ad- 
vanced stages  of  lymphogranuloma  ven- 
ereum. They  found  relative  and  absolute 
increase  in  the  serum  globulin  in  eleven 
cases.  They  believe  that  hyperglobulin- 
emia  in  lymphogranuloma  venereum  is 
similar  to  that  in  kala-azar,  leprosy,  and 
other  chronic  infections.  According  to 
them  hyperglobulinemia  may  account  for 
the  high  erythrocyte  sedimentation  rate, 
the  false  positive  and  repeatedly  anti- 
complimentary Wassermann  reactions. 
Rosen  and  his  coworkers36  have  found 
total  lipides,  total  cholesterol,  cholesterol 
esters,  and  albumin  below  the  normal 
average  level.  Free  cholesterol  and  globu- 
lin yielded  above  normal  average  results. 
Except  globulin  which  was  always  high, 
the  other  chemical  changes  were  more 
accentuated  in  the  more  advanced  cases  of 
lymphogranuloma  venereum.  These- 
changes  in  the  blood  chemistry  indicate 
derangement  in  the  general  metabolism  of 
the  body  by  the  virus  of  lymphogranu- 
loma venereum. 

Diseases  Resembling  Lymphogranu- 
loma Venereum 

Although  the  clinical  picture  of  in- 
guinal adenitis  due  to  lymphogranuloma 
venereum  is  typical,  one  should  keep  his 
mind  open  to  the  possibility  of  primary 
tuberculosis,  however  rarely  this  may 
occur.  Woringer3*  reports  a case  of  bi- 
lateral inguinal  adenitis  with  fistulas 
which  was  clinically  diagnosed  by  Pau- 
trier  as  lymphogranuloma  venereum. 
Microscopic  examination,  however,  re- 
vealed tuberculosis  and  a guinea  pig  in- 
oculation was  positive.  A similar  case 
was  published  by  Pautrier  and  Lanzen- 
berg.38  This  patient  had  in  addition  to 


inguinal  adenitis  a perineal  fistula.  The 
Frei  test  was  negative.  The  histopatho- 
logic examination  and  the  guinea  pig  in- 
oculations were  positive  for  tuberculosis. 
Nicolas,  Lebeuf,  and  Rougier39  report  a 
case  of  an  Arab  who  had  inguinal,  iliac, 
and  axillary  adenitis  with  fistulas  and 
gave  a strongly  positive  Frei  reaction. 
The  authors  thought  of  the  possibility  of 
tuberculosis  associated  with  lympho- 
granuloma vereneum  but  animal  inocula- 
tion with  the  pus  convinced  them  that  the 
condition  was  due  to  the  tubercle  bacillus 
alone. 

Favre9  reported  five  cases  of  primary 
carcinomatous  glands  in  the  groin  which 
resembled  clinically  lymphogranuloma 
venereum. 

As  to  the  anorectal  type  it  is  of  interest 
to  know  that  ischiorectal  abscess  and  rec- 
tal fistula  are  seldom  tuberculous  in  per- 
sons clinically  free  of  tuberculosis.  How- 
ever, in  patients  with  pulmonary  tubercu- 
losis, anorectal  tuberculosis  occurs  in 
three  to  five  per  cent  and  in  such  patients 
one  should  try  to  eliminate  the  possibility 
of  tuberculosis  before  making  a diagnosis 
of  lymphogranuloma  venereum. 

The  symptoms  which  are  associated 
with  rectal  stricture  due  to  lymphogranu- 
loma venereum  may  also  be  caused  by 
malignancy.  In  1934  I examined  a white 
male,  aged  thirty-six,  who  was  sent  to 
me  with  a diagnosis  of  cylindrical  stric- 
ture of  the  rectum  with  a history  of  diffi- 
cult defecation  for  the  past  two  or  three 
years  and  which  became  worse  in  the  last 
few  months  accompanied  by  bleeding.  As 
the  Frei  test  in  this  patient  was  negative, 
a biopsy  was  performed  and  the  micro- 
scopic examination  revealed  adenocarci- 
noma. 

I was  also  present  at  an  operation  on 
a twenty  year  old  woman  who  had  devel- 
oped symptoms  of  a stricture  a month 
before.  In  spite  of  the  positive  Frei  test 
I disregarded  the  diagnosis  of  lympho- 
granuloma venereum  and  favored  that  of 
malignancy  because  the  roentgenogram  of 
the  rectum  which  was  taken  following  a 
barium  enema,  did  not  show  the  usual  pic- 
ture of  stricture  seen  in  this  disease.  The 
operation  confirmed  the  suspicion  of  can- 
cer. The  Frei  test  which  was  repeated 
after  the  operation  with  a reliable  antigen 
gave  a negative  reaction. 

Phineas  Bernstein40  reports  the  case  of 
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a twenty-seven  year  old  negress  who  had 
genitorectal  involvement  which  was  due 
to  both  caricinoma  and  lymphogranuloma 
venereum. 

Frei  Antigen 

The  strength  of  the  antigen  varies  with 
the  patient  from  whom  the  pus  is  ob- 
tained, but  usually  a good  antigen  is  only 
obtained  from  a bubo  before  marked  sup- 
puration takes  place.  The  pus  which  is 
later  accumulated  in  the  inguinal  mass 
usually  gives,  in  my  experience,  a weaker 
antigen.  I believe  that  the  mouse  antigen 
which  is  now  obtained  commercially  since 
the  successful  transmission  of  the  disease 
to  mice  by  Grace41  is  a valuable  aid  in  the 
management  of  this  disease.  However, 
with  the  use  of  the  mouse  Frei  antigen, 
a control  test  should  be  done  with  the 
brain  emulsion  of  normal  mice. 

Animal  Experimentation 

Of  the  enormous  work  in  experimental 
lymphogranuloma  venereum  in  animals 
carried  out  since  the  first  report  of 
Hellerstrom  and  Wassen42  and  later 
by  Levaditi  and  his  coworkers,43  I wish  to 
mention  a few  interesting  findings.  Ex- 
perimental lymphogranuloma  venereum 
produced  by  intracerebral  or  peritoneal 
inoculation  of  mice,  seems  to  result  in  a 
generalized  infection,  for  the  liver,  spleep, 
kidney,  and  bone  marrow  were  found  to 
be  equally  virulent.  The  inoculation 
period  of  experimental  lymphogranuloma 
venereum  becomes  shorter  and  its  serious- 
ness greater  the  more  the  virus  adapts 
itself  in  general  and  to  one  special  species 
in  particular.  It  is  of  interest  that  inocu- 
lation in  the  mucous  membranes  of  the 
nose  and  urethra  in  animals  is  negative  in 
contrast  to  urethral  and  anal  infection 
in  men. 

Levaditi  has  shown  that  the  blood 
serum  of  lymphogranuloma  venereum  pa- 
tients contains  specific  properties  that  de- 
stroy the  virus  of  lymphogranuloma 
venereum. 

The  virus  persists  at  least  seventy-one 
days  in  the  lymphatic  glands  of  the  mon- 
key and  at  least  ninety-one  days  in  the 
brain  of  mice. 

The  virus  seems  to  be  present  not  only 
in  early  lesions  of  lymphogranuloma 
venereum  in  men  but  also  in  the  secre- 


tions of  rectal  lesions,  although  these 
lesions  are  considered  to  be  mostly  due  to 
stasis  of  the  lymphatic  system.  Levaditi 
has  inoculated  monkeys  successfully  with 
tissue  from  the  rectal  stricture  of  a 
woman.  I have  been  able  to  produce  a 
good  Frei  antigen  from  the  secretion  of  a 
fistula  from  a patient  with  rectal  stricture. 

Aoyama44  has  achieved  immunity  to  the 
virus  in  mice  by  repeated  subcutaneous 
or  intraperitoneal  injections.  There  is  no 
doubt  that  lymphogranuloma  venereum  is 
due  to  a filterable  virus.  It  would  be  of 
enormous  importance  if  one  could  con- 
firm the  work  of  Tamura45  who  reported 
successful  cultivation  of  the  virus  by 
using  the  medium  devised  by  Maitland 
for  the  cultivation  of  vaccinia.  He  pro- 
duced an  antiserum  which  was  useful  in 
the  therapy  of  lymphogranuloma  ven- 
ereum. Miyagawa  and  his  coworkers46 
reported  successful  intracerebral  inocula- 
tions of  mice  with  tissue  culture  material. 
Coles47  believes  that  he  found  virus  bodies 
in  pus  in  three  out  of  four  lymphogranu- 
loma venereum  cases  which  resemble  the 
virus  bodies  of  vaccinia,  herpes,  and 
molluscum. 

Treatment 

In  the  evaluation  of  therapy  one  should 
keep  in  mind  that  the  course  of  lympho- 
granuloma venereum  may  vary  to  a con- 
siderable degree.  The  only  certain  way 
to  learn  the  exact  value  of  remedies  would 
be  to  compare  a series  of  untreated  with 
a series  of  treated  cases.  This  has  not 
been  done  and  our  evaluation  of  remedies 
in  lymphogranuloma  venereum  is  based 
more  or  less  on  personal  impressions.  The 
fact  that  many  remedies  are  mentioned 
and  that  a remedy  praised  by  one  author 
is  found  without  value  by  another  proves 
that  so  far  we  have  not  found  a real 
specific  therapy  for  the  disease. 

In  my  experience,  tartar  emetic  which 
was  used  in  our  series  until  about  a year 
ago,  proved  a fairly  satisfactory  remedy 
and  in  some  cases  surprisingly  effective, 
particularly  in  patients  with  rectal  stric- 
ture. I believe,  however,  that  Frei  anti- 
gen injected  intravenously  and  which  Dr. 
Reuben  Reider  and  I have  employed  in 
many  cases  at  Bellevue  Hospital  in  the 
course  of  the  last  eight  months  surpasses 
tartar  emetic  in  effectiveness.  Also  this 
mode  of  treatment  seems  to  have  a more 
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striking  effect  in  cases  of  rectal  involve- 
ment than  in  the  inguinal  type  but  still 
the  therapeutic  effect  is  not  constant  and 
not  of  equal  value  in  every  case.  In  cases 
of  rectal  stricture  which  have  ended  in 
marked  scarring,  one  does  not  expect  re- 
lief from  any  remedy.  In  most  of  the 
cases,  however,  the  stricture  is  due  in 
large  measure  to  edema  and  inflamma- 
tion of  the  rectal  walls  which  seems  to  be 
beneficially  influenced  by  the  treatment 
and  makes  colostomy  unnecessary.  Again 
and  again  I have  been  amazed  at  the  im- 
provement in  the  general  well-being  of  the 
patients,  the  disappearance  of  pain  in  the 
rectum,  easier  defecation,  and  lessening 
of  purulent  discharge.  In  some  of  our 
cases  the  proctologist  reported  objective 
improvement;  whereas  before  treatment 
he  could  not  introduce  the  proctoscope,  he 
could  do  so  easily  after  treatment  was 
started.  The  Frei  antigen  which  was 
used  was  either  human  or  an  emulsion  of 
brain  of  mice  infected  with  lympho- 
granuloma venereum.  The  injections 
were  given  twice  weekly  starting  with 
0.1  c.c.  and  gradually  increasing  up  to 
one  c.c.  Patients  with  lymphogranuloma 
venereum  responded  with  fever  to  this  in- 
jection in  contrast  to  nonlymphogranu- 
loma venereum  patients.  The  intensity  of 
the  febrile  reaction  varied  according  to 
the  effectiveness  of  the  antigen  in  the  in- 
tradermal  test.  A rise  of  temperature  of 
105  to  106  may  be  reached;  the  usual 
rise  was  to  102  or  104°  F.  The  mouse 
antigen  gave  stronger  and  more  constant 
reactions.  In  most  of  the  patients  one  has 
noticed  temporary  desensitization  with 
lessening  in  the  fever  with  each  injection 
so  that  after  a number  of  injections  no 
fever  at  all  was  produced.  I have  not 
noticed  any  cutaneous  desensitization 
when  achieving  temporary  intravenous 
desensitization. 

Mouse  antigen  seems  to  be  of  greater 
value  because  of  the  constancy  with 
which  stronger  reactions  are  obtained. 
The  cost  of  the  commercially  manufac- 
tured mouse  antigen  is  unfortunately 
great,  the  amount  necessary  for  treatment 
being  considerable. 

Radical  surgery  in  both  early  and  late 
stages  is  inadvisable.  Surgeons  should 
keep  in  mind  the  statement  of  Martin48 
that  operation  on  a rectum  infiltrated  with 
granulomatous  masses  in  the  late  stage 


of  lymphogranuloma  venereum  is  a far 
greater  mechanical  problem  than  in  car- 
cinoma and  that  the  mortality  of  opera- 
tions exceeds  that  following  extirpation 
of  carcinoma. 

Roentgen  irradiation  seems  to  be  use- 
less if  it  is  possible  to  judge  from  ex- 
perience with  two  patients.  One  with  a 
persistent  inguinal  bubo  was  treated  by 
me  personally  and  the  other  with  a rectal 
type  of  lymphogranuloma  venereum  was 
referred  to  me  from  the  New  York  City 
Cancer  Institute  where  deep  roentgen 
therapy  was  administered  without  effect. 

I have  frequently  seen  patients  with 
inguinal  bubo  discharged  from  the  hos- 
pital as  markedly  improved  returning 
soon  after  with  a marked  exacerbation  of 
the  condition  associated  with  involvement 
of  the  pelvic  glands.  I am  convinced  that 
every  patient  with  lymphogranuloma 
venereum  should  remain  in  bed  until  com- 
pletely well.  In  this  I agree  with  Carol49 
who  maintains  that  rest  in  bed  is  a most 
important  factor  in  treating  early  cases 
of  inguinal  adenopathy.  In  cases  of  rec- 
tal involvement,  local  conservative  medical 
and  surgical  measures  together  with  in- 
travenous Frei  antigen  therapy  is  at  pres- 
ent the  best  treatment  available. 

Prophylaxis 

As  in  any  other  venereal  disease  pro- 
phylaxis is  the  best  means  of  attack  and 
should  be  directed  toward  eradicating  the 
source  of  infection.  It  is  most  important 
to  remember  that  small  ulcers  on  the  geni- 
tals of  women  or  men  may  be  due  to 
lymphogranuloma  venereum  and  that 
women  may  harbor  the  virus  without 
showing  any  visible  lesion.  The  report  of 
Serefis50  is  extremely  interesting  in  this 
respect.  He  tells  of  a small  Greek  island 
where  lymphogranuloma  vereneum  be- 
came endemic  and  all  cases  were  traced  to 
a single  prostitute  who  showed  no  ex- 
ternal manifestations  of  the  disease  but 
gave  a strong  Frei  reaction.  The  endemic 
was  stopped  by  sending  this  woman  to 
the  hospital. 

The  great  incidence  of  this  disease  and 
its  most  frequent  occurrence  in  persons 
who  visit  our  free  clinics  and  hospitals 
makes  the  availability  of  Frei  antigen, 
particularly  in  surgical  and  gynecological 
wards,  extremely  necessary.  The  manu- 
facture of  human,  mouse  or  monkey  anti- 
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gen,  should  be  undertaken  by  the  hospital 
laboratories  so  that  the  problem  of  ex- 
pense would  be  obviated. 

The  Frei  test  is  of  no  value  during  the 
stage  of  the  primary  lesion  but  as  long  as 
the  diagnosis  of  lymphogranuloma  ven- 
ereum is  under  consideration  the  patient 


should  be  kept  under  strict  observation 
like  a patient  with  a syphilitic  chancre 
and  a negative  darkfield  examination,  who 
has  to  be  kept  under  observation  until 
the  Wassermann  test  becomes  positive. 

135  E.  50  St. 
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Discussion 


Dr.  Rudolph  Ruedemann,  Jr.,  Albany — 
The  opening  of  the  discussion  on  this  inter- 
esting paper  is  a pleasure  and  its  thorough- 
ness leaves  little  to  do  but  touch  on  some 
of  the  epidemiological  and  preventive  as- 
pects— a field  in  which  we  find  ourselves  be- 
coming more  and  more  involved  and  in- 
terested. 

It  is  rather  ironical  that  when  I was 
diagnostically  asleep  I saw  many  patients 
with  chancroidal  infection  and  possibly 
lymphogranuloma  venereum.  Now  when  I 
am  cognizant  of  this  clinical  entity  I am 
in  a community  where  few  chancroidal 
lesions  and  patients  with  lymphogranuloma 
venereum  are  seen. 

In  the  period  from  1921-1926  when  I was 
in  Huntington,  W.  Va.,  a city  half  the  size 
of  Albany,  a surprisingly  large  number  of 
patients  with  buboes  and  chancroids  passed 
thru  the  urological  clinic  and  city  clinic. 
Some  of  these  patients  are  stamped  indelibly 


upon  my  memory  because  of  the  diagnostic 
and  therapeutic  difficulties  encountered  and 
in  the  present  day  knowledge  clinically  fit 
into  this  picture. 

A rough  survey  of  Albany  in  the  last  five 
years  shows  that  not  over  fifteen  cases  of 
this  disease  has  been  brought  to  light  by 
clinicians  who  handle  the  bulk  of  venereal 
patients  in  private  practice  and  clinics— and 
very  few  chancroids  have  been  seen  in  the 
last  three  years.  Three  years  ago  there 
were  eight  patients  under  treatment  in  a 
short  space  of  time — three  had  contracted 
the  infection  from  a colored  girl  with  a 
circus.  However  I feel  that  many  cases  are 
missed,  if  we  consider  that  about  four  per 
cent  according  to  Clyne  of  all  venereal  dis- 
ease are  lymphogranuloma  venereum. 

There  are  a number  of  valuable  points  in 
this  paper  from  the  epidemiological  aspect — 
the  possible  long  incubation  period  two  days 
to  three  weeks  or  even  sixty-seven  days  as 
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has  been  reported,  the  chronic  infectious 
vaginal  ulcer,  the  generalization  or  system- 
ization  of  this  disease  with  fever,  anemia, 
leukocytosis,  arthralgia,  the  chronic  sinuses 
simulating  late  syphilis,  tuberculosis  and 
malignancy,  the  rectal  involvement,  the  in- 
volvement of  the  deeper  pelvic  glands  lead- 
ing to  diagnosis  of  appendicitis  and  pelvic 
disease,  the  involvement  of  central  nervous 
system,  the  edema  of  lids,  episcleritis  and 
conjunctivitis  and  the  cutaneous  eruptions 
are  all  important  subjective  and  objective 
symptoms.  The  difficulty  in  diagnosis,  the 
ruling  out  of  syphilis  and  chancroid,  the 
positivity  of  the  Frei  test  over  a long  period 
which  may  lead  to  an  erroneous  positive 
diagnosis  of  lymphogranuloma  venereum 
just  as  the  positive  Wassermann  labels  all 
pathology  as  syphilitic,  the  lack  of  super- 
ficial adenitis  in  the  female  due  to  deeper 
lymph  drainage  in  certain  parts  of  the 
female  genitalia  which  also  leads  to  con- 
fusing symptoms,  the  increased  incidence 
due  either  to  diagnostic  alertness  or  per- 
haps increased  prevalence  of  the  disease, 
the  endemic  character  of  the  disease  and  be- 
coming epidemic  even  from  a single  source 
of  infection  and  its  frequent  association  with 
syphilis,  gonorrhea,  and  chancroidal  infec- 


tion— are  facts  which  merit  our  particular 
attention. 

Considering  all  these  points  it  would  not 
be  amiss  to  suggest  that  the  disease  be  made 
reportable,  and  to  carry  out  Dr.  Bloom’s 
suggestion  that  the  Frei  antigen  be  made 
available  for  diagnostic  purposes  and  per- 
haps a leaflet  prepared  by  the  State  Medical 
Society  in  conjunction  with  State  Depart- 
ment of  Health  setting  forth  the  clinical  as- 
pects and  symptomatology,  diagnosis,  and 
treatment  of  this  entity  for  distribution  to 
the  medical  profession. 

Dr.  Harry  Saunders,  New  York  City — 
As  dermatologists  we  owe  a great  deal  to 
Dr.  Bloom  for  his  work  on  lymphogranu- 
loma venereum.  This  disease  has  become 
a great  problem  in  public  health  circles  and 
stands  second  only  to  syphilis.  With  the 
adoption  of  fever  therapy  and  the  use  of 
sulfanilamide,  gonorrhea  has  assumed  a com- 
paratively minor  role.  Lymphogranuloma 
venereum  has  assumed  this  importance  be- 
cause of  the  difficulty  of  diagnosis  and  be- 
cause of  the  poor  response  to  treatment. 
The  temperature  curve  following  an  intra- 
venous injection  of  Frei  antigen  is  also  a 
good  indicator  of  whether  we  are  dealing 
with  this  disease. 


THE  JELLIFFE  CELEBRATION 


The  thirty-fifth  anniversary  of  Doctor 
Smith  Ely  Jelliffe’s  editorship  of  the  Journal 
of  Nervous  and  Mental  Diseases  will  be 
celebrated  at  The  New  York  Academy  of 
Medicine  on  April  22.  The  celebration  will 
consist  of  a Neuro-Psychiatric  Symposium 
in  the  afternoon  at  two  o’clock,  followed  in 
the  evening  by  a dinner.  The  afternoon  ses- 
sion will  be  opened  by  Adolph  Meyer,  and 
Dr.  Jelliffe  will  preside.  The  afternoon 
speakers : 

1.  Earl  D.  Bond,  “Balance  in  Psychi- 
atric Research.”  2.  George  Draper,  “The 
Man  Factor  in  Disease.”  3.  Frederick 


Tilney,  “New  Interpretation  of  the  Hippo- 
campus.” 4.  Oskar  Diethelm,  “Psychiatry 
and  Neurology  in  the  Last  Fifty  Years.” 
5.  Karl  Menninger,  “Somatic  Correlations 
with  the  Unconscious  Repudiation  of  Femi- 
ninity in  Women.” 

At  the  evening  session  Foster  Kennedy 
will  be  toastmaster.  The  tribute  speakers 
will  be:  1.  A.  A.  Brill,  “Jelliffe,  the  Psy- 

chiatrist and  Psychoanalyst.”  2.  Louis 
Casamajor,  “Jelliffe,  the  Man.”  3.  Henry 
Alsop  Riley,  “Jelliffe,  the  Neurologist.” 
4.  Richard  H.  Hutchings,  “Jelliffe,  the 
Bibliomaniac.” 


CHIROPRACTIC  “DOCTORS”  HAVE  THE  “DOCTOR”  DOCKED 


In  a forceful  opinion  filed  January  11, 
Chief  Justice  M.  B.  Rosenberry  of  the 
Wisconsin  Supreme  Court  held,  in  State  of 
Wisconsin  v.  Henry  J.  Michaels,  that  chir- 
opractors were  not  entitled  to  the  use  of 
the  title  “Doctor”  in  Wisconsin,  regardless 
of  how  their  diplomas  might  read. 

’’The  title  does  not  aid  him  (the  chiro- 
practor) in  the  treatment,”  pointedly  de- 


clared the  Chief  Justice,  “it  merely  aids  him 
in  securing  the  confidence  of  prospective 
patients  and  in  inducing  people  to  apply 
for  treatment.  The  repeated  attempts  of 
the  practitioners  of  chiropractic  to  have  the 
section  in  question  amended  (Sec.  147.14(3), 
c.  147,  Wis.  Stats.)  seem  to  be  quite  con- 
clusive evidence  that  its  meaning  is  well 
understood.” 


IRRADIATION  FOR  STIMULATING  OR  SUPPRESSING 
MENSTRUAL  FUNCTION 


Ira  I.  Kaplan,  B.S.  M.D.,  New  York  City 

Director,  Division  of  Cancer,  Department  of  Hospitals;  Director  Radiation  Therapy 
Department,  Bellevue  Hospital 


Ever  since  the  discovery  of  irradiation 
as  a form  of  therapy,  the  female  repro- 
ductive system  has  afforded  the  most 
stimulating  and  informative  field  for  ex- 
perimentation and  study  of  the  effects  of 
this  new  therapeutic  agent. 

From  the  time  that  Halberstaedter1 
(1905)  anounced  the  specific  sensitivity 
of  x-ray  on  the  ovaries,  even  though  the 
exact  action  of  the  x-rays  is  still  unan- 
swered, irradiation  has  been  increasing- 
ly employed  in  the  treatment  of  female 
functional  disturbances.  In  no  other 
branch  of  gynecology  is  irradiation  more 
helpful  and  promising  than  in  the  treat- 
ment of  amenorrhea  and  sterility.  Our 
experience  has  demonstrated  that  for 
these  conditions  irradiation  has  appreci- 
able therapeutic  effect  when  administered 
to  the  pelvic  and  pituitary  areas,  and 
when  properly  applied  such  irradiation 
is  harmful  neither  to  the  mother  nor  to 
the  offspring  born  following  such  ther- 
apy. 

The  suppression  of  menstruation  or  the 
sterilization  of  the  female  in  order  to 
treat  either  directly  or  indirectly  many 
conditions  and  lesions  associated  with  ova- 
rian or  uterine  physiology  is  one  of  the 
most  important  functions  of  irradiation. 

In  the  United  States,  Morton2  (1903) 
was  among  the  first  to  report  on  the  steri- 
lization effect  of  x-rays  employed  in  the 
treatment  of  a uterine  fibroid.  In  1920 
Seitz  and  Wintz3  established  the  so- 
called  ovarian  sterilization  dose,  i.e., 
that  dose  of  x-ray  given  through  the  pel- 
vis which  would  suppress  menstrual 
function,  which  dose  until  recently  was 
used  as  a basis  for  the  irradiation  of  the 
female  pelvis  in  treating  gynecological 
conditions. 

Before  any  form  of  irradiation  is  em- 
ployed the  patient  must  be  carefully  ex- 
amined, the  indications  for  treatment  es- 
tablished, and  the  mode  and  method  of 
therapy  definitely  determined. 


In  cases  of  amenorrhea  or  sterility,  the 
patient  is  first  examined  for  pathological 
or  congenital  abnormalities  of  the  genital 
organs  or  the  presence  of  infections,  and 
all  such  conditions  must  be  corrected  or 
eliminated  before  irradiation  is  admin- 
istered. The  patentcy  of  the  tubes  must 
be  established  and  the  general  health  of 
the  patient  brought  to  a high  level.  Fur- 
thermore, before  subjecting  the  woman 
to  irradiation  for  sterility,  it  is  essential 
that  the  virility  of  the  male  be  estab- 
lished. Endocrine  assays  should  be 
made,  and,  if  dysfunction  is  ascertained 
hormone  therapy  should  be  instituted. 
The  period  of  trial  should  be  limited 
however,  because  an  extended  period  of 
amenorrhea  will  eventuate  in  uterine 
atrophy. 

Because  hormone  therapy  has  proven 
so  futile,  high  voltage  x-ray  therapy  is 
used  exclusively  in  our  method  of  treat- 
ment of  amenorrhea  and  sterility.  In- 
vestigation has  shown  the  definite  asso- 
ciation of  pituitary  and  ovary  in  the 
mechanism  of  menstruation.  Where  this 
cooperation  between  pituitary  and  ovary 
is  interrupted,  it  is  believed  that  x-ray 
therapy  re-establishes  the  relationship  ne- 
cessary to  permit  menstruation  and  sub- 
sequent pregnancy. 

Because  persistent  corpus  lutea  or 
cysts  of  the  ovaries  may  prevent  mens- 
truation and  subsequent  pregnancy,  it  is 
thought  that  x-ray  therapy  to  the  ova- 
ries may,  by  destroying  these  cysts  or 
corpus  lutea,  permit  normal  menstrual 
function  to  be  resumed  and  consequently 
relieve  sterility. 

Treatment  by  irradiation  for  amenor- 
rhea and  sterility  is  a very  delicate  form 
of  therapy  and  one  that  calls  for  fine 
judgment,  based  on  training  and  expe- 
rience. In  carrying  out  this  type  of 
x-ray  therapy,  it  is  absolutely  impera- 
tive that  the  therapist  know  the  exact 
output  produced  under  varying  condi- 
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tions  and  the  depth  dose  must  be  defin- 
itely and  accurately  determined  for  if  too 
great  a dose  is  administered,  sterilization 
and  not  stimulation,  may  result.  The 
size  of  the  pelvis  must  be  determined  in 
order  to  gauge  the  distance  to  be  em- 
ployed. 

Stimulation  x-ray  therapy  is  given  with 
high-voltage  x-rays,  the  factors  being 
200  kv.,  four-five  ma.,  with  0.5  mm.  Cu. 
plus  one  mm.  Al.  filter,  at  thirty-forty  or 
fifty  cm.  distance,  and  through  fields  of 
8x10 — 9x12 — 10x15  cm.  The  rays  are 
directed  through  the  right  and  left  ante- 
rior and  posterior  pelvic  areas  over  the 
ovaries,  75-100  r.  per  area  per  treatment 
being  given  to  each  area  once  a week, 
alternately  anterior  and  posterior  areas 
being  treated  at  weekly  intervals  for 
three  treatments.  The  first  treatment  is 
given  through  the  anterior  right  and  left 
area;  one  week  later  through  the  pos- 
terior right  and  left  area;  and  then  after 
another  week,  treatment  is  again  admin- 
istered to  the  anterior  right  and  left  pel- 
vic area.  The  dose  given  each  area  is  so 
regulated  that  the  total  dose  reaching 
the  ovaries  is  ten  to  twelve  per  cent  of  a 
full  skin  erythema.  In  most  instances, 
the  first  treatment  dose  is  seventy-five  r. 
per  area,  the  second  one  hundred-fifty  r. 
and  the  third  seventy-five  r. — all  doses 
measured  in  air. 

In  addition,  one  or  two  treatments, 
one  week  apart,  of  75-100  r.,  are  given  to 
the  forehead  over  the  pituitary  area  to 
stimulate  pituitary  action.  This  is  admin- 
istered simultaneously  with  a pelvic  treat- 
ment. 

Whenever  evidences  of  hypothyroidism 
are  present,  additional  treatment  to  the 
thyroid  area  may  be  given  along  with 
x-ray  therapy  to  the  ovaries;  75-100  r. 
being  given  to  the  thyroid  for  one  or 
two  doses. 

Menstruation  should  follow  three  to 
four  weeks  after  treatment.  In  cases 
where  it  does  not  occur  following  the 
first  series,  an  additional  dose  of  seventy- 
five  r.  may  be  given  to  each  anterior  pel- 
vic area  together  with  a further  treat- 
ment of  75-150  r.  to  the  anterior  pitui- 
tary area.  Treatment  beyond  this  is  not 
advised. 

In  our  series  of  131  private  cases  of 
married  women  treated  over  a period  of 
eleven  years,  only  fourteen  could  not  be 


traced;  hence,  our  results  were  obtained 
among  the  remaining  117  cases. 

The  youngest  was  nineteen  and  the  old- 
est forty- five  years  of  age.  Only  four 
cases  had  previously  borne  children,  three 
had  previously  aborted  or  miscarried. 
Amenorrhea  existed  from  one  month  to 
fourteen  years.  In  seventy-nine  cases  or 
sixty-seven  percent  the  menstruation  was 
restored,  in  fifty-two  there  was  no  improve- 
ment. Of  the  seventy-nine  successful  cases, 
forty-four  women  conceived — seventeen  more 
than  once,  five  conceived  but  aborted,  and  of 
these,  two  aborted  twice.  Thirty-eight  went 
to  term  and  gave  birth  to  fifty  living  chil- 
dren, one  still-birth,  and  one  abnormal  fetus. 
Nine  have  had  more  than  one  child;  one 
had  twin  girls,  both  physically  and  mentally 
normal.  Reports  from  the  parents  have  in 
no  instance  disclosed  any  abnormality  or 
physical  deformity.  There  are  twenty-seven 
boys  and  twenty-three  girls  in  the  group, 
the  oldest  under  study  being  now  over 
eleven  years  of  age.  Table  I shows  the  de- 
tails regarding  these  cases. 

Sterilization 

When  suppression  of  menstruation  is  con- 
sidered necessary,  irradiation,  in  our  opin- 
ion, is  the  method  of  choice. 

For  sterilization  we  employ  either  x-rays 
or  radium.  High-voltage  x-ray  is  used 
through  the  anterior  and  posterior  pelvis 
through  multiple  ports  and  directed  to  the 
ovaries  and  the  uterus,  administered  in  di- 
vided doses  over  a period  of  several  weeks. 

Radium  therapy  sterilization  is  carried 
out  by  inserting  in  the  uterus  a rubber 
sound  containing  several  tubes  of  radium 
in  small  amounts,  and  leaving  it  in  place 
for  several  days  to  give  the  prescribed  dose, 
and  by  placing  in  the  vagina  when  neces- 
sary a radium  applicator  (the  colpostat) 
containing  a small  quantity  of  radium, 
which  is  left  in  place  for  several  days  to 
give  additional  irradiation  through  the  va- 
gina to  the  adnexa. 

When  properly  employed,  irradiation  for 
sterilization  is  of  equal  worth  and  effective- 
ness with  surgery  and  without  the  latter's 
associated  mortality  and  morbidity. 

Conditions  in  the  female  for  which  steri- 
lization may  be  indicated  can  be  classified 
for  convenience  in  four  large  groups — 
medical,  surgical,  gynecological,  and  social. 

Sterilization  follows  as  a necessity  when 
treating  malignancy  of  the  gynecological 
tract. 

Advantages  of  Irradiation 

Irradiation,  either  by  x-rays  or  radium, 
is  a direct  readily  administered,  harmless 
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Table  I — Treated  with  X-Ray  Therapy  for  Amenorrhea  and  Sterility,  Subsequently 

Bearing  Normal  Children 


Age 

Amenorrhea 

Years  of 
Sterility 

Previous 

Children 

Previous 
Abortions  or 
Miscarriage 

Previous 

Operations 

Results 

Normal  Abnormal 

Children  Abortion 

1 

28 

6 months 

Ah 

0 

0 

0 

1 girl 

2 

28 

1 month 

2 

0 

0 

0 

1 girl 

3 

22 

3 months 

1 

0 

1 

0 

1 girl 

4 

24 

7 months 

4 

0 

1 

Curettage 

2 boys 

5 

24 

3 months 

4 

0 

0 

0 

1 girl 

2 self  abortions 

6 

27 

6-8  months  scanty. 

3 

0 

0 

Curettage 

1 boy 

7 

29 

Irreg.  6-8  mo 

3 

0 

0 

0 

1 boy 

8 

26 

Irreg.  1 mo 

6 

0 

0 

0 

1 boy 

9 

26 

13  months 

5 

0 

0 

0 

1 boy 

10 

30 

Irreg.  1 mo 

8 

1 still-birth 

0 

0 

1 boy 

11 

32 

Irreg 

6 

Married  at  14 

0 

0 

1 girl 

12 

29 

3 months 

7 1 

3 children 
— six  years  old 

0 

Cauterization 

1 boy 

13 

28 

13  months 

3 

0 

0 

of  cervix 
0 

2 boys 

14 

29 

Irreg.  2 mo 

3 

0 

0 

0 

1 boy 

1 miscarriage 

IS 

21 

Irreg.  3 mo 

1 

0 

0 

0 

1 girl 

16 

27 

Irreg.  3 mo 

3 

0 

0 

0 

1 girl 

17 

30 

8 months 

3 

0 

1 

0 

2 girls 

18 

34 

Irreg.  scanty 

4 

0 

0 

Infantile  uterus 

(twins) 
1 boy 
1 girl 

19 

24 

Irreg.  1 yr 

3 

0 

0 

cystic  ovary- 
curettage 
0 

2 boys 

20 

30 

14  years 

5 

0 

0 

0 

1 boy 

1 girl  died  in  4 

21 

31 

Irreg.  3 mo 

2 

0 

0 

0 

2 boys 

days 

22 

22 

Irreg.  5-8  mo 

2 

0 

0 

0 

1 girl 

23 

25 

Irreg.  5-6  mo 

3 

0 

0 

Curettage 

1 girl 

1 abortion 

24 

27 

Irreg.  2-6  mo 

8 

0 

0 

0 

1 girl 

25 

24 

11  months 

3 

0 

0 

Curettage 

1 boy 

26 

21 

Irreg.  3 mo 

2 years  mar- 

0 

0 

Hormones  for 

2 girls 
2 boys 

1 ectopic 

27 

23 

5 months 

ried.  Treat, 
when  single. 
3 

0 

0 

6 mo. 
0 

1 girl 

1 self-abortion 

28 

25 

Irreg.  2 mo 

4 

0 

0 

0 

1 girl 

29 

34 

Regular 

3 

0 

0 

0 

1 girl 

1 miscarriage 

30 

30 

Irreg.  2 mo 

6 

1 still  birth 

0 

Electric 

1 girl 

2 miscarriages 

31 

22 

Irreg.  1 mo 

6 

0 

0 

0 

1 boy 

32 

28 

Irreg.  1-3  mo 

6 

0 

0 

0 

1 girl 
2 boys 

33 

24 

3 months 

5 

0 

0 

0 

1 gir1 

34 

24 

3 months 

2 

0 

0 

0 

1 boy 

35 

31 

12  months 

8 

0 

0 

0 

1 boy 

36 

33 

Irreg.  1-4  mo 

17 

0 

0 

Curettage 

2 boys 

1 self  abortion 

37 

28 

Irreg.  3 mo 

8 

0 

0 

0 

1 girl 
1 girl 

procedure  for  sterilizing  the  female.  It  is 
the  method  of  choice  because,  when  prop- 
erly administered,  there  is  no  mortality  and 
no  morbidity.  This  form  of  therapy  does 
not  necessitate  hospitalization,  such  as  re- 
quired for  surgical  procedures  and  which 
often  present  innumerable  difficult  conditions 
for  the  surgeon,  but  it  is  usually  a simple 
procedure,  presenting  but  few  difficulties 
and  rarely  any  adverse  sequelae. 

Surgical  procedures  have  occasionally 
proven  ineffective  while  adequately  delivered 
irradiation  will  definitely  insure  the  patient’s 
sterility. 

When  to  Choose  Irradiation 

Assuming  that  the  internist  has  decided 
that  sterilization  is  essential  for  the  pa- 


tient’s welfare  in  a case  with  cardiorenal 
disease  or  diabetes,  irradiation  is  a thera- 
peutic method  of  value  because  one  is  not 
called  upon  to  contend  with  operative  shock, 
infection,  bed  confinement,  and  other  opera- 
tive exigencies. 

Particular  attention  is  called  to  pulmonary 
tuberculosis  in  females  where  pregnancy 
may  severely  delay  recovery  or  even  cause 
death.  Sterilization  in  such  cases  is  most 
effective  in  providing  the  patient  an  oppor- 
tunity to  recover.  Rather  than  risk  a seri- 
ous operative  procedure  when  active  ad- 
vanced tuberculosis  is  present,  irradiation  is 
unquestionably  the  method  of  choice  for 
sterilization.  In  young  women  with  active 
tuberculosis  where  sterilization  is  decided 
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upon,  irradiation  may  cause  cessation  of 
menstruation  for  only  a year  or  two,  with 
great  likelihood  for  its  resumption  when  the 
diseased  lung  condition  has  been  sufficiently 
arrested.  While  manifestly  this  would  be 
an  ideal  situation,  it  cannot,  unfortunately, 
be  assured  in  every  instance,  but  it  does 
occur  in  a sufficient  number  of  cases  to  war- 
rant the  use  of  irradiation  as  a valuable 
therapeutic  measure. 

Although  the  hormonal  relationship  is  not 
yet  definitely  and  completely  established,  we 
advise  total  sterilization  for  women  of  the 
menstruating  age  who  have  carcinoma  of 
the  breast,  especially  when  associated  with 
bone  metastases.  Clinical  observation  over 
a period  of  many  years  has  shown  that 
patients  with  breast  malignancy,  who  were 
unfortunately  permitted  to  go  through  a 
pregnancy,  suffered  a definite  aggravation 
of  the  cancer.  Recently,  the  influence  of 
estrogenic  and  lactogenic  hormones  of  the 
ovary  and  pituitary  upon  breast  tissue  has 
been  demonstrated  experimentally  and  clin- 
ically. Accordingly,  when  it  has  been  de- 
cided to  sterilize  such  a patient,  it  is  ad- 
visable, rather  than  submit  her  to  another 
operative  procedure,  to  effect  sterilization 
by  means  of  irradiation. 

Quite  often  we  are  confronted  with  the 
problem  of  a woman  above  forty-five  pre- 
senting symptoms  suggestive  of  the  climac- 
teric, and  serious  enough  to  require  operative 
intervention  when  hormone  therapy  proves 
valueless.  In  such  conditions  irradiation  is 
effective  and  harmless  in  relieving  these 
symptoms,  especially  the  profuse  metror- 
rhagia which  frequently  characterizes  such 
changes. 

When  in  occasional  instances,  an  endo- 
metriosis is  encountered  (as  in  one  such 
case  on  our  service  where  the  anterior  ab- 
dominal wall  was  involved),  irradiation  can 
be  administered  to  the  ovaries  and  thus  in- 
hibit endometrial  activity  at  the  site  of  the 
uterine  implants.  This  method  is  superior 
to  operative  removal  of  the  tumor  mass 
along  with  ovariectomy.  With  this  proce- 
dure there  is  no  associated  operative  risk 
nor  mortality. 

Method  and  Technic 

1.  X-ray  therapy  is  the  most  practical 
method  to  employ  for  sterilization.  Patients 
can  be  treated  ambulatory  with  but  little  dis- 
tress and  minimum  amount  of  disturbance. 

2.  Radium  therapy  may  be  utilized  but 
requires  hospitalization  in  most  instances. 
X-ray  is  used  in  those  conditions  where 
any  type  of  surgical  procedure  is  contra- 
indicated and  therefore  radium  may  not 
be  employed. 


3.  In  such  conditions  where  patients  are 
close  to  the  menopause,  thin  patients,  and 
where  for  economic  reasons  patients  cannot 
afford  necessary  hospitalization  it  is  advis- 
able to  employ  x-ray  therapy. 

4.  X-ray  therapy  is  used  for  temporary 
sterilization  in  young  women  or  women  for 
whom  temporary  amenorrhea  is  required  for 
relief  of  local  or  general  conditions,  because 
of  the  greater  ease  of  control  of  the  admin- 
istered dosage.  At  present  we  have  defin- 
ite physical  means  of  measuring  x-ray  dos- 
age under  standard  conditions  in  a specific 
unit. 

The  use  of  radium  is  advised  where  bleed- 
ing is  profuse  and  there  is  immediate,  urgent 
need  to  arrest  hemorrhage.  In  young  wom- 
en, radium  will  more  permanently  destroy 
the  endometrium  than  will  x-ray.  In  very 
obese  women,  where  x-ray  is  ineffective  be- 
cause an  insufficient  depth  dose  reaches  the 


Table  II — 106  Metrorrhagia  Cases 


Married  77 

Single  29 


Age  group: 

10-19  years;  9 
20-29  years;  20 
30-39  years;  25 
40-49  years;  47 

Married  group: 

13  had  one  previous  child 
43  had  two  or  more  childi 
One  single  woman  had  1 


White  104 

Colored  2 


Menstrual  onset: 
Youngest  at  11;  Oldest 
at  20. 

Average;  12-15 
Symptoms:  Excessive 

bleeding  from  1-6  mos. 


child 


Treatment: 

X-ray  therapy  alone:  89 

Radium  threapy  alone:  8 

X-ray  and  radium  combined:  6 

No  irradiation  was  given  in  3.  Rest  and  hygiene  was 
the  therapy  employed. 

In  12  additional  irradiation  was  administered  to  the 
spleen. 

Results  : 

Lost  track  of:  31 

Followed  up:  75:  Of  these  treatment  was  successful 
in  70 — failed  in  5 


pelvic  organs,  direct  radium  application  in 
the  uterus  is  required.  In  cases  where  in- 
adequate x-ray  therapy  has  failed  to  achieve 
the  desired  results,  radium  therapy  is  in- 
dicated. 

Formerly,  radium  therapy  was  deemed 
preferable  for  young  women,  since  small 
doses  destroyed  the  endometrium  but  spared 
to  a great  extent  the  ovary  due  to  the  pro- 
tection afforded  by  the  distance  of  the  uter- 
ine canal  from  the  ovary.  In  our  experi- 
ence, reported  in  1936,  we  determined4  that 
only  about  twenty-four  per  cent  of  the  ra- 
dium dose  given  in  the  uterus  reaches  the 
ovaries. 

However,  whereas  resumption  of  men- 
strual function  after  x-ray  therapy  has 
occurred  quite  often,  it  is  apt  to  be  perma- 
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nently  suppressed  following  radium  ther- 
apy. 

Effectiveness  of  Irradiation 

1.  The  older  the  patient  and  the  nearer 
the  menopause  the  more  rapid  and  more 
permanent  is  the  sterilization.  Rubenfeld 
and  Maggio,5  based  on  the  study  of  a large 
number  of  cases  treated  at  Bellevue  Hospital 
determined  the  chances  of  resuming  mens- 
truation after  irradiation  to  be,  in  the  age 
group  of  twelve-eighteen  years,  one  hundred 
per  cent,  between  the  ages  of  thirty-three- 
thirty-nine,  only  fifty-three  per  cent,  and  in 
patients  over  fifty-three  years  of  age  zero 
per  cent.  The  age  group  between  nineteen 
and  thirty-two  usually  resume  menstrual 
function  in  about  seventy-five-eighty  per 
cent  of  the  cases  treated.  In  our  present 
series  of  106  patients,  the  results  previously 
noted  by  Rubenfeld  and  Maggio  were  con- 
firmed. (Table  II). 

2.  The  more  intense  the  x-ray  therapy 
administered  directly  to  the  ovaries  and 
uterus,  the  more  permanent  the  results.  In 
radium  therapy,  the  total  dose,  the  thick- 
ness of  the  filter,  the  length  of  time  em- 
ployed for  the  application  are  factors  which 
control  the  effect  of  the  irradiation.  In  our 
opinion  radium  therapy  when  properly  used 
will  more  positively  sterilize  the  female  than 
x-ray  and  the  more  intense  the  dose,  the 


more  positive  the  results. 

3.  The  stouter  the  patient,  the  lower  the 
intensity  of  the  radiation  reaching  the  ova- 
ries or  uterus.  Therefore  a greater  sur- 
face dose  is  required  for  a stout  person  in 
order  to  increase  the  percentage  of  depth 
dose  reaching  the  uterus  and  ovaries. 

Conclusion 

Irradiation  is  a valuable  therapeutic 
means  for  stimulating  or  suppressing 
menstrual  function.  When  properly  em- 
ployed by  those  qualified  by  training  and 
experience  it  is  effective  in  a large  per- 
centage of  cases  so  treated.  When  so 
administered  is  neither  harmful  to  the 
mother  nor  infant  born  following  stimu- 
lation x-ray  therapy.  When  used  for 
sterilization  irradiation  is  as  effective  as 
surgery  without  any  associated  mortality 
or  morbidity. 

55  E.  86  St. 
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CARDIAC  CLINIC  CONFERENCE  COMING 


A Scientific  Session  of  the  New  York 
Heart  Association  and  the  Committee  on 
Cardiac  Clinics,  for  the  presentation  of 
papers  on  the  original  investigations  carried 
on  in  the  affiliated  cardiac  clinics  will  be 
held  on  April  26  at  8:30  p.m.,  in  the  New 
York  Academy  of  Medicine,  Room  20,  New 
York  City.  Dr.  Edwin  P.  Maynard,  Jr., 
Chairman  of  the  Committee  on  Cardiac 
Clinics,  will  preside.  The  program  is  as 
follows : 

1.  “Bundle  Branch  Block”  by  Meyer  Sclar, 
M.D.  of  the  Department  of  Cardiology  of  Kings 
County  Hospital. 

2.  “The  Effect  of  Digitalis  on  the  Abnormal 
Electrocardiogram”  by  Milton  Kissin,  M.D. 
and  Marcus  Feinstein,  M.D.,  Beth  Israel  Hos- 
pital. 


3.  “Pressor  Substances  in  the  Kidney  in  Ex- 
perimental and  Clinical  Hypertension”  by  Ben 
Friedman,  M.D.,  Myron  Prinzmetal,  M.D., 
George  W.  Pickering,  M.D.,  and  David  I. 
Abramson,  M.D. — Sutro  Fellows  in  Cardiovas- 
cular Research  at  Mount  Sinai  Hospital. 

4.  “Anti- Streptolysin  Titer  in  Adult  Rheu- 
matic Fever  Patients”  by  Joseph  J.  Bunim,  M.D., 
Currier  McEwen,  M.D.,  and  Rose  C.  Alexander, 
M.A.  of  the  Department  of  Medicine  of  New 
York  University  College  of  Medicine,  and  Third 
Medical  Division  and  the  Laboratories  of  Path- 
ology of  Bellevue  Hospital. 

5.  “Heart  Sounds  in  Normal  Children”  by 
Margaret  H.  McKee,  M.D.  of  Irvington  House 
for  Cardiac  Children. 

6.  “Observations  on  Ventricular  Fibrillation” 
by  Louis  H.  Sigler,  M.D.,  Attending  Cardiolo- 
gist, Coney  Island  and  Harbor  Hospitals. 


Caller : So  the  doctor  brought  you  a little 
sister  the  other  night,  eh? 

Tommy:  Yeh;  I guess  it  was  the  doctor 
done  it.  Anyway,  I heard  him  tellin’  pa 
some  time  ago  that  if  he  didn’t  pay  his 
bill  he’d  make  trouble  for  him. — Nebr.  State 
Med.  Jour. 


Robert,  six,  had  prayed  long  and  ardently 
for  a baby  sister  and  without  results.  Then 
one  night  he  added  this : 

“And  please,  if  you  have  a baby  almost 
finished,  don’t  put  in  any  tonsils  or  adenoids, 
’cause  they’ll  cut  ’em  out  anyway.” — Cana- 
dian Doctor. 


UROGENITAL  TUBERCULOSIS  IN 
INFANTS  AND  CHILDREN 


Meredith  F.  Campbell,  M.D.,  New  York  City 
From  the  Department  of  Urology , Nezv  York  University  College  of  Medicine  and  the 
Departments  of  Childrens  Medicine,  Surgery  and  Urology,  Bellevue  Hospital 


Most  tuberculosis  specialists  feel  that 
surgical  urogenital  tuberculosis  in  the 
young  is  one  of  the  rarest  diseases,  and 
medical  practitioners  in  general  seem 
utterly  unaware  of  the  existence  of  these 
lesions  in  children.  Yet  my  own  ex- 
perience, as  well  as  that  of  many  other 
urologists,  has  shown  that  in  the  differ- 
ential diagnosis  of  urologic  conditions  in 
children  the  possibility  of  a tuberculous 
infection  must  ever  be  kept  in  mind.  For 
example,  rather  extensive  personal  studies 
have  shown  that  one  in  approximately 
every  fifty  to  sixty  cases  of  so-called 
chronic  pyelitis  in  children  is  surgical 
renal  tuberculosis.1  Tuberculosis  of  the 
epididymis  is  commonly  misdiagnosed 
tumor  of  the  testicle.  In  four  cases  of 
so-called  enuresis  in  children  a secondary 
tuberculous  infection  of  the  bladder 
caused  the  clinical  picture.2, 3 

Acute  miliary  renal  tuberculosis  is  not 
considered  in  the  present  discussion.  The 
fact  that  the  child  develops  chronic 
caseous  tuberculosis  points  to  an  excep- 
tional resistance  on  his  part. 

Chronic  Renal  Tuberculosis 

Surgical  renal  tuberculosis  is  rare  in 
infancy;  its  incidence  rapidly  increases 
with  the  succeeding  years.  By  more  fre- 
quent complete  urologic  examination  in 
young  patients  with  so-called  chronic 
pyelitis  the  true  incidence  of  surgical 
tuberculous  renal  infection  will  be  found 
much  higher  than  the  present  collected 
data  indicate.  I have  excised  tuberculous 
kidneys  from  eight  children  under  the 
age  of  fifteen  years ; the  youngest  was 
twenty-five  months  old.  In  two  other 
children  I have  observed  hopeless  bila- 
teral renal  tuberculosis. 

Etiology  and  pathogenesis:  Chronic 

renal  tuberculosis  occurs  more  often  in 
males  in  the  ratio  of  three  to  two  and 
on  the  right  side  in  the  ratio  of  five  to 


four.  Exposure  to  active  pulmonary 
tuberculosis  is  probably  a more  important 
etiologic  factor  than  milk  infection.  The 
same  anatomic  factors — renal  mobility, 
obstructive  malformation,  etc. — which 
predispose  to  nontuberculous  infections 
of  the  kidney  may  likewise  predispose  to 
the  tuberculous  variety. 

The  renal  infection  is  always  secondary 
to  a tuberculous  focus  elsewhere.  When 
urogenital  and  skeletal  tuberculosis  co- 
exist, they  may  be  assumed  to  be  second- 
ary to  a common  primary  focus.  It  is 
probable  that  the  hematogenous  route  is 
the  usual  pathway  of  renal  infection 
although  recent  experimental  work  sug- 
gests that  lymphatic  transmission  oper- 
ates in  a fair  number  of  cases.  Moreover, 
it  is  believed  by  most  urologists  that  the 
initial  hematogenous  invasion  is  bilateral, 
but  because  the  resistance  of  one  kidney 
is  greatly  diminished,  the  disease  becomes 
clinically  evident  only  on  this  side.  The 
miliary  lesions  in  the  other  kidney  heal 
spontaneously.  Medlar  4 has  shown  that 
minute  renal  tuberculous  lesions  may  pro- 
duce no  symptoms  and  may  heal  spon- 
taneously. On  the  other  hand,  it  is 
accepted  that  spontaneous  healing  of  sur- 
gical renal  tuberculosis  does  not  occur. 
Those  who  believe  the  initial  renal  process 
is  unilateral  hypothecate  a massive  tuber- 
culous embolism  to  this  kidney.  At  any 
rate  the  organ  is  invaded ; the  tuberculous 
process  develops  and,  untreated,  will 
destroy  the  kidney  (Fig.  1).  During  this 
destructive  activity,  the  other  kidney 
frequently  becomes  infected.  Bilateral 
caseous  renal  tuberculosis  is  the  terminal 
picture  (Fig.  2). 

With  the  development  of  unilateral 
caseous  renal  tuberculosis  the  uninfected 
renal  mate  almost  always  develops  a 
toxic  nephritis  caused  by  tuberculotoxin 
originating  in  the  diseased  organ  or  in 
extraurinary  foci.  Casts  frequently  ap- 
pear in  great  showers  from  the  uninfected 
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Fig.  1.  Advanced  caseous  renal  tuberculosis 
in  eleven-year-old  boy  examined  because  of 
“chronic  pyelitis”  and  hematuria  with  low-grade 
fever.  Large  solitary  sealed  off  abscess  was 
teeming  with  tubercle  bacilli,  yet  these  organ- 
isms could  be  identified  in  urine  only  by  guinea 
pig  inoculation. 

organ  and  the  function  of  this  organ  is 
variably  depressed.  Following  removal  of 
the  diseased  kidney,  however,  the  re- 
maining nontuberculous  kidney  is  usually 
restored  to  normal  and  adequately  ful- 
fills its  function. 

Symptoms:  The  usual  urinary  symp- 

toms of  renal  tuberculosis  in  children 
commonly  lead  to  the  diagnosis  of  chronic 
pyelitis  and  because  symptoms  referable 
to  the  bladder  are  the  chief  complaint  in 
over  three-fourths  of  the  cases,  cystitis 
is  usually  incorporated  in  the  diagnosis. 
The  earliest  vesical  symptoms  result  from 
irritation  of  the  tuberculous  urine  which 
is  characteristically  highly  acid  but  later, 
pronounced  urinary  frequency,  dysuria, 
and  hematuria  are  directly  due  to  acute 
tuberculous  infection,  sometimes  with 
secondary  ulcerative  vesical  changes. 
Occasionally  the  urinary  frequency 
amounts  to  incontinence  and  even  may 
cause  the  diagnosis  of  enuresis  erron- 
eously to  be  made.  At  times  a painless 
initial  hematuria  directs  attention  to  the 
urinary  tract.  Pain  referable  to  the  upper 


urinary  tract  occurs  in  a third  of  the 
cases.  Chronic  pyuria  almost  always 
exists.  A sterile  pyuria  should  be  con- 
sidered tuberculous  until  proved  other- 
wise. Repeated  gastrointestinal  upsets 
occur  in  fully  fifty  per  cent  of  all  cases 
of  urinary  tuberculosis  and  are  most 
striking  in  the  young.  Fever  is  observed 
in  a third  of  children  with  renal  tuber- 
culosis and  in  the  terminal  stage  of  the 
disease  uremic  manifestations  frequently 
appear.  As  a rule,  however,  the  dominant 
symptoms  are  persistent  pyuria  and  an 
increasingly  severe  cystitis. 

Diagnosis:  The  initial  diagnostic  in- 

vestigation is  a complete  physical  exam- 
ination which  may  reveal  clues  suggestive 
of  tuberculous  infection — cervical  adenitis, 
persistent  fistulae,  pulmonary  findings, 
etc.  Careful  examination  of  the  cathe- 
terized  urine  specimens  will  disclose 
tubercle  bacilli  in  eighty  to  ninety  per 
cent  of  the  cases.  A catheter ized  speci- 
men should  always  be  insisted  upon  in 


Fig.  2.  Bilateral  renal  tuberculosis  in  six- 
year-old  boy.  Excretory  urogram  indicates  in- 
flammatory dilation  and  irregularity  of  renal 
pelves  and  ureters.  Bladder  likewise  shows 
deformity  secondary  to  tuberculous  changes; 
there  is  slight  suggestion  of  hour-glass  effect. 
Inoperable  condition.  Sanitorium  treatment. 
Uremic  death  one  year  later. 
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the  female.  This  is  unnecessary  in  the 
male  except  when  a specimen  cannot  be 
obtained  by  voiding  after  a careful  wash- 
ing of  the  glans  penis  and  urethral  meatus 
with  an  antiseptic  solution  and  the  pas- 
sage of  a few  c.c.  of  urine.  The  urine 
specimen  is  centrifuged  for  fifteen  min- 
utes at  2500  revolutions  per  minute.  The 
sediment  is  transferred  by  a pipette  to 
the  glass  slide  and  stained  by  the  usual 
acid-fast  method.  Repeated  daily  exam- 
inations are  preferable  to  a prolonged 
single  search.  As  a rule,  the  guinea  pig 
test  will  identify  the  organism  when 
microscopic  examination  has  failed. 

The  child  is  next  subjected  to  a com- 
plete urologic  examination  at  which  time 
the  ureters  are  catheterized,  a divided 
renal  function  test  is  performed  and, 
usually,  pyelography  is  performed  (Fig. 
3).  Not  only  will  the  diseased  kidney  be 
identified  but,  even  more  important,  the 
presence  or  absence  of  tuberculosis  in  the 
other  kidney  will  be  determined.  This 
last  observation  is  of  crucial  therapeutic 
concern  for  bilateral  renal  tuberculosis  is 
not  amenable  to  surgical  treatment  and 
offers  a hopeless  prognosis. 


Fig.  3.  Renal  tuberculosis  in  ten-year-old 
girl  examined  because  of  “chronic  pyelitis.”  In 
this  postoperative  pyelogram  of  removed  kidney 
extent  of  tuberculous  ulcero-cavernous  excava- 
tion is  indicated.  Kidney  is  half  again  normal 
size  and  contour  is  irregular.  Apparently  cured 
one  year  postoperative. 


Fig.  4.  Vesical  tuberculosis  in  nine-year-old 
boy  with  tuberculosis  of  left  kidney,  prostate 
and  left  seminal  vesicle,  vas  deferens,  and 
epididymis.  Symmetrically  contracted,  slightly 
hour-glass  bladder  is  cystographically  demon- 
strated. 

Treatment : In  the  treatment  of  renal 

tuberculosis  it  must  be  recognized  that 
the  surgical  variety  is  never  a self-limited 
disease  but  regularly  follows  a progres- 
sively destructive  course.  In  autoneph- 
rectomy, in  which  the  diseased  organ 
becomes  spontaneously  sealed  off,  the 
tragedy  is  postponed,  not  averted  (Fig.  4). 
In  unilateral  renal  tuberculosis,  neph- 
rectomy should  be  performed  when  the 
diagnosis  is  established  and  the  condition 
of  the  child  permits.  The  latter  implies 
absence  of  acute  tuberculous  infection 
elsewhere;  the  urinary  lesion  is  but  one 
phase  of  a systemic  tuberculosis. 

The  chief  contraindications  to  neph- 
rectomy are  bilateral  renal  tuberculosis, 
advanced  interstitial  nephritis,  aplasia  or 
absence  of  the  opposite  kidney,  or  active 
tuberculosis  elsewhere.  Bilateral  renal 
tuberculosis  is  practically  always  a non- 
surgical  condition.  Partial  resection  of 
a tuberculous  kidney  is  valueless.  Tuber- 
culin and  heliotherapy  play  a limited  role 
in  the  treatment  of  urological  tuber- 
culosis. Surgical  therapy  is  most  suc- 
cessful when  preceded  and  followed  by 
sanitorium  care. 

Prognosis:  The  operative  mortality  in 
children  should  not  be  over  five  per  cent, 
but  approximately  twenty  per  cent  will 
die  of  urogenital  tuberculosis  during  the 
first  two  postoperative  years.  In  the 
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evaluation  of  surgical  and  nonsurgical 
treatment,  in  a series  of  316  cases  not 
operated  upon  only  six  per  cent  lived 
more  than  ten  years  (Schlesinger  and 
Heidrick).  Yet  in  270  cases  operated 
upon  by  Wildbolz,  fifty-eight  per  cent 
were  fully  recovered  ten  years  postopera- 
tive. 

Tuberculosis  of  the  bladder  is  always 
a secondary  lesion  and  will  usually 
disappear  spontaneously  following  the 
removal  of  the  tuberculous  kidney. 
However,  advanced  sclerotic  changes  co- 
incident to  the  healing  of  large  tuber- 
culous vesical  ulcers  may  cause  pro- 
nounced bladder  deformities. 

Genital  Tuberculosis 

Tuberculosis  of  the  epididymis  is  prac- 
tically always  secondary  to  renal  tuber- 
culosis. Although  genital  tuberculosis  is 
uncommon  in  the  young,  it  must  be  con- 
sidered in  the  differential  diagnosis  of 
scrotal  swellings.  A boy  of  twenty-five 
months  was  admitted  to  the  hospital  with 
a diagnosis  of  tumor  of  the  testicle.  The 
testicle  felt  normal,  but  along  the  side  of 
it  I could  palpate  a considerably  enlarged 
nodular  epididymis  which  caused  the 
diagnosis  of  tuberculous  epididymitis  to 
be  made.  Epididymectomy  was  per- 
formed. Urinalysis  was  negative  except 
for  the  presence  of  tubercle  bacilli ; there 
were  no  urinary  symptoms.  Urologic 
examination  including  pyelography  re- 
vealed an  early  caseous  lesion  of  the 
right  upper  calyx.  Nephrectomy  was 
performed.  This  observation  is  not  an 
uncommon  one  in  adults  and  I have 
observed  its  counterpart  in  nine  other 
children,  aged  one  and  a half,  three,  five, 
seven,  eight,  ten,  eleven,  and  thirteen 
years. 

It  is  unimportant  whether  the  epididy- 
mal  infection  is  primarily  hematogenous 
or  results  from  secondary  extension  from 
a tuberculous  prostate  or  seminal  vesicle, 
in  turn  secondarily  infected  by  urine  from 
renal  tuberculosis.  These  are  the  two 
theories  of  the  mode  of  infection.  It  is 
important,  however,  to  recognize  that 
the  disease  involves  the  epididymis  pri- 
marily ; true  tuberculous  orchitis  is  almost 
always  a secondary  invasion  from  a 
caseous  epididymis.  Unless  beclouded  by 
overlying  hydrocele  the  enlarged  nodular 


epididymis  can  be  sharply  distinguished 
from  the  adjacent  normal  feeling  testicle. 
As  a rule,  the  epididymal  enlargement 
is  first  noted  at  the  lower  pole.  The 
vas  deferens  may  or  may  not  be  thick- 
ened. Yet  the  former  is  the  rule  and 
is  first  noticed  in  the  region  of  the 
epididymis. 

Epididymectomy  is  the  treatment,  yet 
orchidectomy  must  be  performed  when 
the  testicle  is  secondarily  involved. 
Tuberculous  scrotal  fistulae  must  also 
be  excised  with  the  epididymis.  Helio- 
therapy and  tuberculin  therapy  may  be 
of  supportive  value  but  per  se  should 
not  be  relied  upon  to  cure  the  epididy- 
mitis. If  the  prostate  is  also  tuberculous, 
the  vas  deferens  on  the  opposite  side 
should  be  divided  between  ligatures  to 
prevent  tuberculous  extension  to  that 
epididymis.  Although  this  sterilizes  the 
patient  it  must  be  recognized  that  his 
life  is  at  stake.  Because  of  his  genital 
tuberculosis  he  must  always  be  rated  a 
far-advanced  case. 

Tuberculosis  of  the  prostate  and  sem- 
inal vesicles  is  probably  never  primary 
but  follows  renal  or  epididymal  infection. 
The  process  in  the  prostate  causes  a 
nodular  induration  with  more  or  less 
sclerotic  periprostatitis  and  as  the  lesion 
advances  a caseous  abscess  may  some- 
times be  palpated.  The  seminal  vesicle 
is  invaded  through  its  ejaculatory  duct 
and  changes  corresponding  to  those  in 
the  prostate  commonly  occur. 

The  symptoms  of  prostatic  and  seminal 
vesicle  tuberculosis  are  predominantly 
those  of  acute  or  hyperacute  cystitis  and 
result  from  intense  inflammation  of  the 
overlying  mucosa  of  the  vesical  trigone 
and  outlet  and  of  the  posterior  urethra. 
In  advanced  disease  the  patient  may 
urinate  every  fifteen  to  twenty  minutes 
day  and  night  and  suffer  tenesmus,  hema- 
turia, and  pain  referred  to  the  perineum, 
rectum,  meatus,  or  sacroiliac  region. 
With  rupture  of  a prostatic  or  seminal 
vesicle  abscess  perineal  fistulization  may 
occur.  The  diagnosis  is  made  by  rectal 
examination  and  the  demonstration  of 
urogenital  tuberculosis  elsewhere.  The 
examining  finger  detects  the  organs  to 
be  enlarged,  irregularly  indurated,  and 
perhaps  even  soft  caseous  foci  may  be 
identified.  Periprostatic  and  perivesicular 
thickening  is  noted. 
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Treatment:  Inasmuch  as  prostatic 

and  vesicular  tuberculosis  are  associated 
with  or  are  secondary  to  renal  invasion 
above  or  epididymal  invasion  below,  am- 
putation of  the  involved  kidney  or 
epididymis  or  of  both  is  the  initial  sur- 
gical procedure.  Following  this  most 
prostatic  lesions  will  heal  spontaneously. 
In  cases  of  advanced  genital  tuberculosis 
the  prostate,  seminal  vesicles,  and  both 
the  casa  deferens  and  epididymes  have 
been  resected.  When  these  surgical 
procedures  are  contraindicated  by  far- 
advanced  urologic  disease,  active  pul- 
monary tuberculosis,  etc.,  only  sanatorium 
treatment  should  be  employed. 


Summary 

The  tuberculous  lesions  of  the  uro- 
genital apparatus  in  children  have  been 
briefly  considered  with  the  hope  that  in 
the  clinical  study  of  urogenital  diseases 
of  all  types  in  the  young,  tuberculosis 
will  more  often  be  borne  in  mind  in  the 
differential  diagnosis. 

140  E.  54  St. 
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A CASE  OF  HEMIBALLISMUS 

Motion  Picture  Presentation  and  Necropsy  Findings 

Hugh  S.  Gregory,  M.D.,  Binghamton 
Pathologist,  Binghamton  State  Hospital 


The  patient,  about  to  be  described,  pre- 
sented very  violent  unilateral  movements 
of  the  left  arm,  which  resembled  hammer- 
ing motions,  as  well  as  kicking  move- 
ments of  the  left  leg.  The  descriptive 
term,  hemiballimus,  is  suggested  as  a 
diagnosis. 

The  case  is  that  of  a white  woman, 
sixty-eight  years  of  age,  with  a family 
history  of  father  dying  of  a paralytic 
stroke  at  the  age  of  seventy-six.  Her 
more  recent  personal  history  revealed  that 
in  1927  she  had  some  sort  of  a paralytic 
stroke  causing  her  to  fall  to  the  floor  in 
her  home  following  which  she  complained 
of  numbness  through  the  left  side  of  her 
body. 

This  gradually  cleared  and  she  showed 
no  further  symptoms  of  cerebral  arterio- 
sclerosis for  about  four  years.  However, 
for  the  past  four  years  she  has  complained 
of  headaches,  dizziness,  and  ringing  in 
the  ears. 

The  last  illness  developed  February  10, 

The  writer  wishes  to  express  his  appreciation 
to  Dr.  George  S.  Lape  for  permission  to  ex- 
amine this  patient  and  make  the  photographic 
and  autopsy  studies. 


1936  when  she  again  fell  to  the  floor 
while  working  in  her  home.  Following 
this  she  began  to  show  choreicform  move- 
ments of  the  left  arm  and  leg  which 
progressed  in  severity  to  a point  where 
she  shook  the  bed  violently.  These  move- 
ments were  practically  continuous  except 
during  sleep  when  they  ceased.  She  would 
attempt  to  control  their  violence  by  cross- 
ing her  legs  and  by  grasping  her  left  arm 
with  the  right  hand.  Mentally  she  seemed 
cheerful  though  there  was  some  emotional 
instability.  Tests  for  memory  showed 
slight  defects.  Neurological  examination 
failed  to  reveal  anything  of  additional 
note. 

She  was  given  stramonium  in  small 
doses  and  this  drug  seemed  to  definitely 
modify  the  intensity  of  her  movements 
as  well  as  their  character.  The  motion 
pictures,*  unfortunately,  were  not  taken 
till  after  this  very  definite  improvement 
had  taken  place  so  they  fail  to  show  the 
characteristic  motions  seen  originally. 
Occasionally  there  is  seen  a movement 

*The  author  showed  100  ft.  of  motion  picture 
film  to  illustrate  the  movements  shown  by  this 
patient. 
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Fig.  1.  Old  softening  destroying  right  corpus  Luysi. 


of  the  left  arm  suggestive  of  the  “wind- 
up” of  a baseball  pitcher.  Death  occurred 
about  three  months  after  onset  of  symp- 
toms. 

Autopsy 

Brain  weight  1245  Gm.  Meninges  nor- 
mal. The  cerebral  vessels  showed  marked 
atherosclerotic  changes.  The  region  of  the 
right  corpus  Luysi  (Fig.  1)  was  the  site 


of  an  old  rusty,  partially  absorbed,  soften- 
ing which  extended  anteroposteriorly  for 
a distance  of  about  two  cm.  through  the 
diencephalon.  In  cross  section  it  measured 
about  two  by  five  mm.  There  were  also 
scattered  lacunar  softenings  through  the 
basal  ganglia  region. 

Other  autopsy  findings  were  of  an  arterio- 
sclerotic nature  and  confined  to  the  heart 
and  kidneys.  State  Hospital 


Discussion 


Dr.  Lloyd  H.  Ziegler,  Albany — It  was 
my  good  fortune  to  see  a patient  recently 
with  syndrome  in  a woman  of  fifty-seven 
in  whom  the  movements  were  at  first  bila- 
teral but  within  a day  or  two  became  uni- 
lateral. Because  she  wept  rather  easily 
and  had  had  many  troubles  rather  recently, 
one  of  my  house  officers  felt  it  to  be  func- 
tional. Both  the  athetoid  hammering  and 
kicking  movements  suggested  strongly  this 
syndrome  and  she  still  survives. 

I saw  a patient  with  these  movements 
bilateral  who  was  said  to  be  a victim  of 
chronic  mercury  poisoning.  He  had  been 
working  in  the  felt  industry. 

Dr.  R.  W.  Southerland,  Brentwood — 
Since  I have  had  only  one  case  of  hemi- 
ballismus  I shall  not  discuss  the  case  which 
has  been  presented  further  than  to  agree 
with  the  diagnosis  offered.  Dr.  Gregory 
has  apologized  for  not  having  taken  motion 
pictures  of  the  case  during  the  pretreatment 
period  when  the  rapidity  of  the  movements 
was  more  marked  before  they  became  slower 
under  stramonium  therapy.  May  I suggest 
that  the  analysis  of  such  abnormal  involun- 
tary movements  be  best  studied  under  a 
“slow  motion”  moving  picture  reproduction  ? 

The  lesion  shown  on  gross  section  in  the 
case  further  stresses  the  point  brought  out 
in  the  preceding  paper,  namely,  the  need 


for  close  correlation  between  neuroanatomi- 
cal  and  neurophysiological  studies  in  the 
medical  courses  of  the  undergraduate  stu- 
dent. Only  yesterday,  Dr.  Stookey  pointed 
out  that  it  was  necessary  to  apply  four  per 
cent  novocain  to  the  dorsal  roots  during 
rotation  of  the  cord  by  traction  on  the 
dentate  ligament  preliminary  to  the  section 
of  the  spinothalamic  tracts.  Manipulation 
of  the  dorsal  roots  causes  pain,  but  the 
cutting  of  the  pain-conducting  tracts  does 
not. 

This  has  always  puzzled  me  and  I 
feel  that  my  knowledge  of  the  correlation 
of  anatomy  and  function  in  this  region  is 
inadequate  to  explain  this  fact. 

At  times  one  encounters  difficulty  in 
distinguishing  between  the  psychogenic 
dyskinesiae  and  those  of  organic  origin. 
In  one  of  my  cases,  the  patient  tried  to 
cover  up  the  early  symptoms  of  a Hunting- 
ton’s chorea  by  manner istic  movements  of 
the  arms,  hands,  and  feet.  He  did  not  give 
a true  history  until  confronted  directly  with 
the  diagnosis  with  which  he  was  completely 
familiar. 

I submit  that  a “slow  motion”  picture 
reproduction  of  such  patients  may  offer  the 
best  opportunity  for  analysis  of  abnormal 
involuntary  movements  and  thereby  aid  in 
the  distinction  between  psychodyskinesiae 
and  dyskinesiae  of  organic  origin. 


GYNECOMASTIA  IN  LUNG  TUMOR 


Associated  with  Pulmonary  Tuberculosis 

Alexander  Altschul,  M.D.,  New  York  City 


The  association  of  lung  tumor  and  active 
pulmonary  tuberculosis  has  long  been 
considered  an  uncommon  occurrence.  The 
statistical  studies  of  autopsies  as  given 
by  some  authors  tend  to  bear  out  this 
contention. 

Rokitansky,  in  1841,  noted  a definite 
antagonism  between  tubercle  and  malig- 
nancy. He  maintained  that  organs  prone 
to  cancer  rarely  developed  Koch  infection. 
As  examples  he  pointed  to  such  organs  as 
the  ovary,  stomach,  salivary  glands, 
esophagus,  and  rectum.  On  the  other 
hand,  the  lungs  and  ileum,  which  are  fre- 
quently the  seat  of  tubercular  involve- 
ment, rarely  have  neoplasm.  Of  course, 
since  his  time,  the  incidence  of  lung  tumor 
has  increased  considerably.  Yet,  the  fre- 
quency of  the  association  of  the  two  is 
still  sufficiently  uncommon  as  to  be  noted. 

Landis,  at  Phipps  Institute,1  in  633 
autopsies  on  tubercular  patients,  reported 
not  one  case  of  cancer.  Williams2  found 
tubercular  lesions  only  twice  in  136  can- 
cer postmortems.  Kelynack,3  in  the  Man- 
chester Infirmary,  found  it  twice  in  145 
postmortems.  Pearl4  says  that  there  is  a 
definite  marked  antagonism  and  incom- 
patability  between  cancer  and  tuberculosis. 
Both  occur  together  in  florid  activity  very 
rarely. 

However,  the  combination  of  the  two 
conditions  is  seen  more  frequently  than 
these  authors  report.  At  Montefiore  Hos- 
pital,3 in  ninety-nine  cases  of  primary 
carcinoma  of  the  lung,  twelve  had  active 
pulmonary  tuberculosis  and  of  633  post- 
mortems of  cancer  of  any  organ,  forty-five 
had  tubercular  lesions.  The  incidence,  at 
any  rate,  is  smaller  than  one  would  expect, 
with  allowance  for  the  fact  that  tubercu- 
losis occurs  more  frequently  in  younger 
individuals  (under  thirty-five)  and  cancer 
is  more  common  over  forty. 

The  occurrence  of  enlargement  of  the 
breasts  in  the  male  suffering  from  car- 
cinoma of  the  lungs  and  pulmonary  tuber- 


culosis is  so  unusual  as  to  warrant  report- 
ing. Chorioepithelioma  with  metastasis 
to  lung  and  abdomen  and  enlargement  of 
the  male  breasts,  has  been  described. 
Erstwhile  and  Hepp5  report  such  a case 
with  a positive  Aschheim-Zondek  test. 

Gynecomastia,  or  abnormal  enlargement 
of  the  breasts,  unassociated  with  pul- 
monary pathology,  has  been  observed  to 
occur  in:  (1)  Syringomyelia  and  medul- 
lary disease,  (2)  Chorion-epithelioma 
with  positive  Aschheim-Zondek  reaction, 
(3)  Endocrine  disorders  of  the  pituitary 
and  gonads  (Reclus’  disease,  which  is 
multiple  benign  cystic  disease),  (4)  He- 
patic disease,  i.e.,  cirrhosis  of  the  liver,6 
(5)  Dietary  deficiency  with  avitaminosis 
(Weir7  reported  enlargement  of  the  male 
breasts  in  natives  of  West  Africa  on  a 
limited  dietary),  (6)  Hermaphrodism, 
(7)  Essential  gynecomastia. 

Case  Report 

H.M.,  age  fifty-three,  radio  repair  man, 
born  in  U.S.A.,  married,  first  consulted  me 
on  June  28,  1932,  for  cough,  fatigue,  and 
occasional  bloody  sputum.  He  had  suffered 
from  cough  and  frequent  hemoptysis  for 
eleven  years.  A diagnosis  of  bilateral  pul- 
monary tuberculosis  was  made  in  1921,  and 
a positive  sputum  for  B.  Koch  was  obtained. 
He  had  made  his  home  in  the  mountains  ever 
since.  In  1926,  he  had  profuse  hemoptysis 
which  left  him  in  a critical  condition  from 
loss  of  blood.  He  recovered  from  this,  how- 
ever, and  his  pulmonary  condition  was  ap- 
parently arrested  until  the  onset  of  his  pres- 
ent illness. 

Two  brothers  had  died  of  tuberculosis, 
one  pulmonary  and  the  other  intestinal. 
Father  had  died  of  pneumonia;  mother  of 
cerebral  hemorrhage. 

Physical  examination  showed  a man  of 
fair  nutrition,  weighing  sixty-five  kgm.,  and 
1.65  m.  in  height.  Blood  pressure  was 
110/90.  Lungs  showed  deviation  of  trachea 
to  the  right,  dullness,  anteriorly,  apex  to  the 
third  rib  on  the  right  side,  and  posteriorly 
to  the  fifth  dorsal  spine.  On  the  left  side, 


From  the  Medical  Service  of  Harlem  Hospital,  Dr.  O.  LaRotunda,  Director  of  Medicine  and 
from  the  Medical  Service  of  Dr.  H.  R.  Miller,  Syndenham  Hospital 
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Fig.  1.  Dense  markings  of  right  upper  half 
of  chest  with  numerous  small  cavities.  There 
are  dense  markings  left  side  apex  to  second 
rib.  Note  several  calcified  glands  in  left  hilum. 
Ascending  aorta  is  elongated  and  arch  widened. 
(Oct.  8,  1932) 

there  was  dullness  from  the  apex  to  the 
second  rib  and  posteriorly  from  the  apex 
to  the  third  dorsal  spine.  There  was  sug- 
gestive amphoric  breathing,  right  side  an- 
teriorly, and  a moderate  number  of  medium- 
sized moist  rales,  anteriorly  and  posteriorly, 
and  over  the  left  apex. 

Fluoroscopy  and  x-ray  of  chest  (Fig.  1) 
showed  tracheal  deviation  to  the  right,  dense 
markings  of  the  right  upper  half  of  the 
chest  with  small  cavitation,  increase  in 
markings  and  density  of  the  left  upper  chest 
to  the  second  rib.  Hilum  shadows  were 
slightly  enlarged  but  not  unduly  prominent. 
Urine  was  negative.  Blood:  Hemoglobin: 
eighty-five  per  cent;  RBC:  4,850,000; 

WBC:  9200.  Differential : Polynuclear  neu- 
trophile : seventy  per  cent,  lymphocytes 

twenty-eight  per  cent,  monocytes  two  per 
cent.  Blood  Wassermann  was  negative. 
Blood  Urea  N. : 10.2  mgm./lOO  c.c.  Elec- 


Fig.  2.  Left  hilum  has  increased  in  size. 
(Feb.  19,  1934) 


trocardiograph  showed  low  voltage  QRS 
complexes,  slurred  and  notched;  inverted  T, 
leads  I and  II. 

From  February  12  to  October  14,  1933, 
he  was  seen  at  intervals  of  one  to  two 
months.  Physical  examination  and  x-ray 
examinations  of  chest  unchanged.  Complain- 
ing of  bouts  of  cough  and  occasional  small 
hemoptysis. 

October  14,  1933:  Weight  sixty-three 
kgm.  complaining  of  anorexia.  Physical  ex- 
amination shows  an  increase  in  the  number 
of  moist  rales  in  the  right  upper  lobe,  with 
a slight  extension  of  the  process. 

February  19,  1934:  Complaining  of 

weakness,  weight  loss,  dyspnea,  increased 
and  more  productive  cough,  anorexia.  Fluo- 
roscopy and  x-ray  (Fig.  2)  show  a large 
left  hilum.  Rest  of  examination  unchanged. 


Fig.  3.  Small  pneumothorax  right  chest. 
Right  lung  is  not  collapsed.  Left  hilum  shadow 
has  increased  in  size.  (April  28,  1934) 


On  the  basis  of  the  x-ray  findings,  a tenta- 
tive diagnosis  of  pulmonary  neoplasm  was 
made  and  hospitalization  was  advised. 

On  April  2,  patient  was  hospitalized  and 
at  the  insistance  of  the  consultant  for  a life 
insurance  company,  initial  therapeutic  pneu- 
mothorax of  the  right  chest  was  induced, 
giving  150  c.c.  of  air  with  the  first  collapse. 
There  was  marked  spontaneous  dyspnea  dur- 
ing the  night,  about  ten  hours  after  the  col- 
lapse which  lasted  about  ten  minutes,  and 
which  was  relieved  by  morphine  and  by 
adrenalin. 

Several  small  pneumothorax  treatments 
were  repeated  without  successful  collapse  of 
the  lung.  X-ray  examination  (Fig.  3) 
showed  no  increase  in  the  pneumothorax,  ab- 
sence of  collapse  of  the  cavities,  and  a defi- 
nite increase  in  the  size  of  the  left  hilum 
shadow. 

The  patient  continued  to  lose  weight  and 
on  August  13,  x-ray  (Fig.  4)  showed  a fur- 
ther increase  in  the  size  of  the  left  hilum. 
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He  now  showed  definite  clubbing  of  the 
fingers. 

On  the  next  day,  patient  was  admitted 
to  the  medical  service  of  Mt.  Sinai  Hospital, 
The  following  findings  were  noted:  emacia- 
tion, dyspnea,  cyanosis,  clubbing  of  fingers, 
dullness  and  rales  of  the  right  upper  lobe 
and  the  upper  part  of  the  right  lower  lobe, 
and  slight  dullness  of  the  left  upper  lobe 
posteriorly.  X-ray  showed  “old  fibrotic 
tuberculosis  right  upper  lobe  with  numerous 
bleb-like  cavities  and  shrinkage  of  the  lobe, 
and  a dense  lobular  mass  arising  in  the  left 
hilum  and  in  the  region  of  the  apex  of  the 
left  lower  lobe.  Comparison  with  x-rays 
taken  two  years  ago  showed  that  the  hilar 
lesion  on  the  left  side  had  already  been  pres- 
ent, but  was  very  much  smaller.” 

Bronchoscopy  showed  stenosis  of  the  left 


Fig.  4.  Left  hilum  shadow  still  larger  (Aug. 
13,  1934) 


upper  lobe  bronchus  by  a mass  springing 
from  the  left  posterolateral  wall,  biopsy  of 
which  revealed  one  small  fragment  of  tissue 
suggestive  of  squamous  cell  carcinoma. 
Sputum  was  negative  for  tuberculosis.  Von 
Pirquet  was  positive.  On  August  16,  exam- 
ination of  the  larynx  showed  slight  conges- 
tion of  the  vocal  cord.  No  recurrent  palsy 
present.  Patient  discharged  September  5, 
with  diagnosis  of  (1)  pulmonary  tubercu- 
losis right  upper  lobe,  right  lower  lobe, 
left  upper  lobe,  bronchiectasis  (?);  (2) 
pulmonary  neoplasm  left  lung;  (3)  Arterio- 
sclerotic heart  disease. 

On  January  31,  1935,  patient  at  home 
had  attacks  of  dyspnea,  wheezing,  and  ob- 
structive type  breathing.  There  are  no  en- 
larged cervical  or  axillary  glands  noted. 
There  is  a definite  symmetrical  enlargement 
of  both  breasts  (Fig.  6).  Aschheim-Zondek 
test  was  negative. 

At  the  time  of  death  on  March  15,  1935, 
the  breasts  had  grown  much  larger. 


Fig.  5.  Noted  marked  increase  in  size  of  left 
hilum  shadow.  (October  14,  1934) 


This  patient,  who  had  pulmonary  tuber- 
culosis of  long-standing,  with  a flare-up 
and  hemoptysis  on  numerous  occasions, 
began  showing  progressive  loss  of  weight 
and  cough  out  of  proportion  to  his  pre- 
vious condition.  As  shown  in  the  serial 
x-rays,  the  hilum  shadow,  which  undoubt- 
edly was  due  to  malignancy,  increased  in 
size,  and  at  the  end  of  one  year  a defi- 
nite enlargement  of  both  breasts  appeared. 
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There  was  no  clinical  evidence  of  car- 
cinoma of  the  testis  or  teratoid  tumor 
elsewhere.  The  shadow  in  the  lung  is  not 
the  usual  appearance  of  a metastatic  lung 
lesion.  Pathological  specimen  removed  at 
bronchoscopic  examination  showed  a 
squamous  cell  carcinoma  of  the  lung,  ap- 
parently primary  in  the  lung  and  not 
metastatic. 

This  case  is  of  interest  in  that  there  was 
the  development  of  large  symmetrical 
breasts,  apparently  not  due  to  lymphatic 
or  lymph  node  obstruction,  in  an  other- 
wise uncommon  combination  of  condi- 
tions, tumor  of  the  lung,  and  pulmonary 
tuberculosis.  Whereas  enlargement  of  the 


male  breasts  is  known  to  occur  in  neoplas- 
tic metastases  to  the  lung,  a careful  search 
of  the  literature  does  not  reveal  the  asso- 
ciation of  gynecomastia  and  primary 
tumor  of  the  lung. 
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Special  Institutes  on  Syphilis  for  Practicing  Physicians 


The  Medical  Society  of  the  State  of  New 
York  in  cooperation  with  the  State  Depart- 
ment of  Health  will  hold  one-day  institutes 
on  syphilis  in  seven  cities. 

The  courses  will  include  instruction  in  the 
etiology,  pathology,  diagnosis  and  treatment 
of  syphilis.  There  will  be  practical  demon- 
strations in  clinical  and  laboratory  diagnostic 
methods  including  darkfield  examinations 
and  the  technic  of  preparation  and  ad- 
ministration of  the  various  arsenicals  and 
heavy  metals.  The  organization  and  ad- 
ministration of  syphilis  control  programs 
will  be  outlined. 

Opportunity  will  be  given  attending  phy- 
sicians to  discuss  their  individual  problems 
with  the  visiting  speakers. 

Ample  clinical  material  will  be  provided. 
Persons  with  typical  symptoms  of  the  vari- 
ous stages  of  syphilis  and  with  unusual 
manifestations  that  will  make  differential 
diagnosis  both  interesting  and  instructive, 
will  be  secured  and  presented  at  the  vari- 
ous institutes. 

Any  licensed  physician  is  eligible  but  pref- 
erence will  be  given  to  those  not  residing  in 
the  larger  cities.  Each  institute  will  be  lim- 
ited to  about  twenty  physicians  in  order 
that  they  may  have  individual  attention 
during  the  intensive  training.  Applications 


will  be  accepted  in  the  order  in  which  they 
are  received  except  an  attempt  will  be  made 
to  distribute  ths  quota  evenly  throughout 
the  individual  county  and  in  the  various 
counties  according  to  their  medical  popu- 
lation. 

There  will  be  no  registration  fee.  The 
New  York  State  Department  of  Health  will 
pay  a small  honorarium  to  cover  travel  ex- 
penses to  each  attending  physician  except 
those  residing  in  the  cities  where  the  insti- 
tutes are  held. 

Institutes  will  be  given  in  the  following 
cities : 

Albany:  May  26-27 
Binghamton:  May  24-25 
Buffalo:  April  26-27 
Jamestown:  May  23 
New  York  City:  May  23-24 
Syracuse:  May  18-19 
Watertown : May  20 

Any  physician  wishing  to  attend  any  of 
the  institutes  should  file  his  application  im- 
mediately with  his  D.S.H.O.  or  Thomas  P. 
Farmer,  M.D.,  Chairman  of  the  Council 
Committee  on  Medical  Education  of  the 
New  York  State  Medical  Society,  608  E. 
Genesee  St.,  Syracuse. 


ANOTHER  WAR'CHEST  WE  NEED 


Cancer  research  has  reached  the  stage, 
Dr.  James  Ewing  asserted  recently,  where 
its  solution  largely  hinges  upon  the  prob- 
lem of  finding  sufficient  funds. 

“These  funds  need  not  be  very  large, 
relatively  speaking,  considering  the  enor- 
mity of  the  problem  and  the  incalculable 


amount  of  good  that  could  be  accomplished 
with  it.  When  hundreds  of  millions  are 
spent  on  battleships  that  grow  obsolete  in  a 
few  years,  with  more  hundreds  of  millions 
on  maintaining  an  army,  $1,000,000  is  in- 
deed a small  sum  to  spend  on  new  weapons 
to  fight  one  of  mankind’s  greatest  enemies.” 


PROLAPSE  OF  THE  RECTUM  IN  THE  INSANE 


George  L.  Fair,  M.D.,  Oyster  Bay 


It  is  curious  that  in  the  literature  on 
the  subject  of  prolapse  of  the  rectum,  the 
occurence  of  this  disability  in  the  insane 
is  very  little  mentioned.  It  is  among  the 
commonest  elective  operative  procedures 
which  I have  had  to  perform  in  my  seven 
years  as  visiting  surgeon  to  the  King’s 
Park  State  Hospital.  One  finds  little 
reference  to  insanity  as  a precipitating 
cause  of  the  defect  among  the  many  that 
are  described.  It  is  interesting,  however, 
that  in  a conversation  with  Mr.  Lockhart- 
Mummery,  chief  surgeon  at  St.  Mark’s 
Hospital  for  Rectal  Diseases  in  London, 
he  stated  that  nearly  all  his  cases  were 
insane  patients,  in  nursing  homes  for  the 
same  in  and  about  that  city. 

This  paper  deals  entirely  with  the  so- 
called  intussusception  of  the  rectosigmoid, 
complete  prolapse  or  third  degree  pro- 
lapse.3 I do  not  know  the  number  of 
cases  of  mucosal  prolapse  or  of  the  two 
preceding  stages  of  complete  prolapse 
(first  stage,  “concealed”  prolapse,  seen 
only  by  proctoscope;  second  stage,  pro- 
trusion of  rectum  through  the  anus  with- 
out involvement  of  the  anus3)  there  are 
among  the  5,000  to  6,000  inmates  of  this 
state  hospital,  as  only  the  necessary  cases 
are  referred  to  surgery. 

Etiology 

The  age  incidence  of  my  patients  was 
from  thirty-one  to  fifty-six  years,  aver- 
aging forty-six.  Emaciation  and  loss  of 
abdominal  muscle  tone  strangely  was  not 
present  in  all  cases — it  was  noticeable  in 
only  two.  One  of  the  female  patients 
(case  4)  was  actually  well-nourished  and 
slightly  obese.  The  role  insanity  plays 
in  etiology  probably  relates  entirely  to 
constipation  and  sluggish,  careless  bowel 
habits,  which  were  present  in  all.  The 
type  of  insanity  showed  dementia  precox 
to  predominate.  Seven  of  my  eight 
patients  were  of  this  classification — one 
was  a case  of  psychosis  with  mental 
deficiency  and  depression.  The  history 
or  examination  did  not  elicit  colitis,  proc- 
titis, neoplasm,  stricture,  hemorrhoids, 
damaged  external  sphincter,  polyps,  or 


parturition  as  a direct  or  precipitating 
cause. 

Fig.  1-3  (barium  enema  x-ray  of  three 
of  my  patients)  show  the  presence  of 
redundancy  of  the  sigmoid  colon  (1,  2) 
and  atony  of  the  colon  (3)  and  suggest 
that  they  may  have  been  a precipitating 
cause.  Incidentally  one  of  the  two  cases 
which  gave  a recurrence  was  that  of  a 
patient  whose  x-ray  is  in  Fig.  3.  Redun- 
dant sigmoid  causing  volvulus  of  the 
same  was  one  of  the  commonest  emer- 
gencies which  I encountered  in  my  seven 
years  visiting  King’s  Park  State  Hospital. 
This  serves  to  indicate  the  frequency  of 
redundant  sigmoid  in  the  insane,  whether 
or  not  it  is  a factor  in  prolapse. 

Anatomically : Moschowitz’s  theory  2 

that  prolapse  of  the  rectum  is  a hernia 
of  the  transversalis  fascia  is  substantiated 
by  the  anatomical  studies  of  Waldeyer,5 
and  the  clinical  researches  of  Ludloff,6 
Zuckerkandl,7  Napalkow,8  Dix,9  and 
others.  A representation  of  the  ana- 
tomical relationship  is  shown  in  Fig.  4. 
According  to  Moschowitz  the  prolapse  is 
really  a sliding  hernia  of  the  sigmoid 
colon.  Descent  is  at  first  prevented  by 
the  levator  muscles  and  its  fascia,  and 
the  perineal  body;  then  arrest  of  descent 
by  the  posterior  wall  of  the  rectum,  the 
sacrum  and  coccyx,  causes  it  to  change 
course  and  slide  along  the  posterior  wall 
of  the  rectum  down  and  forwards,  then 
backward  toward  and  through  the  anus. 
The  lowermost  part  of  the  rectum  being 
fixed,  the  prolapse  enlarges  by  drawing 
in  first  the  two  lateral,  then  the  posterior 
walls.  Further  drawing  in  of  the  bowel 
is  prevented  by  fixation  of  the  organ. 
This  is  why  it  never  exceeds  five  to  six 
inches  which  is  the  longest  prolapse  seen 
in  my  eight  cases. 

That  destruction  or  injury  of  the 
sphincter  ani  muscles  is  not  a factor,  is 
shown  by  the  practically  unknown  occur- 
rence of  prolapse  where  these  have  been 
destroyed  after  infection  or  sloughing  in 
extensive  fistula-in-ano  operations.  Jean- 
nel  and  Verheuil  have  called  attention  to 
this. 

My  observations  in  two  of  the  eight 
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Fig.  1.  Twenty-nine  months  after  sigmoido- 
pexy  operation.  Sigmoid  colon  markedly  elon- 
gated and  redundant.  (Case  2) 


patients  (Fig.  1,  2)  showing  redundant 
sigmoid  agrees  with  the  statements  of 
Martin,3  namely  that  “a  second  or  third 
degree  prolapse  cannot  occur  unless  the 


Fig.  2.  Twenty-seven  months  after  Ball’s 
sigmoidopexy  operation.  Very  redundant  sig- 
moid colon  with  apparently  a long  mesosigmoid. 
(Case  4) 


mesocolon  has  abnormal  mobility.,,  At- 
tempts were  made  to  take  barium  enema 
on  other  patients  in  this  series  postopera- 
tively,  but  they  would  not  cooperate  suf- 
ficiently. 

If  insanity  is  a factor  in  the  precipi- 
tating factors  causing  this  condition,  it 
may  be  of  interest  to  note  that  the 
majority  of  seven  out  of  eight  patients 
were  diagnosed  as  dementia  precox  (five 
paranoid,  two  hebephrenic  in  type). 

Symptoms 

All  had  prolapse  with  bowel  move- 
ments. None  were  noted  on  exertion  as 


Fig.  3.  Thirty-one  months  after  first  opera- 
tion and  four  months  before  operation  for  re- 
currence. Well-defined  prolapse  and  colonic 
atony.  Prolapse  had  been  cured  over  two  years 
after  a second  fixation.  (Case  1) 

they  were  not  doing  outside  or  manual 
work.  They  all  had  incontinence  of  feces 
and  a relaxed  anal  outlet.  Constipation 
of  an  obstinate  nature  was  noted  in  all. 
All  were  reducible  at  time  of  operation, 
but  a few  were  giving  increasing  diffi- 
culty requiring  cold  applications  and 
head-down  position  after  bowel  move- 
ments to  effect  reduction.  None  were 
ulcerated  on  the  mucosal  surface.  Sev- 
eral showed  marked  edema  of  the  bowel 
wall  coats  at  operation. 
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Treatment:  The  many  types  of  opera- 
tion devised  for  this  condition  indicate 
the  dissatisfaction  with  the  end  results. 

Amputation  of  the  protruding  segment 
is  generally  conceded  in  this  country  to 
be  contraindicated  except  in  cases  of  gan- 
grene or  when  reduction  is  impossible, 
due  to  marked  edema  or  induration.  Its 
higher  mortality,  technical  difficulties,  and 
the  type  of  patient  dealt  with  makes  it 
an  unsafe  procedure  here.  Percussion  of 
the  anterior  wall  of  the  prolapse,  fre- 
quently gives  tympany  indicating  the 


Fig.  4.  Anatomical  relationships  of  rectal 
prolapse. 

Fig.  5.  Pelvic  colon  held  taut  and  showing 
placing  of  fixation  sutures  to  tendon  of  psoas 
minor.  Fine  silk  C — Lateral  border  of  retro- 
peritoneal incision.  Fine  silk  A,  B — Mesial 
border  of  retroperitoneal  incision.  Heavy  silk  B 
— Longitudinal  band  to  tendinous  portion  of 
psoas  minor. 

Fig.  6.  Cross-section  showing  placement  of 
three  rows  of  sutures  as  in  Fig.  5.  (Letters 
are  the  same.) 


herniation  of  small  bowel  between  the 
walls  of  the  prolapse.  Amputation  of 
the  prolapse  from  below  by  a “T”  inci- 
sion beginning  y2"  from  the  anal  margin 
(Sir  E.  Mile’s  rectosigmoidectomy)  is 
the  routine  procedure  at  St.  Mark’s 
Hospital  for  Rectal  Diseases,  London. 
They  advise  a plastic  operation  on  the 
external  anal  sphincter,  six  months  later 
if  necessary  for  anal  incontinence. 

Rankin,  Bargen,  and  Buie 10  at  the 
Mayo  Clinic  recommend  the  Moscho- 
witz  operation,  for  closure  of  the  pouch 


of  Douglas.  In  nine  cases  operated  on 
by  this  method,  they  reported  (1934) 
one  death,  seven  cures,  and  one  recur- 
rence. The  operation  is  done  on  the 
basis  that  the  prolapse  is  a hernia  of  the 
sliding  type  involving  primarily  the  an- 
terior wall  of  the  rectum.  However, 
this  requires  the  retention  of  a rectal 
tube  for  six  to  eight  days.  In  an  insane 
patient  it  is  extremely  difficult  to  have 
this  retained  for  more  than  a day  or 
so.  As  Rankin’s  only  death  was  from 
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intestinal  obstruction  at  the  pelvic  floor, 
it  seemed  an  essential  to  this  treatment. 
As  it  could  not  be  successfully  done  in 
my  cases,  I have  felt  obliged  not  to  use 
the  operation  at  all. 

Tamponade  of  the  retrorectal  space  as 
advised  by  Lockhart-Mummery,  was  not 
considered,  though  an  excellent  operation, 
as  it  is  not  generally  considered  applicable 
to  third  degree  (complete)  prolapse. 

A modified  Quenu  operation  was  done 
on  one  patient  in  this  series  (case  3) 
by  my  senior  associate,  Dr.  F.  J.  Me- 
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Table  I 


Date  of 

Time  of 

Number 

Age 

Mental  Diagnosis 

Operation 

Cured 

Recurrence 

Died  non-operative 

1 

31 

Dementia  Precox  Paranoid . . . 

May  16,  1932 

26  months. . . 

30  months. 

Re-operation 

May  4,  1935 

2 

52 

Dementia  Precox  Paranoid.  . . 

July  15,  1932 

5 years. 

3 

34 

Psychosis  with  Mental  De- 

July 22,  1930 

23  months. . . 

23  months  post-op. 

ficiency  and  Depression 

Chr.  Myo-carditis. 

4 

56 

Dementia  Precox  Hebephrenic. 

Sept.  10,  1932 

4 years,  10 

months. 

5 

34 

Dementia  Precox  Paranoid . . . 

Jan.  5,  1933 

4§  years. 

6 

42 

Dementia  Precox  Paranoid . . . 

Dec.  3,  1930 

11  years 

/I  years  P.  0.  Pul- 

monaiy  T.  B. 

7 

51 

Dementia  Precox  Paranoid . . . 

Sept.  9,  1930 

3 years 

4 years  P.  0.  Bron- 

cho-Pneumonia. 

8 

44 

Dementia  Precox  Hebephrenic. 

Nov.  22,  1935 

11  years. 

Total 

*6. . . 

*2 

3. 

Average. . 

3 yrs.  1 mo... 

33  mos. 

* With  re-operation  on  one  recurred  case,  figures  are  seven  cured  and  one  recurred. 


Gowan,  where  a suture  of  the  taut  sig- 
moid to  the  back  of  the  cervicouterine 
junction,  followed  by  a ventral  suspen- 
sion of  the  uterus,  successfully  cured  the 
prolapse  for  two  years,  when  she  died 
of  chronic  myocarditis. 

In  selecting  an  operation  to  suit  the 
conditions  of  an  insane  patient,  fre- 
quently disturbed,  very  uncooperative, 
and  in  some  cases  emaciated,  that  of 
colopexy  as  described  by  Ball  seemed  the 
most  probable  to  yield  a successful  end- 
result.4,11  My  first  four  cases  were 
done  prior  to  the  publication  of  Martin’s 
article.3  My  experience  taught  the  same 
fact  which  he  stresses — the  secret  of  suc- 
cess is  pulling  the  rectum  up  until  it  is 
taut,  then  fixing  it  to  the  psoas  minor 
tendon  or  iliacus  fascia. 

Colopexy:  Under  preferably  spinal  anes- 
thesia (recently  I have  used  chiefly  ponto- 
caine-glucose  technic  to  insure  a 1^4  hour 
anesthesia,  as  advised  by  L.  Sise  12  of  Lahey 
Clinic),  a left  lower  rectus  incision  is 
made.  The  patient  is  put  in  Trendelen- 
burg position  and  the  small  bowel  securely 
packed  off.  A vertical  incision  (Fig.  5) 
is  made  just  above  the  brim  of  the  true 
pelvis,  external  to  the  left  common  iliac 
artery  and  the  left  ureter.  The  tendon  of 
the  psoas  minor  muscle  and  the  ilio-psoas 
fascia  are  exposed  for  a distance  of  two 
inches. 

A mesial  row  (Fig.  6)  of  fine  interrupted 
silk  sutures  are  then  placed  to  unite  the 
mesial  edge  of  the  incised  peritoneum  to 
the  left  lateral  wall  of  the  sigmoid  colon, 
held  taut.  Still  holding  the  colon  very  taut, 
the  anterior  longitudinal  band  is  rolled  out- 
wards and  backwards,  while  the  lowermost 


suture  of  No.  12  black  silk  is  placed  be 
tween  the  psoas  minor  tendon  or  (if  it  is 
absent  or  not  definable,  as  it  frequently  is 
in  women)  to  the  iliacus  fascia  at  the  lower- 
most angle  of  the  denuded  area.  About  six 
such  sutures  are  then  placed  in  a vertical 
direction  in  the  same  manner.  The  lateral 
peritoneal  cut  edge  is  then  united  to  the 
right  lateral  wall  of  the  sigmoid  to  com- 
pletely close  the  denuded  area. 

Postoperatively,  I have  not  found  it 
necessary  to  use  a rectal  tube,  although 
I believe  it  would  be  useful  in  a sane 
patient.  They  are  kept  with  the  foot 
of  the  bed  elevated  for  two  weeks  and 
allowed  out  of  bed  in  about  sixteen  days. 
The  bowels  are  tied  up  for  five  days 
postoperatively,  then  move  with  an  oil 
enema.  A light  soft  diet  may  be  given 
after  this. 

The  importance  of  the  tautness  of  the 
sigmoid  colon  at  the  time  of  suture  was 
strikingly  demonstrated  to  me  in  the  case 
of  T.  P.  (Case  1)  whom  I operated  on 
for  a recurrence  in  May  1935.  I found 
that  the  prolapse  had  occurred  not  from 
a stretching  of  the  colopexy  sutures,  but 
from  the  failure  to  have  fixed  the  colon 
sufficiently  high.  After  separating  the 
suture  line  with  difficulty,  I was  able  to 
fix  the  bowel  at  least  two  inches  higher 
and  have  to  date  achieved  a cure  (26 
mos.). 

That  emaciation  is  not  a bar  to  the 
performance  of  this  operation  is  shown 
by  the  fact  that  one  of  the  patients, 
female,  age  forty-two,  (Case  6)  weighed 
at  the  time  of  operation  only  81  }4  lbs. 
She  gained  weight  to  131  lbs.,  showing 
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the  improved  health  which  almost  in- 
variably follows  these  operations.  Even- 
tually she  died  of  pulmonary  tuberculosis, 
with  no  evidence  of  recurrence,  1^4 
years  postoperatively.  However,  one  of 
the  recurrences  it  must  be  admitted,  was 
in  a patient  who  weighed  9334  lbs.  at 
operation.  She  weighed  80  lbs.  at  death 
from  pneumonia.  Her  recurrence  did 
not  appear  until  three  years  postopera- 
tively. 

I have  not  found  that  a plastic  opera- 
tion on  the  external  sphincter  has  been 
necessary  in  any  of  these  eight  cases. 
Physical  examination  of  three  of  the  re- 
covered cases  in  1934  showed  excellent 
sphincter  tone.  None  of  the  living  have 
any  incontinence  whatever.  None  of  the 
other  three  (two  deceased)  were  re- 
ported as  having  any.  There  were  no 
operative  deaths.  Three  have  since  died 


from  illness  unrelated  to  prolapse. 
(Table  I). 

Summary 

1.  The  results  of  seven  cases  of  Ball’s 
colopexy  and  one  of  modified  Quenu 
operation  for  complete  rectal  prolapse  of 
the  third  degree  are  described. 

2.  The  factors  which  obtain  in  insane 
patients  making  them  peculiarly  prone 
to  rectal  prolapse  are  described.  Redun- 
dant sigmoid  with  a long  mesentery  and 
colonic  atony  have  been  demonstrated  in 
some  and  are  among  the  factors  men- 
tioned. 

3.  Emphasis  is  made  of  the  necessity 
of  having  the  sigmoid  colon  taut  before 
it  is  suspended,  to  insure  a cure. 

4.  Obliteration  of  the  pouch  of  Douglas 
is  not  a necessary  step  to  cure  rectal 
prolapse. 
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REFRESHER  COURSE  IN  VENEREAL  DISEASES 


The  New  York  City  Department  of 
Health  is  offering  to  physicians  a series  of 
lectures  on  venereal  diseases  to  be  held  each 
Saturday  morning  at  125  Worth  St.  The 
schedule  is  as  follows: 

April  16 

9:30 — Adolph  Jacoby,  M.D.,  “Gonorrhea  in 
the  Female.” 

10:00 — Reuel  A.  Benson,  M.D.,  “Vulvo- 
vaginitis.” 

10:30 — William  B.  Snow,  M.D.,  “Heat  Ther- 
apy of  Gonorrhea  in  the  Female.” 

11:00— Leo  L.  Michel,  M.D.,  “Elliott  Treat- 
ment of  Gonorrhea  in  the  Female.” 

April  23 

9 :30— Gerald  F.  Machacek,  M.D.,  “Patholog- 
ical Distinction  of  Granulomas  of  the  Groin.” 

10:00— Borris  A.  Kornblith,  M.D.,  “Treat- 
ment of  Chancroid.” 

10:30 — Arthur  W.  Grace,  M.D.,  “Diagnosis 
and  Treatment  of  Lymphogranulomavenereum.” 


April  30 

9:30 — John  F.  Mahoney,  M.D. — “Biology  of 
Spirocheta  pallida.”  Dark  Field  Demonstra- 
tion and  Movies. 

10:30— Louis  Chargin,  M.D.,  “Clinical  Sy- 
philis— Primary  and  Secondary.”  Qinical 

Demonstration  and  Movies. 

May  7 

9 :30 — Bruce  Webster,  M.D.,  “Qinical  late 
Syphilis.”  Clinical  Demonstration  and  Movies. 

10:30 — Margaret  L.  Davis,  M.D.,  “Congeni- 
tal Syphilis  and  its  Prevention.” 

May  14 

9:30 — Charles  Walter  Clarke,  M.D.,  “Ameri- 
can Plan  of  Venereal  Disease  Control.” 

10:00— M.  F.  Haralson,  M.D.,  “U.  S.  Public 
Health  activities  in  Metropolitan  area.” 

10:30— Oma  H.  Price,  M.D.,  “Some  special 
problems  of  New  York  City  plan.” 

11:00— Henry  P.  Talbot,  M.D.,  “Prophecy 
and  promises  in  Venereal  Disease  Control.” 
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Another  Headache  Remedy 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 


Every  individual  or  group  or  profession 
or  even  nation  has  some  ridiculous  angle 
and  those  with  a sense  of  humor  can,  not 
only  “take”  some  fun  making,  but  may  even 
welcome  it  for  the  wholesome  lesson  it  may 
impart.  In  that  sense  the  celebrated  Moliere 
was  undoubtedly  one  of  the  greatest  school- 
masters of  the  medical  profession  of  his 
time.  Behind  his  justified,  always  rollicking, 
mockery  there  was  as  a rule  something  true 
that  contained  not  only  a well-deserved 
spanking,  but  a serious  teaching  as  well. 
Take  his  hilarious  “Le  Medecin  Malgre 
Lui ” where  the  doctor — this  time  a layman 
who  is  forced  to  play  the  part  of  a physician 
— is  so  mishandled ! Although  this  temporary 
would-be  healer  is  short  in  Latin  and  anat- 
omy and  his  apparent  cure  for  the  girl’s  sud- 
den dumbness  is  bread  and  wine,  because  that 
is  the  food  on  which  parrots  thrive  and 
learn  to  speak,  a better,  more  causal,  remedy 
is  administered : the  satisfaction  of  her 
amorous  desire,  the  mating  with  the  man 
chosen  by  her  against  her  father’s  will. 

While  most  cases  of  organic  or  somatic 
illness  seen  by  any  medical  man,  no  matter 
what  the  diagnosis,  are  mental  cases  also  or 
contain  mental  elements  in  their  etiology  or 
in  their  complications,  some  show  a prepon- 
derantly psychic  side. 

A woman  complained  of  headache — in- 
tense, persistent,  constant,  generalized  and 
not  confined  to  any  one  portion  of  her  skull. 
She  went  to  her  family  doctor.  He  did  his 
best  to  find  the  cause  and,  being  unsuccessful, 
he  prescribed  something  that  is  known  to 
give  relief.  But  there  was  no  change.  Not 
understanding  the  stubbornness  of  this  symp- 
tom he  took  her  at  first  to  a gynecologist 
whose  findings  were  negative  and  later  to  a 
specialist  for  internal  diseases  who  examined 
her  thoroughly  and  at  length  and  discussed 
the  case  with  her  physician.  They  agreed 
that  a neurologist  would  be  the  right  man. 
Nothing  remained  undone,  but  the  diagnosis 
was  still  unknown  and,  what  was  more  im- 
portant, no  medication  and  no  method  of 
treatment  or  modification  in  the  patient’s 
routine  had  any  appreciable  and  lasting 
effect. 

She  was  a quiet,  unassuming  person,  who, 
far  from  exaggerating  her  condition,  tended 
to  minimize  it.  She  was  not  a smoker, 
never  drank  alcoholic  beverages,  and  in- 
dulged in  no  excess  of  coffee.  She  ate 


simply  and  moderately,  kept  correct  hours, 
and  attended  to  her  housekeeping  without 
overworking.  She  had  no  children,  she  lived 
on  the  best  terms  with  her  husband  and  their 
sexual  intercourse  was  adequate.  Her  weight 
was  more  or  less  normal ; so  were  her  blood 
pressure,  heart,  kidneys,  menses,  bowel 
movements.  She  was  not  anemic  and  her 
appearance  was  that  of  a healthy  young 
woman. 

As  the  regular  doctors  failed,  an  appeal 
was  made  to  irregulars,  either  recommended 
by  friends  or  about  whom  the  husband  had 
heard  at  his  business  place.  One  of  them 
noticed  a few  small  yellowish-brownish  areas 
on  the  skin.  Of  course,  he  could  not  know 
that  pityriasis  versicolor  was  a superficial, 
parasitic  condition  of  no  deep  consequence 
and  that,  in  that  stage,  it  was  curable  within 
a few  days.  So  he  gave  them  the  popular 
and  meaningless  name  “liver  spots,”  assured 
the  patient  that  the  liver  was  at  fault  and 
started  to  “treat”  it.  Another  one  tormented 
her  in  another  manner — and  so  forth. 

All  in  all  she  had  been  tortured  for  about 
nine  months  when,  tired  of  the  irregulars, 
she  returned  to  a member  of  the  medical 
profession  and  presented  herself  to  the  last 
consultant,  upon  the  advice  of  her  own  origi- 
nal doctor. 

Both  physicians  went  over  the  case  as 
carefully  as  possible.  At  first  they  re-exam- 
ined the  organs  and  functions.  As  those 
yielded  no  clue,  they  studied  the  patient’s 
living  habits  and  finally  began  to  analyze 
her  psyche  and  situation  at  home  and  her 
relationship  to  her  immediate  environment. 

They  almost  failed  again,  when,  at  the  end 
of  the  interrogations  she  mentioned  her 
mother.  There  was  an  unusual  glance. 
Something  unpleasant  was  suddenly  painted 
all  over  her  face,  as  if  a cloud  had  passed 
over  her  forehead,  eyes  and  cheeks.  At  the 
insistence  of  the  examiner  she  balked.  It 
was  felt  that  she  made  a great  effort  not 
to  speak  against  her  own  mother.  But  she 
could  not  resist  the  continual  fire  of  detailed 
questioning  and  the  truth  was  learned. 

She  had  never  liked  her  mother,  who  was 
domineering  and  overbearing  and  had  also 
ruled  despotically  over  her  husband  until  his 
death.  The  old  lady  was  extremely  selfish 
and  demanded  much  attention.  Each  one  of 
the  children,  now  all  married,  feared  her 
and  tried  to  get  rid  of  her  by  sending  her 
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away  to  another  brother  or  sister.  It  was 
one  year  since  our  patient’s  turn  came  to 
give  hospitality  to  her  mother.  Patient  was 
the  youngest  of  the  siblings  and  one  of  the 
wedding  gifts  she  received  when  she  mar- 
ried, exactly  one  year  before,  was  her 
mother.  That  was  the  cause  of  her  sick- 
ness. This  mother’s  greatest  joy  was  an 
endless  nagging.  She  was  worse  than  the 
proverbial  mother-in-law.  Nothing  that  the 
daughter  did  was  well  done.  There  was  no 
freedom  for  the  young  woman,  as  she  was 
not  permitted  to  leave  the  house  or  to  see 
friends — except  when  her  husband  was  at 
home  or  accompanied  her.  Yes,  this  mother 
attempted  even  to  denounce  her  daughter  to 
her  son-in-law  and  so  disrupt  a happy  union. 


Life  was  hell  for  this  newly-married  woman 
and  many  were  the  nights  when  she  lay 
awake  crying  or  when  her  sleep  was  filled 
with  the  most  frightful  dreams,  some  of 
which  were  revealed  to  the  examiner. 

It  was  discovered  that  the  headache  in- 
variably ceased  when  the  mother  happened 
to  be  absent  from  the  patient’s  house  for  a 
day  or  two. 

The  remedy,  therefore,  was  to  remove  her 
altogether  and,  as  no  one  of  the  children 
wanted  her,  she  was  sent  to  a decent  home 
for  the  aged.  That  brought  the  cure.  Out- 
patient’s headache  disappeared  and  she  be- 
came generally  happy.  This  is  a true  story. 

611  W.  158  St. 


VITAMINS  i 

The  strangest  and  most  extraordinary 
exploitation  of  vitamins,  remarks  Dr. 
Morris  Fishbein  in  Hygeia,  has  been  their 
recent  promotion  in  relationship  to  beauty, 
and  here  we  find  not  only  the  established 
vitamins  employed  but  also  an  alleged  new 
vitamin,  the  existence  of  which  actual 
scientific  investigation  does  not  even  admit. 
Among  the  first  of  these  promotions  was 
the  inclusion  of  vitamin  D in  various  oint- 
ments and  particularly  in  soap.  Just  why 
any  one  should  put  a vitamin  in  soap  has 
not  been  apparent.  Soap  is  really  supposed 
to  take  things  ofif  the  skin  and  not  to  put 
them  on. 

Incidentally,  attempts  are  now  being 
made  to  sell  a cream  which  contains  a 
glandular  preparation  that  will  cause 
wrinkles  to  fly  right  off  the  face.  Just 
where  the  wrinkles  go  nobody  knows. 

In  various  magazines,  particularly  those 


‘TISSUE- 

A Belfast  physician  describes  an  inter- 
esting phenomenon  in  a letter  to  the  British 
Medical  Journal.  He  writes: 

“In  the  course  of  my  work  I have  per- 
formed many  transilluminations  and  have 
been  impressed  with  certain  appearances 
which  are  observed  in  some  cases.  In  one 
type  of  patient,  the  whole  face  is  il- 
luminated, so  that  one  gets  the  impression 
that  there  is  scarcely  any  bony  structure. 
One  of  my  housemen  described  this  appear- 
ance vividly  as  a ‘tissue-paper  face.’  Over 
a number  of  years  it  has  been  my  experi- 
ence that  this  ‘tissue-paper  face’  is  found 
in  the  highly  neurotic.  I first  made  the 
observation  when  dealing  with  patients 


DING  WILD 

devoted  to  the  so-called  “fair  sex,”  in  recent 
months  have  appeared  a number  of  an- 
nouncements about  a new  vitamin  called 
vitamin  F,  which  it  seems  was  discovered 
by  a resident  at  various  times  of  Chicago, 
with  a medical  record  not  susceptible  of 
much  verification.  It  seems  that  he  has 
evolved  out  of  linseed  oil  some  substances 
which  are  very  important  for  rats.  Work- 
ing with  the  assistance  of  two  young 
ladies  he  found,  for  example,  according  to 
some  of  the  claims,  that  sex  can  to  a cer- 
tain extent  be  made  to  order  if  parents 
desiring  a boy  will  eat  large  quantities  of 
vitamin  E in  addition  to  an  otherwise  bal- 
anced diet.  The  evidence  is  said  to  be 
based  on  7,000  rat  experiments.  What  a 
jolly  time  these  rats  have  in  the  interests 
of  science! 

Of  course  the  experimenter  is  bound  to  be 
right  half  the  time. 


PAPER  FACE” 

complaining  of  catarrh,  but  being  impressed 
by  the  absence  of  all  cause  for  this  condi- 
tion I began  to  feel  that  the  catarrh  was 
more  imaginary  than  real,  and  to  associate 
three  conditions:  the  complaint  of  catarrh, 
the  ‘tissue-paper  face,’  and  the  fact  that 
these  patients  were  highly  neurotic.  I 
wonder  if  the  possible  connection  in  this 
respect  might  be  an  error  in  calcium  meta- 
bolism, a feature  which  is,  I understand, 
commonly  met  with  in  neurotic  states.  I 
bring  forward  this  observation  in  the  hope 
that  others  may  contribute  their  experi- 
ence, or  draw  my  attention  to  any  previous 
work  on  it.” 


Highlights  of  the  1938  Annual  Meeting 

For  Complete  Program,  see  April  1 issue 
(All  activities  will  be  held  on  Daylight  Saving  Time) 


TIME  AND  PLACE— Opens  Monday,  May  9,  9:00  A.M.,  at  the  Waldorf- 
Astoria  Hotel,  between  Park  and  Lexington  Avenues  and  49th  and  50th  Streets, 
New  York  City.  Closes  Thursday,  May  12,  10:30  P.M.  This  will  be  the  largest 
State  Medical  Meeting  in  size  and  scope  ever  held,  and  probably  the  largest 
attended  Medical  Meeting  in  the  United  States  this  year. 

REGISTRATION — Registration  will  be  held  in  the  Hotel  on  Monday  after 
9:00  A.M.  for  Delegates;  and  on  Monday,  Tuesday,  Wednesday,  and  Thursday 
for  members  and  guests.  Every  physician  must  register  and  obtain  an  official 
badge  to  attend  sessions. 

BUSINESS — The  House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York  will  convene  at  10:00  A.M.  on  Monday  in  the  Ballroom. 

GENERAL  SESSIONS — Two  General  Sessions  will  be  held,  one  on  Tues- 
day, 2 :00  P.M.,  and  one  on  Thursday,  2 :00  P.M.,  in  the  Ballroom. 

SECTION  MEETINGS — Fifteen  Scientific  Sections  will  hold  twenty-eight 
sessions  on  Tuesday  morning,  Wednesday  morning  and  afternoon,  and  Thursday 
morning  in  the  hotel.  ( See  complete  program  for  locations.) 

GUEST  SPEAKERS — Twenty-eight  prominent  guest  speakers  in  all  fields 
of  medicine  will  address  General  and  Section  Meetings. 

SCIENTIFIC  EXHIBITS — Fifty-six  scientific  exhibits,  to  be  located  in 
the  First  and  Second  balconies  of  the  Ballroom  and  the  Second  floor  foyer,  are  a 
part  of  the  program. 

SCIENTIFIC  MOTION  PICTURE  EXHIBIT— Forty-four  scientific 
motion  pictures  by  twenty-five  exhibitors  will  be  shown  in  the  Empire  Room  from 
9:00  A.M.  Monday  until  10:15  P.M.  Thursday  evening. 

TECHNICAL  EXHIBITS — One  hundred  and  ninety-two  exhibits  of  lead- 
ing pharmaceutical,  surgical,  and  allied  products  and  services  will  be  open  during 
convenient  hours  throughout  the  convention.  This  will  be  the  largest  number 
of  exhibitors  ever  to  take  part  in  a State  Medical  Meeting.  For  the  benefit  of 
physicians  with  office  hours  which  do  not  permit  spending  much  time  at  the  meet- 
ing during  mornings  and  afternoons,  the  exhibit  rooms  will  be  open  until  10:30 
P.M.  on  Tuesday. 

BANQUET  AND  DINNERS — The  Annual  Banquet  and  Reception  will  be 
held  in  the  Ballroom  of  the  Hotel  on  Tuesday,  at  7 :00  P.M.  (Tickets  are  lim- 
ited— application  should  be  made  to  Augustus  Harris,  M.D.,  Chairman  of  Banquet 
Comm.,  2 E.  103  St.,  New  York  City.)  Dinner  for  the  Delegates  will  be  served 
in  the  Hotel  on  Monday  following  the  adjournment  of  the  afternoon  session  of 
the  House  of  Delegates.  (Tickets  can  be  procured  from  the  Secretary  of  the 
State  Society,  2 E.  103  St.,  New  York  City.) 

WOMAN’S  AUXILIARY — Headquarters  are  in  the  Carpenter  Suite  of  the 
Hotel,  and  the  ladies  are  asked  to  register  at  the  Registration  Desk  in  the  Suite 
after  9:00  A.M.,  Monday.  Meetings  and  the  Dinner  will  be  held  on  Monday. 
A hobby  show  will  be  open  during  the  four  days  of  the  Annual  Meeting,  May 
9,  10,  11  and  12. 
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EDITORIALS 


Inexorable  Fact 

The  past  month  has  disclosed  wide- 
spread dissatisfaction  with  the  State  Un- 
employment Insurance  Act.  Even  its 
friends  admit  it  has  proven  administra- 
tively unworkable. 

Certain  inherent  flaws  in  the  principle 
of  the  law  have  also  come  to  light.  By 
the  very  nature  of  unemployment  insur- 
ance, contributions  drop  precisely  when 
the  demand  for  benefits  is  greatest.  The 
result  is  naturally  disappointing  to  those 
who  had  hoped  this  measure  would  prove 
a buffer  against  relief. 

There  is  also  a growing  realization 
that  the  law  works  an  injustice  on  the 
low-paid  workers.  Their  contributions 
help  to  supply  more  substantial  benefits 
than  they  themselves  will  ever  receive  to 
persons  in  higher  income  brackets.  It  is 
true  that  the  latter  contribute  more  in 
dollars  and  cents ; but  proportionately  the 
burden  on  them  is  less.  They  are  better 
able  to  pay  the  weekly  levy  on  their 
salaries  and  to  make  personal  provision 
for  a rainy  day. 

To  physicians,  who  have  studied  the 
workings  of  compulsory  health  insurance 
in  Europe,  there  is  nothing  surprising  in 
these  disclosures.  The  discrepancy  be- 
tween theory  and  practice,  in  connection 
with  obligatory  insurance,  is  an  old  story. 
The  faults  which  are  developing  in  the 
operation  of  unemployment  insurance 
have  repeatedly  been  stressed  by  organ- 


ized medicine  in  warning  against  com- 
pulsory prepayment  for  medical  care. 

As  a matter  of  fact,  obligatory  sick- 
ness insurance  presents  many  more  in- 
herent difficulties  than  unemployment 
insurance.  It  is  almost  impossible  to 
formulate  a sound  actuarial  basis  for 
sickness  protection.  Unemployment  can 
be  positively  defined.  Its  existence  is 
easily  established.  Deliberate  malingering 
and  hypochondria  make  it  less  easy  to 
determine  the  presence  of  illness.  Be- 
sides, far  more  intangible  elements  enter 
into  the  provision  of  medical  service  than 
into  the  distribution  of  unemployment 
benefits. 

So  far  the  operation  of  old  age  and 
unemployment  insurance  in  this  country 
has  born  out  the  profession’s  warnings 
against  compulsory  sickness  insurance. 
We  have  seen  nepotism,  graft,  sloppy 
administration  and  high  costs  incommen- 
surate with  the  scanty  benefits  obtained. 
What  impartial  person  can  look  in  this 
direction  for  a system  of  medical  care 
when  medically  sponsored  plans  in  various 
communities  have  proven  themselves  in- 
finitely more  honest,  efficient,  and  effec- 
tive? 


A Familiar  Plaint 

We  don’t  need  “time  machines”  or 
other  fourth  dimensional  magic  to  per- 
suade us  that  one  century  is  much  like 
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another.  In  a recent  issue  of  the  “Friends’ 
Quarterly  Examiner,”  Cyril  C.  Barnard 
puts  a 1714  datemark  on  the  so-called 
“New  Deal”  in  medicine. 

Social  workers  today  proclaim  with  the 
voice  of  discovery  that  a substantial  pro- 
portion of  the  public  is  compelled  by 
poverty  to  go  without  medical  care.  Over 
two  hundred  years  ago  the  Quaker  John 
Bellers  made  the  same  observation. 
Without  the  aid  of  million-dollar  surveys, 
he  found  that  three-quarters  of  the  people 
were  too  poor  to  secure  either  medical 
care  or  necessary  drugs. 

On  its  surface,  this  would  appear  to 
be  a serious  indictment  of  government 
and  the  medical  profession.  Over  two 
hundred  years  ago,  three-quarters  of  the 
people  were  going  without  essential  medi- 
cal services ; and  they  are  still  going 
without  them  today.  Strangely  enough, 
in  spite  of  this  alleged  neglect,  the  span 
of  life  has  been  steadily  lengthening  in 
the  past  two  centuries.  Both  general  and 
infant  mortality  have  been  strikingly  re- 
duced and  many  diseases  have  been  vir- 
tually eliminated  from  the  morbidity 
tables. 

Considering  this  paradox,  one  is  forced 
to  the  conclusion  that  either  medical  care 
is  an  unnecessary  luxury  or  the  figures 
cited  by  Friend  Bellers  and  his  modern 
protagonists  are  somewhat  exaggerated. 
When  the  progressive  drop  in  morbidity 
and  mortality  is  traced  to  its  exact  causes, 
it  becomes  apparent  that  there  is  no  such 
general  dearth  of  medical  service  as  some 
reformers,  dead  and  alive,  would  have  us 
believe. 

It  is  noteworthy  that  the  path  Mr. 
Bellers  blazed  in  1714  in  his  remarkable 
“Essay  Towards  the  Improvement  of 
Physick  in  Twelve  Proposals”  is  still  con- 
sidered' the  true  road  by  most  of  the 
modern  prophets  of  public  health.  He 
urged  the  creation  of  public  hospitals  and 
laboratories,  the  appointment  of  county 
physicians  to  care  for  the  sick  poor  and 
governmental  endowment  of  medical  re- 
search. Especially  remarkable  is  his  eval- 
uation of  sickness  in  economic  terms  in 
an  age  when  misfortune  generally  evoked 


either  sentimental  condolence  or  pious 
admonition. 

Viewed  in  the  light  of  his  affinity  with 
present  day  sociologists,  John  Bellers 
appears  as  much  of  an  anachronism  in 
his  century  as  Mark  Twain’s  Connecticut 
Yankee  at  King  Arthur’s  Court.  His- 
tory’s well-known  tendency  to  repeat 
itself  reassures  us,  however.  Probably 
Mr.  Bellers  was  quite  comfortable  in 
1714  even  though  he  seems  to  us  to  have 
been  two  hundred  years  ahead  of  his 
time.  Maybe,  even — heretical  thought ! — 
the  medical  “radicals”  of  our  own  day 
are  not  quite  as  revolutionary  as  they  and 
the  rest  of  the  world  seem  to  believe! 


A Gratifying  Response 

In  our  issue  of  January  1,  1938,  there 
appeared  an  editorial  called  “Hollywood 
on  Crusade.”  The  purport  of  it  was  to 
inform  our  readers  that  a certain  motion 
picture  concern  “is  about  to  embark  on 
another  crusade.  This  time  it  will  be  a 
picture  exposing  and  denouncing  quack 
doctors.”  Furthermore,  the  announce- 
ment stated  that  the  concern  would  “work 
in  cooperation  with  the  American  Medi- 
cal Association,  whose  aid  has  been 
pledged  by  Dr.  Morris  Fishbein.”  We 
then  expressed  doubts  as  to  the  wisdom 
of  the  procedure,  looking  with  concern 
on  the  tendency  of  Hollywood  toward 
theatrics,  and  fearing  that  it  would  bring 
discredit  on  the  whole  profession  from 
the  undiscerning. 

In  Tlie  New  York  Times  of  April  3, 
we  find  the  following:  “Because  of  pro- 
tests from  medical  bodies  throughout  the 
country  the  Warners  have  abandoned  their 
contemplated  production  of  ‘Your  Life 
Is  In  Their  Hands’,  an  expose  of  quack 
practitioners  which  was  to  have  found  its 
source  in  the  files  of  Dr.  Morris  Fishbein 
of  the  A.  M.  A.  The  objections  pointed 
out  that  reflection  would  be  cast  upon  the 
entire  medical  profession,  so  the  studio 
shelved  the  story  rather  than  stir  up  a 
controversy.” 

We  are  glad  indeed  that  the  second 
thought  of  Warner  Brothers  brought 
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them  to  this  decision.  A picture  entitled 
“Your  Life  Is  In  Their  Hands”  would 
have  done  the  medical  profession  more 
harm  than  any  good  from  the  expose  of 
quackery  and  quacks,  the  records  of  which 
are  on  file. 


Blood  Dyscrasias  From  Occupation 

Industrialization  has  brought  in  its  train 
a whole  series  of  diseases  which  can  be 
attributed  directly  to  the  occupation  in 
which  the  worker  is  engaged.  Numerous 
physical  and  chemical  agents  are  required 
in  the  manufacture  of  certain  products 
which  agents  are  detrimental  to  the  health 
of  the  individual.  Lead,  for  instance,  is 
employed  in  over  150  industries  (paints, 
storage  batteries,  drinking  utensile,  and 
many  others).  Another  powerful  poison, 
benzol,  is  used  in  all  the  rubber  industries. 

Held  and  Lieberson1  emphasize  the 
necessity  of  the  early  recognition  of 
blood  dyscrasias  in  those  who  come  in 
contact  with  x-ray,  radium,  lead,  and 
benzol  in  the  course  of  their  daily  work. 
Each  of  these  attacks  a definite  part  of 
the  hematopoetic  system,  at  the  onset  of 
the  disease.  Lead  depresses  erythroblastic 
activity,  benzol  produced  a leukopenia, 
while  radioactive  substances  affect  the 
hemolymph  glands  and  cause  a lymphocy- 
tosis. Held  and  Lieberson  stress  the 
importance  of  recognizing  the  ill-effects 
of  these  drugs  during  this  early  stage  of 
the  blood  dyscrasia  because  during  this 
time  the  disease  is  reversible  by  removing 
the  causative  factor  and  by  following  ade- 
quate therapeutic  measures.  To  wait 
longer  is  to  invite  a severe  form  of  the 
disease  which  responds  poorly,  if  at  all, 
to  treatment.  To  the  reversible  leuko- 
penic stage  of  benzol  poisoning  there  is 
added  an  aplastic  anemia  if  the  poisoning 
is  permitted  to  continue.  The  hemorr- 
hagic diathesis  which  develops  in  the  later 
stages  of  exposure  to  radium  often  defies 
all  means  of  therapy. 

Unlike  the  cases  of  spontaneous  blood 

1.  Held,  I.  W.  and  Lieberson,  A.:  N.  Y.  State 
Jour.  Med.,  38:186,  1938. 


dyscrasias,  those  which  result  from  occu- 
pation show  a long  period  of  dysfunction 
in  only  one  branch  of  the  blood  system  and 
it  is  this  factor  that  enables  the  physician 
to  attack  the  disease  early  and  be  reason- 
ably assured  of  restoring  the  blood  picture 
to  normal.  The  complete  removal  of  the 
patient  from  contact  with  the  chemical 
is  essential.  Periodic  examinations  of  the 
blood  of  all  workers  in  industries  which 
utilize  agents  capable  of  inducing  a blood 
dyscrasia  should  be  made  a public  health 
law.  Only  in  this  manner  will  susceptible 
individuals  be  spared  a serious  disease, 
because  it  not  only  is  preventable  but 
curable  when  it  is  properly  treated  in  its 
early  stages. 


Perirenal  Insufflation 

Enormous  strides  have  been  made  in 
the  roentgen  diagnosis  of  soft  tissue  tu- 
mors by  use  of  contrast  media.  We  have 
attained  the  greatest  accuracy  by  this 
means  of  study,  in  the  detection  of  new 
growths  of  the  gastrointestinal,  urinary, 
and  gall-bladder  tracts.  More  recently,  the 
use  of  air  injected  into  the  cerebrospinal 
fluid  system  has  increased  materially  the 
ability  of  the  neurologist  to  diagnose  and 
localize  intracranial  and  spinal  cord  tum- 
ors. 

In  1935,  Cahill1  injected  air  into  the 
perirenal  space  in  order  to  outline  the 
adrenal  glands  in  cases  where  these  struc- 
tures were  suspected  of  a new  growth. 
Within  the  past  year,  Mencher2  has  elab- 
orated upon  the  technic  of  perirenal  in- 
sufflation and  has  definitely  determined  its 
value  in  cases  of  paroxysmal  hyperten- 
sion, masculinism,  and  Cushing’s  syn- 
drome. The  air,  which  is  introduced  by 
means  of  a needle  attached  to  a delivery 
system  and  inserted  into  the  perirenal 
space,  outlines  the  kidney  and  adrenal 
and  enables  one  to  visualize  a tumor  mass 
in  this  area  with  the  x-ray. 

Incidental  to  his  work  with  perirenal 
insufflation,  Mencher  has  noted  that  it 
is  possible  to  obtain  a positive  air  outline 

1.  Cahill,  G.  F.:  Jour.  Urol..  34:238,  1938. 

2.  Mencher,  W.  H. : J.A.M.A.,  109:1338,  1937. 
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of  the  mediastinum.  Thus,  a new  field 
in  roentgen  diagnosis  is  opened  for  the 
recognition  of  mediastinal  lesions  by  the 
use  of  a contrast  substance.  The  selection 
of  the  perirenal  route  for  the  injection 
of  air  is  recommended  over  the  para- 
vertebral route  because  it  is  less  hazard- 
ous. The  air  finds  its  way  into  the  medi- 
astinum through  the  aortic  opening  in  the 
diaphragm.  In  addition  to  the  merit  of 
this  method  in  adrenal  and  mediastinal 
tumors,  the  subdiaphragmatic  regions  can 
also  be  investigated,  since  it  is  possible 
to  distinctly  delineate  both  leaves  of  the 
diaphragm.  Oxygen  or  carbon  dioxide  are 
equaly  effective  as  gaseous  contrasts  and 
they  may  be  used  in  place  of  air.  With 
the  more  extensive  use  of  perirenal  in- 
sufflation, a greater  degree  of  accuracy 
in  the  diagnosis  of  the  lesions  for  which 
it  is  indicated  may  be  looked  for. 


CURRENT  COMMENT 

“In  these  days  when  revolutionary 
changes  are  occurring  in  business,  banking, 
labor  relations,  agriculture  and  transporta- 
tion, and  with  the  influence  and  power  of 
Government  to  regulate  economic  activities, 
to  referee  disputes  and  to  dictate  policies, 
it  is  inevitable  that  we  in  the  various  pro- 
fessional fields  must  examine  critically  the 
role  which  our  several  professions  are  likely 
to  play  in  the  present  and  future  social 
order.  . . . All  of  us  have  a more  or  less 
common  group  of  problems,  not  only  in 
relation  to  the  community  but  also  in  regard 
to  the  functions  of  the  universities,  to  which 
the  country  at  large  must  look  in  the  future 
for  much  of  its  leadership.  All  of  us  are 
interested  in  the  problems  of  health  for  they 
are  with  us  from  birth  and  throughout  the 
entire  span  of  life. 

“The  history  of  medicine,  like  that  of 
other  human  institutions,  is  the  history  of  in- 
dividuals. From  the  beginning  of  the  human 
race  certain  individuals  were  recognized 
as  having  the  power  or  knowledge  to  cure 
the  sick  and  to  treat  the  wounded.  Medical 
care  has  always  been  a function  of  society. 
. . . ” — Dean  Willard  C.  Rappleye  of 

Columbia’s  College  of  Physicians  and  Sur- 
geons, quoted  in  the  Columbia  University 
Quarterly.  The  remarks  were  made  over 
two  years  ago,  but  are  still  pertinent. 

“.  . . State  medicine,  in  my  opinion, 
bears  disaster  for  doctor  and  patient  alike. 


you  cannot  pipe  out  medicine  to  the  com- 
munity as  you  do  with  steam  heat  in  New 
York  City.  ...  I feel  that  private  practi- 
tioners, by  broadening  their  relationships 
with  their  patients,  instead  of  becoming 
emergency  men  and  merely  curative  phy- 
sicians, can  become  in  the  best  sense  of  the 
phrase  guardians  of  the  health  of  the  people. 

“For  preventive  medicine  to  be  effective, 
other  fundamental  social  problems  must 
first  be  settled.  What,  for  example,  is  the 
object  of  subjecting  a poor  student  to  elabor- 
ate dental  examination,  when  he  or  she  has 
a father  out  of  work  and  isn’t  receiving 
enough  nourishment  at  home  to  form  good 
sound  teeth?  An  appalling  inconsistency. 

“ . . • I know  the  futility  of  speaking 
grandiosely  of  sweeping  reforms,  of  demand- 
ing the  demolition  of  our  present  structure 
and  the  erection  of  a new  one  overnight. 
And  I distrust  the  man  with  a pet  scheme, 
the  panacea.  We  must  realize  that  changes 
come  gradually.  We  must  be  grateful  for 
small  but  localized  improvements  in  our 
medical  system,  improvements  effected,  pos- 
sibly, without  the  consciousness  of  the  ulti- 
mate objective.” — Sound  statements  from 
the  radio  address  of  Dr.  A.  J.  Cronin,  our 
English  colleague  and  author  “The  Citadel.” 

“I  do  not  say  that  no  drugs  are  useful ; 
but  there  is  not  enough  discrimination  in 
their  use.” — Sir  William  Gull. 

“Democracy  is  being  challenged  at 
home  and  abroad  and  the  shame  is  that 
many  criticisms  directed  at  the  system  are 
justified.  One  cause  for  deserved  criticism 
is  that  millions  of  men  and  women  do  not 
take  politics  or  government  seriously.  De- 
mocracy must  be  salvaged,  or  else  the  meas- 
ured tread  of  armed  guards  will  become 
familiar,  free  speech,  freedom  of  enterprise 
and  cherished  liberties  will  vanish  from  the 
face  of  our  fair  land,  and  regret  will  prove 
of  no  avail.” — From  a letter  to  The  New 
York  Times  under  date  of  March  27,  by 
Walter  I.  Priest  of  Bluemont,  Virginia. 

“The  natural  tendency  among  scien- 
tists to  carry  any  new  theory  or  practice 
to  extremes  has  not  been  discouraged  by 
the  manufacturers  of  biological  products,  so 
that  the  virtues  of  immunization  in  many 
lines  have  been  greatly  overrated,  under 
pressure  of  commercial  interests.  While 
this  wave  is  by  no  means  spent,  it  is  be- 
lieved that  its  crest  has  passed,  and  that 
immunization  will  in  the  future  be  regarded 
more  in  the  light  of  its  true  rather  than 
inflated  values.” — The  Health  Officer. 
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Federal  Pure  Food  and  Drugs 
Legislation 

New  York  City 
333  E.  57  St. 

To  the  Editor: 

The  National  Pure  Food  and  Drugs  Act 
now  on  our  statute  books  is  dated  1906,  and 
was  passed  then  only  after  a crusade  of 
years’  duration,  carried  on  by  Dr.  Wiley. 
There  have  been  but  few  amendments  to 
that  Law  in  the  last  thirty-odd  years,  so 
we  are  still  living  under  antiquated  legis- 
lation on  that  important  subject,  and  there 
is  no  national  legislation  covering  cosmetics. 

Several  bills  have  been  introduced  into 
Congress  in  the  last  six  years,  and  all  have 
failed  of  enactment  into  law,  largely  be- 
cause of  a very  strong  lobby  working  against 
the  passage  of  such  legislation. 

An  extremely  weak  food,  drug,  and  cos- 
metic bill  is  now  before  the  Congress. 
Among  its  many  weaknesses  are  the  clauses 
which  place  the  control  of  advertising  in 
the  hands  of  the  Federal  Trade  Commission. 
All  administrative  authority,  including  ad- 
vertising, should  be  placed  with  the  Food 
and  Drugs  Administration,  under  the  Depart- 
ment of  Agriculture,  if  the  people  of  this 
country  are  to  be  protected  against  harmful 
or  worthless  preparations.  The  recent  trag- 
edy resulting  from  the  use  of  the  elixir 
sulfanilamide,  which  took  the  lives  of  well 
over  sixty  individuals  would  have  been  pre- 
vented, had  proper  laws  been  in  force  con- 
trolling the  production  of  such  preparations. 

There  are  numerous  harmful  drugs  pur- 
chasable without  prescription,  and  an  en- 
tirely new  group  of  diseases  has  grown 
out  of  the  indiscriminate  use  of  these  drugs 
by  the  laity. 

It  should  be  pointed  out  that  quite  as 
much  harm  can  come  in  a negative  way 
from  advertising  which  makes  false  or 
fraudulent  claims,  in  that  an  individual  with 
a disease  in  an  early  and  curable  stage  may 
waste  valuable  time  experimenting  with  a 
nostrum,  with  the  result  that  the  disease  is 
no  longer  curable  when  proper  medical  care 
is  resorted  to. 

Great  strides  have  been  made  in  the  last 
half  century  in  the  prevention  of  disease, 
and  in  increasing  the  expectancy  of  human 
life.  The.  present  situation  in  the  Congress 
of  the  United  States  is  a challenge  to  every 
physician  in  the  country,  one  of  whose  func- 


tions should  be  the  protection  of  the  people 
from  the  use  of  improper  food,  drugs,  cos- 
metics, and  devices. 

It  is  to  be  hoped  that  every  physician  will 
communicate  with  Senator  Royal  S.  Cope- 
land and  with  Representative  C.  F.  Lea,  in 
Washington,  D.  C.,  who  are  in  charge  of 
their  respective  branches  of  the  Legislature, 
with  reference  to  the  Food  and  Drugs  Act, 
and  also  to  the  representative  from  his  re- 
spective congressional  district  and  the  sen- 
ators from  his  state,  protesting  against  the 
inadequacy  of  the  present  law,  and  demand- 
ing national  legislation  which  will  be  dic- 
tated by  an  honest  desire  to  provide  certain 
needs  of  the  American  people,  and  will  take 
the  Food  and  Drugs  Act  out  of  the  hands 
of  politics. 

Malcolm  Goodridge,  M.D. 

March  12,  1938. 


Chronic  Appendicitis 

Merribrooke'  Farm 
Stamford,  Conn. 

To  the  Editor: 

In  the  interesting  and  valuable  Ray  article 
on  appendicitis  in  the  New  York  State 
Journal  of  Medicine  for  March  15,  I was 
surprised  to  find  on  page  422  that  in  chronic 
appendicitis  the  pain  and  discomfort  are  in 
the  right  lower  quadrant  of  the  abdomen. 
In  my  articles  on  chronic  appendicitis  in  my 
fifty  years  in  the  Academy  of  Medicine 
library  and  in  medical  libraries  rather  gen- 
erally here  and  abroad,  I took  particular 
pains  to  show  that  in  chronic  appendicitis 
the  pain  and  discomfort  are  not  in  the  lower 
right  quadrant  of  the  abdomen  and  care  was 
taken  to  show  why  these  symptoms  are  quite 
elsewhere. 

I have  been  present  when  expert  con- 
sultants upon  whose  opinion  much  depended 
and  yet  they  did  not  know  how  to  make  a 
diagnosis  between  acute  and  chronic  appen- 
dicitis in  most  cases  when  symptoms  were 
not  well-defined.  I remember  that  on  one 
occasion  Dr.  Reginald  Fitz  of  Boston  who 
gave  the  disease  its  male  (hybrid)  name 
asked  me  to  make  a diagnosis  in  one  of  his 
cases  at  the  Massachusetts  General  Hospital. 
I could  not  keep  him  out  because  it  was 
before  I had  realized  the  need  for  a com- 
prehensive study  of  the  subject. 

There  are  five  well-defined  kinds  of 
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chronic  appendicitis.  Making  the  general 
diagnosis  of  the  condition  is  a simple  matter, 
but  determination  of  which  of  the  five  kinds 
is  present  in  any  given  case  requires  the 
clinical  sense  of  a real  doctor — not  only  his 
clinical  sense  but  sometimes  skilled  employ- 
ment of  instruments  of  precision. 

I was  not  the  one  who  named  the  Morris 
point  for  chronic  appendicitis  for  compari- 
son with  McBurney’s  point  in  acute  cases, 
my  friends  got  to  applying  a name  to  the 
condition  which  I have  described  at  length. 

Robert  T.  Morris,  M.D. 

March  18,  1938 


Dr.  Fishbein  Clarifies  the  Situation 

The  Journal  of  the 
American  Medical  Association 
535  No.  Dearborn  St., 
Chicago,  111. 

To  the  Editor: 

The  editorial  appearing  in  this  issue  of 
the  New  York  State  Journal  of  Medicine, 
page  650,  entitled,  “A  Gratifying  Response,” 
has  just  reached  me.  It  was  unfortunately 
written  without  any  attempt  on  your  part  to 
discover  the  actual  facts  behind  the  decision 
by  Warner  Brothers  not  to  make  the  movie, 
entitled,  “Your  Life  Is  in  Their  Hands.” 
You  have  accepted  the  statement  of  the 
studio  publicity  department,  which  apparently 
was  endeavoring  to  get  out  from  under 
what  was  for  them  a ticklish  proposition. 

The  motion  picture  which  had  been 
planned,  and  the  scenario  which  had  been 
prepared,  were  planned  wholly  to  inform 
the  public  of  the  manner  in  which  charlatans 


impose  upon  them  by  the  use  of  the  typical 
methods  of  charlatans,  which  have  been  de- 
scribed from  time  to  time  in  various  pub- 
lications. 

When  it  was  announced  that  this  film  was 
to  be  made,  the  American  Optometric  Asso- 
ciation, as  well  as  the  osteopaths  and  chiro- 
practors, were  circulated  and  each  one  of 
them  asked  to  send  to  Warner  Brothers  an 
individual  protest  against  the  making  of  the 
film.  Inasmuch  as  these  groups  are  organ- 
ized on  a business  basis  in  contrast  with  the 
organization  that  exists  in  scientific  medi- 
cine, the  result  was  a considerable  number 
of  letters  to  Warner  Brothers  protesting 
against  the  making  of  the  film  and  carrying- 
threats  of  legal  action. 

I may  say  for  the  scenario  that  it  was 
prepared  by  two  competent  writers,  that 
there  was  not  a libelous  statement  in  it,  and 
that  unquestionably  the  information  that  it 
contained,  had  it  reached  any  considerable 
number  of  people,  would  have  done  great 
good  in  distinguishing  between  the  com- 
petent, ethical  doctor  and  the  charlatan. 

I am  sorry  to  say  that  your  editorial  is 
incompetent,  because  it  is  based  on  inade- 
quate information.  I hope  you  will  publish 
this  statement,  which  is  sent  for  that  pur- 
pose. 

Very  truly  yours, 

Morris  Fishbein. 

April  11,  1938 

[Note:  We  regret  that  the  information  re- 

garding the  American  Optometric  Association, 
the  Osteopaths,  and  the  Chiropractors  were  not 
available  to  us  when  our  editorial  was  written. 
We  surmised  the  situation,  however,  and  the 
end-results  please  us  nevertheless. — Editor] 


SILICOSIS  LESS  THAN  EXPECTED 


Approximately  2.7  per  cent  of  the  12,000 
foundry  workers  in  New  York  State  are 
affected  with  silicosis,  and  of  this  number 
about  0.7  per  cent  show  signs  of  tubercular 
complications,  Elmer  F.  Andrews,  State  In- 
dustrial Commissioner,  and  Dr.  Leonard 
Greenburg,  Executive  Director,  Division  of 
Industrial  Hygiene,  reveal  in  releasing  a re- 
port on  the  most  searching  study  of  this 
industry  ever  attempted  by  any  agency. 

Mr.  Andrews  expressed  the  opinion  that 
while  the  silicosis  hazard  in  the  foundry  in- 
dustry in  this  State  is  existent,  it  is  of  a 
mild  degree  of  severity  and  may  be  expected 
to  yield  satisfactorily  to  appropriate  meas- 
ures of  control.  He  pointed  out  that  the 
incidence  of  the  disease  as  disclosed  by  the 


study  is  much  less  frequent  than  many 
previous  surveys  have  indicated.  He 
stressed  the  fact  that  the  foundry  industry 
was  selected  for  investigation  not  only  be- 
cause its  workers  are  exposed  to  silica  dust, 
the  cause  of  silicosis,  but  also  because  it 
has  the  largest  number  of  persons  in  any 
single  trade  exposed  to  this  dust. 

According  to  the  report,  110  cases  of 
silicosis  were  discovered  in  the  group  of 
4,066  persons  examined.  Of  these,  eighty- 
eight  or  2.2  per  cent  were  in  the  first  stage ; 
sixteen  or  0.4  per  cent  were  second  stage; 
and  six  or  0.1  per  cent  were  third  stage 
silicosis.  Of  the  110  cases  fifteen  or  0.7 
per  cent  showed  signs  of  tuberculosis. 
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Education  For  Marriage 

J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


On  March  12  the  New  York  State  Con- 
ference on  Marriage  and  the  Family  met 
under  the  chairmanship  of  Dr.  Sidney  E. 
Goldstein  in  New  York  City.  A part  of 
the  sessions  were  devoted  to  considering  the 
progress  of  education  for  marriage  and 
family  life  in  the  colleges  and  high  schools 
of  the  state.  A questionnaire  had  been  sent 
to  the  174  colleges  and  high  schools  of  the 
state  and  at  the  time  of  the  meeting  only 
seventy  replies  had  been  received.  These 
showed,  however,  that  the  educators  of  the 
state  are  quite  generally  conscious  that 
education  for  marriage  is  a part  of  their 
responsibility.  All  of  the  colleges  replying 
and  all  but  one  of  the  high  schools  claimed 
to  make  some  provision  in  this  respect. 
Little  seems  to  be  known,  however,  as  to 
the  content  of  the  courses  given.  It  is 

obvious  that  this  must  vary  widely  from  one 
institution  to  another.  Many  of  the  courses 
are  given  in  the  department  of  home 
economics;  in  some  colleges,  however,  the 
subject  is  handled  by  the  department  of 
ethics  and  in  still  others  it  is  not  confined 
to  any  one  department  but  approached  from 
several  different  viewpoints.  Three  colleges 
go  so  far  as  to  say  that  preparation  for 
family  life  is  the  central  core  of  the  entire 
curriculum. 

It  is  probable  that  any  medical  man  would 
be  critical  of  these  courses  in  their  present 
stage  of  development.  Thinking  it  would 
be  interesting  to  know  what  should  be  taught 
in  the  way  of  preparation  for  infant  care 
to  the  high  school  and  college  student,  I 
asked  Dr.  Elizabeth  M.  Gardiner,  Director 
of  the  Department's  Division  of  Maternity, 
Infancy  and  Child  Hygiene,  for  her  advice. 
Dr.  Gardiner  was  not  prepared  to  outline 
any  course  to  be  given  in  high  school  in 
the  present  stage  of  our  educational  develop- 
ment. We  introduce  our  children  to  science 
at  too  late  an  age,  she  believes.  The  subject 
should  be  taught  early  in  the  grades  and 
there  is  no  more  fascinating  branch  of 
science  than  the  biology  of  reproduction. 
At  some  future  date  when  children  in  high 
school  are  already  familiar  with  the  simple 
facts  of  fertilization,  pregnancy,  and  parturi- 
tion, and  have  an  objective  attitude  toward 
these  facts,  it  will  be  possible  to  teach 
preparation  for  parenthood  in  high  schools. 


At  the  present  time  high  school  students 
may  learn  the  technic  of  infant  care  through 
their  departments  of  home  economics.  This 
instruction  is  probably  given  already  in 
many  schools.  Those  schools  which  have  a 
department  of  ethics  no  doubt  offer  courses 
in  the  current  ideals  of  family  life.  It  would 
be  perhaps  desirable  if  more  high  schools 
had  instruction  in  ethics. 

The  college  student,  says  Dr.  Gardiner, 
is  in  another  category.  More  mature 
emotional  control  has  been  achieved  and 
the  problems  of  human  genetics  and  human 
reproduction  are  talked  about  impersonally 
and  without  reserve.  If  the  previous  courses 
of  instruction  had  been  satisfactory,  the  most 
advantageous  teaching  in  college  groups 
would  be  through  discussion. 

The  above  represents,  of  course,  only  one 
of  several  medical  aspects  of  education  for 
marriage.  Any  course  which  broaches  the 
psychology  and  physiology  of  reproduction 
must  have  the  widest  contact  with  adult 
human  experience.  One  cannot  help  think- 
ing, for  example,  what  such  courses  properly 
conducted  might  accomplish  in  preventing  a 
social  misfortune  which  recently  drew  wide 
public  attention.  I refer  to  the  commission 
of  sex  crimes  against  women  and  children. 
The  Honorable  Austin  H.  MacCormick, 
Commissioner  of  Correction,  New  York 
City,  tells  us  that  from  August  1 to  Septem- 
ber 15  of  last  year  twice  as  many  men 
charged  with  sex  offenses  were  admitted  to 
Riker’s  Island  Penitentiary  as  during  the 
same  period  in  1936.  So  active  were  the 
police  and  the  public  in  their  search  for 
suspicious  actions  that  “for  a while,”  says 
Mr.  MacCormick,  “it  was  utterly  unsafe  to 
speak  to  a child  on  the  street  unless  one 
were  well-dressed  and  well-known  in  the 
neighborhood.  To  try  to  help  a lost  child, 
with  tears  streaming  down  its  face,  to  find 
its  way  home  would,  in  some  neighborhoods, 
cause  a mob  to  form  and  violence  to  be 
threatened.”  The  Commissioner  believes, 
as  surely  all  of  us  must  believe,  that  sex 
offenders  are  mental  patients  requiring  hos- 
pitalization rather  than  imprisonment  but 
since  there  is  no  room  in  our  hospitals  at 
present  for  these  cases  he  does  his  best  with 
the  facilities  provided  on  Riker's  Island. 
He  says,  “If  substantial  additions  could  be 
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made  to  our  psychiatric  staff,  we  could  do 
many  of  the  things  that  one  expects  of 
hospitals  or  clinics.”  He  has  some  hopes 
of  being  able  by  diagnosis  to  segregate  the 
small  minority  of  really  dangerous  sex 
offenders  but  the  treatment  of  the  large 
total  number  is  another  matter. 

This  brings  me  back  again  to  the  pos- 
sibilities of  adequate  education  for  mar- 
riage in  youth  and  I will  close  with  a last 
quotation  from  Commissioner  MacCormick. 
“Until  the  attitude  of  the  people  as  a whole 
toward  sex  is  more  rational,  until  it  can  be 


discussed  more  frankly  and  more  intelli- 
gently, until  people  realize  more  fully  what 
damage  repressions  and  complexes  and  mal- 
adjustments can  do  to  a normal  human 
mind,  and  until  we  approach  the  problem 
with  sustained  intelligence  rather  than  in 
bursts  of  occasional  hysteria,  we  must  expect 
sex  offenses  to  constitute  a major  problem 
for  society.”  * 


* MacCormick,  Austin  H.,  Honorable:  “New 
York’s  Present  Problem,”  Mental  Hygiene,  p.  4, 
January  1938. 


The  Effect  of  Contagious  Diseases  on  Tuberculosis 

An  attack  of  acute  contagious  disease  in  a child  infected  with  tubercle  bacillus  is  something 
nearly  every  physician  dreads.  It  has  long  been  taught  that  measles,  whooping  cough  and  influ- 
enza predispose  to  tuberculosis  and  aggravate  existing  clinical  tuberculosis.  It  is  also  com- 
monly said  that  the  acute  contagious  diseases,  particularly  measles,  depress  or  obliterate  the 
child’s  capacity  to  react  to  tuberculin.  These  opinions,  seldom  supported  by  convincing  facts, 
have  recently  been  challenged  J.  P.  Nalbant  reports  on  a study  made  of  118  children  conva- 
lescing from  tuberculosis  who  developed  acute  contagious  diseases  while  in  the  sanatorium. 


Several  writers  state  that  during  an  at- 
tack of  measles  the  tuberculin  test  becomes 
negative.  Some  assert  that  intercurrent 
infections,  particularly  measles,  stimulate 
activity  in  many  cases  of  tuberculosis.  In 
one  series  of  thirty-seven  cases  of  tuber- 
culous children  who  developed  measles,  the 
tuberculin  test  done  by  the  Pirquet  method 
showed  that  the  reaction  became  negative 
in  all  at  the  appearance  of  the  eruption, 
but  became  positive  again  in  half  of  them 
by  the  seventh  day.  Other  writers  express 
different  views.  Chadwick,  for  example, 
found  that  a group  of  tuberculous  children 
who  reacted  positively  to  tuberculin  showed 
no  change  roentgenologically  and  no  change 
in  their  tuberculin  reactions  during  and 
after  measles.  Berghoff  studied  596  cases 
of  measles  in  the  army  and  found  only  one 
case  of  frank  active  tuberculosis  following 
directly  after  measles  infection. 

Effect  of  Contagious  Diseases 
Exaggerated 

Scattered  studies  made  in  Europe  to  de- 
termine the  effect  of  whooping  cough, 
chickenpox,  scarlet  fever  and  measles  on 
the  tuberculin  reaction,  and  on  active  or 
inactive  tuberculous  lesions,  indicate  that 
the  effect  of  the  contagious  diseases  on 
tuberculosis  has  been  exaggerated  and  may 
be  very  doubtful.  This  supports  the  find- 
ings of  the  author  in  a study  made  at  the 
William  H.  Maybury  Sanatorium,  which 
included  forty-three  children  with  measles, 
thirty-nine  with  chickenpox,  sixteen  with 

Reprinted  by  permission  of  Tuberculosis  Ab- 
stracts, March  1938. 


whooping  cough,  thirteen  with  scarlet  fever, 
thirty  with  mumps,  and  six  with  diphtheria, 
making  a total  of  147  cases  of  acute  infec- 
tious disease  in  a group  of  118  children 
convalescing  from  pulmonary  tuberculosis 
of  the  childhood-type.  The  ages  of  the 
children  ranged  from  six  months  to  fifteen 
years.  All  had  x-ray  examinations  of  the 
chest  a short  time  before  the  onset  of  the 
contagious  disease  and  directly  after  the 
expiration  of  the  quarantine  period. 
Eighty-three  of  the  118  children  had  active 
pulmonary  tuberculosis  of  the  childhood- 
type;  the  remaining  thirty-five  had  quies- 
cent or  apparently  arrested  disease. 

In  four  of  the  forty-three  cases  of 
measles  the  intracutaneous  tuberculin  test 
with  Old  Tuberculin  became  negative  to  a 
dose  to  which  they  were  positive  before, 
but  were  again  positive  two  weeks  after 
the  disappearance  of  the  eruption.  Six 
cases,  showed  by  roentgenological  exam- 
ination, an  increase  in  the  pre-existing 
tuberculous  process  but  none  of  these  oc- 
curred in  less  than  one  month  after  the 
measles.  In  each  instance  the  exacerba- 
tion of  the  tuberculosis  was  an  evanescent 
occurrence  and  all  recovered  completely  in 
a few  months. 

Two  of  the  sixteen  children  with  whoop- 
ing cough  showed  exacerbation  of  the 
tuberculous  disease.  In  one  case  this  oc- 
curred during  the  course  of  whooping 
cough  but  subsided  promptly.  Three  of 
the  cases  of  chickenpox  experienced  exten- 
sions of  their  tuberculous  lesions:  none  of 
them  showed  anv  change  in  the  tuberculin 
reaction.  Of  the  twenty-five  children  with 
mumps,  twenty-four  were  positive  to  tuber- 
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culm  before  and  after  the  disease.  How- 
ever, a change  in  the  type  of  the  reaction 
was  noticed  in  several.  None  of  the 
mumps  patients  showed  reactivation  or  ex- 
acerbation of  their  tuberculosis. 

Of  the  thirteen  cases  with  scarlet  fever, 
only  one  showed  a spread  of  the  tubercu- 
lous process.  None  of  the  six  cases  of 
diphtheria  experienced  any  ill  effects  so  far 
as  their  tuberculosis  was  concerned.  The 
children  with  scarlet  fever  and  diphtheria 
were  not  tested  with  tuberculin. 

In  the  discussion,  the  author  points  out 
that  only  twelve  children  of  the  118  showed 
any  increase  in  the  tuberculous  lesions  dur- 
ing convalescence.  This  closely  parallels 
the  experience  of  similar  groups  of  patients 
whose  tuberculosis  was  not  complicated  by 
acute  contagious  diseases.  In  the  great 
majority  of  those  who  showed  increase  in 
tuberculosis,  the  extension  occurred  sev- 
eral weeks  after  the  intercurrent  disease 
had  subsided.  None  of  these  remissions 
occurred  in  quiescent  or  apparently  arrested 
lesions  showing  that  the  old  foci  were  not 
disturbed  by  the  intercurrent  contagious 
disease.  The  remissions  seen  in  the  active 
tuberculous  lesions  could  be  safely  consid- 
ered coincidental  and  unrelated  to  the  con- 
tagious disease. 

Very  little  evidence  was  found  to  support 
the  contention  that  measles  or  any  of  the 
other  contagious  infections  have  a depress- 


ing effect  on  the  body’s  capacity  to  react  to 
tuberculin.  In  the  majority  of  previous 
studies  the  Pirquet  method  was  employed 
for  giving  the  tuberculin  test.  This  may 
explain  the  apparent  discrepancy,  because 
the  Mantoux  test  which  is  more  precise, 
was  used  in  all  of  the  author’s  cases. 

Summary  and  Conclusions 

1.  A group  of  118  children  convalescing 
from  tuberculosis  who  developed  acute  con- 
tagious diseases  was  studied. 

2.  No  definite  evidence  was  found  to 
support  the  prevalent  belief  that  measles, 
chickenpox,  whooping  cough,  mumps,  scar- 
let fever  and  diphtheria  have  a deleterious 
effect  on  tuberculous  lesions  in  the  lungs  of 
children. 

3.  No  definite  evidence  was  found  to 
support  the  belief  that  the  above  diseases 
depress  allergy  to  tuberculin  in  a child  with 
healed  or  active  tuberculosis. 

4.  Further  data  were  discovered  to 
strengthen  the  contention  that  exacerbations 
or  remissions  are  fairly  common  occur- 
rences during  the  course  of  childhood-type 
tuberculosis  and  that  they  may  occur  in 
the  presence  or  absence  of  intercurrent  con- 
tagious diseases. 

Reference 

Nalbant,  J.  P.:  Amer.  Rev.  of  Tuber.,  De- 
cember 1937. 


DANGER  AHEAD 

A New  York  judge  recently  imposed  a 
fifteen-dollar  fine  for  passing  a red  light  on 
a motorist  who  admitted  illiteracy,  notes 
the  Medical  Week.  At  the  same  time  he 
criticized  severely  the  system  which  permits 
drivers  who  cannot  read  or  write  to  operate 
cars.  No  matter  how  competently  a motor- 
ist handles  his  machine,  he  is  not  a safe 
driver  if  he  cannot  read  certain  warning 
signs. 

In  technical  fields  allied  to  medicine  there 
is  a parallel  to  this  situation.  Many  reg- 
istered physiotherapists  consider  themselves 
qualified  to  practice  medicine  because  they 
can  operate  their  apparatus,  although  they 
are  completely  unable  to  read  danger  signals 
in  a patient’s  condition  or  make  a diagnosis. 
It  is  a sad  and  well-known  fact  that  physi- 
cians often  employ  commercial  x-ray  and 
clinical  laboratories  whose  technicians  do 
not  know  how  to  interpret  the  signs  set 
before  them. 

Whether  in  driving  or  medical  practice, 
a certain  amount  of  knowledge  is  necessary 


besides  mastery  of  an  inanimate  machine. 
It  is  doubtful,  however,  whether  the 
illiterate  motorist  is  nearly  as  dangerous  as 
the  lay  technician  who  takes  to  the  medical 
road  without  being  able  to  read  warning 
signs. 


St.  Faith’s  House  renders  a service  to 
the  unmarried  mother  for  a long  enough 
stay  to  insure  her  prenatal,  confinement,  and 
postnatal  care  and,  after  its  birth,  the  care 
of  the  baby. 

It  is  incorporated  under  the  Department 
of  Social  Welfare  of  New  York  State  and 
is  endorsed  by  the  Judges  of  the  Children’s 
Courts,  many  of  the  medical  profession  and 
various  well-known  organizations. 

To  be  admitted  to  the  house,  a girl  must 
be  white,  Protestant,  and  free  from  disease. 
Admissions  are  made  directly  through  the 
Worker-in-Charge,  at  St.  Faith’s  House, 
53  So.  Broadway,  Tarrytown-on-Hudson 
(Telephone  258). 

A report  of  the  house  will  be  furnished 
upon  request. 


ANNOUNCEMENT 


The  Annual  Banquet  of  the  Medical  Society  of  the  State  of  New  York 
will  be  held  on  Tuesday  evening,  May  10,  at  7 p.m.  in  the  Grand  Ballroom 
of  the  Waldorf-Astoria,  Park  Ave.  and  49th  St.  Subscriptions  will  be 
$5.00  per  person  (including  gratuities).  Tickets  to  be  collected  at  tables. 
An  excellent  menu  has  already  been  arranged.  Outstanding  speakers  and 
distinguished  guests  will  attend.  Fine  music  will  also  be  provided  includ- 
ing a fifteen-piece  orchestra  for  dancing  afterward.  As  it  is  only  possible 
to  conveniently  accommodate  about  eleven  hundred,  it  is  important  for  you 
to  send  your  subscriptions  early.  This  will  also  facilitate  the  work  of 
the  committee  in  arranging  for  the  seating  for  such  a large  number.  Will 
you,  therefore,  kindly  plan  now  for  the  number  of  guests,  with  names, 
whom  you  expect  to  include  in  your  party,  or  state  preference  of  persons 
with  whom  you  wish  to  be  seated.  Cocktails  will  be  served  at  the  assigned 
tables  in  the  Ballroom  upon  individual  order,  at  any  time  after  6 :45  p.m. 

Please  forward  checks  promptly , at  $5.00  per  cover  payable  to  Dr. 
Augustus  Harris,  2 East  103  Street,  New  York  City,  Chairman  Dinner 
Committee. 

Convention  Exhibits  will  be  illuminated 
and  open  to  display  until  10:30  p.m. 


To  Dr.  Augustus  Harris,  2 East  103  Street,  New  York  City. 

Enclosed  please  find  check  to  the  amount  of  $ for  . 

covers  for  the  Annual  Banquet. 

My  guests  will  be  


I wish  to  be  seated  with 


Signature 


THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 


Jefferson  County:  On  March  10  the 
Woman’s  Auxiliary  of  the  Jefferson  County 
Medical  Society  had  their  monthly  dinner 
meeting  at  the  Black  River  Valley  Club 
in  Watertown.  Thirty-six  members  were 
present. 

Mrs.  Harlow  G.  Farmer,  President,  pre- 
sided. Dr.  Charles  A.  Prudhon,  Secretary 
to  the  Jefferson  County  Medical  Society, 
spoke  on  Legislature  trends.  Dr.  John  M. 
Rice,  Chairman  of  the  Legislature  Com- 
mittee, spoke  on  current  legislation  before 
the  New  York  Legislature.  Members  were 
asked  to  write  their  representative  in  the 
New  York  State  Legislature  concerning  the 
bill  before  the  Legislature. 

It  was  decided  to  write  letters  approving 
the  Nurse  Practice  Act,  Physicians  Lien 
bill,  the  Esquirol-Hawkins  Radiology  bill, 
and  disapproving  the  Peterson  Chiropractor 
bill,  the  Health  Insurance  bill,  and  the  Feld 
Medical  Licensure  bill. 

Mrs.  Walter  Fox  Smith,  who  attended 
an  Auxiliary  meeting  in  Syracuse,  read 
Doctor  Goodrich’s  address  on  Preventive 
Medicine  entitled  “Beauty  and  Health.” 

Rockland  County  : The  Woman’s 

Auxiliary  of  Rockland  County  held  its 
regular  monthly  meeting  on  March  16  at 
the  Hotel  St.  George  in  Nyack. 

In  the  absence  of  Mrs.  R.  F.  Sengstacken, 
Chairman  of  legislative  affairs,  Mrs.  J.  C. 
Dingman  gave  a report  of  the  recent  recom- 
mendations sent  by  the  Auxiliary  to  the 
State  Legislature  relative  to  subjects  per- 
taining to  medical  interests. 

Mrs.  S.  W.  S.  Toms,  who  as  State  Chair- 
man of  public  relations  had  attended  the 
recent  Executive  Board  Meeting  in  Syra- 
cuse, gave  a report  of  this  meeting. 

Mrs.  A.  N.  Selman,  President,  appointed 
Mrs.  John  J.  Rooney,  Jr.,  to  serve  on  the 
State  Publicity  Committee  during  the  State 
Convention  in  New  York  City  in  May. 

Suffolk  County:  Mrs.  William  Barn- 
hardt  of  Islip  was  honored  on  March  21 
at  the  Stirrup  Cup  Castle,  Oakdale,  at  a 
testimonial  luncheon  given  by  the  Woman’s 
Auxiliary  to  the  Suffolk  Medical  Society. 
She  was  presented  with  an  attractive  bou- 
quet of  roses  by  Mrs.  Stanley  P.  Jones 
who  expressed  the  esteem  of  the  Society 
for  Mrs.  Barnhardt’s  long  and  interested 
service  as  past  president. 

Mrs.  S.  K.  Oxholm  outlined  in  an  inter- 
esting manner  the  history  of  medicine  and 
surgery.  She  spoke  of  the  highlights 


through  the  ages  from  many  years  before 
Christ  to  the  present  time. 

An  amusing  recitation  was  given  by  Mrs. 
E.  Raymond  Hildreth. 

Mrs.  John  L.  Bauer  read  a delightful 
poem  written  by  Mrs.  Barnhardt  entitled 
“God’s  Poem.” 

Queens  County:  The  fifth  anniversary 
of  the  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  County  of  Queens  was  cele- 
brated by  a tea  on  March  23  at  the  Society 
Building  in  Forest  Hills. 

Among  those  guests  who  were  welcomed 
by  the  President,  Mrs.  Elmer  Kleefield, 
were:  Mrs.  Frederic  E.  Elliott,  President 
of  the  Kings  County  Auxiliary;  Mrs.  Stan- 
ley P.  Jones,  President  of  Suffolk  County 
Auxiliary;  Mrs.  Luther  H.  Kice,  Chairman 
of  Legislative  Committee  of  the  State 
Auxiliary;  Mrs.  Henry  Hirsch,  Recording 
Secretary  of  the  State  Auxiliary,  and  Mrs. 
Milton  B.  Bergmann,  Publicity  Chairman 
of  the  State  Auxiliary. 

Letter  from  Mrs.  Edwin  A.  Griffin, 
Convention  Chairman:  With  winter  fast 
slipping  away,  in  a few  days  we  shall  look 
for  the  return  of  the  birds  and  the  smell 
of  soft  damp  earth  and  then  our  plans  shall 
be  for  happy  days  ahead.  Yes,  we  are  plan- 
ning for  four  very  happy  days  ahead.  Our 
State  Convention  will  be  held  at  the  Wal- 
dorf-Astoria Hotel,  New  York  City,  May 
9-12  in  conjunction  with  the  132nd  annual 
meeting  of  the  Medical  Society  of  the  State 
of  New  York.  Your  State  President,  Mrs. 
Francis  R.  Irving  of  Syracuse  met  me  this 
week  to  make  plans  and  we  have  many  good 
times  in  store  for  you  whether  you  are  an 
Auxiliary  Member  or  not.  If  your  thoughts 
will  just  turn  to  the  Waldorf-Astoria  and 
if  you  will  keep  May  9-12  in  mind  I am  sure 
you  will  find  many  friends,  both  old  and 
new.  Interesting  meetings  to  attend  and 
our  Hobby  Show,  which  compares  most 
favorably  with  any  to  be  seen  anywhere 
at  any  time  will  occupy  an  hour  or  more  of 
your  time.  We  have  a delegates  dinner  on 
Monday  night  to  which  we  cordially  in- 
vite all  physicians  wives  and  their  friends. 
But  I shall  not  tell  you  all  our  secrets  at 
the  present  time.  Please  keep  the  dates  with 
a big  red  line  around  them  and  come  and 
register  with  “The  Woman’s  Auxiliary  to 
the  Medical  Society  of  the  State  of  New 
York.” 
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Albany  County 

William  F.  Rienhof,  M.D.,  F.A.C.S., 
Associate  Professor  of  Surgery  at  the  Johns 
Hopkins  Medical  School,  addressed  the 
Medical  Society  of  the  County  of  Albany 
on  March  23  on  “Carcinoma  of  the  Lung 
and  Allied  Conditions.” 

Bronx  County 

The  Bronx  County  Medical  Society,  at 
its  meeting  on  March  16,  listened  to  the 
following  program  on  Medical  Assistance 
to  the  Indigent: 

“Medical  Care  at  the  Crossroads,”  by 
Dr.  E.  C.  Woods,  Chairman,  Public  Rela- 
tions Committee,  Westchester  Medical  So- 
ciety. Discussion  was  by  Dr.  Augustus 
Hambrook,  Chairman,  Public  Relations 
Committee,  State  Medical  Society;  Dr. 
Jackson  Davis,  Medical  Officer,  State  De- 
partment Social  Welfare,  and  Dr.  J.  B. 
Schwedel. 

Chautauqua  County 

The  spring  meeting  of  the  Chautauqua 
County  Medical  Society  was  held  at  Dun- 
kirk on  March  16,  nearly  fifty  physicians 
and  surgeons  from  all  parts  of  the  county 
attending  the  conference  at  Hotel  Francis. 

Dinner  was  served  and  a scientific  ses- 
sion and  business  meeting  followed.  Dr. 
Clive  E.  Hallenbeck  presided. 

Dr.  D.  K.  Kitchen  of  Detroit,  Mich.,  the 
principal  speaker,  told  of  recent  advances 
in  the  use  of  endrocrine  products  in  thera- 
peutics of  glands  of  internal  secretion. . A 
motion  picture  showing  the  technic  of  spinal 
anesthesia  was  shown  and  a general  discus- 
sion followed. 

Standing  orders  for  public  health  nurses, 
suggested  by  the  State  Medical  Society, 
were  discussed  and  adopted. 

Chemung  County 

Dr.  Adolph  Rostenberg,  Jr.,  addressed 
the  Chemung  County  Medical  Society  on 
March  17  on  allergy  and  its  relation  to 
dermatology,  with  lantern  slides.  On  March 
24  Dr.  Anthony  Cipollaro  spoke  on  cuta- 
neous tuberculosis. 

Cortland  County 

The  Cortland  County  Medical  So- 
ciety met  on  March  18  at  Hotel  Cortland. 
Dr.  I.  H.  Levy  presented  a paper  on 
“Lesions  of  Opening  of  the  Stomach,  Benign 


and  Malignant.”  Dr.  J.  E.  Wattenburg  and 
Dr.  C.  J.  Kelley  led  the  discussion. 

Erie  County 

Recent  complaints  of  private  physi- 
cians concerning  alleged  abuses  of  the  facili- 
ties of  the  State  Institute  for  the  Study 
of  Malignant  Diseases  are  unjustified,  The 
Committee  on  Economics  of  the  Medical  So- 
ciety of  the  County  of  Erie  decided  on 
March  7,  following  a forum  meeting  in  the 
society’s  offices. 

Dr.  Burton  T.  Simpson,  head  of  the  in- 
stitute, informed  the  physicians  that  under 
present  rules  no  case  is  admitted  to  the  in- 
stitute without  a letter  from  a doctor;  that 
cases  needing  surgery  are  referred  back  to 
family  physicians;  that  no  cases  are  ad- 
mitted where  cancer  is  not  suspected;  that 
more  than  nine-tenths  of  the  patients  are 
unable  to  pay  for  treatment,  and  that  no 
hopeless  cases  are  accepted. 

Dr.  L.  Franklin  Anderson,  Chairman  of 
the  committee  on  economics,  presided. 

Fulton  County 

Dr.  William  T.  Doran,  of  Bellevue 
Hospital,  New  York,  delivered  an  interest- 
ing paper  on  “Intra-abdominal  Conditions 
Due  to  Trauma,”  at  the  meeting  of  the 
Medical  Society  of  Fulton  County,  Glovers- 
ville,  on  March  18.  The  paper  was  of  in- 
terest to  all,  particularly  since  it  was 
presented  in  such  a practical  manner.  A 
number  of  clinical  examples  with  x-ray 
findings  were  cited  by  the  doctor.  He  also 
showed  a number  of  photographs  of  sev- 
eral cases  of  unusual  rarity  that  he  had 
had  opportunity  to  see. 

Following  the  paper,  Dr.  W.  J.  Kennedy, 
Urologist  at  Nathan  Littauer  Hospital,  gave 
a brief  discussion  of  pathological  condi- 
tions of  the  kidney  and  bladder  also  due 
to  trauma. 

The  officers  of  the  Society  for  1938  are 
as  follows:  President,  H.  H.  Oaksford; 
Vice-president,  J.  A.  Shannon;  Secretary, 
Louis  Tremante;  Treasurer,  J.  D.  Vedder; 
Board  of  Censors,  Woodard  Shaw,  W.  J. 
Kennedy  and  S.  J.  Colton;  Delegate  to  State 
Society,  S.  C.  Clemans;  Alternate,  Claude 
Bledsoe. — Reported  by  Louis  Tremante, 
Secretary. 

Jefferson  County 

Dr.  Howard  N.  Cooper  returned  home 
on  March  18  after  a 12,000  mile  trip  that 
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took  him  to  Manaos,  in  the  heart  of  the 
Brazil  jungle,  1,000  miles  up  the  Amazon. 
He  was  away  less  than  three  weeks,  most 
of  his  journey  being  by  plane. 

Although  on  a vacation,  the  surgeon  was 
called  into  duty  about  twenty  miles  from 
Manaos  when  he  found  an  Indian  with 
a dislocated  shoulder.  The  shoulder  had 
been  dislocated  a couple  of  days  before  and 
was  reduced  by  Dr.  Cooper. 

“Medical  conditions  in  the  Amazon  val- 
ley are  very  primitive,”  the  doctor  said. 
“The  people  are  frightfully  jealous  of  their 
own  national  independence  and  an  Ameri- 
can can  never  get  a license  to  practice 
medicine  there.” 

About  ten  miles  from  Para,  Dr.  Cooper 
visited  a colony  for  leprosy  victims  and 
said  there  were  about  1,500  in  the  camp. 
“Nothing  is  being  done  to  cure  the  victims,” 
he  remarked.  “They  are  just  left  in  the 
colonies  to  die.”  There  are  three  colonies. 

Kings  County 

Industrial  medicine  and  its  relation 
to  the  employe  and  employer  were  discussed 
on  March  15  at  a meeting  of  150  members 
of  the  Medical  Society  of  Kings  County. 
Speakers  were  Dr.  Cassius  H.  Watson  and 
Dr.  Marion  B.  Sulzberger  of  Manhattan 
and  Dr.  Clarence  D.  Selby  of  Detroit. 

The  Alumni  Association  of  the  Long 
Island  College  of  Medicine  will  hold  their 
Annual  Alumni  Day  activities  on  April  30. 
The  following  program  has  been  arranged: 

11 :00  In  Clinical  Hall,  Polhemus,  “Gastro- 
intestinal Carcinoma”  by  Dr.  Albert  F.  R. 
Andresen,  ’07. 

12:45:  Annual  Luncheon  in  the  Hospital. 

1 :30 : “The  Evolutionary  Perspective  of 

Syphilis”  by  Captain  Richmond  C.  Holcomb, 
M.C.,  U.S.N.,  ’96. 

2:30:  Annual  Business  Meeting. 

7 :00 : Annual  Dinner  of  the  Association, 
Columbus  Club,  Prospect  Park  West  and  Union 
Street.  Speaker  of  the  evening,  Honorable 
Frank  Hague,  Mayor  of  Jersey  City. 

The  South  Brooklyn  Medical  Society 
returned  to  the  attack  on  the  WPA  methods 
of  treating  the  sick  in  public  clinics  in  a 
report  issued  on  March  12.  While  hordes 
of  needy  sufferers  here  submit  to  the  rav- 
ages of  disease  rather  than  face  personal 
treatment  in  open  clinics,  the  borough 
physicians  protested,  they  themselves  are 
being  squeezed  out  of  practice  by  the  same 
sort  of  “unfair  competitive  tactics”  which 
stirred  the  wrath  of  the  business  world. 
They  urge  that  the  authorities  abandon  the 
mass  treatment  scheme  by  returning  the 
impoverished  patients  to  their  family  physi- 


cians who  have  intimate  knowledge  of  case 
histories. 

Dr.  John  J.  Jennings,  press  reference 
committee  chairman  of  the  Kings  County 
Medical  Society,  admitted  to  an  interviewer 
that  these  contentions  reflect  the  attitude 
of  “a  fair  proportion  of  all  the  doctors  in 
Brooklyn.” 

Personnel  of  the  Works  Progress  Admin- 
istration set-up,  the  medical  society  spokes- 
man declared,  consists  in  the  main  of  doc- 
tors “who  have  been  unable  to  meet  the 
competition  of  their  fellow  medical  men 
and  are  willing  to  accept  a weekly  salary 
of  $29.50  a week.” 

“The  family  physician’s  office  is  open 
twenty-four  hours  a day,”  states  the  re- 
port. “These  medical  men  represent  the 
best  the  public  may  have  in  medical  care. 

“Our  government  instead  insists  on  imme- 
diately flip-flopping  into  its  own  set-up ; 
spends  large  sums  for  buildings ; puts  a 
few  doctors  in  charge ; a clerical  force  is 
created,  and  then  gets  to  work  in  an  effort 
to  save  lives  and  bring  sound  health  to 
the  needy.  All  this  disregards  the  trained 
medical  practitioner  who,  without  the  aid 
of  social  service  investigators,  has  intimate 
knowledge  of  the  families  he  treats.” 

The  report  is  the  result  of  a survey  by 
a committee  of  three,  Dr.  Sylvester  Mc- 
Namara, Dr.  John  J.  Sheehy  and  Dr.  Pas- 
quale  J.  Imperato,  prepared  in  answer  to 
a report  issued  by  the  Public  Health  Service 
in  Washington,  which  cited  “the  need  and 
occasion  for  development  of  a national 
health  program.” 

Of  the  public  syphilis  clinics  the  report 
remarks : 

“It  does  not  dawn  upon  the  authorities 
that  these  thousands  of  young  men  and 
women  suffering  from  social  disease  feel 
too  ashamed  to  congregate  with  others, 
sitting  in  line  as  they  wait  for  their  Was- 
serman  tests  to  be  taken;  or  to  be  treated 
for  syphilis,  knowing  that  all  the  others 
in  the  room  are  victims  of  the  same  disease, 
living  in  the  same  community.  They  fear 
these  others  may  gossip  and  spread  their 
shame  about  the  community.” 

The  Government,  according  to  the  report, 
does  not  take  advantage  of  thousands  of 
private  offices  where  people  thus  afflicted 
may  go  for  treatment  in  privacy.  Unless 
conditions  are  changed,  it  predicted,  there 
will  be  a heavy  increase  in  the  number  of 
social  disease  cases  resorting  to  self-medi- 
cation and  quackery. 

Madison  County 

Dr.  Otto  Pfaff,  dean  of  Madison 
County  physicians,  and  prominently  known 
throughout  the  state  in  medical  and  polit- 
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ical  circles,  was  publicly  acclaimed  Oneida’s 
No.  1 citizen  for  civic  leadership  and 
humanitarian  work  on  March  10  as  250 
county  and  municipal  leaders  and  personal 
friends  jammed  the  Elks  Temple  in  Oneida 
for  the  testimonial  banquet. 

The  dinner  was  in  commemoration  of 
the  fiftieth  anniversary  of  Dr.  Pfaff’s  grad- 
uation from  the  New  York  College  of 
Medicine.  He  began  his  practice  at  Turin, 
Lewis  County. 

Six  speakers,  including  William  F.  San- 
try,  former  City  Judge,  who  acted  as  toast- 
master, lauded  Dr.  Pfaff  for  his  work  to 
fellowmen.  Many  congratulatory  letters 
and  telegrams  from  Governor  Lehman, 
Postmaster  General  Farley,  and  other  na- 
tional and  state  leaders,  were  read. 

Monroe  County 

The  Medical  Society  of  the  County 
of  Monroe  announced  on  March  16  a pro- 
gram to  prevent  deaths  from  childbirth  of 
100  more  babies  and  10  more  mothers  a 
year  in  city  and  county. 

The  announcement  Followed  on  the  heels 
of  a report  that  the  county  has  a maternal 
death  rate  below  the  national  average. 

Dr.  Charles  A.  Gordon,  chairman  of 
the  State  Medical  Society’s  committee  on 
maternal  welfare,  commended  the  county 
maternal  welfare  committee  for  this  record. 

Based  on  a five-year  study  by  county 
committee  members,  the  new  program  is 
designed  to  secure  cooperation  of  the 
parents  to: 

1.  Use  nursing  services  more. 

2.  Pay  more  attention  to  eugenics  and 
less  to  birth  control. 

3.  Realize  the  responsibility  of  “pater- 
nity as  well  as  “maternity. 

Local  and  state  health  departments,  hos- 
pitals and  dispensaries,  the  Public  Health 
Nursing  Association  and  the  Tuberculosis 
and  Health  Association  will  cooperate  in 
this  educational  effort.  Special  attention 
will  be  given  to  an  attempt  to  reduce  the 
infections  due  to  blood  poisoning  and  to 
increase  clinic  facilities  in  rural  areas. 

New  York  County 

New  death  certificate  forms  on  which 
physicians  will  be  required  to  make  con- 
fidential reports  in  detail  on  the  causes 
of  patients’  deaths,  are  being-  prepared  for 
use  in  New  York  City. 

Dr.  John  L.  Rice,  Health  Commissioner, 
said  the  forms  will  be  tried  out  first  in 
Manhattan  and  the  Bronx,  but  will  be  in- 
stituted shortly  in  Queens. 

They  were  drawn  up,  Dr.  Rice  said,  with 
the  aid  of  the  Queens  County  Medical 
Society  and  other  county  medical  groups, 


and  are  expected  to  lead  to  more  frank 
reports  on  deaths. 

The  present  forms,  it  was  pointed  out, 
have  a place  on  the  front  for  such  informa- 
tion, and  doctors  often  hesitated  to  tell  all 
the  truth  about  what  caused  a patient’s 
death.  The  new  forms,  however,  have  a 
separate  section  devoted  entirely  to  causes 
of  death. 

This  section  is  to  be  kept  strictly  con- 
fidential, Dr.  Rice  said,  and  may  not  even 
be  used  in  court  cases. 

President  Nicholas  Murray  Butler 
of  Columbia  University  will  speak  at  the 
New  York  Academy  of  Medicine  on  April 
28  at  8:15  on  “Medicine  and  the  Progress 
of  Civilization.” 

Dr.  Charles  M.  McDowell  and  Dr. 
Orlando  S.  Ritch,  both  graduated  from 
New  York  Medical  College,  then  called  New 
York  Homeopathic  Medical  College,  in  1878, 
received  gold  medals  on  March  9 at  a 
luncheon  at  the  college,  York  Avenue  and 
Sixty-fourth  Street.  The  medals  were  in- 
scribed : “In  recognition  of  sixty  years  of 
faithful  service  to  our  alma  mater  and  to 
humanity.”  Dr.  McDowell  is  professor 
emeritus  of  physiology,  and  Dr.  Ritch  is 
a trustee. 

Dr.  Emanuel  Libman,  diagnostician  and 
contemporary  of  the  late  Dr.  Harlow 
Brooks,  will  read  the  Harlow  Brooks  me- 
morial lecture  at  the  meeting  of  the  Wash- 
ington Square  Medical  Society  on  April  28. 

Control  of  syphilis  was  the  topic  at 
the  meeting  of  the  Medical  Society  of  the 
County  of  New  York  on  March  28.  The 
speakers  were  Drs.  David  J.  Kaliski,  Thomas 
Parran,  Jr.,  Surgeon  General,  George  Miller 
MacKee,  and  Howard  Fox. 

Niagara  County 

The  regular  meeting  of  the  Medical 
Society  of  the  County  of  Niagara  was  held 
March  8 at  the  Hotel  Niagara,  Niagara 
Falls.  Dr.  Vincent  D.  Leone,  President, 
presided.  As  chairman  of  the  Subcommit- 
tee on  Pneumonia  and  Syphilis  Control,  Dr. 
E.  E.  Gillick  spoke  regarding  “The  Control 
of  Syphilis.”  It  was  decided  that  a list  of 
speakers  should  be  prepared  to  be  made 
available  to  the  public  for  the  syphilis 
campaign. 

Dr.  Burton  G.  Simpson,  of  the  State 
Institute  for  the  Study  of  Malignant  Dis- 
ease at  Buffalo,  spoke  on  “The  Recent  Ad- 
vances in  the  Etiology  of  Cancer.” 

Reported  by  Forrest  W.  Barry,  M.D. 

Secretary 
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Onondaga  County 

Physicians  mingled  with  engineers  at 
the  meeting  of  the  Technology  club  on  the 
roofgarden  of  the  Onondaga  on  March  14, 
when  a symposium  on  “Public  Health”  was 
presented  under  auspices  of  Syracuse  sec- 
tion, American  Society  of  Civil  Engineers, 
in  conjunction  with  the  Onondaga  County 
Medical  society. 

Dr.  O.  W.  H.  Mitchell,  president  of  the 
medical  society  and  professor  of  public 
health  in  College  of  Medicine,  Syracuse  uni- 
versity, presided  over  the  discussion.  Earl 
F.  O’Brien  is  president  of  the  ASCE. 

Dr.  Phillip  J.  Raffle,  district  state  health 
officer,  opened  the  symposium  by  outlining 
the  work  of  his  department.  Dr.  H.  Burton 
Doust,  city  health  commissioner,  discussed 
the  operation  of  his  department,  recognized 
as  one  of  the  highest  standing  in  the 
country.  The  third  speaker  was  Anselo  F. 
Dappert,  principal  sanitary  engineer  of  the 
state  division  of  sanitation. 

A speaker  from  the  Syracuse  Chamber 
of  Commerce  public  health  committee  will 
discuss  “Auto  Accidents  as  Related  to 
Health”  at  a meeting  of  Syracuse  Acad- 
emy of  Medicine,  April  19.  Announcement 
of  the  talk  was  made  by  Dr.  D.  F.  Gillette, 
chairman  of  the  chamber’s  special  commit- 
tee on  health  factors  in  traffic  accidents. 

The  group  met  on  March  17  in  a further 
study  of  how  much  physical  defects  con- 
tribute to  accidents.  Continued  study  was 
recommended  since  the  committee  has  found 
official  records  do  not  give  details  on  the 
physical  status  of  drivers  involved  in  mis- 
haps. 

Dr.  Mary  R.  Lakeman  of  Rochester, 
State  commander  of  the  Women’s  Field 
Army  for  the  Control  of  Cancer,  told  fifty 
upstate  women  in  an  Army  campaign  meet- 
ing in  the  Mizpah  Auditorium,  Syracuse, 
on  March  11,  that  cancer,  now  the  nation’s 
second  greatest  cause  of  death,  would  be 
under  full  control  within  a generation. 

The  former  executive  of  the  Massachu- 
setts State  Health  Department  spoke  as 
leaders  of  the  Army  from  seven  counties 
mapped  plans  to  raise  $2,600  in  Syracuse 
and  more  than  $100,000  in  the  State  dur- 
ing April,  to  carry  on  an  educational  cam- 
paign for  cancer  control.  The  money  will 
be  raised  by  subscription. 

Clubwomen  from  the  Army’s  fifth  dis- 
trict, including  Onondaga,  Oswego,  Oneida, 
Lewis,  Jefferson,  Madison  and  Herkimer 
Counties,  attended  the  session  and  heard 
addresses  by  Dr.  George  Price,  chairman 
of  the  cancer  committee  of  the  Onondaga 
Medical  Society,  Dr.  Nathan  P.  Sears,  Dr. 


Donald  S.  Childs  and  Mrs.  Alexander  S. 
Oberlander,  president  of  the  Syracuse  Fed- 
eration of  Women’s  Clubs. 

Oswego  County 

Disagreement  between  members  of  the 
Oswego  Academy  of  Medicine,  serving  as 
members  of  the  surgical  and  medical  staff 
of  Oswego  Hospital  and  the  city  of  Oswego, 
relative  to  fees  charged  for  care  of  welfare 
patients,  sent  to  the  Oswego  Hospital  for 
hospitalization,  prevailing  for  the  past  eight- 
een months,  are  on  the  way  to  a settlement 
satisfactory  to  all  concerned,  according  to 
accounts  in  the  Oswego  newspapers. 

Mayor  Willard  J.  Hall,  for  the  Hospital, 
over  a period  of  several  months,  had  been 
negotiating  with  a committee  representing 
the  Academy  of  Medicine,  consisting  of  Dr. 
J.  F.  Burden,  Dr.  J.  T.  Dwyer  and  Dr.  C. 
Kenneth  Elder,  and  a final  meeting  was 
held  at  the  Mayor’s  office,  City  Hall,  on 
March  15,  when  terms  of  an  agreement  on 
fees  were  worked  out  satisfactorily. 

The  Hospital  will  continue  to  receive  $4 
per  patient  day,  as  it  has  in  the  past  eighteen 
months,  since  the  physicians  attending  wel- 
fare patients  resigned  as  members  of  the 
Hospital  staff.  Oswego  Hospital  has  had 
no  official  staff  since  the  wholesale  resig- 
nation, but,  at  the  present  time,  since  the 
resignation,  a staff  has  been  functioning, 
under  administration  of  the  Academy  of 
Medicine,  members  of  which  rotated  services 
in  the  operating  room  and  wards,  on  a 
three  months’  service  basis,  much  as  had 
been  done  previously  under  Hospital  direc- 
tion of  the  staff. 

There  was  no  indication,  said  the  Mayor, 
who  also  is  president  of  Oswego  Hospital, 
that  this  system  would  be  changed  immedi- 
ately, and  the  Hospital  organize  a new 
medical  and  surgical  staff. 

The  agreement  will  somewhat  reduce 
costs  to  the  city  for  operations  on,  and  care 
of  welfare  patients.  A schedule  of  fees  for 
operations  will  be  set  up,  on  an  equitable 
basis  and  it  was  expected  later  the  Academy 
of  Medicine  would  ratify  the  proposition  to 
be  adopted  by  the  Welfare  Department. 

Queens  County 

An  interesting  paper  by  Frank  H. 
Lahey,  M.D.,  on  gastric  and  duodenal 
ulcer,  was  presented  at  the  meeting  of  the 
Medical  Society  of  the  County  of  Queens 
on  March  29,  and  a paper  on  diphtheria 
mortality  was  presented  by  Samuel  Frant, 
M.D. 

A joint  meeting  of  the  Medical  Society 
of  the  County  of  Queens  and  the  pharmaceu- 
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tical  associations  of  the  county  was  held  at 
the  society’s  building  on  April  6. 

Dr.  Adolph  George  DeSanctis  of  Man- 
hattan addressed  the  Rockaway  Medical 
Society  on  March  10  at  the  monthly  meet- 
ing in  the  Inwood  Country  Club.  Dr. 
Louis  A.  Sarrow,  the  president,  presided. 
Preceding  the  meeting  a dinner  in  honor  of 
the  speaker  was  held. 

The  open  meeting  of  the  Queensboro 
Surgical  Society  will  be  held  in  the  Audi- 
torium of  the  Medical  Society  Building  on 
April  28,  at  9 p.m.  John  E.  Jennings,  M.D., 
F.A.C.S.  will  be  the  guest  speaker. 

The  meeting  will  be  preceded  by  the 
Annual  Dinner. 

Rensselaer  County 

The  Community  Chest  drive  was  out- 
lined to  the  Rensselaer  County  Medical  So- 
ciety at  its  meeting  on  March  8,  in  the  Troy 
Health  Center  by  Louis  A.  Serene,  secretary 
of  the  Troy  Council  of  Social  Agencies. 

Other  items  on  the  agenda  included  a 
medical  paper,  “Posterior  Presentations”  by 
Dr.  John  F.  Connor.  Discussion  on  the 
paper  was  led  by  Dr.  J.  H.  F.  Coughlin, 
Dr.  William  B.  D.  VanAuken,  Dr.  Charles 
R.  Lewis  and  Dr.  Douglas  A.  Calhoun. 

The  meeting  also  heard  a report  from  the 
society’s  compensation  and  arbitration  com- 
mittee. 

Steuben  County 

With  the  program  dealing  chiefly  with 
gynecological  technic,  the  Steuben  County 
Medical  Society  met  in  Corning  on  March 
10  for  its  spring  session.  About  thirty-five 
physicians  attended. 

Following  luncheon  the  business  meeting 
and  program  was  presented  in  the  Corning 
Club. 

Mrs.  Herbert  L.  Beecher  of  Livonia,  dis- 
trict manager  for  the  Women’s  Field  Army 
for  Cancer  Prevention  described  the 
women’s  campaign  against  cancer. 

The  principal  talk  was  given  by  Dr. 
Chester  S.  Clark  of  the  department  of 
gynecology,  Syracuse  University,  on  “Mis- 
placements of  the  Uterus.” 

Sullivan  County 

The  Medical  Society  of  the  County  of 
Sullivan  arranged  a course  of  nine  lectures 
for  its  members,  to  be  given  each  Wednes- 
day night  beginning  March  9 and  continu- 
ing until  May  4.  The  courses  on  Dermatol- 
ogy and  Syphilology  as  given  for  the  most 
part  to  postgraduate  students  at  Columbia 


University,  are  being  brought  directly  to 
Sullivan  County. 

Four  of  the  lectures  are  scheduled  for 
Monticello,  four  for  Liberty,  one  at  Loomis 
and  one  at  the  Woodbourne  Institute  for 
Mental  Delinquents  at  Woodbourne. 

Officers  of  the  County  Medical  Society 
are  Dr.  Harry  Golembe,  president;  Dr. 
Ralph  S.  Breakey,  vice-president , and  Dr. 
Deming  S.  Payne,  secretary-treasurer. 

Warren  County 

Dr.  Norman  Jolliffe  of  the  Department 
of  Medicine  at  New  York  University  and 
Bellevue  Hospital  Medical  College  was 
guest  speaker  at  a meeting  of  the  Glens 
Falls  Academy  of  Medicine  on  March  18  at 
the  Crandall  Library.  He  discussed  “Clin- 
ical Aspects  of  Vitamin  B-l  Deficiency.” 
Much  of  Dr.  Jolliffe’s  work  on  B-l  has  been 
done  in  chronic  alcoholism  centering  about 
a study  of  the  effect  of  the  vitamin  on 
peripheral  polyneuritis  in  this  condition. 

Westchester  County 

The  Westchester  County  Medical 
Society  forwarded  a recommendation  to  the 
State  Medical  Society  on  March  15,  that 
in  view  of  the  success  of  the  Associated 
Hospital  Service  Plan  and  of  the  current 
promotion  of  other  private  insurance  plans, 
“it  is  more  than  ever  desirable  that  the 
State  Medical  Society  prosecute  with  all 
possible  speed  its  plan  for  the  eventual 
establishment  of  a program  of  voluntary 
non-profit  medical  expense  insurance  for 
persons  in  the  lower-income  groups,  and 
operated  under  the  four  basic  principles 
which  have  been  stated  and  adopted  by  this 
society.” 

The  four  basic  principles  referred  to  were 
incorporated  in  a statement  adopted  by  the 
Westchester  County  Society  in  January.  It 
was  then  declared  that  organized  medicine 
should  favor  any  program  to  make  medical 
care  more  available  than  at  present  by  im- 
proved economic  arrangements ; that  lay 
agencies  should  confine  their  functions  to 
the  non-medical  aspects  of  any  plan  for  such 
purpose;  that  the  medical  aspects  of  such  a 
plan  should  be  absolutely  and  solely  in  the 
hands  of  the  medical  profession;  and  that 
these  two  functions  should  be  kept  clearly 
inviolate  and  the  status  of  the  medical  pro- 
fession firmly  established  by  suitable  legis- 
lation. 

Although  the  Westchester  County  Medical 
Society  has  thus  endorsed  the  principle  of 
voluntary  non-profit  insurance  against 
medical  expenses,  a spokesman  said  that 
the  society  is  more  than  ever  opposed  to 
compulsory  health  insurance  under  govern- 
mental auspices. 
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Dale  Carnegie  Tells  How  to  Raise  Hospital  Funds 


No  less  an  expert  than  Dale  Carnegie, 
who  wrote  “How  to  Make  Friends  and 
Influence  People,”  was  Chairman  of  the 
Speakers  Bureau  in  the  recent  United  Hos- 
pital Fund  Drive  which  scored  a smashing 
victory  in  New  York  City.  He  wrote  a 
small  four-page  folder  to  help  the  money- 
raisers  extract  the  needful  from  the  kind 
contributors  who  after  all  were  really  the 
ones  who  made  the  campaign  a big  success. 
It  is  well  worth  preserving  by  hospital 
officials  who  may  sometime  be  planning  a 
drive.  Here  it  is,  entitled,  “How  to  Win 
Prospects 

The  eight  ways  to  help  win  people  to  your 
way  of  thinking  which  I outlined  in  my  book, 
are  the  same  eight  ways  to  help  win  gifts  for 
the  support  of  the  essential  health  services  pro- 
tecting the  people  of  New  York. 

Briefly  repeated,  these  are  as  follows. 

1.  The  only  way  to  get  the  best  of  an  argu- 
ment is  to  avoid  it. 

2.  Show  respect  for  the  other  person’s  opin- 
ion. Never  tell  a man  he  is  wrong. 

3.  If  you  are  wrong,  admit  it  quickly  and 
emphatically. 

4.  Begin  in  a friendly  way. 

5.  Get  the  other  person  saying  “yes-yes” 
immediately. 

6.  Let  the  other  man  do  most  of  the  talking. 

7.  Try  honestly  to  see  things  from  the  other 
person’s  point  of  view. 

8.  Let  the  other  man  feel  that  the  idea  is 
his,  not  yours. 

As  far  as  gift  solicitation  goes,  these  eight 
general  methods  of  dealing  with  people  may 
be  narrowed  down  to  five  specific  goals  you 
will  be  shooting  at.  The  goals  will  have  to  be 
reached  one  after  the  other,  so  I have  attempted 
to  list  them  below. 

First — Know  the  facts.  You  know  what  the 
hospitals  are  and  what  they  do.  You  know 
how  they  protect  the  community’s  health.  You 
know  the  broader  program  of  health  protection 
which  is  being  undertaken  through  integration 
of  medical  social  service,  convalescent  care 


and  home  care  with  the  active  hospital  treat- 
ment of  the  sick.  You  have  made  yourself 
familiar  with  this  information  at  meetings  and 
by  reading  the  campaign  literature.  Aren’t 
these  facts,  which  convinced  you,  the  same  as 
will  convince  your  prospect?  So,  Step  One  is: 

KNOW  YOUR  FACTS. 

Second — Be  interested  in  your  prospect.  You 
have  studied  his  record  to  find  out  how  much 
he  should  give.  This  interest  in  him  will,  in 
turn,  help  interest  him  in  you  and  your  appeal. 
Besides,  it  is  what  makes  possible  getting  an 
early  yardstick  gift  from  your  best  prospect  as 
a challenge  to  those  you  see  later  on.  So,  Step 
Two  is:  study  your  prospects. 

Third — Remember  the  value  of  time.  You 
cannot  afford  to  take  a chance  on  your  prospect 
not  being  able  to  see  you.  So  you  make  an 
appointment.  Will  not  this  make  him  realize 
the  importance  of  your  call?  It  will  also 
ensure  you  an  opportunity  for  personal  solicita- 
tion. Let’s  call  Step  Three : make  an  ap- 
pointment. 

Fourth — Know  what  is  needed.  You  realize 
how  much  the  hospitals  dig  into  their  own 
pockets  for  free  care.  You  know  that  the 
3-cents-a-day  plan  does  not  provide  funds  to 
meet  these  extra  needs.  You  understand  then 
why  they  need  support.  In  the  same  way  you 
can  make  your  prospect  realize  why  the  hos- 
pitals need  his  gift  and  the  gifts  of  the  other 
executives  of  his  company.  Why  they  also  need 
a corporate  gift  equal  to  $4  for  each  of  the 
company’s  employees.  Step  Four,  then  is : get 

BOTH  EXECUTIVE  AND  CORPORATE  GIFTS. 

Fifth — Have  full  confidence.  There  is  no 
question  in  your  mind  about  the  need  of  the 
voluntary  hospitals.  Knowing  their  value,  you 
have  no  doubt  that  the  money  will  be  raised. 

My  work  in  life  has  been  to  teach  people 
the  confidence  they  need  for  success.  When 
they  have  that  the  battle  is  nine-tenths  won. 

You  already  have  this  confidence.  That 
makes  me,  for  one,  sure  of  the  campaign’s 
success.  Sure  that  New  York  will  have  the 
continued  protection  of  its  voluntary  hospitals. 
So  Step  Five  is:  let’s  start  now,  and  see 
our  first,  and  best,  prospect  today. 


Rapid  Wall-Washing  Device 


Labor  has  been  cut  in  half,  the  soap 
used  has  been  cut  ninety  per  cent,  and,  best 
of  all,  the  walls  are  kept  clean  as  never 
before,  by  a simple  wall-washing  contrivance 
in  use  at  Evanston  Hospital,  in  a suburb  of 


Chicago.  It  cleans  all  types  of  walls,  cor- 
ridors, paneling,  washable  wall  paper,  and 
delicate  pastel  colors,  says  Mrs.  Blanche  W. 
Watt  in  The  Modern  Hospital,  and  she 
describes  it  as  follows: 
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The  machine  consists  of  two  tanks,  each  hold- 
ing six  quarts.  One  is  used  for  the  soap  solu- 
tion and  the  other  for  the  rinse  water.  Fastened 
to  each  tank  is  a tube  of  rubber  thirty-five 
feet  long.  A six  by  twelve-inch  trowel  is  at- 
tached to  each  tube  and  a gauge  and  valve  are 
used  to  regulate  the  supply  of  solutions  to  the 
trowel.  Covering  the  trowel  is  turkish  towel- 
ing of  double  thickness,  folded  and  sewed  so 
that  no  raw  edges  are  visible.  These  cloths 
are  easily  clamped  on  and  are  equally  easy  to 
remove,  so  they  may  be  kept  clean  at  all  times. 
The  machine  is  durable,  light  and  easy  to  move. 


When  the  operator  reports  for  work  he 
brings  everything  needed  for  the  day,  including 
from  thirty  to  thirty-five  trowel  covers.  This 
is  our  daily  average.  Before  mixing  the  soap 
solution  the  condition  of  the  wall  is  noted  to 
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determine  the  strength  of  the  solution  neces- 
sary. For  surfaces  washed  once  a month  to 
once  every  six  months,  we  use  1 54  to  2 ounces 
of  any  good  neutral  soap  to  one  gallon  of 
water. 

Before  beginning  work  both  tanks  are  filled, 
forty  pounds  of  air  pumped  into  each  tank, 
the  trowels  attached  and  the  gauges  and  valves 
adjusted.  Less  than  fifteen  minutes  is  needed 
for  preparation.  In  order  to  keep  a sufficient 
amount  of  pressure  to  force  the  solutions 
through  the  tanks  to  the  trowels,  air  is  pumped 
into  the  tanks  three  or  four  times  during  the 
day.  Solutions  in  both  tanks  are  checked  fre- 
quently to  make  sure  they  are  clean. 

Inexpensive  trowel  cloths  are  purchased  in 
dozen  lots.  They  stand  up  well  under  service 
and  are  sent  to  our  laundry  daily.  As  com- 
pared with  wall  washing  sponges  we  find  that 
turkish  toweling  costs  less,  lasts  longer  and  is 
easily  kept  clean. 


Machine  Is  Easy  to  Operate 


The  knack  of  handling  the  equipment  may 
be  quickly  learned  by  the  intelligent  worker. 
We  were  fortunate,  however,  in  having  among 
our  employees  a man  who  had  previously  had 
demonstration  experience  with  the  machine. 
This  experienced  and  competent  workman  can 
cover  from  three  to  five  rooms,  twelve  by  six- 
teen feet,  with  one  or  two  windows  in  eight 
hours.  In  our  opinion  the  ordinarily  capable 
worker  could  gain  enough  experience  in  a few 
weeks  to  approximate  this  speed.  With  our 
trained  man  there  is  no  streaking  or  lap  mark- 
ing and  no  drop  cloths  are  needed  in  corridors 
and  public  rooms.  Undoubtedly,  a less  experi- 
enced man  would  be  unable  to  do  the  work  so 
neatly  at  first,  but  this  skill  can  be  acquired. 

We  have  found  that  this  method  of  washing 
does  not  wear  the  paint  surface  as  much  as 
does  ordinary  washing  by  hand,  and  it  has 
reduced  our  schedule  of  repainting  at  least  one- 
half. 

The  only  hand  washing  we  find  necessary  to 
do  is  where  the  flat,  straight-edged  trowel  in- 
terferes with  convex  or  curved  corners  or  where 
there  are  many  pipes  and  obstructions  in  walls 
and  ceilings.  This  type  of  trowel  would  like- 
wise not  be  practical  on  highly  stippled  walls. 


Newsy  Notes 


The  staff  of  Millard  Fillmore  Hospital, 
Buffalo,  of  which  Dr.  James  H.  Borrell  is 
President,  has  adopted  and  enforced  a rule 
that  all  staff  members  shall  be  members  of 
the  County  Medical  Society.  This  provi- 
sion is  in  line  with  the  new  By-Laws  of 
the  Buffalo  Hospital  of  the  Sisters  of 
Charity  which  requires  that  staff  members 


shall  affiliate  with  the  Medical  Society  or 
the  Dental  Society.  The  Staff  of  Deaconess 
Hospital  reports  ninety-nine  per  cent  mem- 
bership in  the  County  Society,  and  other 
hospitals  are  considering  this  requirement — 
a policy  recommended  by  the  American 
Medical  Association.  Insurance  companies 
and  some  governmental  agencies  require 
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affiliation  with  organized  medicine  to  secure 
appointment.  Some  sixty  eligible  physicians 
in  Erie  County,  authorized  to  care  for  work- 
men’s compensation  cases  through  recom- 
mendation by  the  County  Medical  Society, 
are  non- members  of  the  Society.  The  Mem- 
bership Committee  has  instituted  a campaign 
to  impress  eligible  non-members  with  the 
fact  that  their  isolation  weakens  their  pro- 
fessional and  public  relationships.  The 
Committee  is  composed  of  Dr.  Allen  R. 
Long,  Chairman,  and  Drs.  Marvin  Block, 
J.  G.  Fowler,  J.  G.  Kanski,  K.  P.  Lyons, 
and  H.  O.  Muscato. 

A system  under  which  all  physicians 
would  be  members  of  a hospital  staff,  was 
urged  by  Dr.  Walter  S.  Goodale,  superin- 
tendent of  Buffalo  City  Hospital,  at  a meet- 
ing of  the  Lions  Club  of  Buffalo  on  March 
21. 

The  plan  would  have  two  motives,  Dr. 
Goodale  explained.  First,  to  enable  the 
physician  to  gain  a greater  knowledge  of 
medicine,  and  second,  to  enable  physicians 
practicing  in  poorer  neighborhoods  of  the 
city,  who  lack  proper  equipment  to  combat 
a certain  disease,  to  take  their  patients  to 
the  hospital  where  necessary  treatment  could 
be  obtained. 

The  speaker  also  advocated  reimburse- 
ment of  physicians  who  donate  their  serv- 
ices in  private  institutions  to  public  charges. 
At  present,  he  explained,  these  physicians 
are  members  of  the  hospital  staff,  donating 
their  services  to  conform  with  an  honorary 
custom  that  long  has  been  in  vogue. 

Ambulance  drivers  employed  by  private 
hospitals  have  addressed  an  appeal  to  Mayor 
LaGuardia  and  Commissioner  Goldwater  of 
the  Department  of  Hospitals  for  ameliora- 
tion of  working  conditions  which  they  de- 
scribe as  among  the  poorest  in  the  city. 

The  plea  was  directed  at  the  city  officials 
because  most  hospitals  have  contracts  with 
the  city  by  which  each  receives  $9,500  for 
the  upkeep  of  two  ambulances. 

Spokesmen  for  162  drivers,  who  are  or- 
ganized in  the  Ambulance  Drivers’  Union, 
Local  643,  International  Brotherhood  of 
Teamsters,  said  that  unless  promises  of  im- 
proved conditions  are  received  the  union 
would  consider  a strike  vote. 

Louis  J.  Orifice,  one  of  the  delegation, 
declared  the  average  pay  of  drivers  is  $70 


a month,  and  that  some  receive  less  than 
$60.  The  average  working  hours,  he  said, 
are  eighty-four  a week,  with  twenty-four 
and  thirty-six  hour  shifts  common  in  many 
hospitals.  Provisions  for  food  and  lodging 
for  the  drivers,  he  said,  are  not  adequate. 

Resuming  its  original  custom  of  hold- 
ing its  Spring  ball  immediately  after  Easter, 
the  Woman’s  Auxiliary  of  the  Nyack  Hos- 
pital has  set  April  23  as  the  date  for  the 
ball  this  year.  The  ball  will  be  held  in  the 
auditorium  of  the  Rockland  State  Hospital, 
Orangeburg. 

The  Alumni  Association  of  the  Kings 
County  Hospital,  Brooklyn,  announces 
Alumni  Day,  May  14.  Ex-interns  from  all 
over  the  country  are  expected.  Clinics  will 
be  held  all  day  at  the  hospital.  Annual 
Dinner,  with  election  of  officers,  will  be  at 
a New  York  hotel.  Inquiries  addressed  to 
(Miss)  Elizabeth  Sigeti,  Kings  County  Hos- 
pital, will  receive  immediate  attention. 

Members  of  the  Rockland  County  Medi- 
cal Society  and  500  employees  of  the  Rock- 
land State  Hospital  gave  votes  of  confidence 
to  Dr.  Russell  E.  Blaisdell,  superintendent 
of  the  State  Hospital,  on  March  14,  at  their 
respective  meetings.  Strongly-worded  reso- 
lutions were  adopted  in  both  cases. 

The  Medical  Society  voted  to  send  its 
resolution  to  Governor  Lehman  and  other 
State  officials  and  the  hospital  employees 
delegated  a committee  of  four  to  go  to 
Albany  to  add  weight  to  their  resolution  of 
confidence  in  Dr.  Blaisdell. 

Charges  have  originated  from  sources  and 
from  motives  which  “in  the  opinion  of  fair- 
minded  men  would  not  be  considered  fair 
and  impartial,”  states  the  Medical  Society 
resolution,  going  on  to  declare  that  the  mem- 
bers in  their  familiarity  with  Dr.  Blaisdell 
and  the  hospital  methods  have  seen  only  the 
highest  professional  standards. 

The  employees  say  in  their  resolutions : 

We  feel  that  a grave  injustice  has  been  com- 
mitted against  the  good  name  and  fair  reputa- 
tion of  the  institution  by  the  malicious  and 
erroneous  statements  of  a few  disgruntled 
former  employes,  which  have  been  sensationally 
published  in  a New  York  newspaper. 

Any  employes  such  as  those  who  made  ill- 
founded  accusations,  who  have  been  discharged 
or  whose  resignations  have  been  requested. 
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have  fully  merited  their  dismissal  from  service 
in  the  institution. 

The  food  is  wholesome  and  sufficient  in 
quantity.  Working  and  living  conditions  of 


the  employes,  as  well  as  the  living  conditions 
and  the  treatment  of  patients,  compare  favor- 
ably with  those  of  any  institution  in  New 
York  State. 


Improvements 


The  bill  of  Senator  James  J.  Crawford 
and  Assemblyman  Crawford  W.  Hawkins, 
both  of  Brooklyn,  authorizing  the  trustees 
of  the  Long  Island  College  Hospital  to 
finance  a building  expansion  program  was 
added  to  the  statute  books  on  March  15. 
Governor  Lehman  announced  his  approval 
of  the  measure. 

Hospital  authorities,  it  is  understood,  plan 
to  construct  a large  addition  to  the  hospital 
and  college,  to  be  financed  by  a mortgage 
operation.  The  measure  authorizes  the  board 
of  regents  of  the  hospital  to  sell,  mortgage 
or  lease  any  real  property  in  its  possession. 

The  new  $225,000  five-story  wing  of 
the  Buffalo  General  Hospital  is  now  com- 
pletely open  for  use,  Dr.  Fraser  D.  Mooney, 
superintendent,  announces. 

The  principal  addition  afforded  the  hos- 
pital is  a suite  of  six  new  operating  rooms, 
each  with  a balcony  from  which  medical 
students  may  view  operations. 

The  rooms  are  artificially  lighted,  air- 
conditioned  and  sound-proofed.  Illumination 
is  such  that  no  shadows  are  created. 

The  surgery  ward  occupies  the  fourth 
floor.  On  the  fifth  floor  are  accommoda- 
tions for  interns.  The  first  floor  is  given 

At  the 

These  hospital  officials  have  been 
chosen  : 

Herman  Ringe,  to  be  President  of  the 
Wyckoff  Heights  Hospital,  reelected. 

Nathan  S.  Jonas,  to  be  President  of  the 
Jewish  Hospital  of  Brooklyn,  reelected. 

Mrs.  Henry  P.  Molloy,  to  be  President  of 
the  Woman’s  Auxiliary  of  the  Victory  Mem- 
orial Hospital  of  Brooklyn. 

Herbert  Caldwell,  M.D.,  to  be  chief  medi- 
cal officer  of  the  U.  S.  Veterans  Facility  at 
Batavia. 

Hugh  D.  Marshall,  to  be  President  of  the 
Greenwich  Hospital  Association. 

Dr.  J.  J.  Golub,  Executive  Director  of 
the  Hospital  for  Joint  Diseases  of  New 
\ ork,  appointed  to  the  Saratoga  Springs 
Authority. 

Dr.  Edwin  Howe  Fiske  confirms  a rec- 


over to  a staff  dining  room,  library,  exam- 
ining room,  and  a waiting  room. 

Construction  of  the  $450,000  addition 
to  the  State  Institute  for  the  Study  of 
Malignant  Diseases  in  Buffalo,  at  High  and 
Oak  streets  will  be  begun  this  spring.  The 
new  six-story  hospital  will  house  facilities 
to  care  for  104  cancer  patients,  in  addition 
to  clinical  facilities. 

The  new  400-bed  hospital  at  the  Na- 
tional Veterans  Home  in  Elmira  is  now  in 
full  use,  although  dedication  is  not  scheduled 
until  May  15. 

A new  bridge  at  Ellis  Hospital  in 
Schenectady  connects  the  E wing  to  an 
adjacent  building  with  over  forty  rooms, 
large,  airy  and  sunny,  renovated  and  re- 
furnished for  additional  patients.  A large 
new  wing  is  also  now  under  construction. 


A new  wing  for  the  Greenwich  Munic- 
ipal Hospital  is  recommended  by  Dr. 
Thomas  J.  Bergin,  health  officer. 

Helm 

port  that  he  resigned  several  weeks  ago  as 
director  of  surgery  of  Kings  County  Hos- 
pital. Dr.  Fiske  said  he  understood  that 
he  would  continue  in  the  position  for  another 
year  so  that  he  could  retire  on  a pension  but 
that  he  would  hereafter  take  no  active  part 
in  the  affairs  of  the  hospital.  Dr.  Fiske 
has  been  connected  with  the  hospital  thirty- 
six  years. 

He  was  retiring,  Dr.  Fiske  said,  to  devote 
more  time  to  writing,  to  give  younger  men 
“a  chance”  and  to  be  able  to  give  more 
time  to  other  work,  including  that  at  the 
Holy  Family  Hospital,  Brooklyn,  where  he 
is  a staff  surgeon. 

He  pointed  out  that  the  Holy  Family  Hos- 
pital hoped  to  open  its  new  building  soon. 
Long  efforts  by  Dr.  Fiske  culminated  in 
the  erection  of  the  present  main  building  of 
Kings  County  Hospital. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Libel  and  Slander — Authorship  of  Article  in  Medical  Magazine 


In  a case  which  came  to  trial  a short 
time  ago  in  one  of  the  courts  of  the  City 
of  New  York,  interesting  questions  were 
raised  concerning  the  publication  of  scien- 
tific articles  in  a medical  journal.* 

The  plaintiff  in  the  action  was  a duly 
licensed  physician  practicing  his  profession 
in  the  State  of  New  York,  who  brought 
suit  against  the  defendant  publishing  com- 
pany, the  owner  of  a magazine  devoted  to 
medical  matters.  The  plaintiff  sought  dam- 
ages by  reason  of  an  article  which  had 
appeared  in  an  issue  of  the  magazine  en- 
titled “Therapeutic  Uses  of  Collodial  Sul- 
phur”, which  plaintiff  claimed  was  falsely 
attributed  to  him.  Prior  to  the  trial  of 
the  action  a certain  Dr.  C.  was  brought  in 
as  a party  defendant  in  the  case. 

The  case  was  tried  by  the  Court  without 
a jury  and  it  appeared  that  the  plaintiff  was 
professionally  associated  with  a number  of 
hospitals  and  that  he  also  was  a teacher  of 
internal  medicine.  He  had  written  a number 
of  articles  which  had  appeared  in  various 
medical  journals.  Dr.  A.  testified  that  the 
article  in  question  had  been  published  in 
the  defendant’s  magazine  under  his  name 
but  that  he  did  not  write  or  have  anything 
to  do  with  the  said  article.  He  claimed  that 
as  a result  of  its  publication  references  to 
it  had  been  made  by  friends  and  profes- 
sional acquaintances,  with  the  result  that  he 
had  been  held  up  to  ridicule  and  contempt 
in  his  profession. 

Dr.  C.,  called  as  a witness  in  the  case, 
gave  testimony  that  he  had  been  the  person 
who  had  prepared  the  article  referred  to  and 
that  the  plaintiff  had  had  no  part  in  its 
preparation.  D,r.  C.  further  stated  that  he 
had  at  a previous  time  asked  the  plaintiff, 
Dr.  A.,  to  prepare  an  article  on  the  subject 
of  collodial  sulphur,  but  that  he  had  refused 
to  do  so  giving  as  a reason  that  the  time 
was  not  ripe  for  a definite  statement  con- 
cerning its  uses.  Dr.  C.  testified  that  he  was 
interested  in  a chemical  company,  which 
was  sponsoring  such  a product  and  that  in 
due  time  he  expected  to  be  appointed  to  a 
salaried  position  with  said  company  and 
admitted  that  he  had  a definite  interest  in 
advertising  the  product  and  that  he  had 

* A.  v.  B.  Publishing  Co.,  166  Misc.  39. 


read  the  galley  proofs  of  the  article  in 
question  before  its  publication. 

The  published  paper  submitted  to  the 
Court  upon  the  trial,  included  among  other 
things  a number  of  case  histories  cited  by 
the  author.  One  such  account  was  to  the 
effect  that  a certain  patient  fifty-four  years 
of  age,  who  had  been  walking  with  a cane 
for  some  time,  after  four  injections  of  col- 
lodial sulphur  was  “able  to  dance  all  night.” 
Another  such  instance  cited  in  the  article 
was  of  a patient  who,  aged  sixty-four,  suf- 
fering from  acute  sciatica,  after  twenty-five 
treatments  had  been  able  to  “push  a baby 
carriage  two  miles.”  A third  instance  cited 
in  the  article  was  of  a man  twenty-four 
years  of  age,  who  had  suffered  from  a car- 
buncle for  a few  days  and  had  been  unable 
to  work,  who  had  returned  “to  strenuous 
labor  six  days  after  his  first  injection.” 

The  Court  concluded  that  the  plaintiff’s 
cause  of  action  was  well  founded  and 
granted  judgment  in  favor  of  the  plaintiff, 
both  against  the  defendant  publishing  com- 
pany and  against  Dr.  C. 

In  so  deciding,  the  Court  handed  down 
an  opinion  in  the  course  of  which  he  stated: 

The  plaintiff  did  not  believe  that  the  product 
was  ready  for  general  application ; consequently, 
he  objected  to  having  his  name  associated  with 
such  advertising,  and  considered  the  publication 
contrary  to  professional  ethics.  The  article 
was  falsely  attributed  to  the  plaintiff,  and  it 
seems  to  me  its  advertising  characteristics 
would  hold  him  up  to  severe  criticism  in  his 
profession. 

The  question  arises : Is  the  illegal  and  un- 
authorized use  of  plaintiff’s  name  to  such  an 
article  libelous  per  sef  ...  . 

It  follows,  therefore,  that  the  article  pub- 
lished by  the  defendant  is  libelous  per  se,  and 
that  no  special  damages  need  be  alleged  or 
proved. 

This  is  not  a case  wherein  exemplary  dam- 
ages may  be  awarded,  and  we  must  concern 
ourselves  with  the  question  of  nominal  or  com- 
pensatory damages.  . . . 

It  would  not  be  fair  to  infer  in  the  case 
under  consideration  that  the  plaintiff  “had  no 
character  to  lose.”  On  the  contrary,  the  plain- 
tiff made  an  impressive  witness,  appeared  to 
be  sincere  in  the  practice  of  his  profession  and 
imbued  with  the  proper  respect  for  medical 
ethics. 

Therefore,  it  seems  to  me  he  is  entitled  to 
compensatory  damages,  basing  same  on  the 
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nature  of  the  libel,  the  social  and  professional 
position  of  the  plaintiff  and  the  tendency  to 
injure  the  plaintiff  in  the  public  estimation  of 
his  character. 

In  so  deciding  the  Court  referred  to  an 
earlier  case  decided  by  the  Court  of  Ap- 
peals.* In  that  case  the  law  of  libel  ap- 
plicable in  the  case  presented  was  sum- 
marized by  Chief  Judge  Crane  of  the  Court 
of  Appeals  as  follows: 

In  order  to  constitute  a libel,  it  is  not  neces- 
sary for  the  defendant  in  its  paper  to  directly 
attack  the  plaintiff  as  an  ignorant  imposter. 
The  same  result  is  accomplished  by  putting  in 
her  mouth  or  attaching  to  her  pen  words 
which  make  self-revelation  of  such  a fact.  One 
may  say  of  a physician  that  he  is  an  ignorant 
quack,  or  he  may  print  a statement  by  the 
physician  regarding  some  operation  performed 
by  him  or  some  treatment  of  a disease  which 
shows  him  to  the  profession  to  be  an  ignoramus 
and  a bungler.  Both  of  these  publications  would 
be  libelous.  This  publication  regarding  the 
plaintiff  is  an  attack  upon  her  profession  and 
livelihood,  and  is  libelous  without  plea  or 
allegation  of  special  damage. 

Suppose  the  defendant  had  published  of  the 
President  or  of  the  Governor  of  this  State  an 
article  purporting  to  have  been  written  by  him, 
in  which  his  views  therein  expressed  were 
false  and  contrary  to  his  avowed  principles 
theretofore  made  known  to  the  public,  and 
further,  that  it  contained  statements  of  fact 
regarding  public  finances  or  prohibition  or  the 
tariff,  which  were  grossly  inaccurate  and  ab- 
surd and  ridiculous  in  the  eyes  of  those  ac- 
quainted with  governmental  matters.  Would 
not  such  an  article  be  libelous? 

The  law  of  libel  is  very  simple,  and,  briefly, 
is  this:  “Whatever  words  have  a tendency  to 
hurt,  or  are  calculated  to  prejudice  a man  who 
seeks  his  livelihood  by  any  trade  or  business, 
are  actionable.  When  proved  to  have  been 
spoken  in  relation  thereto,  the  action  is  sup- 
ported, and  unless  the  defendant  shows  a law- 
ful excuse,  the  plaintiff  is  entitled  to  recover 
without  allegation  or  proof  of  special  damage, 
because  both  the  falsity  of  the  words  and 
resulting  damage  are  presumed.” 


Claim  of  Improper  X-Ray 
Treatment 

A young  married  woman  consulted  a 
physician  specializing  in  obstetrics  and 
women’s  diseases,  and  gave  a history  of 
having  had  her  appendix  removed  some 
years  before,  having  for  two  years  been 
troubled  with  excessive  menstrual  flow  and 
of  having  undergone  a curettage  the  previous 


* Ben-0 liel  v.  Press  Publishing  Co.,  251 
N.  Y.  250. 


year,  since  which  time  the  patient  claimed 
she  had  been  in  a generally  run-down  con- 
dition. 

She  also  complained  for  the  past  month 
she  had  been  flowing  excessively  with  clots 
at  times,  and  that  another  physician  had 
ordered  a curettage.  She  complained  of  pain 
and  soreness  in  the  back  and  legs  and  pres- 
sure on  the  rectum. 

The  doctor  examined  the  patient  and  diag- 
nosed a fibroid  the  size  of  a small  orange 
in  the  fundus,  the  rest  of  the  uterus  appear- 
ing boggy,  cervix  dilated  about  three  fingers. 
The  doctor  considered  the  possibility  of  an 
aborted  uterus  or  a malignant  uterus.  The 
uterus  itself  was  retroverted.  The  doctor 
explained  to  the  patient  that  she  probably 
was  suffering  from  a fibroid  tumor,  and 
advised  x-ray  treatments  to  stop  the  flow, 
and  a period  of  observation  to  determine 
whether  further  x-ray  treatments  or  other 
treatments  were  necessary.  A single  x-ray 
treatment  was  administered  to  her.  When 
a week  later  she  returned  for  observation, 
the  patient  complained  of  being  sick,  which 
she  attributed  to  the  use  of  the  x-ray.  She 
admitted  that  her  flowing  had  stopped.  The 
next  heard  from  the  patient  was  some  days 
later  when  the  doctor  was  called  to  attend 
her  at  home.  The  patient  was  in  bed  and 
having  an  exaggerated  menstrual  flow.  The 
doctor  reassured  her  that  the  condition  was 
not  unusual.  Following  that,  another  physi- 
cian saw  the  patient  and  after  a conference 
the  patient  was  admitted  to  the  hospital  for 
observation  and  curettage,  following  which 
she  remained  in  the  hospital  for  about  two 
weeks  due  to  a complication  of  contracting 
a cold.  During  the  operation  the  diagnosis 
of  fibroid  in  the  fundus  was  confirmed,  but 
it  was  not  disturbed.  The  patient,  when  she 
left  the  hospital,  was  completely  recovered 
but  anemic.  She  never  returned  to  the  physi- 
cian thereafter. 

Some  time  later  an  action  was  begun 
charging  that  the  physician  had  negligently 
and  improperly  diagnosed  the  plaintiff’s  con- 
dition as  stomach  trouble,  and  had  improp- 
erly prescribed  x-ray  treatment  therefor.  It 
was  claimed  that  at  the  time  the  plaintiff 
was  in  an  advanced  stage  of  pregnancy  and 
that  improper  diagnosis  and  treatment 
caused  the  plaintiff  to  suffer  a miscarriage 
and  other  injuries  of  an  alleged  permanent 
nature. 

When  the  case  was  reached  for  trial  the 
plaintiff’s  attorney  was  not  ready  to  proceed 
and  at  his  request  certain  adjournments  were 
granted  for  the  purpose  of  enabling  him  to 
prepare  his  case  for  trial.  Finally  the  Court 
granted  him  no  further  adjournments,  and 
upon  motion  of  counsel  for  the  defendant, 
dismissed  the  action. 


Across  the  Desk 


A Corking  Book  of  Medical  Reminiscences 


Up  in  the  northern  part  of  New  York 
State,  only  half  a mile  from  the  Canadian 
border,  lives  a fine  old  physician  of  seventy- 
six  summers  who  can,  “when  necessity 
arises,  still  operate  as  of  yore,  with  a steady 
hand  and  a stout  heart,  on  a formidable 
case.”  He  is  still  practising,  “not  from  fi- 
nancial necessity,  but  because  I love  to,  with 
a help-meet  loving  and  lovable,  the  girl 
whom  I chose  as  my  head-nurse  in  Belle- 
vue; with  children  of  whom  I am  proud; 
with  enough  grandchildren  to  make  me  feel 
something  of  a patriarch.” 

He  is  Dr.  William  N.  Macartney,  of  Fort 
Covington,  and  he  has  written  a corking 
book  of  reminiscences  entitled  “Fifty  Years 
a Country  Doctor.*  His  little  community  is 
made  up  of  Indians  on  a reservation,  French 
Canadian  habitants,  farmers,  and  small- 
town folks,  which  guarantees  what  the 
newspaper  fellows  call  “local  color”  and 
“human  interest  stuff.”  As  one  reviewer 
says,  “his  characters  out-Harum  David 
Harum.” 

“Get  Out  of  My  Way!” 

If  you  want  a glimpse  of  the  man,  take 
the  time  he  patched  up  the  broken  skull  of 
an  Indian  whose  squaw  had  nearly  brained 
him  with  an  axe.  Next  day  when  he  called 
he  found  a youngish  man  on  the  front  steps 
who  asked: 

“Is  this  man  going  to  die?” 

“I  can  tell  better  when  I look  at  him,” 
replied  Macartney. 

“Was  his  skull  fractured?” 

“Yes.” 

“Did  you  take  some  of  the  bone  out?” 
“Yes.” 

“Where  is  it?” 

“In  a good  safe  place.” 

“You  are  not  very  communicative.  I can 
make  you  talk,”  he  said,  getting  red  in  the 
face. 

“You’re  not  man  enough,  you  damned 
whipper-snapper.” 


* Fifty  Years  a Country  Doctor,  by  William 
N.  Macartney,  M.D.,  584  pages,  New  York, 
E.  P.  Dutton  & Co.,  1938. 


“I  want  you  to  understand  that  I am  the 
District  Attorney  of  Franklin  County,” 
said  he. 

“You  may  be  the  Great  Mogul  of  Hell 
for  all  I know,  but  if  you  don’t  get  out  of 
my  way  and  let  me  see  my  patient,  I’ll 
knock  your  block  off.” 

The  doctor  saw  his  patient. 

Many  of  the  reminiscences  are  stories  of 
the  Indians  and  French-Canadians  along  the 
border.  For  instance,  he  recalls  the  mourn- 
ing of  Antoine  Larouche  at  his  wife’s 
funeral.  A friend  met  him  and  said: 

“Antoine,  I was  very  sorry  for  you.  I see 
at  the  funeral  how  bad  you  was  feel  for 
lose  your  woman.” 

Antoine  inquired,  “Did  you  see  me  at  de 
church  or  at  de  cemetery?’  ’ 

“At  de  church,  Antoine.” 

“Mon  Dieu ! You  should  have  seen  me  at 
de  cemetery!  I jus’  raise  Hell  at  de  ceme- 
tery !” 

Then  there  was  the  old  Yankee  farmer 
living  on  “Sand  Street,”  an  out-of-the  way 
place.  One  sleety  winter  day  he  had  a heart 
attack,  and  the  doctor  came  on  the  run,  only 
to  find  he  had  left  his  stethoscope  behind. 
He  began  to  open  the  man’s  shirt  in  front, 
met  another,  and,  seeing  a third,  asked, 
“How  many  shirts  are  you  wearing,  Abner, 
six?” 

“No,”  said  he,  “I  ain’t  got  only  four  on.” 

Finally  Dr.  Macartney  got  his  ear  down 
to  Abner’s  chest,  when  his  wife  appeared 
from  the  “buttery,”  saying,  “Abner,  why 
don’t  you  take  off  some  of  them  shirts  so 
the  doctor  can  hear  what’s  agoin’  on  in 
your  insides?” 

Abner  grinned.  “Oh,  all  the  doctor’s 
tryin’  to  do  is  warm  his  ear.” 

Pneumonia  Not  a Disease? 

But  it  would  be  a mistake  to  think  that 
this  fine  old  country  doctor  had  merely  com- 
piled a volume  of  funny  stories.  Far  from 
it.  A large  part  of  his  book  is  devoted  to 
his  treatment  of  the  diseases  encountered 
in  his  half-century  of  practice.  Beginning 
with  his  chapter  on  “Diet,”  on  page  187, 
this  summation  of  a lifetime  of  experience 
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and  observation  runs  through  sixty  chap- 
ters, to  “Tonsillectomy,”  on  page  527. 
Someone  has  said  that  the  best  postgraduate 
medical  school  in  the  world  is  the  sick- 
room; and  a physician  who  has  had  a fifty- 
year  course  in  this  school  must  have  some- 
thing worth  saying. 

One  of  his  most  interesting  conclusions  is 
that  pneumonia  is  not  a disease.  Of  course 
this  idea  is  not  new.  Dr.  Macartney  has 
been  maintaining  this  thesis  for  more  than 
twenty-five  years.  He  devotes  pages  to  it, 
but  one  paragraph  will  give  his  viewpoint: 

“I  may  as  well  admit  that  I am  unor- 
thodox. You  are  under  no  obligation  to 
agree  with  me,  nor  do  I feel  under  any 
obligation  to  apologize  for  my  heresies  so 
long  as  the  mortality  remains  where  it  is. 
I.  maintain  that  pneumonia  can  to  a large 
extent  be  controlled  by  treatment  and  that 
in  many  cases  it  can  be  aborted.  Morover, 
I am  not  only  a heretic,  but  an  iconoclast, 
since  I have  maintained  stoutly  since  1911 
that  pneumonia  is  not  a disease  at  all.  Not 
a disease,  but  a morbid  condition  attendant 
on  other  affections  and  infections,  a con- 
solidation of  lung  tissue  occurring  as  a 
complication  in  a large  variety  of  infections, 
diseases,  and  injuries.  The  term  itself  is 
an  outworn  heirloom  from  the  remote  past. 
Etiologically,  it  includes  very  many  and 
distinct  diseases.” 

A Lucky  Flash  of  Memory 

Some  years  ago  Dr.  Macartney  was  hur- 
riedly called  to  attend  a road  worker  whose 
carotid  artery  had  been  punctured  by  a 
sliver  of  stone.  After  a wild  drive  of  four 
miles  in  a leaping  buckboard  over  a villain- 
ous road,  he  found  a fellow  workman 
making  compression  on  the  wound,  but 
complaining  that  “his  thumb  was  getting 
tired.”  The  doctor  got  water,  antiseptic 
and  instruments  ready,  then  substituted  his 
thumb  for  that  of  the  laborer.  It  was  evi- 
dent that  there  was  an  active  hemorrhage 
from  some  deep  vessel.  Reading  on: 

No  local  anaesthetic  was  at  hand,  and  I had 
no  way  of  giving  him  ether.  I made  a swift 
cut  along  the  line  of  the  sterno-mastoid,  turn- 
ing out  a handful  of  clots.  Immediately  a 
heavy  column  of  bright  arterial  blood  gushed 
up  and  boiled  out  of  the  wound,  utterly  ob- 
scuring everything.  Compression  of  the  carotid 
from  below  only  partially  controlled  this.  There 
was  still  an  exceedingly  active  hemorrhage 
from  above  through  the  circle  of  Willis.  Addi- 


tional compression  from  above  with  my  other 
hand  controlled  it,  but  about  this  time  I ran 
out  of  hands.  To  my  consternation,  when  I 
turned  to  ask  for  assistance,  I found  that,  save 
for  my  patient,  I was  entirely  alone.  They 
had  all  fled  to  the  barn  which  was  some  dis- 
tance away.  I shouted  and  yelled  without 
avail.  Temporarily,  I felt  like  a class  A idiot.  ! 

It  seemed  to  me  that  something  ought  to  be 
done  about  it,  but  just  what  I was  not  prepared 
to  say.  There  was  a stout  cord  within  reach, 
upon  which  some  dishcloths  were  hanging.  I 
knew  that,  with  this  about  his  neck,  I could  j 
control  the  hemorrhage  but  had  a feeling  that 
the  coroner  might  be  captious.  Then  I re- 
called having  seen  in  the  Wood  Museum  in 
New  York  a specimen  showing  a ligature 
around  the  carotid  artery  applied  by  Dr. 
Charles  Phelps.  Confronted  with  a ruptured 
carotid  aneurism,  he  had  held  an  aneurism 
needle  between  his  teeth,  threaded  it  with  his 
free  hand,  successfully  tying  the  carotid  above 
and  below,  single-handed.  This  gave  me  an 
idea. 

Lacking  a handled  needle,  I got  out  a large, 
full  curved  Hagedorn  needle,  meanwhile  con- 
trolling the  hemorrhage  with  a packing  of 
gauze  in  the  wound  compressed  with  my  left 
hand.  With  my  right,  I buttoned  up  my  coat, 
which  in  my  haste  I had  not  stopped  to  re- 
move. I wove  the  needle  through  my  coat  ! 
front  and  found  that,  by  swelling  out  my  chest 
pouter-pigeon  fashion,  I could  hold  it  with 
sufficient  firmness  to  thread  a stout  ligature 
through  it.  With  my  one  free  hand  I passed  [ 
this  needle  just  above  the  clavicle  close  to  the 
trachea,  bringing  it  out  again  well  back  toward 
the  lateral  processes.  I intended  to  include 
everything  but  the  trachea  and  no  doubt  suc- 
ceeded. Using  my  teeth  and  my  free  hand,  I 
tied  this  mass  ligature  snugly,  puckering  up 
the  skin  and  all  the  included  tissues.  I then 
reintroduced  the  needle  above,  following  the 
same  line  of  procedure.  I made  an  earnest 
attempt  to  include  the  base  of  the  tongue,  the 
hyoid  bone,  the  phrenic  nerve,  and  all  the  odds 
and  ends  that  might  be  in  that  vicinity.  With 
both  ligatures  tied,  I removed  the  packing,  j 
found  the  wound  dry  and  the  bleeding  fully  i| 
controlled. 

With  a little  easy  dissection,  I found  a 
punctured  wound  of  the  carotid,  ligated  it  on 
either  side,  removed  the  mass  ligatures,  put  in 
a small  silk  drain  and  closed  the  wound. 
Luckily,  I got  a primary  union  throughout 
and  my  patient  lived  happily  ever  after.  Of 
course,  such  things  don’t  really  happen,  but 
this  did.  I cite  this  case  as  an  example  of 
what  we  occasionally  encounter,  hoping  that  it 
may  serve  a useful  purpose.  This  patient  owed 
his  life  to  a happy  recollection  of  the  ingenious 
expedient  adopted  by  Dr.  Phelps. 
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biologic  action  on  cancer  tissue  is  admir- 
ably discussed.  Harry  Mandelbaum 

The  Diagnosis  of  Nervous  Diseases.  By 

Sir  James  Purves-Stewart,  K.C.M.G.  Eighth 
edition.  Octavo  of  842  pages,  illustrated. 
Baltimore,  William  Wood  & Company,  19o7. 
Cloth,  $10.00. 

A work  that  has  passed  through  eight  edi- 
tions must  have  an  interesting  history  at- 
tached to  it,  and  that  is  true  of  this  book. 
It  is  written  by  a prominent  medical  figure 
who  has  devoted  most  of  his  efforts  to 

neurology.  . 

The  book  consists  of  twenty-six  chapters 
with  an  index  and  numerous  references  and 
illustrations.  Its  object  is  to  introduce  the 
student  and  medical  practitioner  to  neurol- 
ogy. It  has  had  a wide  circulation  and  a 
fine  reception  from  those  who  are  interested 
in  this  subject.  As  expressed  in  the  preface, 
the  main  scheme  has  remained  the  same 
throughout  all  the  revisions,  namely,  the 
description  of  clinical  facts  as  observed  in 
everyday  neurological  practice  and  indica- 
tive of  their  diagnostic  significance. 

The  revision  was  made  necessary  to  in- 
clude newer  facts  and  principles  as  acquired 
in  the  general  progress  made  in  this  field. 
The  book  as  a whole  is  an  attractive  volume 
that  has  been  of  interest  to  students  and 
neurologists  in  the  past,  and  will  continue 
to  be  so  in  the  years  to  come.  It  is  highly 
recommended  especially  to  those  who  are 
seeking  the  foundations  of  neurology. 

Irving  J.  Sands 

The  Thinking  Body.  A Study  of  the  Bal- 
ancing Forces  of  Dynamic  Man.  By  Mabel 
Elsworth  Todd.  Octavo  of  314  pages,  illus- 
trated. New  York,  Paul  B.  Hoeber,  Inc., 
1937.  Cloth,  $4.00. 

This  book  treats  of  the  physiological 
mechanics  of  the  human  body.  It  has  to 
do  not  only  with  why  we  have  joints  but 
how  we  use  them.  It  has  to  do  with  the 
upright  posture,  locomotion  and  muscle  bal- 
ance. It  deals  with  the  physiology  of  the 
skeletal  body. 

Most  of  us  were  taught  a great  deal  about 
the  anatomical  relations  of  the  various  parts 
of  the  skeletal  body  and  very  little  of  the 
purpose  of  the  skeletal  body.  We  were 
taught  the  meaning  of  words  but  not  the 
construction  of  the  sentence.  In  this  book 
the  author  endeavors  to  explain  the  function 
and  purpose  of  the  skeletal  body  and  how  it 
does  the  elaborate  things  it  does.  In  doing 
this,  balance,  stress  and  strain,  and  thrust 
must  all  be  considered  along  with  coordina- 
tion and  rhythm. 

In  giving  this  work  to  the  medical  pro- 
fession the  author  has  made  a basic  con- 


tribution in  a field  that  is  rarely  recognized 
by  the  average  doctor,  and  one  in  which 
much  work  is  still  to  be  done. 

Ja.  C.  Rushmore 

Maternal  Deaths — The  Ways  to  Preven- 
tion. By  Iago  Gladston,  M.D.  Octavo  of 
115  pages.  New  York,  The  Commonwealth 
Fund,  1937.  Cloth,  $.75. 

The  prevention  of  maternal  mortality  is  a 
subject  in  which  “all  doctors  and  all  the 
people”  should  be  interested.  Unless  the 
public  is  interested  in  reducing  the  number 
of  deaths  associated  with  childbirth,  the  doc- 
tors will  never  be  able  to  accomplish  the 
desired  results.  Education  is  “the  keystone 
of  the  arch  of  success”  in  reducing  mortality 
in  general  and  maternal  mortality  in  par- 
ticular. 

This  small  volume  contains  a concise  dis- 
cussion of  the  problem,  and  offers  proposals 
for  doctor,  nurse  and  layman  to  reduce  the 
high  death  rate  coincident  with  childbirth. 
The  author  does  not  claim  originality,  but 
frankly  states  that  he  has  only  attempted  to 
correlate  known  facts.  How  well  he  has 
succeeded  can  only  be  known  by  a close 
study  of  the  booklet.  It  seems  almost  in- 
credible that  so  much  understandable  mate- 
rial and  standardized  facts  could  have  been 
packed  into  110  pages. 

The  booklet  is  highly  recommended  for 
doctors,  nurses,  affiliated  organizations  and 
laymen,  and  we  venture  the  opinion  that,  if 
its  distribution  could  be  sufficiently  extensive 
throughout  the  country,  our  maternal  mor- 
tality would  be  materially  reduced  within  a 
very  short  time. 

Harvey  B.  Matthews 

Recent  Advances  in  the  Study  of  Rheuma- 
tism. By  Frederic  J.  Poynton,  M.D.  and 
Bernard  Schlesinger,  M.D.  Second  edition. 
Octavo  of  380  pages,  illustrated.  Phila- 
delphia, P.  Blakiston’s  Son  & Co.,  Inc.,  1937. 
Cloth,  $5.00. 

This  small  volume,  a second  editi'on,  cov- 
ers practically  every  aspect  of  the  rheumatic 
state.  Under  this  heading  are  included  acute 
rheumatic  fever,  subacute  and  chronic  states 
of  the  same  disease,  chronic  arthritis, 
fibrositis,  and  allied  states.  The  authors 
comment  on  a criticism  of  their  first  edition, 
that  it  carried  “an  atmosphere  of  doubt  and 
indecision.”  The  reviewer  would  champion 
the  stand  of  the  writers,  and  point  out  that 
one  of  the  charms  of  their  book  is  its  lack 
of  dogmatism  in  a disease  the  etiology  of 
which  is  still  not  known.  Poynton  and 
Schlesinger  have  done  much  to  correlate 
clinical  and  laboratory  truths.  Their  book 
is  not  one  of  factless  generalizations,  but  true 
to  the  well-recognized  British  tradition  of 
exactitude  in  medical  research,  it  takes  noth- 
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ing  for  granted.  The  work  is  a veritable 
storehouse  of  knowledge  on  the  subject,  and 
should  be  heralded  as  one  of  the  very  best 
George  E.  Anderson 

Latent  Syphilis  and  the  Autonomic  Nerv- 
ous System.  By  Griffith  Evans,  M.A., 
F.R.C.S.  Second  edition.  Octavp  of  157 
pages,  illustrated.  Baltimore,  William  Wood 
and  Company,  1937.  Cloth,  $3.00. 

In  this  comparatively  small  book  the  au- 
thor has  listed  numerous  cases  of  thyroid 
disease,  allergy,  asthma,  dysphagia,  dyspep- 
sia, abdominal  complaints,  with  or  without 
adhesions,  and  finally,  cancer  from  his  own 
practice  that  he  has  definitely  linked  up  to 
latent  or  heredo-syphilis. 

It  would  be  difficult  to  prove  a fallacy 
in  his  arguments  connecting  these  conditions 
in  the  light  of  much  that  we  do  know  re- 
garding syphilis,  especially  when  we  con- 
sider how  much  is  still  unknown.  One  may 
dispute  the  diagnosis  in  many  instances,  and 
may  also  hold  that  the  response  to  therapy 
with  iodides,  bismuth  and  mercury  is  not, 
in  itself,  sufficient  proof  of  syphilis. 

No  matter  what  attitudes  one  takes  to- 
ward the  diagnosis  of  the  specific  cases,  the 
author  has  rendered  a service  in  calling  at- 
tention to  the  manifold  possibilities  of 
syphilis  as  an  underlying  cause  in  a large 
number  of  obscure  maladies. 

The  reviewer  feels  the  time  spent  in  read- 
ing this  book  will  be  used  to  good  advantage. 

E.  Almore  Gauvain 

A Practical  Treatise  on  Diseases  of  the 
Skin  for  the  Use  of  Students  and  Practi- 
tioners. By  Oliver  S.  Ormsby,  M.D.  Fifth 
edition.  Quarto  of  1334  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1937.  Cloth, 
$12.00. 

Oliver  S.  Ormsby  is  recognized  as  one  of 
the  country’s  outstanding  dermatologists. 
His  textbook  on  dermatology  and  syphilis  is 
well  known  as  a standard  work  on  the  sub- 
ject for  students  and  practitioners. 

This  fifth  edition  of  his  book  has  been 
thoroughly  revised  and  brought  up  to  date, 
and  includes  twenty  new  diseases.  In  fact, 
all  advances  in  dermatology  have  been  in- 
corporated. 

The  first  chapters  are  devoted  to  the  ele- 
ments of  dermatology.  Subsequent  chapters 
take  up  the  subject  according  to  the  old 
classification  of  skin  diseases  which  to  the 
reviewer’s  mind  is  much  simpler  than  the 
new. 


The  chapter  on  x-ray  therapy  unfortu- 
nately is  very  short,  and  the  reader  will  have 
to  consult  more  detailed  works  for  full  in- 
formation on  this  subject.  The  same  criti- 
cism is  made  of  industrial  dermatoses  which 
is  an  important  subject  today,  and  should 
receive  more  attention. 

Dermatological  literature  has  been  care- 
fully reviewed,  and  should  be  of  value  to  the 
dermatologist,  who  will  appreciate  the  exact- 
ing labor  of  gathering  such  data. 

The  book  is  printed  in  exceptionally  clear 
type  on  a fine  paper  with  a hard  glossy 
surface  making  it  a pleasure  to  read.  The 
illustrations  are  numerous  and  remarkably 
clear.  The  individual  lesions  stand  out 
distinctly.  This  is  a valuable  feature  of  the 
book. 

Ormsby’s  treatise  on  Diseases  of  the  Skin 
has  always  been  a sound  and  practical  text- 
book. The  fact  that  this  is  the  fifth  edition 
is  evidence  of  its  popularity  and  value. 

Alfred  Potter 

Fractures  and  Dislocations  for  Practi- 
tioners. By  Edwin  O.  Geckeler,  M.D. 
Octavo  of  252  pages,  illustrated.  Baltimore, 
William  Wood  & Company,  1937.  Cloth, 
$4.00. 

This  generously  illustrated  book  makes  no 
pretense  of  being  a complete  study  of  frac- 
tures and  dislocations,  but  merely  promises 
a condensation  of  the  subject  without  the 
omission  of  essential  details.  It  stresses  the 
important  fact  that  proper  early  care  by  the 
practitioner  may  influence  favorably  the  end 
results,  and  emphasizes  only  accepted  pres- 
ent-day methods  in  immediate  treatment. 

Although  the  author  takes  occasion  to 
refer  to  the  dictum  of  “Treat  them  where 
they  lie,”  the  question  of  transportation 
might,  with  profit,  be  considered  more  seri- 
ously, and  then  dignified  with  a special  ref- 
erence in  the  index.  We  respectfully  sug- 
gest that  the  author,  in  his  second  edition, 
modify  or  qualify  the  statement  he  makes  in 
speaking  of  deformity  from  angulation 
(malunion).  “This  altogether  too  common 
complication  is  inexcusable.”  There  seems 
to  be  a lot  of  finality  in  the  last  word  of  the 
quotation.  The  list  of  references  is  found 
at  the  close  of  each  chapter,  a definite  con- 
venience to  the  reader  and  to  those  seeking 
additional  information.  We  believe  that  a 
book  of  this  type  serves  a useful  purpose. 
This  one  should  have  a special  appeal  to 
the  practitioner. 

Joseph  Raphael 
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SOME  UNUSUAL  COMPLICATIONS  ASSOCIATED 
WITH  ABRUPTIO  PLACENTAE 

Edward  C.  Hughes,  M.D.  and  Albert  W.  Van  Ness,  M.D.,  Syracuse 


Premature  separation  of  the  normally 
implanted  placenta,  known  as  abruptio  or 
ablatio  placentae,  or  accidental  hemor- 
rhage, constitutes  one  of  the  most  for- 
midable complications  of  pregnancy.  Its 
occurrence  is  probably  more  frequent 
than  stated,  and  its  diagnosis  too  often 
missed.  Development  of  this  condition 
not  only  markedly  increases  mortality, 
but  also  is  a main  cause  of  fetal  death. 
In  the  majority  of  cases,  the  local  con- 
dition within  the  uterus  with  its  sequelae 
accounts  for  most  of  these  deaths.  How- 
ever, in  a few  individuals,  separation  of 
the  placenta  seems  to  be  part  of  a gen- 
eral disorder  which  itself  may  become 
more  serious  than  the  local  disturbance 
within  the  uterus.  This  general  change 
affects  other  structures  and  organs.  In 
many  instances,  death  is  the  result  of 
these  changes  rather  than  of  the  abruptio 
itself.  These  cases  become  general  medi- 
cal as  well  as  obstetrical  problems. 

Although  the  etiology  of  abruptio  pla- 
centae has  never  been  clearly  understood, 
and  probably  will  remain  one  of  the 
mysteries  of  medicine  for  some  time  to 
come,  no  doubt  these  local  and  general 
conditions  are  on  the  same  basis.  In  an 
investigation  of  sixty  cases  of  definite 
abruptio  placentae,  occurring  on  private 

I am  indebted  to  Drs.  Raymond  J.  Pieri  and 
M.  A.  Schoenwald  for  the  use  of  Cases  1 and 

2,  and  I wish  to  express  my  appreciation  of  the 

privilege. 


and  ward  services  of  Syracuse  Memorial 
Hospital  and  Syracuse  University  Hos- 
pital, the  age  of  the  patient,  the  number 
of  pregnancies,  and  as  associated  toxemia 
or  nephritis  seemed  to  be  the  important 
factors  in  their  etiology.  Trauma  was 
also  noted  as  an  associated  factor. 

It  was  found  that  a greater  number 
of  separations  occurred  in  women  between 
the  ages  of  thirty-one  and  forty  years. 
Also,  the  highest  percentage  occurred  in 
patients  having  four  or  more  pregnancies. 


Age 


15-20  yrs. 

21-30 

31-40 

Over  40 

8.3% 

35% 

53.3% 

3.4% 

Parity 

Grav.  I 

Grav.  II 

Grav.  Ill 

IV  or  more 

28.5% 

15% 

13.3% 

43.2% 

47.1  per  cent  of 

the  primapara  were 

between 

years. 

the  ages 

of  thirty 

and  forty 

Premature  separation  of  the  placenta 
was  associated  with  the  toxemias  of 
pregnancy  and  nephritis  in  79.9  per  cent 
of  the  cases.  Many  have  thought  that 
the  association  of  these  conditions  have 
placed  them  upon  the  same  etiological 
basis.  Portes 1 found  them  related  in 
91.3  per  cent  of  the  cases  in  his  series. 
Schoeneck  2 stated  that  96.3  per  cent  of 
his  series  were  toxic.  Dieckman 3 re- 
ported that  in  a series  of  fifty-eight  cases 
sixty-nine  per  cent  were  toxic.  It  was 
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Table  I 


Ncntoxic 

T oxic 

Total 

Maternal  death  

0 

6.2% 

5% 

Fetal  death  

41.6% 

66.6% 

61% 

Shock  

16.6% 

41.6% 

Postpartum  bleeding.  . . . 

17  % 

45.8% 

Oliguria  to  anuria 

0 

22.9% 

Edema  

0 

70.7% 

Albumen  

1 + 

iT  to  . 

.42% 

interesting  to  note  that  forty  per  cent 
of  the  entire  group  in  this  series  occurred 
in  connection  with  a severe  type  of 
toxemia. 

Mild  Severe  Nephritis  T rauma  Unknown  Syphilis 

28.3%  40%  11.6%  5%  13.3%  1.8% 

Total  68.3%  79.9% 

No  doubt  that  in  some  of  the  13.3 
per  cent  in  whom  the  cause  was  given 
as  unknown,  toxemia  played  an  important 
part.  It  would  appear  from  observations 
of  these  findings  and  also  from  the  re- 
ports of  others  that  there  must  be  two 
types  of  abruptio  placentae.  The  more 
frequent  type  is  associated  with  some 
toxic  condition,  and  the  other  is  due  to 
trauma  and  other  conditions  such  as 
endometritis  and  syphilis.  The  classi- 
fications, toxic  and  nontoxic,  as  sug- 
gested by  Dieckman,3  seem  to  be  suitable. 
It  is  also  a fact  that  when  the  abruptio 
is  of  the  toxic  type  the  prognosis  be- 
comes more  grave.  There  is  a greater 
possibility  for  other  complications  to 
occur,  such  as  changes  in  the  blood, 
kidney  changes,  and  alterations  in  the 
electrolytic  elements  of  the  blood.  These 
things  have  occurred  in  some  of  the 
cases  in  this  series,  and  will  be  discussed 
later. 

That  the  toxic  group  offers  a greater 
chance  for  complications  to  arise  is  shown 
by  Table  I. 

There  also  occurred  tendencies  to  bleed 
from  other  sites  in  four  cases  of  the 
severely  toxic  group.  The  character  of 
the  blood  in  these  four  individuals  seemed 
to  change.  The  bleeding  time  was  longer, 

Table  II 


7 oxic  Nontoxic 


Mild 

Moderate 

Severe 

Mild 

Severe 

Hgb 

68%  or 

64%  or 

69%  or 

64%  or 

10.05  gm 

10.20  gm 

9.60  gm 

10.35  gm 

9.60  gm 

RBC.... 

..3,500,000 

3,608,000 

3,330,000 

3,800,000 

3,000,000 

WBC . . . 

..12,200 

13,900 

8,400 

17,400 

14,100 

Polvs 

..79% 

so% 

73% 

83% 

88% 

Monos . . 

. .20% 

18% 

24% 

16% 

11.5% 

Others. . . 

..1% 

2% 

3% 

1% 

• 5% 

particularly  in  two  cases.  No  such  things  i 
happened  in  the  nontoxic  cases.  Unfor- 
tunately, the  only  blood  studies  on  most 
of  these  patients  were  the  usual  Hgb., 
RBC,  WBC,  and  differential.  An  aver-  j 
age  of  these  counts  has  been  made  and  i 
is  tabulated  in  Table  II.  The  degree  of  i 
the  condition  has  been  classified  as  mild, 
moderate,  and  severe  in  both  groups. 

The  hemoglobin,  a good  criterion  of  : 
the  degree  of  anemia  was  low  in  all 
types,  indicating  that  in  spite  of  rather  j 
large  transfusions  given,  an  anemia  oc-  j 
curred.  The  number  of  RBC  were 
highest  in  the  mild  nontoxic  type,  and 
lowest  in  the  severe  nontoxic  type.  This  j 
may  be  explained  by  the  fact  that  in 
toxic  patients  there  exists  a higher  Hgb  j 
and  a larger  number  of  RBC.  The  rela-  j 
tive  leukopenia  that  existed  in  the  severe 
toxic  group  was  interesting.  Whether 
this  indicates  the  severity  of  the  condi- 
tion or  the  result  of  the  transfusions  and 
intravenous  glucose  therapy,  it  is  impos- 
sible to  state.  This  group  of  patients 
had  received  more  blood  and  fluid,  owing 
to  their  more  precarious  state. 

In  a majority  of  the  cases,  the  chief 
concern  of  the  obstetrician  is  to  control 
the  hemorrhage,  both  before  and  after 
delivery.  The  amount  of  hemorrhage 
occurring  before  delivery,  either  that  re- 
maining within  the  uterus — the  concealed 
type — or  that  making  its  way  to  the  out- 
side— the  revealed  type — is  dependent 
upon  the  degree  of  separation.  The  actual 
mode  of  separation  is  probably  the  same 
in  both  groups.  There  occurs,  for  some 
reason,  an  effusion  of  blood  either  in  the 
decidua  basalis  or  uterine  wall.  As  this 
accumulates,  there  occurs  a separation  of 
the  placenta  at  this  point.  No  doubt 
small  separations  occur  frequently  and 
produce  only  slight  signs  and  symptoms. 
These  patients  go  on  to  a normal  ter- 
mination of  pregnancy.  However,  no  one 
knows  how  large  or  how  small  the  area 
of  the  separation  of  the  placenta  may  be. 
In  the  more  toxic  types,  the  pathological 
changes  do  not  remain  localized  in  this 
area,  but  involve  the  uterine  muscle 
itself.  This  type  of  uterus,  known  as 
the  apoplectic  or  Couvelaire  type,  is  the 
most  dangerous,  the  muscle  being  broken  j 
up  and  severely  damaged.  Postpartum 
hemorrhage  is  frequent  in  this  type,  and 
one  never  knows  when  hysterectomy  is  j 
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necessary.  When  this  type  is  present, 
one  should  always  keep  in  mind  the  pos- 
sibility of  other  general  changes  in  the 
body.  (Fig.  1-5). 

When  the  blood  accumulates  under  the 
placenta,  it  produces  considerable  irrita- 
tion. The  uterus  immediately  contracts 
tightly  in  an  attempt  to  stop  the  bleeding. 
The  contraction  becomes  tetanic  and 
gives  the  patient  a continuous  pain  with 
intermittent  cramps.  This  was  exper- 
ienced by  seventy  per  cent  of  the  patients 
in  the  entire  series.  If  the  uterus  is  of 
the  Couvelaire  type,  as  it  frequently  is 
when  associated  with  a severe  toxemia, 
the  constant  state  of  contraction  is  not 
so  marked.  In  fact,  the  walls  of  the 
uterus  become  soft  and  boggy,  owing  to 
the  edema  and  changes  present.  The 
tenderness  remains,  however,  and  be- 
comes generalized  over  the  surface  of 
the  uterus.  This  type  of  uterus  occurred 
fourteen  times  in  the  severe  toxic  type, 
and  once  in  the  severe  nontoxic  type. 
Diagnosis  of  the  apoplectic  uterus  was 
made  by  direct  observation  in  six  cases, 
and  by  the  amount  of  hemorrhage  and 
character  of  the  uterus  after  delivery  in 
the  other  cases. 

Associated  with  the  changes  of  the 
uterus,  a general  systemic  change  devel- 
oped in  a few  patients.  These  individuals 
developed  definite  blood  changes,  and 
also  had  alterations  in  the  function  of 
the  various  organs,  especially  the  kidneys. 
Several  authors  have  written  about  these 
things.  They  have  reported  bleeding  in 
other  parts  of  the  body — from  mucous 
membranes,  incisions,  and  even  under  the 
nails  of  the  fingers  and  toes.  Williams  4 
felt  that  in  these  individuals  some  ma- 
terial, resembling  the  toxins  of  vipers, 
was  thrown  out  into  the  blood.  DeLee  5'7 
has  recorded  a patient  in  whom  the  blood 
failed  to  clot.  Dieckman  8 and  Dittman  9 
have  brought  forth  some  interesting  data 
on  the  blood  chemistry  and  renal  func- 
tion findings  in  these  cases.  They  feel 
that  there  is  a lowering  of  the  blood 
fibrin,  due  to  blood  loss  or  immobilizing 
at  the  bleeding  or  placental  site.  Other 
men  have  written  of  the  anuria  that 
occurred  in  cases  of  this  character,  and 
have  reported  deaths  due  to  this  condi- 
tion.10'15 Reports  have  been  made  of 
the  cortical  necrosis  of  the  kidneys  in 
these  cases.  We  wish  to  add  to  the 


literature  four  more  cases  of  this  type. 
They  will  be  discussed  briefly  at  this 
time. 

Case  Reports 

Case  1.  A patient,  thirty  years  of  age, 
had  had  two  pregnancies,  both  ending  pre- 
maturely, seven  months  and  eight  months. 
Her  chart  listed  her  as  a chronic  nephritic. 
During  the  eight  prenatal  months  of  the 
present  pregnancy,  nothing  unusual  hap- 
pened. Near  the  end  of  the  eighth  month, 
she  developed  some  edema,  albumen  in  the 
urine,  and  toxic  psychosis.  Labor  started 
spontaneously.  After  several  hours  there 
appeared  some  bright,  red,  vaginal  discharge. 
The  fetal  heart  disappeared  abruptly.  The 


Fig.  1.  Uterine  muscle  on  left  with  decidua 
basalis  on  right.  Separation  takes  place  in  either 
tissue. 


uterus  became  tense  and  hard,  and  the  pain 
was  continuous.  The  dilation  of  the  cervix 
was  then  two  fingers.  The  membranes 
were  ruptured  manually.  The  vaginal  bleed- 
ing became  profuse,  and  there  developed  a 
marked  degree  of  shock.  However,  just 
prior  to  delivery,  her  condition  seemed  to 
improve,  and  one  hour  later  she  delivered 
a stillborn  child.  After  delivery,  the  hemor- 
rhage from  the  uterus  was  severe,  and  the 
patient  again  passed  into  a deep  shock. 
There  also  appeared  a large  ecchymotic 
spot  on  the  left  labia  majora,  and  one  over 
the  lower  abdominal  wall.  This  spot  was 
about  six  or  seven  inches  in  diameter. 
Although  there  had  been  some  manipulation 
of  the  fundus,  there  did  not  seem  to  be 
enough  to  cause  this  ecchymosis.  There 
was  a positive  Cullen  sign.  There  were 
also  ecchymotic  spots  on  the  thighs  and 
legs.  At  the  same  time,  the  patient  started 
to  vomit  dark  red  fluid  which  contained 
old  blood,  and  continued  throughout  the 
next  twenty-four  hours.  During  labor  and 
for  twenty-four  hours  later,  no  urine  was 
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passed.  When  she  was  finally  catheritized, 
fifteen  to  twenty  c.c.  of  pinkish,  cloudy 
urine  was  obtained.  The  total  intake  dur- 
ing this  time  was  approximately  5000  c.c. 
of  fluid,  including  1300  c.c.  citrated  blood. 
This  blood  was  given  after  delivery.  Labor- 
atory reports  of  the  urine  showed  many 
RBC,  WBC,  and  casts.  The  NPN  was 
fifty-three  mg.  per  100  c.c.  of  blood. 

The  next  twenty- four  hours  the  output 
of  urine  was  575  c.c.  and  the  intake  6660 
c.c.  The  output  gradually  increased  to 
normal  in  the  next  two  days.  In  spite  of 
the  fact  that  she  had  1300  c.c.  of  citrated 
blood,  a secondary  anemia  developed.  Hgb 
dropped  from  fifty-nine  per  cent  (9  gm.) 
to  forty-nine  per  cent  (7.5  gm. ).  RBC 
dropped  from  three-four  to  eighteen.  WBC 
remained  about  the  same,  19,500  with  a dif- 
ferential of  eighty-six  per  cent  polys  and 
fourteen  monos. 

Recovery  was  slow,  as  the  convalescence 
was  complicated  with  fever.  This  patient 
still  possesses  an  hemianopsia. 

Case  2.  Gravida  I,  age  thirty-three.  Pre- 
natium  had  apparently  been  normal  except 
for  a mild  toxemia  at  the  end.  Patient  was 
admitted  to  hospital  in  labor.  Membranes 
previously  ruptured  seven  hours  and  pains 
had  begun  five  hours  before  admission. 
When  the  cervix  became  4*4  fingers  dilated, 
there  developed  a large  amount  of  bloody 
flow.  The  fetal  heart  ceased,  and  the  blood 
pressure  dropped.  The  uterus  became  very 
tense,  and  was  in  a state  of  tetanic  contrac- 
tion. Several  hours  later,  the  patient’s 
condition  became  worse,  pulse  weak,  and 
the  patient  passed  into  severe  shock  but 
seemed  to  rally  before  delivery.  Baby  was 
delivered  by  craniotomy.  Following  de- 
livery there  was  a massive  hemorrhage 
from  the  vagina,  estimated  at  lp2  quarts. 
The  uterus  and  vagina  were  packed  tightly. 
The  next  twenty-four  hours,  the  patient 


Fig.  2.  High  power  of  uterine  muscle  in 
right  lower  corner  with  cells  of  decidua  on 
right. 


Fig.  3.  Section  of  placenta  accreta.  No  de- 
cidua basalis  found  in  this  type  of  placenta. 
Separation  cannot  take  place  at  this  point. 


remained  in  severe  shock  most  of  the  time. 
Shortly  after  delivery,  she  started  to  have 
a more  or  less  continuous  regurgitation 
from  the  stomach  of  dark  red  bloody  fluid 
which  continued  until  death.  There  also 
appeared  an  ecchymotic  area  about  twelve 
inches  in  diameter  on  the  abdominal  wall, 
deep  red  in  color,  and  although  there  had 
been  considerable  manipulation,  the  amount 
of  bleeding  seemed  more  than  could  be 
expected.  Some  small  ecchymotic  areas 
were  noted  on  the  arms  and  legs.  The 
intake  of  fluid  the  first  twenty- four  hours 
after  delivery  consisted  of  1400  c.c.  of 
citrated  blood,  2200  c.c.  of  saline  and  intra- 
venous glucose.  The  total  output  during 
this  time  was  only  120  c.c.  of  dark  colored 
urine.  The  next  twenty-four  hours,  the 
intake  was  approximately  3000  c.c.  with 
an  output  of  108  c.c.  The  third  twenty- 
four  hours,  the  intake  consisted  of  1000  c.c. 
of  citrated  blood  and  2500  c.c.  of  saline 
and  intravenous  glucose.  The  total  out- 
put was  forty-five  c.c.  of  dark  colored  urine. 
Laboratory  examination  of  the  specimen 
showed  RBC,  WBC,  and  casts.  The  third 
day  the  urine  contained  only  RBC.  The 
patient  died  in  severe  shock  before  the  third 
day  postpartum  ended.  Unfortunately,  only 
one  Hgb  and  RBC  count  was  done,  and 
is  of  little  consequence.  Blood  Na.  during 
shock  averaged  145  mg.;  forty-eight  hours 
later,  300  mg. 

Case  3.  A primapara,  age  nineteen,  had 
been  healthy  and  strong  during  pregnancy. 
Labor  started  two  weeks  after  the  estimated 
date.  No  signs  of  toxemia  had  been  found 
at  the  clinic.  As  labor  started,  she  began 
to  have  headache  and  disturbance  of  vision 
with  high  blood  pressure  and  albumen  in 
the  urine.  These  became  worse  after  she 
entered  the  hospital.  During  the  first  stage 
of  labor,  the  abruptio  occurred.  Vaginal 
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Fig.  4.  Section  of  apoplectic  uterus,  show- 
ing broken-up  muscle  cells,  marked  edema  of 
muscle  on  right  side,  and  some  small  areas  of 
hemorrhage. 

bleeding  became  profuse.  The  uterus  as- 
sumed  the  usual  ligneous  consistency.  The 
patient  passed  into  severe  shock,  and  the 
fetal  heart  disappeared.  The  membranes 
were  ruptured  manually  when  the  cervix 
was  two  fingers  dilated.  Delivery  was 
accomplished  spontaneously  two  hours  later. 
During  the  latter  part  of  labor,  small 
ecchymotic  areas  appeared  on  the  face, 
arms,  and  legs,  with  some  larger  hemor- 
rhages about  the  vulva.  There  was  some 
bleeding  from  the  gums.  She  was  trans- 
fused before  and  after  delivery,  and  intra- 
venous glucose  was  given  almost  continu- 
ously. During  the  next  twenty-four  hours, 
5400  c.c.  of  fluid  was  given  by  vein  and 
clysis,  and  700  c.c.  of  citrated  blood  was 
given.  The  output  was  practically  nothing 
during  this  time.  Examination  of  the 
urine  showed  many  RBC,  WBC,  and  casts. 
During  the  next  twenty- four  hours,  the 
output  increased  to  575  c.c.  with  an  intake 
of  approximately  4000  c.c.  of  fluid.  Re- 
covery was  slow  but  complete.  The  blood 
work  is  as  follows : 


1st  day 

2nd  3rd  tfh 

7th 

9th 

RBC 

....2,65 

. ...  2,995 

2,87 

Hgb 

. ...  7.6 

8.5 

WBC 

. ...  21,550 

22,000 

Polys 

....89% 

. ...  88% 

84 

L.Monos 

....4% 

. ...  8% 

8% 

Lymphs 

....7% 

. ...  4% 

4% 

Red 

....1.1% 

. ...  2% 

3.1% 

Platelets 

..140,000 

. ...  160.000  310.000 

Sedimentation. . 

....7 

. ...  23 

10.3 

Icterus  Index. . . 

. ...  5.8 

4.5 

NPN 

1 

38  65  45 

36.9 

BS 

118  ...  118 

95 

Serum  protein. . 

....6.3 

6.2 

5.6 

6.2 

Case  4. 

Primapara, 

, age  i 

thirty-seven. 

Past  history  revealed 

that  the 

patient 

had 

scarlet  fever  in  childhood,  with  some  kidney 
trouble.  She  also  had  arthritis  after  the 
scarlet  fever.  After  extraction  of  a tooth, 
patient  had  a profuse  hemorrhage.  Her 
prenatium  progressed  normally,  except  for 


some  nausea  and  vomiting  early,  and  devel- 
opment of  a mild  toxemia  several  days 
before  labor.  Labor  started  with  a sudden, 
severe  pain  in  the  abdomen.  At  the  same 
time  the  membranes  ruptured,  followed  by 
a large  amount  of  vaginal  hemorrhage.  She 
entered  the  hospital  twenty  minutes  later 
in  rather  severe  shock.  The  uterus  was 
hard,  tense,  and  in  a state  of  continuous 
tetanic  contraction.  The  fetal  heart  ranged 
from  60  to  200.  The  maternal  pulse  was 
from  120  to  130,  and  the  blood  pressure 
was  80/60.  There  was  a large  amount  of 
vaginal  bleeding.  Diagnosis  of  abruptio 
placenta  was  made.  It  was  elected  to  per- 
form a classical  cesarean  section  for  the 
following  reasons : ( 1 ) The  patient’s  con- 
dition seemed  too  serious  to  tolerate  a 
delivery  below;  (2)  The  head  could  not 
be  engaged.  Ball  technic  had  shown  a plus 
192  mm.  at  the  inlet;  (3)  It  seemed  the 
only  way  to  save  the  life  of  the  fetus. 

The  section  was  done  under  general  anes- 
thesia. As  the  uterus  was  opened,  it  was 
found  to  be  filled  with  old  clots.  A living 
child  was  delivered.  Bleeding  from  the 
uterus  was  profuse  and  continuous.  The 
uterus  also  appeared  grossly  cyanotic  and 
edematous.  The  incision  was  closed  with 
double  layers  of  interrupted  chromic  No.  2 
and  a continual  layer  of  continual  plain 
for  peritonealization.  During  the  operation, 
the  patient  was  given  600  c.c.  of  citrated 
blood.  She  was  transferred  to  her  bed 
in  fair  condition,  although  having  more 
than  the  usual  amount  of  vaginal  bleeding. 
Three  hours  later,  the  nurse  noticed  that 
the  dressing  had  become  saturated  with 
blood.  The  vaginal  bleeding  had  become 
profuse  and  blood  appeared  from  the  trans- 
fusion puncture,  the  blood  count  puncture, 
and  the  gums.  There  were  ecchymotic 


Fig.  5.  Gross  placenta  shows  accumulation 
of  blood  in  center,  extending  to  one  edge. 


682 


EDWARD  C.  HUGHES  AND  ALBERT  W.  VAN  NESS 


[Volume  38 


Chart  I 


Poly’s  72$ 
Mono’s  28$ 


Appearance 
of  RBC  N N 

Platelets 
Uric  Acid 


3,7 

2,9 

1,1| 

1,0 

1,5 

1,6 

1,6 

1,9 

1,6 

2,0 

1,7 

2,0 

3,9 

4,0 

11,6 

27,4 

16,5 1 

18,8 

17,8 

17,5 

23,1 

18,4 

16,2 

17,0 

11,6 

8,7 

4,7 

5,1 

7,3 

70$ 

88$ 

81.5$  80$ 

85$ 

86$ 

91$ 

92$ 

93$ 

82$ 

93$ 

76$ 

51$ 

70$ 

57$ 

30$ 

12$ 

18.5$  20$ 

14$ 

13$ 

6$ 

7$ 

7$ 

14$ 

6$ 

22$ 

48$ 

27$ 

39$ 

es 

1$ 

1$ 

3$ 

1$ 

1$ 

2$ 

1$ 

3$ 

4$ 

3$ 

1$ 

ats 

26$ 

14$ 

15$ 

15$ 

16$ 

N 

P 

P 

MP 

MP 

MP 

MP 

MP 

MP 

MP 

MP 

MP 

MP 

F 

P 

PF 

PF 

PF 

WF 

WF 

WF 

WF 

WF 

WF 

WF 

WF 

WF 

PF 

PF 

150,i 

000 

170,000 

360,000 

8.5 

ing  Power  | 

58.6 

spots  on  the  arms  and  legs.  She  rapidly 
went  into  a deep  secondary  shock,  in  spite 
of  ample  intravenous  glucose  and  more 
whole  and  citrated  blood.  She  remained 
in  this  deep  shock  for  twelve  hours.  Dur- 
ing this  time,  the  abdominal  wound,  although 
resutured,  bled  profusely.  The  bleeding 
from  the  wound  seemed  to  be  a diffuse 
capillary  one,  and  could  be  controlled  only 
by  manual  pressure.  Twelve  hours  after 
the  operation  she  was  catheterized,  and 
100  c.c.  of  dark  red  urine  was  obtained. 
Examination  showed  it  contained  many 
RBC  and  WBC.  No  casts  or  Hgb.  were 
found. 

The  next  few  days,  she  gradually  im- 
proved from  the  shock,  temperature  varying 
from  99  to  101°  F.  During  this  time  her 
condition  was  not  good,  blood  pressure  and 
pulse  hardly  obtainable.  The  ecchymosis 
gradually  disappeared,  and  the  bleeding  from 
the  wounds  and  other  places  was  controlled. 

In  summarizing  the  convalescence  from 
this  point,  several  conditions  became  prob- 
lems : 

1.  The  problem  of  the  kidney  function,  which 
had  practically  ceased. 

2.  The  problem  of  secondary  anemia  which 
was  developing. 

3.  The  development  of  tetany  with  mineral 
changes  became  troublesome. 

4.  Later  development  of  polyneuritis  of  the 
nerves  of  the  right  arm  and  associated  bony 
changes. 

5.  The  occurrence  of  arthritis  three  months 
and  seven  months  after  delivery. 

Chart  I shows  the  function  of  the  kidney. 
During  these  ten  days  the  patient  remained 
conscious  and  presented  no  symptoms,  of 
uremia.  She  developed  some  generalized 
edema,  and  the  blood  pressure  elevated  to 
180/100.  The  abdomen  which  was  distended 
was  relieved  with  Wagenstein  and  Harris 
drip.  The  abdominal  wound  healed  by 


primary  union.  After  ten  days,  the  urinary 
output  started  to  increase  and  soon  became 
a tremendous  daily  amount.  On  the  ninth 
day,  she  began  to  have  marked  muscular 
twitchings  followed  by  convulsions.  Her 
condition  seemed  precarious  at  this  time, 
but  after  increasing  the  fluids,  she  seemed 
to  improve  considerably.  However,  as  the 
improvement  occurred,  the  muscular  twitch- 
ings became  worse  and  a troublesome  tetany 
developed.  These  twitchings  of  the  arms 
and  legs  were  painful  and  annoying  to  the 
patient.  It  lasted  five  or  six  days,  grad- 
ually disappearing  after  treatment  of  cal- 
cium and  parathormone.  Other  signs  of 
tetany  were  a blood  calcium  of  six-eight 
mg.,  and  a positive  Chovetek  and  Trous- 
seau sign.  The  blood  sodium,  which  during 
the  last  few  months  of  pregnancy  had 
ranged  from  250  to  260  mg.  per  100  c.c. 
of  whole  blood,  dropped  during  the  labor 
and  for  several  days  later  to  150  and  160 
mg.  A large  amount  of  saline  and  glucose 
was  given,  and  there  was  a gradual  increase 
to  270-300  mg.  This  was  considerably  over 
the  estimated  normal,  probably  the  result 
of  retention  of  urine. 

The  next  factor  which  caused  consider- 
able worry  was  the  progressive  secondary 
anemia  that  was  developing.  Chart  II 
shows  the  change  that  took  place  in  the 
blood  picture.  During  these  days  she 
developed  some  jaundice,  and  uric  acid  was 
found  to  be  8.5  mg. 

As  soon  as  the  kidney  function  was 
assured,  two  more  transfusions  of  citrated 
blood  were  given.  The  patient  was  also 
given  liver  extract  and  iron.  The  improve- 
ment was  slow  but  gratifying,  and  thirty- 
six  days  after  delivery,  she  was  discharged 
from  the  hospital.  Two  weeks  later,  she 
noticed  loss  of  motion  of  the  right  forearm 
and  hand.  This  was  followed  by  pain  in 
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the  shoulder  joint,  and  along  the  course 
of  the  nerves  of  the  arm  and  forearm. 
She  then  developed  an  arthritis  of  the 
shoulder  joint  and  other  small  joints  of 
the  arm  and  hand.  No  foci  of  infection 
could  be  found,  and  gradually  she  improved 
and  resumed  a normal  life. 

Seven  months  after  delivery,  she  had  a 
tooth  extracted,  and  the  arthritis  started 
again.  At  present,  she  is  being  treated  for 
that  condition.  Her  blood  count  is  char- 
acterized as  follows:  Hgb.  eighty-one  per 
cent  (13.5  gm.),  RBC  4,070,000,  WBC 
7,000,  polys  thirty-seven,  lymphs  fifty-two, 
large  monos  seven,  reds  well- filled. 

Discussion 

An  analysis  of  sixty  cases  of  definite 
abruptio  placentae  has  been  made.  It 
is  felt  that  when  there  exists  premature 
separation  of  the  placenta  together  with 
a toxemic  state,  most  anything  can  hap- 
pen. When  such  situations  occur,  there 
is  a general  systemic  effect  and  one  must 
be  prepared  not  only  to  treat  the  local 
disorder,  but  must  also  anticipate  blood 
changes  and  kidney  disturbances. 

It  may  be  possible  that  in  individuals 
of  this  type,  a toxic  abruptio  of  the  pla- 
centa may  be  the  cause  or  result  of  an 
atypical  purpura.  The  fact  that  the 
bleeding  time  and  platelet  count  were 
altered  is  suggestive.  This  purpura  could 
be  explained  in  several  ways: 


1.  It  may  be  due  to  liver  damage  in 
connection  with  the  toxemias  of  pregnancy. 

2.  It  may  be  due  entirely  to  blood  loss. 

3.  It  may  be  due  to  an  increase  in  the 
stabilizing  material  in  the  plasma  after 
excessive  bleeding.  This  may  also  be  the 
result  of  liver  damage. 

4.  As  Dieckman  suggests,  it  may  be  due 
to  a lack  of  fibrinogen. 

5.  It  is  possible  for  patients  to  assume 
purpuric  tendencies  after  large  quantities 
of  blood  have  been  given.  However,  no 
reactions  were  obtained  after  any  of  the 
transfusions.  No  blood  was  used  unless 
it  matched  both  ways  and  no  such  reaction 
has  been  noted  when  large  quantities  of 
blood  have  been  given  for  other  conditions. 

It  is  interesting  to  note  the  amount  of 
secondary  anemia  that  developed  in  these 
four  cases,  the  blood  decreasing  consider- 
ably in  spite  of  the  rather  large  trans- 
fusions that  were  given.  In  the  three 
cases  that  survived,  the  return  to  normal 
was  extremely  slow.  No  doubt,  the 
toxemia  present  played  an  important  part 
in  this  retardation. 

The  function  of  the  kidney  played  a 
definite  role  in  the  prognosis  of  these 
cases.  In  two  of  the  cases,  the  function 
was  soon  returned  to  normal.  The  lack 
of  urine  in  these  may  have  been  based 
upon  the  toxemia  alone.  However,  both 
showed  that  the  urine  was  definitely 
bloody.  The  lack  of  kidney  function 
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contributed  definitely  in  the  one  death. 
Whether  this  oliguria  and  anuria  is  part 
of  the  prolonged  shock,  loss  of  water, 
cortical  necrosis,  tubular  plugging  or  part 
of  the  general  toxic  state,  it  is  impossible 
to  say.  It  must  be  remembered  that  this 
does  exist,  and  that  as  an  important  part 
in  the  treatment  of  abruptio  placentae, 
it  is  necessary  to  increase  the  fluid  intake 
markedly,  particularly  by  the  venous  route. 

It  is  also  possible  that  the  electrolyte 
balance  is  affected  in  this  situation.  This 
was  shown  by  the  changes  in  the  blood 
sodium  in  two  patients,  and  the  lowering 
of  the  calcium  and  appearance  of  tetany 
in  another.  Blood  sodium  estimations 
were  done  by  the  spectrographic  method 
on  whole  blood. 


Conclusions 

1.  The  toxic  type  of  abruptio  placentae 
is  the  most  dangerous. 

2.  There  are  changes  in  the  blood,  kid- 

neys,  and  other  structures  in  the  toxic 
type.  _ . I 

3.  These  patients  may  show  an  atypi- 
cal purpuric  tendency. 

4.  Blood  transfusions,  although  an  ab- 
solute necessity,  must  be  given  with  care. 

5.  Large  quantities  of  fluid  are  neces- 
sary to  the  patient. 

6.  The  electrolyte  balance  probably  is 
affected  and  this  should  be  considered  in 
planning  treatment. 

713  E.  Genesee  St. 
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Discussion 


Dr.  James  K.  Quigley,  Rochester — Dr. 
Hughes  experience  in  unusual  complications 
of  abruptio  is,  I think  unusual,  but  might 
not  these  symptoms  have  resulted  either 
from  the  transfusions  or  from  vitamin  defi- 
ciency? Sir  James  Young  in  a paper  in  a 
recent  issue  of  the  British  Medical  Journal 
proves  the  correlation  of  habitual  abortion, 
some  toxemias  and  abruptio,  and  ascribes 
the  etiology  to  a lack  of  the  corpus  luteum 
hormone  and  lack  of  vitamin  E.  Shute  also 
suggests  vitamin  E deficiency  as  a cause, 
not  only  for  habitual  abortion  but  the 
similar  condition,  abruptio. 

The  textbook  picture  of  abruptio  is  so 
obvious  as  not  to  escape  recognition,  how- 
ever by  this  time  both  mother  and  baby  may 
be  in  jeopardy.  De  Normandie  and  Shute 
both  emphasize  the  importance  of  recogni- 
tion of  the  milder  forms  of  separation,  the 
only  symptoms  of  which  may  be  sacral 
backache  with  a circumscribed  tender  spot 
in  the  uterus  usually  without  external 
bleeding. 

The  extent  of  placental  separation  does 
not  always  indicate  the  amount  of  hemor- 
rhage. Only  two  days  ago  I sectioned  a 
case  in  the  ninth  month  because  of  two 
rather  sharp  hemorrhages  with  a three 
weeks  interval  and  a tender  area  in  the 
fundus,  and  found  a relatively  small  mar- 
ginal separation. 

Abruptio  may  not  be  due  to  toxemia,  but 


as  both  may  have  a common  etiological 
factor,  it  would  seem  as  though  the  cause 
of  abruptio  may  be  near  solution. 

Dr.  Raymond  J.  Pieri,  Syracuse — In  re- 
viewing Dr.  Hughes’  excellent  paper,  three 
important  points  appear  to  warrant  addi- 
tional emphasis  or  repetition. 

First,  that  in  severe  abruptio  placentae 
there  may  result  profound  changes  in  the 
blood,  the  exact  nature  of  which  is  not 
understood.  Indications  point  to  some  dis- 
turbance of  the  electrolytic  balance.  Whether 
this  is  a phenomenon  associated  with  the 
profound  acute  blood  loss,  or  is  a result  of 
the  measures  instituted  to  combat  this  (in- 
travenous blood,  saline,  glucose,  etc.)  is  not 
yet  clear. 

Second,  that  oliguria  and  anuria  are  not 
uncommon,  that  kidney  disease  per  se  does 
not  alone  explain  the  acute  onset  of  these 
manifestations,  and  that  persistent  anuria 
may  be  a contributory  cause  of  death  in  a 
certain  number  of  cases. 

Third,  I wish  to  express  a word  of  com- 
mendation for  the  rather  unusually  com- 
plete laboratory  data  presented  by  Dr. 
Hughes  in  connection  with  certain  of  his 
cases.  More  study  by  all  of  us  in  this 
direction  may  provide  us  with  valuable  in- 
formation concerning  the  unusual  clinical 
pictures  which  abruptio  placentae  sometimes 
creates. 
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In  view  of  the  diverging  opinions  lately 
expressed  as  to  the  value  of  the  tuber- 
culin-test of  school  children  and  the  im- 
portance of  the  role  it  should  play  in 
tuberculosis  control,  we  wish  to  review 
a three-year  test  program  which  was  car- 
ried out  in  the  public  schools  by  the  staff 
of  a County  Tuberculosis  Hospital  and 
to  compare  its  results  with  the  results 
obtained  by  the  routine  examination  of 
contact  and  suspect  cases  made  in  the 
same  hospital  during  the  same  period. 

We  will  limit  ourselves  to  an  analysis 
of  the  method  solely  as  a means  of  de- 
tecting the  adult  type  of  tuberculous  pul- 
monary lesions.  This  preliminary  dis- 
tinction is  necessary.  A program  which 
would  extend  to  the  discovery  and  also 
care  of  childhood  type  of  lesions,  would 
be  wider  in  scope  and  would  require  a 
more  complete  organization,  including  a 
preventorium  and  continuous  supervision 
of  the  children  affected,  the  expenses  of 
which  few  communities  are  ready  to  meet 
at  the  present  time. 

The  survey  under  consideration  was 
carried  out  in  Ulster  County  (New  York 
State),  which  has  a population  of  80,000 
— half  urban  and  half  rural.  Its  anti- 
tuberculosis organization  is  centered  in 
the  Ulster  County  Tuberculosis  Hospital 
which  is  only  equipped  to  take  care  of 
the  adult  type  of  pulmonary  lesions  and 
which  is  also  in  charge  of  all  extramural 
activities. 

In  previous  papers  the  essential  feat- 
ures of  this  program  have  been  outlined.1,2 
The  usual  routine  of  educational  prepara- 
tion of  the  field  through  lectures  and 
press  propaganda  was  adhered  to.  The 
Mantoux  test  was  used  throughout. 

As  a result  of  the  many  surveys  made 
in  several  parts  of  the  country  during 
these  past  years,  especially  in  Massachu- 
setts which  have  shown  that  the  amount 
of  clinical  tuberculosis  found  among  the 
grade  school  positive  reactors  is  very 


small,  the  general  consensus  of  opinion 
today  seems  to  be  that  the  test  will  pro- 
duce its  best  results  if  applied  (1)  to  the 
high  school  students,  whose  positive  re- 
actors would  then  be  x-rayed  or  (2)  to 
the  entering  pupils  of  the  primary  schools. 
In  this  case,  the  adult  household  contacts 
of  the  positive  reactors  should  be  exam- 
ined in  an  attempt  to  trace  the  source 
of  infection.  This  program,  however,  is 
not  practical  in  all  cases.  In  most  rural 
schools,  for  instance,  several  grades  are 
grouped  together.  Also,  the  several  grades 
do  not  enroll  the  same  age  groups,  and 
while  in  a rural  school  we  may  find 
pupils  sixteen  years  old,  we  find  in  the 
high  schools,  children  as  young  as  twelve. 

Because  our  survey,  besides  case  find- 
ing, had  also  propaganda  purposes  and 
because  we  wanted  to  offer  our  services 
to  the  rural  as  well  as  to  the  urban 
communities,  we  decided  to  apply  the 
test  to  children  of  all  ages.  When  our 
program  was  actually  well-organized  and 
started,  we  found  that  it  took  little  more 
effort  to  survey  a whole  school  than  a 
class  or  two.  From  the  very  beginning 
we  made  it  our  firmest  rule  not  to  exam- 
ine any  grade  school  positive  reactor 
unaccompanied  by  at  least  one  responsible 
member  of  the  family;  in  fact,  we  en- 
deavored, whenever  possible,  to  examine 
all  the  adult  household  contacts.  Conse- 
quently, we  believe  that  ours  is  one  of 
the  few  surveys  of  such  extent  in  which 
a large  proportion  of  household  contacts 
has  been  examined. 

An  important  feature  in  our  technic 
was  the  use  of  the  fluoroscope  as  a first 
screen  instead  of  the  x-ray  film.  Numer- 
ous records  of  those  experienced  with 
both  types  of  examinations  satisfactorily 
prove  that  the  fluoroscope  will  reveal  to 
the  trained  eye  any  significant  parenchy- 
mal lesion.  It  enabled  us  to  reduce  the 
number  of  films  to  be  taken  from  between 
eighty-five  to  ninety  per  cent.  When  one 
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considers  that  the  cost  of  a finished  film 
is  around  seventy-five  cents  while  the 
cost  of  the  fluoroscopic  examination  has 
been  estimated  at  about  fifteen  cents  per 
capita,  it  is  easy  to  foresee  the  economy 
that  can  be  effected.  This  item  is  very 
important  in  communities  which  have 
long  since  gone  off  the  prosperity  stan- 
dard. 

During  the  three  years  under  consider- 
ation, we  tested  8,953  grade  school  pupils, 
2,113  high  school  students,  and  380  nor- 
mal school  freshmen,  a total  of  11,446. 
Respectively  the  positive  reactors  were 
1,242  (13.8%),  575  (27%),  and  147 
(36%),  a total  of  1,964. 

The  individuals  examined  were:  828 
grade  school  pupils,  667  high  and  normal 
school  students,  and  984  adults,  a total 
of  2,479.  For  practical  reasons  we  have 
classified  the  normal  school  freshmen 
with  the  high  school  seniors,  with  the 
exception  of  a few  over  twenty  years  of 
age  who  have  been  classified  as  adults. 

The  findings  of  these  examinations, 
limited  as  we  have  said  to  the  pulmonary 
lesions  of  adult  type,  are  reported  in 
Table  I. 

In  Table  II  we  have  classified  the  chil- 
dren examined  and  those  found  with 
lesions  according  to  age  groups.  We  have 
also  tried  to  tabulate  in  the  same  table 
the  adults  examined  and  those  found  with 
lesions  according  to  the  age  groups  of 
their  children.  As  some  of  these  adults 
had  more  than  one  child,  we  have  classi- 
fied them  according  to  the  age  group  of 
their  youngest  child. 

The  study  of  the  figures  relating  to  the 
adults  is  of  some  interest.  We  can  see 
that  the  number  of  cases  found  among 
them  does  not  vary  greatly  according  to 
the  age  groups  of  their  children.  There- 
fore, the  assumption,  theoretically  sound, 
that  we  would  find  proportionally  more 
cases  among  the  household  contacts  of 
the  positive  reactors  of  the  first  grades 
is  not  confirmed  in  our  survey  by  actual 
results.  We  are  unable  to  explain  this 
discrepancy.  In  fact,  we  failed  to  find 
a single  case  of  tuberculosis  among  the 
adults  whose  children  were  younger  than 
nine  years,  and  furthermore,  if  we  had 
classified  the  adults  who  had  more  than 
one  child  positive  reactor  in  the  age  group 
of  the  oldest  child,  we  would  have  found 
only  four  cases  belonging  to  the  house- 


hold contacts  of  children  ten  years  or 
younger. 

The  number  of  cases  found  among 
adults  was  3.4  per  cent  of  the  examina- 
tions and  three  times  larger  than  the  num- 
ber found  among  the  pupils.  The  stages 
of  disease  for  the  two  groups  were  eight 
minimal,  one  moderately  advanced,  and 
one  advanced,  for  the  pupils;  for  the 
adults,  twenty-one  minimal,  nine  mod- 
erately advanced,  and  one  advanced.  This 
gives  an  average  proportion  of  seventy 
per  cent  minimal  lesions. 

How  do  these  figures  compare  with 
those  produced  by  the  routine  examina- 
tion of  contact  and  suspect  cases?  Dur- 
ing the  three  years  considered  in  the 


Table  I 


Grade  Schools 

M inimal 
3 

Moderately 

Advanced 

Advanced 

1 

High  and  Normal  Schools 

5 

1 

Adults 

21 

9 

1 

Total 

29 

10 

2 

Table  II 


Up  to 

1 1- 1 5 

1 6-20 

io  years 

years 

years 

Number  of  children  examined. . 

349 

654 

492 

Children  found  with  tubercu- 

losis 

1 

2 

7 

Number  of  adults  examined  for 

each  age  group 

426 

431 

44 

Number  of  adults  found  with 

tuberculosis 

14 

13 

4 

above  survey,  the  hospital  conducted  reg- 
ular biweekly  clinics  to  which  household 
contacts  of  known  cases  and  individuals 
with  suspicious  symptoms  were  admitted. 
From  November  1,  1933  to  September  1, 
1936,  a total  of  1,843  new  patients  of 
these  two  categories  were  examined  and 
x-rayed  with  the  resultant  discovery  of 
227  new  cases  of  tuberculosis,  or  a little 
more  than  eleven  per  cent,  in  the  follow- 
ing stages : seventy-nine  minimal,  sev- 

enty-six moderately  advanced,  and  sev- 
enty-two advanced — an  average  of  thirty- 
five  per  cent  minimal  lesions. 

It  is  evident  from  the  above  figures 
that  the  numerical  advantage  rests  with 
the  contact-suspect-case  examination 
method,  which  yields  by  far  a larger 
number  of  new  cases  of  tuberculosis.  On 
the  other  hand,  the  tuberculin-test  method 
appears  to  lead  to  the  discovery  of  twice 
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as  many  cases  with  minimal  lesions,  and 
it  is  upon  this  fact  that  much  emphasis 
has  been  placed  by  several  writers  who 
advocate  it.  Dr.  William  Paul  Brown, 
for  instance,  in  a comparative  study 
of  economy  in  tuberculosis  case-finding 
through  the  schools,  reviews  also  the  re- 
sults obtained  by  the  traveling  clinics  of 
the  New  York  State  Health  Department 
in  the  examination  of  suspect-contact 
cases.  Noting  that  only  forty  per  cent 
of  the  cases  found  through  these  clinics 
were  in  the  early  stages,  he  asks : “Should 
not  this  conspicuous  failure  . . . move 
us  to  try  other  methods  of  case-finding 
even  though  such  methods  are  less  pro- 
ductive and  more  expensive  ?” 3 In  our 
opinion  the  New  York  State  Clinics  can- 
not be  taken  as  an  indicative  basis  for 
comparison.  They  are  not  permanent  and 
they  do  not  reach  “typical  groups”  unless 
we  consider  the  individuals  examined  by 
them  as  typical  of  communities  where  no 
active  and  efficient  anti-tuberculosis  or- 
ganization exists  and  where,  as  a result, 
we  would  expect  to  find  a large  percent- 
age of  advanced  lesions.  Early  discovery 
of  the  disease  depends  on  several  factors 
beside  the  method  used.  The  education 
of  the  public,  the  cooperation  of  the  med- 
ical profession,  the  establishment  of  good 
field  nursing  service,  etc.,  all  contribute 
to  the  fulfillment  of  this  purpose.  A more 
detailed  analysis  of  our  figures,  for  in- 
stance, will  lend  support  to  this  point. 
Our  hospital  was  opened  at  the  end  of 
1931  and  did  not  start  an  active  routine 
Clinic  service  until  the  beginning  of  1933. 
Due  to  the  hearty  cooperation  of  the  local 
physicians,  to  an  intensive  educational 
program,  and  to  efficient  field  work,  the 
percentage  of  minimal  lesions  among  the 
contact-suspect  group  in  the  past  three 
years  has  steadily  and  gradually  increased 
as  follows : 

Sept.  1933-Sept.  1934  Minimal  23%  Advanced  45% 

Sept.  1934-Sept.  1935  Minimal  27%  Advanced  31% 

Sept.  1935-Sept.  1936  Minimal  50%  Advanced  21% 

Moreover,  there  is  another  important 
consideration  to  be  made.  In  evaluating 
either  method  we  must  not  be  content  to 
draw  conclusions  from  statistics  alone. 
The  importance  which  the  newly  discov- 
ered cases  have  as  public  health  problems, 
and  how  many  of  them  as  such  are  to  be 
considered  potential  sources  of  infection 
and  therefore  in  need  of  supervision  and 


treatment,  must  also  be  taken  into  ac- 
count. Dr.  Korns,  in  a recent  paper,  has 
pointed  out  that  “the  solution  of  the  prob- 
lem of  tuberculosis  eventually  will  lie  not 
so  much  in  early  diagnosis  as  in  prompt 
diagnosis  and  isolation  of  open  cases  to 
minimize  contacts  after  these  cases  be- 
come communicable.”  4 

Undoubtedly,  most  of  the  cases  de- 
tected through  the  regular  clinics  had  ac- 
tive lesions.  They  came  to  us  either 
because  symptoms  or  physical  signs  had 
led  their  physician  to  suspect  the  disease, 
or  in  the  case  of  contacts,  because  they 
were  the  possible  infecting  source  or  in- 
fected victim  of  the  original  known  case. 
Therefore,  their  lesions,  when  discovered, 
were  all  clinically  significant  to  us,  even 
if  minimal. 

Altogether  different  seems  to  be  the 
condition  of  the  group  of  patients  found 
through  the  tuberculin-test  survey.  While, 
of  the  ten  school  pupils,  eight  had  active 
or  suspiciously  active  lesions,  this  was  so 
only  for  sixteen  of  the  thirty-one  adults, 
and  among  them  only  six  of  the  twenty- 
one  we  had  classified  as  minimal.  There- 
fore, if  it  is  true  that  the  tuberculin-test 
method  results  in  the  detection  of  a 
higher  percentage  of  minimal  lesions,  it 
is  also  true  that  the  routine  clinic  exam- 
ination produces  a higher  percentage  of 
active  lesions,  which  is  what  interests  us 
from  the  public  health  and  tuberculosis 
control  point  of  view. 

Parenthetically,  we  may  note  that  the 
distribution  of  the  sixteen  adults  with  ap- 
parently active  lesions  had  no  particular 
relation  to  the  age  of  their  children.  Nine 
of  them  were  parents  of  children  in  the 
age  group  six  to  ten;  and  seven,  of  chil- 
dren in  the  age  group  eleven  to  fifteen. 

The  comparative  per  capita  cost  is  also 
an  ever  present  subject  of  discussion.  Un- 
questionably, the  tuberculin-test  method 
has  proved  to  be  the  more  expensive. 
In  those  communities  where  its  applica- 
tion has  required  the  organization  and 
upkeep  of  an  entirely  new  and  independ- 
ent unit,  and  especially  where  the  posi- 
tive reactors  alone,  without  their  parents, 
have  been  x-rayed,  the  expense  has  been 
entirely  out  of  proportion  to  the  meager 
results  obtained,  with  consequent  dispar- 
agement of  the  method.  However,  we 
cannot  base  a cost  analysis  on  these  in- 
stances. If  we  consider  a tuberculin-test 
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survey  developed  collaterally  as  an  extra 
duty  activity  by  the  full  time  staff  of  a 
tuberculosis  hospital,  which  is  already 
conducting  a well-organized  clinic,  then 
the  extra  expense  would  be  limited  to  the 
cost  of  the  x-ray  films,  and  of  a few 
incidentals  which  would  keep  the  per 
capita  cost  low  enough  to  make  such  a 
survey,  if  not  highly  productive,  at  least 
sufficiently  attractive  from  the  financial 
point  of  view.  This  will  be  more  so  if 
the  fluoroseope  is  used  as  a first  screen. 

We  have  so  far  considered  the  immedi- 
ate practical  results  of  the  two  methods 
and  their  economics.  The  conclusion  as 
to  their  comparative  merits  is  obvious. 

But  there  is  another  value  in  a tuber- 
culin-test survey — a value  which  we  be- 
lieve transcends  even  that  of  the  clinical 
aspect,  namely,  the  education  of  the  pub- 
lic. The  general  information  which  is 
disseminated  preparatory  to  the  actual 
testing  constitutes  a form  of  propaganda 
which  cannot  be  equalled  in  any  other 
way.  We  gave  many  informal  talks  to 
various  groups  and  meetings  throughout 
the  county,  thus  gaining  ample  opportu- 
nity for  explaining  and  discussing  the 
problem  of  tuberculosis.  Through  this 
medium  we  reached  a large  proportion  of 
the  population  which  it  would  have  been 
difficult  to  reach  otherwise.  Still  more 
important,  the  examination  of  the  parents 
has  brought  them  in  direct  touch  with  us 
as  we  have  always  made  it  part  of  our 
policy  to  have  a personal  interview  with 
each  family  before  the  examination,  ex- 
plaining to  them  the  meaning  of  the  test, 
of  the  positive  reaction,  and  the  advisa- 
bility of  the  examination.  The  fluoro- 
scopic examination  which  was  carried  on 
in  family  groups  greatly  impressed  them 
and  helped  in  their  understanding  of  our 
purpose.  In  this  way  we  directly  con- 
tacted about  550  families  in  all  walks  of 
life  who  will  in  the  future,  we  hope,  con- 
tribute their  measure  to  health  propa- 
ganda in  their  respective  communities. 

Dr.  Korns  in  the  paper  cited  above 
writes:  “The  x-raying  of  high  school 

students,  while  it  may  reveal  little  signifi- 


cant tuberculosis,  has  educational  value, 
as  it  makes  it  more  likely  that  students 
examined  in  this  way  will  in  the  future 
submit  to  or  even  seek  an  x-ray  examina- 
tion should  it  seem  desirable.,,  And  we 
have  direct  proof  to  support  that.  A 
year  ago,  curious  to  ascertain  what  edu- 
cational results,  if  any,  our  campaign  was 
having  among  our  people,  we  decided  to 
submit  a set  of  questions  to  the  senior 
students  of  our  largest  high  school.  Many 
of  them  had  been  tuberculin-tested  and 
fluoroscoped,  but  had  never  been  given 
lectures  relating  to  the  subject  and,  there- 
fore, we  felt  that  their  answers  would 
reflect,  more  or  less,  any  discussions 
which  might  have  taken  place  in  the  fam- 
ily group.  By  way  of  comparison  we  put 
those  same  questions  to  the  senior  stu- 
dents of  two  high  schools  of  two  contigu- 
ous counties  where  practically  no  tuber- 
culin-testing had  ever  been  done.  The 
answers  of  our  425  students  had  a de- 
cided advantage  over  the  answers  of  the 
519  students  of  the  other  two  schools. 
The  best  illustration  is  the  question,  “If 
you  were  fearful  that  you  had  pulmonary 
tuberculosis  or  ‘lung  troubles’  what  would 
be  the  best  method  of  determining  this?” 
Our  students  answered  correctly  (x-ray 
or  fluoroscopic  examination)  in  the  pro- 
portion of  sixty-seven  per  cent  to  seven- 
teen per  cent  of  the  students  of  the  other 
schools. 

Viewed  under  this  light,  there  is  no 
question  that  the  tuberculin-test  has  its 
own  place,  and  a very  valuable  one  in  the 
anti-tuberculosis  set-up.  However,  as  a 
case-finding  method  it  has  its  limitations 
and,  therefore,  it  cannot  and  should  not 
be  considered  as  a substitute  for  the  more 
effective,  more  productive,  and  coeteris 
paribus,  more  economical  method  of  con- 
tact-suspect case  examination. 

240  Manning  Blvd.  (G.W.W.) 

188  Fair  St.  (F.W.H.) 

References 

1.  Weber,  Murphy,  and  Holcomb:  Amer.  Rev.  of 
Tuber.,  32:331. 

2.  Weber,  G.  W. : Nat.  Tub.  Assn.  Bull.,  March  1936. 

3.  Brown,  W.  P. : Public  Health  Nursing,.  July  1936. 

4.  Korns,  J.  H. : N.  Y.  S.  Jour.  Med.,  36:1554,  1936. 


ANNUAL  MEETING  HEADQUARTERS,  Waldorf-Astoria 

All  meetings  will  be  held  in  the  Hotel,  Park  Ave.  at  5°th  St. 
Rooms  may  be  reserved  now  at  special  rates.  Use  coupon  on 
page  xxix. 


CARCINOMA  OF  THE  SKIN 

Practical  Phases 


Joseph  Jordan  Eller,  M.D.,  New  York  City 


Skin  carcinoma,  because  of  its  accessi- 
bility, offers  opportunity  for  early  diag- 
nosis and  adequate  therapy.  In  no  other 
field  is  it  possible  to  obtain  such  good 
results.  Despite  this,  the  United  States 
Public  Health  Service  reported  in  1934 
that  there  were  approximately  3,300 
deaths  from  skin  cancer  or  about  three 
per  cent  of  the  aggregate  mortality  from 
cancer  of  all  types  and  locations.  Today 
the  responsibility  is  on  the  general  prac- 
titioner as  well  as  the  specialist,  for  low- 
ering the  mortality  rate  of  cancerous 
skin  tumors. 

Malignant  skin  tumors  are  best  classi- 
fied according  to  their  histopathology. 
They  may  be  placed  in  two  main  groups 
according  to  whether  they  arise  from 
epithelial  or  connective  tissue  elements. 
Malignant  growths  arising  from  epithe- 
lial cells  are  called  epitheliomas  or  carcin- 
omas; those  originating  from  connective 
tissue  are  called  sarcomas.  In  this  paper, 
only  the  malignant  neoplasms  of  epithelial 
origin  will  be  discussed.  These  constitute 
the  vast  majority  of  malignant  new 
growths  found  in  the  skin.  The  melan- 
oma group,  carcinoma  of  the  mouth, 
and  also  the  subject  of  sarcomas  will  ap- 
pear in  subsequent  articles. 

The  epidermis  consists  of  several  lay- 
ers, all  representing  the  normal  changes 
which  the  epithelial  cells  undergo  as  they 
grow  from  the  lowest  layer  toward  the 
surface.  The  lowest  layer  (stratum  ba- 
sale  or  str.  Malpighi)  consists  of  large 
columnar  cells  which  divide  by  mitosis, 
thus  forming  other  cells  which,  during 
their  advance  toward  the  surface,  are  sub- 
jected to  a gradual  process  of  keratiniza- 
tion. 

The  classification  of  skin  carcinoma 
depends  on  the  type  of  epidermal  cells 
which  is  found  in  the  epithelial  new 
growth : first,  the  basal-cell  tumor  consist- 
ing of  basal  cells;  second,  the  squamous- 
cell tumor  in  which  the  prickle  cells  pre- 
dominate. Mixed  tumors  containing 
both  epidermal  elements  are  not  uncom- 
mon and  are  called  basal-squamous-cell 
epitheliomas. 

As  a third  supplement  10  the  two  main 


groups  may  be  considered  the  intraepi- 
dermal  epithelioses  (Bowen’s  disease, 
Quey  rat’s  erythroplasia,  and  other  con- 
ditions) whose  cells  possess  characteris- 
tics of  malignant  degeneration,  but  still 
remain  localized  within  the  epidermis;  at 
times  they  may  break  through. 

The  above  classification  is,  of  course, 
rather  broad,  and  cannot  be  regarded  as 
completely  applicable  to  all  conditions, 
but  the  terminology  of  the  mentioned  new 
growths  has  proved  practical  for  the 
establishment  of  a therapeutic  regime  and 
for  the  determination  of  the  prognosis, 
since  the  pathologic  findings  as  well  as 
the  location  must  in  all  cases  indicate  the 
methods  to  be  employed  in  the  treatment. 

Cutaneous  epithelioma  frequently  origi- 
nates in  apparently  normal  skin ; the 
larger  percentage,  however,  may  be  ob- 
served in  previously  altered  skin.  These 
changes  may  be  caused  by  intrinsic  or 
extrinsic  factors  which  originate  either 
from  normal  physiologic  processes  or 
from  abnormal  influences.  Senile  atrophy 
of  the  skin,  at  times  prematurely  pro- 
duced by  prolonged  frequent  exposure 
to  sun,  wind,  etc.,  is  a predisposing  factor 
in  the  formation  of  skin  epitheliomas. 
Carcinomas  of  the  skin  may  arise  in 
areas  of  chronic  inflammation.  The  pro- 
totype of  this  class  is  the  “lupus  cancer.” 
Other  skin  conditions  which  may  assume 
malignant  degeneration  are  nevi,  con- 
dylomas, roentgen  ray  or  radium  derma- 
titis, persistent  tar  irritations,  leukoplakia, 
and  others. 

Squamous  Cell  Carcinoma 

Although  the  squamous  cell  carcinoma 
is  not  seen  as  frequently  as  the  basal  cell 
type,  it  is  much  more  important  because 
of  its  highly  malignant  character.  It 
grows  more  rapidly  and  may  metastasize 
early,  therapeutic  measures  may  be  less 
effective,  and  when  unrecognized  or  in- 
adequately treated,  its  course  may  fre- 
quently be  fatal.  The  prickle  (squamous) 
cell  carcinoma  usually  occurs  singly.  This 
neoplasm  most  frequently  is  seen  in  the 
fifth  or  sixth  decade  of  life,  but  it  may 
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Fig.  1.  Basal  cell  epithelioma  show- 
ing destruction  of  eyeball. 


Fig.  2.  Bowen’s  disease  of  the  skin.  (Corroborated 
by  microscopic  study.) 


occur  at  any  age.  It  is  extremely  rare  in 
the  colored  race.  While  no  area  of  the 
skin  is  immune,  the  most  frequent  sites 
are  the  mucocutaneous  junctions  of  the 
mouth  or  the  genitalia,  or  on  the  skin 
of  the  extremities. 

The  tumor  sometimes  arises  from  ap- 
parently normal  skin  or  it  may  have  its 


origin  in  skin  which  has  previously  under- 
gone other  pathologic  changes.  Its  initial 
appearance  is  difficult  to  recognize  as  a 
malignant  growth.  A small  papule  or  a 
slightly  infiltrated  wart  would  scarcely 
excite  suspicion  of  a beginning  cancer. 
Later  the  tumor  may  ulcerate  or  bleed 
easily  on  trauma,  thus  for  the  first  time 


Fig.  3.  Basal  and  squa- 
mous cell  epitheliomas  de- 
veloping on  xeroderma 
pigmentosum. 
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Fig.  4.  (left)  Basal  cell  epithelioma  of  eight  years  duration,  undertreated  by  x-ray  and 
radium  with  recurrences.  Removed  by  surgical  excision  and  plastic  repair.  Fig.  5.  {right)  Same 
case  showing  cosmetic  result. 


suggesting  the  presence  of  a malignant 
lesion. 

The  squamous  cell  epithelioma  in  the 
skin  usually  grows  very  slowly  but  may 
metastasize  early;  evidence  of  local  de- 
struction in  the  surrounding  tissue  sooner 
or  later  makes  its  appearance.  The 
lesions  vary  from  a \ cm.  to  several 
inches  in  diameter  and  may  assume  vari- 
ous clinical  characteristics.  In  the  be- 
ginning the  tumor  may  be  verrucous, 
papillomatous,  nodular  or  crateriform 
with  the  edges  rolled,  ridged  or  irregular. 
The  necrotic  base  of  the  ulcerated  lesions 
is  frequently  covered  with  a firm  adher- 
ent crust. 

In  its  further  development  the  growth 


may  locally  involve  the  subcutaneous 
structures,  such  as  fascia,  muscle,  and 
bone.  In  the  early  stage  of  infiltration 
the  regional  lymph  nodes  may  be  affected 
individually  and  may  be  freely  movable. 
Later,  however,  the  lymphnode  capsules 
may  break  down  with  subsequent  infiltra- 
tion of  the  tumor  cells  into  the  surround- 
ing area.  Then  generalized  carcinoma- 
tosis and  possible  secondary  infection  may 
lead  to  a fatal  termination.  Despite  the 
many  clinical  forms  which  the  squamous 
cell  epitheliomas  may  assume,  there  are 
certain  definite  symptoms  which  aid  in 
diagnosing  the  disease.  Usually  slight 
trauma  to  these  lesions  may  cause  bleed- 
ing. The  classic  symptom  of  the  so-called 


Fig.  6.  {left)  Epithelioma  of  left  temporal  region  of  eight  years  duration  undertreated  by 
irradiation  with  recurrences.  Fig.  7.  {center)  Same  case  showing  extent  of  excision  by  scalpel. 
Fig.  8.  {right)  Same  case  showing  successful  skin  graft  with  full  thickness  of  skin  taken  from 
pubic  region  for  retention  of  hair. 
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Fig.  9.  Epithelioma  with  radium  ulcer  of 
nine  years  duration.  Treated  by  means  of  sur- 
gical excision  with  full  thickness  skin  graft 
taken  from  behind  ear. 

“cancer  pearls”  is  almost  pathognomonic 
for  the  squamous-cell  cancer.  These 
horny  pearls  are  small  globules  resulting 
from  the  keratinization  of  the  carcinoma 
cells  and  on  slight  pressure  can  be 
squeezed  from  the  tumor  mass.  They 
may  be  observed  with  an  ordinary  lens. 
Another  characteristic  which  is  some- 
times seen  is  the  peculiar  hardness  of  the 
base  or  the  edges  of  the  lesion.  This 
symptom  may  be  so  marked  that  at  times 
the  cancer  is  mistaken  for  a chancre. 
The  presence  of  regional  lymphadeno- 
pathy  would  render  this  error  more  likely 
but  negative  findings  from  repeated  dark- 
field  examination  would  soon  clarify  the 
situation. 

Squamous  cell  cancer  can  simulate 
other  dermatoses  and  for  this  reason  the 
true  nature  of  any  such  lesion  should 
always  be  determined  by  microscopic 
study  of  a section  of  tissue.  The  biopsy 
should  be  performed  as  early  as  possible, 
for  if  malignancy  exists  delay  in  therapy 
may  lessen  the  patient’s  chances.  The 
biopsy,  however,  is  not  without  an  ele- 
ment of  danger,  since  slight  trauma  in 
some  instances  may  stimulate  the  can- 
cerous tissue.  Therefore,  it  should  not 
be  performed  unless  proper  therapeutic 
procedure  can  be  followed  shortly.  In 
certain  cases,  all  necessary  preliminary 
arrangements  for  such  procedure  should 
be  made,  if  possible,  before  the  tissue 
specimen  is  taken.  The  microscopic 
study  will  determine  the  therapy  depend- 


ing on  the  type  of  growth  and  degree  of 
malignancy. 

In  considering  the  prognosis  of  squam- 
ous cell  carcinoma,  one  must  not  be  mis- 
led by  any  misconceptions  regarding  the 
relative  malignancy  of  these  tumors  as 
compared  with  neoplasms  of  other  organs. 
Because  the  physician  is  often  able  to 
observe  the  evolution  and  growth  of  the 
cutaneous  cancer,  he  should  not  be  led 
to  procrastinate,  but  should  regard  it  as 
a disease  which  greatly  endangers  life. 
The  earliest  possible  destruction  of  a 
squamous  cell  cancer  is  necessary  to 
avoid  metastases. 

The  prognosis  depends  upon  the  ex- 
tent to  which  the  cancer  cells  have  spread 
around  the  primary  focus  and  whether 
or  not  the  lymphatic  system  has  been 
invaded.  The  problem  of  dealing  with 
metastases  must  be  envisaged  from  both 
the  surgical  and  radiologic  viewpoints. 

Basal  Cell  Carcinoma 

The  basal  cell  carcinoma  is  the  type  of 
epithelioma  most  frequently  seen  on  the 
skin.  As  already  explained  this  disease 
produces  characteristic  histologic  and 
clinical  features  which  are  essentially  dif- 
ferent from  those  displayed  by  the  squam- 
ous cell  cancer. 

Several  observers  have  demonstrated 
that  the  individual  lesion  may  have  multi- 
ple points  of  origin.  Their  site  of  pre- 
dilection is  on  the  face  but  they  may  be 
found  on  almost  any  area  of  the  skin. 
Like  other  epitheliomas,  they  usually 


Fig.  10.  Same  case  as  Fig.  9 showing  cos- 
metic result. 


May  1,  1938] 


CARCINOMA  OF  THE  SKIN 


693 


occur  in  persons  between  forty  and  sixty 
years  of  age,  although  they  have  occasion- 
ally been  seen  in  children.  They  may 
involve  areas  of  skin  ranging  in  size 
from  a pinhead  to  several  inches  in  di- 
ameter and  may  differ  greatly  in  their 
clinical  appearance.  They  may  be  super- 
ficial or  deep,  nodular  or  ulcerative. 

At  times  they  may  be  papillomatous  or 
fungating  from  the  beginning.  The  typi- 
cal basal-cell  epithelioma,  however,  usu- 
ally begins  as  a small,  slightly  elevated 
nodule,  having  a rolled  or  pearly  border 
and  a surrounding  zone  of  erythema  with 
or  without  telangiectases.  On  palpation 
it  is  hard  and  slight  trauma  may  produce 
bleeding.  In  its  further  evolution,  ulcera- 
tion and  superficial  extension  may  occur. 
The  designation  “rodent  ulcer”  has  been 
applied  to  this  clinical  type.  A bloody 
crust  sometimes  covers  the  crater,  which 
upon  removal  may  expose  a small  amount 
of  pus,  indicating  the  presence  of  sec- 
ondary infection.  Attachment  to  adja- 
cent or  underlying  structures  may  be 
observed,  depending  upon  the  site,  the 


Fig.  11.  Squamous  cell  epithelioma  involving 
mucous  membrane  of  entire  right  cheek;  dura- 
tion about  one  year.  Treated  by  means  of  gold 
radon  implants  and  roentgen  rays  given  through 
external  part  of  cheek.  Radiation  also  to  glands 
of  neck. 


Fig.  12.  Same  case  as  Fig.  11  showing  re- 
sult with  no  recurrence  in  four  years. 


depth,  and  the  evolutionary  stage  of  the 
lesion. 

The  basal  cell  epithelioma  practically 
never  metastasizes.  Those  rare  instances 
in  which  basal  cell  carcinomas  have  been 
reported  as  having  metastasized  are  open 
to  question.  It  is  the  author’s  belief  that 
if  serial  sections  of  such  cases  are  studied 
microscopically,  they  will  invariably  prove 
to  be  mixed  types  of  basal  cell  and 
squamous  cell  epithelioma.  In  order  to 
avoid  such  possible  error,  the  specimen 
of  tissue  taken  for  biopsy  should  be 
sufficiently  large,  and  if  indicated,  several 
sections  from  different  levels  could  be 
examined. 

From  the  clinical  viewpoint  the  basal 
cell  carcinoma  is  regarded  as  relatively  be- 
nign. It  grows  very  slowly,  and  on  rare 
occasions  has  been  reported  as  healing 
spontaneously.  Notwithstanding,  it  should 
never  be  regarded  as  harmless,  for  if 
left  untreated,  or  if  insufficiently  treated, 
it  may  undergo  rapid  growth,  penetrating 
and  destroying  the  underlying  tissue  even 
to  the  periosteum  and  bone.  Basal  cell 
epithelioma  has  been  known  to  have 
caused  the  destruction  of  so  important 
an  organ  as  the  eye.  It  may  cause  seri- 
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ous  cosmetic  damage.  Finally,  as  has 
already  been  mentioned,  the  previously 
normal  squamous  cells,  neighboring  upon 
the  basal  cell  epithelioma,  may  assume 
malignant  qualities  under  the  stimulus 
of  the  chronic  iritation  resulting  from  the 
products  of  abnormal  cancer  cell  meta- 
bolism. This  process  would  change  the 
characteristics  of  a basal  cell  carcinoma 
which  would  then  assume  those  of  the 
more  malignant  squamous  cell  carcinoma. 

In  the  literature  certain  forms  of  basal 
cell  epithelioma  have  been  described  as 
containing  excessive  pigment.  The  recog- 


Fig.  13.  Squamous  cell  epithelioma  of  left 
side  of  tongue  in  patient  with  lues.  Excision  by 
high  frequency  knife  and  therapy  with  perma- 
nent gold  radon  implants  through  left  side  and 
base  of  tongue. 

nition  of  these  so-called  “pigmented 
basal  cell  epithelioma”  is  important  be- 
cause without  histologic  examination  this 
form  may  easily  be  confused  with  a 
melanoma.  In  view  of  the  mistaken 
preoperative  diagnosis  of  melanoma  made 
in  one  of  the  writer’s  cases,  as  well  as  in 
several  other  instances  reported  in  the 
literature,  it  is  not  unlikely  that  a con- 
siderable number  of  similar  lesions  have 
been  mistakenly  reported  as  treated,  cured 
melanoma.  In  view  of  their  pathology, 
their  clinical  course,  their  prognosis  and 
treatment,  these  lesions  really  belong  to 


the  group  of  basal  cell  epithelioma  with 
pigment. 

Aside  from  these  instances,  basal  cell 
cancers  are  not  always  easy  to  diagnose 
clinically.  Since  it  is  almost  impossible 
to  determine  the  real  character  of  the 
epithelioma  by  clinical  observations  only, 
the  same  directions  should  be  observed  as 
were  mentioned  with  respect  to  the 
squamous  cell  epithelioma;  namely:  (1) 
take  a biopsy  for  microscopic  study  at 
once  when  a lesion  is  suspected  of  being 
a cancer;  (2)  follow  the  biopsy  with 
adequate  treatment  as  early  as  possible. 


Fig.  14.  Same  case  as  Fig.  13.  Gland  ap- 
peared in  side  of  neck  three  months  after  exci- 
sion and  radium  therapy  to  tongue  and  roentgen 
rays  to  neck.  Block  dissection  done.  No  recur- 
rence in  seven  years. 

Intraepidermal  Epitheliomatoses 

In  addition  to  the  described  cutaneous 
cancers,  there  are  other  comparatively 
rare  conditions  having  a certain  relation- 
ship to  carcinomatous  changes  in  the 
skin.  They  each  have  specific  clinical 
as  well  as  histologic  characteristic  fea- 
tures. Their  activity  may  be  confined 
within  the  epidermis  for  many  years. 
However,  any  of  them  may  spontane- 
ously assume  more  malignant  character- 
istics. It  cannot  be  definitely  stated 
whether  these  diseases  are  slowly  grow- 
ing superficial  carcinomas  or  dermatoses 
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sui  generis  (precanceroses)  which  may 
undergo  carcinomatous  changes  sooner 
or  later.  At  any  rate,  their  relationship 
to  the  cutaneous  cancer  is  obvious  and 
important. 

Multiple  superficial  flat  epithelioma  is 
the  first  of  these  conditions  in  which  the 
cells  are  quite  similar  to  real  cancer  cells. 
While  most  lesions  show  cells  of  the 
basal  cell  type,  some  contain  squamous 
cells  or,  more  rarely,  mixed  basal  and 
prickle  cell  elements.  The  eruption  is 
usually  found  in  persons  between  thirty 
and  sixty  years  of  age.  It  originates  in 


elevated,  thin,  waxy,  palpable  border.  In 
most  instances  the  waxy  line  is  seen  only 
when  the  skin  is  stretched.  Another 
significant  sign  is  that  infiltration  is  ab- 
sent in  most  of  the  patches,  their  surface 
being  smooth.  Other  longstanding  lesions, 
however,  impart  a sense  of  resistance  to 
the  palpating  finger.  Occasionally,  telan- 
giectasia and  central  atrophy  in  the  scars 
may  be  present.  The  lesions  usually  do 
not  undergo  central  erosion  or  ulceration. 

Another  condition  belonging  to  the  in- 
traepidermal  epithelioses  is  Bowen’s  dis- 
ease. This  lesion  is  characterized  by 


Fig.  15.  Kraurosis  vulvae  with  development  of  prickle  cell  epithelioma.  Note  atrophic  and 
glistening  mucous  membrane.  (This  illustration  appeared  in  the  British  Journal  Derm.  & Syph., 
42:263,  1930.) 


apparently  normal  skin  without  any  mani- 
festations preceding  it.  There  are  prac- 
tically no  subjective  symptoms.  The 
mature  eruption  presents  multiple  reddish- 
brown  discoid  lesions  which  are  almost 
level  with,  or  slightly  below  the  surround- 
ing skin.  While  they  are  usually  found 
on  the  chest,  back  or  abdomen,  they  may 
occur  in  almost  any  region.  Patches  vary 
in  size  from  \ inch,  to  areas  seven  to 
eight  inches  in  diameter.  There  may  be 
five,  ten,  or  even  hundreds  of  discrete 
individual  lesions.  While  some  of  the 
mature  lesions  may  resemble  an  ordinary 
basal  cell  epithelioma,  others  may  simu- 
late a chronic  dry  eczema  or  even  patches 
of  psoriasis,  Bowen’s  disease,  arsenical 
keratosis,  or  the  discoid  forms  of  lupus 
erythematosus. 

Among  the  significant  features  in  diag- 
nosis is  the  presence  of  a very  slightly 


lenticular  or  discoid  papules  of  rose,  fawn, 
or  brown  color,  some  of  which  present  a 
central  depression,  while  others  are  villous 
or  papillomatous.  They  have  a tendency  to 
become  confluent  and  form  large  plaques 
which  may  be  covered  with  firm,  greyish, 
adherent  scales  or  crusts,  which  when 
removed  reveal  usually  a moist  and  oozing 
base  but  which  may  be  smooth  or  papil- 
lomatous. The  papules  may  be  nonele- 
vated, rounded  or  irregular  patches  which 
are  sharply  defined.  Sometimes  the  sur- 
face presents  an  atrophic  appearance. 
Bowen’s  disease  may  occur  at  any  age 
and  both  sexes  are  equaly  affected.  The 
lesions  are  usually  multiple  and  distributed 
on  the  trunk,  the  limbs,  and  occasionally 
on  the  face.  There  is  no  tendency  to 
symmetry.  Some  patients  complain  of 
a mild  pruritus,  while  others  are  troubled 
with  slight  discomfort  from  pressure  of 
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the  clothing.  The  disorder  is  extremely 
chronic,  very  slowly  progressive  within 
the  epidermis  and  the  lesions  may  be 
present  and  unchanged  for  many  years. 

Erythroderma  of  Queyrat  is  a third 
group  of  the  so-called  “precanceroses.” 
The  cases  described  in  the  literature  give 
the  impression  that  the  lesion  always  be- 
comes a malignant  neoplasm.  This  condi- 
tion appears  on  the  penis,  more  frequently 
the  glans  and  the  inner  part  of  the  pre- 
puce, the  glans  clitoris  and  other  parts 
of  the  vulva,  the  lips  and  buccal  mucosa, 
but  rarely  the  skin  itself.  The  erythrop- 
lasia is  formed  by  one  or  several  circul- 
ate, slightly  elevated,  red  lesions  of  dif- 
ferent sizes,  mostly  smooth,  shiny  and 


Fig.  16.  Squamous  cell  epithelioma  develop- 
ing in  lupus  vulgaris  lesion. 


dry,  very  rarely  oozing  and  eroded.  There 
are  no  scales  and  crusts.  Before  the 
lesions  assume  malignancy,  they  may 
exist  unchanged  for  many  years. 

Perhaps  the  most  frequent  and  import- 
ant of  all  endoepidermal  epitheliomatoses 
is  “Paget’s  disease  of  the  nipple,”  which 
is  seen  usually  in  women  over  forty  years 
of  age.  It  generally  begins  as  a keratotic 
erythema  of  the  nipple,  associated  with 
some  pruritus,  and  soon  develops  into 
an  eczematoid  condition  of  the  area, 
spreading  over  parts  of  the  breast  and 
producing  a moist,  slightly  indurated  ery- 
thema. The  surface  may  become  partly 
eroded  and  covered  with  crusts  or  fine 
scales.  The  condition  may  further  spread 
to  the  axilla  and  even  cover  a large  por- 


tion of  the  chest.  The  nipple  may  be 
retracted  in  more  advanced  cases.  Oc- 
casionally, before  any  dermic  lesions  are 
seen,  a serous  exudate  may  be  present  on 
the  nipple. 

Paget’s  disease  of  the  nipple  has  also 
been  observed  in  several  cases  in  ex- 
tramammillary  regions  of  the  body,  such 
as  the  abdomen,  arms,  neck,  and  face, 
where  it  presented  the  histologic  charac- 
teristics. 

The  disease  assumes  a special  place 
among  the  canceroses  of  the  skin,  for  in 
a great  percentage  of  the  described  cases, 
real  cancer  of  adjacent  tissue  could  be 
found  especially  in  the  milk  ducts.  This 
fact  gave  the  impression  that  all  the  cases 
of  Paget’s  disease  might  be  intraepider- 
mal  metastases  of  an  existing  carcinoma, 
corresponding  to  the  nodular  skin  met- 
astases. In  other  cases,  however,  even 
very  thorough  examinations  failed  to  re- 
veal the  primary  cancer.  Therefore,  we 
have  to  consider  at  least  a part  of  the 
cases  as  real  “canceroses”  or  primary  in- 
traepidermal  epitheliomatosis  with  intra- 
duct invasion.  The  presence  of  this  con- 
dition should  make  one  suspicious  of 
concealed  cancer  in  every  case. 

Treatment 

As  the  various  cancerous  skin  lesions 
may  change  their  character  and  malig- 
nancy, the  one  common  principle  to  be 
followed  is  early  eradication  of  the  lesion. 
It  may  be  emphasized  once  more  that  the 
interval  between  biopsy  and  radical  treat- 
ment has  to  be  restricted  to  a minimum, 
since  partial  excision  may  be  a provoca- 
tion of  the  malignant  growth  which  is 
left  in  situ.  Small  suspicious  rumors  are 
better  excised  in  toto,  and  examined  his- 
tologically for  determining  the  type  of 
malignancy,  and  the  indication  for  further 
treatment. 

The  only  reliable  methods  which  have 
stood  the  test  of  time  are  surgery,  roent- 
gen rays  or  radium.  (Included  as  surgery 
are  the  excisions  by  scalpel  or  the  high- 
frequency  knife,  and  destruction  by  elec- 
trocoagulation or  thermocautery.)  Only 
practical  experience  guides  one  to  judge 
which  therapeutic  procedure  is  indicated 
in  the  individual  case.  It  may  be  said 
that  surgery  and  irradiation  are  measures 
which  work  differently,  both  of  which 
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Fig.  17.  Squamous  cell  carcinoma  of  lower 
lip  removed  by  high  frequency  knife.  Filtered 
x-rays  to  neck. 


should  be  applied  in  order  to  utilize  every 
possible  agent  placed  at  our  disposal. 
Each  case,  however,  must  be  considered 
as  an  individual  problem.  The  anatomi- 
cal location,  size  of  the  lesion,  infiltration, 
the  age  and  the  general  condition  of  the 
patient,  all  determine  the  therapeutic  re- 
gime to  be  selected. 

Surgical  excision  is  definitely  indicated 
where  the  skin  cancer  has  infiltrated 
neighboring  organs  or  involved  the  lym- 
phatic system.  While  the  cosmetic  re- 
sults in  the  treatment  are  to  be  considered, 
they  should  not  influence  the  adequacy 
of  the  treatment.  Parts  of  the  bordering 
healthy  tissues  should  be  removed  with 
the  local  lesion.  The  removal  or  destruc- 
tion may  be  done  by  the  scalpel,  or  by 
the  so-called  high  frequency  knife,  electro- 
coagulation or  the  actual  cautery. 

Irradiation  includes  the  application  of 
roentgen  rays  and  radium  which  have 
almost  identical  effects  on  the  cells,  but 
radium  can  often  be  more  conveniently 
employed  because  of  the  flexibility  of  its 
application.  Radioactive  substances  may 
be  used  in  the  form  of  plaques  for  surface 
irradiation  or  in  form  of  needles  and 
so-called  “seeds”  for  interstitial  therapy. 
The  quality  and  quantity  of  roentgen  rays 
must  be  adapted  to  the  individual  case. 
While  small  and  flat  epitheliomas  may  be 
treated  by  a single  massive  dose  of  rela- 
tively soft,  unfiltered  roentgen  rays  (2000- 
4000  r.),  larger  infiltrating  tumors,  es- 
pecially those  of  the  prickle  cell  type, 
require  large  doses  of  hard  roentgen  rays 


given  in  divided  amounts  at  proper  inter- 
vals. 

Irradiation  with  roentgen  rays  may 
have  some  advantage  over  surgery  in  cer- 
tain cases.  The  inconveniences  of  an 
operation  are  spared  older  patients.  Con- 
ditions such  as  diabetes  and  cardiac 
diseases  do  not  preclude  this  type  of  treat- 
ment. 

Finally,  irradiation  in  certain  cases, 
may  give  better  cosmetic  results  than 
can  be  obtained  with  surgical  measures. 

However,  there  are  some  disadvantages 
with  the  irradiation  technic.  With  large 
tumors,  the  period  of  retrogression  may 
take  weeks  or  months.  Moreover,  if 
irradiation  fails,  the  condition  of  the 
tissues  such  as  fibroses,  etc.,  may  make 
it  more  difficult  for  surgical  removal  and 
repair  by  plastic  surgery.  Due  to  the 
long  period  of  therapeutic  irradiation,  the 
patient  under  such  treatment  may  be 
forced  to  withdraw  prematurely,  and  thus 
interfere  with  the  desired  results. 

There  are  certain  areas  in  which  some 
form  of  surgery  is  more  desirable  than 
therapy  with  irradiation.  For  instance, 
epitheliomas  of  the  earlobe  and  adjacent 
skin,  are  treated  much  more  effectively 
by  means  of  surgery.  Then  again,  epithe- 
liomas of  the  lower  eyelid  involving  the 
conjunctiva,  in  my  opinion,  should  never 
be  treated  by  irradiation,  but  always  by 
excision  with  plastic  repair. 

Radium  can  be  given  interstitially,  and 
this  is  where  it  has  its  greatest  advantage 
for  large  tumors  as  it  can  be  employed 
with  either  needles  or  seeds  in  the  form 
of  radium  emanation  (“radon”).  Gold 


Fig.  18.  Same  case  as  Fig.  17  showing  no 
recurrence  in  ten  years. 
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seeds  are  usually  allowed  to  remain  per- 
manently in  situ , and  the  platinum  seeds 
are  removable  in  about  ten  days. 

Further  advantages  of  interstitial  ra- 
dium therapy  are:  (1)  continuous  and 
homogenous  irradiation  of  the  tumor  over 
a long  period,  irradiating  the  cells  in  all 
successive  mitotic  stages;  (2)  avoiding 
the  possible  development  of  radioresist- 
ance by  interrupted  irradiation;  (3) 
avoiding  the  damages  of  irradiation  to 
normal  tissue. 

Some  authors  prefer  to  give  interstitial 
treatment  by  means  of  radium  needles 
because  they  are  removable,  but  practic- 
ally they  have  no  distinct  advantage  over 
radon  seeds.  The  latter,  when  left  in 
place  are  apt  to  cause  a foreign  body 
fibrosis  which  is  harmless  or  may  even 
be  advantageous.  Needles  have  a tend- 
ency to  be  displaced,  but  the  seeds  do 
not.  Finally,  the  application  of  seeds 
is  made  very  easy  by  means  of  a special 
instrument,  and  hospitalization  is  fre- 
quently unnecessary.  The  patients  have 
practically  no  discomfort  or  pain  from 
the  permanent  implants. 

During  and  after  the  roentgen  or 
radium  treatment  as  well  as  after  the 
surgical  intervention,  the  skin  should  be 
treated  with  mild  ointments.  Any  irri- 
tating application  should  be  avoided. 

The  local  treatment  of  cutaneous  cancer 
by  chemical  caustics,  applications  of  car- 
bon dioxide  snow  or  reducing  ointments 


can  no  longer  be  seriously  considered, 
since  there  is  not  sufficient  destruction  or 
control.  A great  number  of  cases  still 
remain  mistreated  by  such  manipulations 
today,  and  they  represent  an  essential  part 
of  the  cutaneous  cancers  which  end  fatally. 

Conclusions 

1.  Although  there  are  many  forms  of 
cutaneous  cancers  and  precanceroses  with 
different  clinical  courses,  each  of  these 
conditions  must  be  considered  as  malig- 
nant on  account  of  their  possible  change 
in  character. 

2.  Adequate  treatment  of  cutaneous 
epitheliomatoses  consists  of  surgical  de- 
struction or  excision  and  irradiation  with 
roentgen  rays  or  radium  or  both  com- 
bined. Generally  the  combination  of 
surgery  and  irradiation  is  to  be  recom- 
mended. 

3.  Thorough  histologic  examination  of 
the  specimen  is  absolutely  necessary  in 
every  case  to  determine  the  degree  of 
malignancy,  therapeutic  procedure,  and 
prognosis. 

4.  Biopsy  should  be  followed  by  ade- 
quate treatment  as  early  as  possible.  Loss 
of  time  may  lessen  the  patient’s  chances 
for  a favorable  result. 

5.  Each  case  is  an  individual  problem  in 
itself  and  the  therapeutic  procedure  must 
be  determined  accordingly. 
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GERMS  IN  HIS  WHISKERS,  BUT— 


“One  thought  makes  me  look  back  with 
gratitude  and  love  to  the  old  family  doctor,” 
remarks  Dr.  William  Henry  Welch  in  an 
interview  published  in  the  New  York  Times. 
“The  old  fashioned  family  doctor  treated 
people.  The  doctor  of  today  treats  disease. 
The  old  family  doctor,  though  he  had  a long 
beard  where  germs  abounded  and  even  a 
spotty  vest,  knew  his  patient  and  in  many 
cases  the  patient’s  family  and  his  physical 
peculiarities.  If  medicine  were  an  exact 
science  I should  say,  ‘Yes,  the  family  doctor 
has  outlived  his  generation.’  But  it  is  not, 
and  he  has  not.”  Which  moves  the  editor 
of  the  Illinois  Medical  Journal  to  observe 
that  those  white-coated  machines  who  look 
upon  each  patient  with  the  cut-and-dried 
aloofness  with  which  an  entomologist  re- 
gards a new  bug  or  a botanist  a fresh  sprout 


are  lacking  in  the  vital  spark  that  makes  a 
physician  a great  man. 

The  germs  in  the  beard  of  the  old  fash- 
ioned doctor  are  well  consigned  to  the  limbo 
of  forgotten  things,  but  what  needs  to  be 
raised  again  from  the  dead  is  the  kindly, 
encouraging,  absolutely  human  look  on  the 
face  of  the  old  fashioned  physician  that 
made  the  suffering  human  feel  that  in  him 
lay  a friend  who  was  both  willing  and  able 
to  pull  him  through  the  rough  places  and 
whose  presence  was  almost  as  excellent  a 
panacea  as  his  pills.  This  may  be  a ma- 
chine age,  but  the  people  who  live  in  it, 
fortunately,  continue  to  be  human  beings, 
and  a certain  amount  of  humanity  is  neces- 
sary in  dealing  with  them. 

The  old  fashioned  family  doctor  treated 
people.  The  doctor  of  today  treats  disease. 


THE  COMPLEMENT  FIXATION  TEST 

A Diagnostic  Aid  in  the  Control  of  Gonorrhea 

Emily  Dunning  Barringer,  M.D.,  F.A.C.S.,  New  York  City 


No  biological  test  is  one  hundred  per 
cent  infallible.  The  Wassermann  test 
may  have  its  false  positives,  and  the  Widal 
test  may  not  run  true  to  form,  but  where 
would  the  diagnosis  and  treatment  of 
syphilis  be  without  the  Wassermann  or 
Kahn  tests,  and  how  crippled  we  would 
be  if  typhoid  fever  detection  had  no  Widal 
to  rely  on. 

Gonorrhea  is  considered  to  be  one  of 
the  major  public  health  problems  in  the 
community.  It  involves  each  member  of 
the  human  family  — man,  woman,  and 
child. 

The  finding  of  the  gonococcus  of  Neis- 
ser  in  the  discharges  has  been  considered 
the  criterion  of  diagnosis  of  gonorrhea. 

There  is  a very  great  difference  in  the 
ease  with  which  this  diagnosis  can  be 
established  in  the  component  members  of 
the  human  family. 

1.  In  the  adult  male  it  is  relatively  easy, 
owing  to  the  anatomical  facts  that  the  genital 
organs  are  mainly  external,  and  that  the 
urethra  is  large.  There  is  little  trouble  in 
obtaining  positive  spreads  and  cultures  from 
the  urethral  and  prostatic  discharges,  in  fact 
the  male  posterior  urethra  has  been  described 
by  some  as  an  ideal  culture  chamber. 

2.  In  children,  in  the  male  the  same  state- 
ment holds  good.  In  little  girls  before 
puberty  with  an  infantile  uterus  and  imma- 
ture sex  organs,  one  is  dealing  practically 
with  one  large  cavity — vagina  plus  cervix. 
As  a rule  positive  spreads  and  cultures  are 
not  difficult  to  obtain  in  these  cases. 

3.  In  the  adult  female,  however  the  prob- 
lem is  totally  different.  Here  we  are  dealing 
with  a set  of  organs,  that  are  essentially 
internal,  difficult  to  reach,  in  close  proximity 
to  the  peritoneum,  and  organs  which  are 
subject  to  profound  physiological  functions. 
Namely,  menstruation,  coitus,  pregnancy, 
and  the  puerperum. 

In  the  adult  female  there  are  three  fairly 
definite  clinical  stages  in  a gonorrheal  in- 
vasion of  the  genital  tract : 

1.  The  acute  stage:  Positive  spreads  and 
cultures  are  generally  obtainable. 


2.  The  subacute  stage:  Spreads  and  cul- 
tures may  still  be  positive,  but  are  rapidly 
becoming  doubtful.  If  the  infection  improves 
and  cleans  up  in  this  stage  as  many  cases  do, 
and  all  the  clinical  symptoms  and  spreads 
and  cultures  become  negative,  then  you  will 
have  the  ideal  outcome — an  early  cured  case. 

If  this  were  all  there  was  to  adult  female 
gonorrhea  the  problem  would  be  as  easy  as 
that  of  the  adult  male  and  we  would  have 
few  worries  as  to  diagnosis  and  treatment. 

3.  But  unfortunately  we  have  the  chronic 
stage  of  adult  female  gonorrhea  to  consider. 
Here  the  gonococcus  travelling  by  direct 
extension  may  have  involved  the  depths  of 
Bartholin  or  Skene’s  glands,  the  deeper  layer 
of  the  cervix,  the  Fallopian  tubes  and 
ovaries,  and  finally  formed  perimetritic 
exudates. 

The  external  genital  clinical  picture  may 
have  become  negative,  the  spreads  and  cul- 
tures may  and  generally  do  become  negative, 
the  whole  picture  suggests  the  woman  is 
cured,  and  free  from  gonorrhea,  and  she  is 
discharged  as  such  from  medical  care.  Yet 
each  month  she  may  throw  off  active  gono- 
cocci from  the  deeper  layers  of  the  uterine 
mucosa  during  menstruation,  and  with  each 
act  of  coitus  she  may  release  virulent  gono- 
cocci from  the  depths  of  her  Bartholin 
glands. 

As  the  adult  female  fills  the  role  of 
prostitute  in  our  society,  she  is  the  usual 
purveyor  of  gonorrhea  from  victim  to 
victim.  The  real  problem  of  gonorrhea 
then,  centers  around  the  chronic  stage  in 
the  adult  female,  with  suspicious  or  nega- 
tive clinical,  and  suspicious  or  negative 
bacteriological  findings.  A convenient 
blanket  diagnosis  of  “clinical  gonorrhea” 
has  been  used  to  cover  this  difficult  group 
of  cases. 

It  is  only  one  who  has  had  to  face  this 
problem,  and  been  obliged  to  decide  the 
destiny  of  these  unfortunate  women,  who 
can  appreciate  the  gravity  of  this  problem 
of  so-called  “clinical  gonorrhea.”  It  is 
natural  that  other  laboratory  tests  should 
be  sought  to  help  in  solving  this  problem 
of  diagnosis. 

In  1907  Teague  and  Torrey  1 separated 
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ten  different  strains  of  gonococci  from 
different  sources  into  three  serological 
groups  by  means  of  the  complement  fixa- 
tion test  and  concluded  that  a polyvalent 
antigen  should  be  used  if  the  best  results 
were  to  be  obtained. 

Schwarz  and  McNeil 2 in  1911,  report- 
ing on  their  work  on  a complement  fixa- 
tion test  in  the  blood  for  gonorrhea,  stated 
that  the  test  was  absolutely  specific. 

Dr.  William  H.  Park,  Director,  and 
Dr.  Anna  W.  Williams,  Assistant  Direc- 
tor of  the  Research  Laboratory  of  the 
Department  of  Health,  New  York  City, 
in  association  with  Dr.  R.  J.  Wilson, 
Director  of  the  Bureau  of  Hospitals,  had 
various  studies  on  the  gonococcus  carried 
on.  In  this  way  from  about  1919,  certain 
short  research  studies  have  been  made  on 
the  female  Gonorrheal  Service  (which 
later  was  to  become  the  Kingston  Avenue 
Hospital  Service) — Dr.  Anna  Williams 
taking  the  bacteriological  aspect,  Miss 
M.  A.  Wilson  the  serological,  and  Dr. 
E.  D.  Barringer  and  Staff  the  clinical. 
Several  of  these  short  surveys  were 
financed  by  Dr.  Park  on  private  grants. 

In  1922  before  the  Gynecological  Sec- 
tion of  this  Society  at  its  annual  meeting, 
I gave  a preliminary  report 3 on  “The 
Value  of  the  Complement  Fixation  Test 
in  Gonorrhea  in  Women,”  quoting  a 
series  of  256  cases  which  had  been  sub- 
jected to  a simultaneous  study  of  spreads, 
complement  fixations,  and  clinical  findings. 
The  conclusions  of  this  series  had  been 
carefully  checked  by  Park  and  Williams. 
They  are  as  follows: 

1.  We  are  willing  to  make  a definite 
diagnosis  of  gonorrhea  on  a ± C.F.G., 
which  we  consider  a weakly  positive  re- 
action, as  we  are  satisfied  that  a non- 
gonorrheic  does  not  give  a positive  reaction. 

2.  The  complement  fixation  test  in  women 
has  a 'distinct  value,  which  is  greatest  in 
the  chronic  and  subacute  cases  from  the 
standpoint  of  diagnosis  and  prognosis. 

3.  It  is  of  less  value  in  acute  cases,  from 
the  standpoint  of  diagnosis,  but  probably 
equally  valuable  from  the  standpoint  of 
prognosis. 

4.  The  subsidence  of  the  complement  fixa- 
tion with  the  clinical  symptoms  is  proven 
in  this  series. 

5.  The  reappearance  of  a high  comple- 
ment fixation  reaction  during  convalescence 
suggests  an  active  focus. 

6.  A persistent  negative  complement  fixa- 
tion with  positive  bacteriological  findings  is 


rare,  and  at  this  date  we  are  unable  to 
explain  it  satisfactorily. 

7.  A persistent  negative  complement  fixa- 
tion with  negative  clinical  and  bacteriological 
findings  we  believe  can  be  interpreted  as  an 
index  of  the  probability  of  a cure  of  gonor- 
rhea in  women. 

8.  We  suggest  as  a tentative  and  entirely 
arbitrary  standard  that,  in  order  to  pro- 
nounce a cure  of  gonorrhea  in  women,  it  is 
necessary  to  have  these  three  persistent  nega- 
tive findings  over  a period  of  six  months. 
We  fix  this  arbitrary  time,  as  we  believe 
the  cure  in  women  is  probably  somewhat 
slower  than  in  men. 

To  those  of  us  who  participated  in  the 
special  research,  the  results  of  this  series 
were  most  hopeful  and  worth-while.  The 
test  gave  a far  higher  percentage  of  posi- 
tive diagnoses  in  “clinical  gonorrhea”  than 
any  other.  But  there  seemed  a strange 
reluctance  on  the  part  of  physicians  and 
laboratory  workers  to  perfect  the  labora- 
tory end  of  the  test.  There  was  a certain 
complacency  about  letting  “clinical  gonor- 
rhea” cover  these  undiagnosed  cases  and 
the  complement  fixation  test  was  consid- 
ered unreliable  and  useless. 

While  condemning  the  test  it  was  inter- 
esting to  note  that  clinicians  and  labora- 
tory workers  failed  to  bring  forward  any 
other  test  that  compared  in  efficiency  with 
the  complement  fixation  as  done  by  an 
expert. 

We  determined  therefore  to  find  out 
why  the  complement  fixation  was  consid- 
ered so  unreliable;  and  the  matter  was 
discussed  with  as  many  representative 
authorities  as  could  be  found.  The  criti- 
cism of  instability  was  very  widespread, 
but  by  hunting  for  the  reasons  for  this, 
there  was  a consensus  of  opinion  as  to  two 
general  faults : 

1.  The  great  difficulty  of  getting  a stable 
standardized  antigen. 

2.  The  need  of  a highly  trained  technician 
who  thoroughly  understands  the  test.  This 
test  cannot  be  successfully  carried  out  by  a 
half-trained  indifferent  technician,  such  as 
are  often  found  in  the  big  laboratories  where 
there  is  a mass  of  routine  work  to  be  turned 
out. 

As  neither  of  these  objections  seemed 
insurmountable  we  determined  to  repeat 
our  former  series  and  go  over  the  whole 
ground  again  under  ideal  conditions  and 
with  the  same  people  conducting  the  entire 
research,  thereby  eliminating  the  personal 
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equation.  This  time  however  we  wanted  to 
do  it  on  a big  enough  scale  to  include 
cultural  work  so  that  in  proving  the 
cases  not  gonorrhea,  we  might  find  out 
what  other  organisms  were  giving  the 
symptoms. 

These  were  the  reasons  which  prompted 
a second  study  of  the  problem  of  so-called 
“clinical  gonorrhea.” 

We,  therefore  undertook  a simultaneous 
study,7'9  including  (1)  the  bacteriologic 
findings  by  Dr.  Anna  W.  Williams  and 
staff;  (2)  the  serologic  findings  by  Dr. 
Archibald  McNeil  and  staff,  and  (3)  the 
clinical  findings  by  Dr.  E.  D.  Barringer, 
Director,  and  staff.* 

Two  hundred  cases  were  taken,  which 
had  been  admitted  to  the  service  as  gonor- 
rhea for  further  diagnosis  and  treatment. 

Result  of  the  Survey 

Several  general  observations  were  made 
from  this  simultaneous  clinical,  bacterio- 
logic, and  serologic  study  of  these  200 
cases. 

1.  The  results  of  this  second  series  of 
cases  show  that  the  conclusions  as  to  the 
value  of  the  complement  fixation  test,  are 
practically  identical  with  those  presented  on 
the  first  series  quoted  above. 

2.  We  believe  that  we  have  an  antigen 
that  can  be  standardized  and  made  entirely 
practical  and  that  this  test  should  be  used 
by  specially  trained  technicians  who  thor- 
oughly understand  it. 

3.  Bacteriologic  examinations,  especially 
cultures  have  proved  that  organisms  other 
than  the  gonococcus  may  be  responsible  for 
many  cases  of  “clinical  gonorrhea.” 

Over  a period  of  years  there  has  been 
a large  group  who  have  contributed 
directly  and  indirectly  to  the  working  out 
of  this  test  in  the  Research  Laboratory 
of  the  Department  of  Health  and  Kings- 
ton Avenue  Hospital,  Department  of  Hos- 
pitals, New  York  City — William  H.  Park, 
M.D.,  Anna  W.  Williams,  M.D.,  J.  C. 
Torrey,  M.D.,  Archibald  McNeil,  M.D., 
M.  A.  Wilson,  Annis  Thomson,  M.D., 
Agnes  Hamann,  Mary  V.  Forbes,  Norma 
C.  Styron,  Pauline  Bristol,  Lucy  Mische- 
low,  Edda  VonBose,  M.D.,  D.  F.  Crow- 

*This survey  and  others  that  followed  were 
made  possible  by  generous  funds  donated  by 
Honorable  Lucius  N.  Littauer,  New  York  City, 
Mrs.  Charles  Day,  Philadelphia,  and  other  pub- 
lic spirited  citizens. 


ley,  M.D.,  Hyman  Strauss,  M.D.,  E.  D. 
Barringer,  M.D. 

The  results  of  the  work  of  this  research 
group  in  gonorrhea  in  the  female  have 
four  times  been  presented  to  the  physi- 
cians of  the  United  States  in  the  Scientific 

Table  I — Correlation  of  Positive.  Doubtful 
and  Negative  Bacteriological,  Serological, 
Clinical  Findings  in  Gonococcus  Isolation 
(Research  Group,  Kingston  Avenue  Hospital) 


Spread 

(Smear)  Culture  Comp.  Fix.  Clinical 

Positive 

A.  Acute  cases  with  active  inflam- 
+ 4-  4-  4*  matory  symptoms. 

4 — f 4*  B.  Subacute  cases,  inflammatory 

4"  4"  4 — f-  symptoms. 

4-  C.  Certain  chronic  cases,  “latent 

foci.” 

Doubtful 

(Weakly  Generally 

positive)  Subacute  cases,  subacute  inflam- 
D.  A.  D.  A.  ± matory  symptoms. 

D.  B.  D.  B.  — Trace 

(Wilson) 

Negative 

— — — A.  Negative  clinical  findings 

B.  Evidence  of  old  pathology. 


Table  II — Comparison  of  Readings  of  Three 
Independent  Groups  Working  on  the 
Complement  Fixation  Test 


Research  group 

Orpwood  Price 

Hirschland,  H.  &H.  C 
Pennsylvania  State 
Department  of 

New  York  City 

London 

Health 

(Many  hundreds  of 

(Many  thousands 

(Hundreds  of 

cases ) 

of  cases) 

cases) 

+ + + + 

Positive 
+ + 

4-  4-  4-  4- 

+ + + 

4-  ± 

4-  4-  + 

+ + 

4-  + 

4- 

4- 

4- 

Doubtful  (Weakly  Positive) 

d= 

rfc 

db 

— Trace 
(Wilson) 

Negative 

Exhibit  of  the  American  Medical  Associ- 
ation, and  once  before  the  Interstate 
Postgraduate  Association  and  Interna- 
tional Assembly. 

Today  fifteen  years  after  my  prelimi- 
nary report  during  which  time  I have 
continuously  worked  on  this  problem  I 
come  before  you  again,  and  wish  to  state 
that  I stand  more  firmly  than  ever  by  the 
conclusions  of  our  first  series.  I feel  I 
should  definitely  speak  in  the  first  person 
as  I do  not  consider  it  fair  to  involve  any 
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colleague  in  a statement  in  regard  to  a 
controversial  subject  which  may  not 
exactly  represent  the  opinion  of  that  col- 
league. Therefore,  I personally  state  that, 
from  observation  of  many  hundred  addi- 
tional cases  on  my  Service  in  the  hospital 
and  in  private  work  with  Park,  Williams, 
McNeil,  Thomson,  Hamann,  and  Forbes, 
I have  come  to  feel  that  the  complement 
fixation  test,  as  we  know  it,  is  of  sur- 
passing value  in  the  diagnosis,  prognosis, 
and  treatment  of  female  gonorrhea. 

I am  entirely  aware  of  the  fact  there 
are  other  groups  of  research  workers  who 
feel  otherwise.  One  of  the  most  usual 
remarks  in  regard  to  the  accuracy  of  the 
test  is  “Oh  yes,  it  is  a good  test  if  McNeil 
or  Thomson  do  it,”  and  I have  heard  the 
same  of  Price  of  London.  This  I believe 
is  a very  important  criticism.  No  test  that 
cannot  be  standardized  and  reproduced 
exactly  can  have  a universal  value.  We 
must  have  a test  that  is  as  accurate  in 
San  Francisco  and  New  Orleans  as  it  is 
in  Boston  or  New  York.  It  is  of  very 
great  moment  then,  that  I can  report  the 
following  corroborative  findings  to  you. 
Price  of  London  working  on  the  comple- 
ment fixation  test  in  the  early  years  of 
our  work,  and  at  no  time  (that  I know 
of)  comparing  his  findings  with  us,  pub- 
lished 4 in  1931  his  series  of  7,000  cases 
with  substantially  the  same  results  that 
we  had  arrived  at.  This  paralleling  of  our 
work  was  quite  coincidental. 

In  his  monograph  of  1935  reporting 
on  an  improved  antigen  which  he  con- 
siders more  sensitive,  he  further  substan- 
tiates his  previous  claims.5  He  states  that 
he  has  used  the  test  40,000  times  during 
the  past  five  years. 

Another  most  heartening  confirmation 
of  our  technic  comes  from  an  institution 
under  the  State  Department  of  Health  of 
Pennsylvania.  Harold  Hirshland,  M.D. 
and  Helen  C.  Hirshland,  A.B.,  in  1932 
were  so  impressed  with  our  results  that 
they  undertook  a similar  survey  in  a state 
institution  similar  to  Kingston  Avenue 
Hospital.  In  1936  they  reported 6 a 
series  of  227  cases  (giving  a total  of  545 
gonococcus  complement  fixation  tests) 
with  findings  that  entirely  paralleled  ours. 
This  was  no  coincidence;  only  faithful 
repetition.  I quote  from  their  report : 

The  complement  fixation  test  employed,  is 
the  standard  technic  of  Drs.  William  H.  Park 


and  Anna  W.  Williams  with  the  checked 
standardization  of  complement.  The  antigen 
employed  in  the  gonococcus  complement  fixa- 
tion test  is  the  purified  protein  antigen  of  5 
Torrey  strains  prepared  by  Dr.  Archibald 
McNeil.  In  the  effort  to  obtain  the  best  pos- 
sible results,  Dr.  McNeil’s  technic  was 
closely  followed.  This  report  contributes  no 
modification  or  variation  of  a technic  already 
proven  satisfactory,  and  we  are  content  if 
these  results  parallel  the  excellent  results 
obtained  by  Drs.  Barringer,  Strauss,  Crowley 
and  McNeil. 

Debatable  Points 

In  order  to  appraise  these  problems, 
one  must  have  an  intimate  understanding 
of  the  correlation  of  the  clinical  picture 
with  the  laboratory  findings.  This  inti- 
mate understanding  can  only  come  from 
painstaking  bedside  observations  of  large 
enough  groups  of  cases  over  sufficiently 
long  periods  of  time.  Thus  during  these 
many  years  of  observation  in  the  Kingston 
Avenue  Hospital,  we  have  come  to  con- 
sider that  there  is  a serological  curve 
which  follows  the  clinical  and  bacteriologi- 
cal curves  of  a gonococcus  invasion  in  the 
female. 

Thus,  in  the  acute  stage  of  gonorrhea 
one  may  expect  the  clinical  curve  at  its 
height,  fever,  pain,  leukocytosis,  local  in- 
flammatory symptoms,  probable  positive 
spreads  and  cultures,  with  the  comple- 
ment fixation  reaction  usually  negative 
until  the  third  to  fifth  week,  when  it 
usually  gradually  rises. 

During  the  subacute  stage  the  clinical 
curve  is  gradually  coming  down  (in  un- 
complicated cases)  ; spreads  and  cultures 
are  becoming  suspicious  or  negative,  but 
the  complement  fixation  is  still  going  up 
or  remaining  high. 

In  the  chronic  state  (if  progress  is  satis- 
factory) the  bacteriologic  findings  become 
negative  and  the  clinical  curve  and  com- 
plement fixation  curve  subside  together. 

In  the  male  the  serological  curve  is 
apparently  somewhat  different.  McNeil 
and  Price  both  warn  against  an  erroneous 
interpretation  of  a minus  reading  in  the 
chronic  stage.  Here  with  a positive  spread 
or  culture  one  may  obtain  a negative  com- 
plement fixation  reading.  This  occurs 
occasionally  in  cases  where  massage  of 
the  prostate  has  been  routinely  used  and 
the  focus  of  infection  changes  from  a 
closed  to  an  open  one  with  consequent 
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lack  of  antibody  formation.  Price  found 
this  occurs  in  three  per  cent  of  the  cases 
in  a series  of  200  cases. 

Readings  of  the  Complement 
Fixation  Test 

There  must  be  an  understanding  or 
agreement  about  these.  Our  Research 
group,  Price,  and  the  Hirshlands  all  run 
lower  readings  than  certain  other  workers. 
I believe  that  our  ± group  probably  covers 
many  cases  that  might  be  rated  + by 
others. 

This  in  turn  may  account  for  many  of 
the  “False  Positives”  readings  complained 
of.  In  my  opinion  these  readings  of  “plus 
minus”  ± and  “minus  trace”  fit  many  of 
those  borderland  cases,  with  doubtful 
bacteriological  and  clinical  findings. 

Another  reason  for  “false  positives”  is 
faulty  technic.  McNeil  draws  attention  to 
the  fact  that  “false  positives”  may  be 
obtained  by  not  adhering  rigidly  to  the 
various  steps  in  the  laboratory  procedure. 

The  danger  of  cross  fixation  with  the 
meningococcus  or  catarrhalis  is  often 
stressed  as  being  a detriment  to  the  value 
of  the  gonorrheal  complement  fixation 
test. 

Both  McNeil  and  Price  state  there 
is  little  to  fear  in  regard  to  this  being  a 
practical  dilemma  in  the  use  of  the  test. 

The  effect  of  the  vaccines  on  the  gonor- 
rheal complement  fixation  curve  is  gen- 
erally transient,  unless  the  case  is  uncured, 
in  which  case  there  may  be  a flare-up  of 
latent  symptoms. 

The  effect  of  the  vaccine  generally  dis- 
appears about  six  weeks  after  the  last 
injections. 

The  effect  of  the  filtrate  Corbus-Ferry 
on  the  complement  fixation  curve  seems 
to  be  rather  more  tenacious.  McNeil  is 
studying  this  group  of  cases  with  much 
interest. 

It  is  important,  therefore,  to  know 
whether  an  individual  has  been  under 
vaccine  or  filtrate  therapy  in  using  the 
complement  fixation  curve  in  tests  of 
proof  of  cure. 

With  these  debatable  points  accentu- 
ated, and  the  accomplished  facts  of  the 
test  ignored,  gonorrhea  is  mentioned  in 
the  medical  literature  of  the  world  in  a 
discouraging  and  hopeless  way — always 
compared  with  syphilis  which  has  a stand- 


ardized test  for  diagnosis  and  a specific 
treatment.  It  is  magnificent  that  the  medi- 
cal authorities  of  the  world  have  syphilis 
on  the  run,  which  they  surely  have.  But 
why  allow  another,  even  more  prevalent, 
arch  enemy  to  ravage  us,  while  we  are 
waiting  to  get  syphilis  under  control  ? 

We  have  a great  deal  more  help  at  hand 
with  which  to  fight  gonorrhea  than  we 
seem  willing  to  realize,  and  make  prac- 
tical use  of.  If  we  could  reduce  the  prob- 
lem by  one-quarter  or  one-third  we  could 
soon  begin  to  close  in  on  the  remaining 
difficulties.  The  diagnosis  of  gonorrhea 
in  the  female  adult  cannot  go  forward 
without  some  other  tests  for  diagnosis 
than  the  spread  and  culture,  and  the  tests 
for  proof  of  cure  in  the  female  must  also 
be  based  on  something  more  comprehen- 
sive than  the  spread  and  culture. 

There  seems  to  be  no  other  test  that 
holds  out  the  hope  of  this  serologic  test, 
namely  the  complement  fixation.  Why  not 
take  this  test  and  use  the  parts  we  are 
sure  of,  and  constantly  and  unremittingly 
work  on  the  debatable  details  ? 

Let  me  suggest  some  of  the  practical 
uses  of  this  test. 

It  would  have  a great  usefulness  in 
detecting  cases  of  gonorrhea,  if  required 
in  conjunction  with  a bacteriological  and 
physical  examination  before  granting 
licenses  to  marry. 

Let  us  take  a hypothetical  situation.  We 
have  one  hundred  young  women  between 
twenty-one  and  thirty,  applying  for  nurse 
girl  jobs  in  a hospital  or  orphanage,  to 
care  for  children  of  diaper  age.  Suppose 
we  insist  on  a complement  fixation  test 
for  gonorrhea.  Perhaps  fifty  per  cent  will 
show  some  reaction  ranging  from  ± to 
4+;  suppose  ten  of  this  group  give  read- 
ings 2+,  3+,  or  4+.  These  ten  cases 
would  be  promptly  eliminated  as  being 
probably  infectious.  The  remaining  forty 
cases  showing  ± or  + could  be  medically 
passed  on,  and  kept  under  observation 
and  assigned  to  jobs  other  than  immediate 
bedside  care  of  the  helpless  babies.  That 
would  leave  fifty  young  women  who  might 
be  assigned  to  the  wards.  Of  course  in 
this  fifty  there  might  be  one  or  two  cases 
of  acute  gonorrhea  that  had  not  developed 
or  might  never  develop  a complement  fix- 
ation reaction;  but  the  chances  would  be 
that  they  would  have  clinical  symptoms 
such  as  discharge  which  could  be  discov- 
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ered  in  the  general  medical  examination. 
By  such  a cleavage  we  would  have  reduced 
the  chances  of  a gonorrheic  infecting 
babies  from  fifty  to  sixty  per  cent  down 
to  one  or  two  per  cent.  There  is  a hard 
business  value  in  regard  to  this  procedure. 
Not  long  since  I was  called,  as  a medical 
expert,  on  a case  where  a parent  was  suing 
a hospital  for  damages  to  a little  daughter, 
who  had  contracted  gonorrhea  while  in 
the  hospital.  It  was  proven  that  the  night 
attendant,  who  cared  for  this  child,  was 
in  active  gonorrhea.  The  hospital  lost 
heavily  in  the  verdict.  Consider  how  dif- 
ferent the  jury  would  have  felt  if  it  had 
been  shown  that  the  hospital  had  picked 
its  attendants  only  after  using  every  pos- 
sible test  to  detect  venereal  infection. 

These  instances  cited  are  only  two  of 
the  many  practical  ways  in  which  the  com- 
plement fixation  test  will  help  in  the  fight 
against  gonorrhea. 


In  closing  I quote  Price  who  has  aptly 
put  into  words  three  thousand  miles  from 
here,  the  worthwhileness  of  this  test. 

The  principal  object  of  this  monograph  is 
to  stimulate  interest  in  this  test  and  to 
demonstrate  its  reliability.  I hope  that  the 
results  of  the  researches  published  in  this 
paper  will  hasten  the  time  when  the  test 
will  be  used  as  frequently  in  the  diagnosis 
and  treatment  of  gonorrhea  as  the  Wasser- 
mann  reaction  is  used  in  the  management  of 
syphilis.  When  this  is  achieved,  the  diag- 
nosis, treatment,  and  cure  of  the  disease  will 
be  on  a surer  foundation,  and  the  clinician 
will  not  be  forced  to  rely,  especially  in  the 
later  stages  of  the  disease  on  nebulous  reports 
or  on  the  chance  discovery  of  the  gonococcus 
in  smears  and  cultures.  To  those  patholo- 
gists who  still  maintain  that  the  test  has  no 
place  in  the  diagnosis  of  gonorrhea,  I would 
suggest  that  if  they  give  this  technique  a 
trial  their  labour  will  not  be  in  vain. 

114  E.  54  St. 
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As  a class,  physicians  are  dyed-in-the- 
wool  sport  fans.  They  like  their  football, 
basketball,  baseball,  etc.,  and  many  physi- 
cians will  be  found  in  the  rooting  section  at 
most  any  athletic  event  worthy  of  attend- 
ance, remarks  the  Ohio  State  Medical 
Journal. 

Because  most  physicians  know  sports  and 
also  because  they  know  something  about 
the  effects  of  physical  exercise,  they  are  in 
a position  to  speak  advisedly  on  the  health 
aspects  of  competitive  athletics. 

Sometimes  we  wonder  if  enough  physicians 
are  taking  a sincere,  active  interest  in  check- 
ing up  on  this  situation,  especially  with  re- 
spect to  competitive  athletics  among  grade 
and  high  school  youngsters. 

In  a recent  issue  of  the  Illinois  Medical 
Journal,  a Kewanee,  Illinois,  physician  filed 
a written  protest  against  the  new  emphasis 
being  placed  on  speeding  up  various  games, 


especially  basketball,  which  is  played  by 
more  youngsters  in  all  probability  than  any 
other  game.  He  pointed  out  that  the  speed- 
up which  has  been  given  to  basketball  will 
endanger  the  health  of  many  adolescents, 
unless  substitutions  are  made  at  regular  in- 
tervals and  more  rest  periods  allowed. 

An  important  point  has  been  raised.  It 
might  be  advisable  for  county  medical  so- 
cieties to  discuss  this  matter  with  school 
officials  and  for  individual  physicians  to  ad- 
vise parents  of  youngsters  engaging  in 
competitive  athletics  that  some  restraint 
should  be  applied,  if  possible. 

Never  let  it  be  said  that  the  medical  pro- 
fession wants  the  younger  generation  to 
become  a society  of  pansies  and  wall-flow- 
ers, but,  by  the  same  token,  it  doesn’t  want 
youngsters  to  become  chronic  invalids  as  a 
result  of  preventable  stress  and  strain  dur- 
ing the  important  years  of  adolescence. 


PROBLEM  OF  PERIPHERAL  VASCULAR  DISEASE 

Arthur  N.  Curtiss,  M.D.,  Syracuse 


The  increased  interest  in  the  study  of 
peripheral  vascular  disease  in  the  past 
few  years  has  resulted  in  the  addition  of 
much  valuable  information  and  significant 
advance  in  the  treatment  of  this  condi- 
tion. Many  cases  which  were  formerly 
discarded  immediately  into  the  hopeless 
group  for  which  little  could  be  done  are 
now  being  relieved  of  symptoms  and  hav- 
ing their  span  of  comfortable  existence  in- 
creased by  the  intelligent  treatment  of 
those  practitioners  willing  to  carefully 
study  such  cases.  The  field  is  still  in  its 
infancy  and,  it  is  only  by  the  exchange 
of  data  and  experiences  of  many  observ- 
ers, that  the  most  rational  advances  will 
be  made.  This  contribution’  is  presented 
with  the  hope  of  focusing  the  attention  of 
more  physicians  on  the  problem,  and  to 
emphasize  the  point  that  much  useful 
information  can  be  gained  and  worth- 
while results  obtained  by  very  simple 
means. 

When  a local  condition  of  faulty  cir- 
culation of  the  extremities  is  thought  to 
be  present,  several  pertinent  questions 
immediately  present  themselves. 

Is  the  condition  due  to  a disturbance  of 
flow  into  the  extremity  (arterial)  or,  is  it 
due  to  interference  of  return  flow  (venous 
or  lymphatic)  ? 

If  the  condition  is  arterial  in  origin,  is  it 
due  to  obliterative  disease,  or  is  it  due  to 
spasm  ? 

If  venous,  is  it  due  to  organic  change  in 
the  walls  of  veins,  or  is  it  due  to  pressure 
from  without,  obstructing  flow? 

If  these  questions  can  be  accurately 
answered,  considerable  progress  has  been 
made.  The  treatment  of  these  various 
conditions  is  fundamentally  entirely  dif- 
ferent and  is  the  basis  for  the  statement 
that  accurate  diagnosis  is  the  most  im- 
portant part  of  the  problem  of  peripheral 
vascular  disease. 

The  differentiation  of  arterial  and  ven- 
ous disorders  can  often  be  made  by 
symptomatology  and  the  appearance  of 
the  extremity.  A limb  which  is  receiving 


an  insufficient  supply  of  blood  due  to 
arterial  disorders  usually  gives  the  story 
of  numbness,  coldness,  pain  after  exercise 
which  is  relieved  by  rest  (claudication), 
rest  pain,  discoloration  of  dependent  parts, 
pallor  when  elevated,  or  trophic  changes 
of  skin  or  nails.  Any  combination  of 
these  may  be  present.  On  inspection,  the 
skin  is  thin,  scaling,  and  wasted,  the  nails 
ridged  and  thickened,  ulcers  may  be  pres- 
ent, and  there  is  reddish  discoloration  in 
the  dependent  position.  Arterial  pulsa- 
tions such  as  popliteal,  posterior  tibial, 
and  dorsalis  pedis  are  deficient  or  absent 
and  the  foot  may  be  cold.  Wasting  of 
muscles  is  sometimes  marked. 

Venous  disorders  on  the  other  hand 
usually  result  in  a pallid  swelling.  If  a 
main  channel  is  involved,  such  as  in  the 
pelvis,  the  whole  extremity  is  involved. 
If  due  to  varicosities,  these  can  be  seen 
and  swelling  is  confined  to  the  parts  distal 
to  the  affected  veins.  Arterial  pulsations 
are  present  unless  so  much  swelling  has 
occurred  as  to  compress  the  arteries.  As 
the  result  of  long-continued  venous  stasis, 
so-called  stasis  dermatitis  may  be  pres- 
ent which  may  be  so  severe  to  cause 
death  of  tissue,  with  consequent  ulcera- 
tion, and  there  is  often  brownish  pigmen- 
tation of  the  skin  above  the  ankle.  The 
extremity  is  usually  warm. 

When  the  decision  that  there  is  dis- 
turbance of  arterial  flow  is  made,  several 
further  questions  immediately  present 
themselves.  Is  the  disturbance  due  to 
vasospasm  or  to  obliterative  disease,  and 
if  the  latter,  is  the  condition  predomin- 
antly of  large  or  of  small  vessels  ? These 
questions  are  extremely  important  because 
choice  of  treatment  depends  on  their  ac- 
curate answer.  They  can  be  answered 
by  careful  physical  examination  together 
with  oscillometric  and  skin  temperature 
determinations.  The  oscillometric  read- 
ings are  a measure  of  blood  flow  in  major 
vessels  which  can  be  graphically  recorded. 
The  height  of  the  curve  depends  on  sev- 
eral factors,  most  important  of  which  are 
elasticity  of  the  arterial  wall  and  amount 
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Chart  I — Normal  Flow 


Chart  II 


Diminished  flow  in  major  vessels  of  thigh  and  almost 
total  occlusion  in  leg.  Arm  for  comparison. 


Chart  IV 

Good  flow  in  thigh.  Total  occlusion  in  leg  due  to 
embolism  at  popliteal  bifurcation. 
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Diminished  flow  due  to  spasm  with  some  dilatation 
after  heat. 


of  blood  flow  through  it.  It  has  definite 
limitations  in  that  the  ordinary  apparatus 
can  only  be  applied  successfully  as  far 
distal  as  the  ankle  and  it  does  not  give 
an  index  of  amount  of  collateral  flow 
which  usually  does  not  pulsate.  (Charts 
I-V) 

The  skin  temperature  readings  are  an 
index  of  flow  in  small  vessels  if  done 
under  suitable  conditions.  They  should  be 
done  under  constant  conditions  of  tem- 
perature and  humidity,  but  still  are  of 
considerable  value,  when  a constant  tem- 
perature room  is  not  available,  if  done 
at  a fairly  low  room  temperature  (20- 
24° C.).  If  apparatus  for  measurement 
of  skin  temperature  is  not  available,  much 
worth-while  information  may  be  obtained 
by  the  simple  observation  of  feeling  of 
the  foot,  and  noting  whether  it  is  cold 
or  warm.  A cold  foot  means  that  less 
than  the  usual  supply  of  blood  is  reach- 
ing the  foot,  and  in  the  presence  of  a 
warm  foot  under  the  above  mentioned 


conditions,  blood  flow  must  be  fairly 
adequate. 

By  combining  and  interpreting  the  oscil- 
lometric  and  skin  temperature  readings, 
before  and  after  vasodilatation  by  heat, 
the  question  of  whether  the  condition  is 
spastic  or  obliterative  and  whether  in- 
volvement is  predominantly  of  large  or 
small  vessels  can  usually  be  determined. 
Vasodilatation  can  be  produced  by  im- 
mersing the  opposite  extremities  (arms 
when  legs  are  being  studied)  in  warm 
water  or  by  simply  wrapping  the  patient 
in  blankets  for  an  hour.  When  the  lat- 
ter is  done  a hot  water  bottle  is  placed 
at  the  back  below  the  shoulders.  A good 
“sweat”  is  desirable.  When  previously 
cold  extremities  become  warm  under  these 
conditions,  and  skin  temperature  is  in- 
creased without  the  application  of  external 
heat  to  the  extremities,  the  increase  of 
temperature  can  only  come  irom  increase 
of  blood  supply — constricted  blood  ves- 
sels have  dilated  to  carry  more  blood  to 
the  part.  When  a skin  temperature  of 
twenty-four  or  twenty-five  increases  to 
31.5°  or  higher,  this  is  indicative  of  re- 
lease of  a definite  angiospasm.  Con- 
versely if  marked  obliterative  disease  is 
present,  the  skin  temperature  fails  to 
rise  to  the  normal  level  of  31.5°.  (Table 

i) 

As  stated  before,  the  oscillometric  read- 
ings are  a measure  of  blood  flow  in  major 
vessels.  For  ordinary  purposes,  readings 
are  taken  of  the  thigh  and  lower  leg  or 
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upper  and  lower  arm.  A decrease  in 
height  of  the  curves  is  indicative  of  de- 
crease in  blood  flow.  An  increase  in  the 
height  of  the  curve  after  heat  is  indicative 
of  increase  of  flow  in  major  vessels. 
By  combining  the  information  obtained 
by  these  determinations  the  type  of  patho- 
logical physiology  present  can  be  de- 
termined and  located  in  either  small  or 
large  vessels.  This  can  best  be  shown 
by  Table  II. 

Of  course,  as  in  most  fields  of  medi- 
cine, not  every  case  will  fall  clearly  into 
one  of  these  arbitrary  divisions  and  com- 
binations of  lesser  and  greater  degrees  of 
these  various  conditions  are  encountered. 
However,  it  is  usually  possible  by  careful 
study  to  decide  whether  a case  is  pre- 
dominantly spasm  or  obliterative  disease, 
and  whether  the  involvement  is  predom- 
inantly in  large  or  small  vessels.  For 
purposes  of  intelligent  treatment,  the 
above  diagnosis  of  the  pathological  physi- 
ology present  is  more  important  than 
classification  into  the  older  stereotyped 
diagnoses  such  as  Raynaud’s  and  Buer- 
ger’s disease.  Many  of  the  cases  of 
angiospasm  formerly  loosely  called  Ray- 
naud’s disease  are  found  to  be  secondary 
to  some  other  condition,  such  as  nervous 
exhaustion,  foci  of  infection,  toxic  states, 
etc.  One  case  of  marked  angiospasm  was 
seen  in  a woman  who  had  severe  thallium 


poisoning  from  a depilatory  ointment, 
and  I believe  it  is  only  fair  to  assume  that 
there  was  a definite  connection.  Diseased 
arteries  are  also  particularly  prone  to 
spasm  and  many  cases  in  which  there  is 
mild  organic  arterial  disease  show  a 
large  element  of  spasm.  In  fact,  the  or- 
ganic change  may  be  so  slight  as  not  to 
produce  symptoms  were  it  not  for  the 
added  factor  of  spasm.  Most  of  the 
cases  of  true  obliterative  disease  fall 
into  the  three  groups  of  senile  arterio- 
sclerosis, diabetic  arteriosclerosis  or 
thromboangiitis  obliterans,  but  some  cases 
of  thromboangiitis  seem  clearly  to  be  in- 
fectious in  origin  and  different  from  the 
classical  Buerger’s  disease. 

When  the  type  and  location  of  path- 
ology has  been  determined  as  accurately  as 
possible,  successful  treatment  is  often 
possible.  Some  of  the  newer  forms  of 
treatment  have  produced  spectacular  re- 
sults in  some  cases.  Because  of  this, 
and  the  attendant  publicity  which  they 
have  received,  the  tendency  is  on  the  part 
of  some  men  to  expect  and  urge  that 
every  case  of  vascular  disease  receive 
passive  vascular  exercise.  This  can  only 
result  in  discredit  to  this  form  of  treat- 
ment for,  if  carefully  studied,  it  would 
be  evident  that  many  cases  are  not  suit- 
able for  this  procedure,  or  should  receive 
more  benefit  if  treated  by  other  means. 


Table  I — Skin  Temperature  Readings 


Right 


Left 


Exposed  to 

After  i Hr. 

Exposed  to 

After  i Hr. 

room  temp. 

in  blankets 

room  temp. 

in  blankets 

Case  Toes  1 

26.3 

27.0 

26.4 

27.1 

48  2 

26.9 

26.7 

27.2 

3 

27.5 

26.5 

27.5 

4 

27.2 

27.9 

26.8 

27.9 

5 

28.2 

29.1 

26.9 

28.1 

Avg.  Temp.  Toes 

27.0 

27.68 

26.66 

27.56 

Case  Toes  1 

25.2 

32.2 

25.4 

32.4 

23  2 

25.1 

31.9 

25.4 

32.7 

3 

24.8 

31.9 

24.7 

32.4 

4 

24.6 

31.0 

24.6 

32.0 

5 

24.6 

31.4 

24.8 

32.4 

Avg.  Temp.  Toes 

24.86 

31.68 

24.98 

32.38 

Table  II 


Oscillometric  readings  Skin  temperature  readings 


Room  temp.  After  heat  Room  temp.  After  heat 

Good  Good  ...... 

Poor  No  inc.  Poor  No  inc. 

Good  Poor  No  inc. 

Poor  Good  Poor  Good 

Good  Poor  Good 

Fair  Mod.  inc.  Fair  Mod.  inc. 


Type  of  lesion 

None  — normal  findings 

Obi.  Dis.  Large  Vessels 

Obi.  Dis.  Small  Vessels- 

Spasrr  — Large  Vessels 

Spasm  — Small  Vessels 

Obi.  Dis.  and  Spasm  — Large  Vessels 
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In  our  series  of  cases  less  than  thirty 
seven  per  cent  of  those  studied  were 
thought  suitable  for  suction  and  pressure 
therapy. 

It  should  be  strongly  emphasized  that 
spectacular  as  some  of  the  results  have 
been,  none  of  the  newer  methods  can 


result  in  miracles  and  that  dead  tissue 
cannot  be  restored.  In  no  other  field  in 
medicine  is  the  need  for  early  diagnosis 
and  treatment  more  imperative  if  satis- 
factory results  are  to  be  attained. 

State  Tower  Bldg. 


Discussion 


Dr.  J.  Herbert  Conway,  New  York  City 
— In  the  past  fifteen  years  the  subject  of 
therapy  in  peripheral  vascular  disease  has 
been  given  much  discussion.  A wave  of 
conservatism  has  entered  into  the  treatment 
advocated  by  internists  and  surgeons  alike. 
No  longer  is  an  individual  who  suffers  from 
the  symptoms  of  peripheral  arterial  insuffi- 
ciency considered  a certain  candidate  for 
radical  surgical  treatment.  Today  he  is 
subjected  to  the  methods  of  improved  diag- 
nosis which  have  been  so  thoroughly  out- 
lined by  Dr.  Curtiss.  These  improved  diag- 
nostic measures  allow  for  a more  accurate 
interpretation  of  the  impaired  vascular  dy- 
namics of  the  extremity  under  consideration 
and  allow  for  a more  intelligent  use  of  the 
many  new  methods  of  conservative  therapy. 

It  was  in  1924  that  Brooks1  called  atten- 
tion to  the  use  of  the  tourniquet  test  as  a 
diagnostic  measure.  Giving,  as  it  does, 
much  information  on  the  probable  rapidity 
of  increase  in  the  vascular  efficiency  of  an 
extremity  it  led  to  a more  thorough  consid- 
eration of  the  pathologic  physiology  of  an 
arterial  system  which  had  been  impaired 
by  acute  or  chronic  disease.  In  the  execu- 
tion of  this  test  a tourniquet  is  applied  to 
the  thigh.  Temperature  observations  are 
then  made  over  the  distal  portion  of  the 
extremity.  In  the  normal  subject,  after  re- 
lease of  the  tourniquet,  there  is  a gradual 
return  of  the  peripheral  temperature  to 
normal.  (Chart  VI)  In  patients  with  vas- 
cular disturbances  the  return  of  the  tempera- 
ture to  normal  is  less  rapid.  In  these  ob- 
servations subcutaneous  tissue  temperatures 
were  taken  with  a needle  style  thermocouple. 
Following  the  stimulating  ideas  of  Brooks, 
other  diagnostic  and  therapeutic  measures 
made  their  appearance  on  the  field  of  peri- 
pheral vascular  therapy.  (Chart  VII) 

Conservative  measures  advocated  in  the 
care  of  patients  suffering  from  circulatory 
insufficiency  of  the  extremity  include  the 
following : 

I.  Bed  Rest 

II.  Heat 

1.  Vasculator 

2.  Diathermy 

3.  Warm  blankets 

4.  Electric  light 

5.  Infrared  rays 


III.  Reduction  of  vasospasm  and  increase  in 

vasodilatation 

1.  Elimination  of  tobacco 

2.  Elimination  of  exposure  to  cold 

3.  Elimination  of  ergot-containing  foods. 

4.  High  calcium  diet 

5.  Administration  of  parathormone 

6.  Administration  of  acetylcholine 

7.  Administration  of  pancreatic  extract 

8.  Administration  of  extract  of  skeletal  mus- 
cle 

9.  Administration  of  thyroid  extract 

10.  Administration  of  theobromine 

11.  Iontophoresis  with  acetylmethylcholine 

12.  Administration  of  hot  drinks 

13.  Administration  of  alcoholic  beverages 

14.  Administration  of  papaverine 

15.  Reflex  vasodilatation  produced  by  immer- 
sion of  upper  extremity  in  hot  water  bath 

16.  Administration  of  typhoid  vaccine 

IV.  Methods  directed  at  Decreasing  the  vis- 

cosity of  the  blood 

1.  Intravenous  administration  of  hypertonic 
salt  solution 

2.  Intravenous  administration  of  sodium  ci- 
trate solution 

V.  Exercises 

1.  Active 

a.  Buerger-Alien  exercises 

2.  Passive 

a.  Alternate  suction  and  pressure 

b.  Intermittent  venous  occlusion 

c.  Sanders  .Oscillating  Bed  (Fig.  1) 

VI.  Surgical  measures 

1.  Relief  of  Pain 

a.  Peripheral  nerve  block 

b.  Peripheral  nerve  section 

2.  Alteration  of  circulatory  balance 

a.  Ligation  of  major  vein 

b.  Femoral  arteriectomy 

3.  Increase  in  vasodilatation 

a.  Periarterial  sympathectomy 

b.  Sympathetic  ganglionectomy 

The  value  of  the  simpler  conservative 
measures  such  as  bed  rest  and  the  applica- 
tion of  external  heat  has  long  been  known. 
Care  of  the  skin  and  nails,  prevention  of 
local  trauma,  and  other  details  in  the  con- 
servative management  of  peripheral  vas- 
cular disease  have  been  masterfully  empha- 
sized by  Reid.3  The  methods  of  application 
of  external  heat  have  been  exploited  by  the 
manufacturers  of  mechanical  appliances  for 
increasing  the  environmental  temperature  in 
the  region  of  the  involved  extremity. 
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Chart  VI — Variations  in  Normal  Response 
to  Tourniquet  Test 


(A)  Tourniquet  applied  with  subject  prone  and 
after  elevation  of  leg  for  two  minutes. 

(B)  Without  elevation  of  leg.  Veins  engorged 
while  tourniquet  was  in  place. 

The  general  measures  advocated  to  reduce 
vasospasm  and  increase  vasodilatation  have 
included  the  elimination  of  certain  toxic 
substances  which  have  been  shown  to  pro- 
duce constriction  of  the  arteriolar  bed.  Sil- 
bert,3  Lamps  on,4  and  others  have  called 
attention  to  the  importance  of  tobacco  in 
producing  vasospasm.  Kaunitz5  (1923) 
described  chronic  endemic  ergotism  and 
recommended  that  such  ergot-containing 
foods  as  rye  bread  and  pumpernickle  be 
eliminated  from  the  diet  of  patients  with 
arterial  disease.  Bernheim6  advocated  cal- 
cium therapy  and  the  administration  of  para- 
thormone for  the  relief  of  vasospasm. 

Chart  VII — Response  to  Tourniquet  Test 
Before  and  After  Lumbar  Ganglionectomy 


Acetylcholine  was  advanced  as  a powerful 
vasodilator  by  the  French  investigators,  Vil- 
laret  and  Justin-Besancon,7  Barker,  Brown, 
and  Roth8  reported  improvement  in  a group 
of  patients  with  thromboangiitis  obliterans 
and  arteriosclerosis  following  intramuscular 
injections  of  three  c.c.  of  a nontoxic  pan- 
creatic tissue  extract.  Similar  results  were 
obtained  in  cases  of  thromboangiitis  obliter- 
ans after  the  intramuscular  administration 
of  myoston,  an  extract  of  skeletal  muscle. 
Thyroid  extract  has  been  given  for  the  pur- 
pose of  increasing  blood  pressure  and  flow 
of  blood  by  Silbert  and  Friedlander.0  Medi- 
cal measures  directed  at  increasing  vaso- 
dilatation include  the  administration  of 
theobromin-sodioacetate  as  advocated  by 
Scupham.10  In  thromboangiitis  obliterans 
definite  success  has  been  reported.  Kovacs, 
Saylor,  and  Wright11  have  reported  a series 
of  cases  treated  with  acetylbeta-methylcholin 
chloride  administered  by  iontophoresis.  This 
method,  according  to  these  investigators,  is 
particularly  valuable  in  accelerating  the  heal- 
ing of  chronic  leg  ulcers  due  to  impairment 
of  venous  circulation.  The  value  of  the 
administration  of  hot  drinks  and  alcoholic 
beverages  has  long  been  known.  Papaverin 
has  been  heralded  as  a strong  peripheral 
vasodilator  and  also  as  an  algesic.  Landis13 
has  practiced  the  immersion  of  one  extremity 
in  a hot  water  bath  in  order  to  promote 
vasodilatation  of  another  extremity  while 
mechanical  treatment  is  in  process.  Typhoid 
vaccine  and  other  forms  of  protein13  have 
been  given  intravenously  to  produce  febrile 
reaction  with  its  accompanying  vasodilata- 
tion. Of  these  medical  measures,  I have 
had  convincing  experience  with  acetylcholine 
and  with  papaverin.  That  acetylcholine 
hydrochloride  (acecoline)*  produces  vaso- 
dilatation is  evidenced  by  the  fact  that  the 
tourniquet  test  shows  a temperature  response 
after  administration  of  the  drug  which  is 
similar  to  that  obtained  after  interruption 
of  the  vasoconstrictor  nerve  fibers  by  lumbar 
ganglionectomy.  The  return  to  normal  of 
the  surface  temperature  after  release  of  the 
tourniquet  is  equally  rapid  after  administra- 
tion of  acetylcholine  and  after  lumbar  gang- 
lionectomy. The  toxic  effect  of  this  drug, 
however,  even  when  administered  intra- 
muscularly in  doses  of  only  .1  Gm.  is  shown 
in  its  effect  on  the  blood  pressure  and  pulse 
rate.  Jackson14  came  to  the  conclusion, 
after  animal  experimentation,  that  acetyl- 
choline when  given  in  doses  sufficient  to 
cause  peripheral  vasodilatation  is  too  toxic 
for  ordinary  use.  I have  used  the  drug 
perparin,  a synthetic,  non-habit  forming 
compound  which  is  said  to  be  chemically 

♦Product  of  Anglo-French  Drug  Co. 
(U.S.A.),  Inc. 
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Chart  VIII — Normal  Circulation.  Effect  of 
Acetylcholine 


foot;  (B)  systolic  blood  pressure;  (C)  pulse  rate. 

identical  with  papaverin  and  have  found  it 
valuable  as  an  analgesic  in  cases  of  advanced 
peripheral  arteriosclerosis,  but  have  observed 
no  definite  evidence  of  its  vasodilating  power. 
(Chart  VIII) 

Methods  of  therapy  directed  toward  de- 
creasing the  viscosity  of  the  blood  include 
the  venoclysis  of  hypertonic  saline  (three 
or  five  per  cent  solution)  based  upon  the 
original  investigations  of  Mayesiama15  and 
of  Koga.16  Recently  Silbert17  and  also 
Samuels18’19  have  reported  excellent  results 
in  the  treatment  of  thromboangiitis  by  this 
method.  Bernheim  and  London20  have  tabu- 
lated case  records  giving  their  results  in 
thromboangiitis  obliterans  and  in  arterio- 
sclerosis following  the  daily  administration 
of  250  c.c.  of  two  per  cent  sodium  citrate  so- 


Fig.  1.  Sanders  Motorized  Oscillating  bed. 
Adjustable  back  rest  and  knee  rest  make  for 
comfort  as  bed  alternately  lowers  and  elevates 
the  head  end  and  the  foot. 


lution.  Of  ninety-nine  cases  of  arteriosclero- 
sis 83.8  per  cent  showed  improvement.  Of 
fifty-four  cases  of  thromboangiitis  obliterans 
79.6  per  cent  showed  improvement.  These 
authors  have  emphasized  the  similiarity  of 
the  two  disease  groups  in  their  therapeutic 
response. 

Exercises,  the  technic  of  which  was 
worked  out  by  Buerger21  and  by  Allen22  were 
considered  a most  valuable  aid  to  a feeble 
local  circulation.  Recent  objections  to  this 
type  of  exercise  have  been  based  on  the  fact 
that  the  voluntary  effort  on  the  part  of  the 
individual,  at  the  time  that  the  feet  were  put 
through  the  proposed  exercises,  created  an 
increased  peripheral  demand  for  volume 
flow  of  blood.  It  was  in  1933  that  passive 
vascular  exercise23,24  also  referred  to  as  alter- 
nate suction  and  pressure  therapy,  was  made 
available  through  the  use  of  machines  which, 
by  producing  rhythmic  changes  in  the  envi- 
ronmental pressure  of  the  extremity  could 
effect  a rhythmic  increase  in  the  flow  of 
blood  through  it.  Such  exercises,  in  contrast 
to  the  active  exercises  introduced  by  Buer- 
ger and  Allen  have  been  referred  to  as  pas- 
sive vascular  exercises.  My  experience  to  date 
has  supported  my  opinion  advanced  in  a 
publication  in  1936.26  Over  a period  of  two 
and  one-half  years,  seventy-two  cases  have 
been  followed  closely  and  have  been  given 
a total  of  7,854  hours  of  treatment  using  the 
Pavaex  machine  designed  by  Herrmann.26 
The  cases  of  arteriosclerosis  under  treatment 
have  been  those  in  which  clinical  and  x-ray 
examination  showed  that  the  impairment 
was  chiefly  of  the  major  arterial  tree.  These 
cases  have  been  classified  after  careful  diag- 
nostic study  including  x-rays  of  the  feet, 
determination  of  the  occlusion  index  by 
peripheral  nerve  block  with  novocain,  and 
oscillometric  examination.  (Table  III) 

In  these  cases  67.3  per  cent  showed 
marked  improvement  while  9.1  per  cent 
came  to  radical  amputation.  This  treatment 
has  its  chief  value,  in  my  opinion,  in  the 
cases  of  sudden  vascular  occlusion.  Of 
seventeen  cases  only  two  came  to  major 
amputation.  In  no  case  was  major  ampu- 
tation indicated  if  alternate  suction  and  pres- 
sure therapy  was  instituted  within  six  hours 
after  the  occurrence  of  the  occlusion.  (Table 

IV) 

It  was  in  1936  that  Collens  and  Wilensky27 
described  an  apparatus  which  gave  intermit- 
tent venous  compression.  Based  on  the 
evidence  presented  by  the  studies  of  Lewis 
and  Grant28  to  show  that  alternating  venous 
occlusion  and  release  results  in  an  increase 
in  circulation  to  an  extremity,  the  apparatus 
was  designed  to  produce  rhythmic  restric- 
tion of  the  venous  blood  returning  from  the 
extremity.  The  originators  report  that  its 
use  in  the  treatment  of  organic  peripheral 
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vascular  obstruction  is  followed  by  relief 
from  pain,  increase  in  surface  temperature, 
increased  walking  efficiency,  increased  vas- 
cularity permitting  amputation  at  lower 
levels,  and  healing  of  chronic  ulcers.  I 
have  had  no  experience  in  the  use  of  this 
new  form  of  treatment. 

In  the  same  year  (1936)  Sanders20  de- 
scribed a motorized  oscillating  bed,  used  at 
first  in  the  treatment  of  cardiac  disorders. 
(Fig.  1)  Its  application  to  the  treatment 
of  peripheral  vascular  disease  was  immedi- 
ately recognized.  This  unit  consists  of  a 
motorized  hospital  bed  with  two  speeds 
which  alternately  elevate  and  lower  the  head 
and  the  foot.  The  amplitude  and  rate  of 
oscillation  are  adustable  in  a simple  manner. 
Three  and  one-half  minutes  is  required  for 
one  complete  cycle  from  low  to  high  point 
and  return.  The  motor  is  quiet  and  not 
disturbing  to  the  patients  or  to  hospital 
routine.  My  experience  with  this  unit  is 
very  limited  but  sufficient  to  allow  the  state- 
ment that  it  is  of  particular  value  in  afford- 
ing relief  from  rest  pain.  As  a therapeutic 
adjunct,  its  use  seems  theoretically  sound 
since  gravity  is  the  strongest  agent  used  to 
stimulate  the  circulation.  It  is  a form  of 
passive  vascular  exercise  which  does  not 
carry  with  it  the  possibility  of  trauma  to 
the  vascular  bed  of  the  extremity.  It  is  my 
opinion  that  to  adequately  aid  the  develop- 
ment of  collateral  circulation  in  an  extremity 
the  patient  should  be  kept  on  the  oscillating 
bed  for  at  least  twelve  hours  a day. 

The  many  minor  surgical  measures  advo- 
cated for  the  relief  of  pain  are,  of  course, 
indicated  in  some  cases.  With  their  judici- 
ous use,  it  is  no  longer  necessary  to  amputate 
because  of  excruciating  pain.  It  is  not 
within  the  scope  of  this  discussion  to  take 
up  the  indications  for  the  various  operative 
procedures. 

In  summary  it  is  emphasized  that  the  con- 
servative management  of  peripheral  vascular 
disease  in  conjunction  with  minor  surgical 
measures  for  the  relief  of  pain  is  attended 
with  gratifying  results  whether  the  therapy 
be  directed  at  decreasing  the  viscosity  of 
the  blood  or  increasing  vasodilatation  by 
mechanical  means. 
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Dr.  Herman  E.  Pearse,  Jr.,  Rochester — 
It  is  gratifying  to  have  had  Dr.  Curtiss 
stress  the  necessity  of  evaluating  peripheral 
circulatory  deficiency  in  terms  of  pathologi- 
cal physiology  for  only  by  such  diagnostic 
efforts  may  we  treat  the  condition  intelli- 
gently. The  greatest  advance  in  this  field 
has  been  the  clear  recognition  and  differ- 
entiation of  the  parts  played  by  occlusion 
and  spasm  in  the  production  of  peripheral 
ischemia.  The  occlusion  may  be  gradual  as 
with  endarteritis  or  abrupt  as  in  ligation, 
thrombosis  or  embolism,  but  however  it 
occurs,  an  organic  obstruction  exists  that 
is  apt  to  require  mechanical  means  for  its 


Table  IV — Sudden  Vascular  Occlusions  : 
Result  of  Treatment  with  Alternate  Suc- 
tion and  Pressure 


Diagnosis 

No.  Cases 

Amp. 

Result 

Minor 

Major 

Averted 

Amp 

Amp. 

Thrombosis  Anterior 

Tibia!  Artery 

7 

4 

3 

0 

Embolus  Femoral 

Artery 

4 

3 

0 

1 

Thrombosis  Femoral 

Artery 

3 

2 

0 

1 

Thrombosis  Popliteal 

Artery 

3 

1 

2 

0 

Total 

17 

10 

5 

2 
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correction.  Fortunately  surgical  and  in- 
strumental means  have  been  devised  for  this 
which,  though  far  from  perfect,  have  given 
us  a method  of  attack. 

Even  greater  progress  has  been  made  in 
the  recognition,  evaluation,  and  treatment 
of  the  spastic  element  in  peripheral  arterial 
disturbances.  Raynaud’s  disease  has  long 
been  known  as  a clear-cut  example  of  this 
but  now  we  recognize  that  in  psychic  states, 
neurological  disorders,  post-traumatic  le- 
sions, glandular  deficiencies,  embolism  or 
even  Buerger’s  disease  and  arteriosclerosis, 
vasospasm  may  play  a part  in  the  picture. 
How  much  it  influences  the  process  may  be 
judged  by  well-defined  tests.  Dr.  Curtiss 
has  mentioned  two  of  these,  the  use  of  the 


oscillometer  and  heating  the  body  to  produce 
vasodilatation.  The  same  result  is  obtained 
by  blocking  with  novocain  the  sympathetic 
vasoconstrictor  fibers  in  the  peripheral 
nerves  by  the  method  of  Morton  and  Scott 
or  White.  By  any  of  these  means,  the 
capacity  of  the  vessels  for  vasodilatation  may 
be  accurately  determined  and  so  the  amount 
of  the  spasm  defined.  It  may  ordinarily  be 
combatted  by  the  use  of  heat,  vasodilating 
drugs  or  operation  on  the  sympathetic 
nerves. 

The  progress  that  has  been  made  to  date 
is  in  all  probability  only  a beginning.  Many 
problems  still  exist  both  in  the  pathological 
physiology  of  vascular  derangement  and  its 
treatment. 


RAPID  CHEMICAL  BREATH 

R.  N.  Harger,  E.  B.  Lamb  and  H.  R. 
Hulpieu,  Indianapolis  ( Journal  A.  M.  A. 
March  12,  1938),  state  that  none  of  the 
existing  tests  for  alcoholic  intoxication  can 
be  performed  at  the  scene  of  the  accident  or 
in  most  local  police  stations,  which  means 
that  the  subject  may  be  detained  for  hours 
or  even  days  until  the  analyst’s  report  is 
available.  They  have  developed  a procedure 
With  the  objects  of  eliminating  or  minimiz- 
ing these  difficulties. 

As  a result  of  rather  extensive  experi- 
ments, they  have  developed  a reagent  for 
alcohol.  This  reagent  consists  of  a weak 
solution  of  potassium  permanganate  in  the 
presence  of  aproximately  fifty-five  per  cent 
sulfuric  acid  by  weight.  When  air  or 
breath  is  passed  through  this  solution  any 
alcohol  present  will  be  absorbed  and  the 
absorbed  alcohol  will  react  rapidly  and 
quantitatively  with  the  permanganate. 

This  reaction  will  take  place  at  ordinary 
temperatures  and  does  not  require  the  appli- 
cation of  heat.  The  change  in  color  is  a 
decisive  one,  which  is  marked  by  the  disap- 
pearance of  the  initial  purple  and  the 
formation  of  a very  faint  yellowish  brown. 
The  reagent  is  not  affected  by  acetone. 
Other  alcohols  and  ether  will  also  reduce 
permanganate  under  the  condition  employed, 
but  these  substances  would  hardly  be  present 
in  the  body  of  an  automobile  driver,  or,  if 
they  were  present,  they  would  be  included  in 
the  substances  which  are  banned  by  the  driv- 
ing laws  of  most  states.  The  decisive  change 
in  color  of  the  reagent  may  have  a marked 
psychic  effect  on  the  subject  being  tested 
and  has  frequently  enabled  the  authors  to 
secure  truthful  statements  from  alcoholic 
subjects  who  at  first  denied  drinking. 

The  behavior  of  the  reagent  is  easily 
demonstrated  in  court.  The  breath  odors 
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resulting  from  the  consumption  of  onions, 
garlic,  sen-sen  and  cloves  do  not  affect  the 
reagent,  and  tests  conducted  on  more  than 
1,000  normal  and  hospitalized  subjects  failed 
to  reveal  the  presence  of  any  substance  in 
the  breath  of  these  nonalcoholic  people  that 
was  capable  of  reducing  the  permanganate 
reagent.  The  ratio  of  alcohol  to  carbon 
dioxide  in  the  breath  may  be  used  to  meas- 
ure the  concentration  of  alcohol  in  the 
blood.  The  weight  of  the  alcohol  accom- 
panying 190  mg.  of  carbon  dioxide  in  the 
breath  is  very  nearly  equal  to  the  weight 
of  the  alcohol  in  one  c.c.  of  the  subject’s 
blood. 

Employment  of  the  ratio  of  alcohol  to 
carbon  dioxide  in  the  breath  permits  the 
test  to  be  done  without  the  subject  being 
touched.  A tube  is  held  in  the  breath 
stream  and  a pump  draws  the  sample 
through  the  apparatus.  Tests  made  on  121 
subjects  showed  a good  correlation  between 
the  concentration  of  alcohol  in  the  blood  and 
the  amount  of  alcohol  accompanying  190  mg. 
of  carbon  dioxide  in  the  breath.  The  method 
will  probably  not  predict  the  concentration 
of  alcohol  in  the  brain  quite  as  closely  as 
analysis  of  blood,  but  the  authors  believe 
that  the  results  are  amply  accurate  for  prac- 
tical purposes.  In  addition  to  being  used 
in  medicolegal  cases,  it  may  aid,  when  the 
pump  is  used,  in  differentiating  alcoholic 
coma  due  to  other  causes. 

It  is  emphasized  that  chemical  tests  for 
intoxication  should  not  exclude  evidence 
such  as  observations  of  eyewitnesses  and 
physical  tests  but  that  chemical  tests  will 
give  additional  information,  which  is  often 
sorely  needed.  Such  tests  will  exonerate 
the  nondrinker  and  even  the  mild  drinker, 
and  they  will  show  the  concentration  of 
alcohol  in  the  drinker’s  brain. 


INHALATION  AND  PNEUMATIC  TREATMENTS 


Moses  Weiss,  M.D.,  New  York  City 


The  State  of  New  York  established 
an  inhalatorium  at  the  new  reservation 
in  Saratoga  Springs.  Since  then  another 
was  recently  established  in  Lakewood, 
N.  J.  These  institutions  are  conducted 
along  the  same  lines  as  those  in  European 
spas  and  health  resorts. 

The  purpose  of  this  article  is  to  acquaint 
one  with  this  form  of  therapy,  its  indica- 
tions and  applications.  Inhalation  is  the 
administration  of  vaporized  and  nebulized 
salts,  mineral  waters,  oils  and  medications 
via  the  air  passages.1  This  form  of  therapy 
has  long  been  in  use.  It  has  had  its  en- 
thusiasts and  skeptics  just  as  any  other 
form  of  treatment.  Galen  recommended  a 
stay  near  the  seashore  for  tuberculous  dis- 
eases where  the  naturally  vaporized  sea 
salts  could  be  inhaled.  In  the  last  two  or 
three  decades  a great  deal  of  research 
work  has  been  done  in  this  field  and  today 
its  therapeutic  value  is  recognized  for 
treating  respiratory  disorders. 

In  1849  Auphan  established  the  first 
inhalatorium  in  Auzet-Les-Bains,  France. 
The  indications  and  technic  were  funda- 
mentally described  by  Sales-Giron.  He 
pulverized  different  mineral  waters  which 
the  patients  inhaled.  He  observed  that 
the  evaporized  substances  retained  their 
original  pharmacodynamic  reaction.  Auto- 
matically the  question  arose  as  to  whether 
these  pulverized  substances  penetrated — 
1.  If  so,  how  far?  2.  To  what  degree 
must  these  substances  be  pulverized  in 
order  to  penetrate?  3.  How  much  of  the 
pulverized  medication  is  absorbed? 

Diverse  experiments  in  the  latter  part 
of  the  last  century  were  carried  out  by  in- 
haling pulverized  dye.  The  results  were 
negative  and  they  were  unable  to  prove 
that  the  particles  penetrated  the  bronchi 
and  alveoli.  The  failure  of  these  experi- 
ments were  discouraging  because  the  dye 
was  deposited  on  the  mucosa  of  the  nose 
being  unable  to  reach  the  deeper  respir- 
atory tracts.  Further  observations,  never- 
theless, proved  that  the  reason  the  dye 
settled  in  the  nasal  region  was  that  the 
animals  could  breathe  only  through  the 
nose  and  because  the  dye  was  insufficiently 
pulverized.  But  the  mere  fact  that  miners 


who  inhaled  dust  and  various  small  par- 
ticles had  developed  pneumoconiosis,  en- 
couraged further  investigations.2 

Experiments  on  rabbits  by  permititng 
them  to  breathe  a medication  called 
glycerinan  (a  mixture  of  glycerine  and 
suprarenin)  revealed  under  microscopic 
examination  that  drops  of  glycerine  were 
deposited  in  the  alveoli  and  in  the  inter- 
stitial tissue.  It  was  soon  recognized  that 
the  degree  of  inhalation  depended  upon 
the  size  of  the  particle,  i.e.,  to  what  size 
must  these  particles  be  reduced  in  order 
to  reach  the  deeper  lung  recesses. 

Heubner  and  his  scholars3  (1925,  Klin. 
Woch.)  developed  the  theoretical  and 
practical  basis  of  inhalation.  They  found 
that,  in  judging  the  value  of  a modern 
inhalation  apparatus,  one  had  to  consider 
the  volume  and  bulk  of  the  spray  and 
also  the  degree  of  spraying  pressure.  The 
volume  plus  the  spray's  diameter  was 
called  the  “spray  dose.”  In  other  words, 
the  “spray  dose”  was  the  amount  of  med- 
ication used.  As  to  how  much  was  ab- 
sorbed, Huckel  and  Kipper  (Zetisch.  & 
F.D.,  Phys.  Ther.  1925),  employing  iodide 
solution  and  other  medications,  compared 
the  amount  inhaled  and  exhaled,  and  dis- 
covered that  fifty  per  cent  of  the  aerified 
and  brined  medications  was  absorbed. 
Schaffer,  by  means  of  an  electrical  filter, 
checked  the  amount  of  medicated  vapor 
inhaled  and  exhaled  to  determine  the 
exact  amount  absorbed  in  the  respiratory 
tract  and  obtained  similar  results. 

Technic 

Levine  constructed  (1882)  an  inhala- 
tion apparatus  which  was  later  used  as  a 
prototype  for  improved  models.  The 
medications  mixed  with  vaporized  water' 
were  conducted  through  a glass  tube  thus 
enabling  the  patient  to  inhale  the  vapor- 
ized remedy.  This  very  simple  form  of 
inhalation  was  gradually  improved  upon 
until  the  present-day  apparatus  was 
evolved. 

In  all  modernly  equipped  inhalatoriums, 
there  are  two  types  of  apparatus  in  use — 
(1)  the  Brine  Disperser  (Sol-Zersteuber 
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or  Wet  Inhalation  used  for  various  min- 
eral water  and  salts)  and  (2)  the  Dry 
Nebulizer  or  Aerifier,  used  for  various 
medications. 

1.  The  construction  of  the  Brine  Disperser 
is  based  on  the  Bergson  principle,  using 
two  pencil-shaped  pipes  which  narrow  to 
an  opening  even  as  small  as  one  sixty-fourth 
of  an  inch  in  diameter.  They  are  placed  in 
a horizontal  and  vertical  position  so  that 
the  tip  of  one  pipe  is  very  close  to  that  of 
the  other,  The  vertical  pipe  is  connected 
to  the  mineral  waters,  oil  or  medications. 
Fifteen  or  thirty  pounds  of  compressed  air 
is  forced  through  the  horizontal  pipe,  which 
pressure  sucks  the  mineral  or  medication 
from  the  vertical  pipe  and  transforms  it  into 
a brine. 

2.  Dry  inhalation  is  based  on  the  principle 
of  the  Spiess  tube  which  is  inserted  into  a 
small  bottle.  The  tube  has  two  to  four 
small  holes  through  which  the  compressed 
air  throws  the  medication  against  the  wall 
of  the  bottle  thus  dispersing  and  aerifying  it. 

Reactions,  Indications,  and 
Medications 

The  reaction  is  chemical  and  physical; 
the  latter  substantially  supports  the 
former.  Not  only  is  the  effect  of  the 
medication  used  important,  but  also  the 
degree  of  humidity,  temperature,  and 
compressed  air.  It  is  indicated  in  all 
forms  of  respiratory  disorders  such  as 
rhinitis,  hay-fever,  sinusitis,  laryngitis, 
pharyngitis,  tonsillitis,  all  forms  of  bron- 
chitis, bronchiectasis,  emphysema,  asthma, 
etc.4,5  The  medications  used  as  inhalants 
are  classified  according  to  their  action.6 

1.  Soothing  reaction:  In  this  category 

belong  the  oils,  glycerines,  and  other  aro- 
matic substances  which,  when  mixed  with 
water  and  inhaled,  reduce  the  irritation  of 
the  mucosa,  especially  in  the  upper  respir- 
atory passages,  so  that  the  pain  sensation 
will  disappear.  They  are  indicated  in  acute 
or  chronic  catarrh  of  the  upper  respiratory 
passages,  i.e.  rhinitis,  laryngitis,  tonsillitis, 
pharyngitis,  tracheitis.  The  reaction  in- 
creases when  different  herbs  (Flor.  Malv. 
Herba  Pulmonary,  etc.  or  01.  Amydal  or 
olive-oil)  are  added  to  the  vapor. 

2.  Mucus-dissolving  medications  (resolv- 
ents) : In  this  group  belong  the  0. 2-0.5  per 
cent  solution  of  table  salt,  different  mineral 
waters  as  used  in  Reichenhall,  Baden,  Bad 
Ems,  Saratoga  Geyser,  i.e.,  any  alkaline 
water  containing  principally  the  double  car- 
bonic acids  of  sodium  or  carbonic  acid  of 


potassium.  The  use  of  chloride  of  ammon- 
ium has  been  recommended  by  Waldenburg 
for  catarrh  of  the  upper  respiratory  passages 
with  expectoration  difficulties.  A certain 
amount  of  care  is  necessary  when  applying 
chloride  of  ammonium  because  of  the 
ammonium  content  which  may  have  an  irri- 
tating reaction.  Trendelenburg  recom- 
mends the  inhalation  of  chloride  of 
ammonium  even  in  bronchial  asthma, 
emphasizing  the  fact  that  ammonium  has  a 
relaxing  effect  upon  the  bronchial  muscles. 
As  a special  resolvent,  calcium  is  used  in 
different  combinations  such  as  aqua  calcus, 
hydrochloric  acid  of  calcium  or  milk  acid 
of  calcium.  The  vapor  of  calcium  water  dis- 
solves the  fibrous  mucous. 

3.  Astringents : They  are  particularly 

indicated  in  catarrahs  producing  a high 
hyperemic  and  strong  secretive  reaction  as 
in  fetid  or  chronic  bronchitis,  bronchiec- 
tasis, etc.  Muszkat  recommends  a tannic 
solution  (.2— .3%)  in  a mixture  of  glycer- 
ine (tannic  acid  1.0,  glycerine  40.0,  aqua 
dest.  0.60  or  alum  solution  from  1-4%).  In 
this  group  also  belong  the  etheric  oils  (tur- 
pentine oil  and  pine  oil),  inasmuch  as  they 
reduce  the  secretion  and  act  as  a disinfec- 
tant.7 

4.  Medications  with  disinfecting  reac- 
tions: Kopf  recommends  the  inhalation  of 
air  conducted  through  hydrochloric  acid. 
A.  Hartmann,  when  inquiring  about  the 
health  of  workers  in  various  factories, 
where  different  acids  are  inhaled,  found  that 
tuberculosis,  influenza,  and  other  respiratory 
infections  were  very  rare.8  Acids  can  be 
inhaled  in  different  combinations.  It  is 
mainly  applied  in  the  room  inhalatorium. 
Formic  acid,  hydrochloric  acid  and  chloric 
gas  is  used  for  this  purpose.  In  the  anti- 
septic group  belongs  menthol  in  two  per 
cent  form  or  menthol  in  alcoholic  solution. 
Muszkat  recommends  the  use  of  500  c.c. 
mineral  water,  four-five  drops  of  ten  per 
cent  menthol  alcohol  solution  by  30  C.,  and 
also  menthol  turiopin. 

5.  Anesthetics — Cocaine,  novocain,  aly- 
pin,  etc. : They  are  generally  applied  by  the 
Spiess-Drager  Atomizer  and  Hirth  In- 
halator.  .2  per  cent  cocaine  is  applied  as 
anesthetic  to  reduce  the  coughing  spells. 
It  produces  an  anemic  condition  of  the 
mucosa  and  relaxes  the  spasms  of  the  bron- 
chial muscles. 

The  effect  of  the  medication  may  be 
local  and  absorbing.  Wherever  the 
medication  reaches,  it  mixes  with  the 
pathological  secretions  and  has  a dissolv- 
ing, disinfecting,  soothing,  etc.  effect.9  It 
has  a tonic  effect  upon  the  mucous  mem- 
brane, congestiments  of  the  mucous 
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membrane  dimmish,  the  mucous  becomes 
more  liquid,  and  can  be  expectorated. 
Thus  the  medication  has  a more  pene- 
trating effect. 

Aside  from  the  local  effect,  it  has  a 
great  absorbing  value,  especially  after 
the  mucus  is  expectorated  from  the 
bronchi  and  alveoli.  The  inhaled  amount 
of  spray  and  penetration  degree,  depends 
completely  upon  the  nature  of  the  sprayed 
gas  or  vapor.  The  nebulized  substance 
of  the  medication  will  be  able  to  penetrate 
as  far  as  the  bronchi  and  alveoli.  It  has 
been  proven  that  physiologically  when 
coming  in  contact  with  the  capillary  of 
the  lung,  the  medication  will  be  absorbed 
in  the  same  manner  as  it  would  be  if  ad- 
ministered by  injection. 

The  physical  or  hydriatic  reaction  is 
divided  into  thermal  and  mechanical: 

Thermal  reacts  according  to  temperature. 
Cold  inhalation  has  a tonic  effect  plus  relief 
from  pain.  Warm  inhalation  creates  an 
active  hyperemia  and  weakens  the  effect 
of  infectious  germs  and  toxic  substances. 
Alternating  hot  and  cold  applications  are 
recommended  as  stimulants. 

Mechanical:  The  inhalation  spray  through 
the  force  of  the  compressed  air,  hits  the 
wall  of  the  air  passage  and  is  great  enough 
to  act  as  a vibration  massage  and  simply  to 
wash  away  sticky  pathological  products. 
The  different  mineral  waters  and  salts  are 
principally  used  as  physical  intermediaries: 
both  mechanical  and  physical  effects  are 
more  pronounced  by  treatment  of  upper 
respiratory  organs — rhinitis,  tonsillitis, 
pharyngitis,  laryngitis,  and  bronchitis. 

Differential  Pressure  Respiration 

Pneumatic  treatment  is  divided  as 
follows : 

1.  Underpressure  respiration:  This  con- 

sists of  inhalation  and  exhalation  of  air 

below  atmospheric  pressure.  This  process 

of  respiration  obviously  results  in  a differ- 

ence between  the  atmospheric  pressure 

(760  mm.  Hg)  of  the  body  surface,  and  the 
vessel’s  pressure  below  atmospheric  pres- 

sure which  is  generated  by  inhaling  rari- 

fied  air  (under  760  mm.  Hg)  in  the  thorax, 

i.e.,  mainly  in  the  lungs.  This  difference  in 

pressure  is  the  actual  principle  of  the 
therapy.  The  following  physiological  re- 

action upon  the  heart  will  occur  when  rari- 

fied  air  is  inhaled:  According  to  tests  by 

Dr.  O.  Bruns,  the  venous  blood  is  drawn 
from  the  periphery  and  abdomen  towards 

the  lungs.  In  other  words,  the  blood  flows 


naturally  from  the  local  of  high  pressure 
towards  the  local  of  low  pressure.1 * * * * * * * * 10  The 
results  declare  themselves  in  expansion  of 
the  ducts  in  the  pulmonary  circulation  on 
the  right  side.  The  diastolic  output  is  in- 
creased. The  minute  volume  is  augmented. 
Therefore,  respiratory  diseases  producing 
secondary  heart  ailments  by  impeded  pul- 
monary circulation  and  also  primary  heart 
disease  such  as  shown  in  certain  forms  of 
myocarditis,  produces  an  exercising  therapy 
for  the  heart  muscles  during  the  period  of 
balanced  compensation.11  Changes  of  the 
myocardium  produced  by  arteriosclerosis  are 
favorably  influenced  by  this  form  of  therapy 
because  the  increased  pulmonic  circulation 
tends  to  improve  the  nutritional  state  of 
the  heart  muscles  through  the  quickening 
of  the  venous  circulation  in  general. 

As  far  as  the  physiological  reaction  upon 
the  lungs  is  concerned,  the  inspiration  is 
rendered  more  laborious  and  the  expiration 
easier,  thus  evincing  a sort  of  respiratory 
gymnastic  which  in  certain  diseases  of  the 
respiratory  organs  are  accompanied  by 
most  beneficial  results,  i.e.,  in  bronchial  and 
cardial  asthma.12  The  patient  is  forced  to 
inhale  more  slowly  and  more  calmly;  he 
does  not  take  in  more  air  than  is  required 
for  meeting  the  deficit  of  oxygen  and  so 
prevents  inflation  of  the  lungs  (emphy- 
sema). The  amount  of  inflated  air  retained 
in  the  alveoli  after  an  attack  of  asthma, 
is  drawn  off  again  by  the  force  of  the  suc- 
tion. From  a therapeutic  standpoint  there- 
fore, the  suction  effect  will  be  beneficial  in 
emphysematous  conditions.13 

The  underpressure  also  has  a very  inter- 
esting reaction  upon  the  bone-marrow;  it 
reacts  as  a stimulant  on  the  same  principle 
as  altitude,  i.e.,  increase  of  the  regeneration 
of  red  blood  corpuscles.14  In  other  words, 
it  indirectly  improves  anemic  conditions. 

Mode  of  Application:  The  best  procedure 
is  the  so-called  “creeping  method.”  Start- 
ing with  a vacuum  underpressure  of  five 
cm.  water  column  for  two  minutes  only. 
After  an  interval  of  five  minutes,  another 
two  minute  period  of  underpressure  breath- 
ing, which  is  repeated  once  more;  in  other 
words,  three  two-minute  period  lung  exer- 
cises with  five  minute  intervals  between 
each  period.  This  is  the  dosage  for  the 
first  session.  In  the  course  of  the  treat- 
ment, the  water  column  is  increased  on  the 
third  day  from  two  to  three  cm. ; from 
then  on,  every  third  day  up  to  the  maximum 
of  twenty  cm.  with  gradual  extension  of  the 
inhalation  to  ten,  twenty,  and  thirty  min- 
utes. With  each  session  the  underpressure 
must  be  increased  to  maximum  very  slowly 
and  decreased  just  as  slowly  to  minimum. 

2.  Overpressure  respiration:  This  consists 
of  inhalation  and  exhalation  of  air  above 
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atmospheric  pressure  (760  mm.  Hg).  The 
frequency  of  respiration  is  diminished  as 
the  vital  capacity  is  raised.15  The  expira- 
tion is  rendered  more  difficult  and  the  in- 
spiration on  the  contrary  is  eased.  Over- 
pressure is  used  in  asthmatic  cases,  chronic 
bronchitis,  where  dyspnea  is  present  and 
also  where  abundant  expectoration  of 
mucus  is  desired. 

3.  Combination  of  over-  and  underpres- 
sure respiration:  The  efficiency  of  overpres- 
sure is  more  beneficial  when  employed  in 
combination  with  underpressure.  As  a 
thoracic  exercise,  we  have  the  patient  exhale 
with  underpressure  and  inhale  with  over- 
pressure. 

Value  of  pneumotherapy  in 
respiratory  disorders 

Ortel  and  Knanthe  summarized  the  re- 
action of  under-  and  overpressure  upon 
the  mechanism  in  the  following  manner: 

Underpressure 

a.  The  expiration  is  more  pronounced 
with  the  help  of  vacuum  as  compared  with 
normal  atmospheric  pressure. 

b.  Increase  of  the  ventilation  of  the 
lungs  through  promoted  air  exchange. 

c.  Augmented  retraction  of  the  lungs. 

d.  Support  of  the  expiration  muscles  in 
their  function,  therefore  indirectly  aiding 
exhalation. 

e.  Elevation  of  the  vital  capacity. 

f.  Increase  of  the  pneumatometric  value. 

The  therapeutic  effect  expresses  itself  in 

(1)  antidyspneic  reaction  and  (2)  increased 
expectoration. 

Overpressure 

a.  Inspiration  is  promoted. 

b.  Extension  of  the  lungs  and  thorax. 

c.  Augmented  retraction  of  the  lungs. 

d.  Elevation  of  the  vital  capacity.  Ac- 

cording to  Waldenburg,  Grummach,  and 
Biedert:  By  inhaling  1/100  atmosphere 

above  normal  (760  mm.  Hg),  lung  capacity 
increases  by  twelve  per  cent.  By  inhaling 


1/70  atmosphere  above  normal  lung 
capacity  increases  twenty-three  per  cent. 
By  inhaling  1/50  atmosphere  above  normal 
lung  capacity  increases  thirty-five  per  cent. 

e.  Increase  of  the  pneumotometric  value. 

The  therapy  is  based  upon  these  physio- 
logical reactions.  The  effect  will  pronounce 
itself  in  (1)  Antidyspneic  reaction  through 
better  ventilation  and  promoted  air  ex- 
change. (2)  Inasmuch  as  the  forced  air 
penetrates  in  the  deeper  parts  of  the  lungs, 
its  effect  will  be  greater. 

The  prophylactic  application  of  differ- 
ential pressure  respiration  merits  par- 
ticular attention  as  a hygienic  measure  in 
all  industrial  enterprises  where  workmen 
are  exposed  to  the  danger  of  acquiring 
chronic  infections  of  the  respiratory  or- 
gans, i.e.,  chronic  bronchitis,  asthma, 
emphysema,  and  particularly  pneumo- 
coniosis (dust  in  the  lungs).  This  cate- 
gory comprises  miners,  tunnel  workers, 
glass-blowers,  and  factory  workers,  where 
dust  from  coal,  stone,  wool,  metal,  and 
glass  are  being  continually  inhaled.16 
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ANNUAL  MEETING 

Hotel  Waldorf-Astoria,  Headquarters 

All  meetings  will  be  held  in  the  Hotel,  Park  Ave.  at  50th  St. 
Rooms  may  be  reserved  now  at  special  rates.  Use  coupon  on 
page  xxix. 


Preventive  Medicine 


The  Basic  Health  Record 

C.  Ward  Crampton,  M.D.,  New  York  City 


The  principle  of  the  Basic  Health  Record 
is  becoming  increasingly  recognized  in  medi- 
cine and  public  and  private  and  in  the  many 
fields  of  welfare  or  social  health  activities. 

To  the  practicing  physician  the  matter  is 
of  vital  interest.  It  may  be  a factor  in 
keeping  the  patient  attached  to  his  personal 
medical  advisor,  in  keeping  the  family  doc- 
tor the  center  of  medical  care  and  service, 
making  personal  preventive  medicine  a more 
practical  program  and  developing  a life  long 
continuity  of  health  care  of  greater  value 
to  the  patient  and  of  increasing  advance  in 
medical  science. 

Definition 

This  is  a health  record  to  be  kept  by  the 
person  himself.  It  is  his  own  personal 
property,  and  has  a variety  of  uses  and 
functions  which  will  be  considered  in  brief. 

Historical 

The  Basic  Health  Record  was  perhaps 
first  proposed  by  the  writer  in  a report  as 
chairman  of  the  Committee  on  Preventive 
Medicine  of  the  Medical  Society  of  the 
County  of  New  York.  It  is  not  new.  Health 
records,  health  books,  examination  records 
have  been  made  and  given  to  the  examinee 
for  many  years.  A twelve  page  Health  Book 
and  Diary  was  given  regularly  to  each 
“client”  of  the  Health  Service  Clinic  of  the 
Post-Graduate  Medical  School,  beginning  in 
1926.  The  writer  has  such  a pamphlet  rec- 
ord of  his  own  “physical”  examination  given 
in  the  Harlem  Y.M.C.A.  forty-five  years 
ago.  It  consisted,  however,  largely  of  physi- 
cal measurements  rather  than  health  record 
and  guidance. 

The  emphasis  of  medicine,  private  and 
social,  has  turned  toward  the  observation 
and  recording  of  data,  directly  useful  in 
health  and  illness  to  the  examinee  client  and 
to  his  advisors. 

It  is  our  purpose  to  discuss  the  Basic 
Health  Record  and  some  of  its  values  so 
that  it  may  perhaps  commend  itself  in  prin- 
ciple and  practice  to  those  who  seek  new 
ways  to  the  healing  of  the  nations  and  alike 


to  those  who  would  preserve  the  ancient 
landmarks. 

Method  of  Attack  of  the  Problem 

The  best  field  to  open  the  campaign  is 
where  there  is  greatest  prospective  service. 
This  is  in  childhood  and  adolescence.  A 
child  is  likely  to  be  examined  by  several 
social  agencies  and  city  departments  with 
imperfect  coordination  of  method  and  result, 
to  say  the  least.  In  our  1934  report  we 
state : 

We  recommend  that  instead  of  health  exam- 
inations being  in  schools,  gymnasiums,  for  the 
Boy  Scouts,  the  Girl  Scouts  and  for  camps, 
etc.,  there  be  one  especially  careful  health  ex- 
amination given  in  the  physician’s  office  to  serve 
the  basic  purposes  of  all  health  and  social 
agencies.  Let  these  essentials  be  attended  to 
with  utmost  thoroughness  and  completeness  and 
let  all  special  needs  for  special  examinations  on 
the  part  of  social  and  health  agencies  be  added 
by  them  at  their  own  discretion.  This  basic 
examination  should  be  given  in  the  family  physi- 
cian’s own  office.  This  method  will  increase 
efficiency,  centralize  responsibility,  extend  serv- 
ice, reduce  waste  and  will  encourage  the  physi- 
cian who  makes  the  examination  to  special 
thoroughness,  for  his  findings  will  be  under  con- 
stant review  by  his  colleagues  and  of  service 
to  them. 

Several  conferences  on  the  Basic  Record 
have  been  held.  The  matter  was  thoroughly 
stated  in  the  agenda  for  a meeting  held  on 
April  21,  1938,  in  New  York  City,  of  repre- 
sentatives of  the  Medical  Society  of  the 
State  of  New  York,  the  Medical  Society 
of  the  County  of  New  York,  health,  educa- 
tion and  welfare  departments  of  the  City 
of  New  York  and  various  social  agencies. 

Definition 

It  is  (1)  a personal  health  record  (2) 
primarily  of  health  matters,  made  with  dis- 
cretion (3)  to  be  the  personal  property  of 
the  person,  himself. 

Other  names  include  “Health  Passport,” 
“Passport  of  Health,”  “Health  Record,” 
“Progress  and  Achievement  Record” 
(P.A.R.),  “Personal  Health  Record”  and 
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“Health  Guide.”  The  term  Health  Passport 
was  brought  forward  by  Dwight  Anderson 
of  the  Medical  Society  of  the  State  of  New 
York.  It  gives  a special  point  and  value  to 
the  record. 

Prototypes:  (1)  Progress  and  Achieve- 
ment Record  of  the  National  Boy  Scouts 

(2)  Health  Survey,  Post-Graduate  Hos- 
pital of  Columbia  University  (3)  Y.M.C.A. 
(4)  School  and  college  records. 

Content  of  Record 

There  are  two  classes  of  elements  in  this 
record — (1)  fundamental  and  (2)  accessory. 

1.  Fundamental:  This  record  has  a central 
basic  element  of  simple  standard  observa- 
tions agreed  upon  generally  as  fundamental, 
something  like  the  present  New  York  City 
Board  of  Health  Record,  admittedly  and 
advisably  incomplete  for  three  reasons : 

(a)  Any  agreement  on  “complete”  records 
must  be  a compromise. 

(b)  No  record  can  be  “complete”  anyhow. 

(c)  A record  of  this  kind  should  omit  cer- 
tain data,  and  should  be  generally  understood 
to  do  so. 

This  record  provides  for  immediate  use 
and  for  successive  examinations. 

Immediate  use:  It  will  be  of  immediate 
use  to  others  than  the  initial  examining 
physician,  i.e.,  (1)  other  physicians  making 
examinations  for  illness  or  health  or  treat- 
ment or  certification,  (2)  other  organiza- 
tions or  persons  interested  in  the  health 
status  or  welfare  of  the  individual  and  to 
whom  the  individual  wishes  to  present  his 
record,  (3)  the  individual,  himself,  for  his 
own  guidance. 

Succeeding  examinations  of  the  funda- 
mental basic  health  are  notations  in  the 
nature  of  a vise  by  other  examiners  follow- 
ing closely  the  original  examination  and 
giving  any  addition  or  correction,  follow- 
up, treatment  and  result. 

Successive,  or  periodic,  records  follow 
the  initial  examination,  keeping  on  from 
year  to  year,  making  the  Basic  Record 
progress  toward  being  a simple  kind  of  life 
record. 

It  must  be  remembered  that  this  basic 
record  will  serve  in  many  useful  ways. 
This  record  differs  from  all  other  medical 
records  made  and  kept  by  physicians,  boards 
of  health,  settlements,  etc.,  because  it  goes 
to  the  person — it  is  his  personal  property, 
his  health  record  and  health  guide  through 
life.  This  record  will  not  supplant  any  other 


record  now  kept  by  physicians  or  human 
service  organizations.  It  is  designed  to 
help,  not  to  substitute. 

All  of  this  has  to  do  with  concentration 
upon  a few  exceedingly  important  essen- 
tials. In  addition,  there  are  other  considera- 
tions, accessory  records  as  follows: 

2.  Accessory  records  in  addition  to  the 
basic  series:  (1)  Data  in  special  fields  re- 
lated to  health  and  welfare,  such  as  exam- 
ination for  athletic  ability,  anthropological 
records,  psychometric  records  for  various 
purposes,  intelligence  quotients,  etc.,  nutri- 
tion status,  posture,  etc.,  etc. 

(2)  Records  of  illnesses  and  operations 
and  clinical  data  of  sorts. 

(3)  Records  of  own  conclusions  reached 
by  own  experience  in  health  care. 

(4)  Achievement  records,  such  as  ath- 
letics, etc. 

(5)  Records  of  prescriptions,  such  as 
diets,  eye  glasses,  possibly  medical  prescrip- 
tions, possibly  not. 

Method  of  Employment 

The  child  comes  to  the  physician’s  office 
for  a general  examination.  The  doctor 
makes  his  examination,  makes  his  own  rec- 
ord and  fills  out  the  Basic  Record.  It  is 
given  to  the  child  or  parent. 

The  child  now  comes  to  the  school  exam- 
ination. He  shows  this  record.  The  physi- 
cian takes  note  of  the  data.  He  sees  what 
the  former  doctor  has  seen,  what  he  thinks 
and  what  he  recommended.  He  goes  ahead, 
however,  making  his  own  examination  and 
making  his  own  record,  recommendations 
and  conclusions,  for  he  has  complete  re- 
sponsibility for  his  own  examination  and 
can  not  shift  that  responsibility  to  any  pre- 
vious examiner.  He  profits,  however,  by 
the  previous  examination,  little  or  much.  He 
should  make  a record  of  his  own  examina- 
tion brief,  definite  and  appropriate  on  a 
second  sheet  provided  for  this  purpose  in  the 
Health  Passport.  Perhaps  some  examiners 
will  accept  the  previous  examination  in  part 
or  in  toto  thus  a saving  of  a whole  examina- 
tion will  be  made.  Perhaps  some  examiners 
will  add  data,  others  will  not. 

The  child  now  applies  for  admission  to  a 
summer  camp  and  is  examined  by  the  physi- 
cian. This  physician  takes  note  of  the  first 
examination  and  the  second  examination 
and  proceeds  to  make  as  thorough  an  ex- 
amination as  he  wishes  in  his  own  way,  pre- 
serving his  own  professional  methods,  as- 
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suming  his  own  responsibility  and  in  no 
way  shifting  his  responsibility  to  previous 
examiners.  He  keeps  his  own  record,  makes 
his  own  recommendations  and  similarly 
records  the  fact  of  his  examinations  and  any 
findings  he  wishes  to  record  under  the 
Board  of  Health  Record  on  the  second  page. 

Similarly  the  boy  may  wish  to  go  to  a 
swimming  pool  or  a Boy  Scout  troop,  places 
where  there  may  be  no  examination  insti- 
tuted, though  still  a need,  or  places  where 
there  is  an  excellent  examination  but  still 
an  appreciation  of  the  efforts  of  the  three 
preceding  physicians’  work. 

During  all  this  time  the  Health  Record 
and  Guide  remains  in  the  custody  of  the 
examinee.  Should  the  child  get  sick  and 
call  in  his  family  doctor,  who  made  the 
original  examination  he  can  read  the  obser- 
vations made  by  three  or  more  other  physi- 
cians on  the  handling  of  his  patient  or  health 
client. 

He  will  see  something  of  the  circum- 
stances to  which  the  child  has  been  ex- 
posed and  gain  as  much  as  conditions,  the 
interest,  good  will,  etc.,  of  the  other  physi- 
cians have  provided  for  him.  Maybe  he  will 
profit  in  his  care  of  the  case,  maybe  not. 
Little  or  much  may  be  gained,  nothing  is 
lost. 

Should  the  child  however,  get  sick  when 
away  on  a visit  and  a new  doctor  is  called 
in  he  unquestionably  can  read  the  Health 
Passport  Record  with  profit  and  rejoicing. 
This,  he  might  feel,  is  the  beginning  of  a 
real  cooperation  and  helpfulness  in  medi- 
cine. This  may  open  wide  fields  of  better 
understanding  of  the  conditions  which  result 
in  an  illness,  conditions  half  record,  half 
guessed  or  hitherto  wholly  unknown. 

The  child  now  returns  home  after  the 
illness  in  the  country  and  he  is  re-examined 
by  his  own  friendly  family  physician.  He 
has  the  notation  made  by  the  out  of  town 
doctor.  He  understands  what  happened  and 
can  go  ahead  more  intelligently  in  the  care 
of  his  case.  Perhaps  it  might  have  been 
that  the  country  doctor,  confronted  with  a 
dangerous  situation,  considering  operation 
and  noting  the  name  of  the  family  physician 
on  the  Personal  Health  Passport,  could  im- 
mediately confer  by  telephone  or  otherwise 
with  the  family  doctor  and  avail  himself  to 
the  fullest  of  the  interest  and  understanding 
of  the  family  physician  and  proceed  accord- 
ingly to  the  fullest  benefit  of  his  patient, 
supported  and  safeguarded  and  directed  by 


the  time  ripened  wisdom  by  the  family  doc- 
tor. Perhaps  the  child  becomes  the  subject 
of  some  special  examination  in  relation  to 
truancy,  delinquency,  work  papers. 

The  picture  develops  as  time  goes  on.  The 
family  doctor  makes  a second  complete  basic 
examination,  recording  anew  the  basic  fac- 
tors on  a sheet  identical  with  the  first  and 
plainly  marked  in  the  upper  right  hand  cor- 
ner. Number  II,  Date  and  Age.  This  sec- 
ond examination  makes  a high  land  mark 
or  mile  stone  along  the  path  of  life.  It 
indicates  the  success  or  relative  failure  in 
the  battle  between  vitality  and  strain,  it 
records  the  unfolding  of  development,  in- 
crease in  weight,  height,  strength,  the  im- 
pact of  new  elements  of  importance,  it  gives 
a sense  of  direction  in  the  life  pathway.  It 
gives  opportunity  to  follow  up  advice  given 
in  health  habits  or  correction  of  defects,  to 
reappoint  and  re-enforce  health  instruction. 
It  will  also  help  the  physicians  in  his  think- 
ing along  the  lines  of  life  care,  life  manage- 
ment of  whole  lives. 

For  many,  this  will  be  the  first  time  they 
have  been  able  to  feel  a sense  of  responsi- 
bility for  whole  lives  beyond  the  emergency 
of  a single  illness.  For  many,  it  will  be  a 
welcome  opportunity  to  develop  their  inter- 
ests and  faculties  along  the  line  of  whole 
life  considerations.  For  the  medical  pro- 
fession it  will  be  the  beginning  of  an  op- 
portunity for  acquiring  a body  of  knowledge 
of  the  influence  of  one  year  upon  the  next, 
of  one  decade  upon  the  succeeding  ten  year, 
twenty  year,  thirty  year  periods,  an  inter- 
esting opportunity  for  mankind  to  know 
more  about  the  whole  lives  and  their  whole 
management,  support  and  enrichment.  In 
short,  the  Basic  Record  is  an  opportunity 
to  begin  in  a very  simple  way  the  highly 
desirable  life  record. 

There  are,  of  course,  other  forms  of  life 
record  which  the  scientific  physician,  an- 
thropologist, public  health  specialist,  psychia- 
trist and  social  minded  persons  would  de- 
sire and  if  fate  is  kind,  they  may  get  these 
excellent  things.  But  the  Basic  Record  is 
not  all  these  things  at  once.  If  it  tries  to 
be  any  one  of  them  it  will  fail.  It  must  be 
preserved  against  the  possibilities  of  its  own 
higher  usefulness.  Every  scientific  special- 
ist will  be  a friend  of  the  Basic  Record  and 
every  scientific  specialist  will  be  its  enemy 
insofar  as  he  wishes  to  swerve  its  method 
from  simplicity  or  to  change  its  purpose 
from  the  simple  life  management  function 
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which  it  can  swerve  in  the  hands  of  the 
examinee.  Any  specialist  may,  of  course,  add 
what  he  pleases.  We  hope  all  human  service 
scientists  will  accept  this  method. 

The  Basic  Record  will  be  kept  by  the 
individual  as  a part  of  his  program  of  self 
management  of  life.  It  will  be  imperfect.  It 
will,  in  many  cases,  be  started  and  allowed 
to  drop.  It  will  seldom  be  kept  up  in  its 
perfect  form  and  function  100%.  It  will, 
however,  even  when  neglected,  be  resorted 
to  in  the  emergency  of  illness.  It  will  be 
useful  and  refreshed  when  pain  and  trouble 
comes  and  all  aid  and  resources  are  sought 
for.  Then  it  will  be  rummaged  out  of  an 
old  desk  or  bureau  drawer  and  sometimes 
it  will  help. 

In  short,  the  principle  is  sound.  Its  ap- 
plication timely.  It  is  a step  in  the  forward 
direction  of  the  application  of  good  intent, 
good  sense  and  scientific  wisdom  and  should 
be  put  on  foot. 

This  document  has  been  prepared  as  a 
preliminary  aid  to  a conference  on  the  ac- 
tual preparation  of  the  form  of  the  Basic 
Record  in  New  York  City.  Whoever  is 
interested  in  health  and  whoever  makes  ex- 
aminations of  a health  or  medical  character 
should  have  an  opportunity  to  interest  him- 


self and  take  part  in  the  putting  of  this 
project  forward.  Many  men  and  many  in- 
stitutions have  contributed  to  the  making 
of  this  step  possible.  It  is  true  that  there 
is  much  to  be  considered,  many  safeguards 
to  be  thrown  around  the  procedure,  objec- 
tions to  be  raised  and  overcome,  further 
functions  to  be  studied  and  adjustments  to- 
ward the  future  usefulness  in  relation  to  the 
practice  of  medicine  and  the  sciences  relat- 
ing to  human  welfare  in  which  the  Basic 
Record  should  serve  an  important,  though 
simple  purpose. 

The  first  step  is  to  see  the  project  clearly 
together,  then  to  draft  an  acceptable  form, 
devise  ways  of  getting  these  records  into 
the  hands  of  the  people  and  motivating  their 
use,  and  to  work  together. 

The  idea  is  basic  to  a well-managed  civili- 
zation. It  preserves  individual  initiative  and 
gives  common  sense  and  intelligence  their 
self  earned  rewards. 

It  is  thus  an  expression  of  the  democratic 
ideal  and  method,  which  we  in  America 
value  highly.  It  may  do  something  to  help 
various  health  agencies  to  know  each  other 
better  and  to  help  them  aid  each  other.  This 
is  always  good  sense  and  always  the  way 
of  progress. 


BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “ transition  cases ” from  the 

service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descrip- 
tions are  not  complete  clinical  studies,  but  will  accentuate  situations  from  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 

Four  Night  Calls 


Any  physician  in  private  and  general 
practice  may  be  called  in  an  emergency 
to  diagnose  some  form  of  true  or  false 
psychosis  and  should  know  how  to  dis- 
tinguish it  from  intoxication  or  from  more 
or  less  normal  emotional  states. 

One  doctor  was  taken  by  the  alarmed 
policeman  on  the  beat  to  see  a young  girl 
who,  arriving  at  two  o’clock  in  the  morn- 
ing with  her  boy  friend  in  an  automobile, 
had  climbed  into  her  parents’  stoop  apart- 
ment through  the  window.  The  officer, 
in  face  of  the  young  woman’s  violent  op- 
position to  be  removed  to  the  police  sta- 
tion, had  diagnosed  insanity  and,  to  prove 
it  to  her  parents,  wanted  the  nearby  doc- 
tor’s corroboration.  The  physician,  how- 
ever, hurriedly  reaching  the  scene  in  his 
night-robe,  found  the  offender  just  drunk 
— and  that  settled  the  question. 


* * * 

A mother  of  eight  children  was  pregnant 
again  and  not  far  from  childbirth.  The 
oldest  daughter  called  a physician  late 
at  night  because  she  had  seen  a convulsive 
attack  and  “signs  of  insanity.”  He 
promptly  made  the  diagnosis  of  eclampsia 
and  began  to  prepare  for  the  prescribed 
treatment,  when  he  felt  a strong  smell  of 
whiskey.  He  looked  again  at  the  semi- 
unconscious woman’s  face  and  re-examined 
her  entirely.  There  was  no  doubt  that  she 
suffered  from  an  acute  alcoholic  intoxica- 
tion. The  daughter,  however,  protested 
saying:  “It  is  true  that  mother  drinks  once 
in  a while,  but  this  is  impossible  now.  I 
have  been  here  the  whole  day  for  the  last 
two  months  and  I never  leave  her  alone.” 
But  the  doctor  put  his  hand  under  the 
patient’s  pillow  and  out  came  a large  flat 
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bottle  half  filled  with  liquor.  At  which 
the  girl  exclaimed:  “Oh,  again.  She  is 
terrible.” 

* * * 

The  doctor  knew  a married  couple,  she 
a Swiss  Catholic  and  he  a Polish  Jew. 
One  night  the  doctor  was  called  by  the 
husband  for  the  purpose  of  “taking  her 
away  to  Bellevue,”  as  he  said.  She  was, 
indeed,  in  a very  wild  and  exicted  condi- 
tion, had  broken  her  crockery  over  his 
head  and  was  literally  tearing  her  hair  out. 
Nearby  in  a crib  their  small  child  was 
breathing  heavily  and  his  cheeks  were  very 
pale.  As  the  doctor  started  to  uncover  it, 
the  father  came  closer  and  turning  his 
bruised  face  to  the  light,  said:  “Yes,  we 
know  the  child  cannot  live.  Our  family 
physician  was  here  an  hour  ago  and  told  us 
so.  In  fact  this  is  the  cause  of  her  anger. 
She  claims  it  is  my  fault  because  I dis- 
couraged her  from  baptizing  the  boy.  She 
still  believes  in  such  things.” 

The  doctor  wanted  to  attend  to  the  little 
patient,  but  the  mother  did  not  allow  him 
to  do  anything,  remarking:  “There  is  no 
use,  he  is  dying.”  She  explained  at  great 
length  her  side  of  the  story  and  did  not 
let  her  husband  interject  one  word.  Mean- 
while the  child's  respiration  ceased.  It  was 
dead.  Then  the  mother  became  perfectly 
quiet  and  composed  and  kissed  her  husband 
asking  him  to  pardon  her.  She  was  normal 
again. 

* * * 

A doctor  was  called  in  a hurry  at  mid- 
night to  a house  two  blocks  away.  An  Irish 
woman  of  fifty  whom  he  had  never  seen 
before  lay  prostrate  on  a couch.  She  was 
motionless  and  her  face  was  deeply  cyano- 
tic. Her  arms,  when  lifted  by  the  doctor, 
fell  back  limp,  without  the  slightest  tonus 
or  resistance.  The  heart  seemed  to  have 
ceased  to  work  completely,  but  the  pupils 
reacted  sluggishly  to  light  and  a very 
faint  and  shallow  breathing  was  visible. 
There  were  several  female  neighbors  chat« 
tering  in  the  room,  mainly  about  how  the 
event  had  affected  them — the  usual  thing, 
at  such  occasions.  No  one  could  give  any 
information  as  to  the  past  history  of  this 
patient.  Quick  action  was  necessary.  The 
women  were  silenced  and  organized  to  help 
efficiently  by  bringing  from  the  kitchen 
what  was  needed.  Besides  some  hypo- 
dermic injections  given  to  the  patient,  mas- 
sage of  the  heart  and  other  therapeutic 
measures  were  instituted.  An  hour  passed. 
The  heart  showed  no  life. 

Except  for  a vague  cat’s  cry  or  a feeble 
and  distant  violin  sound,  the  night  was 
still.  The  doctor  almost  began  to . be 
discouraged  when  he  heard,  upon  applica- 


tion of  his  ear  to  the  patient’s  chest,  a 
gurgling  and  bubbling  noise  coming  from 
the  heart  region. 

At  that  moment  one  of  the  neighbors 
asked  him  whether  he  had  no  objection  to 
a priest  being  sent  for.  Impatiently  he  re- 
plied that  that  was  none  of  his  business  and 
that  she  could  do  as  she  liked.  Within  a 
few  minutes  the  minister  slipped  in  noise- 
lessly and  sat  down  at  a respectful  dis- 
tance watching  the  struggle  with  death. 

The  heart  improved  more  and  more  and, 
as  it  came  back  to  life,  it  was  easy  to 
recognize  the  long  and  loud  systolic  and 
diastolic  murmurs  that  must  have  been  the 
patient’s  usual  cardiac  symptoms,  not  to 
speak  of  the  great  arhythmia.  She  opened 
her  eyes,  closed  them  again  and  then 
opened  them  definitely  and  looked  around, 
while  her  color  partly  returned.  She 
understood  and  smiled  and  began  to  talk. 
Yes,  she  had  always  had  a heart  disease 
and  her  present  attack  came  because  her 
son  had  not  arrived  home  that  evening. 
She  was  a widow  and  had  only  this  boy. 
She  was  witty  and  joked. 

“Doctor,”  she  said,  “how  will  I pay  you? 
He  has  the  cash.  Maybe  everybody  else 
tells  you  the  same  thing.  It  is  like  the 
people  who  wanted  money  for  fixing  the 
village  church.  They  organized  a dinner 
and  dance  and  they  needed  liquor.  A bar- 
rel was  placed  at  the  entrance  and  all  the 
worshippers  had  to  bring  some  whisky  and 
pour  it  in.  But  they  were  all  shrewd 
and  each  one  said  to  himself,  I can  give  a 
bottle  of  water,  nobody  will  know  it,  all 
the  others  will  come  with  the  real  stuff 
and  there  will  be  plenty  of  it.  At  the 
end  the  barrel  contained  water  only.” 

Then  the  son  entered  and,  as  she  looked 
into  the  direction  of  the  door  she  noticed 
the  clergyman.  She  almost  fainted  again. 

“You  here?  Get  away!  I hate  priests. 

I don’t  want  you.  I’ve  never  gone  to 
Church.  Nor  did  my  husband.  Go ! If 
I have  to  die,  I can  die  without  you.” 
The  doctor  was  dumbfounded.  He  took 
his  satchel  and  disappeared.  All  the  neigh- 
bors left  in  a hurry  at  the  same  time. 

An  hour  later  the  doctor’s  bell  rang. 
A young  ambulance  physician  came  in  to 
his  office  and  said  that  one  of  the  Irish 
woman’s  neighbors  had  called  up  saying 
there  was  a “crazy  person”  to  be  taken  to 
the  Asylum. 

“I  looked  her  over  and  I want  to  know 
what  you  think  about  her.” 

To  which  the  older  doctor  replied: 

“She  has  her  opinions  and  they  may  be 
extreme,  but  we  as  physicians  do  not  have 
to  mix  in.  There  is  certainly  no  mental 
disturbance.” 
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Highlights  of  the  1938  Annual  Meeting 

For  Complete  Program,  see  April  1 issue 
(All  activities  will  be  held  on  Daylight  Saving  Time) 


TIME  AND  PLACE — Opens  Monday,  May  9,  9:00  A.M.,  at  the  Waldorf- 
Astoria  Hotel,  between  Park  and  Lexington  Avenues  and  49th  and  50th  Streets, 
New  York  City.  Closes  Thursday,  May  12,  10:30  P.M.  This  will  be  the  largest 
State  Medical  Meeting  in  size  and  scope  ever  held,  and  probably  the  largest 
attended  Medical  Meeting  in  the  United  States  this  year. 

REGISTRATION — Registration  will  be  held  in  the  Hotel  on  Monday  after 
9:00  A.M.  for  Delegates;  and  on  Monday,  Tuesday,  Wednesday,  and  Thursday 
for  members  and  guests.  Every  physician  must  register  and  obtain  an  official 
badge  to  attend  sessions. 

BUSINESS — The  House  of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York  will  convene  at  10:00  A.M.  on  Monday  in  the  Ballroom. 

GENERAL  SESSIONS — Two  General  Sessions  will  be  held,  one  on  Tues- 
day, 2 :00  P.M.,  and  one  on  Thursday,  2 :00  P.M.,  in  the  Ballroom. 

SECTION  MEETINGS — Fifteen  Scientific  Sections  will  hold  twenty-eight 
sessions  on  Tuesday  morning,  Wednesday  morning  and  afternoon,  and  Thursday 
morning  in  the  hotel.  ( See  complete  program  for  locations.) 

GUEST  SPEAKERS — Twenty-eight  prominent  guest  speakers  in  all  fields 
of  medicine  will  address  General  and  Section  Meetings. 

SCIENTIFIC  EXHIBITS — Fifty-six  scientific  exhibits,  to  be  located  in 
the  First  and  Second  balconies  of  the  Ballroom  and  the  Second  floor  foyer,  are  a 
part  of  the  program. 

SCIENTIFIC  MOTION  PICTURE  EXHIBIT— Forty-four  scientific 
motion  pictures  by  twenty-five  exhibitors  will  be  shown  in  the  Empire  Room  from 
9:00  A.M.  Monday  until  10:15  P.M.  Thursday  evening. 

TECHNICAL  EXHIBITS — One  hundred  and  ninety-two  exhibits  of  lead- 
ing pharmaceutical,  surgical,  and  allied  products  and  services  will  be  open  during 
convenient  hours  throughout  the  convention.  This  will  be  the  largest  number 
of  exhibitors  ever  to  take  part  in  a State  Medical  Meeting.  For  the  benefit  of 
physicians  with  office  hours  which  do  not  permit  spending  much  time  at  the  meet- 
ing during  mornings  and  afternoons,  the  exhibit  rooms  will  be  open  until  10:30 
P.M.  on  Tuesday. 

BANQUET  AND  DINNERS — The  Annual  Banquet  and  Reception  will  be 
held  in  the  Ballroom  of  the  Hotel  on  Tuesday,  at  7 :00  P.M.  (Tickets  are  lim- 
ited— application  should  be  made  to  Augustus  Harris,  M.D.,  Chairman  of  Banquet 
Comm.,  2 E.  103  St.,  New  York  City.)  Dinner  for  the  Delegates  will  be  served 
in  the  Hotel  on  Monday  following  the  adjournment  of  the  afternoon  session  of 
the  House  of  Delegates.  (Tickets  can  be  procured  from  the  Secretary  of  the 
State  Society,  2 E.  103  St.,  New  York  City.) 

WOMAN’S  AUXILIARY — Headquarters  are  in  the  Carpenter  Suite  of  the 
Hotel,  and  the  ladies  are  asked  to  register  at  the  Registration  Desk  in  the  Suite 
after  9:00  A.M.,  Monday.  Meetings  and  the  Dinner  will  be  held  on  Monday. 
A hobby  show  will  be  open  during  the  four  days  of  the  Annual  Meeting,  May 
9,  10,  11  and  12. 
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EDITORIALS 


Proof  by  Trial 

In  the  past  ten  years  American  medi- 
cine has  waged  a bitter  fight  against  com- 
pulsory health  insurance.  It  has  warned 
that  bureaucratic  control  of  healing  is 
expensive  and  inefficient,  that  it  lowers 
the  quality  of  medical  care,  and  fails  to 
succor  those  most  in  need  of  help. 

Abraham  Epstein,  Executive  Secretary 
of  the  American  Association  for  Social 
Security,  has  long  been  a foremost  ex- 
ponent of  compulsory  sickness  insurance. 
On  April  7,  however,  he  denounced  the 
Social  Security  Act  as  “unwieldy,  inade- 
quate and  unsocial”  and  charged  that 
the  old-age  pension  systems  in  many 
states  are  “sinks  of  corruption.” 

In  other  words,  experience  with  Old 
Age  and  Unemployment  Insurance  sup- 
ports the  profession’s  indictment  of 
compulsory  sickness  insurance.  The 
enormous  reserves  which  are  piling  up 
are  an  invitation  to  governmental  ex- 
travagance. The  vast  bureaucracy  which 
is  developing  is  a spur  to  nepotism  and 
political  favoritism. 

The  extension  of  bureaucratic  rule  in 
this  country  is  a source  of  alarm  to 
thoughful  students  of  government.  It 
is  a parasitic  growth  upon  the  nation’s 
economy.  Nonproductive  itself,  it  saps 
the  earnings  of  productive  workers  in 
agriculture,  industry,  and  the  profession. 

In  view  of  the  disappointing  perform- 
ance of  the  Social  Security  Act  in  its 


present  form,  it  is  surprising  that  some 
socially-minded  politicians  still  look  to 
its  extension  to  solve  the  nation’s  health 
problems.  There  is  nothing  in  the  his- 
tory of  compulsory  sickness  insurance 
or  recent  experience  with  old  age  and 
unemployment  insurance  to  nurture  the 
belief  that  better  health  lies  in  that  di- 
rection. 

At  the  forthcoming  Annual  Meeting 
of  the  Medical  Society  of  the  State  of 
New  York  the  House  of  Delegates  will 
consider  a public  health  program  embrac- 
ing government  aid  to  the  medically  in- 
digent. Needless  to  say,  to  be  acceptable 
to  organized  medicine  any  such  program 
must  provide  for  medical  control  over 
medical  matters,  without  the  interposition 
of  a third  party  between  doctor  and  pa- 
tient. 

Transfer  to  the  profession  of  responsi- 
bility for  the  medical  aspects  of  Work- 
men’s Compensation  has  resulted  in 
vastly  improved  treatment  of  industrial 
injuries.  Continued  medical  progress 
and  the  maintenance  of  high  professional 
standards  demand  the  retention  of  medi- 
cal control  over  practice  in  general. 


Driving  Out  Syphilis 

With  Governor  Lehman’s  signature  of 
the  Desmond-Breitbart  Act,  New  York 
State  takes  the  lead  in  the  nation-wide 
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fight  against  syphilis.  The  new  law, 
which  will  go  into  effect  on  July  1,  re- 
quires all  applicants  for  marriage  licenses 
to  submit  to  a serological  test  for  lues. 
No  license  will  be  issued  if  the  disease 
is  found  in  a communicable  stage.  This 
reinforces  the  Twomey-Newell  Law, 
which  requires  serological  examination 
of  pregnant  women  immediately  upon  the 
determination  of  pregnancy. 

Properly  enforced,  these  statutes 
should  effect  a perceptible  decline  in  con- 
genital syphilis.  It  is  difficult  to  pick 
out  the  infected  adults  in  a community 
and  persuade  them  to  remain  under  treat- 
ment. With  the  new  laws  passed  this 
year,  it  should  be  comparatively  easy  to 
prevent  infection  at  the  outset  of  mar- 
riage and  hereditary  transmission  of  the 
disease  to  the  newborn. 

These  laws  place  a definite  responsi- 
bility upon  the  physician.  If  the  re- 
quired examinations  are  carelessly  made 
or  certificates  are  issued  on  faith,  the 
whole  profession  will  share  the  stigma 
of  a careless  or  dishonest  few.  There  is 
no  place  in  medicine  for  a counterpart 
of  the  “marrying  parson.” 

Naturally  enough,  the  success  of  these 
new  statutory  weapons  against  syphilis 
will  depend  to  a considerable  extent  upon 
public  cooperation.  The  prescribed  pre- 
natal tests  cannot  easily  be  avoided. 
Anyone  desiring  to  evade  prenuptial  ex- 
amination can  do  so  by  having  the  mar- 
riage ceremony  performed  in  another 
state.  Young  people  must  be  taught  that 
this  requirement  is  not  an  intrusion  on 
their  privacy  but  a necessary  protection 
for  themselves  and  their  unborn  chil- 
dren. 


Evaluation  of  Pregnancy  Tests 

Ever  since  the  introduction  of  biologi- 
cal tests  for  pregnancy  by  Ascheim- 
Zondek  and  Friedman,  investigators 
have  been  searching  for  other  methods 
which  would  be  simpler,  less  expensive, 
quicker,  and  100%  accurate.  These  two 
tests  have,  in  the  hands  of  many,  yielded 


results  which  have  been  ninety-nine  per 
cent  accurate,  but  it  is  the  desire  of 
clinicians  to  have  a reliable  means  of 
determining  early  pregnancy  by  a simple 
office  test  which  will  yield  a positive  or 
negative  result  within  a few  minutes. 

In  a critical  review  of  the  recent  ex- 
perimental work  along  these  lines,  Weis- 
man1  gives  a comprehensive  analysis  of 
the  various  tests  proposed.  Of  the 
biological  tests,  neither  the  Zahar esco, 
the  Stichling  Melanophore  Reaction,  nor 
the  Mazer-Hoffman  tests  can  compare 
in  accuracy  with  the  two  above  men- 
tioned. The  Kelley  test  may  be  em- 
ployed to  corroborate  the  Ascheim- 
Zondek,  but  not  as  a substitute  for  it. 
The  others  are  either  impractical  or  not 
sufficiently  tried.  Among  the  allergic 
skin  tests,  only  the  Gruskin  intradermal 
test  affords  some  promise  for  practical 
use  by  the  practitioner.  In  this  test  a 
special  placental  extract  is  injected  to 
form  a wheal  and  the  erythematous  re- 
action is  studied  for  the  determination 
of  pregnancy. 

Chemical  tests  have  been  proposed  but 
of  these,  the  urinary  histidine  and  the 
Schmulowitz-Wylie  are  not  accurate 
enough  in  the  early  period  of  gravidity. 
The  Visscher-Bowman  test,  however, 
while  in  its  present  form  not  reliable 
enough  to  supplant  biological  tests,  gives 
promise  of  becoming  a valuable  diagnos- 
tic means  once  the  technic  has  been  al- 
tered and  all  sources  of  error  eliminated. 
It  is  inexpensive  and  quick,  and  when 
positive,  is  easily  recognized  by  the  red- 
dish-brown flocculent  precipitate  in  the 
specimen  of  urine. 

There  are  other  means  of  laboratory 
diagnosis  of  early  pregnancy  reported  in 
the  literature,  but  none  at  present  can 
be  recommended.  For  the  time  being, 
the  Ascheim-Zondek  and  Friedman  tests 
remain  the  only  accurate  tests  available 
and  should  not  be  abandoned  for  more 
rapid  or  simpler  ones  until  such  time  as 
one  or  more  are  discovered  which  will 
at  least  match  these  two  in  exactness. 

1.  Weisman,  A.  L.:  Am.  J.  Obs.  and  Gyn.,  35:354, 
1938. 


May  1,  1938] 


CURRENT  COMMENT 


725 


Vitamin  K 

The  tendency  to  hemorrhagic  diathesis 
in  patients  suffering  from  obstructive 
jaundice  is  well-known.  Hitherto,  the 
control  of  this  feature  has  been  a differ- 
ent one,  since  neither  the  administration 
of  bile,  calcium  or  even  whole  blood 
exerts  any  appreciable  influence  on  the 
prolonged  prothrombin  time.  Only  when 
biliary  obstruction  can  be  relieved  sur- 
gically are  hemorrhages  less  apt  to  occur. 

In  recent  clinical  studies  conducted  by 
Butt,  Snell,  and  Osterberg,1  it  was 
found  that  when  Vitamin  K was  given 
to  jaundiced  patients,  there  was  an  ap- 
preciable reduction  in  the  elevated 
prothrombin  time,  approaching,  in  some 
instances,  the  normal  limit.  This  finding 
was  noted  only  when  bile  was  either 
present  in  the  intestinal  tract  or  was 
administered  together  with  the  vitamin. 
'When  given  alone,  the  latter  had  no  ef- 
fect on  the  prothrombin  time.  These 
observers  found  that  clinically  there  was 
an  inhibitory  influence  on  free  bleeding 
and  a preventive  action  on  the  tendency 
tto  hemorrhages. 

The  vitamin  itself  is  present  in  cab- 
ibage,  spinach,  tomatoes,  and  alfalfa,  the 
latter  affording  the  most  abundant 
source.2  From  the  human  body  itself, 
it  can  be  recovered  in  large  amounts 
from  the  feces.  From  observations  to 
date,  it  seems  that  Vitamin  K is  ab- 
sorbed, with  the  aid  of  bile  action,  in 
the  sterols  and  that  it  then  plays  a dis- 
•tinct  role  in  the  clotting  of  blood. 
Whether  it  accomplishes  this  by  an  alter- 
ation of  the  prothrombin  content  of  the 
blood  or  by  exerting  an  effect  on  the 
activity  of  prothrombin  is  as  yet  unde- 
termined. 

Its  use  in  combination  with  bile  or 
bile  salts  in  the  pre-  and  postoperative 
care  of  patients  suffering  from  jaundice 
has  not  attained  standardization.  No 
routine  method  of  treatment  has  as  yet 
been  formulated  but  these  early  reports 


1.  Butt,  H.  R.,  Snell,  A.  M.,  and  Osterberg,  A.  E.: 
Proc.  Mayo  Clinic,  13:74,  1938. 

2.  Osterberg,  A.  E. : Ibid,  13:72,  1938. 


are  encouraging.  At  present  the  use 
of  Vitamin  K and  bile  should  be  put 
to  extensive  clinical  trial  since  it  is  the 
only  therapeutic  means  advanced  to  date 
which  gives  some  hope  of  arresting  the 
appearance  of  hemorrhagic  diathesis  in 
obstructive  jaundice. 


CURRENT  COMMENT 

“YOU  REMEMBER  PAVLOV’S  EXPERIMENT. 
How  he  rang  a bell  every  time  he  fed  a 
dog.  After  a while,  the  dog’s  gastric  juices 
flowed  whenever  he  heard  the  bell.  Even 
if  there  wasn’t  any  food. 

“A  similar  experiment  is  now  taking 
place  in  the  United  States.  The  administra- 
tion is  playing  the  role  of  Pavlov.  Its 
propogandists  are  the  bell-ringers.  The 
public,  of  course,  is  the  dog.  It  is  being 
fed  exaggerated  promises  of  what  socialized 
medicine  would  accomplish. 

“Repeated  ringing,  it  is  assumed,  will 
deafen  the  lay  ear  to  the  advantages  of 
private  practice.  Echoing  state  medicine’s 
‘benefits,’  it  is  hoped,  will  make  them  seem 
real.  Once  socialized  medicine  is  ‘in’,  the 
food  can  be  taken  away.  The  promises 
can  be  forgotten.  But  the  political  structure 
created  will  remain. 

“As  yet,  the  public  has  shown  no  par- 
ticular appetite  for  this  ....  dish.  So  it 
has  been  ordered  that  the  bells  ring  louder. 

“Thus  is  the  public  being  conditioned  to 
accept  something  it  doesn’t  need  and  will 
suffer  by  having.” — From  an  editorial  by 
H.  Sheridan  Baketel  in  April’s  Medical 
Economics. 

“How  OFTEN  WE  HEAR  MEN,  in  disCUS- 
sing  depression  and  world  unrest,  say — 
‘There  are  too  many  people  on  earth.  What 
we  need  is  another  war  to  kill  off  the  sur- 
plus !’  And  each  time  we  think  what  a 
sad  commentary  this  is  in  our  present  day 
civilization.  Just  twenty  years  ago  we 
fought  a war  involving  almost  all  of  the 
nations  which  resulted  in  the  killing  of 
millions  of  combatants,  not  to  mention  the 
millions  of  women  and  children  who  died 
of  starvation.  Yet  the  same  old  problems 
are  again  with  us.  So  war  cannot  be  the 
answer.  . . . The  next  time  someone  advo- 
cates slaughter  of  the  excess  population, 
we  shall  say  ‘You  first,  brother.  There  is 
always  a small  war  somewhere  to  accom- 
modate you !’  ” — Timely  comment  by  The 
Milwaukee  Times  of  recent  date. 
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“No  group  desires  adequate  care  for 
the  sick  more  than  the  medical  profession. 
But  we  see  very  clearly  the  tremendous 
difficulties  confronting  those  who  would 
solve  it.  And  we  feel  that  we  are  entitled 
to  a hearing  on  the  strength  of  our  past 
record.  Organized  Medicine  is  really  an 
organism;  it  is  a living,  breathing  thing.” 
— Statement  of  fact  by  the  Weekly  Roster. 

If  compulsory  sickness  insurance 
legislation  is  enacted  in  the  state  of  Cali- 
fornia, the  Los  Angeles  Medical  Bulletin 
feels  that  the  consequences  would  be  some- 
what along  the  following  lines : “The 

Medical  Profession  suffering  the  evils  of 
regimentation,  experiences  the  loss  of  al- 
truism; and  we  will  see  a group  of  high- 
minded  individuals  reduced  to  a commer- 
cially minded  labor  union  organization, 
where  walk-outs,  strikes  and  other  unthink- 
able tactics  will  become  necessary  to  fight 
for  our  place  in  the  sun,  rather  than  the 
cheerful  idealistic  service  which  it  is  now 
our  privilege  to  render.  . . . Social  legis- 
lation is  in  direct  opposition  to  the  sound 
principle  that  the  entire  force  mankind 
exerts  is  the  accumulative  aggregate,  ego- 
centric influence  of  the  individual  which 
reaches  its  maximum  when  initiative  is 
stimulated,  sustained  and  rewarded ; and 
when  the  reward  is  denied  that  force  quickly 
dies  out  so  that  the  attempt  to  regiment  us  all 
into  unthinkable  automatons,  numbered,  yes, 
even  lettered  with  the  alphabet,  is  a de- 
structive movement,  not  one  of  social 
progress.” 

“The  fury  of  the  demagogues  remains 
unabated  in  attacking  Medicine.  Politics 
and  Medicine  do  not  mix.  Conceivably 
they  might  with  a proper  protective  colloid, 
but  who  is  to  furnish  this  colloid?  The 
politicos  do  not  know  how,  the  public  is 
misinformed  and  does  not  know  how;  all 
attempts  at  reasonable  suggestions  by 
scientists  themselves  are  shouted  down  with 
howls  and  sneers  of  derision.  . . . 

“ ‘Human  rights  are  greater  than  prop- 
erty rights.’  Granted ! Also  granted  that 
two  is  equal  to  two ! A piece  of  bread  is 
property.  If  you  do  not  have  it  you  starve. 
The  right  to  eat  the  bread  is  a human  right. 
Therefore  human  rights  are  greater  than 
human  rights.  Quod  erat  demonstrandum. 
Why  free  medical  service?  Why  not  free 
food,  free  rent,  free  movies?  ‘Bread  and 
circuses  for  the  people !’  ‘We  planned  it 
that  way,  my  frans.’ 

“Science  is  factual,  demagogy  is  emo- 
tional. Oil  and  water ! 

“It  will  all  pass.  A mighty  Caesar  in  his 
purple  reviewing  his  legions  would  have 


given  the  impression  of  eternal  Rome  in- 
deed. An  ancient  sage  remarked  as  he 
gazed  in  awe  at  the  mighty  palaces  of 
Imperial  Rome,  ‘This  too  will  pass’.  It 
did.” — The  incompatibility  of  “Oil  and 
Water”  discussed  in  an  editorial  in  The 
Medical  News  of  Rock  Island  County. 
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To  Mr.  K.,  Pharmacist,  New  York 
City 

Thanks  for  your  praise  and  that  of  your 
medical  friends  concerning  the  series  of 
articles  “Between  Mental  Health  and  Mental 
Disease.”  While  you  disagree  with  my 
contention  expressed  in  one  of  them  that 
preventive  medicine  is  not  exactly  the  same 
as  health  conservation,  it  is  regrettable  that 
in  your  very  brief  and  unsigned  note  you 
failed  to  give  us  the  reason  for  your  dis- 
agreement. 

I regard  health  conservation  as  all  em- 
bracing and  preventive  medicine  as  one  of 
its  components.  Whatever  is  done  socially 
and  individually  to  conserve  and  improve 
and  perfect  both  collective  and  personal 
health  is  health  conservation.  Preventive 
medicine  may  be  stretched  to  have  the  same 
meaning — and  I would  have  no  objection 
to  that — but  it  is  ordinarily  used  in  the 
limited  sense  of  treating  a patient  who  is 
already  ill  so  that  worse  illness  may  be 
prevented,  or  of  treating  large  groups  or 
single  persons  exposed  to  infection  or  con- 
tagion. Vaccination  against  smallpox  or 
prophylactic  injection  of  antitoxin  into 
diphtheria  contacts  are  examples  of  pre- 
ventive medicine.  The  introduction  of 
exhaust  apparatus  in  factories  dealing  with 
dusty  industries  or  gymnastic  exercise  for 
sedentary  workers  belong  to  health  conser- 
vation. Health  conservation  means  the  cre- 
ating or  encouraging  of  the  circumstances 
which  will  keep  the  entire  population  or 
any  person  in  good  health. 

Preventive  medicine  is  in  short,  an  effort 
to  cure  a condition  which,  if  neglected, 
may  develop  into  further  disease.  While 
preventive  medicine  still  belongs  to  therapy 
— of  a higher  sort,  but  therapy  nevertheless 
— health  conservation  is  greater  than  that 
and  involves  more  than  medical  help.  It 
is  the  sum  or  the  result  of  the  work  of 
all  agencies  for  social  betterment,  even  of 
those  which  are  originally  intended  to 
achieve  other  improvements. 

B.  Liber,  M.D. 

March  15,  1938 
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Supplementary  Report  of  the  Special  Committee  on  Matters 
Pertaining  to  Medical  Care 


To  the  House  of  Delegates ; Gentlemen : 

Your  Committee  submits  the  following 
study  of  suggestions  for  a State  Health 
Policy  in  the  field  of  Mental  Hygiene  as 
an  appendix  to  its  formal  report  which 
appeared  in  the  April  1,  1938  issue  of  the 
New  York  State  Journal  of  Medicine 
(page  552)  : 

In  matters  pertaining  to  medical  care  and 
to  a State  Health  Policy,  it  now  seems  neces- 
sary to  give  more  consideration  to  mental 
illness  and  mental  health  than  has,  in  the 
past  been  accorded  them  either  by  the  gen- 
eral medical  profession  or  the  public.  Great 
advances  have  been  made  in  the  conception 
of  the  nature  of  mental  illness,  of  its  prev- 
alence, of  its  relation  to  physical  symp- 
toms and  disabilities,  and  of  the  measures 
required  for  its  adequate  treatment  and  pre- 
vention. 

The  prevailing  conception  of  mental  ill- 
ness was  formerly  confined  almost  entirely 
to  the  gross,  incapacitating,  socially  disturb- 
ing manifestations  embraced  under  the  terms 
insanity  and  mental  deficiency.  Provision 
for  its  treatment  was  left  almost  entirely  to 
the  public  authorities.  Private  philanthropy 
contributed  comparatively  little,  and  it  has 
been  singularly  neglected  in  medical  educa- 
tion and  in  general  medical  practice.  It 
seems  necessary,  therefore,  in  this  report  to 
review  briefly  the  present  policy  and  provi- 
sion for  dealing  with  the  problem  in  the 
State. 

Starting  in  colonial  times  with  crude 
forms  of  lockups  and  poorhouses  in  which 
insane  persons  were  confined,  the  present 
excellent  State  Hospital  system  for  the  men- 
tally ill  has  been  gradually  evolved.  In  the 
establishment  of  this  system  the  State  Medi- 
cal Society  had  an  important  part.  Begin- 
ning in  1836,  the  Society  memorialized  the 
Legislature  and  engaged  actively  in  secur- 
ing public  support  and  legislation  for  the 
Utica  State  Hospital,  opened  in  1843.  In 
1864,  the  Society  recommended  the  appoint- 
ment .of  a commission  to  visit  poorhouses 
in  which  insane  persons  were  still  confined 
and  to  report  to  a committee  of  the  Legis- 
lature their  condition  and  treatment.  The 
service  of  physicians  throughout  the  State 


Report  submitted  by  Dr.  Wm.  L.  Russell,  on 
request  of  Chairman,  on  Care  and  Prevention  of 
Mental  Illness. 


was  enlisted  and  a report  was  made  relating 
to  1345  such  persons  inadequately  cared  for 
in  poorhouses.  A bill  was  thereupon  passed 
for  the  establishment  of  a second  State  Hos- 
pital with  a view  to  making  State  provision 
for  all  such  cases.  This  marked  the  adop- 
tion of  the  principle  of  “State  Care  of  the 
Insane”  which,  however,  did  not  become 
fully  operative  until  1890.  In  recognition 
of  the  service  rendered  by  the  Society,  and 
especially  by  its  Secretary,  Dr.  S.  D.  Wil- 
lard, the  law  for  the  establishment  of  the 
new  hospital  was  called  the  Willard  law, 
and  the  new  hospital,  opened  in  1869,  was 
named  the  Willard  State  Hospital. 

The  extent  to  which  the  State  has  assumed 
responsibility  for  the  hospital  treatment  of 
mental  illness  is  revealed  in  the  fact  that 
ninety-five  per  cent  of  the  hospital  beds 
provided  for  mentally  ill  persons  are  in  the 
State  hospitals.  The  task  is  so  enormous, 
and  is  historically  so  different  from  that 
relating  to  other  forms  of  illness  that,  for  its 
administration,  a separate  department  known 
as  the  State  Mental  Hygiene  Department 
was  created.  Like  the  State  Health  De- 
partment, this  is  a medical  organization, 
under  a medical  commissioner  and  employ- 
ing in  its  administration  and  in  its  twenty 
hospitals  402  full-time  salaried  physicians 
and  dentists  and  a large  number  of  part- 
time  visiting  and  consulting  physicians  who 
serve  without  compensation  or  with  a 
nominal  stipend.  The  number  of  patients 
under  the  care  of  these  hospitals  is  72,000. 
The  department  also  conducts  five  State 
schools  for  the  mentally  deficient  and  one 
colony  for  the  epileptic.  These  are  also 
medically  administered,  the  number  of 
physicians  employed  being  fifty-eight.  The 
number  of  the  mentally  defective  patients  is 
about  16,000,  and  of  the  epileptic  patients 
2,500.  The  State  provides  altogether  about 
82,000  beds  for  the  treatment  of  the  mentally 
ill.  The  cost  of  maintenance  and  depart- 
mental administration  exclusive  of  interest 
and  depreciation  for  the  year  ending  June 
30,  1937,  was  over  $30,000,000.  The  aver- 
age annual  rate  of  expenditure  for  con- 
struction during  the  past  five  years  was  over 
$8,000,000. 

In  addition  to  the  hospitals  and  institu- 
tions conducted  by  the  State,  some  of  the 
municipal  and  a few  of  the  voluntary  general 
hospitals  in  various  cities  provide  special 
services  for  diagnosis  and  for  relatively 
short  periods  of  treatment  of  the  mentally 
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ill.  Most  of  these  services  are  not  organ- 
ized and  equipped  for  the  prolonged  study 
and  treatment  of  the  many  conditions  pre- 
sented by  mental  illness,  and  they  are  limited 
in  the  scope  of  their  work  by  legal  restric- 
tions. We  are  unable  to  state  the  exact 
number  of  beds  thus  provided,  but  believe  a 
liberal  estimate  would  not  be  more  than 
1,500. 

Thirty-one  private  institutions,  of  which 
only  a few  are  well-organized  hospitals,  are 
licensed  and  supervised  by  the  department. 
The  number  of  patients  thus  provided  for 
is  about  4,000. 

It  appears,  therefore,  that,  in  contrast 
with  the  provision  made  for  other  forms  of 
illness,  the  tax-supported  hospitals  provide 
for  fully  ninety-five  per  cent  of  the  cases  of 
mental  illness  that  are  known  to  be  receiv- 
ing hospital  treatment  in  the  State.  It  also 
appears  that,  notwithstanding  the  character 
and  magnitude  of  the  provision  thus  made, 
it  does  little  more  than  furnish  treatment 
for  the  more  manifest  and  advanced  forms 
termed  insanity. 

For  many  years  the  main  object  aimed 
at  in  the  provision  made  for  mental  illness, 
public  and  private,  has  been  “The  Care  of 
the  Insane.”  The  task  has  been  slow  and 
difficult  and  we  have  reason  to  be  proud  of 
the  extent  to  which  it  has  been  accomplished 
in  this  State.  It  is  evident,  however,  that 
the  problem  of  mental  illness  will  not  be 
solved,  any  more  than  the  tuberculosis  prob- 
lem could  be  solved,  simply  by  building 
more  and  larger  hospitals  for  the  more 
manifest,  advanced,  often  terminal  cases, 
and  at  the  same  time  neglecting  the  early 
stages  and  the  conditions  in  which  they 
originate  in  the  communities.  This  has  long 
been  realized  by  those  engaged  in  the  work, 
but  prevailing  conceptions  and  standards 
have  been  only  gradually  advancing  to  per- 
mit the  practical  developments  needed.  For 
a number  of  years,  however,  the  State  Men- 
tal Hygiene  Department  and  its  hospitals 
have,  as  best  they  could  without  adequate 
recognition  and  support  by  the  Legislature, 
been  extending  their  activities  beyond  the 
hospitals,  in  the  form  of  outpatient  and 
social  service,  and  by  public  education  by 
means  of  addresses,  literature,  and  coopera- 
tion with  other  organizations  in  mental  hy- 
giene activities.  The  laws  have  also  been 
gradually  liberalized  to  facilitate  access  to 
hospital  treatment  without  unnecessary  and 
obstructive  legal  formalities.  Local  provi- 
sion for  temporary  treatment  has  been  ad- 
vancing, and  the  health  officer  has  replaced 
the  poormaster  in  the  duty  of  seeing  that 
mentally  ill  persons  in  the  community  obtain 
needed  hospital  treatment.  The  State  has 
also  led  the  way  in  advancing  the  educa- 


tion of  medical  students  and  physicians  in 
mental  illness,  and  for  scientific  research,  in 
the  establishment  of  the  State  Psychiatric 
Institute  at  Columbia  University  Medical 
College. 

Great  advances  have  been  made  in  the 
understanding  and  attitude  of  the  public  con- 
cerning mental  illness.  It  is  more  clearly 
discerned  that  the  patients  under  treatment 
in  the  hospitals  for  mental  illness  became 
ill  in  the  communities  and  that  few  of  them 
received  skilled  attention  until  their  condi- 
tion became  so  aggravated  that  hospital 
treatment  was  imperative.  It  is  also  real- 
ized that  many  less  incapacitating  condi- 
tions than  insanity,  known  as  nervousness, 
neuroses,  personality  disabilities  and  peculi- 
arities, behavior  disorders,  psychopathic 
states,  etc.,  belong  to  the  same  class  of  ill- 
nesses as  those  termed  insanity.  This  has 
led  to  many  new  developments.  The  medi- 
cal, nursing,  and  social  work  schools  are 
giving  fuller  and  better  courses  of  instruc- 
tion and  training  in  mental  illness  and  in 
the  personality  factors  in  all  forms  of  ill- 
ness and  disability.  Research  is  receiving 
more  attention  and  support.  Many  out- 
patient services  and  child  guidance  clinics 
have  been  established,  in  addition  to  those 
conducted  by  the  State.  General  hospitals 
are  making  provision  for  more  adequate 
treatment  of  mental  illness,  and  of  the  men- 
tal problems  presented  by  patients  under 
treatment  for  physical  conditions.  Psychia- 
tric and  mental  hygiene  service  has  been 
introduced  into  schools,  colleges,  industrial 
organizations,  courts  and  correctional  insti- 
tutions, and  has  been  greatly  extended  in 
private  medical  and  nursing  practice. 

Mental  hyigene  organizations  have  been 
established  for  the  purpose  of  advancing 
the  education  of  the  public  in  regard  to 
mental  health  and  mental  illness,  and  of 
promoting  measures  and  provision  for  cure 
and  prevention.  This  has  become  a wide- 
spread movement  that  is  sponsored  and,  in 
considerable  part,  conducted  by  persons 
without  medical  training.  Most  of  the  or- 
ganizations, however,  look  to  physicians 
who  are  qualified  in  psychiatry  and  mental 
hygiene  for  guidance  and  leadership,  and 
are  entirely  dependent  upon  them  for  main- 
taining soundness  in  the  movement.  . This 
presents  an  opportunity  and  a responsibility 
that  the  medical  profession  should  be  pre- 
pared to  accept.  It  has  always  been  recog- 
nized that  the  forms  of  mental  illness  that 
were  socially  most  disturbing  were  subjects 
for  medical  responsibility  and  treatment. 
The  less  incapacitating  forms  and  stages 
have,  however,  furnished  a rich  harvest  for 
honest  and  dishonest  healers,  and  for  ignor- 
ant and  educated  charlatans.  Now,  the 
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wider  diffusion  of  knowledge  relating  to 
personality,  mental  illness  and  disability, 
and  psychotherapy,  has  brought  a new  group 
into  the  field,  consisting  of  psychologists, 
clergymen,  psychoanalysts,  social  workers, 
and  others  who,  without  a medical  educa- 
tion, undertake  to  give  advice  and  to  treat 
conditions  that  would  tax  the  best  resources 
of  a physician  well-qualified  in  psychiatry. 
The  history  of  the  treatment  of  the  mentally 
ill  clearly  demonstrates  that  psychiatry  is 
and  must  continue  to  be  a branch  of  medi- 
cine. Its  practice  necessitates  ability  to 
investigate  the  whole  nature  of  man,  his 
mental  as  well  as  his  physical  organization 
and  functions,  and  to  make  a diagnosis  of 
his  condition,  when  ill,  as  a whole  person 
as  well  as  a collection  of  parts.  This  can 
only  be  adequately  performed  by  a physi- 
cian, and  the  medical  profession  must  quali- 
fy its  members  and  its  organizations  to  deal 
with  the  problem  as  intelligently,  honestly, 
and  effectively  as  it  deals  with  other  medi- 
cal problems. 

It  is  evident  that  the  problem  is  now  so 
outstanding  that  it  must  be  given  a large 
place  in  the  further  development  of  medical 
education,  of  medical  care,  and  of  a com- 
prehensive State  Health  Policy.  It  is  large 
and  complex,  but  some  of  the  lines  of  prog- 
ress and  desirable  objectives  seem  to  be 
sufficiently  clear  to  enable  the  Committee  to 
present  for  consideration  the  following  sum- 
mary and  suggestions : 

1.  The  problem  of  mental  illness  has  as- 
sumed such  dimensions  that  a much  wider 
development  of  resources  than  those  estab- 
lished by  the  State  for  the  “Care  of  the 
Insane”  has  become  necessary. 

2.  The  central  aim  of  further  develop- 
ments should  be  the  “Care  and  Prevention 
of  Mental  Illness,”  and  its  accomplishment 
should  be  included  in  the  aims  of  a General 
State  Health  Policy. 

3.  For  its  advancement  the  outpatient, 
educational,  research,  and  preventive  work 
established  by  the  State  Department  of  Men- 
tal Hygiene  should  be  organized,  and  ad- 
ministered as  a clearly  recognized  extension 
of  its  activities  beyond  hospital  service  to 
patients,  and  provision  should  be  made  for 
its  separate  supervision  in  the  department, 
and  for  its  financial  support  and  further 
development. 

4.  Better  provision  should  be  made  for 
the  education  of  physicians,  medical  stu- 
dents, nurses,  and  social  workers,  in  the 
nature,  treatment,  and  prevention  of  mental 
illness  and  the  splendid  facilities  of  the  State 
and  other  hospitals  should  be  more  fully 
utilized  for  this  purpose. 

5.  Access  to  competent  professional  serv- 
ice and  hospital  facilities  should  be  as  easily 


available  in  mental  illness  as  in  any  other 
form  of  illness.  To  facilitate  this,  the  laws 
relating  to  mental  illness,  which  reflect  the 
conception  of  “the  Care  of  the  Insane” 
should  be  revised. 

6.  Every  organized  community  should 
have  available  for  private  practice,  for 
service  in  the  general  hospital,  for  out- 
patient service  for  adults  and  children,  and 
for  school  and  court  services,  one  or  more 
physicians  and  nurses  well  qualified  in  men- 
tal illness. 

7.  Suitable  facilities  for  the  admission 
and  treatment  of  mental  illness  should  be  ac- 
cepted as  an  essential  in  all  general  hos- 
pitals. Modern  sound-proofing  and  air- 
conditioning  have  removed  all  obstacles  that 
have  heretofore  made  this  difficult.  The 
special  structural,  equipment,  and  personal 
requirements  are  as  essential  to  adequate 
service  as  those  for  surgical,  obstetrical,  and 
communicable  disease  services. 

8.  In  furtherance  of  this  policy  and  de- 
velopment the  State  Medical  Society  may 
have  an  even  more  important  part  than  it 
had,  many  years  ago,  in  the  establishment 
of  the  State  Hospitals  and  the  State  Care 
System.  By  cooperating  with  the  State 
Department  of  Mental  Hygiene  in  advocat- 
ing needed  developments  and  necessary 
legislation  and  appropriations,  and  in 
mobilizing  medical  opinion  and  support, 
some  very  important  advances  may  be 
facilitated.  The  influence  of  the  Society 
and  its  members  may  be  turned  to  account 
in  advancing  medical,  nursing,  and  social 
work  education  in  mental  illness,  and  in 
securing  better  service  and  hospital  facili- 
ties for  this  form  of  illness  in  the  different 
communities.  The  meetings  of  the  Society 
and  of  its  district  branches,  also  those  of  the 
County  societies  may,  with  advantage,  give 
more  attention  to  mental  illness  and  mental 
hygiene. 

More  papers  on  these  subjects  on  the 
programs  and  in  the  Journal  and  Bulle- 
tins would  contribute  to  the  information 
and  interest  of  the  members.  The  prob- 
lem has  reached  such  proportions,  and  is 
so  important,  that  a special  section  of . the 
Society,  on  Psychiatry  and  Mental  Hygiene 
might,  perhaps,  accomplish  more  than 
might  otherwise  be  possible.  This  seems 
especially  indicated,  because  there  is  no 
State  Psychiatric  Society.  A special  com- 
mittee would  also  enable  the  Society  to  keep 
informed  of  conditions  and  developments, 
and  to  cooperate  with  the  State  Mental 
Hygiene  Department,  with  other  medical 
societies,  and  with  mental  hygiene  organi- 
zations in  the  advancement  of  measures  and 
developments  of  which  the  Society  ap- 
proved. 


ANNOUNCEMENT 


The  Annual  Banquet  of  the  Medical  Society  of  the  State  of  New  York 
will  be  held  on  Tuesday  evening,  May  10,  at  7 p.m.  in  the  Grand  Ballroom 
of  the  Waldorf-Astoria,  Park  Ave.  and  49th  St.  Subscriptions  will  be 
$5.00  per  person  (including  gratuities).  Tickets  to  be  collected  at  tables. 
An  excellent  menu  has  already  been  arranged.  Outstanding  speakers  and 
distinguished  guests  will  attend.  Fine  music  will  also  be  provided  includ- 
ing a fifteen-piece  orchestra  for  dancing  afterward.  As  it  is  only  possible 
to  conveniently  accommodate  about  eleven  hundred,  it  is  important  for  you 
to  send  your  subscriptions  early.  This  will  also  facilitate  the  work  of 
the  committee  in  arranging  for  the  seating  for  such  a large  number.  Will 
you,  therefore,  kindly  plan  now  for  the  number  of  guests,  with  names, 
whom  you  expect  to  include  in  your  party,  or  state  preference  of  persons 
with  whom  you  wish  to  be  seated.  Cocktails  will  be  served  at  the  assigned 
tables  in  the  Ballroom  upon  individual  order,  at  any  time  after  6:45  p.m. 

Please  forward  checks  promptly,  at  $5.00  per  cover  payable  to  Dr. 
Augustus  Harris,  2 East  103  Street,  New  York  City,  Chairman  Dinner 
Committee. 

Convention  Exhibits  will  be  illuminated 
and  open  to  display  until  10:30  p.m. 

To  Dr.  Augustus  Harris,  2 East  103  Street,  New  York  City. 

Enclosed  please  find  check  to  the  amount  of  $ for  

covers  for  the  Annual  Banquet. 


My  guests  will  be 


I wish  to  be  seated  with 


Signature 


CANCER  CONTROL 

The  Doctor  and  the  Cancer  Patient 

James  Ewing,  M.D.,  New  York  City 


When  a patient  with  cancer  enters  a 
doctor’s  office,  an  emergency  is  created. 
With  correct  diagnosis  and  expert  treatment, 
life  is  often  saved,  but  the  alternative  invari- 
ably results  in  the  death  of  the  patient.  No 
such  situation  exists  with  any  other  major 
cause  of  death. 

Four  types  of  cancer  patients  enter  a 
doctor’s  office: 

1.  The  patient  may  present  an  obvious  can- 
cer, as  a hard  lump  in  the  breast,  or  an  indurated 
ulcer  of  the  tongue. 

2.  The  patient  may  give  localized  symptoms 
suggestive  of  a deep  or  inaccessible  cancer,  as 
persistent  pain  in  the  stomach,  or  persistent 
pain  in  a long  bone,  or  blood  in  urine  or  stools. 

3.  The  patient  may  present  an  obvious  pre- 
cancerous  lesion,  as  a pigmented  mole,  or 
leukplakic  spots  in  the  mouth. 

4.  The  patient  may  complain  of  not  a single 
symptom  of  cancer  which  nevertheless  exists 
and  may  even  be  advanced.  Fortunately  this 
last  group  is  small. 

All  four  classes  of  patients  now  frequently 
fail  to  receive  a diagnosis  of  cancer  by  the 
doctor  or  doctors  consulted.  Statistics  show 
that  twenty  two  per  cent  of  cancer  cases 
come  to  autopsy  without  diagnosis,  and  that 
ten  per  cent  of  the  diagnoses  of  cancer  are 
erroneous.  Therefore,  the  diagnosis  of  can- 
cer should  be  more  frequently  entertained 
by  the  doctor,  and  when  adopted  should  be 
more  carefully  verified. 

1.  Diagnosis  of  Obvious  Cancer 

When  a patient  presents  an  obvious  can- 
cer, the  emergency  requires  that  the  doctor 
should  decide  at  once  what  to  do.  He  must 
decide  whether  he  is  himself  able  to  make 
an  exact  diagnosis,  to  carry  through  effective 
treatment,  and  to  deal  with  recurrences  if 
they  develop.  He  should  not  tell  the  patient 
that  he  has  cancer  and  he  should  not,  as  a 
rule,  make  a biopsy.  If  he  is  not  able  to 
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carry  out  these  measures  fully  he  should  im- 
mediately make  arrangements  to  send  the 
patient  to  some  place  where  they  can  be 
properly  carried  out.  This  means  the  con- 
centration of  cancer  patients  in  special  can- 
cer hospitals  or  in  general  hospitals  which 
are  equipped  for  the  most  modern  cancer 
diagnosis  and  treatment. 

There  may  be  many  situations  where  the 
patient  cannot  for  various  reasons  secure 
these  special  services,  and  the  doctor  will 
have  to  do  the  best  he  can  unaided,  but  then 
it  should  be  recognized  that  under  these  con- 
ditions the  patient  seldom  gets  the  best  pos- 
sible treatment. 

There  are  many  mistakes  made  in  the 
initial  handling  of  obvious  cancer,  and  these 
mistakes  usually  result  in  the  death  of  the 
patient.  The  cancer  may  be  mistaken  for  a 
benign  process.  Much  experience  is  neces- 
sary for  the  diagnosis  of  many  established 
cancers.  Delay  is  generally  dangerous. 
Some  cancers  of  the  tongue,  breast,  and 
uterus  reach  an  incurable  stage  within  a few 
weeks.  A biopsy  is  done  by  unwise  methods ; 
the  specimen  is  sent  to  some  distant  labora- 
tory without  adequate  fixation  fluid  and  with 
poor  clinical  data;  several  days  elapse  be- 
fore the  report  is  returned;  and  the  report 
may  be  inaccurate.  There  are  comparatively 
few  laboratories  where  accurate  diagnosis 
of  biopsy  material  can  be  obtained.  In  a 
few  circumstances  a small  portion  of  tissue 
may  be  removed  at  once  in  a doubtful  case, 
as  with  ulcerating  lesions  on  tongue,  skin, 
cervix,  uterus,  or  rectum,  but  as  a rule  the 
biopsy  should  be  made  by  the  surgeon  who 
is  going  to  take  full  charge  of  the  case. 
When  the  patient  reaches  a hospital  manned 
by  competent  cancer  specialists,  a biopsy  is 
often  found  unnecessary,  or  it  is  replaced  by 
other  methods  of  diagnosis.  A clean  incision 
by  a sharp  scalpel  is  the  best  method  of  tak- 
ing biopsy  material. 

Much  harm  is  frequently  done  by  a hasty 
resort  to  biopsy.  Breast  tumors  should  prob- 
ably never  be  incised.  Enlarged  lymph  nodes 
seldom  require  a biopsy  because  the  diagnosis 
may  usually  be  made  on  the  clinical  char- 
acters of  the  disease  and  the  response  to 
radiation.  It  is  generally  a grave  error  to 
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cut  into  a suspected  bone  tumor,  especially 
a giant-cell  tumor.  The  radiographic  find- 
ings and  the  response  to  radiation  give  a 
correct  diagnosis  in  a very  high  proportion 
of  cases.  The  local  removal  of  subcutaneous 
neurofibromas  is  responsible  for  a high  pro- 
portion of  recurrences  and  fatalities  from 
this  disease,  which  often  proves  to  be 
malignant. 

The  surgical  removal  of  parotid  tumors 
is  a difficult  task  and  may  be  safely  entrusted 
only  to  surgeons  who  have  a large  experi- 
ence in  this  field.  Otherwise  the  facial  nerve 
may  be  cut  and  elongated  portions  of  the 
tumor  may  be  left.  The  first  step  should  be 
an  aspiration  biopsy.  If  the  tumor  proves  to 
be  the  ordinary  mixed  tumor,  and  the  sur- 
geon is  skillful,  resection  is  probably  the 
best  procedure.  If  the  tumor  is  an  adeno- 
carcinoma, radiation  is  the  safest  plan.  In 
some  clinics  radiation  is  always  employed 
first,  followed  by  interstitial  radium  if  nec- 
essary, and  finally  by  resection  if  demanded. 

The  treatment  of  localized  tumors  of  the 
breast  is  a difficult  and  complex  problem. 
Many  small  malignant  tumors  of  the  breast 
are  removed  in  the  doctor’s  office,  a pro- 
cedure often  followed  by  prompt  recurrence 
and  a less  favorable  situation  for  radical 
amputation.  In  dealing  with  lumps  in  the 
breast,  the  first  step  should  be  aspiration 
biopsy.  If  the  tumor  proves  malignant, 
then  radical  amputation  is  the  standard  pro- 
cedure. If  the  lump  proves  to  be  a cyst, 
then  aspiration  may  suffice.  The  aspiration 
biopsy  avoids  the  complication  of  a surgical 
wound  and  permits  radiation  treatment, 
which  should  generally  precede  amputation 
of  the  breast.  The  surgical  biopsy  should 
be  employed  when  the  aspiration  method  is 
not  available,  and  should  be  performed  only 
in  a surgical  operating  room  where  a radical 
operation  may  be  undertaken  at  once.  If 
indicated  by  the  frozen  section  or  gross  ex- 
amination of  the  tumor.  Radiation  therapy 
is  to  be  preferred  with  inflammatory  car- 
cinoma, when  there  are  supraclavicular 
metastases,  and  under  some  other  conditions. 
It  may  completely  sterilize  small  tumors,  but 
is  less  effective  with  large  growths  and  axil- 
lary extensions. 

The  treatment  of  suspicious  ulcers  of  the 
skin  and  mucous  membranes  by  nitrate  of 
silver  is  a very  common  and  unwise  prac- 
tice. It  never  cures,  but  always  aggravates 
a cancer.  Dermatologists  remove  scores  of 
quiescent  moles  in  their  offices  and  some 


assert  that  they  never  saw  a recurrence,  but 
in  a cancer  hospital  it  is  very  common  to 
find  such  recurrences  and  the  patient  in  a 
hopeless  condition.  If  a mole  shows  any 
signs  of  growth  or  increased  pigmentation, 
it  must  be  regarded  as  malignant,  and  the 
excision  should  be  made  with  extreme  care 
and  with  a wide  margin  of  normal  skin. 

The  exploratory  laparotomy  is  a very  nec- 
essary procedure  for  the  diagnosis  of  obscure 
abdominal  tumors,  but  it  need  not  be  under- 
taken until  other  methods  fail.  Not  infre- 
quently it  is  performed  in  cases  of  unsus- 
pected carcinoma  of  the  cervix,  or  carcinoma 
of  the  rectum,  and  more  frequently  still  it 
is  performed  when  pulmonary  metastases  are 
present.  It  is  an  excellent  rule  never  to 
perform  an  operation  for  a tumor  without 
taking  a radiograph  of  the  lungs.  This  rule 
is  broken  in  the  very  best  surgical  hospitals. 

In  many  cases  of  obscure  malignant  tu- 
mors, superficial  and  deep,  the  therapeutic 
test  by  radiation  gives  an  excellent  indication 
of  the  nature  of  the  growth  and  is  often 
at  the  same  time  the  best  treatment. 

These,  and  many  other  difficulties  in  the 
diagnosis  and  treatment  of  obvious  malig- 
nant tumors  lead  inevitably  to  the  conclusion 
that  the  best  interests  of  the  cancer  patients 
require,  at  least,  consultation  in  a group 
clinic,  or  the  reference  of  the  case  to  a 
special  cancer  hospital,  or  special  cancer 
service  in  a general  hospital.  The  experi- 
ence available  at  the  average  general  hospi- 
tal or  the  equipment  provided  is  usually  in- 
adequate to  assure  the  best  treatment  of  the 
cancer  patient.  The  time  is  past  when  the 
mere  ability  to  perform  the  standard  surgical 
operation  justifies  the  surgeon  in  undertak- 
ing the  treatment  of  most  forms  of  cancer. 
This  fact  may  be  emphasized  by  the  report 
that  the  average  operative  mortality  for 
rectal  cancer  in  nineteen  American  cities 
of  a population  of  about  100,000  is  forty-five 
per  cent  while  the  mortality  of  many  special- 
ists is  only  five  to  ten  per  cent.1 

2.  Diagnosis  of  Obscure  Cancer 

When  the  patient  complains  of  symptoms 
suggestive  of  cancer  another  type  of  emer- 
gency arises  calling  for  measures  either  to 
establish  or  to  eliminate  the  diagnosis  of 
cancer.  These  symptoms  may  be  referred 
to  any  part  of  the  body. 

In  the  skull  there  are  brain  tumors  which 

1.  Saltzstein,  H.  C.:  J.  A.  M.  A.,  91 :465,  1928. 
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give  headache,  choked  disc,  mental  disturb- 
ances, vomiting,  focal  symptoms  and  some- 
times radiological  signs.  Search  for  a pri- 
mary tumor  in  another  part  of  the  body  is 
indicated,  since  many  metastatic  tumors  of 
the  brain  are  operated  upon  as  primary 
growths.  In  the  nasal  passages  any  chronic 
discharge,  bleeding,  pain,  or  swelling  should 
be  investigated  for  tumors  of  the  sinuses, 
nasal  mucosa,  or  bones.  Most  tumors  of 
this  region  are  long  treated  for  simple 
chronic  catarrhal  inflammation,  especially  in 
the  antrum.  Cancer  of  the  nasal  mucosa  and 
pharyngeal  vault  in  young  subjects  is  nearly 
always  long  overlooked.  Lymphoepithelioma 
of  the  nasopharynx  and  tongue  give  very 
small  primary  tumors  and  first  appear  as 
tumors  of  the  neck  nodes.  A very  thorough 
examination  of  the  entire  nasopharynx  by 
an  expert  is  the  only  method  of  excluding 
cancer  in  this  region. 

A single,  very  much  enlarged  tonsil  calls 
for  the  diagnosis  of  lymphosarcoma  and 
treatment  by  radiation.  Or,  both  tonsils  and 
the  entire  pharyngeal  ring  may  be  consid- 
erably enlarged  and  reddened,  before  cervical 
nodes  appear.  This  is  the  only  period  when 
lymphosarcoma  of  the  neck  can  be  success- 
fully treated. 

Cancer  of  the  tonsil,  base  of  the  tongue, 
or  pharyngeal  wall  often  gives  very  difficult 
diagnosis  problems.  The  tumor  may  be  flat 
and  eroded,  or  definitely  ulcerated  or  diffuse 
and  hard  to  delimit.  All  indurated  ulcers  of 
the  tongue  and  floor  of  mouth  should  be  re- 
garded as  cancer  until  definitely  proved  to 
be  of  some  other  nature.  A biopsy  is  the 
only  safe  method  of  diagnosis. 

Enlarged  cervical  lymph  nodes  are  a diffi- 
cult and  an  ever  recurring  problem.  I be- 
lieve the  most  important  evidence  here  is  a 
careful  clinical  history.  This  generally  es- 
tablishes the  nature  of  tuberculous  and  other 
simple  chronic  infectious  processes  and  it 
may  reveal  that  the  disease  is  systemic. 
Glandular  fever  occurs  in  young  subjects 
who  are  well  nourished  and  not  anemic  and 
the  lymphadenopathy  is  widespread.  The 
rather  firm,  often  localized,  nodes  of  Hodg- 
kin’s disease  appear  in  subjects  who  are 
poorly  nourished.  Lymphosarcoma  is  a dis- 
ease of  perfectly  healthy  looking  subjects 
who  are  often  overweight.  The  hard  nodes 
of  cancer  are  generally  at  first  single.  Thor- 
ough examination  of  all  the  areas  drained 
by  these  nodes  should  be  the  first  step  in 
diagnosis.  The  common  practice  of  imme- 


diately excising  a cervical  node  for  diagnosis 
is  to  be  discouraged.  A high  proportion  of 
diagnoses  rendered  on  this  material  are  in- 
conclusive or  misleading.  The  biopsy  does 
harm  in  cancer  and  lymphosarcoma,  but  the 
simple  aspiration  biopsy  of  lymphnodes  nearly 
always  gives  a positive  result  with  cancerous 
nodes.  The  therapeutic  test  by  radiation  is  a 
better  method.  Lymphosarcoma  recedes  rap- 
idly after  radiation,  Hodgkin’s  disease  slowly, 
tuberculosis  very  little  and  with  increase  in- 
flammatory reaction  while  most  metastatic 
cancers  resist.  Radiation  is  the  best  treat- 
ment of  most  of  these  cases  as  well  as  a 
good  diagnostic  method.  Surgery  can  always 
be  employed  later.  Persistent  hoarseness 
calls  for  a laryngeal  examination.  Chronic 
pulmonary  symptoms  now  generally  receive 
early  study  by  the  radiograph  and  pulmonary 
tumors  are  thus  detected  early,  and  the 
same  method  reveals  early  mediastinal 
growths. 

Patients  with  chronic  gastric  or  intestinal 
symptoms  are  often  unable  to  afford  a ra- 
diographic study  and  some  means  should  be 
provided  in  clinics  to  supply  this  service 
gratis.  A search  for  blood  in  the  stools 
or  urine  is  the  least  step  that  can  be  taken 
in  the  face  of  obscure  abdominal  symptoms. 
A high  proportion  of  rectal  cancers  still  es- 
cape detection  because  the  patient  has  piles 
in  addition  to  cancer. 

The  diagnosis  of  bone  tumors  is  nearly 
always  delayed  until  the  disease  has  become 
established  and  the  prognosis  bad.  I would 
urge  that  every  case  of  persistent  unex- 
plained pain  in  a bone  be  regarded  provision- 
ally as  sarcoma  and  treated  by  radiation. 

This  treatment  cures  giant-cell  tumors, 
non-ossifying  periosteal  sarcoma  and  osteitis 
fibrosa  cystica.  It  is  not  too  much  to  hope 
that  it  may  also  cure  many  cases  of  early 
true  osteogenic  sarcoma,  endothelioma,  and 
myeloma,  but  it  is  quite  certain  that  neither 
this  nor  any  other  method  can  cure  the  es- 
tablished stages  of  these  diseases  except  in 
very  rare  instances.  Doctors  will  not  make 
the  diagnosis  of  bone  sarcoma  and  pa- 
tients will  not  accept  it  when  the  penalty 
is  amputation. 

It  is  thus  apparent  that  symptoms  sugges- 
tive of  cancer  create  an  emergency  for  the 
doctor,  drawing  heavily  upon  his  resources. 
It  is  equally  clear  that  in  this  field  the  doctor 
may  be  of  inestimable  service  to  his  patient, 
because  since  ninety-five  per  cent  of  all  es- 
tablished cancers  are  fatal,  an  early  diag- 
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nosis  by  the  general  practitioner  becomes 
the  most  important  weapon  in  the  fight 
against  this  disease. 

3.  Precancerous  Lesions 

The  number  of  precancerous  lesions  which 
present  themselves  to  the  alert  physician  is 
legion.  There  is  also  a very  large  field  of 
preventive  medicine  in  the  detection  of  hab- 
its and  hazards  which  are  known  to  lead  to 
cancer. 

The  Jewish  ritual  of  circumcision  has 
rendered  that  race  immue  to  cancer  of  the 
penis.  Phimosis,  chronic  balanitis,  recurrent 
eczema  and  herpes,  and  many  other  aspects 
of  chronic  irritation  exist  for  months  as  an 
invariable  antecedent  of  penile  cancer.  Prac- 
tically all  warty  growths  on  the  penis  are 
potentially  malignant.  Leukoplakia  of  the 
vulva  is  almost  the  only  stage  of  cancer  of 
that  tissue  which  offers  much  hope  of  cure. 

The  mortality  of  x-ray  burns  is  still  very 
high  because  the  dangerous  stages  of  these 
lesions  are  still  not  recognized.  When  any 
x-ray  burn  becomes  eroded,  moist,  infected, 
and  repeatedly  bleeding  it  is  high  time  to 
destroy  the  source  of  danger  by  radical  meth- 
ods. Most  of  the  metastases  occur  when 
wholly  unexpected,  and  many  follow  incom- 
plete destruction  by  electric  needles,  dia- 
thermy, and  fulguration. 

The  discovery  of  pigmented  moles  on  the 
general  body  surface  is  a simple  matter,  but 
the  recognition  of  these  lesions  in  unexpected 
sites,  especially  when  not  pigmented,  requires 
alertness  and  experience.  Beneath  the  toe 
nail,  between  the  toes,  on  the  sole  of  foot, 
about  the  anus  and  vulva,  in  the  lower  rec- 
tum, and  about  any  mucocutaneous  junction, 
indolent  ulcers  or  wounds  should  always 
be  inspected  and  suspected  of’  being  mela- 
notic. 

The  scars  of  old  burns  are  apt  to  develop 
cancer  but  only  after  a long  period.  Since 
these  cancers  appear  usually  in  the  scars  of 
burns  which  have  long  been  infected,  the 
prevention  of  infection  of  burns  becomes 
particularly  important.  Any  chronic  ulcer, 
simple  or  tuberculous,  may  become  cancerous 
but  only  after  a long  period.  Not  a few 
cancers  develop  in  surgical  wounds,  and 
when  any  of  these  fail  to  heal  after  a reason- 
able period,  the  suspicion  of  cancer  should 
be  adopted. 

Benign  tumors  usually  maintain  their  inno- 
cence, but  some  of  them  become  malignant, 


especially  after  incomplete  removal.  Ade- 
nomas of  breast,  thyroid,  salivary  glands,  mu- 
cous membranes  and  other  regions,  should  be 
carefully  examined  after  removal  by  a com- 
petent pathologist  and  if  there  is  any  suspi- 
cion of  malignant  tendency,  post-operative 
radiation  is  advisable.  I have  to  acknowledge 
at  least  three  errors  in  the  diagnosis  of  benign 
adenoma  of  the  breast  because  the  excision 
was  followed  by  a carcinomatous  recurrence. 
The  time  to  treat  certain  adenocarcinomatous 
processes  in  the  prostate  is  when  the  tumor 
is  early,  localized,  and  histologically  benign. 

The  best  statistical  studies  show  that  the 
ulcerating  stomach  after  gastroenterostomy 
is  no  more  liable  to  cancer  than  the  normal 
stomach,  and  yet  the  excision  of  ulcers  may 
remove  some  early  ulcerating  cancers  which 
have  been  mistaken  for  simple  ulcers. 

Laceration  of  the  cervix  uteri  is  a very 
frequent  precursor  of  cancer,  so  that  the 
repair  of  cervical  lacerations  and  the  correc- 
tion of  all  forms  of  leukorrhea  is  the  most 
efficient  preventive  of  uterine  cancer. 

Since  cancer  of  the  mouth  is  invariably  the 
result  of  bad  teeth,  buccal  uncleanliness,  den- 
tal plates,  tobacco,  and  syphilis,  the  physician 
may  often  be  of  paramount  service  to  his 
patient  by  insisting  that  all  these  conditions 
be  corrected  promptly.  Leukoplakic  spots  in 
the  mouth  must  be  watched  every  few  weeks 
if  the  outbreak  of  cancer  is  to  be  detected 
in  time. 

Buccal  hygiene  in  all  its  details  is  the 
most  comprehensive  of  all  preventive  meas- 
ures against  cancer.  It  affects  cancer  of  the 
lip,  tongue,  tonsil,  pharynx,  larynx,  nares, 
esophagus,  and  stomach,  and  it  also  protects 
against  the  danger  of  many  other  fatal  dis- 
eases. “La  mort  entre  par  la  bouche.,, 

Periodical  examinations  appear  to  be  the 
only  real  safeguard  against  many  forms  of 
cancer,  but  the  object  of  the  examination 
should  extend  into  the  detection,  not  only  of 
early  cancer,  but  of  precancerous  lesions,  and 
to  the  elimination  of  cancer  forming  habits. 
The  general  physician  can  accomplish  much 
by  urging  periodical  examinations  among 
his  patients  and  by  pointing  out  the  danger 
of  cancer  forming  habits. 

In  certain  families  the  hereditary  influence 
may  not  be  dismissed  without  due  attention, 
especially  in  mammary  cancer  and  neuro- 
fibromatosis. Too  much  may  not  be  ex- 
pected, even  from  the  most  careful  efforts  to 
detect  early  cancers,  and  cancer  forming  hab- 
its. A somewhat  careful  inquiry  indicates 
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that  about  seventy  per  cent  of  all  cancers, 
mostly  inaccessible,  are  beyond  the  reach  of 
early  diagnosis,  and  that  their  incidence  can 
be  affected  only  by  preventive  measures. 
The  alert  general  physician  occupies  the  key 
position  in  this  entire  field,  but  the  exer- 
cise of  his  function  to  the  fullest  extent 
requires  an  enormous  fund  of  information 
and  experience. 

4.  Atypical  Cancer 

Patients  may  come  to  the  doctor  with  es- 
tablished and  even  advanced  cancer  and  yet 
fail  to  complain  of  any  symptoms  of  the 
cancer  or  of  any  other  disease.  It  is  a 
remarkable  but  well  established  fact  that  the 
body  can  tolerate  the  growth  of  malignant 
tumors  without  any  disturbance  so  long  as 
the  tumor  tissue  is  well  nourished  and  does 
not  interfere  mechanically  with  any  function. 
Some  of  these  patients  may  appear  to  be 
in  perfect  health.  Usually  they  suffer  from 
symptoms  which  are  attributed  to  other 
diseases. 

A certain  proportion  of  brain  tumors  re- 
sult in  sudden  and  unexpected  death.  Cancer 
of  the  stomach,  lung,  thymus,  prostate  and 
ovary  often  fail  to  give  any  localizing  and 
sometimes  any  general  symptoms.  The  first 
symptom  of  prostatic  or  renal  cancer  may 
be  the  appearance  of  a bone  metastasis. 

Anemia  and  loss  of  weight  may  be  the  only 
symptoms  of  internal  cancer,  especially  gas- 
tric cancer,  which  fails  to  give  any  indication 
of  the  location  of  the  disease.  Such  cases 
are  often  treated  as  pernicious  anemia.  Cer- 
tain bone  sarcomas  are  often  treated  for 
months  as  osteomyelitis.  Among  100  cases 
of  bone  sarcoma  analyzed  at  the  Memorial 
Hospital,  only  eighteen  received  a diagnosis 
of  sarcoma  by  the  first  physician  consulted. 

An  interesting  group  of  cases  are  those 
in  which  a tumor,  benign  or  malignant,  has 
been  removed  several  years  previously,  but 
this  fact  has  been  overlooked  and  the  symp- 
toms of  recurrence  misintepreted.  I have 
several  times  had  the  satisfaction  of  telling 
a surgeon  that  his  patient  had  a glass  eye. 
Overemphasis  of  the  fact  that  cancer  is 


mainly  a disease  of  middle  life  inclines  physi- 
cians to  reject  the  possibility  of  cancer  in  the 
case  of  young  subjects.  No  age  is  immune. 
Thus  cancer  in  children  is  nearly  always 
overlooked  until  the  condition  is  obvious.  I 
have  seen  a small  cancer  of  the  testis  in  a 
young  man  overlooked  by  several  groups  of 
physicians  until  the  autopsy  occurred. 

Many  of  the  very  rare  tumors,  which  make 
up  a considerable  proportion  of  the  grand 
total,  are  not  suspected  because  the  physician 
has  never  heard  of  such  a disease. 

Thus  the  field  of  clinical  diagnosis  of  can- 
cer is  extremely  broad,  full  of  pitfalls  and 
calling  for  extreme  alertness  on  the  part  of 
the  physician. 

Resume 

The  foregoing  review  leads  to  the  conclu- 
sion that  the  diagnosis  and  treatment  of 
cancer  is  a very  difficult  and  exacting  med- 
ical specialty.  While  the  general  practitioner 
occupies  the  most  responsible  position  in 
regard  to  cancer  diagnosis,  it  must  be  ad- 
mitted that  without  wide  experience  he  is 
not  able  to  meet  the  demands  made  upon 
him  and  that  he  requires  the  help  of  special- 
ists in  many  fields.  This  conclusion  is  no 
reflection  on  the  ability  of  the  physician. 
Rather  should  we  recall  the  famous  admission 
of  Hippocrates  that  “Diagnosis  is  difficult 
and  judgment  often  fallacious/’ 

The  recognition  of  these  difficulties  has  in 
recent  years  led  to  a world-wide  movement 
to  concentration  and  specialization  in  the 
treatment  of  cancer.  Hence  we  find  that 
many  countries  are  building  large  cancer 
institutes,  organizing  special  cancer  services 
in  large  hospitals  and  establishing  group 
clinics  in  smaller  communities.  The  con- 
trol of  tuberculosis  took  the  same  course 
beginning  about  twenty- five  years  ago  and 
there  was  no  definite  advance  made  with 
this  disease  until  the  work  became  specialized 
in  all  departments.  It  seems  highly  probable 
that  the  same  course  of  events  will  take  place 
with  cancer  and  that  when  the  movement 
has  made  substantial  progress  we  shall  begin 
to  see  a reduction  in  the  death  rate  from 
neoplastic  diseases. 


ANNUAL  MEETING 

Hotel  Waldorf-Astoria,  Headquarters 

All  meetings  will  be  held  in  the  Hotel,  Park  Ave.  at  50th  St. 
Rooms  may  be  reserved  now  at  special  rates.  Use  coupon  on  page 
xxix. 


PHYSICIANS'  HOME 


"DOCTORIAl" 

Containing  Some  Reasons  for  Making  a Contribution 
or  Bequest  to  the  Physicians’  Home 


THE  PHYSICIANS’  HOME  is  a secure  haven  in  an  insecure  world. 

It  was  founded  in  1918  and  offers  comfort,  kindness,  and 
companionship  to  worthy  members  of  the  Medical  Profes- 
sion of  the  State  of  New  York. 

THE  PHYSICIANS’  HOME  flourishes  in  the  present  and  projects 
itself  into  the  future.  To  those  indigent  physicians  who 
are  our  guests  it  is  permanence  in  the  midst  of  change. 

THE  PHYSICIANS’  HOME  must  continue  to  serve.  It  has  a 
specific  purpose,  to  take  care  of  our  own  aged  colleagues 
and  their  widows. 

THE  PHYSICIANS’  HOME  has  won  the  esteem  of  the  Medical 
Profession  of  the  State  of  New  York.  This  is  evident  by 
the  increasing  support  given  it  by  the  profession  during  the 
past  years.  It  is  distinctly  up  to  us  to  continue  to  protect 
our  own. 

THE  PHYSICIANS’  HOME  has  an  urgent  and  immediate  need — 
the  demand  to  take  additional  guests.  We  have  applica- 
tions from  aged  and  worn  out  doctors  who  can  no  longer 
hope  to  find  “the  road  back”.  They  need  our  help. 

THE  PHYSICIANS’  HOME  wants  to  serve  that  need.  But  our 
present  endowment  allows  us  to  accept  only  one  out  of 
ten  applicants. 

THE  PHYSICIANS’  HOME  has  sprung  from  ways  that  are  good. 

It  is  a philanthropy  which  honors  and  preserves  the  tradi- 
tions of  our  profession. 

THE  PHYSICIANS’  HOME  requests  a contribution  as  an  expres- 
sion of  your  faith  in  our  tradition  and  our  work.  Your 
continued  and  generous  support  will  be  appreciated. 

THE  PHYSICIANS’  HOME,  through  its  Board  of  Directors,  be- 
lieves that  to  care  for  the  aged  and  indigent  of  our  own 
profession  is  a responsibility  which  expresses  a way  of 
life  among  professional  people. 


Make  checks  payable  to  PHYSICIANS’  HOME,  52  E.  66  St.,  N.  Y.  C. 


NURSING  IN  NEW  YORK  STATE 


Albany,  April  16 — Since  Governor  Her- 
bert H.  Lehman  signed  the  Nurse  Practice 
Act  a few  days  ago,  the  New  York  State 
Nurses’  Association  has  been  virtually  de- 
luged with  requests  from  practical  nurses  in 
the  State  for  information  on  how  they  may 
secure  licenses  to  comply  with  the  new 
law,  Mrs.  Ethel  G.  Prince,  president  of  the 
association  said  today.  The  bill  was  spon- 
sored by  the  association. 

Because  others,  who  have  not  written  for 
information,  may  be  interested  in  the  re- 
quirements of  the  new  law,  Mrs.  Prince 
today  issued  a general  statement  for  state- 
wide circulation.  This  statement  outlined 
completely  the  requirements  that  must  be 
met  in  securing  a practical  nurse’s  license. 

“To  obtain  a license  to  practice  as  a prac- 
tical nurse,  each  applicant  must  submit  to 
the  State  Department  of  Education  satis- 
factory evidence  that  he  or  she  is  more  than 
20  years  old,  is  of  good  moral  character,  is 
a citizen  of  the  United  States  or  has  legally 
declared  intention  of  becoming  a citizen,  has 
completed  the  eighth  grade  or  its  equivalent 
and  such  other  preliminary  qualifications  as 
the  department  may  prescribe,”  Mrs.  Prince 
said.  “Each  applicant  must  have  completed 
the  course  of  study  in  and  hold  a certificate 
of  a school  for  the  training  of  practical 
nurses  giving  a course  of  not  less  than  nine 
months  registered  by  the  department  as 
maintaining  at  the  time  a satisfactory  stand- 
ard or  has  completed  a course  of  study 
determined  by  the  department  to  be  an 
equivalent. 

The  applicant  will  also  be  required  to  pass 
an  examination. 


“Any  person  holding  a certificate  as  a 
trained  attendant  issued  by  the  department 
may,  before  July  1,  1940,  exchange  that 
certificate  for  a license  as  a practical  nurse. 
After  that  date  a trained  attendant  certificate 
may  be  exchanged  for  a license  only  upon 
submission  of  an  explanation  for  the  delay. 

“Any  person  who  has  been  lawfully  and 
reputably  engaged  in  the  practice  of  nursing 
for  the  year  immediately  prior  to  July  1, 
1938,  who  has  been  a resident  of  the  state 
for  the  past  year,  and  who  meets  the  re- 
quirements as  to  age,  character  and  citizen- 
ship, may  before  July  1,  1940,  file  with  the 
department  an  application  for  a practical 
nurse’s  license. 

“On  recommendation  of  the  examining 
board,  the  State  Department  of  Education 
may  license  as  a practical  nurse  the  applicant 
provided  he  or  she  passes  a practical  exam- 
ination. The  department  may  license  a 
practical  nurse  without  examination  provid- 
ing the  applicant  meets  set  requirements  and 
who  has  practiced  nursing  not  less  than  five 
years  in  the  ten  years  immediately  prior  to 
July  1 of  this  year.  Proof  of  this  practice 
must  be  verified  by  affidavits  of  two  physi- 
cians, members  of  a county  medical  society, 
and  it  must  be  shown  that  the  applicant  has 
satisfactorily  performed  the  duties  of  a 
nurse. 

“Blanks  for  application  for  this  license  will 
be  ready  for  distribution  in  the  near  future 
and  persons  wishing  to  obtain  these  blanks 
may  secure  them  by  writing  to  Miss  Stella 
Hawkins,  Secretary  of  the  Board  of  Nurse 
Examiners,  State  Department  of  Education, 
Albany,  N.  Y.” 


OBSTETRICAL  PLUMBER 


The  old  doctor  was  possessed  of  various 
and  sundry  curious  bills  of  his  plumber.  It 
seemed,  the  plumber’s  little  joke  in  book- 
keeping was  being  carried  too  far.  The 
doctor  cogitated.  It  came  to  pass  that  once 
upon  a time  his  services  were  needed  by  the 
plumber’s  wife,  who  had  come  to  term. 
After  all  was  said  and  done,  the  doctor 
rendered  his  itemized  bill  in  kind: 


3 Urinal  findings  at  $2.00 $ 6.00 

Mileage  to  shop  for  tools 2.00 

Time  locating  valve 1.00 

Turning  on  ether 2.12 

Turning  on  water 2.15 

1 K.C.  stop  and  waste 6.15 

Emptying  trap 16.00 

1 cotter  pin  and  lock- washer 1.09 

Wiping  joint 12.65 


1 cord  tie 1.05 

Resuscitation  19.00 

Pounding  on  radiator  and  ribbing. . 1.20 

Thawing  out  frozen  air  intaking  and 

cut  off 3.00 

Change  blue  print 4.00 

1 packet  waste  1.15 

1 lead  pipe  cinch 17.55 

2 elbows 60 

2 gaskets 1.20 

1 Crede  reducer 2.80 

6 hours  overtime  @ 18.00 

Car  fare 1.20 

1 Nut  (helper) 16.00 

Report  Board  Health 02 

Confinement  100.00 


Bill  rendered $235.93 


— Jackson  Co.  ( Mo .)  Med.  Journal,  quoted 
in  Onondaga  Med.  Bulletin. 
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THE  NEW  YORK  PHYSICIANS' 
MUTUAL  AID  ASSOCIATION 

(Organized  June  27,  1868) 


A 


OFFERS 

A MEANS  FOR  GRATIFYING  A NATURAL  WISH 
OF  EVERY  PHYSICIAN- 

CERTAIN  PROVISION  FOR  AN  IMMEDIATE  EXPENSE 

($1,000.00  paid  promptly  after  your  death) 


LITTLE  is  the  Cost 


GREAT  is  the  Satisfaction 


OBJECTS 

(1)  To  pay  death  benefits  to  the  estate  of  deceased  members  or  to  designated 
beneficiaries. 

(2)  To  furnish  pecuniary  aid  to  members  in  cases  of  urgent  need. 


OFFICERS 

Dr.  Thomas  J.  Harris,  President 

Dr.  James  T.  Pilcher,  First  Vice-President 

Dr.  Clarence  G.  Bandler,  Second  Vice-President 

Dr.  Clarence  H.  Smith,  Secretary 

Dr.  M.  O.  Magid,  Treasurer 


TRUSTEES 


Dr.  Milton  A.  Bridges 
Dr.  George  L.  Brodhead 
Dr.  Edward  M.  Colie,  Jr. 
Dr.  B.  Wallace  Hamilton 


Dr.  Samuel  W.  Lambert,  Jr. 
Dr.  George  C.  Vogt 
Dr.  Edward  W.  Weber 
Dr.  W.  Laurence  Whittemore 


Dr.  Peter  Irving 


If  you  are  a Physician, 


healthy  and  under  40,  you  are  eligible. 


V_. 


2 East  103rd  Street 
New  York  City 


J 


Public  Health  News 


The  Origin  of  Statistics 

J.  Rosslyn  Earp.,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


No  amount  of  mathematical  manipulation 
will  extract  valid  conclusions  from  records 
that  lack  validity.  Some  of  the  distrust  of 
statisticians  comes  from  ignorance  of  their 
methods;  but  some  is  due  to  knowledge  of 
the  poor  quality  of  the  material  with  which 
they  often  have  to  work. 

At  the  last  meeting  of  the  American  Pub- 
lic Health  Association,  Thomas  J.  LeBlanc, 
professor  of  Preventive  Medicine  at  Cin- 
cinnati, read  a paper  on  “What  Should  be 
Taught  to  Students  in  Medical  Schools  in 
Regard  to  Vital  Statistics.”  He  perceives 
that  the  future  of  preventive  medicine  must 
depend  more  and  more  upon  the  cooperation 
of  practicing  physicians  and  argues  that 
the  physician  of  the  future  must  know  how 
to  be  critical  of  statistical  presentations. 
He  adds  that  “an  understanding  of  the 
technic  will  make  for  cooperation  on  the 
part  of  medical  men,  whereas  ignorance 
unfortunately  usually  leads  to  lack  of  co- 
operation or  even  active  opposition.”  It 
is  entirely  reasonable  that  a busy  doctor 
should  object  to  filling  out  forms  unless  he 
believes  that  some  useful  purpose  is  achieved 
as  a result  of  his  labor. 

It  is  not  difficult  to  see  some  value  in  the 
notification  of  communicable  disease  as  re- 
quired by  Chapter  II  of  the  Sanitary  Code. 
Prompt  and  accurate  notification  of  the 
diseases  listed  does  more  than  help  to  de- 
termine case  fatality  rates.  It  is  essential 


to  the  control  of  community  infection.  Yet 
our  Division  of  Communicable  Diseases 
records  that  recently  they  had  the  first 
news  of  an  epidemic  from  newspaper  clip- 
pings several  days  after  the  peak  of  the 
epidemic  had  been  reached ! And  in  another 
recent  epidemic,  attacked  too  late,  a phy- 
sician stated  that  he  had  seen  100  cases  of 
severe  sore  throat  in  a village  of  1,000 
population.  Yet  no  report  of  an  unusual 
prevalence  of  the  illness  had  been  made. 

The  immediate  effects  of  such  negligence 
are  obvious  enough.  However,  the  remote 
effects  may  be  no  less  serious.  Theobald 
Smith1  sums  up  a discussion  of  epidemi- 
ology by  writing.  “The  brief  statements 
concerning  some  of  the  world  scourges 
brings  into  clear  relief  the  great  importance 
of  a complete  knowledge  of  the  fourth  phase 
of  the  parasite  cycle,  that  one  which  has 
to  do  with  the  transit  of  the  parasite  to 
fresh  hosts.”  Complete  notification  is  the 
first  step  in  the  acquisition  of  this  knowl- 
edge. And  if  anyone  feels  abused  let  him 
comfort  himself  with  the  observation  of 
Dr.  DePorte2  that  of  98,069  cases  of  illness 
studied  in  1927,  excluding  the  venereal 
diseases,  only  3.3  per  cent  were  in  the 
notifiable  group ! 

References 

1.  Smith,  Theobald:  Parasitism  and  Disease,  p.  168, 
Princeton  Univ.  Press,  1934. 

2.  DePorte:  Public  Health  in  New  York  State, 
p.  406,  1932. 


GOSPEL  TRUTH 

The  most  formidable  weapon  that  we  pos- 
sess against  state  medicine,  irregular  prac- 
tice, cults  and  other  elements  that  threaten 
organized  medicine  is  the  conscientious 
practice  of  our  profession.  No  amount  of 
protective  legislation  that  we  may  pass  can 
equal  the  painstaking  performance  of  our 
daily  tasks. — Bulletin  Acad.  M^ed.  of  Toledo 
and  Lucas  County. 


Criminals  in  Italy  are  now  considered  to 
be  psychically  ill,  and  are  treated  accord- 
ingly. The  criminal  is  locked  up,  not  as 
a punishment,  but  for  treatment  with  such 
hormones  as  he  requires,  says  a letter  from 
Italy  to  the  Medical  Record.  Very  good 
results  have  been  obtained,  and  the 
“hormono-criminal”  school  in  Italy  claims 
that  a criminal  once  cured  of  his  hormonal 
deficiency  usually  becomes  a law-abiding 
citizen  and  an  asset  to  society. 


“Doctor,  what  shall  I do  to  reduce?” 
asked  the  overfed  lady. 

“There  is  a certain  kind  of  exercise  which 
helps  more  than  anything  else.” 


“What  exercise?”  asked  the  lady  hope- 
fully. 

“Pushing  yourself  away  from  the  table 
three  times  a day.” — Medical  Record. 
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ANNUAL  MEETING 

Radio  Addresses 


Arrangements  have  been  made  for  the  following  addresses  to  be  given  before 
and  during  the  meeting  on  the  dates  and  at  the  times  assigned : 


Date 

Time 

Station 

Sveaker 

Subject 

May  6 

10:00-10:15  am 

WOR 

Dr.  Nathan  B.  Van  Etten,  Speaker, 
House  of  Delegates,  American 
Medical  Association. 

Why  a State 
Medical  Society 

May  9 

3:45-  4:00  pm 

WQXR 

Dr.  John  L.  Rice,  Commissioner  of 
Health,  New  York  City  Department 
of  Health. 

The  Health  of 
the  City 

9:00-  9:15  pm 

WHN 

Dr.  James  Knight  Quigley,  Special 
Committee  on  Maternal  Welfare, 
Medical  Society  of  the  State  of  New 
York. 

Maternal  Wel- 
fare 

May  10 

12:45-  1:00  pm 

WEAF 

Dr.  Cassius  H.  Watson,  Medical 
Director,  American  Telephone  & 
Telegraph  Company. 

Hazards  of  In- 
dustry 

4:00-  4:15  pm 

WABC 

Dr.  Charles  H.  Goodrich,  President 
Medical  Society  of  the  State  of  New 
York. 

Preventive 

Medicine 

6:30-  6:45  pm 

WNYC 

Dr.  E.  Clifford  Place,  Chairman 
Board  of  Surgeons,  Brooldyn  Eye 
and  Ear  Hospital. 

Prevention  of 
Blindness 

May  11 

1:30-  2:00  pm 

WBBC 

Dr.  Carl  H.  Laws,  Senior  Physician 
Long  Island  College  Hospital, 
Brooklyn. 

Dr.  George  H.  Roberts,  Jr  , Physi- 
cian, Long  Island  College  Hospital, 
Brooklyn. 

Dr.  Alfred  E.  Shipley,  Professor  of 
Preventive  Medicine,  Long  Island 
College  of  Medicine,  Brooklyn. 

Summer  Hazards 

Modern  Concep- 
tion of  Heart 
Disease 

Recent  Ad- 
vances in  Pre- 
ventive Medi- 
cine 

6:45-  7:00  pm 

WNYC 

Dr.  Edward  S.  Godfrey,  Commis- 
sioner of  Health,  State  of  New  York. 

The  State,  The 
Doctor  and  The 
Patient 

7:15-  7:30  pm 

WABC 

Dr.  Foster  Kennedy,  Professor  of 
Neurology,  Cornell  University  Col- 
lege of  Medicine. 

Education  of 
Children  for 
Emotional  Con- 
trol 

May  12 

11:45-12:00  m 

WNYC 

Dr.  Harvey  B.  Matthews,  Clinical 
Professor,  Obstetrics  & Gynecology, 
Long  Island  College  of  Medicine, 
Brooklyn. 

What  to  do 
About  Cancer 

2:00-  2:15  pm 

WJZ 

Dr.  Edward  S.  Rogers,  Director, 
Bureau  Pneumonia  Control,  New 
York  State  Department  of  Health. 

Pneumonia  Con- 
trol 

6:15-  6:30  pm 

WABC 

Dr.  Peter  Irving,  Secretary,  Medi- 
cal Society  of  the  State  of  New 
York. 

What  4,000  Doc- 
tors  Talked 
About 

8:00-  8:15  pm 

WHN 

Dr.  Augustus  Hambrook,  Governor’s 
Commission  to  Study  Problems  of 
Hard  of  Hearing. 

Prevention  of 
Deafness 

ANNUAL  MEETING  HEADQUARTERS, 
Waldorf-Astoria 

All  meetings  will  be  held  in  the  Hotel,  Park  Ave.  at  50th  St.  Rooms  may 
be  reserved  now  at  special  rates.  Use  coupon  on  page  xxix. 
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THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 


Kings  County  : A meeting  of  the  Kings 
County  Woman's  Auxiliary  was  held  on 
April  12  at  the  Society  Building.  “A 
Woman  Surgeon”  by  Rosalie  S.  Morton 
was  reviewed  by  the  President,  Mrs. 
Frederic  E.  Ellliott.  The  members  were 
then  entertained  by  a lecture,  tour,  and 
tea  at  the  Brooklyn  Botanic  Gardens. 

Queens  County:  A typical  day  in  the 
average  home  was  discussed  by  Mrs.  Otti- 
lie  Lynn,  Child  Psychologist,  at  the 
Woman’s  Auxiliary  meeting  held  at  the 
Queens  Medical  Society  Building  on  March 
29.  At  the  close  of  the  lecture,  Mrs.  Lynn 
conducted  an  open  discussion. 

On  April  26,  Mrs.  Caroline  Hood  gave 
a lecture  on  the  Sky  Gardens  of  Rocke- 
feller Center  and  illustrated  her  talk  with 
colored  lantern  slides. 

Rensselaer  County:  Dr.  John  M. 

Swan,  a member  of  the  State  Board  of 
Cancer  Control,  described  recent  advances 
made  in  the  treatment  of  cancer  to  the 
Rensselaer  County  Medical  Society  Auxili- 
ary at  its  March  meeting.  Mrs.  Donnelly, 
President,  introduced  the  speaker. 

The  Auxiliary  named  Mrs.  Charles  E. 
Bessey  as  Historian  and  Mrs.  John  J. 
Carroll  as  Chairman  of  finance. 

Convention  News 

The  Woman’s  Auxiliary  will  hold  the 
annual  dinner  on  Monday  evening,  May  9 
in  the  LePer roquet  Suite  of  the  Waldorf- 
Astoria  Hotel.  All  Auxiliary  members  and 
visitors  to  the  convention  are  invited  to  at- 
tend. The  dinner  committee  are  working 
to  make  this  affair  the  real  highlight  of 
the  Convention.  Tickets  are  five  dollars 
each  and  may  be  obtained  by  writing  the 
chairman  Mrs.  John  W.  Mahoney,  3344 
Bell  Ave.,  Bayside,  or  at  Convention 
Headquarters  on  Sunday,  May  8 or  Mon- 
day May  9. 

* * * 

The  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  will 
hold  its  Third  annual  convention  in  con- 
junction with  the  annual  meeting  of  the 
Medical  Society  of  the  State  of  New  York 
at  the  Waldorf  Astoria,  New  York  City 
on  May  9 to  12. 


The  third  Hobby  Show  will  be  held 
during  the  four  days  of  the  convention 
displaying  exhibits  loaned  by  doctors,  their 
wives  or  members  of  their  families. 

There  are  now  Woman’s  Auxiliaries  in 
fifteen  counties  to  draw  from,  so  that  a 
fine  showing  may  be  expected. 

Any  member  of  an  Auxiliary  or  of  a 
Medical  Society  having  an  Auxiliary  who 
knows  someone  who  collects,  makes,  cooks, 
writes,  or  paints  something  as  a hobby,  or 
for  pleasure  in  spare  moments,  please  ad- 
vise the  president  of  his  or  her  organiza- 
tion, as  it  is  by  this  means  that  a Hobby 
Show  is  possible. 

The  President  should  acquaint  the  County 
Hobby  Show  Chairman  Mrs.  Thomas  B. 
Wood,  878  Park  Place,  Brooklyn  with 
the  name  and  address  of  the  Hobbyist  that 
he  or  she  can  be  invited  to  participate  in 
the  show.  Or — to  be  invited  is  not  neces- 
sary— just  offer  the  article  to  be  exhibited. 

This  year  home-made  jams,  canned 
fruit,  vegetables,  cookies,  candy — all  will 
be  gladly  received,  same  to  be  delivered 
and  removed  by  the  person  exhibiting,  or 
his  or  her  agent. 

All  manner  of  Hobbies  have  been  offered. 
Paintings,  miniatures,  carvings,  knitted  and 
crocheted  articles,  quilts,  photographs, 
etchings,  needle-point,  glassware,  early 
Americana,  stamps  and  many  other  inter- 
esting articles  too  numerous  to  mention. 

To  quote  a poem  handed  in  by  a young 
doctor — 

“The  Hobbyist  takes  a delectable  pride, 

In  showing  his  work  to  the  world  on  the  side, 
And  his  heart  swells  within  him,  he  glows  in  a 
trice 

When  some  one  in  passing  says  ‘Isn’t  that 


One  of  the  nicest  features  of  our  Con- 
vention will  be  our  Tea  in  the  LePer  roquet 
Suite  from  4 to  6 p.m.  on  Tuesday  May 
10.  Our  Host  will  be  The  Medical  So- 
ciety of  the  State  of  New  York,  our 
Hostess  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  State  of  New  York, 
and  our  Chairman  Mrs.  Louis  A.  Van 
Kleeck  of  Manhasset.  We  will  be  beauti- 
fully entertained  by  Mrs.  Joseph  Jordan 
Eller  who  will  dance  for  us. 


741 


Medical  News 


Albany  County 

A report  reveals  that  fifty-eight  per 
cent  of  the  children  under  five  in  the  City 
of  Albany  have  had  a complete  series  of 
diphtheria  immunization  treatments — the 
highest  percentage  in  the  cities  of  the  same 
population  group  in  New  York  State. 

Bronx  County 

Execution  of  a six  months  sentence 
for  practising  medicine  without  a license 
was  stayed  against  Dr.  Vincenzo  Falcone  in 
Bronx  Special  Sessions  on  March  29  on 
condition  that  he  return  to  Italy. 

Broome  County 

The  Broome  County  Medical  Society 
met  at  the  Monday  afternoon  Club  House 
in  Binghamton  on  April  12  and  listened 
to  this  program:  Dr.  Chas  H.  Goodman, 
“History  and  Progress  of  Anesthesia”. 
Discussion  of  “Surgeon’s  Standpoint”;  Dr. 
Paul  Jenkins.  “Internist’s  Standpoint”;  Dr. 
R.  L.  Hamilton. 

The  State  won  a victory  on  April  12 
in  a drive  to  regulate  the  practice  of  medi- 
cine through  injunction  when  the  Court 
of  Appeals,  in  a 5-to-2  decision,  ordered  a 
Special  Term  of  Supreme  Court  to  hear  an 
injunction  proceeding  against  Earl  S.  La- 
man,  a Binghamton  and  Endicott  City 
chiropractor. 

The  action  sought  to  restrain  Laman 
from  practicing  as  a chiropractor  on  the 
ground  that  his  acts  constituted  “an  open, 
public  and  continuous  nuisance  and  will 
cause  irreparable  injury  to  health,  safety 
and  welfare  of  the  people  of  the  State.” 

In  the  lower  courts  the  complaint  was 
dismissed  before  Laman  filed  an  answer. 

Chief  Judge  Frederick  E.  Crane  wrote 
the  opinion,  with  Judges  Harlan  W.  Rip- 
pey  and  Irving  Lehman  dissenting  without 
opinion. 

Chemung  County 

Henry  D.  Niles,  M.D.,  addressed  the 
Chemung  County  Medical  Society  at  St. 
Joseph’s  Hospital,  Elmira  on  April  6,  on 
“Physical  Therapy  in  Dermatology.” 

Delaware  County 

Dr.  Ray  D.  Champlain,  district  state 
health  officer,  addressed  the  dinner  of  the 
Delaware  County  Medical  Society  in  Delhi 


on  March  15.  Dr.  Champlin  discussed 
“Medical  Service  of  the  United  States 
Army.” 

Erie  County 

The  Buffalo  Academy  of  Medicine 
on  April  6 listened  to  a special  program 
arranged  by  the  staffs  of  Gowanda  and 
Buffalo  state  hospitals.  At  the  meeting  on 
April  13,  Dr.  William  Osier  Abbott  read  a 
paper  on  “Small  Intestinal  Intubation  in 
Health  and  Disease”;  and  on  April  20,  Dr. 
Henry  Dawson  Furniss  spoke  on  “Office 
Procedures  in  Gynecology  and  Female  Ur- 
ology.” 

The  fourth  annual  spring  clinical  day 
of  the  Alumni  Association  of  the  School 
of  Medicine  of  the  University  of  Buffalo 
was  held  at  the  Hotel  Statler  on  April  23, 
with  a morning  program,  a luncheon,  a 
business  meeting,  and  a dinner.  The  speak- 
ers at  the  morning  session  included  Dr. 
A.  A.  Berg,  Dr.  William  F.  Boyd,  Dr. 
Russell  L.  Cecil,  Dr.  Robert  A.  Cooke, 
Dr.  Donald  Guthrie,  Dr.  Walter  I.  Lillie, 
and  Dr.  William  P.  Murphy. 

The  Buffalo  Common  Council  will 
be  asked  to  curb  alleged  abuses  of  the  medi- 
cal services  provided  by  the  city  of  Buf- 
falo for  members  of  the  Police  and  Fire 
departments,  it  was  disclosed  at  the  March 
meeting  of  the  Medical  Society  of  the 
County  of  Erie  by  Dr.  John  C.  Brady, 
chairman  of  the  society’s  committee  on 
municipal  medical  care. 

Declaring  that  policemen  and  firemen  on 
the  sick  list  receive  full  pay  for  a consid- 
erable length  of  time  and  therefore  are  well 
able  to  pay  for  medical  treatment  in  cases 
that  are  not  service-connected,  Dr.  Brady 
read  to  the  society’s  members  the  first 
draft  of  a resolution  being  framed  for 
presentation  to  the  Council. 

The  resolution  provides  that  no  surgeon 
in  the  Police  or  the  Fire  department  shall 
give  other  than  emergency  treatment  in 
cases  that  are  not  service-connected.  Vio- 
lations of  this  rule  would  be  punishable  by 
dismissal  from  city  employ  of  the  surgeon 
giving  treatment  and  the  department  mem- 
ber receiving  treatment. 

The  society  also  heard  a report  by  Dr. 
Carlton  E.  Wertz,  chairman  of  its  board 
on  workmen’s  compensation,  who  charged 
that  “evidence  of  the  practice  of  medicine 
by  plant  nurses  continues  to  multiply.” 

“Your  board  has  explained  to  employers 
who  have  attended  our  meetings  that  urging 
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injured  employes  to  return  to  work  without 
first  seeing  a physician,  in  order  to  avoid 
reporting  these  cases  to  the  department  of 
labor,  is  poor  economy,”  he  said.  “If  his 
injuries  are  aggravated  by  return  to  work 
until  advised  by  a physician,  the  employe 
has  cause  for  negligence  action  and  law- 
yers are  looking  for  such  cases.” 

Voluntary  pay  cuts  amounting  to 
twenty  per  cent  of  their  present  salaries 
will  be  taken  by  the  five  Buffalo  City  hos- 
pital physicians  in  the  salary  bracket  above 
$4,500.  In  a letter  to  the  Mayor,  Dr. 
Walter  S.  Goodale,  superintendent  of  the 
hospital,  asserted  that  the  physicians  had 
agreed  to  take  voluntary  pay  cuts  effective 
with  adoption  of  the  budget  for  the  fiscal 
year  1938-39  in  keeping  with  the  economy 
program  of  Mayor  Thomas  L.  Holling. 

Franklin  County 

Dr.  Spencer  Schwartz,  a member  of 
the  staff  of  Trudeau  sanatorium,  was  elected 
president  of  the  Saranac  Lake  Medical 
society  at  a meeting  on  March  30  at  the 
Ray  Brook  state  hospital.  He  succeeds  Dr. 
E.  M.  Jameson.  Dr.  George  E.  Wilson  was 
elected  vice-president,  succeeding  Dr.  Eric 
Richardson.  Dr.  Warriner  Woodruff  was 
reelected  secretary  and  treasurer. 

The  medical  organization  were  guests 
of  the  staff  of  the  Ray  Brook  hospital. 
Papers  were  presented  by  Dr.  Edward 
Levy,  Dr.  Mack  McConkey,  Dr.  Richard 
Kegel,  Dr.  Howard  Damon,  and  Joseph 
Kuring,  members  of  the  hospital  staff. 

Genesee  County 

Dr.  Clayton  Greene  addressed  the 
Genesee  County  Medical  Society  at  a meet- 
ing on  April  1 at  the  Hotel  Richmond  in 
Batavia,  on  the  Diagnosis  and  Treatment  of 
Common  Heart  Diseases. 

Herkimer  County 

Dr.  G.  J.  Frank  addressed  the  Medical 
Society  of  the  County  of  Herkimer  on 
April  12  on  “Retroversion,  Diagnosis  and 
Treatment.” 

Thirty  physicians  of  Herkimer  county 
at  a special  meeting  on  March  29  took 
action  against  a steady  influx  of  foreign 
physicians. 

The  special  resolution  calling  for  ap- 
propriate action  to  protect  resident  phy- 
sicians who  have  spent  years  of  their  lives 
and  much  money  building  up  a practice, 
was  sent  not  only  to  the  other  county 
medical  societies  in  the  state,  but  also  to 


the  state  medical  society.  Other  copies 
will  go  to  the  deans  of  medical  schools  and 
other  interested  persons. 

The  fact  that  more  than  600  foreign 
physicians,  according  to  statistics  in  the 
possession  of  Dr.  James  Gallo,  president, 
were  allowed  to  open  business  in  direct 
competition  with  established  physicians  in 
this  state  in  the  last  year,  showed  the  seri- 
ousness of  the  problem. 

Jefferson  County 

Dr.  Robert  F.  Gates,  seventy-seven, 
practicing  physician  of  Brownsville,  for 
fifty-three  years,  died  suddenly  on  April  3 
at  his  home.  Dr.  Gates  had  followed  his 
profession  at  Brownville  since  his  gradua- 
tion from  medical  college. 

Kings  County 

Fifty  members  of  the  Brooklyn 
Academy  of  Pediatrics  attended  a dinner 
on  March  23  at  the  Hotel  Granada  which 
was  followed  by  a meeting  in  the  Mac- 
Naughton  Auditorium  of  the  Kings  County 
Medical  Society. 

Papers  on  the  “Diagnosis  and  Treatment 
of  the  Common  Skin  Diseases  of  Infants 
and  Children”  and  “Recent  Developments 
in  Dermatology  of  Interest  to  the  Pedi- 
atrician” were  read  by  Drs.  George  Miller 
MacKee  and  George  Clinton  Andrews. 
Drs.  Alfred  Potter,  Binford  Throne  and 
Abraham  Walzer  led  the  discussion. 

Dr.  Orando  S.  Ritch,  a trustee  of  the 
New  York  Medical  College  and  Flower 
Hospital,  who  a month  ago  received  a 
gold  medal  for  sixty  years  of  service  to 
this  institution  and  to  humanity,  died  on 
April  12  in  his  home.  He  was  seventy-nine. 

Dr.  Ritch  had  been  a general  medical 
practitioner  and  surgeon  in  Brooklyn  for 
sixty  years.  He  announced  his  retirement 
two  years  ago,  but  after  five  months  became 
tired  of  inactivity  and  resumed  practice. 

A fellow  of  the  American  College  of 
Surgeons,  he  was  also  a member  of  the 
American  Institute  of  Homeopathy  and  of 
the  State  Homeopathic  Medical  Society  and 
was  surgeon  at  Prospect  Heights  Hospital. 

During  his  career  he  had  served  as  presi- 
dent of  the  State  and  Kings  County  Home- 
opathic Medical  Societies.  He  had  been 
connected  with  the  Carson  C.  Peck  Me- 
morial Hospital,  Cumberland  Hospital,  both 
in  Brooklyn,  and  the  Brooklyn  Nursing 
and  Infants  Hospital.  When  he  retired 
it  was  said  he  had  attended  1,800  births 
without  a fatality  among  the  mothers  he 
attended. 
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Dr.  Louis  M.  Dusseldorf  celebrated 
his  fiftieth  year  as  a practicing  physician 
in  Brooklyn  in  March.  Dr.  Dusseldorf  has 
made  his  home  at  392  Union  street  for 
forty-eight  years.  The  doctor  is  the  son 
of  the  late  Dr.  Otto  L.  Dusseldorf  who 
served  as  physician  to  the  Bureau  of 
Immigration.  There  were  four  sons  and 
the  two  that  survive  are  both  doctors. 
The  other  son  is  Dr.  John  Dusseldorf  of 
the  Parkville  section  of  Brooklyn.  Today 
Dr.  Dusseldorf  is  being  visited  by  great- 
grandchildren of  patients  who  called  on 
him  many  years  ago. 

The  movement  in  Brooklyn  to  remove 
the  Fulton  street  elevated  as  a menace  to 
health  has  been  endorsed  by  the  Medical 
Society  of  the  County  of  Kings.  Com- 
menting on  the  action  by  the  Medical  So- 
ciety, Dr.  Alec  N.  Thomson  said:  “The 

streets  of  a great  city  should  be  sunny, 
airy  and  clean.  An  elevated  structure  which 
throws  shadows  across  homes,  blocks  air 
from  windows  and  throws  dust  into  the 
upper  and  lower  floors  of  dwellings  is 
hardly  a health  asset  for  any  community.” 

Madison  County 

The  Annual  Spring  Meeting  of  the 
Madison  County  Medical  Society  was  held 
April  14,  at  the  Hotel  Oneida,  Oneida.  The 
following  scientific  program  was  presented : 

“The  Present  Status  of  Sulphanilamide” 
by  Dr.  E.  C.  Reifenstein,  Sr.  and  “Diseases 
of  the  Thyroid  Gland”,  by  Dr.  A.  B.  Raffl. 
Illustrated  by  lantern  slides. 

Dr.  Mills  has  been  engaged  in  revising 
the  Constitution  and  By-Laws  of  the  So- 
ciety, and  the  first  reading  of  that  revision 
was  made.  The  officers  have  been  prepar- 
ing a “Speaker’s  Bureau”  according  to  the 
plans  as  made  at  the  last  meeting  of  the 
Society,  and  a tentative  program  was  pre- 
sented. 

Monroe  County 

Payment  of  fees  to  Monroe  County 
physicians  who  examine  motorists  sus- 
pected of  driving  while  intoxicated  was 
authorized  by  Supreme  Court  Justice  Wil- 
liam F.  Love  on  March  29. 

The  jurist’s  action  removed  the  last  ob- 
stacles to  District  Attorney  Daniel  J. 
O’Mara’s  plan  for  cooperation  with  the 
Monroe  County  Medical  Society  in  an  ac- 
tive campaign  to  rid  highways  of  the  drink- 
ing driver  menace.  The  order  directed 
County  Manager  Clarence  A.  Smith,  as 
acting  director  of  finance,  to  pay  $195  in 
fees  owing  to  fifteen  physicians  who  per- 
formed examinations  during  the  first  two 
months  of  the  cooperative  plan. 


Justice  Love  also  directed  County  Man- 
ager Smith  to  set  aside  $2,800  for  similar 
fees  during  the  remainder  of  1938,  as  well 
as  $300  for  payment  to  physicians  who  give 
testimony  during  trials  of  drunken  driving 
cases. 

Although  they  had  presented  vouchers, 
the  physicians  had  gone  unpaid  because  the 
county  failed  to  make  provision  for  the 
fees  in  its  1938  budget,  according  to 
O’Mara.  County  attorneys  did  not  oppose 
a petition  for  the  order  when  it  was  handed 
up  to  Justice  Love. 

Under  the  agreement  with  the  medical 
association,  a doctor  who  examines  a sus- 
pect is  paid  $10  for  daytime  examination, 
and  $15  for  one  made  during  the  night.  An 
additional  $10  would  be  paid  if  he  appeared 
in  court  for  testimony  as  expert  witness. 

Nassau  County 

Close  cooperation  among  doctors  of 
Nassau  county  will  be  necessary  if  phy- 
sicians are  to  guard  their  interests  in  the 
face  of  agitation  for  broadening  the  scope 
of  socialized  medicine,  warned  Dr.  Louis 
H.  Bauer  of  Rockville  Centre,  as  he  took 
over  the  presidential  chair  at  a meeting  of 
the  Medical  Society  of  the  county  of  Nas- 
sau in  the  Bar  association  building,  Min- 
eola,  on  March  29. 

The  new  president  forecast  great  changes 
in  practice  of  medicine  during  the  coming 
year,  and  warned  his  colleagues  that  “un- 
less we  stick  together  we  will  get  some- 
thing we  don’t  want,  for  socialized  medi- 
cine does  not  present  a very  rosy  outlook.” 

He  declared  that  doctors  need  the  medi- 
cal society,  in  days  of  sudden  economic 
change,  as  much  as  the  group  needs  the 
support  of  new  eligible  members. 

This  slate  of  new  officers  submitted  for 
the  nominating  committee  by  Dr.  Howard 
M.  Phipps  of  Hempstead  was  unanimously 
elected : 

President-Elect Eugene  Calvelli,  Port  Washington 

Vice-President. ..  .Aaron  L.  Higgins,  Rockville  Centre 
Secretary-Treasurer.  .E.  K.  Horton,  Rockville  Centre 

Board  of  Censors 

William  C.  Atwell  John  M.  Quinn 

Dwight  T.  Bonham  N.  H.  Robin 

E.  N.  Whitcomb 

Delegate  to  State  Society  Meeting 
Louis  A.  Van  Kleeck,  for  two  years 

Delegates  to  Second  District  Branch  Meeting 
Jacob  E.  Goldstein,  for  one  year 
Thomas  C.  Newsom,  for  one  year 
Harold  A.  Butman,  for  two  years 

Compensation  Board 

Rudolph  Dery  Stuart  T.  Porter 

A.  Franklin  Rowsom 

Dr.  Earle  G.  Brown,  a native  of  Kansas 
and  former  Health  Commissioner  of  that 
state  and  at  present  director  of  Public 
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Health  and  Welfare  in  Arlington  County, 
Va.,  has  been  appointed  as  Nassau  County’s 
new  Commissioner  of  Health,  for  a term 
of  six  years. 

The  new  Health  Commissioner’s  office 
was  created  by  the  Nassau  County  Charter 
that  went  into  effect  this  year.  The  appoint- 
ment was  made  by  the  Nassau  County  Board 
of  Health,  of  which  Dr.  Benjamin  Allison 
is  chairman. 

New  York  County 

The  Eleventh  Annual  Exhibition 
of  the  New  York  Physicians  Art  Club 
will  be  held  at  the  Academy  of  Medicine 
from  May  9 to  May  21  inclusive,  10  a.m. 
to  9:30  p.m.  daily.  Painting,  and  work 
in  the  graphic  and  plastic  arts  by  members 
of  the  Profession.  Reception  for  mem- 
bers and  invited  guests,  May  7 at  8:30 
p.m.  Officers : Pres.  Dr.  H.  A.  Bancel ; 
Vice-Pres.  Dr.  S.  S.  Bauch;  Treas.  Dr. 
J.  M.  Hartshorre;  Sec.  Dr.  Jas.  R.  Gudger. 

It  is  announced  that  “a  doctors’  orches- 
tra is  being  formed  under  the  directorship 
of  a famous  international  conductor  whose 
name  is  for  the  present  withheld  from  pub- 
lication. This  conductor  who,  as  guest  in 
this  country  several  years  ago  led  our  first- 
class  orchestras,  has  now  drifted  to  these 
shores  in  the  great  exodus  from  the  Euro- 
pean fascist  countries.”  For  information, 
address  Leopold  Glushak,  M.D.,  1 W.  85 
St.,  New  York  City. 

Dr.  John  Alexander  Robinson,  otolo- 
gist, formerly  chairman  of  the  section  of 
otology  of  the.  New  York  Academy  of 
Medicine,  died  at  his  home  on  March  24. 
He  was  sixty-three  years  old,  a native  of 
New  York  City. 

The  New  York  Bronchoscopic  Club 
gave  a dinner  on  April  13  at  the  Columbia 
University  Club  in  honor  of  Dr.  Henry 
Hall  Forbes,  and  presented  to  him  a silver 
loving  cup. 

The  Tuberculosis  Sanitarium  Con- 
ference of  Metropolitan  New  York  held 
a clinical  session  on  chronic  pulmonary  dis- 
eases on  April  13  at  the  Cornell  University 
Medical  College  Amphitheatre.  Speakers 
included  Drs.  Emanuel  Billard,  Clara  Re- 
gina Gross,  Arthur  T.  Robins,  and  Herbert 
R.  Edwards. 

Onondaga  County 

A testimonial  dinner  was  given  for 
Dr.  H.  Burton  Doust,  Health  Commis- 
sioner, by  the  Onondaga  County  Medical 
Society,  on  April  5,  at  the  University  Club 
in  Syracuse.  The  principal  speaker  was  Dr. 
J.  A.  Meyers,  President  of  the  National 


Tuberculosis  Association  who  discussed  tu- 
berculosis. 

The  Syracuse  Academy  of  Medicine 
conducted  a symposium  on  carcinoma  at 
its  meeting  at  the  University  Club  on  April 
19.  Dr.  Douglas  Quick  spoke  on  “Present 
Trends  in  the  Treatment  of  Cancer.” 

“The  Obstetric  Society  of  Syracuse 
Hospitals”  has  been  formed  with  Dr.  F.  J. 
Schoeneck,  President;  Dr.  Wilbur  Newell, 
Vice-President;  Dr.  Glenn  A.  Wood,  Secre- 
tary; and  Dr.  Nathan  Cohen,  Treasurer. 
The  next  meeting  is  scheduled  for  May  10. 

Formation  of  a group  of  Doctors’  sec- 
retaries for  Syracuse  is  in  prospect. 

One  of  the  telegrams  of  protest  to 
Congress  against  the  Reorganization  Bill 
was  signed  by  twenty-two  Syracuse  phy- 
sicians, who  feared  it  would  be  a step  to- 
ward state  medicine.  Their  message  read: 

“It  is  our  unpurchasable  and  independent 
opinion  that  this  disease  called  reorganiza- 
tion should  be  stamped  out  now.  We  urge 
you  to  vote  ‘No’  on  the  reorganization 
bill.” 

Ontario  County 

The  second  quarterly  meeting  of  the 
Ontario  County  Medical  Society  was  held 
at  the  Geneva  Country  Club,  on  April  12. 
“The  Medical  Treatment  of  Gastrointesti- 
nal Patients  in  Whom  Surgery  Has  Failed” 
was  discussed  by  Dr.  A.  H.  Aaron. 

Putnam  County 

At  the  March  meeting  of  the  Putnam 
County  Medical  Society,  the  speaker  was 
Dr.  Max  A.  Goldzieher,  Endocrinologist 
Gouverneur  Hospital,  who  addressed  the 
Society  upon  the  subject,  “Endocrinology 
and  the  General  Practitioner.” 

The  speaker  at  the  April  6 meeting  was 
Dr.  Francis  P.  Twinem,  Assist.  Urol.  New 
York  Hospital,  who  addressed  the  Society 
upon,  “Recent  Advances  in  Urology.” — 
Reported  by  John  T.  Jenkin,  Secy. 

Queens  County 

Dr.  Henry  G.  Bugbee  addressed  the 
Medical  Society  of  the  County  of  Queens 
on  April  15  at  the  County  Society  Build- 
ing on  “Treatment  of  Prostatic  Obstruc- 
tion.” 

At  the  “Friday  afternoon  talks,”  Dr. 
Samuel  Standard  spoke  on  April  1 on 
“Surgery  in  the  Diabetic,”  and  Dr.  Henry 
G.  Bugbee  spoke  on  April  15  on  “Prostatic 
Obstruction.” 
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Rensselaer  County 

The  agitation  which  persisted  with 
respect  to  the  office  of  Troy  city  physician 
since  the  appointment  of  Dr.  W.  John  Maby 
by  a majority  vote  of  the  council  Jan.  3 
was  ended  on  March  13  by  Dr.  Maby’s 
resignation,  addressed  to  Hawley  B.  Har- 
vey, commissioner  of  finance.  Immediately 
following  the  designation  of  Dr.  Maby, 
Commissioner  of  Public  Safety  Edward  J. 
Hunt  announced  that  as  head  of  the  health 
bureau  he  had  the  appointing  power,  and 
since  that  time  Dr.  J.  M.  Purcell,  city 
physician  during  1937,  has  been  filling  the 
duties  of  the  office  by  direction  of  Commis- 
sioner Hunt,  with  the  result  that  neither 
Dr.  Maby  nor  Dr.  Purcell  received  any 
salary.  After  the  reading  of  Dr.  Maby’s 
resignation,  Commissioner  John  S.  Moore 
moved  that  the  resignation  be  accepted  with 
regret,  and  his  resolution,  that  Dr.  Purcell 
be  appointed  city  physician,  was  unani- 
mously adopted,  and  it  was  mutually  agreed 
that  the  salary  of  the  office  for  January  and 
February  be  paid  to  Dr.  Purcell. 

Dr.  Arthur  Bedell  spoke  before  the 
Biological  Society  of  Rensselaer  Polytech- 
nic Institute  on  March  16,  on  “Photography 
of  the  Interior  of  the  Living  Eye,”  illus- 
trated by  photographs. 

An  inheritance  tax  report  filed  on 
March  29  shows  that  Dr.  Charles  H.  Har- 
binson,  city  health  physician  of  Rensselaer, 
who  died  there  May  3,  1937,  left  a gross 
estate  of  $81,169.48. 

Sullivan  County 

Unable  to  find  a doctor  in  New  York 
State  who  would  testify  against  another  in 
a Supreme  Court  malpractice  action  insti- 
tuted more  than  two  years  ago,  Ellsworth 
Baker,  Monticello  lawyer,  told  Justice 
Harry  E.  Schirick  on  March  14  that  his 
client,  Abe  Strong  of  Lake  Huntington, 
had  sought  a medical  expert  in  Pennsyl- 
vania and  New  Jersey.  Mr.  Baker  re- 
vealed the  situation  during  a calendar  call, 
when  the  court  attempted  to  clear  up  a 
number  of  long-pending  actions.  If  no 
physician  who  will  give  testimony  can  be 
found  by  the  May  term,  Mr.  Baker  con- 
sented that  the  case  be  removed  from  the 
docket. 

Tioga  County 

The  annual  post-graduate  lecture 
course  for  members  of  the  Tioga  County 
Medical  Society  opened  on  March  23  with 
a dinner  meeting  at  the  Jenkins  Innl, 


Waverly.  The  speaker  was  Dr.  Meleny  and 
his  subject,  “Bacterial  Invasion  of  the 
Human  Body.” 

Other  lectures  in  the  course  included: 

March  30,  Dr.  James  F.  Morton,  “Puer- 
peral Sepsis.” 

April  6,  Dr.  Lloyd  Tyson,  “Rheumatism.” 

April  13,  Dr.  Murray,  “Infection  of  Bones 
and  Joints.” 

The  committee  of  the  county  society  in 
charge  of  the  arrangements  is  composed  of 
Dr.  Guy  S.  Carpenter,  and  Dr.  L.  J.  Os- 
borne. 

Warren  County 

The  Spring  meeting  of  the  Medical 
Society  of  the  County  of  Warren  was  held 
at  The  Queensbury  on  March  30.  The 
principal  speaker  was  Dr.  R.  H.  Aldrich 
of  Boston,  assistant  in  surgery  on  the  fac- 
ulty of  the  Harvard  Medical  School  and 
visiting  surgeon  at  the  Boston  City  and 
Carney  Hospitals.  His  subjects  was 
“Burns.” 

Washington  County 

The  quarterly  meeting  of  the  Medical 
Society  of  the  County  of  Washington  was 
held  on  April  5 at  the  Central  School,  Hart- 
ford, N.  Y.  The  program : Vice-Presidential 
Address,  “Cavernous  Sinus  Thrombosis,” 
by  Dr.  William  B.  Nuzzo;  and  “Medical 
Jurisprudence,”  by  Attorney  L.  R.  Lewis. 

Westchester  County 

The  guest  speaker  at  the  meeting  of 
the  Westchester  County  Medical  Society  on 
April  19,  at  Grasslands  Hospital,  was  Dr. 
Ralph  Pemberton,  Professor  of  Medicine  at 
the  Graduate  School  of  Jefferson  Medical 
College  in  Philadelphia,  whose  topic  was 
“Arthritis.” 

The  Yonkers  Academy  of  Medicine 
held  a regular  meeting  on  March  16,  at 
the  Hudson  River  Country  Club.  After 
an  executive  session,  Dr.  Herman  O. 
Mosental  presented  a paper  on  “Diabetes.” 

The  Mount  Vernon  Medical  Society 
met  on  March  10,  at  “The  Knolls.”  A 
resolution  was  adopted  providing  that  the 
Society  should  have  eight  regular  meetings 
each  year  rather  than  five  as  had  previously 
been  decided  upon.  Two  of  these  meetings 
are  to  be  social  in  nature.  Dr.  Joseph  F. 
Saphir,  Director  of  Rectal  Surgery  at  a 
number  of  New  York  City  hospitals,  pre- 
sented a paper  on  “Common  Ano-Rectal 
Conditions,  their  Treatment  with  Special 
Reference  to  Local  Anesthesia.” 
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Political  Interference  in  Hospitals 


Politics  has  no  place  in  anything  that 
touches  the  people’s  health,  but  the  sad 
truth  about  it  is  that  “this  is  recognized  by 
everybody  except  the  less  desirable  type  of 
politician.” 

So  remarks  the  New  England  Journal  of 
Medicine  in  telling  of  the  attacks  on  the 
Boston  City  Hospital  made  by  “pettifogging 
petty  politicians.” 

Being  necessarily  intimately  concerned 
with  the  health  of  the  public  in  its  more 
sensational  aspects,  it  says,  the  Boston  City 
Hospital  has  always  been  the  target  for 
attacks  by  politicians.  They  have  also  tried 
to  use  its  various  departments  as  sources 
of  reward  for  their  creditor  constituents. 
Such  an  attempt  was  made — early  in  its 
history — to  control  staff  appointments.  This, 
of  necessity,  failed  and  the  staff  has  been 
completely  free  from  such  domination  for 
a long  time. 

Then  the  buying  of  supplies  was  tampered 
with.  This  too  was  corrected  by  impetus 
provided  through  the  staff,  a department  of 
which  exposed  and  forcibly  stopped  the  sale 
of  grossly  infected  low-grade  milk.  After 
the  War  it  was  notorious  that  the  hiring 
and  discharging  of  the  lesser-paid  employees 
rested  in  political  hands,  and  the  long,  hard 
battle  necessary  to  correct  this  evil  has  only 
recently  been  won. 

A Vicious  Racket 

Finally,  the  custom  of  using  hospital  beds, 
private  rooms  and  the  services  of  the  medi- 
cal and  surgical  staffs  not  only  without  any 
monetary  compensation  but  even  without  the 
small  courtesy  of  a “thank  you”  has  also 
been  stopped.  This  vicious  racket  involved 
politicians,  their  families,  friends,  neighbors 
and  constituents  and  led  directly  to  over- 
crowding, the  use  of  the  hospital  facilities 
by  those  not  entitled  to  them,  the  giving  of 
false  addresses  by  patients,  and  a resulting 
lack  of  efficiency  in  the  care  that  the  legiti- 
mate patients  required. 


With  a strict  enforcement  of  the  rule 
requiring  payment  of  hospital  bills  every 
two  weeks  in  advance  and  a thorough  skilled 
investigation  before  admitting  all  non-emer- 
gency cases,  this  source  of  petty  plunder, 
like  the  staff,  the  purchase  of  supplies  and 
the  control  of  non-civil-service  emlpoyees, 
has  been  rudely  taken  away. 

Nursing  School  Attacked 

Only  the  nursing  school  remains  as  a 
means  of  granting  favors.  It  is  to  be  pre- 
sumed that  the  nurses  have  been  immune 
from  this  sort  of  thing  in  the  past  because, 
in  the  first  place,  they  were  ladies  and  it 
is  hard  to  bring  oneself  to  include  ladies  in 
schemes  of  this  sort,  and  in  the  second 
place,  all  politicians  up  to  the  present  had 
too  much  self-respect  to  stoop  to  such  meas- 
ures for  the  mending  of  their  political  fences. 
However,  times  are  hard,  a new  city  admin- 
istration is  starting,  and  economies,  includ- 
ing salary  cuts,  are  in  the  air. 

Reports  have  it  that  grave  evil  has  been 
done  to  the  taxpayers  by  the  reorganiza- 
tion of  the  nursing  school  at  the  Boston 
City  Hospital.  It  is  difficult  to  understand 
how  a reorganization  that  aims  only  to 
increase  nurses’  education  and  nursing  effi- 
ciency, and  that  has  been  effected  after 
prolonged  and  meticulous  investigation  by 
men  experienced  in  all  phases  of  hospital 
administration,  can  do  the  taxpayers  any- 
thing but  good. 

It  is  time  to  put  a permanent  stop  to  such 
insensate  baiting.  The  question  today  is 
not  whether  the  nursing  school  at  the  Boston 
City  Hospital  is  run  well  or  badly.  That 
can  be  safely  left  to  the  Trustees  and  staff. 
The  question  rather  is,  shall  patients  be 
subjected  to  less  and  poorer  care  than  they 
have  every  right  to  expect  because  the 
administration  of  the  hospital  is  to  be  ham- 
strung every  time  some  minor  holder  of 
political  office  takes  it  into  his  head  to  get 
some  publicity? 


The  five-story  building  at  413  West  Hospital,  which  owns  and  occupies  the 
Fifty-first  street,  25x100.5,  west  of  Ninth  former  St.  Elizabeth’s  Hospital  building  at 
avenue,  has  been  purchased  by  St.  Clare’s  415-419  West  Fifty-first  street. 
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A Message  “To  Women  Who  Are  Afraid” 


A MESSAGE  OF  CHEERING  REASSURANCE 
to  the  thousands  of  women  who  fear  to 
visit  a doctor  or  hospital,  to  find  if  they 
have  cancer,  is  contained  in  a letter  sent 
to  Dr.  John  C.  A.  Gerster,  Chairman  of  the 
New  York  City  Cancer  Committee.  The 
writer  says  she  is  “hoping  this  helps  some 
poor  soul,”  and  then  gives  her  message 
thus : 

To  Other  Women  as  Afraid  as  I Was: 

I am  a writer,  was  a newspaper  feature 
writer  twenty  years,  yet  six  years  ago  when  the 
fear  of  cancer  struck  at  my  heart,  I was  as 
bewildered  and  terror-stricken  as  though  I had 
come  fresh  from  the  backwoods.  I had  no- 
ticed a growth,  small  but  alien.  It  did  not 
hurt,  but  it  would  not  go  away.  I used  home 
remedies,  such  as  iodine,  bathing  with  borax 
solution,  etc.,  but  it  remained. 

It  happened  I was  not  working ; I had 
very  little  money.  I wanted  a correct  diag- 
nosis, but  twenty-five  dollars  or  more  to  a 
specialist  was  out  of  the  question.  So  after 
suffering  mentally  about  two  months,  I went 
to  the  New  York  City  Cancer  Committee.  I 
explained  that  if  I could  get  an  examination 
at  little  cost,  I could  afford  a small  amount  of 
treatment.  I was  received  sympathetically  and 
given  a card  to  the  Memorial  Hospital  on  Cen- 
tral Park  West. 

I’ll  never  forget  the  day  I went  there,  sick 
at  heart,  wondering  if  I was  to  hear  sentence  of 
execution.  There  I found  a busy  place,  at  least 
one  hundred  and  fifty  potential  and  regular 
patients.  My  turn  came.  A girl  took  my  card, 
assigned  me  to  a partitioned  alcove,  sent  in 
another  young  girl  to  attend  me  and  make  me 
ready  for  the  physician.  Two  physicians  made 
the  examination,  then  left  me  in  the  hands  of 
the  girl  again. 

I was  shaking  from  head  to  foot,  but  she 
soothed  me  and  then  the  doctor  came  back. 
“Nothing  wrong,”  he  said.  I could  not  believe 


it.  “But  what  is  it?”  I asked.  He  laughed, 
“You  have  reached  an  age  when  possibly  all 
sorts  of  strange  things  may  happen,”  he  ex- 
plained, “but  I assure  you  this  means  nothing. 
It  probably  will  go  away  just  as  it  came.”  This 
was  too  much ; I broke  down  in  hysterics.  He 
patted  my  shoulder.  “Now  . . . now  . . . surely 
you  are  glad,”  he  laughed.  “Go  to  a movie  and 
forget  all  about  it.” 

I offered  a small  amount,  but  it  was  not 
accepted.  “One  thing  I want  to  impress  on 
you,”  he  said,  “if  at  any  time  you  are  fright- 
ened again,  no  matter  what  you  think  is  wrong, 
come  back  immediately.  We  would  rather  ex- 
amine one  hundred  persons  and  find  nothing 
wrong  than  have  just  one  wait  too  long.” 

I went  out  of  there  walking  on  air.  No 
prisoner  reprieved  from  the  hangman’s  noose 
ever  felt  lighter,  gayer.  The  world  looked  like 
a different  place.  The  sky  shone,  the  very  air 
was  alive  with  joy.  I wish  I could  put  into 
every  woman’s  heart  that  joy,  the  joy  of  re- 
lief. But,  even  if  the  verdict  had  been  against 
me,  at  least  I had  gone  in  time  for  relief  and 
possible  cure.  That  was  six  years  ago  and 
there  never  has  been  a return  of  the  trouble. 

I was  saved  everything,  embarrassment,  money, 
worry  . . . everything,  by  the  kindness  and  the 
consideration  of  the  New  York  City  Cancer 
Committee.  My  appreciation  is  such  that  it 
never  can  be  enough  to  express  my  deep  grati- 
tude. But  I shall  do  this.  Any  woman  who  is 
afraid,  who  dreads  the  possibility  of  cancer  may 
have  my  name  and  I shall  support  everything 
I have  written  here.  This  is  my  contribution: 
to  try  to  help  women  overcome  the  dread  of 
examination,  overcome  the  neglect  which  may  be 
serious  to  them.  Come,  and  learn  from  the 
Cancer  Committee,  either  the  blessed  relief  of 
having  nothing  wrong,  or  the  intelligent  way 
to  combat  anything  that  is  wrong,  to  save  your- 
self pain,  worry,  anxiety  and,  perhaps,  death. 

(Signed) 


Newsy  Notes 


Encouraged  by  the  success  of  the  patrol 
established  at  Bradford  Lord  Memorial  hos- 
pital at  Endicott,  Thomas  C.  Holston,  Endi- 
cott  Boy  Scout  executive,  is  preparing  to 
carry  this  work  into  other  Triple  Cities 
hospitals. 

The  patrol,  one  of  the  smallest  in  the 
United  States,  is  composed  of  four  boys 
who,  because  of  heart  ailments,  are  unable 
to  enjoy  the  strenuous  life  of  ordinary 
scouting,  but  who  wish  to  obtain  the  bene- 
fits of  a Boy  Scout’s  life. 


The  boys  meet  each  Tuesday  morning 
under  the  direction  of  Larry  Price,  Pine 
Tree  district  commissioner.  All  are  now 
engaged  in  merit  badge  work. 

“If  the  local  patrol  continues  its  success- 
ful work,”  Mr.  Holston  said,  “we  shall 
attempt  to  organize  similar  groups  in  Bing- 
hamton and  Johnson  City  hospitals.” 
Jerome  F.  Peck,  superintendent  of  Bing- 
hamton City  hospital,  is  one  of  the  sponsors 
of  the  project,  first  of  its  kind  in  this  sec- 
tion of  the  country. 
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Babies  “Branded”  by  Suntan 

Branding  calves  is  now  familiar  to 
the  millions  who  get  their  thrills  from  the 
“westerns,,  in  pulpwood  magazines  or  in 
board  covers.  Well,  away  out  beyond, 
west  of  the  “west,”  in  the  General  Hospital 
of  Vancouver,  they  are  branding  the  babies, 
but  not  with  the  iron.  The  trick  is  done 
with  the  suntan  lamp.  Something  like 
1700  babies  are  delivered  there  each  year, 
so  “adequate  protection  to  prevent  them 
from  being  mixed  is  paramount,”  remarks 
the  Modern  Hospital.  The  Vancouver  hos- 
pital uses  the  nursery  name  necklace,  but 
adds  to  it  the  “suntan  identification  system.” 

The  name  of  the  baby  is  tanned  on  its 
back  through  cut-out  letters  by  a water- 
cooled  quartz  lamp.  This  is  actually  done 
in  the  delivery  room  in  the  presence  of  the 
mother  and  before  the  baby  is  taken  to 
the  nursery. 

The  machine  is  brought  into  the  delivery 
room  and  the  whole  process  is  explained 
to  the  mother  if  she  is  able  to  listen.  Cut- 
out letters  spelling  the  baby’s  name  are  set 
in  the  machine  and  placed  against  the  baby’s 
back.  One  minute  of  quartz  lamp  treat- 
ment produces  a dull  reddening  of  the  skin 
which  shows  up  in  a few  hours  and  lasts 
usually  a little  more  than  two  weeks,  then 
gradually  fades.  By  this  means  the  babies 
are  definitely  identified. 

Within  a period  of  six  months  the  name 
can  be  brought  back  to  the  visual  field  at 
any  time  by  means  of  a special  “Woods” 
glass  which  shows  up  the  areas  that  have 
been  affected  by  the  quartz  light. 

Parents  are  greatly  pleased  over  this 
additional  check  and  the  mothers  easily 
identify  their  own  babies. 

One  hundred  of  the  408  physicians  and 
sixteen  of  the  forty-two  dentists  employed 
by  the  New  York  department  of  health  are 
said  to  have  joined  the  C.  I.  O.  union  of 
state,  county  and  municipal  workers. 

Two  swastikas,  facing  east  and  west 
about  300  feet  above  the  East  River  between 
Seventieth  and  Seventy-first  Streets,  on  the 
smokestack  of  New  York  Hospital’s  power 
plant,  have  received  the  hospital’s  official 
interest  and  will  be  removed  if  some  one 
will  contribute  $1,000. 

The  smokestack  was  designed  about  1927 
and  built  before  Adolph  Hitler  came  to 


power.  The  swastikas,  used  by  many  ancient 
peoples  as  a symbol  long  before  there  were 
any  Nazis,  were  placed  in  the  smokestack, 
with  two  Greek  crosses,  to  break  the 
monotony  of  the  light-colored  bricks.  The 
swastikas  are  of  dark  brick 

Recently  a number  of  oral  and  written 
objections  to  the  symbols  have  been  received, 
and  Dr.  R.  R.  Hannon,  the  superintendent, 
admitted  that  the  board  of  directors  had 
voted  to  allow  them  to  be  removed.  The 
board,  however,  is  unwilling  to  use  hospital 
funds  for  the  purpose. 

Jamaica  Hospital  unveiled  memorial 
tablets  to  two  former  attending  chiefs,  Dr. 
J.  Evan  Shuttleworth  and  Dr.  James  Monroe 
Wicks  and  its  former  superintendent,  Dr. 
John  Edward  Daugherty,  on  April  3. 
Addresses  were  delivered  by  Dr.  Francis 
L.  Riley,  President  of  the  Medical  Staff,  and 
Howard  O.  Wood,  Esq.,  Vice-President  of 
the  Board  of  Directors,  and  the  Rev.  Andrew 
Magill,  Pastor  of  the  First  Presbyterian 
Church  of  Jamaica. 

Broad  Street  Hospital,  which  has  been 
an  asylum  for  the  sick  in  New  York’s  fi- 
nancial district  since  1917,  when  it  was 
founded,  and  has  relied  during  that  time 
on  Wall  Street  charity  for  support,  is  ready 
to  close  its  doors. 

F.  C.  Hamilton,  president  of  the  institu- 
tion, which  received  most  of  its  support 
from  Henry  L.  Doherty,  filed  a petition  in 
bankruptcy  on  April  8 after  the  board  ot 
directors  had  authorized  him  to  take  such 
action. 

The  petition  explained  that  the  directors 
were  eager  to  terminate  the  hospital’s  busi- 
ness, wind  up  its  affairs  and  sell  the  hospital 
at  129  Broad  Street,  as  well  as  real  estate 
at  117,  121,  123,  and  127  Broad  St.  and  17 
South  Street,  for  the  benefit  of  creditors. 

Four  Chinese  girls  between  the  ages 
of  six  and  eleven  years  shyly  went  through 
the  ceremony  of  presenting  $460  to  Beekman 
Street  Hospital,  New  York  City,  on  April  2. 

Dressed  in  native,  split-skirt  street  dresses 
and  wearing  their  black  hair  bobbed  and 
banged,  the  girls  looked  very  much  like 
Chinese  dolls. 

The  money  was  collected  by  the  Chinese 
Chamber  of  Commerce  to  help  offset  the 
hospital’s  anticipated  deficit  for  1938  of 
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$150,000.  The  eldest  girl,  Phyllis  Lee, 
who  wore  an  embroidered  dress  of  lavender, 
read  a sedately  flowery  message  as  she 
presented  the  check  to  Miss  Gertrude  An- 
thony, registrar  of  the  hospital. 

An  endowment  of  $17,000,000  to  extend 
the  use  of  its  present  plant  and  enlarge  its 
program  of  research  and  teaching  is  being 
sought  by  the  Society  of  the  New  York 
Hospital  and  the  Cornell  University  Medi- 
cal College,  Henry  G.  Barbey,  president  of 
the  hospital  and  chairman  of  the  joint  ad- 
ministrative board  of  the  two  institutions, 
announces. 

Of  the  amount  sought,  Mr.  Barbey  said, 


$8,000,000  would  be  used  for  the  hospital 
to  help  cover  the  present  annual  operating 
loss  of  about  $1,000,000  caused  by  free  and 
partly  free  care  of  patients.  The  remaining 
$9,000,000  would  be  devoted  to  the  medical 
college  to  strengthen  the  pre-clinical  depart- 
ments engaged  in  teaching  and  research. 

“No  part  of  the  $17,000,000,”  Mr.  Barbey 
stated,  “is  to  be  used  for  additional  plant. 
It  will  be  spent  so  that  our  magnificent 
buildings,  modern  equipment,  and  skillful, 
kindly  staff  may  be  utilized  to  prevent  and 
relieve  more  of  the  city’s  suffering.  We 
estimate  that  service  can  be  given  to  a 
materially  increased  number  of  patients 
with  a relatively  small  increase  in  capital 
investment.” 


Improvements 


The  X-Ray  Hospital,  10  Mt.  Morris 
Park  West  (2  W.  121  St.),  New  York 
City,  opened  on  April  3.  Its  facilities  for 
roentgen  and  radium  application  will  be 
open  to  physicians  and  properly  qualified 
roentgenologists  for  treatment  of  hospital- 
ized patients. 

A report  in  the  Modern  Hospital  states 
that  hospital  construction  contracts  con- 
tinued to  be  awarded  at  a heavy  rate  dur- 
ing the  four  weeks  ending  February  14. 
A total  of  sixty-two  building  projects  were 
reported  with  costs  (stated  for  sixty  of 
them)  totaling  over  $11,007,000.  Since 
January  1 this  makes  a total  of  more  than 
$17,500,000  of  new  hospital  building  pro- 
jects announced,  a substantial  increase  over 
the  $10,300,000  announced  during  the  same 
period  of  1937.  Additions  to  existing  hos- 
pitals continue  to  constitute  by  far  the  most 
important  group  of  building  projects. 


Of  the  sixty-two  plans  reported  forty- 
seven  were  additions  and  forty-five  of  these 
reported  costs  of  just  under  $10,000,000. 
There  were  also  nine  new  hospitals  to  cost 
$828,000,  four  alteration  jobs  involving 
a total  cost  of  $174,000  and  two  nurses’ 
homes  on  which  it  is  planned  to  spend 
$183,000. 

The  contractors  building  the  $500,000 
addition  to  the  Glens  Falls  Hospital  expect 
to  have  it  ready  for  occupancy  early  in 
July.  There  will  be  beds  for  150  patients 
when  the  hospital  is  completed.  There  are 
at  present  ninety-five  beds  in  the  crowded 
old  hospital.  The  new  section  will  also 
offer  better  operating  room  facilities,  more 
sun  porches  and  much  more  space  for  pre- 
paration of  food  and  storage  of  supplies 
and  equipment.  Nurses  will  be  obliged  to 
find  living  quarters  outside  after  the  nurses’ 
home  is  removed.  About  twenty  nurses 
reside  in  the  nurses’  home. 


At  the  Helm 


These  hospital  officials  have  been 
chosen  : 

Arthur  L.  James,  to  be  president  of  Flush- 
ing Hospital,  reelected. 

Herman  S.  Bachrach,  to  be  president  of 
Trinity  Hospital,  Brooklyn. 

Dr.  George  E.  Wilson,  to  be  superintend- 
ent ad  interim  of  the  Will  Rogers  Memorial 
Hospital  at  Saranac  Lake. 

Mrs.  William  P.  Murphy,  to  be  president 


of  the  St.  Cecilia  Hospital  Guild,  of 
Brooklyn. 

Leo  Arnstein,  a leader  in  philanthropy 
for  more  than  thirty-five  years,  was  elected 
president  of  Mount  Sinai  Hospital  (New 
York  City)  on  April  12  by  the  trustees.  He 
succeeds  George  Blumenthal,  whose  retire- 
ment after  twenty-seven  years  as  president 
and  election  as  president  emeritus  were  an- 
nounced at  a dinner  in  honor  of  his  eightieth 
birthday  on  April  7. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Injunction  To  Restrain  Practice  of  Medicine  Without  License 


The  Court  of  Appeals  of  the  State  of 
New  York  has  very  recently  handed  down 
a decision  which  is  of  great  importance  to 
all  persons  interested  in  the  problem  of  the 
prevention  of  the  practice  of  medicine  by 
unlicensed  persons.* 

The  action  in  question  was  instituted  in 
the  name  of  the  People  of  the  State  of  New 
York  by  the  Attorney  General  against  a per- 
son unlicensed  to  practice  medicine,  who 
was  charged  with  practicing  medicine  under 
the  guise  of  chiropractic.  The  specific  pur- 
pose of  the  proceeding  was  to  obtain  an  in- 
junction primarily  restraining  the  defendant 
from  practicing  medicine  in  the  State  of 
New  York  in  violation  of  the  provisions  of 
the  Education  Law. 

Upon  being  served  with  the  complaint  the 
defendant  moved  the  Court  at  Special  Term 
for  judgment  dismissing  the  complaint  be- 
fore answering,  upon  the  grounds  that  the 
complaint  failed  to  state  a cause  of  action. 
The  Court  at  Special  Term  granted  the  mo- 
tion and  the  Appellate  Division  of  the  Third 
Department  affirmed  the  said  ruling.  How- 
ever the  Court  of  Appeals  has  now  reversed 
the  judgment  of  the  Lower  Court  and  has 
sustained  the  Attorney  General  by  holding 
that  the  complaint  in  fact  does  state  a cause 
of  action. 

The  complaint  in  the  action  contained  a 
detailed  recital  of  the  facts  alleged  and,  sum- 
marized, included  the  following  allegations: 
The  defendant  had,  for  a period  of  fifteen 
years,  maintained  offices  in  Broome  County 
during  which  time  he  had  practiced  medicine 
as  defined  in  Section  1250  of  the  Education 
Law,  and  held  himself  out  to  the  public  as 
being  able  to  diagnose  and  treat  diseases, 
pains  and  physical  conditions;  that  during 
that  period  of  time  he  had  treated  a great 
many  patients  and  had  received  compensation 
therefor;  that  the  defendant  lacked  proper 
skill  and  knowledge  for  the  practice  of  medi- 
cine and  that  he  is  not  properly  trained  to 
engage  in  the  practice  of  medicine;  that  he 
spent  only  twenty-two  months  in  a chiro- 
practic school  and  had  not  followed  the 
courses  of  study  and  instruction  required  in 
the  Education  Law  to  entitle  him  to  eligi- 


*  The  People  ex  rel  Bennett  v.  Laman,  de- 
cided April  1938. 


bility  to  engage  in  the  practice  of  medicine; 
that  in  the  course  of  giving  chiropractic 
treatments  to  patients  the  defendant  used 
heat  and  electric  lamps,  light  rays,  vibrators 
and  ointments;  that  the  defendant  had  been 
at  no  time  examined,  licensed  or  registered 
either  as  a physician,  a physiotherapist  or 
osteopath  under  the  laws  of  the  State  of 
New  York,  but  that  in  spite  of  said  fact  he 
had  openly  carried  on  his  practice  with  full 
knowledge  that  he  was  violating  the  provi- 
sions of  the  Education  Law  and  “endanger- 
ing the  health  and  welfare  of  the  people.” 

The  complaint  also  contained  the  follow- 
ing allegation: 

That  repeated  criminal  prosecution  of  de- 
fendant for  his  unlawful  practice  of  medicine, 
will  make  necessary  a multiplicity  of  criminal 
prosecutions  of  defendant  for  his  myriad  daily 
acts  of  unlawful  practice,  and  should  convic- 
tions result  at  any  time,  the  penalties  provided 
by  law  would  be  insufficient  and  inadequate  as 
to  defendant  and  would  not  afford  protection 
to  the  health  and  safety  of  the  public  as  against 
his  uninformed,  unskillful,  inefficient,  incom- 
petent; unqualified  and  unlicensed  practice  of 
medicine.  On  information  and  belief,  that  the 
continuous,  habitual  and  intentional  violation  of 
law  by  defendant  in  practicing  medicine  in  the 
State  of  New  York  without  a license  so  to 
practice,  and  the  continuous  diagnosis  and  treat- 
ment by  defendant  of  the  diseases,  pains,  de- 
formities and  physical  conditions  of  men,  women 
and  children  in  the  State  of  New  York  in  an 
uninformed  and  unskillful  manner  and  without 
possessing  the  education,  professional  ability 
and  medical  knowledge  required  by  law,  has 
endangered,  impaired  and  imperiled  and  threat- 
ens to  endanger,  imperil  and  impair  the  health 
of  the  public,  has  defeated  and  defeats  public 
policy,  has  constituted,  constitutes  and  will 
constitute  an  open,  public  and  continuous  nuis- 
ance in  the  County  of  Broome,  State  of  New 
York,  and  has  been  and  will  be  subversive  to 
and  has  caused  and  will  cause  irreparable  in- 
jury to  the  health,  safety  and  welfare  of  the 
People  of  the  State  of  New  York,  and  that  said 
public  nuisance  cannot  be  caused  to  cease 
except  by  injunctive  order  in  and  by  a court 
of  equity. 

The  contention  of  the  appellant  briefly 
stated  was  that  the  practice  of  medicine 
continued  daily  and  threatened  in  the  fu- 
ture by  one  who  was  not  licensed  to  do  so 
constituted  a public  nuisance  per  se  which 
a court  of  equity  would  in  a proper  case 
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enjoin  in  the  interests  of  protecting  the 
health  of  the  people.  The  defendant  con- 
tended that  there  was  an  adequate  remedy 
provided  in  the  courts  charged  with  the  en- 
forcement of  the  criminal  law  and  that  under 
the  circumstances  a court  of  equity  was 
without  jurisdiction  and  should  not  substi- 
tute its  authority  for  the  purpose  of  enjoin- 
ing the  commission  of  a crime, 

The  Court  of  Appeals,  however,  deter- 
mined that  upon  the  complaint  (the  allega- 
tions of  which  were  taken  to  be  true  upon 
defendant’s  motion)  the  plaintiffs  had  set 
forth  a proper  case  for  injunction.  In  so 
deciding  the  Court  of  appeals  said  in  the 
course  of  its  opinion: 

Section  1251  of  the  Education  Law  provides 
that : 

“No  person  shall  practice  medicine  .... 
unless  licensed  by  the  department  and  registered 
as  required  by  this  article.” 

Provision  is  then  made  for  the  admission  to 
examinations,  the  subjects  of  examination,  the 
licensing  and  registration  of  those  found  quali- 
fied to  practice.  The  criminal  penalties  are 
then  prescribed  in  section  1263,  quoted  before. 
The  prohibition  against  the  unlawful  practice 
of  medicine  is  made  without  relation  to  the 
imposition  of  a penalty.  Equity  is  not  con- 
cerned with  the  criminal  feature  of  defendant’s 
acts.  Another  section  of  the  statute  absolutely 
prohibits  such  unlawful  practice.  These  pro- 
visions are  designed  to  protect  the  people  from 
the  ministrations  of  incompetent,  incapable,  ig- 
norant persons,  and  to  avoid  the  consequent 
harm  to  their  health  and  physical  well-being. 
The  interest  of  the  State,  the  imminence  of  the 
danger  and  the  irreparable  character  of  the  in- 
jury are  here  fully  apparent.  A court  of 
equity  is  not  powerless  to  lend  its  assistance. 

We  have  pointed  out  that  the  fact  that  a 
criminal  penalty  is  imposed  for  the  performance 
of  such  acts,  will  not  deprive  equity  of  its 
jurisdiction.  In  equity  the  court  will  consider 
the  criminality  of  the  act  only  to  determine 
whether,  under  the  particular  circumstances 
equitable  intervention  is  necessary  to  give  ade- 
quate protection  to  the  interest  invaded  or 
whether  justice  will  be  best  served  by  rele- 
gating the  parties  to  the  criminal  court.  It  is  not 
every  violation  of  a statute,  even  of  the  statute 
under  consideration,  that  calls  for  equitable 
interference.  But  where,  as  here,  it  is  made  to 


appear  as  a fact  that  real  danger  is  threatened 
to  the  public  health  by  the  conduct  of  the  de- 
fendant, that  irreparable  damage  to  the  health 
of.  individuals  is  likely  to  result,  and  that 
criminal  prosecution  even  if  successful,  will  not 
give  adequate  protection  to  those  in  danger,  a 
proper  case  for  injunction  has  been  made  out. 

There  are  allegations  in  the  complaint  which 
charge  that  criminal  prosecutions  against  de- 
fendant and  others  have  been  unsuccessful  due 
to  the  reluctance  of  local  juries  to  convict  those 
defendants.  That  is  not  a factor  calling  for 
equitable  intervention.  It  is  no  part  of  the 
office  of  equity  to  take  over  the  duties  of  other 
public  officers.  Nor  will  equity  sit  in  judg- 
ment on  the  criminal  courts.  As  heretofore 
pointed  out,  equity  interferes,  in  a proper  case, 
not  to  punish  the  individual  for  his  past  acts, 
but  to  afford  more  complete  protection  to  the 
complaining  party  by  enjoining  unlawful  acts  in 
the  future.  . . . 

In  the  case  at  bar,  the  People  would  not  be 
entitled  to  an  injunction  upon  a mere  showing 
that  the  statute  had  been  violated  or  that  acts 
prohibited  by  the  statute  had  been  performed, 
in  the  absence  of  special  statutory  authority. 
However,  they  go  much  farther  than  that.  They 
allege  facts  showing  that  the  acts  of  defendant 
imperil  the  health  of  the  people  of  the  com- 
munity, and  will  continue  to  cause  irreparable 
injury  to  the  health  of  the  people  and  perhaps 
to  their  lives.  The  relators  invoke  only  the 
ordinary  powers  of  a court  of  equitv.  Th° 
power  of  the  court  to  restrain  acts  which  are 
dangerous  to  human  life,  detrimental  to  4 he 
public  health  and  the  occasion  of  great  public 
inconvenience  and  damage  is  one  that  is  pos- 
sessed by  all  courts  of  equity.  Enough  has 
been  shown  here,  which  if  proven  upon  the 
trial,  will  warrant  the  issuance  of  an  injunc- 
tion. 

The  status  of  the  action  following  the 
decision  of  the  Court  of  Appeals  is  that 
the  defendant  must  answer  the  charges  made 
in  the  complaint  and  the  issues  may  there- 
upon be  brought  to  trial.  If  the  charges 
are  sustained  by  the  evidence,  the  Court  is 
entitled  to  restrain  the  defendant  from  en- 
gaging illegally  in  the  practice  of  medicine. 
The  decision  places  in  the  hands  of  those 
charged  with  the  enforcement  of  violations 
of  the  provisions  of  the  Education  Law  deal- 
ing with  the  illegal  practice  of  medicine  a 
potent  weapon  with  which  to  deal  with  un- 
licensed medical  practitioners. 


ANNUAL  MEETING 

Hotel  Waldorf-Astoria,  Headquarters 

All  meetings  will  be  held  in  the  Hotel,  Park  Ave.  at  50th  St. 
Rooms  may  be  reserved  now  at  special  rates.  Use  coupon  on  page 
xxix. 
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A Saunter  Through  the  Medical  Zoo 


What  sort  of  bird  is  the  doctor,  any- 
way? That  is  perhaps  what  some  onlookers 
may  be  asking  as  they  view  our  current 
medical  panorama — not  to  say  melodrama 
or  phantasmagoria.  This  question  was  an- 
swered the  other  day  by  the  new  president 
of  the  American  College  of  Physicians, 
Dr.  William  J.  Kerr,  of  San  Francisco,  in 
his  inaugural  address.  Speaking  for  the 
College,  he  remarked  that  it  was  like  “the 
lambda  bird”  (as  reported  in  the  New  York 
Post.) 

“The  lambda  bird,”  he  said,  “can  move 
in  only  one  direction.  That  direction  is 
forward.  This  bird  can  fight  only  with 
its  toes.  It  can  strike  only  forward  with 
them.  It  never  kicks  back. 

“It  is  to  be  hoped  that  the  head  may  be 
able  to  keep  out  of  the  sand.  It  is  to  be 
hoped  that  the  head  may  be  alert  to  situa- 
tions developing  in  the  country.” 

Here’s  hoping,  too,  that  President  Kerr 
has  got  his  ornithology  on  straight,  and 
isn’t  trying  to  put  a fast  one  over  on  us. 
Our  nature-study  handbook  on  “How  to 
Tell  the  Wild  Animals  from  the  Wild 
Flowers”  is  mislaid  at  the  moment,  so  we 
cannot  verify  it.  However,  the  various 
quacks  and  fakirs  who  have  tried  conclu- 
sions with  the  doctors  in  some  of  the 
western  states  recently  can  testify  to  the 
“lam”  packed  in  the  M.D.’s  punch,  so  that 
part  of  it  is  O.K.,  and  carries  its  own  K.O. 

Low-down  on  Lowing  Kine 

Lambda,  of  course,  is  a Greek  letter,  and 
suggests  the  next  one  in  its  alphabet,  mu, 
pronounced  rather  like  “Moo,”  which 
brings  to  mind  the  lowing  kine.  Do  any 
of  our  medical  friends  resemble  these  useful 
but  placid  animals?  Not  any  in  our  grand 
old  State  of  New  York;  certainly  not.  No, 
no.  It  is  only  in  other  states  that  this 
happens.  The  president  of  a county  medi- 
cal society  in  Michigan  is  the  one  who 
really  brought  up  this  idea.  In  the  Bulletin 
of  the  Calhoun  County  Medical  Society  he 
comes  right  out  and  asks : 

“Who  Wants  to  Be  a Cow?” 

Perhaps  no  group  of  individuals  know  more 


about  the  uncertainty  of  life  than  we  do  as 
Doctors.  The  world  of  today  reveals  the  rum- 
blings and  disturbances  which  have  resulted 
from  the  reactions  of  certain  people  to  the 
uncertainties  of  their  own  lives.  The  results 
in  the  masses  are  those  of  apprehension  and 
mental  states  that  have  been  approximated 
within  the  memory  of  any  man  alive  today. 

Yet,  as  a group,  what  has  happened  to  medical 
men  and  what  does  the  future  hold? 

To  talk  to  different  doctors  in  our  own  com- 
munity is  as  enlightening  as  it  is  discouraging. 
Each  one  seems  so  full  of  his  own  petty  affairs 
that  it  is  difficult  to  believe  he  is  truly  a part  of 
the  great  social  scheme.  His  chief  concern, 
and  rightly,  too,  is  to  make  a living — to  feed, 
clothe  and  shelter  his  family.  He  does  not, 
however,  appear  to  ever  hold  a conference  with 
himself  to  ask  whether  what  he  does  for  his 
own  is  all  he  can  do  or  whether  by  adopting 
just  a slight  change  in  his  mental  processes  he 
might  do  better. 

He  accepts  his  lot  in  life  and  is  smug  over 
an  extra  house  call  or  an  unexpected  small 
piece  of  business:  he  just  can’t  think  outside  of 
a certain  groove  nor  in  numbers  larger  than  a 
successful  business  man  would  call  trivial. 

Is  there  no  way  to  impress  the  Doctor  that 
the  very  uncertainty  of  his  own  human  existence 
is  an  asset — that  there  are  greater  things,  both 
material  and  spiritual,  to  be  obtained  if  he  can 
just  stop  thinking  only  as  a Doctor  and  get  a 
true  perspective  of  himself  and  his  fellows  in 
medicine. 

What  can  shake  this  smugness  out  of  ALL 
the  Doctors  of  Medicine?  Do  you  recall  the 
old  saying:  “A  cow  is  the  most  contented  of  all 
animals  ?” 

Back-seaters,  Come  up  Front! 

This  appeal  to  the  back-seaters  in  the 
county  society  to  come  up  front,  shed  their 
calm  and  their  coats,  and  lend  a hand,  was 
spotted  and  sent  in  to  this  department  by 
a prominent  member  of  the  Council  of  our 
own  State  Society.  It  is  timely  gospel, 
and  fits  like  a glove  the  member  who  takes 
as  his  life  motto:  “Let  George  do  it.”  Or- 
ganized medicine  is  facing  what  may  be 
the  big  crisis  of  its  history,  and  has  no  room 
for  the  purely  ornamental  member  or  chair- 
warmer,  such  as  is  described  by  Thackeray : 

“He  was  more  than  usual  calm, 

He  did  not  care  a single  damn.” 

It  must  be  said  that  the  succession  of 
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bad  bumps  and  jarring  jolts  received  by 
the  foes  of  honest  medicine  around  our 
fair  land  in  recent  years  indicates  that  the 
medical  leaders,  anyway,  have  their  fight- 
ing clothes  on,  and  appear  free  from  any 


infection  of  the  sleeping  sickness  germ.  If 
they  have  any  bovine  qualities,  they  seem 
to  come  from  the  gentleman  member  of  the 
family,  who  knows  how  to  toss  intruders 
over  the  fence  on  a sharp  pair  of  horns. 


A New  Club  of  Old  Members 


An  interesting  club  is  being  formed 
by  the  Illinois  State  Medical  Society.  It 
is  called  the  “Fifty  Year  Club,”  and  is  made 
up  not  only  of  members  who  have  com- 
pleted fifty  years  of  practice,  but  also  of 
any  non-members  of  equal  service  recom- 
mended by  the  medical  societies  of  their 
counties.  It  is  expected  that  the  member- 
ship may  reach  around  200.  What  a wealth 
of  medical  and  human  experience,  wisdom 
and  reminiscence  will  be  brought  together 
in  this  club  passes  the  imagination.  The 
committee  in  charge  is  already  canvassing 
these  golden-jubilee  practitioners  to  find 
and  preserve  information  about  the  highlights 
of  their  careers,  and  it  is  not  too  much  to 
aver  that  Illinois  is  on  its  way  to  having 


a unique  and  invaluable  collection  of  his- 
torical medical  lore. 

One  doctor  began  practice  in  1872. 
Another  has  had  a large  “boat  practice” 
along  the  waters  of  southern  Illinois.  Our 
way  of  living  has  probably  been  more  radi- 
cally transformed  and  revolutionized  in  the 
past  fifty  years  than  in  any  other  equal 
time  in  the  history  of  man,  and  these  grand 
old  men  of  medicine  are  slipping  away 
quietly  but  rapidly  week  by  week,  as  noted 
on  other  pages,  their  recollections  lost  for- 
ever. What  a “slice  of  life”  these  veter- 
ans can  give  is  seen  in  Dr.  Macartney's 
vivid  book,  noticed  in  this  department  a few 
weeks  ago.  “Every  man  has  a book  in 
him,”  they  say — we  have  Dr.  Macartney’s, 
why  not  go  after  some  of  the  rest? 


Homes  for  Homeless  Doctors 


Lifting  the  sights  of  our  telescope, 
we  range  a couple  of  thousand  miles  fur- 
ther, to  California,  and  find  a movement 
on  foot  there  to  encourage  the  county  medi- 
cal societies  to  build  homes  of  their  own. 
Societies  of  more  than  100  members  are 
especially  urged  to  have  permanent  quar- 
ters; nothing  more,  at  the  start,  perhaps, 
than  a meeting-room  arranged  for  use  as 
a library  and  social  club.  The  woman’s 
auxiliary  could  lend  a hand  in  making  it 
homelike.  The  possession  of  its  own  head- 
quarters adds  to  the  prestige  of  any  society 
and  stimulates  its  growth  and  esprit.  Ar- 
rangements can  be  made  with  the  Federal 
Home  Loan  authorities  to  finance  the  un- 


dertaking to  a large  extent,  and  the  sums 
now  paid  in  rent  could  go  to  help  the  new 
enterprise.  In  Los  Angeles  every  applicant 
for  membership  in  the  county  medical  so- 
ciety must  pay,  or  sign  a note  to  pay,  one 
hundred  dollars  into  the  permanent  quarters 
fund.  As  a result,  it  has  a fine  headquarters 
and  library  building.  Smaller  societies  have 
attractive  bungalows.  The  editor  of  Cali- 
fornia and  Western  Medicine  closes  his 
editorial  on  this  topic  by  saying,  “Where 
there’s  a will  there’s  a way,”  and  while 
he  is  no  doubt  referring  to  the  vim  and 
vigor  of  the  living,  his  phrase  suggests  that 
the  last  will  and  testament  of  some  friend 
of  the  profession  might  help  a lot,  too. 


Sinister  Side  of  State-run  Medicine 


The  Nazi  government,  according  to 
“extremely  reliable  sources”  quoted  in  The 
News  Week  (Feb.  21)  has  instructed  doc- 
tors that  deformed  or  abnormal  babies  are 
not  to  be  brought  into  the  world.  “As  a 
medical  man,  you  will  know  how  to  pre- 
vent the  child  taking  life,  and  what  to 
explain  to  the  mother.”  Which  is  of  more 
menace  to  the  world,  physical  deformity  or 


a mental  and  moral  twist?  One  is  to  be 
denied  life,  the  other  may  grow  up  to  seize 
the  reins  of  power,  mislead  a nation,  and 
plunge  the  world  into  war. 

It  takes  hardihood  to  set  up  as  a judge 
of  who  shall  live,  and  who  not,  and  the  one 
who  lightly  assumes  such  a responsibility 
might  well  remember  the  words : “Judge  not, 
that  ye  be  not  judged.” 
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Within  the  past  year  several  excellent 
works  on  hematology  have  been  published. 
Kracke  and  Garver  Diseases  of  the  Blood 
and  Atlas  of  Hematology  is  one  that  merits 
first  rank  position.  It  is  a most  comprehen- 
sive work  which  is  divided  into  the  following 
sections:  I,  Hematologic  terminology;  II, 
Development  and  Morphology  of  Blood 
Cells;  III,  Leucocytosis  and  leukopenia;  IV, 
the  Anemias ; V,  the  Leukemias ; VI, 
Hemorrhagic  Diseases;  VII,  Miscellaneous. 
In  the  last  are  included  such  important  sub- 
jects as  Infectious  Mononucleosis,  Polycy- 
themia Vera  and  Malaria,  discussed  as  dis- 
eases; the  bone  marrow;  blood  groups  and 
transfusion  and  the  blood  picture  of  normal 
laboratory  animals.  Section  VIII  is  devoted 
to  hematologic  technique. 


It  is  indeed  unfortunate  that  the  author 
titles  this  excellent  work  as  “diseases  of  the 
blood”,  especially  since  such  emphasis  is 
placed  in  medical  teaching  that  the  diseases 
are  really  of  the  blood  producing  tissues. 
The  author  discusses  terminology  critically, 
but  introduces  a system  of  his  own  as  do 
other  authors  also.  One  must  admit,  how- 
ever, that  it  appears  attractive  and  logical. 
The  glossary  of  hematology  is  particularly 
valuable.  Yet  a reviewer  must  be  excep- 
tionally tolerant  in  so  controversial  a field  as 
hematology,  and  therefore,  should  not  call 
attention  to  statements  with  which  he  does 
not  agree.  This  is  especially  true  here,  since 
in  no  field  is  there  greater  individualism. 

The  text  is  profusely  amplified  by  tables, 
charts  and  most  excellent  illustrations.  The 
blood  pictures  are  finely  and  accurately  re- 
produced in  natural  colors,  and  accompanied 
by  legended  schematic  maps.  After  each 
section  is  a discriminately  selected  list  of 
references.  The  volume  is  replete  with 
hematologic  information,  and  should  be  of 
inestimable  service  to  the  clinician  and  lab- 
oratory  worker.  Max  Lederer 
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Crippled  Children,  Their  Treatment  and 
Orthopedic  Nursing.  By  Earl  D.  McBride, 
M.D.,  and  Winifred  R.  Sink,  R.N.  Second 
edition.  Octavo  of  379  pages,  illustrated. 
St.  Louis,  The  C.  V.  Mosby  Company,  1937. 
Cloth,  $3.50. 

It  is  not  infrequent  to  have  a request  from 
training  schools  for  a suitable  textbook  on 
orthopedic  nursing.  To  meet  this  demand 
there  have  been  in  the  past  fifteen  years, 
some  few  contributions  in  book  form.  This 
particular  work  first  appeared  in  1931,  and 
met  with  considerable  favorable  comment. 
The  collaboration  of  an  orthopedic  surgeon 
and  a registered  nurse,  both  of  whom  have 
had  particular  contact  with  the  crippled  child, 
is  to  begin  with,  an  excellent  combination.  In 
this  second  edition  they  have  covered  the 
field  thoroughly.  The  volume  contains  many 
practical  suggestions  for  the  doctor  as  well 
as  for  the  nursing  profession.  The  text  is 
attractive  reading,  clear,  and  concise.  The 
illustrations  are  commendable.  It  is  a vol- 
ume that  should  be  available  in  the  libraries 
of  all  training  schools. 

Donald  E.  McKenna 

The  Betty  Book.  Excursions  into  the 
World  of  Other-Consciousness.  Made  by 
Betty  between  1919  and  1936.  Now  recorded 
by  Stewart  E.  White.  Duodecimo  of  302 
pages,  New  York,  E.  P.  Dutton  & Company, 
1937.  Cloth,  $2.50. 

This  book,  as  its  subtitle  implies,  is  an 
excursion  into  spiritualism.  It  deals  with 
an  account  of  the  experiences  of  one  called 
“Betty”  who  is  regarded  as  a psychic,  and 
with  the  communications  received  by  her 
from  the  invisibles.  The  author  attempts  to 
make  a case  for  spiritualism  and  apparently 
is  a great  follower  of  that  movement. 

To  one  who  deals  with  life’s  realities  and 
to  one  who  is  interested  in  mental  hygiene, 
this  book  will  have  little  appeal.  On  the 
other  hand  to  those  who  delve  into  spiritual- 
ism and  similar  allied  subjects  the  book 
should  prove  of  considerable  interest. 

Irving  J.  Sands 

Sex  Life  in  Marriage.  By  Oliver  M.  But- 
terfield, M.A.  Duodecimo  of  192  pages,  il- 
lustrated. New  York,  Emerson  Books,  Inc., 
1937.  Cloth,  $2.00. 

The  title  of  this  little  volume  at  once  gives 
an  idea  of  the  contents.  In  its  pages  may 
be  found  the  answer  to  many  sex  problems, 
and  what  is  more  important,  a careful  appli- 
cation of  these  answers  will  prevent  many 
of  the  problems  from  ever  arising. 


There  are  many  books  on  sex  life  being 
published.  This  volume  is  written  by  one 
who  is  eminently  capable  because  of  his  long 
experience  as  a marriage  councilor,  and  his 
previous  experience  in  the  writing  of  Mar- 
riage and  Sexual  Harmony. 

This  small  volume  is  certainly  one  of  the 
better  books  on  sex,  and  all  those  who  wish 
to  learn  the  real  facts  will  gather  much 
knowledge  by  a study  of  its  contents. 

William  Sidney  Smith 

Wheeler  and  Jack’s  Handbook  of  Medi- 
cine. Revised  by  John  Henderson,  M.D. 
Tenth  edition.  Duodecimo  of  703  pages, 
illustrated.  Baltimore,  William  Wood  & 
Company,  1937.  Cloth,  $4.00. 

In  this  edition  the  section  on  the  anemias 
and  parts  of  the  section  on  gastric  disorders 
have  been  rewritten.  It  is  still  a small  vol- 
ume, slightly  larger  than  its  predecessor.  To 
the  physician  it  is  chiefly  useful  for  hurried 
reference,  and  to  the  medical  student  for  re- 
view purposes.  It  has  found  a place  for  it- 
self since  the  first  edition  of  1894. 

William  E.  McCollom 

The  Management  of  Fractures,  Disloca- 
tions, and  Sprains.  By  John  A.  Key,  M.D. 
and  H.  Earle  Conwell,  M.D.  Second  edi- 
tion. Quarto  of  1246  pages,  illustrated.  St. 
Louis,  The  C.  V.  Mosby  Company,  1937. 
Cloth,  $12.50. 

This  second  edition  is  an  excellent  volume 
on  the  subject.  It  is  clearly  written,  well 
illustrated,  and  treatment  is  so  detailed  as  to 
be  easily  understood.  The  orthopedic  phase 
of  fracture  work  is  discussed  in  more  detail 
than  is  usual  in  such  works,  and  the  trau- 
matic aspect  of  such  injuries  is  well  covered. 
The  medico-legal  risks  are  plainly  set  forth 
in  the  chapter  on  that  subject,  and  this  is 
an  invaluable  aid  for  both  practitioner  and 
specialist.  No  one  doing  fracture  work 
should  be  without  this  knowledge. 

The  section  on  Injuries  in  the  Region  of 
the  Hip  has  been  expanded,  and  new  illus- 
trations added.  The  subject  of  Fractures 
of  the  Neck  of  the  Femur  is  very  well  cov- 
ered, and  stress  laid  upon  the  operative 
treatment  of  such  fractures  in  a full  discus- 
sion of  this  phase  of  fracture  work.  The 
chapters  on  Fractures  of  the  Skull  and  Brain 
Trauma  are  fine,  as  well  as  the  one  on 
Fractures  of  the  Jaw  and  Face. 

This  work  is  an  excellent  text  for  student, 
practitioner  or  specialist. 

H.  Wright  Benoit 
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Curative  treatment  of  any  disease  must 
of  necessity  rest  upon  an  accurate 
etiological  diagnosis  of  the  entity  present. 
To  those  of  us  who  reside  in  the  State 
of  New  York,  therefore,  it  becomes  im- 
portant to  keep  constantly  in  mind  the 
fact  that  goiter  is  endemic  within  our 
state.  Many  of  the  varied  manifesta- 
tions of  thyroid  disease  will  be  more 
easily  recognized  if  we  have  foremost  in 
our  thoughts  a reminder  that  thyroid  dis- 
turbance may  be  a part  of,  or  the  basis 
for,  our  difficult  diagnostic  problems. 
From  an  experience  of  over  three  thou- 
sand thyroidectomies  the  authors  wish  to 
exemplify  some  of  the  more  troublesome 
diagnostic  problems  and  to  direct  atten- 
tion to  misleading  influences  that  affect 
the  diagnosis. 

Before  it  is  possible  to  approach  the 
recognition  of  baffling  problems,  it  is 
necessary  to  have  in  mind  those  symp- 
toms and  findings  that  are  present  in  the 
patient  with  hyperthyroidism  of  typical 
form.  We  are  omitting  from  this  discus- 
sion the  question  of  hypothyroidism  be- 
cause of  its  relative  infrequency  in  this 
state. 

The  classical  triad  of  exophthalmos, 
tremor,  and  tachycardia  leave  no  doubt 
in  the  mind  of  the  examiner  as  to  the 
correct  diagnosis.  The  number  of  pa- 
tients that  present  an  obvious  diagnosis 
are,  however,  in  the  minority  when  com- 


pared to  the  larger  group  with  only  one 
or  two  of  the  classical  symptoms  and  .who 
more  prominently  exhibit  many  of  the 
lesser  manifestations  of  hyperthyroidism. 
Of  these  other  symptoms,  fatigability  is 
one  of  the  most  common.  There  is  no 
diminution  of  desire  for  work  but  there 
is  a definite  physical  limitation  on  the 
amount  that  can  be  done  without  fatigue. 
Nervousness  is  an  almost  universal  com- 
plaint, but  it  is  a blanket  and  unscientific 
term  used  by  the  patient  to  cover  the 
many  nervous  system  changes  of  the 
disease. 

Unless  specifically  asked,  the  patient 
will  frequently  include  emotional  insta- 
bility and  increased  irritability  under 
this  complaint.  Tremor  is  fairly  constant 
and  is  of  important  diagnostic  aid.  It 
may  be  the  objective,  fine  tremor  of  the 
outstretched  fingers,  or  the  patient  may 
describe  a subjective  feeling  of  trembling 
within  the  body. 

Because  of  the  increased  metabolism 
induced  by  the  disease  one  of  two  things 
must  happen;  there  must  be  a weight 
loss,  a frequent  complaint,  or  the  food 
intake  must  increase ; usually  it  is  a com- 
bination of  the  two.  Hyperhidrosis  and 
a feeling  of  increased  warmth  with  heat 
intolerance  are  not  uncommon.  Shortness 
of  breath  is  so  common  that  Bartlett1  has 
described  a simple  test  that  is  of  aid  in 
determining  the  optimum  time  of  opera- 
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Fig.  1.  Patient  with  large  adenomatous  goiter. 

tion  as  based  upon  the  ability  of  the  pa- 
tient to  maintain  voluntary  apnea. 

The  appearance  of  the  patient  is  often 
so  characteristic  that  the  diagnosis  will  be 
made  at  a glance,  even  by  the  unskilled. 
The  startled,  staring  expression ; the 
flushed,  warm,  moist  skin ; the  restless- 
ness and  agitation  comprise  this  unmis- 
takable picture.  Any  combination  of 
these  symptoms  should  be  considered  as 
hyperthyroidism  until  proven  otherwise. 

Hyperthyroidism  of  the  classical  type 


Fig.  2.  Effect  of  lateral  pressure  bringing  goiter 
into  greater  prominence. 


as  described  is  easy  to  identify  when  con- 
trasted with  the  difficulties  of  arriving  at 
a diagnosis  when  only  one  group  of 
symptoms  dominate  the  picture.  Thus, 
in  the  middle-aged  patient  very  often  the 
only  symptoms  are  related  to  the  car- 
diovascular system  and  the  treatment 
given  is  too  often  limited  to  the  heart.  A 
tachycardia  that  fails  to  respond  to  the 
ordinary  medical  management,  must  be 
considered  as  thyroid  in  origin  unless 
there  exists  another  proven  cause.  Auri- 
cular fibrillation  most  emphatically  de- 
mands the  consideration  of  a thyroid 
origin. 


Fig.  3.  Position  of  hands  to  palpate  thyroid 
gland.  Fingers  behind  sternocleidomastoid 
muscle,  thumb  in  front. 

Sometimes  these  queer  manifestations 
of  hyperthyroidism  relate  to  the  gastro- 
intestinal tract  and  many  unusual  symp- 
toms result.  Some  have  been  mistaken 
for  such  disorders  as  colitis,  diabetes, 
peptic  ulcer,  and  gall-bladder  disease.2,3 
Appendectomy  has  been  done  for  symp- 
toms that  simulated  acute  appendicitis.4 
Although  all  of  these  mistaken  diagnoses 
have  been  recorded  in  the  literature  it 
seems  incredible  that  the  true  cause  could 
have  been  so  completely  overlooked. 
Nevertheless,  they  serve  to  illustrate  the 
fact  that  thyroid  disease  must  be  ever 
present  in  the  minds  of  those  who  live 
in  an  area  where  goiter  is  endemic. 

Given  the  symptoms  that  suggest  the 
disease,  and  granted  we  are  alert  to  the 
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possible  presence  of  hyperthyroidism, 
what  findings,  then,  will  be  helpful  to  us 
in  arriving  at  a positive  diagnosis?  The 
most  important  of  all  is  the  presence  of 
a goiter.  In  Grave’s  syndrome,  the  gland 
may  be  small  and  hard  to  feel,  while  in 
the  adenomatous  type  the  nodules  may  be 
substernal  or  retrotracheal  and  difficult  to 
find.  These  variations  in  the  position  and 
consistency  of  the  gland  make  it  essential 
that  we  have  some  adequate  method  of 
palpating  the  thyroid  gland. 

There  are  undoubtedly  many  excellent 
modifications  but  the  following  method 
has  proven  to  be  the  most  satisfactory 
for  the  authors  (Fig.  1-3)  : 

The  examiner  sits  in  front  of  his  patient 
who  is  seated  erect,  head  straight  in  the 
anatomical  position,  the  shoulders  relaxed. 
To  palpate  the  left  lobe,  the  examiner’s  left 
hand  is  placed  over  the  right  shoulder  of 
the  patient,  around  the  base  of  the  neck  so 
that  the  thumb  can  make  pressure  against 
the  larynx  and  trachea.  This  pressure,  when 
applied,  rotates  the  trachea  and  larynx  and 
pushes  the  visceral  compartment  of  the  neck 
laterally  so  the  examiner’s  right  hand  can 
easily  feel  the  left  thyroid  lobe.  The  fingers 
of  the  examining  right  hand  are  so  placed 
that  they  catch  the  lobe  behind  the  sterno- 
cleidomastoid muscle  and  press  it  forward. 
The  thumb  of  examining  hand  is  anterior  to 
the  muscle  and  between  thumb  and  fingers, 
the  size,  shape,  and  consistency  of  the  lobe 
can  easily  be  determined.  The  hands  are 
then  reversed  in  their  relative  positions  to 
study  the  right  thyroid  ldbe.  It  is  some- 
times helpful  to  have  the  patient  cough  or 
swallow  to  bring  up  any  substernal  enlarge- 
ment to  where  it  may  be  felt,  at  least  in  part. 

The  characteristic  firm,  meaty,  feel  of 
the  exophthalmic  goiter  or  the  nodules  of 
the  adenomatous  goiter  are  ample  con- 
firmation of  symptoms  for  the  diagnosis. 
It  is  when  suggestive  symptoms  exist 
without  palpable  enlargement  of  the 
gland,  or  when  the  thyroid  imparts  a 
soft,  pulpy  feeling  to  the  palpating 
fingers,  that  other  findings  become  help- 
ful in  determining  the  true  diagnosis.  In 
general,  however,  it  may  be  said  that  if 
careful  examination  of  the  neck  fails  to 
reveal  thyroid  enlargement,  the  diagnosis 
of  disease  of  this  gland  becomes  hazard- 
ous. 

One  of  the  most  helpful  of  the  find- 
ings in  making  a diagnosis  is  the  pulse 
rate.  In  doubtful  cases  this  must  be 


studied  at  bed  rest  over  a period  of  sev- 
eral days.  A persistently  high  pulse  rate, 
one  that  is  high  during  sleep,  strongly 
favors  hyperthyroidism,  while  a labile 
pulse  rate,  one  that  drops  to  normal  after 
a few  hours  bed  rest,  and  that  fluctuates 
with  slight  exertion,  is  equally  as  sugges- 
tive that  thyroid  disease  does  not  exist. 
The  blood  pressure  in  typical  hyperthy- 
roidism shows  a high  pulse  pressure  with 
a lowered  diastolic  reading. 

Hurxthal5  has  cautioned  against  mak- 
ing a diagnosis  of  hyperthyroidism  in  the 
presence  of  cold,  moist  hands  and  feet.  A 
patient  with  true  hyperthyroidism  will 
present  warm,  moist  hands  and  feet  and 
if  the  opposite  is  found  great  caution 
must  be  exercised  in  reaching  the  diag- 
nosis. 

The  eye  signs  of  thyroid  disease  are 
obvious  and  strengthen  the  diagnosis,  but 
their  absence  does  not  preclude  the  pos- 
sible presence  of  hyperthyroidism.  The 
same  statement  may  be  made  in  regard 
to  a bruit  over  the  gland  or  a thrill  over 
the  superior  thyroid  arteries. 

In  very  rare  cases,  where  the  diagnosis 
is  uncertain,  the  use  of  a small  dose  of 
iodine,  either  as  compound  solution  of 
iodine  (Lugol’s  solution)  or  as  sodium 
iodide  may  be  justified.  It  may  be  justi- 
fied only  if  its  use  is  not  continued  be- 
yond the  point  of  diagnosis,  or  if  the 
surgeon  is  prepared  to  operate  when  the 
maximum  benefit  of  the  drug  is  obtained. 

Thus  far  we  have  been  considering  the 
problems  of  hyperthyroidism;  however, 
there  remain  that  large  and  important 
group  of  nodular  goiters,  usually  passed 
over  by  the  physician  with,  “Yes,  you 
have  a goiter,  but  don’t  do  anything  about 
it  until  it  troubles  you.”  The  opinions  of 
those  men  best  qualified  to  discuss  this 
subject  are  agreed  that  all  nodules  of  the 
thyroid  gland  should  be  removed.  The 
reasons  for  this  are  two  in  number : 

1.  From  ninety  to  as  high  as  ninety-eight 
percent  of  all  cases  of  thyroid  malignancy 
seen,  give  a history  of  pre-existing  adeno- 
matous goiter.  It  is  thus  within  our  ability 
to  reduce  the  incidence  of  thyroid  cancer 
to  an  absolute  minimum  by  advising  re- 
moval of  the  precancerous  lesion. 

2.  Most  of  the  nodular  goiters  eventually 
give  rise  to  symptoms  of  hyperthyroidism 
and  it  is  in  association  with  this  type  of 
gland  that  the  atypical  manifestations  of  the 
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disease  are  commonly  found — the  mislead- 
ing cardiovascular,  gastrointestinal,  and  ner- 
vous system  symptoms  that  have  so  fre- 
quently been  the  cause  of  long  delay  in 
proper  curative  treatment. 

There  is  no  iodine  solution  or  salve, 
no  electrical  or  injection  treatment,  nor 
any  other  authoritatively  established 
method  of  dealing  with  these  adenomata 
except  surgery.  Once  the  nodule  is  out 
of  the  neck  it  can  do  no  further  harm, 
but  unfortunately  the  patient  too  often 
receives  the  type  of  advice  already  de- 
scribed, or  is  the  victim  of  an  ignorant 
attempt  to  “absorb  the  growth,”  or  fails 
to  seek  medical  aid  entirely.  With  those 
who  fail  to  obtain  help  until  late  in  the 
course  of  their  disease  we  can  do  but 
little,  but  with  those  patients  who  ask 
advice  early,  it  is  possible  for  us  as  a pro- 
fession to  eliminate  the  mortality  from 
thyroid  disease.  Less  than  one-third  of 
all  deaths  due  to  thyroid  disease  are  post- 
operative, and  these  are  largely  the  pa- 
tients that  have  been  long  neglected  or 
overiodinized. 

We  have  been  considering  those  obser- 
vations that  can  be  made  in  the  office  for 
the  most  part,  and  we  feel  that  the  his- 
tory and  physical  examination  are  of  par- 
amount importance  in  making  a diagnosis 
of  thyroid  disease.  There  is  one  labora- 
tory test  that  is  said  to  be  of  aid  in  solv- 
ing a given  problem,  but  the  authors  feel 
that  the  habit  of  relying  upon  the  deter- 
mination of  the  basal  metabolic  rate  as 
the  chief  criterion  for  diagnosis  has  done 
more  harm  than  good  to  physician  and 
patient  alike.  Du  Bois6  has  said,  “No 
clinician  should  send  a patient  for  a basal 
metabolism  test,  or  a roentgen  ray  exam- 
ination, or  any  other  similar  diagnostic 
procedure  until  he  has  taken  a careful 
history,  made  a thorough  physical  exam- 
ination, and  recorded  his  clinical  diag- 
nosis in  writing.”  To  this  attitude  these 
authors  wholeheartedly  subscribe  and  be- 
cause of  this  feeling  they  have  devoted 
much  of  this  presentation  to  the  import- 
ant clinical  steps  in  making  the  diagnosis. 

Determination  of  the  basal  metabolic 
rate  requires  more  detailed  consideration 
because  of  the  false  sense  of  security  it 
imparts  to  both  profession  and  laity 
which  in  turn,  has  lead  to  a growing  tide 
of  criticism  of  the  test  as  it  is  usually 
done  and  interpreted.  One  writer7  has 


indicated  that  the  clinician  must  be  suf- 
ficiently experienced  to  estimate  within 
ten  points  of  the  rate  as  actually  deter- 
mined before  he  is  qualified  to  correlate 
this  result  with  the  clinical  findings.  Ex- 
perience with  thyroid  problems  does  en- 
able the  physician  to  accurately  state 
what  the  metabolic  rate  will  be,  and  his 
clinical  judgment  is  very  often  more  re- 
liable than  a single  determination  of  the 
metabolic  rate.  We  might  well  inquire 
into  the  factors  that  contribute  to  the  dif- 
ficulties with  this  test. 

The  sources  of  error  in  determining 
the  metabolic  rate  are  four  in  number — 
the  machine,  the  technician,  the  doctor, 
and  the  patient.  We  will  presume  that 
the  apparatus  is  mechanically  in  good 
condition.  The  technician  must  have 
long  experience  with  the  test  and  must 
possess  the  rare  type  of  personality  that 
enables  her  to  gain  the  confidence  of  the 
most  irritable  and  excitable  patient.  An 
innocent  remark,  an  indifferent  attitude, 
any  one  of  many  apparently  inconsequen- 
tial things  may  be  sufficient  to  disturb 
the  patient  and  cause  an  incorrect  result. 

The  doctor  may  tell  his  patient  that  the 
test  will  determine  whether  or  not  an 
operation  is  necessary  which  is  not  only 
incorrect  but  may  also  cause  his  patient 
to  worry  and  wonder  about  the  outcome 
and  again  the  reading  will  be  inaccurate. 
The  doctor,  in  addition  to  being  judicious 
in  his  promises  for  the  test,  must  likewise 
be  cautious  in  his  interpretation  of  the 
results.  Unless  the  rate  confirms  the 
clinical  findings  in  the  presence  of  a 
goiter,  repeated  observations  are  impera- 
tive for  accuracy. 

The  patient  is  the  most  difficult  of  all 
the  sources  of  error  to  control.  Mental 
activity,  emotional  disturbances,  physical 
discomfort — these  and  many  other  trivial 
factors  combine  to  result  in  a rate  that 
does  not  represent  the  patient’s  metabolic 
level.  Familiarity  with  the  procedure  is 
of  value  in  overcoming  these  difficulties, 
and  repeated  observations  are  essential 
for  determining  the  presence  of  a truly 
elevated  metabolic  rate.  It  has  been  our 
experience  to  find  that  patients  who  show 
obvious  clinical  hyperthyroidism  will  have 
a marked  fall  in  the  rate  as  determined 
on  successive  days  that  is  entirely  out  of 
proportion  to  the  rest  in  bed  and  iodine 
received.  Patients  with  hyperthyroidism, 
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however,  will  not  show  a drop  to  normal 
values  in  two  or  three  successive  readings 
as  will  those  in  whom  the  disease  is  not 
present,  and  in  whom  there  is  no  other 
cause  for  an  elevated  rate. 

The  authors  have  recently  studied  a 
large  group  of  cases  in  which  the  symp- 
toms suggested  a possible  diagnosis  of 
thyroid  disease  or  in  which  the  diagnosis 
was  actually  made  and  in  a few  cases, 
operation  advised.  In  this  group  are  pa- 
tients that  have  been  shown  to  be  suffer- 
ing from  essential  hypertension,  organic 
heart  disease,  cardiovascular  neurosis, 
menopausal  neuroses,  psychopathic  per- 
sonalities, and  even  pregnancy.  In  addi- 
tion to  this  group  studied  in  the  hospital, 
we  have  examined  many  patients  in  the 
office  where  the  absence  of  thyroid  di- 
sease could  easily  be  determined.  These 
patients  have  been  referred  with  the 
diagnosis  of  hyperthyroidism,  usually  as 
based  on  a single,  elevated  determination 
of  the  metabolic  rate.  Palpation  of  the 
thyroid  has  revealed  a normal  gland  in 
all  of  these  patients,  and  a careful  his- 
tory failed  to  elicit  the  story  of  true 
hyperthyroidism.  A few  cases  are  char- 
acteristic of  the  entire  group  and  they 
serve  to  illustrate  the  value  of  repeated 
observations  of  the  metabolic  rate.  They 
emphasize  our  belief  that  without  palp- 
able evidence  of  goiter,  the  diagnosis  of 
hyperthyroidism  is  a dangerous  pro- 
cedure. 

Case  1.  H.  C.,  aged  twenty,  entered  the 
Albany  Hospital  complaining  of  nervous- 
ness, vertigo,  fatigability,  shortness  of 
breath,  and  tachycardia  of  two  months  dura- 
tion. Examination  revealed  cold,  moist 
hands  and  feet,  and  a normal  thyroid  gland. 
Repeated  observations  of  the  metabolic  rate 
were  all  within  normal  limits.  The  pulse 
curve  and  its  reaction  to  sleep,  rest,  and 
activity  is  portrayed  in  Fig.  4 which  illus- 
trates a typical  labile  pulse  rate.  The 
patient  was  found  to  be  an  excessive  user 
of  tobacco  and  coffee  and  the  elimination 
of  these,  together  with  a medical  regime 
of  normal  living  have  been  responsible  for 
a well  patient. 

Case  2.  G.  S.,  aged  twenty-three,  entered 
the  Albany  Hospital  because  of  nervousness, 
tremor,  tachycardia,  weakness,  and  fatig- 
ability of  three  years  duration.  He  had 
been  taking  Lugol’s  solution  for  three 
months  without  improvement  in  his  symp- 
toms. A metabolic  rate  in  another  city  was 
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Fig.  4.  Marked  variations  of  pulse  curve  due 
to  rest  and  exercise. 
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reported  as  plus  thirty-four  percent  and  on 
the  basis  of  this  one  observation,  an  opera- 
tion had  been  advised.  The  metabolic  rate 
was  determined  as  plus  eighteen  per  cent 
and  the  following  day  as  plus  five.  The 
thyroid  gland  was  normal.  The  pulse  rate 
(Fig.  5)  again  varied  with  the  activity  of 
the  patient,  although  not  so  widely  as  in 
the  first  case.  With  this  patient  also,  med- 
ical management,  chiefly  concerned  with 
proper  living,  has  relieved  the  symptoms. 

Case  3.  J.  K.,  aged  fifty-seven,  entered 
the  Albany  Hospital  for  relief  from  ner- 
vousness, tremor,  headaches,  weakness,  ex- 
cessive fatigability,  emotional  instability, 
and  irritability  of  one  year’s  duration.  Ex- 
amination revealed  arteriosclerosis,  moist, 
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cold  hands  and  feet,  and  a normal  thyroid 
gland.  The  first  basal  metabolic  rate  was 
plus  31.5  per  cent,  two  days  later,  plus  13.5 
per  cent,  and  after  three  more  days,  without 
any  medication,  the  metabolic  rate  was 
minus  fifteen  per  cent. 

Case  4.  M.  C.,  aged  forty-one,  was  ex- 
amined in  the  office  because  a diagnosis  of 
hyperthyroidism  had  been  made  and  the 
patient  advised  to  have  an  operation.  She 
complained  of  nervousness,  slight  tachycar- 
dia, and  amenorrhea  of  three  months  dura- 
tion. The  basal  metabolic  rate,  on  which 
the  diagnosis  had  originally  been  based, 
was  plus  twenty-one  percent.  Gynecological 
consultation  confirmed  the  impression  of 
pregnancy.  The  thyroid  gland  was  normal 
to  palpation. 

The  results  of  determining  the  meta- 
bolic rate  in  patients  with  nodular  goiters 
have  been  equally  unfortunate  in  their  in- 
terpretation. A patient  with  a visible 
nodule  is  told  that  operation  is  not  neces- 
sary because  the  metabolic  rate  is  found 
to  be  normal  or  below.  Thyroid  extract 
has  even  been  prescribed  because  the  rate 
was  discovered  to  be  below  normal  levels. 
Large,  colloid  goiters,  and  adenomatous 
goiters  very  commonly  are  associated 
with  a subnormal  metabolic  rate  but  the 
treatment  is  nonetheless  surgical.  After 
removal  of  these  pathological  lesions,  the 
metabolic  rate  will  return  to  normal  and 
the  mild  symptoms  of  hypothyroidism 
disappear. 

Hyperthyroidism  may  exist  with  a 
metabolic  rate  that  is  within  the  limits 
considered  to  be  normal.  The  literature 
on  this  peculiarity  is  rapidly  becoming 
more  voluminous,  and  mention  is  fre- 
quently made  of  this  phenomena  in  the 
reports  of  large  numbers  of  toxic  pa- 
tients. The  only  explanation  offered  for 
this  curious  association  of  a low  meta- 
bolic rate  with  hyperthyroidism  is  the 
fact  that  we  do  not  know  what  the  nor- 
mal rate  for  the  patient  in  question  really 
is.  Plus  ten  per  cent  may  actually  repre- 
sent an  elevation  of  twenty  points.  The 
most  striking  example  of  this  group  that 
the  authors  have  studied  was  a patient8 
in  whom  the  metabolic  rate  was  minus 
twelve  to  minus  thirteen  per  cent  on  three 
successive  determinations,  and  yet,  his- 
tological evidence  of  hyperplasia  was  ob- 
tained by  a subtotal  thyroidectomy  that 
relieved  the  patient  of  her  symptoms. 

It  becomes  obvious  that  the  metabolic 


rate  is  often  misleading  and  may  result  in 
an  unfortunate  experience  for  both  pa- 
tient and  physician.  The  financial  and 
even  physical  loss  resultant  from  placing 
reliance  upon  the  test  for  diagnosis  is  in- 
calculable. It  becomes  a grave  challenge 
to  the  profession  to  prevent  these  losses, 
a challenge  that  is  easy  to  accept  if  we 
appreciate  with  Du  Bois9  that  the  basal 
metabolism  is  not  always  a reliable  guide 
to  the  diagnosis. 

We  are  now  at  a point  in  our  consider- 
ation of  thyroid  disease  where  some  form 
of  treatment  is  to  be  prescribed.  The 
tremendous  reduction  in  both  morbidity 
and  mortality  that  has  come  from  the 
work  of  Plummer  with  iodine,  can  only 
be  fully  appreciated  by  those  who  dealt 
with  the  surgical  problems  of  thyroid  dis- 
ease before  and  after  the  widespread  use 
of  this  drug.  Those  of  us  whose  experi- 
ence does  not  include  the  preiodine  period 
of  thyroid  surgery  see  that  the  most 
valuable  contribution  made  to  thyroid 
surgery  in  many  decades  is  regarded  as 
a panacea  without  any  thought  of  the 
economic  loss  or  even  fatal  outcome  that 
may  follow  the  injudicious  use  of  this 
remedy.  Knowledge  that  iodine  will  pro- 
duce a remission  in  the  course  of  hyper- 
thyroidism, has  led  the  public  and  the 
profession  alike  into  extraordinary  mis- 
application of  this  information. 

The  maximum  benefit  from  the  use  of 
compound  solution  of  iodine  is  obtained 
in  from  ten  to  fourteen  days,  a fact  so 
well-established  that  it  need  only  be  men- 
tioned. It  does  remain  to  show  that  long- 
continued  use  of  the  drug  in  hyperthy- 
roidism is  responsible  for  increased  mor- 
bidity and  elevated  mortality  in  goiter 
surgery.  Increase  in  morbidity  is  difficult 
to  express  adequately,  but  experience 
teaches  us  dearly  that  those  patients  who 
have  received  iodine  before  preparation 
for  surgery  are  more  dangerous  operative 
risks.  There  are  so  many  variables  in  the 
stay  of  any  one  patient  in  hospital  that 
comparisons  suffer  accordingly,  neverthe- 
less, in  comparing  two  groups  some  en- 
lightening facts  are  found.  Those  patients 
that  received  iodine  before  admission  had 
a slightly  longer  hospital  stay  than  the 
group  that  first  received  iodine  as  a prep- 
aration for  surgery.  The  average  pulse 
drop  of  the  iodinized  group  was  ten 
points  less  than  the  control  group.  Weight 


Number  10] 


THYROID  DISEASE 


763 


change  in  those  already  taking  iodine 
averaged  a loss  of  three  pounds  preoper- 
atively  while  the  other  group  averaged  a 
weight  gain  of  one  pound.  There  were 
more  two-stage  operations  necessary  to 
insure  safety  in  the  group  receiving  iodine 
before  hospitalization. 

An  analysis  of  twenty-five  postopera- 
tive deaths  that  have  occurred  in  the  last 
ten  years  has  revealed  that  fifty  per  cent 
of  these  patients  received  iodine  medica- 
tion before  coming  to  surgical  treatment. 
The  average  duration  of  the  goiter  for  the 
entire  group  was  twenty  years.  Six 
deaths  that  occurred  preoperatively  in  the 
same  period  when  studied  showed  that 
five  of  the  six  had  been  treated  for  heart 
disease  for  periods  as  long  as  two  years 
and  the  sixth  had  received  iodine  therapy 
for  the  four  months  of  her  hyperthyroid- 
ism. Early  diagnosis  and  prompt  surgi- 
cal treatment  would  have  restored  these 
patients  to  a useful  life.  Such  are  the 
problems  that  comprise  the  one  per  cent 
mortality  that  must  be  maintained  by  any 
surgeon  operating  upon  large  numbers  of 
goiter  patients.  This  low  rate  is  in  con- 
trast with  the  general  mortality  rate  for 
thyroid  surgery  of  ten  to  twelve  per  cent 
as  indicated  by  Hicken.10 

The  warning  signals  against  abuse  of 
iodine  were  early  raised  by  Haggard  and 
Floyd11  in  1928,  when  they  asserted  that 
“the  diagnosis  of  hyperthyroidism  is  the 
indication  for  operation.”  Hume12  showed 
in  1931  that  the  misinterpretation  of  the 
marked  improvement  with  Lugol’s  solu- 
tion led  to  a false  sense  of  security  and  a 
feeling  of  cure  with  consequent  delay  in 
the  inevitable  surgery  beyond  the  opti- 
mum time.  Means13  has  likened  the  tem- 
porary improvement  obtained  by  iodine, 
to  applying  the  brakes  on  a fast  moving 
car  while  the  accelerator  is  still  open. 
The  disease  is  only  slowed  in  its  progres- 
sion and  not  cured.  More  recently  Weth- 
erell  and  Groat14  have  drawn  our  atten- 
tion to  the  fact  that  not  only  is  the  eco- 
nomic loss  to  the  patient  greater  when 
there  is  a medical  attempt  to  cure  hyper- 
thyroidism by  iodine,  but  more  important, 
the  morbidity  is  markedly  increased. 


These  authors  show  that  most  of  the  one 
percent  mortality  of  the  experienced  sur- 
geon is  due  to  large  substernal,  and  long 
neglected  toxic  goiters,  not  a few  of 
which  have  been  made  iodine  fast  by  too 
long  medication.  With  regard  to  pre- 
scribing iodine  Wetherell  and  Groat  say 
“that  the  importunings  of  the  patient 
should  influence  the  judgment  of  the 
physician  is  inexcusable.  That  ‘another 
will  if  I do  not’  is  even  more  question- 
able logic.”  With  more  widespread  rec- 
ognition of  the  truth  of  these  warnings 
will  come  a marked  drop  in  the  morbidity 
of,  and  mortality  from  thyroid  disease. 

Summary 

1.  Accurate  diagnosis  of  thyroid  gland 
disease  must  be  based  upon  a carefully 
taken  history  and  an  adequate  physical 
examination. 

2.  The  metabolic  rate  as  ordinarily  de- 
termined will  neither  establish  a diagno- 
sis nor  indicate  the  necessary  treatment. 

• 3.  The  use  of  iodine  should  be  re- 
stricted to  the  preoperative  preparation  of 
the  patient.  Rarely  will  it  be  necessary  to 
prescribe  this  drug  as  an  aid  in  making  a 
diagnosis. 

4.  Observation  of  these  three  simple 
fundamentals  in  the  diagnosis  and  man- 
agement of  thyroid  problems,  will  inevit- 
ably lead  to  a marked  reduction  in  the 
mortality  from  thyroid  disease. 

149s  Washington  Ave. 
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Discussion 

Dr.  Raymond  P.  Sullivan,  New  York  tention  by  Dr.  Beilby  are  truly  significant 

City — The  features  of  diagnosis  and  manage-  and  worthy  of  emphasis.  This  is  so,  because 

ment  of  thyroid  disease  brought  to  our  at-  an  experience  of  three  thousand  cases  offers 
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real  opportunity  for  the  analysis  of  details 
sufficient  for  the  deductions  made  and  justi- 
fication for  enumerating  them. 

The  problems  presented  plainly  indicate 
that  they  involve  directly  or  indirectly  every 
phase  of  medical  practice.  Therefore,  the 
subject  is  a varied  and  complex  one,  which 
no  one  individual  has,  as  yet,  fully  grasped, 
for  no  one  individual  seems  to  know  enough 
about  it,  to  do  that.  But,  as  time  marches 
on,  and  contributions,  like  the  one  here 
today,  are  made,  a better  recognition  and 
evaluation  of  the  atypical  findings  and  symp- 
toms will  furnish  evidence  for  earlier  diag- 
nosis and  appropriate  treatment  before  per- 
manent damage  is  done  to  important  vital 
organs  like  the  heart,  liver,  nervous  sys- 
tem, etc. 

A practical  application  to  be  derived 
from  such  lessons  will  be  enhanced  by  an 
appreciation  of  the  structural  changes  in 
the  thyroid  gland  incident  to  the  various 
types  of  goiter.  The  value  of  such  under- 
standing is  contingent  on  keeping  in  mind 
the  histology  of  the  normal  thyroid.  Briefly, 
we  know  the  thyroid  is  a highly  vascular 
organ,  invested  by  a thin  capsule  of  con- 
nective tissue,  which  projects  into  its  sub- 
stance, and  divides  it  into  masses  of  irreg- 
ular form  and  size.  The  vesicles  are  lined 
with  cuboidal  or  low  columnar  epithelium 
supported  by  a sustentacular  tissue  common 
to  gland  structure.  Groups  of  cells  in  the 
intervesicular  spaces  have  been  considered 
as  reserve  parenchymal  cells,  from  which 
new  acini  are  formed.  Whether  or  not 
this  concept  has  been  definitely  traced,  is 
open  to  question.  However,  such  a concep- 
tion is  fundamental  in  the  study  of  thyroid 
pathology  as  related  to  functional  activity. 

There  are  three  types  of  structural  change 
in  the  pathological  thyroid,  most  frequently 
encountered. 

1.  Fluctuations  in  the  amount  of  colloid  stored 
in  the  vesicles — known  as  “colloid  goiter.” 

2.  Hypertrophy  or  hyperplasia  of  vesicular 
epithelium — “exophthalmic  goiter.” 

3.  Development  of  new  acini — “adenoma.” 

These  structural  changes  give  rise  to  a 
variety  of  clinical  conditions.  For  a long 
time  confusion  existed,  because  of  a lack 
of  a simple  classification  of  the  pathological 
entities  in  the  thyroid.  Personally,  after 
more  than  twenty-five  years  of  study  and 
management  of  thyroid  cases,  the  simple  and 
lucid  classification  suggested  by  the  late 
Henry  S.  Plummer,  has  been  followed  with 
satisfaction  and  comfort,  especially  after 
having  learned — by  personal  observation — 
its  value  and  importance  on  patients  man- 
aged by  Dr.  Plummer  himself.  His  classi- 
fication is: 


1.  Simple  goiter  (colloid  or  adolescent) 

2.  Exophthalmic  goiter  (Grave’s  disease) 

3.  Adenoma  (toxic  or  nontoxic) 

4.  Carcinoma,  tuberculosis,  thyroiditis,  etc. 

This  grouping  was  never  intended  by 
Plummer  to  be  considered  as  a scientific 
classification  of  goiters,  for  he  believed  that 
we  did  not  have  enough  knowledge  to  war- 
rant making  a scientific  classification.  How- 
ever, he  announced  more  than  twenty  years 
ago,  “that  a definite  and  constant  relation- 
ship of  the.  clinical  symptoms  and  patholog- 
ical conditions  existed  in  cases  of  hyper- 
thyroidism.” It  is  noteworthy  that  since  this 
statement,  there  has  developed  a prepon- 
derance of  opinion  in  agreement  with  Plum- 
mer, which  is  indicated  by  Dr.  Beilby. 

True  hyperthyroidism  is  met  principally 
in  two  types  of  structural  change  within 
the  thyroid.  They  are  ex  ophthalmic  goiter 
and  hyperfunctioning  adenomatous  goiter. 
It  is  quite  possible  that  mild  hyperthyroid- 
ism may  be  present  in  other  conditions  like 
essential  hypertension  or  psychoneurotic 
conditions.  However,  it  is  worthy  of  note 
that  one  must  avoid  the  diagnosis  of  hyper- 
thyroidism in  cases  of  gastrointestinal  condi- 
tions like  enteroptosis  with  stasis  and  its 
associated  toxic  state  producing  a syndrome 
of  fatigue,  tachycardia,  and  possibly  mental 
irritability  and  mild  tremors  associated  with 
a thyroid  which  may  be  palpable  with  diffi- 
culty, and  diagnosed  as  hyperthyroidism. 
Such  an  individual  may  acquire  a fixed  idea 
and  desire  thyroid  surgery.  The  lack  of 
definite  findings  consonant  with  true  hyper- 
thyroidisms will  guide  the  careful  diagnos- 
tician to  the  proper  opinion. 

One  might  designate  such  cases  as  “rela- 
tive hyperthyroidism”  for  they  will  fail  to 
reveal  the  usual  reactions  that  must  ac- 
company an  elevation  of  the  rate  of  energy 
transformation  in  the  body,  found  in  true 
hyperthyroidism,  and  on  more  than  one  test. 

Hyperthyroidism  associated  with  adeno- 
matous goiter  is  a progressive  condition 
without  remission.  The  toxic  symptoms  are 
always  preceded  by  the  presence  of  goiter. 
The  clinical  manifestations  of  toxicity  may 
n6t  be  appreciated  or  develop  for  years,  and 
hence  fail  to  be  recognized  until  treatment 
for  cardiovascular  disturbances  or  muscle 
weakness  reveals  the  necessity  of  determin- 
ing a persistent  and  progressive  etiology. 
Such  etiologic  factor  can  be  a result  of  a 
hyperfunctioning  adenoma  in  the  thyroid,  as 
emphasized  by  Dr.  Beilby.  It  is  this  type 
of  goiter  case  that  the  surgeons  so  often 
receive  at  a late  stage,  and  hence  must 
accept  the  responsibilities  of  the  increased 
risk.  These  cases  present  the  problems 
calling  for  extraordinary  caution  and  ex- 
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pert  management.  Another  serious  problem 
met  in  the  surgical  treatment  of  adenoma- 
tous goiter  is  the  toxic  case  produced  by 
the  unintelligent  use  of  iodine,  in  a previ- 
ously nontoxic  adenoma.  The  most  frequent 
complications  encountered  in  these  neglected 
adenomatous  goiters  are  heart  failure  and 
embolism.  Therefore,  the  warnings  of  Dr. 
Beilby  are  not  only  pertinent  but  eminently 
justified. 

In  exophthalmic  goiter  the  essential  char- 
acteristic of  all  cases  is  remission.  The 
goiter  develops  after  the  symptoms  are  pres- 
ent. They  are  either  remittent  or  chronic. 
The  remissions  are  often  mistaken  for  cures 
only  to  have  the  entire  picture  suddenly 
renewed  by  fright,  sickness  or  overwork. 
In  the  chronic  form  the  disease  progresses 
slowly  and  is  usually  mild  in  its  course.  In 
either  type  the  longer  the  progress  of  the 
disease,  the  greater  the  risk,  because  of  the 
consequential  damage  to  vital  organs. 

As  a result  of  our  own  experience  we 
feel  convinced  that  a simple  formula  in 
diagnosis  which  has  proved  helpful  and 
satisfactory  is  as  follows : Goiter  plus 

symptoms  equals  adenoma:  Symptoms  plus 
goiter  equals  exophthalmic  goiter.  Of  course, 
by  symptoms  we  mean  the  signs  of  tachy- 
cardia, tremors,  mental  excitability  or  irrit- 
ability, weight  loss,  etc. 

Intelligent  management  and  treatment  of 
hyperthyroidism  is  best  when  there  is  an 
appreciation  of  the  histologic  changes  which 
have  occurred  and  are  occurring  in  the 
thyroid;  also  the  consideration  of  each  case 
as  an  entity.  Many  procedures  have  been 
suggested  and  used.  The  claims  of  success 
are  at  times  enthusiastic  and  at  times  pessi- 
mistic. I refer,  of  course,  to  the  nonsurgi- 
cal  procedures.  However,  it  is  my  convic- 
tion that  surgery  offers  the  principal  mode 
of  attack,  and  by  it  the  most  efficient  and 
beneficial  results  are  obtained.  I do  not 
advocate  surgery  as  the  primary  mode  of 
attack,  because  proper  preliminary  measures 
are  not  only  essential,  but  definitely  the 
factors  which  influence  both  the  morbidity 
and  the  immediate  and  late  mortality. 

A standard  preoperative  preparation  of 
patients  with  hyperthyroidism  cannot  be 
rigidly  outlined  suitable  for  all  cases.  The 
preparation  must  be  adapted  to  the  individ- 
ual patient,  because  no  two  cases  present  the 
same  degree  of  toxicity.  There  are,  how- 
ever, essential  factors  of  preparation  to  be 
employed  in  all  cases  of  exophthalmic  goiter. 
They  are  (1)  the  use  of  iodine  immediately 
preoperative  for  six  to  ten  or  more  days,  (2) 
physical  and  mental  rest,  and  (3)  high 
caloric  diet.  In  cases  of  hyperthyroidism 
associated  with  adenomatous  goiter  the 


principles  are  similar,  except  the  use  of 
iodine.  We  believe  that  iodine  intensifies 
the  symptoms  in  toxic  adenoma  and  may 
convert  a nontoxic  adenoma  into  a toxic 
state.  If  one  can  be  convinced  that  a mixed 
type  of  gland  exists,  then  iodine  may  be 
used.  Iodine  in  nodular  goiters  may  be  bene- 
ficial, but  the  nodules  will  most  frequently 
be  found  colloid  rests  and  not  true  adeno- 
mata. 

An  important  preoperative  factor  deserv- 
ing of  emphasis  concerns  weight  loss.  Rapid 
or  persistent  loss  of  weight  associated  with 
hyperirritability  and  easy  fatigue  are  danger 
signals  of  an  impending  crisis,  and  definitely 
contraindicates  operation.  Such  cases  should 
receive  glucose  in  generous  amounts  both 
pre-  and  postoperatively,  for  it  must  be  re- 
membered that  liver  damage  in  severe  thy- 
rotoxic states  depletes  the  glycogen. 

The  length  of  time  for  postponement 
of  surgery  will  of  course  vary  in  direct 
proportion  to  the  duration  and  degree  of 
intoxication.  Here  again  I wish  to  em- 
phasize points  brought  out  by  Dr.  Beilby 
concerning  the  use  or  misuse  of  iodine 
in  goiter  patients.  Undoubtedly,  the  dos- 
age and  length  of  time  for  its  proper  use 
will  sooner  or  later  be  stabilized,  but  until 
that  time,  the  profession  should  heed  the 
warning,  and  not  overlook  the  danger  that 
can  exist,  if  the  principles  underlying  its 
use,  are  not  clearly  understood.  There  is 
much  more  in  the  use  of  iodine  in  hyper- 
thyroidism than  just  the  idea  of  a method 
of  treatment.  Back  of  it,  is  the  unaltera- 
tive necessity  to  make  a definite  histologic 
diagnosis,  and  advise  surgery  at  a proper 
time  under  experienced  hands. 

Operation  in  hyperthyroidism  will  fail 
to  cure  when  an  insufficient  amount  of 
gland  is  removed,  or  when  there  is  a res- 
idual cardiovascular  disease  or  true  neuro- 
sis. Also,  unsatisfactory  results  are  mani- 
fested by  recurrent  hyperthyroidism.  Can 
any  definite  rule  be  formulated  to  avoid 
such  complications?  It  cannot.  To  prac- 
tice a routine  removal  of  a fixed  amount 
will  result  in  many  failures.  Since  the  re- 
introduction  of  Lugol’s  solution  in  exoph- 
thalmic goiter,  the  mortality  and  compli- 
cations encountered,  during  the  era  of 
multiple  stage  operations  are  greatly  re- 
duced, and  the  ultimate  results  better.  In 
exophthalmic  goiter,  prepared  by  proper 
recognition  of  factors  of  safety,  the 
amount  of  gland  to  be  excised  will  depend 
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on  the  amount  of  involution  which  has 
taken  place.  Where  the  involution  has 
been  extensive,  the  amount  of  gland  to  be 
left  will  be  greater  than  where  the  invo- 
lution is  limited,  or  not  easily  recognizable. 
In  single  adenoma,  enucleation  with  re- 
moval of  a wedged-shaped  piece  of  the 
same  lobe  after  division  of  the  isthmus 
suffices.  There  should  always  be  careful 
exploration  of  the  opposite  lobe  for  adeno- 
mata, and  removed  if  found.  In  the  pres- 
ence of  multiple  adenomata,  careful  re- 
moval of  all  tumors  and  division  of  isth- 
mus is  the  procedure  of  choice.  This  is 
warranted  as  a prevention  against  the 
development  of  further  toxic  symptoms, 
and  the  avoidance  of  a possible  carcinoma 
change.  Carcinoma  constitutes  eighty  to 
eighty-five  per  cent  of  the  malignant 
tumors  of  the  thyroid  and  originates  in 
the  majority  of  cases  in  a pre-existing 
adenoma. 

The  surgeon’s  responsibility  does  not 
end  with  a successful  operation.  Either 
he  should  personally  direct  the  recon- 
struction of  the  patient,  or  he  should  see 
to  it,  that  the  family  physician  recognizes 
the  importance  of  proper  aftercare,  if  the 
patient  is  to  receive  the  fullest  benefit 
from  the  surgical  treatment.  True,  the 
operation  has  removed  the  mechanical 
obstruction,  or  has  arrested  the  hyper- 
functioning thyroid,  but  the  overtaxed  or- 
ganism cannot  respond  at  once.  Nutri- 
tional disturbances,  resultant  from  in- 
creased metabolism,  deserve  attention, 
and  proper  rebuilding  should  take  into 
consideration  all  factors,  such  as  damaged 
muscle  fiber,  whether  located  in  the  heart, 
skeletal  system  or  gastrointestinal  tract. 

It  should  recognize  the  injury  to  the 
nervous  system,  prone  to  respond  to 
proper  rest,  food,  and  exercise.  The  other 
tissue  demanding  consideration  is  the 
blood  which  needs,  as  a rule,  only  the 
element  of  proper  food. 

Dr.  Arthur  S.  McQuillan,  New  York 
City — In  regard  to  symptoms,  it  has  been 
my  experience  that  fatigability  (the  lack 
of  endurance)  is  most  common  in  thyroid 
disease.  It  is  often  lost  sight  of  by  both 
patient  and  doctor  due  to  the  predominating 
symptoms  of  push  and  drive  exhibited  by 
these  patients.  In  the  slow  development 
of  hyperthyroidism,  there  is  often  recog- 
nized the  early  phase  of  hypothyroidism 
in  which  this  symptom  of  fatigue  predomi- 


nates. Under  the  term  “fatigue  disease,” 
thyroid  disturbances  have  been  described 
by  other  observers  in  this  field.  If  thyroid 
disease  could  be  recognized  and  treated 
in  this  early  phase,  the  later  toxic  phase 
might  be  avoided. 

In  many  instances,  subjectively  the  hy- 
perthyroid complains  less  than  the  hypo. 
She  will  often  say,  /‘There  is  nothing  wrong 
with  me.  I feel  all  right.”  She  cannot 
understand  why  operation  is  necessary, 
when  it  is  quite  evident  to  the  doctor  that 
she  has  many  of  the  severe  signs  of 
Graves’  disease. 

Such  subjective  symptoms  as  nervousness 
complained  of  by  the  patient,  and  not  merely 
recognized  by  others — inward  tremor  and 
shortness  of  breath  (the  inability  to  get 
a deep  or  satisfactory  breath) — are  quite 
common  in  mild  hypothyroid  disturbances 
as  well  as  in  hyperthyroid  disturbances. 

As  Dr.  Beilby  has  said,  weight  loss  and 
increased  food  intake  are  very  definite  and 
important  symptoms  of  true  toxic  goiter. 
This,  supported  by  an  elevated  basal  meta- 
bolic rate,  is  important  evidence  in  making 
a diagnosis. 

He  has  called  attention  to  the  fact 
that  often  the  patient  comes  with  symptoms 
referable  only  to  the  heart.  This  is  true 
and  is  most  often  seen  in  the  cases  of 
nodular  goiter.  In  this  instance  the  pa- 
tient has  had  the  goiter  for  years  and 
the  first  complaint  is  heart  trouble.  This 
as  Dr.  Beilby  points  out  comes  in  the 
elderly  patient,  not  with  the  diffuse  toxic 
goiter.  Here  the  younger  patient  comes 
soon  after  onset  of  the  trouble,  because 
such  symptoms  as  sudden  and  great  loss 
of  weight  and  severe  nervous  manifesta- 
tions drive  the  patient  to  seek  relief. 

In  diffuse  toxic  goiter,  the  vagotonic 
disturbances  manifest  themselves  symptom- 
ically  in  the  way  of  frequent  bowel  move- 
ments or  diarrhea  and  vague  abdominal 
pains — hence  the  confusion  with  colitis — 
peptic  ulcer  or  gall-bladder  disease,  as  Dr. 
Beilby  states. 

Transitory  glycosuria  is  recognized  to 
occur  not  infrequently  in  toxic  goiter,  and 
is  probably  due  to  a disturbed  adrenal 
function  and  not  a true  diabetes.  How- 
ever, one  must  always  be  on  the  alert  in 
recognizing  a true  diabetes  complicating 
a toxic  goiter.  This  condition  is  not  in- 
frequent, and  when  it  does  occur  in  as- 
sociation with  toxic  goiter  requiring 
surgery,  it  is  a most  grave  condition  if 
not  recognized.  Tinker  and  others  have 
pointed  out  this  condition  and  especially 
the  fact  that  a latent  diabetes  may  come  to 
the  surface  immediately  following  thyroid 
surgery.  Hence  the  value  of  preoperative 
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and  immediate  postoperative  examination 
of  the  urine. 

Findings  to  arrive  at  diagnosis ; Presence 
of  Goiter:  As  Dr.  Beilby  says,  the  goiter 
may  be  small  and  hard  to  palpate  even 
though  other  signs  are  most  evident.  Es- 
pecially is  this  so  in  men  with  heavy 
neck  muscles.  At  operation  the  gland  is 
usually  larger  than  one’s  conception  of  it 
gained  by  clinical  examination. 

I recommend  Dr.  Beilby’s  method  of 
palpating  the  gland,  but  I would  add  that 
one  obtains  more  relaxation  of  the  neck 
muscles  by  examining  the  patient  in  the 
prone  position. 

In  borderline  and  obscure  cases,  I be- 
lieve one  is  justified  in  using  iodine  as  a 
diagnostic  test — especially  if  the  patient 
has  had  no  previous  iodine  medication, 
otherwise  the  result  of  the  test  may  not 
be  sufficient  to  give  one  a clue  to  diagnosis. 

In  regard  to  blood  pressure,  I believe 
that  the  pulse  pressure  is  increased  not 
only  by  a lowered  diastolic,  but  also  by  a 
raised  systolic  pressure.  We  see  this 
during  operative  procedure  and  have  come 
to  regard  a rising  systolic  pressure  as  a 
dangerous  signal  and  a warning  to  cut 
short  operative  procedure  by  doing  a liga- 
tion or  a single  lobectomy. 

Dr.  Beilby  states  that  eye  symptoms 
when  present  are  significant,  but  they  do 
not  have  to  be  present  and  when  existing 
alone  can  be  due  to  other  conditions. 


Nodular  goiter:  I cannot  support  Dr. 
Beilby  too  strongly  in  his  attitude  towards 
nodular  goiter.  Surgery  is  the  only  means 
of  treatment  and  it  is  well-known  that 
when  left  alone,  malignancy  or  cardiac 
damage  results. 

Basal  metabolism:  I agree  with  Dr. 
Beilby  that  more  and  more  are  we  realizing 
that  this  test  cannot  solely  be  relied  upon 
either  in  making  a diagnosis  of  thyroid 
disease  or  in  evaluating  a surgical  risk. 
To  tell  a patient  that  this  is  a test  to  deter- 
mine the  need  of  an  operation  is  nothing 
less  than  stupid.  As  Dr.  Beilby  points  out 
repeated  determinations  are  necessary  and 
even  these  results  should  not  influence  our 
opinion  when  unaccompanied  with  other 
positive  evidence. 

Treatment:  I hope  Dr.  Beilby’s  advise 
in  the  use  of  iodine  will  be  spread  far  and 
wide.  Ten  years  ago,  one  never  saw  a 
case  of  hyperthyroidism  that  had  not  been 
treated  with  large  doses  of  iodine  for 
months  or  years.  This  resulted  in  neglected 
cases,  cardiovascular  complications,  multi- 
ple stage  surgery,  and  high  mortality  and 
morbidity.  Iodine  has  no  place  in  the 
treatment  of  hyperthyroidism  except  in  the 
preparation  for  surgery. 

I congratulate  Dr.  Beilby  on  his  splendid 
paper  and  I am  glad  to  have  the  opportun- 
ity to  emphasize  his  views  in  regard  to  the 
value  of  the  basal  metabolic  test  and  the 
use  of  iodine  in  thyroid  disease. 


NO  UNIONIZATION  OF  PROFESSIONAL  GROUPS 


The  council  of  the  Oregon  State  Medical 
Society  at  a meeting  in  January  adopted 
a statement  of  policy  concerning  attempts 
that  have  been  made  to  organize  established 
professional  groups  and  groups  of  persons 
engaged  in  services  supplementary  to  pro- 
fessional work  into  labor  unions. 

Such  efforts  must  be  opposed,  the  state- 
ment says,  as  quoted  in  the  Illinois  Medical 
Journal,  in  the  interest  of  maintaining  the 
freedom  of  action  and  initiative  essential 
to  carrying  on  and  improving  the  standards 
of  professional  services.  The  statement 
points  out  that  the  principles  and  methods 
which  may  be  legitimately  employed  by 
labor  organizations  are  incompatible  with 
the  practice  of  a profession. 

Labor  organizations  have  for  their  prime 
object  the  improvement  of  wages,  hours 
and  conditions  of  employment  for  their 
members ; the  medical  profession  has  as- 
sumed the  obligation  of  caring  for  the  sick 
and  injured,  “without  discrimination  on 
account  of  racial,  religious  or  other  con- 


ditions of  the  kind,  continuously  and 
unflaggingly  in  peace,  war,  flood,  fire,  pesti- 
lence, come  what  may,”  the  statement  con- 
tinues. 

“It  must  not  put  the  compensation  or 
convenience  of  its  members  before  the 
public  need.  It  would  be  unthinkable  for 
the  medical  profession  or  any  other  group 
engaged  in  the  healing  arts  to  refuse  to 
render  the  services  it  has  undertaken  to 
perform,  to  go  on  strike  and  prevent  others 
from  taking  up  its  work.” 

The  Oregon  State  Federation  of  Profes- 
sional Societies  has  also  adopted  a resolu- 
tion to  the  effect  that  affiliation  of  its 
members  with  trade  unions  or  similar  or- 
ganizations is  incompatible  with  the  obliga- 
tions of  professional  men  and  women  and 
hence  detrimental  to  the  public  welfare. 
The  federation  is  made  up  of  the  state 
dental  association,  graduate  nurses’  associa- 
tion, medical  society,  pharmaceutical  asso- 
ciation, society  of  radiographers  and 
veterinarians’  association. 


DUODENAL  STASIS 


John  M.  Barnes,  M.D.,  Buffalo  and  Daniel  E.  Stedem,  M.D.,  Kenmore 
From  the  Department  of  Radiology , Millard  Fillmore  Hospital , Buffalo 


The  condition  variously  known  as 
duodenal  stasis,  intermittent  partial  duo- 
denal obstruction,  writhing  or  surging 
duodenum  has  been  the  subject  of  rather 
voluminous  and  controversial  literature. 
We  hope  neither  to  completely  review 
this  literature  nor  settle  many  of  the 
controversial  points.  Rather  it  is  our 
purpose  to  report  our  experiences  in  deal- 
ing with  the  condition  and  urge  the  ne- 
cessity of  its  more  universal  and  early 
recognition. 

Classically  duodenal  stasis  occurs  in 
the  ptotic,  hollow-chested,  long-waisted 
asthenic  or  ulcer  type  of  individuals. 
We  may  further  identify  this  constitu- 
tional type  with  effort  syndrome,  hyper- 
thyroidism, sudomotor  and  vasomotor  in- 
stability, and  those  numerous  indefinite 
symptom  complices  called  neuroses. 

In  these  patients  abdominal  symptoms 
may  appear  at  any  time  from  childhood 
to  adult  life  and  vary  in  severity  from  the 
most  vague  dyspepsia  to  severe  and  pro- 
longed nausea  and  vomiting.  Ulcer,  gall- 
bladder disease,  and  appendicitis  may  be 
simulated  but  throughout  the  case  his- 
tories is  noted  a strong  tendency  to  peri- 
odic attacks  of  nausea  or  vomiting  often 
associated  with  migrainous  types  of  head- 
aches. The  course  is  often  intermittent 
with  long  periods  of  relative  well-being. 
The  greatest  incidence  is  found  in  fe- 
males, though  males  are  by  no  means 
immune. 

In  the  most  severe  cases  with  pro- 
longed bilious  vomiting  a clinical  suspi- 
cion of  the  true  condition  can  be  enter- 
tained with  some  degree  of  accuracy. 
However,  in  the  less  clearly  defined  cases 
clinical  conclusions  are  highly  inaccurate. 
The  indefinite  symptomatology  in  this 
latter  group  is  responsible  for  their 
being  relieved  successively  and  ineffect- 
ually of  most  of  their  removable  abdom- 
inal organs  together  with  their  teeth  and 
tonsils.  The  temporary  improvement 
following  each  abdominal  operation  is 
probably  attributable  to  bed  rest  and  is 
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comparable  to  the  relief  obtained  by  the 
Weir  Mitchell  type  of  treatment.  How- 
ever, the  end  result  of  the  extirpations  is 
usually  unsatisfactory  unless,  of  course, 
frankly  pathological  organs  are  removed 
and  in  the  end  stage  we  have  the  undesir- 
able superimpositions  of  adhesions,  meno- 
pausal symptoms,  and  poor  mastication 
on  the  original  complaint. 

It  is  only  by  means  of  gastrointestinal 
x-ray  examination  that  the  majority  of 
these  cases  can  be  diagnosed.  Charac- 
teristically one  finds  an  atonic,  ptotic 
type  of  stomach  with  evidence  of  some 
drag  at  the  superior  duodenal  angle  and 
again  at  the  ligament  of  Treitz.  The 
duodenal  loop  comprised  of  descending 
and  ascending  portions,  together  with  the 
lower  angle  show  varying  degrees  of 
stasis  or  puddling,  dilation  and  writhing 
or  surging.  Here  a pitfall  in  diagnosis 
is  encountered  since,  in  persons  of  this 
build  and  even  in  those  of  sthenic 
habitus,  a minor  degree  of  the  three 
cardinal  signs — puddling,  dilatation,  and 
reverse  peristalsis — may  be  present.1,2  It 
is,  therefore,  necessary  to  have  a well- 
defined  mental  image  of  the  normal  duo- 
denal mechanism  occurring  in  the  various 
types  of  habitus.  Having  established 
this  norm  the  frankly  pathological  cases 
are  easily  recognized.  However,  a cer- 
tain group  of  borderline  deviations  are 
encountered  where  repeated  examinations 
and  careful  clinical  correlation  are  nec- 
essary before  conclusions  can  be  drawn. 
The  cardinal  findings  must  be  demon- 
strated repeatedly  at  different  observa- 
tions during  the  same  examination  or 
even  at  subsequent  examinations. 
Furthermore,  it  must  be  recognized  that 
some  of  the  writhing  cases  are  sympto- 
matic or  reflex  arising  as  an  accompani- 
ment of  gall-bladder,  appendiceal  or  co- 
lonic pathology.  This  group  can  only  be 
established  by  performance  of  the  com- 
plete examination. 

In  severe  cases  of  duodenal  stasis  we 
may  find  dilatation  and  atonicity  of  the 
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bulb  with  relaxation  of  the  pylorus.  Sev- 
eral of  the  severe  types  have  shown  ac- 
companying disturbed  motility  in  the 
upper  loops  of  jejunum.  In  such  in- 
stances these  loops  are  distended  and  in- 
active, the  appearance  being  that  of 
temporary  paresis.  We  have  observed 
complete  absence  of  jejunal  motility  over 
a period  of  ten  minutes  during  which  time 
the  stomach  and  duodenum  appeared 
hyperactive.  This  type  of  disturbance  is 
suggestive  of  the  neuromuscular  inco- 
ordination encountered  in  lead  poisoning, 
tabes,  and  advanced  arteriosclerosis. 

A good  number  of  our  cases  have  had 
intermittent  tenderness  over  the  lower 
duodenal  angle  and  four  have  shown 
transient  jaundice.  The  latter  finding 
is  of  interest  in  connection  with  oral 
cholecystography  since  many  of  these 
cases  failed  to  visualize  well  at  the  first 
examination  but  later  appeared  normal. 
In  order  to  ascertain  the  incidence  of  this 
condition  in  private  hospital  type  of  pa- 
tients, we  reviewed  our  cross  files  of 
gastrointestinal  examinations  during  the 
past  five  years.  In  this  interval  slightly 
under  two  thosuand  complete  gastroin- 
testinal, including  gall-bladder,  examina- 
tions were  performed.  Eighty  (approxi- 
mately 4%)  showed  evidence  of  duodenal 
stasis  of  sufficient  degree  to  warrant  com- 
ment in  the  fluoroscopic  notes. 

It  is  well  to  stress  here  the  importance 
of  fluoroscopic  observations  in  detecting 
these  cases.  In  our  experience  films 
alone  may  not  demonstrate  the  dis- 
turbance, particularly  in  mild  cases.  Of 
these  eighty  cases  ten  were  frankly  ob- 
structive in  nature.  Six  of  these  were 
the  result  of  definite  anomalies  in  duo- 
denal attachment'  with  adventitious  bands 
or  veils.  Of  the  remaining  four,  two 
were  attributable  to  intrinsic  tumors  at 
about  the  duodenojejunal  junction;  of 
the  two  remaining,  one  was  the  result  of 
aberrant  pancreatic  tissue,  while  the 
other  was  the  result  of  extreme  traction 
on  the  ligament  of  Treitz  by  a polycystic 
kidney  enlargement. 

The  remaining  seventy  cases  may  be 
divided  into  the  reflex  or  symptomatic 
and  the  so-called  idiopathic  types.  We 
realize  that  subobstructive  lesions  such  as 
arteriomesenteric  or  mesocolic  traction 
have  been  incriminated  as  etiologic  fac- 
tors in  stasis.  The  evidence  of  their  in- 


fluence in  our  group  is  not  impressive  and 
while  we  cannot  entirely  negate  them  as 
contributing  factors,  neither  can  we,  on 
our  evidence,  accord  them  the  impor- 
tance suggested  by  others.3'8 

By  reflex  types  we  understand  those 
cases  which  show  clinical  and  radio- 
graphic  evidences  of  duodenal  stasis  ac- 
companying pathology  elsewhere,  usually 
in  the  abdomen.  These  individuals  are 
quite  apt  to  have  other  signs,  e.g.,  spastic- 
ity at  the  cardia,  pylorus  or  ileocecal 
valve.  They  practically  never  have  the 
degree  and  persistence  of  stasis  found  in 
the  so-called  idiopathic  group.  The  con- 
stitutional type,  clinical  history,  and  the 
demonstration  of  definite  organic  path- 
ology usually  serve  to  differentiate. 

Of  thirty-eight  cases  of  this  type  the 
following  pathological  conditions  were 
demonstrated : gall-bladder  pathology, 

fourteen;  postpyloric  ulcer,  eight;  per- 
sistently fixed,  tender  cecum  with  failure 
of  appendix  to  fill  even  after  saline 
barium  mixture,  six ; extreme  arterio- 
sclerosis, six;  acute  gastroenteritis,  two; 
lead  poisoning,  two. 

The  exclusive  causal  relationship  be- 
tween the  proven  pathology  and  duodenal 
stasis  may  be  questioned  particularly  in 
the  gall-bladder,  ulcer,  and  appendix 
groups.  Certainly  the  degree  of  stasis 
was  greater  than  that  usually  encountered 
in  these  conditions  and  it  is  possible  that 
the  pathological  conditions  simply  lead 
to  the  aggravation  of  a latent  sympathetic 
automatic  imbalance  in  a predisposed  in- 
dividual. 

In  the  ulcer  group  we  are  justified  in 
suspecting  that  the  stasis  preceded  the 
ulcer,  the  latter  developing  on  the  basis 
of  duodenitis  secondary  to  stasis.  There 
is  also  some  evidence  that  stasis  may  pre- 
cede and  possibly  cause  gall-bladder  dis- 
ease. 

The  arteriosclerotic  and  lead  poisoning 
cases  showed  some  similarities  in  their 
erratic  jejunal  motility  as  well  as  their 
duodenal  manifestations.  We  interpret 
the  findings  as  the  result  of  alterations  in 
the  musculature,  extrinsic  nerves  or  in- 
tramural ganglia. 

The  thirty-two  remaining  cases  con- 
stitute the  so-called  idiopathic  group.  It 
is  in  this  group  that  we  are  particularly 
interested  at  this  time.  These  cases  are 
classical  both  in  habitus  and  symptoma- 
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tology.  As  noted  above  mechanical  fac- 
tors have  been  incriminated  in  their 
causation.  It  is  our  feeling  that  the 
symptomatology  and  roentgen  findings 
do  not  fit  with  the  constancy  of  mechan- 
ical conditions.  It  is  only  by  some 
stretch  of  imagination  that  we  can  blame 
a fine  veil  or  band  for  symptoms  which 
come  and  go,  are  absent  for  months  on 
end  and  are  precipitated  by  fatigue, 
dietary  indiscretion  or  sleeping  in  a 
draught.  Admitted  that  ptosis  is  almost 
constantly  present  in  these  people,  so  it 
is  in  many  others  without  symptoms. 
These  people  have  had  ptosis  all  their 
lives.  They  have  also  had  their  consti- 
tutional predispositions  since  birth  and  it 
is  our  feeling  that  the  exponents  of  the 
ptosis  theory  have  neglected  the  more 
important  constitutional  factor  of  nervous 
instability.  These  people  are  almost  ex- 
clusively the  so-called  sympathetico-tonic 
type.  Their  erratic  vasomotor  system, 
tachycardia,  etc.,  all  point  to  increased 
sympathetic  activity. 

With  this  consideration  in  mind  logical 
treatment  requires  either  sympathetic  de- 
pression or  vagal  augmentation.  Before 
entering  a discussion  of  this  treatment 
it  is  well  to  say  that  prior  to  its  institu- 
tion every  form  of  medical  and  surgical 
treatment  had  been  tried  on  some  of 
these  patients.  Bed  rest,  belts,  knee- 
chest  position,  duodenal  drainage  and 
ketogenic  and  acid  ash  diets  were  tried 
along  with  most  of  the  drugs  in  the 
pharmacopeia.  In  mild  or  moderately 
severe  cases  improvement  occurred.  The 
life  of  the  severe  cases  was  one  of  chronic 
invalidism.  Despite  continuous  medical 
treatment  these  patients  had  repeated  re- 
currences of  their  attacks. 

A short  case  history  of  the  first  patient 
treated  by  the  physiologic  method  might 
be  of  interest : 

Single,  white,  female,  school  teacher,  age 
twenty-seven.  In  1931  during  an  attack  of 
mumps  the  patient  developed  upper  abdom- 
inal pain  and  tenderness  which  was  thought 
to  be  pancreatitis.  However,  following  re- 
covery, the  pain  persisted  and  on  February 
11,  1932  the  appendix  was  removed.  Post- 
operative vomiting  continued  for  six  days 
and  finally  ceased  after  gastric  lavage  and 
saline  hypodermoclysis.  Following  opera- 
tion the  patient  was  confined  to  bed  for  ten 
weeks.  During  this  time  her  upper  abdom- 
inal pain  was  relieved  only  by  vomiting. 


She  was  able  to  vomit  and  relieve  herself 
only  by  eating  a fairly  large  meal  which 
after  an  hour  or  so  of  distress  was  regurgi- 
tated and  relative  comfort  established.  Eat- 
ing no  meal  or  small  amounts  left  her  in 
distress  all  day.  Medical  treatment,  bed 
rest,  atropin  and  duodenal  drainage  gave 
no  lasting  relief.  Visual  fields,  spinal  punc- 
ture and  neurological  examinations  were 
negative.  Medical  consultation  settled  on 
a diagnosis  of  hysteria  and  the  symptoms 
were  overridden  with  sedatives.  At  the 
end  of  the  ten  weeks  interval  the  patient’s 
weight  was  stationary  at  ninety-five  pounds 
and  vomiting  was  reduced  to  once  or  twice 
a day. 

During  the  following  year  the  patient 
taught  part-time,  spent  all  holiday  periods 
in  bed  and  had  continuous  upper  abdominal 
pain  associated  with  occasional  vomiting. 
In  October  1934  after  six  weeks  of  full- 
time work  the  patient’s  symptoms  reached  a 
level  demanding  active  treatment.  At  this 
time  physical  exhaustion  was  so  outstand- 
ing that  Swingle’s  adrenal  extract  was  ad- 
ministered over  a two  week  interval.  The 
symptoms  continued  unabated.  Anesthesin 
by  mouth,  daily  injections  of  histamin,  bed 
rest,  and  dietary  measures  were  unavail- 
ing and  the  patient’s  weight,  which  had 
reached  one  hundred  and  three  pounds  fell 
to  eighty-six.  Some  relief  was  obtained 
with  physostigmine  but  this  was  transient. 
Further  x-ray  studies  revealed  marked 
duodenal  stasis  and  erratic  motility  in  the 
upper  loops  of  jejunum.  Operative  proce- 
dures were  suggested  but  not  urged  and 
under  further  medical  treatment  the  patient 
led  an  up-and-down  course  until  December 
1935.  Much  of  this  time  was  spent  in  bed. 
On  one  occasion  blood  was  vomited.  Dur- 
ing this  interval  many  therapeutic  prepara- 
tions were  tried.  Adrenalin  and  epine- 
phrine gave  transient  relief  from  pain  but 
relapses  occurred  shortly  and  with  greater 
severity.  Sodium  dehydrocholic  acid  intra- 
venously produced  transient  benefits.  At 
this  time  (December  1935),  100  Mg.  of 
acetylcholine  was  administered.  Nausea 
and  pain  ceased  immediately.  Vomiting 
continued  for  a short  time  but  became 
selective  for  those  foods  containing  con- 
siderable roughage.  A series  of  fifteen 
daily  doses  of  100  Mg.  each  was  admin- 
istered. By  January  1936  the  weight  had 
reached  one  hundred  and  eight  pounds,  all 
vomiting  and  discomfort  had  disappeared, 
appetite  returned,  and  the  patient  had  re- 
turned to  full-time  teaching.  Subsequent 
history  but  confirms  the  association  of 
acetylcholine  with  the  cure.  A dose  is  re- 
quired at  intervals  of  about  six  weeks.  The 
indications  are  upper  abdominal  distress. 
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reduction  in  size  of  meal  taken,  restriction 
of  diet  to  cereals,  loss  of  weight,  vomiting. 
The  progress  can  be  reversed  at  any  point 
and  the  patient  restored  to  her  normal  con- 
dition with  a dose  of  acetylcholine. 

In  contradistinction  to  this  severe  case 
let  us  consider  a very  mild  one : 

R.  W.,  white  schoolgirl,  age  twenty-one, 
entered  the  hospital  with  a diagnosis  of 
chronic  appendicitis.  There  was  no  pre- 
vious history  of  an  acute  attack  nor  was 
there  any  right  lower  quadrant  tenderness. 
Her  chief  complaint  was  mild  nausea  and 
loss  of  appetite  extending  over  the  past 
six  weeks.  The  condition  came  on  follow- 
ing a mild  upper  respiratory  infection  and 
on  one  or  two  occasions  she  had  vomited. 
X-ray  examination  revealed  an  entirely 
normal  tract  aside  from  undue  puddling, 
reverse  peristalsis,  and  slight  dilatation  in 
the  duodenal  loop.  Complete  disappearance 
of  symptoms  followed  immediately  upon  the 
injection  of  100  Mg.  of  acetylcholine.  The 
dose  was  repeated  on  four  successive  days 
and  the  patient  has  been  entirely  well  for 
the  past  four  months. 

In  all,  fourteen  traceable  cases  have 
been  treated  with  acetylcholine  injec- 
tions. There  have  been  two  failures. 
One  in  a woman  who  has  been  subject  to 
many  previous  operations  including 
duodenojejunostomy  and  jejunojejunos- 
tomy.  In  this  instance  it  may  be  that  the 
operative  procedures  have  produced  ir- 
remediable alterations  in  physiology.  At 
this  time  we  have  no  explanation  for  fail- 
ure in  the  second  case.  The  remaining 
twelve  cases  treated  have  shown  complete 
relief.  Some  of  them  show  a tendency 
to  recurrence  of  symptoms  but  an  oc- 
casional injection  restores  them  to  good 
health. 

Fluoroscopic  examination  following  a 
course  of  treatment  reveals  a return  to 
normal  in  all  save  the  severe  cases.  In 
these  latter  some  residual  erratic  motility 
remains.  Whether  future  experience 
will  support  the  present  high  percentage 
of  success  or  not  remains  to  be  seen. 
However,  we  have  every  reason  to  be- 
lieve that  in  properly  selected  cases 
where  no  definite  causative  pathology  is 
present  most  cases  will  respond  favorably. 

Acetylcholine  bromide,  the  drug  prin- 
cipally used  in  this  series,  is  available  as 
a white  crystalline  powder,  the  crystals 
clumped  together  and  adherent  to  the 
sides  of  the  ampule  in  which  it  is  dis- 


pensed. It  is  deliquescent,  freely  soluble 
in  water,  in  which  medium  it  is  usually 
administered.  It  must  be  protected  from 
the  air  when  in  powder  form  and  admin- 
istered promptly  when  dissolved.  It  has 
a rather  putrid  odor.  It  has  not  been 
accepted  by  the  Council  on  Pharmacy  and 
Chemistry  of  the  American  Medical 
Association. .. 

The  standard  individual  dose  used  in 
the  series  is  100  Mg.  dissolved  in  sterile 
distilled  water  and  administered  sub- 
cutaneously. Administration  by  mouth  is 
barred  not  only  by  the  rapid  destruction 
of  the  drug  in  the  intestine  but  also  by  its 
nauseous  taste.  Intramuscular  injections 
have  no  advantages  over  the  subcutaneous 
route  and  intravenous  injections  have 
caused  distress  and  have  been  warned 
against.  Physiologically  the  drug  has 
been  classed  as  a stimulant  of  the  para- 
sympathetics.  In  the  laboratory  it  slows 
the  heart,  dilates  the  peripheral  blood  ves- 
sels, and  constricts  the  bowel. 

While  acetylcholine  is  probably  pres- 
ent in  every  tissue  in  the  body  it  is  found 
in  greatest  amounts  in  the  spleen,  placen- 
ta, and  adrenal  cortex.  It  has  been  proved 
to  be  the  substance  liberated  at  the  nerve 
endings  in  the  stimulated  parasympathetic 
nerves.  Epinephrine,  or  an  identical  sub- 
stance, is  released  at  the  nerve  end^ 
ings  of  postganglionic  sympathetic  nerves. 
To  this  extent,  and  where  sympathetic 
and  parasympathetic  functions  are  an- 
tagonistic, epinephrine  and  acetylcholine 
are  physiologically  opposed.  Acetylcho- 
line, however,  is  released  at  the  gan- 
glionic synapse  by  both  the  sympathetic 
and  parasympathetic  preganglionic  nerves. 
It  has,  therefore,  a part  in  the  sympathetic 
impulse  progression.  It  resembles  his- 
tamin  physiologically  in  part  and  differs 
from  this  drug  in  that,  when  used  in  small 
doses,  its  action  is  abolished  by  atropin 
while  that  of  histamin  is  not.  This  effect 
is  due  to  the  action  of  the  atropin  at  the 
muscle  bundle.  Larger  doses  of  acetyl- 
choline override  the  suppressing  effect  of 
atropin  and  act  as  a stimulant  to  the 
ganglion  cells  of  both  the  sympathetic 
and  parasympathetic  systems.  Used  with 
atropin  it  may  become  a stimulant  of  the 
sympathetic  system.  While  the  action  of 
the  drug  is  rapidly  stopped  by  an  esterase 
present  in  muscle  and  in  the  blood  it  can 
again  be  activated  by  acetylating  the  res- 
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idue.  It  is,  therefore,  inactivated  but  not 
destroyed.  In  the  experimental  labora- 
tory, eserine  blocks  the  inactivating  action 
of  the  blood.  Physiologically  the  effect 
of  the  drug  on  the  human  is  exhausted 
on  the  blood  vessels  in  one  minute  and 
on  the  intestine  in  ten  minutes. 

We  have  difficulty  fitting  these  facts 
into  the  excellent  clinical  results  obtained 
in  the  series  of  cases  and  in  this  particular 
disease  entity.  We  offer  as  an  explana- 
tion the  following  hypothesis : 

First , that  the  condition  is  a form  of 
nerve  exhaustion.  They  are  the  type  of 
individuals  who  require  constant  change 
of  pace.  Periods  of  intense  effort, 
periods  of  utter  relaxation,  eager  to  carry 
the  world’s  burdens  today,  resentful  of 
all  responsibility  tomorrow. 

Second , that  the  factor  which  has  been 
exhausted  is  a substance  used  in  the  syn- 
thesis of  acetylcholine  at  the  nerve  ending. 

Third,  that  acetylcholine  bromide,  as 
administered  by  us,  is  quickly  inactivated 
by  the  blood  and  in  its  inactivated  form 
becomes  available  to,  and  is  stored  by 
the  nerve. 

The  dose  of  the  drug  at  any  age,  in 
both  sexes  and  with  any  size  individual  is 
the  same — 100  Mg.  subcutaneously  daily 
until  relief  is  obtained ; every  second  day 
until  slight  flushing  follows  the  dose, 
then  discontinue  the  drug  and  wait  for  a 
return  of  symptoms  to  determine  a period 
within  which  a dose  must  be  given  to 
continue  the  results. 

None  of  the  three  cardinal  symptoms 
of  physiologic  action — slow  pulse,  dila- 
tation of  peripheral  blood  vessels  as  evi- 
denced by  lowered  blood  pressure,  flush- 
ing or  sweating  or  contraction  of  the 
bowel — have  been  noted  except  that  when 
we  have  established  relief  of  the  symp- 
toms we  look  for  flushing  as  a sign  that 
enough  of  the  drug  has  been  adminis- 
tered. The  very  absence  of  these  symp- 


toms suggests  that  our  hypothesis  as  to 
the  mode  of  action  of  the  drug  in  this 
condition  is  wrong  and  that  what  we  are 
really  dealing  with  is  increased  esterase 
activity  which  rapidly  hydrolyses 
acetylcholine  and  our  therapy  absorbs  or 
diverts  this  excess  and  leaves  the  post- 
ganglionic parasympathetic  nerve  free  to 
exert  its  action  at  the  muscle  plate. 

We  have  used  the  drug  following  the 
administration  of  histamin  in  the  treat- 
ment of  ulcer  complicating  the  duodenal 
puddling.  We  have  used  the  drug  in  con- 
junction with  atropin  and  feel  that  there 
may  be  some  advantage  in  this  despite 
the  fact  that  atropin  abolishes  the  action 
of  the  drug  in  part.  This  counteraction 
takes  place  at  the  muscle.  If  either  the 
hypothesis  of  the  replacement  of  an  ex- 
haustible substance  or  the  thought  that 
we  may  be  diverting  an  overactive 
esterate  is  correct  then  this  counteraction 
by  atropin  at  the  muscle  is  of  advantage 
because  it  abolishes  the  unpleasant  and 
unwanted  physiologic  action  of  the  drug. 

We  have  used  eserine  in  conjunction 
with  acetylcholine  and  do  not  feel  that  it 
has  in  any  way  improved  the  action  of 
the  drug.  We  feel  sure  that  morphine 
is  incompatible.  In  the  one  case  in  which 
morphine  was  used  in  conjunction  with 
acetylcholine  the  results  were  poor  and 
no  relief  was  obtained.  When  one  recalls 
the  action  of  morphine  upon  the  bowel  as 
observed  on  roentgenologic  examination 
the  incompatability  becomes  apparent. 

Millard  Fillmore  Hospital 
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During  the  last  calendar  year  1,869 
physicians  of  New  York  State  were  author- 
ized to  practice  in  workmen’s  compensation 
cases,  Industrial  Commissioner  Andrews 
announces.  This  brings  the  total  number 
of  such  authorized  physicians  to  15,672  out 
of  21,880  licensed  to  practice  medicine  in 
the  state. 


The  French  deputy  who  had  a scheme 
for  the  compulsory  retirement  of  all  doctors 
at  the  age  of  sixty-five  raised  such  a storm 
that  he  has  modified  it,  and  now  would 
oblige  all  liberal  professions  and  associations 
to  provide  pensions  at  sixty-five  and  permit 
doctors  to  retire  on  them  or  not,  as  they 
wish. 
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Enlargement  of  the  prostate  presents 
so  many  variations  that  every  means  at 
our  disposal  should  be  employed  to  de- 
termine the  exact  nature  and  extent  of 
the  disease  before  surgery  is  instituted. 
No  single  diagnostic  procedure  gives  suf- 
ficient information  concerning  the  exact 
location  and  extent  of  the  obstructing 
tissue.  Only  when  all  the  data  about  a 
prostate  are  assembled  can  the  proper 
treatment  be  instituted.  It  is  advisable 
for  us  to  use  any  method  of  diagnosis 
which  adds  materially  to  our  complete 
understanding  of  the  size,  location,  ex- 
tent, and  character  of  the  obstructing 
tissue.  The  surgical  method  employed  in 
each  patient  should  be  the  one  which 
will  adequately  remove  the  obstruction, 
cause  the  minimum  shock  to  the  patient, 
and  interfere  least  with  the  normal  tissue 
in  approximation  to  the  obstruction,  and 
hence  leave  the  patient  with  the  best 
functional  result.  We,  as  urologists, 
should  be  capable  of  performing  perineal 
and  suprapubic  prostatectomies  as  well 
as  transurethral  resection  since  each  of 
these  surgical  procedures  should  be  used 
in  certain  patients  to  obtain  the  best  re- 
sults. 

Etiology 

The  cause  of  prostatic  hypertrophy 
and  the  glands  from  which  prostatic  en- 
largement develops  are  still  much  dis- 
puted points.  There  are  two  general 
groups  of  prostatic  glands  usually  re- 
ferred to  as  the  external  glands  which  are 
the  true  functioning  prostatic  glands,  and 
the  internal  glands  which  are  super- 
ficially located  in  the  posterior  urethra 
and  extend  only  into  the  mucosa  and 
submucosa.  The  external  or  function- 
ing prostatic  tissue  develops  into  five 
separate  groups  of  glands  or  lobes,  ac- 
cording to  Lowsley,16  who  in  his  work  on 


the  histology  of  the  prostate  published  in 
1911,  estimated  that  there  existed  be- 
tween fifty  and  seventy  direct  orifices 
emptying  into  the  prostatic  urethra  from 
these  five  external  lobes.  He  also  described 
the  internal  group  of  glands  which  are  su- 
perficially located  in  the  mucosa  and  sub- 
mucosa of  the  prostatic  urethra  and  tri- 
gone. This  latter  group  of  glands, 
although  insignificant  in  size,  are  believed, 
by  Tandler  and  Zukerkandl30  as  well  as 
others,  to  be  the  site  of  origin  of  all  hy- 
perplasia of  the  prostate  and  they  believe 
that  such  enlargements  never  arise  from 
the  external  functioning  glands.  Marion30 
accepts  this  point  of  origin.  Young30 
states  that  there  are  five  common  sites 
of  origin  of  prostatic  hypertrophy  con- 
sisting of  groups  of  submucosal  glands 
on  the  sides  and  floor  of  the  urethra  and 
trigone.  (Fig.  2) 

However,  Randall,22  in  his  recent  pa- 
thological study  (1931)  of  1215  post- 
mortem prostatic  specimens,  believes 
that  adenoma  or  hypertrophy  may 
arise  from  any  of  the  prostatic  glands. 
There  is  evidence  in  his  pathological 
specimens  to  substantiate  his  belief  and 
make  it  difficult  to  conceive  how  certain 
types  of  prostatic  hyperplasia  could 
originate  in  the  periurethral  or  submuco- 
sal glands.  Deming10  doubts  that  all  cases 
of  prostatic  hypertrophy  arise  from  the 
submucosal  glands.  The  site  of  origin 
and  progression  of  prostatic  hyperplasia 
becomes  important  in  the  determination 
of  the  proper  surgery  to  employ  in  each 
patient. 

Wesson28*29  and  Lowsley  have  dem- 
onstrated that  the  mucosal  and  submucosal 
glands  on  the  floor  of  the  posterior 
urethra  are  separated  from  the  true 
prostatic  glands  by  the  extension  of 
the  trigonal  muscle.  Surgically,  and 
from  pathological  specimens,  we  find 
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Fig.  1.  (After  Geraghty)  Cross  section  of 
prostatic  urethra  with  moderate  lateral  lobe 
enlargement.  Note  anteroposterior  elongation  of 
prostatic  urethra.  Urethrogram  will  show 
spread  of  posterior  urethra  only  if  taken  at  an 
angle  as  shown  by  line  A-B.  This  is  done  by 
turning  the  patient’s  pelvis  at  an  angle  of  thirty 
to  forty-five  degrees. 


situated  just  beneath  the  muscles  of  the 
posterior  urethra.  This  would  adequately 
explain  the  central  origin  of  hypertrophy 
and  yet  account  for  certain  specimens  in 
which  the  prostatic  enlargement  (nota- 
bly median  commissural  hypertrophy)  is 
present  apparently  under  the  trigonal 
muscle  and  elevates  the  posterior  vesical 
lip.  If  the  trigonal  muscle  does  lie  above 
the  median  lobe  hypertrophy,  as  Wesson29 
believes,  either  suprapubic  prostatectomy 
or  transurethral  resection  would  inter- 
fere with  and  probably  destroy  the  func- 
tion of  the  trigone  in  urination. 

Infection  unquestionably  is  a factor  in 
the  production  off  prostatic  bars.  The  im- 
portance of  infection  in  hyperplasia  of 
the  prostate  is  still  unsettled.  Carcinoma 
of  the  prostate  almost  invariably  arises  in 
one  of  the  external  prostatic  glands, 
about  seventy-five  per  cent  in  the  pos- 
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Fig.  2.  Location  of  five 
submucosal  groups  of  glands 
where  prostatic  hypertrophy 
develops  according  to  Young. 


many  cases  of  prostatic  hyperplasia  lying 
under  the  trigonal  muscle  and  it  is  diffi- 
cult to  understand  how  such  a specimen 
could  have  its  origin  in  the  superficial 
mucosal  glands  and  extend  to  lie  com- 
pletely encapsulated  under  this  muscle. 
Just  which  glands  actually  comprise  the 
so-called  internal  group  of  glands  may  be 
confused  by  different  observers.  Moore19 
considers  the  internal  group  of  glands  to 
be  composed  of  not  only  the  submucosal 
glands  but  also  the  shorter  and  more 
superficial  true  prostatic  glands  which  ex- 
tend beyond  the  muscle  layer  and  yet  are 
centrally  located.  He  believes  that  most 
cases  of  prostatic  hypertrophy  (except- 
ing subcervical  and  subtrigonal  lobe  hy- 
pertrophy) develop  from  the  small  short 
external  functioning  prostatic  glands, 


terior  lobe.20-23  Lower  believes  that  a testi- 
cular hormone  is  responsible  for  prostatic 
hypertrophy.  Moore19  has  shown,  not 
only  with  animals  but  in  one  man  who 
had  been  castrated,  that  involution  of 
the  prostate  apparently  resulted  from  a 
decrease  and  cessation  of  the  same  in- 
ternal secretion  of  the  testes  which  ap- 
peared at  puberty. 

The  examination  of  the  prostates  of 
twenty-five  eunuchs  who  lived  past  the 
age  of  forty-five  has  failed  to  reveal  any 
evidence  of  prostatic  hypertrophy.19  Al- 
though prostatic  enlargement  may  be 
initiated  by  a hormone  from  the  testes, 
there  is  evidence,  according  to  Young 
and  Moore,18  that  removal  of  the  testi- 
cles does  not  cause  atrophy  of  the  hyper- 
trophic tissue. 
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Types  of  Prostatic  Enlargement 

Although  one  realizes  that  the  many 
different  forms  of  prostatic  enlargement 
will  defy  absolute  classification,  yet  it  is 
convenient  for  many  reasons  to  differ- 
entiate the  usual  types  met  in  every  day 
practice.  It  is  desirable  to  classify  these 
tumors  according  to  the  pathology  pres- 
ent since  the  necessity  for  treatment  de- 
pends so  largely  on  the  location,  type, 
and  extent  of  the  pathological  process. 
It  is  not  sufficient  to  determine  that  a 
patient  has  an  obstructing  prostate  which 
requires  surgery.  A pathological  classi- 
fication of  the  condition  present  enables 
one  to  select  intelligently  the  rational 
surgical  treatment. 

It  is  our  purpose  to  bring  to  your  at- 
tention some  aerograms  and  cystourethro- 
grams,  a simple  method  of  examination 
which  will  aid  in  determining  the  size  of 
the  prostate  and  the  location  and  extent 
of  the  obstructing  tissue.  I have  at- 
tempted to  correlate  these  findings  not 
only  with  the  pathology  found  in  the 
usual  types  of  prostatic  obstruction,  but 
with  the  other  diagnostic  methods  at 
our  disposal.  Randall’s  recent  study  of 
312  obstructing  prostates  found  at  au- 
topsy revealed  eight  main  types  of  pros- 
tatic enlargement.  Although  there  were 
many  stages  of  progression  for  each  type 
of  enlargement,  yet  these  eight  general 
varieties  may  be  differentiated  for  surgi- 
cal purposes.  A brief  review  of  these 
pathological  varieties  of  prostatic  en- 
largement is  presented. 

The  first  type  found  in  ten  per  cent  of 
Randall’s  specimens  was  simple  bilateral 
hypertrophy.  This  type  was  entirely  ex- 
travesical  or  intraurethral  and  completely 
encapsulated,  and  the  lateral  lobes  were 
entirely  separate  from  each  other.  These 
lobes  may  enlarge  and  herniate  through  the 
urethra  into  the  bladder,  yet  they  usually 
remain  distal  to  the  internal  sphincter,  lift 
the  bladder  up,  and  remain  extravesical. 

The  second  type  is  termed  solitary  pos- 
terior commissural  hypertrophy  (middle 
lobe)  which  was  also  present  in  ten  per 
cent  of  the  specimens.  This  enlargement 
occurs  in  the  median  lobe  of  the  prostate 
and  anatomically  is  under  the  trigone  and 
circular  muscles  of  the  internal  vesical 
sphincter.  This  so-called  middle  lobe  may 
be  directly  connected  with  each  lateral 
lobe. 


The  third  group  is  the  bilateral  and  pos- 
terior commissural  hypertrophy  which  oc- 
curred in  12  per  cent  of  his  series.  This  is 
a combination  of  the  two  previous  types  and 
shows  many  variations  because  of  unequal 
growth  in  the  gland,  which  frequently  pro- 
trudes into  the  bladder. 

The  fourth  group  or  solitary  subcervical 
hypertrophy  occurred  in  twenty-two  per 
cent  of  the  specimens.  This  type  unques- 
tionably arises  from  the  submucosal  or  in- 
ternal prostatic  glands,  is  superficial  to  the 
internal  sphincter  and  trigonal  muscle,  and 
covered  only  by  mucous  membrane. 

The  fifth  type  is  a combination  of  bi- 
lateral and  subcervical  lobe  hypertrophy 
and  occurred  in  sixteen  per  cent  of  the 
specimens.  This  is  the  true  trilobar  pros- 
tatic enlargement  where  the  submucous  sub- 
cervical lobe,  often  pedunculated,  is  separate 
from  the  enlarged  lateral  lobes. 

Median  bars,  the  sixth  group,  comprised 
eighteen  per  cent  of  the  prostatic  obstruc- 
tions and  is  a true  fibrosis  present  as  an 
abrupt  elevation  on  the  floor  of  the  vesical 
outlet. 

The  seventh  group  was  carcinoma  and 
occurred  in  about  5.5  per  cent  in  this  series. 

The  remaining  five  per  cent  of  prostatic 
obstructions,  comprising  the  eighth  group, 
were  caused  by  abscesses  in  the  prostate. 
(Table  I) 

Symptoms 

Unfortunately  the  onset  of  symptoms 
from  prostatic  diseases  is  often  so  in- 
sidious that  patients  may  be  unaware  of 
any  difficulty  until  a sudden  urinary  re- 
tention develops.  The  symptoms  of  di- 
minished urinary  force,  frequency,  and 
particularly  nocturia  are  usually  so  grad- 
ual in  their  onset  that  many  men  believe 
this  is  a necessary  inconvenience  due  to 
their  age.27  Early  symptoms  which  should 
lead  one  to  examine  the  prostate  are  in- 
creasing effort  to  start  the  flow,  decreas- 
ing force  of  the  stream,  increase  in  the 
time  required  to  void  with  diminution 
in  the  calibre  and  length  of  the  urinary 
stream,  hesitancy  and  interrupted  or 
intermittent  flow.  The  prevalence  of 
prostatism  demands  that  the  prostate 
should  be  examined  in  anyone  presenting 
these  symptoms.  Although  at  present 
prostatic  hypertrophy  cannot  be  pre- 
vented, the  serious  consequences  of  the 
advanced  stages  are  preventable.  It  is 
estimated  that  twenty-five  to  thirty-five 
percent  of  men  past  fifty  years  of  age 
have  a prostate  sufficiently  enlarged  to 
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Table  I 


Common  Types  of 
Prostatic 

Enlargement  Usual  Rectal  Residual  Catheter  Preferable 

( Randall ) % Examination  Urine  Passes  Cystourethrogram  Cystoscopy  Surgery 

Simple  Bilateral . . 10  Large  Smooth  Occurs  late,  often  Usually  easily...  Straight,  spread  Inverted  V and  lateral  Perineal  pros- 
with  distinct  small,  inter-  elongated  posterior  intraurethral  intru-  tatectomy 

median  buIcus.  mittent.  urethra.  Diag-  sion.  or  resection. 

nostio. 


Solitary  Posterior  10 
Commissural. 


Bilateral  and  12 
Commissural. 


Little  or  no  en-  Occurs  early,  con-  Difficult,  bleeds  Normal  post,  urethra  No  inverted  V;  broad  1.  Resection 
largement.  stant.  easily,  false  except  gradual  an-  bulging  at  vesical  2.  Perineal  or 

passage  fre-  terior  angulation  orifice.  suprapubic, 

quent.  and  soft  tissue 

shadow  at  vesical 
orifice.  (Usually 
Diagnostic.) 

Large,  broad,  Early,  large  Usually  difficult,  Long,  spread  post.  Inverted  V;  broad  1.  Resection 
smooth  with  amount,  con-  bleeds  easily,  urethra;  gradual  bulging  floor  at  2.  Perineal  or 

little  or  no  stant.  false  passage  curve  at  vesical  bladder  neck  and  suprapubic 

median  sulcus.  easy.  orifice;  intravesical  lateral  intraurethral 

soft  tissue  shadow,  intrusion.  Often  not 

Diagnostic.  necessary  or  advis- 

able. 


Solitary  Subcer-  22 
vical  Lobe. 


Bilateral  and  16 
Subcervical 
Lobe. 


Not  enlarged....  Sudden  reten-  Usually  easily...  Normal  post,  urethra  Post,  urethra  normal  1.  Resection 
tion;  may  be  except  abrupt  an-  except  rounded  2.  Suprapubic 

intermittent.  terior  angulation  mass  on  floor  of 

and  rounded  soft  bladder  neck;  often 

tissue  shadow  at  pedunculated, 

vesical  orifice; 
usually  diagnostic. 

Large  smooth.  Develops  slowly  Much  variation;  Long,  spread  post.  Inverted  V;  rounded,  1.  Resection 
moderate  me-  to  retention — bleeds  easily.  urethra;  abrupt  an-  often  pedunculated,  2.  Suprapubic 

dian  sulcus.  constant.  terior  angulation  mass  on  floor  of 

and  rounded  soft  bladder  neck  and 

tissue  shadow  at  lateral  intraurethral 

vesical  orifice ; intrusion.  Often 

diagnostic.  not  necessary  or 

advisable. 


Median  Bars .... 


Carcinoma 


Abscess. 


18  Not  enlarged Usually  small .. . Easily Triangular  posterior  Abrupt  firm  elevation  Resection 

urethra  with  an-  at  floor  of  bladder 

terior  angulation  at  neck, 

bladder  neck ; usual- 
ly diagnostic. 

5.5  Moderate  en-  Early  none  — Early  easily  — Elongated,  narrow,  Early  normal  — later  1.  Early, radica  1 
largement  with  later  retention,  later  very  dif-  irregular  post,  difficult,  hard  ir-  perineal  pros- 

small  hard  ficult  urethra.  Usually  regular  urethra  and  tatectomy 

nodule  to  ir-  suggestive  or  diag-  bladder  neck  from  2.  Late,  resec- 

regular  stony  nostic.  extension.  tion 

enlargement 

5 Enlarged  soft  Varies  greatly...  Usually  easily...  Cavity  outlined  if  Not  advisable  early — Perineal 
fluctuates;  connected  with  later  many  varia-  drainage 

later  firm.  urethra.  Diag-  tions. 

nostic. 


be  producing  obstructive  symptoms.6-13 
This  condition  should  have  the  attention 
of  internists  and  general  practitioners 
since  they  are  usually  first  consulted  when 
the  early  symptoms  are  present.  It  would 
make  the  task  of  relieving  prostatic  ob- 
struction much  more  safe  and  simple  if 
patients  could  be  seen  in  the  earlier  stages 
of  prostatic  disease,  before  the  damage 
to  the  heart  and  kidneys  has  progressed 
beyond  repair.  As  McCarthy17  has  ap- 
propriately said,  “To  substitute  urinary 
antiseptics  in  frequent  urination,  especi- 
ally nocturia,  for  the  critical  examination 
of  the  qualified  urologist,  is  a violation 
of  trust.” 

Methods  of  Diagnosis 
Rectal  Palpation 

Palpation  of  the  prostate  by  rectum  is 


the  oldest  and  still  a most  valuable  diag- 
nostic aid.  However,  one  can  be  entirely 
misled  by  this  finding  alone.  In  Randall’s 
312  specimens  with  prostatic  enlarge- 
ment, fifty  per  cent  showed  no  enlarge- 
ment by  rectal  examination.  In  254 
patients  with  prostatic  obstruction,  ex- 
amined by  Young,30  the  impression  con- 
cerning the  size  of  the  prostate  was  in- 
correct in  sixty-one  per  cent.  Although 
this  percentage  seems  higher  than  we 
would  expect,  yet  it  serves  to  remind 
us  of  the  frequent  necessity  for  further 
examination  to  determine  the  presence 
of  prostatic  obstruction.  Randall’s  cases 
which  showed  no  appreciable  enlargement 
on  rectal  examination  were  median  bars, 
eighteen  per  cent,  solitary  subcervical  lobe, 
twenty-two  per  cent,  and  solitary  posterior 
commissural  hypertrophy  ten  per  cent.  It 
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cannot  be  too  strongly  stressed  that  rectal 
palpation  of  the  prostate  alone  is  insuffi- 
cient evidence  to  rule  out  obstructing 
prostatic  pathology. 

In  simple  bilateral  prostatic  hyper- 
trophy, large  lateral  lobes  are  palpable 
by  rectum  with  a distinct  and  rather  deep 
median  sulcus.  When  commissural  hy- 
pertrophy is  present  with  bilateral  lobe 
enlargement,  the  rectal  examination  pre- 
sents the  same  findings  except  a very 
shallow  median  sulcus  which  may  almost 
be  absent  at  times,  together  with  a broader 
prostatic  base.  With  bilateral  and  sub- 
cervical  lobe  enlargement,  the  median  sul- 
cus is  slightly  more  pronounced  but  the 
base  of  the  prostate  is  less  broad.  The 
characteristic  feeling  of  a prostatic 
abscess  depends  on  its  duration  and  acute- 
ness. Early  in  the  infection  the  prostate 
is  soft  and  fluctuates;  but,  if  the  abscess 
becomes  walled-off  with  surrounding  fi- 
brosis, the  prostate  is  more  firm  to  the 
touch  and  later  it  may  be  difficult  to  dif- 
ferentiate from  a hypertrophic  prostate. 

Careful  rectal  examination  is  essential 
for  the  early  diagnosis  of  carcinoma  of 
the  prostate.  Unfortunately,  there  often 
are  no  symptoms  to  make  either  the  pa- 
tient or  the  physician  aware  of  an  early 
prostatic  carcinoma,  as  it  is  only  when  the 
bladder  neck  becomes  involved,  causing 
urinary  symptoms,  that  attention  is  di- 
rected to  the  prostate.  When,  during 
a routine  prostatic  palpation,  a firm 
nodule  is  felt,  regardless  of  how  small, 
further  examination  should  be  under- 
taken to  determine  whether  an  early 
cancer  may  be  present.  When  one  feels 
a hard,  irregular,  board-like  or  stony- 
hard  prostate,  the  diagnosis  of  carcinoma 
becomes  simple,  yet  at  this  stage  any 
form  of  treatment  is  only  palliative. 

Residual  Urine 

Incomplete  emptying  of  the  bladder  is 
one  of  the  primary  reasons  for  surgical 
intervention  in  prostatic  disease.  Urinary 
retention  is  one  of  the  common  findings 
in  most  types  of  enlargement  of  the 
prostate,  yet  one  often  finds  large  simple 
bilateral  lobe  hypertrophy  with  little  or 
no  residual  urine.  Early  median  bars 
and  carcinoma  often  have  no  residual 
urine.  The  urine  which  remains  in  the 
bladder  after  voiding  is  a danger  signal 


Fig.  3.  Age  thirty-two;  Normal  posterior 
urethrogram ; note  spindle  shape,  ends  being 
internal  and  external  sphincters,  and  central 
widest  portion  with  verumontanum  outlined. 
Posterior  urethra  is  straight. 


Fig.  4.  Age  sixty-nine;  Urinary  symptoms 
more  than  four  years  with  sudden  retention; 
rectal,  large  smooth  with  median  sulcus ; cathe- 
terized  easily;  note  soft  tissue  shadow  which 
appears  to  be  median  lobe  but  urethrogram 
shows  straight,  spread,  elongated  posterior 
urethra.  Large  lateral  lobes  present  protruding 
into  bladder. 
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and  the  primary  cause  for  progressive 
damage  to  the  kidneys.  The  larger  the 
quantity  of  residual  urine,  the  greater  the 
necessity  for  immediate  surgical  inter- 
vention. However,  the  amount  of  urin- 
ary retention  is  not  the  only  criterion 
for  surgery,  since  early  carcinoma, 
median  bars,  abscess,  and  occasionally 
simple  bilateral  and  solitary  subcervical 
lobe  hypertrophy  may  have  little  or  no 
residual  urine,  yet  require  surgery  for 
their  relief.  We  are  sufficiently  aware 
of  the  progression  of  these  lesions  to 
advise  early  treatment  before  serious  ir- 
reparable damage  has  occurred.  Usually 
the  quantity  of  residual  urine  can  be  de- 
termined by  having  the  patient  void, 
then  passing  a catheter  to  the  bladder  to 
drain  whatever  urine  remains.  This  may 
not  be  required  in  each  case  since  Beer1 
has  demonstrated  a simple  method  for 
estimating  the  residual  urine  by  per- 
mitting a patient  to  void  just  before  the 
last  intravenous  urogram  is  taken  and 
judging  the  retention  by  the  quantity  of 
contrast  media  remaining  in  the  bladder. 

Catheterization 

A suspicion  of  the  type  of  prostatic 
enlargement  may  be  obtained  by  passing 
a catheter  into  the  bladder.  Many  ob- 
structing prostates  readily  admit  a 
catheter.  When  difficulty  in  inserting  a 
catheter  is  encountered,  unless  there  has 
been  previous  urethral  trauma,  one  sus- 
pects the  presence  of  a commissural  hy- 
pertrophy, a subcervical  lobe  with  bi- 
lateral lobe  enlargement,  or  a carcinoma. 
The  bleeding  which  frequently  occurs 
when  catheterizing  these  patients  usually 
results  from  the  trauma  to  the  encroach- 
ing prostatic  enlargement  on  the  floor 
of  the  vesical  orifice.  As  the  catheter  ap- 
proaches this  obstruction  at  the  bladder 
neck,  its  course  is  diverted  at  an  anterior 
angle  to  enter  the  bladder.  Since  pros- 
tatic adenoma  has  less  elasticity  than 
normal  tissue,  false  passages  frequently 
occur  in  these  obstructions.  A semi- 
lateral cystourethrogram  readily  demon- 
strates this  anterior  angulation  at  the 
vesical  orifice.  (Fig.  5) 

Aerograms  and  Cystourethrograms 

Cystourethrograms  in  conjunction 
with  aerograms  add  another  valuable 


method  of  diagnosis  in  enlargement  of 
the  prostate.  Each  type  of  prostatic 
enlargement  produces  a characteristic 
distortion  of  the  prostatic  urethra  and 
bladder  neck  which  in  most  cases  permits 
one  to  determine  the  type  and  extent  of 
the  obstruction.  A cystourethrogram  can 
be  made  with  very  little  discomfort  to  a 
patient  and  frequently  makes  it  unneces- 
sary to  perform  a cystoscopy.  A per- 
manent record  may  thus  be  obtained 
which  is  of  particular  value  in  progress 
examinations. 


Fig.  5.  Age  fifty-nine;  Urinary  symptoms 
four  years ; rectal,  very  slight  enlargement ; 
note  soft  tissue  shadow  at  vesical  orifice  and 
Anterior  Angulation  of  catheter;  Posterior 
Commissural  Hypertrophy. 

Although  Wulff11  described  the  first 
opaque  cystogram  in  1905  and  Keller  the 
first  air  cystogram  in  1904,  it  was  not 
until  1910  that  Cunningham9  first  re- 
ported urethrograms  using  fifty  per  cent 
argyrol  as  a contrast  medium  to  demon- 
strate urethral  strictures.  Haudek,  in 
1921,  demonstrated  that  the  posterior 
urethra  could  be  satisfactorily  visualized 
by  injecting  opaque  fluid  during  the  ex- 
posure of  the  radiogram  and  Sicard  and 
Forestier25  used  lipiodol  for  this  purpose 
in  1924.  Flocks11  (1933)  substituted  a 
lipiodol  gum  tragacanth  jelly  for  urethro- 
grams and  outlined  a definite  technic 
for  visualization  of  the  prostatic  urethra. 
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He  stated  that  the  ideal  contrast  media 
should  give  the  maximum  opacity  with 
minimum  irritation,  be  homogeneous, 
have  low  toxicity  even  if  injected  in- 
travenously, rather  viscid,  yet  water  solu- 
ble so  that  it  could  easily  be  washed  out. 
A rather  viscous  mixture  is  desirable  so 
that  each  crevice  may  be  filled  and  yet 
with  inertia  enough  to  keep  the  urethra 
completely  filled  while  the  x-ray  is  being 
taken.  A watery  solution  will  be  partly 
expelled  by  the  muscles  of  the  posterior 
urethra  and  the  urethrogram  will  lose  its 


Fig.  6.  Age  sixty-three;  Urinary  symptoms 
five  years  with  constant  residual  urine;  rectal, 
very  slight  enlargement  ; note  soft  tissue  shadow 
and  Anterior  Angulation  of  contrast  media; 
Posterior  Commissural  Hypertrophy. 

value.  Flocks  also  drew  attention  to  the 
contrast  obtained  when  using  an  opaque 
solution  for  the  urethrogram  in  combina- 
tion with  air  cystograms.  Gillies  and 
Kerr12  (1935)  reported  more  than  two 
thousand  combined  aerograms  and 
urethrograms  done  in  Alcock’s  clinic  with 
no  untoward  symptoms  referable  to  the 
procedure.  Nesbitt21  has  used  the  same 
technic,  substituting  hippuran  jelly  for 
lipiodol,  in  over  500  cases  with  no  com- 
plications. He  believes  that  with  aero- 
grams and  cystourethrograms  properly 
done,  one  may  determine  quite  accurately 
the  type  and  extent  of  the  obstructing 
prostate  making  cystoscopy  rarely  neces- 


sary. We  have  been  using  hippuran  jelly 
as  suggested  by  Nesbitt  because  it  is 
more  water  soluble  than  lipiodol  and  may 
more  readily  be  washed  out  of  the  bladder 
and  urethra  following  the  urethrogram, 
although  some  of  the  accompanying 
urethrograms  were  made  with  lipiodol 
jelly. 

Technic 

A plain  x-ray  of  the  bladder  and  kid- 
neys is  first  taken.  A small  soft  rubber 
catheter  (size  F.14  to  16)  is  passed  to 
the  bladder  and  the  residual  urine 
drained  and  measured.  The  bladder  is 
filled  to  the  point  of  fullness,  but  not 
discomfort,  with  a 2.5  per  cent  solution 
of  sodium  iodide,  and  an  x-ray  taken 
with  the  patient  in  the  dorsal  position. 
If  a diverticulum  is  suspected,  a lateral 
x-ray  may  also  be  made.  The  sodium 
iodide  is  allowed  to  drain  out  and  the 
bladder  filled  with  air  until  the  patient 
has  the  first  sensation  of  bladder  full- 
ness. The  pelvis  of  the  patient  is  then 
turned  to  an  angle  between  thirty  and 
forty-five  degrees,  the  left  (under)  thigh 
flexed  to  a forty-five  degree  angle,  and 
the  right  (top)  thigh  extended.  A stere- 
oscopic aerogram  is  taken  with  the  cathe- 
ter still  in  the  bladder  and  the  x-ray  tube 
centered  over  the  base  of  the  bladder. 
The  patient  remains  in  the  same  position 
and  the  catheter  withdrawn  as  the  end 
of  the  penis  is  compressed  with  the 
fingers  to  prevent  the  air  from  escaping 
from  the  bladder.  A fifty  c.c.  luer 
syringe,  to  which  the  distal  two  or  three 
inches  of  a soft  rubber  catheter  has  been 
attached,  is  filled  with  hippuran  jelly. 
This  portion  of  the  catheter  is  inserted 
into  the  urethra  holding  the  urethra 
firmly  around  the  catheter  and  the  jelly 
gently  injected  into  the  urethra  and  blad- 
der until  about  twenty  to  twenty-five  c.c. 
of  jelly  has  been  injected.  During  the  last 
of  the  injection  another  stereoscopic  x-ray 
is  taken.  The  air  and  jelly  may  then  be 
voided  or  washed  out  by  reinserting  the 
urethral  catheter. 

The  hippuran  jelly  used  by  Nesbitt 
and  which  we  have  found  satisfactory 
is  as  follows: 

Hippuran  NNR 640.0  G 

Tragacanth  U.S.P.  Ribbons 48.0  G 

Glycerin  U.S.P 765.0  C.C. 

Acid  Boric  U.S.P.  Crystals 120.0  G 
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Odor  (Sp.  Lilac  etc.)  or  alcohol 25.0  C.C. 


Nipasol  M (Preservative) 1.2  G 

Aqua  Distellata  q.s.a.d 4000.0  C.C. 


Mix  the  glycerin  with  1800  c.c.  water.  In  this 
dissolve  the  boric  acid  with  aid  of  heat.  Soak 
the  tragacanth  in  the  acid  glycerin  mixture  until 
swelling  is  complete.  Then  dissolve  the  hippuran 
in  700  c.c.  water  and  add  to  gum  mixture.  Dis- 
solve the  Nipasol  M in  the  odor  and  add  to 
mixture  while  stirring.  Add  water  to  make  final 
volume.  Strain  and  bottle. 

The  proper  consistency  of  this  jelly 
is  essential  for  the  best  results.  The 
jelly  should  be  rather  thick  yet  suffi- 
ciently liquid  to  pass  out  of  the  syringe 
and  through  the  tip  of  the  catheter  with- 
out using  too  much  force.  The  opacity 
of  the  fluid  may  be  increased  by  adding 
more  hippuran,  or  a small  amount  of 
ten  percent  sodium  iodide  solution.  A 
jelly  made  entirely  of  sodium  iodide  often 
causes  some  irritation  along  the  urethra. 

Interpretation  of  Cystourethrograms 

The  plain  x-ray  is  taken  to  determine 
the  presence  of  shadow-casting  stones  in 
the  genitourinary  tract  and  to  visualize 
the  kidney  outlines.  Spina  bifida  or 
metastatic  bone  lesions  may  be  noted. 

The  cystogram  with  a dilute  solution 
of  sodium  iodide  permits  one  to  outline 
the  contour  of  the  bladder.  The  normal 
bladder  is  rounded  and  smooth  and  some- 
what larger  than  a grapefruit.  Any  dis- 
tortion of  this  smooth  outline  indicates 
a pathological  condition  among  which 
may  be  noted  stones,  bladder  tumor,  or 
prostatic  intrusion  at  the  bladder  neck. 
Diverticula  or  cellules  are  seen  which 
often  result  from  prolonged  urinary  ob- 
struction. A relaxed  internal  vesical 
sphincter  which  permits  the  prostatic 
urethra  to  be  filled  with  contrast  media 
appearing  as  a funnel  at  the  vesical  out- 
let suggests  injury  to  the  internal 
sphincter,  spinal  injury,  tabes,  or  other 
neurogenic  dysfunction. 

The  stereoscopic  semi-lateral  aerogram 
with  the  catheter  in  position  permits  th^‘ 
soft  shadow  of  any  prostatic  intrusion' 
into  the  bladder  to  be  visualized.  It  is 
particularly  important  to  have  the  x-ray 
tube  centered  over  the  base  of  the  blad- 
der (bladder  neck).  If  the  x-ray  tube  is 
centered  above  the  bladder  neck,  the 
soft  tissue  shadow  of  the  intravesical 
prostatic  intrusion  will  be  exaggerated 


and  appear  to  be  larger  than  it  is.  Since 
the  prostatic  urethra  is  straight,  the  soft 
rubber  catheter  enters  the  normal  bladder 
neck  without  any  curvature.  In  the 
presence  of  a median  commissural  hyper- 
trophy or  any  other  definite  obstruction 
of  the  posterior  vesical  lip,  an  anterior 
angulation  of  the  soft  rubber  catheter 
is  noted  in  the  x-ray  taken  in  the  semi- 
lateral position.  The  stereoscopic  study 
permits  one  to  visualize  and  estimate  the 
size  with  reasonable  accuracy  of  the  in- 
trusion of  each  lateral  and  the  median 
prostatic  lobes.  Retentive  diverticula  re- 
main filled  with  sodium  iodide  solution 
and  are  outlined  by  the  contrast  with  the 
aerogram. 

The  normal  posterior  or  prostatic 
urethra  extends  from  the  external  to  the 
internal  sphincter  and  usually  is  between 
three  and  four  cm.  in  length.  The  walls 
of  the  urethra  are  in  contact  except  dur- 
ing micturition.  The  posterior  urethra 
is  distended  and  its  outline  obtained  by 
injecting  the  contrast  media  while  the 
x-ray  exposure  is  being  made.  The  nor- 
mal posterior  urethra  is  spindle-shaped, 
the  ends  of  the  spindle  being  formed 
by  the  external  and  internal  sphincter, 
while  the  central  widest  portion  shows  a 
rounded  eminence  near  the  external 
sphincter  caused  by  the  verumontanum. 
The  cystourethrogram  is  of  value  in  de- 
termining prostatic  disease  because  of  the 
intimate  relationship  of  the  prostate  to 
the  urethra.  It  is  evident  that  any  change 
in  the  size  and  shape  of  the  prostate  will 
distort  the  urethra  and  become  evident  in 
the  cystourethrogram.  (Fig.  1) 

The  deformity  noted  in  cystourethro- 
grams with  this  technic  depends  upon  the 
change  which  has  taken  place  in  the 
prostate.  Lateral  lobe  hypertrophy  de- 
velops on  each  side  of  the  prostatic 
urethra^  and  while  pressing  on  the  urethra 
causes  it  to  become  a longitudinal  slit 
with  a marked  increase  in  the  antero- 
posterior diameter.  It  is  because  of  the 
change  in  the  shape  of  the  urethra  to  a 
longitudinal  slit  that  a semi-lateral  cysto- 
urethrogram is  necessary  to  determine 
the  extent  of  the  lateral  lobe  prostatic 
hypertrophy  responsible  for  this  flatten- 
ing of  the  posterior  urethra.  (Fig.  1) 
The  length  of  the  prostatic  urethra  is 
also  increased  which  aids  in  estimating 
the  size  of  these  prostatic  lobes.  The 
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contrast  between  the  hippuran  jelly  as  it 
enters  the  bladder  with  the  air  in  the 
bladder  and  the  soft  tissue  shadow  of 
the  prostatic  intrusion  permits  an  outline 
of  the  obstruction.  (Fig.  4) 

The  appearance  of  a cystourethrogram 
in  a simple  bilateral  prostatic  hypertrophy 
shows  the  prostatic  urethra  to  be  widened 
or  spread  out  between  the  membranous 
urethra  and  the  bladder  neck.  The  ex- 
tent of  this  spread  with  the  increased 
length  of  the  prostatic  urethra  permits 
one  to  estimate  the  size  of  the  lateral 
lobes  since  the  lateral  lobes  alone  are 
responsible  for  this  increased  width  and 
length  of  the  prostatic  urethra.  The  soft 
rubber  catheter  in  the  aerogram  in  simple 
bilateral  hypertrophy  shows  no  anterior 
angulation  and  the  hippuran  jelly  enters 
the  bladder  without  any  deviation  on 
the  floor  of  the  bladder  neck.  A soft  tis- 
sue shadow  may  be  seen  as  a rounded 
mass  protruding  into  the  bladder  neck 
and  this  frequently  is  mistaken  for 
median  lobe  hypertrophy.  This  mass 
occurs  as  the  lateral  lobes  increase  in 
size  and  elongate  the  posterior  urethra 
to  press  against  and  elevate  the  internal 
sphincter  at  the  bladder  neck.  It  may  be 
differentiated  from  a median  lobe  by  the 
lack  of  curvature  noted  in  the  soft  rubber 
catheter  in  the  aerogram,  by  the  lack  of 
angulation  of  the  contrast  media  in  the 
cystrourethrogram  or  by  stereoscopic  ex- 
amination. 

A solitary  posterior  commissural  hy- 
pertrophy (middle  lobe)  is  suspected  by 
the  anterior  curvature  of  the  soft  rubber 
catheter  in  the  semi-lateral  aerogram. 
From  the  stereoscopic  aerogram  the  size 
of  the  median  lobe  obstruction  can  be 
seen.  The  cystogram  often  shows  a 
filling  defect  at  the  bladder  neck.  The 
cystourethrogram  shows  the  prostatic 
urethra  to  be  practically  normal  until  the 
contrast  media  is  diverted  as  an  anterior 
angulation  to  outline  the  intruding  lobe 
at  the  bladder  neck.  (Fig.  5-6) 

With  bilateral  and  commissural  pros- 
tatic hypertrophy  a combination  of  these 
two  types  are  demonstrable.  The  degree 
of  the  flattened  elongated  posterior 
urethra  with  the  anterior  angulation  at 
the  bladder  neck  will  aid  in  estimating 
the  size  of  the  prostate.  (Fig.  7) 

A solitary  subcervical  lobe  hypertrophy 
usually  presents  no  deformity  of  the 


posterior  urethra  in  an  urethrogram.  A 
filling  defect  may  be  present  in  the  cysto- 
gram, and  its  size  can  be  estimated  with 
stereoscopic  aerograms.  If  this  subcer- 
vical lobe  has  a small  base,  the  catheter 
may  pass  into  the  bladder  on  either  side 
of  the  obstruction  and  present  little  or 
no  anterior  angulation  in  the  aerogram. 
Usually,  however,  the  base  is  sufficiently 
large  to  divert  the  soft  rubber  catheter 
anteriorly.  With  the  contrast  media  in 
the  urethra  an  abrupt  anterior  angula- 
tion is  seen  as  the  obstructing  rounded 
mass  becomes  outlined  with  its  surface 
covered  by  the  jelly.  (Fig.  8) 

A combination  of  bilateral  and  sub- 
cervical  lobe  hypertrophy  was  found  in 
sixteen  per  cent  of  Randall’s  specimens. 
When  these  occur  together  a combination 
of  the  cystourethrographic  findings  are 
present.  When  the  base  of  the  sub- 
cervical  lobe  is  large,  it  may  be  difficult 
to  differentiate  from  a median  commis- 
sural hypertrophy,  yet  the  roundness  of 
the  subcervical  lobe,  the  acuteness  of  the 
angle  caused  by  the  contrast  media  at 
the  bladder  neck,  and  the  stereoscopic 
aerograms  are  suggestive  of  a subcervical 
lobe  enlargement.  (Fig.  9) 

When  median  bars  are  sufficiently  large 
to  cause  obstructive  symptoms,  the  find- 
ings with  cystourethrograms  are  usually 
diagnostic.  There  is  usually  no  filling 
defect  at  the  bladder  neck  in  the  cysto- 
gram. If  the  bar  is  large  enough  an 
anterior  angulation  of  the  catheter  may 
be  seen  in  the  semi-lateral  aerogram.  The 
cystourethrogram  shows  a small  yet 
abrupt  elevation  at  the  posterior  vesical 
lip.  Most  of  the  prostatic  urethra  is 
normal  but  on  the  urethral  side  of  the 
bladder  neck  a triangular  spread  is  seen 
with  the  contrast  media.  The  normal 
vesical  uvula  is  replaced  by  the  fibrous 
bar  which  causes  an  upward  angulation 
from  the  floor  of  the  vesical  end  of  the 
posterior  urethra.  This  sudden  drop 
from  the  bladder  neck  to  the  normal 
level  of  the  posterior  urethra  forms  one 
side  of  the  triangular  area  seen  in  these 
cystourethrograms.  The  posterior  ure- 
thra may  appear  to  be  somewhat  short- 
ened in  length.  (Fig.  10-12) 

A cystourethrogram  is  a distinct  aid 
in  the  diagnosis  of  clinical  carcinoma  of 
the  prostate.  In  an  urethrogram  the 
urethra  is  elongated  and  irregularly  nar- 


782 


ROY  B.  HENLINE 


[Volume  38 


rowed  by  pressure  around  its  circumfer- 
ence by  the  carcinoma,  produced  by  an 
uneven  encroachment  on  the  prostatic 


Fig.  7.  Age  seventy-two;  Urinarv  symptoms 
six  months  with  damaged  kidneys ; Rectal,  mod- 
erate enlargement  smooth,  sulcus  absent;  note 
elongated  spread  posterior  urethra  with  gradual 
anterior  angle  at  bladder  neck.  Bilateral  and 
Posterior  Commissural  Hypertrophy. 


Fig.  8.  Age  forty-nine;  Urinary  symptoms 
for  one  year  followed  by  Sudden  complete  re- 
tention ; rectal,  very  slight  enlargement ; note 
normal . posterior  urethra  until  abrupt  anterior 
angulation  is  seen  at  bladder  neck  as  surface  of 
obstructing  rounded  mass  is  outlined  by  con- 
trast jelly.  Solitary  Subcenncal  Lobe  Hyper- 
trophy. 


urethra.  A soft  tissue  shadow  is  usually 
seen  at  the  bladder  neck  in  the  aerogram. 
Occasionally,  the  first  suspicion  of  pro- 
static carcinoma  has  followed  the  char- 
asteristic  findings  in  the  cystourethro- 
gram  of  an  elongated,  narrow  and  irregu- 
lar prostatic  urethra.  Since  the  location 
of  the  prostatic  carcinoma  is  responsible 
for  the  appearance  of  the  urethrogram, 


Fig.  9.  Age  sixty-nine;  Urinary  symptoms 
for  ten  years  with  intermittent  retention  but 
constant  residual ; rectal,  very  large  smooth 
prostate ; note  long  spread  posterior  urethra  and 
rather  abrupt  anterior  angulation  of  contrast 
media  at  bladder  neck  as  rounded  soft  tissue 
shadow  is  outlined;  large  lateral  and  large  sub- 
cervical  lobe  hypertrophy. 

considerable  variation  may  be  noted  when 
the  carcinoma  is  present  with  hyper- 
trophy or  abscess,  or  when  the  posterior 
prostatic  lobe  only  is  involved  with  no 
extension  to  the  urethra.  The  predomi- 
nating lesion  will  be  evident  in  the 
urethrogram  and  the  presence  of  carci- 
noma may  not  be  apparent.  (Fig.  14) 

A cystourethrogram  of  a prostatic 
abscess,  if  the  abscess  cavity  communi- 
cates with  the  urethra,  shows  its  size  and 
extent  as  it  fills  with  the  contrast  media. 
In  prolonged  prostatic  infections  an  ure- 
throgram may  reveal  the  presence  of  a 
small  infected  cavity  in  the  prostatic 
urethra.  (Fig.  13) 
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I do  not  wish  to  suggest  that  cysto-  even  the  slightest  trauma,  obscures  the 
urethrograms  will  take  the  place  of  other  vision  and  prevents  visualization  of  the 
methods  of  diagnosis  in  prostatic  enlarge-  obstruction.  According  to  the  specimens 
ment.  Yet  in  many  patients  presenting  examined  by  Randall,  cystoscopy  would 
signs  of  prostatic  obstruction,  consider-  not  have  been  necessary  nor  desirable  in 
able  added  information  can  be  obtained  approximately  twenty-eight  per  cent  since 
by  proper  semi-lateral  aerograms  and  the  correct  diagnosis  in  these  cases  could 
urethrograms.  Since  this  may  be  so  have  been  made  with  rectal  examination 
simply  done  with  little  discomfort  to  the  and  cystourethrograms.  The  judgment 
patient,  it  should  be  more  commonly  to  know  when  and  when  not  to  use  a 
used.  In  approximately  ninety  per  cent  of  cystoscope  is  a greater  asset  than  the 
patients  with  prostatic  obstruction,  the  mere  ability  to  know  how  to  use  it. 


Fig.  10  and  11.  Age  seventy-four;  Urinary  symptoms  for  several  years  with  two  to  three 
ounces  residual;  rectal,  irregular  from  chronic  infection;  note  anterior  angulation  of  catheter 
with  no  soft  tissue  shadow  in  aerogram;  Triangular  Area  in  posterior  urethra  showing  veru- 
montanum  which  seems  to  be  near  bladder  neck.  Median  Bar. 


type  and  extent  of  the  obstruction  may 
be  determined  or  confirmed  with  cysto- 
urethrograms. (Fig.  15) 

Cystoscopy  is  often  a necessary  and 
distinct  aid  in  the  diagnosis  of  many 
prostatic  obstructions,  yet  cystourethro- 
grams frequently  give  as  much  and  oc- 
casionally more  inforamtion  regarding  the 
size,  location,  and  extent  of  the  lesion. 
Patients  appreciate  the  avoidance  of 
cystoscopy  whenever  it  is  possible.  It 
is  neither  desirable  nor  good  surgical 
judgment  to  cystoscope  a patient  with 
complete  urinary  retention  from  a large 
congested  prostate  unless  it  is  done  under 
anesthesia.  At  times  it  is  impossible  to 
pass  a cystoscope  into  the  bladder. 
Bleeding,  which  occurs  frequently  with 


I shall  not  describe  the  cystoscopic 
findings  in  each  individual  prostatic  le- 
sion. It  is  not  unusual  for  two  or  more 
observers  to  obtain  a different  mental 
picture  of  the  size,  location,  and  extent 
of  an  obstructing  lesion  at  the  bladder 
neck.  Two  descriptions  of  the  same  le- 
sion may  disagree  in  some  important 
points.  However,  whenever  cystoscopy 
is  indicated  and  possible  of  performance, 
the  type  of  obstruction  can  be  determined 
by  an  experienced  cystoscopist. 

A biopsy  of  the  prostate  in  a suspected 
case  of  carcinoma  is  often  helpful.  The 
Lowsley  prostatic  needle  may  be  employed 
and  enough  tissue  obtained  for  pathologi- 
cal study.  Tissue  may  also  be  obtained 
from  a prostatic  resection  at  which  time 
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the  bladder  neck  obstruction  can  be  re- 
lieved. If  a malignancy  is  discovered 
from  the  tissue  removed  at  resection  and 
no  extension  is  demonstrable,  a radical 
perineal  prostatectomy  may  be  done.  If 
the  tissue  removed  by  resection  shows 
no  malignancy,  the  patient  requires  no 
further  surgery  for  relief  of  the  bladder 
neck  obstruction. 

An  emergency  cystotomy  is  occasion- 
ally required  because  a catheter  for 
drainage  cannot  be  passed  to  the  bladder. 
Occasionally  when  a catheter  is  passed 
to  the  bladder,  bleeding  may  be  either 
uncontrollable  or  may  prevent  the  catheter 
from  draining,  requiring  the  bladder  to 
be  opened.  If  this  becomes  necessary 
the  vesical  orifice  can  be  visualized  from 
the  cystotomy  opening  and  the  diagnosis 
of  the  obstructing  lesion  determined. 

Treatment 

The  criterion  for  proper  treatment 
should  not  be  whether  a certain  surgical 
procedure  can  be  done,  but  rather  which 
surgical  procedure  is  best  suited  for  the 


Fig.  12.  Age  forty-three;  Urinary  symptoms 
for  several  years  with  one  to  two  ounces  re- 
sidual urine;  rectal,  normal;  note  Triangular 
Area  in  prostatic  area  with  anterior  angulation 
of  contrast  media  at  bladder  neck;  note  oval 
shadow  behind  triangular  area,  caused  by  pouch 
in  left  lateral  lobe  of  prostate  resulting  from 
abscess  or  false  passage.  Median  Bar  with  Pouch 
in  Pro  static  Urethra. 


Fig.  13.  Age  fifty;  Chronic  urinary  infection; 
rectal,  rounded  firm,  no  fluctuation;  note  irreg- 
ular extravasation  of  contrast  media  as  it  fills 
cavities  in  prostate  caused  by  infection.  Result- 
ing from  Prostatic  Abscess. 


removal  of  the  obstructing  lesion  which 
will  interfere  least  with  the  remaining 
normal  tissue  and  will  re-establish  normal 
bladder  function.  We  all  realize  that 
either  prostatic  resection,  perineal  or 
suprapubic  prostatectomy  can  be  per- 
formed in  almost  every  case  of  prostatic 
obstruction.  However,  a routine  surgical 
procedure  for  patients  presenting  so 
many  various  pathological  lesions  does 
not  appear  justifiable  even  though  the 
results  and  the  low  mortality  from  pros- 
tatic resection  in  experienced  hands 
makes  this  procedure  the  one  of  choice 
in  most  cases.2,5,21  An  intravesical  pro- 
static enlargement  can  be  removed  through 
the  perineum  but  to  remove  it  in  this  man- 
ner is  not  only  more  difficult,  but  it  dis- 
turbs the  normal  surrounding  tissue  and 
may  interfere  with  the  future  bladder 
function.  A simple  bilateral  intra- 
urethral  hypertrophy  may  be  removed 

suprapubically,  yet  because  of  the  loca- 

tion of  the  enlargement,  a perineal  pros- 
tatectomy should  interfere  less  with  the 
internal  sphincter  and  the  trigonal 

muscle. 

Most  urologists  agree  that  fibrous 

prostates,  median  bars,  and  obstructive 
prostatic  carcinomas  with  extension  are 
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Fig.  14.  Age  sixty-seven ; Urinary  symptoms 
for  eight  months;  rectal,  moderately  enlarged, 
irregular,  stony  hard,  fixed  in  position;  catheter 
passes  with  difficulty  releasing  six  ounces  re- 
sidual urine;  note  elongated,  narrow,  irregular 
posterior  urethra  with  small  filling  defect  at 
bladder  neck.  Carcinoma  of  Prostate. 

preferably  treated  by  transurethral  re- 
section.14 However,  the  functional  results 
from  this  procedure  are  not  always  sat- 
isfactory in  these  cases.  It  is  our  ex- 
perience that  a certain  amount  of  tempo- 
rary incontinence  is  just  as  frequent  in 
these  cases  than  in  transurethral  resec- 
tion for  prostatic  adenoma.  This  may 
be  explained  by  the  fact  that  these  lesions 
are  intimately  attached  to  the  internal 
vesical  sphincter  and  the  trigonal  muscle, 
and  when  the  pathological  tissue  is  re- 
moved these  muscles  are  necessarily 
partially  removed  with  the  obstructing 
tissue.  Extreme  care  must  be  used  to 
prevent  the  removal  of  too  much  tissue 
at  the  vesical  orifice  in  these  cases. 

To  properly  care  for  the  various  types 
of  prostatic  enlargement,  a urologist 
should  train  himself  to  be  capable  of 
doing  suprapubic  and  perineal  prostatec- 
tomies as  well  as  transurethral  resec- 
tions. Both  perineal  prostatectomy  and 
prostatic  resection  are  fraught  with 
greater  possibilities  of  complications  than 
the  suprapubic  operation  and  if  one  has 
not  had  the  training  or  the  temperament 
to  do  these  operations,  he  will  do  much 
better  to  continue  with  suprapubic  pros- 


tatectomies. Nevertheless,  if  this  plan  is 
followed  there  will  be  more  than  thirty- 
eight  per  cent  (Randall’s  specimens)  of 
prostatic  obstructions  which  will  not  re- 
ceive the  best  form  of  surgery.  In  this 
group  are  included  simple  bilateral  in- 
traurethral  hypertrophy,  ten  per  cent, 
median  bars,  eighteen  per  cent,  prostatic 
abscess,  five  per  cent,  and  carcinoma, 
5.5  per  cent. 

For  one  who  has  had  the  training  and 
has  the  temperament,  transurethral  pros- 
tatic resection  is  the  treatment  of  choice 
for  many  prostatic  enlargements.  It  has 
been  amply  proved  that  many  complica- 
tions are  possible  with  such  a delicate 
operation,  but  it  has  also  been  shown 
that  as  experience  increases,  complica- 
tions decrease.  The  low  mortality,  mor- 
bidity, and  short  hospitalization  reported 
by  Bumpus,5  Alcock,2  Thompson,  Nes- 
bitt,21 and  others,  depends  primarily  upon 
the  operators’  skill  and  the  postoperative 
care.  Nesbitt  believes  that  postoperative 
symptoms  of  frequency,  burning,  and 
pyuria  are  the  result  of  the  introduction 
of  infection  during  or  after  the  opera- 
tion, or  that  a portion  of  devitalized  pros- 
tatic issue  remains  as  an  irritating  focus 
in  the  prostatic  urethra.  He  advocates  as 


Fig.  15.  Age  fifty-five;  Urethrogram  follow- 
ing transurethral  resection  for  moderate  lateral 
and  posterior  commissural  hypertrophy.  Normal 
bladder  outlet  yet  bladder  neck  is  somewhat 
enlarged. 
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complete  removal  of  the  prostatic  hyper- 
trophy by  resection  as  possible. 

Only  about  one-tenth  the  number  of 
patients  require  preoperative  preparation 
for  resection  compared  to  those  requir- 
ing preparation  for  enucleation  of  the 
prostate,  according  to  Bumpus.5  Cabot7 
has  shown  that  prolonged  urethral 
catheter  drainage  changes  a dormant 
prostatic  infection  into  an  acute  infec- 
tion which  involves  the  urethra,  pros- 
tate, bladder,  and  kidneys.  Probably  the 
removal  of  the  prostatic  obstruction  by 
resection  establishes  adequate  drainage 
at  once  and  the  improvement  formerly 
noted  preparatory  to  surgery  is  accom- 
plished during  the  convalescence  from 
resection.  The  mortality  reported  from 
cystotomy  for  drainage  alone,  occasionally 
exceeding  ten  per  cent,  may  be  avoided  by 
resection.1  I do  not  wish  to  minimize  the 
necessity  for  preliminary  preparation  of 
a certain  group  of  patients  with  consid- 
erable urinary  retention  and  especially 
with  an  elevated  blood  urea  nitrogen  or 
nonprotein  nitrogen.  However,  it  is  not 
uncommon  to  see  a patient’s  urinary  out- 
put diminish  and  his  blood  urea  become 
elevated  during  either  prolonged  drainage 
from  a retention  catheter  or  following  a 
cystotomy  for  drainage. 

Recurrences  of  obstruction  following 
prostatic  enucleation  have  been  reported 
by  Young,30  Lewis,15  Chute,8  Illyes,  and 
others.  There  have  been  reported  some 
recurrent  obstructions  following  resec- 
tion. It  is  probable  that  a patient  would 
prefer  a repetition  of  a resection  with  a 
relatively  short  hospital  stay  than  an 
“open  operation.” 

It  would  indeed  be  fortunate  if  the 
horror  of  prostatic  enlargement  could  be 
expelled  from  the  minds  of  men  in  ad- 
vancing years.  If  they  realized  that 
early  diagnosis  and  treatment  would  re- 
quire a short  hospital  stay  with  no  out- 
ward or  visible  evidence  of  their  opera- 
tion, many  would  seek  advice  early.  The 
insidious  yet  permanent  damage  to  the 
kidneys  and  cardiovascular  system  could 
be  prevented. 

When  we  are  fortunate  enough  to  dis- 
cover an  early  carcinoma  of  the  prostate, 
a radical  total  perineal  prostatectomy,  as 
described  by  Young,31  offers  the  only 
chance  of  cure.  Barringer3  has  stated 
that  prostatic  carcinoma  for  the  most 


part  is  a fatal  disease  and  this  view  is 
almost  universally  held  by  those  who 
treat  this  disease  by  any  palliative  means. 
Fully  realizing  the  seriousness  of  this 
disease,  I believe  we  are  justified  in  re- 
sorting to  radical  surgery  in  early  cases. 
Randall’s  series  of  cases  revealed  only 
5.5  per  cent  of  prostatic  caricinoma,  but 
Moore20  found  16.7  per  cent  in  375  rou- 
tine prostates  examined.  Moore  also  found 
more  than  one  origin  of  carcinoma  in 
the  same  prostate  in  eleven  out  of  fifty- 
two  cases,  yet  only  four  of  these  fifty- 
two  showed  microscopic  evidence  of  in- 
vasion outside  the  prostate.  Of  Moore’s 
cases  73.5  per  cent  arose  in  the  posterior 
lobe,  8.8  per  cent  in  the  lateral  lobes, 
and  14.8  per  cent  from  the  anterior  lobe. 
He  concludes  that  metastases  and  in- 
vasion outside  the  organ  is  a late  mani- 
festation of  the  disease. 

Rich23  found  carcinoma  in  fourteen 
per  cent  of  292  prostates  in  a routine 
examination  of  prostates  in  men  over 
fifty  years  of  age  and  found  most  of 
them  situated  either  laterally  or  pos- 
teriorly near  the  capsule  of  the  gland. 
In  these  cases  65.8  per  cent  were  not 
recognized  clinically.  Caulk  and  Alcock1 
each  found  cancer  in  nineteen  per  cent 
of  routine  surgical  prostates,  and  Young30 
found  carcinoma  in  twenty  per  cent  of 
obstructive  prostates.  Although  early 
carcinoma  of  the  prostate  is  essentially 
a silent  disease,  since  its  origin  is  usually 
in  the  posterior  lobe  which  is  palpable  by 
rectum,  a suspicious  nodule  felt  during 
routine  rectal  examination  may  lead  to 
an  early  diagnosis. 

Although  early  diagnosis  of  prostatic 
carcinoma  is  difficult  and  often  impos- 
sible, we  should  constantly  be  aware  of 
the  frequency  with  which  it  occurs  and 
offer  early  surgery  as  the  only  hope 
of  cure.  Smith,26  Rolnick,24  Young,81 
Lowsley,  and  others  have  reported  suc- 
cessful radical  perineal  prostatectomies 
and  believe  that  since  other  forms  of 
treatment  at  present  offer  only  palliative 
relief,  the  patient  is  entitled  to  an  oppor- 
tunity for  cure.  Extension  usually  first 
is  discovered  around  the  seminal  vesicles 
and  frequently  can  be  determined  by  pal- 
pation. 

When  metastases  have  occurred,  pro- 
static  resection  for  urinary  obstruc- 
tion, radium  implanted  into  the  prostate, 
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and  deep  x-ray  therapy  for  pain,  are 
valuable  adjuncts  in  relieving  the  patient. 

Before  any  operation  is  undertaken  it 
is  essential  to  obtain  all  possible  infor- 
mation concerning  the  type  and  extent 
of  the  obstructing  lesion.  We  have  found 
cy stour ethrograms  distinct  aids  in  de- 
ciding what  surgery  should  be  under- 
taken. When  used  in  conjunction  with 
the  other  diagnostic  information,  one  can 
better  visualize  the  pathologcial  process 
and  hence  institute  proper  surgery. 

Summary 

1.  Proper  diagnosis  of  the  type,  loca- 
tion, extent,  and  character  of  the  obstruct- 
ing prostate  is  essential  before  surgery 
is  instituted. 

2.  Aerograms  and  cystourethrograms 
in  the  semi-lateral  position  obtaining  a 
contrast  between  the  air  in  the  bladder 
and  an  opaque  jelly  in  the  prostatic 
urethra  are  diagnostic  of  the  prostatic 
obstruction  in  most  cases,  and  are  a dis- 
tinct aid  in  determining  the  extent,  char- 
acter, and  location  of  the  obstructing 
tissue. 

3.  The  lateral  spread  and  increased 
length  of  the  prostatic  urethra  is  caused 
by  lateral  lobe  intrusion ; an  anterior 
angulation  at  the  bladder  neck  may  be 
noted  by  the  curve  in  the  catheter  in  the 
aerogram  or  by  the  opaque  jelly  in  the 
urethrogram  and  is  significant  of  various 
changes  occurring  on  the  floor  of  the 
vesical  outlet ; stereoscopic  x-rays  permit 
one  to  visualize  and  differentiate  each 
prostatic  lobe  protruding  into  the  bladder ; 


some  enlargement  of  the  prostate  by  rec- 
tal examination  combined  with  a narrow, 
irregular,  and  elongated  urethra  is  very 
suggestive  of  prostatic  carcinoma. 

4.  Rectal  examination  reveals  little  or 
no  enlargement  in  fifty  per  cent  of  pa- 
tients with  prostatic  obstructions.  (From 
Randall’s  pathological  specimens) 

5.  Prostatic  resection  is  the  procedure 
of  choice  in  many  prostatic  obstructions, 
providing  the  operator  is  sufficiently 
skilled  in  the  technic  and  postoperative 
care. 

6.  Radical  perineal  prostatectomy  of- 
fers the  only  hope  of  cure  in  early  carci- 
noma of  the  prostate. 

7.  For  those  who  do  not  do  prostatic 
resection,  perineal  is  preferable  to  supra- 
pubic prostatectomy  in  bilateral  intra- 
urethral  (extravesical)  enlargements  and 
from  an  anatomical  study  should  give 
better  functional  results. 

8.  Suprapubic  prostatectomy  should  be 
done  in  those  cases  which  require  a pre- 
liminary cystotomy  for  drainage,  by  the 
surgeon  who  occasionally  operates  upon 
the  prostate  and  by  those  urologists  who 
have  not  become  sufficiently  familiar  with 
the  technic  of  prostatic  resections  and 
perineal  prostatectomy. 

9.  Aerograms  and  cystourethrograms 
are  presented  which  show  the  character- 
istic prostatic  enlargements  with  the 
realization  that  various  combinations  of 
these  lesions  are  often  present  in  the 
same  patient. 

901  Lexington  Ave. 


References 


1.  Alcock,  N.  G.:  J.A.M.A.,  101:1355,  1933. 

2.  Idem:  Ibid,  104:734,  1935. 

3.  Barringer,  B.  S. : Jour.  Urol.,  33:616,  1935. 

4.  Beer,  Edwin:  J.A.M.A.,  107:1886,  1936. 

5.  Bumpus,  H.  C.:  S'.  G.  '&  O.,  64:324,  1937. 

6.  Cabot,  Hugh:  Modern  Urology , Vol.  1,  Chap.  18, 
Lea  & Febiger,  1936. 

7.  Idem:  Proc.  Inter-State  Post.  Grad.  Assn.,  Octo- 
ber 1932. 

8.  Chute,  R. : New  England  Br.  Am.  Urol.  Assn.„ 
page  36,  1935. 

9.  Cunningham,  J.  H.,  Jr.:  Tr.  Amer.  Assn.  Gen. 
Urin.  Surg.,  5:369,  1910. 

10.  Deming,  C.  L. : Disc,  of  Ref.  No.  8,  page  41. 

11.  Flocks,  R.  H.:  Jour.  Urol.,  30:711,  1933. 

12.  Gillies,  C.  L.  and  Kerr,  H.  D. : Radiology,  26: 
286,  1935. 

13.  Hinman,  Frank:  The  Principles  and  Practice  of 
Urology,  W.  B.  Saunders  Co.,  1935. 

14.  Kirwin,  T.  J.:  Amer.  Jour.  Surg.,  19:1,  1933. 

15.  Lewis  and  Carroll:  Jour.  Urol.,  24:319,  1930. 


16.  Lowsley,  O.  S.:  J.A.M.A 60:110,  1913. 

17.  McCarthy,  J.  F.  and  Kramer,  S.  E. : Amer. 
Jour.  Surg.,  19:209,  1933. 

18.  Moore,  R.  A.:  Amer.  Jour.  Path.,  12:599,  1936. 

19.  Idem:  Personal  communications. 

20.  Idem:  Jour  Urol.,  33:224,  1935. 

21.  Nesbitt,  R. : Personal  communications. 

22.  Randall,  A.:  Surgical  Pathology  of  Prostatic 

Obstructions,  Williams  & Wilkins  Co.,  1931. 

23.  Rich,  A.  R.:  Jour.  Urol.,  33:215,  1934. 

24.  Rolnick,  H.  C. : Ibid,  35:527,  1936. 

25.  Sicard  and  Forestier:  Bull.  Soc.  med.  d.  Hosp. 
de  Paris,  40:7,  1924. 

26.  Smith,  G.  G. : Jour.  Urol.,  35:610,  1936. 

27.  Tolson,  H.  L. : West  Virginia  Med.  Jour.,  Vol. 
29,  No.  11,  1933. 

28.  Wesson,  M.  B.:  Jour.  Urol.,  4:279,  1920. 

29.  Idem:  Personal  communications. 

30.  Young,  H.  H.  and  Davis,  D.  M. : Practice  cf 
Urology,  Vol.  1,  Chap.  7,  W.  B.  Saunders  Co.,  1926. 

31.  Young,  H.  H.:  S.  G.  & O.,  64:472,  1937. 


A doctor  complains  that  he  had  to  leave  tenants  above  him.  A Big  Apple  a day 

his  flat  owing  to  the  rowdy  parties  of  the  sent  the  doctor  away. — Punch. 
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That  syphilis  may  cause  the  most 
bizarre  clinical  pictures  is  knowledge  so 
common  that  the  metaphor  “Syphilis,  the 
great  imitator’’  has  become  a trite  ex- 
pression. However,  certain  syndromes 
occur  so  infrequently  that  recognition  of 
their  syphilitic  nature  comes  about  by 
chance  or  only  after  the  late  appearance 
of  some  pathognomonic  clinical  sign.  The 
unusual  features  in  the  case  herein  de- 
scribed warrant  its  report  and  serve  as 
a basis  for  discussing  syphilitic  manifes- 
tations in  the  supporting  structures  of 
the  body  during  the  secondary  stage  of 
the  infection. 

Case  Report 

C.  T.,  a married  white  woman,  aged 
twenty-eight,  with  two  normal  children,  was 
admitted  to  Bellevue  Hospital  on  March  2, 
1936.  Her  present  illness  began  ten  weeks 
previously  with  loss  of  weight,  malaise,  sore 
throat,  and  fever.  On  January  9,  1936, 
she  entered  an  ear,  nose  and  throat  hospital. 
She  remained  there  for  five  weeks,  with  a 
temperature  of  101  to  102°F.,  and  her 
symptoms  increased  in  severity.  Her  blood 
count  was  reported  as  normal;  Roentgeno- 
grams of  the  chest  were  normal,  and  two 
Wassermann  tests  were  anticomplementary. 
About  three  weeks  after  her  admission  to 
this  hospital  a rash  appeared  on  her  face 
and  shoulders.  She  left  the  hospital  of  her 
own  accord,  unimproved,  on  February  12, 
with  a diagnosis  of  “Chronic  Sinusitis, 
Acute  Infection  of  the  Tonsils,  Ulceration 
of  the  Left  Anterior  Pillar,  Possible  Bron- 
chial Pneumonia.”  At  home  her  symp- 
toms progressed  and  finally  she  was 
admitted  to  Bellevue  Hospital,  suffering 
from  excruciating  pains  in  all  the  limbs, 
severe  hyperesthesia,  numbness  and  tingling 
in  the  feet  and  hands,  and  inability  to  move 
her  legs  and  arms. 

Examination  revealed  a thin,  emaciated, 

We  wish  to  thank  Dr.  Lewis  J.  Friedman. 
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Bellevue  Hospital,  for  his  many  helpful  sug- 
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acutely  ill  woman,  unable  to  move  any 
of  her  limbs  or  raise  her  head.  Her  weight 
was  sixty-seven  lbs.  Her  skin  was  dry 
and  inelastic.  There  was  an  eruption  on 
her  face  and  left  shoulder,  located  primarily 
on  the  cheeks  and  chin.  The  eruption  con- 
sisted of  about  a dozen  pea  to  nickel-sized, 
discrete,  dull  red  papules.  The  ears  and  nose 
were  normal.  Examination  of  the  eyes 
revealed  normal  movements  of  the  eyeball 
and  normal  fundi.  The  pupils  were  round 
and  equal  and  reacted  to  light  and  accom- 
modation. The  posterior  pharynx  and  an- 
terior pillars  were  injected.  In  the  center 
of  the  posterior  portion  of  the  tongue  was  a 
shallow,  dime-sized  ulcer,  surrounded  by  a 
zone  of  erythema  and  only  slightly  tender 
on  palpation.  The  ulcer  was  covered  by  a 
greyish,  nonadherent,  necrotic  exudate  and 
had  an  infiltrated  base.  The  gums  were 
spongy  and  the  submaxillary  and  anterior 
cervical  glands  were  considerably  enlarged. 
The  heart  was  not  enlarged,  the  sounds  were 
normal,  and  the  rate  was  112  per  minute. 
Physical  examination  of  the  lungs  was 
normal.  The  abdominal  viscera  were  not 
palpable  nor  tender  and  the  pelvic  examina- 
tion revealed  no  abnormalities  other  than 
a slight  leukorrhea.  There  was  a general- 
ized lymphadenopathy. 

The  skin  of  the  lower  extremities  was 
markedly  hyperesthetic  and  there  was 
exquisite  tenderness  to  slight  pressure  over 
all  the  long  bones,  joints,  and  muscles.  The 
muscular  atrophy  was  striking,  the  limbs 
giving  the  appearance  that  no  soft  tissue 
other  than  the  skin  covered  the  bones. 
There  was  a bilateral  foot  drop  and  only  the 
faintest  motion  of  the  fingers  could  be 
elicited.  A provisional  diagnosis  was  made 
of  “Post-infectious  Peripheral  Neuritis”  or 
“Avitaminosis  with  Peripheral  Neuritis.” 
The  patient  was  placed  on  a high  vitamin 
diet  with  ascorbic  acid  parenterally. 

The  neurologist  found  all  the  deep  reflexes 
present  and  active,  no  ankle  clonus  nor 
Babinski,  absent  abdominal  reflexes,  and  an 
intact  vibratory  sense.  He  expressed  the 
opinion  that  the  marked  generalized  muscu- 
lar atrophy  and  weakness  was  of  constitu- 
tional origin  and  not  a result  of  a neuritis. 

After  five  days  of  vitamin  therapy  the 
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patient’s  symptoms  were  more  aggravated. 
A routine  Wassermann  test  gave  a four 
plus  reaction  and  the  patient  was  referred 
to  the  service  of  Dermatology  and  Syphil- 
ology.  On  the  basis  of  the  cutaneous  and 
mucous  membrane  lesions,  a diagnosis  of 
secondary  syphilis  was  made. 

On  March  2,  the  blood  count  was:  Red 
blood  cells;  3,650,000.  Hb;  sixty  per  cent. 
White  blood  cells;  23,000.  The  differential 
count  was : PMN ; forty-one  per  cent.  Meta. 
II,  thirty-five  per  cent;  Meta.  Ill,  two  per 
cent;  Lymph.,  twenty  per  cent;  Eosin,  one 
per  cent;  Baso.,  one  per  cent. 

The  urine  examination  was  normal  and 
tests  for  Bence-Jones  protein  were  negative. 
The  blood  serum  calcium  content  was  14.1 
Mg.  per  cent  and  the  phosphorous  content 
was  4.2  Mg.  per  cent.  Repeated  blood  cul- 
tures revealed  no  growth.  X-ray  examina- 
tion, as  reported  by  Dr.  L.  J.  Friedman, 
showed  multiple  areas  of  bony  destruction 
involving  the  outer  table  of  the  frontal  bone 
of  the  skull,  the  corticalis  of  the  right  radius, 
both  ulnas,  the  neck  of  the  left  humerus,  and 
both  tibias.  These  lesions  were  purely 
osteolytic,  with  no  evidence  of  thickening 
or  periosteal  reaction.  Some  of  the  lesions 
resembled  a metastatic  malignancy  of  tuber- 
culosis (Fig.  1). 

A subsequent  history  was  obtained  from 
the  husband,  who,  having  been  estranged 
from  the  patient,  returned  to  her  only  a 
few  weeks  before  the  onset  of  her  illness. 
They  had  had  a single  coitus,  the  first  week 
in  December,  three  weeks  before  the  onset 
of  her  illness.  The  husband  stated  that  he 
developed  a penile  lesion  in  November, 
which  he  had  left  untreated.  A Wassermann 
test  performed  on  him  was  reported  four 
plus.  The  children’s  Wassermann  reports 
were  negative. 

Antisyphilitic  therapy  was  started  March 
7,  with  two  c.c.  sodium  bismuth  tartrate, 
intraglutially,  every  three  days  for  five  injec- 
tions. One  week  after  the  first  injection  the 
patient  was  able  to  sit  up  in  bed  and  move 
her  hands  and  legs  freely,  pain  and  tender- 
ness having  greatly  diminished.  After  two 
weeks,  neoarsphenamine  was  started  with  an 
initial  dose  of  0.3  Gm.  and  maintained  at 
0.45  Gm.  up  to  the  time  of  discharge.  Two 
months  after  admission  the  patient  had 
received  4.2  Gm.  of  neoarsphenamine  and 
ten  c.c.  of  water  soluble  sodium  bismuth 
tartrate  and  one  Gm.  of  bismuth  as  bismuth 
salicylate  suspended  in  oil. 

At  the  time  of  discharge  her  general  con- 
dition was  excellent.  She  had  gained  thirty 
lbs.  in  weight,  recovered  complete  use  of  all 
her  muscles,  pains  had  entirely  disappeared, 
blood  count  was  normal,  and  Roentgen- 
ograms of  the  bones  showed  all  the  osteolytic 
areas  to  be  less  prominent  than  previously, 


with  complete  healing  of  some  of  the  smaller 
lesions.  The  patient  was  given  continuous 
antisyphilitic  therapy  in  the  outpatient  de- 
partment and  has  remained  in  excellent 
health.  Another  Roentgenogram  two 
months  later  showed  complete  healing  with 
no  evidence  of  any  bone  lesions  (Fig.  2 
and  3).  Unfortunately,  a spinal  fluid  exami- 
nation and  punch  biopsy  of  the  bone  were 
not  obtained.  At  no  time  could  we  get  per- 
mission for  either  procedure. 

Discussion  of  Case 

This  case  presented  a secondary  syphi- 
lide  of  the  face  and  mouth,  and  a severe 
myopathia  with  marked  wasting  of  all 
the  voluntary  muscles,  associated  with 
widespread  destructive  bone  lesions. 
Modem  texts  make  little  or  no  mention 
of  the  myopathies  of  secondary  syphilis, 
but  it  is  interesting  to  note  that  this  syn- 
drome regularly  appeared  in  the  writings 
of  the  syphilologists  of  the  past  century. 
However,  the  destructive  bone  lesions  as 
described  herein  have  never  been  con- 
sidered as  manifestations  of  early 
syphilis.  But  the  widespread  appearance 
of  these  bone  lesions,  their  lack  of 
resemblance  to  any  known  disease  (ex- 
cept tuberculosis  or  yaws),  their  occur- 
rence during  a toxic  phase  of  early 
cutaneous  syphilis,  and  their  prompt 
response  to  antisyphilitic  therapy,  dispel 
all  doubt  that  this  bone  destruction  was 
of  syphilitic  origin. 

During  the  past  year  two  cases  have 
been  reported  that  bear  upon  this  type  of 
bone  lesion — Tauber  and  Goldman1  re- 
ported a case  of  “Syphilitic  Anemia  with 
diffuse  Osteitis.”  Their  patient  had  a 
penile  lesion  with  satellite  bubo,  from 
which  Spirochete  pallida  was  found  on 
dark-field  examination.  He  had  a gen- 
eralized skin  eruption,  a severe  macro- 
cytic anemia  and  “areas  of  bone  destruc- 
tion of  varying  diameter  in  the  skull,  in 
the  upper  third  of  the  left  tibia,  and  in 
the  left  clavicle  and  scapula.  There  was 
very  little  thickening  about  these  areas 
and  very  little  periosteal  reaction.  They 
resembled  multiple  myeloma.”  There  was 
a complete  response  to  antisyphilitic 
therapy.  The  authors  stated  “if  one  at- 
tempts to  classify  these  various  manifes- 
tations as  syphilitic,  one  must  suppose 
that  the  bone  involvement  and  anemia  are 
late  reactions,  and  the  acute  penile  lesion 
a super  infection.” 
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Mandelbaum  and  Saperstein2  reported 
a case  of  “acute  gummatous  osteomye- 
litis” in  a case  of  transfusion  syphilis. 
Their  patient,  a woman  of  twenty-eight 
years,  was  transfused  after  being  deliv- 
ered of  normal  twins.  Eight  weeks  later 
she  developed  severe  pains  in  the  bones 
followed  by  the  development  of  subcu- 
taneous nodules  at  these  painful  sites. 
She  was  found  to  have  a four  plus  Was- 
sermann  reaction  and  Roentgen-ray  ex- 
amination showed  several  “irregular 
areas  of  rarefaction  in  the  sternum  and 
skull.”  At  no  time  had  there  been  lesions 
of  the  skin  or  mucous  membranes.  Roent- 
genograms made  several  months  after 
antisyphilitic  therapy  showed  complete 
healing.  Examination  of  the  husband 
and  the  two  children  showed  no  evidence 
of  syphilitic  infection  but  the  donor,  the 
patient’s  brother,  was  found  to  have  a 
four  plus  Wassermann  reaction.  The 
authors  then  conclude  “this  patient  thus 
represents  a case  in  which  acute  gum- 
matous osteomyelitis  was  the  initial  lesion 
of  syphilis  transmitted  by  a blood  trans- 
fusion.” In  view  of  this  osteolytic  bone 
lesion  (which  is  not  unlike  that  of  the 


two  cases  cited  above),  appearing  less 
than  two  months  after  the  initial  inocula- 
tion, we  believe  that  this  case  should  be 
more  popularly  described  as  a rarefying 
osteitis  of  early  syphilis  and  classified  as 
a syphilitic  osteoperiostitis. 

Wile  and  Senear3  reported  a series  of 
sixty  cases  of  secondary  syphilis  with  in- 
volvement of  the  bones  and  joints.  Un- 
fortunately their  report  did  not  include 
Roentgen-ray  studies,  but  was  based 
upon  symptomatic  and  objective  evidence 
of  skeletal  changes.  Of  their  sixty  cases 
they  reported  that  in  eighteen  the  general 
health  was  severely  affected,  and  in  these 
the  patients  had  anemia,  loss  of  weight 
and  debility,  and  there  was  no  relation- 
ship to  skin  or  central  nervous  system  in- 
volvement. 

This  latter  evidence  of  syphilitic  tox- 
emia appears  to  be  a common  factor  in 
all  the  cases  manifesting  lesions  of  bones 
during  the  secondary  stages  of  the  in- 
fection. This  debility  is  also  an  accom- 
paniment of  osseous  syphilis  of  the  new- 
born in  which  destructive  bone  lesions  are 
a common  occurrence.  (Fig.  4).  On  this 
evidence  one  cannot  help  but  feel  that 


Fig.  1.  Osteolytic  lesions  of 
secondary  syphilis.  Multiple 
areas  of  bone  destruction  in- 
volving corticalis  of  right 
radius  and  ulna. 


Fig.  2.  Right  radius  and  ulna 
three  weeks  after  initiation 
of  antisyphilitic  therapy.  Be- 
ginning healing  of  lesions. 


Fig.  31  Right  radius  and  ulna 
four  months  after  initiation  of 
antisyphilitic  therapy.  Lesions 
completely  healed. 
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Fig.  4.  Osseous  syphilis  of  the  new- 
born. Note  destructive  areas  of  radius, 
ulna,  and  distal  end  of  humerus.  In 
addition,  this  demonstrates  other  fea- 
tures of  osseous  syphilis  of  the  new- 
born— periostitis,  submetaphyseal  rare- 
faction, and  widening  of  provisional 
zone  of  calcification. 


Fig.  5.  Osseous  syphilis  of  the  newborn.  Serration  of 
distal  ends  of  femurs ; destruction  of  proximal  ends  of 
tibiae,  with  epiphyseal  separation  and  impaction,  and 
medial  displacement.  Note  symmetry  of  these  lesions. 


Roentgen-ray  studies  of  the  bones,  should 
be  made  in  those  patients  with  signs  of 
toxemia,  during  the  early  stages  of  their 
infection. 

Early  Syphilitic  Involvement  of  the 
Skeletal  System 

Muscles : In  early  syphilis,  a myositis 
not  infrequently  causes  a diffuse,  aching 
pain.  This  occurs  just  before  the  ap- 
pearance of  the  rash  and  is  characterized 
by  being  more  severe  at  night  and  by  be- 
ing localized  chiefly  in  the  flexor  muscles 
and  in  the  erector  spinae  muscles  of  the 
back.  Many  years  ago  Fournier  de- 
scribed two  types  of  muscular  involve- 
ment during  early  syphilis,  a progressive 
weakening  of  the  muscular  power  with 
intermittent  trembling,  and  a progressive 
wasting  of  the  muscles.  It  is  noteworthy 
that  this  latter  manifestation,  which  is  a 
prominent  feature  in  our  case  report 
above,  does  not  appear  in  the  literature 
of  the  past  few  decades. 

Late  syphilitic  involvement  of  the  mus- 
cular system  is  not  uncommon  and  has 
been  observed  by  most  syphilologists.  The 
inflammation  may  be  of  three  types : ( 1 ) 
a generalized  infiltration  of  the  muscular 
tissue,  (2)  localized  gummata,  or  (3)  a 
combination  of  the  two.  When  the  in- 


flammation is  in  the  form  of  a localized 
gummata,  the  individual  swellings  are  the 
prominent  symptoms,  but  when,  as  is 
more  common,  the  combination  of  dif- 
fuse myositis  and  gummata  exists,  the 
muscles  become  increased  in  size,  firm  and 
resistant  to  the  touch.  The  swellings  may 
increase  in  size  until  entire  muscular 
groups  are  involved  and  after  a time,  be- 
come adherent  to  the  surrounding  tissue, 
interfering  with  their  function.  Some 
gummata  may  soften  and  break  through 
the  skin,  producing  the  typical  gummatous 
ulcer.  This  same  type  of  gummatous  in- 
volvement of  the  muscle  may  also  appear 
as  a late  manifestation  of  congenital 
syphilis,  between  the  fifth  and  twentieth 
years. 

The  prognosis  in  all  these  types  is 
excellent. 

Tendons  and  tendon  sheaths:  The 

tendons,  being  avascular  structures,  are 
rarely  involved  alone.  The  tendon  sheaths 
may  be  affected  separately,  but  eventually 
both  are  involved.  Tenosynovitis  may 
occur  during  secondary  syphilis  as  a sim- 
ple serous  inflammation  with  effusion 
which,  after  a period,  may  lead  to  adhe- 
sions. The  swelling  appears  rapidly,  is 
painless,  and  does  not  materially  affect 
the  movements  of  the  adjacent  joints. 
These  have  been  most  frequently  observed 
in  the  tendon  sheaths  at  the  back  of  the 
wrist,  the  ankle,  hamstrings,  and  biceps. 
This  condition  must  be  distinguished  from 
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tuberculosis  and  often  a therapeutic  test 
is  necessary  to  confirm  the  diagnosis. 

Gummatous  tenosynovitis,  which  should 
be  more  accurately  named  a perisyno- 
vitis,  is  a more  common  occurrence  than 
the  secondary  form  and  is  usually  found 
in  debilitated  patients.  It  may  begin  as  a 
solitary  mass  or  as  multiple  small  nodules, 
fusing  to  form  an  irregular  tumor  and 
adhering  to  the  skin.  The  mass  may  then 
soften,  ulcerate,  and  break  through  the 
skin,  presenting  the  usual  tertiary  syphil- 
itic ulcer  with  the  typical  serpiginous 
border. 

Bursae:  Occasionally  there  occurs  a 

generalized  toxemia  in  secondary  syphilis, 
which  leads  to  serous  effusions  distributed 
through  the  body.  The  bursae  are  often 
involved  during  this  process.  Fournier 
applied  the  name  “Syphilitic  Pseudo- 
rheumatism”  to  the  process,  because  the 
patient  is  generally  treated  with  salicyl- 
ates. The  swelling  and  tenderness  of  the 
bursae  is  transient  and  disappears  spon- 
taneously. 

A gummatous  inflammation  may  ap- 
pear as  an  early  or  late  tertiary  mani- 
festation, usually  in  patients  who  show 
other  evidence  of  the  disease.  The  lesion 
begins  with  a sharply  defined,  painless, 
sluggish  swelling,  which  later  becomes 
very  hard  and  tense  and  may  reach  to  an 
enormous  mass.  It  may  remain  in  this 
form  indefinitely  or  the  tumor  may  soften 
and  ulcerate.  Any  bursa  may  be  affected. 
The  affection  is  usually  symmetrical  and 
usually  involves  those  bursae  most  ex- 
posed to  trauma.  The  name  “Syphilitic 
Bursapathy  of  Verneuil,”  after  one  of 
the  first  to  describe  this  process,  has  been 
applied  to  this  gummatous  infilteration. 
The  response  to  therapy  is  excellent. 

Joints:  Involvement  of  the  joints  in  early 
syphilis  is  manifested  as  an  arthralgia  or 
synovitis,  which  may  be  of  an  intermittent 
or  chronic  nature. 

Arthralgia:  The  larger  joints  are  most 
frequently  attacked.  The  patient  complains 
of  nocturnal  pains  in  several  joints,  with  no 
evidence  of  inflammatory  signs  such  as  red- 
ness, swelling,  heat,  tenderness  or  limita- 
tion of  motion.  This  may  take  place  very 
early  in  the  disease,  even  preceding  the 
secondary  rash. 

Synovitis:  Intermittent  synovitis  occurs 
as  a rapid  effusion  of  fluid  into  one  of  the 
larger  joints  and  accompanied  by  moderate 
pain,  which  is  more  severe  at  night.  Here 


also  there  are  no  signs  of  inflammation. 
There  may  be  multiple  joint  involvement  or 
a progressive  involvement,  the  swelling  dis- 
appearing from  the  joint  as  rapidly  as  it 
appears  in  another.  But  confusion  with 
rheumatic  fever  should  never  arise  because 
of  the  absence  of  inflammatory  signs  in  the 
joint  and  because  intermittent  synovitis  is 
always  associated  with  other  signs  of  sec- 
ondary syphilis.  The  prognosis  is  excellent 
and  the  lesions  disappear  rapidly  under 
therapy. 

Chronic  synovitis,  however,  is  an  entirely 
painless  process  and  it  is  only  after  long 
duration  of  the  asymptomatic  swelling  that 
the  patient  seeks  the  advice  of  the  physician. 
It  is  usually  a late  secondary  manifestation, 
and  occurs  most  frequently  in  women.  It 
is  symmetrical  and  the  knees  are  most  fre- 
quently involved.  There  is  a marked  effu- 
sion but  there  are  no  inflammatory  signs 
nor  any  limitation  of  motion  nor  impairment 
of  function.  The  course  is  chronic  and  the 
prognosis  is  not  as  good  as  in  the  intermit- 
tent form.  Under  antisyphilitic  therapy  the 
improvement  may  only  be  partial  and  ortho- 
pedic care  will  be  required  to  prevent  the 
deformities  and  ankylosis. 

Bones:  Bone  syphilis  has  been  classi- 

fied as  follows: 

Osteocopic  pains  Osteitis 
Periostitis  Epiphsitis 

Osteoperiostitis  Osteochondritis 

Gummatous  osteomyelitis 

Although  this  classification  is  conven- 
ient for  clinical  and  roentgenologic  de- 
scriptions, one  must  bear  in  mind  that  the 
type  of  lesions  so  specified  are  not  static 
but  are  various  clinical  manifestations  of 
different  stages  of  the  syphilitic  process. 
The  literature  and  most  teaching  of 
syphilis  have  arbitrarily  divided  the 
above  classification  into  early  and  late 
syphilis,  the  periostitis  and  osteocopic 
pains  being  considered  as  manifestation 
of  secondary  syphilis  and  the  remainder, 
as  well  as  periostitis,  as  manifestations  of 
tertiary  syphilis.  But  if  one  remembers 
that  the  bone  changes  in  the  syphilitic 
newborn  are  usually  in  the  nature  of  sec- 
ondary syphilis  and  that  these  changes 
may  include  any  one  or  all  of  the  lesions 
listed  above,  then  one  must  appreciate  the 
futility  of  such  an  arbitrary  classifica- 
tion. This  is  further  borne  out  by  the 
cases  cited  herein,  of  destructive  bone 
lesions  in  acquired  secondary  syphilis, 
hitherto  referred  to  as  gummatous  oste- 
itis. It  would  be  better  to  regard  this  as 
a severe  toxic  spirochetal  infection ; for  in 
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both  the  congenital  and  acquired  mani- 
festations the  patient  is  very  ill. 

All  evidence  points  to  the  initial  syphil- 
itic bone  lesion  arising  in  the  medulla  and 
spreading  by  way  of  the  Haversian  canals 
to  the  cortex  and  periosteum.  This  is 
truly  a syphilitic  osteomyelitis,  the  extent 
of  the  process  depending  upon  the  viru- 
lence of  the  organism  and  the  resistance 
and  age  of  the  patient.  More  than  fifty 
per  cent  of  patients  with  congenital 
syphilis  (according  to  some  authors  up 
to  one  hundred  per  cent)  will  show  osse- 
ous lesions  at  some  stage  of  the  disease 
and  the  Spirocheta  pallida  can  usually  be 
demonstrated  in  the  medullary  canal  of 
every  syphilitic  fetus.  The  syphilitic  os- 
teomyelitis may  be  diffuse  or  circum- 
scribed and  may  be  evidenced  by  any  of 
the  pathologic  responses  to  bone  infection 
— periosteal  or  cortical  bone  prolifera- 
tion and  destruction,  sclerosis,  sequestra- 
tion, epiphyseal  separation  or  pathologic 
fracture. 

Roentgenologically,  two  types  of  pa- 
thologic alteration  are  distinguished — 
bone  production  and  bone  destruction. 
The  earliest  changes  are  usually  produc- 
tion, which  is  later  accompanied  by,  or  re- 
placed by,  bone  destruction.  Some  Roent- 
genologic pictures  are  characteristic  of 
syphilis,  of  which  may  be  mentioned  the 
worm-eaten  areas  of  the  outer  table  of 
the  skull,  the  periosteal  and  cortical  thick- 
ening of  the  anterior  tibia,  and  the  osteo- 
chondritis of  the  newborn.  However,  in 
more  than  fifty  per  cent  of  acquired  bone 
syphilis,  the  diagnosis  can  be  made  with- 
out the  aid  of  the  clinical  picture.  (Py- 
ogenic osteomyelitis,  yaws,  and  occasion- 
ally tuberculous  osteomyelitis  may  present 
similar  roentgenographic  changes.) 

Bone  Lesions  of  Early  Congenital  syph- 
ilis (The  first  year)  : The  osseous  lesions 
appear  during  intrauterine  life  or  soon 
after  birth,  usually  within  the  first  six 
months.  The  primary  lesion  is  at  the  end 
of  the  shaft,  adjacent  to  the  epiphyseal 
line,  hence  it  is  described  as  an  osteochon- 
dritis or  epiphysitis.  The  lesion  is  a dif- 
fuse infiltration  in  the  bone-marrow,  with 
fatty  degeneration  and  necrosis  of  their 
cells  and  the  blood  vessels,  which  pro- 
duces a yellowish  color.  The  most 
common  sites  are  at  the  ends  of  the  long 
bones.  The  granulation  tissue  extends 
from  the  medulla  and  infiltration  into  the 


epiphyseal  cartilage,  replacing  both  the 
calcified  and  noncalcified  cartilage  matrix. 
Tongue-like  projections  of  granulation 
tissue,  accompanied  by  blood  vessels,  ex- 
tend between  the  cartilage  columns,  dis- 
tending their  orderly  arrangement  and 
transforming  the  narrow,  straight,  gray 
line  of  the  epiphysis  into  a thickened, 
irregular,  yellowish- white  band.  The  ef- 
fect of  this  inflammatory  process  on  the 
epiphysis  is  to  produce  an  increased  but 
irregular  activity  of  growth.  The  Roent- 
gen ray  appearance,  while  characteristic, 
does  not  show  the  full  extent  of  the 
pathologic  process  as  the  epiphysis  are 
not  yet  calcified  at  this  age. 

Clinically,  the  most  common  symptom 
is  pain  and  loss  of  function,  the  infant 
having  the  appearance  of  being  paralyzed. 
Examination  shows  a slight  swelling 
around  the  joint  and  tenderness,  but  no 
true  paralysis,  hence  the  name  pseudo- 
paralysis has  been  applied. 

On  roentgen  ray  examination  this  ap- 
pears as  a serration  or  irregularity  of  the 
epiphyseal  line  on  the  cartilaginous  side, 
with  a widening  of  the  provisional  zone 
of  calcification  and  submetaphyseal  rare- 
faction. Accompanying  this  picture  may 
be  a circumscribed  or  diffuse  osteomye- 
litis, appearing  as  punched-out  areas  of 
cortical  necrosis,  or  the  cortex  of  the 
shaft  may  show  periosteal  proliferation 
and  thickening.  The  bilateral  appearance 
and  symmetry  of  these  lesions  are  the 
characteristic  features,  and  epiphyseal 
separation  and  dislocation  are  not  infre- 
quent occurrences.  (Fig.  5.) 

Bone  lesions  in  acquired  early  syphilis 
or  delayed  congenital  syphilis:  As  the 

bones  become  more  calcified  and  more 
mature,  the  epiphyses  become  more  re- 
sistant to  infection  and  hence  the  lesions 
will  usually  be  found  in  the  shaft  of  the 
long  bones.  The  lesion  may  be  localized 
to  one  portion  of  the  bone,  it  may  be  dif- 
fuse, or  several  bones  may  be  involved. 
The  most  common,  earliest  lesions  are 
those  of  periosteal  inflammation.  The 
outer  layer  of  the  cortex  acquires  a fuzzi- 
ness because  of  the  periosteal  reaction,  in 
which  new  bone  is  deposited  to  form  a 
thickening  of  the  shaft, 

When  the  disease  is  of  long-standing, 
the  new  bone  can  completely  fill  the 
medullary  cavity  and  there  may  be  fuzzy, 
radiating  trabeculae  along  the  periosteal 
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surface.  There  may  be  destructive  lesions 
along  the  outer  surface  of  the  cortex  with 
extension  through  to  the  medullary 
cavity,  producing  a picture  of  irregular 
areas  of  decreased  density  in  a field  of 
increased  density  from  periosteal  new 
bone  formation.  In  late  syphilis  any  type 
or  combination  of  the  above  mentioned 
lesions  may  occur.  We  do  not  wish  to 
enter  into  a detailed  discussion  of  these 
later  lesions,  except  to  point  out  that  on 
occasion  they  may  occur  as  a manifesta- 
tion of  early  syphilis. 

Summary  and  Comment 

We  have  reported  a case  of  early  syph- 
ilis with  severe  myopathia  and  osteolytic 
bone  lesions,  as  manifestations  of  a severe 
syphilitic  toxemia.  Two  cases  with  simi- 
lar bone  lesions  have  been  cited  as 
appearing  in  the  literature. 


We  have  given  a brief  review  of  early 
syphilitic  involvement  of  the  entire  skele- 
tal system. 

In  this  discussion  of  early  skeletal 
syphilis,  we  have  attempted  to  demon- 
strate that  syphilis  may  be  responsible 
not  only  for  unusual,  divers  syndromes, 
but  also  for  multiform  lesions  appearing 
most  capriciously,  without  regard  for 
time  or  place.  32  E 64  Sx 
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Discussion 


Dr.  Richard  L.  Saunders,  Buffalo — 
May  I congratulate  the  authors  for  an 
able  presentation  of  a case  of  early  bone 
syphilis.  This  patient  was  extremely  ill 
with  an  apparent  low  resistance  factor.  Un- 
less the  diagnosis  had  been  made  or  the 
miracle  had  happened  with  the  mobilization 
of  her  resistance  mechanism,  she  would  have 
probably  died  of  secondary  syphilis. 

Bone  destruction  in  early  syphilis  is  un- 
usual. The  presence  of  the  spirochete  in 
the  bone-marrow  is  probably  not.  Neisser 
found  them  as  early  as  a few  hours  after 
the  initial  entrance  of  the  organism.  De- 
struction of  well-calcified  bone  requires  time. 
The  Spirochete  in  the  early  case  is  content 
to  flow  down  the  Haversian  canals  to  the 
periosteum,  where  it  creates  the  usual  bone 
manifestation  of  early  syphilis,  a periostitis. 
This  is  characterized  by  local  areas  of  tend- 
erness and  perhaps  some  slight  swelling. 
The  x-ray  picture  at  this  stage  usually  re- 
veals nothing.  Another  symptom  related,  to 
the  skeletal  structures  in  early  syphilis  which 
has  been  mentioned,  is  bone  pain.  Stokes 
states  that  secondary  syphilis  headache  be- 
longs under  this  heading.  There  is  no  pa- 
thological basis  for  this  pain. 

The  second  unusual  feature  of  this  case 
was  the  muscle  atrophy.  I think  that  most 
of  us  have  seen  early  cases  complaining  of 
muscle  pain,  but  I know  that  I have  never 
seen  muscle  atrophy.  The  same  I think  is 
true  of  the  joints.  Arthralgia  is  occasionally 
elicited  as  part  of  general  aching  pains  of 
early  syphilis,  but  bursitis  or  synovitis  must 
be  extremely  rare. 


I think  that  the  authors  have  proven  be- 
yond doubt  that  although  bone  destruction 
is  extremely  rare  in  early  syphilis,  it  did 
occur  in  this  case.  The  eruption,  mucous 
membrane  lesion,  generalized  adenopathy 
and  positive  blood,  clinched  the  diagnosis 
of  secondary  syphilis.  The  fact  that  these 
bone  lesions  occurred  during  this  phase  of 
the  disease  and  responded  to  its  therapy, 
proves  beyond  doubt  that  these  bones  were 
syphilitic. 

The  authors  have  drawn  a parallel  of 
their  case  to  that  of  bone  involvement  of 
the  newborn,  where  destructive  bone  lesions 
are  not  infrequent.  I believe  that  they  have 
every  right  to  do  this.  They  are  both  caused 
by  mass  invasion  of  Spirochetes  in  the 
same  structure. 

The  reason,  however,  that  destruction 
of  the  skeletal  system  is  more  frequent  in 
the  newborn  is  that  these  structures  have 
less  resistance  than  mature  bones.  I do 
not  think  that  it  can  be  explained  on  the 
fact  that  adult  bones  are  better  calcified, 
although  this  might  have  something  to  do 
with  their  immunity.  It  is  true  that  the 
bulk  of  the  bone  pathology  of  newborn 
syphilitics  centers  around  the  diaphyseal- 
epiphyseal  junction  where  calcification  is 
not  complete. 

The  authors  have  also  shown  that  the 
usual  teaching  that  periostitis  is  the  lesion 
of  early  syphilis  and  that  osteitis,  osteomye- 
litis, osteochondritis,  etc.,  are  late  syphilitic 
lesions,  by  bringing  out  the  fact  that  all  of 
these  so-called  late  manifestations  occur  in 
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early  congenital  syphilis,  which  is  really  a 
spirochetemia,  the  same  as  secondary  syphi- 
lis. I feel  however,  that  for  purposes  of 
teaching  that  congenital  syphilis  should  be 
kept  separated  from  acquired  syphilis  and 
that  this  arbitrary  classification  should  stand. 

Dr.  David  Bloom,  New  York  City — In 
connection  with  the  most  interesting  case 
reported  by  the  authors  I wish  to  mention 
a case  which  I have  presented  before  the 
Section  Pf  Dermatology  and  Syphilology  of 
the  New  York  Academy  of  Medicine  (Arch. 
Dermat.  & Syph .,  29:940,  1934). 

It  was  the  case  of  a colored  girl,  aged 
twenty,  who  came  to  Bellevue  Hospital  with 
a generalized,  rather  profuse  eruption  diag- 
nosed as  miliary  papular  syphilid  and 
confirmed  by  a strongly  positive  Wasser- 
mann  reaction  of  the  blood.  The  exact 
time  of  the  exposure  could  not  be  ascertained. 
Following  two  injections  of  a bismuth  com- 
pound and  one  of  neoarsphenamine  the  pa- 
tient complained  of  pain  in  the  left  acromio- 
clavicular joint,  over  which  there  were  seen 
an  almond-sized,  moderately  firm  swelling, 
erythematous,  tender  to  pressure  and  painful 
on  motion  of  the  arm.  She  complained  of 
spontaneous  pain  in  the  left  shoulder  which 
was  most  pronounced  at  night.  A roentgen- 
ogram revealed  “destruction”  of  the 


acromial  end  of  the  clavicle.  On  further 
antisyphilitic  treatment,  after  four  injections 
of  neoarsphenamine  and  five  of  a bismuth 
compound,  a second  roentgenogram  was 
taken  which  showed  distinct  regeneration  of 
the  bone.  After  several  more  injections  the 
patient  was  discharged  from  the  hospital 
and  referred  to  the  dermatologic  clinic.  The 
patient  soon  discontinued  attendance  at  the 
clinic  but  returned  two  months  later  with 
a right  facial  paralysis.  Following  further 
antisyphilitic  treatment  the  facial  paralysis 
improved  rapidly.  A roentgenogram  of  the 
acromioclavicular  joint  taken  at  that  time 
(about  334  months  following  the  appearance 
of  the  bone  lesion)  showed  “progressive 
regeneration  of  the  acromioclavicular  end 
of  the  clavicle,”  and  the  roentgenogram 
taken  one  month  later  reported  as  showing 
“an  arrested  pathologic  process.”  The  com- 
bination of  bone  destruction  with  nerve 
involvement  in  the  early  secondary  stage 
in  spite  of  antisyphilitic  therapv  would  indi- 
cate possibly  a low  immunity  of  the  patient 
towards  the  Spirochete. 

I believe  that  if  syphilitic  patients  were 
observed  closely  and  roentgenograms  taken 
of  clinically  affected  bones  there  would  be 
found  destruction  of  the  bone  in  secondary 
syphilis  more  frequently  than  it  is  believed 
at  the  present. 


Transference  of  tissue  from  one  human 
being  to  another  is  now  conceded  to  be  a 
worthless  procedure  in  most  instances,  re- 
gardless of  blood  matching,  says  Colorado 
Medicine.  Two  exceptions  have  been  found 
advantageous : cartilage  as  an  homogenous 
(from  another  individual)  graft,  and  the 
use  of  skin  from  an  identical  twin.  In- 
stances in  which  an  identical  twin  is  avail- 
able when  needed  as  a skin  donor  are  rare 
indeed.  In  the  former,  cartilage  is  usually 
taken  directly  from  the  right  costochondral 
junction  of  the  donor  or  from  a bed  of 
cartilage  hoarded  beneath  the  skin  of  his 
abdominal  wall  at  a previous  operation. 


Cartilage  preserved  in  some  antiseptic  solu- 
tion such  as  alcohol,  merthiolate,  or  boric 
acid  and  refrigerated  may  keep  for  many 
months.  There  are,  however,  limitations  to 
homogenous  cartilage  grafting.  If  the  peri- 
chondrium is  left  on,  the  graft  is  more  apt 
to  twist  or  curl,  and  if  it  is  removed  the 
cartilage  is  in  greater  danger  of  absorption 
than  when  it  is  autogenous  (from  the 
patient  himself).  In  cases  with  extensive 
denudation  of  the  body  surface — wherein 
there  is  no  available  autogenous  skin,  or 
the  shock  of  cutting  it  would  aggregate  the 
dangerous  situation — life  may  be  saved  by 
temporary  “taking”  of  homogenous  grafts. 


Housewife:  Did  you  kill  all  the  germs 

in  the  baby’s  milk? 

Maid:  I hope  so,  I put  it  through  the 

meat-chopper  twice. — Boy's  Life. 


“I  believe,”  declared  the  Irishman,  “that 
me  youngest  son  is  born  to  be  a surgeon.” 
“Phwat  leads  you  to  say  that?”  inquired 
the  hod-carrier. 

“Oi  caught  him  usin’  th’  scissors  on  a 


book  Oi’d  lately  bought,  and  before  Oi 
could  stop  him  he  cut  out  the  appendix.” — 
Nebr.  State  Med.  Jour. 


It  is  alleged,  remarks  the  AM  A Journal, 
that  a considerable  amount  of  money  now 
available  for  malaria,  through  various  gov- 
ernmental sources,  is  being  spent  for  the 
elimination  of  mosquitoes  in  areas  where 
there  is  no  malaria. 


THE  SCOPE  AND  FORM  OF  LOCAL  OFFICIAL 
HEALTH  SERVICES 

With  Particular  Reference  to  the  City  of  New  York 

Haven  Emerson,  M.D.,  New  York  City 


Agreement  on  definitions  gives  the  best 
prospect  of  rational  discussion  and  an  in- 
telligent conclusion  on  almost  any  topic. 

Official  public  health  services  are 
properly  described  as  those  applications 
of  preventive  medicine  which  are  au- 
thorized by  law  as  a function  of  govern- 
ment for  social  ends.  Not  theory  of  pub- 
lic health  but  its  practice;  not  curative 
but  preventive  medicine;  not  voluntary 
or  unofficial  but  governmental  agencies; 
services  not  for  the  individual  but  for 
the  community. 

By  community  we  mean  any  political 
unit  within  a state  which  is  required  or 
authorized  to  maintain  a department  of 
civil  government  for  the  purpose  of  pro- 
tecting its  health  whether  this  be  urban 
or  rural,  a city,  a county,  or  a district  em- 
bracing city  and  county  or  parts  or  all  of 
one  or  more  counties. 

It  is  well  to  keep  in  mind  the  organic 
structure  of  health  administration  created 
in  the  past  hundred  years  out  of  almost 
nothing,  into  the  most  altruistic,  and  al- 
most complete  in  scope  and  range  of 
human  application,  among  the  functions 
of  modern  society.  I am  aware  that 
there  were  water  conduits  in  Minoan 
Crete,  and  sewers  in  Rome,  and  quaran- 
tine in  Venice  of  the  Doges,  but  public 
health  in  the  modern  social  sense  began 
in  England  in  1842.  From  the  interna- 
tional agencies  concerned  with  health,  by 
treaty,  volunteer  cooperation  or  mutual 
self-interest,  through  the  federal  or  na- 
tional health  ministries  or  services  of  the 
respective  central  governments,  down 
through  the  departmental,  provincial,  and 
state  health  service  to  the  ultimate  re- 
sponsible unit  of  city,  county,  town,  vil- 
lage or  district,  there  is  not  only  a remark- 
able similarity  of  object  and  function  but 
a high  degree  of  uniformity  in  method 
and  accomplishment  of  official  health 
services  all  over  the  world. 

It  may  be  considered  a truism  of  public 


health  practice  that  the  smaller  the  popu- 
lation unit  capable  of  supporting  a full- 
time staff  of  competent  and  professionally 
trained  health  workers,  including  at  least 
a physician  as  health  officer,  the  public 
health  nurse,  the  sanitary  inspector,  and 
the  statistical  clerk  or  secretary,  the  more 
intimate,  responsive  to  local  needs  and 
effective  will  be  the  character  of  public 
health  work. 

Also  it  must  be  taken  for  granted  that 
the  lower  the  economic  level  of  any  popu- 
lation group  the  larger  it  must  be,  or  the 
heavier  its  per  capita  tax,  to  support  a 
minimum  essential  staff  of  competent 
persons,  and  the  more  likely  it  will  need 
financial  assistance  from  the  state  or  na- 
tional government  in  grants  of  money  or 
personnel  for  its  health  services. 

Further  to  clarify  the  meaning  of  the 
term  “preventive  medicine”  as  employed 
by  government  for  social  ends,  let  me  say 
that  the  more  public  health  services  are 
distinguished  and  kept  apart  from  public 
care  of  the  sick,  the  better  will  be  the 
quality  of  the  health  services  of  the  com- 
munity. 

Let  us  understand  that  within  the 
ample  and  beneficent  tabernacle  of  the 
medical  sciences  there  are  the  practices 
of  individual  and  administrative  medicine 
and  both  of  these  are  employed  for  both 
treatment  of  the  sick,  so-called  curative 
medicine,  personal  or  organized  care  of 
the  sick,  and  prevention  of  disease,  or 
so-called  preventive  medicine,  i.e.,  per- 
sonal and  public  health.  We  are  for  the 
moment  concerned  only  with  adminis- 
trative medicine,  and  with  that  aspect  of 
medical  administration  which  under  the 
authority  of  laws  and  with  the  resources 
of  appropriated  tax  money,  attempts  to 
raise  the  level  of  the  health  of  the  people 
of  a given  local  political  unit,  largely 
though  not  exclusively,  by  prevention  of 
disease,  so  that  more  of  those  born  alive 
shall  survive  and  achieve  such  quality 
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and  duration  of  life  as  their  inherited 
qualities  and  personal  conduct  permit. 

May  I call  your  attention  to  a sig- 
nificant omission  from  the  definition  I 
ask  you  to  accept?  It  is  not  advisable,  in 
my  opinion  at  least,  at  the  outset  of  a 
discussion  of  public  health,  to  include 
among  the  functions  of  a local  health 
department  the  care  of  the  sick,  with  the 
single  proviso  that  if  the  prevalent  or 
available  care  of  communicable  disease 
is  insufficient  in  amount  or  quality  to 
protect  the  community,  and  to  deal 
humanely  with  the  sick  who  must  be 
isolated,  then  the  health  officer  may  prop- 
erly assume  responsibility  for  treatment 
of  the  patient. 

It  is  obvious  that  in  rural,  economically 
dependent  communities  where  even  the 
most  elementary  provision  for  diagnosis 
and  treatment  of  disease  may  be  difficult 
to  obtain,  it  is  likely  that  the  health  offi- 
cer will  be  called  upon  as  the  most  com- 
petent representative  of  local  government 
to  organize  such  services  for  the  sick  as 
the  government  can  afford,  and  human 
need  and  consideration  demand.  Even  in 
such  communities  the  health  officer  should 
make  every  effort  to  place  the  responsi- 
bility for  care  of  the  sick,  except  in 
emergencies,  on  the  practitioners  of  medi- 
cine of  the  vicinity,  subsidized  if  neces- 
sary by  public  funds.  I know  few  health 
officers  of  states  or  cities  who  are  suffi- 
ciently experienced  in  care  of  the  sick 
to  be  accepted  as  leaders  in  this  par- 
ticular field  of  medical  practice. 

In  cities  and  most  of  the  more  popu- 
lous rural  counties,  at  least  in  north- 
eastern United  States  where  there  have 
developed  over  the  generations  such  in- 
stitutions and  agencies  for  the  sick  as 
seem  best  to  meet  the  needs  of  the  locality 
and  the  standards  of  good  medical  care, 
the  functions,  scope,  personnel,  authority, 
and  appropriations  for  the  local  health 
department  do  not  properly  include  or 
provide  for  care  of  the  sick.  The  more 
health  departments  intrude  on  care  of 
the  sick  in  general,  the  less  effective  and 
attentive  are  they  to  health,  or  vice  versa. 
The  health  department  may  properly  set 
high  standards  for  outpatient  or  bed  care 
of  patients  with  communicable  diseases, 
and  must,  if  needs  be,  demonstrate  su- 
perior diagnostic  and  treatment  pro- 
cedures to  be  followed  by  hospitals,  dis- 


pensaries, and  physicians  under  other 
auspices. 

May  we  pause  a moment  further  at 
the  word  official,  which  implies  services 
derived  from  government  as  distinct 
from  those  provided  by  voluntary  agen- 
cies supported  by  philanthropy  or  co- 
operative effort,  and  contributions  or 
earnings.  Under  our  laws  there  is  almost 
no  limit  to  the  range  of  activities  per- 
mitted under  voluntary  auspices,  save 
only  those  which  involve  the  right  of 
entry  into  private  premises  or  the  viola- 
tion of  confidential  relationship  between 
physician  and  patient. 

The  less  well  government  serves  the 
people,  be  it  in  police  or  fire  protection, 
in  education,  health  or  recreation,  in  cul- 
ture and  the  arts,  the  more  abundant  are 
the  expressions  of  private  initiative  in  an 
endeavor  to  supplement  the  inadequacies 
of  civil  government,  to  initiate  new  or 
promising  innovations  in  health  services 
or  to  demonstrate  the  possibilities  of 
benefit  from  expenditures  or  experiments 
which  a cautious  and  thrifty  or  ill-in- 
formed government  hesitates  to  incur.  It 
must  be  obvious  to  those  who  follow  the 
trends  in  legislation,  and  in  state  and 
local  public  health,  that  there  are  serious 
potential  hazards  to  representative  gov- 
ernment, to  social  representation,  and  to 
the  prestige  of  official  health  agencies  in 
the  dominance  by  lobbying  and  by  other 
forms  of  political  influence  of  large 
wealthy  unofficial  agencies  in  the  State 
and  City  of  New  York.  If  the  non- 
official agencies  and  their  contributors 
devoted  but  a modest  fraction  of  their 
energies,  influence,  and  funds  to  making 
our  civil  government  do  a first  class  job 
of  health  protection,  and  insisted  upon 
economical  and  efficient  use  of  public 
funds  for  this  purpose,  their  operation 
of  auxiliary  and  often  duplicating  health 
services  and  the  costly  process  of  raising 
money  by  public  appeal,  would  be  largely 
unnecessary. 

The  prestige  and  appreciation  of  official 
health  services  would  be  vastly  increased 
if  they  alone  had  the  public’s  attention, 
and  their  scope  of  service  were  compre- 
hensive and  wholly  competent. 

We  are  not  concerned  with  the  func- 
tions of  non-official  or  so-called  volun- 
tary health  agencies,  even  though  by  one 
device  or  another  most  of  our  northern 
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urban  communities  are  persuaded  to  pay 
about  two  dollars  towards  the  support 
of  non-official  health  agencies  for  every 
dollar  of  tax  money  appropriated  for  offi- 
cial health  work.  A fair  index  of  the 
adequacy,  efficiency,  and  public  confi- 
dence in  official  health  services  might 
well  be  the  absence  of  non-official  or 
quasi-government  health  services  sup- 
ported by  private  funds.  Voluntary 
health  agencies  should  study,  watch, 
stimulate,  and  gain  public  support  for,  but 
not  conduct  essential  health  services.  The 
sums  available  to  the  Commissioner  of 
Health  of  New  York  City  are  ample 
for  the  highest  grade  of  official  munic- 
ipal health  services.  In  addition  to  the 
seventy- four  cents  per  capita  provided 
in  the  regular  budget  of  the  City  of  New 
York  for  the  Department  of  Health,  there 
is  another  sixty-three  cents  per  capita 
now  available  for  purposes  determined 
by  the  Commissioner  of  Health,  from 
federal  grants  and  from  foundations  and 
individuals.  Certainly  no  necessary  health 
function  of  government  need  be  neglected 
where  $10,258,000  is  available  for  seven 
and  a half  million  people  who  are  at  the 
same  time  provided  with  more  abundant 
and  competent  institutions  for  the  care 
of  the  sick  and  for  medical  care  and 
popular  education  than  can  be  found 
among  any  similar  population  elsewhere 
in  this  country  or  abroad. 

Accepting  then,  if  you  will  please,  the 
definition  that  local  official  health  services 
are  those  which  apply  the  science  and  art 
of  preventive  medicine  through  govern- 
ment for  social  ends,  let  us  consider  the 
scope  and  form  of  the  functions  of  the 
local  health  department.  They  are  six 
in  number  and  hardly  need  naming  to 
any  body  of  physicians  today  anywhere 
on  this  continent. 

1.  Chronologically,  and  in  modern  public 
health  elemental  in  importance,  is  the 
registration  of  births,  deaths,  and  notifiable 
diseases. 

2.  Historically  is  environmental  sanita- 
tion typified  by  control  over  all  potable 
water,  disposal  of  human  waste,  particularly 
household  sewage,  safeguarding  perishable 
foods  and  particularly  milk  and  dairy 
products,  interest  in  cleanliness  of  air,  abate- 
ment of  sanitary  nuisances,  and  prevention 
of  overcrowding  in  homes,  work,  travel,  and 
enclosed  places  of  recreation. 

3.  Control  of  communicable  diseases  in- 


cluding tuberculosis  and  the  venereal  dis- 
eases. 

4.  Diagnostic  laboratory  services,  includ- 
ing immunology,  biotherapy,  analytical  tests 
of  water,  milk,  etc.,  and  research. 

5.  Maternity,  infancy,  and  child  hygiene 
from  the  prenatal  period  until  the  end  of 
the  continuation  school  or  high  school. 

6.  Health  information. 

At  least  one  other  major  function 
which  should  appear  as  a separate  division 
of  work  or  be  included  as  a specialized 
subdivision  under  Sanitation  is  Indus- 
trial Sanitation  and  Hygiene,  the  control 
of  occupational  hazards. 

It  may  be  that  some  knowledge  and 
procedure  will  develop  out  of  the  welter 
of  words  and  the  muddled  thinking  of 
the  psychiatrists  and  their  would-be  col- 
leagues, the  psychologists,  which  will 
offer  a hope  of  prevention  of  a part  at 
least  of  the  disturbances  of  mentality, 
emotion,  personality,  and  behavior,  and 
that  Mental  Hygiene  in  the  public  health 
sense,  not  Child  Guidance  for  problem 
children,  may  find  a place  among  the  in- 
dispensables  of  public  health  practice.  At 
present  mental  hygiene  is  either  diagnosis 
and  treatment  of  the  sick  or  it  is  a slogan 
for  propaganda  lacking  precise  objec- 
tives. 

A word  might  be  said  for  local  health 
services  in  the  field  of  cancer,  heart  dis- 
ease, and  diabetes,  but  up  to  the  present 
time  only  through  analysis  of  vital 
statistics  and  the  use  of  the  informa- 
tional resources  of  the  health  department 
are  these  matters  included  among  the 
functions  of  local  public  health  work. 

The  scope  of  most  of  the  six  usual 
functions  of  local  health  departments  de- 
pends upon  the  goal  so  far  reached  by 
the  private  practitioner  of  medicine  in 
translating  into  a self-supporting  occu- 
pation his  personal  knowledge  of  indi- 
vidual preventive  medicine.  The  methods 
used  must  also  vary  in  proportion  to  the 
emphasis  required  to  persuade  the  public 
to  employ  their  own  physicians  for  health 
protection,  or  the  necessity  to  offer  to 
the  public  what  the  average  physician 
either  does  not  know  how  to  do  or  does 
not  care  to  undertake. 

How  then  can  we  arrive  at  the  mini- 
mum necessary  scope  and  the  most  effec- 
tive method  of  public  health  services  at 
a cost  within  the  money  appropriated? 
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1.  Vital  Statistics 

There  is  little  room  for  doubt  as  to 
the  activities  carried  on  by  bureaus  or 
divisions  of  vital  statistics.  The  facts  of 
births  and  deaths  and  the  incidence  of 
notifiable  disease  must  be  recorded,  tabu- 
lated, analyzed,  made  available  for  offi- 
cial use,  and  published  at  suitable  inter- 
vals for  public  information  and  record. 
American  municipal  experience  has  been 
from  the  time  of  Durgan  and  Davis  in 
Boston,  Snow  and  Chapin  in  Providence, 
and  Tracy  and  Guilfoy  in  New  York 
that  responsible  filing,  effective  analysis, 
and  official  interpretation  of  local  vital 
statistics  are  of  greatest  use  and  interest 
to  the  medical  profession  when  done  with 
medical  collaboration  and  guidance.  It 
will  be  noted  that  since  the  retirement 
of  Dr.  Guilfoy  as  Registrar  of  Records 
of  the  City  of  New  York,  there  has  been 
no  annual  publication  with  analysis  and 
interpretation  of  the  vital  statistics  of  the 
city.  There  was  a descriptive  report  of 
the  activities  of  the  Department  of  Health 
without  any  tables  of  mortality,  morbidity 
or  natality,  for  each  of  the  years  1929 
and  1930.  There  was  a summary  of 
statistical  tables  for  the  years  1930, 
1931,  and  1932  without  interpretation  or 
analysis.  There  is  in  preparation  a sum- 
mary of  statistical  tables  for  1933-1936, 
also  without  textual  interpretation.  Few 
factors  are  so  influential  in  encouraging 
the  physicians  of  a city  to  concern  them- 
selves in  progressive  reduction  of  pre- 
ventable diseases  as  annual  and  prefer- 
ably monthly  publication  of  the  sig- 
nificant trends  in  birth,  death,  and  sick 
rates.  In  spite  of  the  technical  excellence, 
and  vigorous  initiative  in  new  and  im- 
proved methods  of  registration  practice, 
by  the  present  Registrar  of  Vital  Statis- 
tics in  New  York  City,  we  have  a starved 
and  unproductive  service,  because  of  lack 
of  personnel  capable  of  analysis,  interpre- 
tation and  publication  of  the  facts  col- 
lected. 

2.  Sanitation 

The  functions  usually  assigned  to  a 
municipal  bureau  of  sanitation  are  in  the 
main  thoroughly  and  competently  carried 
out,  but  there  are  two  serious  inade- 
quacies in  the  protection  of  the  people 
of  New  York  City  against  hazards  of 


environment  which  should  be  included 
in  the  functions  of  the  Department  of 
Health. 

Both  of  the  functions  ,1  refer  to  have 
occupied  the  serious  attention  of  the 
Health  Officers  of  this  city  in  previous 
years,  first  as  long  ago  as  1867-1880,  and 
more  recently  between  1914  and  1917. 
Both  were  discontinued  during  the  im- 
mediate postwar  decennium  of  maladmin- 
istration under  Tammany.  Both  should 
be  resumed  now  and  made  permanent  in 
the  organization  of  the  department  of 
health  of  each  large  city  in  the  country. 
I refer  to  industrial  sanitation  and  the 
protection  of  the  public  health  against 
such  harmful  and  fraudulently  promoted 
products  as  lead  to  substantial  damage 
to  health  by  proprietary  drugs,  foods, 
and  cosmetics  exploited  by  misleading 
advertising  to  a gullible  and  too  trusting 
public. 

It  is  not  enough  that  the  State  Depart- 
ment of  Labor  should  operate  an  in- 
spectorial service  which  reaches  some  of 
the  larger  industrial  concerns.  New  York 
City  needs  at  least  as  effective  local  in- 
terest in  the  sanitary  hazards  of  its  wage 
earners  in  all  shops  and  industries,  large 
and  small,  as  has  been  developed  effec- 
tively in  Detroit  and  to  some  extent  in 
San  Francisco,  St.  Louis,  Baltimore,  and 
Newark. 

It  is  not  sufficient  for  New  York  City 
to  be  told  that  a good  federal  food,  drugs, 
and  cosmetics  law  would  make  a city 
ordinance  confusing  and  superfluous.  The 
people  of  New  York  City  should  be 
better  protected  than  is  the  nation.  New 
Yorkers  consume  ten  per  cent  of  all 
proprietary  and  secret  formula  medica- 
ments sold  in  the  United  States. 

If  the  New  York  City  Board  of  Health 
is  released  from  the  request  of  the  Mayor 
to  refrain  from  action,  and  the  trifling 
sum  needed  for  enforcement  were  ob- 
tained, an  important  advance  would  be 
made  in  protection  of  the  health  of  New 
Yorkers  for  which  ample  authority  was 
provided  by  action  of  the  Board  of  Health 
as  much  as  twenty  and  more  years  ago. 
State  legislation  to  the  same  effect  has 
been  unwelcome  to  the  State  Department 
of  Health  and  seems  likely  to  be  no  more 
helpful  to  the  people  of  this  city  than 
the  pending  food  and  drug  bills  before 
Congress. 
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3.  Control  of  Communicable 
Diseases 

The  control  of  communicable  disease 
is  a function  with  which  we  have  been 
so  long  familiar  that  it  is  only  in  details 
that  there  is  question  or  comment.  New 
York  City  is  not  yet  well-protected 
against  diphtheria  in  children  under 
school  age.  The  medical  profession, 
particularly  the  pediatricians  of  the  city, 
are  properly  chargeable  with  the  respon- 
sibility of  seeing  that  every  infant  brought 
to  their  notice  for  any  purpose  is  actively 
immunized  before  it  reaches  the  end  of 
its  first  year  of  life.  It  would  be  a 
marked  advance  in  policy  and  practice 
if  New  York  took  a leaf  from  Detroit’s 
book  of  experience  and  enlisted  the  prac- 
titioners in  its  program,  paying  them 
where  necessary  for  immunizations  done 
in  a reliable  manner  in  their  own  offices 
for  children  under  school  age  whose 
parents  are  not  in  a position  to  pay.  New 
York  City’s  present  program  against 
diphtheria  is  not  entirely  adequate  to  the 
situation. 

With  regard  to  tuberculosis  and  syphilis 
and  gonorrhea,  there  are  elements  in  the 
situation  beyond  the  control  of  the  City 
Department  of  Health.  However,  beds 
for  the  tuberculous  will  ultimately,  though 
after  shockingly  long  delay,  be  provided ; 
again  a penalty  we  pay  for  wastage  and 
neglect  by  a series  of  Tammany  admin- 
istrations. 

With  full-time  divisional  chiefs  for 
the  tuberculosis  and  venereal  disease 
bureaus,  the  major  point  upon  which 
success  of  the  present  programs  may 
depend  is  the  location  and  adequacy  of 
the  outpatient  services  for  diagnosis  and 
treatment  of  these  diseases.  The  re- 
sponsible informed  opinion  of  all  pro- 
fessional bodies  in  this  city  is  that  out- 
patient services  should  be  integral  parts 
of  hospital  services  and  not  be  operated 
independently,  apart  from  the  records 
and  staff  organization  of  a general  or 
special  hospital.  Only  when  all  the  out- 
patient services  for  those  diseases  are 
operated  on  this  basis  can  we  expect  uni- 
formly high  professional  standards  and 
attention  to  all  needs  of  the  patients  at 
a level  now  available  in  many  general 
hospitals  throughout  the  city.  The  New 
York  City  Department  of  Health  should 


withdraw  from  the  operation  of  all  out- 
patient services  in  favor  of  the  Depart- 
ment of  Hospitals.  That  this  can  be  done 
without  loss  of  facilities  for  the  epi- 
demiological and  sanitary  control  of  the 
diseases  in  question  necessary  for  the 
Department  of  Health  is  quite  certain. 

Not  only  should  the  City  Health  De- 
partment withdraw  from  its  present  in- 
volvement in  the  practice  of  medicine  in 
the  field  of  maternity,  tuberculosis,  and 
venereal  disease  in  favor  of  the  Depart- 
ment of  Hospitals,  but  in  the  matter 
of  pneumonia  it  is  obvious  from  even 
the  brief  experience  of  the  past  two  years 
that  the  bulk  of  the  problem,  and  cer- 
tainly by  far  the  largest  share  in  the  cost 
and  need  of  specific  type  diagnosis  and 
therapy  will  always  fall  upon  the  munic- 
ipal and  voluntary  hospitals  of  the  city, 
where  if  at  all  the  supplementary  per- 
sonnel and  services  and  biological  re- 
sources of  the  Department  of  Health 
should  be  available.  In  one  borough  in 
1937  there  were  238  patients  with  lobar 
pneumonia  admitted  to  the  municipal 
hospital  requiring  type  diagnosis  and 
serum  therapy,  the  hospital  laboratory 
being  overwhelmed  by  the  demand  for 
its  services,  while  in  the  same  borough, 
in  the  same  period,  the  typing  diagnostic 
station  of  the  Health  Department  was 
called  upon  for  diagnosis  in  but  five  in- 
stances. (In  the  city  as  a whole,  304 
typings). 

4.  Diagnostic  Laboratory  Services 

If  there  is  any  comment  upon  the 
scope,  quality  or  quantity  of  activities  of 
the  New  York  Citv  Bureau  of  Labora- 
tories, it  must  be  that  time,  personnel, 
encouragement,  and  channels  for  publica- 
tion of  researches  in  the  biology  of  dis- 
ease have  been  lacking  or  but  insuffi- 
ciently supplied.  When  one  looks  back 
at  the  great  volume  of  original  research 
with  which  we  were  favored  over  the 
names  of  Park,  Williams,  Krumwiede, 
Zingher,  Solly,  Banzhaf,  and  many  others 
and  we  note  that  there  has  been  no  con- 
tribution in  this  field  issued  as  a publica- 
tion of  the  Department  of  Health  since 
1929,  we  can  only  hope  that  when  the 
new  organization  and  personnel  and 
duties  are  all  developed  into  a smoothly 
working  machine  there  may  be  a renewed 
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output  of  scientific  contributions.  The 
last  monograph  appeared  in  1920.  The 
last  reprint  appeared  in  July  1929.  The 
last  volume  of  collected  studies  covered 
the  years  1920-26.  For  it  is  as  true  now 
as  ever  that  inquiry,  research,  and  in- 
vestigation are  the  very  life  of  any  ad- 
ministration of  public  health,  if  a city 
department  is  to  escape  the  mental 
atrophy  of  bureaucracy. 

5.  Maternity,  Infancy,  and 
Child  Hygiene 

This  is  the  largest  field  of  all,  and  is 
closest  and  of  most  concern  to  the  pri- 
vate practitioner  of  medicine.  In  no  other 
specialties  of  medicine  have  the  contribu- 
tions been  greater  in  the  saving  of  lives 
than  in  obstetrics  and  pediatrics.  The 
records  of  performance  of  New  York 
City  in  these  fields  have  been  notable, 
and  promise  of  even  better  appears  to 
be  within  our  grasp.  The  same  comment 
that  has  been  made  with  regard  to  inde- 
pendent dispensaries  for  syphilis  and 
tuberculosis  applies  also  to  the  conduct 
of  independent  prenatal  dispensary  serv- 
ices. These  should  be  operated  only  in 
connection  with  maternity  services  of 
hospitals,  by  members  of  an  organized 
hospital  staff,  and  so  far  as  municipal 
services  are  concerned  by  the  Department 
of  Hospitals  and  not  the  Department  of 
Health.  In  no  aspect  of  work  of  the 
Department  of  Health  has  the  coopera- 
tion between  the  organized  medical  and 
nursing  services  been  closer  than  in  the 
field  of  maternity,  particularly  through 
the  Advisory  Obstetrical  Council  of  the 
Department  of  Health  and  the  Maternity 
Center  Association  and  the  Visiting  Nurse 
Services  of  all  Boroughs. 

6.  Public  Information 

So-called  public  health  education  has 
been  for  years  hamstrung  by  parsimony. 
Lack  of  imagination  in  the  appropriating 
body  and  resulting  starvation  of  the  edu- 
cational resources  of  the  Bureau  of  Pub- 
lic Health  Education  have  been  of  long- 
standing. It  is  not  publicity,  nor  propa- 
ganda, nor  promotion,  nor  advertising, 
that  is  wanted  or  should  be  paid  for  by 
the  city,  but  education,  first  of  physicians, 
then  of  school  teachers,  editors,  min- 


isters, public  officers,  employers  of  labor, 
of  special  groups  of  employees  in 
hazardous  trades,  and  lastly  and  least 
profitably,  the  indiscriminate  and  un- 
discriminating general  public  which  is 
largely  uneducable  by  any  such  broad- 
cast methods  as  the  Health  Department 
can  afford. 

The  people  of  New  York  and  particu- 
larly the  medical  profession  have  a right 
to  expect  that  those  who  speak  or  write 
of  health  should  be  themselves  by  edu- 
cation and  experience  competent  in  human 
biology  and  medicine.  It  is  not  enough 
that  an  employe  within  the  Department 
of  Health  has  a glib  facility  in  speech  or 
a journalistic  knack  with  headings  and 
slogans.  If  he  ventures  to  give  health 
instruction  he  must  know  more  than  what 
he  gives  word  to,  and  he  must  be  re- 
sponsible as  a member  of  a disciplined 
profession  for  the  contents  of  his  teach- 

i ng. 

Let  it  be  borne  in  mind  always  that 
the  most  effective  permanent  educational 
service  for  health  is  that  delivered  in 
person  and  by  word  of  mouth  by  the 
public  health  nurse  to  the  family  in  the 
home.  It  must  be  apparent  to  any 
thoughtful  student  of  that  engrossing  and 
ever  more  exacting  specialty  of  medicine, 
health  education,  that  success  will  depend 
upon  the  intensity  and  competence  of  its 
specialization  as  a product  of  our  knowl- 
edge of  human  biology. 

Summary 

Progress  in  public  health  will  not  fol- 
low a policy  of  expansion  into  the  field 
of  organized  care  of  the  sick,  nor  will 
it  gain  credit  for  competent  performance 
if  it  becomes  the  stubby  tail  wagged  by 
the  big  hybrid  dog  of  relief  and  social 
uplift. 

The  “philanthropoid”  who  wishes  to 
help  others  as  well  as  himself  by  dis- 
tributing other  people’s  money  to  the 
deserving  public,  is  always  with  us,  but 
the  future  of  public  health,  as  I have  de- 
fined it,  depends  upon  the  professional 
competence  and  responsibility  of  officers 
of  civil  government  serving  their  local 
communities  with  resources  provided  by 
taxation. 

Public  health  training  and  experience 
are  disciplines  in  the  medical  sciences  to 
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be  engaged  in  by  physicians,  sanitary  en- 
gineers and  their  associates  in  the  tech- 
nical fields  of  vital  statistics,  laboratory 
work,  and  educational  psychology. 

Public  health  work  in  this  and  in  most 
other  cities  of  the  United  States  is  on 
the  whole  so  incomplete  and  so  crudely 
done  that  it  will  take  all  the  determina- 
tion of  such  nonpartisan  civil  govern- 
ments as  our  present  one  in  New  York 
City,  and  all  the  art,  ingenuity,  and 
science  of  the  staff  of  the  Department  of 
Health  of  the  city  strictly  applied  to  the 


standard  functions  and  pressing  problems 
of  local  public  health,  to  bring  the  per- 
formance up  to  the  highly  creditable  level 
which  the  medical  profession  and  the  in- 
formed public  of  this  city  expect. 

To  arrive  at  this  point  all  activities 
not  strictly  of  a public  health  nature  as 
above  defined  should  be  turned  over  to 
governmental  and  voluntary  agencies  for 
care  of  the  sick  and  to  the  practitioners 
of  medicine  in  their  private  capacities. 

630  W.  168  St. 


We  Are  Glad  to  Publish  This  Request  in  the  Effort  to  Forward  Its  Purpose — 

Editor. 


All  Physicians  living  in  New  York  State 
during  any  part  of  the  World  War  and  serv- 
ing in  the  Army,  Navy,  Red  Cross,  Draft 
Board  or  in  any  other  capacity  pertaining 
to  the  War,  are  requested  to  fill  out  this 


Name 


questionnaire  and  return  it  to  Academy  of 
Medicine,  13  Prince  Street,  Rochester,  N.  Y. 
The  information  will  be  used  in  a history 
to  be  written  on  the  work  of  physicians  of 
New  York  State  in  the  World  War. 


Address 


Date  and  Place  of  Birth 

College  and  year  of  graduation 

Other  degrees  or  special  study 

Rank,  Organization  and  Station  in  World  War 


Citations  or  Decorations 


Date  of  Commission  and  Discharge 


If  not  in  military  service,  give  type  of  other  service  in  connection  with  the  World  War, 
with  length  of  period  and  other  particulars 


Write  any  data,  bits  of  information  or  true  story,  which  will  be  of  interest  in  this  history: 


TINEA  CAPITIS  IN  AN  ADULT 

H.  V.  Mendelsohn,  M.D.  and  E.  Muskatblitt,  M.D.,  New  York  City 

From  the  Department  of  Dermatology  and  Sypkilology,  New  York  University  and  Bellevue 
Hospital  Medical  School,  service  of  Dr.  Howard  Fox  and  Dr.  Edward  Maloney,  and  from  the 
Department  of  Dermatology  and  Sypkilology,  Sydenham  Hospital,  service  of 
Dr.  Theodore  Rosenthal 


Cases  of  ringworm  infection  of  the 
scalp  in  adults  are  sufficiently  rare  to 
justify  the  report  of  the  following  case: 

Case  Report 

T.  B.,  a white  American  houseworker, 
aged  fifty-one,  complained  of  pruritus  of 
the  scalp  with  some  loss  of  hair  of  five 
months  duration.  Eight  months  ago  she 
acquired  a dog  and  shortly  prior  to  the 
onset  of  her  condition,  the  dog  developed 
“bald  spots”  on  the  ears  which  were  com- 
pletely cured  with  a “sulphur”  salve.  She 
had  had  no  previous  cutaneous  disease  and 
her  general  past  history  was  irrelevant. 

Examination:  In  the  midoccipital  region, 
longitudinally,  were  two  discrete,  nickel- 
sized,  round,  slightly  elevated,  scaly 
patches,  with  no  evidence  of  central  clear- 
ing. The  scales  were  of  dirty  grayish 
color  and  moderately  adherent  to  the  skin. 
The  hairs  in  the  patches  were  irregularly 
“clipped”  short  near  the  scalp  or  had  fallen 
out  producing  the  effect  of  partial  baldness. 
The  stumps  were  easily  epilated.  There 
were  also  a few  lustreless,  dry,  long  hairs 
which  broke  upon  slight  traction.  The 
follicular  openings,  more  especially  those 
from  which  the  hairs  had  fallen,  were  ele- 
vated and  prominent.  On  gently  scraping 
the  scales,  a slightly  hyperemic  area  was 
presented.  On  the  vertex  of  the  scalp 
there  was  an  oval,  kidney-bean  sized  similar 
patch  and  along  side  of  it  was  a tuft  of 
hairs  encircled  by  gray  scales  and  debris. 

Microscopic  examination  of  a broken  hair 
from  one  of  the  lesions  prepared  in  a 
thirty  per  cent  solution  of  potassium 
hydroxide  showed  it  to  be  covered  by  a 
grayish  mass  of  closely  packed,  small, 
polygonal  spores,  which  were  of  uniform 
size  and  shape.  No  mycelial  filaments 
were  seen.  This  was  the  typical  picture  of 
a microsporon. 

Cultures  were  made  in  tubes  and  flasks  on 
Sabouraud's  medium  (using  original  French 
glucose  and  peptone).  In  the  beginning 
the  cultures  in  the  tubes  were  white  and 
downy,  with  a central  button  from  which 
a few  deep  grooves  radiated  to  the  peri- 
phery, dividing  the  surface  into  convex 
sectors.  These  sectors  were  further  sub- 


divided by  shorter  and  more  shallow 
grooves.  Later  an  abundant  white  down  de- 
veloped at  the  periphery  forming  an  elevated 


Fig.  1.  Tinea  capitis  in  a woman  aged  fifty-one ; 
two  discrete,  nickel-sized,  scaly  patches  with 
no  central  clearing 


Fig.  2.  Photomicrograph  showing  portion  of  a 
hair  invaded,  by  microsporon  lanosum.  Spores 
are  not  within  the  hair,  but  form  a spore-case 
around  it 
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Fig.  3.  Culture  of  microsporon  lanosum  on 
Sabouraud’s  medium — at  thirty  days.  Periphery 
white  and  downy,  center  brownish  and  powdery. 
Deep  grooves  divide  surface  into  convex  sectors 
which  are  further  subdivided  by  shorter  and 
more  shallow  grooves 


Fig.  4.  Photomicrograph  of  teased  culture  prep- 
aration, stained  and  mounted  in  lacto-phenol- 
blue,  showing  large  multiocular,  spindle-shaped 
spores  with  thick  walls.  Dots  on  surface  indicate 
spiny  protuberances 

ring  around  the  central  area  which  became 
brownish  and  powdery.  The  growth  in  the 
flasks  was  eight  cm.  in  diameter  at  the  end 
of  one  month. 


Microscopic  examination  of  the  culture 
showed  a network  of  septate  and  branched 
mycelia  and  three  types  of  spores  including 

( 1 ) chlamydospores — large  globular  or 
ovoid  cells  with  a heavy  membrane  situated 
along  or  at  the  tips  of  mycelial  hyphae; 

(2)  small  lateral  conidia,  attached  to  simple 
or  slightly  branched  hyphae;  (3)  large  mul- 
tilocular,  spindle-shaped  spores  with  thick 
walls,  studded  with  spiny  protuberances. 

Comment 

There  are  two  distinct  and  unrelated 
forms  of  organisms  capable  of  produc- 
ing ringworm  in  the  scalp — the  micro- 
sporons  and  trichophytons.  The  former 
are  responsible  for  about  ninety  per  cent 
of  cases  in  this  country.  The  micro- 
sporons  are  of  human  or  animal  origin; 
the  microsporon  Audouini  being  the  most 
important  organism  in  the  group  of 
human  origin  and  the  microsporon  lano- 
sum is  the  outstanding  representative  of 
animal  origin. 

The  patient  having  been  exposed  to  a 
dog  with  “bald  spots”  on  both  ears,  this 
pointed  to  the  likely  source  of  infection. 
The  microsporon  demonstrated  on  micro- 
scopic examination  of  an  infected  hair, 
suggested  a variety  of  animal  origin. 
This  was  proven  by  the  gross  and  micro- 
scopic findings  of  the  cultures.  The 
morphology  established  the  fungus  as 
microsporon  lanosum. 

Summary 

A case  of  tinea  capitis  in  a woman 
aged  fifty-one,  is  here  presented.  The 
patient  had  been  exposed  for  some  time 
to  a dog  with  “bald  spots”  on  the  ears. 
The  causative  organism  was  the  micro- 
sporon lanosum  which  was  identified  by 
microscopic  examination  of  an  infected 
hair  and  by  culture. 

175  W.  79  St. 

113  W.  42  St. 


The  Supreme  Court  of  Indiana  has  ended 
the  “gin  marriage  racket”  described  in 
these  pages  in  the  March  1 issue.  It  is 
“the  most  pleasing  bit  of  news  we  have 
read  in  recent  weeks,”  says  the  state  medi- 
cal organ.  

“Every  time  I have  caught  hell  it  has 
been  the  result  of  pursuing  it.” — Ed  Howe. 


The  law  requiring  prenuptial  medical  ex<- 
aminations  in  Illinois  was  followed  by  a 
drop  in  marriage  licenses  of  seventy-four 
per  cent  in  the  downstate  counties  in  the 
last  half  of  1937  as  compared  with  the 
same  period  in  1936.  In  Cook  County 
(Chicago)  the  reduction  was  forty-nine 
per  cent.  Many  couples  went  to  neighbor- 
ing states  to  wed. 


Preventive  Medicine 


ANTISYPHILIS  PROGRAM  IN  NEW  YORK  CITY 

Enlisting  the  Cooperation  of  the  Private  Physician 

Theodore  Rosenthal,  M.D.  and  Joseph  Weinstein,  M.D. 
M.S.P.H.,  New  York  City 

Director  ( TR ) and  Epidemiologist  ( JW ) Bureau  of  Social  Hygiene 
Department  of  Health , City  of  New  York 


The  interdependence  of  the  Health 
Department  and  the  medical  profession  in 
the  successful  prosecution  of  a plan  for 
syphilis  control  cannot  be  overemphasized. 
United  and  sustained  efforts  of  both  groups 
are  necessary  if  permanent  gains  are  to  be 
made.  Due  to  the  widespread  publicity 
given  the  venereal  diseases,  the  private 
practitioner  is  probably  seeing  a larger 
number  of  syphilis  patients  than  he  had 
previously  seen.  Since  a considerable  pro- 
portion of  afflicted  individuals  are  cared 
for  in  private  practice  and  because  of  the 
important  part  of  treatment  as  a factor 
in  control,  the  cooperation  and  participation 
of  the  medical  profession  is  urgently  needed 
if  syphilis  is  to  be  eradicated. 

Indeed,  the  importance  of  such  rela- 
tionship has  received  primary  considera- 
tion in  the  antisyphilis  drive  under  the 
present  health  administration  in  New  York 
City.  Diagnostic,  consultation,  treatment, 
and  epidemiologic  services  as  well  as  anti- 
luetic  drugs  have  been  made  freely  avail- 
able to  practicing  physicians  wishing  to 
cooperate  with  the  Health  Department. 
Physicians  reporting  cases  of  early  syphilis, 
syphilis  in  pregnancy  and  congenital  syph- 
ilis, and  those  desiring  to  utilize  the 
Health  Department  facilities,  are  con- 
tacted 6y  medical  epidemiologists.  These 
men  acting  as  liaison  officers,  are  responsible 
for  the  promotion  of  cooperative  relation- 
ships between  the  Health  Department  and 
the  individual  medical  practitioners.  A brief 
description  of  the  activities  of  the  medical 
epidemiologist  in  relation  to  private  physi- 
cians will  be  of  interest. 

On  the  first  interview  with  a private 
physician,  an  effort  is  made  to  secure  the 
desired  information  on  the  case  in  ques- 
tion and  to  outline  to  him  the  Health 
Department  facilities  in  connection  with 
the  control  of  venereal  disease.  The 


physician  is  informed  of  the  free  dark- 
field,  blood  and  spinal  fluid  examinations, 
the  consultation  service,  lumbar  punctures, 
and  the  supply  of  antisyphilitic  drugs.  He 
is  urged  to  utilize  the  epidemiologic  serv- 
ices for  the  investigation  of  sources  of 
infection  and  the  follow-up  of  contacts  and 
lapsed  cases.  He  is  invited  to  take  ad- 
vantage of  the  clinical  conferences  held  at 
intervals  during  the  year  and  to  avail  him- 
self of  the  opportunities  for  postgraduate 
training,  offered  by  the  Health  Department. 
Attention  is  called  to  his  responsibility  of 
reporting  all  cases  of  syphilis  coming 
under  his  care,  including  new  cases,  de- 
linquents, and  sources  of  infection;  his 
duty  of  furnishing  all  affected  individuals 
with  circulars  of  instruction  regarding  the 
nature  of  the  disease,  the  importance  of 
adequate  treatment,  and  the  precautions  to 
be  taken  against  the  spread  of  infection  to 
others  is  pointed  out.  The  importance  of 
routine  Wassermanns  on  all  pregnant 
women  in  the  prevention  of  prenatal 
syphilis  is  strongly  emphasized.  While 
advice  on  different  phases  of  syphilis  is 
generally  given  when  requested,  every 
opportunity  is  taken  to  stimulate  a demand 
for  such  advice.  Interviews  are  conducted 
at  convenient  hours  in  doctors’  offices,  in 
hospitals  and  clinics,  and  at  the  Bureau  of 
Social  Hygiene. 

In  order  to  procure  antiluetic  drugs,  a 
physician  is  required  to  apply  to  the  Bureau 
of  Social  Hygiene  on  a prescribed  form, 
giving  the  name  and  address  of  the  patient 
and  the  stage  of  the  disease.  Following 
the  receipt  of  this  requisition,  an  epidemiol- 
ogist is  assigned  to  interview  the  doctor. 
The  conduct  of  such  an  interview  has  al- 
ready been  described.  Standard  prepara- 
tions of  an  arsenical  and  heavy  metal 
(neoarsphenamine  and  bismuth  subsalicylate 
in  oil)  are  furnished  in  four  allotments 
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sufficient  for  one  year  of  treatment  and  free 
of  cost  to  the  physician  for  all  cases  of 
syphilis  regardless  of  the  economic  status 
of  the  patient.  Physicians  are  thus  en- 
abled to  care  for  a larger  number  of  per- 
sons at  reduced  fees  and  maintain  contact 
with  many  individuals  who  otherwise 
would  be  lost  to  public  clinics. 

Much  of  the  success  in  the  control  of 
syphilis  by  epidemiologic  methods  depends 
upon  how  much  of  this  work  will  be  done 
by  the  private  physician  in  cooperation 
with  the  Health  Department.  When  con- 
tact is  made  with  a practicing  physician, 
his  cooperation  is  sought  in  identifying, 


friend  called  in  consultation  at  his  office. 
Whatever  the  method  used,  the  patient  is 
approached  in  a tactful  and  kindly  manner. 
The  importance  of  identifying  suspected 
sources  of  infection  and  the  examination  of 
family  contacts  is  carefully  explained  to 
him,  regularity  and  adequacy  of  treatment 
is  stressed,  and  the  dangers  of  lapses  in 
treatment  are  pointed  out.  The  confidential 
nature  of  the  information  given  by  the 
patient  is  always  stressed.  Every  effort  is 
made  to  conserve  the  relationship  between 
the  physician  and  his  patient. 

Practical  experience  has  shown  that 
patients  in  private  practice  welcome  a 
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examining,  and  reporting  sources  of  infec- 
tion and  contacts  to  cases  of  syphilis  com- 
ing to  his  attention.  Special  emphasis  is 
placed  on  early  syphilis,  syphilis  in  preg- 
nancy, and  congenital  syphilis.  The  epi- 
demiologist offers  his  services,  but  no 
investigation  is  undertaken  without  the  spe- 
cific approval  and  consent  of  the  doctor. 
Practitioners  often  request  epidemiological 
investigations  at  the  time  they  report  their 
cases  to  the  Health  Department.  In  every 
instance,  the  physician  is  assured  of  the 
confidential  nature  of  the  information  given 
by  him  or  by  his  patient,  so  that  there  is 
no  possibility  of  endangering  the  reputation 
or  character  of  the  patient  or  his  contacts. 

Not  infrequently,  the  physician  will 
arrange  for  the  epidemiologist  to  interview 
the  patient  at  home  or  at  the  doctor’s  office. 
Some  cooperating  physicians  prefer  to  in- 
troduce the  epidemiologist  as  a personal 


sympathetic  interview  with  an  epidemiol- 
ogist. They  consider  the  action  on  the  part 
of  their  doctor  as  unusual  interest  in  the 
welfare  of  the  patient  and  his  family.  The 
trustworthiness  and  confidence  in  the 
family  physician  is  thereby  greatly  in- 
creased. It  is  a matter  of  record  that  each 
case  thus  investigated,  has  always  resulted 
in  the  examination  of  family  contacts  and 
in  the  prevention  of  lapses  in  treatment. 
Furthermore,  such  cooperation  has  caused 
the  examination  and  treatment  of  identi- 
fiable sources  of  infection  by  private  prac- 
titioners to  the  complete  satisfaction  of  the 
Health  Department  and  the  cooperating 
physicians. 

The  follow-up  of  lapsed  cases  upon 
request  of  private  physicians  is  usually 
carried  out  by  nurse  epidemiologists.  Spe- 
cial cases  however,  are  referred  to  medical 
epidemiologists  for  investigation.  Every 
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effort  is  made  to  return  these  delinquents  to 
the  referring  physicians  for  further  treat- 
ment. 

Consultation  services  are  provided  to 
private  physicians  through  the  medical 
epidemiologists  and  through  specially  qual- 
ified clinicians-in-charge  of  Health  Depart- 
ment diagnostic  and  treatment  centers. 
Requests  for  consultations  are  daily  received 
by  the  Bureau  of  Social  Hygiene  pertain- 
ing to  matters  of  diagnosis,  treatment, 
prognosis,  and  public  health  aspects  of 
syphilis.  Advice  is  given  by  epidemiol- 
ogists at  doctors’  offices  or  at  the  head- 
quarters of  the  Health  Department,  and 
occasionally  by  telephone.  Certain  cases 
which  in  the  judgment  of  the  epidemiologist 
require  special  skill  in  differential  diagnosis 
or  expert  advice  on  treatment  are  referred 
to  the  physician-in-charge  of  the  Central 
Syphilis  Clinic  of  the  Health  Department. 
The  clinician  and  epidemiologist  meet 
with  the  private  physician  and  his  patient, 
by  appointment,  at  the  Clinic.  The  patient 
is  examined,  the  case  is  carefully  reviewed, 
and  an  opinion  is  rendered  by  the  consult- 
ing physician. 

It  is  too  early  to  quote  statistics,  but  it 
can  be  stated  that  definite  progress  in  the 
participation  of  the  private  practitioner  in 
the  syphilis  control  program  has  been 
made.  This  may  be  seen  from  the  increas- 
ing numbers  of  physicians  reporting  cases 
of  syphilis  by  name  and  address  and  re- 
questing antiluetic  drugs  and  epidemiologic 
investigations.  With  the  free  supply  of 
drugs,  many  physicians  have  generously 
given  their  services  gratis  to  persons  lack- 
ing funds  for  medical  care.  The  respect 
and  confidence  of  the  medical  profession  in 
the  Health  Department  is  indicated  by  the 
numerous  requests  for  consultations  on 
matters  of  diagnosis,  treatment  and  social 
aspects  of  syphilis,  and  by  the  large  num- 
bers of  practitioners  eager  to  enroll  in  the 
classes  for  postgraduate  instruction  given 
by  the  Department  of  Health  in  the  modern 
methods  of  diagnosis  and  management  of 
this  disease. 

Case  Reports 

The  following  cases  are  cited  because 
they  illustrate  the  importance  of  coopera- 
tion and  participation  of  the  private  prac- 
titioner in  the  war  on  syphilis: 

Case  1.  Dr.  M.L.  was  visited  in  re- 


sponse to  a request  for  antiluetic  drugs  for  a 
case  of  primary  syphilis.  The  following  infor- 
mation was  of  interest.  The  patient  had  a sore 
on  his  buttock  and  enlarged  inguinal  glands 
stated  to  have  developed  several  weeks  after 
exposure  to  an  out-of-town  prostitute.  Because 
of  the  suspicious  character  of  the  lesion,  a 
darkfield  examination  of  the  serum  from  the 
sore  was  made,  which  proved  to  be  positive  for 
the  Spirochete  pallida.  The  blood  Wasser- 
mann  had  a four  plus  reaction. 

This  case  is  quoted  because  it  indicates  the 
importance  of  a darkfield  examination  of  every 
suspicious  lesion  in  the  diagnosis  of  early 
syphilis. 

Case  2.  A private  physician  was  contacted 
following  a request  for  consultation  on  the 
treatment  of  a case  of  syphilis  in  pregnancy. 
The  patient,  then  seven  months  gravid,  had  been 
for  five  months  under  prenatal  care  of  another 
doctor,  and  not  until  she  came  to  the  attention 
of  the  second  physician  referred  to  above,  had 
her  blood  been  examined  for  syphilis.  She  had 
a strongly  positive  Wasserman  reaction  and  ad- 
mitted antiluetic  treatment  several  years  previ- 
ously. She  subsequently  gave  birth  to  a pre- 
mature syphilitic  baby. 

This  case  points  to  the  necessity  of  routine 
Wasserman  testing  of  all  pregnant  women.  Had 
the  expectant  mother  been  investigated  for 
syphilis  early  during  pregnancy  and  treatment 
been  instituted  in  time,  congenital  syphilis 
in  the  baby  probably  would  have  been  prevented. 

Case  3.  Dr.  E.H.  requested  investigation 
of  a patient  who  discontinued  treatment  for 
syphilis  while  still  infectious.  The  patient  was 
contacted,  the  necessity  for  continuous  and  ade- 
quate treatment  was  explained  to  him,  the 
dangers  associated  with  lapses  in  treatment 
were  emphasized,  and  the  possibility  of  spread- 
ing the  infection  to  others  was  pointed  out.  He 
returned  to  his  physician  for  further  treatment 
and  brought  his  wife  for  a physical  and  sero- 
logical examination.  She  was  found  to  be 
syphilitic  and  was  placed  under  care  of  the 
same  physician. 

Proper  instruction  of  the  patient  with  syphilis 
is  necessary  to  insure  continuity  in  treatment  and 
the  examination  of  family  contacts. 

Case  4.  Dr.  C.B.  requested  investigation 
of  a case  of  syphilis  with  secondary  manifesta- 
tions alleged  to  have  been  caused  by  bites  of  bed 
infesting  insects.  After  the  patient  had  been 
carefully  and  tactfully  interviewed  by  one  of 
the  writers,  he  finally  admitted  sex  relations 
with  a girl  in  Pennsylvania,  about  six  weeks 
prior  to  the  appearance  of  his  skin  eruption. 
He  was  persuaded  to  correspond  with  his  girl 
friend,  urging  her  to  undergo  a thorough  medical 
examination.  A communication  from  a private 
physician  in  Pennsylvania  to  the  doctor  re- 
ferred to  above,  showed  that  the  girl  was  found 
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to  have  syphilis  and  that  she  had  placed  her- 
self under  his  care  and  supervision. 

Thus,  a tactful  and  time-consuming  interview 
with  a patient  in  private  practice  was  necessary 
in  order  to  elicit  the  desired  information  for 
the  identity  of  a source  of  infection. 

Case  5.  Dr.  D.  reported  a case  of  primary 
syphilis  to  the  Health  Department  and  requested 
a supply  of  free  antiluetic  drugs.  The  family 
contacts  showed  no  evidence  of  venereal  disease. 
The  source  of  infection  had  been  examined  by 
the  doctor  and  found  to  have  syphilis  in  the 
secondary  stage.  As  she  failed  to  return  for 
treatment,  she  was  further  investigated  by  one 
of  the  writers  with  the  consent  of  the  referring 
physician.  A communication  from  the  Health 
Officer  in  Hoboken,  N.  J.,  indicated  that  she  was 
then  under  medical  care  in  that  city. 

A good  example  of  case  investigation  in  pri- 
vate practice  on  a cooperative  basis  is  thus 
apparent. 

Case  6.  Dr.  M.E.  transmitted  the  following 
information  by  telephone  to  the  Health  Depart- 
ment. A sixteen  year  old  girl  who  had  been 
diagnosed  by  him  as  a case  of  secondary 
syphilis  with  active  skin  lesions,  was  employed 
as  a nursemaid  for  a five  year  old  female 
child  and  was  to  leave  the  City  on  a long  trip 
with  the  family,  on  that  night. 

Immediate  action  was  taken  by  the  Health 
Department.  The  patient  was  removed  to  a 
hospital  for  isolation  and  proper  medical  care. 
The  household  contacts  were  induced  to  be 
examined  by  their  family  physician;  they  were 
found  to  be  free  from  evidence  of  venereal 
disease.  The  alleged  source  of  infection,  un- 
fortunately, could  not  be  located  on  account  of 
insufficient  identification.  Thus,  through  the 
cooperation  of  a private  physician  a highly  in- 
fectious case  of  syphilis  and  a potential  source 
of  infection  was  isolated  and  brought  to  proper 
medical  treatment. 

Case  7.  Dr.  B.J.  reported  a case  of  syphilis 
with. secondary  manifestations  in  a young  female 
who  had  had  five  blood  transfusions  because  of 
a puerperal  septicemia.  Ten  persons,  including 
the  blood  donors  and  other  family  contacts, 
were  investigated  and  examined — with  the  con- 
sent of  the  attending  physician.  The  patient’s 
husband,  who  acted  as  the  last  donor,  was  found 
to  have  a strongly  positive  Wassermann  reaction 
and  was  considered  to  be  the  source  of  her 
infection.  The  doctor  offered  to  treat  both 
husband  and  wife  at  a nominal  fee  in  line  with 
the  economic  status  of  the  family  and  to  keep 


their  six  months’  old  baby  under  close  observa- 
tion until  the  danger  of  syphilitic  infection  from 
the  mother  had  passed.  The  Health  Depart- 
ment furnished  a supply  of  free  antiluetic  drugs. 
This  case  illustrates  the  combined  efforts  of 
the  Health  Department  and  the  family  physi- 
cian in  the  investigation  of  a source  of  infec- 
tion, the  examination  of  contacts,  and  the  in- 
stitution of  proper  treatment. 

Summary- 

Contact  relationships  of  the  Health  De- 
partment with  private  physicians  on  a 
cooperative  basis  are  valuable  in  an  anti- 
syphilis campaign.  They  fully  justify  the 
expenditure  of  time,  efforts,  and  public 
funds,  because  they  aid  in  case  finding,  case 
holding,  case  treatment,  and  case  preven- 
tion. A start  in  this  direction  has  been 
made.  Further  and  continuous  efforts  are 
needed  in  order  to  accomplish  measurable 
results. 

The  Health  Department  has  provided 
special  services  to  help  the  private  physi- 
cians in  their  problems  of  diagnosis, 
of  keeping  their  patients  under  treatment, 
and  in  identifying  and  bringing  to  medical 
attention  contacts  and  sources  of  infection. 
While  the  medical  profession  is  greatly  en- 
couraged to  utilize  all  the  available  facilities, 
the  cooperation  of  the  practicing  physician 
is  particularly  needed  in  the  following  ac- 
tivities : 

The  general  use  of  the  darkfield  examina- 
tion of  all  suspicious  lesions  on  the  skin  or 
mucous  membranes,  genital  or  extragenital, 
in  the  diagnosis  of  early  syphilis;  routine 
Wassermanns  on  all  pregnant  women,  re- 
gardless of  social  status ; complete  case 
reporting  and  a more  widespread  use  of  the 
epidemiologic  services  of  the  Health  De- 
partment. This  would  result  in  the  dis- 
covery of  many  more  cases  of  syphilis  and 
the  elimination  of  more  sources  of  infec- 
tion. The  vast  majority  of  the  cases  thus 
uncovered  would  place  themselves  under  the 
care  and  supervision  of  these  practitioners. 
Not  only  the  infected  public,  but  the  med- 
ical profession  would  greatly  benefit  by 
such  procedure. 


Levity  greeted  Dr.  Rollo  N.  Harger  of 
the  Indiana  University  Medical  School  sev- 
eral years  ago  when  he  exhibited  his 
“drunkometer”  at  a state  medical  meeting. 


Now  it  has  been  accepted  in  court,  its 
findings  have  been  admitted  as  evidence, 
and  Dr.  Harger  has  the  laugh  on  his 
skeptical  confreres. 


William  Avery  Groat,  M.D. 
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EDITORIALS 


Dr.  William  A.  Groat 

The  Medical  Society  of  the  State  of 
New  York,  through  the  arrangements  of 
its  executive  machinery,  elects  a Presi- 
dent-Elect who,  during  a sabbatical  year, 
familiarizes  himself  with  the  actual  work- 
ings of  the  Society. 

Last  year  the  State  Society  gave  this 
honor  to  Dr.  William  A.  Groat.  That 
our  members  may  know  something  of  the 
man  who  now  takes  the  lead  as  our  Chief 
Executive,  it  is  well  to  know  that  he  has 
been  in  practice  in  Syracuse  since  1901, 
and  is  a member  of  the  College  of  Medi- 
cine of  Syracuse  University.  He  has 
belonged  to  this  group  since  1902.  He 
has  been  professor  of  clinical  pathol- 
ogy since  1911,  and  he  has  very  many 
other  professional  connections. 

During  the  War  Dr.  Groat  served  in 
the  Medical  Corps  of  the  Army,  and  is 
now  a Lieutenant  Colonel  in  the  Medical 
Reserves.  He  has  been  a contributor  to 
medical  literature  within  the  medical  field 
of  his  particular  interest.  He  has  served 
the  Medical  Society  of  the  State  of  New 
York  in  various  capacities.  He  has  been 
in  charge  of  the  fifth  District  Branch,  he 
has  been  in  charge  of  our  scientific  pro- 
grams and  exhibits,  and  he  is  well-known 
to  those  who  have  worked  with  him  for 
seasoned  judgment  and  philosophical  con- 
sideration of  matters  that  come  to  him  for 
survey  and  decision. 


The  Medical  Society  of  the  State  of 
New  York  may  feel  sure  that  under  his 
guidance  our  prestige  and  progress  will 
continue. 


Another  Health  Survey 

To  physicians  there  seems  little  need 
of  another  health  survey  in  this  state. 
Federal  investigators,  medical  societies, 
public  health  agencies,  and  welfare  groups 
have  accumulated  enough  up-to-date  in- 
formation in  the  past  few  years  to  furnish 
an  accurate  picture  of  the  health  of  the 
people  of  New  York. 

Apparently  Albany  wants  to  see  for 
itself,  however.  Governor  Lehman’s  sig- 
nature of  the  Wagner  bill  creates  a tem- 
poray  commission  to  study  state  health 
and  formulate  a long  range  program  to 
maintain  and  improve  it. 

On  the  basis  of  experience  and  fitness, 
one  would  expect  a body  investigating 
health  conditions  to  consist  principally  of 
physicians.  Not  so  the  Wagner  commis- 
sion, however.  Of  thirteen  members  only 
one  must  be  a medical  man.  This  does 
not  promise  well  for  the  technical  back- 
ground of  any  recommendations  made. 

Fortunately  the  commission  has  other 
sources  of  information  and  guidance  if  it 
chooses  to  draw  on  them.  The  Medical 
Society  of  the  State  of  New  York  has 
enunciated  principles  of  medical  care 
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which  would  provide  adequate,  high  grade 
service  for  all  the  people  of  the  state  with- 
out drastic  changes  in  our  present  system 
of  practice  or  impairment  of  professional 
standards. 

Assemblyman  Wagner,  like  his  father, 
has  leanings  toward  compulsory  sickness 
insurance.  It  is  to  be  hoped  that  this  will 
not  color  the  findings  and  recommenda- 
tions of  the  commission  of  his  creation. 

There  can  be  no  better  antidote  to  such 
a tendency  than  Surgeon  General  Par- 
ran’s  recent  address  before  the  American 
College  of  Physicians.  Dr.  Parran  speaks 
on  public  health  and  its  attainment  with 
an  authority  equalled  by  few  other  per- 
sons in  this  country.  Like  organized 
medicine,  he  objects  that  sickness  insur- 
ance extends  inadequate  protection  at 
exorbitant  cost  to  the  small  wage-earner. 
It  neither  prevents  disease  nor  improves 
the  quality  of  medical  care. 

An  adequate  solution  of  the  health 
problems  of  this  state  must  include  the 
unemployed  and  nonindustrial  workers 
as  well  as  those  employed  in  industry.  It 
must  provide  for  protracted  illnesses  as 
well  as  the  acute  infectious  and  surgical 
diseases.  Above  all,  it  must  respect  the 
paramountcy  of  medical  considerations  in 
the  distribution  of  medical  service. 


Summer  Study 

Summer,  with  its  usual  slackening  of 
practice,  is  an  ideal  time  for  graduate 
medical  education.  Practitioners  who  can- 
not spare  time  for  intensive  study  during 
the  busy  winter  months  should  start  now 
to  plan  “refresher”  courses. 

The  ideal  graduate  work  is  formal — 
classroom  or  clinical  instruction  or  pre- 
ferably both  combined.  In  formal  courses 
attendance  is  fixed  for  a regular  hour  and 
there  are  no  distractions  of  telephone  or 
doorbell.  Unfortunately  opportunities  for 
this  type  of  study  are  not  easily  accessible 
to  practitioners  in  remote  districts. 

In  Illinois  the  State  Department  of 
Public  Health,  in  cooperation  with  the 
Educational  Committee  of  the  State  Med- 


ical Society,  offers  a one-week  summer 
course  in  obstetrics  and  pediatrics  at  the 
University  of  Illinois  College  of  Medicine. 
The  course  is  repeated  seven  times  during 
the  summer  to  enable  practitioners  from 
all  parts  of  the  state  to  select  a convenient 
time.  This  idea  could  easily  be  adapted 
to  the  local  needs  of  other  states  and  of 
smaller  units  within  a given  state. 

For  the  physician  unable  to  leave  his 
practice  for  the  time  required  for  a reg- 
ular course,  the  printed  word  must  take 
the  place  of  other  instruction.  The  devel- 
opment of  library  facilities  is  a prime  duty 
of  every  county  society. 

The  package  service  of  the  Library  of 
the  American  Medical  Association  is  open 
to  all  members  and  to  subscribers  to  any 
of  the  Association’s  publications.  New 
York  medical  men  account  for  over  a hun- 
dred packages  each  year.  Illinois  takes 
four  times  as  many.  This  apparent  dis- 
proportion is  largely  due  to  the  Library 
of  the  New  York  Academy  of  Medicine, 
which  supplies  the  needs  of  the  physicians 
of  the  Metropolitan  Area. 

This  is  a good  time  for  the  doctor  to 
start  planning  his  summer  study.  Decide 
on  the  subject  which  interests  you  most 
and  lay  out  a schedule  of  warm  weather 
reading.  After  a day’s  fishing  or  a good 
game  of  golf  a textbook  may  not  be  as 
enjoyable  as  a detective  story  but  it  will 
prove  a great  deal  more  profitable  in  the 
long  run ! 


More  About  Tobacco 

There  has  been  a great  deal  written 
concerning  the  effects  of  tobacco  and 
nicotine  on  the  organs  of  circulation.  A 
close  analysis  of  a considerable  amount 
of  the  literature  reveals  that  much  of  the 
work  was  not  subjected  to  adequate  con- 
trol. The  prevalent  conception  that  nico- 
tine is  responsible  for  the  production  of 
lasting  lesions  of  the  heart  and  blood 
vessels  seems  to  be  refuted  by  the  recent 
experiments  of  Thienes  and  Butt.1 

Rats  and  rabbits  were  divided  into  two 

1.  Thienes,  C.  H.  and  Butt,  E.  M.,  et  al:  Am.  J. 
Med.  Sc.,  195:522,  1938. 
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equal  groups,  one  receiving  injections  of 
nicotine,  the  other  injections  of  saline  so- 
lution. This  was  continued  for  a period  of 
from  three  to  six  months,  at  the  end  of 
which  time  the  animals  were  killed  and 
the  tissues  examined  histologically.  Le- 
sions were  found  in  the  media  of  the 
aorta  in  two  nicotine-injected  rabbits,  two 
control  rabbits,  and  one  control  rat,  and 
a thickening  of  the  coronary  artery  was 
found  in  one  control  rabbit.  No  other 
lesions  were  noted  throughout  the  circu- 
latory system.  The  fact  that  degenerative 
changes  occurred  in  both  the  control  and 
test  groups — but  more  so  in  the  former — 
would  indicate  that  nicotine  in  itself  does 
not  produce  organic  cardiovascular  dis- 
ease. 

In  this  connection,  the  observations  of 
Silbert2  anent  the  deleterious  effect  of 
smoking  on  thromboangiitis  obliterans  de- 
serves mention.  From  the  work  of 
Thienes  and  Butt,  it  seems  that  tobacco 
is  not  the  inciting  causative  factor  of  the 
disease  but  rather,  because  of  its  vaso- 
constricting  action,  tends  to  aggravate  a 
previously  existing  vascular  disease  of 
other  etiology.  Hence  the  beneficial  re- 
sults notedly  following  the  withdrawal 
of  tobacco  in  cases  of  thromboangiitis 
obliterans. 

Beyond  the  known  tissue  reactions  of 
the  upper  respiratory  tract  to  the  inhala- 
tion of  tobacco  smoke,  its  role  as  an 
etiological  factor  in  the  appearance  of  or- 
ganic disease  remains  doubtful.  It  is 
highly  probable  that  by  its  transient  ac- 
tion on  the  peripheral  circulation  it  exag- 
gerates the  effects  of  an  existing  poor 
blood  supply.  This,  in  short,  is  the  sub- 
stance of  our  knowledge  of  the  pathologi- 
cal effects  of  tobacco  at  the  present  time. 


Thrombocytopenia:  A Step  Forward 

One  of  the  most  severe  forms  of  pur- 
pura is  that  which  is  commonly  known 
as  purpura  hemorrhagica,  or  morbus 
maculosus  of  Werlhof.  It  manifests  itself 

2.  Silbert,  S.:  S.G.&O.,  61:214,  1935. 


most  frequently  in  adolescent  females  as 
a disease  characterized  by  debility,  bleed- 
ing from  one  or  more  of  the  mucous  sur- 
faces, and  numerous  purpuric  spots 
distributed  over  the  entire  skin.  It  is 
distinguished  by  the  marked  decrease  in 
the  number  of  blood  platelets,  a prolonga- 
tion of  the  bleeding  time  and  a blood  clot 
which  is  soft  and  non-retractile.  These 
factors  serve  to  differentiate  this  disease 
from  hemophilia  for  which  no  cure  is 
known.  However,  a successful  remedy 
for  thrombocytopenia  (purpura  hemor- 
rhagica) is  available  by  the  surgical  re- 
moval of  the  spleen. 

Why  spelnectomy  should  influence  fa- 
vorably the  course  of  this  affliction  with 
its  malignant  possibilities  has  until  now 
not  had  adequate  scientific  explanation. 
Clinical  proof  of  the  value  of  this  surgical 
procedure  has  been  abundant,  but  it  is 
only  recently  that  definite  evidence  has 
been  presented  to  establish  the  rationale 
of  this  surgery  for  the  relief  of  hemor- 
rhagic purpura.  Troland  and  Lee1  sub- 
jected the  spleens  removed  from  cases 
of  thrombocytopenia  to  maceration  in  a 
food-chopper,  extraction  with  acetone, 
distillation  of  the  fluid,  and  the  solution 
of  the  yellowish-brown  precipitate  in  dis- 
tilled water.  This  substance  which  was 
finally  recovered  from  the  spleens  of 
thrombocytopenic  patients,  and  which  the 
investigators  allude  to  as  “thrombocyto- 
pen,”  is  able  to  reduce  the  platelet  count 
of  a normal  rabbit  by  as  much  as  90  per 
cent,  following  injection  into  the  blood 
stream.  Within  twenty-four  hours,  a 
count  of  620,000  platelets  was  reduced 
to  58,000  after  injection  of  the  splenic 
extract.  The  amount  of  the  dose  admin- 
istered was  not  the  responsible  factor 
since  small  quantities  yielded  the  same 
results  as  those  obtained  by  the  use  of 
twenty  c.c.  of  the  splenic  extract. 

Troland  and  Lee  have  subjected  control 
animals  to  identical  extracts  obtained 
from  the  spleens  removed  from  patients 
suffering  with  Band’s  disease  and  hemo- 
lytic jaundice.  None  of  these  experimen- 

1.  Troland,  C.  E.  and  Lee,  E.  C. : Bull.  Johns 

Hopkins  Hospital,  January  1938. 
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tal  animals  showed  a decrease  in  the 
platelet  content.  It  seems  evident  there- 
fore that  the  splenic  tissue  in  cases  of 
purpura  hemorrhagica  contains  some  sub- 
stance which  either  destroys  the  available 
platelets  or  inhibits  their  formation.  While 
chemically  the  substance  as  yet  has  not 
been  identified,  this  pioneer  study  affords 
substantiation  of  our  clinical  experience 
in  the  recommendation  of  operating  for 
thrombocytopenia. 


CURRENT  COMMENT 

“It  is  a gloomy  moment  in  history.  Not 
for  many  years — not  in  the  lifetime  of  most 
men  who  read  this — has  there  been  so  much 
grave  and  deep  apprehension;  never  has  the 
future  seemed  so  incalcuable  as  at  this 
time.  In  our  own  country  there  is  universal 
commercial  prostration  and  panic,  and  thou- 
sands of  our  poorest  fellow-citizens  are 
turned  out  . . . without  employment,  and 
without  the  prospect  of  it.  . . When 
worrying  too  much  about  today  remember 
that  the  following  article  is  reprinted  from 
Harpers  Weekly  ...  of  the  issue  dated 
October  10,  1857,  81  years  ago. — The  Saint 
Louis  County  Medical  Society  Bulletin  of 
April  22,  brought  the  above  to  our  atten- 
tion. 


“We  started  out  with  a constitution 
that  was  brief,  pithy,  to  the  point  and  flex- 
ible, asserting  that  God  had  created  all  men 
free  and  equal.  This  almost  sacred  docu- 
ment so  arranged  its  provisions  that  a man 
was  given  a chance  to  prove  himself  capable 
of  being  a respected  member  of  a group 
of  self-respecting,  sane  men. 

“And  the  whole  experiment  started,  con- 
stitution and  all,  if  memory  reminds  aright, 
because  a short-sighted  British  king  wanted 
his  peaceful  colonists  to  pay  a tax  on  tea. 
And  that  small,  almost  casual  levy  was  the 
last  straw  the  patient  colonists  could  stand. 

“What,  in  the  name  of  all  common  sense, 
would  Patrick  Henry  say  if  he  came  back 
to  earth  today? 

“He  would  find  not  only  tea  taxed  but 
the  very  country  that  he  and  his  associates 
sought  to  rid  of  imposts,  staggering  under 
more  laws,  more  levies,  more  handicaps  and 


“What  have  you  done  for  my  wife?” 
“She  has  an  imaginary  ailment.” 
‘What  did  you  give  her?” 


more  bureaucracy  than  did  France  itself 
when  the  streets  ran  red  and  Mirabeau 
and  Danton  called  the  turn  on  a situation 
that  made  France  the  keystone  of  European 
governmental  crisis.  . . — One  way  of 

looking  at  it,  as  expressed  by  the  April  issue 
of  the  Illinois  Medical  Journal. 


A news  note  from  Czechoslovakia  tells 
us  that  “The  Institute  of  Social  Medicine 
of  the  University  of  Prague,  has  made 
known  its  program  for  the  complete  teach- 
ing of  social  medicine.  Whereas  this  was 
done  only  in  parts,  the  curriculum  now 
calls  for  two  full  semesters.  Five  hours  a 
week  are  devoted  to  fundamental  teaching, 
two  hours  to  lectures,  and  three  hours  to 
the  visiting  of  institutions,  factories  and 
public  service  institutes.  Pathology,  social 
hygiene,  public  health,  and  curative  medicine 
are  taught  by  professors  selected  for  their 
experience  in  social  medicine. 

“In  the  first  semester  the  students  are 
taught  the  elements  of  general  statistics, 
physical  training,  foods,  and  housing.  Pre- 
natal and  postnatal  care,  child-welfare, 
school  problems,  deafness,  blindness,  and 
industrial  hygiene  are  completely  covered 
by  the  program.  Besides,  the  students  re- 
ceive instruction  in  the  problems  of  social 
insurance,  hospital  organization,  accidental 
invalidity,  and  homes  for  the  aged.  . . . 

“If  all  these  things  are  more  or  less 
familiar  to  Americans,  it  is  to  be  pointed 
out  that  such  courses  are  rare  even  in  this 
part  of  highly  civilized  Europe.” — Medical 
Record  for  April  6,  1938. 


“.  . . Whatever  has  been  good  for  the 
health  needs  of  the  people  has  come  forth 
from  within  the  ranks  of  the  profession,  and 
never  from  outside  agencies.  Whatever 
progress  has  been  made  has  been  inspired 
and  developed  by  our  own  students,  men 
of  research,  investigators  and  members. 
Whatever  were  the  medical  needs  of  any 
emergency  in  any  community,  county,  state 
of  the  nation,  accredited  representatives 
from  within  the  profession  formulated  and 
applied  the  solution.  When,  a few  years 
ago,  there  were  some  who  asserted  that 
people  were  in  want  of  medical  care  the 
investigations  and  inquiries  revealed  that 
such  assertions  were  unfounded  and  without 
warrant.  . . .”■ — Part  of  a discussion  of 
“What's  Wrong,”  contained  in  the  April 
California  and  Western  Medicine. 


“An  imaginary  medicine.” 

“Then  I will  send  you  an  imaginary 
check.” — Medical  Record. 
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Your  Correspondent  Visits  Washington 

J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


The  A.M.A.  Journal  (p.  652,  February  26, 
1938)  introduces  its  editorial  on  “A  Na- 
tional Health  Program”  by  pointing  out 
that  the  names  of  the  committee  members 
who  are  responsible  therefor  have  not  been 
supplied.  More  than  one  member  of  our  own 
State  Society  in  conversation  has  assumed 
that  the  report  was  prepared  by  lay  mem- 
bers of  the  Interdepartmental  Committee. 
While  in  Washington  for  the  meetings  of 
the  State  Health  Officers  last  month  I se- 
cured the  names  of  the  Technical  Commit- 
tee on  Medical  Care,  which  are  as  follows: 
Martha  Eliot,  M.  D.  (Children’s  Bureau), 
Chairman,  C.  E.  Waller,  M.D.,  J.  Mountin, 
M.D.  and  G.  St.  John  Perrot,  Ph.D.  (U.  S. 
Public  Health  Service),  and  I.  S.  Falk, 
Ph.D.  (Social  Security  Board).  It  is  true 
that  none  of  the  physicians  on  this  commit- 
tee are  engaged  in  the  practice  of  medicine 
but  then  it  is  difficult  to  see  how  a com- 
mittee derived  from  government  employees 
could  include  such  practitioners.  It  is  ex- 
pected that  an  opportunity  will  occur  shortly 
for  the  presentation  of  the  practitioner’s 
viewpoint  when  at  the  President’s  request 
Miss  Roche  will  call  a conference  in  Wash- 
ington for  the  discussion  of  a plan  to  imple- 
ment a program  of  national  health. 

At  the  opening  session  of  the  State  and 
Territorial  Health  Officers’  conference  with 
the  Surgeon  General,  a reference  was  made 
to  the  subject  of  health  insurance  by  Dr. 
Earl  B.  McKinley,  Dean  of  the  School  of 
Medicine  of  George  Washington  Univer- 
sity. His  discussion  on  medical  economics 
came  rather  unexpectedly  at  the  end  of  a 
paper  on  the  cartography  of  disease.  The 
experiment  in  group  health,  which  was  pro- 
moted by  the  Home  Owners  Loan  Corpora- 
tion last  year  came  in  for  his  special  casti- 
gation. Such  schemes,  he  said,  will  fail  of 
their  own  inadequacy  because  of  their  ulti- 
mate inefficiency  and  the  impossibility  of  en- 
listing professional  personnel  of  high  quality 
to  carry  on  such  work.  As  an  alternative,  to 
health  insurance  he  proposes  the  extension 
of  public  health.  He  mentions  medical  sub- 
sidy to  the  indigent  and  the  desirability  of 
a national  health  program. 

At  the  time  of  his  attack  on  Group  Health 
Association,  Dr.  McKinley  might  well  have 
been  taken  to  represent  the  physicians  of 
the  organized  profession  in  the  District  of 
Columbia.  At  least  the  Washington  news- 


papers have  reported  what  they  had  assumed 
to  be  a controversy  between  the  Medical 
Society  and  the  Association  ever  since  the 
beginning  of  November  last  year.  Oddly 
enough,  however,  on  the  very  day  after 
Dean  McKinley’s  address  the  newspapers 
made  public  a letter  by  Dr.  Thomas  E. 
Neill,  President  of  the  District  Medical  So- 
ciety to  the  president  of  Group  Health  Asso- 
ciation, in  which  he  wrote: 

These  statements  suggest  that  the  Medical 
Society  is  opposed  to  such  programs  and  has 
adopted  obstructionist  tactics,  has  refused  to 
cooperate  and  is  trying  to  block  such  programs. 
On  the  contrary,  the  Society  has  long  recog- 
nized the  need  for  better  medical  care  for 
persons  of  low  income  and  we  are  earnestly 
seeking  a sound,  safe,  satisfactory  solution  of 
the  problem. 

The  Society  is  willing  to  cooperate  with  any 
lay  group,  including  Group  Health  Association, 
in  setting  up  and  carrying  out  a program  to 
this  end.  The  only  conditions  are  that  the 
programs  must  be  legal,  ethical,  economically 
sound  and  provide  service  in  conformance  with 
recognized  medical  standards. 

We  sincerely  believe  a program  can  be  worked 
out  under  these  conditions,  which  will  provide 
adequate  medical  care  for  persons  of  low  in- 
come, free  choice  of  physician  and  a system  of 
regular  monthly  payments,  in  the  nature  of 
insurance  premiums. 

Whether  or  not  Dean  McKinley  repre- 
sented the  District  Medical  Society,  there 
was  no  doubt  that  the  American  Medical 
Association  was  represented  at  our  Wash- 
ington conference  by  Drs.  Leland  and 
Woodward.  Dr.  Woodward  has  a very 
simple  solution  for  the  problem  of  providing 
medical  care  to  the  indigent : he  would  abol- 
ish indigency.  If  people  had  enough  money, 
they  would  have  less  disease  and  would  be 
able  to  pay  for  adequate  care  of  such  dis- 
ease as  remained.  Dr.  Parran  acknowledged 
the  truth  in  this  contention.  “The  inter-rela- 
tionship between  poverty  and  disease  is  well 
known,”  he  said,  but  he  added  “Our  ability 
to  prevent  disease  far  exceeds  our  ability  to 
control  causes  of  poverty.”  Medical  care  can 
be  made  available  to  all  and  the  quality  of 
medical  care  improved  without  any  basic 
change  in  our  present  system  of  medical 
practice.  What  he  recommends  is  “only  an 
extension,  on  a scale  adequate  to  meet  the 
needs,  of  methods  and  actions  that  now  are 
in  operation.” 
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Difficulties  Encountered  in  Industry 

Tubercle,  the  British  journal  of  tuberculosis,  has  been  published  continuously  for  about 
two  decades.  Its  first  editor  was  Dr.  J.  Rosslyn  Earp,  who  has  for  the  past  several  years 
distinguished  himself  in  the  field  of  tuberculosis  and  public  health  in  the  United  States.  With 
the  December  1937  issue,  Tubercle  has  put  on  a new  and  beautiful  typographical  dress  and 
added  the  subtitle  “ A Journal  of  Diseases  of  the  Chest.”  Tubercle  has  many  appreciative 
readers  in  this  country,  for  the  practical  problems  of  tuberculosis  control  in  the  two  couiv- 
tries  are  almost  identical.  Tuberculosis  Abstracts  congratulates  Tubercle  from  which  it  has, 
in  the  past,  drawn  aid,  and  presents  hi  this  issue  brief  abstracts  of  a symposium  on  the  diffi - 
culties  ejicountered  in  dealing  with  the  tuberculosis  problem. 


Enlightened  industry  nowadays  realizes 
that  it  must  carry  a certain  number  of  sub- 
normal individuals.  In  the  long  run  this  is 
sound  economic  policy,  for  industry  cannot 
afford  to  lose  trained  employees  nor  to  breed 
psychological  unrest  of  workers  caused  by 
the  knowledge  that  loss  of  employment  will 
follow  serious  or  prolonged  illness.  Yet 
the  employment  of  workers  who  have  tu- 
berculosis, or  have  recovered  from  the  dis- 
ease, is  an  exceedingly  awkward  problem 
for  tuberculosis  is  insidious  and  infectious 
and  leaves  its  sufferers  incapable  of  normal 
physical  effort  for  long  periods. 

Economic  difficulties  experienced  by  the 
tuberculous  wage  earner  are  serious.  They 
are  partially  relieved  by  continuing  part 
wages.  Treatment  in  the  sanatorium  is 
rendered  easier  and  more  effective  if  the 
worker  is  relieved  of  immediate  worry  and 
is  given  hope  for  the  future.  It  reduces 
the  temptation  to  return  to  work  too  soon. 

Environmental  difficulties  are  particu- 
larly acute  in  working-class  areas.  The 
problems  of  slums,  overcrowding  and  un- 
dernourishment are  being  solved  by  the  slow 
social  evolution  now  going  on. 

Difficulties  arising  out  of  the  patient’s  own 
attitude  include,  (a)  fear  of  losing  his  in- 
come, (b)  his  job,  and  (c)  fear  of  the 
sanatorium.  These  fears  can  be  greatly  al- 
layed if  the  policy  of  the  firm  is  to  take 
back  employees  when  they  have  recovered. 
The  dread  of  the  sanatorium  can  usually  be 
overcome  by  education  and  wise  propaganda. 

The  difficulty  of  returning  to  a different 
kind  of  work  than  that  to  which  they  have 
been  accustomed  must  be  faced  by  some 
workers.  A man  must  know  that  his  job  is 
a real  one  and  not  one  created  merely  to  find 
him  employment. 

The  employer’s  difficulties  must  be  faced 
squarely.  The  returning  tuberculous  pa- 
tient has  usually  a greatly  reduced  efficiency. 
He  is  inferior  to  the  normal  worker  and  this 
inferiority  is  likely  to  persist  for  a few 
years.  If  he  attempts  to  keep  pace  with 
fellow  workmen  he  invites  early  break- 
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down.  Industry  quite  naturally,  is  not  likely 
to  welcome  the  worker  who  needs  a shel- 
tered life  if  he  is  a new  entrant  but  most  em- 
ployers will  take  back  old  employees  if  the 
prospect  of  eventual  return  to  reasonably 
good  health  exists.  Of  course,  industry  has 
to  deal  with  many  employees  disabled  by 
conditions  other  than  tuberculosis.  With 
these  “crocks”  the  returning  tuberculous 
worker  has  to  compete  for  the  suitable  jobs. 
Many  are  the  employer’s  problems  in  adapt- 
ing the  needs  of  industry  to  the  employee 
who  cannot  be  subjected  to  strains  such  as 
overtime  work,  shift  and  night  work,  and 
competition  with  more  vigorous  workers. 

It  is,  of  course,  not  possible  to  pay  higher 
wages  to  the  tuberculous  patient  than  to 
other  workers.  In  fact  he  must  often  be 
satisfied  with  a lesser  wage.  This  means  that 
at  the  very  time  he  needs  a higher  and  bet- 
ter standard  of  living,  he  actually  has  to  be 
content  with  a much  lower  one.  This  situa- 
tion calls  for  generous  cooperation  between 
the  employer  and  the  Care  Committee  (well 
organized  in  England).  The  tuberculous 
patient  returning  to  industry  should  be  sub- 
sidized until  he  is  able  to  earn  a reasonable 
wage.  Industry  cannot  be  expected  to  make 
the  subsidy  directly. 

The  danger  of  infecting  other  employees 
must  also  receive  attention.  A patient  with 
a positive  sputum  should  not  be  allowed  to 
return  to  surrounding  where  he  may  infect 
others.  Certainly  he  should  not  be  per- 
mitted to  engage  in  industry  involving  the 
handling  or  packing  of  food  or  which  re- 
quires him  to  come  into  contact  with  the 
public. 

The  author  urges  close  liaison  between 
the  tuberculosis  service  and  industry.  Small 
firms  find  it  particularly  difficult  to  deal  with 
recovered  tuberculous  patients  but  can  do 
much  if  the  facts  about  tuberculosis  are 
carefully  explained  to  them  by  the  medical 
officer  or  doctor.  The  doctor  must  not 
only  be  conversant  with  the  disease  but  must 
also  possess  an  intimate  knowledge  of  the 
industry  and  requirements  of  the  workers 
if  he  is  to  talk  reasonably  and  convincingly 
with  the  management. 


Medical  News 


Chemung  County 

Resolutions  of  regret  and  tribute  to 
Dr.  Carl  G.  Zimmerman,  of  Elmira,  who 
died  on  April  7,  were  adopted  at  a special 
meeting  of  the  Chemung  County  Medical 
Society. 

Dutchess  County 

Dr.  Will  Cook  Spain,  chief  in  allergy, 
Post  Graduate  hospital,  New  York  city,  was 
the  speaker  at  a meeting  of  the  Dutchess 
County  Medical  society  on  April  13. 

His  topic  was  “Upper  Respiratory  Al- 
lergy.” 

Members  of  the  Society  joined  with  the 
Dutchess  County  Psychiatrical  society  in  its 
meeting  April  21  at  the  Wassaic  State 
school.  The  speaker,  Dr.  Charles  G.  Kerley, 
consulting  pediatrician  in  a number  of  met- 
ropolitan hospitals,  discussed  “Varied  Mani- 
festations of  Thyroid  Gland  Derangements 
in  Children.” 

Erie  County 

The  Buffalo  Academy  of  Medicine  on 
April  27  listened  to  an  address  on  “Some 
Immunologic  and  Serologic  Aspects  in  Ma- 
lignant and  Chronic  Infectious  Diseases,” 
by  Dr.  Ernest  Witebsky,  Associate  Profes- 
sor of  Bacteriology,  University  of  Buffalo. 

A symposium  on  endocrinology  was  pre- 
sented at  a special  meeting  on  May  4 by 
Drs.  D.  K.  Kitchen  and  R.  L.  Schaefer. 


Franklin  County 

Continuing  the  drive  to  reduce  relief 
costs  in  Malone,  the  town  board  will  inau- 
gurate the  last  of  the  recommendations  of 
the  Malone  Taxpayers’  association,  which 
was  to  establish  a staff  of  doctors  who  will 
have  complete  charge  of  all  medical  and 
surgical  work  in  the  town. 

The  cost  of  medical  and  surgical  relief  in 
Malone  last  year  was  $13,766.50  exclusive 
of  hospitalization. 

The  town  board  has  engaged  Dr.  H.  W. 
Stoughton  to  take  charge  of  all  medical  care 
of  relief  clients,  including  operations  for 
tonsillitis  at  a salary  of  $3,000  per  year. 

Dr.  John  E.  White  will  take  charge  of  all 
surgical  relief  cases,  his  compensation  to  be 
at  the  regular  schedule  of  fees  for  welfare 
patients.  Dr.  F.  E.  Finney  will  take  charge 
of  all  obstetrical  cases  at  the  regular  wel- 
fare fee  schedule. 


Greene  County 

A special  meeting  of  the  Medical  So- 
ciety of  the  County  of  Greene  was  held  at 
the  Memorial  Hospital  of  Greene  County, 
April  28,  to  act  on  a resolution  adopted  by 
the  Herkimer  County  Society  to  request  the 
Board  of  Regents  to  adopt  rules  governing 
the  granting  of  licenses  to  foreign  physi- 
cians that  shall  be  at  least  as  rig'  1 as  those 
rules  which  would  apply  to  American  physi- 
cians should  they  attempt  to  obtain  a license 
in  those  countries  from  which  these  men 
come. 

Kings  County 

The  program  of  the  Medical  Society  of 
the  County  of  Kings  on  April  19  included: 

Presentation  of  portrait  of  Dr.  Luther 
Fiske  Warren  by  the  staff  of  the  Long 
Island  College  Hospital  and  the  Faculty  of 
the  Long  Island  College  of  Medicine  through 
the  Warren  Society.  Presentation  address: 
John  H.  Lathrop,  D.D.  Unveiling:  Charles 
Ford  Warren,  M.D.  Acceptance:  Edwin  P. 
Maynard,  Jr.,  M.D.,  Associate  Directing  Li- 
brarian and  Curator  of  the  Medical  Society 
of  the  County  of  Kings. 

Address:  “Allergic  Manifestations  of  the 
Nervous  System,”  Foster  Kennedy,  M.D. 

Address : “Modern  Concepts  of  Mental 
Disorder,”  George  S.  Sprague,  M.D. 

The  concluding  “Friday  afternoon  lec- 
tures” of  the  spring  series  at  the  MacNaugh- 
ton  auditorium  were: 

Apr.  22,  “Friedlander’s  Bacillus  Infec- 
tions in  Medical  and  Surgical  Conditions,” 
George  Baehr,  M.D.  Apr.  29,  “The  Prop- 
tosed  Eye  as  a Diagnostic  Problem,”  Ralph 
I.  Lloyd,  M.D.  May  6,  “Recent  Progress  in 
Circulatory  Failure,”  Arthur  M.  Fishberg, 
M.D. 

The  Brooklyn  Thoracic  Society  on 
April  14  listened  to  papers  on  “Hemoptysis 
of  Obscure  Etiology:  A Study  of  145 
Cases,”  Dr.  N.  M.  Levin,  Associate  in  the 
Chevalier  Jackson  Bronchoscopic  Clinic, 
Temple  University,  Medical  School,  Phila- 
delphia, Pa.,  and  “The  Pathology  of  Various 
Pneumoconioses,”  Dr.  Leroy  U.  Gardner, 
Director,  Saranac  Laboratory  for  the  Study 
of  Tuberculosis,  Saranac  Lake,  N.  Y. 

Dr.  Harold  R.  Merwarth,  neurologist, 
and  Dr.  Raymond  L.  Pfeiffer,  nerve  spe- 
cialist, addressed  members  of  the  Kings 
County  Medical  Society  on  April  21  on 
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nerve  disorders.  Dr.  Walter  V.  Moore  pre- 
sided. 

Dr.  Harriet  Alexander  and  Dr.  Sid- 
ney V.  Hass  spoke  on  April  11  before  the 
Williamsburgh  Medical  Society  in  the  Leon 
Louria  Memorial  Auditorium  of  the  Jewish 
Hospital. 

Montgomery  County 

At  the  Meeting  of  the  Medical  Society 
of  the  County  of  Montgomery  on  Mar.  31 
in  St.  Mary’s  Hospital,  Amsterdam,  Dr.  A. 
L.  Soresi  gave  a lecture,  illustrated  with  lan- 
tern slides,  on  cancer  of  the  large  intestine. 

Following  the  lecture,  the  meeting  was 
thrown  open  to  discussion  in  which  the  fol- 
lowing physicians  took  part:  J.  B.  Conant, 
H.  M.  Hicks,  W.  H.  Seward,  E.  A.  Bogdan, 
L.  H.  Finch,  and  E.  G.  Gillmore. 

Monroe  County 

Doctors  of  Western  New  York  and 
Northern  Pennsylvania,  alumni  of  the  Uni- 
versity of  Rochester  School  of  Medicine 
and  Dentistry  and  former  members  of  Strong 
Memorial  Hospital  house  staff  completed  a 
two-day  conference  there  on  April  9. 

Discussions  were  led  by  Drs.  Clyde  A. 
Heatly,  George  Whipple,  David  A.  Haller, 
Willard  Allen  and  Samuel  W.  Clausen.  Col- 
ored motion  pictures  of  the  larynx  were 
shown  by  Dr.  William  A.  Lell  of  Philadel- 
phia, a graduate  of  the  school.  On  April  8 
the  physicians  and  surgeons  heard  Dr.  C. 
Sidney  Burwell,  dean  of  the  Harvard  Medi- 
cal School  and  professor  of  research  medi- 
cine, give  the  Eastman  Memorial  lecture  at 
the  hospital.  In  his  talk  on  “Factors  in  the 
Course  and  Prognosis  of  Heart  Disease” 
he  told  of  the  advance  being  made  in  the 
battle  against  the  many  heart  ailments. 

Nassau  County 

Formation  of  the  Nassau  Surgical  So- 
ciety, the  first  of  its  kind  in  the  county’s 
history,  was  announced  on  April  14.  follow- 
ing a meeting  at  the  Meadowbrook  Hospital. 
Dr.  Benjamin  W.  Seaman  is  head  of  the 
organization,  which  is  planning  a program 
of  activity  independent  of  that  carried  on 
by  the  County  Medical  Society. 

Dr.  Richard  Derby,  a member  of  the 
County  Board  of  Health,  is  vice  president, 
and  Dr.  Otto  C.  Hudson  is  secretary.  Among 
the  other  surgeons  active  in  forming  the 
group  are  Drs.  Wesley  Bulmer  and  Joseph 
B.  Conolly. 

The  constitution,  patterned  after  those  of 
leading  surgical  organizations,  provides  that 
the  purposes  of  the  society  shall  be  “the  ad- 


vancement of  all  branches  of  surgery  in  the 
county.”  The  membership  will  determine  at 
future  meetings  the  methods  of  presenting 
interesting  and  informative  discussions. 

Dr.  Seaman  stated  applications  for  mem- 
bership will  be  received  by  invitation  only, 
these  to  be  extended  to  surgeons  interested 
in  all  branches  of  the  profession  in  Nassau 
County,  whenever  authorized  by  the  society. 

Dr.  William  J.  Steele,  prominent  South 
Shore  physician,  president  of  the  Baldwin 
National  Bank  & Trust  Company  and  for- 
merly for  more  than  thirty  years  president 
of  the  Baldwin  School  Board,  died  on 
April  21,  at  his  home  after  a week’s  illness 
of  pneumonia.  He  was  seventy-three. 

Dr.  Steele,  who  had  practiced  there  for 
thirty-nine  years,  had  taken  a leading  part 
in  the  business,  fraternal  and  civic  life  of 
his  community.  He  had  served  twelve  years 
as  postmaster  of  Baldwin  and  was  promi- 
nent as  a realty  developer. 

He  was  one  of  the  organizers  of  the  Bald- 
win National  Bank  and  Trust  Company  and 
was  president  since  its  organization. 

He  was  a member  of  the  staffs  of  the 
Nassau  Hospital,  the  South  Nassau  Com- 
munities Hospital  and  of  Mercy  Hospital, 
and  is  said  to  have  officiated  at  the  births  of 
5,000  children. 

New  York  County 

Dr.  Bela  Schick,  discoverer  of  the 
Schick  test  for  susceptibility  to  diphtheria, 
chief  of  the  Pediatrics  Department  of  Mount 
Sinai  Hospital,  New  York,  has  received  the 
award  of  the  Addingham  Gold  Medal,  a 
British  honor  for  “the  most  valuable  discov- 
ery for  relieving  pain  and  suffering  in  hu- 
manity,” it  was  announced  by  Mount  Sinai 
on  April  11. 

The  medal  was  presented  on  April  12  at 
Leeds,  England,  in  absentia,  by  the  Lord 
Mayor  of  Leeds,  as  Dr.  Schick  was  unable 
to  go  abroad  for  the  ceremonies.  The  medal- 
ist was  selected  by  the  dean  and  others,  of 
the  Faculty  of  Medicine  of  Leeds  University. 

While  the  award  is  scheduled  to  be  given 
annually,  this  is  the  first  time  it  has  been 
given  since  1935.  The  last  recipient  was  Sir 
Henry  Dale  of  London,  co-winner  with  Pro- 
fessor Otto  Loewi  of  Vienna  of  the  Nobel 
Prize  in  Medicine  and  Physiology  in  1936 
for  his  pioneer  discoveries  of  the  chemical 
activity  of  nerve  impulses. 

Dr.  Schick  received  the  gold  medal  of  the 
New  York  Academy  of  Medicine  on  March 
3 at  special  ceremonies  commemorating  the 
twenty-fifth  anniversary  of  the  announce- 
ment of  the  Schick  test.  The  British  and 
American  honors  were  conferred  inde- 
pendently. 
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The  concluding  lecture  on  “The  Art 
and  Romance  of  Medicine”  at  the  New  York 
Academy  will  be  given  on  May  26,  at  8:15 
p.m.  on  “X-Ray  within  the  Memory  of 
Man,”  by  Lewis  Gregory  Cole,  M.D.,  con- 
sulting Roentgenologist,  Fifth  Avenue  Hos- 
pital. 

Niagara  County 

A special  committee  of  five  physicians 
to  make  a thorough  survey  of  the  medical 
needs  in  the  county  was  appointed  by  Dr. 
Vincent  Leone,  president,  at  the  monthly 
meeting  of  the  County  Medical  society  on 
April  12. 

Dr.  Grant  Guillemont  was  appointed 
chairman  of  the  committee.  Other  members 
are:  Drs.  Oscar  Baer,  George  Stoll,  Wilfrid 
Anna,  and  Julius  T.  Markowitz. 

The  committee  will  cooperate  with  the 
American  Medical  association  which  re- 
cently recommended  that  the  medical  socie- 
ties of  each  county  take  steps  to  determine 
whether  there  is  a satisfactory  balance  be- 
tween the  medical  needs  or  demands  and  the 
medical  services  supplied.  One  of  the  main 
objectives  will  be  to  find  whether  adequate 
medical  services  are  available  to  the  indigent 
and  the  low-income  group. 

Dr.  E.  Perry  McCullough,  Cleveland,  was 
guest  speaker  at  the  meeting. 

Onondaga  County 

Between  400  and  500  representatives  of 
Syracuse’s  civic,  religious  and  professional 
life  gathered  in  the  Onondaga  hotel  on 
April  5 to  pay  tribute  to  Dr.  H.  Burton 
Doust,  commissioner  of  health,  on  the  thirti- 
eth anniversary  of  the  establishment  of  the 
first  upstate  municipal  tuberculosis  clinic. 

Dr.  J.  Arthur  Myers  of  Minneapolis,  pro- 
fessor of  medicine  at  the  University  of  Min- 
nesota, and  president  of  the  National  Tuber- 
culosis Association,  was  principal  speaker  at 
the  luncheon.  He  paid  tribute  to  Dr.  Doust 
and  the  health  facilities  of  Syracuse  when 
he  said: 

During  the  thirty  years  that  Dr.  Doust  has 
been  in  charge  of  the  clinic,  more  has  been  ac- 
complished by  way  of  controlling  tuberculosis 
than  in  all  of  the  centuries  past. 

We  now  have  all  the  information  that  is 
necessary  in  order  to  bring  tuberculosis  under 
control,  that  is  to  reduce  it  to  a disease  of 
minor  significance,  as  has  been  done  with  typhoid 
fever  and  diphtheria. 

Every  phase  of  tuberculosis  control  work  that 
has  been  found  of  value,  is  being  carried  on  in 
Syracuse  and  vicinity.  From  now  on  it  is  simply 
a matter  of  intensifying  the  programs. 

J.  F.  Sabine  Meachem,  vice  president  of 
the  Onondaga  Health  Association,  which 
sponsored  the  luncheon,  presided  at  the 


program,  and  brief  addresses  were  given  by 
Mayor  Rolland  B.  Marvin,  Dr.  William  A. 
Groat,  president-elect  of  the  New  York 
State  Medical  Society;  George  J.  Nelbach, 
secretary  of  the  New  York  State  tubercu- 
losis committee,  New  York  City,  and  Dr. 
Doust. 

It  was  on  April  2,  1908,  that  Dr.  Doust 
opened  the  present  Syracuse  chest  clinic  in 
the  former  Jaloneck  homestead,  508  E.  Fay- 
ette street. 

Queens  County 

An  address  was  given  at  the  meeting  of 
the  Medical  Society  of  the  County  of  Queens 
on  April  26  on  “Some  Prostatic  Problems, 
Including  Prostates  in  Females” — with  mo- 
tion picture  in  color:  “Genital  and  Adrenal 
Operations  in  Hermaphrodites” — by  Hugh 
Young,  M.D.,  of  Johns  Hopkins  Hospital, 
with  discussion  by  Drs.  Benjamin  Derrah, 
Francis  Riley  and  Elias  Rubin. 

On  May  31  at  8.30  p.m.,  the  regular  stated 
meeting  will  be  devoted  to  Forensic  Medical 
subjects.  This  will  be  a joint  meeting  of  the 
Society  and  the  Queens  County  Bar  Asso- 
ciation. 

An  open  meeting  of  the  Queensboro  Sur- 
gical Society  was  held  on  April  28  at  the 
County  Medical  Society  building.  The  guest 
speaker  was  John  E.  Jennings,  M.D.,  F.A. 

C. S.  His  subject  was  “Modern  Manage- 
ment of  Cancer  of  the  Breast.” 

A joint  meeting  of  the  Medical  Society 
of  the  County  of  Queens,  Inc.,  and  the  Den- 
tal Societies  of  Queens  was  held  on  May  4 
at  the  Medical  Society’s  building.  Subject: 
“Interesting  Phases  of  Oral  Surgery  of  Im- 
portance to  the  Medical  and  Dental  Practi- 
tioner.” 1.  Oral  Infections  ; 2.  Neoplasms; 
3.  Maxillary  sinus  complications ; 4.  Cleft 
palate;  5.  Cooperation  of  general  surgeon 
and  oral  surgeon  in  injuries  of  the  jaws. 
Essayist:  Henry  Sage  Dunning,  B.S.,  M.D., 

D. D.S.,  F.A.C.S.,  Professor  of  Oral  Sur- 
gery, Columbia  University.  Subject:  “Pro- 
cedures and  Results  in  Plastic  Surgery,” 
illustrated  with  motion  picture  and  slides,  es- 
sayist: Gustave  Aufricht,  M.D.,  Associate 
Professor  Clinical  Surgery,  Post-Graduate 
Medical  School  of  Columbia  University. 

Rensselaer  County 

Dr.  Donald  G.  Buchanan,  who  died  in 
Troy  Feb.  22,  left  a gross  estate  of  $48,- 
101.82,  according  to  inheritance  tax  report 
filed  on  April  12  by  Transfer  Tax  Exam- 
iner Thomas  F.  Phelan  in  Rensselaer  County 
Surrogate’s  Court.  There  are  deductions  al- 
lowed by  law  of  $1,926.37. 
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St.  Lawrence  County 

Forty  physicians  were  present  at  the  lec- 
ture given  by  Dr.  K.  R.  McAlpin  before  the 
St.  Lawrence  County  Medical  Society  at  the 
Hepburn  hospital  auditorium  in  Ogdensburg 
on  April  14.  The  lecture  was  preceded  by  a 
luncheon  at  the  Crescent  Hotel.  Dr.  McAlpin 
spoke  on  “The  Modern  Treatment  of 
Anemias.” 

Welfare  Commissioner  Charles  S.  Hub- 
bard was  notified  by  the  Ogdensburg  Medi- 
cal Society  on  April  14  that  in  the  future 
fees  for  welfare  obstetrical  cases  would  be 
$25,  an  increase  of  $10.  It  was  learned, 
however,  that  $10  of  the  fee  was  for  pre- 
natal care. 

Mayor  John  J.  Livingston,  when  he 
learned  of  the  increase  in  fee,  hinted  that  the 
Welfare  Board  might  seek  the  services  of  a 
physician  who  would  give  all  of  his  time  to 
relief  cases.  Under  previous  fees  physicians 
were  caring  for  obstetrical  cases  at  $15  and 
at  the  same  time  assuming  pre-natal  care. 

Saratoga  County 

Saratoga  County  participation  in  the 
nationwide  syphilis  control  movement  was 
furthered  at  a community  meeting  on  April 
7 in  Skidmore  College  Hall  under  the  aus- 
pices of  the  Saratoga  County  Medical  So- 
ciety and  its  auxiliary. 

Dr.  Walter  S.  McClellan,  president  of  the 
society,  presided  and  Dr.  Charles  R.  Rein, 
dermatologist  and  syphilologist  at  the  post- 
graduate medical  school  and  hospital,  Co- 
lumbia University,  spoke  on  “Syphilis — 
Public  Health  Enemy  No.  1.” 

Participating  in  the  discussion  were  As- 
semblyman Richard  J.  Sherman  of  Troy; 
Rev.  Charles  C.  Noble,  pastor  of  Christ 
Methodist  Church,  Glens  Falls,  and  Dr.  Wil- 
liam A.  Brumfield,  jr.,  director  of  the  divi- 
sion of  syphilis  control  of  the  State  Health 
Department. 

Suffolk  County 

Dr.  Albert  F.  Barry,  a member  of  the 
staff  of  the  Brunswick  Hospital,  Amityville, 
for  ten  years,  was  honored  on  March  31  at 
a dinner  at  LaGrange  Inn,  West  Islip,  at- 
tended by  sixty-five  doctors  and  friends  in 
celebration  of  the  completion  of  fifty  years 
of  practice  in  medicine. 

Dr.  William  A.  Hulse,  retired  physi- 
cian, former  vice-president  of  the  South 
Side  Bank  of  Bay  Shore,  died  on  April  8 
at  his  home  after  an  illness  of  three  years. 
He  was  seventy-nine. 


Westchester  County 

The  public  health  committee  of  the 
Medical  Society  of  the  County  of  West- 
chester points  out  in  a resolution  that  school 
authorities  are  led  to  encourage  the  attend- 
ance of  children  having  minor  non-disabling 
contagious  physical  conditions  because  state 
funds  are  allotted  to  the  schools  on  the  basis 
of  daily  attendance.  The  resolution  states 
that  “the  consequences  of  children  being  in 
school  who  are  afflicted  with  these  conditions, 
principally  of  the  respiratory  tract,  are  dan- 
gerous from  the  standpoint  of  public  health 
both  for  the  child  afflicted  and  for  his  school 
mates.” 

Enrollment  as  a basis  for  allotments  is 
suggested. 

Dr.  Ralph  Pemberton,  of  Philadelphia, 
professor  of  medicine  at  the  Graduate  School 
of  Jefferson  Medical  College,  was  guest 
speaker  at  the  meeting  of  the  society  on 
April  19,  on  the  topic  of  arthritis. 

Arrangement  of  two  more  post-graduate 
“refresher”  sessions  was  announced.  “Go- 
norrhea in  the  male”  was  the  topic  at  Grass- 
lands Hospital,  April  27.  A “refresher” 
session  is  to  be  presented  on  May  24  at 
Mount  Vernon  Hospital  by  the  special  com- 
mission of  maternal  welfare  under  the  chair- 
manship of  Dr.  Julian  Hawthorne.  This  ses- 
sion will  be  devoted  to  “modern  obstetrical 
practice.” 

The  Public  Health  Committee  is  cooper- 
ating with  PTA  units  in  the  annual  “Sum- 
mer Round-up”  of  pre-school  children.  The 
purpose  is  to  make  certain  every  child  about 
to  enter  school  for  the  first  time  in  the  Fall 
shall  have  a physical  examination  and  reme- 
diable defects  attended  to  before  school 
opens. 

Dr.  Walter  Spencer  Fleming,  a prac- 
ticing physician  since  1892,  died  on  April  5 
at  his  home,  of  coronary  thrombosis.  He  was 
seventy-five. 

Dr.  Fleming  was  highly  esteemed  by  the 
thousands  of  persons  with  whom  he  was 
associated  during  his  long  medical  career, 
says  the  Mount  Vernon  Argus. 

In  1933  he  was  honored  when  a bronze 
tablet  inscribed  with  the  quotation  “He  gave 
of  himself  freely,”  was  hung  at  Mount  Ver- 
non Hospital. 

In  conjunction  with  the  tablet  dedication 
a dinner  was  given  for  him  at  the  Westches- 
ter Country  Club,  under  the  sponsorship  of 
the  Mount  Vernon  Medical  Society,  of 
which  he  was  a charter  member. 

Prominent  figures  in  the  world  of  medi- 
cine and  surgery,  public  officials  and  mem- 
bers of  the  clerygy  turned  out  by  the  hun- 
dreds to  pay  their  tribute  to  a man  who 
placed  service  above  everything. 
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Newspaper  Story  of 

The  public  form  their  ideas  largely  on 
what  they  read  in  the  newspapers,  and  the 
newspaper  stories  are  lurid  and  distorted  so 
often  that  it  is  refreshing  to  find  one  that 
clearly  inspires  public  confidence  in  the  hos- 
pitals and  in  the  skillful  work  of  the  physi- 
cians and  surgeons  there.  True,  it  is  not  at 
all  the  cool,  scientific  account  that  would 
appear  in  another  part  of  this  journal,  but 
it  is  given  here  as  a slice  of  today’s  news- 
paper writing — and,  after  all,  it  has  a real 
story  behind  it.  We  may  say  if  we  like  that 
the  color  is  laid  on  the  canvas  in  chunks, 
but  don’t  Mr.  and  Mrs.  John  Public  like  it 
that  way?  It  is  in  the  New  York  Evening 
Journal  of  April  13,  the  writer  is  John  Har- 
rington, and  it  is  captioned  in  big  type: 
“Doctor  Takes  Out  Heart  of  Officer — 
Amazing  Feat — Patient  on  Way  to  Recov- 
ery.” It  runs  like  this : 

Patrolman  William  Manning  was  practically 
dead  when  they  got  him  on  the  operating  table 
at  Fordham  Hospital. 

He  had  no  pulse  at  all.  His  body  was  al- 
ready cold.  His  heart  was  just  a feeble  flicker. 
In  five  minutes  it  would  go  out  altogether. 

He  had  been  almost  as  bad  when  they  brought 
him  into  the  hospital  a few  minutes  before. 

The  knife  had  gone  deep  in  his  chest,  then 
twisted,  cutting  off  a part  of  his  lung,  and  the 
back  of  the  knife  had  scraped  his  heart. 

Dr.  Alexander  Nicoll,  director  of  surgery, 
looked  at  him  and  said : 

“I’ve  been  waiting  for  years  for  this.  Get 
him  on  the  table!” 

They  had  him  on  the  operating  table  in  two 
minutes.  The  room  was  filling  fast  with  doc- 
tors. For  word  had  flashed  through  the  hos- 
pital that  Dr.  Nicoll  was  going  to  do  a peri- 
cardiorrhaphy. 

He  was  going  to  take  out  a man’s  heart  and 
see  what  was  wrong  with  it. 

In  his  thirty  odd  years  of  surgery,  he’d  never 
seen  it  done.  Nobody  in  the  hospital  had  ever 
seen  it  done.  It  was  one  of  those  things  worked 
out  on  surgical  blueprints — one  of  those  things 
that  science  said  could  be  done. 

Gets  Lucky  Break 

But  nobody  had  seen  it  done  because,  when 
a man  needs  an  operation  like  that,  he’s  five 
minutes  from  death. 

And,  unless  there’s  a surgeon  standing  right 
there,  unless  there’s  an  anesthetist  and  an  op- 
erating room,  it’s  all  over.  But  Manning  had 
been  lucky.  The  surgery  director  had  studied 
that  operation  from  charts. 


a Hospital  Operation 

So  there  were  fifty  people  or  more  in  the 
operating  room  when  Dr.  Nicoll  made  the  sweep- 
ing incision,  from  the  side  to  the  breastbone, 
and  along  the  breastbone  for  eight  inches. 

“Rib  shears,”  he  called,  dropping  his  knife. 

The  shears  were  in  his  hand.  He  cut  through 
the  third,  fourth,  fifth  and  sixth  ribs  at  the 
sternum. 

“Rib  retractor !” 

He  clasped  the  shiny  steel  hooks  onto  the 
severed  ribs.  A trapdoor,  a big  trapdoor,  opened 
in  Manning’s  chest. 

The  left  lung  was  collapsed,  the  cavity  filled 
with  blood.  That  was  one  of  the  reasons  the 
heart  was  stopping — but  not  the  only  reason. 

Picks  Up  the  Heart 

While  the  humming  little  apparatus,  a glori- 
fied little  vacuum  cleaner,  sucked  up  the  blood, 
Dr.  Nicoll,  reached  down  and  picked  up  the 
heart.  He  could  see  then  what  was  wrong  with 
it — the  pericardium — the  membranous  sac  cover- 
ing the  heart,  was  battered  and  bruised. 

There  was  a big  lump  in  it  where  blood  had 
collected — blood  that  was  pressing  on  the  heart 
and  stopping  it,  blood  that  was  killing  the  man 
on  the  table. 

Dr.  Nicoll  slit  through  the  sac,  through  the 
outer  covering  of  the  heart,  and  the  blood 
dripped  out. 

Instantly  that  feeble,  fluttering  organ  be- 
came a leaping,  pulsing  thing  in  Dr.  Nicoll’ s 
hands. 

“Like  a fish  out  of  water,”  explained  a doctor 
who  saw  it  all.  “Once  that  pressure  was  re- 
lieved, it  was  almost  impossible  to  hold  it.  But 
Dr.  Nicoll  had  handled  hearts  before.  He  knew 
how.” 

Patient  Sewed  Up 

Dr.  Nicoll  was  sewing  up  the  slit  pericardium 
now.  Eight  stitches  and  it  was  not  quite  closed. 
There  was  still  a small  opening.  There  had 
to  be — for  there  would  still  be  bleeding  inside 
the  heart,  and  closed  up  tight  the  blood  pool 
and  the  pressure  would  soon  occur  again. 

The  surgeon  took  a little  silver  tube  and 
fitted  the  end  in  that  little  pericardium  open- 
ing. The  other  end  protruded  from  the  breast, 
alongside  the  breastbone.  The  rib  retractor 
came  out;  the  ribs  fell  back  into  place,  and  the 
stitches  held  it  there. 

Before  the  last  stitch  was  in  place,  the  blood 
donor  was  standing  beside  the  table.  Manning 
needed  it.  His  heart  was  all  right  now,  but 
he  had  lost  most  of  his  blood.  He  got  a pint 
of  a fellow  patrolman’s  blood  before  he  was  off 
the  table. 

This  happened  seven  days  ago. 

Today  the  tube  was  out  of  Manning’s  chest. 
Nicoll  took  it  out  and  asked  him  how  he  felt. 

“No  complaints,  doc.  No  complaints  at  all.” 
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“Wanted — A Code  for  Trustees” 


Hospital  trustees  live  in  a sort  of 
“Twilight  zone;”  no  one  seems  to  know 
exactly  where  their  powers  begin  or  where 
they  end.  This  misty,  not  to  say  murky, 
state  of  atmosphere  is  apt  to  lead  to  col- 
lisions, or  at  least  brushes,  of  rival  claims 
of  authority  and  charges  of  blame  for  this 
and  that.  A code  is  needed  to  clear  the 
air  and  show  everybody  where  he  stands, 
thinks  the  Modern  Hospital. 

Executives  and  their  superiors,  the  mem- 
bers of  the  governing  board,  do  not  always 
agree  on  the  cause  for  unsatisfactory  hos- 
pital conditions.  Trustees  are  wont  to  claim 
that  it  is  necessary  for  them  to  administer 
because  the  superintendent  is  ineffective. 
The  superintendent  is  inclined  to  state  that 
boards  of  directors  meddle  because  their 
members  do  not  recognize  the  duties  or 
possess  the  requisites  for  good  hospital 
trustees. 

The  fact  remains  that  hospital  executives 
are  inclined  either  to  genuflect  too  much 
or  else  to  look  with  pitying  gaze  upon  their 
trustees  as  persons  wholly  uninformed  as 
to  the  methods  of  conducting  a hospital. 
On  the  other  hand,  if  executives  are  in- 
clined to  be  positive  in  their  attitude  toward 
administrative  problems,  they  are  some- 
times considered  as  defiant  or  insubordinate. 
A search  for  a middle  ground  upon  which 
each  may  meet  and  understand  the  other  is 
often  unsuccessful.  The  result  is  an 
impasse,  which  results  in  the  administrator 
seeking  other  fields  in  which  to  labor. 

Would  it  not  be  possible  for  a code  of 


relationships  to  be  so  thoughtfully  con- 
ceived and  so  concisely  set  down,  that  it 
might  serve  as  a document  to  guide  boards 
and  administrators  and  thus  avoid  harm- 
ful misunderstandings?  It  could  cover  such 
matters  as  a definition  of  the  policy-making 
activity  of  the  board  as  distinguished  from 
the  administrative  function  of  the  super- 
intendent, the  relationship  of  board  com- 
mittees to  the  executive  and  to  the  board 
as  a whole,  the  deprecation  of  surprise 
visits  by  inspecting  committees,  and  the 
procedure  regarding  the  origination  and 
routing  of  orders.  When  left  uncertain 
these  matters  serve  to  agitate  the  calm 
waters  of  everyday  hospital  living. 

If  no  other  purposes  were  served  than 
properly  to  place  women’s  committees 
within  the  organization,  to  decide  the  method 
of  expenditure  of  funds  coming  into  their 
hands,  to  arrange  for  the  audit  of  these 
funds  and  to  fix  the  relationship  of  such 
a group  to  the  nursing  staff  and  to  the 
patient,  it  would  be  well  worth  while. 

Too  long  have  good  administrators  been 
distressed  by  attempts  to  obtain  from  board 
committees  a proper  evaluation  of  reports 
as  to  unclean  linen,  floors  and  walls,  foreign 
bodies  in  food,  petty  complaints  of  patients 
and  matters  of  like  ilk.  The  answer  ap- 
pears to  lie  in  the  formation  and  general 
adoption  of  a code  of  professional  and  ad- 
ministrative relationships,  written  in  a cool, 
straight-forward  manner,  fraught  with  com- 
mon sense  and  yet  wholly  devoid  of  per- 
sonalities. 


A Parents  and  Nurses’  Association 


An  interesting  and  fruitful  plan  is 
in  operation  at  the  St.  Joseph  Hospital 
School  of  Nursing  at  Fort  Wayne,  Ind., 
where  a Parent-Nurse  Association  has  been 
formed  and  is  “functioning  effectively,” 
according  to  reports  from  there.  It  has 
brought  “such  a wealth  of  social  and  finan- 
cial benefit”  that  inquiries  about  it  are  com- 
ing in  from  every  direction.  The  idea 
“came  almost  overnight,”  we  are  told  in 
Hospital  Progress. 

It  all  began  with  inviting  mothers  and  fath- 
ers of  the  students  to  be  chaperons  at  a dance. 
They  came,  enjoyed  the  evening,  and  were  de- 
termined, as  the  ensuing  days  showed,  to  be- 
come more  interested  in  not  only  such  evenings, 


but  in  all  the  social  and  recreational  affairs  of 
their  daughters.  Right  then  and  there,  it  was 
suggested  that  all  parents  in  the  city  and  en- 
virons should  be  contacted  and  asked  if  they 
would  be  interested  in  forming  a club;  one  to 
sponsor  the  new-born  idea.  Letters  were  sent 
to  every  parent  and  the  response  was  most 
gratifying.  Many  attended  the  first  meeting; 
plans  were  made  for  an  organization;  officers 
were  elected  and  meetings  have  been  held  bi- 
monthly ever  since.  Now  we  have  many  out- 
of-town  members  sending  their  contributions 
whenever  they  are  unable  to  attend  functions. 
The  membership  fee  is  $1  a year  for  each 
family  and  the  money  is  used  for  the  nursing 
school  and  its  students  only.  The  Organization 
is  so  active  now  that  the  people  of  Fort  Wayne 
in  general  are  becoming  interested  enough  to 
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attend  public  parties  and  helping  in  many  ways, 
by  donating  their  halls,  giving  prizes  for  games, 
etc. 

1 hrough  the  ever-progressive  efforts  of  the 
superintendent  (mother  of  all  the  students)  who 
is  the  secretary  of  the  Association,  a prece- 
dent was  established  in  the  fostering  of  a 
Christmas  Party  for  Nurses  and  Parents.  It 
was  a very  enjoyable  event;  elaborate  in  prepa- 
ration, and  set  forth  more  than  ever  the  con- 
viction that  the  Parent  Nurses’  Association 
isn’t  only  a “hapstance”  organization,  but  a 
necessary  asset  to  the  good-will  and  fellowship 
of  the  students,  for  their  happiness  and  pleasure 
and  to  the  school,  materially.  We  wonder  now 

Newsy 

The  annual  convention  of  the  Hospital 
Association  of  New  York  State  will  be  held 
in  Buffalo  on  May  18,  19  and  20,  attracting 
hospital  superintendents,  trustees  and  others 
of  the  hospital  fraternity  from  all  parts  of 
the  state. 

The  State  Association  of  Medical  Board 
Librarians  and  of  Nurse  Anesthetists  will 
meet  concurrently  with  the  Hospital  Asso- 
ciation and  join  in  the  discussion  of  com- 
mon problems. 

Skits  on  current  topics  are  being  ar- 
ranged, together  with  roundtable  discus- 
sions and  officers’  reports. 

Included  among  guest  speakers  will  be 
L.  A.  Harding,  former  professor  of  engi- 
neering at  Lehigh  University  and  Commis- 
sioner of  Public  Works  in  Buffalo,  who  will 
discuss  “Power  Plant  Problems”  in  connec- 
tion with  hospitals.  Other  guests  will  speak 
in  connection  with  material  questions  in  hos- 
pital operation. 

Many  of  the  discussions  will  deal  with 
“bones  of  contention”  that  have  affected 
public  relations.  These  will  include:  “Why 
internes  should  not  be  paid” ; “Should  nurses 
pay  for  their  education?”;  “The  meaning  of 
the  New  Nurse  Practice  Act,”  and  “Public 
Relations  of  a hospital  in  a small  com- 
munity.” 

New  York’s  three-cents-a-day  hospi- 
talization plan  received  the  official  stamp  of 
approval  on  April  18  of  the  American  Hos- 
pital Association,  which  represents  7,000 
hospitals  in  the  United  States  and  Canada. 
At  the  same  time  “Approval  Day”  ceremo- 
nies were  held  in  thirty-nine  other  cities 
throughout  the  country  at  which  similar 
plans  were  approved. 


what  we  ever  did  before  this  organization 
began ! 

To  show  how  much  the  Parent  Nurses’  As- 
sociation really  has  done  in  the  course  of  one 
year,  we  wish  to  point  out  these  major  bene- 
fits; a talking  moving  picture  machine  has  been 
purchased;  new  furnishings  have  been  added  to 
the  nurses’  home;  a ping-pong  table  has  been 
built — all  this  from  the  proceeds  derived  from 
roller-skating  parties,  bridges,  teas,  bingo  eve- 
nings, and  dances.  These  entertainments  are  all 
free  of  charge  to  the  nurse  and  add  to  her  recre- 
ation. It  is  the  interested  public  who  have 
helped  through  the  efforts  of  the  mothers  and 
fathers. 

Notes 

It  was  the  first  time  that  the  association 
had  officially  designated  the  non-profit  hospi- 
tal service  plans  which  met  its  approval. 
The  forty  approved  plans,  scattered  through 
nineteen  States  and  the  District  of  Colum- 
bia, have  a combined  membership  of  more 
than  1,600,000.  More  than  half  the  members 
are  residents  of  New  York  State  and  41.3 
per  cent  are  members  of  the  Associated  Hos- 
pital Service  of  New  York. 

There  are  in  addition  about  thirty-five 
single  hospital  plans  and  others  not  officially 
approved  by  the  Association  which  have  a 
total  enrollment  of  200,000. 

The  certificate  of  approval  was  presented 
to  Karl  Eilers,  president  of  the  Associated 
Hospital  Service,  at  a luncheon  in  the  Hotel 
Commodore  attended  by  more  than  300  pub- 
lic health  officers,  hospital  administrators, 
doctors  and  business  executives,  at  which 
Frank  Van  Dyk,  executive  director  of  the 
service,  announced  that  99.9  per  cent  of  all 
hospital  admissions  of  subscribers  who 
sought  benefits  under  the  plan  received  full 
approval. 

“Approval  Day”  ceremonies  were  held  in 
eight  other  cities  in  New  York  State  where 
the  hospital  plans  have  been  approved.  They 
are  Albany,  Buffalo,  Geneva,  Jamestown, 
Rochester,  Syracuse,  Utica  and  Watertown. 
Their  plans  have  more  than  200,000 
members. 

Subscribers  to  the  three-cents-a-day  hos- 
pital plan  of  the  Associated  Hospital 
Service  of  New  York,  will  receive  increased 
benefits,  it  is  announced  by  Frank  Van  Dyk, 
executive  director. 

Under  the  new  policy,  thirty  days  of  semi- 
private hospital  care  will  be  provided  instead 
of  twenty-one,  and  the  subscribers  will  re- 
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ceive  a 33^5  per  cent  discount  off  semi- 
private hospital  charges  after  thirty  days 
instead  of  the  former  twenty-five  per  cent 
discount  after  twenty-one  days.  All  pres- 
ent and  future  subscribers  will  benefit  by 
these  changes. 

The  hospital  number  of  the  Journal 
of  the  American  Medical  Association  re- 
ports occupancy  in  American  hospitals  last 
year  at  the  highest  figure  ever  recorded 
by  the  association.  Every  important  cate- 
gory of  hospital  showed  an  increase  in  use. 

This  growth  in  occupancy  is  uneven.  Cer- 
tain communities  still  have  more  than  ample 
provision  for  the  care  of  bed  patients  while 
others  have  found  their  overcrowding 
almost  unbearable.  An  excess  of  beds  100 
or  more  miles  away  is  of  little  value  to  the 
hospital  that  finds  the  demand  in  its  own 
community  greater  than  its  facilities. 

As  pointed  out  in  the  statement  by  the 
technical  committee  on  medical  care,  there 
is  now  a deficiency  of  about  400,000  hospital 
beds  according  to  present  standards.  “Meas- 
ures to  fill  this  need  would  include  the  con- 
struction of  at  least  500  hospitals  of  from 
thirty  to  sixty-bed  capacity  in  rural  and 
sparsely  settled  regions  that  have  inade- 
quate hospital  facilities,”  the  committee 
states,  x 

Flushing  'Hospital  receives  $10,000 
under  the  will  of  Marie  Louise  Williams, 
who  died  in  January. 


Seven  hundred  persons  including  Nas- 
sau county  officials  and  leaders  in  the  medi- 
cal profession  will  honor  George  L.  Hubbell 
of  Garden  City  for  his  more  than  a quarter 
century  of  service  in  promotion  of  public 
health  in  the  county  at  a testimonial  dinner 
to  be  given  at  the  Garden  City  hotel  May  25. 

The  dinner  will  particularly  mark  Mr. 
Hubbell’s  twentieth  year  as  president  of  the 
board  of  managers  of  Nassau  County  Tuber- 
culosis hospital  at  Farmingdale.  It  is  spon- 
sored by  the  Plainview  club,  composed  prin- 
cipally of  employees  of  the  hospital.  Speakers 
will  represent  the  county  government  and 
other  groups  in  which  Mr.  Hubbell  has  been 
interested.  Attendance  will  be  limited  to  700. 

Mr.  Hubbell  was  a moving  force  in  found- 
ing the  original  Nassau  County  sanatorium 
in  the  days  when  little  recognition  was  given 
the  need  for  public  health  service.  Under 
his  direction  as  president  of  the  board  of 
managers,  the  institution  has  grown  in 
twenty  years  to  nine  large  buildings  housing 
430  patients,  a competent  staff  of  physicians 
specializing  in  tuberculosis  treatment,  and 
the  most  modern  equipment  known  to  medi- 
cal science.  His  service  has  been  given  with- 
out financial  compensation. 

In  addition  to  his  work  at  the  tubercu- 
losis hospital,  Mr.  Hubbell  is  president  of  the 
board  of  managers  of  Meadowbrook  hospital, 
general  county  hospital.  He  was  an  ener- 
getic worker  in  the  campaign  that  preceded 
authorization  of  funds  for  the  hospital,  now 
recognized  as  one  of  the  county’s  greatest 
assets. 


Improvements 


The  new  $284,000  plant  of  the  Home- 
stead Sanitarium,  the  Saratoga  County  tu- 
berculosis hospital,  was  officially  opened  on 
April  11.  • 

This  new  sanitarium  has  been  under  con- 
duction for  the  last  year  and  a half  and 
now  is  complete.  The  building  alone  cost 
$250,000  and  the  furniture  and  equipment 
an  additional  $34,000. 

The  hospital  is  situated  about  twelve  miles 
west  of  Saratoga  Springs  about  three  miles 
north  of  the  main  highway  from  the  Spa  to 
Gloversville. 

The  building  is  beautifully  situated  in  the 
foothills  of  the  Adirondacks  and  from  the 
windows  of  the  second  story  the  State  Office 
Building  at  Albany  may  be  seen,  forty  miles 
away. 

The  sanitarium  will  accommodate  one 


hundred  patients.  Each  room  is  painted  and 
decorated  differently  from  all  the  others. 
There  are  no  wards,  rooms  being  for  one  or 
two  patients. 

Dr.  Asa  R.  Dimock  is  the  superintendent 
and  has  had  charge  of  the  plans  for  the  erec- 
tion of  the  new  building. 

Niagara  Falls  city  authorities  are 
preparing  plans  for  extensive  improvements 
to  the  municipal  hospital.  The  project, 
which  proposes  alterations  to  the  existing 
hospital  building  and  an  addition  to  increase 
its  capacity  by  about  twenty  beds,  is  being 
prepared  for  submission  to  the  Works  Prog- 
ress Administration  at  the  present  time.  City 
Manager  Robbins  said,  however,  that  it 
would  probably  be  set  up  for  submission  to 
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the  Public  Work  Administration  should  it 
be  revived,  since  the  city’s  share  of  the  cost 
of  the  work  would  be  smaller  under  that 
agency. 

Estimates  made  in  preparing  the  project 
for  submission  to  the  WPA  set  the  total  cost 
at  between  $100,000  and  $115,000.  The  city’s 
share  under  the  WPA  would  be  between 
$65,000  and  $70,000,  while  under  the  PWA 
forty-five  per  cent  grant  plan  it  would  run 
less  than  $60,000. 

Work  on  the  new  addition  and  altera- 
tions to  the  Lockport  City  hospital,  which  is 
a Public  Works  Administration  project,  is 
rapidly  nearing  completion,  L.  W.  Van 
Ore,  resident  P.W.A.  engineer,  announced 
on  April  14. 

According  to  the  terms  of  the  contract, 
the  building  was  to  have  been  ready  by 
Jan.  30,  but  a three-month  extension  was 
granted  by  the  P.W.A.  Mr.  Van  Ore  said 
the  project  is  now  about  seventy-two  per 
cent  completed. 

The  third  floor  addition  to  the  west  wing, 
which  contains  additional  private  rooms  and 
wards,  has  been  in  service  about  five  months. 

When  Mayor  E.  H.  Ethridge,  of  Rome, 
saw  in  the  morning  paper  that  more  money 
might  be  available  for  PWA  work,  he  wrote 
at  once  to  Mr.  E.  Gilmore,  New  York,  re- 
gional PWA  director,  for  a slice  of  it  to 
help  build  a city  hospital.  He  said : 

In  this  morning’s  paper  I noted  that  there 
would  undoubtedly  be  a large  appropriation 
made  in  Washington  to  resume  certain  PWA 
projects. 

The  hospital  situation  in  Rome  is  most  un- 
satisfactory and  in  fact  in  my  opinion,  it  is 
practically  an  emergency,  as  the  patients  are  so 
crowded  at  times  in  our  hospital  it  is  necessary 
to  have  some  of  the  patients  occupy  beds  placed 
in  the  hallways. 

The  original  hospital  building  was  built  in 
1888  and  since  that  time  many  additions  have 
been  added  and  the  present  hospital  is  not  fire- 
proof in  any  sense  of  the  word. 

If  there  is  any  possibility  of  the  City  of  Rome 
securing  federal  funds  for  such  a project,  we  are 
most  anxious  to  take  advantage  of  the  same. 

Possibly  this  letter  is  a little  premature,  but 
we  wish  to  leave  no  stone  unturned  to  secure 
federal  funds,  if  there  is  a possibility  of  securing 
such  funds  in  the  near  future. 

Sealed  proposals  covering  construction, 


heating,  sanitary,  electrical,  refrigeration 
and  other  work  on  the  $450,000  hospital 
building  at  the  New  York  State  Institute 
for  the  Study  of  Malignant  Diseases,  in 
Buffalo,  were  opened  at  the  state  depart- 
ment of  health,  Albany,  on  April  14,  and  it 
is  expected  that  contracts  will  be  awarded 
and  construction  will  begin  at  an  early  date. 

Completed  plans  for  the  new  White 
Plains  Hospital  building  are  in  the  hands  of 
the  various  contractors  for  bids.  The  date 
for  breaking  ground  has  not  yet  been  set. 

A surgical  instrument  room  at  the 
Staten  Island  Hospital  has  been  named  “The 
Dr.  Alfred  H.  Thomas  Room”  and  a fund 
has  been  raised,  the  income  to  go  for  the 
purchase  of  surgical  instruments. 

WeLLSVILLe’s  MUNICIPALLY  - OPERATED 
Jones  Memorial  hospital  now  has  an  addition 
long-sought  as  necessary  adjunct  to  the  in- 
stitution which  in  1937  admitted  1,365  pa- 
tients— virtually  one-fourth  of  the  population 
of  the  village. 

The  addition  is  a well-equipped  laboratory 
in  the  basement  of  Tullar  Maternity  annex 
in  charge  of  a trained  technician. 

“Our  medical  staff  has  been  handicapped 
for  a long  period  of  years  by  the  lack  of 
laboratory  facilities  at  the  hospital,”  says 
Alwin  W.  Schaller,  chairman  of  the  hospital 
board  of  managers.  “We  now  feel  we  have 
made  an  important  and  essential  addition  to 
our  equipment  and  one  which  will  certainly 
prove  its  worth.  We  should  have  had  it  long 
ago.” 

The  hospital  and  Wellsville  doctors  in  the 
past  have  been  obliged  to  use  the  county 
laboratory  at  Belmont,  which  in  emergency 
cases  has  involved  loss  of  valuable  time. 

With  the  enthusiastic  endorsement  of 
physicians,  a plan  was  evolved  in  coopera- 
tion with  Eugene  Brace,  medical  technolo- 
gist, of  Mayville,  whereby  a laboratory 
could  be  provided.  Under  the  arrangement, 
the  hospital  provides  quarters  for  the  lab- 
oratory, furnishing  light,  heat,  water,  plumb- 
ing, work  benches  and  cabinets,  while  Mr. 
Brace,  the  laboratory  technician,  supplies 
all  of  the  lab  equipment  and  supplies.  All 
fees  for  both  in  and  outpatients  go  to  the 
technician. 
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LITTLE  is  the  Cost  GREAT  is  the  Satisfaction 

THE  NEW  YORK  PHYSICIANS' 

MUTUAL  AID  ASSOCIATION 

(Organized  June  27,  1868) 


OBJECTS 

(1)  To  pay  death  benefits  to  the  estate  of  deceased  members  or  to  designated 
beneficiaries. 

(2)  To  furnish  pecuniary  aid  to  members  in  cases  of  urgent  need. 

A means  for  gratifying  a natural  wish  of  every  physician, — certain  provision 
($1,000.00  paid  immediately  after  your  death)  for  emergency  expenses. 


OFFICERS 

Dr.  Thomas  J.  Harris,  President 

Dr.  James  T.  Pilcher,  First  Vice-President 

Dr.  Clarence  G.  Bandler,  Second  Vice-President 

Dr.  Clarence  H.  Smith,  Secretary 

Dr.  M.  O.  Magid,  Treasurer 


Dr.  Milton  A.  Bridges 
Dr.  George  L.  Brodhead 
Dr.  Edward  M.  Colie,  Jr. 
Dr.  B.  Wallace  Hamilton 


TRUSTEES 


Dr.  Peter  Irving 


Dr.  Samuel  W.  Lambert,  Jr. 
Dr.  George  C.  Vogt 
Dr.  Edward  W.  Weber 
Dr.  W.  Laurence  Whittemore 


If  you  are  a Physician,  healthy  and  under  40,  you  are  eligible. 
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2 East  103rd  Street 
New  York  City 
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Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Physician’s  Contract  Restricting  Practice 


Recently  a final  judgment  was  directed 
by  the  Appellate  Division  of  the  Supreme 
Court  in  favor  of  a physician  in  a case 
of  considerable  interest  which  has  been 
working  its  way  through  the  Courts  of  this 
State  for  many  months.* 

The  plaintiffs  in  the  action,  Drs.  A and 
B were  engaged  in  practice  as  copartners, 
and  conducted  a so-called  medical  center 
and  clinic  in  and  about  the  Village  of  Y. 
They  brought  an  action  in  equity  against 
Dr.  C who  was  also  engaged  in  the  prac- 
tice of  medicine  seeking  a perpetual  in- 
junction under  the  terms  of  a written 
contract  by  virtue  of  which  Dr.  C had 
been  employed  by  them. 

The  complaint  charged  that  the  plaintiffs 
had  spent  large  sums  of  money  setting  up 
their  practice,  having  purchased  a building, 
remodelled  and  equipped  it.  They  claimed 
that  they  had  employed  the  defendant  be- 
ginning in  December  1932,  and  that  he 
had  worked  with  them  under  his  contract 
until  August  1935,  when  he  quit.  During 
that  period  he  was  paid  various  sums  of 
money  as  wages  and  bonus.  Subsequent 
to  August  1935,  plaintiffs  complained  Dr. 
C had  continued  to  practice  in  the  County 
of  Y (in  which  Drs.  A and  B conducted 
their  practice)  without  their  written  con- 
sent. Dr.  C,  it  seems,  did  not  live  in  Y 
County  prior  to  his  employment  by  the 
plaintiffs,  and  they  contended  that  his 
conduct  in  setting  up  a competing  business 
violated  the  contract,  injured  their  property 
rights,  and  destroyed  the  value  of  their 
good  will. 

The  complaint  further  alleged  that  the 
contract  of  employment  provided  among 
other  things  that  Dr.  C would  never  engage 
in  the  practice  of  his  profession  in  the 
County  of  Y,  except  in  the  employ  of  or 
in  association  with  the  group  headed  by 
Drs.  A and  B unless  the  plaintiffs  gave 
consent  in  writing.  It  was  charged  that 
the  contract  stipulated  that  in  the  event 
of  a breach  of  the  covenant  by  Dr.  C he 
should  pay  the  sum  of  $10,000,  as  liquidated 
damages,  and  not  as  a penalty. 

The  defendant,  Dr.  C,  applied  by  motion 
at  Special  Term  for  judgment  dismissing 


the  complaint  on  the  grounds  that  it  did 
not  state  facts  sufficient  to  constitute  a cause 
of  action.  It  was  argued  by  defendant  that 
the  agreement  was  void  as  against  public 
policy  and  that  its  enforcement  was  unreas- 
onable, harsh,  and  oppressive. 

The  Court  at  Special  Term  dismissed  the 
complaint,  but  plaintiffs  appealed  to  the 
Appellate  Division.  That  Court  deter- 
mined that  the  complaint  was  on  its  face 
valid  and  reversed  the  order  of  the  lower 
Court.**  In  so  ruling  the  Court  said  in 
the  opinion: 

It  is  fundamental  that  the  test  to  be  applied 
in  cases  of  this  sort  is,  first,  is  the  injunction 
proposed  necessary  and  reasonable  for  the  pro- 
tection of  the  plaintiff’s  property  and  good  will, 
and  second,  is  it  unreasonable,  unjust  or  op- 
pressive to  defendant? 

In  the  ordinary  employment  equity  will  not 
restrain  a breach  of  a covenant  for  personal 
services  unless  the  services  are  of  peculiar  merit 
or  character.  This  principle  is  without  appli- 
cation in  a suit  to  restrain  an  employee  from 
violating  an  agreement  not  to  engage  in  the 
same  line  of  business,  either  for  himself  or  in 
behalf  of,  or  in  conjunction  with,  others,  after 
his  employment  under  the  contract  containing 
such  restrictive  covenant  has  been  terminated. 
In  the  one  case  it  is  the  damage  suffered  by  the 
loss  of  the  services  of  the  exceptionally  skilled 
employee ; in  the  other  it  is  the  damage  to  the 
employer’s  business  by  the  setting  up  of  a 
competitive  business  by  a former  employee. 

Agreements  imposing  restraints  upon  the  right 
of  an  employee  to  engage  in  competitive  service 
after  the  termination  of  the  contract  of  service 
are  analogous  to,  and  governed  by,  the  same 
general  rules  applicable  to  restrictive  covenants 
in  the  sales  of  business  and  good  will.  The 
dictates  of  fair  dealing,  and  the  requirements 
of  good  faith,  will  at  once  engage  equity  what- 
ever may  be  the  relationship  of  the  parties  or 
the  nature  of  the  transaction,  where  fraud  or 
dishonesty  threaten  unlawful  or  irreparable  in- 
jury to  the  property  of  a suitor. 

It  is  manifest  that  the  physician  employed  as 
an  assistant  to  another  must  in  the  course  of  his 
duties  become  acquainted  with  the  clientele  of 
his  employer  and  acquire  their  confidence  and 
good  will.  It  is  clear  that  this  precise  situation 
was  contemplated  by  the  parties  to  this  con- 
tract, and  that  it  was  drawn  to  provide  against 
the  business  and  good  will  of  the  plaintiffs  being 
lost  to  them  in  case  of  the  severance  of  the 
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employment,  and  defendant’s  locating  in  Y 
county.  Defendant’s  establishing  himself  in 
Y county  for  the  practice  of  medicine  was 
a deliberate  choice  on  his  part  to  disregard  and 
violate  his  solemn  bond  not  to  compete  with 
his  former  employers.  In  such  circumstances 
courts  of  equity  will  extend  the  arm  of  injunc- 
tion where  the  interests  of  justice  require  such 
a drastic  remedy  for  the  protection  of  a physi- 
cian’s business,  practice  and  good  will. 

Following  that  ruling  the  defendant,  Dr. 
C,  carried  to  Court  of  Appeals,  a so-called 
certified  question,  as  follows: 

“Does  the  complaint  state  facts  sufficient 
to  constitute  a cause  of  action?” 

The  Court  of  Appeals  answered  that 
question  in  the  affirmative  and  affirmed  the 
order  of  the  Appellate  Division,  but  wrote 
no  formal  opinion.*** 

The  controversy  then  was  in  the  position 
that  it  went  back  to  the  Trial  Court  for 
disposition.  After  a hearing  before  a 
referee  the  plaintiffs  obtained  their  desired 
perpetual  injunction  preventing  Dr.  C. 
from  ever  practicing  medicine  in  Y County. 
But  at  this  point,  Dr.  C carried  the  case 
again  to  the  Appellate  Division  and  suc- 
ceeded in  obtaining  a reversal  of  the  judg- 
ment granting  the  injunction. 

It  appeared  upon  the  hearing  of  the  ap- 
peal that  the  proof  before  the  referee  had 
led  to  the  conclusion  that  defendant  had 
performed  services  satisfactorily  under  the 
contract,  and  that  instead  of  quitting  his 
contract  or  voluntarily  leaving  Drs.  A 
and  B,  he  had  been  discharged  from  their 
employment  by  the  plaintiffs,  merely  for 
the  reason  that  he  refused  to  execute  a new 
contract  requested  by  them.  It  also  ap- 
peared that  the  contract  when  made  called 
for  employment  for  a year  “at  a weekly 
salary  of  not  less  than  fifteen  dollars.”  No 
other  written  contract  was  ever  entered 
into  but  the  employment  continued  until 
August  1935  with  salary  increases  and 
bonuses  paid  to  Dr.  C from  time  to  time. 
The  proof  was  susceptible  of  the  interpre- 
tation that  the  written  agreement  of  Decem- 
ber 1932,  was  “by  consent  of  the  parties, 
carried  over,  extended  and  continued”  until 
August  1935. 

The  Appellate  Division  in  reversing  the 
judgment,  and  ordering  the  dismissal  of 
the  complaint,  made  a specific  finding  that 
the  defendant  had  been  discharged  for  an 
insufficient  and  invalid  reason,  and  said 
in  its  opinion: 

The  acquiescence  of  the  parties  here  in  oper- 
ating year  after  year  under  the  1932  contract  is 
equivalent  to  an  express  agreement  to  a continu- 
ance, or  renewal  from  year  to  year,  of  the 
original  contract. 
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Plaintiffs  having  discharged  defendant  for  no 
reason  other  than  that  he  refused  to  enter  into 
a different  contract  with  them,  one  which  he  did 
not  like,  are  in  no  position  to  seek  the  aid  of 
equity  to  enforce  what  seems  like  a harsh  pro- 
vision of  the  contract.  For,  if  we  take  the  view 
which  plaintiffs  urge  in  their  brief,  that  the  con- 
tract of  December,  1932,  was  never  renewed, 
that  no  contract  between  the  parties  existed 
after  December  31,  1933,  that  thereafter  de- 
fendant’s employment  continued  merely  by  suf- 
ferance of  the  plaintiffs,  then  the  contract  was 
an  exceedingly  harsh  one,  by  which,  for  the 
salary  of  fifteen  dollars  a week,  for  a period  of 
one  year,  defendant  has  sold  his  right  ever  to 
practice  his  profession  within  the  county  where 
his  entire  professional  life  has  been  spent.  We 
prefer  the  view  that  plaintiffs  by  terminating 
defendant’s  employment  for  an  improper  reason 
have  deprived  themselves  of  the  aid  of  equity. 

It  is  not  possible  to  say  as  yet  whether 
this  judgment  of  dismissal  may  not  again 
be  taken  up  to  the  Court  of  Appeals.  How- 
ever, the  last  ruling  in  no  way  affects  the 
importance  of  the  earlier  decision.  The 
ruling  still  stands  that  the  complaint  stated 
facts  which  if  proved  constituted  grounds 
for  injunction.  The  last  decision  consti- 
tutes a ruling  that  the  plaintiffs  failed  to 
support  their  charges  when  the  actual 
proof  was  brought  forth. 


Alleged  Injury  Caused  By  X-Ray 
Machine 

A young  man  who  had  received  an  injury 
to  his  ankle  in  falling  from  a moving  car, 
consulted  a physician  with  respect  to  that 
condition  and  an  x-ray  was  promptly  sug- 
gested. The  doctor  requested  another 
physician,  with  whom  he  was  associated, 
to  take  the  necessary  x-rays.  The  patient 
was  placed  on  a table  in  proper  position 
and  just  as  tjie  current  was  turned  on  the 
patient  moved  his  other  leg  touching  the 
metal  wheel  of  the  table  and  caused  a short 
circuit.  The  patient  fell  or  jumped  from 
the  table  striking  the  floor.  Upon  examina- 
tion, made  by  both  physicians,  it  was 
found  that  he  had  a small  superficial  burn 
on  his  right  knee  and  a similar  one  on  his 
left  calf.  The  burns  were  treated  the  same 
day  and  the  patient  was  told  to  return  for 
observation  and  further  treatment  if  neces- 
sary. The  patient,  however,  never  returned. 

Sometime  later  he  brought  an  action 
against  both  of  the  physicians  in  which  he 
made  the  claim  that  during  the  course  of 
the  taking  of  x-rays  there  was  an  explosion 
causing  him  to  suffer  severe  injuries. 

The  case  came  on  for  trial  without  a 
jury  and  the  defendants  denied  that  the 
alleged  explosion  ever  took  place  and  ex- 
plained what  had  happened.  At  the  con- 
clusion of  all  the  testimony  judgment  was 
directed  in  favor  of  the  defendants. 


Across  the  Desk 


Ignorance  that  Kills 


“How  DO  BABIES  COME,  UlOthaW  ?” 

“Hush,  my  dawling,  the  nice  doctor-man 
brings  them  in  his  little  black  satchel.” 

But  the  “little  dawling”  has  heard  a dif- 
ferent story  from  her  playmates;  and  she 
keeps  on  acquiring  so  much  information  and 
misinformation,  hopelessly  mixed,  that  when 
her  own  time  comes,  the  doctor-man  faces 
a bad  and  perhaps  tragic  problem.  The 
mother  missed  a golden  opportunity.  This 
was  forcibly  put  a few  days  ago  by  Dr. 
Howard  W.  Haggard,  of  Yale.  “I  believe,” 
he  declared,  “that  the  parent — or  the  educa- 
tor— who  does  not  teach  the  child  the  knowl- 
edge of  maternity  is  reprehensible.  And  I 
believe  further  that  those  individuals  who 
Stand  in  the  way,  either  by  indifference  or 
by  active  opposition,  of  the  full  dissemina- 
tion of  such  information  bear  a heavy  re- 
sponsibility— the  responsibility  for  the  ignor- 
ance that  breeds  the  indifference,  that  leads 
to  the  loss  of  life.” 

Hope  Dispelling  Pessimism 

Dr.  Haggard  was  speaking  to  some  400 
doctors,  health  workers  and  civic  leaders 
at  the  eighth  annual  Mother’s  Day  luncheon 
of  the  Maternity  Center  Association  at  the 
Hotel  Park  Lane,  in  New  York  City.  He 
confessed  that  he  had  mistakenly  thought 
eight  or  ten  years  ago  that  if  the  facts  and 
figures  about  safe  maternity  were  brought 
before  the  American  people,  a change  in  the 
maternal  death  rate  would  appear  at  once, 
that  “old  prejudice  would  crumble  away,  that 
the  ignorance  that  fathered  indifference 
would  be  dispelled,  that  children  would  be 
educated  for  parenthood,  and  that  mothers 
would  be  protected  and  saved.” 

But  this  did  not  happen.  Maternal  mor- 
tality in  these  years  has  declined  “pitifully 
little,”  and  “the  results,  as  judged  from  the 
figures,  are  discouraging.”  Many  have  felt 
a certain  hopelessness ; but  despite  all  gloomy 
statistics,  there  is  good  ground  for  optimism, 
“soundly  based,”  believes  the  Yale  physiolo- 
gist. Ignorance  and  indifference  are  disap- 
pearing and  public  opinion  is  arousing  in  a 
remarkable  way.  Indeed: 

Customs  are  changing  with  a rapidity  that  is 


amazing.  And  the  change  that  breaks  down 
old  prejudices,  old  pruderies,  that  makes  us  a 
people  more  willing  to  face  facts  frankly,  is 
the  initial  step  toward  the  results  you  seek. 
There  is,  unquestionably,  a growing  but  tardy 
realization  in  this  country  that  there  can  be  no 
wrong  in  any  fact  honestly,  sincerely,  and  fear- 
lessly presented.  What  I call  the  cult  of  culti- 
vated ignorance,  evasion  of  facts,  is,  I think, 
now  fortunately  doomed  in  this  country;  it  will 
give  way  to  the  freedom  of  knowledge ; it  will 
pass  when  the  older  generation  is  replaced  by 
the  younger,  a more  fearless — a franker — essen- 
tially a better  generation.  And  that  younger 
generation  is  solving  its  problems  for  itself 
with,  unfortunately,  little  aid  from  those  of  the 
older  generation. 

The  Change  in  Eight  Years 

Only  eight  years  back  Dr.  Haggard  was 
actually  refused  permission  on  the  radio  to 
say  simply  that  measurement  of  the  pelvis 
by  the  physician  was  an  essential  prenatal 
procedure.  The  word  “pelvis”  was  believed 
to  be  offensive  to  the  public.  Now  the  situa- 
tion is  fast  changing : 

Our  newspapers,  our  magazines — even  our 
pictorial  magazines — are  discussing  with  utmost 
frankness  matters  considered  completely  un- 
mentionable only  two  or  three  years  ago.  The 
prohibitions  of  the  radio  are  relaxing.  Moving 
pictures  even  are  appearing  to  tell  the  facts  of 
safe  maternity.  In  an  increasing  number  of 
cities  fathers’  classes  are  being  formed  where 
with  medical  lectures  and  demonstrations  ex- 
pectant fathers  can  learn  the  requirements  of 
the  new  safe  maternity. 

We  all  remember  the  hubbub  raised  a few 
years  ago  when  reports  revealed  that  ma- 
ternal mortality  in  this  state  was  rising, 
instead  of  falling.  The  number  of  puerperal 
deaths  per  thousand  live  births  rose  from  5.6 
in  1929  to  6.2  in  1933,  and  everybody  began 
asking  who  or  what  was  to  blame.  Rather 
heated  language,  perhaps,  was  used  here 
and  there,  but  it  was  all  in  the  best  of  causes, 
and  the  result  was  apparently  also  all  to  the 
good,  for  figures  just  out  in  Public  Health 
Reports  (April  22)  show  that  the  rate  has 
dropped  to  4.9  in  1936,  the  latest  year  given. 
This  is  excellent,  and  would  warrant  a lot 
of  self-congratulation  if  the  eye  did  not 
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wander  along  the  table  and  note  that  our 
neighbor  states  are  doing  quite  a bit  better 
than  we  are.  New  Jersey,  for  instance,  has 
brought  its  rate  down  from  6.3  in  1927  to  4.0 
in  1936,  and  Connecticut,  on  the  other  side, 
has  had  for  years  a lower  rate  than  New 
York,  and  appears  with  4.1  for  1936.  Fifteen 
states  have  rates  lower  than  ours.  So  there 
is  still  room  for  improvement. 

Home  Thrust  at  the  Young  Doctors 

The  importance  of  this  matter  “leaps  to  the 
eye/’  as  the  British  say,  when  we  remember 
that  every  fourteen  seconds  on  the  average, 
in  this  country,  a baby  is  born.  Another 
speaker  at  the  Maternity  Center  luncheon, 
who  evidently  had  been  eating  with  one  eye 
on  his  wrist-watch,  announced  that  “while 
we  were  eating  our  lunch  today  there  were 
about  250  babies  born  in  the  United  States.  ” 
He  was  Dr.  Edwin  F.  Daily,  of  the  U.  S. 
Children’s  Bureau  at  Washington,  and  his 
address  was  naturally  in  part  a plea  for  more 
funds  for  his  bureau,  to  help  extend  their 
service  to  mothers  and  babies.  Of  more  in- 
terest here,  however,  is  his  statement  that 
the  young  doctors  of  today  are  not  fully  pre- 
pared to  treat  the  emergencies  likely  to  arise 
in  obstetrical  cases.  He  declared  (italics  in 
press  report)  : 

With  a medical  profession  in  the  United 
States  generally  acknowledged  throughout  the 
world  as  second  to  none,  it  would  hardly  seem 
necessary  to  question  the  quality  of  medical 
care  available  to  maternity  patients.  Yet  there 
are  serious  doubts  that  the  average  physician  in 
the  United  States  has  sufficient  training  to  prac- 
tice obstetrics.  I recently  received  answers  to 
certain  questions  about  their  training  in  ob- 
stetrics from  over  2,500  young  physicians  who 
graduated  in  1936  and  who  had  completed  their 
intern  year.  As  students,  twenty  per  cent  had 
never  delivered  a patient  in  a hospital,  and  twen- 
ty-six per  cent  had  never  delivered  a patient  at 
home.  As  interns,  fifteen  per  cent  had  not  de- 
livered a patient  in  a hospital,  and  eighty-three 
per  cent  had  never  delivered  a patient  at  home. 
Yet  seventy-two  per  cent  of  these  doctors  stated 
that  they  planned  to  include  obstetrics  in  their 
practice.  There  are  relatively  few  places  in  the 
United  States  where  these  physicians  can 
receive  further  training  and  experience  in  ob- 
stetrics. Obviously  few  physicians  entering 
practice  today  have  sufficient  clinical  training  in 
obstetrics  to  recognize  and  treat  competently 
the  many  complications  which  may  arise  during 
pregnancy  and  labor.  Numerous  maternal  mor- 
tality studies  have  shown  that  lack  of  judgment 
or  experience  on  the  part  of  the  physician  is 
one  of  the  major  factors  in  maintaining  the  high 


maternal  death  rate.  It  is  the  obstetric  education 
and  training  provided  by  medical  schools  and 
hospitals  that  should  receive  the  major  blame, 
for  certainly  doctors  provide  their  patients  with 
the  best  possible  service  within  the  limits  of 
their  ability. 

“Picayune  Minds” 

Echoes  of  old-time  conservatism  appear  in 
the  ban  of  the  movie  censors  on  the  “Birth 
of  a Baby,”  and  the  prohibition  of  the  sale 
of  the  magazine  carrying  scenes  from  it  in 
some  communities.  A forthright  editorial  on 
such  attempts  to  blindfold  the  eyes  of  the 
public  is  published  in  (he  Bulletin  of  the 
Medical  Society  of  the  County  of  Queens, 
written  by  the  Editor,  Dr.  Ezra  A.  Wolff. 
It  reads : 

It  was  recently  the  privilege  of  this  Society 
to  present  a preview  of  the  film  “The  Birth  of 
a Baby”  to  an  audience  composed  of  the  families 
of  physicians.  The  film  is  educational  in  pur- 
pose and  depicts  the  conduct  of  a normal  preg- 
nancy and  labor,  including  details  of  prenatal 
care  as  well  as  those  of  the  actual  delivery.  A 
poll  of  those  who  had  seen  the  picture  showed 
that  upward  of  ninety  per  cent  were  favorably 
impressed  and  thought  it  in  no  way  obscene 
or  objectionable. 

A wide  storm  of  protest  has  followed  the 
publication  in  Life,  the  weekly  picture  magazine, 
of  a pictorial  synopsis  of  this  same  picture.  Local 
officials  in  a considerable  number  of  communi- 
ties have  banned  the  sale  of  this  issue,  a number 
of  newsdealers  have  been  arrested  for  displaying 
it,  and  demands  have  been  made  to  have  it 
barred  from  the  mails  as  “lewd”  and  “disgrace- 
ful.” 

During  the  past  year  or  so  we  have  witnessed 
the  inauguration  of  another  educational  cam- 
paign— the  drive  against  syphilis.  Here  again, 
there  were  cries  of  “lewd,”  “obscene,”  “dis- 
graceful.” Today  the  syphilis  problem  is  ac- 
cepted at  face  value  by  the  vast  majority  of 
the  population.  From  an  ultra-conservative  view- 
point it  might  be  premature  at  this  time  to  deny 
categorically  that  this  campaign  has  caused  an 
increase  in  immorality,  yet  it  is  safe  to  assert 
that  there  are  few  who  would  maintain  that 
such  an  increase  has  occurred  or  will  occur. 

It  is  hardly  a flattering  commentary  on  this 
“enlightened”  age  that  the  reins  of  government 
are  placed  in  the  hands  of  people  who  can 
attribute  any  possible  immoral  significance  to  a 
clear  and  straightforward  exposition  of  the 
process  of  procreation.  Factual  knowledge  con- 
cerning a mechanism  which  affects  every  being 
on  the  face  of  the  earth  can  be  construed  as 
immoral  only  in  picayune  minds  of  those  who 
would  cloak  morality  in  a veil  of  mystery  and 
ignorance. 
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The  Biology  of  Pneumococcus.  The  Bac- 
teriological, Biochemical,  and  Immunological 
Characters  and  Activities  of  Diplococcus 
Pneumoniae.  By  Benjamin  White,  Ph.D. 
Octavo  of  799  pages.  New  York,  The  Com- 
monwealth Fund,  1938.  Cloth,  $4.50. 

X-Rays  and  Radium  in  the  Treatment  of 
Diseases  of  the  Skin.  By  George  M.  Mac- 
Kee,  M.D.  Third  edition.  Octavo  of  830 
pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1938.  Cloth,  $10.00. 

The  Diagnosis  and  Treatment  of  Diseases 
of  the  Blood.  By  Thomas  Ordway,  M.D. 
and  L.  Whittington  Gorham,  M.D.  Octavo 
of  605  pages,  illustrated.  New  York,  Oxford 
University  Press,  1938.  Cloth. 

Handbook  on  Social  Hygiene.  Edited  by 
W.  Bayard  Long,  M.D.  and  Jacob  A.  Gold- 
berg, M.A.  Octavo  of  442  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1938.  Cloth, 
$4.00. 

A Textbook  of  Ophthalmology.  By  San- 
ford R.  Gifford,  M.D.  Octavo  of  492  pages, 
illustrated.  Philadelphia,  W.  B.  Saunders 
Company,  1938.  Cloth,  $4.00. 


Treatment  in  General  Practice.  By  Harry 
Beckman,  M.D.  Third  edition.  Octavo  of 
787  pages.  Philadelphia,  W.  B.  Saunders 
Company,  1938.  Cloth,  $10.00. 

Pneumonia  and  Serum  Therapy.  By  Fred- 
erick T.  Lord,  M.D.  and  Roderick  Heffron, 
M.D.  Revised  edition.  Octavo  of  148 
pages,  illustrated.  New  York,  The  Com- 
monwealth Fund,  1938.  Cloth,  $1.00. 

Introduction  to  Ophthalmology.  By  Peter 
C.  Kronfeld,  M.D.  Octavo  of  331  pages, 
illustrated.  Springfield,  Charles  C.  Thomas, 
1938.  Cloth,  $3.50. 

Nutrition  of  the  Infant  and  Child.  By 

Julian  D.  Boyd,  M.D.  Edited  by  Morris 
Fishbein,  M.D.  (National  Medical  Mono- 
graphs). Duodecimo  of  198  pages,  illus- 
trated. New  York,  National  Medical  Book 
Co.,  Inc.,  1937.  Cloth,  $3.00. 

Fractures  and  Dislocations.  Volumes  I 
& II  by  Philip  Lewin,  M.D.  Edited  by 
Morris  Fishbein,  M.D.  (National  Medical 
Monographs).  Duodecimo  of  698  pages, 
illustrated.  New  York,  National  Medical 
Book  Co.,  Inc.,  1937.  Qoth,  $6.00. 


REVIEWED 


Essentials  of  Prescription  Writing.  By 

Cary  Eggleston,  M.D.  Sixth  Edition,  Re- 
vised. 16mo  of  155  pages.  Philadelphia, 
W.  B.  Saunders  Company,  1938.  Cloth, 
$1.50. 

The  sixth  edition  of  this  pocket-sized  hand- 
book of  practical  prescription  writing  is  not 
vastly  different  from  its  predecessors.  It 
contains  a great  deal  of  helpful  information 
for  the  general  practitioner  who  wishes  to 
use  a variety  of  tasty,  palatable  and  efficient 
mixtures. 

Andrew  M.  Babey 

Synopsis  of  Obstetrics  and  Gynaecology. 

By  Aleck  W.  Bourne,  M.A.  Seventh  edi- 
tion. Duodecimo  of  452  pages,  illustrated. 
Baltimore,  William  Wood  and  Company, 
1937.  Cloth,  $4.00. 

This  is  the  seventh  edition  of  a little  book 
first  published  in  1913.  Very  similar  to  a 
quiz  compend,  it  covers  with  remarkable 
brevity  and  clarity  the  entire  domain  of  ob- 
stetrics and  gynecology.  It  is  designed  pri- 
marily to  assist  students  in  preparing  for 
examinations,  and  for  that  purpose  it  is  ex- 
cellent, and  can  be  heartily  recommended.  It 
is  not  a textbook. 

Charles  A.  Gordon 


The  Diary  of  a Surgeon  in  the  Year  1751- 
1752.  By  John  Knyveton,  M.D.  Octavo  of 
322  pages,  illustrated.  New  York,  D.  Apple- 
ton-Century  Co.,  1937.  Cloth,  $2.50. 

The  diary  of  a surgeon  in  1751-52  is  a 
robust  tale  of  medicine  and  society  in  the 
eighteenth  century. 

The  diarist  is  a young  man  from  the  vil- 
lage of  Hestley  in  Kent.  The  diary  begins 
with  his  last  day  of  apprenticeship  to  his 
uncle.  He  lodges  with  Mr.  Hunt  who  takes 
him  to  church  on  his  first  Sunday  in  Lon- 
don. “A  wearisome  sermon  of  some  hour 
and  a quarter  upon  the  spiritual  elements  of 
man,  the  which  I beguiled  may  Heaven  for- 
give me  in  quizzing,  a pretty  wench  who  sat 
in  the  musicians’  gallery  and  led  the  singing 
with  a fair  sweet  voice,  and  she  proving 
demure,  to  sleep.” 

He  joins  an  anatomy  class,  attends  a hang- 
ing, “of  a woman  who  stole  three  loaves” 
and  a boy  “who  is  to  be  half  hanged  and 
whipped  through  the  town  as  a warning 
against  begging.”  Then  follows  the  grue- 
some and  vivid  description  of  the  event. 
Later  he  takes  part  in  the  expedition  which 
steals  the  body  at  midnight  from  the  grave- 
yard, behind  his  tutor’s  house. 

John  Knyveton  is  a serious  young  man 
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not  without  a sense  of  humor,  a born  story- 
teller. With  a few  bold  strokes,  he  sketches 
a whole  scene  of  an  operation  with  its  blood 
and  agony;  a brawl  between  students,  body 
snatching  at  midnight,  a storm  at  sea,  the 
horrors  of  yellow  fever,  a battle  with  pirates. 

Listen  to  him  philosophising  on  “The 
Puerperal  Fever”:  “This  is  a Queer  and 

Mysterious  Complaint;  I am  almost  tempted 
to  desert  my  Principles,  and  think  it  in  the 
nature  of  a Visitation.  It  cannot  always  be 
a Wrath  of  Nature  at  Man’s  interference, 
especially  through  the  use  of  instruments,  for 
I have  in  my  studies  here  seen  it  occur  both 
after  a Gentle  Labour  and  in  one  attended 
with  difficulty,  where  there  was  much  inter- 
ference with  the  woman,  and  with  the  child.” 

The  diary  is  an  absorbing  and  thrilling 
narrative  of  an  entertaining  age. 

Francis  B.  Doyle 

Genital  Abnormalities,  Hermaphroditism 
& Related  Adrenal  Diseases.  By  Hugh 
Hampton  Young,  M.D.  Quarto  of  649 
pages,  illustrated.  Baltimore,  Williams  & 
Wilkins  Company,  1937.  Cloth,  $10.00. 

This  is  a remarkable  book  written  by  a 
man  who  is  not  only  a master  of  urology  but 
a master  of  plastic  surgery  as  well,  and  is 
profusely  illustrated  by  a superb  artist. 

The  first  third  of  the  book  is  devoted  to 
hermaphroditism  in  all  of  its  various 
phases ; history,  embryology,  numerous  case 
reports  and  the  various  surgical  measures 
employed  in  an  effort  to  restore  these  un- 
fortunate individuals  to  a reasonably  normal 
state.  The  various  types  of  this  deformity 
are  thoroughly  discussed,  and  many  re- 
markable and  ingenious  operative  proce- 
dures are  described  and  illustrated  in  detail. 
The  results  which  Dr.  Young  has  obtained 
from  his  operations  on  many  of  these  cases 
reads  almost  like  a fairy  tale. 

There  is  an  important  chapter  on  the 
adrenogenital  syndrome  which  includes  a 
detailed  description  of  the  author’s  original 
method  of  simultaneous  approach  to  both 
adrenals. 

The  chapter  on  hypospadias  describes  only 
a few  of  the  many  operations  devised  for 
the  relief  of  this  condition,  but  they  are 
thoroughly  done.  The  reviewer  regrets  that 
the  Ombredanne  operation  was  not  included. 

The  chapter  on  exstrophy  of  the  bladder 
is  short.  The  author  stresses  the  impor- 
tance of  plastic  procedures  in  an  effort  to 
preserve  the  bladder,  and  criticizes  the  pres- 
ent wave  of  enthusiasm  for  ureter  transplant 
and  cystectomy  which  he  thinks  should  only 
be  considered  as  a last  resort. 


There  are  several  other  chapters  dealing 
with  various  congenital  deformities.  These, 
too,  are  excellent. 

We  are  sure  this  book  will  be  carefully 
read  by  every  urologist  and  general  surgeon. 

The  illustrations  throughout  are  superb. 

Nathaniel  P.  Rathbun 

Diseases  of  the  Skin.  A Manual  for  Stu- 
dents and  Practitioners.  By  the  late  Robert 
W.  MacKenna,  M.D.  Fourth  edition  re- 
vised and  enlarged  by  Robert  M.  B. 
MacKenna,  M.D.  Quarto  of  557  pages, 
illustrated.  Baltimore,  William  Wood  and 
Company,  1937.  Cloth,  $7.00. 

The  author  states  in  his  preface  that  this 
is  primarily  a book  for  students  and  practi- 
tioners, and  he  has,  therefore,  omitted  de- 
scription of  some  of  the  rarer  skin  diseases, 
and  has  not  given  a complete  bibliography. 
This  book  is  particularly  well  suited  to  just 
such  readers. 

The  description  of  all  the  diseases  is  con- 
cise yet  adequate,  and  includes  complete 
differential  diagnosis  and  complete  and  plain 
directions  for  treatment.  Most  of  the  pre- 
scriptions are  given  in  both  the  Metric  and 
Apothecaries  System. 

The  author  has  not  adhered  to  the  old 
classification  of  skin  diseases,  but  has  tried 
to  classify  them  according  to  etiology. 
While  this  is  perhaps  not  an  important  mat- 
ter to  the  student  or  practitioner  we  believe 
the  old  classification  is  more  simple  and 
easier  to  master.  No  classification  is  as  yet 
satisfactory. 

This  edition  has  been  thoroughly  revised 
and  brought  up  to  date  and  includes  all  the 
recent  discoveries  and  theories  in  Derm- 
atology. 

The  chapter  on  Drug  Eruptions  is  too 
short,  and  many  common  drugs  causing 
skin  eruptions  have  been  omitted.  Occupa- 
tional dermatoses  is  also  an  important  sub- 
ject which  receives  too  little  attention.  The 
introductory  chapter  includes  no  discussion 
of  general  pathology.  This  was  perhaps 
done  purposely  but  we  believe  it  should  be 
included.  The  chapter  on  diseases  due  to 
Vegetable  Fungi  is  remarkably  full  of  val- 
uable information. 

The  chapter  on  syphilis  is  as  complete  as 
can  be  expected  in  a book  on  dermatology 
alone.  The  author  advises  the  intermittent 
method  of  treatment  whereas  most  sypn- 
ilologists  in  this  country  use  the  continuous 
method  of  treatment. 

The  illustrations  are  numerous,  good  and 
remarkably  clear.  We  recommend  the  book 
highly  to  students  and  general  practitioners. 

Alfred  Potter 
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Terry  M.  Townsend,  M.D.,  F.A.C.S.  and  Thomas  M.  Mulcahy,  B.S.,  M.D., 

New  York  City 

From  the  Department  of  JJrotogy  of  Riker’s  Island  Hospital,  Department  of  Correction 

of  the  City  of  New  York 


This  presentation  is  based  on  the  ob- 
servations of  171  patients  suffering  from 
infections  of  the  urologic  tract,  chiefly 
gonorrhea,  and  treated  with  sulfanila- 
mide. Twenty-seven  of  the  patients  were 
either  ambulant  or  hospitalized  in  Mor- 
risania  City  Hospital,  fifty-four  were  in- 
mates of  Sing  Sing  Prison  Hospital 
either  ambulant  or  hospitalized,  and 
ninety  were  inmates  of  Riker’s  Island 
Hospital  of  which  all  were  hospitalized. 
Because  of  inadequate  control  and  lack  of 
continuous  observation  the  first  two 
groups  are  not  included  in  this  close 
analysis. 

Prior  to  the  institution  of  treatment 
each  man  was  proven  to  harbor  gonococci 
in  his  urethral  discharge.  Each  was  given 
a complete  physical  examination  includ- 
ing urinalysis  and  a blood  study.  Con- 
stipation was  relieved  by  mineral  oil  or 
enemata.  All  other  habits  of  life  were 
kept  regular  by  institutional  control. 

The  intensity  of  the  infections  varied 
from  frank  yellow  copious  urethral  dis- 
charge to  a slight  morning  excess  of 
urethral  moisture  expressible  from  the 
external  meatus  urinarius.  Forty-four 

Onr  thanks  are  tendered  to  Dr.  Silvio  Matucci 
of  the  Riker’s  Island  Hospital  Resident  Staff 
for  his  enthusiastic  cooperation  in  this  work. 
Much  of  its  value  is  due  to  his  careful  clinical 
observations  and  accurate  records  and  charts. 


per  cent  of  the  ninety  men  had  primary 
infections.  Three  per  cent  had  infec- 
tions of  less  than  one  week  in  duration, 
eighteen  per  cent  less  than  one  month, 
sixty-two  per  cent  less  than  one  year,  and 
seventeen  per  cent  suffered  from  infec- 
tions of  from  one  to  seventeen  years. 

Agreeably  to  the  advice  of  Dr.  J.  F. 
Mahoney  of  the  United  States  Public 
Health  Service,  the  following  routine  of 
treatment  was  established: 

(a)  Twenty  grains  of  sulfanilamide  were 
administered  by  a nurse  every  four  hours 
from  four  to  six  days. 

(b)  Temperatures  were  taken  every  four 
hours. 

(c)  Fluid  intake  was  restricted  to  1500 
c.c.  per  diem. 

(d)  Urethral  smears  were  taken  daily 
before  the  morning  urination. 

(e)  Weight  was  noted  three  times  weekly. 

(f)  Bed  rest  was  advised  but  not  man- 
dated. 

All  animal  experiments  together  with 
previous  clinical  reports  prove  that  best 
results  are  attained  by  pushing  the  drug 
to  its  maximum  dosage  during  the  first 
forty-eight  hours  of  treatment.  Since  the 
tolerance  of  the  full  therapeutic  dose 
varies  greatly  with  the  individual,  it  is 
most  important  to  carefully  observe  the 
patient  during  this  period.  Temperature 
elevation  is  our  best  guide  to  dosage.  An 
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abrupt  rise  to  101°  F.  is  an  indication 
to  reduce  the  dosage.  Our  men  varied 
from  this  point  to  105  but  no  permanent 
ill  effects  occurred.  Cyanosis  is  more 
alarming  in  appearance  than  the  actual 
condition  indicates.  It  is  due  either  to 
methemoglobin  resulting  from  the  oxidiz- 
ing properties  of  the  amino  group  or  to 
the  presence  in  the  blood  of  the  colored 
condensation  products  of  aniline  formed 
in  the  body.  Frequently  when  not  dis- 
cernible in  the  skin,  it  may  be  seen  in 
the  buccal  mucosa. 

Of  the  ninety  men  started  on  the 
treatment,  eighty-two  finished  the  course. 
The  term  of  imprisonment  of  two  ex- 
pired, one  was  transferred  for  acute  sur- 
gical treatment,  one  was  transferred  with 
acute  hemolytic  jaundice,  and  four  were 
under  observation  when  this  data  was 
collected.  The  hemolytic  jaundice  came  on 
after  three  days  of  treatment  and  the 
ingestion  of  only  9.3  Gm.  of  the  drug. 
His  toxic  symptoms  in  addition  to  the 
jaundice  were  marked  headache,  der- 
matitis, malaise,  and  epistaxis.  He  was 
a chronic  alcoholic  and  had  sinusitis. 
Under  treatment  his  red  blood  cell  count 
dropped  from  4,810,000  to  2,780,000; 
his  hemoglobin  from  ninety-five  to  fifty- 
two,  and  his  icteric  index  rose  to  249. 
He  made  complete  recovery  under  forced 
fluids,  intravenous  injections  of  glucose, 
and  hematinics. 

Each  patient  showed  a greater  or  less 
degree  of  toxicity.  Six  were  markedly 
toxic,  twenty  were  moderately,  and  sixty- 
four  were  but  slightly  toxic.  Review  of 
the  recorded  toxic  manifestations  show 
that  every  man  had  headache  and  cyan- 
osis, sixty-three  had  nausea  and  vomit- 
ing, and  fifty-three  had  anorexia.  Fever 
from  100  to  105°  F.  with  malaise  and 
general  debility  occurred  in  thirty-nine. 
One  of  the  most  frequent  symptoms  was 
vertigo,  of  which  eighty-one  complained. 
Twenty-nine  had  generalized  muscle 
pains,  especially  over  the  precordium. 
This  precordial  pain  led  many  to  object 
to  taking  medication  as  they  believed  it 
was  affecting  their  hearts.  Flatulence 
was  seen  in  nineteen,  chills  in  four,  and 
dyspnea  in  three.  Insomnia  was  ob- 
served in  sixteen,  and  thirteen  were 
drowsy  with  slight  disorientation.  Twelve 
men  had  a general  or  localized  dermatitis 
and  five  had  parathesia.  Sixteen  pa- 


tients complained  of  tinnitis,  eight  had 
strong  metallic  taste  in  the  mouth  with 
discoloration  of  the  mucosa,  and  three 
had  diplopia. 

Reduction  in  hemoglobin  was  a fairly 
constant  finding.  With  the  exception  of 
the  hemolytic  jaundice  case  where  the 
drop  was  forty-three  points,  forty-five 
examinations  showed  a drop  from  one  to 
thirty-seven  points,  the  average  being  13.4 
points.  In  five  men  the  hemoglobin  was 
unchanged  and  in  three  it  increased  2,  3, 
and  5 points.  Despite  this  reduction  in 
hemoglobin  there  was  in  no  instance  any 
evidence  of  air  hunger. 

The  efficacy  of  the  treatment  in  the 
presence  of  associated  constitutional  dis- 
ease is  noteworthy  for  sixteen  of  our  men 
were  demonstrably  syphilitic  and  two 
were  drug  addicts.  Local  complications 
were  present  in  twelve  cases — urethral 
strictures  eight,  epididymitis,  seminal  vesi- 
culitis, balanitis,  and  periurethral  abscess, 
one  each. 

The  duration  of  medication  was  be- 
tween five  and  ten  days.  When  tempera- 
ture elevation  contraindicated  further  ad- 
ministration of  the  drug,  the  urethral 
smears  were  generally  negative  for  gono- 
cocci. Four  men  were  treated  for  five 
days,  nine  for  six  days,  twenty-five  for 
seven  days,  nine  for  eight  days,  twenty- 
two  for  nine  days,  and  thirteen  for  ten 
days.  This  variation  in  the  duration  of 
treatment,  the  quantities  of  the  drug  in- 
gested, the  intensity  of  the  toxic  symp- 
toms, and  the  length  of  time  required 
for  gonococci  to  disappear  points  strongly 
to  the  individualistic  factors  involved  in 
success  of  cure. 

When  gross  gonorrheal  symptoms 
ceased  and  the  remaining  slight  excess 
of  urethral  moisture  was  free  from  gono- 
cocci, other  proofs  of  cure  were  insti- 
tuted. The  expressed  prostatic  secretion 
was  examined,  an  irritation  drop  pro- 
duced by  massage  of  the  urethra  on  a 
metallic  sound,  and  one  ounce  of  whisky 
was  given,  and  if  all  examinations  failed 
to  disclose  gonococci,  he  was  dismissed 
from  the  hospital  and  followed  up  in  the 
ambulant  clinic. 

For  priority  we  wish  to  here  record 
another  series  of  tests  for  cure  carried 
out  by  Dr.  Joseph  Wittenberg,  Adjunct 
Attending  Urologist. 

He  selected  twenty-one  of  the  reported 
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cured  cases  and  subjected  them  to  urethral 
injections  of  gonoendotoxin.  This  sub- 
stance when  retained  in  the  urethra  for 
twenty  minutes  is  followed  in  seven  hours 
by  a profuse  purulent  discharge.  The  first 
six  men  received  three  c.c.  of  concentrated 
gonoendotoxin.  The  resultant  discharge 
was  negative  to  all  micro-organisms.  The 
next  eleven  men  were  injected  with  the  same 
amount  of  diluted  and  boiled  gonoendotoxin. 
In  the  resultant  discharge  four  were  nega- 
tive to  all  diplococci  and  seven  showed  Gram 
negative  extracellular  diplococci.  Smears  of 
these  eleven  men  taken  twenty  hours  later 
showed  the  presence  of  scanty  Gram  nega- 
tive extracellular  diplococci  in  two,  no 
characteristic  micro-organisms  in  five,  and 
no  bacteria  of  any  nature  in  four.  The  final 
four  observations  were  made  on  men  im- 
mediately after  their  course  of  sulfanilamide 
treatment.  They  were  injected  with  three 
c.c.  of  diluted  but  unboiled  gonoendotoxin, 
and  smears  taken  after  seven  and  twenty 
hours  revealed  pus  corpuscles  in  abundance 
but  no  micro-organisms.  These  studies  of 
gonoendotoxin  will  form  the  subject  of  a 
future  communication  from  Dr.  Wittenberg. 

Of  the  eighty- two  men  who  completed 
the  course  of  treatment,  eighty-one  were 
cured  and  but  one  failed  of  cure.  He 
had  suffered  from  a residual  infection 
for  seventeen  years  and  had  multiple 
strictures  probably  with  areas  of  heavy 
fibrous  tissue  infiltration  between  the 
strictures.  Although  he  received  thirteen 
Gm.  of  the  medicament  in  seven  days, 
his  only  toxic  symptom  was  a moderately 
severe  headache. 

In  considering  the  causes  of  failure  in 
the  cure  of  gonorrhea  with  sulfanilamide 
one  must  be  impressed  with  the  lack  of 
intensive  administration  of  the  drug  in 
the  beginning  of  treatment.  In  a series 
of  fifty-four  inmates  of  Sing  Sing  Prison 
treated  with  Prontylin  twenty-five  per 
cent  were  positive  for  gonococci  after 
one,  two,  or  three  courses  of  the  drug, 
each  course  consisting  of  five  Gm.  The 
fact  that  forty  were  cured  after  the  in- 
gestion of  five,  ten,  or  fifteen  Gm.  is 
the  best  evidence  of  its  extraordinary 
gonococcidai  action. 

Of  the  Morrisania  City  Hospital  series, 
twelve  were  hospitalized  and  fifteen  were 
ambulant.  The  latter  cases  gave  poor 
results  because  of  lack  of  discipline,  irreg- 
ularity of  treatment,  and  impossibility  of 
follow-up  attention.  The  bed  patients 
uniformly  progressed  toward  recovery. 


Four  cases  of  acute  epididymitis  became 
grossly  normal  within  five  days  and  four 
acute  prostatitis  cases  became  grossly 
normal  in  ten  to  twelve  days.  One  bed- 
ridden rheumatic  was  free  from  pain  in 
forty-eight  hours  and  ambulant  in  the 
ward  in  five  days.  These  patients  re- 
ceived both  Prontylin  and  Prontosil. 
The  remaining  three  patients  improved 
under  treatment  but  required  surgery  for 
their  ultimate  cure. 

The  Riker’s  Island  Hospital  series  of 
cases  received  Prontylin  in  dosages  from 
eight  to  33.8  Gm.  Forty-eight  men  re- 
quired twelve  Gm.,  fifteen  received  12.6 
Gm.,  and  the  other  nineteen  received 
amounts  somewhat  greater.  The  small 
dosage  of  eight  Gm.  is  accounted  for  by 
the  fact  that  the  inmates  term  of  impris- 
onment expired  and  although  he  was 
negative  for  gonococci  and  all  clinical 
symptoms  had  disappeared,  he  was  lost  to 
our  follow-up  and  is  not  included  in  our 
list  of  percentages. 

Conclusions 

1.  Sulfanilamide  and  its  derivatives 
are  the  most  potent  drugs  at  our  com- 
mand for  the  cure  of  gonorrhea. 

2.  The  oral  administration  of  the  drug 
is  preferable  since  its  toxicity  is  more 
easily  controlled  and  that  method  is 
simpler  for  the  general  practitioner  who 
first  makes  contact  with  the  gonorrheal 
patient. 

3.  Its  therapeutic  value  seems  unaf- 
fected by  associated  diseases. 

4.  Success  is  predicated  upon  intensive 
administration  of  the  drug  to  its  thera- 
peutic limit  at  the  beginning  of  treatment. 

5.  Massive  dosage  produces  marked 
toxicity  which  is  transient  and  from  which 
no  permanent  ill  effects  have  been  ob- 
served. 

6.  Patients  should  be  hospitalized  in 
order  that  toxic  accidents  may  be  antici- 
pated and  controlled. 

7.  Because  of  disturbances  of  the  sen- 
sory nervous  systems  self-medication  is 
dangerous  and  should  be  prohibited. 

8.  The  terminal  stage  of  cure  of 
gonorrhea  as  evidenced  by  the  presence 
of  scanty  individual  extracellular  diplo- 
cocci is  attained  in  from  four  to  nine  days 
with  this  treatment. 
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VALUE  OF  PHYSICAL  THERAPY  IN  THE 
REHABILITATION  OF  COMMON  HAND  CONDITIONS 

G.  G.  Martin,  M.D.,  Buffalo 


In  the  following  discussion,  an  attempt 
is  made  to  bring  out  in  some  detail,  the 
indications  for,  and  the  results  to  be  ex- 
pected from  the  use  of  physical  measures. 
Physical  therapy  is  frequently  mentioned 
as  being  of  value  and  dismissed  with  a 
line  to  this  effect.  In  no  branch  of 
therapy  is  attention  to  detail  more  im- 
portant. 

Lower  Motor  Neurone  Lesions 

Flaccid  paralysis,  involving  either  the 
intrinsic  or  extrinsic  muscles  of  the 
hands,  results  from  a variety  of  causes. 
Each  case  presents  individual  problems, 
but  certain  fundamentals  can  be  dis- 
cussed. 

The  muscle  weakness  is  seldom  the 
only  evidence  of  nerve  involvement  and 
sensory  or  trophic  changes  are  present 
necessitating  consideration  in  a plan  for 
treatment. 

Diminution  of  the  sensation  of  pain 
and  a loss  of  discrimination  of  tempera- 
ture changes  are  frequently  encountered. 
Heat  is  applied  almost  universally  in 
treatment  of  these  conditions,  to  secure 
an  adequate  circulation.  Before  begin- 
ning treatment,  a careful  search  for  sen- 
sory changes  should  be  made.  Such 
changes  do  not  prevent  the  use  of  heat, 
but  make  advisable  its  application  under 
carefully  controlled  conditions. 

We  have  found  the  paraffin  bath  par- 
ticularly suitable  and  prefer  it  to  other 
sources  of  heat.  It  has  the  advantage  of 
heating  the  hands  uniformly  on  all  sides 
and  demands  a minimum  of  attention. 
Dickson1  gives  complete  instructions  re- 
garding its  use.  It  can  also  be  used  in  a 
more  simplified  form  as  described  by 
Gill.2  A paraffin  bath  leaves  the  skin  in 
a particularly  satisfactory  condition  for 
subsequent  treatment  including  massage, 
and  is  safe,  if  the  temperature  is  prop- 
erly regulated,  to  meet  the  condition  pres- 
ent in  the  hand.  Heat  must  be  applied 
for  at  least  thirty  to  forty  minutes  to 


produce  the  desired  effect  and  it  is  fre- 
quently an  advantage  to  maintain  an 
elevation  of  temperature  around  these 
hands  for  several  hours  a day.  It  is  al- 
ways important  to  make  provision  for 
keeping  the  hands  warm  and  to  prevent 
exposure  to  cold. 

Trophic  changes  are  usually  present  to 
some  degree.  The  failure  of  an  adequate 
function  of  the  neurovascular  apparatus 
frequently  results  in  edema  and  disuse 
aggravates  this.  The  most  serious  result 
is  the  tendency  to  the  formation  of  fibrous 
adhesions.  The  multiple  small  joints  of 
the  hands  and  fingers,  the  long  tendons 
of  the  extrinsic  muscles,  and  the  close- 
ness of  skin  to  the  underlying  bone,  make 
the  hand  particularly  prone  to  this  type  of 
limitation  of  movement. 

Massage  is  given  following  the  applica- 
tion of  heat  but  it  frequently  fails  of  its 
purpose  because  it  is  not  applied  with  a 
definite  objective  in  view.  Superficial 
and  deep-stroking  massage  carried  well 
up  the  arm  will  increase  the  value  of  heat 
in  securing  a more  normal  vasomotor 
control.  The  decrease  in  edema  and  a 
more  active  color  response  to  a change 
in  position  are  clinical  signs  of  this  im- 
provement. Friction  should  be  given 
gently  as  its  purpose  is  to  prevent  adhe- 
sion formation  between  the  layers  of 
tissue  and  to  gradually  stretch  and 
lengthen  adhesions  already  formed.  It 
should  be  given  in  the  region  of  the 
joints,  working  around  the  capsule  and 
ligament,  and  along  the  course  of  the 
tendons.  The  skin  of  the  fingers  should 
receive  attention  to  prevent  fixation  to 
the  underlying  structures.  Other  types  of 
massage  are  not  indicated  in  this  type 
of  hand  condition. 

Passive  movement  must  be  considered, 
particularly  when  active  movement  is  not 
possible.  Mennell’s3  division  of  passive 
movement  into  relaxed  or  free  movement, 
and  forced  movement,  seems  of  funda- 
mental importance.  Free  passive  move- 
ment is  a useful  procedure  and  is  helpful 
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in  determining  the  success  of  efforts  to 
maintain  the  mobility  of  the  joints. 

Under  the  above  program,  the  muscles 
will  share  with  the  other  soft  tissue  in 
the  benefits  to  be  derived  from  the  at- 
tempt to  reduce  the  effects  of  trophic 
changes  and  muscle  atrophy  will  be  re- 
duced to  a minimum.  But  the  muscles 
must  also  be  provided  with  support  and 
rest.  In  the  early  stages  of  recovery, 
this  is  more  important  than  exercise. 
When  all  the  muscles  of  the  hand  are 
involved,  the  position  of  rest  is  the  posi- 
tion of  writing,  with  the  fourth  and  fifth 
fingers  slightly  abducted.  This  position 
has  been  well  described  by  Kanavel4  as 
“the  position  of  function/’  and  its  im- 
portance cannot  be  overemphasized. 

The  problem  of  muscle  development 
involves  two  factors — strength  and  coor- 
dination. Coordination  is  unusually 
important  in  the  development  of  a useful 
hand.  In  general  the  extrinsic  muscles 
supply  the  strength  of  the  hand  and 
the  intrinsic  muscles,  the  coordination. 
The  latter  are  a more  difficult  group  to 
train  and  require  special  attention. 
McNamara5  has  recorded  a detailed  study 
of  these  muscles  which  repays  reading. 

The  thumb  is  the  most  important  unit 
of  the  hand.  The  simple  movements  of 
flexion  and  extension  occur  at  the  inter- 
phalangeal  joint  which  is  controlled  by 
the  long  flexor  and  extensor  pollicis,  and 
the  metacarpal  phalangeal  joint,  which  is 
moved  by  the  flexor  pollicis  brevis  and 
the  extensor  pollicis  brevis.  These 
movements  of  extension  and  flexion  are 
the  main  movements  of  these  two  joints. 
The  other  movements  of  the  thumb  are 
carried  out  mainly  at  the  carpometacarpal 
joint.  The  simple  one  of  adduction  is 
carried  out  by  the  adductor  pollicis  which 
is  a relatively  powerful  intrinsic  muscle 
and  adducts  the  thumb  in  the  plane  of 
the  palm.  The  abductor  pollicis  longus 
produces  abduction  in  the  plane  of  the 
palm  and  the  abductor  pollicis  brevis  at 
right  angles  to  it. 

The  other  movement  which  can  be  per- 
formed separately  is  rotation  at  this  joint. 
It  is  performed  mainly  by  the  opponens 
muscle  and  is  one  of  the  most  difficult 
movements  of  the  thumb  to  reacquire. 
The  frequent  failure  of  the  opponens 
muscle  to  develop  as  rapidly  as  the  re- 
mainder of  the  thenar  group  is  due  to 


lack  of  effort  directed  towards  the  devel- 
opment of  this  particular  rotation  move- 
ment. 

Opposition  of  the  thumb  to  the  fingers 
is  a complicated  movement  in  which  sev- 
eral muscles  take  part.  McNamara5  states 
that  it  involves : 

1.  Abduction  from  the  plane  of  the  palm 
by  the  intrinsic  abductor. 

2.  Rotation  so  that  the  pad  of  the  terminal 
phalanx  and  not  the  ulnar  margin  comes 
in  contact  with  the  tips  of  the  other  digits. 

3.  Flexion  of  the  metacarpophalangeal 
joint. 

4.  Action  of  the  abductor  in  sweeping 
the  thumb  across  the  palm. 

It  is  thus  a movement  involving 
coordination  between  several  muscles  and 
is  not  the  result  of  action  of  the  opponens 
muscle  alone. 

Exercises  aimed  at  the  development  of 
the  muscles  of  the  thumb  are  best  carried 
out  halfway  between  supination  and  pro- 
nation with  the  forearm  lying  on  its 
ulnar  side. 

The  movement  of  the  interphalangeal 
and  the  metacarpal  phalangeal  joints 
should  be  given  both  separately  and  com- 
bined. Adduction  and  abduction  of  the 
thumb  in  the  plane  of  the  palm  should  be 
carried  out  as  well  as  abduction  at  various 
angles  from  the  palm.  A rotation  move- 
ment with  the  thumb  in  an  extended  posi- 
tion should  be  practiced.  Finally  the 
combined  coordinated  movement  of  op- 
posing the  thumb  to  the  tips  of  the  fingers 
should  be  given.  Drawing  the  thumb 
toward  the  fifth  finger  over  the  flexed 
fingers  is  useful.  If  special  attention 
is  not  given  to  the  development  of  all 
these  muscle  groups,  it  will  often  be 
found  that  an  incomplete  recovery  has 
occurred  with  one  or  another  group  fail- 
ing to  develop.  The  opponens  muscle 
frequently  shows  this  failure. 

The  problem  involved  in  redevelopment 
of  the  finger  muscles  is  similar,  but  is 
less  complicated.  The  flexion  and  ex- 
tension of  distal  and  proximal  inter- 
phalangeal joints  are  carried  out  by  the 
long  flexor  and  short  extensor  muscles 
respectively.  The  lumbricales  exert  a 
more  powerful  action  on  these  joints 
than  the  extrinsic  extensors  and  for  prac- 
tical purposes  the  latter  can  be  ignored. 
The  extrinsic  flexors  are  powerful  muscles 
and  require  exercise  for  development  of 
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strength.  The  movements  of  these  joints 
can  be  carried  out  by  supporting  the 
metacarpal  phalangeal  joints  in  extension. 

The  metacarpal  phalangeal  joints  are 
mainly  under  the  control  of  the  intrinsic 
muscles.  The  exception  to  this  rule  is 
the  extensor  digitorum  communis  which 
act  powerfully  to  extend  the  joints. 
Flexion  is  carried  out  by  the  lumbricales. 
The  best  movement  for  the  development 
of  flexors  and  extensors  is  carried  out 
with  the  fingers  straight,  i.e.,  inter- 
phalangeal  joints  in  the  position  of  exten- 
sion. 

Three  sets  of  movements  are  necessary, 
therefore,  for  the  development  of  flexors 
and  extensors  of  the  fingers.  One  is  the 
flexion  and  the  extension  of  the  inter- 
phalangeal  joints  with  the  metacarpal 
phalangeal  joint  held  in  extension.  The 
second  is  flexion  and  extension  of  the  lat- 
ter joint,  with  the  former  held  in  exten- 
sion. Additional  coordinated  movement 
should  be  given  in  which  all  three  joints 
participate,  so  that  the  separate  groups  of 
muscles  learn  to  act  in  a coordinated 
manner.  If  the  above  routine  is  not  fol- 
lowed, good  flexion  and  extension  of  the 
interphalangeal  joints  may  be  possible 
but  the  metacarpal  phalangeal  joints  fre- 
quently will  be  found  to  be  very  stiff. 

Exercises  for  the  flexion  and  extension 
of  the  fingers  can  be  given  with  the  hand 
on  the  ulnar  side  in  the  position  described 
for  exercise  of  the  thumb. 

Adduction  and  abduction  are  move- 
ments of  the  metacarpal  phalangeal  joint 
which  are  frequently  overlooked.  These 
movements  can  be  considered  to  occur 
from  a line  drawn  through  the  center  of 
the  third  finger.  The  dorsal  interossii 
produce  abduction  of  the  fingers  from  this 
line ; the  palmar  interossii  produce  adduc- 
tion. These  actions  are  reinforced  by 
the  long  extensors  and  long  flexors  re- 
spectively. If  the  action  of  the  inter- 
ossii muscle  is  lost,  the  movements  can 
be  carried  out  but  they  are  relatively 
weak  and  poorly  coordinated. 

Exercises  for  development  of  these 
muscles  can  be  carried  out  with  the  hand 
lying  palm  downward  on  a smooth  board. 
Instruct  the  patient  to  abduct  and  adduct 
respectively  with  the  third  finger  at  rest. 

The  above  described  exercises  are  nec- 
essary as  long  as  assisted  movement  is 
indicated  and  are  particularly  important 


in  the  development  of  coordination. 
When  the  patient  has  progressed  to  the 
point  where  assisted  movement  is  no 
longer  necessary,  better  results  will 
be  obtained  with  work  which  requires 
coordinated  movement.  Simple  occu- 
pational exercises  include  squeezing 
sponges,  rubber  balls,  the  use  of  molding 
clay,  picking  up  of  various  objects  and 
painting.  Later  the  use  of  typewriter, 
screw  driver,  various  types  of  repair 
work,  sand  papering,  knitting,  sewing, 
and  similar  movements  are  useful. 

The  majority  of  patients  with  this  type 
of  paralysis  of  the  hand  muscles  do  not 
show  complete  involvement  of  all  the 
muscles.  Recovery  is  seldom  uniform 
and  it  is,  therefore,  frequently  necessary 
to  pay  attention  exclusively  to  weak 
muscles  and  to  ignore  the  stronger  ones. 
At  times  it  is  necessary  to  intentionally 
splint  strong  opposing  muscles  to  the 
point  of  causing  disuse  atrophy.  Har- 
mer6  has  stressed  the  importance  of  the 
avoidance  of  the  use  of  antagonist  muscles 
after  the  nerve  and  tendon  suture,  and 
recommends  early  active  movement  of 
the  affected  muscles.  This  principle 
should  be  followed  in  regard  to  the  mus- 
cles which  exhibit  a greater  degree  of 
paresis  or  a failure  to  recover  as  rapidly 
as  their  opponents. 

Electric  stimulation  with  galvanic  or 
faradic  current  is  occasionally  of  value. 
The  technic  of  application  to  the  intrinsic 
muscles  of  the  hands  is  difficult  and  has 
a more  limited  field  of  usefulness  than  for 
other  muscles  of  the  body. 

Upper  Motor  Neurone  Lesions 

The  hand  is  usually  involved  in  hemi- 
plegia and  other  types  of  upper  neurone 
lesion.  The  recovery  of  hand  function 
and  particularly  of  coordinated  move- 
ment is  very  difficult.  In  selected  pa- 
tients who  are  cooperative,  treatment 
should  be  started  as  soon  as  signs  of  re- 
covery are  noted. 

When  active  treatment  is  started,  the 
first  point  to  be  considered  is  the  degree 
of  spasticity  present.  This  is  variable 
and,  if  severe,  a good  result  will  not  be 
obtained.  Training  in  relaxation  is  nec- 
essary. Heat  is  valuable  in  assisting  the 
relaxation  of  muscles. 

Assisted  movement  is  always  necessary 
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at  first.  It  is  valuable  in  retraining  the 
patient  in  control.  The  patient  needs 
training  both  in  the  sensation  and  per- 
formance of  movement.  Overeffort  is 
to  be  avoided  and  a little  movement  by 
the  patient  without  spasm  is  better  than 
an  effort  which  results  in  the  contraction 
of  unrelated  muscles.  Overaction  of  the 
flexor  muscles  is  to  be  avoided.  The  pa- 
tient must  be  instructed  to  carry  out  the 
movements  as  frequently  as  possible  with 
relaxation  and  it  is  better  to  train  some 
member  of  the  family  to  assist  him  than 
to  attempt  to  have  the  technician  carry 
out  all  the  treatment.  Assisted  exercises 
should  be  given  for  all  muscle  groups  of 
the  hands  and  should  be  continued  until 
such  time  as  the  patient  can  carry  out  a 
little  movement  of  each  joint  accurately 
with  little  tendency  to  spasm.  Occupa- 
tional therapy,  under  the  supervision  of 
some  one  who  understands  the  problem, 
is  particularly  valuable  for  the  later  stages 
of  development. 

Massage  of  light  stroking  type  is  of 
some  value  in  producing  relaxation  when 
the  patient  is  having  difficulty.  Massage 
has  little  other  value  in  the  treatment  of 
this  condition.  Passive  movement  is  of 
little  value  and  electrical  stimulation  in 
the  presence  of  any  degree  of  spasm  is 
contraindicated. 

Hand  Injuries  Due  To  Compression 

This  hand  condition  is  seen  in  women 
following  injury  with  an  electric  clothes 
wringer,  and  occasionally  in  men  after 
industrial  accidents  of  a similar  nature. 
If  complicated  by  laceration  or  fracture, 
adequate  surgical  care  is  necessary.  If 
no  laceration  occurs,  and  x-ray  is  nega- 
tive for  fracture,  the  hand  is  frequently 
badly  neglected.  Regardless  of  the  above 
complications,  these  injuries  are  primarily 
soft  tissue  injuries  and  are  serious. 

The  first-aid  care  usually  received  is 
poor.  The  hand  frequently  is  plunged 
into  a basin  or  pail  of  hot  water  in  a de- 
pendent position.  This  promptly  in- 
creases the  hemorrhage  and  edema.  The 
hand  should  be  elevated  and  cold  applica- 
tions applied.  Under  the  latter  treatment, 
swelling  will  be  reduced  to  a minimum. 
Splints  should  be  applied  and  the  hand 
put  in  the  position  of  rest.  Any  constric- 
tion should  be  carefully  avoided  and  the 


elevated  position  either  in  a sling  or 
pillow  should  be  continued. 

At  the  end  of  forty-eight  hours,  active 
treatment  can  be  undertaken.  Heat  can 
be  applied  and  radiant  heat  and  light, 
or  a paraffin  bath  are  satisfactory.  Either 
can  be  repeated  two  or  three  times  a day 
and  should  be  followed  by  massage. 
Light  and  deep  stroking  massage  is  satis- 
factory and  should  be  given  carefully. 
Frequently  light  stroking  massage  is  all 
that  will  be  tolerated  over  the  area  of 
greatest  injury.  Around  this  area,  deep 
stroking  massage  will  be  tolerated  and 
will  be  beneficial.  It  should  be  carried 
up  well  over  the  forearm  and  special  at- 
tention should  be  given  to  the  palmar 
spaces  and  the  ligaments  in  the  region  of 
the  wrist.  The  dorsum  of  the  hand  may 
appear  more  alarming  but  fixation  of  the 
palmar  tendons  and  damage  to  the  in- 
trinsic muscles  is  more  serious.  The 
fingers  require  special  attention  particu- 
larly in  the  region  of  the  joints. 

Active  movement  up  to  the  point  of 
causing  pain  is  indicated.  Care  should  be 
taken  that  all  joints  are  moved  and  so 
far  as  possible,  that  all  muscles  participate 
in  the  movement.  The  exercises  outlined 
under  Group  I are  suitable. 

The  patient  must  be  instructed  and 
trained  to  carry  out  these  movements  for 
himself.  They  should  be  repeated  at 
regular  intervals,  six  to  eight  times  a day, 
preferably  with  the  arm  well  elevated. 
The  necessity  for  early  active  movement 
must  be  stressed.  It  need  not  be  carried 
to  the  point  of  causing  pain  but  should  be 
insisted  upon.  Late  treatment  is  time- 
consuming  and  not  as  productive  of  satis- 
factory results  as  a small  amount  of  early 
treatment.  Resisted  movement  is  fre- 
quently valuable.  It  is  useful  for  patients 
who  are  afraid  of  pain.  The  use  of  re- 
sisted movement  will  induce  them  to 
undertake  more  active  movement  and 
some  member  of  the  family  can  be  in- 
structed in  the  application. 

Obstructive  Edema  of  the  Hand 

This  occurs  from  obstruction  of  lym- 
phatic or  venous  return  from  a variety  of 
causes,  and  particularly  from  injuries  and 
lesions  involving  the  elbow  and  shoulder. 
There  is  evidence  of  an  associated  com- 
pression of  the  nerves.  If  neglected,  it 


840 


G.  G.  MARTIN 


[N.  Y.  State  J.  M. 


results  in  stiffness  of  some  of  the  joints 
of  the  fingers  or  hand  and  is  very  re- 
sistive to  treatment.  It  is  frequently 
neglected  because  attention  is  focused  on 
the  cause  of  the  obstruction  and  the  serh 
ousness  of  the  involvement  of  the  hand  is 
overlooked.  Some  active  measures  should 
be  taken  to  prevent  the  stiffness  of  the 
hand.  Elevation  and  the  avoidance  of 
constricting  bands  are  important. 

The  use  of  radiant  heat  and  light,  with 
radiation  of  the  whole  arm,  and  the  ante- 
rior and  posterior  chest,  is  of  value  in 
opening  up  the  superficial  channels.  The 
application  of  heat  should  be  prolonged 
for  a considerable  part  of  the  day. 

Massage  should  be  given  for  as  much 
of  the  arm  as  is  available  for  treatment. 
Deep-stroking  massage  carried  from  the 
finger  tips  well  up  the  arm  may  be 
followed  by  kneading,  particularly  of  the 
large  muscles  of  the  forearm.  Friction 
and  passive  movement  may  be  added  par- 
ticularly to  the  fingers  and  hands  in  the 
same  manner  as  that  noted  under  Group  I. 

When  the  edema  has  been  reduced  with 
heat  and  massage,  active  exercise  should 
be  given.  Preferably  this  should  be  car- 
ried out  with  the  forearm  elevated  on 
a pillow.  Exercises  should  be  given  as 
resisted  exercise,  and  squeezing  type  of 
movements  are  particularly  valuable.  It 
is  necessary  to  see  that  all  movements  are 


carried  out  and  exercises  should  be  re- 
peated at  regular  intervals,  several  times 
a day.  If  active  movement  is  carried 
out  properly,  passive  movement  is  seldom 
necessary. 

Summary 

1.  A system  of  exercises  for  the  hand 
muscles  based  on  an  anatomical  consider- 
ation of  joint  movement  is  presented. 

2.  Lower  motor  neurone  paralysis  of 
the  hand  muscles  is  discussed,  including 
treatment  of  trophic  and  motor  changes. 

3.  Upper  motor  neurone  lesions  are 
similarly  discussed. 

4.  Treatment  of  compression  injuries 
is  discussed  with  emphasis  on  the  neces- 
sity of  early  treatment. 

5.  Obstructive  edema  is  considered  and 
the  necessity  of  active  treatment  in  addi- 
tion to  the  treatment  of  the  causative 
lesion  is  stressed. 

6 University  Ave. 
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MERCY  KILLING  DE  LUXE 


Advocates  of  euthanasia  have  formed  an 
American  group  with  a membership  im- 
pressive for  its  respectability  and  eminence. 
It  calls  itself  the  National  Society  for  the 
Legalization  of  Euthanasia.  On  its  advis- 
ory board  are  such  prominent  Englishmen 
as  Havelock  Ellis,  Julian  Huxley,  the  Earl 
of  Listowel  and  H.  G.  Wells. 

The  founder  of  this  outfit  says  that  the 
group  expects  bitter  opposition  from  medi- 
cal men,  who  “may  bring  up  their  Hippo- 
cratic oath  (dated  400  B.  C.).”  He  also 
says : “But  common  men  and  women,  faced 
with  the  practical  problems  of  whether  or 
not  they  will  let  their  loved  ones  suffer  tor- 
ment for  months  before  death,  will  cut 
through  all  this  ancient  red  tape  and  some- 
how make  it  possible  to  do  the  decent  and 
right  thing.” 

“Most  of  the  arguments  against  eu- 
thanasia are  founded  on  emotion  rather 
than  reason.”  We  suppose,  remarks  the 


Medical  World,  that  no  emotion  will  enter 
into  the  contemplation  of  wealthy  aunts  and 
dependent  mothers-in-law,  nor  into  any 
machinations  to  bump  them  off.  We  sup- 
pose, indeed,  that  no  emotion  enters  into  the 
ideas  and  efforts  and  utterances  of  this 
much  irked  group. 

As  to  the  mere  age  of  our  Hippocratic 
oath  serving  to  discredit  and  nullify  it,  isn't 
this  dangerous  boomerang  logic?  The  Ser- 
mon on  the  Mount  itself  is  practically  as 
old,  with  all  its  “ancient  red  tape,”  to  wit: 
Ye  have  heard  that  it  was  said  by  them  of 
old  time,  Thou  shalt  not  kill;  and  whoso- 
ever shall  kill  shall  be  in  danger  of  the 
judgment.  By  the  same  token  one  could 
sever  oneself  from  all  sorts  of  religious  obli- 
gations, faiths  and  creeds.  Should  we  do 
this?  If  we  are  really  sincere  and  prepared 
to  take  such  steps  why  not  be  honest  and  call 
our  group  the  National  Society  for  Cultural 
Murder? 
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Bitemporal  hemianopsia,  indicating  a 
lesion  of  the  optic  chiasm,  has  very  in- 
frequently been  reported  to  follow  cere- 
bral concussion.  As  late  as  1935,  Tra- 
quair,  Dott,  and  Russell11  were  able  to 
collect  only  twenty-seven  authentic  cases, 
to  which  three  of  their  own  were  added. 
We  have  had  the  privilege  of  studying 
two  patients  with  chiasmal  lesions  follow- 
ing head  injuries,  and  since  our  concep- 
tion of  the  underlying  pathology  does 
not  conform  with  that  of  most  writers,  it 
would  appear  that  our  observations  might 
be  of  sufficient  interest  to  record. 

Case  1.  (Seen  through  the  courtesy  of 
Dr.  Albert  Greene)  C.  M.,  a thirty-three 
year  old  steeplejack,  fell  approximately  fifty 
feet  and  was  admitted  to  the  hospital  im- 
mediately (August  13,  1935).  He  was 
unconscious  and  was  bleeding  from  the 
mouth,  nose,  and  left  ear.  The  right  pupil 
was  contracted,  the  left  dilated,  and  neither 
reacted  to  light.  Marked  edema  and  ecchy- 
mosis  of  the  left  orbit  and  left  subconjunctiva 
were  observed.  The  deep  reflexes  were  not 
obtainable.  The  temperature  was  99.6, 
pulse  112,  and  respirations  forty;  blood  pres- 
sure was  160/50.  The  coma  gradually 
lightened  and  after  thirty-six  to  forty-eight 
hours  he  became  responsive.  Drowsiness 
and  disorientation  persisted  for  the  next 
four  or  five  days,  after  which  his  mind 
became  quite  clear.  The  temperature,  pulse, 
and  respirations  then  returned  to  normal ; 
the  blood  pressure  has  since  remained 
about  120/60. 

Polyuria  and  polydipsia  appeared  soon 
after  the  accident  and  persisted  for  several 
months. 

X-rays  of  the  skull,  (Fig.  1 and  2)  dis- 
closed a vertical  line  of  fracture  in  the  left 
frontal  region  approximately  five  cm.  long. 
A shorter  horizontal  crack  was  demonstra- 
ble running  above  the  left  orbital  ridge.  No 
fracture  of  the  base  of  the  skull  was  seen. 
There  was  a fracture  of  the  left  clavicle  and 
scapula,  and  of  the  third,  fourth,  fifth,  and 
eighth  ribs  on  the  left  side. 

Soon  after  regaining  consciousness  he 


complained  of  blurred  vision  and  diplopia. 
For  some  days  objects  appeared  to  have  no 
color.  Rough  testing  disclosed  a bitemporal 
hemianopsia.  The  vision  in  the  left  eye 
was  much  weaker  than  that  in  the  right. 
Gradually  the  sight  improved,  and  at  the 
end  of  three  or  four  weeks  he  could  dis- 
tinguish colors. 

Perimetric  examination  of  the  visual 
fields  (Fig.  3)  by  Dr.  Greene  two  months 
after  the  accident,  revealed  a bitemporal 
hemianopsia.  There  was,  in  addition,  some 
involvement  of  both  lower  nasal  quadrants 
and  of  the  upper  nasal  quadrant  on  the 
left. 

The  fixation  point  was  transected  on 
the  left,  while  on  the  right  it  was  spared 
by  two  or  three  degrees.  Two  small  islands 
of  vision  were  discovered  in  the  right  lower 
temporal  quadrant.  The  visual  acuity  was 
20/15  on  the  right  and  20/70  on  the  left. 

Examinations  at  frequent  intervals  during 
the  past  twenty  months  have  disclosed  some 
widening  of  the  visual  fields  (Fig.  4). 
Vision  in  the  left  eye  has  markedly  im- 
proved and  has  been  determined  to  be  20/40, 
and  on  one  occasion,  20/30.  The  small 
islands  of  vision  in  the  right  lower  temporal 
quadrant  persisted  about  four  months  and 
then  disappeared. 

The  optic  discs  are  rather  pale.  They 
are  not  edematous  and  their  margins  are 
clear-cut.  The  retinal  vessels  are  not  re- 
markable. The  left  pupil  remains  dilated 
and  reacts  slowly  to  light  and  on  accommoda- 
tion. 

The  right  pupil  reacts  normally.  Wer- 
nicke’s hemianoptic  pupillary  reaction  is 
not  demonstrable  in  either  eye.  The  ex- 
traocular movements  are  normal  and  there 
is  no  nystagmus. 

The  patient’s  general  condition  is  now 
excellent;  he  has  no  headaches  nor  vertigo. 
Occasionally,  for  periods  of  six  to  twelve 
hours,  polyuria  and  polydipsia  return,  but 
these  attacks  are  becoming  less  frequent. 
Before  the  accident,  he  weighed  155  pounds. 
During  his  illness  he  lost  thirty  pounds  but 
now  weighs  165  pounds.  There  has  been 
no  abnormal  drowsiness.  He  has  returned 
to  work. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  Nezv  York, 

Rochester,  May  25, 1937 


841 


842 


ELD  RIDGE  H.  CAMPBELL  AND  EDGAR  WHITE 


[Volume  38 


Fig.  1.  Lateral  x-ray  showing  fracture  lines 
in  left  frontal  bone.  (Case  1) 


Fig.  2.  Posteroanterior  x-ray  showing  lines 
of  fracture  in  left  frontal  bone.  (Case  1) 


Case  2.  (Seen  through  the  courtesy  of 
Dr.  A.  B.  Van  Loon)  vV.  P.,  a forty -two 
year  old  white  man,  was  injured  in  an  auto- 
mobile accident  (March  12,  1936)  and 
brought  at  once  to  the  hospital.  He  was 
comatose  for  approximately  twelve  hours. 
There  was  a long  laceration  of  the  forehead. 
The  stupor  gradually  lessened  but  for  several 
days  was  followed  by  restlessness  and  dis- 
orientation. X-rays  of  the  skull  disclosed 
several  meridional  lines  of  fracture  radiating 
from  the  frontal  region.  No  basilar  fracture 
was  demonstrable  (Fig.  5-7).  For  some 
months  after  the  injury  he  was  irritable, 
somewhat  dispirited,  and  difficult  to  get  along 
with.  Gradually,  during  the  last  few  months, 
these  symptoms  have  disappeared. 

As  soon  as  consciousness  was  regained, 
he  complained  of  dimness  of  vision  and 
diplopia.  Rough  testing  disclosed  a com- 
plete bitemporal  hemianopsia.  Two  weeks 
later  this  finding  was  confirmed  by  Dr.  Pres- 
cott Brown’s  perimetric  examination  (Fig 
8).  Wernicke’s  hemianoptic  pupillary  reac- 
tion was  demonstrable  in  each  eye.  The 
visual  acuity  was  10/100  in  the  right  eye 
and  5/100  in  the  left.  The  external  rectus 
muscle  was  partially  paralysed.  Macular 
vision  was  spared  in  the  right  eye,  while 
in  the  left,  the  line  cut  through  the  fixation 
point.  The  optic  discs  were  each  quite  pale 
and  there  was  some  loss  of  outline.  Four- 
teen months  after  the  accident  the  visual 
acuity  had  improved  until  it  was  20/30  in 
the  left  eye  and  20/40  in  the  right.  Peri- 
metric field  tests  (Fig.  9)  then  disclosed 
some  filling  out  of  the  upper  temporal  field 
of  each  eye,  particularly  the  left. 

For  some  time  after  the  accident  there 
was  moderate  polydipsia  and  polyuria, . but 
this  has  entirely  ceased.  He  has  gained 
forty  pounds  in  weight,  and  is  inclined  to 
fall  asleep  a little  more  readily  than  before 
the  accident.  The  diplopia  has  almost  en- 
tirely disappeared  and  he  has  no  headaches 
or  other  complaints.  The  libido  has  some- 
what diminished.  He  is  able  to  carry  on 
his  business. 


Fig.  3.  Visual  fields  (By 
Dr.  Greene)  two  months  after 
injury  showing  bitemporal 
hemianopsia  with  sparing  of 
macular  vision  on  right,  and 
two  small  islands  of  vision 
in  right  lower  temporal  quad- 
rant. Test  object,  White, 
5/330.  (Case  1) 
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Discussion 

It  is  indeed  strange,  that  despite  the 
great  number  of  head  injuries  which  have 
occurred  during  and  since  the  war,  so  few 
instances  of  trauma  to  the  chiasm  have 
been  recorded.  Several  authors,  in  com- 
menting upon  this  fact,  have  suggested 
that  the  condition  must  have  been  over- 
looked. With  this  point  we  are  inclined 
to  agree,  although  it  must  be  admitted  that 
this  complication  is,  to  say  the  least,  un- 
usual. 

The  principal  features  of  the  syndrome 
have  been  ably  summarized  by  Traquair, 
Dott,  and  Russell.11  In  general,  the  in- 
jury has  been  a violent  one,  most  often  in 
the  frontal  region.  The  subsequent  dura- 
tion of  unconsciousness  has  varied  from  a 
few  hours  to  several  days.  As  might 
have  been  expected,  the  majority  of  pa- 
tients showed  signs  of  other  brain  injury. 
Cranial  nerve  palsies,  particularly  of 
the  olfactory,  oculomotor,  and  abducens 
nerves  occurred  frequently.  Subsequent 
adiposity  and  diabetes  insipidus,  indicat- 
ing damage  of  the  hypothalamic  mechan- 
ism were  observed  on  several  occasions. 

Visual  changes:  In  most  instances,  the 
extent  of  the  bitemporal  hemianopsia  and 
of  the  loss  of  visual  acuity  have  been 
maximal  when  first  observed.  Some  pal- 
lor of  the  optic  discs  has  usually  followed. 
Wernicke’s  hemianoptic  pupillary  reaction 
was  observed  in  many  instances.  Vary- 
ing degrees  of  recovery  have  been  the 
rule.  Behr’s1  patient,  who  had  a bitem- 
poral hemianopsia  with  sparing  of  the  ma- 
cular fibers,  gradually  improved  until 
eventually  the  visual  fields  had  completely 
filled  out  and  the  acuity  had  become 
normal.  Usually,  however,  the  recovery 
has  been  far  from  complete,  leaving  be- 


Fig.  5.  Lateral  x-ray  of  skull  showing  exten- 
sive comminuted  fracture  in  frontal  region. 
(Case  2) 


Fig.  6.  Posteroanterior  x-ray  showing  meri- 
dional lines  radiating  from  comminuted  fracture 
in  frontal  bone.  (Case  2) 


Fig.  4.  Visual  fields  twenty 
months  after  injury  showing 
some  improvement.  Note  that 
two  small  islands  of  vision 
in  right  lower  temporal  quad- 
rant have  disappeared.  Test 
objects,  White,  10/330,  5/330, 
and  2/330.  (Case  1) 
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hind  permanent  visual  defects.  In  one  or 
two  instances,  the  visual  loss  has  actually 
been  progressive,  as  in  the  cases  reported 
by  Peretti8  and  by  Du  four  and  Gonin.4 
In  both  of  our  patients,  there  has  been 
definite  widening  of  the  fields  and  such 
marked  improvement  in  the  visual  acuity 
that  they  were  able  to  return  to  work. 

Pathology:  Since  none  of  these  patients 
has  come  to  autopsy,  or  has,  until  recently, 
been  operated  upon,  the  nature  of  the 
lesion  has  remained  a matter  of  conjec- 
ture, albeit  a most  interesting  one.  It 


slowly,  while  those  observed  in  these  pa 
tients  will  appear  immediately  following 
the  accident. 

Terrien,10  and  particularly  Traquair 
and  his  associates,11  have  advanced  the 
idea  that  the  chiasmal  damage  was 
brought  about  through  rupture  of  its 
nutrient  blood  vessels.  The  blood  supply 
of  the  chiasm  is  derived  through  several 
small  branches  of  the  anterior  cerebral, 
the  internal  carotid,  the  anterior  and  pos- 
terior communicating,  and  even  of  the 
middle  cerebral  arteries.  Local  vascular 


Fig.  7.  X-rays  showing  no  evidence  of  fracture  traversing  either  optic  foramen. 

(Case  2) 


seems  likely  that  the  actual  mechanism 
may  not  be  the  same  in  all  cases. 

That  a splinter  of  bone  or  a fracture 
which  traversed  the  optic  groove  caused 
the  damage  was  suggested  by  earlier  writ- 
ers. Against  this  assumption  was  held 
the  fact  that  neither  such  change  was 
roentgenologically  demonstrable  in  several 
cases.  Furthermore,  it  was  recalled  that 
the  optic  chiasm  actually  lay  above  and 
behind  the  optic  groove  and  was  separated 
from  the  bone  by  several  millimeters  of 
cysternal  fluid.  On  the  other  hand,  it  is 
well-recognized  that  many  fractures  of 
the  base  of  the  skull  are  not  readily 
shown  by  the  roentgenogram.  Recently, 
Fincher5  observed  a small  scale  of  bone 
driven  into  an  optic  nerve  by  a head 
injury.  The  fragment  had  not  been 
demonstrable  in  the  x-ray.  This  theory, 
therefore,  cannot  be  entirely  discarded  and 
will  be  referred  to  subsequently. 

Constriction  of  the  chiasm  by  a post- 
traumatic  arachnoiditis  is  theoretically 
possible,  but  does  not  fit  in  this  clinical 
picture.  Such  changes  would  take  place 


accidents  resulting  in  ischemia  or  small 
hematomas  might  well  account  for  the 
damage  of  the  crossing  fibers. 

If  the  lesion  is  due  to  the  chance  rup- 
ture of  one  or  more  of  these  tiny  vessels, 
it  is  indeed  curious  that  those  supplying 
the  macular  fibers  are  generally  spared 
while  those  in  the  anterior  part  of  the 
chiasm,  corresponding  with  the  inferior 
nasal  quadrants  of  the  retinae,  are  the 
first  affected. 

Coppez2  advanced  the  theory  (accepted 
by  Rand9)  that  the  chiasmal  lesion  is  a 
tear  brought  about  by  traction  through 
the  optic  nerves.  Liebrecht7  actually 
found  such  a lesion  in  the  chiasm  of  a 
patient  who  died  following  a head  injury.* 
In  further  support  of  his  theory,  Coppez 
was  able  to  demonstrate  on  the  cadaver 
that  a sagittal  fracture  through  the  center 
of  the  anterior  fossa  could  produce  such 
a chiasmal  lesion.  The  optic  nerves,  be- 


Since  this  paper  was  submitted,  a similar  case 
has  been  reported  by  C.  W.  Rand,  Bull.  Los 
Angeles  Neurol  Soc page  91,  June  1937. 
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Fig.  8.  Visual  fields  (by 
Dr.  Brown)  three  weeks  after 
injury  showing.  bitemporal 
hemianopsia  with  partial 
sparing  of  macular  vision  in 
right  eye.  Test  objects,  White 
and  Red,  5/330.  (Case  2) 


ing  anchored  at  the  optic  foramina,  were 
made  more  and  more  taut  as  the  width 
of  the  fracture  increased.  The  chiasm 
was  pulled  forward,  then  invariably  began 
to  tear  along  its  anterior  border.  Coppez 
considered  this  solution  adequate  to  ex- 
plain the  clinical  pictures  commonly  ob- 
served. It  would  account  for  the  fact 
that  the  fibers  in  the  anterior  chiasm  are 
apparently  the  first  affected,  and  further, 
that  the  macular  bundles  are  usually  pre- 
served. The  forward  displacement  of 
the  chiasm  might  produce  the  hypo- 
thalamic injury  which  is  often  associated. 
The  chief  objection  to  this  theory  has 
been  that  no  such  prerequisite  fracture 
has  been  customarily  demonstrable  in  the 
roentgenogram.  However,  Coppez  would 
explain  this  apparent  inconsistency  by  re- 
calling the  natural  elasticity  of  the  skull.6 
It  is  suggested  that  a momentary  increase 
in  the  transverse  diameter  of  the  skull, 
which,  because  of  its  violence  and  sud- 
denness, need  be  only  a few  millimeters 
to  tear  the  chiasm.  Perhaps,  after  all  the 
fact  that  most  of  these  lesions  have  ap- 
peared in  younger  people  with  more  re- 
silient skulls,  may  be  of  some  significance. 
Again  it  should  be  recalled  that  basilar 


fractures  are  frequently  not  demonstrable 
on  x-ray  examination. 

When  considered  in  the  light  of  our 
personal  experience  it  seems  possible  that 
this  theory  might  account  for  the  visual 
changes  in  our  first  patient  (Case  1) 
but  not  in  the  second  (Case  2).  In  the 
latter  the  extensive  recovery  of  the  right 
upper  temporal  quadrant,  in  the  presence 
of  very  little  improvement  in  the  lower 
temporal  field,  does  not  appear  consistent 
with  the  conception  that  the  lesion  is  due 
to  the  stretching  or  tearing  principally  of 
the  anteriormost  fibers  of  the  chiasm. 

One  final  possibility  remains  to  be  con- 
sidered, that  of  intrasellar  hematoma. 
Could  such  a collection  of  blood  distend 
the  diaphragm  sufficiently  to  compress  the 
chiasm?  The  answer  is  definitely  in  the 
affirmative.  The  most  important  contri- 
bution to  the  solution  of  this  problem  has 
come  from  Dr.  W.  P.  Van  Wagenen.12 
He  has  operated  upon  two  patients  with 
bitemporal  hemianopsia  following  head  in- 
juries and  has  successfully  evacuated 
hematomas  from  within  the  sella  in  each 
instance. 

It  is  indeed  fortunate  that  Dr.  Van 
Wagenen  and  Dr.  Garvey  are  in  the 


Fig.  9.  Visual  fields,  four- 
teen months  after  injury 
showing  definite  improve- 
ment in  both  eyes.  (Case  2.) 
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audience  and  can  give  us  the  details  of 
these  highly  important  cases. 

Traquair  and  his  associates11  pointed 
out  the  fact  that  not  infrequently  the 
visual  changes  both  appear  and  recede  in 
the  same  order  as  those  commonly  as- 
sociated with  pituitary  adenomas ; that 
is,  that  the  upper  temporal  fields  tend 
to  go  first,  the  lower  temporal  second, 
the  lower  nasal  third,  and  the  upper  nasal 
quadrants  last.  This  progression  of 
changes  was  not  definitely  observed  in 
our  two  patients.  In  Case  1,  the  areas  of 
temporal  vision  which  returned  were  so 
slight  as  to  be  inconclusive;  in  Case  2. 
on  the  contrary,  the  principal  recovery 
took  place  in  the  (right)  upper  quadrant 
and  much  less  in  the  (right)  lower 
temporal  quadrant.  There  has  been  no 
convincing  evidence,  such  an  enlargement 
or  erosion  of  the  sella  or  progressive  loss 
of  vision,  that  such  a lesion  was  the  cause 
of  the  chiasmal  damage  in  either  of  our 
patients.  In  both,  the  visual  acuity  and 
the  visual  fields  have  steadily  improved 
and  there  have  been  no  headaches,  nor 
have  subsequent  x-rays  (at  least  in  Case 
2)  disclosed  any  evidence  of  enlargement 
of  the  sella  turcica  or  atrophy  of  the  clin- 
oid  processes.  However,  this  by  no  means 
excludes  the  possibility  that  the  chiasmal 
damage  in  these  two  patients  was  not 
brought  about  through  intrasellar  hema- 
tomas, and  that  their  gradual  absorption 
was  responsible  for  the  visual  improve- 
ment which  occurred. 

An  interesting,  though  not  strictly  com- 
parable example  of  this  condition  has 


been  described  by  Dandy.1 2 3 4 5 6  The  patient 
had  had  previous  visual  disturbances  and 
was  known  to  have  a pituitary  tumor. 
Blindness  followed  severe  head  injury. 
At  operation  a huge  intrasellar  hematoma 
was  found  associated  with  a small 
chromophobe  adenoma  of  the  hypophysis. 

It  appears  likely,  therefore,  that  on  oc- 
casion the  bitemporal  field  defects  which 
follow  head  injuries  may  well  be  explained 
upon  the  basis  of  intrasellar  hematomas. 
It  cannot  be  denied  that  the  chiasm  may, 
in  some  instances,  be  injured  directly,  as 
by  a tear  or  an  intrinsic  vascular  accident. 
Although  visual  improvement  generally 
occurs,  as  it  fortunately  has  in  our  pa- 
tients, we  would  conclude  that  surgical 
exploration  of  the  optic  chiasm,  particu- 
larly if  the  visual  cases  be  progressive, 
should  be  seriously  considered  as  soon  as 
the  patient’s  condition  permits.  It  is  felt 
that  the  ultimate  visual  defects  might  be 
less  when  the  hematoma,  if  present,  is 
evacuated  early. 

Summary 

1.  Two  cases  of  bitemporal  hemian- 
opsia following  head  injury  are  reported. 

2.  The  theories  regarding  the  possible 
nature  of  the  chiasmal  lesion  are  dis- 
cussed. 

3.  It  is  concluded  that  since,  at  least  in 
certain  instances,  intrasellar  hematomas 
have  been  present,  early  surgical  explora- 
tion of  the  optic  chiasm  is  sometimes 
indicated. 

32  Willett  St. 
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Discussion 


Dr.  Conrad  Berens,  New  York  City — 
The  question  of  the  cause  of  bitemporal 
hemianopia  in  severe  cerebral  trauma  is  a 
most  important  one.  However,  because  of 
the  way  in  which  the  nerve  fibers  of  both 
eyes  spread  out  into  the  chiasm  it  seems  to 


me  that  each  case  must  be  studied  individ- 
ually. 

In  most  of  these  cases  one  must  seriously 
consider  the  question  of  laceration  or  other 
traumatic  injuries  to  the  chiasm  as  well  as 
the  resulting  edema  of  the  surrounding  tis- 
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Fig.  1.  Bitemporal  hemia- 
nopia  following  cranial  in- 
jury. Visual  field  for  form 
of  right  eye  using  three  mm. 
test  object:  March  6,  1931, 

— . — ; October  20  . 

Visual  field  for  light  of  left 

eye:  March  13,  1931,  ; 

August  7 . 


L.  E.  R.E. 


sues  in  addition  to  the  question  of  compres- 
sion by  a hematoma. 

In  a case  observed  by  me,  (details  of 
which  are  given  below)  through  the  courtesy 
of  Dr.  Bryon  Stookey,  we  concluded  that 
because  of  the  final  gradual  improvement 
in  vision,  hemorrhage  and  edema  had  played 
some  part  in  the  bitemporal  hemianopia. 
However,  we  were  convinced  that  actual 
destruction  or  compression  of  the  nerve 
fibers  of  the  chiasm  were  the  most  important 
factors  in  the  picture. 

N.S.,  female,  married,  was  examined  on  De- 
cember 13,  1930.  The  following  diagnoses  were 
made:  Bitemporal  hemianopia,  contusion  of  eye- 
ball, right  eye ; rupture  of  the  choroid ; hemor- 
rhages in  vitreous;  traumatic  paralysis  of  the 
left  lateral  rectus ; fracture  of  the  skull ; and  on 
May  22,  1931,  Argyll  Robertson  pupil,  right  eye. 

On  December  8,  Mrs.  S.  had  been  in  an  auto- 
mobile accident  and  was  struck  in  the  right 
frontal  region  by  a long  pole,  which  extended 
from  the  rear  of  a truck.  The  patient  had  a 
depressed  fracture  of  the  right  frontal  bone  ac- 
companied by  contusion  of  the  right  eyeball 
with  rupture  of  the  choroid  and  massive  vitreous 
hemorrhages. 

When  I saw  her  (five  days  after  the  acci- 
dent) she  had  a bitemporal  hemianopia,  com- 


plete in  the  left  eye  and  partial  in  the  right 
eye  (Fig.  1).  The  field  in  the  right  eye  was 
contracted  almost  to  the  fixation  point  and  the 
field  in  the  left  eye  gradually  contracted  so  that 
she  could  only  distinguish  light  in  the  upper 
nasal  field.  Both  nerves  were  extremely  pale 
and  atrophic,  and  ptosis  of  the  left  upper  eyelid 
was  present.  At  the  first  examination,  the  left 
eyeball  showed  marked  protrusion  which  grad- 
ually^ subsided.  On  March  27,  1931,  she  was  able 
to  raise  the  left  upper  eyelid  approximately  three 
to  four  mm.  but  there  was  only  slight  ability 
to  rotate  the  left  eyeball.  Her  vision  without 
correction  in  the  right  eye  was  20/50+1. 

On  March  20,  1931,  vision  in  the  right  eye 
with  the  following  correction : +.25  sphere  was 
20/40 ; with  a +.75  sphere  added  the  near  point 
of  accommodation  was  170/700  mm. 

On  December  2,  1932,  the  field  of  rotation 
charted  on  the  tropometer  was  right  eye  40° 
temporal,  32°  nasal,  40°  above,  and  40°  below; 
left  eye : 10°  temporal,  30°  nasal,  10°  above,  and 
20°  below. 

On  December  17,  1932,  an  eight  mm.  resection 
of  the  left  superior  rectus  was  performed  as 
well  as  a ten  mm.  resection  of  the  left  lateral 
and  stretching  and  partial  tenotomy  of  the  left 
inferior  rectus. 

On  March  3,  1933,  the  eyes  were  comfortable. 
Vision  in  the  right  eye  was  20/40  and  the  near 
point  of  accommodation  was  160/300. 


ENTERING  THE  ERA  OF  IRRESPONSIBILITY 


If  socialized  medicine  is  best  for  the 
people,  the  physician  will  be  obliged  to  bow 
to  it,  but  it  may  be  predicted  with  all  confi- 
dence that  if  that  day  arrives,  it  will  be 
through  a leveling  process  that  has  taken 
individual  incentive,  enterprise,  ambition  and 
triumph  out  of  the  hearts  of  all  our  people 
and  forced  us  into  the  leaden  rhythm  of  the 
State’s  blighting  goose  step. 

There  are  definite  and  disturbing  signs 
that  self-reliance  is  on  the  way  out.  We  are 
taking  soundings  in  the  era  of  irresponsi- 
bility. The  extent  to  which,  as  a nation,  we 
enter  it,  inevitably  to  pass  later  into  its  sure 
successor,  the  era  of  despair,  depends  in  no 


small  measure  upon  the  haste  and  abandon 
with  which  we  experiment  with  such  nos- 
trums as  state  medicine. 

Of  course,  it  is  possible  for  America  to 
change  its  fundamental  law  as  embedded  in 
its  traditions  and  written  in  the  Constitution 
so  as  to  put  the  entire  medical  profession  into 
the  public  service,  but  the  conclusion  is  in- 
escapable that  in  addition  to  numberless 
other  evils,  this  will  produce  a vast  army 
of  malingerers  and  hypochondriacs.  It  can 
be  done;  but  it  is  not  the  American  way. 
— L.  L.  Bomberger,  Pres,  of  the  Ind.  State 
Bar  Assn.,  in  the  Jour,  of  the  Ind.  State 
Med.  Assn. 


HYDROA  ESTIVALE  IN  CONGENITAL  PORPHYRIA 

In  a Case  With  Purplish  Brown  Teeth  and  Hirsuties 

Clarence  H.  Peachey,  M.D.,  Konrad  Dobriner,  M.D.,  and  William  H. 

Strain,  Ph.D.,  Rochester 

From  the  Department  of  Medicine  and  the  Department  of  Biochemistry  and  Pharmacology, 
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In  the  latter  part  of  the  summer  of 
1935  an  eighteen  months’  old  child  with 
hydroa  estivale  was  seen  by  one  of  us. 
Shortly  thereafter  the  detection  of  large 
amounts  of  porphyrins  in  the  urine  and 
feces  revealed  that  the  patient  had  the 
rare  fault  of  pigment  metabolism  known 
as  congenital  porphyria.  In  this  pre- 
liminary report  the  case  history  is  pre- 
sented together  with  some  of  the  results 
of  chemical  investigation  and  treatment. 
A brief  review  of  the  literature  and  a 
discussion  of  the  terminology  and  eti- 
ology of  the  disease  are  included. 

Case  History 

Family  history:  The  patient  is  one  of 
two  children.  The  mother  has  had  only 
two  pregnancies,  both  of  which  were  nor- 
mal. The  other  child,  a blond  boy  nine 
years  of  age,  is  in  good  health.  Detailed 
family  history  going  back  two  generations 
fails  to  reveal  any  relative  with  symptoms 
similar  to  those  of  the  patient.*  The 
urinary  porphyrin  content  of  each  of  the 
other  immediate  members  of  the  family 
has  been  found  to  be  normal. 

Case  history:  V.B.,  a white  female 

child,  was  born  at  the  Rochester  General 
Hospital  on  April  10,  1934  with  a normal 
delivery. 

Immediately  after  birth  reddish-brown 
stains  were  noted  on  the  diapers,  and  the 
urine  is  reported  to  have  been  of  a similar 
color.  Tests  for  blood  in  the  excreta 
have  always  been  negative. 

During  the  summer  of  1934  the  child 
was  exposed  to  the  sun  on  numerous 
occasions,  and  no  sequelae  were  noted.  In 
November,  at  the  age  of  seven  months, 
the  first  tooth  appeared.  It  was  purplish- 

*We  are  indebted  to  Dr.  Robert  C.  Robb  for 
the  Genealogical  study. 


brown  in  color  and  each  succeeding  tooth 
was  more  or  less  similarly  pigmented.  The 
first  skin  manifestations — a blister  on  the 
bridge  of  the  nose — appeared  when  the 
child  was  fourteen  months  of  age.  Dur- 
ing the  summer  of  1935  similar  lesions 
developed  on  the  face  and  the  back  of 
the  hands  especially  after  exposure  to 
the  sun.  The  mother  states  that  blisters 
formed,  remained  for  four  or  five  days, 
and  then  crusted.  After  a few  days  the 
crust  came  off  and  slightly  scarred  pink- 
ish spots  remained.  At  this  time  the 
mother  consulted  a physican  who  made  a 
diagnosis  of  impetigo.  Therapy  was  with- 
out effect,  however.  Shortly  thereafter 
vesicles  appeared  under  the  nails  of  both 
index  fingers,  and  subsequently  the  nails 
fell  off.  The  child  has  always  bruised 
easily  and  the  bruises  healed  slowly,  leav- 
ing superficial  scars  which  persist  for 
many  weeks.  The  remainder  of  the  his- 
tory since  birth  is  negative,  save  that  dur- 
ing the  first  year  of  life  the  child  vomited 
nearly  every  day;  at  present  she  vomits 
occasionally. 

Our  first  contact  with  the  case  was  on 
September  20,  1935,  when  the  baby  was 
brought  in  for  treatment.  At  that  time 
the  child  presented  pink  and  red  lesions 
ranging  in  size  from  a small  pea  to  a ten- 
cent  piece.  The  lesions  were  present  on 
the  backs  of  the  hands,  on  the  forehead, 
on  the  bridge  of  the  nose,  on  the  cheeks, 
and  around  the  mouth  and  chin.  The 
red  patches  on  the  face  showed  typical 
varioliform  type  of  scarring.  There  were 
four  or  five  thick- walled  conical  vesicles, 
some  of  which  had  ruptured  and  had 
formed  crusts  with  an  inflammatory  base. 
Both  index  finger  nails  had  been  lost  and 
excessive  growth  of  hair  was  present  on 
the  arms  and  legs.  All  the  teeth  were 
purplish  or  reddish-brown  in  color. 

(Fig.  1.) 
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A diagnosis  of  hydroa  estivale  was 
made  at  the  first  examination  and  subse- 
quently spectroscopic  inspection  of  the 
urine  and  feces  revealed  large  amounts 
of  porphyrin.  When  examined  under 
ultraviolet  light,  the  teeth  fluoresced  red. 

Physical  examination  (September  1935): 
The  child  is  well-developed  and  well-nour- 
ished and  does  not  appear  to  be  ill.  She  is 
uncooperative  and  resists  examination  of  any 
kind.  Head:  The  head  is  normal  in  size 
and  shape.  The  hair  is  abundant  and  cop- 
per-red in  color.  Eyes:  The  pupils  are 

equal,  round  and  regular,  and  react  to  light. 
The  conjunctivae  are  injected.  Ears:  (not 
examined).  Nose:  The  mucous  membranes 
are  injected  and  are  covered  with  some 
mucopurulent  discharge.  Teeth:  The  teeth 
are  purplish  or  reddish-brown  in  color,  but 
the  pigmentation  is  not  uniform  and  there 
are  occasional  small  areas  which  are  nearly 
white.  Neck:  There  is  no  rigidity  or  aden- 
opathy of  the  neck.  Chest:  The  chest  is 
well-developed  and  symmetrical.  The  res- 
pirations are  normal.  Lungs:  The  lungs 
are  normal  to  percussion  and  auscultation. 
Heart:  The  heart  is  normal  to  percussion 
and  no  murmurs  are  heard.  Abdomen:  Al- 
though slightly  distended,  the  abdomen 
shows  no  apparent  tenderness  or  muscle 
spasm.  The  liver,  kidneys,  and  spleen  are 
not  palpable.  The  genitalia  are  those  of  a 
normal  female  infant.  Extremities : The  ex- 
tremities are  symmetrical  and  stocky.  Hair 
is  abnormally  abundant  on  the  extremities, 
especially  on  the  legs.  There  is  no  clubbing 
of  fingers  or  cyanosis  of  the  nail  beds. 
Edema  of  feet  or  ankles  is  absent.  Reflexes: 
The  reflexes  are  active  and  equal.  Skin: 
(See  history). 

Second  physical  examination  (July  1936): 
The  patient  is  very  well-developed  (2y£ 
years  old)  weighing  16.9  Kg.,  and  does  not 
appear  to  be  ill  or  in  any  distress ; the 
rectal  temperature  is  37.6° C.  She  is  alert, 


Fig.  1.  Pigmentation  varies  from  purplish- 
brown  to  a reddish-brown  color.  Note  erythe- 
matous lesions  on  cheeks. 

friendly,  and  cooperative  to  a certain  degree. 
The  skin  has  a good  color  and  turgor,  and 
is  smooth  and  dry.  There  is  a considerable 
amount  of  hair  on  the  arms  and  legs.  The 
hair  of  the  scalp  is  soft  and  a vivid  copper- 
red  in  color.  The  nails  are  normal.  Sev- 
eral small  bleb-like  lesions  four-six  mm. 
in  diameter  are  present  on  the  backs  of  the 
hands.  Some  of  these  have  ruptured  and 
new  skin  is  apparent  at  the  base ; the  lesions 
are  shown  in  the  photograph  of  the  hands 

(Fig.  2). 

There  are  many  areas  of  sharply  demar- 


Fig.  2.  Note  blisters  on 
middle  and  small  fingers  of 
right  hand  and  scars  of  pre- 
vious blisters  on  backs  and 
knuckles  of  both  hands. 
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cated  erythema  one-two  cm.  in  diameter  on 
the  face  in  th£  region  of  the  nose  and 
cheeks  (scars  of  previous  blebs).  The  muc- 
ous membranes  are  normal.  No  enlarge- 
ment of  the  nodes  is  present.  The  patient 
stands  and  sits  erect  and  there  is  no  evi- 
dence of  gross  skeletal  abnormality.  The 
head  is  symmetrical  and  well-formed. 
The  sclerae  and  conjunctivae  are  clear.  The 
external  ocular  movements  are  normal.  The 
pupils  are  equal  and  react  to  light.  The 
fundae  appear  normal.  The  eardrums  are 
clear.  The  teeth,  8/8,  are  well-formed  and 
purplish-brown  in  color.  The  gums  and 
tongue  are  normal,  the  pharynx  is  clear,  and 
the  tonsils  are  enlarged.  The  neck  is  supple 
and  there  are  no  masses  present ; the 
trachea  is  in  the  midline.  The  chest  is 
symmetrical  with  good  expansion  and  the 
costochondrial  extensions  are  normal.  The 
heart  is  normal;  pulse,  100.  The  lungs 
are  clear  to  percussion  and  auscultation. 
The  abdomen  is  slightly  protuberant  but 
soft.  The  spleen  is  enlarged  and  palpable 
one-two  cm.  below  (he  left  costal  margin. 
The  edge  of  the  spleen  is  firm  and  regular. 
The  liver  edge  is  palpable  four-five  cm. 
below  the  xiphoid  and  two-three  cm.  below 
the  right  costal  margin  in  the  midclavicular 
line.  The  edge  is  firm,  smooth,  and  not 
tender.  The  genitalia  and  anus  are  normal. 
There  is  no  peripheral  edema.  Neurological 
findings  are  negative  save  that  the  reflexes 
are  hypoactive. 

Radiographs : A.-P.  and  Lat.  of  Knee 
Joint.  (November  1935):  The  general 

bony  contours  appear  normal.  The  meta- 
physeal region  shows  a broad  line  of  in- 
creased density  on  the  shaft  side  of  the 
epiphyseal  line.  This  is  the  only  unusual 
change  noted  at  this  examination.  Ant. 
post,  and  lateral  views  of  both  wrists  show 
changes  of  a similar  character  at  the  distal 
ends  of  the  radius  and  ulna.  The  trabecula- 
tion  of  bone  in  the  metacarpals  and  pha- 
langes appears  regular.  At  the  right  fifth 
metacarpal  the  shaft  appears  broadened, 
with  a thin  cortex  and  small  oval  shadows 
of  decreased  density  within  it,  suggesting 
small  cyst-like  areas  of  degeneration.  (Dr. 
W.  W.  Fray) 

Stereos  of  sella  turcica  (May  19,  1937): 
The  sella  turcica  is  very  small.  The  anterior 
and  posterior  clinoids  approximate  each 
other,  but  do  not  fuse.  The  markings  on 
the  inner  table  are  slightly  prominent.  The 
bone  of  the  table  of  the  anterior  portion  of 
the  parietal  bone  on  the  right  side  appears 
increased  in  density.  The  outer  table  is 
normal.  (Table  I) 

No  abnormality  of  the  sella  is  present. 
There  is  apparently  an  old  injury  at  the 
anterior  right  parietal  bone.  (Dr.  L.  A. 
Mucci) 


Table  I 


Blood  Counts 

Differential  Count  ( per  cent) 


Date 

RBC 

Hb. 

WBC  , 

Poly.  Eosin.  Lymph.  Mono. 

Retie. 

11/11/35 

5.60 

15.3 

8,100 

56  2 

35 

7 

2.4 

7/11/36 

4.54 

13.9 

1.5 

7/14 

4.50 

13.9 

8,  ioo 

31  i 

67 

i 

7/20 

4,850 

42  .. 

58 

1.2 

7/21 

4,200 

7/24 

5.30 

12.3 

8,150 

1.6 

5/6/37 

5.22 

12.7 

9,450 

Morphology  op  Red  Cells 
Mean  Mean  Mean 

Corpuscular  Corpuscular  Corpuscular 

Volume  Hemoglobin  Hemoglobin  Hematocrit 

Content 

11/11/36  75.0  27.3  36.4%  42% 


Blood  Volume  (7/11/36) 

(Brilliant  Vital  Red  Dye  Method) 

Total  Blood  Volume 1,250  c.c 74.5  c.c./kg. 

Total  Plasma  Volume 750  c.c 44.5  c.c./kg. 

Total  Cell  Volume 500  c.c 30.0  c.c./kg. 

Total  Hemoglobin 174  gm 10.4gm./kg- 

Viscosity 3.8 


Blood  Chemistry  (11/12/35) 


N.P.N 

Serum  Albumin 

Serum  Globulin 

Total  plasma  proteins 
Fibrogen 


25  Mgm.  per  oent 
5.4  Gm.  percent 
1 . 8 Gm.  per  cent 
7.2  Gm.  percent 
333  Mgm.  per  cent 


Summary  of  Case  History 

A 3-year  old  red-haired  girl  with  hydroa 
estivale  due  to  congenital  porphyria  pre- 
sents the  following  clinical  features : Dur- 
ing the  spring  and  summer  characteristic 
skin  lesions  develop  which  soon  heal  leav- 
ing permanent  scars.  The  urine  is  red  to 
Burgundy-red  in  color.  The  teeth  are 
stained  purplish  or  reddish-brown.  Pre- 
cocious physical  development  and  the  pres- 
ence of  large  amounts  of  hair  on  the  ex- 
tremities of  the  child  indicate  that  a gland- 
ular disturbance  is  one  of  the  factors 
involved  in  the  disease.  Radiographic  ex- 
amination shows  that  cystic  changes  are 
present  in  the  ends  of  the  long  bones.  Apart 
from  these  symptoms  the  findings  of  the 
physical  examination  and  the  blood  picture 
are  essentially  normal. 

Hydroa  Estivale  (or  Vacciniforme)* 

Cutaneous  manifestations  such  as  those 
which  are  present  in  our  case  have  been 
reported  frequently  since  1862  when 
Bazin1  gave  the  first  description  of 
hydroa  vacciniforme.  It  was  not  until 

*The  terms  are  used  interchangeably  here  as 
is  done  in  most  of  the  literature.  It  might  be 
well  to  reserve  each  term  for  a definite  condi- 
tion. Senear  and  Fink4  have  suggested  that 
cases  without  scarring  should  be  designated  as 
hydroa  estivale,  cases  with  scarring  as  hydroa 
vacciniforme. 
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1898,  however,  that  Anderson2  in  two 
cases  of  hydroa  estivale  in  brothers,  sug- 
gested a possible  relationship  between 
the  excretion  of  porphyrins  and  the  con- 
dition of  the  skin.  The  cases  that  are 
described  in  the  literature  have  often  been 
discussed  either  with  respect  to  the  excre- 
tion of  porphyrins,  to  photosensitivity,  or 
to  both  phenomena.  Summaries  of  these 
cases  were  published  by  Giinther3  in  1912, 
Senear  and  Fink4  in  1923,  Mason6  in 
1933,  Gottron  and  Ellinger5  in  1932,  and 
by  Mathews7  in  1937.  The  last-named 
author  surveyed  fifty-seven  cases  of 
hydroa  estivale  that  had  been  described 
since  1905  and  found  that  only  in  thirty- 
two  had  an  examination  for  porphyrins 
been  made.  In  twenty-three  of  these  cases 
porphyrin  excretion  was  increased,  but 
in  nine,  no  increase  was  noted.  It  is 
possible  that  in  the  negative  cases  better 
methods  of  examination  might  have  in- 
creased the  number  of  positive  results. 
Thus  Mason6  correctly  sums  up  the  situa- 
tion in  his  review  of  porphyrins  in  rela- 
tionship to  disease  by  stating  that  hydroa 
can  occur  without  increased  porphyrin 
excretion  and  conversely  that  porphyria 
does  not  always  produce  photosensitivity. 

The  Porphyrias 

The  porphyrias  are  disturbances  of 
pigment  metabolism  which  lead  to  the 
increased  excretion  of  porphyrins  in  the 
urine  and  feces.  In  cases  where  the  level 
of  excretion  is  very  high,  the  urine  is 
generally  the  color  of  Burgundy  wine; 
occasionally,  however,  the  color  of  the 
urine  is  normal  even  though  the  porphyrin 
content  is  high.  Patients  affected  with 
the  disease  present  a group  of  symptoms 
referable  to  the  skin,  the  nervous  system, 
or  the  gastrointestinal  tract. 

Our  knowledge  of  the  porphyrias  has 
come  from  an  extension  of  the  informa- 
tion gained  from  the  study  of  congenital 
porphyria  with  which  hydroa  estivale  is 
most  generally  associated.  Congenital 
porphyria  has  been  described  by  Garrod8 
in  many  of  its  clinical  aspects  as  a part 
of  his  monograph  on  “Inborn  Errors  of 
Metabolism.”  The  chemistry  of  these 
pyrrol  pigments  has  been  developed  by 
Hans  Fischer9  and  the  pathology  of  con- 
genital porphyria  has  been  summarized 
by  Borst  and  Konigdorffer10  in  their 


classical  study  of  the  famous  case  of 
Petry.  For  several  decades  the  designa- 
tion hematoporphyria  has  been  used  as  a 
group  name  for  the  different  forms  of  the 
disease  even  after  it  was  recognized  that 
hematoporphyrin  is  never  present  in  the 
excreta.  Hematoporphyrin  is  a porphy- 
rin prepared  from  hemoglobin  by  the  ac- 
tion of  strong  mineral  acids  ;41  it  has 
never  been  found  as  such  in  biological 
material.  Therefore  this  group  of  dis- 
eases is  properly  described  by  the  term 
“porphyrias.” 

Porphyrins  are  found  in  nature  either 
combined  or  free.  Examples  of  combined 
porphyrins  are  the  iron  pigment,  hemo- 
globin, and  the  green  plant  pigment 
chlorophyll.  These  combined  porphyrins, 
the  respiratory  pigments,  are  important 
to  life  either  as  oxygen  carriers  or  as 
biochemical  catalysts.  It  is  noteworthy 
that  usually  the  porphyrins  which  are 
excreted  in  the  urine  and  the  feces  are 
different  structurally  from  those  of  the 
respiratory  pigments ; the  urinary  por- 
phyrins are  generally  of  the  so-called  type 
I,  the  respiratory  of  type  III.  The  terms 
“type  I”  and  “type  III”  refer  to  the 
parent  etioporphyrins  from  which  the 
two  types  of  porphyrin  are  derived. 

The  excretion  of  free  porphyrin  in 
the  urine  and  stool  is  increased  in  fever 
and  in  many  of  the  recognized  diseases 
of  blood  disorders.  The  porphyrias  are 
usually  classified  into  four  groups : 

1.  Acute  idiopathic  porphyria 

2.  Acute  toxic  porphyria 

3.  Chronic  porphyria 

4.  Congenital  porphyria 

In  idiopathic  porphyria  all  of  the  symp- 
toms are  referable  to  the  gastrointestinal 
tract.  The  onset  is  sudden  and  is  char- 
acterized by  nausea,  vomiting,  and  cramp- 
like pains  originating  in  the  lower  ab- 
domen and  radiating  into  the  thighs. 
Affectation  of  the  skin  is  rarely  seen. 
The  course  of  the  disease  is  acute  with 
fever  and  the  excretion  of  porphyrins  is 
relatively  high. 

Where  a definite  precipitating  factor 
is  known,  the  designation  toxic  porphyria 
is  appropriate.  The  symptoms  are  similar 
to  those  of  idiopathic  porphyria  and  here 
again  photosensitivity  is  seldom  noted. 
The  usual  precipitating  factors  are  lead 
poisoning  and  poisoning  from  the  sulfone 
hypnotics.  With  lethal  termination  an 
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ascending  paralysis  of  the  central  nervous 
system  is  present. 

In  chronic  porphyrias  abnormal  quanti- 
ties of  porphyrin  are  found  in  the  excreta 
but  the  patient  is  free  from  symptoms 
usually  associated  with  porphyria.  Among 
the  diseases  in  which  chronic  porphyria 
occurs  are  those  of  the  liver  and  certain 
of  the  blood  dyscrasias.  Photosensitivity 
is  seldom  found  with  chronic  porphyria, 
but  skin  manifestations  sometimes  appear 
late  in  life. 

Congenital  Porphyria 

The  very  rare  condition  of  congenital 
porphyria  has  been  described  in  about 
thirty  cases.  Of  these  Gunther12  has 
summarized  eighteen  cases  and  Mason6 
has  discussed  some  of  the  others,  but  in 
only  ten  of  these  cases  have  the  porphy- 
rins been  isolated  and  characterized. 
Generally  one  of  the  first  symptoms  of 
this  rare  disease  is  the  excretion  of  Bur- 
gundy wine-colored  urine;  this  excretion 
usually  begins  at  birth.  A second  symp- 
tom is  the  development  of  bullous  or 
erythematous  lesions  of  the  skin  after 
exposure  to  the  sun;  in  true  congenital 
porphyria  these  lesions  appear  in  the  early 
years  of  life.  The  eruptions  are  con- 
fined to  the  exposed  regions — the  face, 
the  neck,  the  ears,  the  backs  of  the  hands, 
and,  in  children,  the  knees  and  legs.  In 
the  case  of  the  child  reported  here  lesions 
have  developed  only  on  the  face  and 
hands.  The  eruption  begins  as  a slight 
irritation  or  redness  followed  by  vesicles 
or  bullae,  most  of  which  are  filled  with 
clear  serum,  while  others  are  pustular. 
Central  necrosis  of  the  blisters  may  ap- 
pear, followed  by  crusting,  healing,  and 
scar  formation.  The  scars  on  the  face 
are  of  the  varioliform  type  but  those  on 
the  hands  are  slightly  raised.  At  first 
they  are  red,  but  gradually,  over  a period 
of  months,  they  fade  and  leave  permanent 
scars.  Repeated  attacks  result  in  cicatri- 
zation, mutilation  of  the  parts,  and  loss 
of  substance,  especially  of  the  ears,  nose, 
and  fingers.  The  exposed  portions  of  the 
body  often  become  pigmented  and  the 
tissue  infiltrated  and  sclerosed  as  in 
scleroderma.  Excessive  growth  of  hair 
and  pigmentation  on  unscarred  portions 
of  the  exposed  parts  have  been  reported 
in  many  of  the  cases.13  In  our  case 
excessive  growth  of  hair  is  present  but 


pigmentation  of  the  skin  has  not  occurred 
as  yet.  Since  the  child  has  red  hair,  pig- 
mentation may  not  develop.*  The  un- 
usual amount  of  hair  on  the  extremities 
of  the  child,  together  with  her  precocious 
physical  development  (weight,  16  Kg.), 
are  suggestive  of  glandular  disorders. 
Similarly,  some  of  the  other  cases  of  con- 
genital porphyria  present  symptoms  indi- 
cating disturbances  of  the  glandular 
equilibrium,  but  the  mutations  are  suffi- 
ciently different  so  that  no  generalizations 
can  be  made. 

Mackey  and  Garrod14  have  pointed  out 
that  in  congenital  porphyria  the  teeth  are 
frequently  pigmented  and  “pink”  in  color 
(erythrodontia).  In  our  case  the  color 
of  some  of  the  teeth  is  purplish-brown, 
of  others  reddish-brown.  The  first  tooth, 
which  erupted  at  seven  months,  was  so 
stained,  and  each  succeeding  tooth  was 
similarly  colored.  This  pigmentation  is 
caused  by  the  deposition  of  the  por- 
phyrins as  calcium  salts,  as  was  demon- 
strated in  the  case  of  Petry.10  Reports 
on  the  pathology  of  the  teeth  seldom  are 
complete,  but  in  a recent  review  Garrod15 
gives  a ten-year  follow-up  on  three  cases 
of  congenital  porphyria,  one  of  which 
had  stained  decidual  teeth  and  also 
pigmented  permanent  teeth.  That  the 
bones  are  similarly  pigmented  has  been 
shown  by  autopsy  material  and,  in  some 
instances,  by  transillumination.  In  pass- 
ing it  may  be  noted  that  the  disease  in 
animals  known  as  ochronosis  is  a type 
of  congenital  porphyria  and  that  pig- 
mentation of  the  bones  is  due  to  deposi- 
tion of  uroporphyrin  I.16  These 
porphyrin  deposits  doubtless  alter  the 
calcium  metabolism  and,  in  some  of  the 
more  severe  cases  of  congenital  porphyria, 
stiffness  of  the  joints  and  atrophy  of  the 
terminal  phalanges  is  seen.  Indeed  the 
changes  are  sometimes  so  severe  that  the 
earliest  described  cases  were  initially  re- 
garded as  a variety  of  leprosy.17 

Shedding  of  the  nails  from  time  to 
time  is  a common  symptom  of  the  dis- 
ease. In  our  case  both  index  finger  nails 
have  been  lost  and  are  regrown.  This 


*This  discussion  of  the  pathology  of  the  skin 
is  intentionally  superficial.  We  hope  to  treat 
the  subject  adequately  in  a later  publication. 
For  a discussion  of  the  pathology  of  the  skin 
of  other  cases,  see  the  literature  cited  in  refer- 
ence 13. 
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condition  combined  with  the  cutaneous 
scarring  of  the  hands  and  face  may  lead 
to  pronounced  disfigurement.  Occasion- 
ally bullae  form  repeatedly  on  the  con- 
junctivae  and  the  cornea,  and  the  lesions 
thus  produced  cause  blindness. 

With  the  passage  of  time  the  liver  and 
spleen  of  patients  suffering  from  congeni- 
tal porphyria  becomes  enlarged.  A slight 
enlargement  has  occurred  in  our  case  and 
it  is  probable  that  further  enlargement 
will  take  place  as  the  child  grows  older. 
Associated  with  the  increase  in  the  size 
of  the  liver  and  spleen  are  changes  in 
other  portions  of  the  reticulo-endothelial 
system,  especially  of  the  bone-marrow. 
There  is  generally  a marked  anemia  ac- 
companying these  changes.  Like  other 
blood  pigment  disorders,  these  changes 
seem  to  be  cyclical  in  nature  with  the  re- 
sult that  in  congenital  porphyria  there  are 
periods  when  the  patients  approach 
normal  health. 

Treatment 

Treatment  of  congenital  porphyria  has 
been  very  unsatisfactory  and  the  prog- 
nosis is  poor,  at  least  as  far  as  the 
prevention  of  cutaneous  scarring  is  con- 
cerned. 

Whether  the  life  span  is  short- 
ened is  difficult  to  determine,  since  not 
enough  cases  for  a statistical  survey  have 
been  reported  in  the  literature.  The  usual 
form  of  treatment  has  been  the  utilization 
of  topical  protective  appliances  such  as 
salves  or  dusting  powders  containing 
esculin  or  quinine  salts,18  the  object  being 
to  shut  out  the  ultraviolet  light.  A simi- 
lar result  is  obtained  by  the  use  of  veils, 
umbrellas,  etc.,  and  Garrod19  has  sug- 
gested that  if  individuals  affected  by 
this  diseace  should  lead  a troglodyte  exist- 
ence, most  of  the  skin  lesions  could  be 
avoided.  The  administration  of  large 
amounts  of  calcium  salts  has  been  re- 
ported as  beneficial  in  some  of  the  cases,20 
but  the  results  are  difficult  to  evaluate, 
since  quantitative  determinations  of  por- 
phyrin excretion  have  not  been  carried 
out.  In  recent  years  liver  therapy  and 
glandular  extracts  have  been  employed. 

It  is  known  that  in  untreated  conditions 
of  pernicious  anemia  and  of  pellagra  ab- 
normally high  amounts  of  coproporphyrin 
I are  excreted.21  With  the  instigation  of 
liver  therapy  the  porphyrin  content  of 


the  excreta  falls  rapidly  toward  normal 
in  these  diseases.  For  this  reason  it 
appeared  desirable  to  try  liver  therapy 
in  our  case  of  congenital  porphyria.* 
Liver  extract  has  been  used  by  Schreuss 
and  Carrie22  and  others  in  the  treatment 
of  congenital  porphyria  and  by  various 
workers23  in  the  treatment  of  acute  por- 
phyria, but  in  no  instance  have  quantita- 
tive measurements  been  reported  during 
the  therapy. 

Prior  to  the  instigation  of  liver  therapy 
the  porphyrins  of  the  urine  and  feces  of 
our  case  of  congenital  porhryria  were 
identified  as  coproporphyrin  I,  which  was 
present  both  in  the  urine  and  feces,  and 
uroporphyrin  I,  which  was  present  only 
in  the  urine.  There  were  traces  of  an 
ester  of  coproporphyrin  I in  the  feces  and 
small  amounts  of  unidentified  porphyrins 
in  the  urine.  The  identification  was  made 
by  extracting  the  ether-soluble  porphyrins 
and  precipitating  the  ether-insoluble. 
After  purification  of  the  crude  porphyrins 
obtained  in  this  way,  final  identification 
was  made  by  means  of  the  melting  points 
of  the  methyl  esters.  The  details  of  the 
method  are  described  elsewhere.24 

The  daily  level  of  coproporphyrin  in 
the  excreta  was  determined  by  extracting 
quantitatively  with  ether,  purifying,  and 
comparing  with  a standard  porphyrin 
solution  in  a photoelectric  colorimeter. 
The  average  daily  excretion  determined 
in  this  way  was  found  to  be  about  9,500 
micrograms  of  which  1,000  micrograms 
were  excreted  in  the  urine.  This  repre- 
sents about  a thirty-fold  increase  over 
the  daily  level  of  a normal  adult,  whose 
fecal  output  may  be  taken  to  be  300 
micrograms  per  day  and  whose  urinary 
output  is  approximately  fifty  micrograms 
per  day.25  Parallel  determinations  of 
stercobilin,  the  fecal  end  product  of  the 
degradation  of  hemoglobin,  showed  that 
the  level  of  hemoglobin  metabolism  was 
about  1.5-2  times  normal.  The  data 
which  were  obtained  from  a seven-day 
study  are  plotted  in  Chart  I. 

Following  the  determination  of  the 
level  of  excretion  in  the  untreated  condi- 
tion, liver  therapy  was  instigated  over  a 
period  of  nine  days,  during  which  five 

♦The  study  was  carried  out  in  the  Division  of 
Pediatrics,  Strong  Memorial  Hospital.  We  are 
indebted  to  Dr.  S.  W.  Clausen  for  this  privi- 
lege. 
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c.c.  of  liver  extract  was  given  intramus- 
cularly each  day.*  In  this  period  the 
average  level  of  excretion  dropped  to 
4,700  micrograms  of  coproporphyrin  I 
per  day,  of  which  the  urinary  fraction 
was  600  micrograms.  In  the  afterperiod 
of  six  days,  liver  extract  was  given  twice 
a week,  but  the  level  of  excretion 
promptly  rose  to  8,800  micrograms  per 
day — nearly  the  same  level  as  that  pre- 
vious to  treatment.  Simultaneous  de- 
terminations of  stercobilin  showed  a 
parallel  drop  in  level  during  the  liver 
period  from  forty-four  to  thirty  mg.  per 
day.  In  the  afterperiod  the  level  of 
stercobilin  promptly  rose  to  a value  higher 
than  that  prior  to  treatment.  These 
values  are  also  plotted  in  Chart  I.  Dur- 
ing the  liver  therapy  the  blisters  that  were 
originally  present  healed  rapidly  and  at 
the  end  of  the  period  the  condition  of  the 
skin  was  definitely  improved.  In  addi- 
tion to  a better  texture  the  scar  areas 
were  less  sharply  demarcated  from  ad- 
joining parts  of  the  skin. 

Following  intramuscular  liver  extract, 
the  child  was  given  liver  extract  in  the 
diet.  This  proved  to  be  valueless  even 
when  the  daily  dose  was  equivalent  to 
200  Gm.  of  liver. 

The  result  of  this  study  of  liver  therapy 
may  be  summarized  as  follows:  Appar- 

ently there  is  a principle  in  liver  extract 
which  when  given  intramuscularly  in- 
hibits the  formation  of  type  I porphyrins 
either  directly  or  indirectly.  It  is  pre- 
mature to  speculate  on  the  nature  of  this 
principle,  but  the  effect  is  definite. 

Although  the  excretion  of  copropor- 
phyrin I was  high  during  the  period  fol- 
lowing intramuscular  liver  therapy,  the 
condition  of  the  child  was  definitely 
improved.  In  all,  six  or  seven  small  blis- 
ters appeared  during  the  summer,  yet  the 
child  was  active  and  was  exposed  to 
sunlight  rather  more  than  was  advisable. 
It  is  possible  that  this  beneficial  result 
was  due  to  a decrease  in  production  of 
uroporphyrin  I which,  from  experiments 
on  amebas,  is  known  to  produce  greater 
photosensitivity  than  coproporphyrin  I.26 
Unfortunately  we  were  unable  to  make 


^Solution  Liver  Extract  Concentrated  (Lilly) 
was  used.  A generous  supply  of  this  prepara- 
tion was  placed  at  our  disposal  by  Dr.  G.  B. 
Walden  of  Eli  Lilly  and  Co.,  Indianapolis,  Ind. 


determinations  of  uroporphyrin  at  the 
time  this  investigation  was  carried  out. 


Photosensitivity 

The  physiological  porphyrins  at  the 
hydrogen  ion  concentration  of  the  tissues 
absorb  light  in  the  red,  the  green,  the 
blue-green,  the  blue,  and  near  ultraviolet. 
The  absorption  in  the  near  ultraviolet  is 
so  much  greater  than  that  in  the  visible 
that  it  seems  self-evident  that  photo- 
sensitivity due  to  the  porphyrins  should 
be  predominately  in  this  region.  Actually 


Chart  I — Pigment  excretion  in  Congenital 
porphyria  (Bracketed  area  of  stercobilin 

PORTION  INDICATES  ESTIMATED  NORMAL  RANGE 
FOR  CHILD  OF  THIS  SIZE) . 
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photosensitivity  in  the  near  ultraviolet 
has  been  demonstrated  by  Blum  and 
Hardgrave27  with  a child  suffering  from 
congenital  porphyria,  but  the  physiological 
response  obtained  in  their  case  was  the 
production  of  pigmentation  rather  than 
the  typical  lesions  of  congenital  porphyria. 
In  a later  work  Blum28  studied  the  photo- 
sensitivity produced  by  intradermal  injec- 
tions of  porphyrin.  Here  a red  wheal 
was  obtained  on  irradiation,  but  in  one 
instance,  six  weeks  after  injection,  a 
response  in  the  form  of  a nearly  typical 
lesion  was  noted  when  the  experimental 
subject  exposed  himself  to  high  intensity 
of  sunlight. 

In  our  case,  because  of  lack  of  suitable 
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light  sources  and  restlessness  of  the  child, 
we  have  not  studied  adequately  the  photo- 
sensitivity in  the  near  ultraviolet.  Using 
contact  unfiltered  ultraviolet  light  from 
a Kromayer  lamp,  we  have  found  that 
the  skin  of  this  child  with  congenital 
porphyria  is  more  resistant  than  that  of 
normal  brunettes.  Initial  observable  ery- 
thema was  produced  by  thirty-two  sec- 
onds irradiation  with  the  brunettes,  while 
the  child  and  a red-haired  control  showed 
initial  observable  erythema  at  sixty-four 
seconds.  From  these  observations  it  is 
apparent  that  there  is  a normal  state  of 
resistance  to  the  lower  wave  length.  In 
the  course  of  our  work  we  have  come  to 
the  belief  that  the  photosensitivity  de- 
pends chiefly  on  the  two  factors:  (a)  the 
level  of  the  porphyrin  concentration  in 
the  tissues  and  (b)  the  intensity  of  light. 
We  are  not  able  to  establish  this  view 
at  present,  but  hope  that  further  work 
will  clarify  the  situation. 

The  term  hydroa  estivale  (or  vaccini- 
forme) is  a descriptive  one  of  cutaneous 
manifestations  seen  in  various  types  of 
light  sensitivty.  In  this  and  other  cases 
with  porphyria,  there  is  a known  exciting 
factor.  Cases  of  hydroa  which  do  not 
show  porphyria,  according  to  our  point  of 
view,  must  have  some  other  exciting 
factor  or  factors  which  produce  photo- 
sensitivity, but  as  yet  these  have  not  been 
demonstrated.  Further  biochemical  and 
physiological  study  is  necessary  to  cor- 


rectly classify  these  cases  as  to  their  eti- 
ology. 

Summary 

1.  A condition  of  hydroa  estivale  due 
to  congenital  porphyria  is  reported  in  a 
three  year  old  girl. 

2.  The  teeth  of  the  child  are  purplish- 
brown,  and  the  urine  is  Burgundy  wine 
color  due  to  large  amounts  of  free  por- 
phyrin in  the  urine.  Excessive  growth 
of  hair  on  the  extremities  and  precocious 
physical  development  suggest  that  gland- 
ular disturbances  are  present. 

3.  This  and  similar  cases  should  be 
described  by  the  term  congenital  por- 
phyria rather  than  hematoporphyria,  since 
the  porphyrin  excreted  is  never  hemato- 
porphyrin. 

4.  The  effect  of  liver  therapy  on  the 
excretion  of  porphyrin  was  determined. 
Although  the  level  of  excretion  is  greatly 
decreased  during  treatment,  it  returns  to 
the  original  level  after  cessation  of  liver 
therapy. 

5.  Experiments  on  photosensitivity 
were  inconclusive  due  to  noncooperation 
on  the  part  of  the  child  and  the  lack  of 
suitable  light  sources.  The  child  is  more 
resistant  to  unfiltered  ultraviolet  light 
(Kromayer  lamp)  than  a normal  adult. 
After  liver  therapy  the  tendency  to  de- 
velop blisters  is  somewhat  diminished. 

197  So.  Goodman  St.  (C.H.P.) 

108  Rossiter  Road  (K.D.) 
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Discussion 


Dr.  Louis  Tulipan,  New  York  City — 
In  conjunction  with  cases  of  alcoholic 
pseudopellagra  that  Dr.  Maloney  mentioned, 
we  also  followed  up  those  cases  which  seem 
to  be  exaggerated  by  sunlight,  such  as  lupus 
erythematosus,  xeroderma  pigmentosum,  etc. 
It  was  rarely  that  we  were  able  to  demon- 
strate the  presence  of  porphyrin.  In  experi- 
mental work,  it  has  been  proved  that  animals 
injected  with  hematoporhpyrin  die  when 
exposed  to  sunlight  but  remain  alive  if  kept 
in  dark  rooms.  They  develop  edema  and 
necrosis  of  skin  and  loss  of  hair.  That 


explains  the  possibility,  as  Dr.  Peachey 
mentioned,  of  an  endocrine  sympathetic  dis- 
turbance. 

The  reason,  however,  why  porphyrin  is 
not  found  more  frequently  may  be  due  to 
the  fact  that  porphyrinogen,  which  is  color- 
less (according  to  Fisher)  may  become 
converted  into  porphyrin  in  the  skin  tissue. 
The  amount  of  porphyrin  in  urine  does  not 
go  hand  in  hand  with  clinical  manifestations, 
as  it  is  possible  that  the  symptoms  depend 
more  on  the  amount  present  in  the  skin 
tissue. 


PARATHYROID  ADENOMA  AND  RECURRENT 
RENAL  CALCULI 

Report  of  a Case 

Alfred  H.  Noehren,  M.D.  and  Kenneth  Eckhert,  M.D.,  Buffalo 
From  the  Surgical  Service  of  the  Deaconess  Hospital 


As  it  is  only  twelve  years  since  the  first 
parathyroid  adenoma  was  removed  for 
the  cure  of  hyperparathyroidism1  and  as 
reports  of  cases  since  have  been  few  in 
number,  we  wish  to  add  this  case  of 
proved  hyperparathyroidism  with  para- 
thyroid tumor  and  renal  complications. 

Case  Report 

P.  U.,  Hebrew,  male,  thirty-eight  years 
old,  born  in  Poland,  entered  the  hospital 
November  17,  1936. 

In  1926  a stone  was  removed  from  his 
bladder.  After  that  he  was  free  from  symp- 
toms until  1934,  when  several  stones  were 
removed  from  his  left  kidney  by  nephro- 
tomy and  from  his  right  ureter  by  the  cysto- 
scopic  route.  In  June  1936,  he  first  entered 
the  Deaconess  Hospital  with  lumbar  pains 
and  blood  in  his  urine.  X-ray  and  cysto- 
scopy revealed  a stone  in  his  right  kidney 
and  numerous  stones  in  the  left  kidney  and 
along  the  course  of  the  left  ureter.  In  July, 
Dr.  James  B.  Cross  removed  the  stone  from 
the  right  kidney  by  nephrotomy.  The  patient 
made  a good  recovery,  but  x-ray  examina- 
tion on  August  25  showed  that  two  new 
stones  had  formed  in  the  right  kidney. 
However,  the  patient  was  feeling  so  well 
that  he  left  the  hospital  on  September  12. 
A short  time  after  he  passed  two  stones, 
considerable  gravel  and  blood  per  urethra. 

At  his  present  admission,  November  17, 
he  complained  of  pain  in  his  left  lumbar 
region  and  difficulty  in  urination. 


Examination  at  this  time  revealed  a well- 
developed  male  in  acute  pain.  He  was  tender 
to  hammer  percussion  over  both  loins  and 
very  tender  to  deep  palpation  over  the  left 
inguinal  region.  He  ran  a low  septic  tem- 
perature up  to  102.4°F.  and  there  was  con- 
siderable pus  in  the  urine.  X-ray  examina- 
tion showed  two  stones  in  right  kidney,  a 
cluster  of  stones  in  left  kidney,  and  a chain 
in  the  left  ureter. 

On  December  14  and  again  on  December 
23,  several  stones  were  crushed  in  the 
bladder  and  passed  per  urethra.  A few  stones 
in  the  prostatic  urethra  could  be  seen,  but 
could  not  be  dislodged.  All  this  time,  the 
patient  was  on  a ketogenic  diet  and  the 
urine  was  kept  acid.  Laboratory  findings 
during  this  period  were  as  follows: 

Urine:  1.010  specific  gravity,  two  plus  albu- 
min, one  plus  blood,  three  plus  pus  cells,  one 
plus  phosphate  crystals. 

Nonprotein  Nitrogen  varied  from  40.1  to 
87.6. 

Blood:  4,000,000  R.B.C.,  seventy-seven  per 
cent  Hg.,  20,100  W.B.C.,  eighty-seven  polv., 
one  mono.,  twelve  lymph.,  ten  per  cent  left 
shift. 

At  about  this  time  (December),  hyper- 
parathyroidism as  a possible  cause  for  the 
recurrent  kidney  stones  was  first  considered 
and  a series  of  blood  calcium  and  phospho- 
rus studies  made,  the  results  of  which  were 
as  follows: 

December  31,  calcium  16.5  milligrams, 
phosphorus  3.8  mgms. ; January  21,  1937, 
calcium  13.5  mgms. 

X-ray  examination  of  his  skeleton,  how- 


June  l,  1958]  PARATHYROID  ADENOMA— RECURRENT  RENAL  CALCULI  857 


Fig.  1.  Dissection  of  left  side,  showing  fatty 
capsule  surrounding  parathyroid  tumor  just 
above  level  of  inferior  thyroid  artery. 


ever,  was  negative  as  far  as  any  sign  of 
rarefaction  wp.s  concerned. 

In  spite  of  the  negative  x-ray  findings, 
our  suspicion  of  a hyperparathyroidism  was 
strengthened  by  the  high  calcium  findings, 
and  we  suggested  to  the  patient  an  explora- 
tory operation  on  the  neck  to  look  for  a 
parathyroid  adenoma.  We  told  him  that  we 
thought  there  was  about  one  chance  in  four 
of  finding  such  a tumor,  but  if  found  and 
removed,  he  would  probably  be  cured  of  his 
condition. 

Operation  was  accordingly  done  on  Janu- 
ary 21,  1937. 


Operation 

Under  cyclopropane  anesthesia,  the  usual 
goiter  incision  was  made,  the  muscles  and 
fascia  divided  in  a vertical  direction  in  the 
midline,  and  the  ribbon  muscles  on  each  side 
divided  transversely.  The  right  side  was  first 
investigated.  The  right  lobe  of  the  thyroid, 
which  was  of  normal  size  and  consistency, 
was  delivered  and  carefully  examined  on  all 
sides,  including  superior  pole,  anterior  and 
posterior  surfaces,  inferior  pole,  the  adja- 
cent trachea  and  esophagus,  and  palpation 
with  a finger  down  into  the  mediastinum. 
The  lobe  itself  was  palpated  for  a possible 
intrathyroid  tumor.  A rather  large  but 
normal  parathyroid  was  found  near  the  en- 


trance of  the  inferior  thyroid  artery.  As 
the  possibility  of  finding  a parathyroid  tumor 
was  by  this  time  diminished  by  at  least  fifty 
per  cent  and  with  the  idea  or  reducing  the 
blood  calcium,  this  parathyroid  was  removed. 
Its  identity  was  immediately  established  by 
examination  of  a frozen  section. 

Similar  dissection  was  done  on  the  left 
side.  After  a fairly  thorough  search  and 
after  we  were  warned  by  the  anesthetist 
that  the  patient’s  condition  was  not  very 
good,  we  were  about  to  terminate  the  opera- 
tion, when  deep  down  between  the  trachea 
and  esophagus,  just  above  the  level  of  the 
inferior  thyroid  artery,  a mass  of  fatty 
tissue  a little  more  circumscribed  than  the 
surrounding  areolar  and  fatty  tissue  aroused 
our  suspicion.  (Fig.  1.)  This  was  carefully 
incised,  and  a tumor  about  the  size  of  a 
small  olive,  came  into  view.  (Pig.  2.)  It 
was  surrounded  by  the  capsule  of  fat  very 
much  as  the  kidney  is  surrounded  by  its 
fatty  capsule.  It  had  a fine  stalk  containing 
tiny  blood-vessels,  but  otherwise  was  easily 
shelled  out.  The  stalk  was  tied  and  divided. 
The  thyroid  lobes  were  replaced  into  their 
normal  positions  and  the  usual  closure  made. 
Examination  of  the  specimen  proved  it  to 
be  a parathyroid  adenoma. 

The  patient  made  an  uneventful  recovery 
from  the  operation.  Fearing  tetany  after 


Fig.  2.  Fatty  capsule  has  been  opened,  ex- 
posing parathyroid  adenoma.  Inset  shows 
tumor  after  removal. 
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Chart  I — Blood  chemistry  before  and  after  operation  and  treatment  with  parathyroid 

EXTRACT  AND  CALCIUM  IMMEDIATELY  AFTER  OPERATION. 


removing  both  the  tumor  and  a normal 
parathyroid,  rather  large  doses  of  parathy- 
roid extract  and  calcium  were  given  for  a 
few  days,  but  no  signs  of  tetany  developed. 

While  there  was  not  the  marked  drop  seen 
in  some  of  the  reported  cases,  there  was 
an  immediate  lowering  of  the  level  of  serum 
calcium  (Chart  I).  The  last  report  (May 
25)  showed  twelve  mgms.  of  calcium  and 
4.6  mgms.  of  phosphorus. 

On  March  17,  Dr.  Cross  drained  a right 
perinephritic  abscess  and  removed  a stone 
from  the  right  ureter.  X-ray  examinations 
made  since  the  operation,  the  last  on  April 
16,  show  no  new  stones.  We  are  very  hope- 
ful that  after  the  present  stones  are  either 
passed  or  removed,  our  patient  will  be  com- 
pletely cured. 


Conclusions 

1.  Our  experience  with  the  above  case 
and  our  perusal  of  the  literature  would 
lead  us  to  conclude  that  in  any  case  of 
recurring  renal  calculi,  the  possibility  of 
hyperparathyroidism  as  the  cause  should 
be  considered. 

2.  If  it  is  accompanied  by  a high  blood 
calcium  level  and  no  other  cause  for  the 
recurrence  of  the  calculi  can  be  found,  an 
exploratory  operation  on  the  neck  and 
search  for  a parathyroid  adenoma  are  in- 
dicated. 

3 Lin  wood  Ave. 
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‘ONE  LIGHT  MUST  BURN” 


The  entire  world  views  with  horror  the 
arrests  and  suicides  of  noted  Jewish  and 
anti-Nazi  Christian  physicians  in  Austria. 
The  events  of  the  past  weeks  strike  at  a 
humanitarian  tradition  that  even  barbarian 
nations  have  respected  for  thousands  of 
years,  declares  the  Medical  Week. 

Heretofore  medicine  has  been  exempt 
from  the  consequences  of  political  upheaval. 
Alien  conquerors  and  victorious  politicians 
have  recognized  that  the  physician’s  mission 
has  no  concern  with  race  or  party. 

Disease  and  deformity  know  no  racial 
distinctions;  neither  does  the  doctor.  The 
white  physician  heals  the  colored  races ; the 
Christian  treats  the  Moslem;  the  Jew  tends 
even  the  anti-Semite.  More  than  any  other 


human  phenomenon,  sickness  is  interna- 
tional and  the  care  of  the  sick  has  always 
been  respected  as  above  political  or  religious 
creed. 

Germany  and  Austria  have  long  been 
noted  medical  centers,  thanks  to  a long 
succession  of  eminent  physicians  of  both 
Christian  and  Jewish  faith.  The  destruc- 
tion of  brilliant  medical  careers  on  grounds 
of  race  or  politics  is  a crime  against  the 
whole  world.  If  the  Nazi  regime  has  even 
a shred  of  “decent  regard  for  the  opinion 
of  mankind”  left,  it  will  permit  the  medical 
profession,  regardless  of  religion  or  political 
beliefs,  to  keep  its  small  candle  of  learning 
and  mercy  alight  in  a world  that  is  steadily 
growing  darker  with  hatred  and  brutality. 


INFECTIONS  OF  THE  SKIN  DUE 
TO  MONILIA  ALBICANS 

II.  Immunologic,  Etiologic,  and  Therapeutic  Considerations 

George  M.  Lewis,  M.D.  and  Mary  E.  Hopper,  M.S.,  New  York  City 

From  the  Skin  and  Cancer  Unit , New  York  Post-Graduate  Medical  School  and  Hospital, 

Columbia  University 


The  diverse  manifestations  of  infec- 
tions caused  by  yeast-like  organisms  have 
become  fairly  well-known  only  during  the 
past  twenty  years.  One  of  the  earliest 
reports  in  the  United  States  of  a case 
of  generalized  cutaneous  thrush  was  that 
of  Schamberg1  in  1915.  Engman,2  in 
1920,  described  a case  of  moniliasis 
localized  to  the  upper  part  of  the  thighs, 
vulva,  and  submammary  regions.  Sum- 
maries of  the  various  clinical  manifesta- 
tions of  the  thrush  organism  may  be 
found  in  the  papers  of  Shelmire,3  Beeson 
and  Church,4  and  Hopkins.5  It  is  largely 
through  the  work  of  Hopkins5,6  and 
Benham6,7  that  the  former  conception 
of  a plurality  of  species  pathogenic  to 
man  has  given  way  to  the  assumption 
that  the  usual  cause  of  so-called  yeast 
infections  is  one  organism,  Monilia  albi- 
cans. Many  of  the  fungi  described  and 
named  as  the  cause  of  such  infections  are 
probably  variants  of  this  same  organism. 
Other  yeast-like  fungi  found  in  skin 
scrapings  are  saprophytes  for  the  most 
part  and  are  frequently  present  on  normal 
skin;  for  this  reason,  they  may  be  con- 
sidered of  pathogenic  significance  only 
after  due  proof. 

Clinical  Expression  of  Monilia 
Albicans 

The  manifestations  of  Monilia  albi- 
cans have  been  well  described  in  detail 
by  others.3-5  We  shall  only  consider 
this  clinical  phase  in  skeletal  form.  The 
following  outline  includes  the  more  im- 
portant forms  of  moniliasis : 

I.  Localized 

1.  Onychia  and  paronychia 

2.  Erosio  interdigitalis  blastomycetica 

3.  Intertrigo  (axillary,  submammary,  in- 
guinal, interdigital) 

4.  Perleche 

5.  Intraoral  thrush 


6.  Superficial  glossitis  (beefy  tongue) 

7.  Stomatitis 

8.  Localized  patches  of  eczema 

9.  Water-bed  dermatitis 

10.  Dysidrosis 

11.  Vaginitis 

12.  Gastrointestinal  (asymptomatic) 

II.  Generalized 

1.  Widespread  eruptions  usually  associ- 
ated with  some  of  the  localized  forms. 
Characteristic  flat  pustules  may  usually  be 
observed  in  some  part  of  the  eruption. 
These  pustules  become  dry  and  macerated 
scales  form  on  the  surface.  With  exfolia- 
tion, a bright  red,  moist  surface  is  left 
with  overhanging  edges.  Sparse  growth 
of  hair  may  be  an  additional  finding. 

2.  Moniliids  or  levurides8  in  which  no 
fungi  can  be  cultured  and  which  are  sec- 
ondary to  a focus  of  infection  due  to  Moni- 
lia albicans. 

III.  Systemic 

While  not  well  defined,  this  group  would 
include  cases  of  pulmonary  involvement  and 
instances  of  massive  infection  of  the  gastro- 
intestinal tract  associated  with  an  infection 
of  the  skin. 

It  should  be  noted  that  perleche  and 
erosio  interdigitalis  blastomycetica  art 
essentially  merely  varieties  of  intertrigo 
and  eventually  may  lose  their  specific 
designations. 

Characteristics  of  Monilia  albicans 

The  recognition  of  Monilia  albicans  is 
usually  not  difficult.  Our  routine  pro- 
cedure is  to  use  both  dextrose  and  corn 
meal  agars  to  differentiate  this  fungus 
from  other  yeast-like  fungi  in  culture. 
The  first  mentioned  medium  is  used  to 
isolate  the  primary  growth  while  the  corn 
meal  agar  is  useful  to  bring  out  its  char- 
acteristics. A brief  summary  of  the  es- 
sential features  of  Monilia  albicans  fol- 
lows : 
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Fig.  1.  Appearance  of  Monilia  albicans  in 
scrapings  from  an  intertrigo  of  feet.  Note 
groups  of  spores  and  some  fine  mycelium. 


Fig.  2.  Culture  mount  from  colony  of  Mo- 
nilia albicans  growing  on  corn  meal  agar.  De- 
velopment of  mycelium  and  spore  clusters  is 
characteristic.  Presence  of  chlamydospores  helps 
to  distinguish  Monilia  albicans  from  other  fungi 
of  monilia  group. 


Cultures:  The  growth  is  smooth,  pasty, 
cream-colored,  and  grows  rapidly  on  dex- 
trose medium.  The  central  portion  later 
appears  honeycombed.  On  corn  meal  agar, 
mycelium,  characteristic  spore  clusters  and 
chlamydospores  develop.  Ascospores  are 
not  formed. 

Agglutination  reaction:  According  to 

Benham,7  the  organism  agglutinates  in  a 
serum  prepared  against  Monilia  albicans. 
We  did  not  use  this  method  for  identifica- 
tion. 

Animal  inoculation:  Benham7  has  found 
that  the  intravenous  injection  of  one  c.c 
of  a 1 :1000  suspension  of  a live  culture, 
kills  a rabbit  in  four  or  five  days.  Ab- 
scesses develop  in  the  kidneys  and  other 
organs  in  which  Monilia  albicans  may  be 
recovered. 

Differential  diagnosis:  Cryptococci  do 

not  develop  mycelium,  and  other  fungi  in 
the  monilia  group  may  be  distinguished 
from  Monilia  albicans  by  the  absence  of 
chlamydospores  when  grown  on  corn  meal 
agar.  Mycoderma  may  usually  be  recog- 
nized by  its  gross  appearance  in  culture ; 
a culture  mount  reveals  arthrospores.  En- 
domyces  and  saccharomyces  form  ascos- 
pores; the  former  also  grows  out  mycelium. 

A specific  reaction  to  the  injection  of  an 
extract  of  Monilia  albicans — if  of  suffi- 
ciently selective  nature  to  be  capable  of 
diagnostic  use — would  be  of  invaluable  aid 
to  the  clinician  and  would  assist  in  the  further 
investigation  of  moniliasis.  Biberstein  and 
Epstein9  and  Staehelin,  Jui-Wu-Mu  and 
van  Schouwen10  were  unable  to  establish 
that  such  a vaccine  was  of  any  diagnostic 
value. 

Summary  of  a Previous  Report 

In  another  paper,11  it  was  stated  that 
in  forty-two  patients  with  localized  cu- 
taneous moniliasis,  the  intracutaneous 
test  with  a commercial  extract  of  Monilia 
albicans  elicited  a response  in  only  fifty- 
seven  per  cent  of  the  patients.  Of 
ninety-one  patients  with  an  infection  due 
to  a fungus  other  than  Monilia  albicans, 
forty-five  per  cent  exhibited  hypersen- 
sitivity to  the  extract  of  Monilia  albicans. 
Of  one  hundred  and  ninety-two  patients 
with  no  evidence  of  any  type  of  fungous 
eruption  forty-six  per  cent  reacted  to  the 
intracutaneous  test  with  the  extract  of 
Monilia  albicans.  Because  of  the  large 
number  of  reactions  to  the  vaccine  in  pa- 
tients with  no  evidence  of  any  skin  mani- 
festation due  to  the  organism,  it  was  con- 
cluded that  the  intracutaneous  test  with 
extract  of  Monilia  albicans  was  of  very 
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little  diagnostic  value.  It  was  suggested 
that  the  high  incidence  of  reaction  to 
the  extract  in  the  absence  of  any  history 
of  cutaneous  moniliasis  might  be  due  to 
a previous  exposure  to  the  organism  re- 
sulting in  an  infection  without  any  clini- 
cal manifestations;  or  that  Monilia  albi- 
cans in  the  gastrointestinal  tract  was 
capable  of  sensitizing  the  skin  in  a man- 
ner comparable  to  skin  sensitization  to 
fungi  imperfecti  present  in  a focus  on 
the  interdigital  webs  of  the  feet. 

Further  Investigation 

In  an  attempt  to  find  the  cause  for  the 
frequent  positive  reactions  to  oidiomycin 
in  the  absence  of  a discernible  infection 
of  the  skin  due  to  Monilia  albicans  and  to 
study  further  the  problem  of  immune  re- 
actions to  this  organism,  we  recently 
inoculated  on  dextrose  agar,  material 
from  the  skin,  tongue,  and  feces  of  one 
hundred  patients.  Intracutaneous  test- 
ing with  oidiomycin  (a  commercial  ex- 
tract of  Monilia  albicans)  in  a dilution 
of  1 :150  was  carried  out  with  each  pa- 
tient and  the  test  sites  were  observed 
after  forty-eight  hours  and  again  at  the 
end  of  one  week.  The  test  was  consid- 
ered to  be  positive  when  a reaction  con- 
sisting of  erythema  with  or  without 
edema  exceeded  the  size  of  the  wheal 
(0.5  cm.)  produced  by  the  injection  of 
the  test  solution.  The  patients  were  re- 
ferred to  us  for  the  investigation  of  a 
suspected  fungous  infection.  The  most 
common  complaint  for  which  these  pa- 
tients presented  themselves  in  the  dis- 
pensary was  some  type  of  eczema  of  the 
hands  (forty-eight  instances).  In  twelve 
cases,  there  was  a well-marked  inter- 
digital dermatophytosis  of  the  feet. 
There  were  twenty-six  cases  of  parony- 
chia, perleche,  intertrigo  and  other  obvi- 
ous examples  of  moniliasis.  There  were 
two  cases  of  tinea  corporis.  The  re- 
mainder of  the  patients  had  nonmycotic 
eruptions  (psoriasis,  pityriasis  rosea, 
etc.).  The  age  of  the  patients  varied 
from  ten  to  sixty-nine  years.  There 
were  eighteen  males  and  eighty-two  fe- 
males. 

Results 

The  results  of  our  cultural  findings 
from  the  tongue  and  the  feces  in  relation 
to  the  findings  from  the  skin  and  of  the 


Table  I — Results  of  cultures  for  Monilia 

ALBICANS  FROM  SKIN  IN  COMPARISON  WITH 
CULTURES  FROM  TONGUE  AND  STOOL,  AND  OF 
TESTS  WITH  OIDIOMYCIN  IN  100  PATIENTS. 


Cultures  of  Monilia  albicans 

Skin  test — 

uiuiu  rnycin 

Skin 

Tongue 

Stool 

1: 

150 

Age 

ber 

Pos. 

Neg. 

Pos. 

Neg. 

Pos. 

Neg. 

Pos. 

Neg. 

10-20 

8 

1 

0 

0 

1 

0 

1 

1 

0 

0 

7 

3 

4 

0 

7 

2 

5 

21-30 

34 

4 

0 

2 

2 

1 

3 

2 

2 

0 

30 

5 

25 

3 

27 

8 

22 

31-40 

20 

5 

0 

3 

2 

1 

4 

4 

1 

0 

15 

4 

11 

2 

13 

11 

4 

41-50 

21 

10 

0 

9 

1 

9 

1 

5 

5 

0 

11 

3 

8 

3 

8 

11 

0 

51-up 

17 

7 

0 

5 

2 

5 

2 

5 

2 

0 

10 

5 

5 

2 

8 

7 

3 

Total 

100 

27 

73 

39 

61 

27 

73 

56 

44 

Table  II  — Summation  of  positive  and  nega* 

TIVE  CULTURAL  FINDINGS  FROM  SKIN,  TONGUE, 
AND  STOOL  IN  RELATION  TO  INTRACUTANEOUS 
TEST  TO  OIDIOMYCIN  BY  AGE  GROUPS  IN  100 
PATIENTS. 

Cultural 

Test  with 

Patients 

findings 

oidiomycin 

Age 

Number 

Pos. 

Neg. 

Pos. 

Neg. 

10-20 

8 

4 

0 

2 

2 

0 

4 

1 

3 

21-30 

34 

12 

0 

4 

8 

0 

22 

6 

16 

31-40 

20 

10 

0 

8 

2 

0 

10 

7 

3 

41-50 

21 

14 

0 

9 

5 

0 

7 

7 

0 

51-up 

17 

12 

0 

7 

5 

0 

5 

5 

0 

Total 

100 

52 

48 

56 

44 

Table  III  — Numerical  and  percentage  in- 
cidence OF  POSITIVE  CULTURAL  FINDINGS  FOR 
Monilia  albicans  in  tongue  and  stool  of 

PATIENTS  WITH  AND  WITHOUT  POSITIVE  CUL- 
TURES FROM  SKIN,  WITH  POSITIVE  REACTIONS 
TO  OIDIOMYCIN. 


Cultures  for  Monilia  albicans  Skin  test  — 

* » oidiomycin. 

Skin  Tongue  Stool  1:  150 


Pos. 

Neg. 

Pos. 

% 

Pos. 

% 

Pos. 

% 

27 

19 

70 

17 

63 

17 

63 

73 

20 

27 

10 

14 

39 

53 

Table  IV  — Numerical  and  percentage  in- 
cidence OF  POSITIVE  REACTIONS  TO  INTRA- 
CUTANEOUS TEST  WITH  OIDIOMYCIN  IN  RELA- 
TION TO  POSITIVE  AND  NEGATIVE  CULTURAL 
FINDINGS  OF  MONILIA  ALBICANS. 


Cultures  for  M.  albicans 
from  Skin,  Tongue  & Stool 

Skin  test  — oidio- 
mycin. 1:  150 

Positive  Negative 

Positive 

% 

52 

30 

58 

48 

26 

54 
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NUMBER  OF 
PATIENTS 


Chart  I — Comparison  of 
Results  of  Testing  with 

O IDIOM YCIN  TO  THE  NUMBER 

of  Patients  from  Whom 
Positive  Cultures  of  Mo- 
nilia Albicans  Were  Ob- 
tained 


— -C- CULTURES  FROM  THE  SKIN  POSITIVE  FOR  MONILIA  ALBICANS 
® -T  - TEST  SHOWS  POSITIVE  REACTION  TO  OIDIOMYCIN  1-150. 

^.C- CULTURES  FROM  THE  TONGUE  OR  THE  FECES  POSITIVE  FOR 
£3  MONILIA  ALBICANS,  BUT  NOT  FROM  THE  SKIN. 

VT-  TEST  SHOWS  POSITIVE  REACTION  TO  OIDIOMYCIN  1-150 


intracutaneous  testing  with  oidiomycin  is 
given  in  Table  I.  For  convenience,  the 
patients  were  divided  into  five  age  groups 
beginning  with  the  ages  of  ten  to  twenty 
years.  The  next  three  groups  divided 
equally  the  ages  from  twenty-one  to 
fifty  years.  All  patients  of  fifty-one 
years  or  over  were  placed  in  the  last 
group.  We  were  able  to  culture  Monilia 
albicans  from  lesions  on  the  skin  in 
twenty-seven  patients,  from  the  tongue  in 
thirty-nine,  and  from  the  feces  in  twenty- 
seven.  Positive  reactions  to  the  intra- 
cutaneous test  with  oidiomycin  were  ob- 
tained in  fifty-six.  The  total  number  of 
patients  who  had  positive  cultural  find- 
ings in  one  or  more  of  the  areas  from 
which  material  was  inoculated  on  culture 
media,  was  fifty-two  (Table  II).  In  a 
further  analysis  of  the  results  of  the 
cultural  studies,  it  was  found  (Table  III) 
that  seventy  per  cent  of  the  twenty-seven 
patients  with  positive  findings  on  the 
skin  also  exhibited  positive  cultures  from 
scrapings  of  the  tongue.  In  sixty-three 
per  cent  of  the  same  group,  Monilia  albi- 
cans was  recovered  from  the  feces.  The 
same  number  (63%)  revealed  a positive 
reaction  to  the  intracutaneous  test  with 
oidiomycin.  Of  seventy- three  patients 
in  whom  Monilia  albicans  was  not  cul- 
tured from  the  skin,  twenty-seven  per 
cent  yielded  positive  cultures  from  the 
tongue  and  in  fourteen  per  cent,  cul- 
tures were  grown  from  the  feces.  In 
this  group  of  patients,  the  oidiomycin 
test  was  positive  in  fifty-three  per  cent. 
When  the  test  with  oidiomycin  was  con- 
sidered in  relation  to  the  demonstration 
of  Monilia  albicans  in  any  or  all  the 
areas — skin,  tongue  and  intestinal  tract — 
it  was  seen  (Table  IV)  that  the  per- 


centage incidence  of  the  reactions  was 
not  far  apart.  The  test  was  positive  in 
fifty-eight  per  cent  of  the  patients  in 
whom  the  organism  could  be  demon- 
strated in  at  least  one  of  the  sites  from 
which  scrapings  were  obtained;  in  pa- 
tients from  whom  the  organism  was  not 
cultured,  there  was  fifty-four  per  cent 
of  positive  reactions  to  the  test.  From  a 
consideration  of  Chart  I,  it  is  apparent 
that  sensitization  to  Monilia  albicans  is 
not  an  invariable  rule.  The  presence  of 
the  organism  in  active  skin  lesions  or  in 
the  gastrointestinal  tract  does  not  neces- 
sarily mean  that  there  will  be  a positive 
skin  reaction  to  oidiomycin.  In  the  graph 
(Chart  II)  of  patients  from  whom  Moni- 
lia albicans  could  not  be  cultured,  it  was 
noted  that  a gradual  increase  in  the  per- 
centage of  positive  reactions  to  oidio- 
mycin occurred  with  an  increase  in  age. 
Between  the  ages  of  ten  to  twenty  years, 
twenty-five  per  cent  of  the  patients  with 
negative  cultures  reacted  to  oidiomycin; 
from  twenty-one  to  thirty  years,  thirty- 
one  per  cent  reacted;  from  thirty-one  to 
forty  years,  seventy  per  cent  reacted ; 
while  in  the  later  ages,  one  hundred  per 
cent  reacted. 

In  a series  of  twertty-nine  patients 
(Table  V),  in  which  we  were  able  to 
retest  their  cutaneous  sensitivity  to  oidio- 
mycin, there  was  considerable  uniformity 
in  the  results  of  the  tests.  The  interval 
of  time  between  the  two  tests  varied  from 
two  weeks  to  eleven  months.  In  twelve 
patients,  the  results  were  the  same  in 
both  tests.  In  nine  instances,  there  was 
an  increase  in  the  degree  of  the  reaction ; 
while  in  eight  instances,  the  degree  of 
the  reaction  was  less  in  the  second  test. 
In  four  out  of  the  eight  latter  cases,  the 
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second  test  with  oidiomycin  showed  a 
negative  reaction.  Previously,  in  two  of 
the  four  cases,  the  reaction*  was  ± ; in 
one,  the  reaction  was  + ; in  the  fourth 
case,  it  was  -) — \~.  In  none  of  these  four 
cases  had  oidiomycin  been  administered 
as  a therapeutic  measure  during  the  inter- 
val between  the  tests. 

Comments 

From  a consideration  of  this  study, 
the  results  are  seen  to  supplement  and 
agree  with  our  former  work  and  lead  us 
to  conclude  that  the  intracutaneous  test 
with  oidiomycin  is  of  no  practical  value 
in  the  diagnosis  of  infections  caused  by 
Monilia  albicans.  We  do  not  state  that 
the  test  is  not  a specific  one.  The  con- 
stancy of  the  reactions  in  Table  V would 
appear  to  favor  the  opinion  that  such 
reactions  are  specific.  Sensitization  of 
the  skin  to  Monilia  albicans  occurs  fre- 
quently, increasingly  so  with  age.  Some 
of  the  failures  to  demonstrate  Monilia 
albicans  in  patients  who  showed  positive 
reactions  to  oidiomycin  may  be  due  to 
an  inadequate  cultural  technic.  The  num- 
ber of  patients  with  negative  cultures 
would  probably  be  reduced  provided 
numerous  specimens  were  obtained  from 
each  patient.  In  some  instances,  we 
were  able  to  culture  Monilia  albicans 


* In  our  interpretation  of  the  quantitative  re- 
action of  the  skin  to  the  fungous  extracts,  we 
designate  <t> , a negative  reaction ; ±,  an  area  of 
slight  erythema  approximately  0.5  cm.  in  diam- 
eter; +,  an  area  of  reaction  from  0.5  to  1 cm. 
in  diameter;  ++,  an  area  of  reaction  from  1 
to  1.5  cm.  in  diameter;  + + +,  an  area  of  reac- 
tion of  from  1.5  to  2 cm.  in  diameter,  and 
+ + + +,  an  elevated  area  of  reaction  of  2 cm. 
or  more. 


only  after  several  prior  attempts  had  been 
unsuccessful. 

Etiology 

The  source  of  the  infection  and  the 
manner  in  which  Monilia  albicans  enters 
the  skin  have  not  been  satisfactorily  ex- 
plained. Since  Monilia  albicans  is  a 
common  inhabitant  of  the  mouth  and  in- 
testines,12*13 it  has  been  suggested  that  au- 
toinoculation of  the  fungus  from  this  site 
may  occur.  Relapse  of  skin  lesions  may 
take  place  when  a systemic  or  debilitating 
illness  is  experienced.  The  resistance 
of  the  patient  to  Monilia  albicans  is  de- 
creased by  diabetes,  probably  because  the 
storing  of  sugar  favors  the  growth  of  the 
organism.  We  have  noted  that  a large 
percentage  of  the  patients  with  different 
types  of  cutaneous  moniliasis  are  obese. 
The  organism  is  more  apt  to  find  suitable 
soil  in  individuals  whose  skin  is  macer- 
ated by  frequent  or  prolonged  immersion 
in  water.  Housewives,  bartenders,  wait- 
ers and  bakers  appear  to-be  more  prone 
to  the  affection  because  of  their  occupa- 
tion. The  organism  is  probably  of  weak 
pathogenicity  but  once  the  diseased  state 
is  established,  through  a letdown  in  the 
natural  immune  forces,  the  condition  is 
apt  to  persist  indefinitely.  The  organism 
multiplies  rapidly  and  may  be  isolated 
from  such  diseased  tissue  as  carcinoma 
or  it  may  be  found  in  the  sputum  of  a 
patient  approaching  death.  In  such  in- 
stances, one  must  be  careful  to  differ- 
entiate between  its  saprophytic  and 
pathogenic  significance.  We  are  in  agree- 
ment with  Benham  and  Hopkins12  that 
Monilia  albicans  is  not  found  on  normal 
skin.  The  skin  tests  to  oidiomycin  are 
of  no  help  in  denoting  those  patients 


Chart  II  — Comparison  of 
Number  of  Positive  Reac- 
tions to  Oidiomycin  to 
Number  of  Failures  to 
Culture  Monilia  Albicans 
from  Skin,  Tongue,  and 
Feces  of  Each  Patient 


number  or 

PATIENTS 


□ CULTURES  FROM  THE  SKIN.  THE  TONGUE  AND  THE  FECES 
NEGATIVE  FOR  MONILIA  ALBICANS. 

■ TEST  SHOWS  POSITIVE  REACTION  TO  OIDIOMTCIN.  1-150 
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who  are  susceptible  or  immune  to  the 
organism.  It  is  probable  that  the  viru- 
lence of  Monilia  albicans  may  increase 
and  be  capable  of  causing  an  infection 
without  any  apparent  predisposing  factor. 
The  series  of  cases  of  perleche  of  chil- 
dren in  an  orphan  asylum  as  reported  by 
Finnerud14  may  be  cited  as  a possible 
example. 

Treatment 

It  should  be  emphasized  that  a patient 
suffering  from  any  form  of  cutaneous 
moniliasis  may  also  have  a focus  in  the 
gastrointestinal  tract.  Treatment,  to  be 
comprehensive  and  permanently  effective, 
should  be  directed  at  the  eradication  of 
all  foci,  both  in  the  skin  and  in  the  gastro- 
intestinal tract.  Unfortunately,  therapy 
directed  at  the  latter  is  not  very  effec- 
tive. The  presence  of  an  infection  caused 
by  Monilia  albicans  also  calls  for  a urin- 
alysis to  detect  an  otherwise  asympto- 
matic glycosuria. 

The  treatment  of  infections  of  the 
skin  caused  by  Monilia  albicans  depends 
partly  on  the  site  of  the  disorder  and  also 
upon  the  individual  patient.  When  the 
hands  are  affected,  it  is  important  to  keep 
them  from  being  frequently  immersed 
in  water.  The  use  of  cotton  and  rub- 
ber gloves  may  obviate  this  to  some 
degree.  Improvement  in  hygiene  may 
be  of  aid  in  preventing  the  development 
of  lesions.  We  have  not  had  much  suc- 
cess with  low  caloric  diets.  Most  of  our 
patients  did  not  desire  to  reduce  their 
weight. 

The  following  remedies  are  briefly  dis- 
cussed : 

Diet:  Hopkins5  noted  that  a patient  with 
generalized  cutaneous  moniliasis  and  with 
involvement  of  the  gastrointestinal  tract 
improved  while  on  a diet  free  of  bread, 
cereals,  potatoes,  and  other  starchy  vegeta- 
bles and  with  the  use  of  dextrose  instead 
of  cane  sugar.  Magnesium  carbonate  and 
calcium  carbonate  were  given  in  large 
doses. 

Local  Treatmen 

1.  Gentian  violet:  Churchman13  first  intro- 
duced this  substance  as  effective  in  the  treatment 
of  infections  caused  by  gram  positive  organisms. 
Gomez-Vega13  recently  noted  that  the  growth  of 
organisms  of  the  genera  Monilia  and  Torula, 
when  tested  in  vitro,  were  inhibited  in  dilutions 
of  1:1,000,000  of  gentian  and  methyl  violet. 


Cornbleet17  found  gentian  violet  more  effective 
when  followed  by  an  application  of  Gram's 
solution  of  iodine.  We  subscribe  to  the  opinion 
of  many  observers  that  one  per  cent  aqueous 
solution  of  gentian  violet  is  a useful  and  prob- 
ably the  best  single  remedy  for  topical  use  in 
Monilia  infections  of  the  skin.  It  may  also  be 
used  in  the  treatment  of  oral  thrush  and  we  are 
now  considering  giving  it  by  mouth  to  attempt 
cure  of  the  infection  in  the  gastrointestinal 
tract. 

2.  Other  topical  applications:  There  are  many 
other  local  remedies  which  are  advocated  and 
which  are  useful  in  certain  instances.  Sodium 
perborate  mouth  wash  and  one  per  cent  silver 
nitrate  in  nitrous  ether  have  proven  of  value 
in  certain  instances.  Chrysarobin  in  strength 
of  five  to  ten  per  cent,  tincture  of  iodine  or  an 

Table  V — Results  of  testing  with  oidio- 

mycin  (1:150)  ON  two  different  occasions. 
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ointment  containing  salicylic  and  benzoic  acids 
are  recommended  by  Ormsby.18  Soothing  appli- 
cations are  sometimes  necessary  when  acute  in- 
flammation is  present. 

Roentgen  therapy : The  roentgen  rays  are 
useful  in  the  treatment  of  paronychia  and 
onychia  and  are  also  sometimes  effective 
in  the  treatment  of  perleche. 

Iodides:  We  have  had  limited  experience 
in  the  administration  of  potassium  iodide 
by  mouth  in  the  treatment  of  the  localized 
forms  of  moniliasis.  In  some  instances  we 
have  given  the  medication  to  the  point  of 
evidence  of  intolerance.  Our  results,  how- 
ever, have  not  been  conclusive  and  we  have 
not  observed  any  cures.  In  an  apparently 
hopeless  case  of  the  systemic  type  of  moni- 
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liasis  observed  by  MacKee,19  Monialia  albi- 
cans was  isolated  from  the  skin,  gastro- 
intestinal tract,  and  sputum.  Treatment  by 
means  of  topical  applications  of  gentian 
violet  together  with  daily  inhalations  of 
ethyl  iodide  according  to  the  method  of 
Swartz20  resulted  in  marked  clinical  im- 
provement. When  last  observed,  the  pa- 
tient was  in  excellent  condition. 

Vaccinotherapy : There  are  not  many  re- 
ports in  the  literature  regarding  the  ef- 
ficacy of  this  form  of  therapy.  Sulzberger 
and  Wise21  and  later  Kerr,  Pascher,  and 
Sulzberger22  reported  successful  quantitative 
intracutaneous  therapeutic  desensitizations 
with  trichophyton  and  monilia  extracts  and 
with  their  combination.  Recently  Olah23 
tried  autovaccine  therapy  without  success 
in  cases  of  onychia  and  paronychia. 

In  our  series,  forty-eight  patients  were 
treated  with  intracutaneous  injections  of 
oidiomycin.  The  patients  received  from 
six  to  forty-four  injections,  the  average 
number  being  eleven.  The  vaccine  was 
administered  in  doses  of  1 :1000,  1 :500, 
1 : 100,  and  1 :50,  beginning  with  the  more 
dilute  and  proceeding  to  the  more  con- 
centrated doses.  The  patients  were  given 
a bland  application  for  topical  use,  for 
the  most  part  a colored  vaseline.  No 
absolute  cures  were  noted,  but  there  was 
an  apparent  improvement  in  a few  of  the 
patients.  In  the  great  majority  of  the 
patients,  no  improvement  was  noted.  In 
no  case  was  there  any  harmful  complica- 
tion such  as  an  exacerbation  of  the 
eruption  or  a focal  reaction.  The  degree 
of  reaction  to  a test  dose  of  oidiomycin 
was  not  appreciably  influenced  by  the 
intracutaneous  injections  given  in  this 
series.  In  isolated  cases,  there  was  a 
slightly  increased  response  and  in  a few 
others,  the  response  later  became  less 
than  at  first.  These  slight  differences  we 
attribute  to  technical  difficulties  in  the 
administration  and  interpretation  of  the 
intracutaneous  test. 

Summary 

Cultures  were  obtained  from  the  skin, 
tongue,  and  feces  of  one  hundred  pa- 
tients, considered  representative  of  the 
dispensary  patient  suspected  of  having 
some  type  of  fungous  infection.  We 
found  Monilia  albicans  on  culture  in 
twenty-seven  instances  from  the  skin,  in 
thirty-nine  instances  from  the  tongue, 
and  in  twenty-seven  instances  in  the  feces. 


It  was  found  that  Monilia  albicans  was 
present  in  one  or  more  of  these  sources 
in  fifty-two  patients.  Our  results  with 
intracutaneous  testing  with  a commercial 
extract  of  Monilia  albicans  (oidiomycin) 
showed  sixty-three  per  cent  of  positive 
reactions  in  patients  in  whom  a positive 
culture  was  obtained  from  scrapings  of 
the  skin.  A positive  test  to  oidiomycin 
was  obtained  in  fifty-eight  per  cent  of 
the  patients  who  revealed  a positive  cul- 
ture from  one  or  more  of  the  examined 
specimens.  A positive  test  to  oidiomycin 
was  obtained  in  fifty-four  per  cent  of 
the  patients  from  whom  Monilia  albicans 
was  not  cultured. 

From  the  above  findings,  it  is  con- 
cluded that  the  intracutaneous  test  with 
oidiomycin  has  no  practical  value  in  the 
diagnosis  of  infections  due  to  Monilia 
albicans.  In  a brief  discussion  of  the 
etiology  of  infections  caused  by  Monilia 
albicans,  it  was  noted  that  most  patients 
are  overweight.  Sometimes  a debilitat- 
ing illness  may  precede  the  beginning  of 
the  infection.  All  patients  should  also 
be  considered  potential  diabetics.  The 
organism  may  at  times  become  more 
virulent  and  this  would  explain  endemics 
of  localized  moniliasis.  Such  occupa- 
tions as  housewife,  baker,  waiter,  and 
bartender  appear  to  predispose  to  hand 
involvement,  due  to  the  frequent  soaking 
of  the  hands  and  maceration. 

We  treated  forty-eight  patients  by 
means  of  the  intracutaneous  administra- 
tion of  oidiomycin  but  failed  to  obtain 
any  cures.  There  was  also  no  consistent 
change  in  the  degree  of  reaction  at  the 
test  site  to  oidiomycin  before  and  after 
the  series  of  treatments.  We  did  not 
obtain  beneficial  therapeutic  results  in 
the  localized  type  of  moniliasis  from  a 
possibly  inadequate  trial  of  potassium 
iodide  internally.  We  stress  the  need 
for  more  effective  treatment  of  moni- 
liasis, particularly  for  the  eradication  of 
any  nidus  of  infection  in  the  intestinal 
tract. 

200  W.  59  St. 

301  E.  19  St. 
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THE  UNENGAGED  HEAD  IN  PRIMIPAROUS  LABORS  IN 
NORMAL  PELVES  AT  TERM 

J.  Irving  Kushner,  M.A.,  M.D.,  Bronx 

From  the  Obstetric  Service  of  Dr.  Meyer  Rosensohn,  the  Bronx  Hospital 


In  the  supervision  of  the  gravid  patient 
at  term  with  her  first  baby  the  question 
of  engagement  of  the  presenting  part  is 
most  important.  In  the  most  frequent 
type  of  presentation,  the  vertex,  the  prob- 
lem becomes  one  of  whether  the  head  has 
engaged  and  will  come  through  the  bony 
pelvis.  Given  a normal  pelvis  and  an 
average-sized  baby,  the  teaching  has  al- 
ways been  that  the  fetal  head  should  be 
engaged  in  the  last  weeks  of  gestation. 
That  this  is  not  always  so,  however,  is 
seen  by  every  practicing  obstetrician  and 
it  is  with  some  concern  on  the  part  of 
the  attendant  that  labor  is  approached 
under  those  conditions  in  the  primi- 
gravida.  Prolonged  labor  or  an  unrec- 
ognized disproportionment  looms  with 
operative  delivery  a probability  and  the 
outlook  for  the  baby  becomes  questionable. 

The  criterion  as  described  by  DeLee1 
and  Rosensohn2  has  proA^ed  the  most  sat- 
isfactory as  a working  index  of  the  ac- 
complishment of  engagement. 

Briefly,  when  the  curved  surface  of  the 
vertex  has  descended  sufficiently  to  be 
tangent  to  a line  passing  through  the 
ischial  spines  or  if  the  vertex  can  by 
pressure  be  brought  to  this  level  the 
largest  diameters  of  the  head  are  judged 
to  be  just  through  the  brim.  The  dis- 
tances or  stations  of  the  head  before  or 


I wish  to  thank  Dr.  Meyer  Rosensohn, 

Attending  Obstetrician,  for  his  kind  assistance 
and  helpful  criticism  in  the  preparation  of  this 
paper. 


after  engagement  are  best  described  as 
so  many  fingerbreadths  or  centimeters 
above  or  below  this  interspinous  line. 
It  is  with  this  definition  of  engagement 
that  200  consecutive  primipara  with  nor- 
mal pelves  and  vertex  presentations  were 
studied  during  their  labor. 

In  the  200  patients,  165  were  found 
to  have  the  presenting  part  engaged  be- 
fore labor  began  and  thirty-five  were 
still  unengaged  or  floating  with  the  onset 
of  pains.  A study  of  these  thirty-five 
cases  presents  certain  interesting  data. 

The  incidence  is  one  in  every  six 
primiparous  labors  (17.5%).  Of  the 
thirty-five  cases,  eighteen  were  floating 
free  above  the  pelvic  brim  at  the  onset 
of  labor  and  seventeen  were  dipping 
two  or  three  fingerbreadths  above  the 
ischial  spines,  the  largest  diameters  of 
the  head  being  still  well  above  the  brim. 
This  is  in  agreement  with  the  report  of 
Harrar  from  the  Lying-In  Hospital. 

Twenty-five  delivered  spontaneously 
with  no  fetal  or  maternal  mortality  after 
an  average  of  twenty-seven  hours  of 
labor.  In  the  remaining  ten  operative 
deliveries,  the  average  duration  of  labor 
was  forty-four  hours.  In  the  operative 
deliveries  there  were  no  cesarean  sections, 
four  were  low  forceps,  and  six  were 
median  forceps  with  no  fetal  or  ma- 
ternal mortality  (Table  I).  Of  the 
median  forceps,  three  were  Kielland’s 
and  one  Scanzoni  for  persistent  occi- 
put posterior  positions ; the  other  two 
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Table  I — Operative  Incidence 


Total  Length 

Engagement 

occurred 

Type  of 

Weight  of 

Age 

of  Labor 

at  end  of 

delivery 

Indications 

Baby 

32 

..  12  hrs 

6 hrs 

. Low  forceps. . . 

Fetal  distress 

5-10  Prominent  sacrum 

28 

. . 52  hrs 

24  hrs 

. Low  forceps. . . 

Fetal  distress 

6-2 

20 

. . 57  hrs 

28  hrs 

. Low  forceps. . . 

Maternal  exhaustion 

7-3 

22 

. . 27  hrs 

6 hrs 

. Low  forceps. . . 

Maternal  exhaustion 

6-15 

20 

. . 30  hrs 

24  hrs 

. Mid  A forceps. 

Sudden  fetal  distress 

6-10  Jutting  promontory 

36 

. . 39  hrs 

9 hrs 

. Scanzoni 

Persistent  O.  P.  fetal  dis- 
tress 

8-5 

36 

. . 35  hrs 

20  hrs 

. Kielland 

Persisten  O.  P.  fetal  dis- 
tress 

9-3 

23 

. . 64  hrs 

20  hrs 

. Kielland 

Persistent  O.  P.  fetal  dis- 
tress 

8-7 

20 

. . 94  hrs 

26  hrs 

. Kielland 

Persistent  O.  P.  fetal  dis- 
tress _ 

. 8-7 

45 

. . 30  hrs 

10  hrs 

. Mid  A forceps. 

Full  dilatation  3 hours. 
Sudden  fetal  distress 

7-2 

were  for  fetal  distress  after  full  dilata- 
tion for  three  or  more  hours. 

The  fact  that  there  were  no  stillbirths 
or  infant  deaths  in  this  series  of  cases 
would  appear  to  indicate  that  the  dangers 
to  mother  and  child  are  increased  very 
little  if  any  by  the  absence  of  engage- 
ment before  labor  in  primipara  with 
normal  pelvis  measurements ; that  con- 
servative treatment  with  watchful  waiting 
and  interference  only  for  definite  indica- 
tions are  the  methods  of  choice. 

Efforts  to  find  the  cause  for  nonengage- 
ment are  unsuccessful.  None  of  the 
factors  said  to  favor  nonengagement  such 
as  hydramnios,  placenta  previa,  eccentric 
adaptations  of  the  head  to  the  pelvis 
brim  was  observed  in  this  series  of  cases. 
It  is  also  to  be  noted  that  nonengagement 
does  not  depend  upon  the  large  size  of 
the  baby,  for  the  average  weight  of  the 
baby  in  the  cases  delivered  spontaneously 
was  7 lbs.  4 ozs.  while  in  those  delivered 
by  operative  measures  was  7 lbs.  6 ozs. 

Conclusions 

1.  It  appears  from  this  study  that  it 


is  impossible  to  determine  any  constant 
or  prevailing  cause  for  the  failure  of  the 
head  to  engage  before  labor  in  primipara 
with  normal  pelvis. 

2.  The  condition  may  be  expected  in 
17.5  per  cent  of  normal  primipara  at 
term. 

3.  In  our  series  one  hundred  per  cent 
eventually  engaged. 

4.  Over  seventy  per  cent  will  deliver 
spontaneously  with  labor  moderately  pro- 
longed. 

5.  In  the  remaining  twTenty-nine  con- 
servative treatment  with  watchful  waiting 
may  obviate  the  necessity  of  cesarean 
section  and  high  forceps  and  limit  the 
interference  to  a simple  forceps  opera- 
tion. 

6.  The  stillbirth  and  infant  death  rate 
should  not  be  increased. 

215  E.  Gun  Hill  Road 
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DR.  SUN  AND  DR.  AIR  TO  OPEN  NEW  OFFICE 


Excavation  work  has  started  for  New 
York  City’s  new  Convalescent  Day  Camp, 
said  to  be  the  first  of  its  kind  in  this  county, 
on  Welfare  Island,  by  the  City-Wide  De- 
partment of  the  WPA  Division  of  Opera- 
tions, to  serve  the  needy  of  the  greater  city 
whose  health  may  be  restored  more  quickly 
by  plenty  of  natural  sunshine  and  fresh  air 
in  pleasant  surroundings.  WPA  will  also 
build  nine  one-story  stucco  finished  build- 
ings, a concrete  promenade  2,000  feet  long, 
a children’s  wading  pool,  and  will  beautify 


the  grounds  with  hundreds  of  American 
elms,  shrubs,  and  perennials. 

The  entire  park  will  be  enclosed  with 
privet  hedging.  A shrubbery  dogwood  gar- 
den will  be  planted. 

The  main  building  will  include  a recrea- 
tion and  dining  hall,  equipped  to  show  mo- 
tion pictures,  to  accommodate  1,000  persons. 
Eight  shelter  buildings,  each  100  feet  long, 
will  have  a sheltered  terrace  around  three 
sides  of  each  building.  The  estimated  date 
for  completion  is  July  1. 
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Is  Vitamin  C Deficiency  a Factor? 


Albert  D.  Kaiser,  M.D.,  Rochester 

From  the  Department  of  Pediatrics  of  the  University  of  Rochester  School  of 
Medicine  and  Dentistry 


The  development  of  accurate  and  rapid 
methods  for  the  quanitative  determination 
of  Vitamin  C has  led  to  extensive  investi- 
gations of  its  biochemistry  and  physi- 
ology. Studies  during  the  past  few  years 
have  indicated  that  Vitamin  C plays  an 
important  part  in  determining  the  resist- 
ance of  the  animal  organism  to  certain 
types  of  bacterial  infections  and  toxins. 
For  example,  guinea  pigs  fed  a ration 
deficient  in  the  Vitamin  are  much  less 
resistant  to  diphtheria  toxin  than  are 
normal  control  animals : similiarly,  the 
administration  of  Vitamin  C (cevitamic 
acid)  to  normal  guinea  pigs  increases 
their  resistance  to  the  toxin.  A protec- 
tive effect  of  Vitamin  C against  tuber- 
culous infection  in  animals  has  likewise 
been  described  repeatedly.  A correlation 
between  the  incidence  of  juvenile  rheu- 
matism and  poverty  has  more  than  once 
led  to  the  suspicion  that  some  error  of 
diet  might  be  a causative  factor  in  the 
disease.  In  a recent  publication  Rine- 
hart1 cited  experimental,  epidemiological, 
and  clinical  data  in  favor  of  a theory  that 
Vitamin  C deficiency  may  be  a necessary 
accompaniment  of  rheumatic  fever. 

Inasmuch  as  the  etiology  and  the  fac- 
tors that  predispose  to  rheumatic  fever 
are  not  clearly  understood,  it  is  of  con- 
siderable importance  to  critically  test  the 
concept  that  a deficiency  of  Vitamin  C 
may  be  a predisposing  factor  in  rheu- 
matic fever. 

Rinehart  and  Mettier2  offered  evidence 
that  rheumatic  fever  may  be  due  to  the 
combined  influence  of  Vitamin  C de- 
ficiency and  infection.  In  their  animal 
experiments  they  conclude  that  chronic 
scurvy  with  superimposed  infection  in 
guinea  pigs  results  in  a histopathological 
picture  strikingly  similiar  to  that  found 
in  rheumatic  fever  in  human  beings. 
Their  experimental  results  with  guinea 
pigs  have,  to  some  extent,  been  confirmed 


by  Schultz.3  However  no  convincing 
data  based  upon  clinical  studies  has  been 
presented  to  substantiate  this  relationship 
of  Vitamin  C deficiency  in  rheumatic 
fever.  Van  Eekelen,  Emmerie,  Josephy, 
and  Wolff4  (1933)  were  the  first  to  state 
that  Vitamin  C could  be  detected  in  blood 
and  urine.  They  demonstrated  that  a 
single  large  dose  of  orange  juice  given 
to  normal  individuals  resulted  in  an  im- 
mediate marked  rise  in  the  daily  urinary 
output  of  ascorbic  acid,  the  level  of  which 
dropped  almost  to  normal  on  the  follow- 
ing days  when  no  dose  was  taken.  In- 
dividuals previously  on  normal,  adequate 
diets  excreted  ascorbic  acid  at  a steady 
rate  even  after  the  material  was  omitted 
from  the  diet  for  several  days,  thus  in- 
dicating that  a store  of  the  substance  was 
present  in  the  body.  From  their  reports 
and  from  subsequent  studies  there  seemed 
to  be  agreement  that  the  urinary  output 
or  response  to  a given  dose,  is  a function 
of  the  body  storage  or  degree  of  “satura- 
tion” which  in  turn  is  dependent  upon  the 
previous  dietetic  history  and  the  demands 
of  the  organisms.  It  is  therefore  prob- 
able that  growing  children  require  larger 
amounts  in  proportion  to  their  size  than 
do  adults.  Johnson  and  Zilva5  (1934) 
strengthened  the  idea  that  the  daily 
urinary  excretion  of  ascorbic  acid  is  de- 
pendent not  only  upon  the  dose,  but 
that  the  response  to  any  given  dose  is 
a function  of  the  amount  stored  in  the 
body. 

Sendroy  and  Schultz6  endeavored  to 
test  the  concept  of  Rinehart  and  his  col- 
laborators, by  a direct  study  of  the  Vita- 
min C utilization  in  rheumatic  and  in 
nonrheumatic  patients.  They  utilized  the 
urinary  excretion  test  for  the  determina- 
tion of  Vitamin  C.  Their  excretion  tests 
in  rheumatic  patients  relative  to  the  con- 
trols, indicated  to  some  degree  an  appar- 
ent Vitamin  C deficiency  in  eight  out 
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of  thirteen  cases.  They  maintained  how- 
ever that  digestive  disturbances  were 
responsible  for  the  deficiencies  of  Vitamin 
C and  that  even  in  the  control  cases  when 
there  was  a nutritional  disturbance  during 
the  test  the  Vitamin  C was  not  well- 
assimilated.  They  concluded  that  the 
results  of  their  study  do  not  support  the 
concept  that  a condition  of  ascorbic  acid 
deficiency  is  a predisposing  factor  in  the 
causation  of  rheumatic  fever. 

Faulkner7  likewise  endeavored  to  study 
the  effect  of  the  administration  of  Vita- 

Chart  I — Vitamin  C Values  c 

Wj.  pt  moo cc. whole  blood 


min  C deficiency  based  on  the  excretion 
of  ascorbic  acid  in  the  urine  after  the 
administration  of  a test  dose  of  Vitamin 
C.  Perry  concluded  that  Vitamin  C 
deficiency  is  not  an  important  factor  in 
the  causation  of  acute  rheumatism;  that 
mild  degrees  of  this  deficiency  are  not 
uncommon  in  rheumatic  children ; and 
that  the  capillary  resistance  test  is  not  a 
reliable  guide  to  this  deficiency. 

More  recently  Abbasy,  Hill,  and 
Harris9  reported  on  Vitamin  C studies 
in  107  active  rheumatic  children,  eighty  - 

Whole  Blood  from  172  Children- 


min  C on  rheumatic  fever.  In  twenty- 
seven  cases  of  rheumatic  fever  the  effect 
of  the  administration  of  large  daily  doses 
of  Vitamin  C was  studied.  None  of 
these  cases  showed  any  clinical  signs 
suggestive  of  scurvy.  All  of  the  patients 
had  been  on  a diet  generally  considered 
to  be  adequate  in  Vitamin  C.  All  of  the 
cases  were  given  additional  Vitamin  C 
in  the  form  of  530  c.c.  orange  juice  per 
day.  No  specific  therapeutic  effect  on 
the  course  of  the  disease  was  observed 
during  the  period  of  increased  Vitamin 
C administration  which  lasted  on  the 
average  for  four  weeks.  The  failure  of 
larger  doses  of  Vitamin  C to  influence 
the  course  of  rheumatic  fever  is  pre- 
sented by  Faulkner  as  evidence  against 
the  hypothesis  of  Rinehart  that  deficiency 
of  this  substance  is  a specific  etiological 
factor  in  this  disease. 

Perry8  studied  the  relationship  of 
Vitamin  C to  rheumatic  heart  disease.  In 
his  study  of  eleven  cases  there  were  five 
active  rheumatic  and  six  quiescent  cases. 
In  these  cases  tests  were  made  for  Vita- 


six  convalescent  cases,  and  sixty-four 
control  cases.  The  results  of  their  studies 
showed  a striking  difference  between  the 
excretion  of  Vitamin  C by  the  rheumatic 
cases  compared  with  the  controls.  The 
sixty- four  control  subjects  receiving  an 
adequate  institutional  diet  all  excreted 
more  than  the  standard  level  of  thirteen 
Mg.  per  day  per  ten  stone  of  body  weight. 
The  average  value  for  this  control  group 
was  twenty  Mg.  per  day.  In  contrast,  a 
group  of  107  active  rheumatic  cases  re- 
ceiving the  same  institutional  diets  for 
periods  of  up  to  several  months,  excreted 
an  average  of  only  nine  Mg.  per  day. 
This  low  level  of  excretion  persisted  in 
convalescent  cases  in  which  group  eighty- 
six  cases  had  an  average  excretion  of  ten 
Mg.  per  day.  Their  studies  further 
showed  that  if  the  regular  daily  intake 
of  Vitamin  C was  greatly  increased,  it 
took  the  rheumatic  subjects,  active  and 
convalescent,  longer  to  reach  a given 
level  of  excretion  than  did  the  controls 
receiving  the  same  large  dose  of  orange 
juice.  Furthermore,  when  after  five 
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weeks  the  new  state  of  equilibrium  had 
been  attained  corresponding  with  the  new 
diet,  the  new  “resting  lever’  for  the 
rheumatics  remained  markedly  below  that 
for  the  controls.  Their  interpretation  of 
these  results  is  that  with  the  infection 
which  underlies  rheumatic  fever  there  is 
a greatly  increased  metabolic  use  of  (and 
need  for)  Vitamin  C and  a correspond- 
ingly lowered  degree  of  “saturation”  of 
the  body  tissues. 

It  would  appear  from  the  results  of 
these  investigators  other  than  those  of 
Rinehart  and  his  co workers  and  those  of 
Abbasy,  Hill,  and  Harris  that  no  close 
relationship  could  be  demonstrated  be- 
tween Vitamin  C deficiency  and  rheu- 
matic fever.  All  of  the  studies  were 
based  on  the  amount  of  ascorbic  acid 
excreted  in  the  urine  after  a test  dose  was 
given.  Abt,  Farmer,  and  Epstein10  re- 
cently described  a method  for  determin- 
ing the  reduced  ascorbic  acid  content  of 
the  blood  plasma.  It  was  stated  by  these 
workers  that  such  a determination  ac- 
curately indicates  the  nutritional  state 
of  the  body  relative  to  Vitamin  C.  A 
study  of  the  blood  plasma  values  of  ap- 
parently normal  children,  and  of  such 
children  who  either  showed  clinical  evi- 
dence of  scurvy  or  were  known  to  have 
been  taking  an  inadequate  amount  of 
Vitamin  C was  made.  It  was  concluded 
by  Abt  and  his  colleagues  that  blood 
plasma  values  less  than  0.75  to  0.80  Mg. 
per  cent  of  reduced  cevitamic  acid  indi- 
cate a subnormal  Vitamin  C intake.  In- 
asmuch as  Rinehart  and  Mettier  suggested 
that  latent  scurvy  or  hypovitaminosis  C 
might  be  a factor  in  the  causation  of 
rheumatic  fever  it  was  decided  to  study 
the  Vitamin  C content  of  the  blood 
plasma  in  a number  of  rheumatic  indi- 
viduals and  compare  their  values  with 
those  of  presumably  normal  children. 

The  method  used  in  preparing  blood 
for  Vitamin  C determination  is  that  de- 
scribed by  Hawley  and  coworkers.11 
Two  c.c.  of  oxalated  fresh,  whole  blood 
are  mixed  with  5.5  c.c.  of  distilled  water 
and  2.5  c.c.  of  a mixture  of  eighteen 
percent  trichloracetic  acid  and  two  per- 
cent metaphosphoric  acid.  The  whole  is 
shaken  and  filtered  through  filter  -paper. 
The  clear  filtrate  is  titrated  against  a 
known  quantity  of  sodium  dichlor-phenol- 
indo-phenol  solution.  The  values  of 


Vitamin  C are  then  computed  in  Mg. 
per  hundred  c.c.  of  whole  blood. 

Vitamin  C determinations  were  made 
on  the  whole  blood  of  125  children  rang- 
ing from  six  to  sixteen  years  of  age. 
Similar  determinations  were  also  made 
on  a number  of  newborn  babies.  These 
children  were  all  presumably  well  except 
for  the  fact  that  they  were  candidates  for 
the  removal  of  their  tonsils  and  adenoids. 
They  had  no  recent  acute  infection  and 
were  free  from  fever.  It  is  quite  cer- 
tain that  several  of  these  children  had 
an  inadequate  Vitamin  C intake  in  their 
diet  for  many  of  them  came  from  homes 
of  poor  parents.  In  this  group  of  chil- 
dren it  was  determined  that  the  blood 
values  ranged  from  0.5  to  1.0  Mg.  per 
cent  of  reduced  cevitamic  acid  with  a 
mean  of  0.75  Mg.  per  cent.  Similiar 
determinations  were  made  on  twenty-five 
rheumatic  children.  The  blood  value 
ranged  from  0.57  to  0.9  Mg.  per  cent 
of  reduced  cevitamic  acid.  The  values  of 
the  acute  cases  were  generally  lower  than 
the  quiescent  or  convalescent  cases  of 
rheumatic  infection.  There  was  however 
no  striking  difference  between  the  values 
of  the  rheumatic  children  and  the  normal 
group. 

Most  of  the  children  as  shown  in  Chart 
I with  acute  rheumatic  infection  showed 
lower  values  than  was  the  average  for 
the  normal  children  of  the  same  age. 
Many  of  the  children  with  quiescent 
rheumatic  infection  showed  values  as  high 
as  the  average  for  the  normal  children 
of  the  same  age.  The  twelve  children 
with  acute  rheumatic  infection  showed 
evidence  of  fever,  increased  leukocyte 
count,  and  an  increased  sedimentation 
rate.  There  was  practically  no  vomiting 
among  any  of  these  children.  The  chil- 
dren with  quiescent  rheumatic  infection 
were  residents  in  the  Cardiac  Convales- 
cent Hospital  (Rochester)  and  were 
nearly  all  free  from  symptoms  and  had 
been  receiving  for  some  time  a diet  high 
in  Vitamin  C.  Comparing  the  children 
with  acute  rheumatic  infection  and  the 
so-called  control  children,  one  might  con- 
clude that  the  Vitamin  C values  of  the 
blood  are  slightly  subnormal  in  the  rheu- 
matic group.  However  as  shown  in 
Table  II  blood  values  were  obtained  in 
other  acute  febrile  infections  such  as 
pneumonia,  nephritis,  and  tonsillitis.  It 
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Table  I — Vitamin  C Values  of  Whole  Blood  from  Children  with  Rheumatic  Fever 


Age 

Vitamin  C 

No. 

Sex 

yr. 

Date 

in  mg. 

% 

Diet 

Diagnosis 

1 

M 

12 

10/6/36 

.86 

Adequate  Vit.  C. 

Acute  rheumatic  fever 

2 

M 

7 

3/3/37 

.87 

U it 

“ u “ 

3 

F 

13 

10/2/36 

.66 

U 

« « 

tt  u tt 

4 

M 

4 

7/17/36 

.66 

U 

u u 

tt  U it 

5 

F 

6 

7/17/36 

.65 

U 

u it 

it  u u 

and  chorea 

6 

F 

7 

1/20/37 

.76 

U 

u tt 

Acute  rheumatic  fever 

7 

F 

7 

7/22/36 

.85 

u a 

8 

M 

8 

1/27/37 

.66 

U 

u u 

tt  u u 

9 

F 

3 

1/20/37 

.57 

Soft  house  diet 

u an 

10 

M 

14 

7/23/36 

.70 

“ 

« u 

tt  tt  u 

11 

M 

6 

10/2/36 

.74 

Adequate  Vit.  C. 

a tt  tt 

12 

M 

12 

3/13/37 

.87 

“ 

u u 

tt  u a 

13 

F 

6 

5/10/37 

.76 

“ 

Chorea 

1 

M 

11 

10/15/36 

1.04 

Adequate  Vit.  C. 

Chronic  rheumatic  fever 

2 

F 

11 

10/15/36 

.94 

U 

u u 

« tt  a 

3 

F 

13 

10/20/36 

.85 

U 

a u 

u u tt 

4 

F 

11 

10/20/36 

.86 

U 

u tt 

tt  a a 

5 

M 

12 

10/24/36 

.68 

U 

“ “ 

tt  u * 

6 

F 

11 

10/24/36 

.78 

“ 

u a 

a a « 

7 

M 

4 

10/24/36 

.74 

“ 

“ u 

u a a 

8 

F 

10 

10/24/36 

.82 

U 

it  tt 

u tt  u 

9 

F 

8 

11/10/36 

.95 

U 

it  u 

Chorea 

10 

M 

13 

1/13/37 

.62 

“ 

tt  tt 

Chronic  rheumatic  fever 

11 

F 

12 

2/16/37 

.77 

U 

a tt 

u u u 

12 

F 

5 

9/30/36 

.89 

No  orange  juice,  tomato 

U U u 

juice  daily 

Table  II- 

—Vitamin  C Values  of  Whole  Blood  : 

from  Children 

with  Other  Diseases 

Vitamin  C 

No. 

Sex 

Age 

Date 

in  mg. 

% 

Diet 

Diagnosis 

1 

M 

12  yr. 

1/9/37 

.97 

Adequate  vit  C. 

Acute  sinus  infection 

2 

F 

12  yr. 

1/15/37 

.85 

* 

it  tt 

Chronic  myocarditis 

3 

M 

4 yr. 

1/5/37 

.74 

U 

it  u 

Sub-clinical  scurvy 

4 

M 

12  yr. 

1/20/37 

.91 

“ 

it  u 

Acute  tonsillitis 

5 

F 

3Hyi. 

1/22/37 

.74 

“ 

it  tt 

Acute  tonsillitis 

6 

M 

6 yr. 

1/26/37 

.76 

U 

tt  it 

Acute  naso-pharyngitis 

7 

M 

12  yr. 

2/10/37 

.77 

U 

tt  it 

Acute  nephritis 

8 

M 

7 mo. 

7/10/36 

.92 

Sobee 

Asthma 

9 

M 

2 yr. 

7/8/36 

.66 

Adequate  vit.  C. 

Erysipelas,  poliomyelitis 

10 

M 

13  yr. 

7/24/36 

.66 

■ 

it  it 

Ulcerative  colitis 

11 

M 

14  yr. 

9/23/36 

.93 

tt  u 

Influenza 

12 

M 

13  yr. 

9/30/36 

.86 

U it 

Muscular  dystrophy 

13 

M 

12  yr. 

10/2/36 

.70 

U 

it  a 

Muscular  dystrophy 

14 

M 

8 mo. 

10/5/36 

.86 

Inadequate  vit.  C. 

Scurvy,  whooping  cough 

15 

F 

5 yr. 

10/5/36 

.74 

it  a 

Scurvy 

16 

M 

9 yr. 

10/23/36 

.78 

Adequate  vit.  C. 

Lobar  pneumonia 

17 

M 

5 yr. 

10/28/36 

.74 

u u 

Acute  nephritis,  impetigo 

18 

F 

11  yr. 

11/25/36 

.86 

U 

it  it 

Acute  tonsillitis 

19 

F 

4 yr. 

12/4/36 

.78 

“ 

tt  tt 

Whooping  cough,  pneumonia 

20 

F 

2 yr. 

12/10/36 

1.19 

U 

it  It 

Lobar  pneumonia 

21 

F 

4 yr. 

3/3/37 

1.01 

tt 

Acute  enteritis 

was  found  that  the  Vitamin  C content 
was  nearly  as  low  in  these  acute  infec- 
tions as  in  the  acute  rheumatic  cases.  It 
would  appear  therefore  that  the  lower 
values  found  in  the  acute  rheumatic  cases 
are  not  peculiar  to  this  disease.  In  a 
number  of  acute  rheumatic  cases  addi- 
tional determinations  of  the  Vitamin  C 
content  were  made.  In  all  of  them  the 
Vitamin  C increased  as  the  disease  im- 
proved. During  this  period  however 
large  amounts  of  Vitamin  C were  given 
in  the  form  of  orange  juice.  If  one 
could  be  certain  that  the  whole  blood 
values  of  Vitamin  C represent  the  degree 
of  saturation  it  might  be  inferred  that  in 
the  acute  rheumatic  infections  as  well  as 
in  other  infections  the  maximum  satura- 


tion point  has  not  been  reached  for  with 
recovery  and  additional  Vitamin  C intake 
this  saturation  point  is  elevated. 

Applied  to  the  subjects  with  acute  rheu- 
matic fever  the  Vitamin  C determinations 
of  the  blood,  relative  to  the  controls, 
indicated  to  some  degree,  an  apparent 
ascorbic  acid  deficiency  in  eight  out  of 
twelve  cases.  (Table  I)  As  far  as  we 
could  determine  these  could  not  be  as- 
cribed solely  to  poor  diet.  However 
in  the  control  groups  some  low  values 
were  obtained  in  whom  no  disease  was 
noted.  It  is  impossible  to  state  whether 
the  cases  showing  evidence  of  a deficiency 
of  Vitamin  C are  the  result  of  the  rheu- 
matic infection  or  whether  it  existed  be- 
fore the  infection  and  predisposed  to  the 
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infection.  It  does  seem  reasonable  to 
conclude  that  in  the  rheumatic  subjects 
there  is  an  increased  need  for  Vitamin 
C and  probably  an  increased  destruction 
in  the  body.  The  view  has  already  been 
advanced  by  Faulkner  that  infection  may 
increase  the  metabolic  need  for  Vitamin 
C.  The  question  then  arises:  does  the 
rheumatic  state  differ  in  this  respect  from 
other  infective  conditions  in  which  a 
lowered  excretion  or  a lower  state  of 
saturation  of  Vitamin  C may  also  be 
met  with?  Further  statistical  studies 
of  the  excretion  of  Vitamin  C and  the 
degree  of  saturation  in  the  whole  blood 
in  various  infectious  diseases  will  be 
necessary  before  a final  answer  can  be 
given  to  this  question. 

Assuming  that  the  rate  of  urinary 
excretion  of  Vitamin  C is  somewhat 
lower  in  acute  rheumatic  infection,  at- 
tempts were  made  to  determine  whether 
the  mode  of  utilization  of  ascorbic  acid 
was  different  in  rheumatic  patients  from 
nonrheumatics,  and  also  whether  this 
substance  had  any  prophylactic  or  thera- 
peutic influence  in  this  disease.  (Table 
II)  Schultz  studied  the  therapeutic  ef- 
fect of  ascorbic  acid  medication  on 
twenty  hospital  patients  with  rheumatic 
fever.  No  demonstrable  beneficial  in- 
fluence upon  the  clinical  picture  of  rheu- 
matic fqver  was  noted.  Likewise  the 
giving  of  adequate  quantities  of  ascorbic 
acid  over  periods  of  several  weeks  did 
not  prevent  the  recurrence  of  rheumatic 
activity  among  subjects  who  would  other- 
wise have  been  expected  to  develop  the 
disease.  Schultz  maintained  that  the 
failure  of  large  doses  adequately  taken 
into  the  circulation  either  enternally  or 
parenterally  to  alleviate  the  symptoms  of 
rheumatic  fever,  or  to  prevent  the  ap- 
pearance of  new  symptoms  is  further 
proof  that  Vitamin  C deficiency  is  not 
an  important  factor  in  the  etiology  of 
this  disease.  On  the  other  hand  Abbasy 
and  his  colleagues  maintain  that  a striking 
feature  is  the  long-continued  persistence 
of  the  low  Vitamin  C figures  even  when 
the  disease  is,  clinically  speaking,  quies- 
cent or  convalescent  and  the  child  is  in 
an  apparently  good  state  of  health.  They 
suggest  that  the  well-known  recurrences 
may  be  the  result  of  this  intrinsic  low 
excretion  in  convalescent  rheumatism.  It 
has  been  suggested  as  a means  of  diag- 


nosis when  the  Vitamin  C excretion  is 
low  even  on  an  adequate  diet.  It  has 
been  noted  by  Rinehart  and  others  that 
taking  certain  drugs  more  rapidly  de- 
pletes the  Vitamin  C stored  in  the  tis- 
sues. It  is  therefore  necessary  to  increase 
the  amount  of  Vitamin  C ingested  during 
the  period  of  administration  of  such  drugs 
as  salicylates. 

In  spite  of  these  observations  the  ques- 
tion still  remains,  is  the  Vitamin  C de- 
ficiency a cause  or  an  effect  of  this 
infective  process.  There  is  reason  to 
believe  that  there  may  be  a dietary  factor 
at  the  beginning  of  the  disease  as  well  as 
a combined  alteration  in  the  metabolism 
of  the  Vitamin  when  the  disease  has  de- 
veloped. 

Conclusions 

1.  The  experimental  and  the  clinical 
evidence  presented  by  various  investi- 
gators indicates  that  Vitamin  C plays  an 
important  part  in  determining  the  re- 
sistance of  the  animal  organism  to  cer- 
tain types  of  bacterial  infections. 

2.  There  is  considerable  evidence  that 
rheumatic  individuals  have  a deficient 
amount  of  Vitamin  C in  the  urine.  This 
is  particularly  true  in  acute  rheumatic 
infections  and  less  so  in  quiescent  rheu- 
matic infection. 

3.  There  is  some  evidence  that  the 
blood  of  rheumatic  individuals  has  a 
somewhat  lower  level  of  Vitamin  C. 
This  condition  is  also  found  in  other 
febrile  conditions. 

4.  The  administration  of  adequate 
amounts  of  Vitamin  C will  not  prevent 
rheumatic  infection  or  promptly  bring 
about  recovery.  There  is  some  evidence 
that  in  a rheumatic  subject  there  is  an 
increased  need  for  Vitamin  C. 

5.  Clinical  studies  reviewed  dealing 
with  the  urinary  excretion  of  Vitamin  C 
and  the  observations  made  on  the  Vitamin 
C content  of  the  whole  blood  do  not  sup- 
port the  contention  that  Vitamin  C de- 
ficiency is  a significant  etiological  factor 
in  rheumatic  infection. 

6.  There  is  sufficient  clinical  evidence 
to  stress  the  importance  of  regular  and 
adequate  amounts  of  Vitamin  C adminis- 
tration in  all  individuals  suffering  from 
rheumatic  disease. 
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ALKALINE  CYSTITIS  WITH  PHOSPHATIC 
CONCRETIONS 

Treated  With  Sulfanilamide 

D.  Edward  Frank,  M.D.,  New  York  City 


Of  recent  date  new  uses  for  an  old 
chemical  have  made  the  profession  sit 
up  and  take  notice.  As  is  the  case  with 
most  new  forms  of  therapy,  many  phy- 
sicians have  used  it  in  an  attempt  to  cure 
conditions  not  at  all  related  to  that  for 
which  the  drug  was  originally  intended. 
As  many  interesting  discoveries  are  made 
in  this  way,  I decided  to  use  sulfanila- 
mide on  a resistant  case  of  gonorrheal 
prostatitis  of  long-standing  complicated 
by  an  alkaline  cystitis  with  phosphaturia 
and  phosphatic  concretions. 

Case  Report 

N.B.  aged  thirty-eight  with  a history  of 
gonorrhea  for  15  years,  had  been  under 
treatment  at  the  Department  of  Health, 
receiving  prostatic  massages.  He  had 
taken  treatment  on  and  off  for  this  length 
of  time,  prompted  by  the  reappearance  of 
his  gleet,  which  bothered  him  even  during 
his  most  recent  treatment  at  the  Health 
Department.  He  also  complained  fre- 
quently of  the  passage  of  small  clumps  of 
cheesy-looking  whitish  material  in  his 
urine.  Before  he  passed  the  clumps,  he 
would  experience  an  uncomfortableness  and 
urgency,  relieved  immediately  upon  the 
passage  of  the  clumps.  Several  doctors  had 
told  him  they  were  insignificant,  and  that 
he  might  never  get  rid  of  them.  None  had 
ever  examined  them  under  the  microscope. 
The  prostate  was  moderate-sized,  quite  hard, 
nontender,  and  disclosed  more  than  100  pus 
cells  per  H.P.F.,  arranged  in  clumps.  No 
gonococci  were  present,  although  there 
were  a few  gram  positive  short  bacilli  and 
cocci.  Urine  was  alkaline,  specific  gravity 
of  1.016,  albumin  one  plus,  rest  negative. 
Glass  one  of  the  two-glass  test  contained 
cloudy  urine  with  shreds;  glass  two  hazy 
urine  with  shreds.  Complement  fixation 


for  gonorrhea  was  positive;  Wassermann 
was  negative. 

The  usual  routine  therapy  of  weak  per- 
manganate irrigations,  argyrol  instillations, 
and  prostatic  massages  were  started.  Pyri- 
dium  was  given  a short  unsuccessful  trial. 
Microscopic  examination  of  the  clumps 
complained  of  revealed  surprisingly,  beauti- 
ful triple  phosphate  crystals  heaped  up  in 
masses.  Fifty  gr.  of  ammonium  chloride  and 
10,000  units  of  Vitamin  A were  added  to  the 
therapy  in  an  attempt  to  clear  the  phos- 
phaturia. Therapy  proved  unavailing. 
Short  wave  diathermy  and  intramuscular 
injections  of  milk  did  not  change  the  pic- 
ture. Cystoscopic  examination  three  months 
after  the  first  visit,  revealed  phosphatic 
concretions  floating  in  the  bladder,  several 
areas  of  hyperemia  without  ulceration, 
normal  ureteral  orifices,  no  obstruction  to 
the  passage  of  ureteral  catheters,  pelvic 
urine  clear  on  both  sides.  Urethroscopic 
findings  were  those  of  dilated  prostatic  duct 
orifices  and  ejaculatory  duct  orifices. 

On  June  5,  1937,  more  than  three  months 
after  all  forms  of  therapy  had  neither  al- 
tered the  appearance  of  the  two-glass  test 
appreciably,  reduced  the  number  of  pus 
cells  in  the  prostate  or  reduced  the  number 
of  phosphatic  concretions  in  the  urine,  I 
started  the  patient  on  sixty  gr.  of  sul- 
fanilamide daily.  This  was  easily  tolerated 
without  side  affects,  the  patient  weighing 
235  pounds.  Two  days  later  the  patient 
felt  quite  relieved  for  the  first  time.  The 
urine  was  still  alkaline,  but  he  had  stopped 
passing  phosphates.  The  urine  was  nearly 
clear.  On  the  fourth  day  after  sulfanila- 
mide, the  urine  was  clear  in  both  glasses, 
and  has  remained  so  thereafter.  Prostatic 
massage  revealed  that  the  pus  cells  had 
been  reduced  to  twenty-thirty  per  H.P.F. 
The  improvement  persisted  despite  the  fact 
that  vitamin  A ahd  ammonium  chloride 
were  discontinued.  The  gleet  never  re- 
turned and  the  patient  was  happy. 


874 


D.  EDWARD  FRANK 


[Volume  38 


Comment 

The  chief  interest  in  this  case  lies  in 
the  fact  that  an  alkaline  cystitis  with 
phosphatic  concretion  formation  resistant 
to  attempted  acidification  plus  vitamin  A 
therapy  responded  so  promptly  to  sul- 
fanilamide. Helmholtz1  and  his  cowork- 
ers have  shown  that  the  urine  of  patients 
on  sulfanilamide  therapy  has  definite 
bactericidal  properties.  By  adding  the 
drug  directly  to  urine,  they  were  also  able 
to  demonstrate  that  the  lethal  properties 
resided  directly  in  the  sulfanilamide. 
Marshall,  Emerson,  and  Cutting2  and 
others  have  found  that  the  drug  taken  by 
mouth  is  excreted  in  two  forms  in  the 
urine,  one  as  the  original  drug,  and  the 
other  as  an  acetylated  form  of  the  same. 
Helmholtz  and  Osterberg3  feel  the  ace- 
tylated form  is  the  more  bactericidal. 
Whereas  under  a ketogenic  diet,  beta 
hydroxybutyric  acid,  or  mandelic  acid 
therapy,  an  acid  urine  is  necessary  for 
success,  sulfanilamde  works  best  in  an 
alkaline  urine.  Extraneous  factors  may 
tend  to  make  the  urine  acid  which  will 
then  contain  a greater  concentration  of 
sulfanilamide  than  an  alkaline  urine,  yet 
oddly  enough  will  be  less  bactericidal 
than  the  latter.  Fortunately  most  urinary 


infections  tend  to  have  an  alkaline  urine 
accompanying. 

Being  composed  of  ammonium  mag- 
nesium phosphates,  triple  phosphates  are 
more  easily  formed  in  the  presence  of  a 
Proteus  ammoniae  infection,  ammonia 
forming  organisms,  which  Helmholtz1 
suggests  my  patient  may  have  had.  The 
latter  organisms  are  quite  susceptible  to 
the  bactericidal  action  of  sulfanilamide. 
Clearing  up  a cystitis  due  to  the  Proteus 
ammoniae  would  at  once  remove  the 
cause  for  triple  phosphate  formation.  It 
may  seem  a bit  speculative,  but  since 
sulfanilamide  seems  to  be  such  a good 
urinary  antiseptic  against  the  usual  bacil- 
lary and  some  of  the  coccal  infections 
of  the  urinary  tract,5  I wonder  if  the 
drug  may  not  prove  effective  in  prevent- 
ing certain  types  of  kidney  stone  recur- 
rence, aided  in  many  cases  by  the  pres- 
ence of  infection. 
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THE  MERCILESS  M.D/S 


“You  doctors  of  medicine  cut  down  our 
infant  mortality,  extend  our  life  expectancy, 
and  ameliorate  our  ills — for  what?  So  we 
can  stand  up  a little  longer  in  a rather 
unseemly  struggle  for  existence.  You  feel 
it  in  your  bones  evidently,  to  make  us 
utterly  satiated  with  life  before  we  are 
allowed  to  turn  in  our  chips.  If  we  man- 
age to  stand  the  gaff  physically,  but  fold 
up  mentally,  you  are  relentless ; you  put 
your  psychiatrists  upon  us.  Out  of  the 
sweet  calm  of  mental  abdication  they  snap 
us  back  into  the  realm  of  hard  sense  and 
stern  responsibility.  What  untold  liberties 
you  take  with  us  in  the  sacred  name  of 
Aesculapius!” — Harold  O.  Voorhis,  Sec.  of 
N.  Y.  University , to  the  Alumni  of  the 
University's  College  of  Medicine. 


“Smog  sickness”  is  now  on  the  rampage 
in  Indianapolis — respiratory  trouble  due  to 
smoke  and  fog.  Respiratory  diseases  there 
have  “reached  an  unprecedented  figure,” 


says  the  state  medical  journal,  and  are 
laid  to  the  “smog.”  A rise  in  diphtheria 
is  attributed  to  the  same  source.  The 
editor  urges  scientific  firing  to  eliminate 
smoke. 


Every  year  more  than  2000  babies  are 
killed  in  accidents  of  one  kind  or  another, 
says  the  Bulletin  of  the  Metropolitan  Life 
Insurance  Company — more  than  die,  in  an 
average  year,  from  measles,  scarlet  fever, 
and  diphtheria  combined.  Suffocation  causes 
forty  per  cent  of  the  deaths;  other  major 
causes  are  burns,  falls,  and  foreign  bodies 
in  the  air  passages.  Many  could  be  saved 
if  the  parents  were  warned  of  these  dangers 
by  physicians  and  nurses. 


“If  politics  and  morals  had  progressed  as 
much  in  the  last  two  decades  as  medical 
science,  there  would  be  far  less  consumption 
of  gunpowder.” — Harold  O.  Voorhis,  Sec. 
of  N.  Y.  University. 


TUBERCULOSIS  OF  THE  GENITOURINARY  TRACT 


Clarence  G.  Bandler,  M.D.,  F.A.C.S.  and  Arthur  H.  Milbert,  M.D., 

New  York  City 


Genitourinary  tract  tuberculosis  repre- 
sents an  ever-present  potential,  if  not 
actual,  complication  of  pulmonary  tuber- 
culosis. The  urogenital  lesion,  in  most 
instances,  can  be  traced  to  a primary  in- 
fective site  in  the  lungs,  less  often  to  a 
pre-existing  bone,  intestinal  or  glandular 
focus.  With  this  in  mind,  the  urologist  in 
his  diagnostic  and  therapeutic  approach, 
is  ever  mindful  of  the  fact  that  he  is  deal- 
ing with  a local  manifestation  of  a sys- 
temic infectious  disease  and  the  individual 
prognosis  must  be  evaluated  accordingly. 

The  all-inclusive  term — genitourinary 
tuberculosis — is  particularly  misleading  in 
dealing  with  the  female.  In  the  male,  the 
urinary  and  genital  systems  are  so  inter- 
woven in  form  and  function  as  to  defy 
any  attempt  to  consider  them  as  separate 
entities  in  relation  to  tuberculous  infec- 
tion. Of  606  cases  of  genital  tuberculosis 
reviewed  at  Mayo  Clinic  by  Bumpus  and 
Thompson1  in  1930,  renal  involvement 
was  noted  in  330,  or  over  half  the  entire 
number.  In  the  female,  however,  genital 
tuberculosis  is  a rarity  and  even  when  it 
does  occur  its  etiology  is  entirely  inde- 
pendent of  the  urinary  tract. 

The  combined  efforts  of  internist, 
pathologist,  and  urologist  have  led  to 
unremitting  progress  in  the  field  of  uro- 
genital tuberculosis.  Morgagni  first  de- 
scribed a case  of  renal  tuberculosis  in 
1757  and  in  1872  Peters,  an  American 
surgeon,  first  removed  a tuberculous  kid- 
ney. It  is  significant  too,  that  most  of  the 
recent  noteworthy  contributions  have 
come  from  American  workers. 

Because  it  represents  the  primary  uro- 
logic  lesion  in  most  instances,  our  atten- 
tion in  this  brief  exposition  will  be  focused 
chiefly  on  renal  tuberculosis.  The  disease 
is  relatively  common  but  we  shall  omit 
ponderous  statistics  in  favor  of  a few 
salient  facts  concerning  its  incidence. 

Incidence 

Salleras  and  von  der  Becke2  noted  that 
sixteen  per  cent  of  1,724  patients  with 


urologic  symptoms  had  renal  tuberculosis. 
Kronlein  and  Israel,  in  independent 
studies  quoted  by  Caulk,3  found  that  ap- 
proximately twenty-nine  per  cent  of  all 
surgical  operations  on  the  kidney  were 
for  tuberculosis.  Caulk  himself  reported 
nephrectomy  for  tuberculosis  in  nineteen 
per  cent  of  all  surgical  procedures  on  the 
kidney. 

Renal  tuberculosis  is  especially  signifi- 
cant in  that  it  is  most  common  between 
the  ages  of  twenty  and  fifty.  Roughly 
seventy-five  per  cent,  or  164,  of  221  cases 
studied  by  Kretschmer4  occurred  in  this 
age  period.  Earlier  age  incidence  has 
often  been  overlooked.  Mathe,5  in  a sur- 
vey of  4,698  cases  of  unilateral  surgical 
renal  tuberculosis,  in  all  age  groups, 
found  565  or  twelve  per  cent  in  children, 
but  with  only  a 1.5  per  cent  incidence  up 
to  the  age  of  ten.  With  each  advancing 
year,  the  incidence  rose  perceptibly,  494 
cases  or  10.5  per  cent  falling  in  the  second 
decade. 

Statistical  studies  in  sex  distribution 
show  male  victims  slightly  outnumbering 
females. 

A revealing  study  has  been  made  by 
Caulk  at  the  Barnes  Hospital  in  St. 
Louis.  From  1916  to  1921,  the  average 
number  of  tuberculosis  patients  admitted, 
in  whom  renal  tuberculosis  was  subse- 
quently disclosed  and  treated,  was  twenty 
cases  a year,  representing  a ratio  of  1 to 
300. 

From  1921  to  1929,  these  figures 
dropped  to  sixteen  cases  a year,  or  1 in 
400- — a twenty-five  per  cent  reduction 
since  1916.  From  1930  to  1934,  the  ratio 
had  fallen  to  1 to  450 — a 33^3  per  cent 
reduction  since  1916.  Further,  a fifty  per 
cent  decline  was  noted  in  the  number  of 
operations  performed  for  renal  tubercu- 
losis. 

Such  data  is  irrefutable  evidence  of 
the  value  of  emphasis  on  the  ounce  of 
prevention  rather  than  the  pound  of  cure. 
The  parallelism  that  exists  between  pul- 
monary tuberculosis  and  poverty,  malnu- 
trition and  physical  debility,  applies 
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equally  well  to  urogenital  tuberculous  in- 
fections. 

Etiology 

The  etiologic  agent  in  the  production 
of  urinary  tract  tuberculosis  is  the  human 
type  of  tubercle  bacillus.  The  avian  and 
bovine  types,  most  often  associated  with 
lymph  node  lesions,  can  be  excluded  from 
further  consideration.  Many  causes  have 
been  advanced  for  the  renal  lesion, 
varying  from  hereditary  predisposition, 
trauma,  malposition,  malformation,  or 
calculus,  to  allergy  and  tuberculous  dia- 
thesis. 

The  occasional  association  of  the 
former  conditions  is  probably  an  inci- 
dental one.  An  embolic  phenomenon  rep- 
resents the  most  common  mechanism  of 
dissemination,  irrespective  of  whether  the 
renal  exacerbation  occurs  immediately  or 
after  months  or  years,  smoldering  to  a 
final  flare-up. 

Introduction  of  the  tubercle  bacillus 
into  the  pulmonary  system  may  be  fol- 
lowed by  the  production  of  the  primary 
complex.  This  consists  of  the  primary 
focus  or  Ghon’s  tubercle,  tuberculous 
lymphangiitis  leading  from  this  site  to 
the  regional  lymph  node  and  possible 
caseous  lymphadenitis  of  this  node.  At 
any  stage  of  the  cycle,  dissemination  or 
regression  of  the  disease  can  occur.  Ex- 
tension may  proceed  directly  along  lym- 
phatics to  the  thoracic  duct,  by  rupturing 
into  a bronchus,  pleura,  peritoneum,  or 
lastly,  by  erosion  into  a blood  vessel. 

The  secondary  lesion  produced  in  the 
urinary  or  genital  tract  is  usually  blood- 
borne.  Rarely  does  the  lymphogenous  or 
ascending  route  account  for  the  infection 
in  the  kidney.  Although  the  lungs  usually 
represent  the  primary  focus  of  the  dis- 
ease, the  culpable  point  of  origin  for  the 
immediate  urogenital  lesion  may  be  sec- 
ondary to  one  elsewhere.  A careful  his- 
tory and  physical  examination  is  therefore 
obligatory. 

It  is  now  almost  universally  agreed 
that  an  excretory  bacilluria  must  leave 
its  mark  on  kidney  tissue.  Medlar,6  to- 
gether with  Thomas  and  Kinsella,7  has 
shown  the  presence  of  microscopic  tu- 
berculous lesions  in  the  renal  parenchyma 
and  also  has  advanced  strong  evidence  for 
considering  most  cases  of  renal  tubercu- 
losis as  bilateral  in  origin. 


Pathology 

Pathologically,  the  acute  miliary  lesion 
is  characterized  by  generalized  dissemina- 
tion of  the  infection  affecting  both  kid- 
neys with  a toxic  tuberculous  nephritis. 
The  “pre-clinical”  lesion  or  stage  of  in- 
vasion, with  the  finding  of  tubercle  bacilli 
in  the  urine,  has  led  to  a conflict  of  view- 
points on  the  subject  of  actual  renal  in- 
volvement as  held  by  Medlar,  or  an 
excretory  bacilluria  without  local  changes 
as  taught  by  Wildbolz.8 

The  chronic  surgical  lesion  of  the  uri- 
nary tract  concerns  the  urologist  directly. 
Incidental  involvement  of  the  urinary  or 
genital  tract  as  part  of  a generalized  mili- 
ary infection  is  of  interest  to  the  patholo- 
gist rather  than  the  clinician.  Once  a 
tuberculous  infection  has  localized  itself 
in  the  urinary  tract,  opinion  varies  as  to 
whether  healing  takes  place  or  whether 
the  process  goes  on  slowly  but  progres- 
sively to  eventual  destruction  of  the  organ. 

Microscopic  tissue  studies  prove  that 
healing  does  occur  in  that  pathological 
entity  which  goes  by  many  names — the 
cortical,  medical,  preclinical  or  closed  type 
of  lesion.  Such  foci  may  be  microscopic 
or  macroscopic  and  frequently  involute 
and  heal.  In  contrast,  however,  is  the  open 
or  surgical  lesion  involving  the  pelvis  with 
extension  into  the  medulla  or  cortex.  It 
is  questionable  whether  such  a lesion  ever 
heals.  Hence  we  can  understand  the  ap- 
parently conflicting  observations  of  com- 
petent men,  each  of  whom  is  correct. 
Thus  Medlar  showed  that  in  seventy-six 
per  cent  of  tuberculous  kidneys  examined 
by  him  the  lesions  were  cortical,  eleven 
per  cent  medullary,  and  thirteen  per  cent 
both  cortical  and  medullary.  Turning 
from  this  survey  of  the  medical  or  closed 
lesion,  Wildbolz,  in  studying  660  tubercu- 
lous kidneys  removed  at  operation,  con- 
cluded that  the  initial  focus  was  to  be 
found  at  the  apex  of  the  papilla.  Others 
consider  the  primary  site  of  predilection 
at  the  base  of  the  papilla.  It  is  this  latter 
group  with  which  the  urologist  is  chiefly 
concerned. 

Chronic  tuberculosis  in  the  genitouri- 
nary tract,  as  elsewhere,  is  characterized 
by  the  following: 

1.  Tubercle  formation 

2.  Inflammatory  reaction 

3.  Caseation 
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4.  Nodule  formation 

5.  Fibrosis 

6.  Calcification 

One  or  more  of  these  stages  may  be 
found  present  in  the  same  organ. 

The  renal  lesion  may  consist  of  caseo- 
cavernous  destruction  about  a papilla  or 
at  the  base  of  a pyramid,  with  marked 
papillitis  or  abscess  formation  as  repre- 
sented in  pyonephrosis.  The  kidney  may 
take  on  the  consistency  of  putty.  Asso- 
ciated with  the  tuberculous  lesion  may  be 
concomitant  calculus,  tumor  or  polycystic 
disease.  Deposition  of  lime  salts  in  areas 
of  caseation  gives  rise  to  calcification,  pro- 
ducing the  characteristic  mottled  shadows 
on  the  x-ray  plates.  The  nodular  tubercu- 
lous kidney  is  rarely  seen.  It  represents 
a displacement  of  renal  parenchyma  by 
solid  nodules  of  conglomerate  tubercles 
which  do  not  caseate.  The  fibrotic  type  of 
renal  tuberculosis,  while  grossly  similar 
to  the  nodular  type  is  characterized,  mi- 
croscopically, by  the  absence  of  tubercles. 

The  ureter  may  be  the  resting  place  for 
tubercle  bacilli  carried  down  from  the 
initial  focus  in  the  kidney.  Implantation 
of  the  bacilli  on  the  mucosa  results  in 
either  a diffuse  ureteritis  or  one  localized 
to  the  lower  end  of  the  tubular  structure. 
The  pathological  picture  of  ureteral  tu- 
berculosis depends  on  the  stage  of  the  dis- 
ease. One  may  find  tubercles  involving 
mucosa,  muscularis  and  periureteral  tis- 
sues with  subsequent  deformities,  stric- 
tures, and  resultant  dilatation.  Caseation 
may  result  in  the  accumulation  of  necrotic 
detritus  in  the  lumen  of  the  ureter,  which 
dilates  above  such  a point.  The  ureteral 
wall  may  become  greatly  thickened,  or 
canalized  secondary  to  the  caseous  proc- 
ess. Contracture  of  the  lower  end  of  the 
ureter  produces  the  characteristic  golf- 
hole  ureteral  orifice  of  advanced  tubercu- 
losis. 

Should  autonephrectomy  occur  or  the 
tuberculous  focus  above  be  removed  sur- 
gically, the  ureter  usually  involutes  to 
become  a cord-like  structure  with  oblitera- 
tion of  its  lumen.  The  ureter,  represent- 
ing but  a connecting  link  in  the  urinary 
tract,  cannot  be  properly  considered  as  an 
entity,  but  merely  a part  of  the  diffuse 
infection.  Its  involvement,  however,  may 
be  the  cause  of  pain  or  colic-like  attacks. 

When  secondarily  involved  by  renal  tu- 


berculosis, the  bladder  shows  either  con- 
gestion, edema,  ulceration  or  tubercle 
formation  about  the  ureteral  orifice.  In 
the  more  advanced  case,  the  whole  viscus 
may  become  involved  in  a diffuse  inflam- 
matory process  with  ulceration,  purulent 
exudate,  mucous  membrane  proliferation 
into  polypoid  masses,  or  infiltration  of  the 
entire  bladder  wall.  Subsequent  vesical 
contracture  results  in  intolerance,  marked 
urgency  and  frequency.  The  ureteral  ori- 
fices may,  by  involvement  and  retraction 
of  the  lower  ureteral  segment,  produce 
typical  “golf-hole”  type  ureteral  openings. 

Symptomatology 

The  symptomatology  of  tuberculous  in- 
fections of  the  urinary  tract  is  varied. 
Systemically,  one  may  note  evidence  of 
toxicity  in  subjective  complaints  of  fever, 
cough,  sweats,  malaise,  anorexia,  or  re- 
current gastrointestinal  upsets.  Intercur- 
rent infections  are  common.  Objectively, 
pallor  or  loss  of  weight  are  constant  find- 
ings. 

From  an  urologic  standpoint,  the  out- 
standing symptoms  are  frequency,  noc- 
turia, pyuria,  hematuria,  burning  on 
urination,  urgency  or  enuresis.  Pain  in 
the  loin,  constant  or  colicky,  is  a less  com- 
mon complaint  but  careful  bimanual  pal- 
pation may  reveal  a tumefaction  in  the 
renal  area.  Urinary  symptoms  are  intensi- 
fied by  the  tendency  to  ulceration  in 
tuberculous  infection.  Passage  of  an  acid 
urine  containing  tuberculotoxins  over  such 
an  inflamed  surface,  together  with  the 
secondary  contracture  of  the  bladder, 
makes  the  tenesmus  stranguary,  urgency, 
and  frequency  of  the  victim  of  urinary 
tract  tuberculosis  readily  understandable. 

Some  interesting  observations  have  been 
made  in  respect  to  duration  of  symptoms 
before  diagnosis.  In  314  cases  studied  by 
Caulk  the  average  duration  of  symptoms 
prior  to  observation  was  two  years  and 
eight  months.  Kretschmer9  noted  that  the 
onset  of  symptoms  in  seventeen  of  forty- 
three  juvenile  cases,  or  39.5  per  cent,  was 
less  than  six  months ; in  ten,  or  23.2  per 
cent,  from  six  months  to  one  year;  in 
twelve,  or  27.9  per  cent,  from  one  to  four 
years ; and  in  four,  or  9.3  per  cent,  from 
six  to  ten  years.  The  greater  susceptibil- 
ity of  children  is  readily  apparent  in  these 
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comparative  figures.  It  is  also  evident  that 
earlier  diagnosis  lies  in  constant  vigilance 
on  the  part  of  the  clinician  entrusted  with 
the  care  of  the  patient. 

In  this  connection,  the  clinical  studies 
of  Harris10  among  Toronto  children  in 
1930,  are  enlightening.  A diagnosis  of 
renal  tuberculosis  was  made  once  in  392 
children  suffering  from  tuberculosis  of 
the  bones  and  joints  in  a ten-year  span 
from  1916  to  1926.  Utilizing  careful  ex- 
amination of  the  urine  and  guinea-pig 
inoculation,  irrespective  of  symptomatol- 
ogy, during  the  next  eighteen  months , 
renal  tuberculosis  was  found  in  13.8  per 
cent.  Such  data  require  no  comment. 

Diagnosis 

The  diagnosis  of  genitourinary  tract 
tuberculosis  can  be  arrived  at  only  by 
careful  study  of  the  following: 

1.  History.  A background  of  familial  tu- 
berculosis or  a record  of  loss  of  weight, 
malaise,  cough,  hemoptysis,  cervical  glands 
or  bone  disease,  or  symptoms  referable  to 
•tfie  urinary  tract  may  be  disclosed.  These 
may  include  disturbed  urination,  painless 
hematuria,  dull  loin  pain  or  ureteral  colics. 
On  the  other  hand  a suggestive  history  may 
be  entirely  absent.  One  should  not  omit 
direct  inquiry  as  to  antecedent  pulmonary 
ailments.  Pleurisy  with  effusion  or  empyema 
are  significant,  when  linked  with  definite 
parenchymal  pathology.  A history  of  chronic 
lymphadenitis,  long-standing  bone  suppura- 
tion or  joint  dysfunction,  laryngeal  or  in- 
testinal involvement  and  other  extrapul - 
monary  foci  should  be  carefully  noted. 

2.  Physical  examination.  An  emaciated 
appearance  with  pallor  and  loss  of  weight 
may  be  noted  in  addition  to  pulmonary,  bone, 
gland,  joint,  laryngeal  or  intestinal  pathol- 
ogy. Examination  of  the  genitourinary  tract 
may  evidence  tenderness  in  the  loin  or  the 
presence  of  a mass.  A tuberculous  lesion  of 
the  prostate,  seminal  vesicles  or  epididymis 
should  always  be  followed  by  study  of  the 
urinary  tract. 

3.  Urinalysis  should  concern  itself  with : 

a.  The  finding  of  tubercle  bacilli  in  direct 
smear  and  stain  of  urinary  sediment.  Sterile 
pyuria  in  an  acid  urine  represents  presumptive 
evidence. 

b.  Guinea  pig  inoculation. 

c.  Tuberculin  as  a therapeutic  test,  with  in- 
tensification of  urinary  findings  and  symptoms. 

Kidney  function  tests,  utilizing  phenol- 
sulphonphthalein  or  indigo  carmine  may 
show  normal  excretion  time,  unilateral 


impairment  or  complete  loss  of  function. 
A final  possibility  is  bilateral  impairment 
of  function. 

Urologic  roentgenology  should  be  pre- 
ceded by  an  examination  of  the  lungs,  or 
of  any  suspicious  bone,  joint,  or  intestinal 
lesion.  Frequently,  however,  while  a 
Ghon’s  tubercle  or  peribronchial  thicken- 
ing may  be  present,  no  evidence  of  an 
active  renal  lesion  is  noted. 

The  preliminary  (flat)  plate  of  the  ab- 
domen may  show  a large  renal  shadow  or 
irregular  calcific  deposits  in  the  renal  area. 
Intravenous  urography  should  always  be 
done  and  may  reveal  such  characteris- 
tically moth-eaten  calyceal  deformities  or 
pyonephrosis  with  islands  of  contrast  me- 
dium separated  from  the  pelvic  shadow 
or  complete  excavation  of  the  renal  sub- 
stance. The  ureter  and  bladder  may  also 
show  evidences  of  an  ulcerative  or  fibrotic 
process. 

Retrograde  pyelography  should  be  un- 
dertaken only  when  the  diagnosis  is  in 
doubt  or  to  affirm  a wavering  decision  as 
to  the  propriety  of  operative  interference. 
Caution  in  such  instrumentation  is  neces- 
sary since  the  production  of  a generalized 
tuberculosis  has  been  reported  on  several 
occasions  subsequent  to  pyelography. 

Cystoscopic  examination  of  the  bladder 
may  be  essentially  negative  on  inspection, 
or  may  reveal  varying  degrees  of  involve- 
ment. Hyperemia,  ulceration  or  actual 
tubercle  formation  may  be  visible  about 
one  or  both  ureteral  orifices  or  may  in- 
volve the  whole  bladder.  In  this  event,  a 
notable  finding  is  marked  bladder  intol- 
erance to  instrumentation  and  distension, 
which  makes  general,  spinal  or  caudal 
anesthesia  mandatory  for  any  satisfactory 
examination.  The  ureteral  orifices  may 
be  normal,  reddened,  edematous,  or  re- 
tracted by  ureteral  involvement,  producing 
a golf-hole  type  of  deformity.  The  urine 
ejected  from  each  orifice  may  be  clear, 
bloody  or  frankly  purulent.  Indigo  car- 
mine given  intravenously  at  this  point 
may  fairly  evaluate  relative  kidney  func- 
tion. 

Ureteral  catheterization  should  be  un- 
dertaken in  all  but  the  very  obviously 
diagnosed  cases,  taking  every  precaution 
not  to  introduce  new  infection  to  a pre- 
viously uninfected  kidney.  Catheteriza- 
tion may  be  found  difficult  or  impossible 
in  the  advanced  case  with  ureteral  fibrosis 
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or  obliteration.  The  ureteral  catheter  may 
be  the  deciding  agent  as  to  the  unilateral- 
ity of  the  disease  process  by  a study  of 
the  separated  renal  output.  One  should 
be  ever  mindful,  however,  of  the  possi- 
bility of  reflux  of  infected  bladder  urine 
up  the  unaffected  ureter.  The  presence  of 
tubercle  bacilli  in  a collected  ureteral 
specimen  is  insufficient  evidence  upon 
which  to  make  a diagnosis*  or  to  proceed 
therapeutically. 

Bacteriologic  studies  will,  with  care  and 
persistence,  demonstrate  the  tubercle  bacil- 
lus in  about  ninety  per  cent  of  cases.  The 
bladder  urine  should  be  studied  for  three 
successive  days,  examining  the  sediment 
of  collective  twenty-four-hour  specimens. 
Urine  obtained  by  ureteral  catheterization 
is  even  more  important  in  making  a deci- 
sion as  to  surgical  intervention. 

A mixed  infection  with  cocci  or  colon 
bacilli  is  a frequent  occurrence  and  may 
mask  the  underlying  tuberculous  infection. 
Guinea  pig  inoculation,  while  not  abso- 
lutely diagnostic  due  to  animal  immunity 
to  certain  strains,  is  still  a reliable  agent. 
Lowenstein11  has  found  cultural  methods 
even  more  exacting  and  has  used  the  pro- 
cedure routinely.  A thirty-five  per  cent 
sodium  hydroxide  solution  or  forty  per 
cent  sulphuric  acid  is  applied  to  the  sedi- 
ment to  rid  it  of  other  organisms.  It  is 
then  washed  three  times  and  inoculated 
on  glycerine  potato  or  albuminous  culture 
media. 

Treatment 

In  the  treatment  of  urinary  tract  tu- 
berculosis, the  urologist  is  not  so  much 
concerned  with  advanced  bilateral  renal 
tuberculosis,  with  or  without  pulmonary 
involvement,  as  he  is  with  the  unilateral, 
chronic  kidney  lesion  with  or  without 
minimal  involvement  of  the  opposite  or- 
gan. Some  contend  that  this  type  of  renal 
tuberculosis  may  heal  spontaneously  but 
the  majority  opinion  among  urologists  is 
that  the  only  cure  for  a tuberculous  kidney 
is  its  removal.  Wildbolz  found  fifty-eight 
per  cent  of  316  unoperated  cases  dead  in 
five  years,  while  fifty-nine  per  cent  of  316 
operated  cases  were  alive  and  well  after 
ten  years. 

Chronic  tuberculosis  of  one  kidney  of- 
fers no  problem.  A short  period  of  sup- 
portive treatment  may  be  undertaken  to 


bolster  the  individual’s  general  condition 
and  periodic  x-ray  check-ups  made  to  de- 
termine the  advance  or  regression  of  the 
lesion.  This  period  of  observation  should 
not  be  prolonged  unduly  before  a decision 
is  made.  Ultraconservatism  may  lead  to 
disaster. 

In  the  performance  of  nephrectomy  on 
a tuberculous  kidney,  special  care  should 
be  exercised  to  avoid  any  dissemination  of 
the  disease  process.  The  organ  and  its 
surrounding  tissues  should  be  handled 
with  gentleness  and  as  much  of  the  fibro- 
lipomatous perinephritic  substance  as  pos- 
sible removed  to  obviate  postoperative 
sinus  formation. 

The  disposition  of  the  ureter  varies 
with  different  operators.  If  it  is  thick- 
ened, nodular  or  dilated  with  caseous  ma- 
terial, it  should  be  removed  entirely.  If 
relatively  normal  grossly,  it  may  be  left 
in  situ  as  the  great  majority  regress  and 
are  converted  into  fibrous  cords.  How- 
ever, the  stump  should  be  securely  ligated 
and  phenol  applied  to  it.  Some  have  ad- 
vised exteriorizing  the  ureteral  stump  into 
the  skin  wound  but  we  consider  this  pro- 
cedure unnecessary  and  merely  an  invi- 
tation to  more  trouble. 

Bilateral  renal  tuberculosis  with  only 
slight  involvement  of  one  side  and  an 
advanced  lesion  on  the  other,  represents 
a problem  best  solved  by  the  internist  and 
urologist  in  joint  consideration  of  the 
individual  case.  It  is  well  to  remember 
that  removal  of  the  more  obvious  focus 
may  cause  an  arrest  in  the  condition  and 
may  relieve  especially  the  progressive 
bladder  lesion  with  its  intolerable  symp- 
tomatology. In  the  particular  age  group 
with  which  we  are  dealing,  such  a decision 
must  be  weighed  very  carefully.  Depend- 
ence on  one  partially  disabled  kidney  is  a 
precarious  existence. 

In  such  doubtful  cases  and  in  the  bilat- 
eral advanced,  rest,  heliotherapy,  high 
caloric  and  high  vitamin  diet  should  be 
adopted.  Remarkable  remissions,  and  we 
hesitate  to  use  the  word  recoveries  ad- 
visedly, have  occurred  in  patients  with 
renal  tuberculosis  who  have  been  hos- 
pitalized or  confined  to  a sanatorium.  The 
actual  pathology  may  remain  unaltered 
or  even  progress,  but  symptomatic  relief 
is  obtained.  Bladder  tuberculosis  usually 
regresses  after  removal  of  the  offending 
focus  in  the  kidney.  Its  behavior  is  a fair 
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indication  of  the  prognosis.  In  extreme 
cases  ureteral  transplantation  and  cystec- 
tomy may  be  the  only  solution. 

Postoperative  complications  are  few.  A 
composite  study  of  nephrectomy  for  tu- 
berculosis in  several  large  clinics  shows 
an  immediate  mortality  of  2.5  per  cent. 
Miliary  tuberculosis,  involving  the  lungs 
or  meninges,  may  be  set  up  by  the  opera- 
tive intervention.  Sinus  formation  at  the 
operative  site  can  be  minimized  by  care- 
ful technic  and  while  its  persistence  may 
prove  annoying  to  patient  and  surgeon,  it 
usually  closes  without  necessity  for  re- 
vision of  the  wound.  Astringents  or 
sclerotic  agents  may  be  used  to  promote 
healing  but  in  most  cases  even  these  are 
of  doubtful  value. 

Bladder  irritability  may  be  treated  post- 
operatively  by  lavage  with  antiseptic  solu- 
tions such  as  five  to  ten  per  cent  argyrol 
or  1 :5000  potassium  permanganate ; with 
1 :400  phenol  for  its  anesthetic  effect ; 
with  twenty-five  per  cent  cajuput  in  oil, 
or  gomenol,  a proprietary  vegetable  oil. 
Such  balsamics  may  also  be  used  in  the 
nonoperative  cases  with  similar  vesical 
irritability.  Methylene  blue  has  been  used 
by  some  with  excellent  results. 

Prognosis 

Concerning  prognosis,  we  have  already 
alluded  to  the  immediate  operative  possi- 
bilities. Cures  have  been  reported  in  fifty 
to  sixty  per  cent  of  operative  cases  from 
varied  sources.  Far  from  being  a radical 
step,  nephrectomy  may  be  the  most  con- 
servative one.  Stevens12  nephrectomized 
a thirteen  months’  old  child  for  renal 
tuberculosis.  However,  diminished  con- 
stitutional resistance  to  tuberculosis  in 
the  young  and  also  in  the  colored  race, 
has  increased  the  mortality  rate.  Falci13 
noted  only  twenty- four  per  cent  cures 
after  nephrectomy  in  Marion’s  Clinic  as 
compared  to  fifty-six  per  cent  cures  in 
adults.  Diffuse  miliary  tuberculosis  or  in- 
volvement of  the  remaining  kidney  with 
eventual  insufficiency,  and  genital  lesions, 
has  accounted  for  the  majority  of  deaths. 

Genital  Tuberculosis 

Tuberculosis  of  the  genital  tract  mani- 
fests itself  as  a complication  of  almost 
fifty  per  cent  of  urinary  tract  Koch  bacil- 


lus infections,  in  the  male.  It  may  be 
hematogenous  in  origin  and  independent 
of  any  apparent  urinary  tract  pathology, 
but  in  such  cases  investigation  of  the  lat- 
ter tract  is  imperative.  We  may  dismiss 
tuberculosis  of  the  genital  system  in  the 
female  with  little  comment  since  its  origin 
is  independent  of  the  urinary  tract.  In- 
volvement of  the  uterus,  ovaries,  or  Fal- 
lopian tubes  is  usually  secondary  to 
intestinal  or  peritoneal  tuberculosis  and 
their  presence  is  made  known  either  at 
the  time  of  laparotomy  or  on  postmortem 
examination.  Involvement  of  the  external 
genitals,  labia,  vagina  or  clitoris,  is  less 
often  noted  and  in  such  instances  is  in 
association  with  similar  involvement  of 
the  internal  organs. 

The  pathogenesis  of  genital  tubercu- 
losis has  been  a subject  of  considerable 
controversy.  One  school  holds  that  the 
epididymis  is  the  primary  site  of  the  in- 
fection while  another,  notably  Hugh 
Young,14  avers  that  the  prostate  and  semi- 
nal vesicles  represent  the  primary  genital 
site  and  extension  to  the  other  structures 
occurs  later.  Both  groups  have  presented 
facts  and  figures  to  support  their  claims. 
With  such  a difference  of  opinion,  the 
therapeutic  approach  is  immediately  placed 
on  an  unstable  basis.  Microscopically  as 
well  as  macroscopically,  the  tuberculous 
lesion  simulates  that  seen  elsewhere  in 
the  body. 

Diagnosis  may  be  facilitated  by  eliciting 
a history  of  antecedent  urinary  tract  tu- 
berculosis, urinary  symptoms  referable  to 
the  posterior  urethra,  swelling  of  an  ex- 
ternal genital  organ  or  general  evidence 
of  system  toxicity.  Physical  examination 
should  include  careful  examination  and 
palpation  of  the  external  genitalia  and 
the  prostate  and  seminal  vesicles,  rectally, 
for  evidence  of  nodule-formation,  sup- 
puration or  fistulae.  Congestion  and  ul- 
ceration of  the  posterior  urethra  or  vesical 
neck  may  be  noted  by  urethroscopy. 

Treatment  of  genital  tuberculosis,  other 
than  suppuration  with  secondary  acute  in- 
fection, is  never  of  an  emergency  nature. 
Conservative  medical  measures  and  a sup- 
portive regime  are  always  applicable. 
Marked  improvement  has  been  noted  in 
numerous  cases  of  genital  tuberculosis 
with  rest  in  bed  and  actinotherapy  with 
sun,  quartz  or  alpine  light. 

Where  a tuberculous  focus  localizes  in 


June  1,  1938] 


GENITOURINARY  TUBERCULOSIS 


881 


an  epididymis,  it  is  our  feeling  that  simple 
epididymectomy  should  be  done.  Castra- 
tion is  not  indicated  unless  the  process  has 
extended  through  the  tunica  albuginea  of 
the  testis.  In  repeated  instances,  removal 
of  such  an  obvious  focus  has  caused  a re- 
gression of  signs  and  symptoms  pointing 
to  seminal  vesicle  and  prostatic  involve- 
ment. Young  has  advocated  radical  ex- 
tirpation of  the  entire  genital  tract  in 
cases  of  tuberculous  infection,  and  reports 
clinical  cures.  The  operation  is  a formid- 
able one  and  in  his  hands  may  be  the  solu- 
tion to  a perplexing  therapeutic  problem. 
However,  we  must  remember  that  removal 
of  a local  manifestation  of  a systemic  dis- 
ease cannot  result  in  cure. 

The  prognosis  of  genital  tuberculosis 
is  not  a happy  one.  The  disease  is  pro- 
gressive and  statistics  from  different 


sources  place  the  ultimate  mortality  be- 
tween twenty-five  and  sixty  per  cent. 

Conclusions 

This  exposition  essays  to  show  that  the 
problem  of  urologists  is  to  deal  with  a 
local  expression  of  a systemic  disease. 
With  the  present  trend  toward  greater 
and  deserved  emphasis  on  preventive 
medicine,  closer  association  between  in- 
ternist and  urologist  would  undoubtedly 
lead  to  earlier  recognition  of  genitouri- 
nary tuberculosis  with  far  better  results. 
In  many  of  the  large  centers  about  the 
country  for  the  treatment  of  tuberculosis, 
such  alliances  have  been  made  mutually 
advantageous  and,  of  far  greater  import, 
of  inestimable  value  to  the  unfortunate 
victims  of  the  disease. 

77  Park  Ave. 
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Physicians  practicing  in  workmen’s  com- 
pensation cases  who  fail  to  report  properly 
on  the  injured  workmen  whom  they  are 
treating  are  no  longer  entitled  to  an  at- 
tendance fee  in  the  event  of  a hearing 
before  a compensation  referee,  Hugh  J. 
Murphy,  Compensation  Medical  Registrar 
of  the  State  Department  of  Labor,  disclosed 
in  an  address  before  the  Association  for  the 
Advancement  of  Industrial  Medicine  and 
Surgery,  Inc.,  at  the  Association’s  rooms, 
46th  Street  and  Lexington  Avenue,  New 
York  City,  on  February  16. 


Basketball  has  been  speeded  up  to  the 
point  where  it  is  actually  dangerous  to 
health,  in  the  opinion  of  some  school  and 
medical  authorities  quoted  in  The  Journal 
of  School  Health.  A change  in  rules  is 
urged  to  give  more  rest  periods  or  provide 
for  substitutions,  to  prevent  overexhaustion. 


In  1931,  when  the  Maternal  Welfare  Com- 
mittee of  the  New  Jersey  Medical  Society 
began  its  work,  the  maternal  death  rate  in 


New  Jersey  was  5.9  per  1,000  live  births. 
Since  then  it  has  fallen  rapidly  to  an 
all  time  low  of  3.7. 


The  curfew  tolls  the  knell  of  parting  day, 
Along  the  quiet  lanes  the  cattle  come. 
The  plowman  puts  his  implements  away 
Then  jumps  into  his  car  and  motors  home. 

— Lyre. 


Accident  statistics  show  that  the  most 
dangerous  place  in  an  automobile  is  the 
seat  beside  the  driver.  Divorce  Court  rec- 
ords prove  it  to  be  a dangerous  place,  too. 
— Wichita  *Med.  Bulletin. 


“If  a doctor  has  the  luck  to  find  out  a 
new  malady,  it  is  tied  to  his  name  like  a 
tin  kettle  to  a dog’s  tail,  and  he  goes  clat- 
tering down  the  highway  of  fame  to  poster- 
ity with  his  aeolian  attachment  following 
at  his  heels.” — Oliver  Wendell  Holmes. 


TETANUS  ANTITOXIN 

Serum  Reactions  Following  Prophylactic  Injection 


Harold  W.  Lyall,  Ph.D.  and  Philip  P.  Murdick,  B.S.,  Albany 
From  the  Division  of  Laboratories  and  Research , New  York  State  Department  of  Health 


In  recent  years  there  has  been  a general 
increase  in  the  use  of  antitoxins  and  sera 
in  the  treatment  and  prophylaxis  of 
various,  diseases,  and  until  quite  recently 
a great  increase,  particularly  in  New  York 
State,  in  the  number  of  persons  receiving 
toxin-antitoxin  mixture  for  active  im- 
munization against  diphtheria.  Theo- 
retically, this  should  result  in  a larger 
proportion  of  the  population’s  becoming 
sensitized  to  horse-serum  products  and  a 
consequent  increase  in  the  incidence  of 
serum  reactions. 

On  the  basis  of  actual  figures,  the  dis- 
tribution by  the  Division  of  Laboratories 
and  Research  of  tetanus  antitoxin  for 
prophylactic  purposes  has  approximately 
doubled  in  the  past  ten  years.  During 
this  period,  there  has  been  a considerable 
increase  in  the  potency  of  the  antitoxin 
produced  in  this  and  other  laboratories, 
and  a coincident  decrease  in  the  protein 
content  of  the  prophylactic  dose.  It  has 
been  our  custom  to  dilute  the  more  potent 
material  with  physiological  salt  solution 
in  order  to  maintain  a constant  volume 
of  two  c.c.  for  the  immunizing  dose — 
1,500  units  with  twenty  per  cent  addi- 
tional units  to  allow  for  possible  deterio- 
ration— which  is  more  convenient  and 
favors  accuracy  in  administration.  In 
view  of  the  wider  use  of  tetanus  anti- 
toxin, it  seemed  of  interest  to  determine 
the  incidence  of  serum  reactions  follow- 
ing treatment  with  preparations  of  dif- 
ferent antitoxic  potency  and  those  re- 
purified after  concentration.  In  addition, 
other  factors  were  studied,  such  as  the 
effect  of  previous  injections  of  horse- 
serum  products  and  sensitivity  to  horse 
serum  as  determined  by  the  intra- 
cutaneous.  test. 

Through  the  interest  and  collaboration 
of  Dr.  Henry  Hun,  Associate  Surgeon 
at  the  Albany  Hospital,  an  opportunity 
has  been  afforded  during  the  last  four 
years  to  secure  information  on  the  inci- 
dence and  character  of  serum  reactions  in 
a group  of  1,000  persons  following  pro- 


phylactic treatment  against  tetanus.  We 
are  indebted  to  the  staff  of  the  Albany 
Hospital  for  initial  information  on  each 
patient  and  for  the  complete  record  of  a 
number  of  the  cases.  In  many  instances, 
however,  to  obtain  data  relative  to  de- 
layed reactions,  it  was  necessary  for  a 
physician  from  this  Division  to  visit  the 
homes  of  the  patients. 

Eight  different  lots  of  tetanus  anti- 
toxin were  used.  These  before  dilution 
ranged  in  titer  from  1,000  to  4,150  units, 
in  protein  content  between  seventeen  and 
eighteen  per  cent.  Four  lots  were  con- 
centrated in  the  usual  manner  by  am- 
monium-sulfate fractionation1  and  are 
designated  “routine.”  The  remaining 
four  were  further  purified  by  isoelectric 
precipitation  2 to  remove  more  nonspecific 
protein.  Although  the  number  of  cases 
treated  with  individual  lots  is  not  suf- 
ficient for  definite  conclusions,  the  figures 
denote  a trend  in  the  incidence  of  re- 
actions, and  for  the  whole  series,  a favor- 
ably low  average. 

A summary  of  the  reactions  reported 
with  the  various  preparations  is  given  in 
Table  I.  Under  general  reactions  are 
recorded  those  which  caused  constitu- 
tional symptoms,  or  generalized  urticaria; 
under  local  reactions,  those  confined  to 
the  region  injected,  which  were  generally 
mild  and  of  doubtful  significance.  In 
general,  as  the  potency  of  the  material 
increased  and  the  amount  of  protein  in- 
jected was  decreased  proportionally,  there 
was  a reduction  in  the  incidence  of  serum 
reactions,  This  is  in  accord  with  the 
observations  of  others.  Gerlough,8  in 
particular,  has  demonstrated  a mathe- 
matical relationship  between  the  amount 
of  serum  injected  and  the  incidence  of 
serum  reactions.  It  is  of  interest  in  this 
connection  that  lot  No.  284,  which  was 
included  in  order  to  determine  the  effect 
of  undiluted  material  of  low  potency,  was 
discontinued  after  limited  use  because  of 
an  unusual  number  of  serum  reactions. 

Isoelectric  purification  did  not  appear 
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to  have  an  appreciable  effect  on  the  in- 
cidence or  severity  of  reactions,  as  shown 
by  a comparison  of  the  figures  for  lots 
No.  292  and  300,  the  latter  prepared  by 
the  isoelectric  purification  of  lot  No. 
292.  Although  this  procedure  reduced 
the  amount  of  protein  in  a given  dose  by 
approximately  fifteen  per  cent,  the  rela- 
tive incidence  of  reactions  with  the  two 
lots  is  not  significant. 

In  Table  II,  the  reactions  are  classified 
according  to  occurrence  within  twenty- 
four  hours  of  the  administration  of  anti- 
toxin, or  later.  With  the  exception  of 
one  patient  who  developed  urticaria  with 
fever  thirty  days  after  treatment,  the  in- 
terval was  not  over  fourteen  days.  In 
only  one  instance  was  an  immediate  re- 
action followed  by  a later  delayed  one. 

A considerable  proportion  of  the  re- 
actions were  of  the  accelerated  or  anaphy- 
lactic type,  but  as  far  as  could  be  judged 
from  the  records,  with  the  exception  of 
one  (possibly  two),  none  were  considered 
of  alarming  severity. 

The  data  for  the  entire  series  of  1,000 
cases  summarized  in  Table  III  illustrate 
the  apparent  relation  of  previous  injec- 
tion of  horse-serum  products  and  of  the 
results  of  the  intracutaneous  test  of  sen- 
sitivity to  the  occurrence  of  serum  re- 
actions. 


Table  I — Serum  Reactions  Following  the 
Prophylactic  Injection  of  Tetanus  Anti- 
toxin 


Material 

Cases 

Reactions  % 

No.  284 

treated 

General 

Local 

None 

Repurified — undiluted 

Titer  1,000  u/cc 

31 

25.8 

19.3 

54.8 

No.  275 

Routine  — diluted  from  1,400 
u/cc 

132 

20.4 

9.8 

69.6 

No.  272 

Repurified  — diluted  from 
1,400  u/cc 

84 

17.8 

21.4 

60.7 

No.  282 

Routine  — diluted  from  1,700 
u/cc 

82  . 

17.0 

6. 1 

76.8 

No.  288 

Routine  — diluted  from  2,200 
u/cc 

150 

15.3 

10.0 

74.6 

No.  292 

Routine  — diluted  from  2.600 
u/cc 

170 

10.0 

17.6 

72.3 

No.  300 

No.  292  repurified  — diluted 
from  3,050  u/cc 

170 

14.7 

11.8 

73.5 

No.  308 

Repurified  — diluted  from 
4,150  u/cc 

181 

12.7 

9.9 

77.3 

Total 1,000 

15.2 

12.5 

72.3 

Table  II — Classification  of  Reactions  Ac- 
cording to  Severity  and  Time  of  Appearance 


A ppearing 

Classified 

Classified 

Character  of 

within 

as 

Delayed 

as 

reaction 

H hrs. 

severe 

reactions 

severe 

General 

Local 

35 

28 

15 

117 

97 

24 

Table  III — Incidence  of  Reactions  in  Relation  to  Previous  Injections  of  Horse  Serum 

and  to  Positive  Skin  Tests 


Reactions 


Previous  history 

Total 

General 
No.  % 

Local 
No.  % 

None 
No.  % 

Serum  or  serum  and  T-A  mixture 

110 

26 

23.6 

19 

17.3 

65 

59.1 

T-A  mixture  but  no  serum 

165 

62 

37.6 

20 

12.1 

83 

50.3 

Neither  serum  nor  T-A  mixture 

537 

47 

8.8 

71 

13.2 

419 

78.0 

Previous  history  omitted  or  questionable 

188 

17 

9.0 

15 

8.0 

156 

83.0 

Total 

152 

15.2 

125 

12.5 

723 

72.3 

Positive  skin  test 

196 

41 

20.9 

28 

14.3 

127 

64.8 

Negative  skin  test 

804 

111 

13.8 

97 

12.1 

596 

74.1 

Table  IV — Incidence  of  Reactions  According  to  Age  Groups 


Number 

Percentage  general  reactions 

Percentage  local 

reactions 

Age 

of 

Total 

Within 

Delayed 

Total 

Within 

Delayed 

cases 

S4  hrs. 

U hrs. 

0-  9 

300 

22.0 

5.0 

17.0 

7.3 

1.6 

5.6 

10-19 

300 

18.6 

4.6 

14.0 

13.6 

3.3 

10.3 

20-29 

151 

11.2 

2.0 

9.2 

18.5 

3.9 

14.5 

30-39 

107 

4.6 

.9 

3.7 

17.7 

3.7 

14.0 

40-49 

71 

1.4 

.0 

1.4 

12.6 

1.4 

11.2 

50-59 

41 

9.7 

.0 

9.7 

9.7 

4.8 

4.8 

60-69 

18 

11.1 

11.1 

.0 

5.5 

.0 

5.5 

70  and  over 

4 

.0 

.0 

.0 

* .0 

.0 

.0 

Not  given 

8 

12.5 

.0 

12.5 

12.5 

.0 

12.5 
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The  incidence  of  general  reactions  was 
much  greater  in  those  persons  with  a 
history  of  previous  injection  of  serum  or 
toxin-antitoxin  mixture  than  in  those 
with  no  such  history.  The  general  re- 
actions in  fifteen  of  the  forty-one  patients 
with  a positive  skin  test  were  of  the  im- 
mediate or  accelerated  type,  36.6  per  cent 
as  compared  with  3.5  per  cent  for  the 
whole  series.  On  the  other  hand,  imme- 
diate or  accelerated  reactions  developed 
in  twenty,  or  18.2  per  cent,  of  the  111 
patients  with  a negative  skin  test  in  whom 
general  reactions  occurred.  Not  included 
in  the  series,  were  thirteen  patients  who 
reacted  so  markedly  to  the  skin  test  that 
the  prophylactic  treatment  was  omitted. 
At  the  Albany  Hospital,  each  patient  is 


jections  of  horse-serum  products,  the 
patients  were  divided  into  two  age  groups 
and  the  reactions  classified  according  to 
their  previous  history.  (Table  V.) 

It  appears,  that  the  tendency  to  re- 
actions of  persons  who  have  previously 
received  injections  of  toxin-antitoxin 
mixture  or  serum  is  in  general  the  same 
in  each  group,  but  a much  larger  propor- 
tion in  the  younger  group  gave  such  a 
history.  Hunt5  states  that  the  age  inci- 
dence of  serum  reactions  seems  to  be  con- 
stant. Our  figures  show  that  in  both  age 
groups  approximately  seventy-eight  per 
cent  of  those  having  a negative  history 
in  regard  to  the  injection  of  horse-serum 
products  had  no  reactions.  However,  the 
tendency  to  reactions  appears  to  have  been 


Table  V — Incidence  of  Reactions  in  Relation  to  Previous  Injections  of  Horse  Serum 

and  to  Age  of  the  Patient 


-A_ 


Total 

General 

Local 

None 

Previous  history 

No. 

No. 

% 

No. 

% 

No. 

% 

Serum  or  serum  and  T-A  mixture 

70 

20 

28.6 

12 

17.2 

38 

54.2 

T-A  mixture  but  no  serum 

152 

59 

38.8 

17 

11.1 

76 

50.0 

Neither  serum  nor  T-A  mixture 

29 

11.0 

30 

11.4 

204 

77.5 

Previous  history  omitted  or  questionable. . . . 

14 

12.1 

4 

3.5 

97 

84.3 

20  YEARS  AND  OVER 

Reactions 

Total 

General 

Local 

None 

Previous  history 

No. 

No. 

% 

No. 

% 

No. 

% 

Serum  or  serum  and  T-A  mixture 

40 

6 

15.0 

7 

17.5 

27 

67.5 

T-A  mixture  but  no  serum 

13 

3 

23.0 

3 

23.0 

7 

53.9 

Neither  serum  nor  T-A  mixture 

269 

17 

6.3 

41 

15.2 

211 

78.4 

Previous  history  omitted  or  questionable 

3 

4.3 

10 

14.3 

57 

81.4 

tested  for  sensitivity  by  the  intracutane- 
ous  injection  of  0.1  c.c.  of  the  antitoxin 
without  further  dilution ; the  value  of  the 
test  in  differentiating  degrees  of  sensi- 
tivity is,  therefore,  doubtful. 

An  analysis  of  the  incidence  of  re- 
actions according  to  age  groups  is.  pre- 
sented in  Table  IV.  When  surveyed  by 
the  usual  statistical  methods,4  there  ap- 
pears to  be  a distinct  downward  trend  in 
the  relative  frequency  of  general  re- 
actions during  the  first  forty  years  of 
life;  after  that  there  is  no  trend  which 
could  be  regarded  as  statistically  sig- 
nificant. When  the  reactions  are  clas- 
sified into  immediate  or  accelerated,  and 
delayed,  the  same  general  trend  is 
observed. 

In  order  to  determine  whether  the 
higher  incidence  of  general  reactions  in 
younger  persons  was  due  to  a larger  pro- 
portion’s having  received  previous  in- 


definitely influenced  by  such  previous 
treatment. 

Summary 

In  a group  of  1,000  persons  treated 
with  prophylactic  injections  of  different 
lots  of  New  York  State  tetanus  anti- 
toxin, 15.2  per  cent  developed  general- 
ized serum  reactions,  3.5  per  cent  within 
twenty-four  hours.  Only  a fourth  of 
the  reactions  could  be  designated . as 
severe  and  two  as  possibly  alarming. 
Localized  reactions  of  minor  significance 
were  noted  in  an  additional  12.5  per  cent 
of  the  patients. 

In  general,  the  incidence  of  the  reac- 
tions tended  to  decrease  with  the  increase 
in  potency  of  the  antitoxin  and  the  coin- 
cident drop  in  the  protein  content  of  the 
prophylactic  dose.  Repurification  of  the 
antitoxin  had  no  appreciable  effect. 
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A consistently  downward  trend  was 
observed  in  the  relative  frequency  of 
general  reactions  in  the  age  groups  up 
to  forty  years.  Undoubtedly  the  chief 
factor  influencing  the  higher  percentages 
in  the  younger  groups  was  the  greater 
number  of  persons  who,  according  to  the 


records,  had  previously  received  injec- 
tions of  horse-serum  products. 

Diphtheria  toxin-antitoxin  mixture  ap- 
parently played  an  important  role  in 
sensitizing  individuals  to  later  injections 
of  tetanus  antitoxin. 

New  Scotland  Ave. 
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FOREIGN  BODY  IN  THE  UPPER  ESOPHAGUS 
FOR  FIVE  MONTHS 

Mervin  C.  Myerson,  M.D.,  New  York  City 
Department  of  Otolaryngology,  Kings  County  Hospital 


Foreign  bodies  in  the  air  and  food  pas- 
sages are  known  to  cause  unusual  clini- 
cal signs  and  symptoms.  This  is  particu- 
larly so  if  the  foreign  body  has  been 
lodged  in  the  esophagus  or  bronchus  for 
a long  time.  Despite  the  generally  in- 
creased enlightenment  on  this  subject, 
the  ingestion  or  aspiration  of  a foreign 
body  is  frequently  overlooked,  and  its 
presence  is  ascertained  by  accident  or 
chance.  It  is  an  accepted  fact  that  the 
longer  the  lodgment  of  a foreign  body 
the  more  difficult  is  the  removal  and  the 
greater  is  the  hazard  to  the  individual. 

The  following  case  of  a jackstone  in 
the  upper  esophagus  illustrates  the  im- 
portance of  considering  the  presence  of 
a foreign  body  when  symptoms,  difficult 
of  evaluation,  are  present. 

Case  Report 

A white  girl,  six  years  of  age,  was 
brought  to  the  Kings  County  Hospital,  May 
20,  1936.  She  complained  of  severe  pain 
in  the  region  of  the  upper  thoracic  spine, 
posteriorly.  She  was  accompanied  by  her 
mother,  who  stated  that  since  early  in  Jan- 
uary, the  child  had  suffered  with  pain  and 
discomfort  in  the  throat.  She  had  visited 
several  dispensaries  and  had  seen  a large 
number  of  physicians.  On  each  occasion 
she  was  advised  that  the  tonsils  should  be 
removed.  The  mother  objected  to  this  on 
the  ground  that  the  child  had  not  had  pre- 
vious attacks  of  tonsillitis.  About  ten  days 
before  admission  she  began  to  suffer  with 
pains  in  the  back,  between  the  shoulder 
blades.  Because  of  a sudden  increase  in  the 


intensity  of  the  pain,  and  because  the  child 
developed  a fever,  the  mother  took  her  to 
the  hospital. 

The  admitting  physician  found  a child 
moderately  well-nourished.  She  appeared 
to  be  in  pain;  her  temperature  was  102°  F. 
and  her  pulse  rate  was  ninety-two.  During 
the  examination  an  occasional  unproductive 
cough  was  noted.  The  nose  and  throat  ex- 
amination was  apparently  negative.  Gen- 
eral physical  examination  was  negative  ex- 
cept for  a deviation  of  the  spine  to  the  right 
in  the  lower  thoracic  region  and  for  tender- 
ness on  pressure  over  the  upper  thoracic 
vertebrae. 


Fig.  1.  Roentgenogram  taken  in  anteropos- 
terior position  showing  jackstone  in  upper 
esophagus 
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Fig.  2.  Roentgenogram  taken  in  lateral  posi- 
tion after  removal  of  foreign  body,  showing 
swelling  and  induration  of  retropharyngeal  soft 
tissues  due  to  prolonged  sojourn  of  foreign  body 

Because  of  the  localization  of  symptoms 
in  the  spinal  region  and  the  associated  de- 
viation, the  child  was  sent  to  the  ortho- 
pedic service,  where  x-ray  study  of  the 
spine  was  carried  out.  When  the  films 
were  developed  a jackstone  was  found  to 
be  lodged  in  the  upper  esophagus,  just  be- 
low the  cricopharyngeus. 

Examination  of  the  hypopharynx  re- 
vealed a swelling  of  the  retropharyngeal 
soft  tissues.  There  was  no  evidence  of  an 
abscess  present. 

Esophagoscopy  was  performed  without 
anesthesia.  The  location  of  the  foreign 
body  was  established,  but  insertion  of  the 
tube  close  enough  for  removal  immediately 
obstructed  the  tracheal  lumen.  The  tracheo- 
esophageal wall  was  markedly  swollen,  so 
that  it  was  displaced  forward  by  the  esoph- 


agoscope.  It  became  necessary  to  insert  a 
flexible  tube  into  the  trachea  before  esoph- 
agoscopy could  be  performed.  Esophagos- 
copy was  now  readily  done  and  the  foreign 
body  removed  without  difficulty.  The  child 
was  kept  in  the  hospital  for  a week  until 
she  was  symptom  free. 

A film  taken  of  the  cervical  region  in  the 
lateral  view  after  removal  of  the  foreign 
body  disclosed  a greatly  widened,  preverte- 
bral  shadow  in  the  lower  pharynx  and  up- 
per esophageal  region. 

Comment 

For  several  months  this  child  com- 
plained of  pain  and  discomfort  in  her 
throat.  During  this  time  there  was  the 
usual  throat  examination,  which  revealed 
no  evidence  of  disease. 

Pain  and  discomfort  in  the  throat  of  a 
child  should  suggest  the  possibility  of  a 
foreign  body  in  the  hypopharynx  or  up- 
per esophagus. 

Pain  in  the  region  of  the  spine  is  a 
significant  symptom  in  the  presence  of  a 
foreign  body.  This  symptom  is  in  most 
instances  casually  considered.  A pro- 
longed sojourn  of  an  upper  esophageal 
foreign  body  invariably  causes  such  pain. 
Therefore,  this  possibility  should  be 
borne  in  mind. 

In  this  case  the  swelling  and  displace- 
ment of  the  tracheoesophageal  wall  was 
sufficient  to  occlude  the  lumen  of  the 
trachea  when  the  esophagoscope  reached 
the  involved  area.  It  therefore  became 
necessary  to  maintain  the  patency  of  the 
trachea  by  means  of  a special  tube,  so 
that  esophagoscopy  and  removal  of  the 
foreign  body  could  be  safely  performed. 

136  E.  64  St. 


Danger  of  radium  poisoning  in  the  lu- 
minous paint  industry  in  New  York  State 
has  been  minimized  in  the  past  few  years, 
Elmer  F.  Andrews,  State  Industrial  Commis- 
sioner, declares  in  revealing  that  not  one 
compensation  insurance  claim  board  based  on 
exposure  to  radium  or  radioactive  sub- 
stances has  been  filed  with  the  Department 
of  Labor  since  1934. 

Mr.  Andrews  based  his  optimistic  state- 
ment on  information  supplied  by  members 
of  his  staff  after  receipt  of  alarming  reports 
of  widespread  deaths  and  disabilities  among 
luminous  dial  painters  in  Illinois.  A quick 


survey  of  conditions  in  the  plants  operating 
here  indicates  that  all  reasonable  safeguards 
are  being  enforced,  he  said. 


An  amateur  doctor  tells  us  that  a little 
whiskey  and  honey  is  good  for  a cold  in 
the  chest  but  one  of  our  friends  tells  us 
he  tried  this  remedy  with  disastrous  results. 
He  was  arrested  for  speeding  and  driving 
while  intoxicated,  his  wife  is  suing  him  for 
divorce  and  his  honey  is  suing  him  for 
breach  of  promise. — Nebr.  State  Med.  Jour. 


BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note : Under  this  title  will  appear  short  summaries  of  “ transition  cases”  from  the 

service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital  The  descrip- 
tions are  not  complete  clinical  studies,  but  will  accentuate  situations  from  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 

Is  It  Pruritus? 


Itching  in  the  genital  and  anal  region 
is  often  misinterpreted  by  the  patient  and 
by  the  doctor  alike. 

I have  seen  cases  of  pruritus  vulvae  or 
ani  in  adults,  unsuccessfully  treated  for 
years  in  various  ways,  including  intra- 
muscular protein-milk  injections  and  psy- 
choanalysis and  the  diagnosis  turned  out 
to  be  unromantic,  prosaic  pin-worms  or 
fissures. 

On  the  other  hand  itching  in  those  parts 
is  sometimes  regarded  as  of  organic  origin 
and  inefficiently  treated  accordingly,  al- 
though the  symptom  clearly  arises  from  a 
peculiar  psychic  state.  Naturally  in  such 
cases  none  of  the  usual  methods  will  ef- 
fect the  least  change. 

A woman  complained  of  persistent  and 
violent  pruritus  in  and  around  the  vulva 
and  went  for  a cure,  first  to  her  family 
physician,  who  sent  her  to  a gynecologist, 
then  back  to  the  general  practitioner  and 
later  to  a “diabetic  specialist.” 

She  dieted,  douched  herself,  had  sitting 
baths,  used  medicated  suppositories  and 
tampons,  local  salves  and  general  narcotic 
drugs,  but  the  insupportable  itch  went 
merrily  on  and  became  worse. 

Only  the  history  of  her  life  cleared  up 
the  true  etiology. 

She  was  separated  from  her  husband 
who  was  a wealthy  manufacturer.  Why? 
Because  several  years  before  she  had  taken 
it  into  her  head  that  he  was  going  out 


with  other  women.  Her  only  proof  was 
that  the  number  of  reserve  condoms  kept 
in  a drawer  and  which  she  counted  daily, 
had  suddenly  diminished ! He  “swore  to 
God”  that  it  was  not  true,  that  her  arith- 
metic was  wrong,  and  fell  on  his  knees  for 
a pardon,  but  nothing  could  heal  her 
wounded  pride. 

However,  she  was  very  passionate  and 
sorely  in  need  of  a lover,  which  her  severe 
inbred  ethics  would  not  allow  her.  So  she 
suffered  in  silence  and  swallowed  her 
tears.  But  as  a compensation  she  un- 
knowingly developed  this  stubborn  itching, 
which  of  course,  resisted  all  attempts  at 
ordinary  therapy.  Even  later,  when  she 
accepted  her  fate  and  became  used  to  her 
semi-widowed  situation,  the  pruritus  did 
not  cease.  She  had  it  by  habit,  by  the 
well-known  inexorable  law  of  inertia,  which 
works  so  much  havoc,  anatomically,  physi- 
ologically, psychologically. 

One  of  her  several  physicians  seems  to 
have  understood  the  situation,  as  he  once 
asked  her,  according  to  her  story:  “Itching 
for  what?”  But  happily  she  did  not  know 
what  he  meant;. 

It  subsided  and  finally  and  gradually 
disappeared  after  the  true  cause  was  con- 
vincingly explained  to  her,  which  was  a 
difficult  task,  but  which  in  due  course  of 
time  she  believed. 

611  W.  158  St. 


JUST  ANOTHER  CASE 

Poem  by  Weare  Holbrook  in  This  Week, 
quoted  in  J.A.M.A. 


Experiences  clinical 

Have  made  us  slightly  cynical : 

To  us,  the  female  form  is  bone  and  tissue. 
Diagnosis  and  dissection — 

Leave  us  no  time  for  affection — 

So  matrimony  can’t  become  an  issue. 
Though  there  may  be  little  future 
In  sewing  up  a suture, 

It’s  the  job  to  which  we  dedicate  our  lives, 
And  we’ll  give  each  operation 
Our  entire  concentration 
And  forget  about  our  sweethearts  and  our 
wives. 


(Chorus) 

Then  it’s  Hip-Hip-Hip-Hippocrates ! 

And  farewell  to  all  that’s  feminine  and 
frail— 

Love  affairs  engender  boredom 

And  besides  we  can’t  afford  ’em 

With  the  debts  and  the  distractions  they 
entail. 

So  remember,  lovely  lady,  though  you  have 
a pretty  face, 

Professionally  speaking,  you  are  just 
Another  Case. 
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EDITORIALS 


The  President-Elect 

In  Dr.  Terry  M.  Townsend  the  Medi- 
cal Society  of  the  State  of  New  York 
has  a President-Elect  who  maintains  the 
highest  executive  traditions  of  organized 
medicine.  Dr.  Townsend  has  won  de- 
served fame  both  in  the  practice  of  his 
specialty  and  in  the  complex  activities 
of  his  professional  associations. 

Years  of  notable  service  to  the  Medical 
Society  of  the  County  of  New  York 
culminated  in  Dr.  Townsend’s  election  to 
the  presidency  of  that  militant  organiza- 
tion. His  experience  there  will  stand  him 
in  good  stead  in  the  administration  of 
the  larger  office  which  he  is  now  to 
assume. 

For  the  rest,  Dr.  Townsend  is  no 
stranger  to  the  affairs  of  the  Medical 
Society  of  the  State  of  New  York.  As 
head  of  its  Public  Relations  Bureau  he 
has  had  close  and  practical  contact  with 
the  problems  of  modern  medical  practice. 
The  development  of  that  Bureau  into  an 
effective  weapon  against  vivisection,  com- 
pulsory sickness  insurance,  and  other  ad- 
verse legislative  proposals  has  to  a large 
degree  been  principally  of  his  doing. 

Dr.  Townsend  is  an  able  and  experi- 
enced administrator.  He  is  thoroughly 
familiar  with  the  questions  which  will 
come  before  him  as  President  of  the  State 
Society.  Above  all,  he  is  free  from  sec- 
tionalism and  petty  prejudices  and  can  be 


depended  upon  to  take  a broad  view  of 
the  important  problems  confronting  the 
profession  today.  During  his  sabbatical 
year  as  President-Elect,  he  will  have 
ample  opportunity  to  observe  the  intimate 
workings  of  the  State  Society’s  official 
family,  and  learn  upon  whom  to  rely 
for  advice  and  guidance,  so  that  when 
he  assumes  his  office  a year  hence,  he  will 
enter  upon  his  duties  further  prepared 
to  carry  forward  the  work  of  organized 
medicine  in  this  state. 

His  election  marks  but  another  instance 
where  service  to  organized  medicine  has 
been  well  appreciated.  He  has  deserved 
the  great  honor  which  has  come  to  him. 


Soldiers  of  Healing 

Monday  was  Decoration  Day.  Many 
beautiful  ceremonies  commemorated  the 
courage  and  self-sacrifice  of  those  who 
have  fought  and  fallen  in  the  nation’s 
wars. 

There  is  no  memorial  day  anywhere  in 
the  country  for  those  who  wage  the 
greatest  war  of  all — the  fight  against  dis- 
ease. In  more  ways  than  one,  the  physi- 
cian is  the  nation’s  unknown  soldier. 

We  are  not  thinking  solely  of  the  great 
martyrs  of  medicine,  who  voluntarily  im- 
molated themselves  at  the  altars  of  re- 
search. We  are  thinking  of  the  everyday 
practitioner,  who  carries  an  overpowering 
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burden  of  responsibility  and  exposes  him- 
self to  a thousand  risks,  frequently  with 
ingratitude  and  downright  abuse  as  his 
only  reward. 

The  veterans  of  martial  adventures  be- 
come national  heroes  and  receive  financial 
favors  in  the  form  of  pensions,  bonuses, 
and  preferential  employment  rights  even 
if  they  have  never  seen  active  service. 
The  physicians  who  turn  out  for  fires, 
floods,  earthquakes,  and  epidemics  do  not 
even  receive  a “thank  you”  from  the 
public.  It  is  taken  for  granted  that  they 
should  serve  without  reward  or  even 
gratitude  in  emergencies,  just  as  it  is  taken 
for  granted  that  they  should  give  their 
time  and  labor  without  pay  to  public  and 
semi-public  institutions  that  show  no  re- 
gard for  their  professional  or  financial 
rights. 

There  is  no  day  of  commemoration  for 
the  great  discoverers  of  medicine,  who 
freely  give  to  the  world  discoveries  which 
could  earn  them  millions.  Instead  there 
are  grumblings  and  loudly-voiced  dissatis- 
faction with  the  ethical  code  which  places 
the  public  welfare  above  private  profit 
and  aggrandizement.  A thousand  medical 
accomplishments  and  kindnesses  are  for- 
gotten as  soon  as  one  mistake  or  misdeed 
comes  to  light. 

Organized  medicine  has  fought  and 
financed  the  fight  to  bring  order  out  of 
chaos  and  integrity  out  of  commercialism 
in  the  field  of  medical  education.  Yet  its 
activities  against  quackery  are  branded  as 
monopolistic  by  a large  section  of  the 
public  which  has  benefited  by  its  efforts. 
There  seems  to  be  a concerted  drive  on 
the  part  of  many  advocates  of  state  medi- 
cine to  advance  their  cause  by  slinging 
mud  at  the  profession. 

Medicine  is  too  old  to  look  for  public 
gratitude.  It  has  a right,  however,  to 
demand  intelligent  understanding  and  fair 
play  from  those  who  profess  an  interest 
in  the  advancement  of  medical  care.  A 
medical  memorial  day  would  show  that 
the  contribution  of  the  physicians  of 
America  to  the  nation’s  welfare  compares 
very  favorably  with  its  soldiers,  states- 
men’s or  any  other  professional  groups. 


Tomorrow’s  Doctors 

The  June  1938  crop  of  medical  gradu- 
ates is  somewhat  smaller  than  for  several 
years  past.  This  may  be  due  to  the  fact 
that  1934  was  the  fifth  year  of  the  de- 
pression; or  it  may  indicate  that  people 
are  beginning  to  recognize  that  medicine 
offers  little  prospect  of  personal  satisfac- 
tion or  economic  security  under  the  threat 
of  political  control. 

The  young  men  and  women  who  are 
entering  the  profession  have  a hard  road 
before  them.  When  they  receive  their 
diplomas  they  are  buoyed  up  by  confident 
thoughts  of  all  they  have  learned  in  medi- 
cal school.  If  they  are  the  stuff  of  which 
real  doctors  are  made,  it  takes  but  a short 
time  for  them  to  discover  how  much  they 
still  have  to  learn. 

It  has  never  been  easy  to  get  started 
in  medical  practice  and  earn  a decent 
livelihood  therein.  Today,  with  a large 
percentage  of  the  population  on  relief 
and  medical  institutions  vying  with  one 
another  to  provide  free  service  for  the 
middle  class,  the  financial  difficulties  of 
the  tyro  are  intensified. 

It  is  up  to  the  established  physicians 
in  every  community  to  extend  a helping 
hand  to  those  who  are  just  starting  out 
on  the  difficult  road  to  professional  suc- 
cess. Alone  and  unaided,  the  young  phy- 
sician is  beset  by  a thousand  errors  and 
temptations.  Frequently  the  friendship 
and  advice  of  an  older  man  can  smooth 
away  obstacles  and  allay  doubts  which 
might  be  the  starting  point  for  serious 
deviations  from  accepted  ethical  and  scien- 
tific standards. 

It  is  advisable  for  newly  licensed  physi- 
cians to  affiliate  themselves  with  organ- 
ized medicine  at  the  very  outset  of  their 
careers.  In  this  way  they  establish  con- 
tact both  with  their  contemporaries  and 
with  established  practitioners  who  have 
already  solved  some  of  the  difficult  prob- 
lems confronting  the  novice. 

Physicians  like  to  think  of  their  profes- 
sion as  a universal  fraternity.  The  word 
has  little  meaning  unless  those  who  have 
“arrived”  are  willing  to  stretch  out  a 
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brotherly  hand  to  the  young  men  and 
women  who  are  struggling  to  “get  there.” 
The  county  medical  societies,  which  are 
the  core  of  organized  medicine,  should 
take  a strong  and  sympathetic  interest  in 
the  special  problems  of  the  newcomer  in 
medicine. 


The  Laxative  Habit 

“Did  your  bowels  move  today?”  This 
question  is  the  stock  phrase  of  the  intern, 
the  pompous  and  all-important  interroga- 
tion included  in  what  is  known  as  “the 
bedside  manner,”  and  the  worried  concern 
of  the  anxious  parent.  It  is  the  one  phrase 
in  all  medicine  which  alone  carries  with  it 
a note  of  threat,  a feeling  of  superiority, 
and  a sense  of  shame.  Really,  it  is  ter- 
rific! With  what  other  question  can  a 
house  officer  hope  to  cow  a truculent 
nurse  or  impress  her  with  his  sense  of 
generosity  by  not  ordering  an  enema. 
What  else  can  so  easily  detract  the  sick 
patient  from  his  aches  and  pains  than 
by  shaming  him  with  a query  concerning 
the  function  of  his  large  intestine?  And 
finally,  what  joy  can  be  greater  to  a 
doting  parent  than  to  see  his  offspring 
go  through  the  throes  of  a “spring  tonic” 
or  a dose  of  castor  oil  so  that  the  heir 
apparent  be  thoroughly  “cleaned  out.” 

There  are  so  many  things  in  the  world 
today  which,  because  of  their  enormity 
might  rightfully  cause  us  concern,  that 
at  first  it  may  seem  frivolous  for 
an  earnest  investigator  to  conduct  a 
study  on  “Laxatives  and  Bowel  Con- 
sciousness.” 1 When  we  read  the  title  we 
were  amused,  but  when  we  read  the  text 
we  realized  that  Kraemer  had  performed 
a fine  piece  of  clinical  investigation. 
Utilizing  the  vast  clinical  material  at  the 
Presbyterian  Hospital  in  Newark,  N.  J., 
he  found  that  seventy  per  cent  of  all 
patients  took  a laxative  at  least  four 
times  yearly,  and  twJenty-one  per  cent 
did  so  daily.  This  bowel  consciousness 
he  attributes  to  the  medical  profession 


1.  Kraemer,  M.:  Am.  J.  Dig.  Dis.,  5:9,  1938. 


and  the  advertisers  of  the  innumerable 
laxatives  on  the  market.  Habitues  of 
the  cathartics,  and  they  can  be  so  called 
in  all  truthfulness,  are  not,  from  a medi- 
cal sense,  constipated.  They  have  been 
indelibly  impressed  with  the  idea  that 
at  least  one  bowel  movement  daily  is 
essential  to  the  maintenance  of  a healthy 
body.  Consequently  they  become  easy 
prey  to  the  seductive  copy  of  the  com- 
mercial ads. 

Since  laxatives  never  hurt  anybody, 
why  all  this  fuss?  Merely  this:  The 

average  person  who  is  chronically  ad- 
dicted to  the  use  of  laxatives  imagines 
that  he  is  a sick  person,  becomes  a hypo- 
chondriac, and  lives  a very  unhappy  lif£. 
The  medical  profession  definitely  has  a 
problem  on  its  hands  to  overcome  the 
prevalent  mild  psychosis  of  “bowel 
consciousness.” 


Meniere’s  Disease 

There  is  a great  deal  of  confusion 
among  physicians  who  are  not  otologists 
concerning  the  exact  etiological  basis  for 
Meniere’s  disease.  Such  a variety  of 
conditions  may  produce  the  clinical  pic- 
ture that  only  after  painstaking  examina- 
tion, concerned  chiefly  in  eliminating  these 
various  other  diseases,  can  a diagnosis 
of  true  Meniere’s  disease  be  made.  This 
is  important  because  today  there  are  at 
hand  several  methods  of  affording  perma- 
nent relief  from  this  disabling  malady. 

In  the  main,  it  is  essential  to  differen- 
tiate between  those  cases  of  vertigo, 
vomiting,  and  incoordination  due  to  irri- 
tation of  the  central  vestibular  pathways 
and  those  which  are  the  result  of  irrita- 
tion of  the  vestibular  end-organs.  In 
the  former,  the  dizziness  and  staggering 
gait  are  more  apt  to  be  constant  and 
there  is  less  likelihood  of  intervals  of 
freedom  from  attack.  In  true  Meniere’s 
disease  the  violent  attacks  of  vertigo 
appear  suddenly  and  there  is  a sensa- 
tion of  objects  whirling  about.  Deafness 
is  also  present  to  a greater  or  lesser 
degree  with  or  without  tinnitus.  Crowe 
emphasizes  the  importance  of  the  de- 
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scription  of  the  attacks  in  arriving  at  a 
diagnosis,  and  considers  this  of  far  more 
significance  than  the  findings  obtained 
by  the  testing  of  auditory  and  vestibular 
function.1 

Those  afflicted  with  this  disease  are 
disabled  chiefly  because  of  the  vertigo. 
The  deafness  and  tinnitus,  while  disturb- 
ing, do  not  in  themselves  remove  the 
patient  from  his  sphere  of  activities. 
From  experience  gained  in  a large  series 
of  cases,  Crowe  and  Dandy  state  that 
the  vertigo  is  always  cured  by  the  in- 
tracranial section  of  the  vestibular  branch 
of  the  eighth  nerve.  Destruction  of  the 
end-organs  in  the  semi-circular  canals 
has  also  had  a measure  of  success.  In 
some  types  of  cases,  a change  in  the 
patient’s  dietary  regime  to  correct  the 
water-balance  metabolism  in  the  body, 
as  recommended  by  Furstenberg,  has 
succeeded  in  curing  Meniere’s  disease. 
The  condition,  therefore,  is  no  longer 
hopeless  and  here  again  Medicine  has 
found  the  solution  to  one  of  the  many 
problems  with  which  it  is  confronted. 


CURRENT  COMMENT 

“I  BELIEVE  THAT  SCHOOL  CHILDREN 

should  have  individual  preventive  medical 
service,  health  examinations,  and  health 
supervision  and  that  this  service  is  not  being 
encouraged  in  many  situations,  and  that 
school  children  and  parents  are  being 
wrongly  educated  because  they  have  been 
led  to  expect  that  this  modern  form  of  ser- 
vice can  and  should  be  provided  in  school. 
I believe  there  is  need  for  the  recognition 
of  the  fact  that  such  service  cannot  be 
rendered  on  a wholesale  basis.  Both  the 
school  authorities  and  the  public  have  de- 
manded a free  service  in  school  without  tak- 
ing the  advice  of  qualified  representatives 
of  the  medical  profession  as  to  the  cost  and 
time  required  for  rendering  this  service  on 
a basis  of  satisfactory  medical  standards. 
The  result  is  too  often  rapid  inspections  by 
a physician,  too  little  observation  for  health 
disorders  by  teachers  and  nurses,  and  insuf- 
ficient time  given  by  the  physician  to  cases 
•that  demand  follow-up.  Practically  every 
public  school  administrator  is  faced  with 
the  dilemma  of  limiting  the  number  of 


examinations  or  of  shortening  the  time 
spent  on  each  child.  . . .” — An  interesting 
article  by  Dr.  Harold  H.  Mitchell  on  the 
school  health  examination,  to  be  found  in  the 
Westchester  Medical  Bulletin  of  May  1938. 

“There  is  no  more  reason  why  medi- 
cine should  be  socialized  than  there  is  for 
the  socialization  of  every  other  industry. 
People  are  just  as  much  entitled  to  free 
groceries,  free  clothes,  free  shoes,  and  every 
necessity  of  life  as  there  is  for  free  medical 
attendance. 

“Socialism  will  wipe  out  the  rights  of  the 
individual  and  destroy  the  initiative  and 
self-reliance  which  is  the  bulwark  of  our 
country.  . . . 

“Bureaucracy  is  always  a curse,  and 
centralization  a lethal  menace  under  any 
conditions.  Where  the  practice  of  medi- 
cine is  concerned,  it  is  fatal.  . . — 

Editorial  comment  in  the  May  issue  of  the 
Illinois  Medical  Journal. 


“To  ABSTAIN  FROM  MEDICAL  ACTIVITIES 

under  present  menacing  conditions  is  a 
wasteful  squandering  of  that  valuable  asset 
of  good  teamwork  at  the  very  time  when 
collaboration  is  absolutely  vital.  One  does 
not  change  horses  in  the  middle  of  the 
stream.  When  out  in  midocean  in  a 
storm  you  do  not  see  anybody  shoving  off 
in  a rowboat  by  himself  to  save  passenger 
money.  Present  conditions  make  mass  ac- 
tion imperative  and  mass  assaults  can  move 
mountains.  Few,  if  any,  can  deny  need  for 
maintenance  by  the  medical  profession  of 
the  strongest  possible  organization — strong 
in  numbers,  militant  in  spirit  and  untiring 
in  its  concerted  efforts  to  protect  the  in- 
terests of  the  medical  profession  and  in  so 
doing  the  interests  of  the  community/’ — 
Charles  J.  Whalen. 


“.  . . Americans  continue  to  save, 
but  they  invest  their  savings  in  places  which 
offer  a small  but  certain  yield — certain  up 
to  a point,  but  a point  which,  there  is 
reason  to  suspect,  is  being  passed.  Not 
everybody  can  find  security  in  any  direction, 
as  workers  are  discovering  after  trusting  to 
union  agreements  and  seniority  plans,  as 
more  workers  will  discover  in  Social  ‘Se- 
curity’ if  the  government’s  deficits  continue, 
and  as  capital  will  discover  if  it  clings 
too  long  to  the  idea  that,  because  one 
security  can  be  secure,  all  securities  can 
be,  after  money  has  ceased  to  take  risks. 
. . .” — Raymond  Moley’s  remarks  in  News- 
week of  May  16. 


1.  Crowe.  S.  J.:  Medicine,  Feb.  1,  1938. 
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Professional  Tax  in  Greater 
New  York 

Joseph  D.  McGoldrick  Worth  2-4780 

Comptroller 
Samuel  Orr 

Special  Deputy  Comptroller 

The  City  of  New  York 
Office  of  the  Comptroller 
Emergency  Revenue  Division 
50  Lafayette  St.,  New  York  City 

Business  Tax 

Medical  Society  of  State  of  N.  Y., 

2 East  103rd  Street 
New  York,  New  York 

Gentlemen : 

You  are  requested  to  advise  the  members 
of  your  society  that  Returns  of  Excise  Tax 
on  Gross  Receipts  must  be  filed  by  all  pro- 
fessional persons  engaged  in  a profession 
or  vocation,  for  the  privilege  of  exercis- 
ing their  profession  or  vocation  for  the 
period  commencing  July  1,  1937  and  ending 
June  30,  1938,  or  any  part  thereof,  where 
their  gross  receipts  from  the  profession 
or  vocation  engaged  in,  exceed  $10,000.00 
for  the  calendar  year  1937. 

Returns  must  be  filed  on  or  before  June 
15,  1938,  with  the  Bureau  of  City  Collec- 
tions in  the  borough  in  which  the  prac- 
titioner maintains  his  office.  A remittance 
for  the  amount  of  tax  due  must  accompany 
the  return  when  filed. 

The  tax  is  based  upon  the  gross  receipts 
for  the  calendar  year  1937  where  a person 
was  practicing  his  profession  during  the 
whole  of  the  calendar  year  1937.  Where 
a person  commenced  to  practice  after 
January  1,  1937,  it  is  advised  that  he  com- 
municate with  the  Emergency  Revenue 


Division,  50  Lafayette  Street,  Manhattan, 
(WOrth  2-4780)  for  further  details. 

The  tax  rate  is  1/10  of  1%.  For  example, 
a professional  person  having  gross  receipts 
of  $14,000.00  would  be  required  to  pay 
a tax  of  $14.00. 

No  return  is  required  to  be  filed  where 
the  gross  receipts  are  $10,000.00  or  less. 
In  no  case  should  salaries  and  office  ex- 
penses be  deducted  in  determining  the 
amount  of  gross  receipts  subject  to  tax. 

Your  kind  cooperation  in  advising  your 
members  is  solicited. 

Yours  truly, 

Samuel  Orr 
Special  Deputy  Comptroller 

May  12,  1938 

(The  attention  of  the  Metropolitan  mem- 
bers of  the  Society  is  called  to  this  new 
tax — Peter  Irving,  M.D.,  Secretary). 


Anent  “Hollywood  on  Crusade” 

Westport,  Essex  County,  N.  Y. 
To  the  Editor: 

It  is  difficult  for  me  to  conceive  of  any- 
thing in  the  way  of  publicity  that  could  not 
do  more  good  than  the  expose  of  the  meth- 
ods of  quacks  such  as  was  proposed  in 
“Hollywood  on  Crusade.”  It  seems  a great 
shame  that  the  idea  was  abandoned.  It 
would  seem  that  the  A.M.A.  is  to  be  con- 
gratulated rather  than  condemned  for  the 
proposed  collaboration  in  this  enterprise. 

Very  truly  yours, 

Harold  J.  Harris,  M.D. 

April  22,  1938 


BEAUTY  SHOP  GETS  A PAT  ON  THE  BACK 


Dr.  H.  McClure  Young,  Editor  of  the 
Urologic  and  Cutaneous  Review,  remarks 
that  we  read  a good  deal  about  the  horrors, 
but  not  much  about  the  benefits  to  the  health 
of  regular  attendance  at  a beauty  shop. 
It  used  to  be  said  that  pretty  women  never 
had  skin  cancer  because  they  took  immediate 
cognizance  of  any  blemish.  The  ugly  duck- 
ling who  regards  her  appearance  as  hope- 
less and  does  nothing  about  it,  is  very  apt 


to  be  unconcerned  about  any  added  blemish 
in  the  way  of  a skin  disorder.  But  the  ugly 
duckling  who  frequents  the  beauty  shop 
in  an  efifort  to  minimize  her  handicaps  will 
be  just  as  solicitous  as  her  beautiful  sister 
when  eruptions  appear.  That  vanity  which 
takes  her  weekly  to  the  beauty  shop  will 
take  her,  if  she  is  well  informed,  to  the 
dermatologist.  Aesculapius  may  be  served 
in  the  beauty  shop  as  well  as  Venus. 
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Standards  of  Living 

Charles  H.  Goodrich,  M.D.,  Brooklyn 


This  is  not  a ringside  chatter  about  a 
planned  economy  that  would  hamstring  life 
and  thought  and  initiative.  Nor  shall  we 
list  all  standards  of  living  in  practical 
application  during  this  confused  and  hys- 
terical period  of  the  world’s  history.  For 
this  would  be  as  difficult  and  tedious  as 
calling  the  roll  at  Coney  Island  on  a hot 
summer  Sunday  afternoon.  In  fact  the 
very  numbers  of  standards  demonstrate  the 
weaknesses  of  many,  and  their  qualities 
vary  from  the  divine  to  such  base  absurdi- 
ties and  tragedies  as  have  turned  back  the 
clock  of  the  old  world  a few  centuries  and 
in  some  places  stopped  it  altogether  for 
the  time  being.  Individually  it  sometimes 
seems  as  though  the  leading  motives  in  the 
lives  of  some  men  and  women  prompt  the 
doing  of  those  affairs  which  shorten  or 
cripple  life,  their  own  or  others.  A well- 
known  scientist,  on  his  way  down-hill, 
when  reproached  by  a friend  replied,  “I’m 
going  to  have  a good  time ! Life  is  too 
short  to  be  careful.”  His  friend  retorted, 
“Why  take  such  care  to  make  it  short.” 

A lady  came  to  our  office  in  a hurrv.  The 
reason  she  was  in  haste?  She  had  tickets 
for  the  matinee  ! “So  you  like  the  theatre  ?” 
“Yes,”  she  said,  “about  all  there  is  worth 
while  in  life  is  eating  and  drinking  and 
going  to  the  theatre!” 

Alfred  Austin,  the  English  poet  thinks 
otherwise : 

“Is  life  worth  living?  Yes  so  long 
As  there  is  wrong  to  right! 

***** 

While  there  is  one  untrodden  tract 
For  intellect  or  will 
And  men  are  free  to  think  and  act 
Life  is  worth  living  still.” 

This  recalls  the  aphorism  of  the  waggish 
philosopher  who  said:  “Is  life  worth 

living?  That  depends  upon  the  liver!” 

We  once  knew  a great  man  who  said  “I 
would  rather  die  than  be  compelled  to 
stop  smoking.”  A shocking  statement  for 
a great  man ! 

We  remember  two  young  ladies  years 
ago  in  our  days  of  innocence.  Whenever 


they  met:  “Where  were  you  last  night?” 

“Oh ! I went  to  Charlotte’s — played  cards 
and  danced.”  “What  did  you  have  to  eat?” 
There  always  followed  a vivid  description 
of  the  large  dices  of  lobster,  the  variety 
and  fillings  of  the  sandwiches,  the  colors 
of  the  ice  cream  and  candies,  the  consist- 
ency of  the  cake  and  the  contents  of  the 
punch.  Many  Oh’s  and  Ah’s  from  the 
other ! 

When  we  read  or  listen  to  current  refer- 
ences to  “standards  of  living”  we  infer  that 
these  are  affairs  that  can  be  legislated  or 
materials  which  can  or  must  be  purchased. 
And  yet  the  next  moment  we  think  of  where 
we  live,  the  home,  its  locations  and  at- 
mosphere, its  furniture  and  foods,  its  sun- 
shine and  warmth,  its  cooling  shelter  after 
a hectic  day,  its  enriching  affections  and 
all  of  its  contribution  to  human  content- 
ment. And  because  such  things  are  notably 
lacking  for  so  many  we  set  about  thinking 
how  they  can  be  brought  to  more  people 
and  we  are  a little  discontented.  This  dis- 
content shows  that  we  have  a bowing  ac- 
quaintance with  one  high  standard  of  living 
— concern  for  others.  We  need  more  than 
a bowing  acquaintance.  We  need  intimacy. 
For  no  one  can  ride  to  enduring  glory  in 
this  world  or  any  other  in  a chariot  of  self- 
gratification. It  is  self-love,  self-indulgence, 
and  self-seeking  for  power  and  exhibition- 
ism to  a degree  which  obliterates  true  con- 
cern for  others  that  is  one  of  the  causes 
and  curses  of  our  panicky  civilization  where 
the  stage  was  almost  set  for  a demonstration 
of  beauty  and  grandeur  in  thought  and  ac- 
complishment, broadened  vision,  and  an 
unclouded  horizon. 

Concern  for  others  is  a lofty  standard  in 
the  life  of  the  true  physician.  One  and 
all  we  can  agree  with  Mazzini  that  “Life 
is  a mission.  Every  other  definition  of 
life  is  false.  Religion,  science,  philosophy 
though  still  at  variance  upon  many  points 
all  agree  in  this,  that  every  existence  is 
an  aim.” 

Forty  years  ago  when  the  old  Waldorf- 
Astoria  was  new,  when  a million  dollars 
sounded  as  impressive  as  $37,000,000,000 
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does  now,  the  superintendent  in  charge  of 
a nearby  building  under  construction  handed 
one  of  his  hod-carriers  his  pay-envelope 
saying  “Pat,  there’s  your  million.”  “My 
million?”  said  Pat.  “Yes!”  said  the  boss 
— “but  what  would  you  do  if  you  really 
had  a million  dollars?”  “Phwhat  would  I 
do?”  said  Pat,  “I’d  go  over  there  to  the 
Wallydorf-Wistoria  Hotel  and  get  a foine 
room  and  leaf  a call  for  six  o’clock  in 
the  marning  and  when  that  bloody  spal- 
peen of  a bye  came  along  and  knocked  at 
my  door  I would  yell  at  him,  ‘Go  to  blazes — 
I don’t  have  to.’  ” 

Returning  to  now:  Mr.  Henry  Ford 

has  often  furnished  us  with  interesting  and 
helpful  side-lights  upon  standards  of  living 
and  some  practical  lessons  as  well.  A 
fortnight  ago  he  visited  the  President  and, 
soon  after,  he  was  interviewed  by  news- 
papermen. Among  the  questions : “Do 

you  believe  that  it  strengthens  a man  to 
undergo  hardship?”  Answer,  “Of  course 
it  does.” — “What  about  the  hardship  of 
unemployment?”  “That’s  the  worst  hard- 
ship in  the  world.”  “Does  it  strengthen  a 
man’s  character  too.”  “It  does  if  it  drives 
him  to  get  himself  out  of  his  unemployment.” 

Recently  while  we  were  passing  a noisy 
restaurant-party  discussing  current  events 
one  of  the  participants  shouted,  “What’s  the 
matter  wfith  the  world  anyway?”  We 
heard  no  more — but  a few  days  later  Mr. 
Charles  Hanson  Towne  provided  an  answer 
to  this  query  in  these  lines : 

“The  light  o’  the  world  has  not  died  yet, 
On  many  a peak  and  minaret 
The  sun  still  sparkles  as  of  old, 

With  flaming  flashes  of  mellow  gold. 

* * * * * 

The  dew  is  still  upon  the  rose 
In  many  a dreaming  garden-close; 

The  meadows  shine,  the  aspens  quiver 
By  every  softly  moving  river. 

The  birds  still  sing ; the  bees  still  hum 
Though  lands  know  pandemonium 
Only  man  fails ; and  only  he 
Forgets  what  man  was  meant  to  be.” 

Moreover,  “There  is  nothing  of  which  man 
is  so  fond  and  withal  so  careless,  as  life,” 
(LaBruyere)  and  this  is  our  reason  for 
briefly  prattling  about  standards  of  living. 
And  as  we  proceed  we  must  remember  that 
“Life  can  only  be  understood  backwards — 
but  it  must  be  lived  forward.”  (Kirkegaard). 

We  believe  in  the  Gospel  of  work,  mental 


work  which  solves  problems,  discovers  new 
truths,  evolves  new  methods  of  procedure, 
and  gains  mental  strength  by  brain  exer- 
cise. This  thrills  one’s  associates  and  fol- 
lowers with  the  assurance  that  life  is  better 
for  everyone  concerned  if  we  think  straight- 
forwardly daily,  vigorously  but  with  re- 
straint, confidently  but  gently,  competently 
but  without  exultation.  Clean,  wholesome 
exercise  of  the  mind  develops  character, 
usefulness,  influence,  as  well  as  more  mental 
ability,  and  includes  sound  gaity  and  humor. 

We  believe  also  in  physical  work  which 
affords  mutual  service  to  mankind  and  in- 
creases the  skill  of  mankind.  This  makes 
life  better  for  all  through  the  simplest  labor 
of  field  and  home,  of  factory  and  street,  in 
the  application  of  heat,  electricity,  natural 
and  fabricated  power,  in  the  developments 
of  arts  and  sciences  for  increasing  human 
comfort  and  satisfaction.  The  cultural 
art;s  and  sciences  represent  elaborate,  often 
delicate  mutual  adjustments  of  mental  and 
physical  work. 

To  work  well  physically  and  mentally, 
wholesome,  digestible  diets  are  required. 
While  physical  diets  may  contribute  some- 
what to  serenity  and  ability  of  mind  we 
consider  that  in  largest  degree  their  calories 
produce  the  heat  and  energy  which  make 
muscular  power  and  utility  comprehensive 
and  accomplished.  However,  an  excess  of 
physical  food  may  reduce  the  powers  of 
motion  and  thinking. 

It  is  a very  generalized  standard  of  liv- 
ing that  physical  food  should  not  be  tainted, 
foul  or  offensive.  It  is  to  be  regretted  that 
this  standard  is  not  observed  equally  with 
a lot  of  the  mental  pabulum  which  is  for 
sale  in  our  markets.  Much  of  it  is  so 
offensive  that  even  goats  might  refuse  it. 
The  careful  selection  of  physical  and  men- 
tal diets  seems  important  in  promoting  our 
Gospel  of  work. 

To  accomplish  a desirable  degree  of  work 
and  to  think  forwardly  and  constructively 
we  need  to  practice  for  ourselves  and  pre- 
scribe for  our  fellows  a regular,  systematic, 
sensible  degree  of  recreation.  We  will 
use  the  ancient  pronunciation  re-creation ! 
There  is  its  meaning!  Mental  re-creation! 
Physical  re-creation.  We  all  know  how  we 
have  planned  it  and  sometimes  carried  out 
our  plans.  We  question  if  the  prescription 
is  always  well-balanced ! Is  there  enough 
sunshine,  oxygen  and  joy  in  it?  Is  there 
a generous  dosage  of  the  best  quality  of 
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rest?  Do  we  exercise  in  the  main  the 
currently  unused  muscles?  Do  we  increase 
the  reserve  air  in  our  lungs  and  empty  out 
the  residual  air  of  last  week  or  the  week 
before?  Mentally,  under  the  choicest  light, 
do  we  delight  in  history,  biography,  literary 
essays,  and  choicest  fiction  sparkling  with 
genuine  humor  or  do  we  insist  on  a strong 
meat  diet  of  medicine  or  its  alternative, 
the  hair  raising  detective  yarn?  We  must 
not  forget  humor,  the  comedy,  the  becom- 
ing decorations  of  serious  affairs.  Humor 
is  a mental  antispasmodic  which  relieves 
the  sense  of  weight  and  tension  of  re- 
sponsibility and  care.  Some  have  said,  “How 
can  Doctors  joke  when  carrying  on  such 
heavy  duties?”  We  reply  that  we  must 
pick  up  humor  and  comedy  where  we  can 
and  share  it  with  those  in  trouble.  Most 
of  our  duties  are  of  themselves  serious. 
Life  must  have  sparkle  and  shine.  The 
safeguard  must  be  to  avoid  seeming  to  lack 
sympathy  when  hearts  are  aching  or  break- 
ing. Socially  do  we  discuss  great  and 
thrilling  current  affairs  or  do  we  gossip 
about  little  personalities? 

Recreation  is  what  we  are  reaching  for 
in  these  moments  when  we  are  not  physi- 
cally and  mentally  working  or  feeding  the 
body  and  mind.  The  majority  of  people 
occupy  leisure  in  such  ways  as  to  curtail 
sleep;  eat  and  drink  too  much,  and  mostjy 
do  or  overdo  affairs  that  harm  health  and 
reduce  efficiency,  with  the  brain  and  nervous 
system  as  the  outstanding  victims.  This 
explains  the  positive  decline  in  the  average 
degree  and  quality  of  constructive  thought 
and  work  efficiency.  The  use  of  modernly 
extended  leisure  means  added  responsibility 
and  deserves  careful  study  by  all  intelligent 
persons.  It  seems  reasonable  to  suggest 
that  many  people  could  profit  by  advice 
from  their  physicians.  Also  that  physicians 
might  profit  by  absorbing  this  advice  for 
themselves  and  their  families. 

After  cheering  for  the  Gospel  of  work, 
supported  by  proper  diets,  and  the  recon- 
structions by  leisure  our  next  step  must  be 


to  indicate  that  the  progress  of  the  world , 
the  physical  and  mental  ability  to  work  de- 
pends upon  the  development  and  preserva- 
tion of  physical  and  mental  health.  This  is 
an  outstanding  consideration  in  enumerat- 
ing standards  of  living.  For  after  all 
health  forms  the  pedestal  upon  which  all 
mortal  standards  of  living  must  be  erected 
and  exalted.  How  can  we  assure  this  essen- 
tial foundation?  Certainly  not  by  awaiting 
the  coming  of  minor  or  major  mishaps  in 
the  running  of  the  machine  or  disintegra- 
tion of  parts  here  and  there.  In  this  de- 
partment the  hope  of  the  world  is  preven- 
tion of  injury  and  disease.  In  the  realm 
of  public  health  there  is  a steady  slow 
growth.  We  physicians  must  so  arouse 
the  public  consciousness  and  intelligence 
that  the  desire  for  the  delivery  of  prevent- 
ive medical  care  will  ultimately  largely 
transcend  and  forefend  the  need  of  re- 
storative care.  Much  of  this  must  be  pro- 
duced as  a result  of  regular  periodic  ex- 
aminations whether  or  not  good  health 
apparently  prevails. 

As  we  consider  life  in  its  broadest  in- 
clusive interpretations,  elemental  spiritual 
standards  of  living  are  found  in  the  Com- 
mandments of  God,  the  dictates  of  a lively 
discerning  conscience,  and  faith  in  the 
brotherhood  of  man.  After  these  we  list 
our  little  human  contribution.  This  is  not 
really  ours  for  it  finds  place  in  the  galaxy 
of  ideals  treasured  by  and  vitalizing  hosts 
of  physicians. 

Our  thesis  is  that  mental  and  physical 
progress,  the  living  forward  of  mankind, 
depends  largely  upon  these  standards  of 
living,  mental  and  physical  work,  mental 
and  physical  diets,  mental  and  physical  recre- 
ation, which  are  all  dependent  upon  mental 
and  physical  health.  As  our  official  valedic- 
tory we  urge  that  much  may  be  contributed 
to  physical  and  mental  health  by  increasing 
the  vogue  of  preventive  medicine  and  the 
periodic  inventory  of  what  health  we  have 
and  what,  if  anything,  hazards  or  imperils 
its  influence  and  effectiveness. 


Hope  for  the  thousands  throughout  the 
world  afflicted  by  cancer,  with  dramatic 
demonstrations  by  dioramas  of  what  science 
is  accomplishing  in  fighting  the  scourge,  is 
the  theme  of  an  exhibit  to  be  made  at  the 
New  York  World’s  Fair  1939  by  the  New 
York  City  Cancer  Committee. 


Contract  for  500  square  feet  of  display 
space  in  the  exposition’s  $400,000  Medicine 
and  Public  Health  Building  has  been  signed 
by  Dr.  Francis  Carter  Wood,  Director  of 
the  Institute  for  Cancer  Research,  Columbia 
University,  and  Grover  A.  Whalen,  Presi- 
dent of  the  Fair  Corporation. 


THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 


The  Third  Annual  Convention  of  The 
Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York  was  held  at  the 
Waldorf-Astoria  Hotel  on  May  9-12.  The 
following  officers  were  elected : 

President Mrs.  Daniel  Swan,  Queens 

President-Elect.  .Mrs.  G.  Scott  Towne,  Saratoga 
1st  Vice  President.  Mrs.  Edwin  A.  Griffin,  Kings 
2nd  Vice  President 

Mrs.  Louis  A.  Van  Kleeck,  Nassau 
Treasurer. . . .Mrs.  Carlton  F.  Potter,  Onondaga 
Recording  Secretary 

Mrs.  Henry  L.  Hirsch,  Nassau 
Directors  for  three  years 

Mrs.  Herman  Galster,  Schenectady 
Mrs.  Francis  Irving,  Onondaga 

Delegates 

Mrs.  Francis  Irving,  Onondaga 
Mrs.  Daniel  Swan,  Queens 
Mrs.  Luther  Kice,  Nassau 
Mrs.  George  Scott  Towne,  Saratoga 
Mrs.  Edwin  Griffin,  Kings 
Mrs.  Henry  Hirsch,  Nassau 
Mrs.  Louis  Van  Kleeck,  Nassau 
Mrs.  James  Elliott,  Kings 

Alternates 

Mrs.  William  Groat,  Onondaga 
Mrs.  James  Dobbins,  Queens 
Mrs.  John  L.  Bauer,  Kings 
Mrs.  Charles  Goodrich,  Kings 
Mrs.  P.  A.  Williams,  Nassau 
Mrs.  R.  D.  Bullard,  Nassau 
Mrs.  A.  M.  Bell,  Nassau 
Mrs.  Louis  Lally,  Nassau 

At  the  Post  Convention  Meeting  Mrs. 
Daniel  Swan,  President,  appointed  the  fol- 
lowing to  serve  with  her: 

Corresponding  Secretary 

Mrs.  Abraham  Braunstein,  Queens 


Archives Mrs.  Albert  Greene,  Schenectady 

Convention Mrs.  John  Buettner,  Onondaga 

Finance ..Mrs.  William  Godfrey,  Queens 

Hygeia Mrs.  Horace  Whitely,  Onondaga 

Historian Mrs.  William  Benenson,  Queens 

Legislation.  .Mrs.  R.  F.  Sengstacken,  Rockland 
Organization Mrs.  Luther  Kice,  Nassau 


Parliamentarian. Mrs.  Walter  F.  Smith,  Jefferson 
Press  and  Publicity 

Mrs.  Thomas  dAngelo,  Queens 
Printing  and  Supplies 

Mrs.  Otto  Pfaff,  Madison 
Public  Relations. Mrs.  J.  Emerson  Noll,  Orange 

Special  Committee 

World’s  Fair Mrs.  Harry  Mencken,  Queens 


The  Convention  activities  were  in  charge 
of  Mrs.  Edwin  Griffin,  who  with  her  able 
committees  spared  no  efforts  to  make  the 
convention  a success. 

The  Monday  morning  session  and  part  of 
the  afternoon  session  were  given  over  to 
the  reading  of  reports  by  the  Board  Mem- 
bers. Each  County  Auxiliary  President  or 
her  representative  spoke  on  what  her  auxil- 
iary had  done,  or  was  doing.  The  work  of 
each  county  varies  according  to  the  interest 
or  needs  of  its  members. 

On  Monday  afternoon  the  guest  speaker 
for  the  Auxiliary  was  Mr.  Dwight  Ander- 
son, chairman  of  the  Public  Relations 
Bureau  of  the  Medical  Society  of  the  State 
of  New  York.  Mr.  Anderson  spoke  on 
“Public  Relations  and  the  Woman’s  Auxil- 
iary.” He  suggested  that  one  of  the  func- 
tions of  the  Auxiliary  was  to  act  as  a liaison 
between  the  public  and  the  medical  profes- 
sion. The  Auxiliary  should  be  careful  not 
to  initiate  anything  pertaining  to  medicine 
without  the  consent  of  the  profession. 

The  Annual  Dinner  of  the  Auxiliary  mem- 
bers, doctor’s  wives,  and  their  friends,  held 
in  the  Le  Perroquet  suite  was  well  attended. 
Mrs.  Augustus  Kech,  President  of  .fhe  Na- 
tional Auxiliary,  was  the  guest  of  honor. 

The  Tea  in  the  Le  Perroquet  suite  was  a 
delightful  affair.  The  Auxiliary  members 
and  their  friends  enjoyed  the  few  remarks 
of  Dr.  Charles  Gordon  Heyd,  who  in  clos- 
ing spoke  briefly  about  the  Physicians’ 
Home.  They  also  enjoyed  the  talented 
dancing  of  charming  Mrs.  Joseph  Eller. 

Mrs.  Griffin  introduced  Mrs.  John  L. 
Bauer,  organizer  of  the  Auxiliary  and  its 
first  President. 

Another  attractive  feature  of  the  Conven- 
tion was  the  Hobby  Show.  Here  the  doctors 
and  their  wives  exhibited  all  kinds  of  articles 
either  made  or  collected  by  the  Hobbyist. 
From  the  interest  shown  in  the  show  this 
year,  there  is  no  doubt  that  new  hobbies  and 
exhibits  will  be  fostered  for  the  show  at  the 
convention  next  year. 

* * * 

Mrs.  Daniel  Swan  is  to  represent  the 
Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York  at  the  Convention 
of  the  National  Auxiliary  in  San  Francisco 
this  month. 
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The  Committee  has  received  the  following 
communication : 

Dr.  David  J.  Kaliski,  Chairman 
Workmen’s  Compensation  Board 
Dear  Doctor  Kaliski : 

The  question  of  the  period  of  time  x-ray 
plates  should  be  kept  as  a matter  of  record 
in  compensation  cases  was  considered  by  the 
Industrial  Council  and  the  following  recom- 
mendation was  made  to  the  Industrial  Com- 
missioner. 

All  x-ray  plates  relating  to  compensation 
cases  shall  be  kept  on  file  by  all  physicians, 
hospitals,  x-ray  laboratories,  insurance  car- 
riers and  employers  for  a period  of  at  least 


five  years  and  that  in  no  case  shall  they  be 
destroyed  without  a report  of  the  findings 
of  such  x-rays  being  filed  as  a permanent 
record.  No  x-ray  plates  shall  be  destroyed 
which  may  be  involved  in  any  open  and 
active  compensation  case. 

I am  sending  this  recommendation  to  all 
interested  parties  requesting  their  coopera- 
tion. 

May  I ask  that  you  kindly  arrange  for 
the  distribution  of  this  recommendation  to 
all  authorized  physicians  requesting  their 
cooperation. 

Yours  very  truly, 

Ayr  e in-2Q  Elmer  F.  Andrews 

May  o,  lyoo  Industrial  Commissioner 


AMERICAN  BOARD  OF  ANESTHESIOLOGY 


The  American  Board  of  Anesthesiology, 
Inc.,  an  affiliate  of  The  American  Board  of 
Surgery,  was  organized  in  response  to  many 
requests  to  establish  official  recognition 
of  physicians  competent  to  practice  and 
teach  anesthesiology  as  a specialty.  This 
Board,  through  its  affiliations  with  the 
American  Board  of  Surgery,  is  a member 
of  the  Advisory  Board  for  Medical 
Specialties. 

Committees  representing  The  American 
Society  of  Anesthetists,  Inc.,  and  The  Ameri- 
can Board  of  Surgery,  carefully  studied  the 
possibilities  for  the  organization  of  this 
affiliate  board.  As  a result  of  these  de- 
liberations, delegates  from  The  American 
Society  of  Anesthetists,  Inc.,  The  American 
Society  of  Regional  Anesthesia,  Inc.,  and 
the  Section  on  Surgery  of  the  American 
Medical  Association,  met  and  completed 
the  plans  for  the  affiliation  with  the  Ameri- 
can Board  of  Surgery  in  June  1937.  In 
February  1938,  the  Advisory  Board  for 
Medical  Specialties  approved  the  affiliation 
and  The  American  Board  of  Anesthesiology 
proceeded  with  its  incorporation  in  the 
State  of  New  York. 

The  cooperating  societies  and  their  rep- 
resentatives are: 

Dr.  Ralph  M.  Tovell,  Dr.  Harry  Boyd  Stew- 
art and  Dr.  Henry  S.  Ruth,  from  the  Section 
on  Surgery  of  the  American  Medical  Associa- 
tion. 

Dr.  Emery  A.  Rovenstine,  Dr.  T.  Drysdale 
Buchanan,  and  Dr.  John  S.  Lundy,  from  The 
American  Society  of  Anesthetists,  Inc. 

Dr.  Paul  M.  Wood,  Dr.  Philip  D.  Wood- 
bridge,  and  Dr.  Ralph  M.  Waters,  from  The 
American  Society  of  Regional  Anesthesia,  Inc. 

The  following  officers  were  elected : 
President,  Dr.  Thomas  Drysdale  Buchanan; 
Vice  President,  Dr.  Henry  S.  Ruth;  Secre- 
tary-treasurer, Dr.  Paul  M.  Wood. 


The  term  of  membership  on  the  Board 
will  be  six  years. 

Two  groups  of  candidates  are  recognized 
for  qualification  by  the  board:  (a)  those 
who  have  already  amply  demonstrated  their 
fitness  as  trained  specialists  in  anesthesi- 
ology, the  Founders’  Group,  and  (b)  those 
who,  having  met  the  general  and  special 
requirements  exacted  by  the  board,  suc- 
cessfully pass  its  qualifying  examination. 

The  Founders’  Group,  on  invitation  by 
the  board,  may  be  chosen  from  (1)  pro- 
fessors and  associate  professors  of  anes- 
thesia in  approved  medical  schools  in  the 
United  States  and  Canada,  (2)  those  who 
for  fifteen  years  prior  to  the  board’s  organi- 
zation have  limited  their  practice  to  anesthe- 
siology, and  (3)  those  who  hold  the  cer- 
tificate of  Fellowship  in  The  American 
Society  of  Anesthetists,  Inc. 

All  applications  for  the  Founders’  Group 
must  be  received  by  January  1,  1939.  No 
candidate  will  be  considered  after  that  date. 

Requirements  for  those  to  be  qualified 
by  examination  will  be : 

1.  Graduation  from  a medical  school  of  the 
United  States  or  Canada  recognized  by  the 
Council  on  Medical  Education  and  Hospitals  of 
the  American  Medical  Association  or  gradua- 
tion from  an  approved  foreign  school. 

2.  Completion  of  an  internship  of  not  less 
than  one  year  in  a hospital  approved  by  the 
same  council,  or  its  equivalent  in  the  opinion 
of  the  board. 

3.  Special  training:  A further  period  of 

graduate  work  of  not  less  than  three  years  de- 
voted to  anesthesiology  taken  in  a recognized 
graduate  school  of  medicine  or  in  a hospital 
or  under  the  sponsorship  accredited  by  The 
American  Board  of  Anesthesiology  for  the 
training  of  anesthetists.  This  period  of  special 
training  shall  be  of  such  character  that  the 
relation  of  the  basic  sciences  to  anesthesiology 
shall  be  emphasized.  Adequate  clinical  experi- 
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ence  in  which  the  candidate  has  assumed  the 
whole  responsibility  will  be  required.  An  addi- 
tional period  of  not  less  than  three  years  of 
study  or  practice  limited  to  anesthesiology. 

4.  The  candidate  must  present  to  the  board 
sufficient  evidence  of  good  moral  character,  and 
that  he  has  limited  his  practice  to  anesthesiology 
as  a specialty  and  that  he  intends  to  be  so 
engaged. 

The  qualifying  examination  will  be  di- 
vided into  two  parts:  Part  I,  written,  and 
part  II,  oral  and  practical.  Part  I will 
consist  of  a written  examination  covering 
such  topics  as  anatomy,  biochemistry, 
physiology,  pharmacology,  physical  diagno- 
sis, therapeutics,  pathology,  and  public 
health,  in  relation  to  Anesthesiology.  Part 
II,  oral  examination,  may  cover  topics  in 
the  above  list,  and,  in  addition,  such  ques- 
tions on  physics  and  mechanics  as  are 
important  in  anesthesiology,  especially  deal- 
ing with  electrical  theories  and  the  proper 
handling  of  high  pressure  gases  and  in- 
flammable agents.  The  practical  examina- 
tion will  consist  of  actual  observation  of 
clinical  work  in  the  applicant’s  own  operat- 


ing theater  when  possible,  and  it  may  con- 
sist of  cadaver  demonstrations  of  regional 
blocks,  sites  for  alcohol  injection,  and 
procedures  for  resuscitation  or  inhalation 
therapy  and  clinical  experimentation. 

The  fee  for  Group  A,  Founders’  Group, 
shall  be  $25.  The  fee  for  Group  B shall 
be  $50,  payable  $25  on  application,  which 
shall  be  returned  if  the  candidate  is  not 
accepted  for  examination,  and  $25  on  tak- 
ing the  examination.  Re-examination 
within  two  years  may  be  had  if  necessary 
without  additional  fee.  Once  a candidate 
has  become  qualified,  he  will  have  no  fur- 
ther financial  obligation  to  the  board. 

The  board  will  hold  its  first  examination 
(Part  I,  written)  at  various  points  in  the 
United  States  and  Canada,  during  July 
1938.  Part  I and  Part  II  will  be  held  in 
New  York  City,  October  21,  1938. 

Requests  for  booklets  of  information,  ap- 
plication blanks  and  other  information 
should  be  addressed  to  the  Secretary,  Dr. 
Paul  M.  Wood,  745  Fifth  Avenue,  New 
York  City. 


HEALTH  OFFICERS  AND  PUBLIC  HEALTH  NURSES 

Annual  Conference  Scheduled  for  June  28-30 


Albany,  May  15 — Governor  Herbert  H. 
Lehman,  Dr.  Edward  S.  Godfrey,  Jr.,  state 
commissioner  of  health;  and  Dr.  William  A. 
Groat,  president  of  the  Medical  Society  of 
the  State  of  New  York  are  listed  among  the 
principal  speakers  for  the  opening  of  the 
annual  conference  of  health  officers  and 
public  health  nurses  at  Saratoga  Springs, 
June  28,  29,  and  30,  according  to  a tentative 
program  announced  today  by  the  State  De- 
partment of  Health.  Conference  head- 
quarters will  be  in  the  Grand  Union  Hotel. 

At  the  joint  conference  during  the  after- 
noon of  the  first  day  addresses  will  be  given 
by  Dr.  Ludvig  Hektoen,  executive  director 
of  the  National  Advisory  Cancer  Council, 
Washington,  D.  C.,  Dr.  George  Baehr,  New 
York  City,  and  Dr.  Harry  Kruse  of  the 
Milbank  Memorial  Fund,  New  York  City. 

On  the  second  morning  of  the  conference 
the  speakers  will  be:  Dr.  Lowell  J.  Reed, 
dean  of  Johns  Hopkins  School  of  Hygiene 
and  Public  Health,  Baltimore,  Dr.  Eugene 
L.  Bishop,  medical  director  of  the  Tennessee 
Valley  Authority,  Knoxville,  and  Bailey  B. 
Burritt,  general  director  of  the  Association 
for  Improving  the  Condition  of  the  Poor, 
New  York  City. 

Speakers  listed  for  the  afternoon  session 
of  health  officers  on  June  29  are  Walter  D. 
Tiedeman,  chief  of  the  bureau  of  milk  sani- 
tation of  the  State  Department  of  Health, 


F.  W.  Gilcreas,  associate  sanitary  chemist  of 
the  division  of  laboratories  and  research  of 
the  Department,  Andrew  Allen,  chief  of  the 
bureau  of  camp  sanitation  of  the  Depart- 
ment, Dr.  Samuel  Frant,  New  York  City 
Health  Department,  and  Thomas  C.  Stowell, 
assistant  director  of  the  division  of  public 
health  education  of  the  State  Department  of 
Health. 

At  the  conference  of  public  health  nurses 
on  the  second  day  the  speakers  will  include 
Miss  Marion  Rickert,  medical  social  work 
supervisor  of  the  State  Department  of  Social 
Welfare,  Miss  Marian  A.  Davis,  consultant 
public  health  nurse  of  the  division  of  ortho- 
pedics of  the  State  Department  of  Health, 
and  Miss  Marie  E.  Swanson,  supervisor  of 
school  nursing  of  the  State  Education  De- 
partment. 

The  annual  dinner  of  the  Health  Officers’ 
Association  and  State  Organization  for  Pub- 
lic Health  Nursing  will  be  conducted  in  the 
main  dining  room  of  the  Grand  Union  Hotel 
at  7 :30  p.m.  on  June  29. 

During  the  final  session  of  the  conference 
addresses  will  be  given  by  Dr.  Paluel  J. 
Flagg,  chairman  of  the  committee  on 
asphyxia  of  the  American  Medical  Associa- 
tion, New  York  City,  Dr.  Louise  Pearce  of 
the  Rockefeller  Institute  for  Medical  Re- 
search, New  York  City,  and  J.  E.  Long, 
Delaware  and  Hudson  Railroad,  Albany. 


Public  Health  News 


Division  of  Tuberculosis 

J.  Rosslyn  Earp.,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


The  Division  acted  as  host  to  a conference 
of  District  Health  Officers  and  other  mem- 
bers of  the  Department  at  the  Hermann 
Biggs  Memorial  Hospital  in  Ithaca,  April 
18-20.  The  first  two  days  of  the  conference 
were  devoted  exclusively  to  consideration  of 
the  campaign  against  tuberculosis.  The  con- 
ference was  opened  by  a really  notable  ad- 
dress by  Dr.  Max  Pinner,  Chief  Diagnostic 
Pathologist,  Tuberculosis  Hospitals.  Dis- 
cussing the  bacteriology  of  tuberculosis  Dr. 
Pinner  attributes  the  contradictory  results 
obtained  in  experiments  on  infection  and 
immunity  to  the  fact  that  bacteriologists 
have  been  working  with  the  mixture  of 
strains,  some  of  which  are  highly  virulent 
and  others  much  less  so.  He  then  turned 
to  a defense  of  the  old-fashioned  method 
of  finding  tubercle  bacilli  in  the  sputum  by 
staining  a smear.  Concentration  methods 
have  received  credit,  he  says,  because  smears 
are  improperly  made.  Not  only  so  but  the 
specimens  sent  in  to  be  tested  not  infre- 
quently contain  nothing  but  saliva.  The 
patient  does  not  appreciate  the  importance 
of  providing  a specimen  from  below  the 
larynx  and  the  doctor  does  not  always  take 
time  to  explain  this  to  him.  In  children 
and  in  others  who  swallow  their  sputum 
an  examination  of  gastric  contents  may  be 
necessary.  In  the  State  Tuberculosis  Hos- 
pitals a patient  is  not  considered  sputum- 
negative until  after  the  sputum  has  been 
tested  by  inoculation  into  a guinea  pig  or 
by  culture  which  is  considered  equally 
reliable. 

When  the  available  methods  for  testing 
sputum  are  properly  and  sufficiently  used, 
every  positive  result  means  active  disease. 
Moreover,  a negative  finding,  statements 
in  the  textbooks  to  the  contrary  notwith- 
standing, has  practically  the  same  signifi- 
cance as  a positive;  a patient  with  a 
demonstrable  parenchymal  lesion  in  the  lung, 
signs  of  activity,  a reasonable  amount  of 
sputum,  but  with  no  tubercle  bacilli  in  the 
sputum,  almost  certainly  does  not  have  tuber- 
culosis. Apart  from  such  signs,  and  with 
x-ray  evidence  of  tuberculosis  a negative 
sputum  signifies  an  early  minimal  lesion  or 
a healed  lesion. 

This  very  reliable  sputum  test  is  not  suf- 


ficiently used  either  in  case-finding  or  in 
diagnosis. 

Dr.  Pinner  then  turned  to  a discussion 
of  the  pathology  of  tuberculosis  after  the 
primary  infection  has  taken  place.  He  did 
not  attempt  finally  to  decide  the  controversy 
as  to  whether  reinfection  comes  from  within 
or  without,  but  presented  with  great  cogency 
a number  of  forceful  arguments  in  support 
of  the  theory  that  reinfection  is  usually  endo- 
genous. An  infected  individual  may  be  and, 
he  thinks,  very  likely  is,  immune  to  ordinary 
exogenous  reinfection  but  may  still  be  sub- 
ject to  reinfection  within  as  is  the  case  in 
syphilis.  The  possibility  of  massive  infec- 
tion exists  only  from  the  patient’s  own  focus. 
Massive  infection  from  without  is  physio- 
logically and  physically  impossible.  He  ad- 
mits that  a higher  rate  of  active  disease  is 
found  in  the  group  of  contacts  than  in  non- 
contacts but  he  points  out  that  many  studies 
of  contact  groups  have  been  made  in  slum 
populations  and  states  that  a much  wider 
variation  of  fatality  rate  (from  28  to  as  high 
as  250  per  100,000)  results  from  variation  in 
environment  than  results  from  the  presence 
or  absence  of  contact  with  an  active  case. 

In  the  presence  of  silicosis  a rate  as  high 
as  500  per  100,000  is  found  and  yet  women 
living  in  these  communities  where  the  men 
suffer  from  silicosis  and  tuberculosis  have 
mortality  rates  from  tuberculosis  no  higher 
than  those  of  women  of  the  same  age  groups 
in  the  general  population.  Again,  at  puberty 
and  during  the  child-bearing  age,  tubercu- 
losis is  much  more  prevalent  among  women 
than  among  men.  Finally,  Dr.  Pinner 
pointed  to  the  effect  of  the  war  on  the 
German  tuberculosis  death  rate,  the  fall  in 
the  rate  being  rapid  when  food  again  be- 
came available  after  the  war  in  spite  of  the 
continuance  of  great  overcrowding  due  to 
the  shortage  of  low-cost  housing. 

* * * 

The  annual  report  of  the  Division  con- 
tains a great  deal  of  statistical  evidence 
capable  of  correcting  the  impressions  that 
may  have  been  formed  by  an  imaginative 
optomist.  Those  who  have  been  engaged 
for  the  last  ten  years  in  the  “early  diagnosis 
campaign”  have  a cruel  surprise  in  store. 
Early  diagnosis  is  still  an  ideal.  Ten  years 
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ago  the  proportion  of  minimal  cases  in  the 
total  reported  was  19.15  per  cent.  Since 
then  it  has  never  fallen  below  nineteen  per 
cent  nor  reached  twenty-one.  In  1937  20.5 
per  cent  of  the  cases  of  pulmonary  tuber- 
culosis was  minimal,  27.6  per  cent  moder- 
ately advanced,  and  37.1  per  cent  advanced. 
The  remainder  were  reported  without  the 
stage  of  the  disease  being  indicated. 

The  State  now  has  a sufficiency  of  beds 
in  public  tuberculosis  hospitals.  More  than 
ever  we  need  to  discover  our  active  cases. 
Recent  research  by  the  Division  has  revealed 
a new  and  important  means  of  making  such 
discovery.  It  is  one  that  requires  no  new 
organization  nor  the  setting  up  of  new 
apparatus.  Routine  x-rays  of  the  chest  of 
patients  admitted  to  general  hospitals  upon 
films  supplied  by  the  Division  has  resulted 
in  the  diagnosis  of  active  pulmonary  tuber- 
culosis in  a large  number  of  patients  ad- 

Finding  and  Treating 

A conference  at  the  New  York  City  Health 
Department  headquarters  on  April  6 con- 
sidered the  recently  enacted  prenatal  blood 
examination  bill  and  its  relation  to  hospital 
and  clinic  practice.  Physicians,  nurses,  hos- 
pital and  clinic  superintendents,  medical  so- 
cial workers,  and  other  interested  persons 
participated. 

The  following  pertinent  paragraph  from 
the  Twomey-Newell  Bill  was  read:  “Every 
physician  attending  pregnant  women  in  the 
state  during  gestation  shall  in  the  case  of 
every  woman  so  attended,  take  or  cause  to 
be  taken  a sample  of  blood  of  such  woman  at; 
the  time  of  first  examination  and  submit 
such  sample  to  an  approved  laboratory  for 
a standard  serological  test  for  syphilis.” 

The  official  form,  417V,  for  report  of  a 
venereal  case,  has  been  slightly  modified  by 
adding  a question  as  to  pregnancy.  The 
response  to  this  new  question  will  enable 
Health  Department  statisticians  to  properly 
record  the  facts. 

The  follow-up  resources  of  the  Depart- 
ment of  Health  are  at  the  disposal  of  all 
hospitals  and  clinics  in  an  effort  to  maintain 
continuity  of  treatment  of  all  pregnant 
women  wit,h  syphilis.  Arrangements  are 
being  made  for  setting  up  a central  file  of 
syphilis  in  pregnancy.  This  will  permit  a 
careful  check-up  of  pregnant  syphilitic  pa- 
tients attending  clinics  for  the  required  treat- 
ment. Each  syphilis  treatment  clinic  will  be 
asked  to  report  at  seated  intervals  the  prog- 
ress of  all  women  under  treatment. 

Health  Department  nurses  and  investi- 
gators will  not  supplant  existing  normal 
follow-up  machinery  of  any  institution.  Such 
services  are  designed  to  supplement  inade- 


mitted  for  other  diseases.  The  uncovering 
of  unsuspected  tuberculosis  in  such  cases  is 
not  only  a benefit  to  the  patient  himself  and 
to  his  home  community  but  is  also  a pro- 
tection to  the  staff  and  the  other  inmates 
of  the  hospital. 

It  turns  out  to  be  much  more  profitable 
to  x-ray  the  adults  admitted  routinely  to 
the  hospitals  than  to  x-ray  positive  reactors 
among  school  children.  In  this  group  only 
1/10  of  one  per  cent  will  prove  to  have 
active  adult  type  tuberculosis.  The  examina- 
tion of  adult  family  contacts  of  active  cases 
will  provide  forty-one  times  as  many  new 
cases  as  the  examination  of  school  children, 
or  in  other  words  each  new  case  can  be 
discovered  at  1/41  of  the  expense  in  dollars 
and  in  effort.  At  a time  when  there  are 
so  many  family  contacts  still  unexamined, 
it  seems  unnecessary  to  spend  public  money 
in  combing  schools. 

Syphilis  in  Pregnancy 

quate  or  unsuccessful  follow-up,  on  request,; 
or  may  be  utilized  if  no  follow-up  is  avail- 
able. 

Assistance  and  suggestions  for  harmonious 
cooperation  in  the  effort  to  control  congenital 
syphilis  are  welcomed. 

* * * 

The  Bureau  of  Social  Hygiene  of  the  De- 
partment of  Health  has  summarized  the  fol- 
lowing approved  procedures  for  the  manage- 
ment of  syphilis  in  pregnancy  and  congenital 
syphilis : 

1.  The  recently  enacted  prenatal  examination 
bill,  now  in  effect,  requires  that  every  physician 
attending  a pregnant  woman  take  a sample  of 
her  blood  at  the  first  examination,  and  submit 
such  sample  to  an  approved  laboratory  for  a 
standard  serological  test  for  syphilis. 

2.  Every  pregnant  woman  should  have  a com- 
plete physical  examination  at  her  first  visit,  the 
examination  to  include  adequate  history  and 
serologic  examination  for  syphilis.  If  report  is 
inconclusive,  test  should  be  repeated. 

3.  Confirmatory  evidence  of  syphilis  in  hus- 
band or  other  children  should  be  sought  when 
a Wassermann  is  reported  positive. 

4.  Treatment  of  syphilis  in  pregnancy  should 
begin  as  soon  as  the  diagnosis  is  made  and 
should  continue  through  pregnancy  to  delivery. 
Arsphenamine  and  neoarsphenamine  are  the 
drugs  of  choice. 

5.  A woman  known  to  be  syphilitic  should  be 
treated  each  time  she  is  pregnant.  Previous 
treatment  and  negative  serological  results  should 
not  deter  the  physician  from  administering  anti- 
syphilitic treatment. 

6.  Antisyphilitic  treatment  of  the  mother 
should  be  continued  after  the  delivery  of  the 
child.  Husband  and  other  children  who  require 
treatment  should  receive  the  same. 

7.  A child  born  of  a syphilitic  woman  should 
not  be  treated  until  a definite  diagnosis  has 
been  made  clinically,  roentgenologically,  or 
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serologically.  Treatment  should  be  given  as 
soon  as  the  diagnosis  of  syphilis  has  been  made 
and  should  be  continued  for  many  years.  The 
child  of  a syphilitic  woman  should  be  examined 
frequently.  Periodic  serological,  clinical  and 
x-ray  examinations  should  be  made. 


8.  When  stigmata  indicating  congenital  syphi- 
lis are  present,  every  effort  should  be  made  to 
confirm  the  diagnosis  of  syphilis  in  the  child, 
its  parents  and  other  children.  Patients  with 
signs  of  late  congenital  syphilis  should  also  be 
treated. 


Laboratory  Aids  in  the  Diagnosis  of  Pernicious  Anemia 


Patients  with  pernicious  anemia  (Addi- 
sonian type)  are  apt  to  present  themselves 
with  one  or  more  of  the  following  groups 
of  symptoms: 

I.  Weakness  and  pallor  which  may  have  a 
yellowish  tinge. 

II.  Vague  gastrointestinal  symptoms,  sore 
tongue,  and  the  red-glazed  appearance  due  to 
atrophy  of  the  lingual  papillae. 

III.  Symptoms  of  nervous  system  involve- 
ment, particularly  numbness  and  tingling  in  the 
extremities,  and  loss  of  vibration  sense. 

In  the  presence  of  such  symptoms  the 
correct  diagnosis  is  often  suspected  even 
without  any  laboratory  examinations,  but 
rarely  is  it  possible  to  be  sure  of  the  diag- 
nosis on  clinical  observations  alone.  Hence 
before  starting  a patient  on  a life-long  pro- 
gram of  liver  therapy,  all  uncertainty  about 
the  diagnosis  should,  if  possible,  be  elim- 
inated. Clinical  observations,  plus  a few 
laboratory  examinations,  make  this  possible. 

Laboratory  Aids  in  Diagnosis 

I.  Hemoglobin  and  rcd-cell  determina- 
tions: The  number  of  red  cells  is  more 

diminished  than  the  amount  of  hemoglobin 
and  hence  the  color  index  is  above  one. 
The  blood  film  shows  marked  changes  in 
size  and  shape  of  the  red  cells  (anisocy- 
tosis  and  poikilocytosis)  ; also  polychromasia 
and  punctate  basophilia. 
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II.  Leukopenia  and  reduction  of  blood 
platelets  are  almost  constant. 

III.  Determination  of  the  mean  corpus- 
cular volume  nearly  always  demonstrates  an 
increase  in  the  average  size  of  the  red 
blood  cells. 

IV.  A reticulocyte  count  should  always 
be  made  before  liver  therapy  is  started. 
Repeated  reticulocyte  counts  after  adequate 
doses  of  liver  have  been  administered  will 
always  show  in  pernicious  anemia  a marked 
increase  of  reticulocytes.  If  the  liver  is 
administered  by  mouth,  the  maximum  in- 
crease will  occur  between  the  sixth  and 
tenth  days;  after  parenteral  liver  therapy 
the  peak  will  be  observed  between  the  third 
and  eighth  days.  Not  infrequently  the 
diagnosis  remains  in  doubt  until  the  re- 
ticulocyte response  to  liver  therapy  is 
observed. 

V.  The  icterus  index  is  usually  above  ten, 
and  the  indirect  Van  den  Bergh  test  posi- 
tive. 

VI.  Gastric  analysis:  If  free  HCL  is 

present,  a diagnosis  of  pernicious  anemia 
is  almost  certainly  incorrect. 

Differential  Diagnosis 

Other  conditions  in  which  there  may  be 
a megalocytic  hyperchromic  anemia,  diffi- 
cult to  distinguish  from  pernicious  anemia, 
are : sprue,  idiopathic  steatorrhea,  certain 
anemias  associated  with  pregnancy,  and 
occasional  cases  of  gastric  carcinoma.  To 
reach  a correct  diagnosis  in  these  cases 
the  collaboration  of  the  clinician  and  the 
laboratory  worker  is  essential. 


The  Indiana  State  Clemency  Commission 
has  denied  a parole  to  Robert  Peterson  who 
is  serving  a twenty-year  sentence  in  the 
state  prison  for  robbery  of  a South  Bend 
physician.  Record  of  the  case  showed  that 
the  physician  was  called  to  the  Peterson 
home  at  night  by  telephone,  the  call  having 
been  made  by  Mrs.  Peterson  who  said 
that  a baby  there  was  very  ill.  On  his 
arrival  at  the  house  the  doctor  was  assaulted 
by  Peterson  and  forced  to  turn  over  the 
money  on  his  person.  Peterson  was  sen- 
tenced in  the  St.  Joseph  County  Superior 
Court  March  9,  1934. 


British  authorities  find  school  children 
work  faster  and  suffer  less  eyestrain  when 
copying  from  a light  yellow  board  than 
when  copying  from  a blackboard.  Blue 
chalk  is  used  with  the  yellow  board.  The 
continual  alternation  of  the  eye  from  the 
blackboard  to  the  white  paper  and  back 
causes  the  eyestrain. 


A surgeon  operating  on  the  arm  was 
asked,  “Why  do  they  call  that  the  ‘funny- 
bone’?”  “Because,”  he  replied,  “it  borders 
the  humerus.” — Selected. 


Medical  News 


Bronx  County 

The  third  annual  Bronx  Better  Health 
Week  was  held  in  the  last  week  in  April. 
Dr.  Emil  Koffler,  president  of  the  Bronx 
County  Medical  Society,  presided  at  the 
opening  meeting.  In  his  address,  he  urged 
education  as  a means  of  spreading  the 
principles  of  health  among  the  public. 

“In  every  community/’  he  said,  “we  have 
a group  of  physicians,  dentists,  pharmacists, 
educators,  public  health  and  welfare  work- 
ers. Why  not  look  to  them  for  guidance? 
Let  us  make  of  better  health  week  a per- 
manent institution,  let  us  make  better  health 
a reality.” 

Dr.  Louis  A.  Friedman,  district  health 
officer  of  the  Tremont  Health  Center, 
urged  parents  to  take  advantage  of  the 
immunization  service  against  measles,  diph- 
theria and  other  communicable  diseases. 

Other  speakers  were  Dr.  Clarence  J. 
O’Connor,  who  spoke  on  “The  Value  of  a 
Health  Examination,”  and  Dr.  Harry  L. 
Jones,  whose  topic  was  “The  Value  of  a 
Semi-annual  Dental  Examination.” 

Free  health  films  were  shown  every  after- 
noon in  the  Veterans’  Hall.  These  films 
were : 

“Sight  Saving,”  “Once  Upon  a Time — 
Safety,”  “Behind  the  Shadows,”  “History 
of  My  Life  by  Tee  Bee,”  “Foot  Health,” 
“Pneumonia,”  “For  All  Our  Sakes,”  “Pre- 
venting Blindness”  and  “How  Teeth  Grow.” 

Broome  County 

Dr.  Frank  J.  Hitchcock,  Broome 
County  coroner,  died  on  April  25  at  the 
Binghamton  City  Hospital  after  a brief 
illness. 

Cayuga  County 

Dr.  Ross  E.  Herold,  Clinical  director, 
Willard  State  Hospital,  spoke  at  a meeting 
of  the  Medical  Society  of  the  County  of 
Cayuga  on  April  17 : “Mental  Problems 
Met  in  Every  Day  Practice.” 

At  the  monthly  meeting  on  March  17 
William  A.  Groat,  president  of  the  New 
York  State  Medical  Society,  gave  a paper 
on  “Recent  Advances  in  the  Treatment  of 
Diabetes.” 

Clinton  County 

Dr.  Francis  B.  Trudeau  was  the  prin- 
cipal speaker  at  the  annual  meeting  of  the 
Clinton  County  Committee  on  Tuberculo- 


sis and  Public  Health  on  April  28  at  the 
courthouse  in  Plattsburgh. 

Other  speakers  were  Miss  Marie  Gou- 
lett,  representing  the  State  Committee  on 
Tuberculosis  and  Public  Health,  and  Dr. 
Joseph  P.  Garen,  New  York  State  Health 
Department  Official  for  Clinton,  Essex, 
Franklin,  and  Hamilton  counties. 

Columbia  County 

Congratulations  have  been  received 
by  the  Hudson  Chamber  of  Commerce  from 
T.  F.  Cunneen,  Manager  of  the  Insurance 
Department  of  the  United  States  Chamber 
of  Commerce,  upon  Columbia  County  win- 
ning the  first  award  among  counties  in 
its  geographic  division,  namely,  the  North- 
eastern, in  the  1937  Inter-Chamber  Rural 
Health  Conservation  Contest. 

Credit  for  the  exceptionally  fine  record 
in  health  conservation  in  Columbia  County 
is  given  to  the  able  and  conscientious  super- 
vision of  Dr.  Louis  Van  Hoesen  and  his 
staff  of  the  Department  of  Health. 

This  is  the  second  consecutive  time  Col- 
umbia County  has  won  the  contest. 

Erie  County 

Dr.  Henry  F.  Vaughan,  Detroit  Health 
Commissioner,  was  the  principal  speaker  at 
the  meeting  of  the  Medical  Society  of  the 
County  of  Erie  on  April  18.  He  described 
a study  he  has  conducted  for  a number  of 
years  to  encourage  the  physicians  of  Detroit 
to  give  more  consideration  to  preventive 
medicine  in  the  field  of  public  health  to  be 
practiced  along  with  curative  medicine  in 
their  own  offices.  Approximately  1200  physi- 
cians in  Detroit  are  a part  of  .t,his  cooperat- 
ing unit,  and  a marked  decrease  in  mor- 
tality rate  is  recorded. 

The  following  committee  has  been 
named  by  Dr.  James  L.  Gallagher,  Chair- 
man on  Legislation,  to  publicize  to  the  laity 
and  to  advise  physicians  and  the  clergy  on 
the  provisions  of  the  amendment  of  1938  to 
tjie  domestic  relations  law,  effective  July  1, 
in  relation  to  examinations  and  serological 
tests  of  applicants  for  a marriage  license: 
Drs.  Norman  W.  Elton,  William  O.  Hill, 
Roy  L.  Scott,  John  T.  Donovan  and  William 
A.  Barr. 

At  the  annual  banquet  of  the  alumni 
association,  School  of  Medicine,  University 
of  Buffalo,  held  April  23,  U.  S.  Representa- 
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tive  Samuel  B.  Pettingill,  Democrat,  Indi- 
ana, told  t^he  members  present  that  the 
scheme  of  Senator  James  Hamilton  Lewis 
of  Illinois  to  secure  federal  control  of  the 
practice  of  medicine  would  place  every  physi- 
cian in  the  United  States  on  the  payroll  of 
the  federal  government  and  make  the  medi- 
cal and  allied  professions  subservient  to  the 
dictation  of  bureaucrats  at  the  expense  of 
the  health  of  the  people. 

The  April  meeting  of  the  Women 
Physicians’  League  was  held  April  25,  at 
the  home  of  Dr.  Enid  C.  Brown. 

It  is  reported  that  a few  physicians  are 
collecting  annually  less  than  $1,800  of  gross 
income.  If  this  be  the  case  such  physicians 
are  requested  to  contact  the  President  of 
the  Society,  Dr.  Guess,  who  will  bring  the 
master  before  the  Comitia  Minora  for  study. 

A special  meeting  of  the  Buffalo  Acad- 
emy of  Medicine  was  held  on  May  4 at 
t,he  Buffalo  Museum  of  Science.  The  pro- 
gram : 

Symposium  on  Endocrinology 

1.  “The  Present  Status  of  the  Physiology  of 
Sex  Maturation,”  (Illustrated)  by  D.  K. 
Kitchen,  M.D.,  Detroit,  Mich. 

2.  “Concepts  Regarding  the  Clinical  Applica- 
tion of  the  Anterior  Pituitary-like  Hormone,” 
by  R.  L.  Schaefer,  M.D.,  Detroit,  Mich. 

Fulton  County 

Dr.  Irving  W.  Potter  was  the  speaker 
at  the  meeting  of  the  Medical  Society  of 
Fulton  County  held  at  Hotel  Johnstown 
on  April  21.  His  subject  was  “Version  and 
Breech  Extraction.”  Slides  were  used  to 
illustrate  his  paper. 

Dr.  Paul  B.  Brooks,  deputy  commis- 
sioner of  the  New  York  State  Department 
of  Health,  was  guest  of  honor  at  the  annual 
Fulton-Montgomery  District  Health  Offi- 
cers’ dinner  at  Hotel  Johnstown,  on 
April  27. 

Genesee  County 

Dr.  George  S.  Young  turned  in  his 
resignation  as  city  physician  of  Batavia 
at  the  Council  meeting  on  April  20,  after 
holding  the  position  since  January  1.  Dr. 
Homer  A.  Harvey  was  appointed  to  suc- 
ceed him  to  the  $1,500  a year  position.  Dr. 
Young  explained  that  he  desired  to  devote 
more  time  to  private  practice. 

Herkimer  County 

The  second  of  a series  of  postgraduate 
lectures  was  given  at  the  North  Washington 


St.  School,  Herkimer,  on  April  28.  Sub- 
ject: “The  Surgical  Aspects  of  Thyroid 
Diseases”  by  Dr.  John  Mulholland,  Assis- 
tant Clinical  Professor  of  Surgery,  New 
York  University  College  of  Medicine. 

Kings  County 

Supreme  Court  Justice  John  M.  Mc- 
Cooey  and  Dr.  Frank  L.  Babbott,  president 
of  the  Long  Island  College  of  Medicine, 
were  the  guest  speakers  at  the  fifty-eighth 
annual  dinner  of  the  college’s  Alumni  As- 
sociation on  April  30  in  the  Columbus  Club. 
About  350  persons  were  present. 

Justice  McCooey  spoke  of  the  valuable 
service  given  by  members  of  the  medical 
profession.  Dr.  Babbott  praised  the  city 
Department  of  Health  for  its  cooperation 
with  the  college  through  the  new  Red  Hook- 
Gowanus  Health  Center.  Stating  that  there 
were  451  students  in  the  college  ten  years 
ago  and  361  now,  Dr.  Babbott  pointed  out 
that  small  classes  provided  greater  opportu- 
nities for  individual  instruction. 

Dr.  Herbert  C.  Fett,  president  of  the 
Alumni  Association,  was  toastmaster.  With 
him  on  the  dais  were  Dr.  Eugene  Marzullo, 
elected  to  succeed  Dr.  Fett  as  president  and 
the  other  newly  elected  officers. 

They  were  Dr.  Henry  J.  Feaster,  vice 
president;  Dr.  Sutherland  Miller,  treasurer; 
Dr.  William  T.  Daily,  secretary;  Dr.  Fedor 
L.  Senger,  historian,  and  Dr.  George  Frei- 
man,  assistant  historian. 

Also  on  the  dais  were  Supreme  Court 
Justice  Philip  A.  Brennan,  Dr.  Jean  A. 
Curran,  dean  of  the  college;  Dr.  Nathaniel 
P.  Rathbun,  alumni  representative  to  the 
board  of  trustees;  Dr.  John  B.  d’Albora, 
president  of  the  Kings  County  Medical 
Society,  and  the  two  oldest  alumni,  Dr. 
Frank  E.  West  of  the  class  of  ’76  and 
Dr.  Joshua  M.  Van  Cott,  ’85. 

The  annual,  dinner  dance  of  the 
Italian  Medical  Society  of  Brooklyn  was 
held  at  the  Hotel  St.  George  on  April  28. 
More  than  500  persons  prominent  in  medical 
and  Italian  circles  were  present. 

Monroe  County 

To  those  relatives  and  friends  who 
like  to  fondle  somebody  else’s  baby  the 
Child  Welfare  Committee  of  the  Monroe 
County  Medical  Society  has  addressed  a 
warning  in  a report  issued  as  part  of  the 
observance  of  Child  Health  Day.  “In- 
discriminate kissing  should  not  be  permit- 
ted,” in  the  opinion  of  the  committee  of 
which  John  Aikman,  M.D.,  is  chairman. 

Adoption  of  a program  of  standard 
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methods  by  which  private  physicians  suc- 
cessfully may  carry  out  necessary  procedure 
for  the  protection  of  preschool-age  children 
was  announced  by  the  committee  which  co- 
operated with  state  and  local  health  agencies. 
The  committee’s  conclusions  are  based  on 
recommendations  of  the  Immunization  Pro- 
cedure Committee,  American  Academy  of 
Pediatrics. 

Examination  by  a physician  once  each 
month  during  the  first  year  of  life  was 
urged  by  the  committee.  Young  children, 
especially,  should  be  guarded  against  dis- 
ease, and  visits  to  the  physician  early  in 
life  may  bring  needed  protective  measures, 
it  pointed  out. 

Dr.  William  S.  Dean  has  been  appoin- 
ted police  and  fire  surgeon  of  Rochester,  at 
$3,456  per  annum. 

Dr.  Henry  T.  Williams,  eighty,  dean 
of  the  medical  profession  in  Rochester,  died 
on  April  26  of  a heart  attack. 

Dr.  Luigi  Balducci,  fifty-five,  physi- 
cian to  many  Rochester  Italian  societies 
and  captain  in  the  Italian  Medical  Corps  in 
the  World  War,  died  at  his  home  on  May  2. 

Nassau  County 

A discussion  of  modern  public  health 
problems  featured  a meeting  of  the  Medical 
Society  of  the  County  of  Nassau  at  the  Bar 
association  clubhouse,  Mineola,  on  April  26. 

Dr.  W.  G.  Smillie,  head  of  the  depart- 
ment of  public  healfh  at  Cornell  University 
Medical  College  spoke  on  “The  Present  Day 
Concept  of  Public  Health.”  Dr.  Earle  G. 
Brown,  Nassau  county  health  commissioner 
and  his  deputy,  Dr.  William  H.  Runcie, 
led  the  general  discussion  following  Dr. 
Smillie’s  presentation. 

The  Nassau  Review-Star  announces  that 
its  “Distinguished  Service  Award”  for  1937 
will  go  to  Dr.  Benjamin  W.  Seaman,  emi- 
nent surgeon  and  member  of  the  board  of 
managers  of  Meadowbrook  hospital.  It  says : 

Dr.  Seaman’s  services  to  Nassau  county  were 
found  to  extend  over  a period  of  more  than  20 
years  of  sustained  interest  and  influence  in  pro- 
moting the  erection  of  hospitals,  enhancing  the 
facilities  for  medical  services  to  the  needy  and 
contributing  to  the  elevation  of  the  health  of  the 
people.  He  was  an  active  supporter  of  the 
Mercy  hospital  drive  last  year  and  was  the  re- 
cipient of  high  professional  honors  in  recogni- 
tion of  his  prestige  in  the  field  of  surgery. 

The  satisfaction  with  which  the 
Medical  Society  of  the  County  of  Nassau 
has  greeted  the  organization  of  the  new 
county  health  department  is  reflected  in  the 
Nassau  Medical  News. 


In  refering  to  the  appointments  of  Dr. 
Earl  G.  Brown  as  health  commissioner  and 
Dr.  William  H.  Runcie  as  deputy  health 
commissioner,  the  Medical  News  said, 

Doctor  Runcie  brings  to  the  new  department 
the  experience  of  many  years  of  efficient  public 
health  work  in  Nassau  county. 

In  Dr.  Brown  we  have  a man  whose  merit 
is  best  vouched  for  by  his  elevation  to  the 
presidency  of  the  Conference  of  State  and 
Provincial  Health  Authorities  of  North  America, 
to  the  presidency  of  his  county  and  state  medical 
societies  and  to  the  governing  council  of  the 
American  Public  Health  association. 

With  this  combination  of  executives  we  look 
forward  confidently  to  the  realization  of  our 
long  cherished  ambition  to  see  developed  in 
Nassau  county  a health  department  which,  with 
the  co-operation  of  the  practicing  physicians, 
will  make  a real  contribution  to  the  national 
program  of  making  modern  preventive  medicine 
available  to  all  the  people  without  regimentation 
of  the  medical  profession. 

New  York  County 

Dr.  Joseph  I.  Singer  was  elected  presi- 
dent of  the  Washington  Square  Medical 
Society,  to  succeed;  Dr.  Bonnard  Tee- 
garden,  at  the  annual  meeting  of  the  society 
on  April  26  at  the  Scudder  School  Audi- 
torium. 

Election  of  officers  and  reports  of  com- 
mittees preceded  the  program,  dedicated 

to  the  memory  of  the  late  Dr.  Harlow 
Brooks,  prominent  member  of  the  associa- 
tion who  died  in  April  1936. 

Dr.  John  J.  Moorhead,  colleague  of 

the  late  physician,  offered  reminiscences  of 
the  life  of  Dr.  Brooks  and  read  a tribute 
to  him.  Dr.  Emanuel  Libman,  by  invita- 
tion, presented  the  Harlow  Brooks 

Memorial  Lecture.  About  150  doctors  and 
friends  attended. 

Oneida  County 

Dr.  P.  L.  Turner,  a cruise  passenger  on 
the  Puerto  Rico  liner  Borinquen,  and  Dr. 
F.  C.  Devondorf,  ship’s  surgeon,  per- 
formed an  operation  at  sea  on  the  chief  offi- 
cer of  the  Royal  Netherlands  liner  Luna, 
on  April  23. 

Thirty  hours  out  of  San  Juan,  the  Borin- 
quen received  a call  for  medical  assistance 
from  the  Luna.  The  Borinquen  sighted  the 
Luna  soon  afterward  and  the  two  surgeons 
were  rowed  to  the  other  ship,  where  they 
operated  successfully  on  the  chief  officer, 
J.  L.  Booker. 

Onondaga  County 

A vigorous  attack  against  government 
intervention  in  either  the  legal  or  the  medical 


June  1,  1938] 


MEDICAL  NEWS 


905 


profession  was  delivered  by  Dr.  Charles 
Gordon  Heyd,  professor  of  surgery  at 
Columbia  University,  at  the  third  annual 
dinner  of  lawyers  and  doctors  of  Onondaga 
County  in  the  Onondaga  Hotel  on  April  30. 

More  than  250  lawyers  and  doctors  were 
present.  Dr.  Oliver  W.  H.  Mitchell,  a pro- 
fessor at  Syracuse  University  College  of 
Medicine,  presided  as  toastmaster. 

As  past  president  of  both  the  New  York 
State  Medical  Society  and  the  American 
Medical  Association,  Dr.  Heyd  declared : 

The  inevitable  consequence  of  assuming  a 
compulsory  health  insurance  scheme  is  an  in- 
crease in  morbidity  and  in  the  number  of  hos- 
pital days  throughout  the  country. 

It  is  impossible  to  set  up  any  state  system  of 
medicine  or  compulsory  health  insurance  with- 
out creating  a class  of  bureaucrats  whose  self 
interest  maintains  them  in  office.  And  who  would 
pay  for  such  a socialized  system?  The  service 
would  cost  at  least  ten  per  cent  of  the  national 
pay  rolls  annually. 

The  program  of  the  Onondaga  County 
Medical  Society  on  May  3 was  as  follows : 
Dr.  Wm.  F.  Snow,  Medical  Director  of  the 
American  Social  Hygiene  Association  spoke 
on  “Comment  on  Modern  Treatment  of 
Syphilis  and  Gonorrhea,”  and  Dr.  William 
A.  Brumfield,  Director  of  the  Division  of 
Syphilis  Control  of  the  New  York  State 
Department  of  Health,  talked  on  “Certain 
Clinical  Aspects  of  Syphilis.” 

The  Syracuse  Academy  of  Medicine  on 
May  17  listened  to  this  program : E.  C. 
Reifenstein,  Jr.,  and  Eugene  Davidoff  spoke 
on  “The  Present  Status  of  Benzedrine  Sul- 
fate Therapy.”  R.  J.  Mearin  on  “Insulin 
Therapy  in  Dementia  Precox,”  and  P.  J. 
Rakov  on  “Treatment  of  Varicose  Veins 
and  Varicose  Ulcer — Experiences  in  800 
Cases.” 

Standards  of  maternal  and  infant  care 
in  hospitals  that  may  be  incorporated  in  the 
city  sanitary  code  will  be  drawn  up  by  the 
maternal  welfare  committee  of  the  Onondaga 
Medical  Society. 

Plans  for  the  Syracuse  Medical  Alumni 
Reunion  on  June  6 and  7 are  complete.  The 
scientific  sessions  will  be  held  in  the  Medical 
School  auditorium  and  the  building  will  also 
lend  itself  to  the  exhibits.  The  program 
follows : 

June  6 

1.  Inspection  of  completed  Medical  College. 

2.  Scientific  Exhibits  on  syphilis  and  pneu- 
monia. 

3.  Doctors’  Arts  and  Hobbies  exhibit. 

4.  Lunch  at  Medical  College. 

5.  Dr.  Russell  Cecil — Treatment  of  Pneu- 
monia. 


6.  Dr.  F.  L.  Jennings — Pneumothorax  in  the 
treatment  of  pulmonary  tuberculosis,  recent 
trends  and  reviewing  25  years’  experience. 

7.  Annual  banquet — Hotel  Onondaga. 

June  7 

8.  10  a.m. — Dr.  John  H.  Stokes:  Treatment  of 
Syphilis. 

9.  Dr.  Harold  E.  B.  Pardee:  Treatment  of 
heart  disease  during  pregnancy  and  labor. 

10.  Lunch  at  Medical  College. 

11.  2 p.m. — Dr.  John  Corbett:  Rectal  Fis- 
tula, illustrated. 

12.  Dr.  Charles  Squires:  Diagnosis  and  Treat- 
ment of  Acute  Surgical  Emergencies. 

13.  Informal  dinner  at  Hotel  Onondaga. 

14.  Medical  Revue. 

Oswego  County 

Thirty-five  members  of  the  Oswego 
County  Medical  Society  attended  the  dinner 
meeting  at  the  Elks’  Club  on  April  27,  when 
Dr.  Doran  J.  Stephens  of  University  of 
Rochester  School  of  Medicine  was  guest 
speaker.  Dr.  K.  Wood  Jarvis,  president  of 
the  society,  presided  and  introduced  the 
speaker,  who  presented  a paper  on  “Prac- 
tical Tests  for  Vitamin  Deficiency  and  Their 
Clinical  Application.” 

At  the  meeting  at  Oswego  County  Sana- 
torium in  Orwell  on  May  9,  Dr.  Howard 
Fox,  skin  specialist  of  New  York  Univer- 
sity, was  the  speaker. 

Queens  County 

The  Queens  County  Medical  Society 
observed  National  Child  Health  Day  with 
talks  on  health  and  a display  of  exhibits  and 
posters  at  the  Medical  Building  on  May  2. 

The  speakers  were  entertained  at  a 
luncheon  at  Forest  Hills  Inn  by  the  child 
welfare  committee  of  the  society. 

There  were  exhibits  and  posters  on  child 
hygiene,  prenatal  care,  pneumonia,  syphilis, 
tuberculosis,  stillbirth  and  premature  births, 
diphtheria  and  mental  hygiene,  besides  chil- 
dren’s paintings  presented  under  the  auspices 
of  the  Federal  Art  Project. 

X-rays  on  tuberculosis  were  shown  under 
the  sponsorship  of  the  Queensboro  Tuber- 
culosis and  Health  Association. 

Dr.  Henry  C.  Eichacker,  president  of 
the  Queens  County  Medical  Society,  spoke 
on  “Child  Health  from  the  Obstetrical  Stand- 
point.” Dr.  Carl  Boettiger,  president  of 
the  Queensboro  Tuberculosis  and  Health 
Association,  spoke  on  “The  Value  of  Peri- 
odic Health  Examinations  for  Children.” 

Dr.  Harold  Mitchell,  director  of  the 
Astoria  Health  Center;  Dr.  Walter  C.  A. 
Steffen,  director  of  pediatrics  at  Queens 
General  Hospital;  Mrs.  Elmer  Kleefield, 
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president  of  the  Medical  Auxiliary,  and  Miss 
Henrietta  Additon,  director  of  welfare  and 
hygiene  at  the  World’s  Fair,  also  spoke. 

Dr.  S.  Meredith  Strong,  Sr.,  repre- 
senting the  Queens  County  Medical  Society, 
spoke  at  the  Blue  Fair  Restaurant,  Flushing, 
under  the  auspices  of  the  North  Shore 
Pharmaceutical  Association,  Inc.,  on  May  2. 

He  urged  cooperation  in  the  fight  against 
narcotic  addiction. 

This,  he  said,  is  costing  the  nation  mil- 
lions of  dollars  every  year.  More  than  100 
persons  attended  the  dinner. 

Dr.  Strong  also  urged  the  pharmacists 
to  cooperate  with  the  physicians  and  the 
manufacturers  of  drugs,  in  reducing  the 
cost  of  illness. 

The  annual  dinner  of  the  Queens- 
boro  Surgical  Society  was  held  on  April  28 
at  the  Forest  Hills  Inn.  About  100  mem- 
bers and  their  guests  were  present.  Follow- 
ing the  dinner,  the  open  meeting  was  held 
at  the  Queens  County  Medical  Society  Build- 
ing. The  speaker  was  Dr.  John  E.  Jennings, 
whose  subject  was  “Modern  Management 
of  Cancer  of  the  Breast.” 

Dr.  Joseph  Wrana,  president-elect  of 
the  Queens  County  Medical  Society,  opposed 
Dr.  Milton  Malev  of  the  Bronx,  in  a debate 
on  “Whether  Socialized  Medicine  Should 
Be  Encouraged  in  the  United  States,”  at 
the  Men’s  Club  meeting  in  the  Jamaica 
Jewish  Center,  May  11. 

Dr.  Simon  R.  Blatteis,  clinical  pro- 
fessor of  medicine  at  New  York  University, 
addressed  the  Medical  Society  of  Queens 
County  on  “An  Epidemiological  and  Clinical 
Analysis  of  Brill’s  Disease”  at  the  County 
Society  Building  on  May  6. 

Dr.  Milton  H.  Morris  was  installed  as 
president  of  the  Rockaway  Medical  Society 
at  a dinner  at  the  Inwood  Country  Club  on 
May  12. 

Rensselaer  County 

Scientific  papers  were  read  by  mem- 
bers of  the  medical  and  surgical  staff  of  the 
Troy  Hospital  at  a meeting  of  the  Rensse- 
laer County  Medical  Society  in  the  hospital 
on  April  12. 

Papers  were  read  as  follows:  “Carcinoma 
of  Larynx,”  by  Dr.  A.  J.  Hambrook; 
“Osteomyelitis  of  Femur,”  Dr.  M.  E.  De- 
Luca  ; “Meningitis,”  Dr.  J.  J.  Quinlan ; 
“Some  Interesting  Dermatoses,”  Dr.  F.  J. 
Fagan;  “Stricture  of  Esophagus  at  Level 
of  Larynx,  Gastrostomy,”  Dr.  R.  J.  Doody, 
and  “Suppurative  Parotiditis  Complicating 
Pregnancy,  Delivered  by  Cesarean  Sec- 
tion,” Dr.  O.  P.  Smith. 


A resolution  of  regret  on  the  death  of 
Dr.  Ira  M.  Garrison  was  adopted. 

Rockland  County 

Members  of  the  Rockland  County  Medi- 
cal Society  and  police  chiefs  of  the  county 
were  given  instruction  in  first  aid  methods 
in  traffic  accidents  bv  Dr.  Donald  Gordon 
on  April  27.  The  police  chiefs  were  guests 
of  the  doctors  at  a meeting  of  the  society 
at  the  New  York  Reconstruction  Home, 
West  Haverstraw. 

Speaking  on  “The  First  Hour  of  Injury,” 
Dr.  Gordon  not  only  explained  the  methods 
of  first  aid  for  various  types  of  injuries 
but  gave  demonstrations  of  dressings,  as- 
sisted by  Chief  of  Police  Joseph  Vilord  of 
Suffern,  Chief  John  G.  Spissinger  of  Haver- 
straw, Chief  Charles  Leo  Lunney  of  Spring 
Valley  and  Constable  James  Campbell  of 
Stony  Point.  Dr.  John  Killifer  of  the 
Reconstruction  Home  volunteered  to  act  as 
“patient.” 

Dr.  Gordon’s  talk  covered  nearly  all  pos- 
sible types  of  injuries  in  traffic  accidents, 
from  simple  shock  to  neck  and  spine  frac- 
tures, and  his  instruction  throughout  his 
address  was  not  to  move  the  patient  unless 
absolutely  necessary,  and  not  under  any  cir- 
cumstances until  someone  who  knows  the 
proper  method  of  moving  him  is  present 
to  give  instructions. 

One  of  the  most  important  considerations 
after  an  accident,  he  said,  is  to  send  for  a 
doctor  and  tell  him  what  to  expect  so  that 
he  may  know  what  instruments  and  equip- 
ment to  take  with  him. 

Warren  County 

Dr.  Tinsely  R.  Harrison,  of  the  Van- 
derbilt University  School  of  Medicine,  ad- 
dressed the  Glens  Falls  Academy  of  Medi- 
cine on  April  29  on  “Cardiac  Dyspnea.” 
The  discussion  of  his  paper  was  opened  by 
Dr.  Irving  R.  Juster.  Other  physicians  join- 
ing in  the  discussion  were  Dr.  Carl  R. 
Comstock,  Dr.  Walter  S.  McClellan,  Dr. 
Arthur  Wright,  and  Dr.  James  B.  Shields. 
Approximately  seventy-five  physicians  were 
present.  Preceding  the  scientific  presenta- 
tion in  the  auditorium,  a dinner  was  served 
at  The  Queensbury  in  honor  of  Dr.  Har- 
rison. 

Wayne  County 

Elmer  G.  Butts,  county  welfare  commis- 
sioner, and  Dr.  George  Allen  of  Clyde, 
physician  to  the  County  Home,  were  chief 
speakers  at  the  monthly  meeting  of  the 
Wayne  County  Medical  Society  at  the 
County  Home  on  April  12. 


Hospital  News 


Nassau’s  Critical  Hospital  Emergency 


Nassau  County  is  faced  with  a serious 
shortage  of  hospital  facilities,  a lack  steadily 
increasing  which  demands  immediate  action, 
according  to  the  Nassau  Medical  News , 
journal  of  the  Nassau  County  Medical 
Society. 

Citing  the  need  for  at  least  800  more 
hospital  beds  in  the  county  the  News  points 
out  that  there  is  a great  demand  for  institu- 
tional care  which  cannot  be  met  despite  the 
erection  of  new  buildings  in  the  past  fifteen 
years. 

In  1923  the  society,  seriously  alarmed  at 
the  inadequacy  of  hospital  facilities  in  the 
county,  undertook  an  extensive  study  of  the 
problem.  At  that  time,  with  a population 
of  about  170,000,  Nassau  possessed  120 
available  beds  against  a theoretical  minimum 
need  of  510,  an  indicated  shortage  of  390 
beds. 

Shortage  Has  Grown 

Since  then  the  bed  shortage  has  grown 
in  proportion  in  spite  of  the  erection  of  the 
North  Country  Community  Hospital  in  Glen 
Cove,  the  South  Nassau  Communities  Hos- 
pital in  Rockville  Centre,  the  Long  Beach 
Hospital  and  Meadowbrook  Hospital.  In 
the  same  period  the  capacity  of  Nassau 
Hospital  has  more  than  doubled. 

In  the  opinion  of  medical  authorities 
there,  according  to  the  article,  the  situation 
is  even  worse  than  the  rough  figures  would 
indicate,  because  of  changing  habits  of  the 
people  and  improved  medical  skill,  making 
necessary  greater  use  of  the  hospitals. 
Whereas  in  1922  Nassau  residents  used  the 
hospitals  for  less  than  twelve  per  cent  of 
the  county’s  obstetrical  cases,  last  year  fifty- 
two  per  cent  of  the  recorded  births  occurred 
in  hospitals. 

Advances  in  the  treatment  of  cancer  also 
have  increased  demands  on  the  hospitals. 
Because  of  the  lack  of  money  to  build 
greatly  needed  new  hospitals,  the  medical 
journal  believes,  the  only  possible  immedi- 
ate remedy  for  the  situation  is  to  make 
more  economical  use  of  the  institutional 
facilities  now  available. 


“If  less  than  half  of  the  people  who  need 
hospital  care  can  find  admission,  the  only 
intelligent  thing  to  do  is  to  select  from  the 
many  applicants  those  who  are  most  in  need 
of  care  or  for  whom  care  would  do  the  most 
good,”  according  to  the  News.  “Cases  ad- 
mitted to  ward  care  should  be  selected 
strictly  on  the  basis  of  medical  need  and 
all  other  considerations  should  be  sub- 
ordinate. 

“It  should  be  remembered  that  every 
patient  sent  to  a hospital  who  could  be 
cared  for  at  home  is  denying  a bed  to  some 
other  patient  whose  very  life  might  depend 
on  prompt  admission.” 

Doctors  Asked  to  Aid 

Turning  to  suggestions  for  “making  a 
bad  situation  less  acute,”  the  Medical  News 
advises  doctors  to  refrain  from  seeking  im- 
mediate hospitalization  for  a patient  on  the 
grounds  that  the  case  is  an  emergency  unless 
a few  days’  delay  would  actually  jeopardize 
the  life  or  future  health  of  that  particular 
patient. 

Physicians  also  are  warned  to  refrain 
from  seeking  admission  of  patients  solely 
for  convenience  or  because  of  friendship 
or  social  or  business  considerations.  A pa- 
tient seeking  such  a favor  should  be  “told 
that  to  grant  it  might  mean  the  equivalent 
of  passing  a death  sentence  upon  some  one 
whose  hospital  need  is  greater  but  who  does 
not  have  a ‘friend  at  court.’  ” 

It  is  advised  that  immediate  steps  be 
taken  to  include  in  the  budget  of  the  County 
Department  of  Public  Welfare  funds  to  be 
used  for  the  medical  and  nursing  care  of 
persons  who  would  be  considered  financially 
eligible  for  admission  to  charity  wards  but 
not  eligible  to  receive  other  forms  of  ma- 
terial relief. 

Such  an  arrangement,  providing  home 
care  for  many  of  the  sick,  would  cost  about 
$10  a week  per  patient,  as  against  more 
than  $6  a day  for  hospital  care.  Hospital 
patients  could  be  transferred  to  home  care 
as  soon  as  the  dangerous  phases  of  their 
illness  were  passed. 
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Newsy  Notes 


When  He  Attempted  to  discipline  two 
workmen  because  they  were  not  following 
his  orders  on  the  Brooklyn  State  Hospital, 
they  told  him  that  they  were  taking  orders 
from  the  union  and  not  from  him,  Isaac 
Penner,  electrical  contractor,  testified  on 
April  29  at  the  resumption  of  hearings  in 
injunction  proceedings  against  Local  3 of 
the  International  Brotherhood  of  Electrical 
Workers  in  Federal  Court  in  New  York 
City. 

Mr.  Penner,  who  is  one  of  the  principal 
witnesses  for  the  National  Electrical  Manu- 
facturers Association,  which  is  seeking  to 
enjoin  the  union  from  continuing  its  boy- 
cott against  materials  manufactured  outside 
of  New  York  City,  said  that  the  Brooklyn 
State  Hospital  job  was  being  constantly 
sabotaged. 

The  men  installed  conduits  and  outlets 
in  the  wrong  places  despite  the  fact  that  they 
had  been  told  to  follow  blueprints  for  the 
work,  he  said.  When  these  errors  were  dis- 
covered, he  continued,  he  had  to  pay  for 
having  them  corrected.  His  efforts  to  super- 
vise the  work  personally  was  effectively 
stopped  by  the  union,  he  testified,  by  orders 
sent  to  the  men  to  quit  work,  if  he  stayed 
on  the  job  more  than  an  hour  a day. 

The  New  York  City  Hospital  Depart- 
ment plans  to  start  in  June  a program  for 
making  blood  available  for  transfusions  to 
needy  patients  without  cost.  The  equipment 
and  refrigerators  for  storing  blood  will  be 
installed  in  fourteen  city  hospitals  by  June  1. 
At  first  these  will  be  stocked  with  blood 
from  professional  donors,  but  later  it  is 
planned  to  use  blood  contributed  by  rela- 
tives of  patients  receiving  transfusions. 

Although  the  Number  of  patients  and 
the  cost  of  their  care  increased,  the  New 
York  Hospital  was  able  to  reduce  its  deficit 
last  year  for  the  third  successive  year, 
according  to  the  166th  annual  report.  The 
hospital’s  deficit  of  $250,515  was  30  per  cent 
less  than  the  deficit  for  1936,  the  report  said. 
There  was  an  expenditure  of  $4,190,795  to 
care  for  19,551  bed  patients  and  49,157  out- 
patients. 

What  a New  York  Newspaper  calls 
“the  world’s  first  brain  wave  clinic”  has 


been  established  at  Bellevue  Hospital.  It  is 
described  as  follows  by  Karl  Bostrom  in 
the  New  York  Post: 

Although  it  has  been  known  for  several  years 
that  the  brain  produces  electrical  waves  some- 
what like  radio  waves,  the  Bellevue  brain  wave 
clinic  is  the  first  established  in  a major  hospital 
for  the  routine  diagnosis  of  brain  conditions. 

The  waves  are  called  Berger  rhythms,  after 
the  discoverer,  Dr.  Hans  Berger  of  Jena,  Ger- 
many. Considerable  research  on  brain  waves 
is  now  under  way  in  many  American  medical 
schools  and  in  Europe.  Dr.  Joseph  Owens  is  in 
charge  of  the  Bellevue  research. 

At  present  the  Bellevue  clinic  is  used  as  a 
check  on  other  diagnostic  findings  in  brain 
tumor  and  epilepsy  cases.  Experience  to  date 
has  shown  that  the  brain  wave  receiver,  or  elec- 
tro-encephalograph,  can  place  the  exact  position 
of  brain  tumors  in  eighty  per  cent  of  the  cases. 
This  is  much  more  certain  than  other  diagnostic 
technics. 

This  is  more  accurate  than  the  older  method 
of  drilling  a hole  in  the  skull,  tapping  the  fluid, 
filling  a brain  ventricle  with  air  and  taking 
an  x-ray. 

Such  an  operation  is  not  required  in  the  brain 
wave  diagnosis.  This  method  requires  only 
loosely  applied  metal  electrodes  slightly  smaller 
than  a dime.  From  these  electrodes  wires  lead 
to  the  receiver. 

The  pulsations  may  be  heard  over  a loud 
speaker,  but  they  are  usually  recorded  on  a roll 
of  photographic  paper.  The  wave  patterns  vary 
with  every  normal  and  diseased  person,  with 
every  condition,  and  for  different  sections  and 
layers  of  the  brain.  Brain  tumors  have  distinc- 
tive pulsations. 

Because  of  the  high  amplifications  required  in 
detecting  the  brain  waves,  the  patient,  the  re- 
ceiver and  operator  are  inclosed  in  a small  room. 
The  patient  is  separated  from  the  operator  and 
receiver  by  a partition.  The  unique  part  of  this 
small  room  is  that  the  walls,  ceiling  and  floor 
are  lined  with  copper  screen  which  eliminates 
all  other  radio  waves  and  electrical  static. 

Not  only  is  the  brain  wave  detector  expected 
to  be  of  value  in  determining  the  position  of 
brain  tumors,  but  also  in  determining  the  exact 
nature  of  diseased  brain  conditions  of  many 
other  types. 

There  is  a possibility  that  the  clinic  could  pay 
for  itself  by  disproving  compensation  disability 
claims  due  to  brain  conditions  as  a result  of 
injuries. 

Electrical  waves  are  now  known  to  be  given 
out  by  other  parts  of  the  body.  Recent  research 
at  Yale  has  shown  that  cancer  in  mice  can  be 
detected  electrically  several  weeks  before  it 
becomes  evident  by  other  diagnostic  methods. 
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The  Medical  Staff  of  the  Salamanca 
Hospital  have  voted  to  close  the  doctors’ 
offices  on  each  Thursday  afternoon  and 
evening.  Similar  practices  have  been  in 
vogue  in  Olean,  Jamestown,  Bradford  and 
other  nearby  cities. 

For  any  emergency  the  hospital  is  to  be 
phoned,  where  a physician  will  be  on  call 
each  Thursday  to  take  care  of  any  immediate 
needs. 


The  Jamestown  City  Council  is  in- 
vestigating the  financial  affairs  of  the  James- 
town General  Hospital,  as  a result  of  dis- 
closures made  with  the  arrest  of  Archie  H. 
Luntz,  head  of  the  Empire  Collection 
Agency,  in  connection  with  his  collection  of 
hospital  accounts  and  alleged  failure  to  turn 
over  to  the  hospital  approximately  $1,200 
from  such  accounts.  The  transactions  oc- 
curred about  1934.  During  1936  and  1937 
the  hospital  showed  the  best  cash  picture 
it  has  ever  shown. 

It  is  also  announced  that  the  state  auditor, 
who  has  been  working  on  the  hospital  ac- 
counts for  several  months,  has  uncovered 
documentary  irregularities  in  connection 
with  Luntz’  accounts  with  the  hospital  but 
that  lacking  positive  proof,  nothing  has 
been  done  until  such  proof  could  be  secured. 
The  reason  for  the  delay  was  that,  if  con- 
fronted, Luntz  might  have  told  hospital 
authorities  he  had  paid  over  the  money  to 
Mrs.  Beatrice  Carlson,  who  is  now  serving 
a prison  term  for  defalcations  amounting 
to  several  thousand  dollars  of  hospital  funds. 


Trinity  Hospital,  a private  institution 
of  100  beds  in  Brooklyn,  faces  demolition 
under  plans  being  advanced  by  the  borough 
to  create  a public  square  on  the  site  and 
speed  the  flow  of  traffic  to  the  Long  Island 
parkways. 

Officials  of  the  hospital  were  taken  aback 
when  questioned  concerning  the  future. 
Miss  Elizabeth  Nanes,  superintendent,  re- 
fused to  believe  the  report.  Why,  she  said, 
a $250,000  wing  with  additional  bed  space, 
laboratories  and  modern  equipment  was 
opened  just  ten  years  ago. 

Raymond  V.  Ingersoll,  Borough  Presi- 
dent, revealed  the  project  in  a communica- 
tion to  the  Board  of  Estimate.  He  explained 
that  the  scheme  originated  in  a street  plan 


of  1911,  two  years  before  Trinity  Hospital 
opened.  It  was  endorsed  by  the  borough 
planning  board  and  has  been  referred  to 
the  City  Planning  Commission. 

Dr.  George  Gray  Ward  of  the  Woman’s 
Hospital  (New  York  City),  was  honored  on 
April  18  at  a reception  marking  his  twenty 
years  of  service  as  chief  surgeon  of  the  in- 
stitution. The  reception,  held  at  the  hospital, 
was  attended  by  the  board  of  governors,  the 
assistant  board  and  the  entire  surgical  staff. 

Dr.  Ward’s  request  that  he  be  relieved 
of  the  arduous  duties  of  chief  surgeon  was 
granted  reluctantly  by  the  board,  which  im- 
mediately appointed  him  chief  surgeon 
emeritus  and  consulting  surgeon.  He  will 
continue  to  teach  at  the  hospital,  it  was  an- 
nounced. 

A silver  bowl  was  presented  to  Dr.  Ward 
on  behalf  of  the  board  of  governors  by 
Grenville  Lindall  Winthrop,  president  of  the 
hospital. 

A study  in  the  blood-letting  and 
“hocus-pocus  medical  practices”  of  the  Mid- 
dle Ages,  designed  as  a horror  sequence  and 
titled  “The  Foibles  of  Medicine,”  was  ap- 
proved last  month  by  the  Municipal  Art 
Commission  for  display  in  the  waiting  room 
of  the  Queens  County  General  Hospital. 
Companion  panels  of  the  mural  series  show 
Koch,  Pasteur,  Rontgen  and  Jenner  advanc- 
ing the  cause  of  modern  scientific  preventive 
medicine. 

William  Palmer,  thirty-one-year-old  WPA 
artist,  created  the  murals  under  the  Federal 
Art  Project.  He  said  of  them:  “Originally  I 
wanted  to  do  foibles  of  medicine  for  the 
entire  room,  but  then  I decided  it  would  be 
more  constructive  and  educational  if  I 
offered  it  as  a contrast  to  preventive  medi- 
cine and  let  the  public  draw  its  own  con- 
clusions.” 

The  Common  Council  of  Oneida,  in  the 
interests  of  economy,  has  notified  the  wel- 
fare department  not  to  send  relief  patients 
to  the  municipal  hospital  who  can  be  cared 
for  at  home. 

To  commemorate  the  opening  of  a 
greatly  expanded  department  of  physical 
therapy  at  Mt.  Sinai  Hospital  (New  York 
City),  the  institution  was  host  to  specialists 
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in  this  field  of  medicine  from  the  Eastern 
coast  in  an  all-day  scientific  session  on 
April  13.  This  meeting  was  held  as  the  an- 
nual spring  session  of  the  Eastern  section 
of  the  American  Congress  of  Physical 
Therapy. 

Prevention  of  disease  was  urged  in  an 
address  by  Dr.  William  Paul  Brown  of  the 
State  Education  Department  at  a meeting  of 
the  Cohoes  Hospital  staff  on  April  6.  Dr. 
Brown’s  subject  was  “The  School  and 
Health.” 

The  medical  staff  of  St.  Mary’s  Hospi- 
tal of  Brooklyn  held  its  annual  reception  and 
dinner-dance  on  April  20,  at  the  Hotel  St. 


George.  More  than  2,000  friends  and  patrons 
of  the  hospital  attended.  Proceeds  will  go 
to  a fund  for  the  replacement  of  scientific 
instruments  for  the  use  of  doctors  in  the 
hospital. 

The  physicians’  staff  of  the  Rome  and 
Murphy  Memorial  hospitals  heard  an  ad- 
dress by  Dr.  Robert  K.  Brewer,  professor 
of  biological  chemistry  at  Syracuse  Uni- 
versity at  the  annual  dinner  at  the  Elks’ 
Club  in  Rome  April  12. 

Dr.  Brewer’s  topic  was  “Biological  Chem- 
istry in  Relation  to  Modern  Medicine.”  He 
was  presented  by  Dr.  George  C.  Reid,  presi- 
dent of  the  staff.  Forty  members  and  guests 
attended. 


Improvements 


The  Contract  for  Constructing  the 
new  out-patient  building  at  the  Hospital  for 
Joint  Diseases  in  New  York  City  has  been 
awarded.  Plans  call  for  a building  of  fire- 
proof construction,  four  stories,  approxi- 
mately 99  by  195,  to  cost  in  the  neighbor- 
hood of  $450, 000. 

Beautification  of  the  lower  land  lying 
south  of  Our  Lady  of  Lourdes  hospital 
main  buildings  in  Binghamton  with  a 
sunken  garden  ninety  by  forty  feet  and  a 
large  grotto  at  the  Susquehanna  river  and 
patterned  after  the  groto  at  Lourdes,  France, 
has  been  started  through  cooperation  by  St. 
Mary’s  Home  Boy  Scouts  and  the  Hospital 
Sisters  of  Charities. 

An  Active  Campaign  has  been  started 
in  Schenectady  to  build  an  addition  to  the 
City  Hospital.  The  president  of  the  medical 
staff  states  there  are  not  beds  enough  to 
handle  even  a mild  epidemic. 


The  new  Veterans’  Hospital  at  Bath 
was  dedicated  on  May  12. 

Nine  organizations  composed  of  persons 
of  Swedish  descent  have  pledged  themselves 
to  raise  at  least  $1,000  each  toward  the 
Brooklyn  Swedish  Hospital  campaign  for 
$250,000  building  funds,  it  is  announced  by 
Col.  A.  W.  H.  Pohl,  executive  officer  of 
the  hospital. 

Members  of  all  organizations  reaching 
their  $1,000  quotas  will  be  entitled  to  a dis- 
count of  twenty  per  cent  in  hospitalization 
charges  for  the  next  five  years,  Mr.  Pohl 
said. 

The  Steuben  County  Board  of  Super- 
visors are  considering  a plan  to  convert  the 
Pleasant  Valley  Sanatorium  into  a county 
infirmary,  at  a cost  of  some  $29,000.  The 
old  county  infirmary  at  Bath  has  been  con- 
demned and  the  patients  have  been  removed. 


Ithaca  Is  Planning  an  addition  to  the 
Memorial  Hospital,  to  cost  $102,000,  to  be 
built  in  cooperation  with  the  PWA. 

At  the 

These  Hospital  Officials  Have  Been 
Chosen  : 

Alfred  Renshaw,  to  be  president  of  the 
board  of  governors  of  Albany  Hospital. 

Mrs.  Guy  M.  Jones,  to  be  president  of 
the  Schenectady  City  Hospital  auxiliary. 


The  New  Solarium  at  Corning  Hos- 
pital is  completed  and  was  a feature  of  its 
exhibit  to  visitors  on  Hospital  Day. 

Helm 

George  A.  Buchanan,  to  be  president  of 
the  board  of  directors  of  the  Cohoes  Hos- 
pital. 

Mrs.  J.  Roosevelt  Roosevelt,  to  be  presi- 
dent of  the  ladies’  auxiliary  of  St.  Francis 
Hospital  at  Poughkeepsie. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel , Medical  Society  of  the  State  of  New  York 


Lectures  and  Sale  of  Tablets  as  the  Practice  of  Medicine 


In  a case  decided  recently  by  the  highest 
court  of  one  of  the  Western  States,  the  Court 
was  called  upon  to  interpret  the  extent  to 
which  a so-called  Basic  Science  Act  could 
be  invoked  to  put  an  end  to  the  activities  of 
unlicensed  medical  practitioners.* 

According  to  the  charges  against  the  de- 
fendant she  had  advertised  herself  as  an 
assistant  and  staff  lecturer  for  a certain 
Dr.  R of  another  state  and  she  had  con- 
ducted certain  activities  without  a valid  cer- 
tificate of  registration  in  the  basic  sciences. 
It  seems  that  she  had  advertised  a series  of 
free  daily  lectures  at  a certain  hotel,  and 
that  during  those  lectures  she  had  solicited 
a number  of  women  to  attend  a lecture 
course  which  followed  the  free  lecture  and 
jhat  in  connection  therewith  fees  were  col- 
lected. During  these  lectures,  it  was  charged, 
the  defendant  described  certain  products  and 
told  of  their  uses  and  properties.  Circulars 
were  distributed  regarding  the  products,  and 
they  were  announced  for  sale  and  actually 
sold  by  the  defendant.  The  charges  further 
indicated  that  she  had  derived  a fifty-five 
per  cent  commission  from  such  sales,  and  the 
balance  of  the  moneys  were  turned  over  to 
Dr.  R,  who  was  an  osteopath  in  another 
state. 

One  of  the  circulars  was  referred  to  as 
being  entitled  “How  to  Improve  Your 
Health  and  Personal  Appearance,”  and  as 
containing  a discourse  on  the  treatment  of 
anemia  by  the  use  of  powdered  red  bone 
marrow  and  spleen.  Apparently  she  sold 
tablets  claimed  to  contain  red  bone  marrow 
and  spleen  which  were  labeled  “Useful  in 
Secondary  Anemia.”  She  was  also  charged 
with  distributing  circulars  containing  state- 
ments regarding  dysfunction  of  the  thyroid 
and  ovarian  glands,  and  the  advantages  to 
be  derived  from  the  use  of  glandular  food. 
In  connection  with  the  latter  literature,  and 
the  lectures,  it  seems,  the  defendant  sold 
certain  female  hormone  tablets. 

The  conduct  above  outlined  was  made  the 
basis  of  charges  against  the  defendant  of 
having  committed  a public  offense  in  viola- 
tion of  the  State  Basic  Science  Act.  The 
defendant  applied  to  the  lower  Court  for  a 


* State  v.  Mielke,  2 77  N.W.  420 


dismissal  of  the  charges  contending  that 
even  if  true  they  failed  to  make  out  a valid 
case  against  her.  The  trial  Court  dismissed 
her  application  and  the  question  was  taken 
to  the  Appellate  Court  upon  a certified  ques- 
tion to  ascertain  whether  the  charges  in 
fact  set  forth  a public  offense  under  the 
law. 

The  Basic  Science  Law  in  effect  forbade 
the  practice  of  healing  without  a certificate 
of  having  passed  an  examination  by  the 
board  of  examiners  in  the  basic  sciences. 
The  basic  sciences  were  defined  as  including 
anatomy,  physiology,  pathology,  bacteriol- 
ogy,  hygiene,  and  chemistry.  The  law  de- 
fined the  practice  of  healing  as  including 
“any  persons  who  shall  in  any  manner  for 
fee,  gift,  compensation  or  reward,  or  in  ex- 
pectation thereof,  engage  in  the  diagnosis, 
analysis,  treatment,  correction  or  cure  of  any 
disease,  injury,  defect,  deformity,  infirmity, 
ailment,  or  affliction  of  human  beings,  or 
who  for  any  fee  suggests,  recommends,  or 
prescribes  any  medicine  or  cure  thereof.” 

The  defendant  contended  that  there  was 
no  relation  between  the  requirements  of  the 
basic  science  law,  and  the  protection  of  the 
public  as  applied  to  her  situation,  and  that, 
therefore,  if  that  law  prevented  her  from 
legally  doing  what  she  had  done,  her  con- 
stitutional rights  were  violated.  The  Ap- 
pellate Court,  however,  sustained  the  charges 
against  the  defendant,  and  answered  the  cer- 
tified question  in  the  affirmative,  stating  in 
its  opinion: 

With  the  defendant’s  contention  we  cannot 
agree.  It  is  essential  to  the  public  health  and 
safety  that  persons  who,  for  compensation,  are 
suggesting,  recommending,  or  prescribing  medi- 
cine or  treatment  for  the  correction  or  cure  of 
human  ailments  have  a basic  understanding  of 
the  subjects  required  by  the  basic  science  law. 
In  our  opinion  it  is  within  the  police  power  of 
the  state  to  so  require.  According  to  the  infor- 
mation lodged  against  her,  the  defendant  in- 
duced women  to  come  to  lectures  for  which 
she  charged  a fee  and  for  those  who  had 
menstrual  troubles  she  suggested  and  recom- 
mended tablets  which  she  had  for  sale  for 
correction  and  cure  of  their  affliction.  It  is  our 
view  that  her  conduct  came  squarely  within 
the  basic  science  law  and  that  the  requirements 
of  that  law  are  germane  to  the  safety  and 
health  of  the  public  in  the  treatment  of  such 
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ailments  as  those  for  which  she  sold  and  rec- 
ommended her  tablets  and  medicines.  Such  being 
the  case  no  constitutional  right  of  the  defendant 
is  infringed  upon. 


Hemorrhage  Following  Removal  of 
Tumor 

A woman  about  thirty-five  years  of  age 
consulted  a physician  who  specialized  in 
general  surgery,  for  the  purpose  of  under- 
going a general  physical  examination  fol- 
lowing a hysterectomy  which  he  had  per- 
formed upon  her  sometime  before.  He 
found  that  she  had  a fatty  tumor*  under 
her  right  arm  which  was  the  size  of  a 
walnut. 

He  advised  its  removal.  The  patient 
consented  and  the  doctor  undertook  the 
operation  in  his  office,  administering  a local 
anesthesia  of  novocain.  The  tumor  was 
removed  without  difficulty  and  a sterile 
dressing  applied.  There  had  been  prac- 
tically no  bleeding.  The  patient  was  sent 
home  a short  time  following  the  operation, 
with  instructions  concerning  aftercare.  The 
same  evening  a man  called  the  physician 
and  told  him  that  the  patient  was  bleeding 
quite  freely  and  sought  advice  as  to  what 
should  be  done.  Since  the  doctor’s  office 
was  a considerable  distance  from  the  home 
of  the  patient,  he  advised  that  she  either 
go  to  the  nearest  hospital  or  obtain  the 
services  of  a neighborhood  doctor.  He  also 
suggested  that  if  any  further  difficulties 
developed  he  should  be  advised  and  he 
would  do  whatever  he  could. 

The  doctor  later  ascertained  that  the  pa- 
tient did  call  upon  a nearby  physician  who 
sent  her  to  a hospital  where  a few  sutures 
were  inserted  to  stop  bleeding  which  had 
developed.  Thereafter  an  action  was 
brought  against  the  doctor  charging  him 
with  having  improperly  treated  the  patient 
and  also  charging  him  with  having  aban- 
doned the  patient  in  that  he  failed  to  re- 
spond to  the  call  that  he  had  received. 

The  case  came  on  for  trial  before  a Court 


and  a Jury  and  at  the  conclusion  of  all 
the  evidence  the  Court  on  the  motion  of 
defendant’s  counsel  directed  the  jury  to 
render  a verdict  in  favor  of  the  defendant 
thereby  exonerating  him  of  all  charges 
that  he  had  failed  to  properly  care  for  his 
patient. 


Claimed  Improper  Diagnosis 
of  Cancer  of  Breast 

A married  woman,  twenty-five  years  of 
age,  was  referred  by  a general  practitioner 
to  a physician  who  specialized  in  surgery, 
with  a tentative  diagnosis  of  cancer  of  the 
breast.  The  surgeon  examined  the  patient 
and  found  a hard  lump  along  the  outer  upper 
part  of  the  breast  about  the  size  of  a tan- 
gerine, with  some  enlarged  glands  in  the 
axilla.  His  diagnosis  was  carcinoma  of  the 
breast. 

An  operation  was  advised  and  performed 
the  following  day,  consisting  of  a radical 
mastectomy  of  the  left  breast.  Prior  to  the 
operation  no  biopsy  was  taken  but  following 
the  surgery,  a specimen  was  taken  to  the 
laboratory  of  the  hospital  for  pathological 
examination.  The  section  appeared  upon 
gross  examination  to  be  typically  a malignant 
growth.  When  the  pathological  report  was 
received  it  was  to  the  effect  that  the  patient 
had  been  suffering  from  purulent  cystic 
mastitis.  The  patient  remained  in  the  hos- 
pital about  ten  days  and  had  an  uneventful 
recovery. 

Some  time  later  a malpractice  action  was 
brought  against  the  surgeon  in  which  the 
charge  was  made  that  he  had  performed  an 
unnecessary  operation  upon  the  plaintiff  on 
a mistaken  diagnosis  of  cancer.  When  the 
case  was  about  to  be  reached  for  trial  the 
plaintiff’s  attorney  attempted  to  negotiate  a 
settlement  which  led  to  a discussion  of  the 
case  in  which  he  was  finally  convinced  that 
there  was  no  merit  to  his  action  against  the 
doctor  and  he,  therefore,  consented  to  dis- 
continue the  action. 


PNEUMONIA  WILL  NOT  WAIT 

“Pneumonia  has  come  to  be  classed  as  an 
emergency  just  as  truly  as  apendicitis  is  an 
emergency,”  declared  Dr.  Peter  Irving,  sec- 
retary of  the  Medical  Society  of  the  State 
of  New  York,  at  a meeting  sponsored  by 
the  Yonkers  Health  Department.  He  con- 
tinued, “This  changed  aspect  is  due  to  the 
development  of  the  use  of  serum  as  an 
adjunct  in  the  treatment  of  some  cases.  To 
be  most  effective,  the  serum  must  be  ad- 
ministered within  a day  or  two  after  the 


onset  of  the  disease.  Hence  immediate 
diagnosis  has  assumed  greater  importance, 
and  this  calls  for  recognition  of  symptoms 
by  the  physician,  and  before  that,  recogni- 
tion of  danger  by  the  patient  and  his  fam- 
ily.” 


“Who  is  that  man  over  there  snapping  his 
fingers  ?” 

“That’s  a deaf-mute  with  hiccups.” — 
Medical  Record. 


Across  the  Desk 


Sifting  the  Good  Out  of  Indian  Medicine 


Father  Hippocrates  visited  India  over 
2000  years  ago,  to  see  if  he  could  learn 
something  or  other  worth  while,  very  much 
as  our  doctors  take  trips  to  Europe  to  study 
the  hospitals  and  medical  schools;  and 
scholars  say  that  he  learned  there  how  to 
perform  surgical  operations,  including 
laparotomies,  cesarean  sections,  trephining, 
and  even  inoculating  for  smallpox — beating 
Jenner  by  quite  a bit ! 

If  this  story  is  true,  then  modern  medicine 
is  following  in  good  footsteps,  anyway,  in 
its  effort  to  sift  the  vast  system  of  Indian 
medicine,  and  to  find  what  good  it  can  in  the 
huge  rubbish-heap  of  superstitions  and 
hocus-pocus  that  goes  by  the  name  of 
Ayurveda.  Gold  itself  is  often  extracted  in 
tiny  particles  from  masses  of  ore,  a few 
dollars  to  the  ton,  and  if  that  pays,  then  we 
need  not  scoff  at  an  honest  attempt  to  find 
the  grains  of  truth  in  a medical  system  that 
has  served  the  swarming  millions  of  India 
for  thousands  of  years. 

One  Lucrative  Result 

This  sifting  has  been  in  progress  for  some 
fifteen  years  at  the  Calcutta  School  of  Trop- 
ical Medicine,  under  the  guidance  of  Lieut- 
Col.  R.  N.  Chopra,  and  the  investigators 
have  made  findings  of  considerable  value. 
They  have  discovered  that  almost  all  our 
pharmacopoeal  drugs,  or  equivalent  substi- 
tutes, grow  wild  in  great  abundance  in 
India,  or  can  be  easily  made  to  grow  there, 
such  is  the  marvelous  variety  of  climate  and 
soil.  This  has  eventuated  from  studying 
the  remedies  of  the  old  system  and  compar- 
ing them  with  our  own,  and  will  bring  a 
lucrative  saving  to  the  people. 

The  men  of  modern  medicine  are  being 
brought  to  favor  the  native  plant  products  in 
place  of  more  expensive  imported  ones,  and 
Indian  medical  manufacturers  are  organizing 
to  use  them,  so  that  a great  reduction  in  the 
cost  of  medicines  is  likely,  enabling  the 
masses  of  the  poor  to  have  the  benefits  of 
modern  scientific  medicaments.  This  is  the 
most  promising  result  so  far.  Investigation 
of  the  Ayurvedic  methods  of  treatment  has 
not  brought  to  light  anything  to  replace 


what  we  already  have.  Some  have  value, 
but  are  not  superior,  or  perhaps  equal,  to 
those  of  western  medicine.  Many  have  been 
proved,  under  rigid  tests,  absolutely  worth- 
less, which  is  vitally  important,  too,  if  the 
people  can  only  be  convinced  of  it. 

Our  Own  System  a Curious  Mixture 

We  may  smile  if  we  like  at  the  ancient 
medical  systems  of  the  Orient  as  conglomer- 
ations of  trash,  but  we  must  remember  that 
our  own  boasted  system  is  a growth.  Its 
roots  reach  back  into  remote  dark  ages  as 
benighted  as  the  Punjab,  the  Kongo,  or, 
say,  the  back  districts  of  Kentucky  today. 
Modern  medicine  is  a curious  blend  of  the 
old  and  new,  remarks  Mr.  B.  Mukerji, 
pharmacologist  of  the  All-India  Institute  of 
Hygiene  and  Public  Health  at  Calcutta. 

Side  by  side  in  our  pharmacopoeia  with 
the  most  up-to-date  chemotherapeutic  and 
synthetic  remedies,  are  the  century-old 
drugs  from  all  over  the  globe — opium, 
nux  vomica,  hemp,  datura,  spices,  mercury, 
etc.,  from  India,  cinchona  from  Peru,  in- 
pecacuanha  from  Brazil,  strophanthus  or 
kombe  arrow  poison  from  Africa,  coffee 
from  Arabia,  digitalis  from  Great  Britain, 
cocoa  leaves  from  Peru,  antimony  from 
Greece,  and  hosts  of  others  from  various 
sources. 

The  true  scientist  is  a seeker  after  truth, 
and,  as  Mr.  Mukerji  truly  observes,  his 
duty  is  to  pick  the  best  from  every  system, 
whether  it  emanates  from  India,  China,  or 
any  other  part  of  the  world,  and  “to  knit  all 
the  experience  together  in  freeing  humanity 
at  large  from  the  sufferings  to  which  flesh 
is  heir,”  Mr.  Mukerji  is  a loyal  son  of 
India,  but  he  is  a scientist  too,  and,  as  he 
sees  it,  “Modern  science  is  like  a furnace 
through  which  we  need  not  fear  to  put  our 
precious  lore,”  ,for  “the  rubbish  will  be 
burnt  up,  but  the  purified  and  glistening 
treasure  will  remain.” 

Laugh  That  Off! 

There  is  no  bigotry  in  science;  it  accepts 
truth  wherever  found,  and  it  is  just  as  in- 
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tolerant  and  bigoted  for  the  modern  man  to 
reject  the  old  systems  in  toto  as  it  is  for 
their  followers  to  reject  modern  medicine. 
We  must  not  forget  that  the  ancient  peoples 
of  the  East  were  faced  with  the  same  life- 
and-death  struggle  that  we  have  today,  and 
the  very  fact  that  they  survived  the  ravages 
of  epidemics  and  disease  is  a silent  testi- 
monial to  the  measures  they  took  to  combat 
them.  Where  are  the  most  populous 
countries  on  the  globe?  Where  has  life 
won  the  most  overwhelming  victory  over 
death?  Is  it  not  in  the  very  lands  where 
the  medical  systems  seem  most  preposterous? 
It  is  vastly  funny,  but  can  we  laugh  it  off? 
A system  which  has  survived  to  such  an 
extent  the  destructive  influence  of  time, 
and  a system  which  is  still  a living  system 
in  many  parts  of  India,  remarks  Mr.  Muk- 
erji,  cannot  entirely  be  brushed  aside  as 
unscientific,  and  he  quotes  Dr.  Hugh  S. 
Cummings,  president  of  the  U.  S.  Pharmo- 
copeia  Commission,  as  saying  that  “any  sys- 
tem of  medicine,  or,  for  that  matter,  any 
ancient  usage  or  custom  that  has  held  its 
own  for  generations  usually  has  something 
at  t,he  back  of  it,  no  matter  how  little  it 
appears  to  be  supported  by  modern  science.” 

Medicine’s  “Cradle”  Is  Rocking 

India  has  been  called  “the  cradle  of 
medicine.”  The  earliest  mention  anywhere 
of  the  medicinal  use  of  plants  was  in  the 
Rigveda,  written  about  4,500  B.  C.,  perhaps 
the  oldest  repository  of  human  knowledge 
in  existence.  The  book  of  Ayurveda  (or 
Science  of  Life),  written  in  1,000  to  2,500 
B.  C.,  gave  the  definite  properties  of  drugs 
and  their  uses  and  was  the  foundation  stone 
of  India’s  ancient  medical  science.  The 
Hindus  understood  the  uses  of  700  drugs, 
and  about  700  or  800  B.  C.  Susruta  wrote  a 
treatise  on  surgery.  After  India  came  under 
the  power  of  Asoka  (300  B.  C.),  the 
Buddhist  religion  brought  in  the  idea  of 
social  service,  hospitals  were  built  in  every 
town,  the  poor  and  sick  were  cared  for, 
and  Asoka  issued  an  edict,  still  legible  on  a 
rock  in  Gujerat,  commanding  that  hospitals 
be  built  throughout  his  vast  kingdom.  The 
foundations  of  some  of  them  can  still  be 
traced.  So  Indian  medicine  is  certainly 
worthy  of  our  respect. 

It  may  be  that,  as  it  stands  today,  nothing 
in  it  is  worth  saving.  Perhaps  not.  But  a 
greatly  significant  fact  is  that  the  modern 


scientific  investigation  and  sifting  that  have 
been  going  on  for  fifteen  years  have  caused 
a section  of  its  practitioners  to  declare  that 
they  will  accept  only  those  teachings  of 
Ayurveda  which  have  stood  the  test  of  time 
and  are  found  of  value  as  judged  by  modern 
science.  If  this  modern  wing  of  the  ancient 
system  can  be  encouraged,  it  may  come  about 
that  in  time  the  rubbish  will  be  sloughed  off 
and  Ayurveda  be  brought  into  step  with 
modern  knowledge. 

Die-Hards  Are  Ready  for  a Fight 

But  the  old  guard  of  Ayurveda,  the  right- 
wingers, the  last-ditchers,  the  die-hards,  are 
not  going  to  give  up  without  a fight.  By 
good  fortune  The  Journal  of  Ayurveda,  pub- 
lished in  Calcutta,  comes  regularly  to  this 
desk,  so  we  can  learn  their  feelings  at  first 
hand.  Modern  medicine,  it  seems,  is  a mere 
upstart,  whereas  Ayurveda  is  founded  on 
“the  experienced  knowledge  accumulated 
over  centuries  and  centuries.”  And  what  is 
more,  a mere  investigation  of  the  drugs  of 
Ayurveda  is  worthless,  for  their  curative 
value  depends  on  their  proper  application, 
as  we  are  assured  in  the  following  editorial, 
which  may  not  be  entirely  intelligible  to  all 
of  us : 

The  supremacy  of  Ayurveda,  be  it  noted 
with  care,  is  due  not  to  any  potent  indigenous 
drug,  but  to  the  application  of  that  drug  in 
conformity  with  the  principle  of  Vayu,  Pitta 
and  Kapha,  and  as  such  it  is  no  use  judging 
their  worth  and  value  through  pharmacological 
standards  of  western  medicine.  Analysis,  Syn- 
thesis, Active  principle  and  Standardization  are 
so  many  chimeras  of  Science  to  catch  the  center 
of  the  circumference  of  the  Science  of  Life 
that  Ayurveda  is.  Elusion  and  Delusion  is  the 
rightful  reward  of  the  western  medico  that 
assays  to  judge  by  his  jejune  criteria  of  crude 
Laboratory  methods.  Rasa,  Virya,  Vipaka  and 
Prabhava  of  Drugs  and  their  application  to 
Doshas  in  conformity  with  the  principle  of 
Vayu,  Pitta  and  Kapha  is  the  correct  criterion 
and  medical  vampires  cannot  vindicate  Ayurveda 
on  flimsy  scales  of  pseudo-Science. 

Far  from  being  ready  to  give  up, 
Ayurveda,  as  we  are  assured  in  another 
editorial,  “dreams  of  a glorious  future,  when 
Ayurveda  shall  come  to  occupy  its  rightful 
position  as  the  real  system  of  medical  relief 
of  the  world.” 

Well,  after  that,  if  we  still  insist  on 
practicing  what  the  Indian  editor  calls 
“allopathy,”  we  can’t  say  we  weren’t 
warned. 
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$1.50. 
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M.D.  New  Series  One,  Volume  1,  March, 
1938.  Octavo  of  322  pages,  illustrated. 
Philadelphia,  J.  B.  Lippincott  Company, 
1938.  Cloth,  $3.00. 
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By  G.  R.  deBeer,  M.A.  Quarto  of  552  pages 
with  143  plates,  illustrated.  New  York,  Ox- 
ford University  Press,  1938.  Cloth,  $10.00. 

Civilization  and  Disease.  By  C.  P.  Don- 
nison,  M.D,  Octavo  of  222  pages.  Balti- 
more, William  Wood  & Company,  1938 
Cloth,  $3.00. 
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Minor  Maladies  and  Their  Treatment.  By 

Leonard  Williams,  M.D.  Seventh  edition. 
Duodecimo  of  439  pages.  Baltimore,  William 
Wood  and  Company,  1937.  Cloth,  $3.75. 

The  preparation  of  another  edition  of  this 
interesting  little  book  is  evidence  of  its  con- 
tinued popularity.  Dealing  with  common 
disorders  of  the  respiratory,  digestive,  ner- 
vous and  endocrine  systems,  it  makes  no 
pretense  to  thoroughness  or  originality  but 
rather  to  usefulness.  Innumerable  old  drugs 
are  described  which  the  reviewer  had  never 
even  heard  of  before,  while  a fair  warning 
is  issued  that  one  ought  not  to  grasp  at  new 
proprietaries  as  immediately  as  they  appear. 

Occasionally,  the  author  makes  rather 
surprising  statements,  as  when  he  recom- 
mends that  the  inside  of  one’s  nostrils 
be  washed  once — or  better — twice  daily  with 
soap  and  water  precisely  as  one  washes  his 
face ; or  when  he  states  that  two  very,  help- 
ful signs  in  the  diagnosis  of  diphtheria  are 
the  early  absence  of  knee  jerks  and  the 
presence  of  albumenuria;  or  when  he  re- 
marks that  if  “a  dyspepsia  in  a young  wom- 
an proves  intractable  to  the  ordinary  reme- 
dies, the  probability  is  great  that  the  cause 
will  be  found  in  the  ovarian  region.”  The 
book  has  a rich  store  of  interesting  stories 
and  anecdotes. 

Andrew  M.  Babey 


Radiation  Therapy.  Its  use  in  the  Treat- 
ment of  Benign  and  Malignant  Conditions 
By  Ira  I.  Kaplan,  M.D.  Octavo  of  558 
pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1937.  Cloth,  $10.00. 

This  work  is  intended  to  be  used  for  ref- 
erence by  the  student,  general  practitioner 
and  specialist. 

The  book  is  planned  in  an  orderly  way. 
The  first  chapter  deals  with  the  history  and 
development  of  radiation  therapy.  Follow- 
ing this  an  introductory  chapter  takes  up 
the  fundamentals  of  x-ray  and  radium 
dosage,  and  considers  dosage  from  a physical 
and  biological  standpoint.  Then  follow  two 
excellent  chapters  on  general  considerations 
in  the  use  of  radiation  therapy  and  applied 
x-ray  physics. 

A short;  chapter  is  also  included  which  dis- 
cusses briefly  the  physics  of  electrosurgical 
currents. 

The  major  portion  of  the  work  is  given 
over  to  the  use  of  radium  and  x-ray  therapy 
in  various  diseases.  The  diseases  are  con- 
sidered according  to  the  anatomic  system 
which  they  involve.  The  lists  of  conditions 
for  which  x-ray  therapy  may  be  used  is  ex- 
ceedingly complete.  In  most  instances  only 
one  technique  is  given,  since  a full  discus- 
sion of  techniques  possible  for  each  condi- 
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tion  would  be  obviously  impossible  in  a 
single  volume. 

The  chapter  on  complications  and  injuries 
following  radiation  is  all  too  brief  but  here 
again  in  a book  which  is  attempting  to 
cover  such  a large  subject  in  a single  vol- 
ume, one  cannot  expect  too  much  detail. 

There  is  a short  discussion  of  nursing  re- 
quirements for  patients  under  radiation 
treatment  for  malignant  disease.  This  is  a 
subject  usually  not  sufficiently  stressed,  and 
is  well  worth  reading. 

The  organization  of  a cancer  service  in 
the  municipal  hospitals  of  the  City  of  New 
York  is  described. 

Considered  as  a whole,  this  book  is  very 
handy  as  a reference,  but  because  ot  tne  iacr 
that  it  is  necessarily  brief,  full  use  must  be 
made  of  the  rather  ample  bibliography. 
Everyone  doing  x-ray  therapy  should  have 
a copy  of  this  book,  and  it  is  also  under- 
standable and  useful  for  the  general  prac- 
titioner and  specialist  in  determining  types 
of  cases  which  should  receive  radiation 
therapy. 

A.  L.  L.  Bell 

Neurology.  By  Roy  R.  Grinker,  M.D. 
Second  edition.  Quarto  of  999  pages,  illus- 
trated. Springfield,  Charles  C.  Thomas, 
1937.  Cloth,  $8.50. 

The  reviewer  admits  an  immediate 
prejudice  in  favor  of  a “Thomas”  book,  be- 
cause of  the  beauty  and  technical  substan- 
tiality of  its  workmanship.  Naturally  this 
outer  frame  work  has  no  direct  bearing  on 
the  quality  of  its  written  contents..  This 
outer  promise  is  fulfilled  by  a review  of 
Grinker’s  book  which  possesses  a uniform 
excellence. 

The  title  Neurology  is  well-selected  be- 
cause it  completely  ignores  the  field  of 
psychiatry. 

It  is  a large,  detailed  undertaking  con- 
sisting of  one  thousand  pages,  thirty  chap- 
ters, and  400  well  selected  illustrations.  In 
its  revision  new  material  has  been  added  in 
the  chapters  dealing  with  the  vegetative  ner- 
vous system  and  the  cerebral  cortex.  Un- 
usual stress  is  laid  on  therapy.  A pro- 
fusion of  references,  considered  an  abso- 
lute necessity  in  a modern  text  book,  will 
gratify  the  student. 

Throughout  the  book  the  author  has  tried 
to  maintain  a fundamental  purpose — corre- 
lating all  the  basic  scientific  facts,  stress- 
ing anatomy,  physiology  and  pathology,  in 
a consistent  fashion  very  pleasing  to  one 
who  teaches  neurology. 

For  emphasis  excellent  illustrations  and 


clinical  cases  are  scattered  throughout  the 
book. 

It  is  a well-rounded  neurology. 

Harold  R.  Merwarth 

The  Patient  and  the  Weather.  By  Wil- 
liam F.  Petersen,  M.D.  with  the  assistance 
of  Margaret  E.  Milliken,  S.M.  Volume 
IV  Part  2,  Organic  Disease.  Quarto  of 
729  pages,  illustrated.  Ann  Arbor,  Edwards 
Brothers,  Inc.,  1937.  Cloth,  $11.00. 

This  volume  is  another  in  a series  which 
correlate  meteorological  changes  and  disease 
processes.  In  this  one,  clinical  observations 
on  common  endrocrine  disorders,  blood 
dyscrasias  and  tuberculosis  are  presented. 
One  is  awed  by  the  tremendous  research, 
the  effort  and  correlation  which  has  gone 
into  it.  To  one  who  has  read  the  preceding 
volumes  there  comes  a realization  that 
Petersen  is  proving  his  premise;  e.g: — the 
influence  of  weather  on  human  beings  and 
their  bodily  ailments. 

The  subject  matter  does  not  lend  itself 
to  easy  reading,  and  requires  slow,  thought- 
ful digestion.  Numerous  graphs  and  charts 
permit  a graphic  visualization  which  aid  in 
the  understanding  of  the  text.  Many  beau- 
tiful photographs  of  pathological  conditions 
are  included  in  this  volume.  Once  again  the 
format  is  photo-lithograph  from  perfect  type 
script.  This  has  enabled  the  publishers  to 
keep  down  the  cost  of  these  volumes. 

Joseph  L.  Abramson 

Practical  Proctology.  By  Louis  A.  Buie, 
M.D.  Octavo  of  512  pages,  illustrated. 
Philadelphia,  W.  B.  Saunders  Company, 
1937.  Cloth,  $6.50. 

This  is  an  excellent  book  on  the  subject, 
fully  illustrated,  well  printed,  and  carefully 
written.  Under  chapter  one,  entitled  “The 
Attitude  of  the  Physician  and  of  the 
Patient”,  might  well  have  been  included 
history  taking  of  a proctologic  patient  and 
method  of  charting  pathologic  findings.  The 
subject  of  constipation  warrants  an  entire 
chapter  devoted  to  it  instead  of  inclusion 
under  conditions  which  cause  constipation. 
The  same  holds  true  for  the  various  types  of 
abscess;  perianal,  perirectal,  and  pelvirectal, 
which  are  included  under  anal  fistula. 

However  these  minor  criticisms  detract 
very  little  from  a book  on  the  subject  of 
proctology  so  competently  handled.  No 
specialist  in  the  subject  will  fail  to  acquaint 
himself  with  the  contents  of  this  book,  and 
it  is  highly  recommended  to  any  physician 
or  surgeon  who  treats  diseases  of  the 
rectum. 

Charles  Goldman 
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CARCINOMA  AND  ADENOMA  OF  THE  RECTUM 

Robert  C.  Page,  M.D.,  Tuckahoe 
Felloiv  in  Pathology,  The  Mayo  Foundation,  Rochester,  Minnesota 


The  coexistence  of  carcinoma  and  ade- 
nomas of  the  rectum  gives  rise  to  much 
speculation  as  to  the  relationship  between 
these  two  neoplasms.  Does  carcinoma  of 
the  rectum  arise  from  essentially  normal 
mucous  membrane  or  is  it  the  result  of 
a malignant  change  in  a pre-existing  ade- 
noma? Adenomatosis  (multiple  polyp- 
osis) of  the  colon  has  a familial  tendency 
and  is  known  to  undergo  malignant  meta- 
morphosis in  fifty  per  cent  of  cases.1  The 
carcinoma  probably  arises  in  one  of  the 
multitude  of. adenomas  that  stud  the  colon 
and  in  an  adenomatous  colon  it  is  not 
infrequent  to  find  two  or  more  carci- 
nomas in  different  stages  of  development. 

Dukes2  made  a detailed  study  of  the 
intestines  in  127  cases  in  which  the  pa- 
tients had  died  of  some  condition  other 
than  carcinoma  of  the  large  intestine.  He 
found  adenomas  in  twelve  (9.4%)  of 
these  cases.  He  found  six  adenomas  in 
one  case,  four  in  one  case,  two  in  one 
case,  and  one  in  each  of  the  remain- 
ing nine  cases.  In  twenty-five  of  thirty- 
three  cases  (79%)  in  which  intestinal  re- 
section was  performed  for  carcinoma  of 
the  rectum  or  sigmoid  colon,  he  found 
adenomas  in  the  portion  of  intestine 
which  was  removed. 

In  eight  (4.7%)  cases  of  carcinoma  of 
the  rectum  and  sigmoid  colon,  Yeomans3 
found  associated  adenomas.  He  suggested 
that  carcinoma  of  the  colon  is  frequently 
mediated  through  an  adenoma  but  at  the 
present  time  it  cannot  be  affirmed  that  all 
carcinomas  of  the  rectum  and  sigmoid 
colon  originate  from  adenomas. 


Stewart4  said  that  in  twenty-one  of 
seventy-nine  cases  of  carcinoma  of  the 
colon  (26.6%)  necropsy  revealed  asso- 
ciated polyps. 

Many  pathologists  and  surgeons  believe 
that  adenomas  (polyps),  especially  those 
situated  in  the  lower  part  of  the  gastro- 
intestinal tract,  are  particularly  prone  to 
undergo  malignant  change ; however, 
proof  of  this  has  been  very  difficult  to 
obtain.  Martin5  said  that  adenomas  are 
either  the  principal  agents  or  are  predis- 
posing factors  in  cases  of  carcinoma  of 
the  rectum.  Wide  excision  of  the  carci- 
nomatous intestine  was  advised  by  David6 
so  that  potentially  malignant  polyps  in 
the  vicinity  of  the  carcinoma,  also  may  be 
removed.  Schmieden7  said  that  cancer 
of  the  intestine  develops  from  polyps, 
which  are  precancerous  lesions  and  un- 
dergo malignant  degeneration  as  a result 
of  external  irritation. 

Lockhart-Mummery  and  Dukes8  said 
that  the  sequence  of  events  preceding 
carcinoma  is  believed  to  be  hyperplasia, 
adenoma  (precancerous  state),  then  can- 
cer. They  studied  the  mucous  membrane  of 
the  large  intestine  in  the  region  of  a carci- 
noma and  found  multiple  areas  of  epi- 
thelial hyperplasia,  most  of  which  were 
only  visible  under  the  microscope.  They 
also  found  adenomas  which  were  visible 
with  the  naked  eye.  They  interpreted 
these  areas  of  hyperplasia  as  the  initial 
event  in  the  development  of  carcinoma. 
The  next  step  is  a crop  of  sessile  ade- 
nomas scattered  over  a large  area  of 
mucous  membrane.  Then,  after  a long  or 
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Table  I — Relation  Between  Grade  of  Car- 
cinoma and  Presence  of  Adenoma 


Cases  in 
which  both 
sessile  and 

Cases  in 

Grade 

pedunculate 

which  no 

of. 

carci- 

Peduncu- 

adenomas 

adenoma 

Sessile 

late 

were 

was 

noma 

Cases 

adenomas 

adenomas 

present 

found 

Number  % 

Number  % 

Number  % 

Number  % 

I 

6 

5 S3 

0 

0 

1 17 

II 

62 

35  57 

7 11 

16  26 

4 6 

III 

21 

11  52 

5 24 

0 

5 24 

IV 

11 

2 18 

1 9 

1 9 

7 64 

Total 

100 

53 

13 

17 

17 

Table  IT — Metatases  in  Regional  Lymph 
Nodes  in  Carcinoma  of  Rectum 


Carcinoma  found  Carcinoma  not 

Grade  of  in  regional  found  in  regional 

Carcinoma  Cases  lymph  nodes  lymph  nodes 

Cases  % Cases  % 

I ...  6 1 17  5 83 

II.........  62  24  38  38  62 

HI  21  16  76  5 24 

IV  11  6 55  5 45 

Told 100  47  ....  53 


short  interval,  a carcinoma  begins  in  one 
of  the  adenomas  or  in  the  neighboring 
epithelium  and  the  remaining  areas  of 
hyperplasia  and  the  adenomas  regress  so 
that  the  mucous  membrane  about  a carci- 
noma at  the  time  of  resection  may  contain 
only  a few  benign  lesions. 

Cattell9  observed  the  transition  of 
polvps  into  malignancy  and  advised  that 
every  polyp  of  the  rectum,  irrespective  of 
size  or  benignancy,  should  be  fulgurized. 

Solitary  adenomas  of  the  rectum  and 
lower  portion  of  the  sigmoid  colon  were 
found  by  sigmoidoscopic  examination  in 
one  hundred  and  forty-three  cases  at  the 
Mayo  Clinic  between  1920  and  1928. 
Brust10  in  analyzing  these  cases  found 
that  in  eighty-seven,  the  adenomas  were 
not  treated  and  at  the  second  examination, 
at  intervals  of  two  to  ten  years  from  the 
first  examination,  in  three  instances  the 
untreated  adenoma  apparently  had  in- 
creased in  size.  In  one  case  there  was 
no  change  in  size  or  appearance  of  the 
adenoma  after  three  years.  Four  un- 
treated patients  were  examined  and 
found  to  have  carcinoma  superimposed 
on  the  site  of  the  previously  noted 
adenoma. 

Dukes,  in  comparing  experimental  tar 
cancer  to  cancer  of  the  rectum,  said  that 
they  both  pass  through  comparable  stages. 
Under  the  influence  of  some  carcinogenic 
agent  the  epithelial  cells  of  the  mucous 


membrane  of  an  extensive  portion  of  the 
intestine  are  stimulated  to  more  vigorous 
growth  in  separated  areas.  Later,  a crop 
of  adenomas  arises  from  this  sensitive 
field  and  some  of  these  become  sur- 
rounded by  secondary  tumors.  The  mu- 
cous membrane  in  the  clefts  between  the 
primary  and  secondary  tumors  becomes 
folded  inward  and  the  dislocated  cells 
may  be  the  first  to  undergo  malignant 
change. 

Method  of  Study 

The  specimens  studied  were  carcinomas 
of  the  rectum  and  rectosigmoid  which 
were  removed  at  the  clinic  in  the  years 
1936  and  1937.  The  resected  rectum  was 
examined  in  the  fresh  condition  shortly 
after  operation  in  most  cases  while  the 
remaining  specimens  were  fixed  with 
formalin.  The  mucous  membrane  of  the 
entire  specimen  was  examined  with  the 
naked  eye  and  areas  suggestive  of  ade- 
noma were  examined  under  the  low- 
power  dissecting  objective.  Blocks  were 
cut  from  the  carcinoma  in  the  fresh  state 
so  that  the  type  and  grade  of  the  tumor 
could  be  determined.  A careful  examina- 
tion of  the  lymph  nodes  in  the  specimen 
was  made  to  ascertain  if  metastasis  had 
occurred. 

Results  of  Study 

In  all,  one  hundred  cases  of  carcinoma 
of  the  rectum  and  rectosigmoid  were 
studied.  In  ninety-three,  the  tumor  was 
an  adenocarcinoma,  in  six  it  was  a col- 
loid adenocarcinoma,  and  in  one  a melano- 
epithelioma  was  found.  In  eighty-three 
cases  sessile  adenomas,  pedunculated  ade- 
nomas or  both  were  found  (Table  I), 
and  in  only  seventeen  was  the  mucous 
membrane  in  the  region  of  the  carcinoma 
free  from  adenomas. 

Metastatic  lesions  were  present  in  the 
lymph  nodes  of  the  perirectal  tissue  in 
forty-seven  cases  (Table  II).  The  highest 
incidence  of  metastasis  occurred  in  cases 
in  which  the  carcinomas  were  grade  III 
(76%)  and  grade  IV  (55%). 

The  distance  from  the  mucocutaneous 
junction  of  the  anus  to  the  lower  border 
of  the  neoplasm  was  found  to  be  2.6  cm. 
in  cases  in  which  the  carcinoma  was  grade 

I.  5.3  cm.  in  cases  in  which  it  was  grade 

II,  five  cm.  in  cases  in  which  it  was  grade 
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( Upper  Left)  Early 
adenomatous  change  in 
mucosa  of  rectum  five 
cm.  above  upper  margin 
of  adenocarcinoma  of 
grade  II  (xl5).  (Right) 
Adenocolloid  carcinoma, 
grade  IV,  of  the  rectum ; 
multiple  sessile  adenomas 
scattered  over  mucosa  of 
entire  rectum  and  lower 
part  of  sigmoid  colon ; 
twenty  cm.  above  upper 
margin  of  the  carcinoma 
there  is  an  adenocarci- 
noma, grade  I,  in  pedun- 
culate adenoma.  (Lozver 
Left)  Adenocarcinoma, 
grade  I,  in  solitary  pedun- 
culated adenoma  ten  cm. 
above  upper  margin  of 
adenocarcinoma,  grade  II. 
of  rectum  (x8.5). 


Ill,  and  4.3  cm.  in  cases  in  which  it  was 
grade  IV. 

The  sessile  adenomas  were  found  much 
more  frequently  (53%)  in  association 
with  carcinoma  than  were  the  peduncu- 
lated adenomas  (13%).  This  lends  sup- 
port to  the  statement  of  Brust  that,  “it 
has  been  frequently  stated  that  the  sessile 
type  of  adenoma  is  more  prone  to  malig- 
nant change  than  the  pedunculated  type.” 

The  highest  percentage  (94%)  of  ade- 
nomas was  found  in  conjunction  with 
grade  II  carcinomas,  while  the  lowest 
percentage  (36%)  was  found  with  grade 
IV  carcinomas. 

Comment 

The  association  of  adenoma  With  carci- 
noma of  the  rectum  in  eighty-seven  per 
cent  of  the  cases  studied  is  significant. 
This  figure  is  so  much  higher  than  that 
for  the  occurrence  of  adenomas  in  a 
large  series  of  normal  intestines  (9.4  per 
cent)  that  it  cannot  be  regarded  as  an 
incidental  or  unrelated  finding. 

The  higher  percentage  of  adenomas 


associated  with  carcinoma  of  the  lower 
grades  suggests  that  the  carcinoma  has 
developed  in  an  adenoma  while  other  ade- 
nomas have  been  arising  and  growing. 
There  is  usually  a longer  period  of  time 
between  the  inception  of  malignancy  and 
time  of  operation  in  the  low  grade  carci- 
nomas (I  and  II)  than  in  the  higher 
grades  (III  and  IV)  of  carcinoma.  This 
longer  interval  allows  the  carcinogenic 
factor  a greater  period  of  time  in  which 
to  exert  its  force  on  the  area  of  low  re- 
sistance (rectum)  and  causes  the  precan- 
cerous  condition  to  appear.  In  this  case 
it  is  the  adenoma  which  must  be  regarded 
as  the  precursor  of  the  carcinoma. 

If  the  carcinoma  is  allowed  to  con- 
tinue its  growth,  other  adenomas  may 
become  malignant  and  multiple  carci- 
nomas may  be  found  in  the  rectum.  It  is 
very  common  to  find  low  grade  adenocar- 
cinoma in  an  adenoma  of  the  rectum. 
(See  above  illustrations.) 

In  the  case  of  the  more  highly  malig- 
nant carcinomas,  that  are  growing  rapid- 
lyit  is  reasonable  to  postulate  that  the 
original  adenomas  have  been  destroyed 
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by  the  advancing  malignancy  and  that 
time  has  not  been  adequate  for  the 
growth  of  additional  adenomas. 

All  adenomas  of  the  rectum  should  be 
considered  potentially  malignant  and 
should  be  removed  as  soon  as  they  are 
diagnosed. 

Summary 

One  hundred  specimens  of  carcinoma 


of  the  rectum  have  been  examined  for 
the  presence  of  adenoma.  In  eighty- 
three,  adenomas  were  found  associated 
with  carcinoma  of  the  rectum.  There  is 
a definite  relationship  between  adenoma 
and  carcinoma  of  the  rectum.  Adenomas 
of  the  rectum  should  be  regarded  as  po- 
tentially malignant  and,  for  the  safety  of 
the  patient,  should  be  removed  as  soon  as 
they  are  diagnosed. 
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AN  UNUSUAL  COMPLICATION  OF  LABOR 

Captain  Frank  A.  Minas,  M.C.  and  1st  Lieut.  David  J.  Graubard,  M.D., 

New  York  City 

Med.-Res.,  (J.  S.  Army  Station  Hospital,  Fort  Jay,  N.  Y.  ( DJG ) 


De  Lee  mentions  that  “as  a result  of 
overpower  ful  bearing-down  pains  and 
efforts  the  woman  may  fracture  her 
sternum.  . . We  wish  to  present  a 
case  of  fracture  of  the  xiphoid  process 
of  the  sternum  occurring  during  the 
second  stage  of  labor  in  a multipara  with 
a previous  normal  history. 

A hasty  review  of  the  mechanical 
forces  producing  an  increase  in  abdomi- 
nal pressure  which  is  so  vital  to  the 
second  stage  of  labor  leads  us  to  the 
following  conclusion : That  during  an 
expulsive  pain  there  is  a powerful  bear- 
ing-down effort  which  is  produced  by 
the  downward  excursion  of  the  diaphragm 
and  contractions  of  the  recti,  the  obliqui, 
and  the  muscles  of  the  flanks.  The  above 
mentioned  muscles  are  attached  to  the 
xiphoid  process  of  the  sternum  as  fol- 
lows : on  the  posterior  surface  to  the 
diaphragm ; and  on  its  lateral  borders  to 
the  aponeurosis  of  the  abdominal  muscles. 
The  xiphoid  being  thin  and  elongated  and 
more  or  less  ossified  can  be  bent  or 
twisted  by  the  contractions  of  the  named 
muscles.  However,  we  must  remember 
that  it  also  articulates  with  the  body  of 
the  sternum  and  that  any  similar  force 
may  also  cause  a dislocation  or  a dis- 
location-fracture. 


Case  Report 

M.  R.,  age  thirty,  wife  of  an  officer, 
nativity  U.  S.,  was  admitted  to  the  Station 
Hospital,  Fort  Jay,  N.  Y.,  April  4,  1935. 
Previous  medical  and  surgical  history  was 
irrelevant.  Obstetrical  history:  Normal 

delivery  of  a normal  male  child  in  1929. 
Patient  claimed  she  had  “pyelitis”  during 
the  last  gestation.  Her  last  menstrual 
period  was  July  8,  1934,  and  the  estimated 
date  of  delivery  was  April  14. 

Her  chief  complaints  on  admission  were: 
Restlessness,  difficulty  in  getting  about, 
swelling  of  the  ankles,  and  moderate  in- 
crease in  blood  pressure.  Physical  exami- 
nation was  essentially  negative  although  the 
blood  pressure  was  154/94.  X-ray  exami- 
nation verified  a twin  pregnancy,  both 
fetuses  showing  cephalic  presentation  with- 
out locking.  Urinalysis:  One  plus  albumin 
with  innumerable  leukocytes  microscopically. 
Blood  count:  Hgb — sixty  per  cent;  RBC — 
3,870,000 ; WBC— 13,500;  Polymorphonu- 
clears  eighty-three  per  cent.  Wassermann 
and  Kahn  reactions  were  negative.  Blood 
Chemistry:  NPN — twenty-eight  Mg.  per 
cent;  Glucose — eighty-six  Mg.  per  cent; 
Urea  N — 14  Mg.  per  cent;  Creatinine — 
1.3  Mg.  per  cent;  Calcium — 11.2  Mg.  per 
cent;  Phosphorus — 5.2  Mg.  per  cent.  The 
temperature  was  normal,  pulse  eighty-four, 
respirations  eighteen.  The  patient  desired 
to  leave  the  hospital  after  two  days  and 
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was  discharged.  Diagnosis  on  discharge: 
Pregnancy,  twin,  near  term,  not  in  labor. 

On  April  15,  the  patient  was  readmitted 
to  the  hospital  although  she  was  not  in 
labor.  Her  general  physical  condition  was 
the  same  as  at  her  previous  admission.  It 
was  thought  advisable  to  start  labor,  since 
the  time  of  the  estimated  date  of  term  had 
been  reached  and  at  12 :30  p.m.,  April  17, 
the  membranes  were  ruptured  artificially. 
Soon  thereafter  the  patient  began  to  have 
pains  which  became  severe  enough  to  war- 
rant taking  her  to  the  delivery  room  at 
7 :00  p.m.  The  pains  continued  with  satis- 
factory progress.  At  about  2:30  a.m. 
(April  18)  the  pains  suddenly  ceased.  The 
patient  complained  of  pain  in  the  epigas- 
trium and  tenderness  at  the  tip  of  the  ster- 
num. Examination  revealed  no  abnormali- 
ties in  the  mother  or  fetuses.  The  patient 
made  no  progress  and  it  was  deemed  best 
to  resort  to  operative  procedures.  At 
9:15  a.m.  a midforceps  was  applied  and  a 
male  child  delivered.  Fifteen  minutes  later, 
a version  and  extraction  was  done  in  the 
delivery  of  a second  male  child. 

Soon  after  delivery,  and  after  the  patient 
was  conscious,  she  complained  of  a small 
protruding  mass  in  her  epigastrium.  Ex- 
amination revealed  the  xiphoid  process  to 
be  disarticulated  ventrally  from  the  sternum. 
No  treatment  except  the  application  of  a 
tight  binder  and  ice-bag  was  given.  The 
relaxation  of  the  abdominal  muscles  and 
pressure  helped  reduce  the  fracture.  The 
patient  made  an  uneventful  recovery  and 
was  discharged  April  28. 

The  patient  was  seen  several  months  later 
and  had  no  complaints  referable  to  the  epi- 
gastrium or  sternum  and  the  xiphoid  pro- 
trusion which  was  evident  at  delivery  was 
firmly  fixed  in  its  normal  position. 

Discussion 

Dislocation  of  one  of  the  normal  seg- 
ments of  the  sternum  from  another  is  a 
rare  injury  and  one  not  always  to  be 
distinguished  clinically  from  fracture.  In 
an  extensive  review  of  the  literature 1-4 
we  were  unable  to  find  any  single  specific 
report  of  a fracture,  dislocation  or  frac- 
ture-dislocation of  the  xiphoid  process  due 
to  the  muscular  stress  of  the  abdominal 
muscles  during  parturition,  although  sev- 


eral texts  have  mentioned  the  possibility 
of  the  phenomena.  It  is  in  view  of  the 
rarity  of  this  condition  that  this  article  is 
being  presented. 

It  is  not  new  to  us  that  the  abdominal 
muscles  play  an  important  part  in  the 
expulsion  of  the  child  even  though  the 
role  played  may  be  only  one  of  the  second- 
ary forces.  We  know  that  the  exciting 
causes  of  fracture  are  three-fold:  (1) 
Direct  violence;  (2)  Indirect  violence; 
(3)  Muscular  action.  Of  the  latter  it  is 
said  that  the  most  frequent  cause  of  frac- 
ture of  small  bones  or  of  osseous  processes 
into  which  powerful  muscles  are  inserted 
is  the  tremendous  pull  of  muscles.  An 
example  of  this  force  is  the  fracture  of 
the  patella  following  attempts  to  prevent 
or  ease  a fall;  or  the  olecranon  process 
of  the  ulna. 

Fracture  of  any  part  of  the  sternum 
is  rare  and  may  be  incomplete,  multiple, 
transverse,  longitudinal  or  oblique.  Frac- 
ture of  the  body  is  most  common  in  the 
upper  half ; those  of  the  xiphoid,  includ- 
ing its  separation  from  the  body  are  ex- 
tremely rare.  Its  displacement  may  be 
forward  or  backward.  The  treatment 
consists  in  reduction  by  direct  pressure, 
aided  if  there  is  overriding  by  extension 
of  the  trunk  and  by  deep  inspiration  by 
the  patient,  and  in  retention  by  a broad 
band  of  adhesive  plaster  around  the  chest. 

The  diagnosis  in  this  case  is,  clinically, 
beyond  a doubt,  fracture,  simple,  com- 
plete transverse  of  the  xiphoid  process 
of  the  sternum  with  anterior  displace- 
ment. We  were  unable  to  demonstrate  it 
with  the  x-ray. 

Summary 

1.  Fracture  of  the  sternum  may  occur 
in  parturition  when  the  strain  is  excessive 
and  distension  increased  as  in  multiple 
pregnancies. 

2.  Cessation  of  active  labor  pains  may 
be  one  of  the  results  of  fracture  of  the 
sternum,  necessitating  operative  interfer- 
ence for  a healthy  mother  and  viable 
offspring. 

(DJG)  574  West  End  Ave. 
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THE  CINDERELLA  OF  MEDICINE 

Karl  A.  Menninger,  M.D.,  Topeka,  Kansas 


The  title  I have  selected  may  have  led 
you  to  expect  a fairy  tale.  I shall  begin 
what  I am  to  say,  however,  with  a spe- 
cial version  of  one  of  Aesop's  fables. 

Six  blind  men  sat  by  the  gate  of  a 
great  city  as  an  elephant  was  led  slowly 
past.  Inspired  by  scientific  curiosity  of 
the  highest  degree,  the  six  blind  men 
rushed  forward  to  palpate  the  great  beast 
and  to  determine  the  nature  of  his  being. 

The  first  man’s  hands  fell  upon  the 
elephant’s  tusks.  “Ah,”  said  he,  “This 
creature  is  a thing  of  bones ; they  even 
protrude  through  his  skin.”  Later  on, 
years  having  past,  this  man  became  an 
orthopedist. 

At  the  same  time  the  second  blind 
man  seized  the  elephant’s  trunk  and 
identified  its  function.  “What  a nose !” 
he  exclaimed.  “Surely  this  is  the  most 
important  part  of  the  animal.  Accord- 
ingly he  became  a rhinologist. 

The  third  man  chanced  upon  the  ele- 
phant’s great  flapping  ear  and  came  to  a 
similar  conclusion;  for  him  the  ear  was 
everything,  so  he,  in  time,  became  an 
otologist. 

The  fourth  blind  man  rested  his  hands 
on  the  huge  chest  and  abdomen  of  the 
elephant.  “The  contents  of  this  barrel 
must  be  enormous,”  he  thought,  “and  the 
pathological  derangements  infinite  in 
number  and  variety.”  Nothing  would  do 
but  that  he  should  become  an  internist. 

One  of  the  blind  men  caught  hold  of 
the  elephant’s  tail.  “This,”  he  said,  “would 
appear  to  be  a useless  appendage.  It 
might  even  be  a source  of  trouble.  Bet- 
ter take  it  off.”  This  blind  man  became 
a surgeon. 

But  the  last  of  the  six  men  did  not 
depend  upon  the  sense  of  touch.  Instead 
he  only  listened.  He  had  heard  the  ele- 
phant approaching,  the  rattle  of  chains 
and  the  shouts  of  the  keepers.  It  may  be 
that  he  heard  the  elephant  heaving  a great 
sigh  as  he  trudged  along.  “Where  is  the 
creature  going?”  he  asked.  No  one  an- 
swered. “Where  did  he  come  from?”  he 
asked.  No  one  knew. 


Then  this  man  fell  into  a deep  reverie. 
What  was  in  the  elephant’s  mind,  he 
wondered,  in  having  left  wherever  he 
was  and  having  come  to  this  great  city. 
Why  does  he  submit  to  the  indignities 
of  our  curiosity  and  the  slavery  of 
chains?  And  while  he  was  wondering 
how  to  find  out  the  answers  to  these 
questions  the  elephant  was  gone. 

This  man  became  a psychiatrist. 

The  other  blind  men  were  disgusted 
at  this  impracticality.  They  turned  their 
hacks  upon  their  visionary  companion. 
What  difference  does  it  make,  said  they, 
what  the  elephant’s  purposes  may  be? 
And  his  chains — they  constitute  a legal 
not  a medical  problem.  The  important 
thing  is  to  recognize  the  animal’s  struc- 
ture ! 

Then  they  fell  to  quarreling  among 
themselves  as  to  whether  the  elephant’s 
structure  was  primarily  that  of  a nose 
or  that  of  an  ear  or  that  of  a tail.  And 
although  they  all  differed  flatly  from  one 
another  on  these  points  they  all  agreed 
that  the  psychiatrist  was  a fool. 

It  would  be  pleasant  for  me  to  assume 
that  this  allegory  no  longer  represents 
accurately  the  attitude  of  the  specialties 
of  medicine  toward  one  another  and 
toward  psychiatry.  In  some  respects  I 
think  that  the  proper  continuation  of  the 
allegory  would  represent  the  six  blind 
men  taking  counsel  with  one  another  and 
making  some  concessions  that  the  ele- 
phant had  ears  as  well  as  a nose  and 
that  he  had  purposes  and  feelings  as 
well  as  tusks  and  a tail.  The  tendency 
in  all  scientific  research  is  to  lose  one’s 
perspective  in  the  intensity  of  one’s  spe- 
cial interest.  Psychiatrists  may  do  this 
no  less  than  surgeons  or  otologists. 

But  in  the  main  it  is  true  that  physi- 
cians have  forgotten  or  ignored  or  re- 
pudiated the  psychological  factors  in 
their  patients.  Modern  medicine  is  based 
upon  three  basic  sciences — physics,  chem- 
istry, and  psychology.  Of  these  chem- 
istry is  the  oldest.  For  many  centuries 
it  completely  dominated  medicine.  The 
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physics  of  the  body  were  considered  un- 
important and  physical  methods  of  treat- 
ment were  considered  unethical,  undigni- 
fied, unscientific.  It  was  only  in  very 
recent  times,  relatively  speaking,  that 
some  members  of  the  barber  guild  be- 
came surgeons,  that  bonesetters  became 
orthopedists  and  that  stone  crushers  be- 
came urologists.  It  was  only  in  recent 
times  that  the  mysticism  and  magic  that 
permeated  the  recipes  of  the  pharma- 
copoeia were  purged  by  the  cold  light 
of  pharmacological  science.  But  it  has 
been  still  more  recent  that  psychological 
data  have  assumed  some  recognized 
validity  of  their  own  and  ceased  to  be 
a vague  compilation  of  theories,  variously 
derived  from  philosophy,  religion,  and 
superstition.  A systematic  physics  of  the 
body  was  arrived  at  before  a systematic 
chemistry,  but  both  became  the  common 
property  of  physicians  long  before  a sys- 
tematic psychology  was  known  to  anyone. 

It  cannot  be  said  that  psychology  has 
been  incorporated  into  medicine  as  yet, 
either  in  theory  or  in  practice.  In  prac- 
tice, medical  science  has  long  since  be- 
come so  great  in  its  scope  and  complex 
and  in  its  detail  as  to  favor  the  de- 
velopment of  three  kinds  of  physicians, 
those  depending  chiefly  upon  physical 
concepts  especially  in  their  treatment 
methods — and  here  I have  in  mind  the 
surgeons — those  depending  chiefly  on 
chemical  measures — and  here  I have  in 
mind  the  internists — and  those  depending 
on  psychological  methods — and  here  I 
have  in  mind  the  psychiatrists.  What  a 
physician  should  be  called  who  utilizes 
all  three  of  these  basic  sciences  in  his 
work  I do  not  know,  unless  it  would  be 
that  we  come  back  to  a new  and  prouder 
use  of  the  simple  word  “physician.”  In 
that  case  what  I am  extolling  are  not 
psychiatrists  but  that  kind  of  a physician, 
one  for  whom  physical,  chemical,  and 
psychological  data  have  equal  validity. 

As  a general  thing,  however,  I am 
afraid  this  does  not  prevail.  Patients  are 
much  more  apt  to  get  good  physical  and 
laboratory  examinations  than  to  get 
good  psychological  examinations,  or  good 
psychological  treatment.  I have  previ- 
ously made  the  statement  that  if  a psy- 
chiatrist were  to  make  a diagnosis  of  ap- 
pendicitis on  the  basis  of  a psychological 
examination  alone  he  would  be  justly 


criticized ; yet  many  doctors  are  quite 
willing  to  make  a diagnosis  of  psycho- 
neurosis on  the  basis  of  a physical  ex- 
amination alone. 

Suppose  I should  ask  you — and  you 
are  representative,  progressive  physicians 
— did  you  in  examining  that  patient  yes- 
terday make  any  psychological  examina- 
tion? Did  you,  for  example,  ask  him 
anything  about  his  dreams?  No?  Why 
not?  Are  they  not  a part  of  him,  a prod- 
uct of  his  anatomy  and  physiology  and 
psychology?  Meaningless?  Negligible? 
Compare  the  reactions  of  a practitioner 
of  medicine  fifty  years  ago  when  a 
youngster,  recently  from  medical  school, 
proposed  that  he  examine  his  patient’s 
urine.  “What?  Urine?  I did  examine 
it — it  was  dark  and  stank.  What  more 
is  to  be  examined?  Urine  is  of  no  im- 
portance— it’s  only  an  excretion,  to  be 
thrown  out  quickly.”  And  can  you 
imagine  the  old  fellow’s  scorn  when  his 
son  diffidently  asserted  that  it  was  con- 
sidered by  some  doctors  to  be  really  pos- 
sible to  examine  urine  with  a flame,  with 
chemicals,  and  with  a microscope — for 
the  purpose  of  understanding  better  the 
organs  and  the  human  being  from  which 
it  came? 

And  is  it  really  so  very  different  from 
the  proposal  that  dreams,  too,  can  be 
analyzed — if  one  studies  the  technics? 

I am  reminded  of  course  that  there 
are  practical  reasons  why  surgeons,  der- 
matologists, and  others  feel  justified  in 
omitting  some  of  the  technic  of  a com- 
plete personality  inventory.  “Psychia- 
trists,” they  say,  “are  overwhelmed  with 
too  many  data.  They  can’t  use  all  they 
have.  We  don’t  have  time  to  get  so  much 
information  about  the  patient.  A patient 
might  die  while  we  are  getting  it.  Fur- 
thermore it  is  unnecessary  for  the  deter- 
mination of  the  best  practical  treatment 
in  many  cases.” 

I won’t  deny  the  fact  that  short-cut 
methods  of  examination  are  desirable. 
What  I deny  is  that  one  has  any  right 
to  make  this  short-cut  method  at  the  to- 
tal expense  of  the  psychological  factor. 
If  a man  breaks  his  leg,  it  is  perfectly 
true  that  he  doesn’t  want  his  surgeon  to 
spend  three  or  four  hours  getting  a 
family  or  social  history  or  making  an  in- 
telligence test  or  analyzing  dreams  be- 
fore he  puts  the  leg  in  a splint.  On  the 
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other  hand,  a complete  omission  of  the 
psychological  factor  might  lead,  and  I 
think  often  does  lead,  to  serious  errors 
in  the  treatment.  Such  an  investigation 
in  this  case,  for  example,  might  prove 
that  the  man  had  broken  his  leg  while  in 
a fit  of  rage,  trying  to  kick  his  dog  or  his 
child,  or  that  his  insurance  policies  paid 
him  $500  a month  disability,  or  that  this 
was  the  fourth  time  that  he  had  fallen 
in  this  particular  spot  and  the  second 
time  he  had  sustained  a fracture  in  such 
a fall,  suggesting  that  there  was  some- 
thing more  than  mere  chance  involved.  In 
other  words,  a broken  leg  is  a piece  of 
local  destruction  and  may  be  a covert 
form  of  self-destruction.  One  can  con- 
fine himself  to  merely  repairing  the 
destruction  as  a carpenter  repairs  a 
broken  joist  and  wait  for  the  next  piece 
of  self-destruction  or  the  next  accident 
or  the  next  infection — or  one  can  look 
at  it  in  the  broad  sense  and  compare  this 
with  other  self -destructive  events  in  the 
life  of  the  individual  and  relate  them  to 
some  more  fundamental  patterns. 

All  this  sounds  so  logical — at  least  I 
think  it  sounds  logical — that  the  question 
ought  to  be,  why  is  not  psychiatry  the 
queen  of  the  medical  specialties — in  a 
sense  the  mother  of  them  all,  the  inte- 
grating and  synthetic  phase  of  medicine 
itself  ? Or  at  least  why  is  it  not  better 
integrated  with  the  rest  of  medicine? 
To  some  extent,  as  my  brother  Will  has 
said,  the  psychiatrist  himself  is  responsi- 
ble for  this.  For  many  years  he  con- 
tented himself  with  his  assigned  but  very 
limited  task  of  looking  after  an  esoteric 
group  of  individuals  in  a secluded  cloister 
on  the  periphery  of  a village.  He  spoke 
infrequently  and  then  chiefly  about  such 
imponderables  as  dementia  precox  and 
depersonalization,  sometimes  about  dairy 
barns.  He  seemed  closer  to  his  patients 
than  to  the  profession  and  the  rest  of. life. 

Thus  for  years  psychiatry  remained, 
as  I have  indicated  in  the  title,  the  Cin- 
derella of  medicine.  She  sat  alone  by 
the  fire  in  the  kitchen,  while  her  proud 
sisters  Ophthalmology  and  Pediatrics 
strutted  in  the  parlor.  Sister  Surgery 
was  there,  too,  forgetful  of  her  humble 
origin  in  the  barber-shop,  and  Mother 
Obstetrics  was  never  reminded  of  her 
poor  relations,  the  Midwives. 

When,  by  the  Fairy  Godmother’s  aid, 


the  transformed  Cinderella  appeared  at 
the  Great  Ball  (the  war),  she  outshone 
all  her  sisters.  It  was  there  she  won  the 
Prince’s  favor  (popular  esteem),  and 
thereafter  she  came  out  of  the  kitchen 
and  consorted  with  her  fashionable  and 
now  deferential  sisters,  and  at  last  mar- 
ried the  Prince.  It  was  Thomas  Salmon, 
of  New  York,  who  first  used  this  figure, 
a man  whose  broad  vision,  whose  keen 
mind,  and  whose  winning  personality  did 
much  to  favor  the  ascendancy  of  this 
Cinderella.  And  while  it  is  true  that  the 
laity  has  assimilated  the  principles  of  psy- 
chiatry more  rapidly  than  have  some 
parts  of  the  medical  profession,  I do  not 
think  it  was  the  public  alone  whose  good 
graces  put  psychiatry  where  it  is  today. 
I think  the  intelligent,  honest  realization 
of  an  important  portion  of  the  medical 
profession  itself  that  the  psychological 
factor  in  medicine  could  no  longer  be 
ignored,  forms  our  most  dependable 
support.  Some  have  felt,  not  without 
justice,  that  psychiatry  has  been  over- 
sold ; this  is  true  if  one  means  that  a 
greater  need  for  it  exists  than  our  pres- 
ent supply  of  psychiatrists  can  fill. 

For  it  was  inevitable  that  science 
should  have  gradually  displaced  the 
ancient  superstitions  and  taboos  attach- 
ing to  the  medical  man  whereby  it  was 
inconceivable  for  him  to  be  imperfect.  So 
long  as  the  medical  man  could  not  bear 
to  examine  his  own  psychology  he  could 
not  logically  concede  it  to  have  any  im- 
portance among  the  clinical  data  of  his 
patients.  Among  the  discoveries  of 
Freud,  perhaps  the  greatest  are  those  per- 
taining to  the  scientific  study  of  the  emo- 
tional bonds  which  develop  between  the 
patient  and  the  physician.  So  long  as  it 
was  taboo  for  the  doctor  to  ask  himself, 
“Why  am  I a physician?  Why  am  I 
interested  in  disease  ? Why  does  the 
specialty  of  pediatrics  appeal  so  to  me?” 
and  similar  questions,  it  was  necessary 
also  to  avoid,  “Why  did  the  patient  ex- 
pose himself  to  svphilis?  When  did  the 
gastric  ulcer  patient  begin  to  hate  his 
wife?  What  is  the  purpose  of  this 
woman’s  illness?” 

For  are  not  the  wishes,  the  dreams  and 
desires,  the  fears,  and  hates  and  envies 
of  a patient  as  much  a product  of  his 
being  as  his  urine,  his  blood,  his  spinal 
fluid? 
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Are  they  not  as  deserving  of  analysis 
and  as  amenable  to  treatment  measures  ? 

What  I have  been  saying  may  have 
carried  some  of  you  beyond  your  convic- 
tions or  my  persuasions,  so  I shall  pursue 
that  line  of  thinking  no  further,  because 
it  is  not  necessary  to  explain  why  psychi- 
atry, the  Cinderella,  left  the  kitchen  and 
married  the  prince.  The  fact  is  that  she 
has  done  so.  If  you  doubt  this,  reflect 
upon  the  fact  that  in  several  medical 
schools  more  time  is  devoted  today  to  the 
teaching  of  psychiatry  than  to  the  teach- 
ing of  surgery,  that  more  hospital  beds 
are  filled  with  psychiatric  patients  to- 
day than  are  filled  with  all  the  medical 
and  surgical  and  tuberculous  and  ortho- 
pedic and  all  other  cases  combined.  That 
the  state  of  New  York  spends  many  thou- 
sand times  as  much  upon  the  care  of 
psychiatric  cases  as  upon  the  care  or  pre- 
vention of  medical  and  surgical  diseases 
of  all  other  types.  And  if  you  reply  that 
this  is  because  of  the  social  importance 
of  psychiatry  I should  reply  that  all  dis- 
ease has  social  importance  and  that  the 
failure  as  physicians  to  recognize  this  has 
laid  us  open  to  criticism  and  to  error.  I 
do  not  mean  by  this  to  indicate  my  ap- 
proval of  the  state  care  of  the  ill.  It 
does  not  have  my  approval.  I only  mean 
to  remind  you  that  the  state  has  for  a 
long  time  been  in  the  business  of  caring 
for  some  of  the  ill  and  that  this  some 
is  a much  larger  number  than  many  of 
you  realize.  As  a psychiatrist  in  private 
practice,  I can  get  no  satisfaction  out  of 
the  fact  that  the  state  is  my  largest  com- 
petitor and  that  although  we  are  friends, 
we  are  not  cooperators.  And  I strongly 
feel  that  had  we  physicians  recognized 
from  the  first  that  psychological  and 
social  factors  are  a part  of  medical  sci- 
ence that  we  could  have  made  a better 
arrangement  for  the  care  of  the  mentally 
ill  than  now  exists  and  better  arrange- 
ments for  other  illnesses  that  now 
threaten.  Those  of  you  who  fear  that 
state  medicine  will  compete  with  private 
initiative  in  other  forms  of  illness  might 
take  this  as  a warning.  I must  tell  you 
in  frankness  that  some  physicians  whom 


I have  heard  loudly  declaiming  against 
state  medicine,  sometimes  do  everything 
possible  to  prevent  a patient  from  receiv- 
ing the  psychiatric  care  he  needs  and  re- 
sort in  the  end  to  sending  him  to  a state 
hospital  without  any  inkling  of  the  in- 
consistency of  this  program.  It  is  this 
very  inconsistency — this  blindness  to  the 
psychological  and  social  aspects  of  the 
human  being,  a blindness  of  which  a few 
of  our  colleagues  seem  even  to  be  proud 
— which  is  one  reason  for  the  rise  of 
state  medicine. 

I am  sorry  to  have  injected  this  serious 
note  into  the  hour  of  relaxation  afforded 
by  this  banquet  after  the  heavy  program 
of  the  day.  You  see,  I have  had  some 
theories  about  the  instinct  toward  self- 
destruction,  the  way  in  which  man  fights 
against  himself.  I have  extended  it  from 
clinical  phenomena  such  as  martyrdom 
and  suicide  to  social  phenomena  such  as 
crime  and  even  to  nations  warring  against 
nations,  and  against  themselves.  Our 
profession,  too,  sometimes  betrays  this 
human  trait  of  fighting  against  itself.  As 
a psychiatrist  my  daily  occupation  is  the 
recognition  of  such  tendencies  and  the 
outlining  of  programs  for  their  circum- 
vention or  redirection.  You  must  forgive 
me  if  I cannot  resist  the  application  of 
my  professional  technics  to  the  problems 
of  my  own — our  own — profession. 

I do  not  know  what  the  future  of  psy- 
chiatry will  be.  I would  certainly  not 
leave  you  with  the  impression  that  we 
psychiatrists  have  so  great  a lack  of  mod- 
esty as  to  assume  to  guide  the  develop- 
ment of  all  medicine.  We  have  no  mo- 
nopoly on  the  comprehensive  study  of  the 
human  being,  unless  by  neglect  you  force 
it  upon  us.  From  the  indications  of  your 
courtesy  in  having  invited  me  here  to 
speak  for  my  fellow  psychiatrists  and 
having  listened  so  graciously  to  my  stric- 
tures and  suggestions,  I have  the  impres- 
sion that  you  have  no  wish  to  do  so. 
On  behalf  of  Cinderella,  ladies  and 
gentlemen,  my  appreciation  and  my  com- 
pliments ! 

The  Menninger  Clinic 


More  than  4,000,000  pounds  of  aspirin  which  only  goes  to  show  the  size  of  the 
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TRIGGER  FINGER 


Clifton  W.  Henson,  M.D.,  New  York  City 
Assistant  Attending  Surgeon , Broad  Street  Hospital 


The  condition  known  as  trigger  finger, 
locking  of  a finger  upon  semiflexion, 
necessitating  unusual  force  to  accomplish 
extension,  which  occurs  with  a snap,  is 
often  an  irritating  problem  to  the  sur- 
geon on  account  of  its  persistence  in 
spite  of  treatment.  The  minor  nature  of 
the  disturbance  often  causes  refusal  of 
open  operation,  and  dissection  of  the 
finger,  and  the  operation  is  not  always 
successful  when  allowed. 

Abbe1  described  a method  of  operative 
treatment  based  upon  the  principle  that 
the  pathology  consisted  of  constricting 
fibrous  bands,  stretched  across  the  flexor 
tendon  at  the  metacarpophalangeal  joint. 
He  stated  that  a case  was  cured  by  insert- 
ing a bistoury  through  the  skin  on  the 
anterior  surface  of  this  joint,  and  making 
longitudinal  incisions  in  the  tissue  and 
tendon  beneath,  moving  the  knife  and  skin 
together,  thereby  separating  transverse 
adhesions,  through  a puncture  wound.  He 
stated  that  the  cure  occurred  immediately. 

The  following  case  is  reported  to  il- 
lustrate the  usefulness  of  the  procedure 
recommended  by  Abbe  even  if  a cure 
is  not  immediately  accomplished. 

Case  Report 

Patient’s  left  hand  was  pressed  between 
an  elevator  door  and  a hand  truck,  which 
was  being  pulled  through  the  door.  Pain 
was  immediately  experienced  over  the  an- 
terior surface  of  the  left  ring  finger.  This 
pain  continued  for  one  week,  and  then  dis- 
appeared. There  were  no  further  symptoms 
until  three  weeks  la.t;er,  when  the  man  awoke 
to  find  his  finger  semiflexed,  extension  being 
accomplished  only  by  the  use  of  force,  and 
accompanied  by  a snap.  The  typical  symp- 
toms of  trigger  finger  continued. 

Examination : Slight  tenderness  was  pres- 
ent over  the  proximal  inter  phalangeal  joint 
of  the  left  ring  finger.  The  joint  locked 
upon  flexion,  extension  occurring  suddenly 
with  a snap  upon  the  application  of  force. 
Diagnosis  was  trigger  finger. 

Treatment:  A splint  was  applied  holding 
the  finger  in  extension  for  a period  of  two 
weeks.  No  improvement  followed.  Vigor- 


ous massage  was  then  undertaken  for  a 
period  of  two  weeks,  with  no  benefit. 

Due  to  the  negative  results  following  con- 
servative treatment  the  patient  consented 
to  an  operation  after  t,he  method  of  Abbe, 
stating  that  under  no  circumstances  would 
he  allow  open  operation  upon  the  finger. 
Although  it  appeared  that  the  pathology  was 
located  in  the  vicinity  of  -t,he  proximal  in- 
terphalangeal  joint,  judging  by  the  location 
of  the  tenderness  and  the  snapping  sensation, 
the  bistoury  was  first  introduced  in  the 
manner  described  by  Abbe  over  the  meta- 
carpophalangeal joint*,  and  deep  longitudinal 
incisions  were  made  in  the  tendon  and  tis- 
sues beneath,  moving  the  bistoury  and  skin 
together.  No  relief  occurred  and  therefore 
the  same  procedure  was  attempted  upon  the 
proximal  interphalangeal  joint.  As  no  re- 
lief of  symptoms  resulted,  it  seemed  that 
transverse,  constricting  adhesions  were 
probably  not  responsible.  This  condition 
may  be  due  to  other  causes  such  as  nodular 
enlargement  of  the  tendon  or  displacement 
of  a sesamoid  bone  or  joint  cartilage. 

It  was  therefore  thought  that,  sufficient 
scarification  upon  the  anterior  surface  of 
the  joint  causing  subsequent  fibrosis  and 
adherence  of  the  anterior  margins,  might 
prevent  any  change  in  relationship  of  the 
articular  surfaces  upon  flexion.  The  ante- 
rior surface  of  t,his  joint  was  therefore 
thoroughly  scarified,  and  although  upon 
flexion  the  locking  still  occurred,  the  finger 
was  fixed  in  extension  by  means  of  an  an- 
terior splint. 

Upon  removal  of  this  splint  at  the  end  of 
two  weeks,  no  locking  occurred  upon  flex- 
ion. The  motion  was  limited  approxi- 
mately twenty  five  per  cent  and  slight  .thick- 
ening was  present  over  the  anterior  surface 
of  the  joint.  Baking  and  massage  was  ad- 
vised, but  the  patient  appeared  for  only  two 
treatments. 

Course:  Examination  of  t,he  patient  three 
months  later  revealed  slight  thickening  on 
the  anterior  surface  of  the  proximal  inter- 
phalangeal joint  and  ten  per  cent  limita- 
tion in  flexion  of  this  joint.  The  patient, 
however,  experienced  no  pain  and  stated 
that  the  slight  stiffness  in  no  way  affected 
the  usefulness  of  the  finger. 

30  E.  40  St. 

Reference 

1.  Abbe,  R:  Medical  Record,  March  7,  1914. 
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FIBROMA  OF  THE  OVARY 


John  F.  Curran,  M.D.,  F.A.C.S.,  Raymond  H.  Goodale,  M.D.,  and 
Edward  T.  Crane,  M.D.,  Worcester,  Mass. 

From,  the  East  Surgical  Service,  City  Hospital  ( Worcester ) and  Surgical  Service, 
Holden  District  Hospital,  Holden,  Mass. 


Of  the  benign  tumors  originating  from 
the  stroma  of  the  ovary,  the  fibroma  is 
perhaps  the  most  important.  The  prog- 
nosis with  operative  intervention  is  ex- 
cellent. The  following  cases  illustrate 
the  symptom  complex  associated  with  this 
type  of  tumor: 

Case  1.  L.  O.,  age  twenty-six,  white 
housewife,  was  admitted  complaining  of  pain 
and  enlargement  of  the  abdomen.  About 
one  year  ago  she  began  to  feel  the  abdomen 
enlarge,  but  was  not  aware  of  a mass  until 
six  months  ago.  She  lost  eleven  pounds  by 
dieting,  but  her  abdomen  remained  the  same 
size.  It  grew  much  larger  during  the  two 
weeks  previous  to  admission  and  during  this 
time  she  experienced  pain  in  the  right  side 
especially  toward  the  back.  She  then  had 
difficulty  in  breathing,  was  nauseated,  and 
vomited  foamy  fluid  once  just  before  admis- 
sion. 

Bowels  and  bladder  were  normal  (nega- 
tive). She  has  always  had  dysmenorrhea. 

Physical  examination  showed  the  abdomen 
rounded,  especially  the  lower  third.  A hard, 
freely  movable,  round  mass  was  present  ex- 
tending from  the  pubis  to.  just  below  the 
ensiform.  There  was  some  bulging  of  both 
flanks.  The  right  upper  quadrant  was  ten- 
der. 

Vaginal  examination  revealed  a lacera- 
tion of  the  cervix  on  each  side.  Both  vaults 
were  tender.  The  above  mentioned  mass 
was  palpated  and  seemed  free  from  the 
uterus. 

Operation:  Laparotomy  was  done  un- 

der gas-oxygen  and  ether  anesthesia.  A hard 
tumor  was  found  occupying  the  greater  part 
of  the  abdominal  cavity,  attached  to  the  left 
tube  and  apparently  arising  from  the  left 
ovary.  There  was  considerable  free  serous 
fluid  in  the  abdomen.  The  tumor,  tube,  and 
appendix  were  removed. 

Pathological  report:  Specimen  consists 

of  a round  firm  tumor  apparently  growing 
out  of  the  ovary.  It  weighs  4.6  kilograms 
(IO34  lbs.)  and  measures  25x20x20  cm 
On  section  it  is  pale  blue  and  has  streaks 
of  yellow.  The  upper  pole  is  cystic  and 
degenerated. 

Microscopic  description:  The  section 

shows  a spider-web  arrangement  of  hyalin- 


ized  connective  tissue  in  most  fields.  There 
are  no  mitoses. 

Diagnosis:  Fibroma  of  ovary. 

Case  2.  E.  H.,  age  fifty,  white  house- 
wife, was  admitted  complaining  of  slight 
vaginal  bleeding  for  two  months,  and  a 
mass  in  the  abdomen  for  the  past  six  years. 
Her  menopause  took  place  eight  years  be- 
fore admission.  She  had  nocturia  two  to 
four  times  for  two  years. 

Physical  examination  showed  a large,  ir- 
regular, hard  mass  filling  almost  the  en- 
tire lower  abdomen.  Pelvic  examination  re- 
vealed a marital  introitus  and  a small 
amount  of  fresh  blood  oozing  from  the  va- 
gina and  cervix.  The  uterus  seemed  slightly 
enlarged  and  displaced  to  the  left.  On  pal- 
pating the  right  vault,  the  mass  described 
above  moved. 

Operation:  A laparotomy  was  done  un- 
der gas-oxygen  and  ether  anesthesia.  A 
large  firm  tumor  was  found  originating  from 
the  left  ovary  by  a double  pedicle. 

Pathological  report:  Specimen  consists 
of  a firm,  white,  roughly  oval,  lobulated 
mass  measuring  20x12.5x1 3 cm.  It  has  a 
blue-grey  cystic  structure  on  the  surface 
measuring  4x3. 5x3. 5 cm.  On  section  the 
center  is  hollow  and  contains  necrotic  ma- 
terial and  blood  clot.  The  distance  from 
the  surface  to  the  central  hollow  area  varies 
from  2 to  5.5  cm.  and  is  composed  of  homo- 
geneous, firm,  white  tissue. 

Microscopic  description:  Sec-t, ion  shows 
short  interlacing  spindle  cells  in  large  num- 
bers forming  a solid  field.  There  are  no 
mitoses. 

Diagnosis:  Fibroma  of  the  ovary. 

Discussion 

Both  of  these  patients  had  an  unevent- 
ful convalescence  and  were  discharged 
without  symptoms. 

Meigs1  discussed  twenty-nine  cases  of 
fibroma  of  the  ovary  and  mentioned  the 
following  significant  facts. 

The  ages  ranged  from  20  to  79  years. 
Twenty-six  were  married  and  twenty-one 
had  children.  Eight  patients  had  normal 
and  regular  periods  before  the  onset  of  the 
present  illness.  The  menstruation  of  four 
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was  profuse,  and  of  four,  painful.  Twenty- 
two  complained  of  pain,  which  was  low  ab- 
dominal. Ten  complained  of  urinary  symp- 
toms; pelvic  examination  showed  a pelvic 
mass  in  eighteen.  Four  tumors  were  in- 
farcted  and  necrotic. 

The  microscopic  picture  of  ovarian 
fibromas  suggests  that  they  arise  from 
the  stroma.  However,  they  have  been 
described  as  arising  from  the  corpus  lu- 
teum,  tunica  albuginea,  organized  blood 
clots,  corpus  fibrosa,  and  the  walls  of 
blood  vessels.  None  of  these  possibili- 
ties seems  as  likely  a source  as  the 
stroma. 


Summary 

Two  cases  of  fibroma  of  the  ovary  are 
discussed.  A resume  of  their  symptoms 
indicates  that  such  patients  are  aware  of 
a mass  in  the  lower  abdomen,  and  have 
moderate  pain  over  the  same  region.  One 
patient  in  addition  had  abnormal  vaginal 
bleeding  and  nocturia.  The  other  patient 
has  dysmenorrhea  and  vomited  once. 
Operative  removal  of  the  fibroma  dis- 
pelled the  symptoms  in  each  case. 

City  Hospital. 
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HYPODERMIC  NEEDLE  IN  STOMACH  WALL 

Raymond  S.  Rosedale,  M.D.,  Buffalo 

From  the  Department  of  Pathology,  Buffalo  City  Hospital  and  the 
University  of  Buffalo  Medical  School 


Cases  of  needles  being  recovered  in 
situations  quite  remote  from  their  al- 
leged portals  of  entry  have  been  reported 
many  times.  However,  in  reviewing  the 
literature  of  the  last  eighteen  years  con- 
cerning such  cases,  no  report  of  a hypo- 
dermic needle  in  the  stomach  wall  was 
found.  Lane1  recovered  a “cambric” 
needle,  found  in  the  posterior  wall  of  the 
stomach  near  the  greater  curvature,  by 
gastrotomy. 

A hypodermic  needle  in  the  posterior 
wall  of  the  stomach  was  found  in  a re- 
cent postmortem  examination  at  the  Buf- 
falo City  Hospital.  The  patient  had  died 
of  cardiac  decompensation.  He  had  given 
a history  of  having  been  treated  for 
syphilis  ten  years  previously.  There  was 
no  laparotomy  scars,  nor  evidences  of 
repeated  hypodermic  injections  over  the 
surface  of  the  body. 

At  autopsy  the  needle  was  discovered 
by  a sense  of  induration  conveyed  in 


palpating  the  area  where  the  needle  was 
lodged,  there  being  no  visible  signs  sus- 
picious of  such  a condition.  On  dissection 
the  immediately  surrounding  tissues  were 
brownish-tinged.  The  needle  was  firmly 
imbedded  in  the  tissues  but  on  removal 
was  found  to  be  frail  and  easily  broken. 
It  measured  2.3  cm.  in  length,  and  was 
estimated  to  be  about  an  #18  gage;  the 
surface  was  faintly  irregular  with  rust. 
The  lumen  and  also  a taper  point  were 
still  recognizable. 

Sections  of  the  site  of  embedment  re- 
vealed a typical  foreign  body  inflammatory 
reaction  consisting  of  multinucleated  giant 
cells,  lymphocytes,  connective  tissue,  and 
histocytes,  some  of  which  contained  iron 
pigment. 

276  Norwalk  St. 
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A premarriage  clinic  has  been  opened  in 
Sydney,  where  health  tests  are  available  for 
couples  about  to  marry,  reports  the  AM  A 
Journal.  The  clinic  is  subsidized  by  the 
state  government  of  New  South  Wales  and 
is  sponsored  by  the  Racial  Hygiene  Associa- 
tion. It  arranges  an  exhaustive  overhaul 
by  any  of  twelve  specialists  for  a nominal 


fee.  It  issues  certificates  that  (1)  the 
parties  contemplating  marriage  are  fit  to 
marry  and  raise  a family,  (2)  the  marriage 
should  be  delayed  for  from  three  to  six 
months  or  (3)  the  marriage  should  be  per- 
mitted without  parentage  or  should  be  dis- 
couraged. The  clinic  receives  100  letters 
a month  on  marriage  problems. 


HEMOLYTIC  STREPTOCOCCIC  MENINGITIS 

Recovery  in  a Case 

Benjamin  Schwartz,  M.D.,  LL.B.,  New  York  City 

Consultant  Physician  Gouverneur  Hospital,  Department  of  Hospitals,  New  York  City,  Attending 
Physician  Broad  Street  Hospital,  Consultant  Physician  Manhattan  General  Hospital, 
Visiting  Physician  Peoples  Hospital 


Before  the  use  of  sulfanilamide,  men- 
ingitis due  to  the  hemolytic  streptococcus 
had  a case  fatality  of  at  least  ninety-five 
per  cent.  During  the  past  few  months, 
however,  recoveries  in  this  disease  fol- 
lowing the  use  of  sulfanilamide  have  been 
reported  fairly  frequently. 

This  case  is  being  reported  on  account 
of  the  general  interest  in  the  subject. 

Case  Report 

S.L.,  age  forty-three,  female,  married, 
was  seen  in  consultation  on  February  28, 
1937.  She  had  been  ill  for  about  t,hree 
weeks  with  an  upper  respiratory  infection. 
On  February  24  it  had  become  necessary  to 
do  a paracentesis  on  the  right  ear.  This 
was  followed  by  free  drainage  of  pus  which 
cleared  up  within  a week.  At  that  time 
(February  28),  she  was  suffering  from  head- 
ache and  vomiting  and  had  a temperature 
of  104°  F.  As  there  was  slight  stiffness  of 
the  neck,  a diagnosis  of  meningitis  was 
made  and  she  was  admitted  to  the  Manhat- 
tan General  Hospital.  A lumbar  puncture 
was  done  and  cloudy  fluid  obtained  under 
great  pressure.  Antimeningococcic  serum 
was  given  intraspinally,  awaiting  the  bac- 
teriological report;.  No  organisms  were 
found  in  the  fluid  until  March  1,  when 
gram  positive  cocci  in  chains  appeared  in 
the  smear.  The  growth  on  culture  media 
yielded  a hemolytic  streptococcus. 

On  March  1,  the  patient  was  given  ten  c.c. 
of  prontosil  intramuscularly  every  four 
hours  and  gr.  of  prontylin  by  mouth  every 
six  hours.  At  t)iis  time  the  patient  presented 


The  author  wishes  to  acknowledge  his  thanks 
to  Dr.  Josephine  B.  Neal  and  Dr.  Henry  W. 
Jackson  of  the  Meningitis  Division  of  the  Bu- 
reau of  Laboratories,  New  York  City  Depart- 
ment of  Health  for  their  kind  cooperation  and 
suggestions. 


all  the  typical  signs  of  meningitis  and  was 
in  a deep  coma.  Antistreptococcic  serum 
was  also  given  intraspinally.  The  blood 
count  showed  21,300  white  blood  cells  with 
seventy-four  per  cent  polymorphonuclears 
and  ten  per  cent  stab  forms. 

After  receiving  the  prontosil  and  prontylin 
for  about  three  days,  the  patient  came  out 
of  her  coma  and  seemed  clinically  very 
much  improved,  although  she  still  had  a 
rigid  neck,  was  running  a fever  between 
100-102°  F.  and  had  a positive  culture  of 
the  hemolytic  streptococcus  in  the  spinal 
fluid.  On  March  6,  tjie  dose  of  prontosil 
was  cut  to  five  c.c.  every  four  hours  and  the 
dose  of  prontylin  was  increased  to  ten  gr. 
The  spinal  fluid  remained  positive  for  or- 
ganisms until  March  11.  Occasional  punc- 
tures were  done  until  March  22,  at  which 
time  the  spinal  fluid  was  clear — showed 
only  sixty-five  cells  per  cubic  mm.,  most  of 
which  were  mononuclears,  a slight  in- 
crease in  the  protein  and  a normal  sugar. 
The  smear  and  culture  were,  of  course,  neg- 
ative. The  temperature  reached  normal  on 
March  9.  Prontosil  was  discontinued  on 
March  11,  but  the  use  of  the  prontylin  was 
still  continued. 

On  March  14  the  temperature  began  to 
rise  again  with  the  onset  of  serum  sickness. 
This  was  attended  by  urticaria  and  pains  in 
the  joints.  On  March  19,  the  temperature 
rose  to  104°  F.  The  patient  became  jaun- 
diced, vomited,  and  was  very  listless. 

It  is  impossible  to  say  whether  this  was 
the  effect  of  the  serum  sickness  or  a toxic 
effect  from  the  continued  use  of  the  pron- 
tylin. In  any  event,,  since  the  spinal  fluid 
had  long  since  been  sterile  and  all  signs  of 
meningitis  had  disappeared,  the  prontylin 
was  discontinued.  The  temperature  became 
normal  again  on  March  22  and  the  patient 
was  discharged  six  days  later  in  excellent 
condition. 

270  Park  Ave. 


Mrs.  Owens : “I  wonder  if  the  doctor’s 
wife  meant  anything  personal  just  now.” 
Owens:  “What  did  she  say?” 

Mrs.  Owens:  “She  said  we  might  at 
least  pay  them  a visit.” — Doctor ’ s Quarterly. 


The  interiors  of  about  five  per  cent  of 
automobiles  tested  on  the  highways  contain 
sufficiently  high  concentration  of  carbon 
monoxide  to  produce  symptoms  such  as 
dizziness  or  collapse. — Jour.  A.  M.  A. 
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Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “ transition  cases”  from  the 

service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descrip- 
tions are  not  complete  clinical  studies,  but  will  accentuate  situations  from  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 


Look,  Listen! 


The  first  business  of  the  doctor  is  to 
observe,  to  stop,  to  look,  and  to  listen — 
impartially;  to  search  for  the  truth  where- 
ever  it  will  lead  him;  not  to  make  up  his 
mind  before  he  has  gathered  his  facts;  to 
inspect,  to  view  before  he  touches  or  pal- 
pates. In  mental  hygiene  he  must  make 
the  greatest  effort  to  be  neutral,  to  let  the 
patient  speak — what  he  says,  how  he  says  it 
is  the  chief  part  of  the  examination — or  to 
put  his  questions  in  such  a way  that  they 
can  be  answered  in  the  affirmative  or  in  the 
negative  or  that  they  may  call  forth  a nar- 
rative. Leading  questions  are  misleading 
and  deceiving ; they  are  signs  of  impatience 
and  betray  a layman’s  lack  of  training. 

Two  physicians,  an  old  and  a young  one, 
were  interviewing  a male  patient  whose 
complaints  seemed  to  be  somatic.  He 
claimed  to  suffer  from  fatigue  and  from  a 
feeling  in  the  eyes  as  if  he  needed  “to  rub” 
them.  There  were  “stabbing”  pains  in  the 
legs  and  feet,  on  the  sides  and  in  the  arm 
pits,  headaches  after  four  or  five  hours  of 
sleep,  “sitting  up  chases  the  headaches 
away,”  difficulty  in  breathing,  heart  palpita- 
tion. 

The  young  doctor,  a postgraduate  stu- 
dent, thought  there  must  be  some  organic 
cause  to  those  troubles  and  he  was  assigned 
the  duty  to  examine  the  patient,  which  he 
did  as  thoroughly  as  possible.  The  result 
was  negative.  But  he  had  neglected  the 
first  indication  contained  in  the  patient’s 
speech — the  facial  expression  that  failed  to 
confirm  the  complaints.  His  “fatigue,”  his 
“stabbing  pains,”  his  “palpitation,”  his 
“headache”  were  mentioned  with  many  de- 
tails, but  indifferently,  unconvincingly,  not 
to  speak  of  the  incoherence  of  these  symp- 
toms. Evident  exaggerations  abounded ! 

At  the  second  session  the  patient,  appar- 
ently unsatisfied  with  the  impression  he  had 
made,  produced  a paper  with  many  notes — 
some  of  them  repetitious:  Two  bones  on 
the  head  were  swollen  and  sensitive  to  touch ; 
“knife-like”  pains  in  the  heart;  heart  “flut- 
tering in  the  chest;”  pressure  “on  the 
brain “losing  consciousness  of  a sudden” 
and  feeling  sick  to  vomit ; dizziness  and 
sleepiness ; pains  “in  both  lungs ;”  switch- 
like” pains  in  arms  and  legs ; “shooting” 
pains  in  the  head  (again  the  head)  ; pains 


in  the  eyes  (repetition)  when  touched,  and 
pains  “back  of  the  head”  (a  variety  of  his 
headache?);  “the  scalp  of  the  head  is 
drawn”  (another  form  of  sensation  in  the 
head?).  After  several  questions  he  said: 
“I  like  to  live,  but  I am  afraid  of  worse 
pains  at  some  future  time.  I feel,  there- 
fore, that  suicide  would  be  a good  thing.” 
And  then  he  went  over  some  of  his  pre- 
viously mentioned  symptoms  and  pointed  to 
his  arms  and  legs:  “In  here,  it  is  as  if  a 
dead  nerve,  as  if  a drop  of  cold  water  were 
constantly  present.” 

About  his  stomach  he  said  it  was  all 
right  but  sometimes  “when  he  had  gas  it 
was  coming  even  from  his  ears.”  Was  he 
drinking?  No,  he  would  not  put  “his 
finger”  into  a glass  of  whiskey  “for  ten 
thousand  dollars.” 

Patient  was  asked  about  his  past  life, 
about  his  family,  about  his  sex  intercourse. 
He  was  not  interested,  answered  quickly 
and  superficially,  except  when  speaking  of 
sex:  “Sometimes  I have  an  urge  to  over- 
indulge. Is  it  wrong?  But  I am  not  doing 
it.” 

When  questioned  about  his  habits  and 
about  reading  he  replied  that  he  was  sober 
and  that  he  read  nothing.  “But  when  you 
used  to  read  it  was  only  newspapers,  was 
it  not?”  “True — one  paper,  always  the 

same.”  The  young  doctor  had  an  inter- 
rogative glance.  The  patient’s  sophisticated 
English,  his  stilted  journalese  language  re- 
vealed his  brand  of  culture. 

Then  came  the  most  delicate  of  all  the 
questions.  It  went  into  the  patient’s  rela- 
tionship with  each  member  of  his  family 
during  childhood  and  with  his  present 
household.  That  he  evinced  no  concern 
for  the  health  and  welfare  of  his  wife  and 
child,  for  that  of  his  parents  and  siblings, 
was  not  surprising.  This  is  characteristic 
for  that  type  of  mental  condition.  But  there 
was  an  exception  regarding  his  youngest 
sister  and  when  emphasis  was  laid  on  his 
former  friendship  for  her,  the  postgraduate 
student  again  seemed  perplexed.  However, 
there  was  nothing  extraordinary  in  this 
discovery.  The  incestuous  tendency  was 
evident  to  anyone  who  had  not  missed  the 
patient’s  features  at  the  mention  of  this 
sibling.  Then  came  the  corroboration  in 
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the  form  of  a long  confession,  which  proved 
actual  incestuous  activity  in  the  past.  In- 
deed, this  behavior  of  long  ago  of  our  pa- 
tient, with  his  deep  regret  and  feeling  of 
guilt,  was  the  pivot  on  which  the  entire 
illness  hinged.  This  secret  in  his  life  took, 
in  this  case,  the  form  of  a neuropsychosis 
with  manic-depressive  trends.  Happily,  it 
was  not  very  advanced  and  did  not  inter- 
fere with  the  patient’s  occupation. 

This  was  a good  example  of  the  great 
importance  of  scrutiny  and  observation. 

It  reminded  me  of  the  story  told  about 
the  medical  teacher  who,  while  speaking 
before  his  class  about  diabetes  mellitus  and 
the  ancient  method  of  tasting  the  urine 
with  the  tongue,  put  his  finger  into  the 
specimen  and  showed  how.  Then  he  called 
out  a student  and  encouraged  him  to  do  the 
same  thing.  But  when  the  poor  boy,  after 
imitating  the  master,  was  nauseated,  the 
angry  admonition  came:  “Why  don’t  you 
learn  to  observe?  This  will  be  a good 
lesson  for  you ! Didn’t  you  see  that  I 
put  in  one  finger  into  the  urine  and  licked 
another  finger?” 

But  a well-known  Viennese  proctologist 
who  was  a very  careful  and  exact  observer 
regarding  his  narrow  field,  happened  to  be 
absent-minded  about  the  general  appearance 


and  the  physiognomy  of  his  patients — which 
would  be  particularly  bad  from  the  point 
of  view  of  the  mental  student.  (And  which 
progressive  doctor  is  not  or  should  not  be 
a mental  student?)  One  day  in  his  crowded 
waiting  room,  each  time  the  doctor 
emerged  from  his  consulting  room,  a man 
stood  up  and  wanted  to  be  examined.  The 
answer  was : “It  is  not  your  next.  Sit 
down!”  But  when  this  patient  was  finally 
admitted  into  the  sanctum  and  had  un- 
dressed, without  being  permitted  to  utter 
a single  word,  the  doctor,  facing  the  post- 
operative hemorrhoidal  scar,  recognized  his 
exalted  client  immediately  and,  bowing 
deeply,  he  exclaimed:  e(Ich  habe  die  Ehre, 
Herr  Graf!  Ich  habe  die  Ehre , Herr  Graf!” 
To  return  to  our  case,  conversations 
which  helped  the  patient  to  reject  sinfulness 
and  persuaded  him  that  his  conduct  in  his 
youth  must  not  necessarily  bring  mental 
or  physical  illness,  were  immensely  bene- 
ficial. Then  the  frank  and  repeated  analysis 
of  each  one  of  his  complaints  tore  them 
to  shreds.  He  was  not  completely  cured, 
but  the  few  unpleasant  feelings  that  re- 
mained, were  weak  and  harmless.  A real 
mental  disease  had  been  averted. 

611  W.  158  St. 


NEW  YORK  COUNTIES  AND  CITIES  WIN  AWARDS  IN  NATION-WIDE 

HEALTH  CONTESTS 


Two  counties  and  seven  cities  of  New 
York  State  have  received  awards  in  the 
1937  rural  and  city  health  conservation 
contests  conducted  by  the  United  States 
Chamber  of  Commerce  in  cooperation  with 
the  American  Public  Health  Association, 
reports  Health  News  (Albany). 

Columbia  county  won  first  award  and 
Cortland  county  an  award  of  merit  among 
the  competing  rural  health  units  in  the 
Northeastern  Division  of  the  United  States 
while  Yonkers,  Auburn,  Elmira,  Water- 
town  and  Middletown  received  awards  of 
merit  among  cities  throughout  the  country 
in  their  respective  population  groups. 


Schenectady  and  Syracuse,  both  of  which 
had  previously  won  first  awards  and  were 
therefore  barred  from  the  regular  contest, 
received  special  awards  for  having  main- 
tained during  1937  their  high  standards  in 
health  protective  services. 

In  announcing  the  awards,  the  Associa- 
tion made  it  clear  that  the  prizes  are  not 
for  the  healthiest  communities  but  for  the 
most  effective  efforts  to  meet  local  health 
problems.  Awards  are  not  based  on  health 
department  programs  alone  but  rather  on 
the  community-wide  efforts  of  all  agencies 
and  groups  including  the  work  of  private 
practitioners  of  medicine  and  dentistry. 


“ASK  YOUR  DOCTOR.” 

Tired  of  the  blatant  ballyhoo  over  the 
radio,  a New  York  physician,  Dr.  N. 
Thomas  Saxl,  writes  to  the  New  York 
Medical  Week: 

Why  not  fight  fire  with  fire?  When  one 
listens  to  the  daily  radio  programs  one  cannot 
but  be  impressed  by  the  fact  that  a goodly  per- 
centage are  sponsored  by  proprietary  medical 
products.  The  constant  repetition  of  “Physi- 


ALL  RIGHT,  TELL  THEM 

cians  prescribe”  or  “Doctors  advise”  or  “Ask 
your  doctor”  is  bound  ultimately  to  impress 
the  laity  with  the  veracity  of  such  statements. 

Would  it  not  be  possible  for  the  proper  com- 
mittee of  the  New  York  County  Medical  So- 
ciety to  note  these  for  a period  of  time  and 
then  reply  through  the  medical  information 
bureau  in  one  of  our  own  medical  broadcasts 
that  these  products  do  not  have  the  sanction  of 
organized  medicine? 
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EDITORIALS 


In  Appreciation 


In  the  bustle  and  rush  of  the  trans- 
action of  current  business  at  our  recent 
meeting  of  the  House  of  Delegates,  an 
announcement  of  Dr.  David  J.  Kaliski, 
Director  of  the  State’s  Committee  on 
Workmen’s  Compensation  went  almost 
unheralded  and  unnoticed.  Nor  does  the 
simple  statement  that  the  Honorable  El- 
mer F.  Andrews,  Industrial  Commis- 
sioner, hud  promulgated  the  metropolitan 
fee  schedule  to  apply  to  the  entire  state, 
tell  the  story  of  a long  and  tedious  fight, 
the  many  clashes  and  conflicts  with  indus- 
trial organizations,  who — through  the 
efforts  of  their  central  organization, 
known  as  the  Compensation  Insurance 
Rating  Board — endeavored  to  secure  a 
fee  schedule  which  reduced  the  rates 
from  ten  to  twenty  per  cent  of  that  paid 
for  the  same  work  in  the  metropolitan 
area.  [See  page  942,  Section  8] 

For  once  it  became  possible,  although 
it  was  by  no  means  an  easy  task,  to 
create  unanimity  of  opinion  among  the 
various  county  societies.  Here  the 
obstacle  to  be  overcome  was  the  influ- 
ence exerted  by  physicians  who  hereto- 
fore had  been  doing  a large  amount  of 
industrial  work;  and  also  other  doctors 
who  felt  that  they  were  particularly  en- 
titled to  even  higher  fees  than  prevailed 
in  the  metropolitan  area. 

For  once  the  entire  profession  was 
united ; and  eventually  even  those  not 


actively  recognized  as  in  organized 
medicine,  all  fell  in  line. 

No  particular  purpose  is  accomplished 
in  going  into  the  details  of  the  contro- 
versy. The  desired  objective,  whose 
achievement  was  sought,  was  not  so 
much  the  adoption  of  the  metropolitan 
fee  schedule  which  would  put  an  addi- 
tional sum  of  money  into  the  pockets  of 
the  profession  in  this  state — although 
this  too  is  not  altogether  to  be  forgotten 
— but  it  was  an  earnest  endeavor  on  the 
part  of  organized  medicine  to  attract  to 
this  work  a better  type  of  medical  man 
to  undertake  industrial  surgery  and  thus 
bring  better  medical  care  to  injured  work- 
men and  help  to  restore  them  sooner  to 
gainful  occupation — rather  than  continue 
them  in  the  hands  of  less  skillful  and 
perhaps  “cheaper”  medical  men.  In 
accomplishing  this,  a great  medical  step 
forward  was  made.  It  eventually  will 
put  added  dollars  into  the  pockets  of 
these  working  men;  and  in  the  long  run 
it  will  save  the  insurance  carriers  money. 

During  all  the  time  that  the  controversy 
was  raging,  there  was  little  awareness 
on  the  part  of  the  general  organized  pro- 
fession of  the  fighting.  Dr.  Kaliski 
and  his  committee  quietly  but  efficiently 
carried  the  burden;  nor  shall  praise  be 
withheld  from  his  colleagues — Dr.  Fred- 
eric E.  Elliott  and  Dr.  Joseph  C.  O’Gor- 
man. We  are  told  that  there  was  no 
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better  lieutenant  to  Kaliski’s  captaincy 
than  the  devoted  Dr.  Frederic  E.  Elliott. 

It  is  a truism  which  every  school-boy 
learns,  that  republics  are  proverbially 
ungrateful  and  forgetful  of  public  ser- 
vices rendered,  and  our  democratically 
organized  profession  is  no  exception  to 
this  rule.  We  therefore  desire  to  make 
record  of  this  fine  contribution  toward 
better  health  and  public  welfare.  As 
a profession  we  stand  greatly  indebted 
to  these  men.  The  public,  too,  is 
equally  indebted  to  them.  They  have 
written  a page  in  medical  history  in  its 
public  relations  which  is  an  outstanding 
refutation  of  many  of  the  quasi-charges 
thoughtlessly  levelled  at  the  profession. 
Additionally  they  have  demonstrated  that 
when  the  question  of  evolving  ideas  and 
schemes  for  delivering  a high  type  of 
medical  care  is  placed  squarely  before 
the  medical  profession,  it  will  prove  true 
to  its  age-long  traditions — and  having 
the  men  and  the  experts — it  will  develop 
a method,  or  a manner  of  meeting  the 
situation  at  issue,  with  the  public  welfare 
as  its  first  consideration,  and  its  own 
economics  as  a subservient  concern. 


Certification  of  Experts 

Organized  medicine’s  role  in  the  ad- 
ministration of  the  Workmen’s  Compen- 
sation Act  in  this  state  is  endorsed  by 
the  Court  of  Appeals’  decision  in  the 
case  of  Szold  vs.  Outlet  Embroidery 
Supply  Company.  This  decision  upholds 
the  right  of  the  Legislature  to  limit  the 
treatment  of  compensation  cases  to 
physicians  certified  by  their  county  medi- 
cal societies.  No  practitioner  not  on  the 
approved  panels  may  collect  from  in- 
surers for  services  rendered  for  injuries 
falling  within  the  purview  of  the  Com- 
pensation Law. 

The  recent  refusal  of  the  United 
States  Supreme  Court  to  review  this  case 
places  the  seal  of  finality  upon  the  Court 
of  Appeals’  decision.  It  also  paves  the 
way  for  adoption  of  a similar  principle 


to  improve  the  quality  of  expert  medical 
testimony  in  the  courts. 

Incompetent,  biased  testimony,  par- 
ticularly on  the  issue  of  insanity  and  in 
actions  for  personal  injuries,  impedes 
justice  and  is  a source  of  embarrassment 
to  all  upright  physicians  and  lawyers.  In 
the  past  year  a Special  Committee  on 
Medical  Jurisprudence  of  the  Bar  of  the 
City  of  New  York  has  been  cooperating 
with  organized  medicine  to  devise  a plan 
whereby  expert  medical  testimony  may 
be  confined  to  physicians  possessing  the 
requisite  qualifications. 

The  success  of  the  medical  panel  for 
workmen’s  compensation  suggests  a simi- 
lar method  to  solve  the  problem  of  expert 
testimony.  As  the  report  of  the  Bar 
Association’s  Special  Committee  on  Medi- 
cal Jurisprudence  recommends,  a panel 
of  medical  experts  could  be  “created  by 
the  several  Appellate  Divisions  of  the 
State  on  the  basis  of  lists  certified  . . . 
by  duly  accredited  examining  boards 
representative  of  the  medical  societies 
of  the  various  counties  and  of  the 
state  . . . 

The  panels  created  by  organized  medi- 
cine for  workmen’s  compensation  and 
medical  home  relief  have  worked  out 
very  well.  They  are  democratic  and  just 
and  maintain  the  required  standards  of 
service.  There  is  no  reason  why  this 
system  should  not  prove  efifective  in  the 
limitation  of  expert  testimony  in  the 
courts  to  genuine  experts. 


A Bad  Precedent 

There  is  before  Congress  a bill  which 
would  give  osteopaths  almost  the  same 
status  as  physicians  in  the  treatment  of 
federal  employees  under  the  United 
States  Employees’  Compensation  Act.  If 
the  Drew  bill,  which  has  been  favorably 
reported  by  the  House  Judiciary  Com- 
mittee, is  passed,  it  will  break  down  an 
important  barrier  between  medical  prac- 
tice and  the  sectarian  healing  cults. 

The  Committee  on  Judiciary  of  the 
House  of  Representatives  recommends 
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that  osteopathic  treatment  under  the 
Drew  Act  be  limited  in  each  state  to 
services  permitted  by  state  laws.  In 
addition,  only  osteopaths  designated  by 
the  United  States  Employees’  Compen- 
sation Commission  would  enjoy  the  privi- 
leges conferred. 

In  spite  of  these  limitations,  the  Drew 
Act  should  be  defeated.  Osteopaths  are 
not  qualified  to  practice  medicine.  If 
they  were,  they  would  receive  the  medi- 
cal and  not  the  osteopathic  degree.  The 
whole  system  of  osteopathy  is  based  on 
a fallacious  theory  which  ignores  major 
factors  in  the  causation  of  disease.  Diag- 
nosis and  treatment  are  accordingly 
defective. 

Osteopathy  has  a limited  value  in  cer- 
tain conditions.  Osteopathic  training  has 
improved  greatly  in  many  states  in  the 
past  two  decades.  However,  osteopathy 
is  still  no  substitute  for  medicine  and  the 
osteopaths  are  not  qualified  to  take  over 
the  physician’s  functions.  It  would  be 
dangerous  in  the  extreme  to  grant  osteo- 
paths the  right  to  diagnose  and  treat 
disease  on  a parity  with  medical  prac- 
titioners. 

Besides  its  threat  to  the  health  of 
federal  employees,  enactment  of  the  Drew 
Act  would  set  a dangerous  precedent.  If 
osteopaths  were  recognized  by  the  federal 
compensation  laws,  it  would  not  be  long 
before  chiropractors,  naturopaths,  and  a 
host  of  others  clamored  for  similar  privi- 
leges. 

Write  your  Congressman  to  nip  this 
dangerous  movement  in  the  bud  by  de- 
feating the  Drew  Act. 


Toxic  Effect  of  Sodium  Bicarbonate 

With  but  few  exceptions,  there  is  no 
drug  more  universally  employed  by  the 
laity,  and  the  profession  as  well,  than 
sodium  bicarbonate.  It  occupies  a 
prominent  place  in  every  medicine  chest, 
and  can  always  be  found  in  the  pantry 
under  its  alias  “baking  soda.”  Its  ap- 
parent innocuousness  has  lulled  all  fear 
of  overdosage.  Consequently  the  report 


of  Latchford1  which  details  the  menaces 
of  sodium  bicarbonate  comes  as  some- 
what of  a shock. 

According  to  this  observer,  cases  of 
tetany  have  been  known  to  follow  the 
indiscriminate  use  of  this  drug.  While 
it  may  be  difficult  to  comprehend  the 
dangers  of  such  a simple  substance,  it 
has  been  demonstrated  that,  like  carbon 
monoxide,  it  impedes  the  normal  libera- 
tion of  oxygen  by  the  circulating  blood. 
This  is  due  to  its  pleionectic  action  on 
hemoglobin.  In  pleionexy,  less  oxygen 
is  liberated  to  the  tissues  because  the 
affinity  between  the  hemoglobin  and  the 
oxygen  is  increased  over  the  normal 
status  of  mesonexy.  The  body  tissues 
therefore  fail  to  receive  a sufficient  quan- 
tity of  oxygen  for  their  normal  metab- 
olism and,  due  to  this,  a functional 
disability  ensues.  This  may  or  may  not 
be  a permanent  one,  depending  upon  the 
degree  of  anoxemia. 

Clinically,  severe  gastric  distress,  the 
very  symptom  for  which  sodium  bicar- 
bonate is  taken,  may  be  increased. 
Cardiac  dysfunction  and  tetany  also  may 
be  observed.  These  symptoms  are  the 
result  of  the  shifting  of  the  dissociation 
curve  of  hemoglobin  to  the  left  and  a 
decrease  of  oxygen  supply  to  the  tis- 
sues. In  view  of  the  clinical  findings  of 
Latchford,  supported  by  the  experimental 
studies  of  Barcroft,  the  pharmocology 
of  sodium  bicarbonate  merits  additional 
attention.  The  gentlest  of  dogs  some- 
times do  bite. 


Air-Conditioned  Operating  Rooms 

Air  conditioning  is  destined  to  play 
an  increasingly  important  role  in  the 
treatment  of  the  sick.  The  ability  to 
maintain  a constant  optimum  tempera- 
ture at  all  times  should  materially  aid 
in  the  enhancement  of  convalescence  and 
in  the  reduction  of  the  untoward  effects 
due  to  the  daily,  or  even  hourly,  varia- 
tions of  thermometric  readings.  Never- 
theless, the  enthusiasm  which  is  now 

1.  Latchford,  J.  K. : Canad.  Med.  Ass.  Jour., 
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manifest  for  this  new  physical  aid  has 
brought  about  certain  harmful  situations. 

Particularly  is  this  true  for  the  air- 
conditioning  of  operating  rooms  which 
have  not  been  built  for  the  accommoda- 
tion of  such  a system.  Many  institutions 
which  have  installed  such  a system  in 
their  operating  rooms  have  done  this  with 
two  purposes  in  mind.  They  have  en- 
deavored to  render  the  patient  less 
subject  to  the  dangers  of  secondary  pul- 
monary infections  which  are  most  fre- 
quently noted  during  the  hot  summer 
months  and  also  to  ease  the  operator  in 
his  work  during  this  period.  These  ob- 
jectives have  not  been  achieved  in  many 
instances.  The  sudden  change  in  tem- 
perature from  the  air-conditioned  operat- 
ing floor  to  the  ward  which  is  not 
air-conditioned  is  much  more  apt  to 
produce  a sudden  lowering  of  the  skin 
temperature  and  so  be  followed  by  a 
pneumonia.  The  surgeons  themselves 
often  complain  of  this  difference  in  tem- 
perature, and  several  have  been  known 
to  suffer  from  severe  upper  respiratory 
disorders  following  an  operative  schedule. 

It  would  be  advisable,  therefore,  when 
contemplating  the  installation  of  an  air- 
conditioning  system  in  a hospital  already 
built  to  equip  the  entire  institution 
rather  than  certain  of  what  are  commonly 
considered  the  most  important  or  most 
used  parts.  In  the  construction  of  a 
new  building,  of  course,  this  question 
does  not  present  itself.  In  the  recon- 
ditioning of  an  infirmary  already  erected, 
the  air-conditioning  engineer  must  be 
thoroughly  cognizant  of  the  demands 
which  both  the  sick  and  the  people  who 
care  for  them  require.  Such  an  under- 
standing must  be  realized  by  both  the 
engineer  and  the  hospital  administrators 
if  the  ultimate  benefits  of  air-conditioning 
are  to  be  realized  in  the  field  of  cura- 
tive medicine. 


CURRENT  COMMENT 

“The  artist  can  within  certain  limits 
make  what  he  likes  of  his  life.  In  other 
callings,  in  medicine  for  instance  or  the 


law,  you  are  free  to  choose  whether  you 
will  adopt  them  or  not,  but  having  chosen, 
you  are  free  no  longer.  You  are  bound 
by  the  rules  of  your  profession;  a standard 
of  conduct  is  imposed  upon  you.  The  pat- 
tern is  predetermined.  It  is  only  the  artist, 
and  maybe  the  criminal,  who  can  make  his 
own.  . . .” — From  “The  Summing  Up” 
by  W.  Somerset  Maugham. 


“Since  1847  over  three  thousand  sur- 
veys have  been  made  by  a variety  of  or- 
ganizations looking  into  the  practice  of 
medicine  and  the  distribution  of  medical 
care.  Soon  there  will  be  indicated  a survey 
of  surveys.  It  is  about  time  to  declare 
a closed  season  on  surveys  that  are  becom- 
ing a popular  pastime  and  in  some  in- 
stances something  worse.  . . .” — Comment 
in  the  May  issue  of  California  and  Western 
Medicine. 


“You’re  burned  up  over  a piece  of  im- 
pending legislation.  You  tell  somebody 
you’re  going  to  send  your  protest  to  your 
Congressman.  Your  listener  happens  to 
be  a pooh-pooher  of  the  citizenry’s  power  to 
influence  legislation,  a charter  member  of 
the  ‘our-hands-are-tied’  school  of  political 
do-nothings. 

“ ‘Save  your  time,’  he’ll  answer  you.  ‘If 
you  have  to  exercise  your  democratic  per- 
ogative,  sign  a petition.  What’s  the  differ- 
ence ? They  all  go  into  the  same  wastebasket 
anyhow.’ 

“But  Gerald  P.  Nye,  Senator  from  Neb- 
raska, and  Arthur  Capper,  Senator  from 
Kansas  have  put  the  Indian  sign  on  such 
fatalistic  nonsense. 

“Says  Senator  Nye : ‘Let  no  one  dis- 

count the  influence  of  the  intelligent  letter 
which  is  written  the  representative  by  his 
constituent. 

“Says  Senator  Capper:  ‘Twelve  letters 

carry  more  weight  than  a hundred  signa- 
tures on  a petition.’ 

“Put  those  in  your  fatalistic  friend’s  pipe 
— and  let  him  smoke  them.” — Good  advice 
from  Medical  Economics,  May  1938. 


“We  once  heard  Prof.  T.  V.  Smith  of 
the  University  of  Chicago,  make  a speech 
in  defense  of  politicians.  It  was  an  effec- 
tive speech,  and  considerably  influenced 
our  attitude  toward  professional  politics. 
The  professional  politician  is,  in  a way,  a 
sort  of  professional  whipping  boy,  as  well 
as  a professional  worryer.  He  undertakes 
a sort  of  mass  job  of  worrying  for  all  of 
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us,  and  when  mistakes  are  made,  takes  a 
whipping  for  his  troubles.  . . . 

“Consider  for  a moment  the  so-called 
medical  politician.  There  are  very  few 
professional  ones.  But  it  is  not  uncom- 
mon to  hear  certain  of  our  professional 
confreres  rather  disparagingly  referred  to 
as  ‘medical  politicians/  Who  are  they? 
For  the  most  part  they  are  the  men  who 
carry  the  brunt  of  the  burden  for  medical 
organization.  They  are  the  ones  who  attend 
to  the  business,  right  or  wrong,  of  keeping 
Medicine  organized.  They  sit  in  the  coun- 
cils, in  policy  making  commissions,  they 
contact  legislators,  from  township  trustees 
to  U.  S.  Senators,  in  an  effort  to  influence 
legislation  in  behalf  of  Medicine.  They 
are  ‘that  . . . clique  which  run  things/ 

“Now  this  is  not  being  written  with  any 
feeling  of  bitterness.  It  is  all  very  true. 
The  politicians  do  try  to  run  things.  They 


have  to  do  so.  The  crux  is,  how  to  im- 
personalize  such  leadership.  In  democratic 
organizations  the  politician  tries,  or  should 
try,  to  execute  the  wishes  of  his  constitu- 
ents, not  all,  perhaps,  but  seeking  a compro- 
mise program  that  is  acceptable  to  most. 
. . . For  the  sake  of  expedience  the 
constituency  elects  representatives,  but  the 
fact  that  it  has  done  so  does  not  absolve 
it  from  further  responsibility.  If  it  does 
not  know  its  own  mind,  if  it  is  unwilling 
to  submit  for  compromise  important,  diver- 
gent issues,  the  politician,  who  must  act, 
can  not  be  blamed  for  exercising  his  per- 
sonal judgment.  On  the  contrary,  if  the 
chosen  representatives  refuse  to  carry  out 
a compromised  and  acceptable  program,  they 
should  be  replaced  by  others  who  will  do 
so.  . . .” — A sound  discourse  “On  Politi- 
cians”  from  the  Bulletin  of  the  Toledo 
Academy  of  Medicine  of  recent  date. 
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At  the  annual  meeting,  May  24-26,  of  the 
State  Charities  Aid  Association,  Dr.  Robert 
E.  Plunkett  received  special  commendation 
for  his  slogan : “Early  tuberculosis  must 
be  seen  (by  the  x-ray)  since  it  cannot  be 
heard  (by  the  ear).”  Mr.  Homer  Folks’ 
eulogy  of  this  doctrine,  coming  after  the 
symposium  upon  “means,  procedures,  re- 
sults, and  approximate  costs  of  searching 
for  tuberculosis”  filled  me  with  somewhat 
glowing  reflections.  I began  to  wonder 
whether  the  art  of  medicine  in  which  I 
had  been  cradled,  is  now  an  anachronism.  I 
saw  visions  of  “contacts”  being  passed  be- 
fore the  x-rays  like  punch  cards  through  a 
sorting  machine  and  a suitable  proportion  of 
“active  reinfection  type  cases”  mechanically 
deposited  into  the  hopper.  On  returning  to 
Albany  I received  some  comfort  from  the 
Division  of  Tuberculosis.  Inspection,  palpa- 
tion, percussion,  and  auscultation  are  still 
in  vogue,  they  tell  me.  A careful  anamnesis, 
they  say,  is  still  of  value.  In  the  state  clin- 
ics, at  least,  clinical  judgment  is  the  supreme 
court  of  appeal.  And  still,  as  I understand 
it,  the  x-ray  examination  is  of  primary  im- 
portance in  seeking  to  discover  early  cases 
of  tuberculosis. 

If  we  are  to  diagnose  by  shotgun  methods, 
then  it  is  profitable  to  discharge  our  shot 


where  the  ducks  are  flying  most  thickly 
together.  In  the  past,  children  in  the  grade 
schools  have  been  very  commonly  subjected 
to  this  method  of  attack,  but  it  is  now  proved 
that  the  congregation  in  the  grade  schools, 
while  tempting  to  the  hunter,  is  very  un- 
profitable hunting.  Ninety-nine  per  cent  of 
the  cases  of  clinically  significant  tuberculosis 
found  in  the  state  clinics  in  1936-37  were 
more  than  fifteen  years  of  age  although 
thirty  per  cent  of  the  persons  examined  were 
under  fifteen  years  of  age.  A much  more 
profitable  group  for  the  hunter  consists  of 
the  adult  contacts  of  open  cases  of  tuber- 
culosis, even  though  these  must  be  artificially 
congregated.  The  highest  proportion  of 
active  cases  will  be  found  in  the  later  adult 
age  groups.  The  highest  proportion  among 
active  cases  of  those  in  the  minimal  stage  of 
the  disease  is  found  in  the  late  adolescent 
and  early  adult  groups.  In  actual  diagnosis 
it  costs  less  per  diagnosed  case  to  examine 
the  older  adults  and  this,  as  Dr.  Herbert  R. 
Edwards  points  out,  is  the  cheapest  way  of 
removing  contagious  cases  from  a susceptible 
population.  On  the  other  hand,  as  Dr.  J. 
Burns  Amberson  demostrates,  although  it 
may  cost  somewhat  more  to  discover  the 
minimal  cases  among  young  adults, . such 
discoveries  eventually  save  expense  in  the 
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very  costly  course  of  treatment.  Two  other 
targets  were  recommended  for  shotgun  diag- 
nosis with  cogent  argument.  Miss  Jean 
Downes  points  to  the  high  incidence  dis- 
covered in  adults  of  relief  families  through 
a WPA  project  of  case-finding  and  adds  that 
seventy  per  cent  of  the  cases  discovered 
were  in  the  minimal  stage  of  the  disease. 
Dr.  Leonard  Greenburg  reminds  us  that  cer- 
tain diseases,  particularly  those  involving 
exposure  to  silica  dust  provide  tuberculosis 
hazards  far  beyond  those  of  the  general 
population.  He  warns  that  in  order  to  se- 
cure the  cooperation  of  the  industrialist  we 
must  assure  him  that  we  shall  help  him  to 
solve  the  social  problem  which  inevitably  re- 
sults from  the  diagnosis  of  an  active  case  of 
tuberculosis. 

Dr.  Marion  Loew,  Assistant  Director  of  the 
Division  of  Maternity,  Infancy  and  Child 
Hygiene  of  the  State  Health  Department, 
drew  attention  to  a group  which  has  not  yet 
been  systematically  surveyed  so  that  the  cost 
of  finding  cases  cannot  at  present  be  ascer- 
tained, but,  at  whatever  cost,  it  is  a group 
that  deserves  consideration.  Since  preg- 
nancy and  especially  parturition  are  known 
to  add  to  the  risks  of  latent  tuberculosis, 
activating  the  quiescent  case  and  breaking 
down  the  resistance  of  cases  that  might 
otherwise  never  become  active,  there  is  cer- 


tainly a strong  argument  for  making  rou- 
tinely chest  films  at  some  stage  of  preg- 
nancy. A study  is  to  be  made  to  determine 
the  practicability  of  this  procedure  in  the 
antepartum  clinics  of  the  State  Health  De- 
partment. The  exact  month  at  which  it  is 
most  desirable  to  make  the  routine  examina- 
tion has  yet  to  be  determined.  Tentatively, 
Dr.  Loew  suggests  the  fifth  month  of  preg- 
nancy as  being  the  latest  month  to  which 
such  a test  can  safely  be  postponed  if  the 
patient  is  to  benefit  from  the  recognition  of 
her  condition.  It  may,  also,  be  advisable 
routinely  to  photograph  the  chest  at  some 
stage  after  parturition  since  signs  of  activity 
may  only  appear  as  a result  of  the  strain 
of  labor. 

If  we  accept  these  indications  for  a prof- 
cedure  which  seems  to  derogate  the  nicer 
forms  of  clinical  judgment  which  we  have 
been  taught  to  admire,  this  does  not  mean 
that  the  art  of  medicine  has  lost  its  value. 
Special  technics  may  be  convenient  for  ex- 
posing pathological  states,  but  sick  people — 
people  afflicted  with  an  infinite  variety  of 
fears  and  responsibilities,  and  endowed  with 
an  equal  variety  of  resources  in  courage  and 
common-sense — will  provide  plenty  of  op- 
portunity for  the  practice  of  the  art  of 
medicine  for  our  generation  at  least. 


THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 


Three  hundred  guests  attended  the 
Supper  Dance  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  County  of 
Queens  at  the  Arrow  Brook  Country  Club 
on  the  Evening  of  May  21.  The  dance  was 
given  in  honor  of  Mrs.  Daniel  Swan  of 
Flushing,  the  newly  elected  President  of  the 
Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York. 

The  committee  was  headed  by  Mrs.  Henry 


C.  Eichacker.  Assisting  her  were  Mrs. 
W.  J.  Godfrey,  Treasurer;  Mrs.  J.  M.  Dob- 
bins, Tickets;  Mrs.  W.  J.  Lavelle,  Reception; 
Mrs.  A.  Braunstein,  Seating;  Mrs.  M.  J. 
Schultz,  Decorations;  Mrs.  T.  M.  d’ Angelo, 
Arrangements;  and  Mrs.  F.  G.  Riley,  Pub- 
licity. 

The  members  of  the  Queens  Auxiliary 
presented  Mrs.  Swan  with  a traveling  clock 
as  a token  of  their  esteem. 


THE  HOPE  HORMONE. 


Our  increasing  coronary  disease,  at 
earlier  and  earlier  age  levels,  is  just  one 
of  the  many  seeming  proofs  that  a 
Frankenstein  is  at  the  heels  of  civiliza- 
tion. We  are  paying  a heavy  price  for  it. 
As  war,  taxes,  road  traffic,  the  competi- 
tive struggle  and  coronary  disease  strike 
us  down  in  depression,  bankruptcy,  panic 
and  collapse,  will  not  our  system  itself 
tend  to  break  down? 


No!  Replies  the  Medical  Times. 

What,  then,  keeps  the  wheels  crazily 
turning  ? 

The  hope  hormone.  The  gods  will 
continue  sardonically  to  see  to  it  that  this 
most  miraculous  of  all  hormones  continues 
to  be  produced  in  sufficient  amounts  by  the 
endocrines  of  the  soul,  and  that  the  world 
will  go  on  in  a fashion  no  matter  how 
lunatic  the  trend. 


HOUSE  OF  DELEGATES 
MINUTES  OF  THE  ANNUAL  MEETING 
May  9 and  10,  1938 


The  132nd  Annual  Meeting  of  the  House  of 
Delegates  of  the  Medical  Society  of  the  State 
of  New  York  was  held  at  the  Waldorf-Astoria 
Hotel,  New  York,  N.  Y.,  on  Monday,  May  9, 
1938,  at  10 :00  a.m. 

Dr.  Samuel  J.  Kopetzky,  Speaker;  Dr.  James 
M.  Flynn,  Vice-Speaker ; Dr.  Peter  Irving,  Sec- 
retary; Dr.  Edward  C.  Podvin,  Assistant  Secre- 
tary. 

1.  Report  of  the  Reference  Committee  on 
Credentials 

Speaker  Kopetzky  : I recognize  Peter  Irv- 
ing, Chairman  of  the  Reference  Committee  on 
Credentials. 

Secretary  Irving:  Mr.  Speaker,  there  are  no 
disputed  delegations,  and  all  those  seated  are  en- 
titled to  vote. 

Speaker  Kopetzky:  I declare  the  132nd  Ses- 
sion of  the  House  of  Delegates  open  for  the 
transaction  of  business. 

2.  Roll  call 

The  Secretary  called  the  roll  by  counties  and 
stated : “There  is  a quorum  present.” 

3.  Approval  of  the  Minutes  of  the  1937 
Session 

Secretary  Irving  : I move  that  the  reading  of 
the  minutes  of  the  last  meeting  be  dispensed 
with,  and  that  the  minutes  be  accepted  as  printed 
in  the  July  1,  1937  and  August  15,  1937  issues 
of  the  Journal,  with  one  correction : Change  the 
years  for  which  Delegates  and  Alternate  Dele- 
gates to  the  American  Medical  Association  were 
elected  from  “1937-1938”  as  printed  in  the  July 
1,  1937  issue,  to  “1938-1939.”  That  was  a typo- 
graphical error.  I move  the  acceptance  of  the 
minutes  as  printed,  with  that  correction. 

The  motion  was  seconded,  and  there  being  no 
discussion,  was  put  to  a vote  and  was  unani- 
mously carried. 

4.  Reference  Committees 

Speaker  Kopetzky  : The  appointments  by  the 
Speaker  of  his  Reference  Committees;  Mr.  Sec- 
retary, please  read  the  appointments. 

Secretary  Irving  read  the  Reference  Commit- 
tees for  1938  as  follows : 

REFERENCE  COMMITTEE  ON  CREDENTIALS: 
Peter  Irving,  Chairman,  New  York 
Edward  C.  Podvin,  Bronx 
Nathan  Ratnoff,  New  York 
George  Scott  Towne,  Saratoga 
Robert  Brittain,  Delaware 

REFERENCE  COMMITTEE  ON  REPORT  OF 
PRESIDENT: 

John  L.  Bauer,  Chairman,  Kings 
William  W.  Street,  Onondaga 
Herbert  H.  Bauckus,  Erie 
Howard  Fox,  New  York 
James  R.  Reuling,  Jr.,  Queens 


REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL  NO.  I: 

1.  Public  Health:  Pneumonia,  Cancer,  Syphilis 

3.  The  Deaf  and  Hard  of  Hearing 

D.  Supplementary  Report^-Deaf  and  Hard  of 

Hearing 

James  A.  Miller,  Chairman,  New  York 
Charles  C.  Trembley,  Franklin 
Charles  A.  Prudhon,  Jefferson 
John  B.  D’Albora,  Kings 

H.  P.  Mencken,  Queens 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL  NO.  II: 

2.  Tuberculosis  Case  Finding 

4.  Preventive  Medicine 

5.  Maternal  Welfare 

6.  Medical  Education 

E.  Supplementary  Report — Detroit  Plan  of  Tuber- 

culosis Case  Finding 
Joseph  C.  O’German,  Chairman,  Erie 
Solomon  Krell,  Bronx 
Irving  J.  Sands,  Kings 
Frank  L.  Sullivan,  Schenectady 
Laurance  D.  Redway,  Westchester 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL  NO.  Ill: 

7.  Journal,  Directory,  Technical  Exhibits 

A.  Supplementary  Report — Directory  Frequency 

Supplementary  Report  of  Trustees — Recom- 
mendations 1 and  2 

Horace  M.  Hicks,  Chairman,  Montgomery 

Thurber  Le  Win,  Erie 

J.  Sturdivant  Read,  Kings 

Peter  J.  Di  Natale,  Genesee 

David  J.  Kaliski,  New  York 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL  NO.  IV: 

8.  Medical  Publicity 

9.  Legislation 

B.  Supplementary  Report — Medical  Expert  Testi- 

mony 

I.  Supplementary  Report — Medical  Publicity 

J.  Supplementary  Report — Legislation 
Merwin  E.  Marsland,  Chairman,  Westchester 
John  S.  Kenney,  New  York 

Thomas  A.  McGoldrick,  Kings 
William  A.  Moulton,  Tioga 
Leon  M.  Kysor,  Steuben 

REFERENCE  COMMITTEE  ON  REPORT  OF 

COUNCIL  NO.  V 

10.  Workmen’s  Compensation 

John  J.  Buettner,  Chairman,  Onondaga 
Alec  N.  Thomson,  Kings 
Charles  E.  Farr,  New  York 
Edward  E.  Powers,  Oneida 
Stephen  R.  Monteith,  Rockland 

REFERENCE  COMMITTEE  ON  REPORT  OF 

COUNCIL  NO.  VI: 

Report  Special  Committee  on  Matters  Pertaining 
to  Medical  Care  and  Appendix 
and 

11.  Medical  Care:  Welfare  Law  Revision, 

Medical  Expense  Indemnity 

Insurance 

Other  Insurance  and  Group 
Plans  for  Medical  Care 
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12.  Medical  Care  vs.  Hospital  Care 

14.  Federal  Subsidies  for  Consultation  for  Obstet- 

ric and  Pediatric  Patients 

15.  The  Matter  of  Contract  Practice 

H.  Supplementary  Report  — Proposed  Plan  for 

County  Society  Study  of  Medical  Care 
George  Baehr,  Chairman,  New  York 
Hcmer  J.  Knickerbocker,  Ontario 
Harvey  B.  Matthews,  Kings 
Stanley  E.  Alderson,  Albany 
Frank  R.  Mazzola,  Queens 

REFERENCE  COMMITTEE  ON  REPORT  OF 
COUNCIL  NO.  VII: 

13.  Nursing  in  New  York  State 

16.  Delegates  to  American  Medical  Association 

17.  Exchange  of  Delegates  with  Connecticut  and 

New  Jersey  State  Societies 

18.  Nominations  for  State  Department  Positions 

19.  County  Society  Membership 
24.  Miscellaneous 

John  D.  Carroll,  Chairman,  Rensselaer 
Moses  A.  Stivers,  Orange 
James  M.  Dobbins,  Queens 
Emily  D.  Barringer,  New  York 
Moses  H.  Krakow,  Bronx 

REFERENCE  COMMITTEE  -ON  REPORT  OF 
COUNCIL  NO.  VIII 

21.  Annual  Meeting — Arrangements 

22.  Annual  Meeting — Scentific  Work 

23.  Annual  Meeting — Scientific  Exhibits 

G.  Supplementary  Report — Section  or  Session  on 
Gastroenterology 

Walter  D.  Ludlum,  Chairman,  Kings 
Lyman  C.  Lewis,  Allegany 
Aaron  Sobel,  Dutchess 
Albert  A.  Gartner,  Erie 
F.  Edward  Jones,  Lewis 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
SECRETARY,  CENSORS  AND  DISTRICT 
BRANCHES 

C.  Supplementary  Report — District  Branch  Execu- 
tive Committee  Meetings;  Report  of  Execu- 
tive Officer 

Louis  A.  Van  Kleeck,  Chairman,  Nassau 
Andrew  Sloan,  Oneida 
Harry  C.  Guess,  Erie 
Maurice  J.  Dattelbaum,  Kings 
B.  Wallace  Hamilton,  New  York 

REFERENCE  COMMITTEE  ON  REPORTS  OF 
TREASURER  AND  TRUSTEES: 

I.  Supplementary  Report  of  Treasurer 

2.  Supplementary  Report  of  Trustees — Financial 
Portion  and  Recommendations  3-4-5 
Louis  H.  Bauer,  Chairman,  Nassau 
William  Klein,  Brcnx 
John  T.  Donovan,  Erie 
Albert  G.  Swift,  Onondaga 
Walter  P.  Anderton,  New  York 

REFERENCE  COMMITTEE  ON  REPORT  OF 
LEGAL  COUNSEL: 

F.  Supplementary  Report — Malpractice  Insurance 
Clarence  V.  Costello,  Chairman,  Monroe 
Stephen  H.  Curtis,  Rensselaer 
Olin  J.  Mowry,  Oswego 
Richard  H.  Sherwood,  Niagara 
Stanley  C.  Pettit,,  Richmond 

REFERENCE  COMMITTEE  ON  REPORT  OF 

COMMITTEE  TO  CONFER  WITH  STATE  HOS- 
PITAL ASSOCIATION 
Edward  T.  Wentworth,  Chairman,  Monroe 
Conrad  Berens,  New  York 
John  J.  Masterson,  Kings 
Frederic  C.  Conway,  Albany 
Richard  B.  Cuthbert,  Jr.,  Madison 


REFERENCE  COMMITTEE  ON  NEW  BUSI- 
NESS A: 

Edward  R.  Cunniffe,  Chairman,  Bronx 
Adolph  G.  DeSanctis,  New  York 
Warren  Wooden,  Monroe 
Christian  W.  Schmidt,  Schuyler 
William  Hale,  Jr.,  Oneida 

REFERENCE  COMMITTEE  ON  NEW  BUSI- 
NESS B: 

Thomas  M.  Brennan,  Chairman,  Kings 
Floyd  J.  Atwell,  Otsego 
Edward  C.  Brenner,  New  York 
William  A.  MacVay,  Monroe 
Leo  F.  Schiff,  Clinton 

REFERENCE  COMMITTEE  ON  NEW  BUSI- 
NESS C: 

Clarence  G.  Bandler,  Chairman,  New  York 

Harry  Aranow,  Bronx 

James  H.  Donnelly,  Erie 

Robert  F.  Barber,  Kings 

John  J.  Rooney,  Monroe 

Speaker  Kopetzky  : These  Reference  Com- 
mittees will  find  places  for  themselves,  after  the 
matters  referred  to  them  by  this  House  of  Dele- 
gates have  been  assigned,  on  the  first  balcony. 
As  you  enter  those  little  cubicles,  you  will  find 
a sign  specifying  your  Committee.  There  is 
where  you  will  hold  session,  and  members  of 
the  House  of  Delegates  having  business  with 
Reference  Committees  can  consult  with  them 
there. 

Secretary  Irving:  Leo  F.  Schiff,  of  Clinton, 
appointed  on  New  Business  B sent  in  a telegram 
that  he  would  not  be  here.  I believe  Dr.  Anton 
S.  Schneider  would  be  ready  to  serve  in  his 
place. 

Speaker  Kopetzky:  We  will  substitute  the 
name  of  Dr.  Anton  S.  Schneider,  of  Clinton, 
for  the  name  of  Dr.  Schiff  on  New  Business  B. 

Assignments 

Secretary  Irving  : There  are  four  supplemen- 
tary reports,  all  of  which  have  been  placed  in 
type,  either  stenographic  or  as  a reprint  from 
the  Journal.  The  first  three  typed  ones  have 
been  distributed  to  every  member  of  the  House 
of  Delegates  by  mail  within  the  last  week  or 
so,  and  the  printed  report,  which  is  supplemen- 
tary to  the  report  from  the  Committee  on  Mat- 
ters Pertaining  to  Medical  Care,  an  appendix 
as  it  were,  is  on  the  tables  before  the  members 
in  reprint  form  from  the  May  1 issue  of  the 
Journal. 

Dr.  Walter  W.  Mott,  Westchester : I would 
like  to  request  permission  to  incorporate  this 
supplementary  report  as  an  integral  part  of 
the  Committee’s  Report  on  Matters  Pertaining 
to  Medical  Care. 

Speaker  Kopetzky  : They  have  been  received 
and  will  be  assigned.  This  year  under  the  new 
set-up  it  was  necessary  for  the  Speaker,  so  that 
we  can  expeditiously  handle  matters,  to  take 
these  reports  and  subdivide  them  rather  than 
send  them  to  one  committee  to  handle  the  whole 
matter  because  the  Council’s  report  covers  a 
multitude  of  topics,  each  of  which  comes  in  a 
special  field,  and  each  of  which  should  be 
reported  on  by  a committee  that  makes  it  its 
special  study.  Therefore,  the  Speaker  is  refer- 
ring these  as  follows,  and  if  you  will  take  your 
Annual  Reports,  you  can  check  them. 
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(The  Speaker  then  read  out  the  assignments 
which  he  had  made  for  the  Reference  Commit- 
tees on  the  various  reports  with  particular  atten- 
tion to  the  distribution  of  the  numbered  topics  in 
the  Council  Report,  as  indicated  under  the  titles 
of  the  Reference  Committees  in  Section  4 — 
Secretary) . 

Speaker  Kopetzky:  Topic  No.  20  of  the 
Council  Report,  “Amendments  to  the  By-Laws,” 
which  the  Council  has  submitted  will  come  on 
the.  floor  of  the  House  at  its  next  session  in 
1939. 

The  supplementary  reports  that  are  at  hand 
are  referred  as  follows : The  Supplementary  Re- 
port of  the  Council  on  “Report  of  the  Detroit 
Plan  of  Tuberculosis  Case  Finding,”  to  Council 
Committee  No.  II ; Supplementary  Report  on 
“Directory  Frequency,”  to  Council  Committee 
No.  Ill;  the  Trustees  have  handed  in  a supple- 
mentary report,  and  their  recommendations  Nos. 
1 and  2 also  go  to  Council  Committee  No.  Ill ; 
the  rest  of  the  Trustees’  report  goes  to  Refer- 
ence Committee  on  the  Reports  of  the  Treasurer 
and  Trustees;  there  are  three  sections,  “B”,  “I” 
and  “J”  of  the  report  of  the  Council  that  go 
to  Council  Committee  No.  IV ; Dr.  Mott  just 
spoke  of  an  appendix  that  he  was  incorporat- 
ing in  his  report,  and  that  is  sent,  and  hereby 
referred  to  Council  Committee  No.  VI ; there 
is  a supplementary  Report  from  the  Council  on 
a “Proposed  Plan  for  County  Society  Study  of 
Medical  Care,”  caption  “H”,  and  that  goes  to 
Council  Committee  No.  VI.  There  is  a supple- 
mentary report  from  the  Council,  on  the  “Deaf 
and  Hard  of  Hearing,”  caption  “D”,  and  that  is 
referred  to  Council  Committee  No.  I.  There  is 
a supplementary  report  from  the  Council  on  a 
Section  or  Session  on  Gastroenterology,  caption 
“G”,  and  that  is  hereby  referred  to  Council  Com- 
mittee No.  VIII.  The  supplementary  Report 
of  the  Treasurer  and  the  financial  portion  of  the 
Board  of  Trustees’  report,  as  well  as  Recommen- 
dations 3,  4 and  5,  are  referred  to  the  Commit- 
tee on  Reports  of  Treasurer  and  Trustees;  the 
supplementary  report  on  “Malpractice  Insur- 
ance,” caption  “F”  is  hereby  referred  to  the 
Committee  on  Report  of  Legal  Counsel.  There 
is  a supplementary  report  captioned  “C”,  “Dis- 
trict Branch  Executive  Committee  Meetings — 
Report  of  Executive  Officer,”  and  that  will  go  to 
the  Committee  headed  by  Dr.  Van  Kleeck,  “Re- 
ports of  Secretary,  Censors  and  District 
Branches.” 

Secretary  Irving:  There  are  two  more  sup- 
plementary reports. 

Speaker  Kopetzky  : I am  informed  that  Dr. 
Cottis  has  a supplementary  report  from  the 
Board  of  Trustees.  The  Chair  recognizes  Dr. 
Cottis.  It  has  been  printed. 

Dr.  George  W.  Cottis  : Is  anything  more  nec- 
essary than  to  have  it  printed? 

Speaker  Kopetzky  : It  is  assigned  to  the 
Reference  Committee  on  Report  of  the  Board 
of  Trustees. 

I understand  the  Treasurer  has  a supplemen- 
tary report. 

Dr.  George  W.  Kosmak  : That  has  been  mim- 
eographed and  distributed  to  all  of  the  members 
of  the  House  of  Delegates. 

Speaker  Kopetzky  : It  is  referred  to  the  Ref- 
erence Committee  on  the  Treasurer’s  Report. 


Recommendations  1 and  2,  of  the  Supplemen- 
tary Report  of  the  Trustees,  as  previously  an- 
nounced, is  referred  to  Reference  Committee  on 
the  Report  of  the  Council  No.  Ill ; and  the 
financial  portion  and  Recommendations  Nos.  3, 
4 and  5,  to  the  Reference  Committee  on 
Reports  of  Treasurer  and  Trustees.  That 
straightens  that  out. 

5.  Introduction  of  Guest 

We  have  in  the  room  here  this  morning  a 
very  distinguished  guest  who  comes  from  over- 
seas. He  is  visiting  these  United  States,  and 
is  our  guest  speaker.  I have  seen  the  quality  of 
his  presentation  in  a special  field.  I would  ask 
Dr.  Chas.  Gordon  Heyd  to  escort  Mr.  Victor  E. 
Negus  of  London  to  the  platform,  so  that  we 
may  greet  him  officially. 

The  delegates  applauded  as  Dr.  Chas.  Gordon 
Heyd  escorted  Mr.  Victor  E.  Negus  to  the 
platform. 

Mr.  Victor  E.  Negus  : It  is  the  very  greatest 
of  honor  to  me,  Mr.  President  and  Gentlemen, 
to  be  here  today.  I can  assure  you  that  I 
appreciate  your  kindness  very  much  indeed.  I 
have  been  at  meetings  at  Atlantic  City  of  the 
Laryngological  and  Otological  Societies,  and  I 
have  been  deeply  impressed  with  the  kindness 
that  I have  received  at  all  hands.  I have  always 
been  proud  of  being  a member  of  the  medical 
profession,  but  when  I see  the  kindness  and 
mutual  help  that  are  displayed  in  this  country 
towards  our  rather  distressed  country,  it  makes 
me  still  more  proud  to  be  a member  of  this 
profession.  Thank  you  very  much  indeed ! 

6.  Address  of  the  President 

Section  63 

Speaker  Kopetzky  : I am  going  to  ask  Dr. 
Trick  and  Dr.  Fisher  to  escort  the  President  to 
the  platform. 

The  delegates  arose  and  applauded  as  Drs. 
Trick  and  Fisher  escorted  President  Goodrich  to 
the  platform. 

Speaker  Kopetzky  : This  gentleman  needs  no 
introduction  anywhere  in  the  State  of  New 
York.  He  will  present  what  he  pleases,  but 
particularly  his  address. 

President  Goodrich  : My  address,  ladies  and 
gentlemen,  will  take  the  form  of  a ver}'  brief 
supplementary  report  to  that  report  which  was 
published  in  the  Journal  of  April  1. 

I want  to  say  I thank  you  for  the  cordial 
welcome,  and  I hope  that  you  will  find  this 
meeting  throughout  a very  helpful  and  a very 
inspiring  affair. 

In  my  previous  and  published  report  there 
was  a serious  omission.  The  value  of  Dr. 
Joseph  Lawrence  in  our  legislative  work  is  well 
understood.  Your  President  wished  to  especially 
commend  Dr.  Lawrence  for  the  thoughtful  and 
energetic  competency  with  which  he  assisted  in 
the  direction  of  the  District  Branch  meetings 
during  the  year.  He  was  helpful  in  arranging 
dates,  in  suggesting  types  of  programs,  many 
of  which  were  original,  and  in  assuring  the  pro- 
vision of  every  detail  which  made  possible  not 
only  very  successful  meetings  but  all  those 
arrangements  which  contribute  so  much  to  the 
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facility  and  enjoyment  of  the  visting  officers.  We 
presume  that  this  service  has  been  exceedingly 
satisfactory  before.  It  is  only  just  that  I 
should  carry  over  to  you  the  satisfaction  with 
which  your  President  observed  the  consistent 
energized  ability  of  Dr.  Lawrence.  The  omis- 
sion of  this  expression  in  the  Annual  Report  was 
due  to  an  official  slip  in  preparing  the  final 
copy  of  our  previous  report. 

Since  the  President’s  Annual  Report  was 
rendered  to  the  Society,  two  expected  events 
have  happened  in  the  legislative  houses  of  our 
country : The  United  States  Senate  has  passed 
a bill  under  the  aegis  of  Senator  Wagner  for 
the  investigation  of  provision  of  health  and 
medical  care  for  the  people  of  the  United 
States.  The  appropriation  is  $50,000.  In  the 
New  York  State  Assembly,  Robert  Wagner,  Jr. 
introduced  a bill  for  the  study  of  State  condi- 
tions of  health  and  medical  care  and  this  bill 
passed  by  both  houses  has  recently  been  signed 
by  the  Governor.  The  appropriation  in  this  case 
is  $15,000.  These  two  actions  were  prophesied 
and  expected  at  the  time  of  the  writing  of  the 
President’s  Annual  Report.  Therefore,  the  re- 
newal of  the  conflict  between  the  enemies  of 
modern  medicine  and  medical  organizations  will 
test  our  every  effort  and  resource  in  the  imme- 
diate future.  Hence  your  President’s  recom- 
mendation for  an  increase  in  dues  and  the 
appointment  of  a liaison  officer  of  extraordinary 
knowledge  and  ability.  We  must  have  the 
means  and  the  command  of  abilities  with  which 
to  engage  competently  and  confidently  in  the 
defense  of  what  is  right  or  we  must  lay  meekly 
and  weakly  down  and  let  wrong  prevail. 

At  the  Annual  Convention  of  the  American 
College  of  Physicians,  the  President  of  that 
organization  saw  fit  to  launch  some  polemic 
phrases  which  the  newspapers  interpreted  as 
signifying  a great  conflict  within  the  ranks  of 
organized  medicine.  The  Council  of  the  organ- 
ization prepared  an  announcement  in  which  they 
declared  the  views  expressed  were  not  the 
opinions  of  the  College  and  to  this  President 
Means  cheerfully  subscribed  his  name.  If  any 
of  our  membership  saw  only  the  first  newspaper 
reports,  it  is  wise  for  them  to  take  cognizance 
of  the  fact  that  the  organization  disclaimed  any 
responsibility  for  the  views  contained  in  the 
President’s  address.  It  is  well  for  all  officers  in 
organized  medicine  to  be  cautious  and  be  on 
solid  ground  before  they  make  expressions  of 
personal  opinion  in  public  that  may  be  in- 
terpreted as  opinions  of  the  organization. 

Since  the  Annual  Report  was  furnished  we 
have  received  from  the  American  Medical  Asso- 
ciation a request  for  a survey  of  medical  care 
furnished  in  each  County  of  our  State — a part 
of  a nation-wide  survey.  The  report  of  the 
special  committee  of  the  Council  is  included  in 
the  Supplementary  Report  of  that  body.  Your 
President  recommends  that  every  possible  effort 
be  made  to  cooperate  with  the  national  organ- 
ization in  this  admirable  work,  details  of  which 
must  be  managed  by  some  specially  designated 
persons  at  headquarters. 

Your  President  wishes  to  thank  the  District 
Branches  and  County  Societies  for  the  invariable 
courtesy  and  cordiality  with  which  he  has  been 
received  upon  all  of  his  visits.  He  regretted 


that  it  was  an  impossibility  physically  to  accept 
all  invitations.  Had  it  been  feasible  nothing 
would  have  been  more  heart-warming  than  visit- 
ing all.  I hope  that  we  are  a better  knit  organ- 
ization for  the  year  that  has  passed.  Intimate, 
harmonious,  constructive  thinking  should  be  the 
watchword  of  the  hour.  Any  other  course 
means  great  danger  at  an  extremely  dangerous 
time.  May  we  make  good,  righteous,  helpful 
history  of  medicine  during  this  session! 

Speaker  Kopetzky  : Referred  to  Reference 
Committee  on  Presidential  Address,  Dr.  John 
Bauer,  Chairman. 

7.  Address  of  President-Elect 

Section  64 

Speaker  Kopetzky:  Will  Dr.  Aranow  escort 
the  President-Elect  to  the  platform? 

The  delegates  arose  and  applauded  as  Dr. 
Aranow  escorted  President-Elect  Groat  to  the 
platform. 

Vice-Speaker  Flynn  : May  I introduce  to 
you  Dr.  William  A.  Groat,  President-Elect. 
(Applause). 

President-Elect  Groat:  The  custom  which 
calls  for  a report  from  the  President-Elect  gives 
me  pleasurable  opportunity  to  thank  you,  the 
House  of  Delegates,  for  the  honor  which  you 
have  conferred  upon  me.  It  also  seems  proper 
at  this  time  to  tell  you  as  seriously  as  I may  of 
the  good  intentions  I have  for  fulfilling  the 
forthcoming  obligations  which  acceptance  of  this 
honor  has  imposed. 

From  time  to  time  there  have  been  changes 
in  the  governmental  policies  of  the  Society. 
Over  the  entire  period  of  its  existence,  however, 
certain  general  principles  have  been  secure  re- 
gardless of  changing  conditions.  One  of  the 
most  important  of  these  fundamentals  is  that 
the  House  of  Delegates  is  the  supreme  con- 
trolling body  and  that  the  component  sovereign 
County  Societies  through  their  representatives 
make  up  this,  our  legislative  body.  The  annua1 
meeting  from  the  first  has  been  a combination 
of  scientific  attainment,  business  transaction,  and 
good  fellowship.  These  are  the  things  which 
should  be  preserved  forever. 

One  year  ago  to  the  end  that  the  traditions  of 
the  Society  be  preserved  and  the  business  of  the 
Society,  which  has  increased  so  enormously,  be 
carried  on  as  closely  as  possible  to  the  original 
plan,  yet  as  promptly  and  efficiently  as  the 
growth  of  ideas  seems  to  demand,  a new  con- 
stitution and  by-laws  was  adopted  by  you.  We 
are  greatly  indebted  to  the  committee  which  so 
carefully  studied  the  governmental  practices  of 
the  past  and  formulated  policies  suited  to  the 
tempo  of  the  present.  In  operation  now  not 
yet  one  year,  the  plan  has  functioned  and  has 
shown  its  possibilities  for  orderly  government. 
Certain  minor  defects  may  have  appeared  as 
might  be  expected  in  an  instrument  of  this 
kind.  It  would  be  strange  indeed  to  believe  that 
a new  setup  could  reach  its  full  effectiveness  and 
that  there  could  be  extracted  from  it  all  possible 
benefits  in  these  few  months.  To  have  had  that 
expectation  would  have  been  presumptuous  in- 
deed. Therefore,  pointing  out  to  you  the  atten- 
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tion  which  must  be  given  and  the  spirited  co- 
operation which  must  be  engendered  to  fully 
consolidate  the  advantages  obtainable  through 
this  fine  instrument,  must  not  be  considered 
criticism  of  the  manner  in  which  the  introduction 
of  it  has  progressed  during  this  short  period. 

The  particular  things  which  were  hoped  for 
from  the  start — reached  for  by  all  and  not  yet 
fully  obtained — are  (1)  a stronger  and  more 
positive  financial  control ; (2)  simplification  of 
committee  assignments  to  avoid  unnecessary 
overlapping  and  duplication;  (3)  expeditious  dis- 
patch of  the  business  of  the  Society  by  the 
Council ; (4)  clearer  definition  of  the  part  which 
the  Board  of  Trustees  should  play  in  financial 
policies. 

A definition  of  the  duties  of  each  of  our 
full-time  officers  and  employees  and  the  building 
of  precedents  which  shall  govern  their  actions 
and  their  interrelations  are  essential  in  final 
detail. 

There  is  nothing  elaborate  about  this  program. 
It  is  merely  a continuation  of  what  has  been 
going  on  during  the  past  year.  It  is  not  the 
intent  of  the  new  constitution  that  the  President 
of  the  Society  shall  dominate  its  activities.  That 
is  a function  reserved  to  you,  the  House  of 
Delegates,  during  your  session;  and,  during  the 
interim,  to  the  Council,  each  member  of  which 
is  elected  by  you.  It  is  the  Council,  a reason- 
ably small,  compact  body,  which  must  learn, 
understand  and  develop  its  own  duties  and  learn 
to  accomplish  its  work  expeditiously  in  ac- 
cordance with  present-day  business  standards. 
With  the  staggered  terms  of  office  for  council- 
lors, an  informed  nucleus  should  be  preserved 
in  this,  the  controlling  body,  in  the  interval 
between  the  meetings  of  the  House  of  Delegates. 
It  is  to  these  experienced  councillors  and  newly 
elected  members  added  each  year  that  we  must 
look  for  the  maintenance  of  a government  which 
is  continuous,  has  general  broad  policies  capable 
of  normal  conservative  growth,  and  a business 
control  which  shall  have  the  firmness  and 
resiliency  which  only  a durable,  elastic  body  can 
develop. 

It  seems  clear  that  no  immediate  governmental 
changes  are  necessary,  and  that  no  special 
authorities  need  be  given.  In  my  opinion  the 
new  constitution  and  by-laws  set  up  all  the 
machinery,  grant  all  the  authority,  and  assume 
all  the  prestige  necessary  for  specific  accomplish- 
ments. The  complete  divorcement  of  the  Board 
of  Trustees  from  the  Council  to  sit  as  a wholly 
separate  appropriating  and  financial  agency  pos- 
sessing only  veto  power  on  all  appropriations  of 
money,  is  workable  but  undesirable.  It  is  my 
opinion  that  through  precept,  precedent,  and 
assignment,  it  may  be  established  that  the  Board 
of  Trustees  also  may  have  voice  in  the  creating 
of  financial  policies  and  in  the  rejecting  of 
impractical  ideas  for  the  expenditure  of  money 
at  their  inception.  I,  therefore,  pledge  you 
strict  attention  to  the  business  of  the  Society 
during  the  term  of  office  as  presiding  officer  of 
the  Council  so  soon  to  begin.  The  times  de- 
mand the  elimination  of  waste.  It  shall  be  an 
important  duty  to  conserve  our  resources,  give 
tangible  return  for  monies  expended,  and  in- 
crease rather  than  diminish  ponderable  values  to 
be  distributed  equitably  to  our  members. 


Speaker  Kopetzky:  That  will  be  referred  to 
the  same  Reference  Committee  on  Presidential 
Addresses,  Dr.  John  Bauer,  Chairman. 

8.  Supplementary  Report  on  Workmen’s 

Compensation 

Section  55 

Dr.  David  J.  Kaliski,  New  York:  I wish  to 
make  this  supplementary  report  which  has  not 
been  distributed — on  behalf  of  the  Workmen’s 
Compensation  Committee  of  the  Council.  Under 
date  of  May  4,  1938,  the  following  communica- 
tion was  received  from  Elmer  F.  Andrews, 
Industrial  Commissioner  of  the  Department  of 
Labor  of  the  State  of  New  York: 

“Pursuant  to  Section  13,  Chapters  258  and 
930  of  the  Laws  of  1935  amending  the  Work- 
men’s Compensation  Law,  and  as  a result  of 
committee  meetings  and  public  hearings,  I pre- 
pared and  established  a minimum  medical  fee 
schedule  for  medical  treatment  and  care  of 
injured  employees  under  the  Workmen’s  Com- 
pensation Law  applying  to  the  Metropolitan 
District  of  New  York  City  effective  May  1st, 
1936. 

“Since  then  special  committees  have  been 
appointed  to  secure  and  give  careful  study  to 
data  and  information  on  the  prevailing  rate  of 
fees  paid  for  medical  treatment  and  care  ren- 
dered to  injured  employees  in  the  upstate  area. 

“As  a result  of  evidence  submitted  at  public 
hearings  held  on  the  upstate  medical  fee  ques- 
tion and  the  special  study  and  careful  considera- 
tion given  to  this  problem  by  the  membership 
of  the  special  committee  appointed  for  that  pur- 
pose and  on  the  recommendation  of  the  Industrial 
Council,  I hereby  rule  and  do  adopt  and  estab- 
lish the  minimum  medical  fee  schedule  now  in 
effect  for  the  Metropolitan  district  of  New  York 
City,  to  apply  to  the  entire  state  effective  May 
15th,  1938.” 

Speaker  Kopetzky  : It  is  referred  to  the  Com- 
mittee having  the  matter  in  charge. 

Dr.  David  J.  Kaliski,  New  York:  I would 
like  to  take  this  opportunity  to  congratulate  the 
Industrial  Commissioner,  and  to  thank  the  mem- 
bers of  the  Industrial  Council  and  the  members 
of  the  Workmen’s  Compensation  Committee  who 
have  been  so  industrious  in  bringing  the  pre- 
vailing rates  throughout  the  state  to  the  atten- 
tion of  the  Commissioner. 

Speaker  Kopetzky:  At  the  proper  time,  sir, 
it  would  be  perfectly  in  order  for  you  to  make 
a motion  that  proper  letters  or  telegrams  of 
thanks  be  sent ; at  the  present  time,  it  is  not. 

9.  Introduction  of  Delegates  from  other 

State  Medical  Societies 

Speaker  Kopetzky:  It  is  my  pleasure  to 
introduce  the  following  guests,  if  they  are 
present.  I have  been  notified  that  they  have 
been  appointed,  and  if  they  are  present  I shall 
ask  them  to  kindly  arise. 

From  the  Connecticut  State  Medical  Society, 
Drs.  D.  Chester  Brown  and  Stanhope  Bayne- 
Jones ! 

(There  was  no  response.) 
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Speaker  Kopetzky:  Evidently  they  are  not 
, here. 

From  the  Medical  Society  of  New  Jersey, 
Drs.  William  J.  Carrington  and  Thomas  K. 
Lewis ! 

(There  was  no  response.) 

Speaker  Kopetzky  : They  are  not  here. 

Dr.  George  G.  Marshall,  from  the  Vermont 
| State  Medical  Society. 

(There  was  no  response.) 

Speaker  Kopetzky  : In  absentia  I greet  them. 
(Laughter.) 

I am,  however,  definitely  informed  that  there 
is  a guest  here  from  another  state  society  who, 
because  of  some  lack  of  detail,  failed  to  func- 
tion and  give  him  the  necessary  credentials ; 
but  he  is  here,  and  it  is  a particular  pleasure  to 
welcome  him.  Anyone  having  to  do  with 
forestry  knows  that  he  who  does  not  take  care 
of  an  after-growth  is  a very  poor  forester.  We 
have  had  a very  distinguished  man  at  the  head 
of  our  organization  for  the  last  year.  I want 
to  show  you  the  after-growth.  From  Missouri 
there  comes  his  son,  Dr.  Howard  Brant  Good- 
rich. Will  you  rise,  sir?  (Applause) 

Speaker  Kopetzky  : Dr.  Goodrich,  young  as 
he  is,  but  experienced  in  the  teachings  of  his 
father,  is  already  busily  engaged  in  the  affairs  of 
Organized  Medicine.  We  wish  you  luck. 

Are  there  any  other  reports  or  supplementary 
reports  ? 

I recognize  Dr.  Chas.  Gordon  Heyd. 

10.  Executive  Session 

Dr.  Chas.  Gordon  Heyd:  I would  move  you 
that  the  Speaker  declare  the  evening  session 
of  the  House  of  Delegates  that  meets  after  the 
dinner  this  evening  as  an  executive  session,  and 
that  the  Speaker  be  instructed  to  appoint 
marshals  to  see  that  only  duly  accredited  mem- 
bers of  the  House  of  Delegates  are  present. 

The  motion  was  seconded,  and  there  being 
no  discussion,  was  put  to  a vote,  and  was 
unanimously  carried. 

Speaker  Kopetzky  : That  seems  to  me  to  be, 
and  is,  unanimously  carried.  The  Speaker  de- 
clares that  the  session  tonight  shall,  and  is, 
to  be  an  executive  session,  and  he  hereby 
appoints  Drs.  Arthur  J.  Bedell  as  Sergeant-at- 
Arms  or  Marshal,  George  W.  Kosmak,  and 
George  M.  Fisher. 

Is  there  any  other  business  to  come  before  the 
session?  I am  ready  to  receive  resolutions. 

11.  Review  of  State  Society  Expenditures 
for  Last  Five  Years 

Section  58 

Dr.  Edgar  A.  Vander  Veer,  Albany:  I am 
directed  by  the  County  of  Albany  to  present  the 
following  resolutions : 

Whereas,  the  work  of  the  Medical  Society 
of  the  State  of  New  York  has  grown  so  exten- 
sive that  it  has  become  necessary  to  divide  it 
among  committees  with  substantial  budgets ; and 

Whereas,  the  State  Committees  try  to  work 
through  the  respective  County  Committees, 
which  apparently  should  also  have  financial  re- 
sources ; and 


Whereas,  the  County  Societies  have  too 
little  information  available  on  which  to  base 
the  estimate  of  the  budgets  that  should  be 
allowed  to  these  respective  committees ; there- 
fore be  it 

Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  prepare  and  furnish  the 
County  Societies  with  a detailed  statement  of 
the  amounts  budgeted  annually  in  the  last  five 
years  to  the  several  Standing  and  important 
Special  Committees  and  the  detailed  amounts 
expended  by  them  respectively  in  that  time;  be 
it  further 

Resolved,  that  the  President  of  the  State 
Society  be  authorized  and  directed  to  appoint 
a special  committee  of  five  members  to  critically 
review  the  expenditures,  and  detail,  insofar  as 
practical,  the  actual  benefits  accrued  to  our 
membership  in  particular  and  the  public  in 
general  by  the  expenditures  of  these  funds  dur- 
ing the  past  five  years  and  that  the  committee 
be  directed  to  file  its  report  together  with  its 
recommendations  concerning  future  spending 
policies  at  the  next  meeting  of  the  House  of 
Delegates;  be  it  further 

Resolved,  that  the  Board  of  Trustees  of  the 
State  Society  be  directed  to  appropriate  a 
sufficient  sum  to  reasonably  cover  the  cost  of 
this  study. 

Speaker  Kopetzky  : Referred  to  Reference 
Committee  on  New  Business  A. 


12.  Compulsory  and  Voluntary  Health 
Insurance 

Section  53 

Dr.  Edgar  A.  Vander  Veer:  I am  directed 
by  the  County  of  Albany  to  present  another 
resolution,  as  follows : 

Whereas,  the  Medical  Society  of  the  State 
of  New  York  has  always  opposed  the  enactment 
of  any  compulsory  health  insurance  law;  and 
Whereas,  it  is  a recognized  fact  that  most 
states  or  countries  having  compulsory  health 
insurance  began  by  promoting  voluntary  insur- 
ance or  indemnity  schemes ; and 

Whereas,  there  have  been  bills  before  the 
Legislature  providing  for  legislation  that  would 
enable  the  creation  of  compulsory  or  voluntary 
health  and  medical  indemnity  organizations 
under  various  names ; be  it  therefore 
Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  maintain  its  vigorous  opposi- 
tion to  all  types  of  compulsory  and  voluntary 
health  insurance  measures  by  whatever  name 
known  unless  a decision  to  the  contrary  is 
reached  only  in  the  House  of  Delegates  meeting 
in  either  regular  or  special  session. 

Speaker  Kopetzky  : Referred  to  Reference 
Committee  on  New  Business  B. 


13.  Licensing  of  Foreign  Physicians 

Sections  33-35-36 

Dr.  Morris  Maslon,  Warren:  The  resolution 
I am  about  to  introduce  concerns  Licensing  of 
Foreign  Physicians : 

Whereas,  at  this  period  in  the  history  of  our 
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local  and  state  Society,  New  York  State  is  be- 
coming a haven  for  many  foreign  physicians 
whose  place  in  their  native  lands  has  caused 
them  to  come  here;  and 

Whereas,  during  the  past  ten  years  800 
foreign  physicians  have  been  granted  licenses  to 
practice  in  this  state;  and 

Whereas,  our  own  native  physicians  have 
been  required  to  undergo  schooling  and  training 
which  has  become  markedly  more  expensive  dur- 
ing recent  years;  and 

Whereas,  foreign  nations  have  for  years  pro- 
tected the  members  of  their  medical  profession 
from  outside  competition ; therefore  be  it 

Resolved,  that  the  Medical  Society  of  the 
County  of  Warren  now  propose  that  action  be 
taken  by  the  House  of  Delegates  at  the  annual 
meeting  to  direct  the  Medical  Society  of  the 
State  of  New  York  to  sponsor  appropriate  legis- 
lation whereby  qualifications  for  granting  of 
licenses  to  physicians  of  foreign  countries  be 
made  as  rigid  as  those  qualifications  now  in  force 
for  practicing  physicians  of  the  State  of  New 
York;  be  it  further 

Resolved,  that  a copy  of  this  resolution  be 
immediately  forwarded  to  the  Secretary  of  the 
Medical  Society  of  the  State  of  New  York;  and 
be  it  further 

Resolved,  that  the  Delegate  of  the  County 
of  Warren  be  instructed  to  sponsor  or  support  a 
resolution  to  the  above  effect. 

Speaker  Kopetzky  : Reference  Committee 

on  New  Business  C. 

Dr.  J.  F.  Gallo,  Herkimer:  This  concerns 
the  same  subject: 

Whereas,  at  this  period  in  the  history  of  our 
local  and  State  Society,  New  York  is  becom- 
ing a haven  for  many  foreign  physicians  whose 
persecution  in  their  native  lands  has  caused  them 
to  come  here;  and 

Whereas,  during  the  past  ten  years,  at  least 
eight  hundred  foreign  physicians  have  been 
granted  a license  to  practice  in  this  state;  and 

Whereas,  our  own  native  physicians  have 
been  required  to  undergo  schooling  and  training 
which  has  become  markedly  more  expensive  dur- 
ing recent  years ; and 

Whereas,  foreign  nations  have  for  years  pro- 
tected the  members  of  their  medical  profession 
from  outside  competition;  therefore  be  it 

Resolved,  that  the  Medical  Society  of  the 
County  of  Herkimer  now  proposes  that  action 
be  taken  by  the  House  of  Delegates  to  urge 
the  State  authorities  and  the  Board  of  Regents 
to  take  some  definite  action  to  protect  the  prac- 
ticing physicians  of  New  York  State  from  for- 
eign physicians ; and  be  it  further 

Resolved,  that  the  rules  governing  the  grant- 
ing of  a license  to  practice  medicine  to  these  for- 
eign physicians  coming  to  New  York  State  be 
at  least  as  rigid  as  those  rules  which  would 
apply  to  our  own  physicians  should  they  at- 
tempt to  obtain  a license  to  practice  in  the  coun- 
tries from  which  these  men  come. 

I have  been  instructed  by  the  Medical  Society 
of  the  County  of  Herkimer  to  present  that  reso- 
lution. 

Speaker  Kopetzky  : Reference  Committee  on 
New  Business  C. 


Dr.  Frank  Mazzola,  Queens : This  concerns 
the  influx  of  foreign  medical  graduates : 

Whereas,  there  has  been  a large  influx  of 
foreign  medical  graduates  establishing  practices 
in  New  York  State;  and 
Whereas,  these  physicians  are  not  familiar 
with  the  Code  of  Ethics  governing  the  medical 
profession  in  this  State;  and 

Whereas,  a large  number  of  such  physicians 
violate  the  Code  of  Ethics  before  they  are  ad- 
mitted to  Organized  Medicine;  therefore  be  it 
Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  recommend  to  the  State 
Board  of  Medical  Examiners  that  such  physi- 
cians be  given  a copy  of  the  Code  of  Ethics 
when  making  application  to  participate  in  exam- 
inations to  practice  medicine. 

Speaker  Kopetzky  : Reference  Committee  on 
New  Business  C. 

14.  Public  Hearings  of  Medical  Testimony 
under  Workmen’s  Compensation  Law 

Section  48 

Dr.  Clarence  V.  Costello,  Monroe:  I have 
two  resolutions  from  the  Medical  Society  of 
the  County  of  Monroe. 

The  first  is  regarding  the  amending  of  the 
rules  of  medical  testimony  of  hearings  admin- 
istered by  State  Department  of  Labor : 
Whereas,  under  the  rules  of  the  Workmen’s 
Compensation  Law,  administered  by  the  De- 
partment of  Labor  of  the  State  of  New  York, 
it  is  required  that  all  hearings,  including  lay 
as  well  as  medical  testimony,  be  held  in  public 
and  in  the  hearing  and  presence  of  the  claim- 
ant and  others ; and 

Whereas,  physicians  having  to  testify  neces- 
sarily have  to  be  descriptive  of  the  patient’s 
illness  or  accident,  and  factors  leading  up  to 
the  same ; and 

Whereas,  the  medical  profession  recognizes 
most  acutely  the  destructive  influence  of  such 
testimony  on  the  patient  and  other  witnesses 
at  such  hearings ; be  it 

Resolved:  On  the  recommendation  of  the 

Committee  on  Nervous  and  Mental  Diseases 
that  the  Medical  Society  of  the  County  of  Mon- 
roe request  the  Medical  Society  of  the  State 
of  New  York  to  petition  the  Department  of 
Labor  of  the  State  of  New  York,  to  amend  its 
rules  of  procedure  so  that  all  medical  testimony 
be  held  only  in  the  presence  of  the  referee,  the 
claimant,  and  the  legal  representatives  of  the 
claimant  and  carrier,  and  that  no  attorneys,  or 
insurance  adjusters,  other  than  those  involved 
in  the  case,  should  be  present ; and  be  it  further 
Resolved,  that  a copy  of  this  resolution  be 
sent  to  the  House  of  Delegates  of  the  Medical 
Society  of  the  State  of  New  York. 

That  has  been  adopted  by  the  Committee  on 
Mental  and  Nervous  Diseases,  November  30, 
1937 ; Approved  by  Public  Health  Committee, 
December  8,  1937 ; Approved  by  Comitia 

Minora,  December  20,  1937 ; and  Approved  by 
Medical  Society  of  the  County  of  Monroe  on 
December  21,  1937. 

Speaker  Kopetzky  : Reference  Committee  on 
New  Business  B. 
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15.  Ex  - Mental  Hospital  Patients  — a 
Menace  as  Automobile  Drivers 

Sections  49-62 

Dr.  Clarence  V.  Costello  : This  concerns 

the  menace  of  ex- state  mental  hospital  patients 
as  automobile  drivers : 

Whereas,  in  the  State  of  New  York,  there 
are  annually  admitted  to  the  State  Mental  Hos- 
pitals approximately  fifteen  thousand  patients ; 
and  forty-five  per  cent  of  these  are  discharged 
or  paroled ; and 

Whereas,  a large  number  of  those  discharged 
or  paroled  are  automobile  drivers,  many  of 
whom  are  a potential  menace;  be  it 

Resolved,  on  the  recommendation  of  the  Com- 
mittee on  Nervous  and  Mental  Diseases  that  the 
Medical  Society  of  the  County  of  Monroe  urge 
that  some  measure  be  had  requiring  the  notifi- 
cation to  the  Motor  Vehicle  Bureau,  of  all 
patients  discharged  or  paroled  from  State  and 
Private  Mental  Hospitals  in  the  State  of  New 
York,  so  that  appropriate  action  may  be  taken 
by  the  Motor  Vehicle  Bureau;  and  be  it  further 

Resolved,  that  a copy  of  this  resolution  be 
sent  to  the  Council  of  the  Medical  Society  of  the 
State  of  New  York. 

That  was  adopted  by  the  Committee  on  Mental 
and  Nervous  Diseases,  November  30,  1937 ; 
approved  by  Public  Health  Committee,  Decem- 
ber 8,  1937 ; approved  by  Comitia  Minora,  Decem- 
ber 20,  1937 ; approved  by  Medical  Society  of 
the  County  of  Monroe,  December  21,  1937. 

Speaker  Kopetzky  : Reference  Committee  on 
New  Business  B. 

16.  Medical  Advisory  Committee  to  the 

State  Wagner  Act  Commission 

Section  56 

Dr.  George  Baehr,  New  York ; I have  a 
resolution  to  present: 

Whereas,  the  Wagner  Act  includes  only  one 
physician  on  a Commission  of  thirteen  members 
which  is  to  survey  and  make  recommendations 
concerning  medical  care  for  the  people  of  the 
State  of  New  York;  be  it  hereby 

Resolved,  that  the  Medical  Society  of  the  State 
of  New  York  respectfully  request  His  Excel- 
lency, the  Governor,  to  designate  a medical  com- 
mittee of  distinguished  physicians  to  act  in  an 
advisory  capacity  to  the  Commission;  and  be  it 
further 

Resolved,  that  in  making  this  request,  the 
Society  call  attention  to  the  effective  work  of 
the  former  Governor’s  Committee  on  the  Medical 
Abuses  of  the  Workmen’s  Compensation  Act, 
whose  findings  and  recommendations  resulted  in 
widespread  corrective  changes  in  the  medical 
provisions  of  this  law. 

Speaker  Kopetzky  : Reference  Committee  on 
New  Business  A. 

17.  Statement  of  Public  Policy  for  Co- 
operation with  Official  and  Voluntary  Lay 
Agencies  for  Provision  of  Medical  Care 

Section  52 

Dr.  Merwin  E.  Marsland,  Westchester:  I 
have  two  resolutions  to  present.  The  first  is : 


Resolved,  that  the  following  statement  of  pub- 
lic policy  be  hereby  adopted  and  expressed  by 
the  Medical  Society  of  the  State  of  New  York, 
and  recommended  to  the  American  Medical 
Association,  to  the  end  that  the  American 
medical  profession,  through  its  duly  constituted 
and  recognized  organization,  may  commit  itself 
to  a logical,  affirmative  and  progressive  policy 
through  which  it  may  proceed,  in  cooperation 
with  official  and  voluntary  lay  agencies 
throughout  the  nation,  to  the  provision  of  good 
medical  care  to  every  deserving  citizen  of  the 
United  States. 

Statement  of  Four  Principles 

1.  We  believe  and  assert  that  good  medical 
care  can  be  made  available  to  the  poor  and  to 
persons  in  the  lower  income  classes,  through 
more  rational  economic  arrangements  than  have 
yet  been  developed,  and  under  the  same  condi- 
tions of  freedom  and  privacy  as  obtained  for 
their  more  fortunate  self-sustaining  neighbors; 

2.  We  submit  that  the  medical  profession  has 
no  valid  objection  to,  but  should  endorse  and 
encourage,  the  establishment  of  experimental 
programs  of  mutual  or  public  assistance  designed 
to  aid  such  people  in  obtaining  the  benefits  of 
good  medical  care,  without  resort  to  medical 
charity,  provided  only  that  in  the  administration 
of  such  programs,  the  function  of  the  lay 
agencies  involved  must  be  limited  and  confined 
to  the  economic  and  financial  aspects  of  the 
programs ; 

3.  We  submit  that  the  medical  profession  must 
and  should  insist,  in  the  public  interest,  that  the 
medical  and  professional  aspects  of  any  and 
all  such  programs  shall  be  administered,  con- 
trolled, evaluated  and  operated  under  the  re- 
sponsibility of  the  organized  medical  profession, 
entirely  free  of  political  interference  or  lay 
dictation ; 

4.  We  submit  that  wherever  any  such  plan 
of  mutual  or  public  assistance  may  be  proposed, 
the  approval  and  cooperation  of  the  organized 
medical  profession  should  be  anticipated,  pro- 
vided that  this  clear  and  logical  division  of 
function  and  responsibility  between  the  economic 
and  the  professional  aspects  is  observed  and 
properly  implemented  in  the  legislation  under 
which  the  plan  is  to  be  established,  or  the 
articles  of  agreement  under  which  the  parties 
to  the  program  propose  to  operate,  and  pro- 
vided further  that  such  plan  is  adapted  to 
the  local  conditions  of  the  community  to  which 
it  is  intended  to  be  applied. 

In  summary  we  submit  that : 

1.  Organized  medicine  should  favor  such 
programs  as  will  make  good  medical  care  more 
available  than  at  present — by  improved  economic 
arrangements. 

2.  Lay  agencies  must  confine  their  functions 
to  the  non-medical  aspects  of  any  plans  for 
that  purpose. 

3.  The  medical  aspects  of  such  plans  must 
be  absolutely  and  solely  in  the  hands  of  the 
organized  medical  profession. 

4.  These  two  functions  must  be  kept  clearly 
inviolate  and  the  status  of  the  organized  medical 
profession  firmly  established  by  suitable  legis- 
lation. 
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Speaker  Kopetzky  : Pardon  me,  but  what 

is  your  resolution? 

Dr.  Marsland:  Resolved,  that  the  following 
statement  of  public  policy  be  hereby  adopted 
and  expressed  by  the  Medical  Society  of  the 
State  of  New  York,  and  recommended  to  the 
American  Medical  Association,  to  the  end  that 
the  American  medical  profession,  through  its 
duly  constituted  and  recognized  organization, 
may  commit  itself  to  a logical,  affirmative  and 
progressive  policy  through  which  it  may  pro- 
ceed, in  cooperation  with  official  and  voluntary 
lay  agencies  throughout  the  nation,  to  the  pro- 
vision of  good  medical  care  to  every  deserving 
citizen  of  the  United  States. 

Speaker  Kopetzky:  It  was  just  a rather 

unique  way  of  putting  a resolution  in  parlia- 
mentary form.  Pardon  my  ignorance  for  ques- 
tioning it.  Referred  to  Reference  Committee 
on  New  Business  B. 

18.  Basic  Principles  for  Permanent  Pro- 
gram of  State  Medical  Welfare  Service 

Section  57 

Dr.  Marsland  : I have  another  one : 

Whereas,  the  State  Department  of  Social 
Welfare  is  reported  to  be  considering  a general 
revision  of  the  rules  and  regulations  pertaining 
to  medical  welfare  service  throughout  the  State ; 
and 

Whereas,  a committee  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  is 
reported  to  be  conferring  with  the  State  Depart- 
ment of  Social  Welfare,  with  a view  to  “Formu- 
lation of  rules  satisfactory  to  both  the  Depart- 
ment and  the  Profession;”  now  therefore,  be  it 

Resolved,  by  the  Medical  Society  of  the  State 
of  New  York,  for  the  information  and  guidance 
both  of  its  own  representatives  and  the  State 
Department  of  Social  Welfare,  that  it  is  the 
sense  of  this  Society  that  any  permanent  pro- 
gram of  medical  welfare  service,  to  be  satisfac- 
tory and  acceptable  to  the  medical  profession 
of  this  State,  must  conform  with  the  following 
general  stipulations : 

(1)  The  medical  aspects  of  medical  welfare 
service  should  be  placed  under  the  effective 
control  and  supervision  of  the  organized  medical 
profession,  in  somewhat  the  same  manner  as  the 
medical  aspects  of  Workmen’s  Compensation 
Service  are  controlled  and  supervised. 

(2)  The  participation  of  the  entire  profession 
in  medical  welfare  service  should  be  encouraged 
by  minimizing  the  red  tape  and  onerous  regu- 
lations and  by  a policy  of  reimbursing  local  wel- 
fare officers  on  the  basis  of  local  fee  schedules 
in  accordance  with  the  prevailing  minimum 
fees  in  their  localities  as  determined  by  confer- 
ence between  the  local  welfare  officers  and  the 
local  county  medical  society. 

(3)  The  welfare  patient  should  be  given  ef- 
fective free  choice  of  physician,  under  the  same 
protective  limitations  as  are  provided  for  the 
injured  workmen  under  the  "VVorkmen’s  Com- 
pensation Law. 

(4)  The  provision  of  medical  welfare  service 
by  local  governments  through  county,  city  or 
town  physicians  serving  under  contract  should 


be  actively  discouraged  and  disapproved  as  a 
policy. 

(5)  Provision  should  be  made  and  standards 
of  eligibility  established  according  to  which 
needed  medical  care  would  be  furnished  for 
indigent  and  near-indigent  families  not  other- 
wise eligible  for  material  relief. 

(6)  The  routine  use  of  clinics  by  public  wel- 
fare authorities,  thus  avoiding  payment  of  fees 
to  private  physicians,  should  be  stringently 
limited,  and  made  subject  to  medical  considera- 
tion rather  than  economic  considerations. 

Speaker  Kopetzky  : Reference  Committee  on 
New  Business  A. 

19.  Amendment  to  Constitution  and  By- 
Laws 

(Component  County  Society  Delegates) 

Speaker  Kopetzky:  Gentlemen,  there  is  on 
the  desk  an  amendment  to  the  Constitution 
which  was  presented  last  year,  published  once, 
and  now  legally  before  you.  The  Secretary 
will  read  it. 

Secretary  Irving:  Re:  Component  County 

Society  Delegates : This  was  introduced  on 

May  25,  1937,  and  is  taken  from  the  minutes : 

“The  Speaker:  We  have  the  following 

resolution : 

“Whereas,  the  Constitution  and  By-Laws  pro- 
vide that  each  component  county  society  shall 
be  entitled  to  elect  as  many  delegates  as  there 
shall  be  assembly  districts  in  such  county  at  the 
time  of  election,  and 

“Whereas,  such  representation  is  supposed  to 
be  based  on  population  but  in  fact  is  not  so 
based  because  of  the  failure  of  the  State  Leg- 
islature to  make  reapportionment ; and 

“Whereas,  this  Society  should  and  can  do 
away  with  political  boundaries  within  the  coun- 
ties as  far  as  it  affects  this  body, 

" Therefore , be  it  resolved,  that  each  compo- 
nent county  Society  shall  be  entitled  to  elect  at 
least  one  delegate,  and  one  additional  delegate 
for  each  100,000  population  as  determined  by 
the  last  United  States  census. 

“Dr.  Krakow,  Bronx:  May  I move  the  fol- 
lowing substitution  as  an  amendment : 

“Each  component  county  society  shall  be  en- 
titled to  elect  one  delegate  for  each  100  mem- 
bers in  such  county  at  the  time  of  election,  but 
each  component  county  society  shall  be  entitled 
to  elect  at  least  one  delegate.  A component 
society  representing  by  its  name  more  than  one 
county  shall  be  entitled  to  a number  of  dele- 
gates proportionate  to  its  combined  membership 
at  the  rate  of  one  delegate  for  one  hundred 
members.” 

Speaker  Kopetzky  : The  pending  question  is 
the  adoption  of  this  amendment  to  the  by-laws. 
What  is  your  pleasure?  This  proposes  an  en- 
tire change  in  the  House  of  Delegates,  a differ- 
ent way  of  electing  the  delegates  by  popular 
concern  called  proportionate  representation. 

Dr.  Frank  L.  Sullivan,  Schenectady:  I 
would  like  to  ask  a question.  This  amendment 
as  read,  does  that  mean  one  delegate  for  each 
109,  and  one  extra  delegate  for  each  part  of 
100  members  thereafter? 

Speaker  Kopetzky:  Yes,  sir. 
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Dr.  Arthur  J.  Bedell,  Albany:  I move  you, 
sir,  that  we  disapprove  of  the  suggested  change. 

Speaker  Kopetzky:  Would  it  not  be  better, 
Dr.  Bedell,  if  the  House  concurs,  that  a motion 
for  the  adoption  of  such  change  be  defeated;  in 
other  words,  affirmative  action  is  better  than 
a negative  one. 

Dr.  Bedell  : I accept  your  words. 

Dr.  J.  Richard  Kevin,  Kings:  This  appar- 
ently has  escaped  my  vision.  I little  dreamed 
that  this  would  come  up  again.  For  years 
New  York  has  been  trying  to  get  this  through. 
When  I say  “trying”  I mean  has  made  efforts 
to  get  it  through.  I was  delegated  as  a delegate 
from  Kings  County  to  meet  and  obstruct  it. 
And  why?  Because  if  this  passes,  there  is  no 
use  of  bringing  you  men  here  from  upstate. 
Kings  and  Manhattan  will  do  the  job  for  you. 

Speaker  Kopetzky  : Dr.  Kevin,  the  Speaker 
does  not  like  to  interupt  your  flow  of  oratory, 
but  there  is  no  use  shooting  at  dead  men.  This 
resolution  was  not  introduced  by  New  York 
County. 

Dr.  Kevin  : I did  not  say  it  was,  but  I said 
New  York  County  for  years  tried  to  get  it 
through.  New  York  County  has  presented 
this  year  after  year.  It  first  started  about  fif- 
teen years  ago.  We  always  have  thought  it 
was  an  injustice  to  have  any  one  section  or  any 
one  large  area  do  all  of  our  legislating  for  us. 
If  Kings  and  New  York  Counties  can  do  it 
all  why  should  the  upstaters  come  down  here 
and  take  part  in  this  House  of  Delegates?  I 
believe,  sir,,  we  should  stick  to  the  old  theory. 
We  were  given  this  privilege  by  the  Legislature 
years  ago  when  we  started.  Our  fathers  will 
turn  over  in  their  graves  if  you  change  this. 
Why?  Because  it  represents  every  county 
as  it  is  now,  without  the  fear  of  the  larger 
cities  controlling.  I am  against  the  thing. 

Dr.  Floyd  S.  Winslow,  Monroe:  That  mo- 
tion was  not  seconded,  was  it? 

Speaker  Kopetzky:  If  it  has  not  been  sec- 

onded, the  motion  as  I understood  it  was  on 
the  adoption  of  the  defeat  of  these  amend- 
ments to  the  Constitution. 

Dr.  Winslow:  Dr.  Bedell  made  the  motion 
that  the  House  of  Delegates  disapprove  of  the 
change.  In  order  to  keep  Dr.  Kevin’s  ances- 
tors from  turning  over  in  their  graves,  and 
seconding  the  sentiments  of  the  delegate  from 
Albany  who  believes  in  thoughts  and  not  words, 
I second  the  motion. 

Speaker  Kopetzky  : The  point  is  this  : The 
resolutions  amending  the  Constitution  were  in- 
troduced last  year.  A motion  was  made  that 
this  House  disapprove  of  them.  You  may  vote 
to  disapprove  of  them,  but  you  will  have  to 
defeat  these  resolutions  before  you  dispose  of 
them.  The  Chair  suggested  that  you  deal 
with  the  resolutions,  and  if  you  do  not  like 
them,  defeat  them. 

Dr.  Bedell:  But  I most  graciously  accepted 
your  rewording,  and  I therefore  ask  the  stenog- 
rapher to  read  the  motion  as  I accepted  it. 

The  reporter  read  back  Dr.  Bedell’s  original 
motion,  the  Speaker’s  comment  thereon,  and 
Dr.  Winslow’s  second. 

Speaker  Kopetzky  : The  question  before 

the  House  is  on  the  adoption  of  the  resolutions 
as  presented,  what  is  your  pleasure? 


Dr.  Walter  D.  Ludlum,  Kings:  What  does 
the  resolution  provide  for? 

Secretary  Irving  re-read  the  resolutions  and 
the  substituted  amendment. 

Dr.  Ludlum:  I move  that  this  resolution  be 

deferred  to  a session  of  the  House  after  indi- 
vidual roll  call  has  been  had. 

The  motion  was  seconded. 

Speaker  Kopetzky  : A privileged  motion  to 

defer  action  until  what  time,  sir? 

Dr.  Ludlum  : After  the  individual  roll  call 

has  taken  place. 

Speaker  Kopetzky:  Until  after  the  indi- 

vidual roll  call  has  taken  place. 

The  motion  was  put  to  an  “aye”  and  “nay” 
vote  and  as  the  Chair  was  in  doubt  it  was  put 
to  a rising  vote,  and  declared  lost. 

Speaker  Kopetzky  : The  question  is  now 

on  the  adoption  of  the  resolutions. 

There  being  no  further  discussion,  the  motion 
was  put  to  a vote,  and  was  lost. 

Speaker  Kopetzky  : The  resolution  as  pre- 

sented a year  ago  is  lost. 

20.  Election  of  Honorary  Member 

Speaker  Kopetzky:  Mr.  Secretary,  you 

have  one  further  matter,  as  I understand  it, 
that  has  lain  over  since  last  year? 

Secretary  Irving  : There  is  a nomination 

for  Honorary  Membership  for  Dr.  Jose  Arce  of 
Buenos  Aires.  This  was  presented  to  the  last 
House  signed  by  three  members  of  the  Society, 
as  prescribed  by  Chapter  I,  Section  IV,  of  the 
old  By-Laws. 

This  is  the  letter  of  nomination : 

“Gentlemen : 

“The  undersigned  members  desire  to  nomi- 
nate for  honorary  membership  in  the  Medical 
Society  of  the  State  of  New  York  Dr.  Jose 
Arce,  Professor  of  Surgery,  University  of 
Buenos  Aires,  Buenos  Aires,  Argentine. 

“We  beg  to  present  this  at  the  meeting  of 
the  House  of  Delegates  in  May,  1937,  as  pre- 
scribed by  the  By-Laws,  Chapter  I,  Sec- 
tion IV. 

“Very  truly  yours, 

(Signed)  Floyd  S.  Winslow 
Joseph  J.  Eller 
Chas.  Gordon  Heyd.” 

A vote  was  taken,  and  Dr.  Jose  Arce  was 
unanimously  elected  an  honorary  member  of  the 
Medical  Society  of  the  State  of  New  York. 

21.  Medical  Assistance  Bill 

Section  59 

Dr.  Harry  Aranow,  Bronx:  I am  sorry, 

but  a resolution  has  just  been  handed  to  me, 
which  I should  like  to  present. 

Speaker  Kopetzky:  Let  us  have  the  reso- 

lution from  the  Bronx. 

Dr.  Aranow  : This  is  practically  the  same 

resolution  as  was  approved  by  Westchester 
County,  and  read  before,  but  it  is  worded  a 
little  differently: 

Whereas,  the  Medical  Society  of  the  State 
of  New  York,  adopting  a National  Public 
Health  Policy,  proposed  that  “2.  An  immediate 
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problem  is  the  provision  of  adequate  medical 
care  for  the  medically  indigent,  the  cost  to  be 
met  from  public  funds.”  (Booth  Report  of 
1933) ; and 

Whereas,  certain  proposals  in  keeping  with 
the  above  were  enunciated  by  the  Public  Rela- 
tions Committee  and  the  Comitia  Minora  of  the 
Westchester  County  Medical  Society  and  ap- 
proved by  its  membership ; and 

Whereas,  a bill,  known  as  the  Medical  As- 
sistance Law,  was  introduced  in  the  New  York 
State  Legislature  (Assembly  No.  2787,  Int. 
2310),  embodying  the  policy  and  proposals  men- 
tioned above ; specifically  providing  for  a method 
of  administration,  similar  to  the  provisions  of 
the  Workmen’s  Compensation  Act,  under 
medical  control  and  allowing  for  free  choice  of 
physician ; therefore  be  it 

Resolved,  that  this  Medical  Assistance  Bill 
which  failed  of  enactment  be  re-introduced  this 
year,  be  carefully  scrutinized,  and  altered  in  a 
manner  that  will  be  most  valuable  to  the  needy 
public  and  the  medical  profession ; and  be  it 
further 

Resolved,  that  this  bill  be  referred  to  the 
Legislative  Committee  for  study  and  possible 
revision,  with  the  object  of  approving  the 
principles  set  forth  therein. 

Speaker  Kopetzky  : Reference  Committee  A 
who  has  the  other  matters  on  similar  topics. 

22.  Persecution  of  Austrian  Professionals 

Section  34 

Dr.  Edward  R.  Cunniffe,  Bronx:  This 

resolution  is  presented  by  the  Medical  Society 
of  the  County  of  the  Bronx : 

Whereas,  it  has  ever  been  the  pride  of  the 
medical  profession  to  engage  in  vital  humane 
and  unselfish  endeavor; 

Whereas,  medicine,  like  all  science,  tran- 
scends national  and  geographic  boundaries ; 

Whereas,  we  American  physicians  have  a 
double  heritage:  that  of  our  profession  and  as 
citizens  of  the  world’s  greatest  democracy ; 

Whereas,  because  of  such  tradition  and  back- 
ground we  are  intolerant  of  foul  play  and  indig- 
nities committed  against  defenseless  victims 
within  or  outside  our  national  boundaries ; there- 
fore be  it 

Resolved,  that  the  New  York  State  Medical 
Society  register  a forceful  protest  against  the 
humiliation  and  persecution  of  Austrian  profes- 
sionals belonging  to  racial  or  religious  minori- 
ties, particularly  physicians  so  classified ; be  it 
further 

Resolved,  that  our  delegates  be  instructed  to 
present  these  resolutions  at  the  American  Medi- 
cal Association  convention. 

Speaker  Kopetzky:  Reference  Committee  C. 

23.  Insurance  Committee 

Section  51 

Dr.  John  J.  Masterson,  Kings : I have  two 
resolutions : 

Whereas,  the  operation  of  the  Group  Insur- 
ance Plan  is  an  important  undertaking  of  the 
State  Society,  requiring  continuity  of  supervis- 
ion; and 


Whereas,  the  compilation  and  analysis  of  the 
cost  data  upon  which  our  insurance  rates  are 
predicated  are  complicated  and  require  long  and 
thorough  study  by  men  familiar  with  the  opera- 
tion of  the  Group  Plan  and  mathematical  com- 
putations ; and 

Whereas,  it  is  desirable  and  necessary  that 
the  Chairman  of  the  Insurance  Committee  be,  so 
far  as  possible,  continued  in  office  from  year  to 
year  and  that  he  be  in  New  York  City  where  he 
can  frequently  consult  with  the  Insurance  Rep- 
resentative ; now  therefore  be  it 

Resolved,  that  the  Treasurer  of  the  State  So- 
ciety be  designated  as  the  continuing  Chairman 
of  the  Insurance  Committee. 

Speaker  Kopetzky  : Reference  Committee  on 
New  Business  B. 

24.  Advisory  Service  on  Malpractice  In- 
surance 

Section  50 

Dr.  John  J.  Masterson,  Kings:  The  second 
resolution  : 

During  the  past  few  years  there  has  been 
noted  an  increasing  tendency  on  part  of  indi- 
viduals and  small  groups  to  enter  into  negotia- 
tions with  insurance  companies  other  than  the 
authorized  carrier  of  the  Group  Plan  without 
consulting  the  insurance  advisory  service  pro- 
vided by  the  Society.  This  creates  an  impression 
of  lack  of  solidarity  within  the  Society  to  meet 
with  combined  force  the  ever  increasing  threat  of 
malpractice  actions. 

Several  of  the  overtures  that  are  now  being 
made  to  members  are  without  merit  and  may 
lead  to  unsatisfactory  defense  and  indemnity  of 
members  who  seek  protection  outside  the  Group 
Plan.  When  beset  by  threats  of  malpractice 
actions,  members  naturally  turn  to  the  defense 
machinery  of  the  State  Society.  It  would  appear 
altogether  proper  and  logical,  therefore,  to  seek 
the  advice  and  guidance  of  the  State  Society’s 
insurance  service  before  entering  into  insurance 
arrangements  which  may,  when  needed,  prove 
inadequate  and  unsatisfactory;  therefore  be  it 

Resolved,  that  when  approached  by  representa- 
tives of  insurance  companies  other  than  the 
authorized  carrier  of  the  Group  Plan,  members 
be  urged  to  consult  with  the  Insurance  Com- 
mittee, Insurance  Representative  or  the  Legal 
Counsel,  before  committing  themselves  to  in- 
surance arrangements  other  than  those  approved 
by  the  Society;  be  it  further 

Resolved,  that  a copy  of  this  resolution  be  sent 
to  each  component  county  society  with  instruc- 
tion that  it  be  brought  to  the  attention  of  their 
members. 

Speaker  Kopetzky  : Reference  Committee  on 
New  Business  B. 

We  will  now  recess  until  two  o’clock  so  that 
the  Reference  Committees  may  function.  If  you 
have  business  with  them  they  will  be  on  the 
first  balcony,  and  you  can  appear  before  them 
and  present  your  views.  (At  11 :45  a.m.  a recess 
was  taken.) 

Afternoon  Session 

May  9,  1938 

The  session  convened  at  2 o’clock,  pursuant 
to  recess. 
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Speaker  Kopetzky:  The  House  will  be  in 
order. 

25.  Report  of  Committee  to  Secure  Gift 
for  Miss  Baldwin 

Speaker  Kopetzky  : The  Chair  recognizes  Dr. 
Barringer. 

Dr.  Emily  D.  Barringer,  New  York:  I wish 
to  make  a report  in  regard  to  the  gift  that  the 
House  of  Delegates  gave  Miss  Baldwin  on  the 
occasion  of  her  retirement.  If  you  will  recall, 
at  the  last  meeting  an  informal  collection  was 
taken  up  by  the  House  of  Delegates.  A com- 
mittee of  three  were  appointed,  I being  Chair- 
man, with  Drs.  Van  Etten  and  Ratnoff,  to 
buy  an  appropriate  gift  for  Miss  Baldwin.  We 
had  a committee  meeting,  and  found  we  had 
$163  to  spend.  We  were  fortunate  in  being  able 
to  go  to  Tiffany’s  and  buy  a wristwatch  for 
Miss  Baldwin.  We  were  able  to  get  a very 
beautiful  platinum,  diamond-studded  watch,  and 
had  the  following  inscription  put  on  the  back 
of  it: 

Lily  D.  Baldwin 
for 

Distinguished  Services 
from  the 

House  of  Delegates 
Medical  Society  of  the 
State  of  New  York. 

Miss  Baldwin  was  perfectly  thrilled  with  the 
gift,  and  has  written  this  letter,  which  I want 
to  read  to  you  at  this  time : 

“Dr.  Emily  Dunning  Barringer, 

Chairman  Committee  appointed  by  the  House 
of  Delegates  to  select  a gift  to  be 
presented  to  Miss  Baldwin  when  she  retired. 

My  dear  Dr.  Barringer: 

I wish  to  thank  you  and  the  House  of  Dele- 
gates through  you,  for  the  lovely  gift  which  was 
sent  me  on  my  retirement.  The  watch,  a won- 
derful timepiece,  is  a beauty  and  something  I 
am  particularly  glad  to  have  as  it  is  my  con- 
stant companion  and  goes  with  me  everywhere : 
a reminder,  if  it  were  necessary,  as  it  it  not, 
of  the  courtesy,  consideration,  generosity  and 
friendship  which  it  has  been  my  privilege  to 
enjoy  during  the  happy  years  when  I was  with 
the  Society. 

Once  more  expressing  my  appreciation  of  the 
beautiful  gift  as  well  as  of  the  thought  which 
prompted  it,  which  is  perhaps  even  dearer  to  my 
heart,  I am 

Very  sincerely, 

(Signed)  Lily  D.  Baldwin." 

Speaker  Kopetzky:  Read  for  information. 

Dr.  Bedell  : I would  like  to  make  a motion 
apropos  of  this,  if  you  will  entertain  it. 

Speaker  Kopetzky:  You  have  the  floor. 

Dr.  Beddell  : I move  you,  sir  that  the  House 
of  Delegates,  through  its  Secretary,  Dr.  Irving, 
send  a letter  of  appreciation  to  Miss  Baldwin, 
one  of  recognition  of  her  years  of  service,  and 
one  expressing  our  kindest  regards  and  our 
hope  that  she  may  live  long  to  enjoy  the  years 
of  greater  freedom  that  have  come  to  her. 


Dr.  George  W.  Kosmak,  New  York:  I second 
that. 

There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  unanimously  carried. 

Speaker  Kopetzky:  Is  Dr.  George  G.  Mar- 
shall from  the  Vermont  State  Medical  Society 
in  the  room? 

There  was  applause  as  Dr.  Marshall  arose. 

Speaker  Kopetzky:  Dr.  Marshall,  I called 
for  you  this  morning.  I extend  to  you  a cordial 
welcome.  You  come  from  quite  a distance.  You 
have  the  privileges  of  the  House.  We  are  glad 
to  have  you  with  us  as  a delegate  from  the 
Vermont  State  Medical  Society  to  the  Medical 
Society  of  the  State  of  New  York.  (Applause) 

Are  any  of  the  reference  committees  ready  to 
report? 

26.  Directory  Listing  of  Members 

Section  61 

Dr.  B.  Wallace  Hamilton,  New  York:  I 
have  a resolution  to  present  as  follows : 

Whereas,  the  directory  of  the  American 
Medical  Association  lists  its  members  in  bold 
faced  type ; and 

Whereas,  many  non-members  of  the  Medical 
Society  of  the  State  of  New  York  have  ex- 
pressed a willingness  to  conform  to  the  prin- 
ciples of  Professional  Conduct  though  being 
unwilling  for  economic  reasons  to  join  the  So- 
ciety ; therefore  be  it 

Resolved:  that  the  names  of  members  of  the 
Medical  Society  of  the  State  Society  shall  be 
printed  in  the  Directory  in  bold  faced  type;  and 
be  it  further 

Resolved:  the  non-members  signing  an  agree- 
ment to  abide  by  the  accepted  principles  of  pro- 
fessional conduct  shall  have  an  appropriate 
symbol  placed  after  their  names. 

Speaker  Kopetzky:  Reference  Committee  B. 

27.  Administrative  Cost  of  Relief  and 
Medical  Care  of  the  Poor 

Section  82 

Dr.  M.  Renfrew  Bradner,  Orange:  This  was 
passed  at  a stated  meeting  of  the  Orange  County 
Medical  Society  held  on  April  12,  1938 : 

Whereas,  the  amount  of  medical  care  re- 
quired by  persons  under  the  responsibility  of 
various  public  agencies  is  steadily  increasing; 
and 

Whereas,  it  has  been  the  experience  of  this 
Society  working  in  cooperation  with  the  County 
Government  that  these  matters  can  be  handled 
simply  and  economically  through  Town  and 
County  accounting,  but  that  state  regulations 
have  developed  an  increasingly  complicated 
mechanism  of  supervision  and  control,  redupli- 
cated in  Town,  County  and  State  Departments, 
and  that  this  great  activity  in  accounting  obvi- 
ously indicates  a vast  expense  to  the  public  in 
buildings,  personnel  and  maintenance,  and  that 
these  departments  anticipate  in  only  a small 
degree  the  greater  complication  and  expense  of 
similar  Federal  Bureaus  at  present  under  con- 
sideration, and  that  available  data  would  indi- 
cate that  administrative  cost  of  these  depart- 
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ments  already  exceeds  the  actual  cost  of  medical 
services  rendered;  therefore  be  it 

Resolved,  by  the  Orange  County  Medical  So- 
ciety that  a letter  be  written  to  the  Board  of 
Supervisors  of  the  County  citing  the  above  noted 
conditions  and  requesting  its  interest  in  an  in- 
vestigation of  the  administrative  cost  of  relief 
and  medical  care  of  the  poor ; and  be  it  further 
Resolved,  that  this  matter  be  presented  to  the 
State  Medical  Society  through  its  House  of 
Delegates  requesting  that  further  information 
be  obtained  from  the  State  Department  of 
Social  Welfare  pertaining  to  the  administrative 
statistical  and  accounting  expenses  involved  in 
its  medical  and  relief  activities  for  the  fiscal 
year  of  1936  and  1937. 

Speaker  Kopetzky:  Reference  Committee  A. 


28.  Invitation  to  Buffalo  for  1939  Annual 
Meeting 

Section  81 

Dr.  Albert  Gartner,  Erie:  This  is  regard- 
ing the  next  meeting  of  the  State  Society : 
Whereas,  the  Medical  Society  of  the  State 
of  New  York  has  held  the  annual  meeting  but 
once  in  Buffalo  since  1915;  and 
Whereas,  the  Medical  Society  of  the  County 
of  Erie  would  consider  it  an  honor  and  pleasure 
to  act  as  your  host;  and 
Whereas,  except  for  the  Metropolitan  Area, 
Buffalo,  being  the  second  largest  city  in  New 
York  State,  has  more  than  ample  hotel  and 
hospital  facilities ; be  it 
Resolved,  that  the  Council  of  the  Medical 
Society  of  the  State  of  New  York  be  memori- 
alized to  hold  the  1939  annual  meeting  of  the 
Society  in  Buffalo,  New  York. 

Speaker  Kopetzky  : Reference  Committee  A. 


29.  Minimum  Fee  Schedule  for  Contract 
Practice 

Section  54 

Dr.  Joseph  Wrana,  Queens:  (Subject) 

Minimum  Fee  Schedule  for  Contract  Practice  : 
Whereas,  there  is  an  apparent  increase  in 
lodge,  group  and  contract  practice;  and 
Whereas,  there  are  springing  up  throughout 
the  Metropolitan  Area  insurance  groups  pur- 
porting to  furnish  medical  care  on  a voluntary 
health  insurance  basis ; and 

Whereas,  these  groups  and  lodges  are  begin- 
ning to  manifest  the  underbidding  and  solicita- 
tion so  undesirable  in  this  type  of  practice ; and 
Whereas,  there  is  no  set  standard  of  fees  for 
this  work ; and 

Whereas,  the  Commissioner  of  Labor  has 
recently  decreed  that  the  fee  schedule  govern- 
ing compensation  practice  in  the  Metropolitan 
Area  be  made  state  wide ; therefore  be  it 
Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  go  on  record  as  demanding 
as  minimum  fee  schedule  for  group,  lodge  or 
contract  practice,  the  same  schedule  of  fees 
as  prevails  in  this  state  in  compensation  prac- 
tice. 

Speaker  Kopetzky:  Reference  Committee  C. 


30.  Report  of  Reference  Committee  No.  I 
on  Report  of  Council 

Public  Health  Matters 

Dr.  James  Alexander  Miller,  New  York: 

Your  Reference  Committee  has  been  requested 
to  review  those  portions  of  the  Report  of  the 
Council  which  are  contained  in  Paragraphs  one 
and  three  of  that  report.  This  covers  the  sub- 
jects of  Pneumonia,  Cancer,  Syphilis,  and  the 
Deaf  and  Hard  of  Hearing. 

Pneumonia 

The  Council  has  evidently  been  very  prop- 
erly impressed  by  the  importance  of  having 
all  of  our  members  kept  abreast  of  the  prog- 
ress of  modern  medical  knowledge  relating  to 
the  prompt  diagnosis  and  adequate  treatment 
of  pneumonia.  Their  efforts  in  this  direction 
are  to  be  commended  and  should  be  energetic- 
ally pursued  in  close  cooperation  with  the 
Public  Health  authorities,  and  with  the  advice 
and  counsel  of  its  Committee  on  Matters  Per- 
taining to  Public  Health. 

Cancer 

The  educational  program  carried  on  in  co- 
operation with  the  American  Society  for  the 
Control  of  Cancer  should  be  continued. 

The  representation  of  our  Society  upon  the 
State  Commission  for  the  Study  of  Cancer 
and  the  work  of  this  Commission  should  result 
in  a definite  advance  in  the  knowledge  of  the 
prevalence  of  this  disease  in  New  York  State. 

Syphilis 

In  recognition  of  the  great  potential  value 
of  the  intensive  efforts  of  the  control  of 
Syphilis  which  are  being  exerted  by  the  United 
States  Public  Health  Service  and  the  New  York 
State  Department  of  Health,  your  Committee 
would  recommend  to  the  Council  that  every 
proper  effort  be  made  by  the  State  Society  to 
cooperate  with  this  movement  and  would  espe- 
cially recommend  that  the  importance  of  the 
training  of  proper  personnel  in  this  field  be 
emphasized,  not  only  as  it  applies  to  the  staff 
of  the  Public  Health  Services  but  especially  by 
recognition  of  the  opportunities  which  would 
be  afforded  to  the  furtherance  of  this  campaign 
if  the  services  of  the  large  body  of  practicing 
physicians  are  fully  and  properly  utilized. 

The  Deaf  and  Hard  of  Hearing 

The  progress  which  the  Council  reports  to 
have  been  made  through  cooperation  with  the 
State  Commission  is  very  notable  and  all  con- 
cerned with  the  accomplishment  of  the  adequate 
program  of  education  for  this  class  of  defectives 
are  to  be  heartily  congratulated. 

In  conclusion,  your  Reference  Committee  is 
impressed  by  the  need  at  the  present  time  for 
a general  survey  of  the  field  of  public  health  as 
it  concerns  the  medical  profession  of  the  State 
of  New  York. 

It  consequently  recommends  to  the  Council 
that  the  Committee  on  Matters  Pertaining  to 
Public  Health  be  instructed  to  make  such  a 
survey  during  the  coming  year  in  a manner 
similar  to  that  pursued  by  the  Committee  on 
Matters  Pertaining  to  Medical  Care,  and  to 
report  to  the  Council  before  the  next  annual 
session  of  the  Society. 
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Dr.  Harry  P.  Mencken,  Queens:  I move 
the  adoption  of  the  report,  together  with  the 
recommendation  of  the  Committee. 

Dr.  Thomas  P.  Farmer,  Onondaga:  I second 
that  motion. 

There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  unanimously  carried. 

Speaker  Kopetzky:  I thank  the  Reference 
Committee  for  their  work. 

31.  Report  of  Reference  Committee  on 
Reports  of  Treasurer  and  Trustees 

Section  75 

Dr.  L.  H.  Bauer,  Nassau:  Report  of  Refer- 
ence Committee  on  the  Reports  of  the  Treasurer 
and  Trustees.  This  report  contains  several 
recommendations  which  are  somewhat  inter- 
related, and  I think  the  House  could  act  more 
intelligently  if  I read  the  report  through  in  its 
entirety,  and  then  took  up  the  specific  recom- 
mendations one  by  one : 

The  report  of  the  Treasurer  calls  attention  to 
the  custom  of  the  Society  to  meet  running  ex- 
penditures from  the  current  dues  and  the 
margin  between  the  two  is  constantly  growing 
smaller  leaving  less  and  less  to  be  added  to  the 
permanent  fund. 

There  has  been  a further  default  in  the  bonds 
held  to  the  amount  of  $5,000.  This  means  a 
total  default  of  $28,000  in  par  value  or  $25  364 
at  cost.  There  is  a cheering  note  in  that  the 
stocks  purchased  in  accordance  with  the  resolu- 
tions of  the  House  of  Delegates  in  1937,  have 
not  passed  any  dividends  up  to  date,  but  the 
Treasurer  feels  that  reductions  from  this  source 
must  be  expected  in  the  near  future. 

In  addition  the  Treasurer  reports  a reduction 
in  the  quoted  market  value  of  the  securities  held 
of  $33,682.17  as  of  December  31,  1937.  The 
amount  received  from  dues  was  $153,500  and 
the  expenditures  $144,472.71.  While  this 
leaves  an  apparent  surplus  of  $9,027.29  and 
even  adding  to  this  the  interest  of  $10,204.10, 
received  on  capital  the  total  of  the  two  is  still 
$14,414.24  on  the  short  side.  In  other  words  the 
financial  standing  of  the  Society  was  in  reality 
on  December  31,  1937  over  $14,000  worse  than 
it  was  a year  ago,  and  probably  still  worse 
at  the  present  date. 

Not  all  of  this  can  be  laid  to  increased  ex- 
penditures as  already  indicated,  but  it  does 
show  the  importance  of  leaving  a greater  leeway 
between  current  income  and  expenditures,  in 
order  to  allow  for  possible  further  shrinkage  in 
capital  as  well  as  a hoped  for  addition  to 
capital. 

The  Treasurer  feels  that  the  present  perma- 
nent fund  of  the  Society  of  $225,000  is  not  of 
sufficient  volume  and  that  it  should  be  increased. 
Your  committee  agrees  with  this. 

The  Treasurer  has  attempted  to  give  a com- 
parison of  the  cost  of  the  previous  committee 
setup  of  the  Society  and  the  present  Council 
Committee  plan.  This  has  been  difficult  to  do 
because  of  the  different  administrative  and  fiscal 
years  of  the  Society,  and  because  the  latter 
plan  has  not  been  in  effect  quite  a year.  How- 
ever, in  1936,  under  the  old  scheme  the  special 
committee  cost  was  nearly  $47,000.  In  1937, 
with  six  months  of  each  setup  the  total  cost 


was  a little  over  $40,000.  This  is  almost  $7,000 
less  in  cost  and  with  a whole  year  on  which 
to  base  it,  it  would  probably  show  a still 
greater  saving.  It  would  appear,  therefore, 
that  the  present  Council  Committee  plan  was 
a forward  economic  step. 

The  increases  in  the  expense  of  administration 
have  been  (1)  the  employment  of  a full  time 
general  manager.  This  has  of  course  increased 
the  cost  of  the  main  office.  Your  committee 
feels,  however,  that  this  increase  is  justified  and 
that  the  work  of  Dr.  Irving  is  worth  to  the 
Society  much  more  than  his  salary. 

(2)  The  Public  Relations  Bureau  is  the 
largest  item  of  committee  expense.  In  1936, 
the  Committee  on  Trends  spent  nearly  $21,000. 
In  1937,  its  successor,  the  Public  Relations 
Bureau  was  responsible  for  a net  expenditure  of 
$15,600,  odd.  Recommendations  as  to  this  Bu- 
reau will  be  made  under  the  report  of  the 
Trustees. 

(3)  The  Social  Security  taxes  are  an  in- 
creasing burden  on  the  Treasury.  In  1937,  they 
amounted  to  over  $2,503,  and  the  Treasurer  esti- 
mates that  in  succeeding  years  they  will  total 
over  $3,500.  This  is  an  expense  about  which 
we  can  do  nothing,  but  it  is  an  additional  sign 
of  the  necessity  of  conserving  funds  in  other 
directions. 

The  Treasurer  ends  his  supplementary  report 
with  a warning  that  conservatism  and  a re- 
trenchment in  expenditures  or  a resort  to  an 
increase  in  dues  is  necessary.  He  calls  atten- 
tion to  the  elementary  principle  of  governing 
expenditures  by  receipts  and  allowing  a surplus 
for  emergencies  and  additions  to  the  capital 
fund.  Your  Committee  agrees  with  this  and 
compliments  the  Treasurer  on  his  caution  and 
conservatism.  Methods  of  carrying  out  his 
recommendations  will  be  discussed  under  the 
Report  of  the  Trustees. 

The  Committee  recommends  that  in  the 
future  the  Treasurer’s  report  to  the  House  of 
Delegates  give  a fuller  interpretation  of  the 
Auditor’s  report,  including  a more  detailed 
analysis  of  the  expenditures  of  the  Society  so 
that  the  report  will  be  more  readily  understood 
by  every  member,  and  will  afford  a clearer 
guide  for  future  recommendations  of  expendi- 
tures. 

The  Board  of  Trustees  likewise  sounds  a note 
of  warning  on  the  ever-increasing  costs  of  the 
administration  of  the  Society  and  states  that  had 
the  expenditures  increased  in  proportion  to  the 
income  during  the  past  twenty  years,  as  they 
have  in  the  past  few  years,  there  would  have 
been  no  trust  fund.  This  is  another  way  of 
saying  that  if  the  increase  in  expenditures  con- 
tinues, the  trust  fund  will  be  wiped  out.  Not 
only  is  the  increased  expenditure  of  funds  a 
factor,  but  the  safety  of  our  investments  has 
been  endangered  by  the  existing  financial  con- 
dition at  large. 

They  cite  the  fact  that  the  total  bond  losses 
and  decrease  in  market  value  of  other  securities 
held  on  April  11,  1938,  come  to  over  $52,500. 

The  budget  this  year  called  for  $149,000  in 
expenditures  and  the  income  from  dues  was 
$153,500,  leaving  a margin  for  emergencies  of 
only  $4,500.  Last  year  this  margin  was  over 
$6,000.  This  year  there  was  also  $4,500  allowed 
in  the  budget  but  not  spent  leaving  an  actual 
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total  margin  of  $9,000.  Although  the  income 
from  dues  has  steadily  increased,  the  expendi- 
tures have  increased  more,  so  that  the  margin 
has  become  smaller  and  smaller. 

A year  ago  in  accepting  this  similar  Refer- 
ence Committee’s  report,  the  following  recom- 
mendation was  adopted  by  the  House: 

“The  House  of  Delegates  direct  that  the 
Society  maintain  its  expenditures  within  its 
ordinary  income,  exclusive  of  the  principal  or 
the  income  from  its  investments,  and  that  this 
policy  be  not  departed  from  except  by  resolu- 
tion of  the  House  either  in  regular  or  special 
meeting  assembled  or  by  reference  vote.” 

There  being  no  immediate  prospect  of  the 
general  economic  situation  being  relieved  nor 
there  being  any  encouragement  on  the  horizon 
that  the  threat  of  social  upheaval  is  apt  to  di- 
minish during  the  next  few  years,  to  cut  into 
the  general  fund  of  the  Society  would  soon  leave 
it  bankrupt.  There  remains,  therefore,  the  al- 
ternative of  cutting  expenses  or  raising  the 
dues.  If  expenses  are  to  be  cut,  manifestly  the 
cuts  must  come  on  those  items  which  will 
affect  the  welfare  of  the  profession  the  least. 

The  Trustees  have  made  definite  recommen- 
dations about  the  Journal  and  the  Directory, 
but  as  these  items  have  been  referred  to  a 
special  committee,  this  committee  will  make 
no  comments  or  recommendations. 

One  recommendation  by  the  Trustees  is  that 
the  Publicity  and  Publication  departments  be 
merged.  This  refers  to  a combination  of  the 
present  Public  Relations  Bureau  with  the 
Journal  Publication  Department,  the  latter 
recommended  by  the  Trustees.  No  decision 
can  or  should  be  made  on  this  until  a definite 
decision  has  been  reached  about  the  Journal. 
In  any  event,  the  Committee  deems  it  unwise  to 
consider  any  consolidation  until  after  a Publica- 
tion Department  has  been  established,  provided 
such  a step  is  taken.  If  the  Society  decides  to 
establish  its  own  Publication  Department,  then 
your  Committee  believes  that  the  Public  Rela- 
tions Bureau  should  be  merged  with  the  Publi- 
cation Department  as  the  two  Departments 
could  be  run  more  economically  as  one  and 
without  impairment  of  the  efficiency  of  either. 

The  Board  of  Trustees  also  calls  attention 
to  the  fact  that  they  must  approve  all  contracts 
and  that  approval  without  full  information  is 
meaningless.  They  feel  that  if  they  are  to 
approve  a contract  involving  a large  sum  of 
money,  they  should  participate  in  making  the 
contract.  Certainly,  if  the  Board  of  Trustees 
is  to  remain  a valuable  body  it  should  have 
such  authority.  This  Board  is  thoroughly 
familiar  with  all  the  assets  and  liabilities  of 
the  Society  and  the  financial  interest  of  the 
Society  in  any  contract  will  be  furthered  by  the 
fact  of  such  knowledge. 

It  is,  therefore,  recommended  that  the  By- 
Laws  be  amended  as  follows : 

Section  2,  Chapter  V of  the  By-Laws  is 
hereby  amended  by  inserting  the  following 
before  the  final  sentence  of  that  section:  “The 
Board  of  Trustees  shall  make  and  execute  all 
contracts  for  the  Society.” 

Inasmuch  as  any  amendment  must  wait  a 
year  before  final  action  can  be  taken,  no  action 
is  necessary  now,  but  this  is  read  in  order  to 


comply  with  Section  2,  Chapter  XVIII  of  the 
By-Laws. 

The  Board  of  Trustees  also  specifically 
recommends  that  the  dues  not  be  raised.  Be- 
fore considering  this  the  Committee  has  two 
other  recommendations  to  make,  as  follows : 

(1)  The  Supplementary  Report  of  the  Treas- 
urer states  that  the  Workmen’s  Compensation 
Board  has  cost  the  Society  a total  the  past  year 
of  $7,185.14.  Workmen’s  Compensation  admin- 
istration has  been  of  great  benefit  to  the  medical 
profession  of  this  state.  Those  registered  by  the 
County  Societies  including  a certain  number  of 
non-members  have  been  the  direct  beneficiaries. 
The  average  cost  of  the  State  Board  would  be 
about  fifty  cents  apiece  for  those  registered 
under  the  Compensation  Law.  This  is  not 
much  per  person  but  it  is  a large  sum  for  the 
State  Society.  Your  Committee  feels  that  it 
would  work  no  particular  hardship  on  anyone 
if  this  cost  were  assessed  against  the  County 
Societies  in  proportion  to  their  registrants  at 
the  end  of  each  year.  They  in  turn  could 
absorb  it  or  further  pass  the  assessment  on  to 
their  registrants  as  they  deem  advisable.  The 
Committee  feels  that  Workmen’s  Compensation 
should  be  paid  for  by  those  doctors  who  receive 
the  benefits  and  that  the  Society  should  not 
pay  for  it  out  of  its  general  funds.  This  ex- 
pense should  be  more  or  less  stationary  now  that 
the  work  necessary  in  getting  it  organized  and 
running  smoothly  is  out  of  the  way.  It  is 
therefore  recommended  that  the  Council  be 
authorized  to  take  the  necessary  steps  to  levy 
this  assessment  as  already  outlined. 

(2)  There  was  a final  difference  of  $9,000  this 
year  between  the  income  from  dues  and  the 
actual  expenditures.  This  added  to  the  recom- 
mended saving  of  over  $7,000  on  Workmen’s 
Compensation  totals  over  $16,000.  The  Com- 
mittee recommends  that  the  Council  endeavor  to 
increase  this  still  more  by  economies  in  the 
present  budgetary  items  so  that  the  budget  will 
be  at  least  $20,000  less  than  the  estimated  income 
from  dues,  leaving  this  amount  for  conting- 
encies, emergencies,  and  protection  of  or  addi- 
tion to  the  capital.  It  is  recommended  that  this 
budgetary  restriction  be  adopted. 

The  increasing  inroads  and  attacks  on  the 
medical  profession  require  corresponding  in- 
creasing vigilance  on  our  part.  The  officers 
and  committees  of  the  Society  are  called  upon 
to  sacrifice  both  time  and  money  in  carrying  on 
the  affairs  of  the  Society  and  the  protection  of 
the  individual  doctor.  The  profession  must 
lend  its  weight  to  the  protection  of  its  own  wel- 
fare. Can  this  be  best  accomplished  by  volun- 
teers or  individuals  on  a full-time  salary?  If 
the  latter  is  the  answer,  then  an  increase  in 
dues  may  be  necessary. 

The  Committee  hopes  that  economies  will  be 
effected  in  the  Journal  and  in  the  publication 
of  the  Directory.  If  so,  these  economies  plus 
the  savings  recommended  on  Workmen’s  Com- 
pensation and  other  budgetary  restrictions  may 
make  any  increase  in  dues  unnecessary. 

We  should  first  know  the  result  of  these 
steps  in  economy  and  also  should  know,  that 
if  any  increase  in  dues  is  necessary,  how  the 
additional  money  is  to  be  spent  and  what  prob- 
able benefits  would  ensue. 


June  15,  1938] 


MINUTES  OF  ANNUAL  MEETING 


953 


The  Committee,  therefore,  feels  that  it  would 
not  be  advisable  to  raise  the  dues  at  this  time, 
and  except  for  the  proposed  assessment  for 
Workmen’s  Compensation,  recommends  that 
no  increase  be  made. 

We  will  now  turn  to  the  specific  recommenda- 
tions, Mr.  Speaker : “The  Committee  recom- 
mends that  in  the  future  the  Treasurer’s  report 
to  the  House  of  Delegates  give  a fuller  inter- 
pretation of  the  Auditor’s  report,  including  a 
more  detailed  analysis  of  the  expenditures  of 
the  Society  so  that  the  report  will  be  more 
readily  understood  by  every  member,  and  will 
afford  a clearer  guide  for  future  recommenda- 
tions of  expenditures.” 

I move  the  adoption  of  this  recommendation. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  recommendation  was  put  to 
a vote,  and  was  carried. 

Dr.  Louis  H.  Bauer:  “One  recommendation 
by  the  Trustees  is  that  the  Publicity  and  Publi- 
cation departments  be  merged.  This  refers  to 
a combination  of  the  present  Public  Relations 
Bureau  with  the  Journal  Publication  Depart- 
ment, the  latter  recommended  by  the  Trustees. 
No  decision  can  or  should  be  made  on  this 
until  a definite  decision  has  been  reached  about 
the  Journal.  In  any  event,  the  Committee 
deems  it  unwise  to  consider  any  consolidation 
until  after  a Publication  Department  has  been 
established,  provided  such  a step  is  taken.  If 
the  Society  decides  to  establish  its  own  Publi- 
cation Department,  then  your  Committee  be- 
lieves that  the  Public  Relations  Bureau  should 
be  merged  with  the  Publication  Department  as 
the  two  Departments  could  be  run  more  eco- 
nomically as  one  and  without  impairment  of 
the  efficiency  of  either.” 

I question  whether  we  could  take  legal  action 
on  something  which  is  predicated  on  something 
that  may  not  ha^nen. 

Speaker  Kopetzky  : You  can  bring  in  your 
recommendation,  and  your  Committee  will  not 
be  discharged,  since  it  has  this  matter  under 
consideration,  until  after  action  by  this  House 
of  Delegates  has  been  taken  upon  this  matter  by 
the  recommendation  of  the  Reference  Commit- 
tee having  it  in  charge.  Then  you  can  come  in 
and  finish  your  part  of  this  report.  Meanwhile 
we  will  consider  that  as  pending,  and  since  no 
motion  is  made  it  is  still  pending.  Go  on. 

Dr.  Louis  H.  Bauer:  I will  read  the  recom- 
mendation again  about  an  amendment  of  the 
By-Laws. 

Speaker  Kopetzky  : The  amendment  to  the 
By-Laws  need  not  be  read  twice.  We  take 
official  notice  of  the  fact  that  an  amendment 
to  the  By-Laws  has  been  presented.  It  shall  be 
published  according  to  the  Constitution  _ once 
during  the  year  and  will  come  up  for  action  in 
the  next  House  of  Delegates.  Proceed,  sir ! 

Dr.  Louis  H.  Bauer  : “The  supplementary 
report  of  the  Treasurer  states  that  the  Work- 
men’s Compensation  Board  has  cost  the  Society 
a total  the  past  year  of  $7,185.14.  Workmen’s 
Compensation  administration  has  been  of  great 
benefit  to  the  medical  profession  of  this  state. 
Those  registered  by  the  County  Societies  in- 
cluding a certain  number  of  non-members 
have  been  the  direct  beneficiaries.  The  average 
cost  of  the  State  Board  would  be  about  fifty 


cents  apiece  for  those  registered  under  the 
Compensation  law.  This  is  not  much  per 
person  but  it  is  a large  sum  for  the  State 
Society.  Your  Committee  feels  that  it  would 
work  no  particular  hardship  on  anyone  if  this 
cost  were  assessed  against  the  County  Societies 
in  proportion  to  their  registrants  at  the  end  of 
each  year.  They  in  turn  could  absorb  it  or 
further  pass  the  assessment  on  to  their  regis- 
trants as  they  deem  advisable.  The  Committee 
feels  that  Workmen’s  Compensation  should  be 
paid  for  by  those  doctors  who  receive  the 
benefits  and  that  the  Society  should  not  pay  for 
it  out  of  its  general  funds.  This  expense  should 
be  more  or  less  stationary  now  that  the  work 
necessary  in  getting  it  organized  and  running 
smoothly  is  out  of  the  way.  It  is  therefore 
recommended  that  the  Council  be  authorized  to 
take  the  necessary  steps  to  levy  this  assessment 
as  already  outlined.” 

I move  the  adoption  of  the  recommendation 
of  the  Reference  Committee. 

The  motion  was  seconded. 

Speaker  Kopetzky  : It  is  moved  by  the 

Reference  Committee  that  the  Council  be  in- 
structed to  levy  an  assessment  on  those  members 
of  the  State  Society  doing  Workmen’s  Com- 
pensation practice  under  the  law,  and  that  fifty 
cents  a head. 

Dr.  Louis  H.  Bauer:  Approximately  fifty 
cents. 

Speaker  Kopetzky  : And  that  the  expense  of 
approximately  fifty  cents  a head  be  not  levied  on 
the  general  membership.  The  Council  will 
have  to  work  out  the  details  and  put  this  matter 
into  operation,  provided  it  meets  with  the  ap- 
proval of  this  House.  What  is  your  pleasure? 

Dr.  Arthur  J.  Bedell,  Albany:  I appreciate 
the  work  of  the  Reference  Committee,  but  I 
object  in  principle  to  the  doctrine  that  we  should 
begin  to  segregate  and  assess  for  certain  indi- 
vidual state-wide  functions.  When  you  start 
the  process  it  will  be  difficult  to  stop  it.  I feel 
that  this  is  a part  of  the  function  of  the  State 
Society,  and  as  such  I believe  it  should  be  under 
general  budgetary  control. 

I am  perfectly  familiar  with  most  of  the  argu- 
ments that  will  be  presented  that  all  do  not 
participate  in  it,  but  for  years  we  have  had  a 
State  Directory  which  upstate  men  have  re- 
ceived, all  of  them  flattered  to  see  their  names 
in  print,  but  they  practically  except  in  rare 
instances  have  ever  used  it.  They  have  been 
assessed  for  that  for  years,  assessed  far  more 
that  this  compensation  per  capita  would  be. 
I believe  it  unwise  to  establish  the  principle  of 
separate  taxation. 

Dr.  David  J.  Kaliski:  Do  I understand  the 
Chairman  of  the  Reference  Committee  to  state 
that  this  sum  is  to  be  absorbed  by  the  County 
Societies  ? 

Chorus:  What  is  the  question? 

Speaker  Kopetzky:  The  question  has  been 
asked : Is  the  gentleman  from  New  York  cor- 

rect in  his  understanding  that  this  sum  that 
is  to  be  assessed  by  the  Council  on  those  partici- 
pating in  Workmen’s  Compensation  will  be 
absorbed  by  the  County  Societies?  The  Chair- 
man of  the  Reference  Committee  will  please 
answer  that  question. 
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Dr.  Louis  H.  Bauer:  The  Reference  Com- 
mittee recommends  that  at  the  end  of  the  year 
the  cost  of  the  Workmen’s  Compensation  be 
assessed  against  the  County  Society  registrants. 
Therefore  the  County  Society  will,  of  course, 
have  the  option  as  to  whether  they  will  absorb 
it  directly  or  further  pass  it  on  to  those  regis- 
tered in  the  County. 

Dr.  Kaliski  : I wish  to  point  out  that  at  the 
present  time  the  larger  counties  have  found  it 
necessary  already  to  make  an  assessment,  al- 
though it  is  a voluntary  assessment,  against  the 
individuals  who  are  registered  and  authorized 
under  the  Workmen’s  Compensation  Law.  This 
is  necessary  because  of  the  machinery  that  the 
County  Societies  have  had  to  set  up  to  carry 
out  the  various  functions  under  the  law.  It 
would,  therefore,  mean  that  there  would  be  a 
double  assessment  on  the  members,  particularly 
in  the  larger  counties,  where  it  is  obligatory  and 
absolutely  necessary  to  have  an  additional  source 
of  revenue  to  take  care  of  the  work  of  the 
County  Societies  in  regard  to  Workmen’s  Com- 
pensation. Consequently  there  would  be  a 
County  Society  assessment,  which  amounts  to 
at  present  $2  or  $3  per  registrant,  plus  the  addi- 
tional assessment  which  the  Committee  recom- 
mends. 

It  seems  to  me  there  are  certain  functions  that 
devolve  upon  the  State  Society  in  regard  to 
Workmen’s  Compensation.  I do  not  think  these 
functions  should  be  assessed  against  a county 
Society  or  against  the  individual  members  in 
the  County  Society.  There  are  many  intangibles 
connected  with  this  new  Workmen’s  Compen- 
sation Law.  I believe  it  is  the  obligation  of  the 
State  Society  to  carry  on  this  function  in  regard 
to  Workmen’s  Compensation,  not  only  as  it 
affects  the  administration  of  the  law,  but  also 
as  it  affects  contact  with  the  State,  and  with  the 
Labor  Department  and  various  other  agencies. 
I think  at  this  time  at  the  very  beginning  when 
we  are  working  out  the  details  of  the  Work- 
men’s Compensation  Law  that  the  cost  should  be 
borne  by  the  State  Society  and  not  assessed 
against  the  individual  County  Societies.  I also 
agree  with  everything  that  Dr.  Bedell  has  said, 
and  I am  against  this  recommendation. 

Dr.  James  F.  Rooney,  Albany:  I entirely 

agree  with  the  two  preceding  speakers.  It  is 
a very  simple  thing  to  levy  a tax  at  a small  sum, 
and  it  is  a very  easy  thing  to  increase  that  tax 
year  by  year  until  the  child  has  become  a 
giant. 

There  is  considerable  complaint  in  that  many 
of  the  members  do  not  feel  they  are  getting  all 
they  should  from  the  Medical  Society  of  the 
State  of  New  York.  If  we  were  to  assess  them 
still  further,  it  would  intensify  this  complaint 
which  largely  is  due  to  comparative  lack  of 
knowledge  of  what  the  State  Society  is  doing 
for  them. 

There  is  one  other  factor  that  has  not  been 
spoken  of,  and  that  is  this : It  would  be  very 
difficult,  as  I see  it,  for  the  administrative 
mechanism  of  this  Society  to  exercise  the  rigid 
control  over  the  financial  expenditures  of  this 
Workmen’s  Compensation  Division  in  the 
event  that  it  was  felt,  through  extension  of  its 
work,  and  the  County  Societies  being  obliged 
to  pay  a per  capita  assessment  in  proportion  to 


the  number  of  those  who  are  registered  in  those 
Societies  under  the  law,  that  they  could  increase 
it,  say,  $10,  $20,  or  $30,  so  they  would  have  to 
meet  each  year  the  additional  expenditures  that 
might  be  required  from  the  extension  of  the 
Division’s  activities. 

I hope  that  the  motion  of  the  Reference  Com- 
mittee will  not  prevail.  I hope  that  the  mem- 
bership of  this  Society  and  of  all  of  the  County 
Societies  will  realize  that  this  is  distinctly  a 
function  of  the  State  Society,  for  which  they 
are  already  paying,  and  for  which  they  should 
continue  to  pay  out  of  their  general  funds. 

Dr.  Chas.  Gordon  Heyd,  New  York:  In 

connection  with  the  recommendation  of  the 
Reference  Committee,  we  should  bear  in  mind 
the  genesis  of  this  whole  problem.  Governor 
Lehman  appointed  a Commission  composed  en- 
tirely of  members  of  the  Medical  Society  of  the 
State  of  New  York  and  the  Academy  of  Medi- 
cine. The  object  of  that  Commission  was  to 
take  Workmen’s  Compensation  out  of  the  realm 
of  being  a racket  and  make  it  a decent,  dignified 
form  of  medical  service.  The  Medical  Society 
of  the  State  of  New  York  wrote  all  of  the 
medical  provisions  of  the  revised  or  amended 
Workmen’s  Compensation  Bill.  Therefore,  they 
assumed  a moral  responsibility  to  organize 
medically  the  service  under  the  amended  Work- 
men’s Compensation  Bill. 

If  the  recommendation  of  the  Reference  Com- 
mittee prevails,  you  are  going  to  segregate 
essential  functions  of  the  Society,  which  means 
disruption,  incomplete  control,  and  diversifica- 
tion of  financial  responsibility. 

I think  the  recommendation  of  the  Reference 
Committee  should  be  disapproved  by  the  House 
of  Delegates. 

Speaker  Kopetzky  : Is  there  any  further  dis- 
cussion ? 

Dr.  Walter  P.  Anderton,  New  York : It  is 
only  fair  to  state  on  the  other  side  of  the  ques- 
tion that  there  are  plenty  of  men  who  are  not 
practicing  Workmen’s  Compensation,  and  who 
are  helping  to  pay  for  it,  while  the  other  men 
who  do  practice  it  are  getting  the  benefits.  It 
strikes  me  the  people  who  are  getting  the  bene- 
fits should  pay  for  them  rather  than  those  who 
are  not. 

Dr.  Joseph  Wrana,  Queens:  I would  like 

to  call  attention  to  the  fact  that  only  one 
registration  is  required  by  law,  that  the  law 
does  not  require  a registration  fee,  and  that 
the  Medical  Society  of  the  State  of  New  York 
cannot  enforce  the  payment  of  such  a fee,  also 
that  non-members  will  not  pay  a fee. 

Speaker  Kopetzky:  If  there  is  no  further 

discussion,  the  Chairman  of  the  Reference  Com- 
mittee will  now  close  the  debate. 

Dr.  Louis  H.  Bauer,  Nassau:  I may  say 

that  the  Reference  Committee  considered  all  of 
the  arguments  that  have  been  brought  forth 
here.  We  realize  it  is  an  unusual  step  to  take. 
We  feel,  however,  that  Workmen’s  Compen- 
sation does  not  apply  to  every  man  in  the 
State  Society,  and  that  it  is  not  really  estab- 
lishing a precedent  in  segregating  the  expense 
for  this  and  passing  on  certain  factors  which 
applied  to  the  local  Societies. 

The  Committee  was  greatly  impressed  with 
the  seriousness  of  the  financial  situation  of  the 
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State  Society,  and  felt  that  something  must 
be  done  in  the  way  of  retrenchment  of  expendi- 
tures unless  we  are  to  cut  seriously  into  our 
permanent  fund.  Bear  in  mind  that  last  year 
we  lost  $14,000  altogether  in  spite  of  the  fact 
that  $19,000  was  added  to  the  permanent  fund. 
This  was  considered  not  as  increasing  expendi- 

Itures.  If  you  will  recall  I read  this  statement: 
“This  expense  should  be  more  or  less  stationary 
now  that  the  work  necessary  in  getting  it  or- 
ganized and  running  smoothly  is  out  of  the 

I way.”  We  felt  there  should  not  be  any  gradual 
increase  in  this  expense,  and  I think  the  Com- 
mittee still  feels  it  is  an  emergency  measure 
to  help  us  tide  over  this  present  financial  up- 
heaval we  are  in,  without  working  a hardship 
on  anyone. 

The  question  was  called  for,  and  the  motion 
was  put  to  a vote,  and  was  lost. 

Dr.  Louis  H.  Bauer:  “There  was  a final 

difference  of  $9,000  this  year  between  the  income 
from  dues  and  the  actual  expenditures.  This 
added  to  the  recommended  saving  of  over 
$7,000  on  Workmen’s  Compensation  totals  over 
$16,000.  (That  will  have  to  be  deleted  in  view 
of  your  previous  action.)  The  Committee 
recommends  that  the  Council  endeavor  to  in- 
crease this  still  more  by  economies  in  the  pres- 
ent budgetary  items  so  that  the  budget  will 
be  at  least  $20,000  less  than  the  estimated 
income  from  dues  (on  my  own  responsibility, 
Mr.  Speaker,  without  consulting  with  the  Com- 
mittee, I would  amend  that  figure  to  $13,000, 
which  is  the  $20,000  less  the  $7,000  which  has 
been  eliminated  by  the  House)  leaving  this 
amount  for  contingencies,  emergencies,  and  pro- 
tection of  or  addition  to  the  capital.  It  is 
recommended  that  this  budgetary  restriction  be 
adopted.” 

I so  move. 

The  motion  was  seconded 
Speaker  Kopetzky  : The  recommendation 

of  the  Reference  Committee  that  a budgetary 
restriction  of  $13,000  be  adopted,  said  $13,000  to 
be  reserved  for  contingencies,  emergencies,  and 
protection  of  or  addition  to  the  capital,  as  a 
sort  of  reserve  fund,  is  before  you  for  action.  A 
motion  has  already  been  made  and  seconded  to 
adopt  the  said  recommendation.  Is  there  any 
discussion?  Are  you  ready  for  the  question? 

Dr.  James  F.  Rooney  : As  a member  of 
the  Board  of  Trustees  I should  like  to  know 
what  provision  is  to  be  made  in  relation  to  this 
contingent  fund.  What  is  to  be  done  with  it? 
Is  it  to  be  invested?  Is  it  to  be  placed  in 
savings  banks?  What  is  the  opinion  of  the 
House  as  to  the  manner  in  which  this  one 
more  fund  is  to  be  managed?  I should  like 
to  hear — and  I am  sure  all  of  the  other  mem- 
bers of  the  Board  of  Trustees  would  too, 
although  I speak  only  for  myself — the  opinion 
of  the  House  as  to  the  manner  in  which  the 
Trustees,  whose  duty  it  is  to  supervise  the 
financial  affairs  of  the  Society,  are  to  manage 
this  so-called  contingent  fund. 

Dr.  Louis  H.  Bauer:  May  I answer  that 

question?  This  is  not  a separate  fund.  The 
custom  has  been  to  budget  the  items  from  the 
income  of  the  Society  at  so  much,  leaving  a 
balance  for  leeway  to  cover  emergencies  and 
additions  to  capital.  We  are  merely  recom- 


mending that  the  budget  be  not  more  than 
$13,000  less  than  the  estimated  income  from 
dues.  It  is  not  a separate  fund  requiring  a 
special  accounting.  It  would  be  available  for 
emergencies  or  for  additions  to  capital,  the 
same  as  any  budgetary  restriction  applies  today. 
This  year  there  was  an  estimated  saving  of 
$4,500  between  the  budget  and  the  actual  esti- 
mated income  from  dues.  We  are  recom- 
mending that  next  year  it  be  $13,000  less. 

Speaker  Kopetzky:  Is  there  any  further 

discussion?  Are  you  ready  for  the  question? 

Dr.  Harry  Aranow,  Bronx:  I would  like 

to  know  why  $13,000  less? 

Dr.  Louis  H.  Bauer:  The  original  recom- 
mendation of  the  Committee  was  for  $20,000. 
The  $7,000  that  was  the  estimated  savings  on 
Workmen’s  Compensation  has  just  been  re- 
jected, so  I simply  deducted  that,  leaving  it 
$13,000. 

Dr.  Aranow:  It  seems  to  me  that  would 

limit  the  Trustees  too  much  and  not  give  them 
the  leeway  they  should  have  in  administering 
our  financial  affairs.  To  set  a definite  sum  of 
$13,000  seems  to  me  to  be  entirely  unreasonable. 
I think,  after  all,  the  reason  we  have  Trustees 
is  to  make  the  necessary  decisions  as  to  the 
financial  affairs  of  our  Society,  and  while  the 
Society  can  express  a sentiment  it  does  not 
seem  to  me  that  they  can  act  in  this  way 
without  knowing  definitely  what  the  expenses 
are  going  to  be. 

Speaker  Kopetzky:  What  do  you  want  to 

do  about  it  ? Do  you  want  to  make  any 
amendment  ? 

Dr.  Aranow  : I do  not  think  the  Trustees 

should  be  limited  to  any  definite  sum  as  a 
reserve.  After  all  we  have  Trustees  to  make 
the  decision  on  financial  matters  for  us.  They 
get  together,  and  decide  what  items  of  expense 
are  proper  and  what  are  not  proper,  in  view 
of  our  estimated  income.  There  are  many 
emergencies  which  arise,  and  they  should  be  able 
to  act  according  to  their  best  judgment. 

Dr.  Thomas  P.  Farmer,  Onondaga : I wish 
to  speak  against  this  recommendation.  I realize 
the  weight  that  the  Committee  has  given  to  it, 
and  I think  they  are  prompted  by  the  highest 
ideals.  On  the  other  hand,  the  setting  aside  of 
a special  amount  is  rather  a dangerous  pre- 
cedent. 

This  year  our  expenses  are  actually  increased 
by  the  traveling  fund  of  the  House  of  Dele- 
gates to  the  San  Francisco  Convention.  We 
will  not  have  to  meet  that  again  another  year, 
but  such  a thing  may  come  up  again  some  time, 
and  it  may  interfere  with  some  other  expendi- 
ture that  the  Society  is  carrying  on  for  some 
excellent  work.  I would  be  very  heartily  in 
favor  of  supporting  a recommendation  showing 
the  desire  to  set  aside  a larger  amount,  but  to 
specifically  state  the  sum,  I am  opposed  to  that. 

Dr.  John  J.  Masterson,  Kings:  I do  not 
think  that  the  Board  of  Trustees,  in  view  of 
the  increasing  activities  of  our  Societv  and  all 
the  work  that  the  members  wish  it  to  do,  should 
be  asked  to  save  $13,000  out  of  our  budget.  I 
think  if  they  will  live  within  the  budget  that 
is  all  we  should  ask  them  to  do. 

There  is  something  in  there  about  an  emerg- 
ency. We  have  been  accumulating  money  for  a 
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good  many  years,  and  at  the  present  time  we 
have  in  our  treasury  over  $200,000  which  could 
be  used,  or  at  least  part  of  it,  in  the  event  of 
any  emergency  arising,  and  I do  not  believe  that 
the  Board  of  Trustees  should  be  restricted  in 
the  amount  of  our  income  that  they  should 
expend. 

President  Goodrich  : I know  from  intimate 

experience  in  the  three  years  in  which  I have 
sat  on  the  Board  of  Trustees  that  you  can 
trust  the  Board  of  Trustees  to  save  all  the 
money  that  it  is  possible  to  save  by  conscien- 
tious review  of  the  recommendations  as  regards 
appropriations. 

My  impression  is  that  it  would  have  the 
possibilities  of  great  danger  if  any  specific 
amount,  large  or  small,  should  bind  the  Trustees 
to  a certain  amount  in  a contingent  fund  for 
emergencies  or  for  the  investment  of  capital. 
That  has  been  going  on  in  a satisfactory  amount 
for  several  years,  as  you  know,  for  you  have 
just  heard  what  the  accumulations  amount  to, 
although  we  have  had  to  take  losses  due  to  a 
drop  in  the  bond  market.  However,  I do  believe 
that  this  House  should  encourage  the  Council 
and  Trustees  in  every  way  possible  to  so 
guard  appropriations  that  a large  contingent 
fund  can  be  set  aside  each  year,  and  so  that 
they  will  lay  aside  something  for  investment 
as  well  when  that  contingent  fund  is  not  all 
used  for  emergencies. 

I believe  the  spirit  of  this  recommendation  is 
grand  but,  gentlemen,  you  have  very  carefully 
and  thoughtfully  elected  the  Board  of  Trustees, 
and  in  my  opinion  it  is  obligatory  upon  the 
House  that,  having  elected  them  for  a certain 
purpose,  they  let  them  fulfill  that  purpose  and 
be  our  economists,  be  our  thoughtful  last  con- 
sideration for  the  saving  of  our  monies. 

I would,  therefore,  move  you,  sir,  a substi- 
tute motion  that  the  Council  and  the  Board  of 
Trustees  be  encouraged  to  set  aside  each  year 
an  adequate  contingent  fund  for  emergencies, 
and  that  when  the  year  is  completed  any  unused 
portion  of  any  contingent  fund  so  set  aside 
should  be  placed  in  the  investment  account. 

The  substitute  motion  was  seconded. 

Dr.  Chas.  Gordon  Heyd  : I would  like 

to  move  an  amendment  to  Dr.  Goodrich’s  sub- 
stitute motion.  Encouraging  Trustees  to  save 
money  is  a pious  hope.  They  must  be  instructed 
to  save  it.  The  amendment  is  that  it  be  ob- 
ligatory upon  the  Trustees  to  deduct  four  per 
cent  of  the  gross  annual  income  of  the  Medical 
Society  of  the  State  of  New  York  to  be  placed 
in  a contingent  fund  until  such  time  as  our 
deficit  on  investments  of  $52,545  is  equalized. 
Discussion  to  the  amendment:  We  are  $52,000 
poorer  in  our  investment  account — 

Speaker  Kopetzky:  I must  know  from  the 

House  whether  it  wants  to  entertain  the  sub- 
stitute motion  or  the  original  motion.  Then 
we  will  discuss.  Are  you  ready  for  question 
that  we  shall  discuss  the  substitute?  Those  in 
favor  kindly  say  “Aye” ; opposed,  “No.”  Those 
in  favor  of  a discussion,  not  an  adoption  but  a 
discussion,  of  the  substitute  motion,  kindly  rise; 
those  opposed,  kindly  rise.  The  substitute  mo- 
tion is  before  you  for  discussion.  Dr.  Heyd 
will  open  the  discussion. 

Dr.  Chas.  Gordon  Heyd  : You  can  see, 


gentlemen,  we  have  had  to  write  off  on  our  in- 
vestment account  a bond  item  to  the  extent 
of  $27,539.  We  also  have  a drop  in  the  market 
value  of  our  investments  of  $25,006,  so  we  are 
according  to  the  market  value  of  our  holdings 
today  $52,000  poorer  than  we  were  some  time 
ago. 

Good  business  and  prudence  will  suggest 
that  we  set  aside  a certain  sum  of  money 
over  a period  of  years  to  wipe  out  that  loss. 
If  the  market  value  comes  up,  then  we  have 
saved  that  money;  if  the  market  value  remains 
the  same,  in  the  course  of  the  next  seven  or 
eight  years  we  will  have  liquidated  the  fall  in 
our  investment  account. 

I,  therefore,  propose  the  amendment  that  out 
of  the  total  monies  received  by  the  Society 
there  be  set  aside  each  year  four  per  cent  until 
such  time  as  a sum  of  money  shall  have  been 
accumulated  to  equal  the  deficit  in  our  bond 
and  investment  account. 

President  Goodrich  : A question  of  infor- 

mation : May  I ask  Dr.  Heyd  if  he  accepts  the 
principle  enunciated  in  the  substitute  motion  that 
this  amount  is  a contingent  fund  which  should 
be  laid  aside  for  emergencies  during  the  year 
and  then  the  unused  portion  added  at  the  end 
of  the  year  to  this  purpose  for  which  he  de- 
cides four  per  cent  should  be  set  aside?  If  so, 
I would  be  very  glad  to  accept  his  amendment, 
and  the  whole  question  could  be  opened  along 
that  line. 

Speaker  Kopetzky  : The  amendment  spe- 

cifically states  in  its  language  what  it  does : 
that  it  lays  aside  four  per  cent  until  the  loss 
is  made  up.  It  does  not  say  that  anything 
should  be  specifically  done  with  it,  nor  does  it 
imply  any  principle.  It  is  very  specific. 

President  Goodrich  : May  I ask  is  that 
besides  the  motion  for  the  contingent  fund? 

Speaker  Kopetzky  : The  amendment  says 
nothing  about  a contingent  fund.  The  amend- 
ment says  four  per  cent  of  the  gross  income 
shall  be  reserved  until  such  time  as  the  losses 
are  made  good,  and  then  it  shall  go  into  the 
general  fund,  and  there  is  nothing  implied  or 
reserved  in  the  matter.  It  is  a purely  business 
proposition.  As  stated,  the  amendment  is  before 
the  House,  and  it  amends  President  Goodrich’s 
substitute  motion.  The  discussion  is  on  the 
amendment. 

President  Goodrich:  Is  this  added  to  the 
motion,  or  is  it  a substitute  for  the  substitute 
motion  ? 

Speaker  Kopetzky  : It  is  an  amendment  of 
the  substitute  motion,  and  it  is  before  the  House 
for  discussion. 

Dr.  George  W.  Kosmak:  I would  like  to 
amend  Dr.  Heyd’s  amendment  to  make  that 
figure  six  per  cent,  and  not  four  per  cent. 

The  amendment  was  seconded. 

Speaker  Kopetzky:  You  are  filling  in  blanks. 
The  amendment  to  the  amendment  is  that  in- 
stead of  four  per  cent  it  shall  be  six  per  cent. 

Dr.  Heyd:  I will  accept  the  six  per  cent. 

Speaker  Kopetzky:  Six  per  cent  has  been 
accepted  by  the  good  business  man. 

President  Goodrich  : I will  accept  the 

amendment  and  make  it  a part  of  my  substitute 
motion. 

Dr.  George  W.  Cottis:  I do  not  see  any 
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particular  conflict  between  the  original  motion 
and  the  substitute  motion  as  amended.  If  this 
House  wishes  to  limit  the  budget  to  an  amount 
which  will  leave  $13,000  as  a margin  from  our 
receipts  for  dues,  it  may  also  instruct  us  to 
definitely  earmark  four  or  six  per  cent  of  the 
total  receipts  for  a specific  purpose;  that  is  to 
make  up  the  loss  on  our  investment  funds. 

I think,  without  having  had  a chance  to  con- 
sult with  the  rest  of  the  Board,  that  the  Trustees 
would  very  much  like  to  have  you  adopt  the 
original  motion  for  this  reason:  Every  year 

the  budget  is  made  out,  and  then  all  through  the 
year  at  every  meeting  we  are  presented  with 
demands  for  extra  funds  which  were  not  pro- 
vided for  in  the  budget.  Some  of  those  sums 
are  quite  large.  We  feel  that  if  we  are  defi- 
nitely limited  in  the  amount  that  we  are  allowed 
to  allocate  the  Committees  will  be  a little  bit 
more  careful,  and  some  of  the  officers  may  be 
a little  more  careful  about  incurring  debts, 
and  then  coming  to  us  and  saying,  “What  are 
you  going  to  do  about  it?  We  have  spent  $400 
or  $500.  If  you  don’t  pay  it,  we  will  have  to 
pay  it  out  of  our  own  pockets.”  It  kind  of  puts 
us  on  the  spot,  and  we  would  like  very  much  to 
have  this  House  instruct  us  to  limit  that  budget 
so  that  we  may  have  a $13,000  leeway,  not 
necessarily  to  be  saved  and  put  into  the  invest- 
ment fund,  but  as  Dr.  Goodrich  says  if  an 
emergency  comes  up  we  will  have  that  money 
to  fall  back  on.  We  know  there  will  be 
emergencies  all  through  the  year.  In  addition 
to  that,  I see  no  reason  why  we  should  not  be 
instructed  to  definitely  earmark  a certain  per- 
centage— four  or  six  per  cent — for  the  specific 
purpose  of  investment.  As  a Trustee,  I see  no 
objection  to  an  accommodation  of  these  two 
motions,  and  I hope  you  will  vote  in  favor  of 
the  Reference  Committee’s  recommendation. 

Speaker  Kopetzky:  The  question  is  on  the 
amendment  reserving  six  per  cent  of  the  gross 
net  income  until  the  losses  have  been  made  up, 
and  then  it  is  at  the  disposition  of  future  houses 
or  future  recommendation  of  the  Board  of 
Trustees.  That  is  the  substitute  motion  which 
you  have  decided  to  consider.  It  is  before  you 
for  action.  There  being  no  further  discussion,  I 
will  call  for  the  question.  Those  in  favor  of 
adopting  the  amendment  will  kindly  say  “Aye”; 
those  opposed,  “No.”  The  Chair  is  in  doubt. 
Those  in  favor  of  the  amendment  will  kindly 
raise  their  right  hands ; those  opposed  to  it 
will  kindly  raise  their  right  hands.  The  amend- 
ment is  carried.  It  disposes  of  the  original 
recommendation  of  the  Reference  Committee 
since  you  decided  to  consider  the  substitute  mo- 
tion and  have  adopted  it  as  amended. 

Dr.  William  Klein,  Bronx:  I don’t  think  it 
disposes  of  the  original  motion.  This  is  a sepa- 
rate motion  entirely.  The  original  motion  has 
nothing  to  do  with  putting  away  for  this  or  for 
that. 

Speaker  Kopetzky  : The  original  motion  said 
to  put  away  $13,000.  It  was  substituted  that 
four  per  cent  be  put  away  rather  than  the 
$13,000.  That  was  amended  to  make  the  four 
per  cent,  six  per  cent,  and  the  amendment  was 
accepted  by  the  proposer,  and  as  such  was 
passed ; that  is,  the  substitute  motion,  as 


amended,  was  passed.  Is  there  anything  else 
in  the  original  motion  that  needs  action? 

President  Goodrich  : A point  of  order  1 

Speaker  Kopetzky:  I am  willing  to  enter- 
tain your  point  of  order  and  be  corrected,  if  I 
am  wrong. 

President  Goodrich:  The  substitute  motion 
was  to  encourage  the  Board  of  Trustees  and  the 
Council  to  save  an  adequate  amount  each  year 
for  a contingent  fund  which  if  not  used  during 
the  year  by  appropriation  of  the  Trustees  for 
emergencies  should  be  saved  for  the  capital  ac- 
count. Dr.  Heyd  recommended  that  four  per 
cent  be  earmarked  to  cover  the  depreciation  on 
securities,  and  Dr.  Kosmak,  the  Treasurer, 
moved  that  four  per  cent  be  made  six  per  cent. 
In  other  words,  there  were  two  amendments. 
Now,  as  I understand  it,  Mr.  Speaker,  the  vote 
disposed  of  the  six  per  cent  amendment.  It  did 
not  dispose  of  the  substitute  motion  which  I 
made. 

Speaker  Kopetzky:  I think  the  point  of 
order  is  well  taken. 

President  Goodrich:  My  substitute  motion 
was  to  give  the  Trustees  a free  hand.  I felt  it 
was  honoring  them  to  give  them  a free  hand 
because  of  our  confidence  in  their  wisdom  and 
their  care  of  our  funds.  Inasmuch  as  the  Chair- 
man of  the  Board  of  Trustees  says  they  would 
be  glad  to  have  a specified  amount  set,  I will 
withdraw  my  substitute  motion. 

Dr.  J.  Richard  Kevin,  Kings:  I submit,  sir, 
that  this  can  be  cleared  up  to  everybody’s  satis- 
faction. I move  you,  sir,  that  the  original  mo- 
tion as  substituted  be  presented  to  the  House 
now. 

Speaker  Kopetzky:  The  original  motion,  as 
substituted,  will  you  state  it? 

Dr.  Louis  H.  Bauer  : “The  Committee 
recommends  that  the  Council  endeavor  to  in- 
crease this  still  more  by  economies  in  the  pres- 
ent budgetary  items  so  that  the  budget  will  be 
at  least  $13,000  less  than  the  estimated  income 
from  dues,  leaving  this  amount  for  contingencies, 
emergencies,  and  protection  of  or  addition  to 
the  capital.” 

President  Goodrich  : I second  the  motion  of 
Dr.  Kevin. 

Speaker  Kopetzky:  You  have  just  heard  the 
recommendation  made  by  Dr.  Kevin  that  the 
original  motion  as  amended  be  presented  to  the 
House.  It  has  been  seconded  by  the  President. 
What  is  your  pleasure? 

Dr.  Arthur  J.  Bedell  : Question  of  informa- 
tion: What  happens  to  the  motion  that  has 
just  prevailed? 

Speaker  Kopetzky:  It  is  law  as  far  as  this 
House  of  Delegates  is  concerned  until  it  is  re- 
scinded or  revoked. 

Dr.  James  F.  Rooney:  Question  of  informa- 
tion : Do  I understand  the  ruling  of  the  speaker 
to  be  that  the  only  instruction  thus  far  received 
from  the  House  is  that  the  Board  of  Trustees 
be  instructed  to  set  aside  the  matter  of  six  per 
cent  of  the  gross  income  of  the  Society  for  the 
purpose  of  creating  a contingent  fund  to  make 
up  the  losses  in  the  investment  portfolio  of  this 
Society  through  the  fall  of  the  market? 

Speaker  Kopetzky:  That  is  as  far  as  they 
go  on  the  question. 

Dr.  James  F.  Rooney:  Then  do  I understand 
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that  Dr.  Kevin’s  motion  is  really  a re-making 
of  the  motion  made  by  the  Chairman  of  the 
Reference  Committee?. 

Speaker  Kopetzky:  Yes,  sir.  It  is  really  a 
restatement  of  the  motion  made  by  the  Presi- 
dent allowing  the  Board  of  Trustees  freedom  of 
action  in  setting  aside  additional  monies  to  cover 
contingencies  or  conserve  our  funds. 

Dr.  James  F.  Rooney:  I am  not  speaking 
for  the  Board  of  Trustees;  I am  speaking  for 
myself  as  a Trustee.  I want  some  specific  di- 
rection from  this  House  as  to  where  we  are 
going  to  keep  the  expenses  of  this  Society.  We 
have  had  enough  of  this  sort  of  thing  that  we 
can  do  this  or  that.  We  are  highly  honored  by 
the  confidence  that  the  House  places  in  us  but 
nevertheless,  as  Dr.  Cottis  has  so  well  said,  at 
every  meeting  there  come  up  extra  budgetary 
appropriations  for  extra  budgetary  expendi- 
tures, expenditures  that  are  against  the  resolu- 
tions of  this  House  passed  during  the  last  five 
years.  If  the  House  wishes  to  instruct  this 
Board  specifically  that  you  shall  hold  out  of 
the  normal  dues  income  of  this  Society  $13,000 
a year,  keep  the  budget,  the  total  budgetary 
appropriations  below  that  sum,  limit  all  of 
these — I hesitate  to  use  the  word,  but  it  is 
true — illegal  expenditures,  I am  sure  that  as  a 
trustee  I should  welcome  it,  and  I think  I can 
bespeak  that  same  sentiment  for  nearly  all  the 
other  members,  if  not  all  the  members,  of  the 
Board. 

I hope  that  this  motion  to  instruct  us  to 
limit  the  total  expenditures  to  $13,000  below 
our  normal  dues  income  will  prevail. 

President  Goodrich  : Question  of  privilege. 

Speaker  Kopetzky:  State  your  question  of 
privilege. 

President  Goodrich  : As  I understand  Dr. 
Kevin’s  motion,  it  referred  to  the  report  of  the 
Reference  Committee,  am  I right,  that  $13,000 
be  set  aside  for  a contingent  fund? 

Dr.  Kevin  : Yes.  My  interpretation  of  this, 
sir,  according  to  my  knowledge  of  parliamentary 
law  is  that  whatever  precedes  an  amended  mo- 
tion, when  that  amended  motion  is  carried,  you 
must  necessarily  carry  through  step  by  step. 
Therefore,  the  last  amendment  to  be  voted  on 
now,  and  the  first  one  made,  is  the  money 
question.  The  amendments  made  after  that 
have  been  passed. 

President  Goodrich  : Therefore,  I seconded 
Dr.  Kevin’s  motion  feeling  that  he  had  essen- 
tially, according  to  parliamentary  law,  moved 
the  previous  question,  which  was'  the  report  of 
the  Reference  Committee.  I withdrew  my  mo- 
tion, therefore,  my  substitute  motion,  and  was 
told  by  the  Speaker  I could  not  because  it  had 
been  amended. 

Speaker  Kopetzky:  Because  the  substitute 
motion  as  amended  had -been  carried. 

President  Goodrich  : I was  attempting  to 
show  my  change  of  feeling  when  the  Trustees 
desired  Jhe  specific  instructions  by  seconding 
the  motion  of  Dr.  Kevin.  I wish  the  House 
to  understand  that  what  Dr.  Kevin  has  really 
done  is  in  effect  to  move  the  previous  question, 
and  in  order  to  clear  the  skies  I seconded  it.  I 
have  no  desire  to  press  the  substitute  motion  as 
long  as  the  members  of  the  Board  of  Trustees 
prefer  the  specific  instruction. 


Dr.  Chas.  Gordon  Heyd:  I propose  a substi- 
tute motion,  and  that  is  that  the  House  of  Dele- 
gates communicate  to  the  Board  of  Trustees 
their  instructions  that  an  amount  equal  to 
$13,000  be  obligatorily  subtracted  from  the  an- 
nual dues  for  the  purpose  of  meeting  the  con- 
tingencies that  may  arise  in  the  administration 
of  the  Society ; second,  that  an  amount  equal  to 
six  per  cent  of  the  annual  dues  shall  be  allocated 
to  liquidate  the  disparity  between  our  invest- 
ment cost  and  the  market  value. 

Speaker  Kopetzky  : The  second  part  of  your 
motion  has  been  passed.  The  other  part  is 
before  you. 

Dr.  Heyd’s  substitute  motion  was  sec- 
onded. 

Dr.  George  W.  Kosmak  : It  would  seem  to 
me  an  unnecessary  restriction  on  the  Board  of 
Trustees  to  state  a definite  amount  which  is  to 
be  subtracted  from  the  yearly  income.  Although 
we  have  an  income  of  $155,800  approximately 
from  dues,  those  dues  are  not  promptly  paid, 
and  at  the  end  of  the  year  we  may  not  obtain 
the  dues  of  that  entire  membership.  I believe 
that  it  would  be  a very  unsatisfactory  book- 
keeping procedure  if  the  Trustees  were  com- 
pelled to  subtract  a definite  sum  such  as  $13,000. 
If  a percentage  figure  were  agreed  upon  on  the 
dues  actually  collected,  that  would  be  a much 
more  appropriate  thing;  but  I do  not  believe 
that  is  necessary.  It  seems  to  me  that  the 
sentiment  of  this  House  of  Delegates  and  of  a 
great  many  other  members  of  the  Society  must 
have  impressed  itself  upon  the  Board  of  Trus- 
tees sufficiently  by  this  time  so  that  they  will 
use  their  natural  saving  functions  to  make 
that  budget  just  as  small  as  possible.  I,  for 
one,  cannot  see  the  need  or  necessity  of  naming 
an  abstract  sum  to  be  deducted  from  a more 
or  less  variable  income.  I hope  that  part  of 
the  motion  will  not  prevail. 

Dr.  William  H.  Ross:  As  one  of  the  Trus- 
tees I wish  to  observe  that  if  this  complexity 
goes  on  very  much  longer,  it  will  require  some 
definite  interpretation  of  the  results  to  guide 
the  Trustees.  I think  you  are  getting  into  deep 
water. 

This  year  there  have  been  various  items  pre- 
sented since  the  budget  was  adopted,  amounting 
to  about  $6,000.  Some  of  it  is  very  definite  and 
we  must  meet  it.  To  definitely  set  aside  a con- 
tingent fund  is  an  invitation  to  spend  it.  I think 
that  you  ought  to  trust  the  Board  of  Trustees 
to  take  care  of  the  funds,  and  I can  assure  you 
that  in  their  present  state  of  mind  they  are  in- 
clined not  to  exceed  the  income  of  the  Society 
at  all. 

The  particular  thing  that  you  have  before 
you  is  an  effort  to  make  up  the  losses  due  to 
market  depreciation.  I question  whether  that 
is  very  sound  or  not.  We  have  an  income  still 
from  the  investments,  and  if  that  is  not  touched 
that  will  make  up  that  difference.  It  amounts 
this  year  to  about  $10,000,  so  we  will  gradually 
come  out  of  it,  and  of  course  everybody  expects 
some  day  there  will  be  some  improvement  and 
withdrawal  of  the  wet  blanket  that  holds  busi- 
ness paralyzed  today,  and  then  there  will  be  an 
appreciation.  I question  very  much  whether  it 
is  a wise  thing  to  limit  the  Trustees  in  that 
way.  However,  we  are  ready  to  accept  instruc- 
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tions;  but  the  whole  matter  is  becoming  more 
and  more  complex  from  your  discussion,  and  for 
one  I will  hardly  know  what  to  do  when  it  is 
over. 

Speaker  Kopetzky  : Is  there  any  further  dis- 
cussion? 

Dr.  Walter  A.  Ludlum,  Kings : As  I under- 
stood this  last  motion,  the  sum  of  $13,000  is 
directed  to  be  put  into  a contingent  fund,  which 
is  in  addition  to  the  six  per  cent  which  must  be 
set  aside  to  take  care  of  the  depreciation  in  our 
investment  account.  I wonder  whether  all  of 
the  delegates  understand  that  that  is  the  case; 
that  on  the  basis  of  a $155,000  income,  approxi- 
mately fifteen  per  cent  is  removed  from  the 
budget,  leaving  at  the  disposition  of  the  Trus- 
tees in  the  budget  only  eighty-five  per  cent  of 
the  dues  income.  I think  that  is  an  improper 
procedure,  but  my  essential  purpose  is  to  make 
it  clear  that  it  is  not  six  per  cent,  nor  $13,000, 
but  that  it  is  six  per  cent  plus  $13,000  that  is 
recommended  for  specific  disposition. 

Dr.  Arthur  J.  Bedell,  Albany : Question  of 
information : Have  we  not  in  this  House  dis- 
posed of  this  six  per  cent  segregation?  Did  we 
not  vote  to  do  that? 

Speaker  Kopetzky:  We  did. 

Dr.  Bedell:  It  is  disposed  of? 

Speaker  Kopetzky:  Yes,  sir.  Now  you  are 
voting  on  the  additional — 

Dr.  Bedell  : Question  of  information : I 

would  like  a restatement  of  just  what  we  are 
voting  on  please. 

Speaker  Kopetzky  : Dr.  Heyd,  read  your 
motion  leaving  off  that  portion  which  we  have 
already  adopted. 

Dr.  Heyd  : The  annual  dues  of  the  Society 
are  approximately  $155,000.  My  substitute 
motion  was  to  enable  the  subtraction  of  $13,000 
from  that  $155,000.  Deducting  that  $13,000 
would  then  make  available  for  budgetary  pur- 
poses a residue  of  $142,000.  It  is  then  up  to  the 
Trustees  to  run  this  Society  on  a budget  of 
$142,000. 

What  will  we  do  with  the  $13,000?  We  will 
take  six  per  cent  of  $155,000,  approximately 
$9,000,  and  we  will  place  that  at  the  discretion 
of  the  Board  of  Trustees  for  reinvestment  to 
bring  our  loss  of  our  investment  fund  up  to  the 
purchase  price.  The  remainder,  $4,000,  is 
utilized  in  the  discretion  of  the  Board  of 
Trustees  for  any  emergency  or  contingency  that 
might  arise.  The  purpose  of  my  substitute  mo- 
tion was  to  enable  the  saving  of  $13,000,  of 
which  $9,000 — or  six  per  cent  of  our  total 
membership  revenue — would  be  set  aside  to 
liquidate  the  loss  in  our  investment  fund  and 
to  bring  it  up  to  its  cost  price.  It  is  not  in- 
compatible with  the  motion  that  has  been  passed. 

Speaker  Kopetzky:  Are  you  satisfied,  Dr. 
Bedell? 

Dr.  Bedell:  No,  sir,  I don’t  see  how  that 
does  it.  If  I understood  Dr.  Heyd,  he  was 
using  this  six  per  cent  from  the  gross.  That 
was  the  motion  that  prevailed? 

Speaker  Kopetzky:  It  did. 

Dr.  Bedell:  Then  why  do  we  have  to  re- 
consider it  now? 

Speaker  Kopetzky:  It  is  not  under  recon- 
sideration. 

Dr.  Bedell:  I did  not  consider  I was  voting 


for  a six  per  cent  to  be  used  as  an  increase  of 
our  investment  fund,  to  be  taken  from  this 
other  $13,000.  I thought  we  disposed  of  the  six 
per  cent.  If  so,  why  is  it  now  before  us? 

Speaker  Kopetzky:  The  Chair  understood 
that  six  per  cent  of  the  gross  income  was  to  be 
deducted  and  used  by  the  Trustees  to  refund 
losses.  The  question  of  the  $13,000  came 
originally  from  the  Reference  Committee,  and 
had  no  connection  with  refunding  losses.  That 
was  subsequently  changed  by  Dr.  Heyd’s  mo- 
tion to  set  aside  a definite  sum  to  be  used  by 
the  Trustees  at  their  discretion,  reducing  the 
total  amount  of  income  available  for  ordinary 
budgetary  purposes,  and  giving  a reserve,  a lee- 
way, a margin,  in  addition  to  the  six  per  cent. 
Your  conception,  as  you  stated  it,  Dr.  Bedell, 
was  my  conception,  but  we  both  might  be 
wrong. 

Dr.  James  F.  Rooney:  This  thing  seems  to 
be  making  confusion  more  profound.  I think  it 
can  be  settled  by  a motion  to  reconsider  the 
previous  vote  in  relation  to  this  substitute  mo- 
tion. 

Speaker  Kopetzky:  Did  you  vote  in  favor 
of  it? 

Dr.  Rooney:  Yes,  I voted  in  favor  of  it.  I 
move  it  be  reconsidered. 

Speaker  Kopetzky:  It  must  be  seconded  by 
someone  who  voted  in  favor  of  it  also. 

Several  said  they  voted  in  favor  of  it,  and 
were  seconding  Dr.  Rooney’s  motion. 

Speaker  Kopetzky  : The  question  is  on  the 
reconsideration  of  the  six  per  cent  amendment 
that  was  passed.  Are  you  ready  for  the  ques- 
tion? All  in  favor,  kindly  say  aye;  those  op- 
posed, no.  It  is  a vote,  and  the  question  is  now 
on  the  reconsideration  of  the  amendment  setting 
aside  six  per  cent  of  the  budget  for  the  refund- 
ing of  losses.  What  is  your  pleasure? 

Dr.  James  F.  Rooney:  A point  of  order. 

Dr.  Thomas  P.  Farmer:  A point  of  order. 

Dr.  Rooney:  I yield  to  Dr.  Farmer. 

Dr.  Farmer  : How  can  you  vote  an  amend- 
ment to  a motion  that  has  been  withdrawn? 

Speaker  Kopetzky  : You  cannot.  That  is 
why  I said  the  motion  could  not  be  withdrawn. 

Dr.  Rooney:  I raise  this  point  of  order:  In 
view  of  the  fact  that  we  are  now  ready  to  re- 
consider an  amendment  or  a substitute  to  the 
original  motion,  is  it  not  the  Speaker’s  under- 
standing that  that  reopens  the  whole  question 
of  the  original  motion? 

Speaker  Kopetzky:  It  is  my  understanding 
that  the  whole  question  should  be  reopened, 
although  technically  it  does  not  do  so,  and  with 
the  consent  of  the  House,  since  we  want  to  do 
business,  let  us  open  the  whole  question,  and 
start  anew. 

Dr.  Rooney  : I would  yield  the  floor  to  Dr. 
Chas.  Gordon  Heyd  in  order  that  he  may  pre- 
sent his  motion. 

Dr.  Heyd  : Mr.  Speaker,  I think  we  are  all 
agreed  that  we  want  to  save  money;  therefore, 
I make  a motion — it  is  a substitute — 

Speaker  Kopetzky  : There  is  nothing  before 
the  House  at  all. 

Dr.  Heyd  : I make  the  following  motion : In 
order  to  instruct  the  Board  of  Trustees  as  to 
the  desirability  of  placing  our  fiscal  manage- 
ment on  a proper  basis,  that  an  amount  not  to 


960 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


exceed  $13,000  be  deducted  from  the  gross  in- 
come of  the  Society  per  year;  of  that  $13,000, 
$7,000  shall  be  allocated  under  the  direction  of 
the  Board  of  Trustees  yearly  until  such  time 
as  the  loss  in  our  investment  fund  is  made  up 
to  the  market  price  that  we  paid  for  our  securi- 
ties. 

The  motion  was  seconded. 

Dr.  Arthur  J.  Bedell  : There  is  one  word 
in  Dr.  Heyd’s  motion  that  changes  it  from 
what  he  said  originally,  as  I heard  it.  He  said 
"up  to  the  sum  of  $13,000.” 

Dr.  Heyd:  "Not  to  exceed  $13,000.” 

Dr.  Bedell  : Not  to  exceed  it,  but  under  that, 
they  could  allocate  $100,  or  $200 ; in  other 
words,  there  is  a maximum,  but  no  low  limit. 

Dr.  Heyd:  I will  change  the  diction:  An 
amount  of  $13,000,  but  not  in  excess  of  it. 

Speaker  Kopetzky  : Is  there  any  further  dis- 
cussion? 

Dr.  Harry  Aranow,  Bronx : I am  afraid  I 
am  guilty  for  having  this  thing  all  tangled  up, 
but  I cannot  see  the  point  of  making  a definite 
limit.  Suppose  by  some  unforeseen  good  luck 
the  Board  of  Trustees  are  able  to  save  $25,000, 
what  are  they  going  to  do  with  the  rest  of  the 
money  ? Aren’t  they  allowed  to  save  that 
money?  It  seems  to  me  it  ought  to  be  not  less 
than  $13,000.  If  they  can  save  more  money, 
that  much  the  better. 

Dr.  John  J.  Masterson,  Kings:  Did  Dr. 

Heyd  say  what  the  Board  of  Trustees  were 
going  to  do  with  the  difference  between  the 
$7,000  and  $13,000,  the  $6,000?  I do  not 
recall  that  he  stated  just  what  the  Board  of 
Trustees  were  going  to  do  with  that. 

Speaker  Kopetzky:  Can  you  enlighten  the 
gentleman  from  Kings? 

Dr.  Heyd:  In  substance,  we  are  going  to  tell 
the  Board  of  Trustees  they  have  to  save  money, 
that  they  have  got  to  save  an  amount  equal  to 
$13,000  per  year;  and  the  only  way  we  can  do 
it  is  to  have  them  deduct  that  out  of  the  total 
income  of  the  Society  before  they  make  their 
budget.  That  has  been  done  for  years,  gentle- 
men, with  previous  treasurers.  Of  that  $13,000, 
$7,000  is  to  go  to  make  up  the  difference  be- 
tween the  present  market  value  of  our  securities 
and  what  we  paid  for  them,  which  leaves  $6,000 
for  contingencies  that  may  arise. 

After  that  $13,000  is  deducted  from  our  total 
income,  if  we  do  business  for  a year,  and  the 
Board  of  Trustees  at  the  end  of  the  year  has  a 
surplus,  it  does  not  limit  their  saving  that  too, 
but  it  impresses  upon  them  it  is  the  wish  of 
this  House  that  they  shall  at  least  take  out  of 
current  revenue  $13,000. 

Dr.  Thomas  H.  Cunningham:  It  seems  to 
me  that  we  are  building  up  a very  involved 
machinery  here  to  do  a very  simple  thing  that 
we  all  want  to  do.  We  want  to  economize.  We 
do  not  have  to  impress  upon  the  Board  of 


Trustees  the  fact  that  this  Society  should  save 
money.  We  do  not  have  to  set  up  a contingent 
fund,  because  who  is  going  to  say  when  that 
fund  shall  be  spent.  If  we  would  go  at  this 
thing  from  the  other  end,  if  we  would  cut  down 
the  expenditures  of  our  Society,  the  perfectly 
unnecessary,  useless,  silly  expenditures  that  are 
going  on,  and  have  been  going  on,  over  a period 
of  years,  they  would  not  have  the  slightest  dif- 
ficulty in  laying  aside  $13,000  every  year.  That 
I think  is  the  way  to  go  at  this. 

Speaker  Kopetzky:  The  question  has  been 
called  for.  Those  in  favor  of  the  question, 
kindly  say  "Aye”;  those  opposed,  "No.”  The 
question  is  before  you.  Those  in  favor  of 
adopting  the  motion  made  by  Dr.  Heyd,  kindly 
say  “Aye” ; those  opposed,  "No.”  It  is  a 
vote,  and  it  is  carried,  and  it  is  so  ordered. 

Dr.  Louis  H.  Bauer:  One  more  item,  Mr. 
Speaker:  "We  should  first  know  the  result  of 
these  steps  in  Economy  and  also  should  know, 
that  if  any  increase  in  dues  is  necessary,  how 
the  additional  money  is  to  be  spent  and  what 
probable  benefits  would  ensue. 

"The  Committee,  therefore,  feels  it  would  not 
be  advisable  to  raise  the  dues  at  this  time,  and 
except  for  the  proposed  assessment  for  Work- 
men’s Compensation  (which  you  have  already 
voted  out),  recommends  that  no  increase  be 
made.” 

I move  the  adoption  of  that  recommendation. 

The  motion  was  seconded. 

Dr.  James  R.  Reuling,  Jr.,  Queens : I would 
move  that  that  matter  be  laid  on  the  table  until 
after  the  report  of  the  Reference  Committee  on 
President’s  Address  has  been  made. 

The  motion  was  seconded,  put  to  a vote,  and 
was  carried. 

Dr.  Louis  H.  Bauer:  There  are  two  items 
that  have  been  deferred,  so  the  adoption  of  the 
report  as  a whole  cannot  be  made  at  this  time. 

Speaker  Kopetzky:  I agree  with  you. 


32.  Report  of  Committee  on  Prize  Essays 

I have  here  a notification  that  I must  put  be- 
fore the  House.  "The  Committee  on  Prize 
Essays  reports  receipt  and  consideration  of  two 
essays  submitted  for  the  Lucien  Howe  Prize 
for  which  competition  is  open  this  year.  The 
Committee  has  awarded  the  prize  to  that  essay 
bearing  the  sign  ‘Macula.’  ” That  is  signed  by 
Frank  Bethel  Cross,  Chairman  of  the  Committee 
on  Prize  Essays. 

Secretary  Irving  opened  the  envelope. 

Speaker  Kopetzky  : The  winner  of  this  prize 
I am  very  proud  to  announce  is  one  who  has  won 
prizes  here  before : Dr.  Arthur  J.  Bedell,  of 
Albany.  Congratulations,  sir!  (Applause). 


(To  be  continued) 
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Medical  News 


Allegany  County 

Dr.  Ralph  W.  Bohn  of  the  Gowanda 
State  Hospital,  spoke  on  ‘‘Psychiatry  in  Gen- 
eral Practice”  before  the  Allegany  County 
Medical  Society  at  Wellsville  on  April  28. 

Bronx  County 

The  scientific  program  of  the  Bronx 
County  Medical  Society  on  April  20  was  as 
follows : 

“Relation  of  the  Pituitary  Gland  in  Health 
and  Disease,”  Max  A.  Goldzieher,  M.D. 
Discussion:  A.  Inter-relation  of  Pituitary 

to  Mid  Brain,  Nathan  Savitsky,  M.D. ; B. 
Inter-relation  of  Pituitary  to  Pancreas, 
Samuel  Gitlow,  M.D. ; C.  Inter-relation  of 
Pituitary  to  Ovaries,  Raphael  Kurzrok, 
M.D. ; D.  Inter-relation  of  Pituitary  to 
Thyroid,  Solomon  Ginsburg,  M.D. 

Franklin  County 

Dr.  Macartney’s  fine  book  on  “Fifty 
Years  a Country  Doctor”  is  now  in  its 
fourth  printing.  In  reply  to  a letter  of 
congratulations  from  the  editor  of  the  Mas- 
sena  Observer , Dr.  Macartney  wrote  from 
Florida : 

Reviews  of  the  book  are  coming  in  with 
every  mail.  I received  23  one  day  last  week, 
which  may  be  only  a flash  in  the  pan,  to  use 
a phrase  from  the  days  of  the  old  flint  lock 
musket.  Every  little  bookstore  in  Florida  seems 
to  have  it  in  stock  and  two  weeks  after  publica- 
tion the  E.  P.  Dutton  Company  stated  that  it 
had  already  reached  the  fourth  printing. 

This  is  rather  overwhelming  to  me  and  it 
would  be  silly  to  deny  that  I am  pleased  since 
every  normal  man  loves  his  own  baby  even  if 
it  is  only  a brain  (?)  child.  I am  given  to 
understand  that  the  Book  of  the  Month  Club 
has  it  listed  and  the  Readers’  Digest  will  pub- 
lish a condensation  of  it  soon.  Many  thanks  for 
your  kindness. 

Nassau  County 

“Tuberculosis  Undiscovered  Endan- 
gers You — Your  Family — Your  Com- 
munity,” was  discussed  by  Dr.  James  Bul- 
mer  of  Glen  Cove  before  the  Freeport  Lions’ 
Club  on  April  26. 

New  York  County 

Recently  a number  of  professional  men 
in  Yorkville  (the  East  Eighties),  have  been 


held  up  and  robbed  by  the  same  thief.  The 
victims  were  held  up  during  office  hours,  the 
thief  claiming  to  be  a patient.  He  is  about 
six  feet  tall,  dark  hair  and  eyes,  sallow 
complexion  and  slender  physique.  If  such 
an  individual*  is  seen  in  a physician’s  office 
he  should  be  detained  and  the  police  notified. 

Niagara  County 

Dr.  W.  J.  Engel  of  the  Cleveland  Clinic, 
Cleveland,  spoke  on  May  10  at  the  monthly 
meeting  of  the  Niagara  County  Medical 
Society  in  the  Hotel  Niagara,  at  Niagara 
Falls  on  obstruction  of  the  upper  urinary 
tract. 

Oneida  County 

A dinner  meeting  of  the  Utica  Academy 
of  Medicine,  at  Hotel  Utica,  on  May  19,  was 
addressed  by  Dr.  M.  L.  Lurie,  Boston,  on  the 
topic,  “Our  Hearing  and  What  May  Hap- 
pen to  It,”  with  discussion  by  Dr.  Karl 
Gruppe  and  Dr.  Fred  Jones. 

Onondaga  County 

A Physicians’  Secretaries  Society  has 
been  formed  with  Miss  Dorothy  Rush, 
President;  Mrs.  Iva  E.  Bush,  Vice-Presi- 
dent; Miss  Mildred  Pegano,  Corresponding 
Secretary;  Mrs.  L.  C.  Mattice,  Recording 
Secretary;  and  Miss  Dorothy  Clary,  Treas- 
urer. 

Ontario  County 

Dr.  J.  F.  Maltman  was  host  to  the 
Canandaigua  Medical  Society,  on  May  12, 
when  Dr.  Philip  M.  Standish  read  a paper 
on  “Water  Balance  and  Intravenous  Medi- 
cation.” 

Westchester  County 

Dr.  Theodore  Jost  was  elected  president 
and  Dr.  Harold  Herring  vice-president  of 
the  Mount  Vernon  Medical  Society  at  the 
annual  meeting  and  outing  on  May  12  at 
the  Leewood  Country  Club  in  Tuckahoe. 

Other  officers  named  were  Dr.  Mark  G. 
Kliatshco,  secretary,  and  Dr.  William  A. 
Randel,  treasurer. 

After  the  election,  members  turned  to  golf 
and  dinner  and  a social  hour  which  followed. 
Approximately  sixty  attended. 
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Hospital  News 


A New  “Cancer  Center  of  the  World” 


The  cornerstone  of  “the  largest  cancer 
center  in  the  world,”  the  new  Memorial 
Hospital  for  the  Treatment  of  Cancer  and 
Allied  Diseases  in  New  York  City,  was 
laid  on  May  20  in  the  presence  of  a distin- 
guished gathering  of  medical  men  and  can- 
cer authorities. 

The  principal  speaker  was  Dr.  Janies 
Ewing,  director  of  the  hospital  and  presi- 
dent of  its  medical  board,  one  of  the 
world’s  foremost  authorities  on  cancer. 
Another  speaker  was  Dr.  Lewis  W.  Douglas, 
former  director  of  the  United  States  Budget, 
now  principal  and  vice-chancellor  of  McGill 
University,  Montreal,  who  is  a member  of 
the  Memorial  board  of  managers.  Harry 
Robbins,  president  of  the  hospital,  presided. 

The  new  institution  was  described  by  Dr. 
Ewing  as  “the  largest  cancer  center  in  the 
world,”  and  by  Mr.  Robbins  as  “the  great- 
est cancer  project  now  contemplated 
anywhere  in  the  world.”  With  its  ultra- 
modern equipment,  the  most  powerful  anti- 
cancer artillery  in  the  world,  combined 
with  its  research  laboratories,  its  highly 
trained  personnel  and  its  vast  experience 
from  the  treatment  of  75,000  cancer  pa- 
tients in  the  hospital’s  fifty-four  years  of 
existence,  the  new  institution,  under  the 
leadership  of  Dr.  Ewing,  will  embody 
humanity’s  greatest  hope  for  finding  a cure 
for  cancer,  if  such  a cure,  or  cures  can 
be  found. 

“To  the  public,  rich  and  poor,  patient  or 
philanthropist,”  Dr.  Ewing  said,  “this  con- 
spicuous building,  added  to  an  already 
great  medical  center  (the  Cornell  Univer- 
sity Medical  College),  should  offer  renewed 
encouragement  to  approach  the  cancer 
problem  with  greater  alertness,  wider 
knowledge  and  finer  discrimination,  for  by 
fighting  cancer  with  such  weapons  we  may 
eventually  reach  substantial  control  of  this 
group  of  diseases. 

“New  York  City  need  no  longer  acknowl- 
edge a subordinate  position  among  the 
great  cities  of  the  world  in  equipment  to 
accomplish  these  ends.” 

The  new  “cancer  center  of  the  world” 
occupies  a plot  613  by  200  feet  given  by 


John  D.  Rockefeller,  Jr.,  and  is  being  con- 
structed with  a grant  of  $3,000,000  made 
by  the  General  Education  Board  of  the 
Rockefeller  Foundation.  The  institution,  a 
twelve-story  and  penthouse  building  costing 
nearly  $4,000,000,  will  replace  the  present 
institution  at  Central  Park  West  and  106 
Street. 

Labor  Rows  Caused  Delay 

It  became  known  that  labor  troubles 
caused  a delay  of  one  year  in  the  comple- 
tion of  the  building  and  an  additional  cost 
of  about  $1,000,000  in  its  construction.  It 
was  added  that  “many  luxuries  and  con- 
veniences and  some  necessities  desired  for 
the  patients”  had  to  be  omitted  from  the 
building  as  a result  of  these  labor  difficul- 
ties, which,  it  was  charged,  developed  as  a 
result  of  “extravagant  demands  and  tyran- 
nical practices”  of  certain  labor  unions 
connected  with  the  building  trades. 

As  the  original  grant  was  only  $3,000,000, 
it  was  learned,  the  extra  $1,000,000  still 
must  be  raised.  In  addition,  the  center  will 
need  about  $2,000,000  as  an  endowment  to 
operate  the  new  institution  at  full  capacity, 
and  to  enable  it  to  carry  on  the  most  con- 
centrated and  effective  methods  for  fight- 
ing mankind’s  natural  enemy  No.  2 yet  to 
be  contemplated  anywhere  in  the  world. 

A box  was  placed  in  the  cornerstone  con- 
taining publications  of  the  hospital,  data  on 
the  present  five-year  cure-rates  at  the  in- 
stitution in  the  different  types  of  cancer, 
external  and  internal;  gold  seeds  filled  with 
the  radium  product  radon,  used  in  treating 
cancer,  and  other  radium  applicators  de- 
veloped at  the  Memorial  Hospital;  photo- 
graphs of  the  nursing,  laboratory,  clinical, 
fellowship  and  resident  staffs  and  other 
articles  and  documents. 

The  building,  fronting  on  East  Sixty- 
eighth  Street,  will  provide  at  the  outset 
for  168  beds,  with  provision  for  expan- 
sion. It  will  contain  extensive  facilities 
for  diagnostic  and  treatment  clinics,  sur- 
gery, research  laboratories  and  special  pro- 
vision for  irradiation  with  x-rays  and 
radium. 
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“We  believe,”  Dr.  Ewing  said,  “that 
radiation  therapy  is  still  in  its  infancy. 
The  equipment  for  radiation  therapy 
(x-rays  and  radium)  includes  all  known 
modern  instruments  and  some  new  super- 
voltage x-ray  apparatus  not  previously  em- 
ployed.” 

Together  with  its  second  largest  radium 
pack  in  the  world,  this  new  super-voltage 
x-ray  equipment  will  constitute  the  most 
powerful  anti-cancer  artillery  to  be  con- 
centrated anywhere  in  the  world. 

“This  building,”  Dr.  Ewing  said,  “is 
an  indication  of  a new  era  in  the  attitude 
toward  cancer.  We  wish  to  rob  cancer  of 
the  pall  of  emotion  which  obscures  its  real 
significance  and  intensifies  its  stern  reali- 
ties and  prevents  real  progress.  We  want 
to  introduce  the  idea  of  a business  approach 
to  the  cancer  problem,  an  emergency  busi- 
ness, with  the  best  service  given  to  the 
early  comers. 

“This  is  only  a beginning.  We  expect 
in  time  this  whole  city  block  (between 
First  and  York  Avenue  and  Sixty-seventh 
and  Sixty-eighth  Streets)  will  be  covered 
by  other  additions  to  our  plant. 

“I  think  modern  society  has  got  to  real- 
ize that  if  it  wants  the  results  which  it  is 
more  or  less  emphatically  demanding  and 
hysterically  providing  for  in  some  direc- 
tions, it  will  have  to  devote  a much  larger 
portion  of  its  material  resources  to  projects 
of  this  type,  and  I do  not  believe  the  mod- 
ern conscience  is  up  to  that  point  yet.” 

The  ceremonies  were  held  on  the  anni- 
versary of  the  laying  of  the  cornerstone 
of  the  original  Memorial  Hospital  fifty- 
four  years  ago. 

Newsy  Notes 

Liabilities  of  $1,546,240  and  assets  of 
$596,096  are  listed  in  bankruptcy  schedules 
filed  by  the  Broad  Street  Hospital  in  New 
York  City. 

Richmond  Memorial  Hospital,  Dreyfus 
Foundation,  Staten  Island,  celebrates  “Hos- 
pital Day”  every  year  by  planting  a tree 
in  memory  of  some  person  prominently  con- 
nected with  the  institution. 

This  year  the  hospital  honored  the  late 
Richard  Getz  of  Eltingville,  secretary  of 
the  hospital’s  maintenance  organization  until 
his  death  January  19. 

Getz  is  the  twelfth  person  in  whose  name 


a tree  has  been  planted  along  the  driveway 
surrounding  the  hospital  on  Princes  Bay 
road. 

Dr.  Lewis  Webb  Crigler,  surgeon  di- 
rector and  secretary  of  the  board  of  surgeons 
of  the  Manhattan  Eye  and  Ear  Hospital, 
died  suddenly  on  April  30  of  a heart  attack 
in  his  office.  He  was  sixty-one.  He  was  a 
consulting  surgeon  at  the  New  Rochelle 
Hospital,  the  Sutton  Memorial  Hospital,  in 
Middletown;  the  United  Hospital,  in  Port 
Chester,  and  the  Peekskill  Hospital. 

Miss  Nora  E.  Young,  who  has  served 
twenty  years  as  superintendent  of  the  Cale- 
donian Hospital  in  Brooklyn,  was  honored 
at  a dinner  at  the  Towers  on  April  23. 

Improvements 

Petitions  urging  the  city  council  of 
Schenectady  to  authorize  immediate  con- 
struction of  an  addition  to  the  City  hospital 
to  alleviate  overcrowding  in  the  contagious 
wards  and  provide  facilities  for  mental  dis- 
ease cases  were  presented  to  the  city  council 
on  May  13. 

The  Niagara  County  Board  of  Super- 
visors is  considering  the  feasibility  of  the 
enlargement  of  the  present  hospital  build- 
ing at  the  Niagara  County  Infirmary  at 
Lockport  or  the  erection  of  a new  building. 

The  Memorial  Hospital  at  Niagara 
Falls  has  installed  new  kitchen  equipment 
at  a cost  of  some  $10,000. 

At  the  Helm 

These  hospital  officials  have  been 
chosen  : 

Dr.  A.  J.  Rongy.  to  be  president  of  the 
medical  advisory  board  of  the  Hospital 
for  Joint  Diseases  in  New  York  City. 

Francis  L.  Durk,  to  be  president  of  the 
Brooklyn  Eye  and  Ear  Hospital. 

Dr.  Joseph  Tenopyr,  to  be  director  of 
surgery  at  the  Kings  County  Hospital. 

Dr.  Israel  Magelaner,  to  be  medical 
superintendent  of  Harlem  Hospital. 

Mrs.  Otho  C.  Hudson,  to  be  president 
of  the  Hempstead  branch  of  the  Nassau 
Hospital  auxiliary. 


Across  the  Desk 


Pink  Panes  for  Pained  People? 


The  man  who  sees  the  world  through 
rose-colored  spectacles  is  happy,  while  the 
one  who  “sees  red”  is  unhappy,  the  one  “in 
the  red”  feels  blue,  and  the  one  “in  the  pink” 
feels  like  a fighting-cock.  The  cure  for 
the  blue  fellow  in  the  red  would  have  been 
the  “long  green”  in  the  days  when  that 
currency  was  current.  So  we  must  own  up 
that  color-therapy  at  least  has  something 
in  it.  There  is  evidently  something  in  it 
for  the  “healers,”  who  put  their  sufferers, 
or  victims,  under  colored  glass,  of  all  hues 
and  shades  of  the  rainbow.  The  rainbow  is 
thus  the  Bow  of  Promise  to  the  victim,  and 
the  healer  is  after  the  pot  of  gold  at  the 
end  of  it.  The  various  shades  give  the  shady 
touch  that  is  appropriate. 

Busy  doctors,  too  occupied  with  real  medi- 
cine to  pay  attention  to  fakirs,  will  be 
amazed  to  know  that  there  is  actually  a 
cult  of  “chromotherapy.”  Some  of  its  “liter- 
ature” has  fallen  into  the  hands  of  the 
Editor  of  the  Archives  of  Physical  Therapy, 
who  says  that  “every  ethical  member  of  the 
medical  profession  would  be  shocked  were 
he  to  see  the  brazen  and  fantastic  claims 
made  for  it  by  self-appointed  exponents  of 
this  twilight  zone  of  therapy.”  Its  followers, 
it  appears,  are  promised  a veritable  gold 
mine  in  the  utilization  of  colored  pieces  of 
glass  to  treat  all  human  ills.  Some  of  the 
colors  listed  are  picturesque,  anyway — 
“flame  red,”  “spinach  green,”  “etheric  blue,” 
“tangerine,”  “love-bird  green,”  “pansy,” 
“cobalt  green,”  etc. 

Every  111  Has  its  Hue 

All  that’s  necessary,  it  seems,  is  to  put 
panes  of  the  right  color  in  the  window,  and 
the  sick  man  is  as  good  as  cured.  When  this 
form  of  treatment  comes  into  its  own,  we 
shall  see  the  doctor  hastening  down  the 
street,  not  with  his  little  black  bag,  but  with 
an  assortment  of  colored  window-panes 
under  his  arm,  and  carrying  a blob  of  putty 
and  a silver-handled  putty-knife.  A light- 
ning diagnosis  indicates  tomato-worm  green, 
say,  and  in  no  time  the  sufferer  is  basking 
in  this  pleasing  hue. 

“I  feel  better  already,  doc,”  he  says. 

“Yes,  you  are  very,  very  lucky,”  replies 


the  chromotherapist  grandly.  “You  called 
me  just  in  time.  By  tomorrow  you  would 
have  had  to  have  potato-bug  brown,  much 
more  expensive.  Now  this  will  cost  you 
only  fifty  dollars.” 

But  the  patient  has  fainted. 

As  the  literature  explains,  some  colors  are 
“anabolic,”  some  “metabolic,”  and  some 
“ketabolic.”  Some  are  caustic,  some  gentle, 
while  others  can  cause  “festers”  or  slay 
germs.  Certain  colors,  it  appears,  are  help- 
ful in  enabling  a tottering  dotard  to  regain 
sexual  potency,  while  others,  on  the  con- 
trary, will  subdue  excessive  erectility.  Even 
a child  harboring  worms  in  its  intestinal 
canal  merely  needs  certain  colored  pieces 
of  glass  placed  over  its  abdomen  “to  cause 
the  worms  to  be  so  humiliated  at  the  un- 
worthy treatment  that  they  will  emigrate  in 
a huff,”  as  the  Editor  of  Physical  Therapy 
remarks,  or  else,  he  adds,  “it  may  be  that  the 
worms,  in  spite  of  ‘spinach-green/  feel  they 
cannot  compete  with  Popeye,  the  sailor  man.” 

Turn  the  Searchlight  on  it 

Now,  we  may  ask,  is  there  a serious  side 
to  all  this  ? Do  various  colors  of  light 
really  have  any  healing  value?  Is  there  a 
grain  of  the  true  wheat  in  all  this  chaff 
of  charlatanry?  Well,  a paper  marked  by 
science  and  good  sense  on  this  very  topic 
was  read  in  April  at  the  Eastern  Sectional 
Meeting  of  the  American  Congress  of  Physi- 
cal Therapy,  and  is  printed  in  its  Archives. 
It  is  written  by  Dr.  Hermann  Vollmer,  a 
Heidelberg  man  now  practicing  in  New 
York  City,  who  carried  out  his  experiments 
at  Mount  Sinai  Hospital. 

What  Dr.  Vollmer  did  was  to  take  the 
claims  made  by  German  and  other  investiga- 
tors whose  findings  were  published  in  sci- 
entific journals,  and  test  them  out  carefully 
with  his  colleagues  at  Mount  Sinai.  One 
test,  for  example,  was  made  with  the  little 
fish  known  as  guppies.  A rectangular  aqua- 
rium was  divided  into  two  equal  parts,  but 
in  such  a way  that  the  guppies  could  swim 
freely  back  and  forth  from  one  to  the  other. 
One  half  was  covered  with  red  cellophane, 
the  other  with  blue.  Which  would  the  fish 
prefer?  Would  they  flock  to  their  red- 
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light  district,  and,  if  so,  what  would  it 
show?  Are  we  merely  guppies  of  a later 
type,  to  follow  where  they  lead? 

Well,  it  turned  out  that  they  were  very 
moral  little  guppies,  and  shunned  the  red 
lights.  A few  wayward  ones  resorted 
thither,  but  the  great  majority,  7.5  to  1,  we 
are  informed,  preferred  the  blue.  Just  what 
position  was  taken  by  the  .5  guppy  is  not 
stated ; perhaps  he  merely  lingered  longingly 
near  the  crimson  chamber,  and  scored  only 
half  a point.  He  was  a waverer.  Some  of 
us  are  like  that. 

Ask  the  Ants  What  they  Think 

Thus  the  guppies.  Next  the  ants.  Vol- 
umes, as  we  all  know,  have  been  written  to 
tell  us  what  smart  little  fellows  the  ants 
are.  As  man  has  the  supreme  intelligence 
in  the  animal  kingdom,  so  the  ant  seems  to 
have  the  keenest  brain  in  the  insect  realm. 
What  could  be  happier  than  to  signal  from 
one  realm  to  the  other  and  ask,  as  it  were, 
“Which  do  you  like  better,  red  or  blue?” 
The  query  was  put  to  the  ants  by  enclosing 
them  in  an  ant-house,  covered,  half  and 
half,  with  red  and  blue  cellophane.  Which 
will  they  prefer?  The  reply  is  immediate 
and  emphatic.  They  flocked  at  once  to  their 
red-light  district,  without  a qualm.  If  the 
ants  are  as  brainy  as  claimed,  does  this  con- 
tain any  teaching  for  us?  To  make  their 
feeling  perfectly  clear,  they  not  only  lived 
and  bred  in  the  crimson  or  primrose  paths, 
but  used  the  blue  part  for  a cemetery,  and 
buried  their  dead  there.  “That’s  all  your 
land  of  blue-laws  is  good  for,”  they  seemed 
to  say.  The  moral  is  for  each  one  to  decide 
for  himself,  perhaps  with  the  self-searching 
inquiry — “Are  you  an  ant  or  a guppy?” 

Then  it  was  the  turn  of  the  flies  to  be 
questioned,  and  they  were  introduced  into 
a box,  lighted  half  red,  half  blue.  Deter- 
mined to  show  their  independence,  they 
treated  both  colors  alike,  and  favored 
neither  the  blue  nor  the  red. 

The  Answer  to  the  Riddle 

What  is  the  explanation  of  these  contradic- 
tory tastes  of  guppies,  ants,  and  flies?  Dr. 


Vollmer,  (who,  by  the  way,  must  not  be 
blamed  for  the  deep  moralizing  above  on  his 
experiments)  explains  it  very  simply.  Gup- 
pies like  the  light,  so  they  prefer  the  blue, 
because  it  is  lighter  than  the  red ; ants 
like  semi-darkness,  and  favor  the  red;  flies 
seek  full  daylight,  so  that  neither  red  nor 
blue  satisfies  them. 

Rats  are  of  course  favorite  subjects  of 
study,  and  the  European  investigators  had 
based  some  of  their  conclusions  about  the 
influence  of  light  upon  experiments  with 
them,  so  Dr.  Vollmer  conducted  a series  of 
careful  tests  upon  these  rodents,  running 
over  many  months.  There  is  not  room  here 
to  go  into  the  details,  but  it  is  sufficient  to 
say  that  any  differences  that  appeared  in 
the  animals  living  under  one  or  another 
color  of  light  were  easily  explained  on 
other  grounds,  so  that  there  was  no  true 
scientific  evidence  that  the  colored  light  was 
of  any  effect  at  all. 

“Negative  Light  Therapy” 

It  is  true  that  smallpox  patients  kept  in  a 
“red  room”  do  not  develop  suppuration  of  the 
eruptions  and  subsequent  .scar  formation, 
but,  as  Dr.  Vollmer  remarks,  this  is  “nega- 
tive light  therapy,”  and  depends  on  the 
exclusion  of  chemically  active  light,  the 
light  of  short  wave  length,  and  not  on  any 
specific  influence  of  red  light.  Total  dark- 
ness is  equally  good.  He  also  attacks  the 
treatment  of  inflamed  areas  with  red  light 
irradiation  as  an  “erroneous  theory,”  and 
reports  a number  of  experiments  of  which 
“all  presented  negative  results.”  Favorable 
results  of  red  light  treatments  obtained  by 
various  clinicians  and  practitioners  he  would 
explain  as  due  in  great  part  to  the  heat  that 
goes  with  the  light. 

This  is  a growing  subject.  Heat,  light, 
sound,  x-ray,  and  perhaps  cosmic  ray,  are 
all  forms  of  radiation,  all  a part  of  the  mys- 
terious realm  of  radioactivity.  Its  potency 
for  good  or  ill  no  one  denies.  Radiotherapy 
is  in  its  infancy.  One  of  the  European 
workers  quoted  by  Dr.  Vollmer  is  Professor 
Pincussen,  whose  very  name  suggests  that 
the  subject  is  full  of  good  points. 


The  witty  young  wife  of  a university 
professor  remarked  during  her,  first,  preg- 
nancy, “I’m  quite  modern,  you  know — heir- 
conditioned,  so  to  speak.” — Camdian  Doctor. 


Nt^rsei'  “I  think  he’s  regaining  con- 
sciousness, doctor;  he  just  /tried  to  blow 
the  foam  off  his  medicine.” — Petroleum  En- 
gineer. 
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Physiology  for  Pharmaceutical  Students. 

By  Harold  H.  Barber,  B.Sc.  Octavo  of 
477  pages,  illustrated.  Baltimore,  William 
Wood  and  Company,  1937.  Cloth,  $4.50. 

For  the  purpose  for  which  this  book  was 
written  it  fulfills  its  need.  It  is  an  excellent 
text  of  elementary  physiology  but  hardly 
of  the  type  to  interest  the  practioner  or 
student  of  medicine. 

George  B.  Ray 

Security  Against  Sickness.  A Study  of 
Health  Insurance.  By  I.  S.  Falk.  Octavo  of 
423  pages.  Garden  City.  Doubleday,  Doran  & 
Company,  Inc.  1936.  Cloth,  $4.00. 

The  author  of  this  valuable  book  has  spent 
years  on  and  had  wide  experience  in  his 
subject.  The  work  is  divided  into  four 
parts : 

I.  Need  for  group  payment  of  sickness 
in  the  United  States. 

II.  A study  of  European  experience  with 
health  insurance. 

III.  The  basis  of  an  American  program. 

IV.  Appendices. 

It  is  a scholarly  performance  in  succinct, 
clear  style,  wi-tjh  much  convincing  logic.  The 
author’s  conclusions  are  based  on  an  enor- 
mous amount  of  “laboratory  work,”  cover- 
ing statistical  data  from  England,  Germany, 
and  Denmark.  Aside  from  the  cold  facts 
of  his  work,  Dr.  Falk  reveals  an  unbiased 
mind,  acute  vision  and  a profound  sense 
of  duty  toward  the  “underdog”,  in  life,  which 


add  immensely  to  the  challenge  he  brings  to 
American  thinkers  on  a problem  which  has 
been  looming  larger.  He  emphasizes  4;he 
disastrous  effect  of  incapacitating  sickness 
amongst  our  people  on  the  stability  of  the 
land.  His  reasoning  leads  him  to  the  con- 
clusion that,  sooner  or  later,  compulsory 
health  insurance  will  become  an  established 
fact  with  us,  and  (hat,  properly  inducted, 
it  should  be  absolutely  free  from  political  in- 
fluence, should  protect  the  needy  in  times 
of  sickness  and  as  (in  England)  be  of  great 
benefit  to  the  profession  of  medicine  and 
dentistry  in  an  ethical  solution  of  their 
economic  problems.  Right,  or  wrong,  the 
book  is  a masterpiece  and  will  command 
serious  attention  of  a large  number  of  peo- 
ple, both  lay  and  professional,  whose  hearts 
are  in  this  big  subject  and  who  will  surely 
read  with  open  minds  what  the  author  has 
to  suggest  in  the  way  of  “basic  principles 
for  an  American  program.”  He  is  perfectly 
clear  that  some  form  of  State  medicine  is 
inevitably  in  the  offing;  and  he  is  giving 
to  those  interested  the  findings  of  years  of 
intensive  study  and  wise  counsel,  based 
upon  these  findings  and  his  own  conception 
of  the  indications  to  be  followed. 

Dr.  Falk’s  book  both  merits  and  demands 
careful  reading  by  everyone  interested  in 
the  alleviation  of  human  suffering  and  par- 
ticularly in  relation  of  the  dual  function  of 
the  medical  profession  and  the  State. 

J.  M.  Van  Cott 


' ' ' ORDERING  BOOKS 

As  a.  se-vice.  to  our  readers,  oooks  listed  in  thip’  issue  or  any  other  medical  book 
in  pnr.t  may  be  ordered  through.  0 . H.  McKENNA,  INC.,  878  Lexington  Avenue, 
New  York  City.  Phone  BUtterSeld  8-6603. 
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VEGEX-AUTOLYZED  BREWERS' 
YEAST  EXTRACT 

B Vitamin  Complex— Extrinsic 
Factor  (Anemias) 

Composition 

Extract  from  autolyzed,  genuine  brewery  grain 
grown  yeast,  condensed  in  vacuo.  About  three  per  cent 
of  an  extract  from  fresh  vegetables  is  added,  of  no 
known  physiological  or  allergic  significance.  Iron  rein- 
forcement is  had  with  ferrous  malate 100%  available 

(Elvehjem  test).  The  copper  supplement  comes  from 
the  yeast. 

The  sodium  chloride  necessary  for  the  autolyzing 
process  dilutes  as  used — a teaspoonful  to  a cup  of 
water — to  from  one- fourth  to  one-third  of  one  per  cent,  or  about  one-half  the 
concentration  in  the  average  piece  of  toast. 

Vegex  supplies  the  B vitamins  and  minerals  of  brewers’  yeast  in  a more 
readily  available  form.  It  has  a palatable  meat-like  flavor — meat  free — and 
is  found  easily  borne  by  infants  or  in  post  operative  cases. 


Protein  (N  x 6.25) 

Fat  

Calories  per  ounce 
Sodium  Chloride  . . 
Phosphorus  as  P . . 
Potassium  as  K . . 


Analysis 


Per  Cent 
32.6 
0.8 
40 
11.1 
2.62 
2.18 


Calcium  as  Ca 

Iron  as  Fe  

Magnesium  as  Mg 

Copper  

Manganese  


Starch  and  sugar  free  for  restricted  diets. 


Per  Cent 

0.098 

0.058 

0.13 

0.00275 

Distinct  Traces 


Biological  Tests  (Albino  rat) 

One  teaspoonful — about  6 grams  in  natural  combination,  no  Bi  reinforcement — assays: 

Sherman-Chase  Bj  270  units  B Complex  (all  known  B vitamins  in 

International  Bi  135  units  an  entirely  unaided  and  B complex 

Sherman-Bourquin  Bs  240  units  free  diet) 12  to  15  units 

Clinical  Tests  and  Use 


Anti-beriberi  factor mass  use  World 

War  by  Allied  troops. 

P-P  (pellagra  preventive)  factor mass 

use  Southern  States,  Egypt,  Italy,  India  and 
Malay. 

Extrinsic  factor  (intrinsic  factor  noted), 
Rhoads,  Strauss  and  Castle,  Wills,  Vaughan, 
Lassen  and  Lassen,  Groen,  West,  Ungley 
and  others. 

B complex  child  growth  factor,  pioneer 
use,  Pritchard. 

Other  widely  accepted  need  for  the  B 
vitamins,  such  as  anorexia,  promotion  of 
lactation,  reproduction,  proper  functioning 
of  the  digestive  tract. 

CHILD  AND  MAN  UNITS 

Accurate  child  and  man  units 
have  not  been  arrived  at.  Cowgill’s 
“Vitamin  B requirements  of  Man” 
are  based  on  animal  units  as  applied 
to  diets  considered  ample  in  vitamin 
potency,  seemingly  figured  on  results 


from  vitamin  B as  the  vitamin  B complex 
as  well  as  Bx. 

For  Vegex  the  child  and  man  units,  along 
with  other  of  the  vitamin  B complex  factors 
which  may  be  in  the  diet,  are  reported  from 
the  medical  research  and  from  private  prac- 
titioners substantially  as  follows: 


B Vitamin  Complex  Reinforcement.  . 12—24  Gms. 

Infant  Feeding  1—  3 Gms. 

Child  Feeding  3—  6 Gms. 

Expectant  or  Nursing  Mother 20—  25  Gms. 

Alcoholic  Polyneuritis  18-25  Gms. 

Macrocytic  Anemia  other  than  Per- 
nicious   15—  50  Gms. 

Pernicious  Anelmia  50—125  Gms. 


There  are  approximately  6 grams  of  Vegex  to 
a level  teaspoonful. 

GENERAL  USE 

One  outstanding  observation  is 
the  marked  way  in  which  Vegex 
generally  aids  in  strength  recovery 
with  the  patient  and  particularly  in 
preparation  for  and  as  the  liquid 
diet  after  an  operation. 


Samples 
and  literature 
for  clinical 
use  on 
request 


VITAMIN  FOOD  CO.,  INC.  • VEGEX,  INCORPORATED 

122  HUDSON  STREET,  NEW  YORK  CITY 


NICOTINIC  ACID 

(3:Pyridine  Carboxylic  Acid) 

Now  Available  to  the  Medical  Profession 


Physicians  may  now  obtain  SMAco  Nicotinic  Acid  (3:Pyri- 
dine  Carboxylic  Acid)  for  clinical  experimentation  in  tablet 
form  for  oral  administration.  Two  potencies  are  available: 
100  milligrams  per  tablet,  or  20  milligrams  per  tablet. 


While  making  no  therapeutic  claims,  we 
offer  the  following  references  to  the 
literature  for  the  attention  of  the  physi- 
cian. 

1 . “Treatment  of  Human  Pellagra  with  Nico- 
tinic Acid” — Fouts,  Holmes,  Lepovsky  and 
Jukes;  Proc.  Soc.  Exp.  Biol.  & Med.; 
37:405:  (Nov.)  1937. 

2 . "Relation  of  Nicotinic  Acid  and  Nicotinic 
Acid  Amide  to  Canine  Blacktongue” — El- 
vehjem,  Madden,  Strong  and  Wooley;  Jxl. 
Amer.  Chem.  Soc.  59:1767:  (Sept.)  1937. 

3.  "Therapeutic  Administration  of  Nicotinic 
Acid  in  Human  Beings  During  Health  and 
Disease.” — Spies,  Cooper  and  Blankenhorn. 
(Read  before  the  Central  Society  for  Clin- 
ical Research,  Chicago — Nov.  1937 — To 
be  published.) 

4.  "Nicotinic  Acid  and  the  Pellagra  Prevent- 
ing ('P-P’)  Vitamin” — Harris;  Chem.  & 
Ind.;  56:1134:  (Dec.)  1937. 

5.  ’’Pellagra  Successfully  Treated  with  Nico- 
tinic Acid — A Case  Report.” — Smith,  D.  T., 
M.D.;  Ruffin,  Julian  M.,  M.D. ; and  Smith, 
Susan  Cower,  M.A. ; Jrl.  A.M.A.  109:2054; 
(Dec.  18)  1937. 

6.  "Nicotinic  Acid  and  Vitamin  B2” — Dann, 
W.  J.;  Science;  86:616:  (Dec.  31)  1937. 

7.  "Pellagra  and  Nicotinic  Acid,”  an  editorial 
—Jrl.  A.M.A.  110:289  (Jan.  22)  1938. 

8.  "Relation  of  Nicotinic  Acid  to  Human 
Pellagra,”  an  editorial,  Jrl.  A.M.A.,  109; 
1203:1937  (Oct.  9). 

9.  "The  Use  of  Nicotinic  Acid  in  the  Treat- 
ment of  Pellagra,” — Spies,  Cooper  and 
Blankenhorn;  Jrl.  A.M.A.  110:622:1938 
(Feb.  26). 


SMAco  Nicotinic  Acid  (3:Pyridine 
Carboxylic  Acid)  Tablets,  of  both  poten- 
cies, are  scored  permitting  a wide  flexi- 
bility in  dosage.  Tablets  may  be  broken 
in  two  parts  at  the  score,  enabling  the 
physician  to  administer  any  multiple  of 
10  milligrams  as  a dose. 

SMAco  Nicotinic  Acid  (3:Pyridine 
Carboxylic  Acid)  is  available  in  tablet 
form  in  the  following  packages : 

List  No. 


Bottles  of  20  One  hundred-milli- 
gram tablets 7331 

Bottles  of  200  One  hundred-milli- 
gram tablets  7333 

Bottles  of  50  Twenty-milligram 

tablets  7311 

Bottles  of  500  Twenty-milligram 

tablets  7315 


Also  available  in  crystals  and  ampoules 

You  may  have  your  pharmacist  order 
any  of  the  above  packages  in  the  regular 
way,  or  you  may  order  Clinical  Trial 
Packages  as  follows  direct  from  us : 
Address  Dept.  18-68. 

Bottles  of  20  one-hundred-milligram  tab- 
lets (SMAco  7331)  each  $1 

Bottles  of  50  twenty-milligram  tablets 
(SMAco  7311)  each  $1 


S.  M.  A.  CORPORATION  • CLEVELAND,  OHIO 

MAKERS  OF  FINE  NUTRITIONAL  SPECIALTIES 

Producers  of:  SMAco  Carotene-in-oil  SMAco  Carotene-with-vitamin-D-concentrate-in-oil 

Alerdex  Hypo-Allergic  Milk  Protein  S.M.A.  (Acidulated)  S.M.A. 
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The  successful  result  of  a plan  generally 
depends  upon  the  co-ordination  of  the 
individuals  concerned.  Such  is  the  case 
in  the  treatment  of  constipation  where 
co-ordination  between  physician  and 
patient  is  essential  to  successful  treat- 
ment ...  To  the  many  doctors  who  pre- 
scribe Petrolagar,  patient  co-ordination 


is  a fairly  simple  matter.  The  pleasant 
taste  and  gentle  consistent  action  of 
Petrolagar  makes  it  readily  acceptable 
to  the  patient  as  well  as  to  the  physician 
. . . Five  Types  of  Petrolagar  provide  a 
choice  of  medication  to  suit  the  individ- 
ual case.  Petrolagar  Laboratories,  Inc., 
8134  McCormick  Blvd.,  Chicago,  111. 


Petrolagar  — Liquid  petrolatum  65  cc.  emulsified 
with  0.4  Gm.  agar  in  a menstruum  to  make  100  cc. 
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c7 PABLUM  04t  y o*t/i  Vcuxd*o*i 


VACATIONS  are  too  often  a vacation  from  protective  foods.  For  optimum  benefits  a 
vacation  should  furnish  optimum  nutrition  as  well  as  relaxation,  yet  actually  this  is  the 
time  when  many  persons  go  on  a spree  of  refined  carbohydrates.  Pablum  is  a food  that 
’'goes  good”  on  camping  trips  and  at  the  same  time  supplies  an  abundance  of  calcium, 
phosphorus,  iron,  and  vitamins  B and  G.  It  can  be  prepared  in  a minute,  without  cooking , 
as  a breakfast  dish  or  used  as  a flour  to  increase  the  mineral  and  vitamin  values  of  staple 
recipes.  Packed  dry,  Pablum  is  light  to  carry,  requires  no  refrigeration.  Here  are  some 
delicious,  easy-to-fix  Pablum  dishes  for  vacation  meals: 


Pablum  Breakfast  Croquettes 

Beat  3 eggs,  season  with  salt,  and  add  all  the  Pablum  the  eggs  will 
hold  (about  2 cupfuls).  Form  into  flat  cakes  and  fry  in  bacon  fat  or 
other  fat  until  brown.  Serve  with  syrup,  honey  or  jelly. 

Pablum  Salmon  Croquettes 

Mix  1 cup  salmon  with  1 cup  Pablum  and  combine  with  3 beaten  eggs. 
Season,  shape  into  cakes,  and  fry  until  brown.  Serve  with  ketchup. 

Pablum  Meat  Patties 

Mix  1 cup  Pablum  and  IV2  cups  meat  (diced  or  ground  ham,  cooked 
beef  or  chicken),  add  1 cup  milk  or  water  and  a beaten  egg.  Season, 
form  into  patties,  and  fry  in  fat. 

Pablum  Marmalade  Whip 

Mix  % cups  Pablum,  14  cup  marmalade,  and  14  cup  water.  Fold  in  4 
egg  whites  beaten  until  stiff  and  add  3 tablespoons  chopped  nuts. 

Pablum.  ( Mead’s  Cereal  thoroughly  cooked)  is  a palatable  cereal  enriched  with 
vitamin-  and  mineral-containing  foods,  consisting  of  wheatmeal  ( farina ) oat- 
meal, cornmeal,  wheat  embryo,  yeast,  alfalfa  leaf,  beef  bone,  reduced  iron,  and 
sodium  chloride.  Samples  and  recipe  booklet  sent  on  request  of  physicians. 

MEAD  JOHNSON  & COMPANY,  EVANSVILLE,  IND.,  U.S.A. 
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SUPRARENAL  BACKACHE 

George  D.  Hoffeld,  M.D.,  Troy 


There  is  a reasonable  certainty  that  a 
certain  amount  of  backache  is  due  to  in- 
volvement of  the  suprarenal  gland  in  a 
functional  sense,  similar  to  the  idea  that 
in  pituitary  eccentrics  there  are  pituitary 
headaches,  sometimes  localized  to  the 
temples  on  one  or  both  sides,  sometimes 
supranasal,  occasionally  occipital. 

Those  suffering  from  definite  Addi- 
son’s disease,  have  in  a large  number  of 
instances,  backache,  located  high  in  the 
renal  region.  Due  to  muscular  weakness 
involving  the  muscles  of  the  back,  back- 
ache is  apt  to  be  a sequential  symptom  of 
the  disease. 

A large  number  of  patients  with  back- 
ache as  a symptom  alone,  or  concomitant 
with  a varied  symptomatology,  have  a 
negative  urine  grossly  and  microscopic- 
ally. 

Still  the  backache  is  definitely  pointed 
out  as  being  over  the  renal  region  or 
somewhat  higher  in  the  region  of  the  su- 
prarenal gland.  The  symptom  may  be  con- 
comitant with  definite  endocrine  disease 
such  as  pituitary  or  thyroid  disease,  or 
any  pluriglandular  syndrome,  however 
mild  or  insidious.  Or  the  symptom  may 
be  part  of  the  large  list  of  complaints  in 
those  labeled  as  neurasthenics  or  as  hav- 
ing “nervous  breakdowns.”  A complaint 
common  to  almost  all  of  those  afflicted  by 
this  particular  type  of  backache  to  which 
I refer  is  general  weakness  or  fatigue  not 
to  the  degree  found  in  Addison’s  disease 
but  these  patients  are  very  often  too  tired 
to  do  this  and  too  tired  to  do  that.  They 
must  cut  down  on  their  social  activi- 
ties or  their  work,  or  require  a large 


number  of  sleeping  hours  in  order  to  feel 
rested. 

In  my  opinion  these  cases  are  due  to 
intermittent  or  chronic  swelling  of  the  ad- 
renal gland,  most  likely  of  the  adrenal 
cortex,  similar  to  the  swellings  that  cause 
the  pituitary  headaches.  This  would  also 
suggest  that  the  pain  is  caused  by  stretch- 
ing of  the  adrenal  capsule  since  the  pitu- 
itary headaches  are  attributed  by  many 
to  the  encroachment  of  the  pituitary  gland 
on  its  hard  bony  encasement. 

The  pain  may  be  due  also  to  a func- 
tional hypertrophy  of  the  adrenal  gland 
rather  than  as  swelling  of  the  gland.  This 
in  turn  may  be  due  to  an  excessive  drain 
on  the  adrenal  gland  due  to  disease  in 
other  of  the  glands  of  the  endocrine  sys- 
tem or  in  other  organs  of  the  body  such 
as  that  due  to  infections  or  degenerative 
disease,  such  as  cirrhosis  of  the  liver  or 
kidney  or  lung  disease. 

Proof  of  the  opinion  or  the  hypothesis 
as  stated  is  that  some  of  these  patients 
have  a low  blood  sodium  chloride,  which, 
as  this  is  the  extreme  case  of  adrenal  dis- 
ease, known  as  hypoadrenalism  or  Addi- 
son’s, is  also  very  low.  In  one  case  under 
my  observation,  the  backache  could  be 
brought  on  by  feeding  of  foods  high  in 
potassium  content. 

Potassium  is  known  to  be  somewhat 
under  the  control  of  the  adrenal  medulla 
and  may  also  exist  at  somewhat  inverse 
proportions  to  sodium  in  the  blood,  hav- 
ing an  antagonistic  effect  against  sodium. 
Others  of  these  cases  are  benefited  by  ad- 
ministering Vitamin  C either  in  its  natural 
state  in  foods  or  as  the  marketed  cevi- 
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temic  acid.  This  substance  is  chemically 
known  to  exist  in  the  adrenal  cortex. 

In  some  instances  the  symptom  is  part 
and  parcel  of  the  rheumatoid  pains  seen 
in  the  subthyroid.  But  unless  the  pain  in 
these  cases  is  due  to  chemical  changes  in 
the  muscle  such  as  accumulation  of  metab- 
olic wastes,  it  is  apt  to  be  due  to  the 
action  of  the  thyroid  on  the  adrenal  gland. 

.Dr.  Hertoghe  of  Antwerp  once 
expressed  the  belief  that  the  thyroid  gov- 
erns and  controls  all  the  internal  secre- 
tions. Brissaud  once  stated  that  the  thy- 
roid gland  was  the  most  delicate  and  the 
most  vulnerable  of  all  the  organs ; that  it 
reacted  to  deprivation  and  excesses  of  all 
description,  and  all  sorts  of  infections, 
however  mild.  This  would  explain  why 
backache  is  a common  secondary  symp- 
tom. 

Irvine,  McQuarrie,  Johnson,  and  Zieg- 
ler5 report  a case  in  which  by  study 
of  the  plasma  electrolytes  and  autopsy  a 
diagnosis  of  suprarenal  hyperfunction  was 
made.  This  case  had  the  symptom  of 
backache.  Chemical  examination  of  the 
blood  revealed  a reduction  of  the  potas- 
sium and  the  chlorides.  It  is  interesting  to 
note  that  in  this  case  with  previously 
high  systolic  and  diastolic  pressures 
there  was  a reduction  in  both  the  systolic 
and  the  diastolic  during  the  administra- 
tion of  potassium. 

This  and  other  cases  lead  me  to  the  con- 


CONTRACEPTION  IN 

In  the  twelve  years  that  ended  in  1936, 
Lovett  Dewees,  Ardmore,  Pa.,  and  Gilbert 
W.  Beebe,  New  York  ( Journal  A.  M.  A., 
April  9,  1938),  gave  contraceptive  advice  to 
884  white  patients.  One-fourth  of  these  were 
of  the  premarital  group.  About  ninety-four 
per  cent  of  all  the  patients  advised  have  been 
given  the  occlusive  vaginal  diaphragm  with 
jelly.  Therefore,  the  discussion  is  essentially 
a report  of  the  use  of  that  method.  The  884 
patients  have  been  predominantly  from 
upper  middle  class  homes  of  Protestant 
background  and  college  trained  or  the 
equivalent. 

Analysis  of  the  experience  of  the  662 
patients  who  have  been  followed  up  indi- 
cates that:  1.  The  acceptance  rate  of  the 

diaphragm  and  jelly  method  was  83  per 
cent — high  enough  to  justify  its  routine  pre- 
scription in  private  practice  and  low  enough 


elusion  that  suprarenal  backache  is  a dis- 
tinct entity  with  disordered  suprarenal 
function  caused  by  any  number  of  differ- 
ent chemical  or  hormonic  causes  and  any 
one  or  combination  of  the  following  fac- 
tors should  be  considered  in  discerning  its 
cause. 

1.  Blood  potassium. 

2.  Blood  sodium. 

3.  Thyroid  dysfunction  through  metabol- 
ism, blood  iodine,  creatine  tolerance  tests. 

4.  Potassium  adrenalin  effect. 

5.  Pluriglandular  syndromes. 

6.  Clinical  effect  of  sodium  administration 
in  the  form  of  acetate  chloride  or  bicar- 
bonate. 

7.  Clinical  effect  of  potassium  adminis- 
tration. 

8.  Clinical  effect  of  chloride  administra- 
tion. In  this  chemical  study  I have  seen  cases 
with  abnormal  high  blood  chlorides  which 
were  asymptomatic  except  for  slight  back- 
ache, suddenly  develop  within  a short  time, 
in  the  absence  of  treatment,  a low  blood 
chloride.  This  can  well  be  explained  on  the 
basis  that  hyperfunction  due  to  increased 
strain  on  a gland  is  often  followed  by  hypo- 
function. 
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PRIVATE  PRACTICE 

to  illustrate  the  need  for  other  prescriptions 
to  a significant  minority.  2.  The  chance  of 
unplanned  pregnancy,  while  relying  wholly 
or  partly  on  diaphragm  and  jelly,  may  be 
stated  as  six  pregnancies  per  hundred 
woman-years  of  exposure  for  this  group. 
This  rate  represents  a reduction  of  from 
ninety-three  to  ninety-six  per  cent  in  the 
risk  of  pregnancy  incurred  by  women  habit- 
ually practicing  no  contraception.  3.  Half 
of  the  eighty-six  unplanned  pregnancies  fol- 
lowed errors  or  omissions  that  might  ac- 
count for  conception.  4.  The  successful  use 
of  diaphragm  and  jelly  did  not  retard  con- 
ception after  the  method  had  been  set  aside 
for  planned  conception.  The  time  required 
for  conception  was  reported  for  136  of  the 
167  pregnancies  known  to  have  been  planned. 
Half  were  conceived  within  one  month  and 
three-fourths  within  three  months. 


FOX-FORDYCE  DISEASE  IN  A MALE 


Samuel  M.  Kaufman,  M.D.,  New  York  City 

From  the  Vanderbilt  Clinic  and  the  Department  of  Dermatology, 
College  of  Physicians  and  Surgeons,  Columbia  University 


A case  of  Fox-Fordyce  disease  is  pre- 
sented because  of  the  rarity  of  this  con- 
dition, particularly  in  males.  While  about 
seventy  cases  have  been  reported  in  the 
literature,  only  three  cases  have  occurred 
in  men.  These  were  reported  respectively 
by  Fox  and  Fordyce  in  1902, 1 Traub  in 
1926, 2 and  Turk  in  1927. 3 The  following 
presentation  will,  to  my  knowledge,  con- 
stitute the  fourth  authentic  case  of  Fox- 
Fordyce  disease  in  a male. 

Case  Report 

S.B.,  a white  nineteen  year  old  male  stu- 
dent, born  in  the  United  States  of  Jewish 
extraction,  complained  of  marked  itching, 
soreness,  oozing  and  cracking  of  the  skin 
in  both  axillae,  the  area  about  the  nipples, 
and  over  the  pubes.  The  condition  was  of 
2\  years  duration ; the  first  and  most  dis- 
turbing symptom  was  itching,  which  was 
more  or  less  periodic.  (Fig.  1-3) 

The  three  involved  areas  were  studded 
with  hemispherical,  large,  discrete  red  pap- 
ules, some  of  which  were  pierced  by 
broken-off  hairs.  These  were  most  numer- 
ous in  t,he  axilla  where  the  hair  was  sparse 
and  the  perspiration  most  profuse,  and  least 
numerous  in  the  pubic  region.  The  skin 
of  the  axilla  was  diffusely  red  but  not  in- 
filtrated. There  were  a few  scattered 
papules  between  the  nipple  and  the  axilla. 
All  the  areas  of  papular  involvement  showed 
evidences  of  scratching.  Dr.  G.  F.  Macha- 
cek  made  the  following  report;  on  a biopsy 
taken  from  the  axilla : 

There  is  moderate  hyperkeratosis,  acanthosis 
and  edema  of  the  epidermis.  The  follicular 
funnels  in  the  region  where  the  ducts  of  the 
apocrine  gland  emptied,  showed  extreme  edema 
and  an  infiltration  of  leukocytes.  The  glandular 
layer  in  general  was  thin  but  well-defined.  The 
papillary  and  superficial  reticular  corium  was 
markedly  infiltrated  by  leukocytes ; many  were 
large  mononuclear  cells  and  numerous  eosino- 
philic polymorphonuclears.  This  infiltration  was 
particularly  well-marked  about  the  hair  follicles 
and  the  apocrine  gland  ducts.  It  extended  along 
these  structures  into  the  depths  of  the  corium 
and  was  seen  about  the  acini  of  the  apocrine 
glands.  It  was  also  seen  about  the  deep  vessels 
and  nerve  bundles.  Some  of  the  apocrine  gland 
acini  were  lined  by  large  pyramidal  cells.  A 
few  acini  were  seen  which  were  lined  by  fat 


cells.  The  eosinophilic  quality  varied  consid- 
erably. The  myo-epithelial  cells  were  very 
distinct.  There  was  extrusion  and  apparently 
degeneration  of  some  of  the  epithelial  cells  in 
some  of  the  glands.  Other  glands  contained 
cells  which  were  packed  with  eosinophilic 
granules.  There  was  only  slight  evidence  of 
an  inflammatory  reaction  within  the  glandular 
structures.  Within  some  of  the  follicular  fun- 
nels were  bodies  of  Demodex  folliculorum. 

Both  the  clinical  and  the  histological  pic- 
ture conformed  well  with  the  findings  so 
much  more  frequent  in  young  females. 

Description  of  Disease 

Fox-Fordyce  disease  is  essentially  a 
disease  of  young  nervous  women,  the  re- 
corded ages  being  between  fourteen  and 
thirty  years.  The  extremely  rare  cases 
occurring  in  men  have  been  mentioned. 
The  work  of  Schiefferdecker4  and  Pick5 
shows  definitely  that  the  basic  pathology 
is  located  in  the  apocrine  or  modified 
sweat  glands,  which  are  most  numerous 
in  the  axilla,  pubic  region  and  vulva,  and 
about  the  breast.  They  are  situated  in 
the  deep  portions  of  the  corium,  adjacent 
to  the  subcutaneous  tissue.  When  en- 
larged, as  in  Fox-Fordyce  disease,  the 
glands  tend  to  be  arranged  in  more  or  less 
parallel  rows.  The  extreme  pruritus  is 
the  result  of  the  pressure  effect  on  the 
fine  terminal  nerves  of  the  distended 
gland.  There  is  good  evidence  that  these 
apocrine  glands  are  odoriferous  glands 
and  are  intimately  connected  with  the 
sexual  cycle.  This  was  demonstrated  by 
Loeschke6  in  his  observations  upon 
menstruating  and  pregnant  women,  and 
was  further  illustrated  by  Pick’s  case,'1 
where  there  was  an  exacerbation  of  itch- 
ing in  the  affected  parts  during  menstru- 
ation. 

The  relationship  of  Fox-Fordyce  dis- 
ease with  endocrine  disbalance  is  sug- 
gested by  several  case  reports.  Burgess7 
reports  the  development  of  Fox-Fordyce 
disease  following  the  removal  of  an 
ovarian  cyst.  Dowling8  reports  a case 
developing  after  the  cessation  of  menstru- 
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Fig.  1 


ation.  Netherton9  reports  a case  with  an 
associated  hyperthyroidism.  Pick  reports 
a case  showing  marked  improvement  fol- 
lowing gland  therapy  after  all  other 
known  treatments  failed.  Chorozah14 
discusses  the  influence  of  the  vegetative 
nervous  system  in  Fox-Fordyce  disease. 


Diagnosis 

The  diagnosis  of  Fox-Fordyce  disease 
depends  principally  on  the  differentiation 


Fig.  2 


from  chronic  lichenified  lesions  such  as 
neurodermatitis  and  lichen  chronicus  sim- 
plex.10 Itching  is  the  earliest  and  most 
intense  symptom.  However,  a case  has 
been  reported  without  itching.11  The  le- 
sions are  papular  and  reddish  in  color. 
They  develop  slowly  with  little  tendency 
to  regression.  The  sites  of  predilection 
have  already  been  considered. 


Pathology  and  Pathogenesis 

According  to  the  studies  of  Schieffer- 
decker  and  the  studies  of  Pick,  the  princi- 


pal involvement  is  in  the  large  sweat 
glands  in  the  lower  portion  of  the  corium. 
This  consists  of  a lymphocytic  infiltration 
in  the  midst  of  the  gland.  Often  the  in- 
filtration tends  to  take  the  form  of  focal 
circumscribed  involvement,  and  also  in 
the  form  of  bands  and  strips.  It  often 
penetrates  into  the  lumen  of  the  gland 
detaching  epithelial  cells  from  their  con- 
nection to  the  basement  membrane.  The 
lumen  of  the  gland  is  filled  with  cell 
debris.  There  is  acanthosis,  parakera- 
tosis, and  the  formation  of  a horny 
obstacle,  blocking  the  ostia  of  the  glands. 

From  the  point  of  view  of  pathogenesis, 
a qualitative  change  in  the  secretion  of 
the  abnormal  apocrine  gland  might  ac- 
count for  the  low  grade  inflammatory 
reaction  and  the  plugging  of  the  orifice 
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of  the  gland.  During  periods  of  increased 
secretion,  as  during  menstruation,  the 
secreted  fluid  is  damned  back  and  thus 
may  pass  through  the  walls  of  the  ex- 
cretory duct  into  the  adjacent  tissue. 

Treatment 

Various  treatments  have  been  recorded 
in  the  literature.  These  include  x-ray, 
radium  therapy,12  surgery,13  and  endo- 
crine therapy.5  While  x-ray  treatment  is 


palliative,  best  results  are  recorded  by  the 
use  of  ovarian  extract,  frequently  re- 
peated. 

Summary 

1.  The  fourth  recorded  case  of  Fox- 
Fordyce  disease  in  a male  is  presented. 

2.  A description  of  the  disease,  its 

pathology  and  probable  pathogenesis  were 
considered,  as  well  as  the  available 
therapy.  30  E.  40  St. 
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AMERICAN  LEPROSY  FOUNDATION 


At  a meeting  of  the  Medical  Advisory 
Board  of  the  Leonard  Wood  Memorial 
(American  Leprosy  Foundation)  on  May 
23,  Dr.  Esmond  R.  Long,  Professor  of  Path- 
ology of  the  University  of  Pennsylvania 
and  Dr.  Malcolm  H.  Soule,  Professor  of 
Bacteriology  of  the  University  of  Michigan, 
were  elected  members  for  one  year.  Both 
of  these  scientists  have  been  doing  research 
work  in  the  field  of  leprosy  for  several 
years.  The  other  members  of  the  Board 
are  Dr.  Hans  Zinsser,  Chairman,  Dr.  S. 
Bayne-Jones,  Dr.  Howard  T.  Karsner,  Dr. 
Thomas  Parran,  Dr.  H.  W.  Wade,  and 
Dr.  Ray  Lyman  Wilbur. 

At  a dinner  that  evening,  in  honor  of 
Dr.  H.  W.  Wade,  Medical  Director  of  the 
Leonard  Wood  Memorial,  held  at  the  Union 
League  Club  (New  York  City),  the  follow- 
ing guests  were  present : Dr.  Rudolph  J. 
Anderson,  Colonel  Mahlon  Ashford,  Mr. 
Perry  Burgess,  Dr.  Charles  M.  Carpenter, 
Mr.  Eversley  Childs,  Honorable  Martin 
Conboy,  Mr.  C.  I.  Crowther,  Dr.  James  A. 
Doull,  Mr.  H.  L.  Elias,  Dr.  Howard  Fox, 
Dr.  Edward  S.  Godfrey,  Dr.  Howard  T. 
Karsner,  Mr.  Francis  G.  Landon,  Dr. 
Esmond  R.  Long,  Dr.  G.  W.  McCoy,  Dr. 
E.  B.  McKinley,  Dr.  Thomas  T.  Mackie, 
Dr.  Wade  W.  Oliver,  Dr.  E.  L.  Opie,  Mr. 
Arthur  W.  Page,  Dr.  William  H.  Park, 
Mr.  W.  A.  Pierce,  Dr.  George  H.  Ramsey, 
Dr.  S.  Bernard  Ross,  Dr.  George  M.  Saun- 


ders, Dr.  Wilbur  A.  Sawyer,  Dr.  Malcolm 
H.  Soule,  Dr.  H.  W.  Wade,  Mr.  M.  J. 
Ossorio,  Mr.  D.  Everett  Waid,  General 
Frank  R.  McCoy. 

Dr.  Wade,  who  makes  his  permanent 
headquarters  at  the  leper  colony  in  Culion, 
Philippine  Islands,  arrived  in  this  country 
on  April  28  from  Cairo,  Egypt,  where  he 
attended  the  Fourth  International  Leprosy 
Conference,  and  made  a lecture  tour  of 
the  leading  medical  schools  in  the  East.  He 
departed  for  Rio  de  Janeiro  on  May  31  for 
a month’s  visit  as  a guest  of  the  Institute 
Oswaldo  Cruz. 

The  purpose  of  this  visit,  he  said, 
was  to  see  the  work  being  done  in  leprosy 
at  the  various  leprosaria  in  that  country  and 
to  hold  conferences  with  the  leading  scien- 
tists interested  in  this  disease.  Brazil  is  one 
of  the  most,  if  not  the  most  important 
center  of  leprosy  work  in  the  world. 

Shortly  after  his  return  to  this  country 
Dr.  Wade  will  once  again  return  to  the 
Philippines.  Dr.  Wade  stated  that  he  was 
much  encouraged  by  the  interest  and  co- 
operation of  the  governments  and  scientists 
in  all  the  countries  that  he  has  visited.  He 
was  exceedingly  happy  to  find  that  the 
scientists  in  the  United  States  were  so  in- 
terested in  the  work  of  the  Memorial,  espe- 
cially when  it  is  considered  that  leprosy  is 
not  one  of  the  great  public  health  problems 
in  this  country. 


MALARIA  IN  DRUG  ADDICTS 


Linn  J.  Boyd,  M.D.,  F.A.C.P.  and  Milton  Schlackman,  B.S.,  M.D., 

New  York  City 

From  the  Department  of  Medicine,  The  New  York  Medical  College  and  Flower  Hospital 
and  the  Medical  Service,  Metropolitan  Hospital 


In  1929,  Biggam1'4  reported  a veritable 
epidemic  of  malaria  among  heroin  addicts 
in  Cairo  and  suggested  the  practice  of 
aspirating  blood  into  the  hypodermic 
syringe  during  the  injection  as  the  prob- 
able mode  of  transmission.  Between 
1932-1934  a series  of  papers,5-12  emanat- 
ing from  several  metropolitan  centers,  em- 
phasized that  cerebral  malaria  in  addicts 
constituted  a baffling  diagnostic  problem 
when  this  possibility  was  not  routinely 
considered  in  comatose  patients  as  well 
as  a difficult  therapeutic  problem  whose 
unsatisfactory  solution  was  reflected  in 
a very  high  mortality  rate.  Several  writ- 
ers have  stressed  the  great  possibility  and 
potential  danger  of  the  introduction  of  the 
disease  into  malaria-free  anopheline  ha- 
bitats by  the  drug  addicts.  Although 
the  prevalence  of  a febrile  and  fatal 
disease  among  addicts,  who  “split  the 
dose,”  has  led  to  greater  caution  in  regard 
to  promiscuous  use  of  needles,  the  occur- 
rence of  twenty-seven  cases  of  malaria 
among  this  group  at  Metropolitan  Hos- 
pital in  recent  years  indicates  that  the 
problem  and  danger  still  exists,  although 
medical  literature  has  become  quite  silent 
on  this  subject. 

At  present,  when  ambulance  surgeons 
are  instructed  to  inspect  carefully  the 
antecubital  veins  of  every  comatose  pa- 
tient for  evidence  of  venipuncture,  this 
group  presents  fewer  diagnostic  problems. 
On  the  other  hand,  the  equally  frequent 
noncerebral  form  may  prove  very  puzzling 
unless  every  febrile  narcotic  addict  is 
suspected  of  harboring  the  plasmodium. 
Since  the  cerebral  form  of  malaria  in 
drug  addicts  has  been  thoroughly  de- 
scribed by  Helpern  and  others,5-14  only 
one  case  of  this  type  is  included  in  this 
report. 

Case  1.  J.  B.,  a white  male,  age  forty- 
two,  was  admitted  November  20,  1937.  He 
developed  a splitting  frontal  headache  fol- 
lowed by  chills,  fever  and  sweat  four  days 
ago.  The  chills  occurred  each  evening, 
lasted  five  minutes,  and  were  followed  by 


profuse  perspiration.  Although  he  has 
been  a drug  addict  for  twenty  years,  he 
became  a “main-line  shooter”  (i.e.,  intra- 
venous injection)  four  months  ago.  Last 
week  a friend  borrowed  his  needle.  The 
remainder  of  the  history  is  irrelevant. 

Physical  examination  revealed  markedly 
enlarged  and  acutely  inflamed  tonsils  and 
a reddened  pharynx.  The  anterior  cervical 
lymph  nodes  were  slightly  tender.  Granular 
breathing  and  a few  crackling  rales  were 
heard  in  the  left  lung.  Numerous  puncture 
scars  were  seen  in  the  antecubital  fossa  and 
on  the  thighs. 

The  temperature  varied  between  100- 
102.4°  F.  The  urine  was  negative  except 
for  albumin  and  granular  casts.  On  admis- 
sion the  blood  count  was  entirely  normal 
but  one  week  later  the  erythrocytes  num- 
bered 3,900,000  and  the  hemoglobin  was 
sixty-eight  per  cent.  The  malarial  parasite 
(estivoautumnal)  was  evident  in  the  blood 
smears. 

Comment:  A typical  case  of  malaria  was 
admitted  with  a diagnosis  of  acute  follicular 
tonsillitis  and  an  upper  respiratory  tract 
infection.  The  discovery  of  puncture  scars 
and  the  admission  of  drug  addiction  led  to 
an  immediate  examination  of  the  blood  and 
the  discovery  of  the  plasmodium. 

Case  2.  R.  O.,  a twenty-nine  year  old 
Puerto  Rican,  was  admitted  November  2, 
1937.  Three  weeks  before  admission  patient 
developed  fever,  severe  chills,  and  sweats. 
His  physician  treated  him  for  influenza 
although  nightly  chills  recurred.  The  night 
sweats,  a productive  cough,  the  loss  of 
fifteen  pounds  in  weight,  and  the  fact  that 
three  immediate  relatives  had  recently  died 
of  pulmonary  tuberculosis  led  to  hospitaliza- 
tion as  “influenza  and  tuberculosis.”  He  has 
been  a drug  addict  for  eight  months  employ- 
ing the  intravenous  route.  Eight  years  ago 
he  received  intensive  treatment  for  syphilis. 

Outside  of  poor  nutrition,  irregular  but 
reactive  pupils,  a friction  rub  and  crackling 
rales  in  the  right  axillary  line,  a systolic 
pulmonic  murmur,  a palpable  spleen,  and 
numerous  thrombosed  veins  in  both  ante- 
cubital fossa,  the  admission  physical  exami- 
nation was  negative. 

On  the  fifth  day  of  hospitalization  the 
temperature  rose  to  102.6°F.  and  pain  asso- 
ciated with  a friction  rub  developed  in  the 
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splenic  region.  Outside  of  a mild  anemia 
and  increased  sedimentation  rate  and  ma- 
larial parasites  (estivoautumnal  form)  in 
the  peripheral  blood  and  sternal  bone  mar- 
row, his  laboratory  studies  were  negative. 

Comment:  The  milder  forms  of  noncere- 
bral malaria  in  drug  addicts  often  begin  with 
symptoms  resembling  influenza.  Leukopenia 
may  be  present  and  the  temperature  curve 
atypical.  Often  the  patient  delays  seeking 
medical  advice  owing  to  fear  of  withdrawal 
of  the  drug  supply  or  an  inclination  to 
attribute  the  symptoms  to  an  inferior  quality 
of  the  drug.  In  this  case  an  erroneous  diag- 
nosis was  responsible  for  delay. 

Case  3.  N.  P.,  a twenty-seven  year  old 
white  male,  was  admitted  October  13,  1937. 
Four  weeks  previously,  swelling  of  the 
ankles  and  pufiiness  about  the  eyes  appeared. 
Bloody  urine,  nocturia,  and  dysuria  were 
also  present.  Chills  and  fever  were  noted 
for  a time  but  these  vanished.  The  edema 
receded  somewhat  but  the  urinary  symp- 
toms persisted.  The  night  before  admission 
there  was  a spontaneous  nosebleed  and 
shooting  pains  in  the  abdomen.  He  had 
been  a drug  addict  for  several  years. 

He  was  pale  and  undernourished  show- 
ing marked  puffiness  around  the  eyes.  There 
was  a soft  systolic  murmur  over  the  entire 
precordium  and  the  second  aortic  sound  was 
accentuated.  The  blood  pressure  155/90. 
The  spleen  was  enlarged  three  fingers  below 
the  costal  margin  and  soft  in  consistency. 
There  was  fullness  in  the  right  kidney 
region  and  tenderness  on  deep  pressure.  A 
posterior  urethral  stricture  was  found  during 
cystoscopy.  A very  marked  soft  pitting 
edema  of  both  legs  extended  as  far  as  the 
knees.  Venipuncture  marks  were  discov- 
ered on  the  arms. 

The  urine  showed  albumin,  hyaline  and 
granular  casts,  many  red  blood  cells,  and 
epithelia.  In  spite  of  two  transfusions  the 
blood  count  was  only  3,390,000  red  cells, 
and  5,400  leukocytes  two  weeks  after  admis- 
sion. The  hemoglobin  remained  near  fifty- 
eight  per  cent.  The  initial  blood  chemistry 
revealed  a mild  azotemia  together  with  a 
hypoproteinemia  which  soon  returned  to 
normal.  The  blood  cultures  were  negative 
but  malarial  parasites  (estivoautumnal  form) 
were  evident  in  blood  smears.  Other  labora- 
tory data  was  irrelevant. 

Comment:  The  occurrence  of  nephritis, 
either  hydremic  or  azotemic,  is  common  in 
malaria  and  usually  responds  rapidly  to  anti- 
malarial  treatment.  It  is  said  to  occur  more 
commonly  in  the  quartan  form  but  this 
patient  had  an  estivoautumnal  infection. 
The  irregular  temperature  and  large  spleen, 
anemia,  and  renal  findings  suggested  a sub- 


acute bacterial  endocarditis.  The  nephritis 
of  malaria  is  often  unaccompanied  by  hyper- 
tension. 

Case  4.  A.  H.,  a twenty-two  year  old 
negress,  was  admitted  October  6,  1937. 
The  patient  entered  with  a chief  complaint 
of  fatigue,  headache,  and  abdominal  pain. 
Recently  she  had  been  hospitalized  elsewhere 
for  the  same  symptoms  and  discharged  with 
slight  and  temporary  improvement.  She 
has  been  a heroin  addict  for  six  months, 
employing  the  intravenous  route.  Two  abor- 
tions have  been  performed  during  the  last 
year. 

The  physical  examination,  including  pelvic, 
was  negative.  The  conjunctivae  were  pale, 
the  tonsils  enlarged,  and  the  spleen  palpable 
two  fingers  below  the  costal  margin.  A 
systolic  murmur  was  heard  at  the  apex. 
There  was  an  infected  thrombotic  vein  in 
the  antecubital  fossa.  Her  initial  blood 
chemistry  revealed  a nonprotein  nitrogen 
of  70  Mg.  per  cent  which  fell  to  thirty-one 
in  the  course  of  a month. 

Her  initial  blood  count  was : erythrocytes, 
1,360,000,  leukocytes  6,000,  hemoglobin 
twenty-eight  per  cent;  polymorphonuclears 
fifty-six,  lymphocytes  thirty-eight,  mono- 
nuclears five.  Blood  smears  were  negative 
for  malaria.  A sternal  bone  marrow  biopsy 
revealed  the  plasmodium  (quartan  type)  and 
subsequently  the  organism  was  found  in 
blood  smears.  The  remainder  of  her  labora- 
tory studies  were  essentially  negative.  Her 
admission  temperature  (99)  gradually  rose 
to  103.4°  F.,  remained  elevated  for  eight 
days  and  then  subsided. 

Comment:  This  patient  represented  our 
first  case  of  malaria  in  a female  addict;  this 
does  not  seem  to  have  been  previously 
reported.  The  presence  of  the  plasmodium 
in  the  sternal  bone  marrow  and  its  subse- 
quent appearance  in  the  blood  stream  is 
interesting  in  view  of  numerous  reports  in 
medical  literature  concerning  the  accidental 
transmission  of  malaria  by  blood  transfusion 
from  donors  whose  blood  smears  failed  to 
reveal  the  plasmodium.  On  admission  she 
was  regarded  as  a probable  instance  of 
chronic  inflammatory  pelvic  disease  but  the 
discovery  of  a thrombotic  vein  and  subse- 
quent admission  of  drug  addiction  led  to 
sternal  biopsy  and  the  correct  diagnosis. 
We  have  employed  this  measure  with  some 
success  in  cases  whose  blood  remained  nega- 
tive after  strychnine  or  epinephrine  although 
epinephrine  is  usually  successful  in  the 
presence  of  splenomegaly.  One  month  after 
admission  the  blood  count  revealed  2,400.000 
erythrocytes,  5,200  leukocytes,  hemoglobin 
thirty-two,  polymorphonuclears  thirty-eight, 
lymphocytes  fifty-six,  monocytes  four.  In 
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the  interim  she  had  been  transfused  and 
given  liver  extract  and  iron.  Malarial 
anemias  are  often  refractory  to  treatment. 

Case  5.  C.  W.,  a white  twenty-nine  year 
old  male,  was  admitted  August  8,  1934.  The 
patient  exhibited  decided  mental  dullness,  a 
festinating  gait,  and  incoherent  mumbling. 
Beyond  a history  of  drug  addiction  for  ten 
years  little  information  could  be  secured. 

The  physical  examination  revealed  irregu- 
lar pupils,  blurring  of  optic  discs,  weak- 
ness of  the  extrinsic  muscles  of  the  left  eye 
with  lateral  nystagmus,  marked  tremor  of 
tongue,  hyperactive  reflexes  with  ankle 
clonus  on  left  side,  and  a bilateral  Babinski. 
The  spleen  was  just  palpable.  Spinal  punc- 
ture showed  a clear  fluid,  20  mm.  Hg.  pres- 
sure, normal  cell  count,  negative  Wasser- 
mann  reaction  and  no  modification  of  the 
colloidal  gold.  The  initial  impression  was 
that  of  an  encephalitis  of  undetermined 
origin.  However,  the  blood  smear  showed 
innumerable  parasites. 

Quinine  dihydrochloride  was  administered 
intravenously  and  a convulsion,  followed  by 
coma,  occurred  shortly  afterwards.  Muscle 
spasm,  rigidity,  and  marked  nystagmus 
dominated  the  picture;  the  temperature  rose 
to  103.4°F.  Lumbar  puncture  gave  no 
additional  information.  On  the  following 
day  the  patient  had  repeated  convulsive  seiz- 
ures and  died.  The  remainder  of  the  find- 
ings are  irrelevant. 

Comment:  Although  the  other  reported 
cases  were  seen  within  a two  months’  period, 
this  case  belongs  to  the  1934  epidemic  of 
cerebral  malaria  among  drug  addicts  in  New 
York  City.  The  mortality  rate  in  this  form 
is  very  high,  approximately  twenty  times 
the  ordinary  death  rate  in  malaria.  The 
estivoautumnal  parasites  seems  almost  ex- 
clusively responsible  for  the  cerebral  form 
among  drug  addicts  and  treatment  is  quite 


unsatisfactory.  Cases  with  hyperglycemia 
and  soft  eyeballs  have  been  mistaken  for 
diabetic  coma ; others  with  hypoglycemia 
and  coma  have  been  regarded  as  insulin 
shock.  Confusion  with  numerous  neuro- 
logical syndromes  has  often  occurred. 


Summary 

Malaria  should  be  considered  a possible 
diagnosis  in  the  febrile  syndromes  of  drug 
addicts  and  a search  made  for  evidence  of 
drug  addiction  in  all  obscure  fevers.  The 
occurrence  of  a large  number  of  cases  of 
malaria  at  Metropolitan  Hospital  has 
been  paralleled  by  experiences  in  other 
similar  institutions  and  suggests  that  the 
problem  has  greater  importance  than 
recent  medical  literature  implies.  Drug 
addiction  plays  a major  role  in  urban 
malaria  and  constitutes  a great  potential 
danger  in  regard  to  infection  of  malaria- 
free  anopheline  habitats. 

Flower-Fifth  Ave.  Hosp. 
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SUMMER  ACTIVITIES  IN  VENEREAL  DISEASE  PROGRAMS 


Physicians  are  cordially  invited  to  at- 
tend a series  of  intimate  round-table  dis- 
cussions and  conferences  relating  to  the 
diagnosis  and  treatment  of  syphilis  and 
other  genitoinfectious  diseases. 

All  meetings  will  be  held  in  the  Confer- 
ence Room  on  the  second  floor  of  the 
Department  of  Health  building,  125  Worth 
Street,  New  York  City.  The  time  of  the 
meetings  will  be  Wednesday  mornings,  July 
13,  July  27,  August  10,  and  August  24;  and 
Wednesday  afternoons,  July  6,  July  20, 
August  3,  August  17,  and  August  31.  The 
morning  sessions  will  begin  at  10:30 — the 
afternoon  sessions  will  begin  at  2 p.m. 


The  special  topic  will  be  the  place  that  the 
physician  occupies  in  premarital  examina- 
tions, his  responsibilities  and  opportunities. 
The  discussion  leaders  will  be  invited  guests 
and  members  of  the  Health  Department 
staff. 

Illustrative  clinical  material  will  be  shown, 
when  available.  Laboratory  procedures  will 
be  demonstrated;  lantern  slides  and  motion 
pictures  will  be  shown. 

Physicians  are  urged  to  attend,  to  join 
the  discussions,  to  present  their  problems 
and  to  cite  their  experiences.  Consultants 
and  epidemiologists  of  the  Bureau  of  Social 
Hygiene  will  be  present. 


THE  SADDLE  NOSE 


Albert  A.  Cinelli,  B.S.,  M.D.,  F.A.C.S.,  and  John  A.  Cinelli,  B.A.,  M.D., 

New  York  City 

From,  the  Ear,  Nose  and  Throat  Departments  of  The  New  York  Post  Graduate  Medical  School 
of  Columbia  University  and  The  Manhattan  Eye  and  Ear  Hospital 


The  approach  in  the  management  of  the 
saddle  nose  from  the  view  of  generalities 
is  often  confusing.  Another  general 
schema  of  classification  would  not  only 
be  superfluous,  but  totally  unnecessary. 
The  scope  of  this  paper  is  to  ascertain 
the  pathology  involved  from  the  normal 
nasal  configuration  of  its  anatomical 
structure.  With  this  anatomic  pathologi- 
cal basis  it  is  quite  surprising  how  often 
these  deformities  are  readjusted  without 
resorting  to  any  cartilaginous  or  ivory 
graft  implantation.  In  proper  and  selected 
cases  the  utilization  of  either  of  the  latter 
grafts  serve  the  purpose  admirably.  We 
do  not  intend  to  enter  at  this  time  into 
the  controversial  issues  involved  in  the 
merits  and  demerits  of  these  useful  grafts. 
Let  us  now  focus  our  attention  on  the 
following  cases.  Let  us  observe  what 


part  or  parts  of  the  normal  nasal  struc- 
tures are  distorted ; let  us  then  reconstruct 
the  existing  pathology  to  an  esthetic  form 
with  the  simple  utilization  of  the  excess 
segments  at  our  disposal. 

Fig.  1-A  and  B show  a depression  in 
the  cartilaginous  portion  of  the  nose. 
Both  alar  cartilages  are  hypertrophied. 
This  type  of  case  is  the  usual  sequela 
of  a faulty  submucous  resection. 

Let  us  now  attempt  to  remould  the 
deformity  into  its  normal  pattern.  The 
upper  lateral  cartilages  were  severed  from 
the  septum  and  sutured  together  in  the 
midline  directly  above  the  septum.  This 
was  insufficient  to  round  out  the  depres- 
sion. Then,  long,  narrow  quadrilateral 
segments  were  excised  from  the  hyper- 
trophied alar  cartilages.  The  mucous 
membrane  and  adherent  perichondrium 
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were  removed  from  these  cartilaginous 
segments.  They  were  then  superimposed 
on  each  other.  They  were  held  together 
tightly  with  silk  sutures  free  on  both 
ends. 


These  superimposed  alar  segments  were 
then  placed  directly  over  the  superposition 
of  the  upper  lateral  cartilages  in  the  mid- 
line. The  uppermost  free  end  of  the 
suture  was  broughc  through  the  overlying 


Fig.  3 
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Fig.  4 


skin  at  the  highest  point  of  the  depression, 
while  the  lowermost  end  of  the  suture 
was  passed  through  the  lowest  point  of 
the  depression.  These  two  free  ends  now 
projecting  from  the  skin  were  tied  to- 
gether with  the  interposition  of  a support- 
ing base,  such  as  rolled  cotton,  gauze,  etc. 
This  was  reinforced  with  an  adhesive 
dressing  applied  directly  over  it.  The 
dressing  and  sutures  were  not  removed 
until  the  seventh  day.  Fig.  1-C  and  D 
are  the  end  results  after  six  weeks. 


Fig.  2-A  is  the  result  of  an  infection 
of  the  septum,  causing  a depression  in 
the  cartilaginous  portion  of  the  nose  with 
the  resultant  cicatrization  causing  the  nose 
to  deviate  to  the  right. 

Here  the  upper  lateral  cartilages  were 
atrophied  because  of  the  infection.  Hence 
they  could  not  be  utilized.  A long  narrow 
strip  of  auricular  cartilage  was  removed 
and  stripped  from  its  perichondrium. 
This  was  sectioned  off  into  several  equal 
segments  which  were  superimposed  on 


Fig.  5 
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each  other,  held  together,  and  inserted  in 
the  same  manner  as  in  the  preceding  case. 
When  the  upper  lateral  cartilage  was 
severed  from  its  septal  attachment,  the 
cicatrical  tissue  present  on  the  right  side 
was  excised,  thereby  removing  the  cause 
of  the  deviation  to  the  right.  Fig.  2-B  is 
the  end  result  after  six  weeks. 


narrowed  and  raised.  Triangular  pieces 
of  the  upper  lateral  cartilages  were  re- 
moved in  order  to  narrow  the  broad  car- 
tilaginous portion  of  the  nose.  Narrow 
elongated  quadrilateral  segments  of  the 
alar  cartilages  were  removed,  which  nar- 
rowed the  hypertrophied  tip.  Equal  seg- 
ments from  the  septal  and  alar  cartilages 


Fig.  6 


Fig.  3- A and  B are  the  result  of  trauma. 
The  anatomical  pathology  is  quite  appar- 
ent. The  nasal  bony  framework  is  flat- 
tened out.  The  cartilaginous  portion  is 
depressed  and  broadened.  The  alar  car- 
tilages are  markedly  hypertrophied.  This 
type  of  deformity  is  invariably  associated 
with  a fractured  dislocated  septum. 

A submucous  resection  for  the  disloca- 
tion was  done.  The  bony  framework  was 


superimposed  on  each  other  were  suf- 
ficient to  round  out  the  existing  saddle 
deformity. 

Fig.  3-C  and  D are  the  end  results 
after  four  months.  During  the  interim, 
the  acne  was  treated  and  controlled  by 
Dr.  Cipollaro  as  is  clearly  seen  in  the 
respective  figures. 

Fig.  4-A  is  the  end  result  of  repeated 
trauma  following  wide  submucous  resec- 
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tion.  The  bony  framework  is  flattened 
out  and  the  cartilaginous  position  is  de- 
pressed and  broadened.  The  alar  car- 
tilages are  hypertrophied.  The  tip  is 
protruding  downward. 

The  bony  framework  was  narrowed  and 
raised.  The  broad  cartilaginous  portion 
was  reduced  by  removing  triangular  seg- 
ments from  the  upper  lateral  cartilages. 
The  hypertrophied  alar  cartilages  were 
narrowed  in  the  usual  manner  and  the 
tip  of  the  nose  raised  by  removing  a 
triangular  segment  from  the  anterior  por- 
tion of  the  septum.  There  was  a suf- 
ficient supply  of  cartilage  strips  present 
to  correct  the  existing  saddle  deformity 
in  the  usual  manner.  Fig.  4-B  is  the  end 
result  after  three  months. 

Fig.  5-A  shows  a saddle  deformity  in 
the  cartilaginous  portion  of  the  nose  with 
a fracture  dislocation  of  the  septum.  Fig. 
5-B  shows  the  anterior  part  of  the  septum 
markedly  displaced  to  the  left.  Etiology 
in  this  case  is  trauma. 

Here  the  septal  dislocation  was  re- 
moved and  there  was  a sufficiently  large 
septal  segment  to  fill  in  the  saddle  de- 


formity. Fig.  5-C  and  D are  the  end 
results  after  two  months. 

Fig.  6- A and  B are  the  end  results  of 
trauma.  There  is  an  hypertrophy  of  the 
bony  framework  of  the  nose  simulating 
a hump.  The  cartilaginous  portion  is 
depressed  and  broadened.  The  alar  car- 
tilages are  slightly  hypertrophied.  The 
septum  is  markedly  deviated  to  the  left 
causing  nasal  obstruction. 

The  septal  obstruction  was  removed. 
The  slight  hump  was  also  removed  and 
the  bony  framework  of  the  nose  then 
narrowed  ’and  raised.  The  cartilaginous 
portion  and  alar  cartilages  were  narrowed 
in  the  usual  manner.  There  was  enough 
septal  cartilage  present  to  fill  in  the  saddle 
deformity  in  the  usual  manner.  Fig.  6-C 
and  D are  the  end  results  after  three 
months. 

The  proper  utilization  of  the  excess 
morsels  of  cartilage  removed,  in  such 
cases  as  described,  will  in  the  vast  major- 
ity of  saddle  deformities  be  sufficient 
for  a proper  esthetic  result. 

1021  Park  Ave. 


CALIFORNIA’S  “MINIMUM  PROGRAM’’  FOR  COUNTY  SOCIETIES 


The  California  Medical  Association  has 
decided  that  its  county  societies  "must  be 
maintained  as  going,  active  units,”  and  “a 
hit-and-miss  policy  and  indefinite,  dis- 
associated activities,  are  not  productive  for 
the  greatest  good.  To  achieve  results,  to 
attain  objectives,  and  to  enlist  and  hold  the 
interest  of  members,  every  county  society 
should  place  into  operation  a minimum 
program  of  work.” 

To  that  end  this  minimum  program  is 
outlined  for  consideration: 

Section  1.  Scientific. 

(a)  Ten  meetings  to  be  held  each  year.  Local 
speakers  are  to  appear  before  six  meetings  with 
definite  planned  papers  or  case  presentations. 
Four  guest  speakers. 

(b)  A program  of  physical  examination  in 
which  all  members  shall  agree  to  have  a com- 
plete physical  examination  yearly. 

(c)  The  establishment  of  a “Health  Hour”  in 
each  member’s  office  once  or  twice  a week  be- 
fore or  after  regular  office  hours.  The  Society 
to  sponsor  publicity  to  acquaint  the  public  with 
the  fact  that  during  these  hours  persons  unable 
to  pay  regular  fees  will  be  given  tests  and 
immunization  treatment  for  a reduced  fee.  This 
fee  to  be  determined  by  the  county  society. 


(d)  Each  society  to  form  one  or  more  teams, 
composed  of  two  or  three  members,  who  will 
prepare  a program  and  present  it  on  request 
before  an  adjacent  county  society. 

Section  2.  Public  Education  and  Information. 

Each  society  shall  sponsor  or  cause  to  be 
sponsored  at  least  five  public  lectures  during 
the  year  for:  each  high  school;  Parent-Teacher 
organizations  ; luncheon  clubs  ; women’s  clubs ; 
public  at  large. 

Section  3.  Social  Functions. 

Each  society  shall  hold  at  least  three  dinner 
meetings  to  be  addressed  by  educators,  business 
men,  attorney  or  civic  official ; one  annual 
banquet;  one  annual  picnic;  joint  dinner  with 
dentists,  attorneys,  pharmacists,  and  hospital 
officials. 

Section  4.  Publicity. 

Each  meeting  and  activity  shall  be  reported  to 
local  newspapers  in  such  form  that  at  least  one 
important  fact  of  interest  and  value  to  the  public 
is  imparted. 

If  county  societies  will  adopt  this  minimum 
program  it  is  predicted  that  members  will  re- 
veal interest  and  attend.  This  program  is  not  a 
self-starter — someone  has  to  assume  the  initia- 
tive. Will  you  be  that  someone  in  your 
county  ? 
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Sinusitis,  you  will  all  agree,  is  no  re- 
specter of  persons,  the  rich  and  poor  alike 
being  afflicted,  and  its  geographical  dis- 
tribution being  practically  unlimited. 
Also,  that  in  all  seasons  it  prevails,  but 
that  during  the  summer  months  the  num- 
ber of  cases  is  markedly  less.  In  regard 
to  season,  it  may  be  said  that  the  inci- 
dence of  sinusitis  is  increased  directly 
after  the  summer  vacations.  Then,  there 
is  another  increase  in  the  number  of  cases 
following  the  holiday  season,  mounting 
to  its  broad  peak  in  January,  February, 
and  March. 

The  number  of  cases  depends  upon  the 
presence  or  absence  of  other  respiratory 
affections,  such  as  the  common  head  or 
chest  cold,  and  mild  or  severe  epidemics 
of  influenza.  Pneumonia,  and  the  infec- 
tious diseases  of  childhood,  particularly 
scarlet  fever,  are  active  predisposing 
causes  of  sinusitis.  Diet  is  important  to 
those  who  lack  resistance.  Vitamin  intake 
should  be  critically  investigated.  Allergy 
must  be  considered.  Unsupervised,  ill-ad- 
vised douching  of  the  nose,  pool  or  other 
forms  of  bathing,  and  diving  by  novices, 
are  potent  factors  in  the  production  of 
sinusitis.  Intranasal  operations,  followed 
by  marked  blocking  of  the  nasal  cavities 
may  set  up  an  acute  sinusitis.  Manifestly, 
one  infected  sinus  frequently  sets  up  an 
acute  process  in  one  or  more  neighboring 
sinuses.  This  occurs  especially  in  the  ante- 
rior series,  namely,  anterior  ethmoids,  an- 
trum, and  frontal. 

It  is  generally  thought  that  usually  the 
sinuses  are  sterile.  This  cannot  be  said  of 
the  postnasal  space.  Positive  cultures  may 
be  obtained  at  any  time  from  the  latter 
space,  but  the  organisms  are  dormant 
until  an  acute  catarrhal  process  acts  as 
an  excitant.  The  role  of  the  ffltrable 
viruses  in  the  etiology  of  upper  respira- 
tory disease  has  not  been  fully  worked 
out  as  yet.  It  may  change  our  conception 
of  the  common  cold.  The  organisms 
usually  associated  with  acute  sinusitis  are 
the  cocci  and  bacilli,  the  former  predomi- 
nating in  incidence.  A person  with  me- 


chanical obstruction  in  the  nose — devi- 
ated septum,  spurs,  or  both — is,  naturally, 
more  prone  to  sinus  involvement  than  a 
person  without  such  handicaps.  Strange 
as  it  may  seem,  the  sinuses  correspond- 
ing to  the  wider,  open  side  of  the  nose 
are  most  frequently  affected.  The  tonsils 
and  adenoid  in  a child  may  be  a predis- 
posing cause,  and  a deviated  septum,  fre- 
quently unrecognized,  may  also  be  pres- 
ent. Fortunately,  both  conditions  may  be 
operated  upon  under  the  same  anesthesia. 
It  is  significant  that  children  with  so- 
called  “recurring  tonsils”  have  marked 
deviations  of  their  nasal  septa.  It  is  in- 
conceivable to  visualize  a severe  attack  of 
coryza  without  there  being  some  involve- 
ment of  the  neighboring  sinuses  by  con- 
tinuity. Add  to  this,  the  effects  of  the 
highly  technical  method  used  for  blowing 
the  nose!  Usually,  there  is  a sudden  at- 
mospheric blast  outward  in  one  nasal 
chamber,  while  in  the  other — the  closed 
one — the  nonescape  of  air  must  be  com- 
pensated for  by  compression,  or  else  par- 
tial escape  into  the  neighboring  sinuses. 
This  act  carries  infected  material  if  not 
directly  into  the  sinuses,  then  dangerously 
near  their  thresholds. 

It  is  very  difficult  to  determine  when 
an  acute  process  in  a sinus  begins,  but 
usually,  it  is  within  three  days,  and  most 
frequently,  in  less  time.  The  symptoms 
are  so  merged  with  a coryza  that  it  is 
impossible  to  differentiate  in  the  early 
stages.  Here  is  a case  of  coryza,  for  in- 
stance, running  nose,  irritation  of  the 
pharynx  and  possibly  the  larynx.  A rise 
in  temperature  to  100°  F.  or  over,  with 
acceleration  of  the  pulse,  is  discovered. 
When  these  are  followed  by  a change  in  the 
character  of  the  nasal  discharge,  lassitude 
or  actual  prostration,  undue  perspiring 
upon  the  least  exertion,  headache,  in- 
ability for  mental  concentration  or  abso- 
lute lack  of  desire  for  mental  activity, 
lameness  of  the  eye  muscles  and  a con- 
sequent restriction  of  eyeball  movements, 
at  times,  dizziness  when  the  eyeballs  are 
moved,  and  tenderness  over  one  or  more 


Read  before  the  Academy  of  Medicine  of  Northern  New  Jersey,  February  17 , 1938 

982 


Number  13] 


ACUTE  SINUS  INFECTIONS 


983 


of  the  sinus  areas,  it  is  logical  to  make 
a diagnosis  of  acute  sinusitis. 

Symptoms  naturally  vary.  When  the 
natural  ostium  is  closed,  due  to  a swelling 
of  the  neighboring  mucosa,  the  reactions 
are  quite  different  than  when  drainage  is 
unhampered.  In  the  first  instance,  there 
is  partial  or  complete  retention  of  the 
discharge.  Under  these  circumstances 
danger  signs  appear,  namely,  definite 
symptoms  of  absorption,  and  a tempera- 
ture rise  to  104-105°  F.  The  sphenoid 
sinus  frequently  reacts  in  this  manner. 
Aids  to  diagnosis  are  transillumination 
and  x-ray  films.  Unfortunately,  transillu- 
mination requires  much  practice  to  make 
evaluations  and  is  only  of  use  when  defi- 
nite signs  and  symptoms  of  sinusitis  are 
present.  Its  greatest  use  is  in  antrum  dis- 
ease. The  value  of  the  x-ray  depends 
upon  the  ability  of  the  roentgenologist  to 
interpret  his  films.  Not  infrequently,  we 
forget  that  he  is  not  looking  at  a photo- 
graph, but  at  lights  and  shadows.  The 
flat  film  is  of  value,  but  stereogram  films 
are  of  much  greater  value. 

Headache  is  one  of  the  cardinal  symp- 
toms in  frontal  sinusitis.  It  may  be  en- 
tirely absent,  or  may  be  so  severe  that  the 
patient  is  distracted  and  threatens  dire 
things  if  not  relieved.  In  an  ordinary  case, 
the  first  head  discomfort  is  felt  when  the 
head  is  lowered,  as  in  stooping,  the  feel- 
ing being  described  ‘‘as  if  something 
heavy  and  painful  wants  to  fall  out.”  Dis- 
agreeable sensations  of  “bursting”  in  the 
same  region  may  be  felt,  if  the  patient 
coughs  or  strains.  The  headache  has  one 
characteristic  that  is  helpful  in  differen- 
tiating it  from  a neuritis,  especially  a su- 
praorbital neuritis.  That  is,  the  patient 
frequently  will  say  the  headache  begins 
at  a stated  time,  increases  in  severity  to  a 
maximum,  then  gradually  lessens,  and 
disappears  several  hours  later  at  almost 
the  identical  time  each  day.  During  the 
course  of  the  headache,  tenderness  over 
the  frontal  may  be  very  great,  so  much 
so,  that  the  outline  of  the  sinus  may  be 
fairly  well  demonstrated  by  light  percus- 
sion, but  the  tenderness  lessens  with  the 
receding  of  the  headache.  Fortunately,  in 
this  type  of  headache,  the  patient  obtains 
some  respite  during  the  night.  Photopho- 
bia, and  an  injected  conjunctiva  may  be 
present.  At  times,  an  edema,  due  to  an 
osteitis,  is  observed.  Edema  of  varying 


degrees  may  involve  the  upper  lid.  The 
frontal  region  is  the  most  common  site 
for  swelling  of  this  kind  to  appear  among 
the  superficial  sinuses.  Usually,  it  disap- 
pears with  diminution  of  intrasinus 
pressure. 

If  the  maxillary  sinus  is  involved,  there 
is  pain  and  tenderness  in  the  region  of 
this  sinus.  Headache  may  be  present. 
The  upper  teeth  of  the  same  side  may 
also  be  tender  or  become  the  seat  of 
actual  pain.  Edema  of  the  corresponding 
side  of  the  face  and  lower  lid  may  occur 
if  the  natural  opening  of  the  sinus  is 
partially  or  wholly  blocked.  It  may  be- 
come necessary  to  make  an  opening  into 
the  antrum  to  evacuate  pus.  An  annoying 
cough  of  undetermined  origin  may  be 
cured  by  the  simple  procedure  of  wash- 
ing out  the  antrum.  At  times,  a foul, 
putrid  odor  to  the  nasal  discharge  may 
be  detected.  This  odor  may  be  perceptible 
to  the  patient  only.  In  either  instance,  a 
dental  origin  for  the  odor  should  be 
sought.  A difficult  upper  tooth  extraction 
may  have  taken  place  recently.  The  serv- 
ices of  a dentist  well  versed  in  x-ray  in- 
terpretations should  be  sought  without 
delay.  Swelling  and  tenderness  in  this 
region  in  infants  has,  unfortunately,  been 
mistaken  for  sinusitis.  It  may  be  a peri- 
ostitis, probably  due  to  an  infected  tooth 
sac,  necrosis  of  the  neighboring  bone,  and 
a discharge  both  into  the  nose  and  into 
the  mouth.  In  this  instance,  the  x-ray 
film  would  show  positive  evidence  of  the 
condition  present.  The  treatment  is  quite 
apart  from  sinusitis. 

Ethmoids  and  Sphenoids 

Acute  infections  of  these  sinuses  give 
rise  to  pain  and  headache.  The  locations 
of  the  headache  are  variable.  They  mav 
be  located  behind  the  eyes  or  in  the  occi- 
pital region.  In  the  case  of  the  sphenoid, 
particularly,  the  headache  may  be  located 
behind  the  mastoid  process.  Tenderness 
also  in  this  region  may  be  elicited.  If  an 
otitis  media  is  present  on  the  same  side, 
the  possibility  of  a mastoiditis  may  cause 
anxiety.  The  loss  or  derangement  of  the 
senses  of  taste  and  smell  is  a frequent 
occurrence.  Usually,  these  functions  re- 
turn to  their  former  state  with  ameliora- 
tion of  the  sinus  attack.  X-ray  examina- 
tion of  these  sinuses  is  very  essential. 
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A common  cause  for  swelling  to  appear 
at  the  inner  angle  of  an  eye  is  edema  of 
the  eyelids,  due  to  an  ethmoiditis.  The 
edema  may  be  extensive,  causing  consid- 
erable inconvenience,  although  the  eyeball 
is  movable  in  all  directions.  However,  if 
it  extends  into  the  orbit  the  eyeball  is 
pushed  outward,  resulting  in  some  limita- 
tion of  motion  to  the  eyeball.  This  con- 
dition is  observed  frequently  in  children, 
and  is  cause  for  alarm  to  the  parents  and 
concern  to  the  physician.  This  type  of 
sinusitis  is  too  frequently  the  recipient  of 
meddlesome  surgery,  which  only  compli- 
cates a mild  complication.  Under  local 
treatment,  the  condition  usually  resolves 
within  ten  days.  Another  and  still  more 
annoying  type  of  swelling  appears  at 
times,  especially  in  children,  namely,  a 
subperiosteal  abscess.  The  stage  of  edema 
has  passed,  and  pus  actually  presents  be- 
tween the  orbital  wall  at  the  site  of  the 
ethmoiditis  and  the  periostium.  This  is  a 
true  abscess,  exhibiting  redness  and  ten- 
derness at  the  area  of  swelling,  and  re- 
quires incision  and  drainage.  This  com- 
plication is  frequently  and  erroneously 
termed  “abscess  of  the  orbit.”  Very  often 
the  lids  are  involved.  No  doubt,  by  the 
time  your  patient  presents  the  above 
symptoms,  you  will  have  asked  a col- 
league versed  in  ear,  nose,  and  throat 
conditions  to  see  the  patient.  Therefore, 
it  would  be  a little  beyond  the  limits  of 
this  paper  to  burden  you  with  the  differ- 
ential diagnosis  of  orbital  abscess  and 
cellulitis,  or  to  detail  the  symptoms  of  ca- 
vernous sinus  thrombosis. 

Treatment 

The  ideal  treatment  would  be  to  isolate 
and  put  to  bed  all  cases  of  acute  coryza, 
but  we  are  not  all  idealists.  Mild  cases  of 
acute  sinusitis  will  persist  in  going  about 
their  daily  tasks,  thus  acting  as  foci  for 
other  cases  of  coryza.  Incidentally,  they 
have  mild  recurrences  of  the  attacks, 
sensitizing  themselves,  and  gradually 
passing  into  the  subacute  and  chronic 
states  of  sinusitis.  However,  when  the 
patient  submits  to  the  ignominy  of  quit- 
ting and  going  to  bed,  the  treatment 
should  be  as  in  any  general  case,  that  is, 
elimination  by  means  of  the  gastrointes- 
tinal tract,  and  forcing  fluid  intake.  The 
administration  of  a mild  analgesic  as 


some  one  of  the  coal-tar  products,  or  if 
preferred,  a barbituric  compound  either 
alone  or  combined  with  mild  doses  of 
opium,  is  indicated.  These  combinations 
take  the  edge  off  the  “nasty”  headache, 
and  relieve  the  “all-beaten-up”  feeling 
due  to  head  congestion  and  the  effects  of 
toxic  absorption.  For  a couple  of  days  no 
active  nasal  treatments  should  be  given. 
“Treat  the  nose  kindly”  should  be  the 
motto.  Manifestly,  a patient  suffering 
from  a stopped-up  nose,  mouth-breathing, 
and  the  constant  necessity  of  wiping  the 
nose,  is  entitled  to  some  measure  of  relief. 
This  may  be  satisfactorily  accomplished 
by  the  use  of  one  of  the  numerous  epi- 
nephrin,  or  ephedrine  solutions.  These 
solutions  are  to  be  used  three  or  four 
times  a day  by  means  of  an  atomizer — 
not  drops.  It  is  well  to  bear  in  mind, 
however,  that  a certain  number  of  pa- 
tients are  very  susceptible  to  these  drugs. 
Steam  from  water,  with  or  without  some 
medicament  added  to  it,  is  very  soothing 
to  the  mucous  membrane  with  which  it 
comes  in  contact.  A drop  or  two  of  oil 
of  pine  needles  to  the  pint  of  water  is 
sufficient  to  help  soften  the  atmosphere. 
The  idea  is  to  get  softened  air  into  the 
airways.  Strongly  medicated  steam  de- 
feats the  purpose  for  which  it  is  being 
used. 

It  is  quite  possible  that  patients  have 
treated  themselves  for  a day  or  two,  and 
it  is  not  until  a profuse  mucopurulent 
discharge  so  annoys  them  that  they  seek 
relief.  At  this  stage,  frequent  daily 
shrinkage  of  the  nasal  mucous  membrane 
in  the  nose  is  indicated,  as  above  noted, 
followed  each  time  by  gentle  irrigation 
with  a warm  saline  solution.  The  instilla- 
tion of  one  of  the  mild  silver  salts  in  solu- 
tion, once  a day,  and  spraying  frequentlv 
with  oil  carrying  in  solution  small 
amounts  of  camphor  and  menthol,  is  very 
acceptable  to  the  patient.  The  application 
of  this  oily  solution  is  done  by  means  of 
an  atomizer.  The  ice  cap  is  applied  to  the 
face  or  head  for  pain,  headache,  local 
swelling,  and  high  fever.  Care  must  be 
exercised  in  the  use  of  the  ice  cap  as  a 
very  distressing  neuralgia  may  ensue 
after  its  prolonged  application.  Surgery 
is  not  frequently  necessary,  although 
puncturing  of  an  antrum  that  is  full  of 
pus  may  be  indicated  when  drainage  is 
otherwise  not  sufficient.  The  sphenoid 
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may  also  demand  such  treatment.  In  gen- 
eral, it  is  well  not  to  resort  to  surgery 
until  the  acute  symptoms  ameliorate,  but 
each  case  must  be  a law  unto  itself. 

The  consideration  of  a condition 
termed  “myalgia,”  or  pain  in  a muscle,  is 
appropriate  at  this  time.  As  sinusitis  has 
replaced,  at  least  in  daily  lay  conversa- 
tion, the  good  old  “liver  troubles”  of 
forty  to  sixty  years  ago,  or  “appendicitis” 
of  twenty  years  ago,  you  will  now  have 
a first-hand,  homemade  diagnosis  of 
“sinusitis”  given  to  you  by  many  a pa- 
tient. The  muscles  of  particular  interest 
in  connection  with  sinusitis  are  the  ster- 
nocleidomastoids,  and  the  trapezii,  the 
great  muscles  of  the  neck.  These  muscles 
are  constantly  on  duty,  day  and  night, 
always  holding  the  head  in  certain  defi- 
nite positions.  Pain  and  headache  are 
prominent  symptoms  of  their  involve- 
ment. If  the  headache  is  located  in  the 
frontal  or  occipital  regions,  with  symp- 
toms of  a sense  of  weight  upon  the  head, 
lassitude,  inability  to  concentrate,  distress 
when  bending  the  head  forward,  and  with 
the  presence  of  a coryza,  the  symptom 


complex  simulates  sinusitis.  Cold  drafts 
are  potent  factors  in  causing  myalgia. 
They  can  easily  be  causative  factors,  due 
to  the  almost  universal  use  of  the  automo- 
bile, electric  fan,  and  various  forms  of 
air-conditioning.  Absorption  from  a focus 
of  infection,  and  faulty  metabolism  may 
also  be  causes.  The  diagnosis  is  easy,  as 
by  superficial  or  deep  pressure  over  the 
frontal  and  occipital  regions,  pain  is  elic- 
ited. If  the  tissues  in  these  regions  are 
grasped  between  the  fingers  and  thumb, 
and  quickly  squeezed,  a very  definite  re- 
action is  obtained.  The  sternocleido  and 
trapezii  muscles  are  tested  in  a similar 
manner,  that  is,  by  pressing  and  squeez- 
ing at  their  points  of  origin  and  insertion. 
In  testing  the  sternocleidomastoid,  the 
most  tender  point  will  frequently  be 
found  at  its  middle,  or  about  the  junction 
of  its  two  heads.  The  treatment  consists 
of  removing  the  cause  when  possible. 
Heat  locally,  massage,  and  acetylsalicylic 
acid  by  mouth,  and  at  times,  one  of  the 
good  old-fashioned  liniments  may  be 
employed. 
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EXIT  OLD  AGE 


Two  Czechoslovak  doctors,  Tvaroh  and 
Rypova,  have  made  up  their  minds  that 
they  won’t,  they  won’t,  and  they  won’t 
grow  old  says  a letter  from  Czechoslovakia 
to  the  Medical  Record.  They  don’t  say 
whether  they  tried  those  famous  monkey- 
gland  rejuvenation  systems,  but  if  they  did, 
the  results  must  have  been  not  entirely 
according  to  their  liking,  because  they  set 
out  to  find  something  else.  And,  if  we  are 
to  believe  their  reports,  printed  in  the 
Casopis  Lekairu  Ceskych,  they  are  on  the 
way  to  immortality. 

According  to  our  esteemed  confreres, 
who,  by  the  way,  are  on  the  staff  of  Pro- 
fessor Eiselt’s  Clinic  for  the  Aged,  there 
is  no  denial  of  the  fact  that  the  principal 
changes  noticed  as  one  grows  older  are 
the  following:  a progressive  muscular  and 
cardiovascular  asthenia;  anorexia  with 
minor  or  major  gastrointestinal  com- 
plaints ; a peculiar  pigmentation  of  the 
skin,  which,  may  be  either  dark  or  light 
brown ; low  blood  pressure,  and  cardiac 
weakness,  with  feeble  pulse  and  giddiness 
on  prolonged  effort.  Besides  these  changes, 
old  age  brings  with  it  wasting,  often  sub- 


normal temperature,  pain  in  the  joints, 
and  a diminished  blood-glucose. 

Now,  the  youngest  sophomore  in  any 
medical  school  must  have  recognized  in 
these  symptoms  the  classical  clinical  picture 
of  Addison’s  disease ! Putting  two  and  two 
together,  these  two  fighters  of  old  age  have 
concluded  that  the  guilty  party  in  the  proc- 
ess of  senescence  is  represented  by  our 
adrenals,  and  they  want  us  to  believe  and 
preach  the  dictum  that  a man  is  as  old  as 
his  adrenals ; in  other  words,  take  care  of 
your  adrenals  and  all  the  clock-factories  will 
go  out  of  business ; time  and  space  will  dis- 
appear at  once. 

Doctors  Tavroh  and  Rypova  advise  the 
use  of  adrenal  extracts  in  the  warding  off 
of  old  age.  They  have  not  yet  completed 
their  investigations,  but  it  seems  that 
although  adrenal  extracts  seem  to  have  some 
influence  on  the  individual  symptoms  of  old 
age,  they  fail  in  the  aggregate.  Perhaps  the 
body  refuses  to  submit  to  the  orders  of  for- 
eign adrenal-extracts,  and  insists  on  having 
its  own  “juices.”  However,  some  success 
seems  to  have  been  attained  at  the  Clinic  for 
the  Aged,  and  the  subject  is  under  high-pres- 
sure investigation. 
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EDITORIALS 


National  Health  Conference 

The  medical  profession  is  speculat- 
ing with  interest  on  the  form  the  National 
Health  Conference  scheduled  for  July  18 
to  20  will  take.  The  term  “conference” 
implies  open  discussion.  In  more  than 
one  of  the  projects  launched  by  the  cur- 
rent Administration  dictation  has  sup- 
planted discussion.  It  is  to  be  hoped 
that  the  National  Health  Conference  will 
really  be  what  its  title  implies. 

Since  the  Conference  has  been  called 
at  the  suggestion  of  Mr.  Roosevelt  him- 
self, there  is  reason  to  attach  real  im- 
portance to  its  deliberations  and 
recommendations.  Preliminary  work  for 
such  a meeting  has  been  going  on  for  the 
past  three  years  under  the  direction  of  the 
President’s  Interdepartmental  Committee 
to  Coordinate  Health  and  Welfare  ac- 
tivities. 

The  avowed  purpose  of  the  Confer- 
ence is  to  formulate  policies  for  the 
cooperation  of  medicine  and  the  allied 
professions,  private  welfare  groups,  and 
governmental  agencies  in  the  provision 
of  medical  care.  Everyone  interested  in 
the  public  health  must  subscribe  to  this 
aim. 

Unfortunately,  a large  part  of  the  pre- 
liminary work  for  this  conference  has 
been  done  by  individuals  and  agencies 
with  a strong  predilection  for  compulsory 
sickness  insurance.  This  gives  rise  to  a 


natural  suspicion  that  the  purpose  may  be 
not  to  formulate  policies  by  free  discus- 
sion but  to  bring  about  the  adoption  of  an 
already  formulated  scheme  for  compul- 
sory sickness  insurance. 

In  too  many  meetings  of  this  type  the 
medical  participants  are  not  responsible 
officials  of  organized  medicine  or  truly 
representative  of  the  rank  and  file  of  the 
profession  in  any  way.  The  steamroller 
for  compulsory  sickness  insurance  can 
then  be  brought  into  operation  without 
fear  of  troublesome  obstruction.  It  is 
highly  important  to  the  public  health  that 
the  President’s  Conference  eschew  this 
sort  of  trickery. 


Purse-String  Puppetry 

The  use  of  the  WPA  to  influence  po- 
litical elections  should  serve  as  a warning 
to  those  who  urge  further  extension  of 
governmental  control  over  private  enter- 
prise. When  a large  proportion  of  the 
population  is  attached  to  the  public  purse- 
strings, the  Administration  in  power  is 
enabled  to  wield  an  unwholesome  influ- 
ence over  political  events. 

Medicine  has  frequently  cited  the 
danger  of  political  domination  among  its 
reasons  for  opposition  to  obligatory  sick- 
ness insurance.  Current  attempts  to  in- 
fluence the  outcome  of  primaries  through 
Administration  pressure  on  WPA  work- 
ers prove  that  this  is  no  chimera. 
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There  are  many  ways  in  which  political 
dissidents  on  the  medical  panels  could  be 
made  to  feel  the  administrative  lash.  The 
vast  amount  of  form-filing-  required  of 
panel  doctors  provides  an  ever-present 
excuse  for  punitive  action.  Clerical 
errors  could  be  made  a reason  for  with- 
holding pay  checks.  There  are  a thou- 
sand other  petty  devices  by  which 
friendly  superiors  could  help,  and  hostile 
ones  obstruct,  insurance  practitioners. 

It  is  not  merely  his  political  independ- 
ence which  the  physician  forfeits  to  com- 
pulsory sickness  insurance.  As  experi- 
ence in  Europe  proves,  his  professional 
independence  is  even  more  directly 
threatened.  Unchecked  by  any  neces- 
sity to  pay  for  service,  the  demands 
of  panel  patients  are  frequently  unrea- 
sonable and  excessive.  Often  they  clash 
with  administrative  policy.  Caught  be- 
tween two  millstones,  the  unhappy  prac- 
titioner is  forced  to  subordinate  his 
honest  judgment  to  expediency.  The  in- 
evitable result  is  a loss  of  professional 
morale  and  a drop  in  professional 
standards. 

Free  from  political  interference,  the 
American  doctor  has  raised  medical  care 
to  a level  equalled  in  few  countries  and 
surpassed  in  none.  Certainly  no  nation 
with  compulsory  Sickness  insurance  offers 
its  laboring  classes  service  comparable 
to  that  enjoyed  by  the  American  worker. 

It  would  be  a great  pity  if  bureaucratic 
control  were  allowed  to  reduce  the  po- 
litical and  professional  standards  of  the 
medical  profession  to  those  of  the  WPA. 


Observations  on  Fever  Therapy  in 
Chorea 

Acute  chorea,  like  the  rheumatic  in- 
fections to  which,  in  all  probability,  it  is 
related,  shows  a marked  liability  to  the 
development  of  acute  endocarditis.  Since 
the  advent  of  fever  therapy,  this  method 
of  treatment  has  been  used  in  large  pedia- 
tric clinics  for  the  purpose  of  shortening 
the  individual  attack.  It  seems,  however, 
that  a far  greater  advantage  is  to  be 


gained  from  this  form  of  therapy  accord- 
ing to  the  studies  of  Sutton  and  Dodge.1 

A survey  of  ninety-nine  cases  of  chorea 
which  were  given  fever  therapy  showed 
that  at  the  end  of  a period  of  observation 
lasting  from  four  to  six  years,  only  6.66 
per  cent  developed  organic  heart  disease. 
In  a group  of  untreated  cases  followed 
over  the  same  length  of  time,  46  per  cent 
acquired  aortic  lesions.  The  incidence  of 
polyarthritis  and  fatalities  from  cardiac 
lesions  was  considerably  less  in  the  group 
submitted  to  fever  therapy.  In  those  cases 
observed  for  a shorter  period  the  number 
of  complications  was  even  less. 

Such  a marked  contrast  between  the 
two  groups  of  cases  is  worthy  of  serious 
consideration.  Assuming  that  the  observa- 
tions of  Sutton  and  Dodge  will  cor- 
respond with  those  of  other  workers, 
there  is  every  reason  to  believe  that  the 
infectious  process  is  inhibited  by  the  in- 
duction of  artificial  fever.  Such  a modi- 
fication of  the  course  of  a rheumatic  dis- 
ease overshadows  in  importance  whatever 
time  may  be  saved  in  the  duration  of  an 
attack  of  acute  chorea.  To  reduce  to  a 
minimum  the  incidence  of  organic  cardiac 
disease,  which  until  now  threatened  all 
cases  of  St.  Vitus  Dance,  may  soon  be 
achieved  by  the  more  universal  use  of 
fever  therapy. 


CURRENT  COMMENT 

“The  good  American  is  the  man  who 
says,  ‘There  never  was  a time  when  it  was 
more  necessary  for  us  all  to  pull  together — 
for  us  all  to  co-operate,  for  each  of  us  to 
put  aside  his  own  extreme  personal  view- 
point and  prejudice  and  to  make  whatever 
concession  or  compromise  is  necessary  for 
our  common  well-being/  ” — A definition 
found  in  the  January  issue  of  The  Shaft,  a 
publication  edited  by  the  commentator, 
Gabriel  Heatter. 


“It  is  to  be  expected  that  in  a period 
of  uncertainty  there  should  be  numerous 
theories  and  panaceas  offered  to  cure  social 
ills.  This  being  true  it  is  inevitable  also 


1.  Sutton,  L.  P.  and  Dodge,  K.  G. : Jour.  Ped., 
12:490,  1938. 
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that  the  views  one  holds  will  determine  in 
the  minds  of  many  whether  he  is  ‘conserva- 
tive’, ‘liberal’,  ‘radical’  or  one  of  the  many 
shades  in  between  these  political  beliefs. 

“In  my  opinion  labels  of  this  sort  are 
too  often  applied.  This  is  particularly  true 
as  it  concerns  medicine.  For  example, 
social  theorists,  accuse  us  of  being  ‘con- 
servatives.’ Some  go  much  further  and 
say  we  are  ‘obstructionists.’  Others  of 
course,  believe  we  are  ‘liberals.’  . . . 

“I  am  certain  that  but  a small  portion  of 
the  public  appreciates  what  medicine  is 
doing.  It  is  our  business  to  see  to  it  that 
the  public  does  understand  that  we  are  not 
‘conservatives’  who  wish  to  obstruct  pro- 
gress but  that  it  is  our  sincere  purpose,  as 
it  ever  has  been,  to  accelerate  it.” — We 
heartily  agree  with  the  Milwaukee  Medical 
Times  of  recent  date  in  this  contention. 


“It  has  been  contended  that  the  status 
of  a Medical  Profession  parallels  the  stage 
of  development  and  the  level  of  social  con- 
sciousness of  the  country  in  which  it  finds 
itself.  The  problems  confronting  the  Pro- 
fession cannot  be  solved  without  paying 
deference  to  conditions  existing  in  the 
country  at  large. 

“Nowadays  we  are  inclined  to  take  medi- 
cal boards  and  associations  for  granted.  It 
is  difficult  to  imagine  a time  when  the 
Medical  Profession  was  without  the  direc- 
tion and  control  they  exercise.  Their  devel- 
opment, however,  was  far  from  accidental ; it 
followed  upon  a definite  need.  . . . 

“The  story  of  medicine  in  America  is  one 
of  adaptation  to  rapidly  changing  conditions 
— and  the  end  is  not  yet.  Appreciation  of 
this  will  be  gained  from  ‘American  Medi- 
cine’ by  Sigerist  of  Hopkins,  ...  in  which 
the  history  of  medicine  in  America  is  ever 
presented  in  relation  to  the  economic  and 


social  background  on  which  it  was  built.” — 
From  “The  Annotator,”  a column  in  the 
Westchester  Medical  Bulletin  for  June. 


“There  is  a similarity  of  thinking  be- 
tween far-sighted  educators  and  far-sighted 
physicians  with  respect  to  regimentation  of 
their  respective  professions.  For  that 
reason  it  seems  strange  that  some  of  the 
very  educators  who  plead  for  academic 
freedom  and  educational  activities  without 
strings  attached,  are  listed  among  pro- 
ponents of  schemes  and  fancies  which  would 
bring  about  regimentation  of  the  medical 
profession  and  deterioration  of  medical  serv- 
ice. Those  professors  who  lean  toward 
socialization  of  medicine  and  encourage  their 
students  to  think  likewise  should  remember 
that  the  evils  which  would  infest  medicine 
through  regimentation  would  be  akin  to  those 
which  they  visualize  in  any  system  which 
would  restrict  academic  freedom  and  expose 
education  to  financial  dictatorship.” — From 
the  Ohio  State  Medical  Journal. 


“German  authorities  have  ordered 
doctors  there  to  keep  abnormal  babies  out 
of  Nazidom,  according  to  sources  which 
Newsweek  describes  as  ‘extremely  reliable.’ 
‘As  a medical  man,’  the  Nazi  government 
is  quoted  as  saying,  ‘you  will  know  how  to 
prevent  the  child  taking  life  and  what  to 
explain  to  the  mother.’ 

“Meantime,  the  New  York  Hospital,  New 
York  City,  has  agreed  to  permit  removal  of 
two  swastikas  built  into  the  300-foot  smoke- 
stacks of  its  power  plant.  The  insignia 
were  put  there  for  decorative  purposes  long 
before  Hitler’s  advent.  Getting  rid  of  them 
will  cost  about  $1,000.” — From  “The  News- 
vane,”  a column  in  Medical  Economics,  in 
its  June  issue. 


THE  CARNAGE  OF  PEACE 


In  a press  release  from  the  National 
Safety  Council,  the  toll  of  accidental  deaths 
and  injuries  for  1937  has  been  given  as 
dead  106,000,  permanently  injured  375,000 
and  temporarily  injured  9,400,000.  The 
estimated  cost  of  this  civil  carnage  was 
$3,700,000,000.  While  the  deaths  from  ac- 
cidents of  all  causes  decreased  four  per 
cent  from  1936,  traffic  accidents  increased 
four  per  cent,  home  accidents  decreased 
fifteen  per  cent,  occupational  accidents  in- 
creased six  per  cent  and  public  nontraffic 
accidents  decreased  five  per  cent. 

On  a mileage  basis,  however,  notes  the 


AMA  Journal,  the  motor  vehicle  death 
rate  declined  from  16.6  deaths  per  hundred 
million  miles  in  1936  to  15.9  in  1937.  Of 
further  slight  encouragement  is  the  fact 
that  in  1937  twenty  states  cut  their  death 
toll  from  traffic  accidents,  and  in  all  but 
one  (based  on  ten  months’  information) 
this  was  accomplished  in  the  face  of  in- 
creased highway  traffic.  Accompanying 
other  significant  figures  is  the  information 
that  fifty  persons  were  killed  in  1937  in 
accidents  involving  airplanes  in  scheduled 
domestic  operations.  In  1936  the  total  was 
sixty-one. 
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33.  Report  of  Reference  Committee  on 
New  Business  C on  Licensing  of  Foreign 

Physicians 

Sections  13-35-36 

Dr.  Clarence  G.  Bandler,  New  York : Re- 
port of  Reference  Committee  on  New  Busi- 
ness C: 

1.  On  the  resolution  submitted  by  the  County 
of  Queens,  Subject  “Influx  of  Foreign  Medical 
Graduates.” 

Whereas,  there  has  been  a large  influx  of 
foreign  medical  graduates  establishing  practices 
in  New  York  State,  and 

Whereas,  these  physicians  are  not  familiar 
with  the  Code  of  Ethics  governing  the  medical 
profession  in  this  State,  and 

Whereas,  a large  number  of  such  physicians 
violate  the  Code  of  Ethics  before  they  are  ad- 
mitted to  Organized  Medicine,  therefore, 

Be  It  Resolved  that  the  Medical  Society  of 
the  State  of  New  York  recommend  to  the  State 
Board  of  Medical  Examiners  that  such  physi- 
cians be  given  a copy  of  the  Code  of  Ethics 
when  making  application  to  participate  in  ex- 
aminations to  practice  medicine. 

Your  Reference  Committee  on  New  Business 
C approves  this  resolution;  therefore,  I move  its 
approval  by  this  body. 

The  motion  was  seconded,  and  there  being 
no  discussion,  was  put  to  a vote,  and  was 
carried. 

34.  Report  of  Reference  Committee  on 
New  Business  C on  Persecution  of 

Austrian  Professionals 

Section  22 

Dr.  Bandler  : 2.  Resolution  submitted  by  the 
County  of  the  Bronx. 

Whereas,  It  has  ever  been  the  pride  of  the 
medical  profession  to  engage  in  vital  humane 
and  unselfish  endeavor, 

Whereas,  medicine,  like  all  science,  trans- 
cends national  and  geographic  boundaries, 

Whereas,  we  American  physicians  have  a 
double  heritage:  that  of  our  profession  and  as 
citizens  of  the  world’s  greatest  democracy, 

Whereas,  because  of  such  tradition  and  back- 
ground we  are  intolerant  of  foul  play  and  in- 
dignities committed  against  defenseless  victims 
within  or  outside  our  national  boundaries. 

Therefore  Be  It  Resolved,  that  the  Medical 
Society  of  the  State  of  New  York  register  a 
forceful . protest  against  the  humiliation  and 
persecution  of  Austrian  professionals  belonging 
to  racial  or  religious  minorities,  particularly 
physicians  so  classified. 

Be  It  Further  Resolved,  that  our  delegates 
be  instructed  to  present  these  resolutions  at  the 
American  Medical  Association  convention. 
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Your  Reference  Committee  on  New  Business 
C approves  this  resolution;  therefore,  I move  its 
approval  by  this  body. 

The  motion  was  seconded. 

Dr.  Walter  D.  Ludlum,  Kings:  A motion 
corresponding  to  this  was  brought  up.  in  the 
Medical  Society  of  the  County  of  Kings.  I 
yield  to  no  one  in  my  sympathies  and  in  my 
sentiments  with  regard  to  oppression  in  China, 
Tierra  del  Fuego,  Austria,  Germany,  Spain,  or 
anywhere  else;  but  I think  it  is  no  concern  of 
this  House  or  of  the  American  Medical  Associ- 
ation to  express  their  sentiments  in  such  a 
manner. 

Dr.  Harry  Aranow,  Bronx:  It  seems  to  me 
that  we  are  expressing  only  an  opinion  of  senti- 
ment, which  does  nobody  any  harm.  What  I 
want  to  bring  out  is  that  exactly  similar  resolu- 
tions were  passed  by  this  House  a few  years, 
ago  in  reference  to  the  German  refugees,  which 
our  delegates  brought  to  the  A.M.A.,  where  a 
similar  action  was  taken. 

Dr.  Edward  M.  Colie,  Jr.,  New  York:  As 
the  mover  on  this  floor  of  that  resolution  which 
was  passed,  and  which  dealt  with  the  German 
situation,  I am  on  record  as  to  how  I feel  about 
this,  but  it  seems  to  me  futile  in  view  of  what 
is  going  on,  and  in  view  of  the  fact  that  our 
sentiment  has  been  very  definitely  expressed, 
to  go  on  reiterating  it. 

I also  very  much  object  to  the  phrase  “the 
world’s  greatest  democracy”  that  appears  in 
this  resolution.  It  sounds  to  me  very  vain 
glorious.  This  very  democracy,  which  we  hope 
will  endure  contains  at  this  time  grave  faults, 
so  I think  we  had  better  be  very  careful  how 
we  assert  this  “world’s  greatest  democracy” 
sentiment.  God  grant  it  may  be  and  persist,  but 
we  have  got  to  watch  our  step.  Let  us  not 
assert  it  is.  . At  present  it  is  a pious  wish. 

I would  like  to  see  this  resolution  lost,  first 
on  the  ground  that  it  reiterates  and  merely 
states  that  which  we  adopted  two  years  ago 
here;  second,  I object  to  the  phrase  “world’s 
greatest  democracy,”  which  sounds  vain  glori- 
ous. 

There  being  no  further  discussion,  the  motion 
was  put  to  a vote,  and  the  recommendation 
of  the  Reference  Committee  was  lost. 

35.  Report  of  Reference  Committee  on 
New  Business  C on  Licensing  of 
Foreign  Physicians 

Sections  13-33-36 

Dr.  Bandler  : 3.  Resolution  introduced  by 
the  .County  of  Warren  relative  to  licensing  of 
foreign  physicians. 

Whereas,  at  this  period  in  the  history  of 
our  local  and  State  Society,  New  York  State 
is  becoming  a haven  for  many  foreign  physicians 
whose  place  in  their  native  lands  has  caused 
them  to  come  here,  and 
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Whereas,  during  the  past  ten  years  800  for- 
eign physicians  have  been  granted  licenses  to 
practice  in  this  State,  and 

Whereas,  our  own  native  physicians  have 
been  required  to  undergo  schooling  and  train- 
ing which  has  become  markedly  more  expensive 
during  recent  years,  and 

Whereas,  foreign  nations  have  for  years 
protected  the  members  of  their  medical  profes- 
sion from  outside  competition, 

Therefore  Be  It  Resolved , that  the  Medical 
Society  of  the  County  of  Warren  now  propose 
that  action  be  taken  by  the  House  of  Delegates 
at  the  annual  meeting  to  direct  the  Medical 
Society  of  the  State  of  New  York  to  sponsor 
appropriate  legislation  whereby  qualifications 
for  granting  of  licenses  to  physicians  of  foreign 
countries  be  made  as  rigid  as  those  qualifica- 
tions now  in  force  for  practicing  physicians  of 
the  State  of  New  York. 

Be  It  Further  Resolved  that  a copy  of  this 
resolution  be  immediately  forwarded  to  the 
Secretary  of  the  Medical  Society  of  the  State 
of  New  York,  and 

Be  It  Further  Resolved  that  the  Delegate  of 
the  County  of  Warren  be  instructed  to  sponsor 
or  support  a resolution  to  the  above  effect. 

Your  Reference  Committee  on  New  Business 
C recommends  that  the  House  of  Delegates  of 
the  Medical  Society  of  the  State  of  New  York 
go  on  record  to  favor  proposal  of  legislation  re- 
quiring all  physicians  to  be  citizens  of  the  United 
States  before  being  licensed  by  the  State  of  New 
York.  I move  the  adoption  of  the  recommenda- 
tion. 

Dr.  Nathan  B.  Van  Etten,  New  York: 
I second  the  motion. 

Dr.  James  F.  Gallo,  Herkimer:  Mr.  Speaker 
and  Fellow  Delegates,  I believe  that  one  of 
the  most  important  problems  confronting  us 
today  is  the  problem  of  foreign  medical  gradu- 
ates licensed  in  the  State  of  New  York  in 
recent  years.  The  situation  is  not  only  serious 
to  you  and  me  as  practicing  physicians  and 
surgeons,  but  also  to  the  thousands  of  young 
men  in  premedical  and  medical  schools,  and  of 
course  their  parents. 

Since  1929  we  have  been  in  a period  of  de- 
pression, during  which  time  many  physicians 
have  had  a difficult  time  earning  a livelihood. 
I am  told  that  here  in  New  York  City  over 
three  hundred  doctors  are  on  relief  or  are 
given  work  by  relief  to  keep  them  from  starv- 
ing. I am  told  that  a physician  in  one  of  the 
small  villages  along  the  Hudson  River  had 
been  gaining  a good  livelihood  for  himself  and 
family,  living  well,  and  providing  for  the 
future  of  his  family.  This  young  man,  native 
born  and  educated  in  the  United  States,  was 
compelled  to  leave  because  he  could  not  com- 
pete with  the  unfair  practices  of  a foreign 
physician. 

In  October  1936  a ruling  was  made  by  the 
Board  of  Regents  of  New  York  to  the  effect 
that  no  foreign  graduate  would  be  granted  a 
license  by  reciprocity  and  endorsement  to 
practice  medicine  in  this  state  who  registered 
after  October  15,  1936.  Many  registered  by 
cablegrams,  letters,  and  other  means  before  the 
dead  line. 


Recently  some  foreigners  have  employed  able 
legal  counsel,  demanding  a license  by  reci- 
procity, and  others  are  demanding  admission  to 
our  County  Medical  Societies,  and  threaten  to 
employ  legal  counsel. 

What  are  we  coming  to  ? What  chance  would 
you  or  I have  in  a European  country?  How 
about  these  young  men  who  are  studying  days 
and  working  nights,  and  their  parents  who  are 
borrowing  money  hoping  to  pay^ later?  Are  we 
providing  for  the  future  of  these  young  men? 
Yes,  we  are,  by  filling  their  places  with  foreign- 
ers. Gentlemen,  we  must  do  something,  and  do 
it  quickly. 

Dr.  Harold  Rypins,  Secretary  of  the  New 
York  State  Board  of  Regents,  wrote  an  article 
in  the  February  number  of  Medical  Economics, 
in  which  he  states  that  out  of  1321  foreign 
doctors  licensed  in  the  United  States  in  the 
five-year  period  ending  October  1936,  843  were 
admitted  into  this  state.  I wrote  Dr.  Rypins  if 
he  would  be  kind  enough  to  elaborate  on  these 
figures  for  me  so  that  I could  present  them 
to  you.  Unfortunately,  I failed  to  receive  the 
courtesy  of  an  acknowledgment  to  my  letter; 
consequently  I resorted  to  the  Journal  of  the 
AM.A.  for  figures. 

I say,  gentlemen,  we  must  protect  our  own 
now  that  the  field  is  crowded.  I say  that  for- 
eigners must  be  citizens  of  the  United  States 
before  being  granted  a license  to  practice  in 
this  state. 

Mr.  Speaker,  I have  some  figures  I would 
like  to  show  if  I may. 

Speaker  Kopetzky  : Will  you  hang  them  on 
the  blackboard  there  ? 

Is  there  any  further  discussion? 

Dr.  J.  Richard  Kevin,  Kings : I have  the 
greatest  respect  for  the  integrity,  the  uplifting 
influence  and  the  policy  of  our  Board  of  Regents. 
I have  an  equal  respect  for  our  Board  of  Ex- 
aminers. You  forget,  gentlemen,  that  there  is 
a law  allowing  a percentage  of  immigrants  into 
this  country  from  these  various  countries  across 
the  sea,  and  because  there  is  such  a law  we  must 
not,  and  will  not,  deprive  that  percentage  of  the 
opportunity  to  make  their  living  after  they  get 
here.  When  we  sit  here  and  try  to  dictate  what 
the  Board  of  Regents  should  do,  and  what  our 
Board  of  Examiners  should  do,  why,  gentlemen, 
we  are  going  around  in  rings  and  rings. 

The  speaker  who  preceded  me  referred  to  Dr. 
Rypins.  There  was  never  a greater  Secretary 
that  ever  existed  in  that  department  than  Dr. 
Rypins.  While  we  sympathize  with  the  points 
brought  out  by  the  preceding  speaker,  the  law 
is  there,  and  we  must  obey  it.  We  have  officers 
of  the  law  in  Albany  who  will  take  care  of  our 
interests.  Let  us  trust  to  them. 

Dr.  David  J.  Kaliski  : I wish  the  indulgence 
of  the  House  because  I think  I introduced  the 
resolution,  the  year  before  last  calling  upon  the 
State  Society  to  memorialize  the  Department  of 
Education  to  require  an  examination  of  all 
physicians  coming  to  this  country  from  abroad, 
and  that  the  licenses  by  endorsement  be  no 
longer  granted. 

At  that  time  there  was  some  criticism  of  this 
action,  but  I believe  it  was  taken  in  a good 
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cause,  not  to  restrict  those  unfortunate  indi- 
viduals who  were  driven  out  of  Germany  at  that 
time,  but  to  make  it  possible  to  distribute  this 
load  throughout  the  country  because  of  the  fact 
that  in  other  states  they  had  to  take  the  ex- 
amination. I believe  that  rule  was  put  into 
effect  and  became  effective  as  of  October  15, 
1936,  and  I bfelieve  that  since  that  time  licenses 
by  endorsement  have  not  been  granted. 

I feel  it  is  not  wise  for  this  body  to  recom- 
mend to  the  Department  of  Education  that  legis- 
lation be  brought  about  to  make  it  necessary 
for  a physician  to  be  a citizen  of  this  country 
before  he  can  take  examinations  for  the  practice 
of  medicine.  America  is  differentiated  from 
other  countries  because  of  its  liberality.  My 
parents  and  grandparents  came  to  this  country 
because  America  was  a free  country,  a haven  of 
refuge.  A great  many  unfortunates  cannot  find 
any  other  haven  of  refuge  outside  of  this  coun- 
try today  and  perhaps  the  small  mandated  ter- 
ritory of  Palestine.  It  seems  to  me  that  as 
liberal  Americans  we  ought  not  to  place  this 
great  burden  on  those  unfortunates  of  having  to 
be  in  this  country  at  least  five  or  six  years  be- 
fore they  can  make  an  attempt  to  earn  their 
living.  I feel  that  we  should  make  it  necessary 
for  those  unfortunates  to  comply  with  the  law 
but  not  to  place  too  great  hardships  in  their 
way  because  they  will  then  become  an  economic 
burden  and  will  have  to  be  taken  care  of  in 
some  way  by  the  community.  I believe  that  the 
generous  heart  of  America  goes  out  to  these 
poor  unfortunates,  and  I feel  that  the  medical 
profession,  a great  liberal  profession,  should  not 
restrict  the  opportunities  of  these  men  to  too 
great  an  extent. 

Speaker  Kopetzky  : Dr.  Gallo  has  the  floor. 
While  he  was  posting  his  statistics  I permitted, 
quite  irregularly  I grant,  but  in  the  interests  of 
conserving  time,  others  to  discuss.  You  have  all 
made  up  your  minds  on  this  motion,  but  Dr. 
Gallo  has  the  floor  technically,  and  he  will  be 
permitted  to  continue. 

Dr.  James  F.  Gallo,  Herkimer : I would  like 
to  explain  these  figures.  “C”  represents  men 
graduated  from  Canadian  Medical  Schools ; “F” 
represents  men  graduated  from  foreign  medical 
schools,  but  excluding  Canadian  schools ; “E” 
indicates  men  admitted  by  examination ; “R” 
represents  those  admitted  by  reciprocity  and  en- 
dorsement. 

The  number  of  Canadian  educated  men  ad- 
mitted by  examination  into  the  United  States  is 
fairly  high  in  the  last  four  years.  The  number 
of  foreign  educated  men,  excluding  Canadian, 
admitted  by  examination  into  the  United  States 
increased  from  129  in  1933  to  636  in  1937.  The 
total  number  of  Canadian  educated  and  Euro- 
pean educated  men  increased  from  232  in  1933 
to  755  in  1937 — those  admitted  by  examination. 
The  total  number  of  Canadian  educated  and  for- 
eign educated  admitted  by  reciprocity  into  the 
United  States  runs  from  twenty  in  1933  to  286 
in  1937.  The  total  number  of  Canadian  edu- 
cated and  foreign  educated  admitted  by  exami- 
nation or  reciprocity  into  the  United  States  runs 
from  252  in  1933  to  1,041  in  1937. 

Now  we  will  consider  New  York  State.  The 
total  number  of  men  licensed  in  New  York 


State  by  examination  runs  from  747  in  1933  to 
1,061  in  1937 ; the  total  by  reciprocity  from  307 
in  1933  to  586  in  1937 ; the  total  by  examination 
and  reciprocity  in  New  York  State  being  1,054 
in  1933  and  1,647  in  1937. 

The  Canadian-educated  admitted  by  reciprocity 
in  New  York  State  in  1933,  ten.  You  see  that 
figure  remains  practically  constant — ten  in  1933, 
eight  in  1934,  eight  in  1935,  seventeen  in  1936, 
and  nine  in  1937.  The  foreign-educated  admitted 
by  reciprocity  is  another  story.  In  1933  the  num- 
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1933 

1934 

1935 

1936 

1937 

C Adm  by  E.  U.S 

103 

95 

92 

112 

119 

F Adm  by  E.  U.S 

129 

170 

302 

380 

636 

Total  C & F by  E.  U.S . 

232 

265 

394 

492 

755 

Total  C & F by  R.  U.S . 

20 

131 

81 

307 

286 

Total  C&FbyE&RU.S. 

252 

396 

475 

799 

1,041 

Total  by  E N.Y 

747 

834 

879 

932 

1,061 

Total  by  R N.Y 

307 

456 

395 

585 

586 

Total  by  E & R N.Y. . . 

1,054 

1,290 

1,274 

1,517 

1,647 

C Adm  by  R N.Y 

10 

8 

8 

17 

9 

F Adm  by  R N.Y 

7 

122 

69 

237 

196 

Total  F & C by  R N.Y . 

17 

130 

77 

254 

205 

C Adm  by  E N.Y 

36 

28 

30 

31 

25 

F Adm  by  E N.Y 

67 

87 

150 

217 

397 

Total  C & F by  E N.Y . 
Total  C & F Adm  N.Y. 

103 

115 

180 

248 

422 

by  E & R 

Total  C & F Adm  U.S. 

120 

245 

257 

502 

627 

by  E & R 

Total  C & F Adm  N.Y. 

252 

396 

475 

799 

1,041 

by  E & R. 

120 

245 

257 

502 

627 

Total  by  E & R N.Y . . . 
% C & F to  total  No. 

1,054 

1,290 

1,274 

1,517 

1,647 

licensed  in  N.Y 

11% 

19% 

20% 

33% 

38% 

“ C Graduates  of  Canadian  Medical  Schools. 

“ p ” — . Graduates  of  Foreign  Medical  Schools  (not 
Canadian.) 

“ E ” — ■ Admitted  by  examination. 

“ R ” — ■ Admitted  by  reciprocity  and  endorsement. 


ber  was  seven,  and  a search  of  the  statistics  for 
several  years  previous  to  that,  shows  that  was 
about  the  average.  But  see  how  that  jumped 
from  seven  to  196  in  1937,  in  spite  of  the  new 
ruling  made  in  1936.  That  runs,  seven  in  1933, 
122  in  1934,  sixty-nine  in  1935,  237  in  .1936,  and 
196  in  1937.  This  year  I understand  there  are 
146  who  have  registered  so  far  for  endorsement 
by  reciprocity,  in  spite  of  the  ruling  passed  two 
years  ago. 

The  Canadian-educated  admitted  by  examina- 
tion into  New  York  remains  about  the  same — 
thirty-six  in  1933,  twenty-eight  in  1934,  thirty 
in  1935,  thirty-one  in  1936,  and  twenty-five  in 
1937 ; but  the  number  of  foreign  educated  ad- 
mitted by  examination  in  New  York  State  runs 
from  sixty-seven  in  1933,  to  eighty-seven  in 
1934,  to  150  in  1935,  to  217  in  1936,  and  to  397 
in  1937.  In  other  words,  now  the  number  by 
reciprocity  is  decreasing  but  the  number  by  ex- 
amination is  increasing.  The  total  number  of 
Canadian-educated  and  foreign-educated  ad- 
mitted by  examination  into  New  York  runs 
from  103  in  1933  to  422  in  1937. 
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Now  we  come  to  the  total  of  Canadian-edu- 
cated and  foreign-educated  admitted  by  exam- 
ination and  reciprocity  into  New  York  as  com- 
pared with  the  entire  United  States.  The  total 
number  admitted  in  New  York  in  1933  was  120 
and  in  the  United  States  in  1933,  252.  This  year 
there  were  627  such  admitted  in  New  York 
(the  year  of  1937)  compared  to  1,041  for  the 
entire  United  States. 

The  total  of  Canadian  and  foreign  educated 

admitted  in  New  York  by  examination  and 

reciprocity  in  1933  (that  is  this  figure  here — 
pointing  to  the  column  ahead)  is  120,  compared 
with  the  total  (no  matter  where  educated)  ad- 
mitted in  New  York  by  examination  and 

reciprocity  in  1933  of  1,054.  Now  compare  those 
totals  with  1937  where  the  total  of  Canadian 
and  foreign  educated  admitted  into  New  York 
both  by  examination  and  reciprocity  was  627, 
and  the  total  no  matter  where  educated  ad- 
mitted into  New  York  by  examination  and 

reciprocity  was  1,647. 

Now  we  come  to  the  percentages:  The  total 
percentage  of  Canadian  and  foreign  educated  li- 
censed in  New  York  runs  from  eleven  per  cent 
in  1933,  to  nineteen  in  1934,  to  twenty  in  1935, 
to  thirty-three  in  1936,  and  to  thirty-eight  in 
1937. 

I think  you  gentlemen  will  agree  with  me  that 
it  is  now  time  to  act. 

Speaker  Kopetzky  : Is  there  any  further 
discussion? 

Dr.  Grant  C.  Madill:  Mr.  Speaker  and 
Gentlemen  of  the  House,  I assure  you  that 
nothing  has  given  the  State  Board  of  Regents 
such  a difficult  problem  to  solve  as  this  topic 
of  the  licensing  of  foreign  physicians  in  the 
practice  of  medicine  in  this  state.  As  I under- 
stand this  resolution,  there  is  only  one  question 
involved,  and  that  is  the  matter  of  demanding 
some  legislation  requiring  full  citizenship  be- 
fore they  can  practice  medicine,  and  I assume 
before  they  can  take  the  examinations.  Is  that 
true? 

Dr.  Bandler  : Yes. 

Dr.  Madill:  That  is  very  important  and  I 
think  requires  a good  deal  of  thought.  In  the 
first  place,  the  Federal  Government  allows  into 
this  country  a quota  of  immigrants  from  for- 
eign countries,  and  they  are  not  all  physicians. 
As  the  law  is  at  present,  a statement  of  their 
intention  to  become  citizens  is  all  that  is  neces- 
sary to  take  the  examination.  If,  for  instance, 
they  have  to  come  here  and  wait  for  five  years 
before  they  can  take  the  examination,  it  seems 
to  me  that  that  is  an  unnecessary  hardship  to 
fellow  practitioners  of  medicine.  It  is  not  a 
matter  of  examination.  We  have  now  adopted 
a rule  that  all  applicants  from  foreign  countries 
for  a license  to  practice  medicine  in  this  state 
must  take  the  same  examinations  as  our  own 
graduates  from  our  own  medical  schools.  This 
seems  to  me  to  be  a reasonable  demand.  We 
thought  that  this  would  help  to  lessen  the  num- 
ber who  came  to  our  state.  I think  it  will 
eventually.  I think  it  will  work  out  well.  We 
are  having  fewer  applications,  and  those  who 
do  apply  are  obliged  to  take  the  same  examina- 
tions that  our  own  graduates  take. 


I think  there  might  be  some  conflict  here 
with  the  Federal  Government  in  demanding 
that  these  people  remain  here  without  a liveli- 
hood for  five  years.  We  admit  them  as  citizens 
after  that  time,  but  before  those  five  years  are 
up  they  have  all  the  privileges  that  our  citizens 
have  except  the  right  to  vote.  If  we  now  say 
to  the  practitioners  of  medicine  coming  from 
abroad  that  in  addition  to  the  denial  of  the 
right  to  vote,  they  cannot  earn  their  livelihood 
by  the  practice  of  their  profession  during  that 
trial  period,  that  is  going  a long  way.  I believe 
this  question  requires  pretty  deep  thought  before 
we  decide  to  pass  a law,  or  advocate  the 
passing  of  such  a law,  that  will  compel  these 
unfortunate  members  of  our  profession  to  come 
here  and  wait  for  five  years  before  they  can 
earn  a living  from  the  practicing  of  their  pro- 
fession. 

Dr.  James  F.  Rooney:  This  discussion  has 
continued  for  some  time,  and  I think  that  very 
briefly  the  House,  particularly  the  younger 
members  of  the  House,  might  be  informed  as 
to  what  has  happened  in  the  past  in  relation  to 
this  sort  of  legislation. 

In  1921,  as  chairman  of  the  Legislative  Com- 
mittee of  this  Society,  and  with  Dr.  Downing, 
who  was  then  the  Assistant  Commissioner  for 
Higher  Education,  and  with  a Committee  of 
the  New  York  Academy  of  Medicine  and  a 
subcommittee  of  the  Committee  of  the  American 
Medical  Association  on  Medical  Education  and 
Hospitals,  we  endeavored  to  enter  into  some 
sort  of  an  agreement  with  foreign  governments 
in  relation  to  the  licensure  and  reciprocal 
licensure  of  American  physicians  in  their  re- 
spective countries  and  of  foreign  physicians  in 
this  country. 

They  were  perfectly  willing  to  have  their 
graduates  licensed  by  reciprocity  in  the  United 
States,  but  they  were  absolutely  just  as  dead 
set  against  licensing  American  physicians  in 
Europe  then  as  they  are  today.  There  is  not 
a country  in  Europe  today  into  which  an 
American  physician  can  go,  even  Great  Britain, 
and  be  licensed  by  reciprocity.  In  Great  Brit- 
ain particularly  he  must  take  the  last  two 
years  of  his  medical  course  all  over  again 
before  he  can  even  present  himself  before  the 
licensing  board.  France  has  an  identical  situa- 
tion. No  foreign  physicians  are  licensed  by 
reciprocity  in  any  of  these  countries.  That  is 
the  background. 

So  far  as  concerns  the  question  of  requiring 
that  they  shall  be  required  to  be  American 
citizens,  for  about  five  successive  years,  with 
perhaps  one  or  two  intermediate  years,  under 
the  direction  of  this  House  then,  the  Chairman 
of  the  Committee  on  Legislation  introduced  an 
amendment  to  the  Medical  Practice  Act  pro- 
viding that  every  person  who  desired  to  practice 
medicine  in  the  State  of  New  York  should  be 
an  American  citizen.  We  fought  for  it,  and 
in  every  instance  it  was  eliminated  by  legislative 
groups  and  lost  five  successive  times.  I do 
not  feel  that  there  is  any  more  chance  of  your 
getting  through  that  kind  of  legislation  today 
than  there  was  before.  That  is  the  practical 
side  of  the  situation. 

There  is  no  question  about  the  fact  that  we 
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have  got  to  consider  not  alone  a kindness  and 
liberality  to  the  oppressed  peoples  of  Europe, 
but  we  have  got  to  begin  to  have  some  con- 
sideration for  ourselves.  (Applause)  You  all 
know  the  story  of  the  old  Arabian  Sheik  who 
brought  up  a young  camel  and  made  a pet  of 
him,  took  it  into  his  tent,  put  it  to  bed,  and 
the  camel  grew  up  and  got  bigger  and  bigger, 
and  the  first  thing  you  knew  the  camel  had 
the  tent  and  the  sheik  was  sleeping  on  the 
sand.  That  does  not  sound  like  the  words  of 
an  illiberal  Democrat,  if  there  is  any  such 
animal.  (Laughter)  We  are  changing  names 
and  labels  and  parties.  I do  not  think  that 
practically  you  can  get  enacted  into  a law  a 
provision  requiring  that  men  shall  become 
citizens  before  they  are  permitted  to  practice. 
I think  you  may,  however,  be  able  to  get  into 
law  that  they  shall  make  application  for  citizen- 
ship first  before  they  can  practice  medicine.  I 
think  further  you  can  do  this : if  they  do  not 
complete  their  citizenship  within  the  time  limit 
set,  five  years,  they  shall  cease  to  enjoy  their 
license  and  shall  forfeit  their  registration.  I 
think  that  can  be  done. 

So  far  as  reciprocity  is  concerned,  the  dis- 
cusser of  this  situation,  Dr.  Gallo,  has  shown 
that  they  are  still  being  licensed  by  reciprocity 
in  the  State  of  New  York  even  in  the  last  year 
from  foreign  countries.  Despite  what  the  Re- 
gent who  just  addressed  you  has  said,  I think 
the  Board  of  Regents  is  still  empowered  to 
act  under  the  law  which  permits  them  to  license 
by  endorsement  of  license,  even  with  the  statute 
passed  in  1936.  Any  man  who  has  obtained 
a position  of  eminence  and  authority  in  his 
profession,  and  who  has  practiced  his  profes- 
sion for  ten  years  can  still  obtain  the  privilege 
of  license  by  endorsement.  Am  I right  about 
that,  Dr.  Madill? 

Dr.  Madill:  Yes. 

Dr.  James  F.  Rooney:  So  there  is  still  that 
gap  in  the  law.  If  they  have  practiced  for  ten 
years,  they  still  can  be  endorsed  under  that 
provision  of  the  law.  The  Board  of  Regents 
was  instrumental  in  getting  that  rule  through, 
and  as  I recall  it,  the  old  Section  was  115. 
Dr.  Finnegan,  who  was  then  Assistant  Commis- 
sioner for  High  School  Education,  was  the 
sponsor  for  it,  and  it  passed  the  legislature, 
and  that  gave  them  the  opportunity  of  endors- 
ing the  licenses  at  the  end  of  three  years  if, 
in  their  opinion,  the  individual  had  the  same 
educational  qualifications  as  required  of  appli- 
cants in  New  York  State. 

To  sum  up,  there  is  still  a hole  in  the  law. 
If  you  want  to  keep  it,  well  and  good.  So  far 
as  the  practicality  of  making  every  one  of  them 
become  an  American  citizen  before  they  can 
be  licensed  to  practice,  I do  not  believe  you 
can  pass  it  in  the  Legislature.  There  is  a 
reasonable  possibility  that  you  can  require  that 
they  make  application  for  citizenship  prior  to 
examination,  and  that  they  accomplish  that  at 
the  end  of  a definite  term  of  years  or  forfeit 
their  license.  In  speaking  about  this  matter 
I have  no  animus  one  way  or  the  other,  but 
I think  you  must  see  this  thing  from  a practical 
standpoint.  Secondly,  I think  it  is  beginning  to 
be  time  for  us  to  think  about  it. 


Speaker  Kopetzky  : If  you  gentlemen  were 
here  this  morning — and  most  of  you  were — you 
know  the  amount  of  business  we  have  before 
us,  and  you  will  shorten  your  addresses  as 
much  as  you  can.  The  Chair  has  no  desire  to 
hurry  the  discussion,  and  everybody  should  ex- 
press any  opinion  they  want  to  give,  especially 
if  they  have  an  added  fact  to  what  has  already 
been  said.  Dr.  Aranow  has  asked  for  the  floor, 
and  I want  to  extend  the  privileges  of  the 
floor  to  Dr.  Harold  Rypins,  who  is  in  the 
room,  as  well  as  anyone  else  who  feels  he  must 
talk  on  the  question. 

Dr.  Harry  Aranow  : The  members  of  the 
Committee,  if  I may  speak,  were  not  unanimous 
at  all  about  the  recommendation  demanding 
full  citizenship  in  order  to  practice  medicine 
in  this  state.  All  we  wanted  to  do  was  to 
bring  it  to  the  attention  of  the  House  of 
Delegates.  The  American  College  Association 
(I  think  they  are  called)  have  been  trying 
for  years  to  limit  the  number  of  students  in 
the  United  States  because  we  produce  more 
students  than  we  can  take  care  of  as  doctors. 
In  the  last  year  thirty-six  per  cent  of  all  the 
men  admitted  to  this  state  were  foreigners. 
That  question  is  sharply  brought  up  before 
you,  and  it  is  up  to  the  House  of  Delegates 
to  realize  that  something  must  be  done  about 
it.  I do  not  think  the  committee  knows  what 
to  recommend  to  stop  this  situation.  We  thought 
we  would  bring  it  to  your  attention,  and  get 
the  combined  thinking  of  all  on  it.  I,  per- 
sonally, feel  that  the  thing  ought  to  be  turned 
over  to  the  Council  to  work  on  during  the  year. 
I think  this  subject  requires  a considerable 
amount  of  attention  and  study,  and  if  I may 
be  permitted  to  I will  make  that  motion:  that 
it  be  turned  over  to  the  Council  to  think  about 
it,  and  take  action,  whatever  action  they  may 
think  fit  to  overcome  this  difficulty. 

Dr.  George  W.  Kosmak  : I second  that 
motion. 

Speaker  Kopetzky:  The  question  before  the 
House  is  a question  on  reference.  Is  there  any 
discussion  ? 

Dr.  James  A.  Miller,  New  York:  I think 
that  is  a very  wise  thing  to  do.  It  seems  to 
me  that  it  is  impossible  for  the  Reference 
Committee  to  entirely  explore  the  possibilities 
of  this  very  difficult  subject.  I think  we  all 
have  our  sympathies  very  deeply  aroused  on 
both  sides  of  this  subject,  and  it  is  extremely 
complicated.  Therefore,  I think  if  we  will  take 
more  time  to  thoroughly  investigate  into  it,  we 
will  do  justice  to  ourselves  as  well  as  to  these 
people  who  are  so  deeply  concerned ; conse- 
quently I am  strongly  in  favor  of  referring  this 
to  the  Council  to  make  a very  thorough  study 
of  this  whole  subject  with  recommendations. 

Speaker  Kopetzky:  I want  to  extend  the 
privileges  of  the  floor  to  Dr.  Harold  Rypins 
before  we  continue  the  discussion. 

Dr.  Harold  Rypins:  Thank  you  for  your 
courtesy ! I will  be  very  brief.  I have  no  desire 
to  urge  any  position  or  to  make  any  recom- 
mendation to  this  august  body,  but  I would 
like  to  draw  your  attention  to  the  facts  in  the 
case.  Dr.  Rooney  draws  to  the  attention  of 
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the  House  of  Delegates  the  possibility  that 
you  might  pass  a law  granting  a license  subject 
to  an  applicant  becoming  an  American  citizen 
within  a given  term  of  years.  I would  like  to 
draw  the  House’s  attention  to  the  fact  that  is 
the  present  law.  A foreigner  coming  to  this 
country  must  take  out  his  first  citizenship 
papers,  before  he  can  apply  for  a license.  If 
he  obtains  a license,  he  must  become  a full 
American  citizen  within  the  expiration  of  ten 
years  or  he  automatically  loses  his  licensure. 

Secondly,  I would  like  to  draw  your  atten- 
tion to  the  fact  that  the  question  of  licensing 
foreign  graduates,  even  including  Canadians, 
without  examinations  is  now  a closed  subject 
by  the  action  of  the  Board  of  Regents  whereby 
all  applicants  who  filed  after  October  15,  1936, 
are  required  to  take  the  full  medical  licensing 
examination. 

It  is  true  that  since  October  15,  1936,  the 
Board  of  Regents  each  month  has  licensed  a 
few  foreign  physicians  by  endorsement.  The 
reason  for  that  is  very  simple.  This  is  a group 
of  physicians  who  actually  made  bona  fide 
legal  applications  before  that  date  but  have  been 
unable  to  obtain  all  the  substantial  evidence  of 
education  necessary  to  complete  their  papers. 
Perhaps  many  of  you  do  not  realize  that  a 
German  physician  residing  in  this  country  two 
or  three  years  may  be  completely  unable  to 
obtain  legal  evidence  of  his  education  which  he 
obtained  twenty  years  ago.  For  that  _ reason 
there  have  been,  and  will  for  a short  time  be, 
a sprinkling  of  cases  of  foreign  physicians  who 
will  receive  their  licenses  by  endorsement.  That 
is  gradually  dying  out.  In  my  opinion  there  are 
no  more  than  at  the  most  a dozen  such  cases 
pending,  so  the  question  of  further  licensure 
by  endorsement  is  completely  a closed  question. 

Since  New  York  now  requires  all  such 
foreign  applicants  to  take  the  regular  licensing 
examination,  the  status  of  this  state  is  com- 
parable to  the  status  of  some  twenty . other 
states  who  have  always  required  examination 
and  have  never  granted  licensure  by  endorse- 
ment. For  that  reason  the  great  flood  of  appli- 
cations which  heretofore  was  emptied  upon 
New  York  State  is  now  being  distributed 
throughout  at  least  half  the  country;  conse- 
quently I would  suggest  that  before  you  take 
any  very  definite  action  you  understand  that 
the  total  number  of  those  coming  into  New 
York  State  by  examination  now  is  relatively 
small  and  will  become  smaller  each  year.  My 
best  estimate  is  that  it  will  soon  fall  to  a 
figure  below  one  hundred  a year. 

I would  also  like  to  draw  your  attention  to 
the  fact  that  although  I cannot  see  those  figures 
from  here,  I believe  there  is  a confusion  arising 
out  of  the  fact  that  American  students  who 
have  gone  abroad  and  who  have  graduated 
from  foreign  medical  schools  are  classified  in 
these  tables  as  graduates  of  foreign  medical 
schools.  I believe  as  a matter  of  fact  that 
actually  one-third  to  one-half  of  these  people 
are  really  boys  from  New  York  State  who 
were  not  able  to  obtain  admission  to  American 
Medical  schools. 

For  all  of  these  reasons  I believe  that  we 
can  say — and  by  the  way  that  number  has 


been  definitely  diminished — with  perfect  safety 
that  the  acute  crisis  is  passed  and  that  the  peak 
of  the  load  has  already  been  taken  care  of,  and 
that  it  will  diminish  very  rapidly.  I do  not 
think,  however,  that  it  will  ever  fall  off  com- 
pletely. 

The  Board  of  Regents  has  taken  every 
action  within  its  legal  power  to  diminish  this 
influx,  and  the  gentleman  is  correct  in  stating 
that  the  only  way  in  which  you  can  stop  them 
further  is  by  legislation  requiring  full  citizen- 
ship, before  licensure.  However,  I agree  with 
Dr.  Rooney  as  the  basis  of  my  legislative  ex- 
perience, that  you  cannot  pass  such  legislation 
as  a practical  proposition.  Therefore,  there  is 
no  use  passing  the  resolution  asking  the  Board 
of  Regents  to  take  any  further  action  because 
it  has  already  taken  all  the  action  within  power 
under  the  law. 

One  final  point:  I ask  the  indulgence  of  the 
gentleman  from  Herkimer  County.  I believe 
he  obtained  all  his  data  from  my  office,  and 
it  is  my  custom  to  answer  all  letters  within 
a week  after  receipt.  Further,  I will  always 
be  glad  to  give  any  information  on  this  subject 
to  any  member  of  the  House. 

Speaker  Kopetzky:  The  question  before  the 
House  is  on  the  reference  of  this  matter  to  the 
Council  for  further  study  and  report. 

Dr.  Benjamin  Davidson,  Kings:  I will  not 
take  up  much  of  the  time  of  this  House.  I 
want,  for  the  information  of  the  House,  and 
also  for  the  information  of  the  Reference  Com- 
mittee to  which  this  is  going  to  go  probably,  to 
state  that  at  Kings  County  a similar  resolution 
was  introduced  last  meeting,  and  it  was  defeated 
by  a very  large  vote. 

Dr.  Arthur  J.  Bedell,  Albany:  The  gentle- 
men of  the  house  who  are  seated  in  the  rear 
cannot  see  these  figures  on  the  chart.  There 
is  a very  great  discrepancy  between  them  and 
the  facts  that  Dr.  Rypins  has  just  stated  which 
are  not  borne  out  by  the  figures  on  the  chart.  I 
leave  that  for^your  consideration. 

Further  than  that,  Dr.  Rypins  did  not  take  the 
important  thing  up,  which  is  that  the  Board  of 
Regents  of  this  state  can  still  grant  licensure  by 
endorsement.  He  led  you  to  believe  that  that 
was  all  eradicated.  That  is  an  error.  The 
situation  is  becoming  acute.  It  makes  little  or 
no  difference  that  a year  ago  we  decided  by  an 
overwhelming  majority  we  did  not  want  to 
touch  it.  It  is  coming  closer  and  closer  to  home. 
Some  of  you  may  have  children  that  are  grow- 
ing up  and  who  may  wish  to  practice  medicine. 
Under  what  conditions  are  they  to  be  protected? 
We  live  in  this  country  and  we  pay  the  taxes 
here,  and  more  and  more  of  them,  so  why 
should  we  not  protect  our  own?  It  is  nice  to 
have  sympathy  but  I believe  the  higher  theo- 
logical precept  is  that  charity  beginneth  at 
home.  (Applause) 

Speaker  Kopetzky:  The  question  is  on  the 
motion  to  refer  to  the  Council  for  study  and 
report. 

Dr.  James  F.  Rooney:  I want  to  speak  to 
that.  There  is  no  reason  in  my  opinion  why  this 
House  should  not  settle  this  matter  now  without 
referring  it  to  the  Council  for  examination  and 
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report.  To  do  that  would  merely  mean  post- 
ponement, postponement,  and  postponement  until 
next  year  perhaps  because  the  Council  will  tread 
along,  not  wanting  to  take  the  hot  end  of  the 
poker,  and  they  will  pass  this  over  to  the  next 
House  of  Delegates,  and  you  have  got  one  more 
year,  gentlemen,  within  which  perhaps  a new 
crisis  may  arise,  despite  the  crises  we  may  have 
passed  over,  for  there  is  still  Austria  and 
Czechoslovakia.  Even  in  spite  of  the  fact  that 
our  good  friend  Rypins  said  that  the  worst  is 
over,  I do  not  agree  with  him.  I believe  that  this 
House  should  take  whatever  action  it  desires 
to  take  upon  this  matter  here  and  now  and  not 
actually  lay  the  matter  on  the  table  by  referring 
it  to  the  Council. 

Speaker  Kopetzty:  Are  you  ready  for  the 
question  on  the  reference?  All  those  in  favor  of 
referring  to  the  Council  this  matter  for  further 
study  and  report,  kindly  say  “Aye” ; those  op- 
posed, “No.”  The  motion  is  lost. 

The  question  is  on  the  adoption  of  the  recom- 
mendation of  the  Reference  Committee.  Is  there 
any  further  discussion  on  the  Reference  Com- 
mittee’s report,  namely,  that  before  a man  is 
permitted,  a foreigner,  to  take  his  examination 
to  practice  medicine  in  this  state,  he  shall  be  a 
full  citizen  of  these  United  States?  Is  that 
right? 

Dr.  Bandler:  That  is  not  it  exactly.  May 
I read  it? 

Speaker  Kopetzky:  I wish  you  would. 

Dr.  Bandler:  “Your  Reference  Committee 
on  New  Business  C recommends  that  the  House 
of  Delegates  of  the  Medical  Society  of  the  State 
of  New  York  go  on  record  to  favor  proposal  of 
legislation  requiring  all  physicians  to  be  citizens 
of  the  United  States  before  being  licensed  by 
the  State  of  New  York.” 

Dr.  Homer  J.  Knickerbocker,  Ontario : May 
I raise  a point  of  information?  Is  it  not  true 
that  the  present  Regents  do  not  license  nurses 
who  are  not  citizens  of  the  United  States? 

Speaker  Kopetzky:  I can  refer  that  to  Dr. 
Madill. 

Dr.  Grant  C.  Madill:  Yes,  all  professions. 

Speaker  Kopetzky:  Are  you  ready  for  the 
question?  The  recommendaiton  of  the  Refer- 
ence Committee  is  before  you  for  vote.  Those 
in  favor  of  the  adoption  of  the  Reference  Com- 
mittee’s report  and  recommendation  will  kindly 
say  “Aye” ; those  opposed,  “No.”  The  Chair  is 
in  doubt.  Those  in  favor  will  kindly  raise  their 
right  hand ; those  opposed  will  now  raise  their 
right  hand.  The  motion  is  carried. 

36.  Report  of  Reference  Committee  on 
New  Business  C on  Licensing  of 
Foreign  Physicians 

Sections  13-33-35 

Dr.  Bandler:  This  is  also  on  the  licensure 
of  foreign  physicians. 

Whereas  at  this  period  in  the  history  of  our 
local  and  State  Society,  New  York  State  is  be- 
coming a haven  for  many  foreign  physicians 
whose  persecution  in  their  native  lands  has 
caused  them  to  come  here:  and 


Whereas  during  the  past  ten  years  at  least 
eight  hundred  foreign  physicians  have  been 
granted  a license  to  practice  in  this  State : and 

Whereas  our  own  native  physicians  have 
been  required  to  undergo  schooling  and  training 
which  has  become  markedly  more  expensive 
during  recent  years : and 

Whereas  foreign  nations  have  for  years  pro- 
tected the  members  of  their  medical  profession 
from  outside  competition: 

Therefore , Be  It  Resolved  that  the  Medical 
Society  of  the  County  of  Herkimer  now  pro- 
poses that  action  be  taken  by  the  House  of  Dele- 
gates to  urge  the  State  authorities  and  the 
Board  of  Regents  to  take  some  definite  action 
to  protect  the  practicing  physicians  of  New 
York  State  from  foreign  physicians : and 

Be  It  Further  Resolved  that  the  rules  gov- 
erning the  granting  of  a license  to  practice  medi- 
cine to  these  foreign  physicians  coming  to  New 
York  State  be  at  least  as  rigid  as  those  rules 
which  would  apply  to  our  own  physicians  should 
they  attempt  to  obtain  a license  to  practice  in 
the  countries  from  which  these  men  come. 

Your  Reference  Committee  on  New  Business 
C recommends  that  the  House  of  Delegates 
compliment  the  Board  of  Regents  of  the  State 
of  New  York  upon  its  strict  adherence  to  li- 
censure of  foreign  physicians  as  promulgated  in 
its  regulations  since  October,  1936  and  advocates 
a continuance  of  this  policy.  I so  move. 

The  motion  was  seconded,  and  there  being  no 
discussion,  was  put  to  a vote,  and  carried. 

37.  Vote  of  Appreciation  and  Thanks  to 
Mr.  H.  F.  Wanvig 

Speaker  Kopetzky  : Dr.  Chas.  Gordon  Heyd 
announced  that  he  had  a matter  that  he  wanted 
to  bring  before  the  House,  and  he  asked  for  the 
courtesy  of  the  floor. 

Dr.  Heyd  : What  I am  about  to  read  is  in  the 
nature  of  an  emotional  speech,  and  I ask  your 
indulgence  in  presenting  it  in  that  the  subject 
of  these  resolutions  has  had  quite  a severe  sick- 
ness. It  comes  from  the  Insurance  Committee, 
and  I am  presenting  it  in  the  capacity  of  an  ad- 
visory member  of  that  committee. 

It  is  my  pleasure  to  bring  to  the  attention  of 
this  House  the  service  of  one  of  our  representa- 
tives whose  services  to  the  State  Society  for 
many  years  have  gone  unmentioned  by  this 
House.  I refer  to  our  Insurance  Representative, 
Mr.  Harry  F.  Wanvig. 

Mr.  Wanvig  was  appointed  as  the  Insurance 
Representative  of  this  Society  seventeen  years 
ago.  With  that  appointment  there  was  placed 
upon  him  the  responsibility  of  supervising  the 
operation  of  the  largest  business  enterprise  in 
which  this  Society  is  engaged,  namely,  the 
Group  Malpractice  Insurance  Plan.  Not  many 
members  understand  the  extent  to  which  the 
Group  Insurance  Plan  is  in  effect  a mutual  in- 
surance undertaking — a $300,000  a year  business, 
the  operation  for  which  the  Society  is  solely 
responsible  through  its  Insurance  and  Legal 
Representatives. 

Through  these  two  representatives  the  Society 
drafts  its  own  policy  and  endorsement  form, 
fixes  its  own  underwriting  policy,  compiles  its 
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own  actuarial  data,  computes  and  promulgates 
its  own  rates,  issues  policies  to  its  own  mem- 
bers, and  handles  and  defends  all  suits  and 
claims  against  all  of  its  members,  whether  in- 
sured or  not.  There  is  no  other  insurance  un- 
dertaking like  it  any  place  in  the  world. 

Everyone  in  the  Society  is  familiar  with  the 
splendid  work  of  Mr.  Brosnan,  our  Legal  Coun- 
sel, who  is  generally  conceded  to  be  the  fore- 
most authority  on  medicolegal  matters  in  the 
country,  and  this  House  has  frequently  com- 
mended him  for  the  high  type  of  service  he  has 
rendered  year  after  year  in  handling  the  defense 
of  suits  and  claims  against  our  members,  and  for 
the  other  legal  services  which  he  renders. 

But  it  is  to  the  other  part  of  the  operation  of 
the  Group  Plan  that  I want  now  to  invite  your 
attention:  the  management  of  the  business  de- 
tails of  this  great  undertaking  of  the  Society 
which  has  been  carried  on  by  Mr.  Wanvig  and 
his  able  assistant,  Mr.  Casper. 

Having  been  chairman  or  a member  of  the 
Insurance  Committee  for  over  ten  years,  I know 
from  personal  observation  the  character  of  the 
services  which  have  been  rendered  to  the  Society 
by  Mr.  Wanvig,  and  I am  sure  that  the  Society 
has  no  more  faithful  servant. 

He  has  labored  year  after  year  with  only 
two  objects  in  mind:  how  to  improve  the  mal- 
practice insurance  situation  of  members  of  the 
Society,  and  how  to  decrease  the  cost  of  that 
protection  to  the  minimum. 

He  has  competently  handled  all  of  the  details 
that  have  fallen  upon  his  shoulders,  and  built  up 
a service  organization  that  is  a source  of  com- 
fort and  strength  to  all  members. 

He  has  ably  and  with  dignity  represented  the 
Society  in  many  conferences  with  Insurance 
Companies  requiring  tact  and  skill,  which  has 
created  respect  for  the  Society  and  the  strength 
of  its  position  in  insurance  circles  generally. 

He  has  never  failed  to  put  the  welfare  of 
members  of  this  Society  above  all  other  con- 
siderations. 

By  taking  on  at  his  own  expense  an  ever-in- 
creasing amount  of  the  work  usually  performed 
by  the  insurance  carrier,  he  has  been  able  to  re- 
duce the  operating  expense  charged  to  the 
Group  Plan  from  37!  per  cent  to  31!  per  cent, 
and  he  hopes  in  time  to  secure  further  reduc- 
tions. Thus,  through  the  depression  years  when 
other  costs  have  been  mounting,  he  has  been 
able  to  effect  economies  of  operation  which  have 
been  a direct  saving  in  the  cost  of  insurance  for 
all  members. 

During  the  hard  years  of  the  depression, 
many  members  have  found  it  difficult  to  pay 
their  insurance  premiums  and  would  have  been 
forced  to  discontinue  their  insurance  protection 
had  it  not  been  for  the  fact  that  Mr.  Wanvig 
arranged  a system  of  installment  payments,  the 
notes  for  which  have  been  accepted  by  the  banks 
only  upon  his  personal  endorsement  and  this 
arrangement  of  installment  payments  is  still 
available  to  all  members  who  require  it. 

He  has  been  alert  to  keep  the  Society  fully 
informed  of  trends  and  inequalities  that  have 
crept  into  the  operation  of  the  Group  Plan 
which  required  prompt  revising. 

He  has  saved  the  members  of  this  Society 


several  hundreds  of  thousands  of  dollars  in  their 
insurance  cost  during  the  past  seventeen  years. 

Through  his  painstaking  analysis  of  costs  he 
was  able  to  lay  before  the  Insurance  Commit- 
tee in  the  summer  of  1935  information  which 
led  to  the  replacement  of  our  insurance  carrier 
on  January  1,  1936.  The  proof  of  the  value 
of  that  change  which  has  saved  the  members 
of  this  Society  over  $104,000  during  the  last 
two  years  alone  has  been  presented  to  the 
Council,  and  will  be  presented  to  you  tonight 
by  me  in  the  form  of  lantern  slides,  when  only 
duly  accredited  delegates  of  the  House  of 
Delegates  are  present. 

His  health  permitting,  his  service  to  this 
Society  will  be  continued  so  that  the  members 
may  feel  that  through  our  insurance  depart- 
ment they  will  always  be  able  to  obtain  the 
best  malpractice  insurance  available  at  the  low- 
est costs  consistent  with  sound,  able  and  reliable 
protection. 

For  these  reasons,  Mr.  Speaker,  I move  you 
a vote  of  appreciation  and  the  thanks  of  the 
State  Medical  Society  to  Mr.  Wanvig  for  the 
character  and  value  of  the  services  he  has 
rendered. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  unani- 
mously carried. 

38.  Report  of  Reference  Committee  on 
Report  of  Special  Committee  to  Confer 
with  State  Hospital  Association 

Speaker  Kopetzky  : I will  now  recognize 
Dr.  Wentworth,  the  Chairman  of  the  Reference 
Committee  on  Report  of  Special  Committee  to 
Confer  with  State  Hospital  Association. 

Dr.  Edward  T.  Wentworth  : The  Com- 
mittee to  Confer  with  the  State  Hospital  Asso- 
ciation was  appointed  and  confirmed  at  the 
June  17,  1937  meeting  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York, 
following  specific  request  on  the  part  of  the 
Hospital  Association  of  New  York  State  that, 
“this  special  work,  so  ably  begun,  be  con- 
tinued with  unabated  interest  and  endeavor 
throughout  the  coming  years.” 

The  Reference  Committee  has  carefully 
studied  this  report  and  all  other  available  data 
bearing  on  the  relationship  existing  between 
the  State  Society  and  the  State  Hospital  Associ- 
ation. It  would  appear  that  the  objective  of 
this  Special  Committee,  during  the.  past  year, 
has  been  the  elimination  from  hospital  service, 
whether  sold  as  private,  semi-private,  or  in- 
surance service,  of  any  medical  service  on  a 
remunerative  basis.  In  other  words,  the  ob- 
jective of  this  Committee  has  been  to  make 
effective  the  principles  laid  down  in  Proposi- 
tion 3 (1937)  of  the  Revised  Booth  Committee 
Report  of  1933,  defining  hospital  and  medical 
care:  “(a)  Hospital  care  shall  mean:  Provision 
of  bed,  board,  general  nurse  service,  customary 
surgical  dressings  and  medicines,  and  other 
facilities  of  the  institution,  not  including  medical 
care  as  defined  in  (b).  (b)  Medical  care  shall 
mean : Any  procedure  or  service  by  a licensed 
nhvsician  acting  under  authority  of  Section 
1250,  of  Article  48  of  the  Education  Law  of 
the  State  of  New  York.” 
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The  Reference  Committee  approves  of  that 
objective  and  moves  its  adoption  by  the  House. 

Of  the  several  methods  available  for  attain- 
ing that  objective,  your  Reference  Committee 
commends : 

1.  The  Special  Committee’s  suggestion  that 
an  attempt  be  made  through  the  American 
Medical  Association  and  the  American  College 
of  Surgeons,  to  keep  hospital  practice  in  line 
with  revised  proposition  No.  3 (1937),  of  the 
Booth  Committee  Report. 

2.  The  Special  Committee’s  suggestion  that 
County  Societies  endeavor  to  control  individual 
contracts  for  medical  service  on  the  part  of 
their  members. 

Regarding  the  third  method  of  attaining  that 
objective,  the  Reference  Committee  considers 
legislative  attempt  to  force  this  issue  inoppor- 
tune and  unwise  because  the  facts  are  not  in 
conformity  with  such  a law.  It  is  necessary  to 
convince  hospital  interests  of  the  benefits  to 
Society  arising  from  elimination  of  all  purchase 
and  sale  of  medical  service  (referring  par- 
ticularly to  pathology,  radiology  and  anesthesi- 
ology) before  it  is  practical  to  legislate  aban- 
donment of  such  a generally  existing  system. 
In  other  words,  the  Reference  Committee  ap- 
proves continuing  amicable  conversations  with 
the  State  Hospital  Association  in  an  attempt 
to  reach  an  agreement  on  what  constitutes  the 
practice  of  medicine  by  hospitals,  and  in  an 
attempt  to  establish  by  custom  the  principles 
of  hospital  care  and  of  medical  care  defined 
in  proposition  No.  3 (1937),  of  the  revised 
Booth  Committee  Report  1933,  and  moves 
adoption  of  such  policy. 

Your  Reference  Committee  suggests  that  such 
negotiations  can  well  be  carried  out  by  a small 
Committee  of  the  Council,  of  which  the  Gen- 
eral Manager  shall  be  a member. 

With  these  suggestions  your  Reference  Com- 
mittee moves  the  adoption,  as  a whole,  of  the 
Report  of  the  Special  Committee  to  confer 
with  the  State  Hospital  Association. 

The  motion  was  seconded,  and  there  being 
no  discussion,  it  was  put  to  a vote,  and  was 
adopted. 

39.  Report  of  Reference  Committee  on 
Report  of  the  Secretary 

Dr.  Louis  A.  Van  Kleeck,  Nassau:  The 
members  of  the  Reference  Committee  encoun- 
tered a difficult  task  when  they  attempted  to 
report  on  the  work  of  the  Secretary  and  Gen- 
eral Manager  for  his  first  year  as  full  time 
official  of  the  Society.  His  duties,  which  are 
so  numerous  and  so  diversified,  have  been  ably 
accomplished.  The  inauguration  of  new  plans 
and  new  ideas  have  contributed  greatly  to  the 
efficiency  of  the  Central  Office,  and  the  co- 
ordination of  the  various  activities  has  con- 
served so  greatly  in  time  and  expense  that  it 
is  impossible  for  this  Committee  adequately  to 
express  its  approval  of  the  report  as  a whole. 

We  wish  to  emphasize  and  commend  the  wis- 
dom of  the  House  of  Delegates  in  creating  the 
position  of  full-time  Secretary  and  General  Man- 
ager. This  is  well-proven  by  the  great  amount 
of  work  of  the  Central  Office  and  the  increasing 
calls  for  secretarial  duties. 


We  note  the  amount  of  correspondence  and 
telephonic  communications  has  been  greatly  in- 
creased by  the  enlarged  membership,  and  also 
the  fact  that  the  Secretary  has  been  present  in 
person,  except  when  making  trips  in  connection 
with  the  Society’s  work. 

We  approve  of  the  new  methods  of  office 
care  and  management  to  improve  the  service  of 
the  Central  Office. 

Especially,  we  wish  to  commend  the  work  of 
the  clerical  force,  who  have  so  ably  assisted  the 
Secretary.  They  have  discharged,  freely  and 
unselfishly,  their  regular,  as  well  as  additional 
duties  with  care  and  diligence. 

The  increase  of  1040  new  members  is  noted 
and  also,  with  profound  regret,  the  loss  by 
death  of  205  members. 

We  note  with  interest  the  comparison  of 
membership  for  the  last  ten  years  showing  a 
drop  between  the  years  of  1931  and  1933,  and 
an  increase  between  the  years  of  1935  and 
1937. 

The  Committee  extends  its  congratulations  to 
the  nineteen  Honor  County  Societies. 

In  these  uncertain  times  it  is  a happy  condi- 
tion to  note  this  large  number  of  our  com- 
ponent societies  have  enrolled  all  eligible  practi- 
tioners into  the  County  Society  unit.  The 
strength  of  our  profession,  in  matters  pertaining 
to  the  group,  lies  in  its  solidarity.  When  a 
component  County  Society  has  one  hundred  per 
cent  membership  it  adds  to  the  force  of  medical 
opinion  and  the  range  of  medical  influence  in 
the  community. 

It  is  gratifying  to  note  the  work  and  ac- 
complishments of  the  Secretary  in  the  coordina- 
tion of  activities.  We  believe,  also,  the  new 
plan  of  supplying  each  member  of  the  Council 
with  full  agenda  and  minutes  amply  repays  the 
increased  amount  of  stenographic  labor  in- 
volved. 

Committee  work  has  been  greatly  facilitated, 
time  has  been  saved,  and  expense  diminished, 
by  the  Secretary  attending  the  various  Com- 
mittee meetings  and  aiding  in  Committee 
correspondence.  We  also  feel  that  matters  re- 
quiring publicity  have  received  careful  con- 
sideration and  adequate  attention. 

We  wish  to  comment  on  the  fact  that  the 
Secretary  has  attended  over  fifty  meetings  since 
May  1937,  as  follows : Regular  recurring  Coun- 
cil Meetings;  Board  of  Trustees  Meetings; 
Various  Meetings  from  public  health  to  World’s 
Fair  arrangements ; District  Branch  Meetings ; 
etc.  Also  that  he  read  a paper  in  November 
1937  before  the  American  Medical  Association 
Annual  Conference  of  State  Secretaries  and 
Editors,  entitled  “A  State  Medical  Association’s 
Part  in  a Pneumonia  Control  Program.” 

The  cooperation  of  the  Officers  of  the  State 
Society,  as  well  as  Directors  of  various  Bureaus, 
with  the  Secretary,  is  noted  with  approval. 

In  conclusion  the  Reference  Committee  wishes 
to  express  its  approval  for  the  concise  and  con- 
structive report  of  the  Secretary. 

We  move  the  adoption  of  the  Report  as  a 
whole. 

The  motion  was  seconded. 

Dr.  Arthur  J.  Bedell:  Were  there  any 

definite  recommendations  in  that  report? 

Dr.  Van  Kleeck:  No. 
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Dr.  Bedell  : Did  I not  hear  a recommenda- 

tion regarding  a Secretary  for  a section  on 
Medicine?  Was  not  that  a recommendation? 

Speaker  Kopetzky:  The  Chairman  of  the 

Reference  Committee  will  answer  Dr.  Bedell. 

Dr.  Van  Kleeck  : A Secretary  on  a Section 
of  Medicine? 

Dr.  Bedell  : Something  like  that.  I thought 

there  was  such  a recommendation. 

Dr.  Van  Kleeck:  No. 

Speaker  Kopetzky  : The  Reference  Com- 

mittee is  making  no  recommendation. 

Dr.  Bedell:  I am  sitting  down  with  that 

understanding. 

The  question  was  called  for,  and  the  report 
of  the  Reference  Committee  was  adopted. 

40.  Report  of  Reference  Committee  on 

Report  of  Board  of  Censors 

Dr.  Van  Kleeck:  The  Board  of  Censors 

met  on  February  5,  1938,  to  consider  an  appeal 
in  the  matter  of  exclusion  from  membership  in 
the  Suffolk  County  Medical  Society  of  an  appli- 
cant, Dr.  Donald  R.  Keller  of  West  Hampton 
Beach. 

After  full  consideration  of  the  grounds  for 
appeal  and  of  records  furnished,  and  of  testi- 
mony, the  Board  of  Censors  of  the  Medical 
Society  of  the  State  of  New  York  rendered 
unanimously  the  following  decision : 

“Pursuant  to  the  authority  conferred  on  us 
by  Section  6 of  Chapter  VI  of  the  Constitution 
and  By-Laws  of  the  Medical  Society  of  the 
State  of  New  York,  and  in  the  interest  of 
orderly  procedure,  we  hold  the  decision  ap- 
pealed from  should  be  modified  to  the  extent 
that  the  appellant’s  application  for  membership 
in  the  respondent  County  Society  shall  still  be 
considered  open  and  undecided,  and  that  the 
entire  matter  be  remanded  to  the  County  Society 
for  further  action  in  accordance  with  the  man- 
datory instructions  contained  in  this  decision.” 

The  Report  contains  these  mandatory  instruc- 
tions in  detail. 

The  Reference  Committee  approves  of  the 
action  of  the  Board  of  Censors  and  moves  the 
adoption  of  the  report. 

The  motion  was  seconded,  and  there  being  no 
discussion,  was  put  to  a vote,  and  was  unani- 
mously adopted. 

41.  Report  of  Reference  Committee  on 

Reports  of  District  Branches 

Dr.  Van  Kleeck:  We  note  with  profound 

regrets  the  death  of  Dr.  W.  C.  Buntin,  in  the 
report  of  the  First  District  Branch. 

We  wish  to  commend  the  President  of  the 
Medical  Society  of  the  State  of  New  York,  Dr. 
Charles  H.  Goodrich,  for  his  attendance  and  in- 
teresting papers  on  Preventive  Medicine,  which 
he  presented  at  each  District  Branch  Meeting. 
His  interest  and  charm  greatly  enhanced  the 
popularity  of  the  various  Branch  Meetings. 

We  approve  of  the  increasing  high  standards 
and  scientific  programs  which  have  character- 
ized each  of  the  Annual  Branch  Meetings.  We 


also  note  the  excellent  attendance  of  each 
meeting. 

The  Reference  Committee  recommends  the 
work  of  the  District  Branches  be  encouraged 
and  continued. 

We  move  the  acceptance  of  the  report. 

The  motion  was  seconded,  and  there  being  no 
discussion,  was  put  to  a vote,  and  unanimously 
adopted. 

Dr.  Van  Kleeck  : Now  we  move  the  accept- 
ance of  the  report  as  a whole. 

The  motion  was  seconded,  and  there  being  no 
discussion,  was  put  to  a vote,  and  unanimously 
adopted. 

42.  Report  of  Reference  Committee  on 
District  Branch  Executive  Committee 

Meetings 

Dr.  Van  Kleeck:  We  approve  of  the  cus- 

tom of  the  Executive  Officer  to  meet  the  Execu- 
tive Committee  and  the  Presidents  of  the  com- 
ponent County  Societies  of  each  Branch  as  soon 
as  possible  after  the  Annual  Meeting  of  the 
State  Society,  to  determine  the  time  and  place 
for  the  next  Annual  Meeting  of  the  Branch  and 
also  to  discuss  features  of  the  program  for  the 
use  of  the  President  of  the  Branch  or  his  pro- 
gram committee. 

We  believe  that  these  conferences  afford  a 
better  opportunity  for  coordination  of  the  State 
Society’s  program  and  other  problems  of  gen- 
eral interest,  than  would  an  annual  conference 
of  County  Society  Presidents. 

We  note  the  Executive  Officer  attended  each 
annual  District  Branch  Meeting  and  assisted 
with  the  registration,  and  also  that  the  regis- 
tration of  the  eight  District  Branch  Meetings  is 
approximately  the  same  number  as  register  at 
the  Annual  Meeting  of  the  State  Society,  and 
that  approximately  fifty  per  cent  registered  for 
both  meetings. 

We  agree  that  the  District  Branches  both 
through  their  executive  conferences  and  annual 
meetings  are  exerting  a very  powerful  unifying 
influence,  as  they  are  an  intermediary  organiza- 
tion between  the  County  Societies  and  the  State 
Societ3L 

We  note  also  that  the  Executive  Officer 
visited  fourteen  County  Societies,  and  took  part 
in  the  program  of  seven,  also  addressed  two 
County  Auxiliary  Meetings,  and  assisted  many 
County  Societies  by  correspondence. 

The  enthusiastic  and  willing  assistance  of  the 
Executive  Officer  to  the  President,  Secretary, 
and  Committees  of  the  Society  receive  the  high- 
est commendation  of  this  Committee. 

We  move  the  adoption  of  the  Report  as  a 
whole. 

The  motion  was  seconded,  and  there  being 
no  discussion,  was  put  to  a vote,  and  was  unani- 
mously adopted. 

43.  Report  of  Reference  Committee  No. 

VI  on  Report  of  the  Council 

Section  47 

Dr.  George  Baehr:  Reporting  for  Refer- 

ence Committee  VI  on  Renort  of  Council  Con- 
cerning topic  No.  11 — Medical  Care. 
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Welfare  Law  Revision 

It  is  felt  by  the  Reference  Committee  that  the 
Resolution  on  page  21  of  the  Council’s  report, 
regarding  the  creation  of  a Law  Revision  Com- 
mission, is  dangerous  because,  in  addition,  to  a 
desirable  codification  of  medical  and  welfare 
laws,  it  would  open  up  at  one  time  to  amend- 
ment the  Medical  Practice  Act,  the  Public  Wel- 
fare Laws,  the  Workmen’s  Compensation  Act, 
and  other  laws  relating  to  medicine.  It  has 
taken  generations  of  effort  to  develop  these  laws, 
and  the  Reference  Committee  therefore  wishes 
to  express  caution  concerning  the  continuation 
of  efforts  to  secure  the  passage  of  a blanket 
bill  of  this  nature. 

I move  the  adoption  of  the  Report  of  the 
Reference  Committee  VI. 

The  motion  was  seconded. 

Speaker  Kopetzky:  The  motion  has  been 

duly  made  and  seconded  that  we  adopt  the 
Reference  Committee  VI  on  the  Report  of  the 
Council  recommendation  advising  caution  in 
trying  to  introduce  legislation  tending  toward 
the  creation  of  a Law  Revision  Commission.  Is 
there  any  discussion? 

Dr.  Arthur  J.  Bedell  : I move  as  an  amend- 
ment that  the  House  of  Delegates  go  on  record 
as  disapproving  any  further  action  on  the  part 
of  this  Committee. 

Dr.  Samuel  B.  Burk  : I second  that 

motion. 

Dr.  Bedell:  May  I discuss  it? 

Speaker  Kopetzky  : You  may. 

Dr.  Bedell  : It  gives  affirmative  action  to  the 
thought  expressed,  as  I take  it,  by  the  Reference 
Committee. 

Dr.  Baehr:  Yes. 

Speaker  Kopetzky:  Are  you  ready  for  the 
question  on  the  amendment?  Those  in  favor 
of  the  amendment  suggested  by  Dr.  Bedell, 
kindly  say  “Aye”  ; those  opposed,  “No.”  The 
amendment  is  carried. 

Now  on  the  report  of  the  Reference  Com- 
mittee as  amended,  which  is  before  you  for 
action,  are  you  ready  for  the  question?  Those 
in  favor  will  kindly  say  “Aye” ; those  opposed, 
“No.”  The  Reference  Committee’s  report  as 
amended  is  adopted. 

Please  continue,  Dr.  Baehr ! 

Medical  Expense  Indemnity  Insurance 

Dr.  Baehr  : The  Committee  endorses  the 

action  of  the  Council  in  their  efforts  to  limit 
the  writing  of  Medical  Expense  Indemnity  In- 
surance to  non-profit  organizations. 

This  is  not  to  be  construed  as  an  expression 
of  opinion  concerning  the  merits  of  Medical 
Expense  Indemnity  Insurance  itself. 

I move  approval  of  this  part  of  Reference 
Committee  No.  Vi’s  report. 

The  motion  was  seconded. 

Dr.  Arthur  ,T.  Bedell:  I do  not  understand 
that  recommendation.  Will  the  Chairman  of 
the  Reference  Committee  kindly  inform  me  what 
it  means? 

Dr.  Baehr:  The  Council  has  taken  efforts 

to  limit  the  writing  of  medical  expense  indem- 
nity insurance  to  non-profit  organizations.  We 


believe  that  that  principle  is  correct,  that  it 
should  be  limited  to  non-profitmaking  organiza- 
tions, but  the  entire  question  of  medical  expense 
indemnity  insurance  itself  was  too  large  an 
order  for  us  to  consider  in  the  few  minutes  that 
we  could  devote  to  it,  so  we  are  not  expressing 
any  opinion  on  medical  expense  indemnity  in- 
surance, but  we  are  expressing  an  opinion  upon 
the  action  of  the  Council  in  limiting  such  in- 
surance to  non-profit  organizations. 

Dr.  Bedell:  I cannot  correlate  those  two 
thoughts.  It  seems  first  we  are  not  expressing 
an  opinion,  and  then  we  do  express  an  opinion. 

Dr.  Baehr:  We  are  expressing  approval  of 

the  Council’s  action  in  trying  to  eliminate  that 
part  of  medical  expense  indemnity  insurance 
which  might  be  underwritten  by  profitmaking 
insurance  companies. 

Dr.  Bedell:  Is  it  so  stated  in  the  recom- 

mendation ? 

Speaker  Kopetzky:  Yes,  sir.  The  recom- 

mendation of  the  Reference  Committee  is  their 
expression  of  approval  of  the  principle  laid  down 
by  the  Council  of  limiting  the  writing  of  medical 
expense  indemnity  insurance  to  non-profit  or- 
ganizations. They  do  not  take  any  other  ques- 
tion up  on  the  matter  of  medical  expense 
indemnity  insurance;  they  approve  only  of  the 
principle  of  non-profit  sharing  organizations 
engaging  in  that  kind  of  insurance.  Nothing  else 
is  acted  on.  Is  that  correct? 

Dr.  Baehr  : Yes. 

Dr.  Bedell  : I am  sorry,  gentlemen,  to  stand 
up  so  much,  but  I wonder  if  this  strikes  you  as 
it  does  me.  We  are  now,  if  we  pass  this,  ac- 
cepting the  approval  of  that  type  of  insurance. 
Is  that  the  desire  of  the  House?  Am  I correct? 

Speaker  Kopetzky  : That  is  the  question  be- 
fore the  House,  and  the  House  will  tell  us. 

Dr.  Bedell  : I certainly  most  sincerely  trust 

the  House  will  vote  that  down. 

Dr.  Frederic  E.  Elliott:  I move  that  this 

be  deferred  until  the  report  of  the  Reference 
Committee  which  is  considering  this  question 
now  up  in  the  balcony  has  been  received.  They 
are  considering  this  specific  question  of  medical 
exnense  indemnity  insurance. 

The  motion  to  table  was  seconded,  put  to  a 
vote,  and  carried. 

Speaker  Kopetzky:  The  matter  is  tabled 

until  that  Committee  reports. 

Other  Insurance  and  Group  Plans  for 
Medical  Care 

Dr.  Baehr:  (Associated  Physicians  Service, 

Inc.)  The  Committee  endorses  the  action  of  the 
Council  in  not  approving  the  “Associated  Phy- 
sicians Service,  Inc.,”  because  it  falls  within 
the  group  of  profit-making  organizations. 

Speaker  Kopetzky:  You  have  heard  the 

recommendation  of  the  Committee.  What  is 
your  pleasure? 

Dr.  James  F.  Rooney:  I move  that  that 

recommendation  also  lie  on  the  table  until  we 
discuss  the  report  of  the  Reference  Committee 
considering  this  specific  topic  of  medical  expense 
indemnity  insurance. 

The  motion  was  seconded,  put  to  a vote,  and 
carried. 
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Speaker  Kopetzky  : That  is  also  tabled  until 
that  other  Reference  Committee  is  ready  to 
report. 

Dr.  Baehr:  Continuing,  as  to  the  Bureau  of 

Cooperative  Medicine,  no  decision  is  recorded 
by  the  Committee  because  of  inadequate  infor- 
mation. 

Speaker  Kopetzky  : What  is  your  recom- 

mendation ? 

Dr.  Baehr:  We  have  none.  The  Employ- 

ees Group  Plan  for  Medical,  Surgical  and  Hos- 
pital Care,  the  Committee  commends  the  Council 
for  bringing  this  matter  to  the  attention  of  the 
Insurance  Department,  which  resulted  in  termi- 
nation of  the  enterprise. 

I move  the  approval  of  this  part  of  the  Com- 
mittee’s report. 

The  motion  was  seconded,  and  there  being  no 
discussion,  was  put  to  a vote,  and  was  adopted. 

Medical  Care  vs.  Hospital  Care 

Dr.  Baehr  : This  is  on  the  Report  of  Council 
Concerning  Topic  No.  12. 

The  Committee  commends  the  action  of  the 
Council  in  pressing  for  acceptance  by  Hospital 
Service  Plans  of  the  1937  revision  of  Proposi- 
tion No.  3 of  the  Booth  Committee  Report  of 
1933. 

It  cannot,  without  serious  reservations,  ap- 
prove the  action  of  the  Council  in  recommending 
the  introduction  into  the  State  Legislature  of 
bills  to  prohibit  any  hospital  or  corporation 
from  acting  as  the  vendor  of  medical  service. 
The  idea  behind  such  a bill  is  laudable,  bqt  it 
could  interfere  with  legitimate  forms  of  group 
medical  service,  some  of  which  seem  to  be  pro- 
viding adequate  medical  care  and  satisfactory 
remuneration  to  the  physicians. 

The  Committee  approves  the  recommendation 
of  the  Council  that  the  Society  request  the 
American  Medical  Association  and  the  Ameri- 
can College  of  Surgeons  to  refuse  or  withdraw 
approval  of  hospitals  that  do  not  comport  them- 
selves in  accordance  with  the  principles  of 
organized  medicine,  and  that  this  affirmative  ac- 
tion be  transmitted  to  the  House  of  Delegates 
of  the  American  Medical  Association. 

Although  the  Committee  is  in  accord  with 
the  principle  expressed  by  the  Council  concern- 
ing the  desirability  of  providing  means  of  dis- 
ciplining members  of  the  Society  who  participate 
in  medical  schemes,  contracts,  or  plans  that  do 
not  conform  to  the  principles  outlined  in  the  re- 
vised Booth  report,  the  Committee  sees  a serious 
objection  to  applying  such  methods  of  discipline 
only  to  members  of  organized  medicine,  and 
ignoring  physicians  who  are  not  members  of 
organized  medical  societies.  The  Committee, 
therefore,  cannot  approve  of  this  action  of  the 
Council  without  reservations. 

I move  the  approval  of  this  part  of  the  Com- 
mittee’s report. 

The  motion  was  seconded,  and  there  being  no 
discussion,  it  was  put  to  a vote,  and  was  unani- 
mously adopted. 

Federal  Subsidies  for  Consultation  for 
Obstetric  and  Pediatric  Patients 

Dr.  Baehr:  On  Report  of  Council  Topic 


No.  14.  Because  of  the  difficulties  in  designat- 
ing consultants  within  convenient  distances  of 
rural  communities,  the  Committee  feels  that 
Federal  Subsidies  for  these  purposes  might,  in 
part,  be  used  to  advantage  if  employed  to  pro- 
vide opportunities  for  graduate  obstetric  and 
pediatric  training  to  physicians  practicing  in 
rural  communities  of  10,000  inhabitants  or  less, 
where  consulting  facilities  are  often  not  avail- 
able. 

The  provision  of  consultants  is  praiseworthy, 
provided  certain  difficulties  which  are  visualized 
can  be  eliminated. 

I move  the  approval  of  this  part  of  the  Com- 
mittee’s report. 

The  motion  was  seconded. 

Dr.  Arthur  J.  Bedell:  I am  again  in 

doubt  as  to  what  is  meant  by  the  Reference 
Committee. 

Speaker  Kopetzky:  Ask  your  question. 

Dr  Bedell:  The  question  is,  what  do  we 

approve  if  we  adopt  this. 

Dr.  Baehr  : You  would  be  approving  the  op- 
portunites  for  graduate  obstetric  and  pediatric 
training  to  physicians  practicing  in  rural  com- 
munities of  10,000  inhabitants  or  less,  or  where 
consulting  facilities  are  often  not  available, 
afforded  by  Federal  Subsidies.  That  is  one 
thing.  The  other  is  as  to  the  payment  of  con- 
sultants in  rural  communities.  The  Committee 
was  not  willing  to  go  on  record  as  approving 
the  use  of  Federal  Subsidies  for  this  purpose 
until  the  matter  has  been  more  thoroughly  con- 
sidered, and  the  difficulties,  which  are  too  de- 
tailed to  go  into  at  this  time,  are  eliminated. 
Therefore,  we  are  only  approving  of  the  first 
part  of  this  recommendation. 

Speaker  Kopetzky:  They  are  approving  a 

graduate  obstetric  and  pediatric  training  to 
physicians  practicing  in  rural  communities  of 
less  than  10,000  with  Federal  funds.  What  is 
your  pleasure? 

Dr.  James  F.  Rooney  : I do  not  see  why  we 

should  put  ourselves  in  a position  of  dipping 
our  hands  into  the  treasury  in  subsidies  and 
that  sort  of  thing.  There  is  an  old  Scotch 
maxim  which  says  “Whose  bread  I eat,  his 
song  I sing.” 

I,  therefore,  move  you  that  all  of  the  pro- 
visions of  this  report,  with  the  exception  of  its 
pious  wishes,  as  expressed  in  the  report,  con- 
cerning the  desirability  of  consultants,  lie  on  the 
table  indefinitely. 

Dr.  William  M.  Patterson:  I second  that 
motion  to  table. 

The  motion  was  put  to  a vote  and  carried. 

Speaker  Kopetzky:  The  motion  to  lay  on 

the  table  indefinitely  has  been  carried.  We  will 
continue  with  the  report  of  the  Committee. 

44.  Report  of  Reference  Committee  on 

Report  of  Special  Committee  on  Matters 
Pertaining  to  Medical  Care 
(Council  No.  VI) 

Sections  60-66 

Dr.  Baehr:  Regarding  Report  of  Special 

Committee  on  Matters  Pertaining  to  Medical 
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Care,  the  Committee  heartily  approves  of  the 
definition  of  “Adequate  Medical  Care,”  and 
feels  that  the  Special  Committee  should  be 
complimented  upon  an  excellent  piece  of  work. 
The  entire  report  of  the  Special  Committee  on 
Matters  Pertaining  to  Medical  Care  is  a states- 
manlike pronouncement. 

The  only  changes  the  Committee  would  rec- 
ommend are  on  page  43,  column  2,  line  3, 
where  the  words  “organized  medicine”  should 
be  changed  to  read  “medical  profession,”  and 
on  page  43,  column  2,  paragraph  3,  where  the 
words  “organized  profession”  should  be  changed 
to  read  “medical  profession”;  so  that  it  applies 
to  all  duly  licensed  physicians,  and  not  merely 
to  members  of  organized  medical  groups.  This 
thought  should  be  carried  out  throughout  the 
report  to  apply  to  all  practitioners  of  medicine. 

The  Committee  specially  commends  the 
statement  of  the  Mott  Sub-Committee : 

“We  believe  it  is  the  duty  of  the  medical 
profession  to  examine  with  sympathetic 
interest  and  a spirit  of  mutual  coopera- 
tion, any  plan  proposed  by  laymen  to 
finance  medical  service  expense.” 

The  Committee  also  endorses  the  three  pro- 
posed fundamental  requirements  for  approval  of 
any  plan  of  medical  care. 

In  conclusion,  the  Committee  wishes  to  point 
out  the  significance  of  the  last  paragraph  of 
the  Mott  Sub-Committee’s  Report,  which  reads 
as  follows: 

“.  . . It  is  the  duty  and  prerogative  of 
physicians  to  provide  competent  professional 
service,  properly  controlled  and  disciplined 
by  themselves,  and  not  by  laymen,  nor  by 
government  bureaus,  or  officials,  and  that 
it  is  equally  the  prerogative  and  duty  of 
properly  qualified  non-medical  persons  or 
agencies  to  provide  the  facilities  and  finan- 
cial support  Jor  this  competent  medical 
care  with  strict  adherence  to  the  three 
requirements  specified  in  this  report.” 

I move  the  approval  of  this  part  of  the  Com- 
mittee’s report. 

The  motion  was  seconded,  and  there  being 
no  discussion,  it  was  put  to  a vote,  and  was 
carried. 

Dr.  Baehr:  One  last  thing,  the  Supple- 

mentary Report  of  the  Special  Committee  on 
Matters  Pertaining  to  Medical  Care  in  the 
Field  of  Mental  Hygiene: 

The  Committee  approves  of  the  Supplemen- 
tary report  of  the  Special  Committee  on  Men- 
tal Hygiene,  and  all  of  its  recommendations, 
except  for  the  last  paragraph  of  recommenda- 
tion “8”,  which  provides  for  the  creation  of  a 
Special  Section  of  the  Society  on  Psychiatry 
and  Mental  Hygiene. 

I move  the  approval  of  the  recommendation 
of  the  Committee. 

The  motion  was  seconded. 

Dr.  James  F.  Rooney:  It  seems  to  me  that 
this  constitutes  the  creation  of  a new  Section. 

Speaker  Kopetzky:  They  are  opposed  to 

the  creation  of  a new  Section,  as  I under- 
stand it. 

Dr.  Baehr:  We  recommend  the  rest  of  the 


report  except  the  part  that  would  recommend 
that  Section. 

Dr.  Rooney:  I did  not  understand  it  that 

way. 

There  being  no  further  discussion,  the  motion 
was  put  to  a vote,  and  was  adopted. 

Dr.  Baehr  : I would  now  move  the  adop- 

tion of  the  Report  of  the  Committee  as  a 
whole,  with  the  exception  of  such  portions  as 
have  been  laid  on  the  table  indefinitely  or  action 
on  which  has  been  postponed  to  a particular 
time. 

The  motion  was  seconded,  put  to  a vote,  and 
unanimously  carried. 

Speaker  Kopetzky  : Thank  you,  Dr.  Baehr ! 

45.  Report  of  Reference  Committee  No.  VI 

on  Council  Report  on  Matter  of  Contract 

Practice 

Dr.  Baehr:  The  Committee  approves  of  the 
resolution  of  the  Council  which  states  that  the 
House  of  Delegates  suggest  to  all  component 
County  Medical  Societies,  the  setting  up  of  a 
mechanism  through  proper  Committees,  to  aid 
the  members  in  judging  contracts  under  the 
official  standards  before  they  are  undertaken. 

I move  the  approval  of  this  part  of  the  Com- 
mittee’s report. 

The  motion  was  seconded. 

Dr.  Bedell  : I would  like  the  exact  terminol- 
ogy of  that  latter  part. 

Dr.  Baehr:  “The  Committee  approves  of  the 
resolution  of  the  Council  which  states  that  the 
House  of  Delegates  suggest  to  all  component 
County  Medical  Societies  the  setting  up  of  a 
mechanism  through  proper  Committees  to  aid 
the  members  in  judging  contracts  under  the  offi- 
cial standards  before  they  are  undertaken.” 

Dr.  Bedell:  The  point  that  I have,  sir,  is 
what  is  this  official  standard? 

Speaker  Kopetzky:  The  A.M.A.  standard, 
of  course. 

Dr.  Bedell:  Why  not  put  it  in  as  such? 

Speaker  Kopetzky:  You  are  privileged,  sir, 
to  make  any  motion  you  choose. 

Dr.  Bedell:  I move  to  amend  it  and  make 
the  resolution  read  under  the  official  American 
Medical  Association  standards. 

Dr.  Baehr  : I am  ready  to  accept  that. 

Speaker  Kopetzky  : The  amendment  is  ac- 

cepted by  the  Chairman  of  the  Committee  and 
is,  therefore,  part  of  the  original  recommenda- 
tion of  the  Committee. 

The  question  being  called  for,  the  motion  was 
put  to  a vote,  and  carried. 

46.  Notice  of  Amendment  to  By-Laws: 

Change  of  Dues’  Year 

Speaker  Kopetzky:  Before  we  proceed  to 

other  business  I wish  to  make  notice  of  amend- 
ments to  the  By-Laws  suggested  by  the  Trustees 
to  be  recorded,  published  once,  and  acted  upon 
next  year.  The  purpose  of  these  amendments 
is  to  make  the  dues’  year  coincide  with  the 
fiscal  year,  which  is  under  the  present  By-Laws 
July  1st  to  June  30th  of  the  succeeding  calen- 
dar year. 
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Amend  Chapter  I,  Section  2 (a)  by  adding  a 
sentence  to  read : 

“The  dues’  year  shall  coincide  with  fiscal 
year,  July  1st  to  June  30th  of  the  succeed- 
ing year.” 

Alter  (b)  to  read: 

“A  member  whose  dues  and  assessments 
are  unpaid  after  December  31st  of  any  cur- 
rent year  is  not  in  good  standing.” 

Alter  (c)  to  read: 

“A  member  whose  dues  and  assessments 
are  unpaid  after  June  30th  of  any  current 
year  shall  automatically  be  dropped  from 
the  rolls  of  membership”  etc. 

Add  a new  portion  (d)  to  read: 

“The  change  of  the  dues’  year  shall  first 
become  operative  on  July  1,  1940,  provided, 
however,  that  County  dues  and  State  As- 
sessment shall  be  paid  at  half  the  annual 
rate  for  the  six  months’  period,  January  1, 
1940,  to  June  30,  1940,  the  full  regular  an- 
nual rate  to  be  paid  thereafter,  as  herein 
before  provided.” 

If  the  amendment  previously  suggested  by 
the  Council,  providing  that  dues  and  assess- 
ments for  members  elected  or  reinstated  on  or 
after  November  1 of  any  calendar  year  shall 
be  charged  to  the  next  calendar  year  be  adopted, 
it  will  be  necessary  to  change  the  month  and 
day  from  November  1st  to  May  1st  of  any  cal- 
endar year. 

These  are  amendments  suggested  by  the 
Board  of  Trustees  and  will  be  acted  upon  after 
publication  once  at  least  next  year. 

47.  Reconsideration  Reference  Committee 
Report  on  Federal  Subsidies  for  Obstetric 
and  Pediatric  Patients  (Council  No.  VI) 

Section  43 

Dr.  Homer  J.  Knickerbocker,  Ontario:  I 

move  a reconsideration  of  Reference  Commit- 
tee of  the  Council’s  Report  No.  VI,  under  the 
heading  of  Topic  14,  “Federal  Subsidies  for 
Consultation  for  Obstetric  and  Pediatric  Pa- 
tients.” It  is  clearly  evident  that  the  members, 
including  Dr.  Rooney,  did  not  understand  what 
this  was  all  about. 

Speaker  Kopetzky:  Did  you  vote  affirma- 

tively on  that  recommendation  of  the  Com- 
mittee’s ? 

Dr.  Knickerbocker:  I did. 

Speaker  Kopetzky  : Does  anybody  who  voted 
affirmatively  on  that  second  the  motion  to  re- 
consider? 

Dr.  Harvey  B.  Matthews,  Kings:  I sec- 

ond it. 

Speaker  Kopetzky:  You  voted  affirma- 

tively for  it? 

Dr.  Matthews  : I did. 

Speaker  Kopetzky  : The  motion  is  to  recon- 
sider the  report  of  Reference  Committee  No.  VI 
on  Federal  Subsidies  for  Consultation  for  Ob- 
stetric and  Pediatric  Patients,  which  you  just 
a few  moments  ago  adopted. 

Dr.  Bedell:  That  was  tabled,  as  I under- 

stand it? 


Speaker  Kopetzky:  Yes,  tabled  indefinitely. 

Dr.  Bedell:  Then  it  takes  a two-thirds  vote 
as  I understand  it  to  lift  it  from  the  table. 

Speaker  Kopetzky:  You  are  right. 

Dr.  James  F.  Rooney:  I rise  to  a point  of 
order  on  which  I shall  ask  the  Chair  to  rule. 
A motion  to  table  indefinitely  having  been 
passed,  it  cannot  be  taken  up  again  at  the  im- 
mediate session  at  which  the  motion  to  table 
indefinitely  was  passed. 

Speaker  Kopetzky:  Your  point  of  order  is 
well  taken,  and  the  motion  to  reconsider  at  this 
session  is  out  of  order. 

48.  Report  of  Reference  Committee  on  New 
Business  B on  Public  Hearings  of 

Medical  Testimony  Under  Work- 
men’s Compensation  Law 

Section  14 

Dr.  Thomas  M.  Brennan,  Kings:  Report- 

ing for  Reference  Committee  on  New  Business 
B on  the  resolution  presented  by  the  County  of 
Monroe  and  read  by  Dr.  Costello : 

Whereas:  under  the  rules  of  the  Workmen’s 
Compensation  Law,  administered  by  the  De- 
partment of  Labor  of  the  State  of  New  York, 
it  is  required  that  all  hearings,  including  lay  as 
well  as  medical  testimony,  be  held  in  public  and 
in  the  hearing  and  presence  of  the  claimant  and 
others,  and 

Whereas:  physicians  having  to  testify  neces- 
sarily have  to  be  descriptive  of  the  patient’s 
illness  or  accident,  and  factors  leading  up  to  the 
same,  and 

Whereas:  the  medical  profession  recognizes 
most  acutely  the  destructive  influence  of  such 
testimony  on  the  patient  and  other  witnesses  at 
such  hearings, 

Be  It  Resolved:  on  the  recommendation  of 
the  Committee  on  Nervous  and  Mental  Diseases 
that  the  Medical  Society  of  the  County  of  Mon- 
roe request  the  Medical  Society  of  the  State  of 
New  York  to  petition  the  Department  of  Labor 
of  the  State  of  New  York,  to  amend  its  rules 
of  procedure  so  that  all  medical  testimony  be 
held  only  in  the  presence  of  the  referee,  the 
claimant,  and  the  legal  representatives  of  the 
claimant  and  carrier,  and  that  no  attorneys,  or 
insurance  adjusters,  other  than  those  involved 
in  the  case,  should  be  present. 

And  Be  It  Further  Resolved:  that  a copy  of 
this  resolution  be  sent  the  House  of  Delegates 
of  the  Medical  Society  of  the  State  of  New  York. 

Reference  Committee  on  New  Business  B 
apnroves  this  resolution. 

I move  its  adoption. 

The  motion  was  seconded,  and  there  being  no 
discussion,  it  was  put  to  a vote,  and  adopted. 

49.  Report  of  Reference  Committee  on  New 

Business  B on  Resolution  About  Ex- 

Mental  Hospital  Patients  a Menace 
as  Automobile  Drivers 

Sections  15-62 

Dr.  Brennan  : In  regard  to  a second  reso- 
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lution  presented  by  the  County  of  Monroe,  also 
read  by  Dr.  Costello : 

Whereas:  in  the  State  of  New  York  there 
are  annually  admitted  to  the  State  Mental  Hos- 
pitals approximately  fifteen  thousand  patients, 
and  45  per  cent  of  these  are  discharged  or  pa- 
roled, and 

Whereas:  a large  number  of  those  dis- 
charged or  paroled  are  automobile  drivers, 
many  of  whom  are  a potential  menace,  be  it 

Resolved:  on  the  recommendation  of  the 

Committee  on  Nervous  and  Mental  Diseases 
that  the  Medical  Society  of  the  County  of 
Monroe  urge  that  some  measure  be  had  requir- 
ing the  notification  to  the  Motor  Vehicle  Bu- 
reau, of  all  patients  discharged  or  paroled  from 
State  and  Private  Mental  Hospitals  in  the 
State  of  New  York,  so  that  appropriate  action 
may  be  taken  by  the  Motor  Vehicle  Bureau, 
and 

Be  it  Further  Resolved:  that  a copy  of  this 
resolution  be  sent  to  the  Council  of  the  Medical 
Society  of  the  State  of  New  York. 

Reference  Committee  on  New  Business  B 
approves  this  resolution. 

I move  its  adoption. 

The  motion  was  seconded. 

Dr.  Edward  M.  Colie,  Jr.,  New  York:  It 
would  seem  to  me,  Mr.  Speaker,  that  there 
should  be  some  elaboration  in  detail  there,  and 
that  rather  than  have  notification  of  all  dis- 
charges to  the  Bureau  of  Motor  Vehicles,  that 
it  be  curtailed  somewhat,  otherwise  we  are  rather 
prejudging  the  whole  question.  I think  these 
cases  ought  to  be  properly  tabulated  and  prop- 
erly classified,  certain  classes  to  be  very  clearly 
certified  to  the  Bureau  of  Motor  Vehicles.  There 
are  certain  other  cases  referred  for  observation 
on  whom  this  might  work  a great  injustice. 
Consequently  I am  prepared  to  move,  and  do 
now  move,  that  this  matter  be  recommitted  for 
further  study  and  submission  of  details. 

The  motion  was  seconded,  put  to  a vote,  and 
the  matter  was  recommitted  for  study  and  sub- 
mission of  details  to  Reference  Committee  on 
New  Business  B. 

Vice-Speaker  Flynn  : The  recommenda- 

tion of  the  Reference  Committee  is  lost,  and 
Dr.  Colie’s  motion  is  carried,  so  the  matter 
is  recommitted  to  the  Reference  Committee  on 
New  Business  B for  further  study  and  resubmis- 
sion to  this  House  with  details. 

50.  Report  of  Reference  Committee  on  New 

Business  B on  Advisory  Service  on 
Malpractice  Insurance 

Section  24 

Dr.  Brennan  : On  the  resolution  read  by 

Dr.  Masterson : 

“During  the  past  few  years  there  has  been 
noted  an  increasing  tendency  on  part  of  indi- 
viduals and  small  groups  to  enter  into  negotia- 
tions with  insurance  companies  other  than  the 
authorized  carrier  of  the  Group  Plan  without 
consulting  the  insurance  advisory  service  pro- 
vided by  the  Society.  This  creates  an  impres- 
sion of  lack  of  solidarity  within  the  Society  to 
meet  with  combined  force  the  ever  increasing 
threat  of  malpractice  actions. 


“Several  of  the  overtures  that  are  now  being 
made  to  members  are  without  merit  and  may 
lead  to  unsatisfactory  defense  and  indemnity 
of  members  who  seek  protection  outside  the 
Group  Plan.  When  beset  by  threats  of  mal- 
practice actions,  members  naturally  turn  to  the 
defense  machinery  of  the  State  Society.  It 
would  appear  altogether  proper  and  logical, 
therefore,  to  seek  the  advice  and  guidance  of 
the  State  Society’s  insurance  service  before 
entering  into  insurance  arrangements  which 
may,  when  needed,  prove  inadequate  and  unsat- 
isfactory. 

“Therefore,  Be  It  Resolved,  that  when  ap- 
proached by  representatives  of  insurance  com- 
panies other  than  the  authorized  carrier  of  the 
Group  Plan,  members  be  urged  to  consult  with 
the  Insurance  Committee,  Insurance  Represen- 
tative or  the  Legal  Counsel,  before  committing 
themselves  to  insurance  arrangements  other 
than  those  approved  by  the  Society. 

“Be  It  Further  Resolved,  that  a copy  of  this 
resolution  be  sent  to  each  component  county 
society  with  instruction  that  it  be  brought  to 
the  attention  of  their  members.” 

Your  Reference  Committee  on  New  Business 
B gives  its  approval  to  this  resolution. 

I move  its  adoption. 

The  motion  was  seconded,  and  there  being  no 
discussion,  it  was  put  to  a vote,  and  adopted. 

51.  Report  of  Reference  Committee  on  New 

Business  B on  Personnel  of  Insurance 
Committee 

Section  23 

Dr.  Brennan  : This  is  still  another  resolu- 

tion read  by  Dr.  Masterson : 

“Whereas,  the  operation  of  the  Group  Insur- 
ance Plan  is  an  important  undertaking  of  the 
State  Society,  requiring  continuity  of  super- 
vision, and 

“Whereas,  the  compilation  and  analysis  of  the 
cost  data  upon  which  our  insurance  rates  are 
predicated  are  complicated  and  require  long  and 
thorough  study  by  men  familiar  with  the  oper- 
ation of  the  Group  Plan  and  mathematical 
computations,  and 

“Whereas,  it  is  desirable  and  necessary  that 
the  Chairman  of  the  Insurance  Committee  be, 
so  far  as  possible,  continued  in  office  from  year 
to  year  and  that  he  be  in  New  York  City 
where  he  can  frequently  consult  with  the  Insur- 
ance Representative. 

“Therefore,  Be  It  Resolved,  that  the  Treasurer 
of  the  State  Society  be  designated  as  the  con- 
tinuing Chairman  of  the  Insurance  Committee.” 

Your  Reference  Committee  on  New  Business 
B approves  the  resolution. 

I move  its  adoption. 

The  motion  was  seconded. 

Dr.  James  F.  Rooney:  I would  like  to 

know  whether  this  does  not  infringe  upon  the 
powers  of  the  President  of  this  Society  who 
appoints  the  committees  not  otherwise  provided 
for,  subject  to  the  approval  of  the  Council.  I 
merely  ask  that  as  a question.  It  would  appear 
to  me  that  is  the  President’s  prerogative,  and 
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while  a hope  might  be  expressed  to  that  effect, 
it  can  be  no  more  than  a hope  and  not  man- 
datory. 

Dr.  Brennan  : Answering  Dr.  Rooney’s 

question,  we  are  simply  subscribing  to  what 
the  main  part  of  the  resolution  states  ; that  it 
is  desirable  and  necessary  that  the  Chairman  of 
the  Insurance  Committee  be,  so  far  as  possible, 
continued  in  office  from  year  to  year.  There  is 
nothing  mandatory  or  dictatorial  about  this  res- 
olution. 

Vice-Speaker  Flynn  : Does  that  answer 

your  question? 

Dr.  James  F.  Rooney:  That  answers  it. 

Vice-Speaker  Flynn  : Is  there  any  further 

discussion? 

Dr.  John  J.  Masterson,  Kings:  The  object 
of  this  resolution  is  as  follows : The  Council 

is  continually  changing,  and  the  Chairman  of 
this  Committee  only  learns  what  it  is  all  about 
after  he  has  been  holding  the  position  for  some 
time.  Therefore,  we  thought,  in  view  of  the 
fact  that  we  do  not  elect  a Treasurer  as  a rule 
every  year,  the  Treasurer  should  be  the  Chair- 
man of  the  Committee,  and  would  be  able  to  take 
care  of  it  better  than  someone  who  was  changed 
every  year. 

Dr.  Rooney’s  point  is  well  taken,  and  further 
than  that  the  Constitution  says  that  the  Chair- 
men of  the  different  Committees  must  be  mem- 
bers of  the  Council.  The  Treasurer  is  a member 
of  the  Council,  and  that  will  take  care  of  that 
point  therefore. 

President-elect  Groat:  I am  not  worrying 

about  the  interference  with  any  of  my  preroga- 
tives as  President,  but  I think  this  is  a danger- 
ous precedent  to, establish,  the  giving  of  specific 
instructions  of  this  kind  as  to  who  shall  or  shall 
not  be  the  Chairman  of  a Committee  of  the 
Council.  So  far  as  continuity  is  concerned, 
members  of  the  Council  hold  for  three  years. 
They  are  re-elected  only  after  a three-year 
period,  assuming  they  are  re-elected ; whereas 
the  Treasurer  is  elected  every  year.  Assuming 
that  he  is  re-elected  every  year,  he  would  have 
to  be  re-elected  six  times  to  the  other  man’s 
twice. 

It  is  not  necessary  in  my  opinion  to  voice 
anything  more  than  the  principle.  I certainly 
would  like  to  see  the  Treasurer  on  the  Com- 
mittee at  any  rate,  if  I had  anything  to  say 
about  it. 

President  Goodrich  : Dr.  Rooney’s  point  is 

very  well  taken  it  seems  to  me.  Section  1,  of 
Chapter  VII,  of  the  By-Laws  reads  as  ^"e  of 
the  duties  of  the  President,  “He  shall  also 
appoint  all  members  of  committees  of  this 
Council,  subject  to  the  approval  of  the  Council.” 
Before  that  it  says,  “He  shall  appoint  all  com- 
mittees not  otherwise  provided  for,  subject  to 
the  approval  of  the  Council.”  It  seems  to  me 
that  we  cannot,  without  changing  our  By-Laws, 
very  well  abrogate  that  function  of  appointment 
by  the  President.  I believe  that  the  general 
sense  of  the  resolution  is  very,  very  right,  but 
I think  if  the  Committee  could  withdraw  that 
part  which  designates  some  one  person  as  the 
Chairman  of  that  Committee,  that  the  principle 
of  it  will  be  followed  by  all  future  presidents. 


It  would  be  I am  very  sure  unjust  to  Dr.  Groat 
and  the  President  who  follows  him,  and  the 
President  who  follows  him.  He  could  not 
designate  his  Committee  as  he  saw  fit,  and  as 
Dr.  Groat  has  said  it  might  make  a very  dan- 
gerous precedent  in  other  regards. 

Dr.  James  F.  Rooney  : I move  to  amend  the 
report  of  the  Committee  by  excising  from  the 
report  that  latter  section  which  practically 
directs  that  the  Treasurer  of  the  Society  be  the 
Chairman  of  this  Committee. 

The  amendment  was  seconded. 

Vice-Speaker  Flynn:  You  have  heard  the 
amendment.  Is  there  any  further  discussion? 

The  question  was  called  for,  and  the  amend- 
ment was  put  to  a vote,  and  carried. 

Vice- Speaker  Flynn  : Now  on  the  recom- 

mendation of  the  Committee  as  amended. 

The  question  was  called  for,  and  the  recom- 
mendation of  the  Committee  as  amended  was  put 
to  a vote,  and  carried. 

52.  Report  of  Reference  Committee  on  New 

Business  B on  Statement  of  Public 
Policy  for  Cooperation  with  Of- 
ficial and  Voluntary  Lay 
Agencies  for  Provision  of 
Medical  Care 

Section  17 

Dr.  Brennan  : In  regard  to  the  resolution 

presented  by  the  County  of  Westchester,  which 
is  as  follows : 

“ Resolved , that  the  following  statement  of 
public  policy  be  hereby  adopted  and  expressed 
by  the  Medical  Society  of  the  State  of  New 
York,  and  recommended  to  the  American  Medi- 
cal Association,  to  the  end  that  the  American 
medical  profession,  through  its  duly  constituted 
and  recognized  organization,  may  commit  itself 
to  a logical,  affirmative  and  progressive  policy 
through  which  it  may  proceed,  in  cooperation 
with  official  and  voluntary  lay  agencies  through- 
out the  nation,  to  the  provision  of  good  medical 
care  to  every  deserving  citizen  of  the  United 
States. 

Statement  of  Four  Principles 

“1.  We  believe  and  assert  that  good  medical 
care  can  be  made  available  to  the  poor  and  to 
persons  in  the  lower  income  classes,  through 
more  rational  economic  arrangements  than  have 
yet  been  developed,  and  under  the  same  condi- 
tions of  freedom  and  privacy  as  obtain  for  their 
more  fortunate  self-sustaining  neighbors ; 

“2.  We  submit  that  the  medical  profession 
has  no  valid  objection  to,  but  should  endorse 
and  encourage,  the  establishment  of  experimental 
programs  of  mutual  or  public  assistance  de- 
signed to  aid  such  people  in  obtaining  the  bene- 
fits of  good  medical  care,  without  resort  to 
medical  charity,  provided  only  that  in  the  admin- 
istration of  such  programs,  the  function  of  the 
lay  agencies  involved  must  be  limited  and  con- 
fined to  the  economic  and  financial  aspects  of 
the  programs : 

“3.  We  submit  that  the  medical  profession 
must  and  should  insist,  in  the  public  interest, 
that  the  medical  and  professional  aspects  of  any 
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and  all  such  programs  shall  be  administered, 
controlled,  evaluated  and  operated  under  the  re- 
sponsibility of  the  organized  medical  profession, 
entirely  free  of  political  interference  or  lay  dic- 
tation ; 

“4.  We  submit  that  wherever  any  such  plan 
of  mutual  or  public  assistance  may  be  proposed, 
the  approval  and  cooperation  of  the  organized 
medical  profession  should  be  anticipated,  pro- 
vided that  this  clear  and  logical  division  of 
function  and  responsibility  between  the  economic 
and  the  professional  aspects  is  observed  and 
properly  implemented  in  the  legislation  under 
which  the  plan  is  to  be  established,  or  the 
articles  of  agreement  under  which  the  parties 
to  the  program  propose  to  operate,  and  pro- 
vided further  that  such  plan  is  adapted  to  the 
local  conditions  of  the  community  to  which  it  is 
intended  to  be  applied.” 

In  summary  we  submit  that : 

1.  Organized  medicine  should  favor  such  pro- 
grams as  will  make  good  medical  care  more 
available  than  at  present,  by  improved  economic 
arrangements. 

2.  Lay  agencies  must  confine  their  functions 
to  the  non-medical  aspects  of  any  plans  for  that 
purpose. 

3.  The  medical  aspects  of  such  plans  must  be 
absolutely  and  solely  in  the  hands  of  the  organ- 
ized medical  profession. 

4.  These  two  functions  must  be  kept  clearly 
inviolate  and  the  status  of  the  organized  medical 
profession  firmly  established  by  suitable  legisla- 
tion. 

Your  Reference  Committee  on  New  Business 
B believes  that  the  points  made  in  the  statement 
of  public  policy  set  forth  in  these  resolutions  are 
sound  and  commendable.  On  the  other  hand,  the 
Committee  considers  it  unwise  to  approve  this 
resolution  inasmuch  as  this  statement  of  policy 
embodies  nothing  new  and  is  similar,  if  not 
identical,  to  the  policy  which  activated  the 
American  Medical  Association  when  it  formu- 
lated and  promulgated  its  ten  points  in  dealing 
with  this  problem.  Your  Reference  Committee 
disapproves  the  resolution,  and  I move  that  it  be 
not  adopted. 

The  motion  was  seconded. 

Vice-Speaker  Flynn:  It  has  been  regu- 

larly moved  and  seconded  that  the  resolution  be 
not  adopted.  An  affirmative  vote  will  disap- 
prove of  the  resolution. 

The  question  being  called  for,  the  motion  was 
put  to  a vote,  and  the  recommendation  of  the 
Committee  adopted. 

53.  Report  of  Reference  Committee  on 
New  Business  B on  Compulsory  and 
Voluntary  Health  Insurance 

Section  12 

Dr.  Brennan  : In  regard  to  the  resolution 

presented  by  Albany  County,  which  is  as  fol- 
lows : 

“Whereas,  the  Medical  Society  of  the  State 
of  New  York,  has  always  opposed  the  enactment 
of  any  compulsory  health  insurance  law ; and 

“Whereas,  it  is  a recognized  fact  that  most 
states  or  countries  having  compulsory  health  in- 


surance began  by  promoting  voluntary  insurance 
or  indemnity  schemes ; and 

“Whereas,  there  have  been  bills  before  the 
Legislature  providing  for  legislation  that  would 
enable  the  creation  of  compulsory  or  voluntary 
health  and  medical  indemnity  organizations 
under  various  names ; be  it  therefore 

“Resolved,  that  the  Medical  Society  of  the 
State  of  New  York  maintain  its  vigorous  oppo- 
sition to  all  types  of  compulsory  and  voluntary 
health  insurance  measures  by  whatever  name 
known  unless  a decision  to  the  contrary  is 
reached  only  in  the  House  of  Delegates  meeting 
in  either  regular  or  special  session.” 

Your  Reference  Committee  on  New  Business 
B is  in  sympathy  with  the  restatement  of  the 
resolution  of  the  established  policy  of  the  Medi- 
cal Society  of  the  State  of  New  York  in  oppos- 
ing the  enactment  of  any  compulsory  health 
insurance  law,  but  inasmuch  as  this  resolution 
embodies  the  repetition  of  the  established  policy 
and  includes  matter  that  your  Committee  be- 
lieves unnecessary,  and  in  a form  not  exactly 
indicative  of  the  Society’s  recorded  position, 
your  Reference  Committee  disapproves  this  reso- 
lution, and  I move  that  it  be  not  adopted. 

The  motion  was  seconded. 

Vice-Speaker  Flynn:  An  affirmative  vote 

would  disapprove  of  the  resolution. 

The  question  was  called  for,  and  the  motion 
was  put  to  a vote,  and  the  recommendation  of 
the  Reference  Committee  was  adopted. 

Dr.  Brennan  : That  is  all,  sir. 

With  the  amendments  made  here  in  the  House 
on  each  of  the  items  presented,  and  subject  to 
the  one  item  which  was  recommitted,  the  adop- 
tion of  the  Report  of  Reference  Committee  on 
New  Business  B as  a whole  is  hereby  moved 
by  me. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

54.  Report  of  Reference  Committee  on 
New  Business  C on  Minimum  Fee 
Schedule  for  Contract  Practice 

Section  29 

Dr.  Clarence  G.  Bandler,  New  York: 
Reference  Committee  on  New  Business  C re- 
porting on  the  Resolution  submitted  by  the  Med- 
ical Society  of  the  County  of  Queens,  which  is 
as  follows : 

“Whereas,  there  is  an  apparent  increase  in 
lodge,  group  and  contract  practice,  and 

“Whereas,  there  are  springing  up  throughout 
the  Metropolitan  Area  insurance  groups  pur- 
porting to  furnish  medical  care  on  a voluntary 
health  insurance  basis,  and 

“Whereas,  these  groups  and  lodges  are  begin- 
ning to  manifest  the  underbidding  and  solicita- 
tion so  undesirable  in  this  type  of  practice,  and 

“Whereas,  there  is  no  set  standard  of  fees  for 
this  work,  and 

“Whereas,  the  Commissioner  of  Labor  has 
recently  decreed  that  the  fee  schedule  governing 
compensation  practice  in  the  Metropolitan  Area 
be  made  State  wide, 
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“Be  It  Resolved,  Therefore,  that  the  Medical 
Society  of  the  State  of  New  York,  go  on  record 
as  demanding,  as  minimum  fee  schedule  for 
group,  lodge  or  contract  practice,  the  same 
schedule  of  fees  as  prevails  in  this  State  in 
compensation  practice.” 

Your  Reference  Committee  on  New  Business 
C recognizes  that  many  forms  of  group,  lodge 
and  contract  practices  are  improper  and  unethi- 
cal. Your  Committee  recommends  that  for  such 
group,  lodge  or  contract  practices  which  are 
legitimate  and  ethical,  the  minimum  fee  sched- 
ule of  the  Workmen’s  Compensation  Commis- 
sion be  employed,  and  it  shall  be  considered  an 
infraction  of  the  principles  of  professional  con- 
duct if  any  fees  below  the  schedule  be  employed. 

I move  the  recommendation  of  the  Committee. 

The  motion  was  seconded. 

Dr.  Arthur  J.  Bedell:  I do  not  like  that 

word  “employed.”  I am  sure  that  the  Chair- 
man of  the  Reference  Committee  could  use  a 
stronger  and  better  word. 

Speaker  Kopetzky  : Will  you  make  an 

amendment,  sir? 

Dr.  Bedell  : I ask  that  the  Chairman  of  the 

Reference  Committee  do  that. 

Speaker  Kopetzky  : Will  the  Chairman 
make  an  amendment? 

Dr.  Bandler:  Will  “utilized”  please  you,  Dr. 
Bedell? 

Dr.  Bedell:  That  is  not  enough. 

Speaker  Kopetzky:  The  matter  is  before 

you.  How  does  it  read  now? 

Dr.  Bandler  read  the  recommendation  of  the 
Committee,  as  transcribed  above,  but  using  the 
word  “utilized”  instead  of  “employed.” 

Speaker  Kopetzky  : How  do  you  want  it 

to  read?  It  is  the  privilege  of  any  member  to 
make  an  amendment.  It  is  the  privilege  of  any 
member  to  argue  and  discuss  , that  the  recom- 
mendations be  not  adopted.  It  is  not  the  prov- 
ince of  the  Speaker  to  revise  the  language. 
What  is  the  pleasure  of  the  House? 

Dr.  Bedell  : I still  arise,  and  I am  sure  I 

have  the  approval  of  the  Reference  Committee 
Chairman  that  the  word  is  not  suitable. 

Speaker  Kopetzky:  I believe  that  is  right, 
but  I still  say  it  is  up  to  the  floor  to  make  an 
amendment  changing  the  word. 

Dr.  Bedell:  I have  listened  to  so  much 

noise,  sir,  that  I am  befuddled.  I know  there  is 
a suitable  word  that  really  means  something. 
That  word  does  not  come  to  me  at  the  moment. 
I ask  that  Dr.  Kaliski  be  asked  if  he  has  not 
one  up  there  (indicating  head). 

Dr.  David  J.  Kaliski  : “Mandatory”. 

Dr.  Bedell:  “Mandatory”  is  the  word  of 

course.  Thank  you!  I move  an  amendment 
with  that  change. 

The  motion  was  seconded. 

Speaker  Kopetzky  : The  recommendation  as 

amended  is  before  you. 

The  question  being  called  for,  the  recommen- 
dation as  amended  was  put  to  a vote,  and  car- 
ried. 


Speaker  Kopetzky  : The  amended  recom- 

mendation of  the  Reference  Committee  is  now 
before  you. 

Will  you  read  it  as  amended? 

Dr.  Bandler:  “Your  Reference  Committee 

on  New  Business  C recognizes  that  many  forms 
of  group,  lodge  and  contract  practices  are  im- 
proper and  unethical.  Your  Committee  recom- 
mends that  for  such  group,  lodge  or  contract 
practices  which  are  legitimate  and  ethical,  the 
minimum  fee  schedule  of  the  Workmen’s  Com- 
pensation Commission  be  mandatory,  and  it  shall 
be  considered  an  infraction  of  the  Principles  of 
Professional  Conduct  if  any  fees  below  the 
schedule  be  employed.” 

The  question  was  called  for,  and  the  amended 
recommendation  was  put  to  a vote,  and  was 
adopted. 

Speaker  Kopetzky:  Does  that  finish  your 

work? 

Dr.  Bandler:  Yes. 

Speaker  Kopetzky  : Thank  you ! 

There  is  one  small  report  to  come,  and  then 
we  will  recess. 


55.  Report  of  Reference  Committee  on 
Council  Report  No.  V on  Workmen’s 
Compensation 

Section  8 

Dr.  J.  J.  Buettner,  Onondaga:  Your  Refer- 

ence Committee  has  carefully  perused  the  excel- 
lent report  of  progress  of  the  Council  Com- 
mittee on  Workmen’s  Compensation  and  the 
Director  of  the  Workmen’s  Compensation  Bu- 
reau, Dr.  Kaliski.  The  Committee  believes  that 
the  Society  is  to  be  congratulated  upon  the  work 
done  and  that  the  membership  should  be  par- 
ticularly gratified  with  the  Supplementary  Re- 
port of  the  Committee  that  the  metropolitan 
fee  schedule  becomes  effective  on  a state-wide 
basis  as  of  May  15th. 

Your  Reference  Committee  invites  attention 
to  the  failure  of  the  Legislature  to  pass  the 
amendments  to  the  Workmen’s  Compensation 
Act  advocated  by  the  committee  and  the  Council 
of  the  State  Society,  and  urges  that  the  Council 
and  the  Workmen’s  Compensation  Committee 
renew  their  efforts  to  have  appropriate  legisla- 
tion passed. 

The  Committee  feels  that  the  Society  should 
especiallv  commend  the  Director  of  the  Work- 
men’s Compensation  Bureau,  Dr.  David  J. 
Kaliski,  for  his  self-sacrificing,  whole-hearted 
effort  to  serve  the  profession,  the  employee,  and 
the  public. 

I move  this  report  be  accepted. 

The  motion  was  seconded,  put  to  a vote,  and 
was  carried. 

Speaker  Kopetzky  : We  are  recessed  until 

the  Executive  Session  at  eight  o’clock  when 
Dr.  Bedell  and  his  marshals  will  police  the 
room  for  the  Chair  in  order  that  only  those 
who  are  members  and  delegates  are  on  the 
floor,  and  no  one  else. 

The  session  recessed  at  five-forty  o’clock. 


(To  be  continued) 


MALPRACTICE  INSURANCE 

Group  Plan  of  the  Medical  Society  of  the  State  of  New  York 


January  1,  1939  will  be  the  expiration 
date  of  the  first  three  years’  operation  of 
the  Medical  Society  of  the  State  of  New 
York’s  Group  Plan  of  malpractice  insurance 
under  the  mutually  controlled  cost  plus  plan 
in  force  between  the  Society  and  the  York- 
shire Indemnity  Company. 

Based  on  an  actuarial  study  of  the 
experience  already  available,  an  agreement 
has  been  made  whereby  a number  of  bene- 
ficial changes  will  be  incorporated  in  a new 
Master  Policy  to  be  issued,  effective  on  and 
after  January  1,  1939. 

The  new  Master  Policy  will  broaden  the 
coverage  now  in  force  by  including  full  and 
complete  coverage,  without  additional  pre- 
mium charge,  protecting  the  Assured  on 
account  of  all  medical  acts  committed  or 
alleged  to  have  been  committed  by  all 
temporary  and  permanent  medical  assistants, 
providing  said  assistants  are  members  of 
the  Society  and  individually  insured  under 
the  Society’s  Group  Plan. 

In  addition,  it  will  eliminate  any  addi- 
tional premium  charge  at  present  made  with 
respect  to  the  independent  acts  on  behalf 
of  the  Assured  for.  both  X-ray  and  Patho- 
logical Technicians, 

A revision  of  the  majority  of  the  excess 
limit  rates  has  also  been  approved  which 
will  offer  to  the  members  an  opportunity  to 
subscribe  to  larger  limits  than  they  at  pres- 
ent carry,  at  approximately  the  same  annual 
premium  rate  they  are  now  paying.  This 
modification  will  also  apply  to  the  excess 
X-ray  Therapy  rates. 

At  no  time  in  the  past  has  the  Society’s 
Group  Plan  of  malpractice  insurance  been 
placed  on  such  a sound  financial  basis.  This 
has  been  made  possible  through  the  soli- 
darity of  support  given  to  it  by  the  mem- 
bers ” and  through  careful  actuarial  study 
and  understanding  of  the  financial  opera- 
tion by  the  Insurance  Committee  and  the 
Insurance  Representative. 

Too  much  stress  cannot  be  given  to  the 
importance  of  this  large  and  important 


undertaking.  Few  members  realize  the  in- 
surance importance  of  having  a definite 
agreement  with  the  Insurance  Company, 
whereby  the  Assured’s  own  specialized  Medi- 
cal Legal  Counsel  is  permitted  to  un- 
restrictedly defend  his  claim  or  suit.  It  is 
the  only  legal  defense  arrangement  ever 
agreed  to  in  which  an  Insurance  Company 
waived  its  own  legal  department  in  favor  of 
the  Assured’s  own  personal  Legal  Counsel. 

The  Counsel  of  the  Society  is  recognized 
as  the  leading  Medical  Legal  Counsel  in 
the  country  and  no  member  can  afford  to 
jeopardize  his  professional  standing  in  his 
community. 

The  Society  has  built  solidly,  through  its 
Insurance  Group  Plan,  to  meet  the  ever  in- 
creasing hazards  to  its  members  against  the 
time  when  the  ever  dreaded  filing  of  a suit 
or  claim  against  them  occur.  For  eighteen 
years  the  Society  has  held  together  the  mal- 
practice situation  in  this  State.  Had  it  not 
been  planned  and  carefully  controlled,  mem- 
bers today  would  be  forced  to  buy  their 
insurance  from  such  companies  as  cared  to 
take  them.  They  would  have  had  to  accept 
such  policy  forms  as  the  various  companies 
cared  to  issue,  accept  company  legal  defense 
and,  furthermore,  pay  such  rates  as  the 
companies  wished  to  charge  which  would  in 
turn  produce  such  profit  as  the  company 
desired  to  make. 

Repeatedly  have  members,  who  unfor- 
tunately purchased  malpractice  insurance 
protection  outside  of  the  Society’s  Group 
Plan,  expressed  regret  when  faced  with  the 
fact  they  had  to  actually  undertake  medical 
legal  education  of  their  defense  attorneys  in 
preparation  and  defense  of  their  suit. 

The  Legal  Counsel  and  the  Insurance 
Representative  of  the  Society  are  avail- 
able at  all  times  to  advise  or  counsel  with 
the  members  on  all  legal  or  insurance 
requirements,  and  the  Society  earnestly 
urges  all  members  to  avail  themselves  of 
this  service. 


France  is  trying  hard  to  increase  the 
population  by  giving  cash  subsidies  for 
large  families,  but  we  are  told  by  the 
Concours  Medical  (Paris)  that  the  medical 
profession  in  France  has  not  waited  to  re- 
ceive government  aid  but  has  formed  an 
independent  organization  which  already  in- 


cludes sixty-one  medical  families  of  more 
than  ten  children  each.  The  majority  of 
the  fathers  are  physicians  in  country  dis- 
tricts or  small  towns.  One  physician  is 
listed  as  having  seventeen,  another  sixteen 
and  a third  fifteen  children.  Will  physi- 
cians in  other  lands  accept  this  challenge? 
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THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 


The  Woman’s  Auxiliary  to  the  Medical 
Society  of  the  State  of  New  York  reports 
progress  during  the  second  year  of  its 
existence. 

We  feel  it  a privilege  and  an  honor  to  be 
members  of  an  auxiliary  to  the  New  York 
State  Medical  Society,  an  organization  com- 
posed of  over  16,000  men  who  have  given  so 
much  of  their  time  and  expended  large  sums 
of  money  in  becoming  educated  that  they 
may  devote  their  lives  to  alleviate  and  cure 
the  sufferings  of  humanity. 

In  our  efforts  to  further  the  aims  of 
these  men  in  the  pursuit  of  their  calling, 
we  function  in  five  ways : social,  philan- 
thropic, legislative,  educational,  and  public 
relations. 

If  for  no  other  reason  than  the  first,  the 
social  contact  brought  about  through  our 
organization  warrants  our  existence. 

Some  philanthropic  work  has  been  done. 
Money  has  been  raised  in  various  ways  to 
purchase  medical  books  for  medical  society 
libraries  and  to  assist  in  the  upkeep  of 
county  society  buildings.  Money  was  raised 
by  one  county  auxiliary  to  equip  an  infirm- 
ary for  Boy  Scouts,  the  building  itself  hav- 
ing been  donated  by  the  county  society. 
But,  to  look  into  the  future,  we  see  phil- 
anthropy on  a greater  scale;  perhaps  a 
student  loan  fund,  and  an  annual  contribu- 
tion to  the  Physicians’  Home,  an  establish- 
ment where  worthy  members  of  the  profes- 
sion will  be  offered  comfort  and  companion- 
ship, together  with  our  full  esteem. 

Our  legislative  work  has  been  outstanding, 
because  of  the  ultimate  good  accomplished. 
Upon  request  of  the  State  Medical  Society, 
there  has  been  complete  cooperation  from 
every  auxiliary. 

Our  educational  program,  not  only  cover- 
ing medical  topics,  but  various  subjects, 
has  been  valuable  as  well  as  interesting. 

Through  our  public  relations  function  we 
have  had  the  unique  opportunity  to  ful- 
fill our  obligation  to  the  profession  and  to 
society.  We  have  given  unlimited  assistance 
to  our  county  medical  societies  in  publiciz- 
ing the  different  programs  and  campaigns 


which  they  have  put  on  for  the  benefit  of 
the  public.  We  have  secured  speaking 
engagements  for  members  of  the  speakers 
bureau  of  county  medical  societies  before 
desired  audiences. 

During  the  week  of  the  New  York  State 
Fair,  one  auxiluiary,  in  cooperation  with  its 
county  society,  had  an  exhibit  on  maternal 
welfare.  10,000  pamphlets  on  Standards  of 
Prenatal  care  were  personally  distributed 
to  women,  many  of  whom  could  not  other- 
wise have  been  reached.  Seventy-five  re- 
quests were  received  for  additional  informa- 
tion. 

Another  county  auxiliary  had  an  exhibit 
on  syphilis  at  a county  fair. 

In  such  manner  we  hope  to  minimize  the 
penalties  of  ignorance. 

Our  State  Hygeia  Chairman,  and  her 
corresponding  county  chairmen,  have  de- 
voted much  time  and  energy  to  furthering 
the  sale  of  the  A.M.A.  publication  for  the 
laity.  During  the  year  Hygeia  was  placed 
in  many  schools  and  public  libraries,  the 
subscriptions  in  most  cases  being  donated. 

Three  new  county  auxiliaries  have  been 
organized  and  one  has  resumed  activities, 
making  a total  of  sixteen  out  of  a possible 
sixty-one.  Our  membership,  while  on 
record  in  the  A.M.A.  Auxiliary  as  being 
slightly  over  700,  is,  in  reality,  over  1,100, 
the  first  fiscal  years  of  the  newly  organized 
counties  not  having  been  completed  and 
therefore  their  membership  dues  to  state 
and  national  not  having  been  paid. 

Our  desire  is  for  a 100%  organization 
such  as  the  State  of  Utah  reported  at  the 
National  Executive  Board  meeting  in  Chi- 
cago last  November.  But,  because  of  our 
infancy,  our  potential  usefulness  is  not  yet 
fully  realized  by  the  profession,  by  the 
public  or  perhaps  by  ourselves. 

There  is  much  to  be  done,  but  the  New 
York  State  Auxiliary  anticipates  presenting 
a report  of  greater  progress  at  the  next 
annual  A.M.A.  Auxiliary  convention. 

Respectfully  submitted, 

Mrs.  Francis  R.  Irving 
Immediate  Past  President. 


Fan  Dancer : Doctor,  I want  you  to  vac-  Doctor  : Okay.  Stick  out  your  tongue, 
cinate  me  where  the  scar  won’t  show.  — Doctor's  Quarterly. 
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Registration  Then,  Now  and  in  the  Future 

J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 

New  York  State  Department  of  Health 


In  1849,  when  the  legislature  of  the  Com- 
monwealth of  Massachusetts  resolved  upon 
a Sanitary  Survey  of  the  State  and  ap- 
pointed three  persons  to  be  Commissioners, 
they  also  made  provision  for  “a  sum  not 
exceeding  fifty  dollars,  to  purchase  books 
on  the  subject.,,  The  Commissioners,  in- 
cluding Lemuel  Shattuck,  made  their  classi- 
cal report  in  1850  and  in  it  they  included 
a list  of  fifty  or  more  American,  English, 
and  French  publications  which  they  believed 
should  be  acquired  for  the  libraries  of  Gen- 
eral and  Local  Boards  of  Health.  They 
acknowledge  generous  gifts  from  the  govern- 
ment of  France  but  on  the  other  hand  they 
note  that  “it  usually  costs  30  to  33  cents  per 
shilling  sterling  to  import  books  from  Eng- 
land and  about  the  same  per  franc  from 
France.” 

Looking  through  this  interesting  list  one 
is  struck  by  the  large  place  which  is  taken 
by  statistical  reports  of  the  previous  ten 
years.  It  is  but  one  indication  of  the  Com- 
missioners’ attitude.  Another  is  the  effective 
use  they  have  made  of  statistical  data  in 
the  survey  itself.  Finally  we  have  their 
plain  avowal.  Writing  of  the  annual  reports 
of  the  English  Registrar  General  of  which 
there  were  at  that  time  nine  they  say : 
“These  reports  contain  a vast  fund  of  in- 
formation, of  the  greatest  value,  relating  to 
the  life,  the  health  and  the  welfare  of 
man.”  The  “Act  for  the  Registration 
of  Births,  Marriages  and  Deaths  in  Eng- 
land and  Wales”  (1836)  was  they  say  “the 
most  important  sanitary  measure  ever 
adopted  in  England;  and  it  has  been  the 
foundation  of  nearly  all  others.  Without  it 
they  would  have  been  of  comparatively 
little  value.  . . .” 

Have  we  the  same  respect  as  our  forebears 
had  for  the  knowledge  made  available  by 
registration  of  births  and  deaths  ? If  so,  we 
must  be  interested  in  the  meeting  held  in 
Albany,  June  3 and  4,  of  the  Northeastern 
Division  of  American  Association  of  State 
Registration  Executives.  In  opening  the 
meeting  Dr.  J.  V.  DePorte  pointed  out 
that  the  common  interest  of  registrars  in  the 
Association  which  brings  together  executives 
from  Mexico,  Canada,  and  Cuba  as  well 
as  the  United  States  is  to  work  for  uniform- 


ity of  statistics.  The  most  potent  single 
event  which  led  to  the  adoption  of  satisfac- 
tory legislation  by  all  states  was  the  formu- 
lation of  the  so-called  Model  Law,  which 
expressed  in  legal  language  the  expert  judg- 
ment of  the  American  Public  Health  As- 
sociation as  formulated  at  its  annual  meet- 
ing in  Buffalo  in  1900.  The  adoption  of 
the  Model  Law  by  the  states  was  fostered 
by  the  Census  Bureau  following  the  estab- 
lishment of  the  Bureau  on  a permanent 
basis  in  1902.  Many  private  organizations, 
particularly  the  American  Medical  Associa- 
tion, the  American  Bar  Association,  and 
certain  insurance  companies  assisted  greatly 
in  this  work.  Dr.  DePorte  introduced  Dr. 
John  Collinson,  Assistant  Chief  Statistician 
for  Vital  Statistics  of  the  Census  Bureau, 
who  discussed  proposed  modifications  in  the 
standard  form  of  birth  and  death  certificates, 
which  were  prepared  with  the  advice  of 
hundreds  of  experts  throughout  the  coun- 
try. The  intent  of  these  modifications  is  to 
make  the  certificates  generally  more  service- 
able and  at  the  same  time  to  simplify,  inso- 
far as  possible,  the  task  placed  by  the 
law  particularly  upon  physicians,  for  furnish- 
ing information  called  for  by  the  certificates. 
It  is  hoped  that  the  amended  forms  will  be 
put  into  use  in  the  course  of  the  coming 
year.  Experience  has  shown  that  some  of 
the  items  on  the  certificates  must  be  re- 
worded in  order  that  the  desired  informa- 
tion be  secured.  For  example,  Dr.  Yeru- 
shalmy  during  a study  of  neonatal  deaths 
suspected  that  when  a birth  certificate  is 
filled  out  after  the  death  of  the  new  baby 
the  physician  more  often  than  not  will 
include  this  baby  in  the  category  “children 
born  alive  now  dead,”  although  the  birth 
certificate  does  specify  that  this  phrase  re- 
fers to  children  dead  at  the  “time  of  present 
birth.”  His  suspicion  was  confirmed  by 
special  inquiry  in  seven  hundred  cases  which 
proved  that  more  than  sixty  per  cent  of 
physicians  followed  this  procedure.  He 
proposes  in  order  to  clarify  the  certificate 
that  the  question  on  obstetrical  history  be 
changed  so  that  it  refers  only  to  previous 
pregnancies. 

Dr.  Collinson  explained  that  the  meeting 
in  Albany  is  only  the  first  of  a series  of 
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regional  meetings  and  that  all  the  sugges- 
tions received  at  these  regional  meetings 
will  be  collated  by  the  Division  of  Vital 
Statistics  of  the  Census  Bureau  and  guide 
the  activities  of  that  division  during  the 
coming  year. 

One  of  the  more  modern  trends  in  regis- 
tration is  to  define  more  accurately  the 
residence  of  the  decedent  or  of  the  mother 
at  the  time  of  death  or  of  birth,  and  also 
the  usual  residence  of  the  individual.  The 
difficulties  in  securing  accuracy  in  these 
respects  are  greater  than  would  at  first  sight 
appear.  Even  such  a simple  matter  as  de- 
ciding whether  the  event  takes  place  within 
a city’s  limits  demands  a knowledge  of 
geography  which  every  doctor  cannot  be 
expected  to  possess.  The  registrar  of  the 
city  of  Rochester  told  us  that  many  hours 
are  consumed  in  determining  the  proper 
allocation  of  certificates  received  in  their 
office.  One  of  our  district  health  directors, 
Dr.  Archibald  S.  Dean,  has  sought  to  give 
aid  to  the  officials  concerned  by  preparing 
a nine-page  “Tonawanda  city,  Tonawanda 
town,  and  Tonawanda  village  street  guide.” 


This  street  guide  has  been  supplied  to  all 
the  registration  officials  of  the  neighborhood. 
One  wonders  whether  it  might  not  also  be 
supplied  to  physicians  who  sign  the  certifi- 
cate in  the  first  place,  or  whether  they 
would  consider  it  an  imposition  to  expect 
them  to  verify  the  district  in  which  the 
birth  or  death  is  supposed  to  have  taken 
place. 

Some  discussion  was  devoted  to  the 
questions  which  elucidate  the  length  of 
gestation  in  the  case  of  prematurely  born 
infants.  Some  confusion  is  caused  by  a 
tendency  to  report  lunar  rather  than  calen- 
dar months.  It  was  suggested  that  since  we 
are  likely  soon  to  have  a more  accurate 
knowledge  of  the  date  of  ovulation  and 
therefore  of  conception,  the  period  should 
be  measured  in  weeks.  However,  Dr. 
Collinson  objected  that  the  colored  mid- 
wives of  the  South  are  quite  incapable  of 
calculating  the  number  of  weeks  of  gestation 
at  the  present  time.  That  is  one  of  the 
changes  which  will  have  to  be  saved  for 
a future  revision. 


Requirements  of  Premarital  Examination  Law — New  York  City  Procedure 


The  premarital  examination  law  is  now  in 
effect.  This  law  requires  a physician’s  ex- 
amination, including  serological  test  for 
syphilis,  of  all  applicants  for  a marriage 
license  not  more  than  twenty  days  prior  to 
the  application.  The  following  procedures 
have  been  put  into  effect  by  the  Health  De- 
partment to  assist  physicians  in  complying 
with  the  requirements  of  the  law. 

1.  The  blood  for  the  serological  test  drawn  by 
the  examining  physician  may  be  sent  to  either 
the  Health  Department  laboratories  or  to 
private  laboratories. 

(a)  When  the  specimen  is  sent  to  the  Health 
Department  Laboratory,  the  usual  blank  request- 
ing a serologic  test  has  been  slightly  modified 
by  adding  a question  as  to  the  purpose  of  the 
test.  If  blanks  at  present  in  possession  of  the 
physician  do  not  have  this  question,  the  words 
“premartial  examination”  should  be  written  in 
prominently  at  the  bottom  of  the  blank,  just 
above  the  date  line. 

(b)  When  specimens  are  sent  to  private 
laboratories,  the  purpose  of  examination  should 
be  similarly  stated. 


2.  The  laboratory,  whether  Health  Depart- 
ment or  private  laboratory,  will  return  to  the 
examining  physician  on  completion  of  the  tests 
two  reports — one  a confidential  report  with  the 
results  of  the  test  thereon,  (small  blank),  and 
the  other  a statement  that  a test  has  been  made, 
(large  blank). 

(a)  The  large  blank  consists  of  an  upper  and 
lower  portion.  The  upper  portion  will  be  re- 
ceived by  the  physician,  already  filled  in  by  the 
director  of  the  laboratory,  either  Health  Depart- 
ment or  private,  attesting  to  the  fact  that  an 
examination  of  the  blood  has  been  made  of  the 
applicant  for  marriage,  but  not  stating  the  result. 

The  lower  portion  must  be  filled  in  by  the 
examining  physician.  This  portion  also  has  a 
line  for  the  full  signature  of  the  applicant.  On 
completion  of  this  portion  of  the  blank,  it  is 
given  to  the  applicant,  who  files  it  with  the 
clerk  issuing  the  marriage  license. 

(b)  The  confidential  report  (small  blank),  giv- 
ing the  result  of  the  serological  examination,  if 
made  by  a private  laboratory,  must  be  filed  with 
the  Bureau  of  Social  Hygiene,  Department  of 
Health,  125  Worth  Street,  New  York  City.  When 
the  test  is  made  by  the  Health  Department  lab- 
oratory this  is  unnecessary,  since  a copy  of  the 
report  is  already  on  file. 


After  fifteen  years  of  litigation  in  state 
and  federal  courts,  the  case  against  fraudu- 
lent substitutes  for  milk  now  appears  to  be 
definitely  closed.  The  Supreme  Court  of  the 
United  States  has  found,  as  the  Federal 
Filled  Milk  Act  itself  declares,  that  the  use 


of  filled  milk  as  a substitute  for  pure  milk 
is  generally  injurious  to  health  and  is  a 
fraud  on  the  public.  In  a sweeping  6 to  1 
decision  the  United  States  Supreme  Court 
on  April  25  held  the  Federal  Filled  Milk 
Act  of  1923  constitutional. 


Medical  News 


Albany  .County 

Dr.  Foster  Kennedy,  Professor  of  Neu- 
rology at  Cornell  University  Medical  Col- 
lege, addressed  the  Medical  Society  of  the 
County  of  Albany  on  May  25  on  the  nature 
of  the  development  of  the  nervous  system 
and  of  the  glandular  and  chemical  authori- 
ties controlling  human  behavior. 

Herkimer  County 

A lecture  was  given  before  the  Medical 
Society  of  the  County  of  Herkimer  on  May 
19,  on  “Circulatory  Disturbances  in  Meta- 
bolic Diseases’’  by  Dr.  Clarence  E.  de  la 
Chapelle,  Chairman  of  the  Department  of 
Medicine,  New  York  University  College  of 
Medicine. 

Jefferson  County 

Dr.  Nathan  P.  Sears  was  the  principal 
speaker  at  the  meeting  of  the  Medical  So- 
ciety of  Jefferson  County  on  Mav  12. 

Kings  County 

Dr.  Alfred  L.  L.  Bell  lectured  on  “X-Ray 
Therapy  in  Fluoroscopy”  before  400  mem- 
bers of  the  Kings  County  Medical  Society 
on  May  17.  A motion  picture  on  practical 
uses  of  cine-fluorography  was  shown  by  Dr. 
William  H.  Stewart  and  Dr.  Francis  H. 
Chiselin.  Dr.  John  B.  D’Albora,  president 
of  the  society,  presided. 

Monroe  County 

The  Monroe  County  Medical  Society 
conducted  a forum  session  on  recent  trends 
in  medical  service  following  an  address  by 
Dr.  Arthur  C.  Christie  of  Washington,  D.  C.. 
at  a meeting  on  May  17  in  the  Academy  of 
Medicine  in  Rochester.  The  doctors  dis- 
cussed medical  service  in  hospital  insurance 
contracts,  non-profit  medical  expense  indem- 
nity insurance  and  the  workmen’s  compen- 
sation medical  fee  schedule. 

Niagara  County 

Dr.  Raymond  S.  Barry  was  elected  presi- 
dent of  the  Niagara  Falls  Academy  of  Medi- 
cine at  a meeting  on  May  17  in  Mount  St. 
Mary’s  hospital.  Other  officers  elected  are 
Dr.  Frederick  Lowe,  vice-president  and  Dr. 
Russell  Wixson,  secretary  and  treasurer. 


Orange  County 

Asserting  that  cost  of  administration 
exceeds  cost  of  medical  care  given  persons 
on  relief,  the  Orange  County  Medical  So- 
ciety has  asked  cooperation  of  the  Board  of 
Supervisors  in  obtaining  an  investigation  of 
the  administrative  costs  of  relief  and  medical 
aid  for  the  poor.  The  communication  was 
referred  to  the  Board’s  committee  on  public 
welfare. 

Middletown  Elks  have  purchased  an 
iron  lung  for  Horton  Memorial  Hospital 
for  use  of  persons  in  central  Orange  County. 
The  lung  will  be  available  for  use  at  only 
a slight  charge  for  operating  expenses. 

Otsego  County 

“The  only  thing  we  lawyers  know 
about  a case  medically  is  what  we  get  from 
the  doctors,  but  any  lawyer  who  doesn’t 
make  it  his  business  to  know  all  there  is  to 
know  medically  and  otherwise  about  a case 
should  never  have  been  retained  in  the  first 
place,”  declared  the  Hon.  David  F.  Lee  of 
Binghamton,  addressing  a joint  meeting  of 
the  Otsego  county  Bar  and  Medical  socie- 
ties at  the  Cooper  Inn  in  Cooperstown  on 
April  29. 

Judge  Lee  spoke  on  the  subject,  “The 
Doctor  as  a Medical  Witness,”  and  gave 
many  interesting  reminiscences  of  his  ex- 
periences in  the  Courts.  He  also  advised  both 
associations  to  get  rid  of  their  “bad”  mem- 
bers. “They  do  their  respective  professions 
a great  deal  of  harm,”  he  remarked  in 
closing. 

Queens  County 

Dr.  Aaron  Brown  of  Bellevue  Hospital 
discussed  “Clinical  Allergy”  before  mem- 
bers of  the  Medical  Society  of  Queens  on 
May  20. 

Westchester  County 

Doctors  of  Westchester  and  guests  met 
on  May  24  for  the  annual  dinner  of  the 
County  Medical  Society  at  Schmidt’s  Farm, 
Hartsdale,  preceded  by  a golf  tournament 
and  field  sports  at  the  Scarsdale  Golf  Club. 

Dr.  George  C.  Adie  was  general  chair- 
man of  the  dinner  committee.  A golf  tour- 
nament began  at  1 :30.  Softball  and  horse- 
shoe pitching  were  played.  The  group 
dined  at  6 :30. 
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Lorenz  J.  Brosnan,  Esq. 

Counsel , Medical  Society  of  the  State  of  New  York 


Revocation  of  Physician’s  License  Upon  Conviction  of  Crime  Involving 

Moral  Turpitude 


Some  months  ago  in  these  columns  we 
made  reference  to  a judicial  interpretation 
of  the  expression  “moral  turpitude.”  Sub- 
sequent to  the  said  article  the  highest  Court 
in  one  of  the  Western  States  has  been  called 
upon  to  pass  upon  the  question  of  the  sort 
of  a crime  which  when  committed  by  a 
practicing  physician  involved  moral  turpi- 
tude.* 

It  seems  that  Dr.  C who  instituted  the 
case  had  been  convicted  in  the  United  States 
District  Court  in  criminal  proceedings,  and 
had  been  sentenced  to  a term  of  imprison- 
ment for  a period  of  one  year  and  one  day. 
Dr.  C was  regularly  licensed  to  practice 
medicine  and  surgery  and  had  held  a posi- 
tion as  medical  examiner  for  the  United 
States  Veterans  Bureau.  He  had  been 
charged  in  an  indictment  containing  twelve 
separate  counts  with  having  unlawfully  and 
wilfully  presented  to  the  Chief  Medical 
Officer  for  the  Veterans  Bureau  of  the  dis- 
trict for  approval  and  payment  a number 
of  false  and  fraudulent  accounts  and  claims 
against  the  government  with  intent  to  de- 
fraud the  United  States  of  America.  He 
had  pleaded  guilty  to  the  charges,  and  re- 
ceived the  sentence  already  mentioned. 

A certified  copy  of  the  judgment  of  con- 
viction was  sent  to  the  State  department  of 
law  enforcement,  and  its  commissioner  gave 
notice  to  Dr.  C of  a hearing  at  which  he 
should  show  cause  why  his  license  should 
not  be  revoked  because  of  his  conviction  of 
the  crime  in  question.  Dr.  C appeared  at 
the  hearing,  and  contended  that  his  license 
should  not  be  revoked,  being  a valuable 
property  right,  which  could  not  be  taken 
away  except  under  the  exercise  of  the 
police  power.  He  contended  that  the  crime 
did  not  in  any  way  show  that  he  was  in  any 
way  unfit  to  be  entrusted  with  the  powers 
and  duties  of  a practitioner  of  medicine. 

The  commissioner  made  an  order  revok- 
ing the  doctor’s  license  to  practice  medicine 
and  surgery,  and  he  applied  to  the  courts 
for  a writ  of  review.  The  lower  Court 
affirmed  the  action  taken  by  the  commis- 
sioner and  from  there  the  matter  was  car- 
ried upon  appeal  to  the  highest  Court  of  the 
State. 

* Craft  v.  Balderston,  78  Pac.  (2nd)  122. 


The  State  statute  relating  to  the  licensing 
of  physicians,  contained  the  following  pro- 
vision : 

Every  license  heretofore  or  hereafter  issued 
under  this  chapter  shall  be  subject  to  revocation 
or  suspension  by  the  department  of  law  enforce- 
ment (hereinafter  referred  to  as  the  department) 
upon  any  of  the  following  grounds : 

1.  Conviction  of  a felony  in  a state  or  federal 
court,  or  conviction  of  any  crime  involving 
moral  turpitude.  . . . 

The  contentions  of  Dr.  C before  the 
Appellate  Court  were  in  the  main  as  pre- 
viously summarized.  He  also  contended 
that  the  commissioner  had  abused  his  dis- 
cretion in  revoking  instead  of  merely  sus- 
pending his  right  as  a physician  to  practice. 

Although  the  crime  of  which  Dr.  C had 
been  convicted  was  characterized  as  being  a 
felony,  the  Appellate  Court,  in  affirming  the 
judgment  revoking  the  license,  placed  its 
ruling  squarely  upon  the  grounds  that  the 
physician  had  been  guilty  of  a crime  evinc- 
ing moral  turpitude  and  said  in  the  course 
of  its  opinion: 

The  right  to  practice  a profession  has  been 
held  in  this  state  not  a property  right.  . . . 
However,  the  privilege  to  practice  a profession 
is  a valuable  one  which  may  only  be  revoked  by 
the  proper  exercise  of  the  police  power. 

Appellant  argues  he  has  been  convicted  of 
nothing  the  doing  of  which  disqualifies  him  from 
the  proper  and  successful  practice  of  his  profes- 
sion of  medicine  and  surgery.  The  statute,  sec- 
tion 53-2107  (above  quoted)  makes  conviction  of 
a physician  or  surgeon  of  a felony,  in  a state 
or  federal  court,  or  conviction  of  any  crime  in- 
volving moral  turpitude,  ground  for  revoking 
or  suspending  his  license.  He  contends  that,  to 
construe  the  statute  to  mean  a license  may  be 
revoked  because  its  possessor  has  been  con- 
victed of  a crime,  the  commission  of  which  does 
not  involve  moral  turpitude  would  render  it 
unconstitutional.  This  contention  is  not  available 
to  appellant. 

The  crimes  of  which  he  pleaded  guilty,  con- 
sisted of  a series  of  fake  claims,  certified  by 
him  to  be  true  and  just,  which  he  made  and 
used  for  the  purpose  of  cheating  and  defrauding 
the  government  of  the  United  States.  They  in- 
volved moral  turpitude.  These  fraudulent  claims 
grew  out  of  his  employment  by  the  government 
to  treat  disabled  veterans  in  his  professional 
capacity.  They  were  acts  of  dishonesty  and, 
although  a dishonest  man  may  be  skilled  in  the 
practice  of  the  profession  of  medicine  and  sur- 
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gery,  to  allow  such  as  he  to  practice  that  honored 
profession  would  bring  disgrace  upon  it  and 
would  expose  the  public  to  the  misconduct  of 
the  criminally  inclined.  It  is  well  within  the 
police  power  of  the  state  to  prevent  this,  and 
by  the  enactment  of  section  53-2107,  its  preven- 
tion has  been  provided  for. 

Appellant  contends  his  license  should  not  have 
been  revoked;  that  at  most  it  should  have  been 
suspended.  His  conduct,  as  disclosed  by  this 
record,  does  not  justify  the  contention. 


Death  Following  Amputation 
Of  Leg 

A physician  specializing  in  surgery  was 
called  to  the  scene  of  an  accident  which  had 
just  occurred  when  someone  accidentally 
had  backed  a five  ton  truck  against  a young 
man,  throwing  him  to  the  ground,  the 
double-tired  rear  wheel  completely  passing 
over  his  right  thigh.  The  doctor  examined 
the  patient  and  found  a compound,  com- 
minuted, traumatic  amputation  of  the  right 
thigh  with  extreme  crushing  for  a length 
of  fourteen  inches,  the  leg  literally  hanging 
by  a shred.  He  found  the  patient  in  pro- 
found shock  suffering  from  severe  hemor- 
rhage. He  also  suffered  from  lacerations 
of  the  scalp  and  numerous  contusions  and 
abrasions  over  the  entire  body,  large  hema- 
tomas, contusions  and  abrasions  of  the  left 
thigh,  possible  fracture  of  the  skull,  and  con- 
cussion of  the  brain. 

The  doctor  undertook  to  administer  first 
aid,  applying  a tourniquet  and  pressure 
bandage  and  splint  to  the  right  thigh  and 
caused  the  patient  to  be  removed  imme- 
diately thereafter  by  stretcher  to  an  ambu- 
lance and  taken  to  a nearby  hospital.  The 


patient  was  at  the  time  in  a moribund  con- 
dition. The  doctor  immediately  supervised 
treatment  for  shock,  administering  tetanus 
antitoxin  and  glucose  infusion  with  external 
heat.  The  patient  was  promptly  typed  and 
cross-matched  for  transfusion  and  taken  to 
the  operating  room.  Bleeding  of  the  right 
thigh  continued  and  bleeders  were  ligated, 
and  at  the  same  time  the  amputation  of  the 
leg  was  completed  by  trimming  the  thigh. 
The  patient’s  condition  was  temporarily 
improved  and  a donor  for  a blood  trans- 
fusion was  sought  and  the  blood  of  the 
patient’s  brother  having  been  found  suitable, 
a transfusion  was  administered.  During  the 
transfusion  the  patient  expired.  Death  oc- 
curred about  five  hours  after  the  doctor  was 
first  called  to  attend  him  and  he  had  re- 
mained in  continuous  attendance  upon  him 
during  the  entire  period  of  time. 

An  action  was  brought  against  the 
surgeon  by  an  administrator  who  was  ap- 
pointed for  the  deceased  patient,  in  which 
the  claim  was  made  that  the  doctor’s  mal- 
practice caused  the  death  of  the  patient. 
The  case  came  on  for  trial  before  a judge 
and  jury  and  the  plaintiff  proceeded  on  the 
theory  that  the  defendant  doctor  had  been 
negligent  in  failing  to  take  the  patient  to 
a hospital  where  blood  donors  were  readily 
available,  and  it  was  further  claimed  that 
the  doctor  had  failed  to  administer  a blood 
transfusion  immediately  or  within  a reason- 
able time,  and  that  said  fact  was  the  com- 
petent, producing  cause  of  the  patient’s 
death.  At  the  conclusion  of  the  testimony 
introduced  on  behalf  of  the  plaintiff  on 
motion  of  defendant’s  counsel,  the  complaint 
was  dismissed. 


SCIENTIFIC  EXHIBIT  AWARDS 

1938  Annual  Meeting 


A special  subcommittee  reported  to  the 
Committee  on  Scientific  Exhibits  of  the  State 
Medical  Society  its  decision  on  awards  as 
follows : 

Prize  Winners 

First  to  Space  B-34.  J.  K.  Cline,  M.D.. 
and  Norman  Jolliffe,  M.D.  “Chemical  and 
Clinical  Studies  of  Vitamin  B.” — As  a piece 
of  research  work,  this  seems  to  establish  a 
definite  building  stone  for  extending  knowl- 
edge in  a study  of  vitamins. 

Second  to  Space  C-38.  Edward  F.  Har- 
tung,  M.D.,  John  D.  Currence,  M.D.,  and 
Miss  Margaret  Straub  Neil.  “Social  Aspects 
of  Chronic  Rheumatism.” — This  particular 
exhibit  was  very  well  done  and  tended  to 
focus  the  attention  of  the  profession  gen- 


erally upon  the  problem  of  chronic  arthritis. 

Third  to  Space  A-18.  Mather  Cleveland, 
M.D.,  and  David  M.  Bosworth,  M.D.  “Tu- 
berculosis of  Bones  and  Joints — Diagnosis 
and  Complications.” 

Honorable  Mention 

First  to  Space  C-49.  Sigmund  Epstein, 
M.D.  “Transportation  of  the  Sick  and 
Wounded  in  History  and  Art.” 

Second  to  Space  C-50.  Division  of  Syphilis 
Control,  State  Department  of  Health,  Al- 
bany. “Syphilis  Control.” 

Third  to  Space  B-25.  R.  Franklin  Carter, 
M.D.,  F.  Howard  Westcott,  M.D.,  Fred  W. 
Graef,  M.D.,  and  James  F.  Henegan,  D.D.S. 
“Ten  Year  Medical  Survey,  The  New  York 
Times.” 


Books 

Books  for  review  should  be  sent  to  the  Book  Reviezv  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


RECEIVED 


Diabetes  Insipidus  and  the  Neuro-Hor- 
monal  Control  of  Water  Balance:  A Contri- 
bution to  the  Structure  and  Function  of  the 
Hypothalamico-Hypophyseal  System.  By 
Charles  Fisher,  Ph.D.,  W.  R.  Ingram, 
Ph.D.,  and  S.  W.  Ranson,  M.D.  Quarto  of 
212  pages,  illustrated.  Ann  Arbor,  Edwards 
Brothers,  1938.  Cloth,  $5.00. 

The  Heart  in  Pregnancy.  By  Julius  Jen- 
sen, Ph.D.  Quarto  of  371  pages,  illustrated. 
St.  Louis,  The  V.  C.  Mosby  Company,  1938. 
Cloth,  $5.50. 


A Challenge  to  Sex  Censors.  By  Theo- 
dore Schroeder.  Octavo  of  157  pages.  New 
York  City,  The  Author,  1938.  Paper. 

A Text-book  of  Pathology.  An  Introduc- 
tion to  Medicine.  By  William  Boyd,  M.D. 
Third  edition,  thoroughly  revised.  Octavo 
of  1064  pages,  illustrated.  Philadelphia,  Lea 
& Febiger,  1938.  Cloth,  $10.00. 

Hemorrhoids.  By  Marion  C.  Pruitt,  M.D. 
Quarto  of  170  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1938.  Cloth, 
$4.00. 


REVIEWED 


Macleod’s  Physiology  in  Modern  Medicine. 

Edited  by  Philip  Bard.  Eighth  edition. 
Octavo  of  1051  pages,  illustrated.  St.  Louis, 
The  C.  V.  Mosby  Company,  1938.  Cloth, 
$8.50. 

The  eighth  edition  of  this  standard  text- 
book of  physiology  under  the  editorship 
of  Dr.  Bard  represents  a complete  revision 
of  the  previous  editions.  It  is  entirely  re- 
organized, mostly  rewritten,  and  represents 
an  adequate  survey  of  modern  physiology. 

This  book  is  in  no  sense  an  applied  physi- 
ology but  aims  to  supply  the  student  with 
fundamental  knowledge.  Nevertheless,  much 
material  is  included  which  is  of  immediate 
and  practical  value  to  the  physician. 

Dr.  Bard  is  to  be  congratulated  upon  his 
excellent  presentation  of  physiology. 

G.  B.  Ray 

Anatomy  and  Physiology  of  Physical 
Training.  By  Major  R.  W.  Galloway,  M.B. 
Duodecimo  of  182  pages,  illustrated.  Balti- 
more, William  Wood  & Company,  1937. 
Cloth,  $2.50. 

Although  many  works  on  a similar  sub- 
ject have  come  from  British  authors  dur- 
ing the  past  few  years,  this  one  fills  a place 
heretofore  not  covered  by  others. 

A resume  of  this  book  will  give  the 
reasons  for  movements  of  the  muscular 
on  the  skeletal  system  in  certain  groups 
and  not  merely  from  the  standpoint  of 
going  through  the  arc  of  movement. 

The  author  endeavors  to  set  forth  the 
individual  and  group  muscles  entering  into 
the  major  exercises  carried  out  by  upper 


and  lower  extremities,  head,  neck  and 
trunk.  For  example:  in  the  movement  of 
a certain  part  the  muscle  or  muscles  in- 
volved are  named,  then  their  origin  given, 
their  insertion,  and  their  action  or  physi- 
ology. 

The  book  can  well  be  recommended  to 
those  engaged  in  the  art  of  physicial  edu- 
cation, and  migh  serve  as  a good  guide 
to  the  orthopedist. 

Joseph  I.  Nevins 

Diathermy.  Including  Diathermotherapy 
and  Other  Forms  of  Medical  and  Surgical 
Electrothermic  Treatment.  By  Elkin  P. 
Cumberbatch,  M.A.  Third  edition.  Octavo 
of  576  pages,  illustrated.  Baltimore,  William 
Wood  & Company,  1937.  Qoth,  $6.00. 

In  a volume  devoted  exclusively  to  one 
phase  of  physical  therapy  it  is  possible  to 
present  the  subject  in  minute  detail.  The 
author  has  taken  full  advantage  of  this, 
and  has  achieved  a thorough  presentation 
of  the  use  of  diathermy  in  medicine.  Es- 
sential physics  of  the  high  frequency  cur- 
rent and  its  generation  are  clearly  de- 
scribed. A complete  account  of  the  use 
of  both  medical  and  surgical  diathermy  in 
the  specialties  is  included.  Apparently 
there  is  now  less  divergance  between  physi- 
cal therapy  practice  here  and  abroad.  The 
chapters  on  short  wave  therapy  are  excel- 
lent. The  book  is  well  written  and  clearly 
printed  and  illustrated,  and  will  be  of 
value  both  to  the  student  and  the  practi- 
tioner of  physical  therapy. 


Jerome  Weiss 


ORDERING  BOOKS 

As  a service  to  our  readers,  books  listed  in  this  issue  or  any  other  medical  book 
in  print  may  be  ordered  through  T.  H.  McKENNA.  INC.,  878  Lexington  Avenue, 
New  York  City.  Phone  BUtterfield  8-6603. 
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EFFECTS  OF  INSULIN,  METRAZOL,  AND  CAMPHOR 
CONVULSIONS  ON  BRAIN  METABOLISM 


S.  Bernard  Wortis,  M.D.,  New  York  City 
From  the  Department  of  Pathology  of  Bellevue  Hospital , Laboratory  of  Experimental  Neurology 


We  have  been  seeing  a flowering  of  in- 
terest in  chemical  and  electrical  studies 
of  the  nervous  system.  Recent  work  on 
the  effects  of  vitamins,  hormones, 
enzymes,  and  drugs  on  brain  tissue  metab- 
olism has  been  increasingly  apparent  in 
neurologic  and  psychiatric  literature,  es- 
pecially since  the  introduction  of  pharma- 
cologic methods  for  the  treatment  of  men- 
tal disorders.  I shall  attempt  to  give  you 
a brief  review  of  our  knowledge  of  brain 
metabolism  and  indicate  some  of  the  ef- 
fects of  insulin,  metrazol,  and  camphor  on 
brain  metabolism. 

The  central  nervous  system  is  known 
to  be  especially  sensitive  to  changes  in 
ox}^gen  tension — and  many  abnormal 
mental  symptoms  appear  in  states  of 
anoxemia,  or  on  exposure  to  atmospheres 
of  low  oxygen  tension.  Humans  sub- 
jected to  insufficient  oxygen  supply  to  the 
brain  show  evidence  of  disturbed  cortical 
function  as  shown  by  writing,  word  as- 
sociation tests,  speech  disturbance,  psy- 
chic disturbances,  and  lowered  auditory 
sensitivity.  Severe  and  prolonged  reduc- 
tion of  brain  oxidations  may  produce 
permanent  interference  with  finer  dis- 
criminations as  measured  by  conditioned 
reflexes,  coma  or  convulsive  seizures.  It 
requires  greater  oxygen  deficiency  to  dis- 
turb functions  of  the  brain  stem  than  to 
impair  cortical  function. 

The  processes  of  tissue  metabolism  are 


not  fundamentally  different  in  peripheral 
and  central  nervous  tissues,  but  there  are 
indications  of  a quantitative  difference  in 
the  oxidative  processes  of  these  nervous 
tissues.  It  has  been  known  for  many 
years  that  brain  tissue  utilizes  a consider- 
able amount  of  oxygen  and  that  carbo- 
hydrate is  the  most  important  foodstuff 
concerned  in  brain  metabolism.  Glucose 
is  the  normal  fuel  oxidized  by  brain  but 
lactic  acid  is,  also,  easily  burned  and  pos- 
sibly galactose,  fructose,  glutamic  and 
succinic  acids  can  be  utilized  in  small 
quantities.1'3 

Experimental  study  of  brain  metab- 
olism has  been  accomplished  mainly  by 
three  methods: 

1.  The  Barcroft- Warburg  method  (or  one 
of  its  recent  modifications)  wherein  small 
amounts  of  accurately  weighed  living  brain 
tissue  are  kept  under  nearly  physiological 
conditions  and  the  gaseous  metabolism,  i.e., 
the  oxygen  consumption  and  carbon  dioxide 
production  are  accurately  measured. 

2.  The  method  of  simultaneous  arterial 
and  venous  puncture  with  analysis  of  the 
blood  leaving  and  entering  the  organ.  The 
oxygen  and  carbon  dioxide  content  of  the 
blood  is  determined  by  the  method  of  gas 
analysis  described  by  Van  Slyke  and  Neill. 
For  studies  of  brain  metabolism  samples  are 
taken  from  the  internal  carotid  artery  and 
the  deep  jugular  vein. 

By  both  methods,  one  may  measure  the 
oxygen  utilization  and  the  respiratory 
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quotient  (R.Q.)  of  the  tissue.  From  the 
known  chemical  compositions  of  the  basic 
foodstuffs  one  can  calculate  the  character- 
istic respiratory  quotient  (R.Q.)  for  carbo- 
hydrate or  lactic  acid  to  be  1.0,  protein  to 
be  0.82,  and  fat  0.70. 

3.  Furthermore  by  placing  normal  brain, 
spinal  cord  or  meningeal  tissue  in  physio- 
logical solutions  (Ringer  phosphate  buffered 
to  pH.7.4  or  bicarbonate  buffered  solutions 
or  blood  serum  or  plasma)  containing  vari- 
ous foodstuffs,  and  measuring  by  exact 
chemical  quantitative  methods,  the  concentra- 
tion of  such  foodstuffs  in  the  solution  at  the 


The  brain  tissue  of  normal  warm 
blooded  animals  so  far  studied  (human, 
monkey,  cat,  rat,  mouse)  yield  a respira- 
tory quotient  of  unity,  indicating  that 
brain  tissue  normally  oxidizes  carbohy- 
drate. As  has  already  been  stated,  other 
substances  can  be  oxidized  by  brain  but 
all  other  oxidizable  substances  exist  in 
the  blood  (under  normal  conditions)  in 
very  small  concentrations.  It  is  therefore 
obvious  that  carbohydrate  must  be  the 
brain’s  chief  fuel.  In  the  normal  and  in 
the  diabetic  animal,  both  glucose  and  lac- 


Chart  I — Effect  of  Insulin,  Metrazol,  and  Camphor  on  Oxygen  Consumption  of  Brain 
Tissue  of  Animals  with  Convulsions 


Tiae  in  minutes  30  60  90  120  0 


50  60 


90  120 


Brain  Tissue  in  plain  Ringer’s  phosphate  solution  pH.  7.4  at  37.5°  C. 


beginning  and  end  of  an  accurately  timed 
experiment,  one  can  determine  the  ability 
(and  rate)  of  normal  brain  to  utilize  such 
foodstuffs.  In  addition,  by  analyzing  (for 
sugar,  lactic  acid  or  other  substances) 
samples  of  blood  entering  and*  leaving  the 
brain  one  can  determine  the  ability  of  the 
brain  to  take  up  foodstuffs  from  the  blood 
or  add  different  substances  to  the  blood. 

Each  of  the  methods  enumerated  has 
its  particular  technical  advantages  and  its 
definite  limitations.  The  original  work 
reported  in  this  paper  was  mostly  done 
by  the  Barcroft-Warburg  technic,  al- 
though certain  quantitative  estimations 
were  made  by  standardized  accredited 
chemical  methods.  Normal  brain  tissue 
of  the  human,  monkey,  cat,  rat,  and 
mouse  were  used.  For  exact  description 
of  the  technic  the  reader  is  referred  to 
earlier  publications.*'7 


tic  acid  are  taken  up  by  the  brain  from 
the  blood.  These  substances  are  not  con- 
verted to  glycogen  by  the  brain,  and  fur- 
thermore glycogen  is  not  stored  by  the 
brain.  The  oxygen  uptake  of  the  brain 
of  normal  animals  after  insulin  convul- 
sions is  appreciably  smaller  than  normal. 
This  effect  is  due  to  the  fact  that  the 
blood  sugar  (and  also  the  amount  of 
sugar  in  the  brain)  is  very  much  dimin- 
ished. The  brain  utilizes  approximately 
ten  per  cent  of  the  oxygen  taken  in  by. the 
animal.8 

Previous  work7  has  shown  that  the 
brain  tissue  of  smaller  animals  has  a 
greater  oxygen  uptake  per  milligram  of 
tissue  per  hour  than  that  of  larger  ani- 
mals. It  has  also  been  shown  that  in 
animals  of  the  same  species  the  brain  tis- 
sue of  the  younger  animal  always  has  a 
greater  oxygen  consumption  per  milli- 
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gram  of  tissue  than  the  adult.  This 
avidity  for  oxygen  characteristic  of  young 
brain  tissue  may  explain  the  common  oc- 
currence of  convulsive  seizures  during 
childhood  when  toxic  factors  probably 
more  easily  impair  brain  oxidations. 

The  oxygen  consumption  of  gray  mat- 
ter is  greater  than  that  of  the  white  sub- 
stance of  the  brain.  This  has  also  been 
demonstrated  by  Holmes1  who  has  shown 
that  the  distributions  of  certain  enzymes 
and  catalysts  like  indophenol  oxidase  and 
of  cytochrome  run  roughly  parallel  both 
to  each  other  and  to  the  rate  of  oxygen 
consumption  of  different  types  of  nerv- 
ous tissue.  Furthermore  different  parts 
of  the  brain  require  different  amounts  of 
oxygen.  This  is  in  part  reflected  by  the 
angio  architecture  of  the  different  brain 
areas.  Moreover  metabolic  studies  of  iso- 
lated brain  tissue  indicate  that  the  oxygen 
utilization  in  order  of  oxygen  requirement 
is  cerebellar  cortex,  cerebral  cortex,  cor- 
pus striatum,  cornu  ammonis,  thalamus, 
globus  pallidus,  and  finally  the  medulla 
requires  the  smallest  amount  of  oxygen.2 

Effects  of  Some  Drugs 

In  1934  I reported  on  the  effects  of 
some  drugs  on  brain  oxidations.4  At  that 
time  it  was  stated  that  “insulin  diminishes 
the  oxygen  consumption  of  brain  tissue, 
and  this  cellular  anoxemic  effect  may 
possibly  account  for  the  clinical  sympto- 
matology — confusion,  excitement  and 
convulsions — that  one  sees  in  hyperin- 
sulinism.”  At  the  same  time  the  effects 
of  other  drugs  were  reported. 

The  problem  of  the  action  of  narcotics 
and  other  substances  on  brain  tissue  has 
received  much  attention  by  Warburg, 
Quastel,9  Holmes,1  Gerard,10  Emerson, 
and  others.  There  is  no  good  evidence 
indicating  that  the  brain  is  not  a homo- 
geneous organ,  metabolically,  any  more 
than  it  is  homogeneous  in  anatomical 
chemical  or  functional  structure.  Vari- 
ous chemicals  very  likely  have  different 
actions  on,  or  affinities  to,  specific  brain 
areas. 

The  remarkable  work  of  Warburg  has 
shown  that  there  are  certain  intracellular 
respiratory  enzymes  which  are  potent  fac- 
tors in  bringing  oxygen  into  a state  of 
availability  or  reactivity.  Enzymes  are 
necessary  for  the  activation  of  oxygen 


and  also  required  to  activate  substrates, 
whose  combustion  represents  the  respira- 
tion of  the  brain  cell. 

The  dehydrogenases  are  examples  of 
such  enzymes.  These  dehydrogenases 
can  be  selectively  poisoned  (inactivated) 
by  specific  drugs.  Narcotics  such  as  the 
higher  alcohols  and  ethyl  urethane  can 
inhibit  dehydrogenase  activity.  Over 
twenty  enzymes  have  been  described  in 
brain  tissue  but  their  exact  function  in 
brain  cellular  metabolism  is  not  yet 
known — furthermore,  practically  nothing 
is  known  of  the  mental  or  behavioristic 
evidences  of  dysfunction  of  such  enzymes. 

In  addition,  brain  cells  contain  certain 
biochemical  systems  not  sensitive  to  cya- 
nide and  in  which  oxygen  plays  the  part 
of  a hydrogen  acceptor. 

Quastel  and  Wheatley9  have  shown  that 
“narcotics  in  general  inhibit  the  oxidation 
by  brain  of  glucose,  sodium  lactate  and 
sodium  pyruvate,  but  do  not  inhibit  the 
oxidation  of  sodium  succinate  and 
p-phenylenediamine.”  They  also  believe 
that  of  “narcotics  belonging  to  the  same 
chemical  type,  those  with  the  greater  hyp- 
notic activity  have  the  greater  inhibitive 
action  on  brain  oxidations.”  In  a later 
paper  these  workers9  give  evidence  to 
show  that  this  inhibition  of  the  oxygen 
consumption  of  brain  tissue  in  the  pres- 
ence of  glucose,  which  is  brought  about 
by  narcotics  is  very  nearly  completely  re- 
versible if  the  tissue  is  washed  in  glucose- 
Ringer  phosphate  solution — even  after 
being  exposed  to  the  narcotic  for  two  and 
a half  hours.  The  inhibition  of  oxida- 
tions and  cellular  function  of  hyoscine, 
mescaline  and  B-phenylethyline  is  also  re- 
versible whereas  that  induced  by  indole  is 
not  reversible.  Most  narcotics  have  one 
common  property,  that  of  inhibiting,  at 
low  concentrations,  the  oxidation  of  sub- 
stances essential  in  the  metabolism  of 
carbohydrates,  e.g.,  glucose,  lactic  acid, 
and  pyruvic  acid. 

Cocaine  and  sodium  cyanide  depress 
the  respiratory  quotient  and  oxygen  up- 
take of  brain  tissue.4  Sodium  bromide, 
although  it  does  not  effect  the  respiratory 
quotient  of  brain  tissue,  appears  to  de- 
press the  ability  of  brain  tissue  to  oxidize 
foodstuffs  as  rapidly  as  under  normal 
conditions.  Dameshek,  Myerson,  and 
Loman11  have  shown,  in  the  human,  that 
under  the  effect  of  large  doses  of  sodium 
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Table  I — Respiratory  Quotient  and  Oxygen  Consumption  in  Cu.  Mm.  per  Mg.  of  Minced 
Brain  Tissue  (Wet  Weight)  from  Normal  Animals  and  from  Animals  Injected  with  In- 
sulin, Metrazol  or  Camphor 


Respiratory  Quotient 

Oxygen  Consumption 

Number 
of  Experi- 
ments 

Plain 
Ringer 
Phosphate 
PH.  7.4 

Ringer 
Phosphate 
with  .2% 
Dextrose  <■ 

Plain  Ringer 
Phosphate 
PH.  7.4 
Minutes 

60  120 

Ringer  Phosphate 
with  .2% 
Dextrose 
Minutes 

60  120 

Normal  Brain 

Rat 

1.00 

.99 

.88 

1.45 

1.12 

2.22 

Normal  Brain 

Cat 

1.05 

.97 

.70 

1.23 

.82 

1.65 

Insulin  (SO  U.  given  intra- 
muscularly to  250  Gra.  rat  to 
convulsions). 

Rat 

8 

.72 

.94 

.47 

.81 

1.22 

2.19 

Insulin  (140  U.  given  intra- 
muscularly to  10  lb.  cat  to 
convulsions).  Brain  hemor- 
rhages very  small. 

Cat 

3 

1.00 

.98 

.23 

.48 

.55 

1.19 

Metrazol  (1  c.c.  given  intra- 
muscularly to  250  Gm.  rat  to 
convulsions). 

Rat 

17 

(plain) 

13 

(dextrose) 

.97 

.99 

.93 

1.55 

1.22 

2.47 

Metrazol  (3H  c.c.  given  intra- 
muscularly to  7Yx  lb.  cat). 

Cat 

3 

1.05 

1.01 

.71 

1.45 

.97 

1.68 

Camphor  in  Oil  (1  c.c.  injected 
intramuscularly  to  250  Gm. 
rat  to  convulsions). 

Rat 

6 

.98 

1.00 

.88 

1.50 

1.24 

2.44 

Camphor  Monobromide  (1.5  c.c. 
injected  intravenously  in  cat 
to  convulsions). 

Cat 

6 

1.03 

.99 

.55 

1.13 

.72 

1.47 

amytal  there  is  a slight  but  definite 
diminution  in  uptake  of  oxygen  and  dex- 
trose by  brain. 

It  is  important  to  emphasize  that  all 
sedatives  do  not  appear  to  interfere 
equally  with  the  access  of  oxygen  to,  or 
its  activation  by,  brain  cells. 

All  these  drug  effects  on  brain  metab- 
olism are  exceedingly  important  and  ad- 
ditional knowledge  of  these  functions  will 
undoubtedly  be  of  much  significance  in 
elucidating  some  aspects  of  mental  dis- 
order and  give  clues  to  methods  of  curing 
mentally  ill  persons. 

Effects  of  Insulin,  Metrazol, 
and  Camphor 

The  recent  use  of  pharmacological 
shock  therapy  for  various  psychotic 
states  has  brought  insulin,  metrazol,  and 
camphor  into  general  interest.12'14 

It  was  thought  important  to  re- 
port the  effects  of  these  drugs  on  brain 
metabolism.  Their  relative  clinical  values 
must  await  unbiased,  carefully  controlled 
statistical  studies  and  their  ultimate  ef- 
fects must  be  tested  by  time. 


Insulin 

The  addition  of  dextrose  or  lactate  to 
the  blood  supplying  the  brain  stimulates 
the  respiration  of  brain  tissue.  Con- 
versely, the  respiration  rate  of  adult  brain 
tissue  decreases  rapidly  when  it  is  de- 
prived of  dextrose.  The  oxidative  stimu- 
lation seems  to  vary  directly  with  the 
concentration  (within  physiologic  limits) 
of  such  foodstuffs  available  to  brain  tis- 
sue. It  must  be  remembered  that  over 
wide  limits  the  effects  of  oxygen  or  dex- 
trose deprivation  can  be  reversible — how- 
ever, beyond  such  limits  the  cellular 
anoxemic  effects  may  become  irreversible 
and  result  in  permanent  damage  to  brain 
cells. 

The  experiments  to  measure  the  effects 
of  insulin,  metrazol  or  camphor  were  car- 
ried out  by  two  methods. 

1.  Each  of  these  drugs  was  injected  into 
normal  animals  until  convulsions  or  coma 
resulted.  The  animal’s  brain  was  rapidly 
removed  and  the  respiratory  metabolism 
of  the  brain  tissue  was  studied  over  a two 
hour  period  in  the  Barcroft-Warburg  unit. 

Study  of  the  brain  tissue,  after  insulin 
was  injected  to  the  production  of  convul- 
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sions  in  previously  starved  animals  showed 
(Table  I)  a marked  depression  of  the 
respiratory  quotient  to  0.72  in  a sugar-free 
medium  and  to  0.94  in  a 0.2  per  cent  dex- 
trose-Ringer  phosphate  medium.  Further- 
more the  oxygen  consumption  of  the  tissue 
is  drastically  diminished  when  sugar  is  not 
available — but  returns  to  normal  within  two 
hours  when  sugar  is  available  to  the  cells. 

2.  In  the  immersion  experiments,  normal 
brain  tissue  was  immersed  in  fluids  contain- 
ing various  concentrations  of  insulin  and 
metrazol  and  the  respiratory  metabolism  of 
brain  tissue  measured  over  a two  hour 
period  while  these  drugs  were  in  direct  con- 
tact with  the  brain.  These  findings  are  in 
Table  II.  It  should  be  noted  that  insulin  had 
no  deleterious  effect  on  the  brain  tissue  in 
this  group  of  experiments. 

In  the  cat  similar  metabolic  effects  are 
noticeable  but  diffusely  located  minute 
brain  hemorrhages  were  observed 
throughout  the  brain  tissue.  Histopatho- 
logic changes  (in  the  human  following 
hyperinsulinemia)  in  the  nature  of 
edema,  degeneration  of  brain  cells,  ex- 
travasation of  red  blood  cells  into 
perivascular  spaces  and  intracerebral  and 
subarachnoid  hemorrhages  have  been  de- 
scribed by  Moersch  and  Kernohan,15 
Vonderahe  and  Keyes,  and  Freed  and 
Riggs.16  The  biochemical  and  some  of 
the  histopathologic  data  seem  to  indicate 
that  there  is  a marked  asphyxia  of  brain 
tissue.  No  doubt  many  of  the  cellular 
changes  are  reversible  but  this  reversi- 
bility of  brain  tissue  to  normal  must  de- 
pend largely  on  the  duration  of  the 
asphyxia  to  which  the  brain  cells  are  ex- 
posed. As  Cobb17  points  out,  losing 


many  nerve  cells  may  be  relatively  harm- 
less for  no  one  knows  how  many  brain 
cells  may  be  lost  without  causing  mental 
impairment.  However,  a “good  remis- 
sion” in  insulin  therapy  of  psychotic 
states  should  not  be  measured  alone  by  the 
yardstick  of  the  patient  “not  disturbing 
his  neighbors.”  There  is  no  doubt  but 
that  if  insulin  injection  resulting  in  hypo- 
glycemia and  brain  cell  asphyxiation  is 
carefully  managed,  the  destructive  cere- 
bral effects  can  be  minimized. 

Insulin  diminishes  the  oxygen  up- 
take of  brain  tissue.  This  was  demon- 
strated by  E.  G.  Holmes1  and  again  by 
the  author.4  The  cellular  anoxemic  ef- 
fect probably  produces  the  convulsive 
phenomena.  However  why  diminished 
oxidations  should  first  produce  a dis- 
charge of  neural  impulses  rather  than  a 
progressive  suppression  of  activity  re- 
quires further  investigation.  There  is 
evidence  that  the  brain  anoxemia  during 
insulin  hypoglycemia  produces  a disturb- 
ance of  the  electroencephalogram  result- 
ing in  concurrent  decrease  and  eventual 
disappearance  of  the  alpha  waves  as  the 
patient  goes  into  coma.  As  the  patient 
comes  out  of  coma,  the  alpha  waves  re- 
turn and  the  record  becomes  more  regu- 
lar. 

Himwich  and  his  coworkers,8' 18  using 
the  in  vivo  technic  of  measurement  of 
blood  going  to  and  coming  from  the  brain 
in  insulin  hypoglycemia  showed  that  the 
oxygen  utilization  and  the  metabolic  func- 
tion of  the  brain  was  decreased  during 
hypoglycemia.  He  reports  that  the  average 
utilization  of  oxygen  before  the  injection 


Table  II — Respiratory  Quotient  and  Oxygen  Consumption  in  Cu.  Mm.  per  Mg.  of  Wet 
Weight  of  Minced  Rat  Brain  Tissue  Immersed  in  Solutions  of  Insulin  and  Metrazol 


Respiratory  Quotient  Oxygen  Consumption 


Number 
of  Experi- 

Plain 
Ringer 
Phosphate 
PH.  7.4 

Ringer 

Phosphate 

with 

Dextrose 

Plain  Ringer 
Phosphate 
pH.  7.4 
Minutes 

Ringer  Phosphate 
with  .2% 
Dextrose 
Minutes 

ments 

LJCXITOSC  ' 

60 

no 

60 

120 

Normal  Rat  Brain 

1.00 

.99 

.88  1.45 

1.12 

2.22 

Insulin  (average  of  .3U.  and  .6U.  in  sac 
of  vessel).  (Contents  of  sac  upset  at 
end  of  fust  60  minutes). 

8 

1.00 

1.00 

.85 

1.39 

1.29 

2.45 

Insulin  (averageof  1.2U.  and  1.3U.insac). 

4 

.90 

1.18 

1.41 

2.55 

Metrazol 

(2%  in  sac) 

(4%  in  sac) 

6 

2 

.... 

.97 

.90 

1.54 

1.30 

1.37 

1.34 

2.55 

2.40 
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of  insulin  was  7.09  volumes  per  cent, 
whereas  during  hypoglycemia  the  average 
cerebral  uptake  was  2.46  volumes  per  cent 
— a fall  of  approximately  65  per  cent. 
The  glucose  utilization  decreased  from 
13.0  to  2.2  Mg.  per  cent  simultaneously. 
It  should  be  emphasized  that  there  is  lack 
of  relationship  between  the  degree  of  hy- 
poglycemia and  the  intensity  and  kind  of 
reaction.  The  pH.  was  found  by  E.  G. 
Holmes1  to  be  higher  in  the  brains  of 
animals  in  which  hypoglycemia  had  been 
produced  by  injection  of  insulin  than  in 
animals  exhibiting  normal  or  elevated 
levels  of  blood  sugar. 

All  the  foregoing  studies  of  brain  ((in 
vivo ” and  “in  vitro”  indicate  that  insulin 
hypoglycemia  drastically  diminishes  the 
blood  sugar — the  prime  foodstuff  available 
for  brain  tissue — and  thereby  drastically 
depresses  the  metabolism  and  oxidations 
of  the  brain. 

Metrazol 

The  metrazol  experiments  were  made 
by  similar  methods.  Studies  of  the  brain 
tissue  removed  after  convulsions  were  ob- 
tained, showed  the  respiratory  quotient 
and  oxidative  metabolism  to  be  normal. 
The  brain  immersion  studies  indicated 
that  the  metrazol  did  not  have  a direct 
toxic  effect  on  normal  brain  tissue.  Fur- 
thermore, the  oxidation  rate  of  brain 
tissue  following  metrazol  convulsions  is 
not  primarily  depressed,  as  occurs  as  long 
as  insulin  hypoglycemia  is  present.  It 
would  appear  that  metrazol  would  there- 
fore under  some  circumstances  be  less 
toxic  than  insulin  on  brain  metabolism. 

Histopathologic  studies  by  Strecker, 
Alpers,  Flaherty,  and  Hughes19-20  made  on 
monkeys  given  metrazol  convulsive  seiz- 
ures also  showed  some  evidences  of 
hemorrhages  into  the  supraoptic  nuclei, 
subarachnoid  hemorrhages  and  one  ani- 
mal had  a tear  of  the  hypothalamus.  They 
report  that  the  brain  cortex  seemed  fairly 
well-preserved.  But  their  experiments 
prove  that  the  longer  or  more  severe  the 
metrazol  reaction,  the  greater  will  be  the 
resultant  cerebral  damage. 

Himwich  and  his  coworkers21  using  the 
in  vitro  technic  and  measuring  the  blood 
constituents  showed  that  metrazol  convul- 
sions were  not  associated  with  lowering 
of  the  blood  sugar,  but  that  metrazol 
diminishes  brain  metabolism  by  decreas- 


ing or  binding  the  oxygen  that  would 
normally  be  available  for  the  combustion 
of  blood  sugar.  Katzenelbogen  has  made 
exhaustive  studies22  of  various  constitu- 
ents in  the  blood  and  cerebrospinal  fluid 
in  metrazol-induced  convulsions  and  he 
finds  a decrease  in  the  blood  CO2  com- 
bining power,  the  blood  and  cerebrospinal 
fluid  pH.,  and  an  increase  in  the  blood 
oxygen  content  (after  convulsions),  the 
blood  and  cerebrospinal  fluid  lactic  acid, 
the  blood  and  cerebrospinal  fluid  sugar, 
the  blood,  and  cerebrospinal  phosphorus. 
Kerr  and  Antaki  have  shown28  that 
there  was  no  significant  change  in  the  car- 
bohydrate content  of  brain  tissue  of  ani- 
mals subjected  to  cardiozol,  picrotoxin  or 
strychnine  convulsions. 

The  acuteness  of  the  metrazol  effect  in 
depressing  brain  metabolism  accounts  for 
the  clinical  experience  that  these  patients 
have  considerable  or  complete  amnesia  for 
the  events  preceding  the  convulsive 
seizure. 

Camphor 

The  camphor  experiments  gave  results 
similar  to  those  obtained  with  metrazol. 
In  animal  experiments  with  camphor 
monobromide  convulsions  made8* 24  in 
1931,  minute  diffuse  hemorrhagic  lesions 
were  found  in  the  brain  tissue.  Neverthe- 
less, here  as  with  the  metrazol-induced 
convulsions,  the  brain  tissue  metabolism 
was  not  disturbed  over  a prolonged  pe- 
riod. 

Brain  tissue  immediately  after  a con- 
vulsion respired  at  a normal  rate  and 
with  a normal  respiratory  quotient  of 
unity,  indicating  adequate  combustion  of 
glucose. 

Discussion 

This  paper  is  not  intended  to  concern 
itself  with  the  refinements  of  the  clinical 
methods  of  giving  patients  insulin,  metra- 
zol or  camphor  convulsions.  Such  direc- 
tions have  already  been  published. 

I would  like  to  indicate  that  this  study 
is  neither  a recommendation  or  a criticism 
of  any  form  of  shock  therapy  for  the 
psychoses.  It  is  my  belief  that  the  psychi- 
atrist should  use  any  method  of  treatment 
that  has  proved  itself  reasonably  safe  pro- 
vided he  has  some  knowledge  of  the 
underlying  pathophysiologic  effect  of  such 
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treatment.  Apparently,  the  available  re- 
ports indicate  that  metrazol  convulsion 
and  shock  treatment  gives  equally  good 
results  as  those  obtained  from  insulin 
shock.  Both  methods  should  be  used  by 
the  psychiatrist  and  both  require  critical 
evaluation.  We  already  know  many  sub- 
stances that  can  change  brain  metabolism, 
and  will  very  likely  soon  find  many  others 
that  will  produce  equally  remarkable  ef- 
fects. It  appears  to  me  that  valuable 
knowledge  of  the  nature  of  mental  illness 
will  only  come  when  our  advances  in  brain 
metabolism  and  brain  chemistry  are  more 
complete.26-28 

Schizophrenia  is  probably  not  produced 
by  a single  cause.  Both  biochemical  and 
psychological  factors  are  important  in 
any  study  or  treatment  of  schizophrenia. 
We,  as  yet,  have  no  direct  evidence  of  the 
biochemical  or  metabolic  disturbance  of 
brain  function  that  obtains  in  schizophre- 
nia. 

We  learned,  even  many  years  ago,20 
that  shock  therapy  is  often  helpful  in  the 
treatment  of  the  schizophrenic  patient. 
The  efficacy  of  these  new  and  valuable 
pharmacologic  and  psychologic  tools  re- 
mains to  be  determined  by  additional  ex- 
perience and  the  passage  of  time.  In  the 
experience  of  most  psychiatrists  it  is  not 
the  type  but  the  duration  of  the  psychosis 
that  is  most  important.  The  therapist  can 
only  save  what  has  not  been  irreversibly 
destroyed  by  the  illness.  Much  schizo- 
phrenic illness  is  a reversible  process.  The 
treatment  for  all  psychoses  must  be  con- 
ducted with  psychotherapeutic  wisdom — 
before,  during  or  after  any  form  of  shock 
treatment.  This  field  of  investigation  is 
only  beginning  to  yield  fruitful  results. 


Conclusions 

1.  The  respiration  rate  and  metabolism 
of  brain  tissue  depend  on  the  presence  of 
adequate  available  oxygen  and  glucose  in 
the  brain  cellular  and  pericellular  tissues. 

2.  As  the  blood  sugar  level  falls  in  in- 
sulin hypoglycemia,  there  is  a concurrent 
fall  of  brain  metabolism  due  to  lack  of 
available  brain  foodstuff.  This  results  in 
cellular  anoxemia  and  asphyxia  with  first 
irritation  and  then  depression  of  brain 
function,  as  indicated  in  the  patient’s  be- 
havior, thinking,  and  the  brain  electrical 
rhythms.  In  deep  prolonged  coma,  some 
brain  cells  may  suffer  irreversible  changes 
if  the  cellular  anoxemia  is  too  severe  or 
too  long-maintained.  Most  brain  cells 
return  to  normal  oxidative  metabolism 
when  sugar  is  available.  Furthermore, 
hemorrhagic  and  edematous  lesions  are 
found  in  the  brains  of  patients  dying  from 
hyperinsulinism  with  hypoglycemia. 

3.  In  metrazol  and  camphor  convul- 
sions, the  blood  sugar  is  not  lowered  and 
therefore  adequate  foodstuff  is  available 
for  brain  tissue;  both  these  convulsants, 
however,  decrease  the  oxygen — partly  by 
slowing  of  cerebral  circulation — which 
would  be  available  and  which  is  necessary 
for  the  normal  combustion  of  sugar  by 
the  brain. 

It  would,  moreover,  appear  from 
my  experiments  that  brain  tissue  oxida- 
tive metabolism  recovers  more  rapidly 
following  metrazol  and  camphor  than  it 
does  following  insulin-induced  hypogly- 
cemic convulsions.  Hemorrhagic  lesions 
are  also  found  in  animals  subjected  to 
prolonged  metrazol  or  camphor  con- 
vulsions. 
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GAS  GANGRENE 

Morbidity  and  Mortality  in  New  York  State  (Exclusive  of  New  York 
City) — Based  on  General  Hospital  Reports  for  the  Years 
1932-1936  Inclusive 

O.  W.  H.  Mitchell,  M.D.,  T.  L.  Bryant,  M.D.,  and  O.  D.  Chapman,  M.D., 

Syracuse 


From  the  Departments  of  Bacteriology  and  P 

Syracuse 

When  a patient  has  or  is  suspected  of 
having  gas  gangrene,  the  discussion 
quickly  turns  to  serum  therapy  as  well  as 
surgical  and  other  procedures.  The  use 
of  gas  gangrene  antitoxin  for  prophylaxis 
is  also  increasing.  Gas  gangrene  antitoxin 
is  expensive  and  the  question  is  fre- 
quently asked  “Why  doesn’t  the  State 
Department  of  Health  furnish  gas  gan- 
grene antitoxin  without  direct  cost  to 
the  patient  or  physician  as  it  does  many 
other  biologicals  ?”  Although  this  com- 
pilation is  not  free  from  error,  and  not 
complete  for  the  area  (New  York  State 
exclusive  of  New  York  City),  the  fig- 
ures will  give  a general  idea  of  the  in- 
cidence of  gas  gangrene.  The  estimated 
population  for  this  area  ranged  from 
5,843,393  in  1932  to  5,981,602  in  1936. 

The  reports  in  this  compilation  were 
assembled  in  the  following  manner.  A 
letter  and  list  of  questions  were  mailed  to 
the  Superintendents  of  all  general  hos- 
pitals of  fifty  or  more  beds  in  New  York 
State.  The  following  information  was 
requested : 

A.  Number  of  gas  gangrene  infections  in 
your  hospital  during  the  last  five  years 
(1932-1936  inclusive). 

B.  Description  of  injuries  or  conditions 
and  their  care  preceding  the  infection. 

C.  Time  elapsing  between  injury  and 
recognition  of  infection. 

D.  Bacteriological  confirmation,  kinds  of 
bacteria  present. 

E.  X-ray  diagnosis. 

F.  Surgical  care  and  general  treatment. 

G.  Specific  treatment:  Serum — prophy- 

lactic use;  serum — curative;  amounts  used, 
source,  cost. 

H.  Results  obtained  — Recoveries  and 
deaths. 

I.  General  statement  regarding  need  and 
value  of  serum. 

The  writers  are  indebted  to  Miss  Ruth  I. 
Stephens  for  assistance  in  compiling  and  tabu- 
lation of  records. 


ib lie  Health  and  Surgery,  College  of  Medicine, 
University 

J.  Suggestions  and  comments. 

Considering  the  number  of  requests  for 
information  received  by  most  hospitals, 
many  of  which  have  difficulty  meeting 
their  immediate  problems,  the  response 
(Table  I)  is  considered  quite  satisfac- 
tory. 

From  the  records  submitted  in  answer 
to  these  questions,  the  total  number  of 
cases  hav£  been  divided  into  four  groups 
(Table  II). 

If  Groups  III  and  IV  are  excluded, 
the  total  gas  gangrene  infections  for  the 
five  years  (1932-1936)  number  135. 
Undoubtedly  a large  percentage  of  pa- 
tients listed  in  Groups  III  and  IV  had 
gas  gangrene  infections.  While  the  num- 
ber of  infections  for  the  five  year  period 
cannot  be  definitely  determined,  the  fig- 
ures give  some  idea  of  incidence. 

From  the  reports  submitted,  Table  III 
based  on  predisposing  factors  has  been 
arranged.  Only  the  135  cases  classified 
in  Groups  I and  II  have  been  used  for 
this  purpose. 

In  this  series,  nine  diabetic  patients 
developed  gas  gangrene  following  ampu- 
tation, all  of  whom  died.  Four  arterio- 
sclerotics  developed  gas  gangrene  fol- 
lowing amputation;  of  these,  three  died. 
Six  diabetics  developed  gas  gangrene  be- 
fore surgical  treatment;  of  these,  three 
died.  (Table  IV) 

In  Table  III,  seven  deaths  are  listed 
under  pregnancy.  A few  statements  con- 
cerning these  patients  are  compiled  in 
Table  V. 

Statements  from  recent  literature  are 
included  for  confirmation  of  and  com- 
parison with  some  of  the  findings  in  this 
report. 

In  1931  a Committee1  from  the  Hos- 
pital for  Joint  Diseases  of  New  York 
City  submitted  a report  on  “Gas  Bacillus 
Infections  in  Amputation  Stumps.”  The 
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authors  state  that  “the  two  types  of  pa- 
tients which  seem  most  likely  to  get  gas 
bacillus  infection  after  amputation  are 
either  the  diabetics  or  the  arteriosclero- 
tics ; these  may  be  considered  as  one  large 
group  of  those  having  vascular  disease 
of  the  extremities.,,  Serum  therapy  for 
prophylaxis  and  treatment  is  discussed 
and  the  following  statement  made:  “We 
feel  that  the  Board  of  Health  of  this 
City  or  State  should  be  encouraged  to 
prepare  and  market  this  serum.” 

In  their  article  “Gas  Gangrene  in  Civil 
Surgery,”  Coller  and  Perham2  reported 
thirty-six  gas  gangrene  patients  observed 
in  the  University  of  Michigan  Hospital 
from  1927  to  January  1936.  Nine  of 
these  infections  were  postoperative.  Four 
of  them  occurred  in  diabetics  who  had 
undergone  amputation.  The  following 
comments  are  made  regarding  serum  for 
prophylaxis:  “Our  experience  with  it  in 
this  group  of  patients  has  been  so  small 
that  no  important  deductions  can  be 
made.  It  is  our  belief  that  in  the  present 
state  of  our  knowledge,  this  antitoxin 
should  be  used  and  in  cases  where  the 
possibility  of  the  infection  is  great,  doses 
approaching  the  therapeutic  titer  are  ad- 
visable.” 

Regarding  the  therapeutic  use  they 
state:  “There  is  strong  clinical  evidence 

Table  I 


Hospitals  reporting  cases  57 

Hospitals  reporting  no  cases  32 

Hospitals  not  replying  25 

Hospitals  acknowledging  letter  but  no  report 4 

Hospitals  replying  but  information  not  available ....  3 

T otal  hospitals 121 


Table  II — Gas  Gangrene  Grouping  of  Cases 
Reported 


Group  I — Patients  with  records  positive  for  gas  gan- 

grene— clinically  and  bacteriologically. 

Group  II — Patients  with  records  incomplete  but  suf- 
ficient evidence  however  to  be  included  as 
gas  gangrene. 

Group  III — Patients  with  records  that  made  the 
diagnosis  questionable. 

Group  IV — Patients  with  data  too  incomplete  to 
determine  accuracy  of  diagnosis. 

No.  cases 
Group  I 87 

Group  II  48 

Group  III  34 

Group  IV  39 

Total  cases  reported 208 

Total  cases  gas  gangrene  (excluding  groups  111 
and  IV) 135 


that  antitoxin  is  effective  in  combating 
the  toxin  once  the  infection  has  become 
established.  In  order  to  readily  combat 
the  strong  hemolytic,  and  local  necrotiz- 
ing properties  of  the  toxin  most  effec- 
tively, the  intravenous  administration  of 
polyvalent  serum  in  therapeutic  doses  is 
the  method  of  choice.  It  should  be  well 
diluted  in  normal  saline  or  glucose.” 

Eliason,  Erb,  and  Gilbert3  recently 
published  an  article  on  gas  gangrene  in 
which  is  a statistical  analysis  of  349  cases 
from  1930  to  1936.  They  state: 

In  the  43  cases  here  reported  from 
the  Hospital  of  the  University  of  Pennsyl- 
vania and  the  Philadelphia  General  Hospi- 
tal, 34  followed  amputations  of  which  23 
occurred  in  diabetic  gangrene,  3 in  senile 
gangrene,  2 in  Buerger’s  disease,  2 follow- 
ing trauma,  and  1 secondary  to  embolus. 
Compound  fractures  preceded  5 occurrences. 
Of  the  4 remaining,  1 occurred  following 
operation  for  peptic  ulcer,  1 after  operation 
for  gall  bladder  disease,  and  only  1 after 
a gunshot  wound:  another  was  secondary 
to  a severe  soft  tissue  contusion. 

Seventy-nine  per  cent  of  the  cases  seen 
in  these  two  hospitals  follow  amputations 
through  clean  fields.  This  is  not  the  ex- 
perience in  hospitals  admitting  a large  num- 

Table  III — Tabulation  of  Predisposing 
Factors 


Cases 

Traumatic 91 

Clean  amputations 13 

Pregnancy 7 

Gun-shot 5 

Miscellaneous 19 

Diabetes 6 

Appendicitis 4 

Urinary  bladder  rupture 2 

Cellulitis 1 

D.  & C.  perineal  repair 1 

Gall-bladder  operation 1 

Intestinal  obstruction 1 

Skin  graft 1 

Strangulated  hernia 1 

Urinary  bladder  operation 1 


19 

Total 135 


Table  IV — Gas  Gangrene  Following  Clean 
Amputation 


Serum  No  Serum 
Alive  Dead  Alive  Dead 

Diabetic 0 0 0 9 

Arteriosclerotic ^ 2 2 0 0 

No  prophylatic  serum  given  these  patients. 

Six  diabetics  developed  gas  gangrene  before  surgical  treat- 
ment. 

Of  these,  three  recovered,  1 of  whom  received  serum ; 
and  3 died,  1 of  whom  received  serum. 
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ber  of  industrial  and  automobile  accidents, 
however. 

Eliason,  Erb,  and  Gilbert  make  the 
following  statements  regarding  serum : 

The  value  of  serotherapy  seems  to  be 
well  established.  A summary  of  its  results 
is  found  in  Table  VII.  The  results  as 
shown  in  Tables  II,  III,  V,  and  VI  very 
definitely  indicate  the  lowest  mortality  with 
serum  therapy  combined  with  conservative 
surgery.  The  value  of  serum  as  a pro- 
phylactic measure  has  not  been  as  defi- 
nitely shown.  Statistics  from  the  War 
(Table  VII)  would  tend  to  show  that  it 
was  useful.  Insufficient  data  have  been 
presented  in  the  literature  regarding  its 
use  in  civil  surgery  to  formulate  any  con- 
clusions. At  the  present  time  perfringens 
antitoxin  is  being  used  prophylactically  in 
both  the  Hospital  of  the  University  of 
Pennsylvania  and  the  Philadelphia  General 
Hospital.  It  is  the  authors’  impression  that 
the  incubation  period  is  longer  and  the 
clinical  signs  milder  after  a prophylactic 
injection  of  serum.  One  must  guard  against 
being  lulled  into  a false  sense  of  security 
because  of  this  delay  in  development  of 
the  disease,  however. 

Table  VI  is  a compilation  of  data 
concerning  the  use  of  antitoxin  for  pro- 
phylaxis and  treatment  in  the  135  cases 
of  Groups  I and  II.  It  is  to  be  noted 
that  nine  of  these  patients  received  pro- 
phylactic injections  and  that  two  died. 
These  two  fatalities  probably  resulted 
from  damage  other  than  gas  gangrene 
infection.  Details  are  given  in  Table  VI. 

Because  of  lack  of  detailed  informa- 
tion, no  attempt  has  been  made  to  deter- 
mine the  amount  of  serum  used  in  every 
case.  Sometimes  it  was  known  to  be 
inadequate.  Regardless  of  amount,  all 
patients  who  received  serum  are  listed 
as  serum-treated. 

It  is  not  easy  to  determine  from  clini- 
cal experience  the  value  of  gas  gangrene 
antitoxin.  Many  of  the  infections  oc- 
cur in  individuals  who  do  not  survive 
for  reasons  other  than  gas  gangrene. 
Some  infected  individuals  not  given  anti- 
toxin recover  because  they  received  other 
forms  of  treatment.  Without  careful  ob- 
servation and  history,  one  should  be  cau- 
tious in  drawing  conclusions.  Continued 
use  and  careful  observations  are  neces- 
sary if  there  is  to  be  better  understand- 
ing of  serum  therapy. 

In  conditions  such  as  severe  trauma 


Table  V — Gas  Gangrene — Pregnancy 


1.  Eight  months  pregnant.  No  fetal  heart  sounds. 
Fever.  Patient  not  examined.  No  operation.  No 
serum.  Diagnosed  at  autopsy. 

2.  Eclampsia.  Secondary  anemia.  Induced  labor. 
Live  child.  No  serum.  Diagnosed  at  autopsy. 

3.  Criminal  abortion.  No  serum.  Diagnosed  at 
autopsy. 

4.  Criminal  abortion.  Confirmed  by  culture.  No 
serum.  Died. 

5.  Criminal  abortion.  No  serum.  Diagnosed  at 
autopsy. 

6.  Miscarriage.  Retained  placenta,  removal  with 
sponge  forceps.  No  serum.  Diagnosed  at  autopsy. 

7.  Self-induced  abortion.  No  serum.  Diagnosed  at 
autopsy. 


Table  VI — Gas  Gangrene 


Serum  Serum 

Prophylactic  Therapeutic  No  Serum 
Alive  Dead  Alive  Dead  Alive  Dead 

Trauma 7 *2  46  19  13  13 

Clean  amputation  0 0 2 2 0 9 

Pregnancy 0 0 0 0 0 7 

Gun-shot 0 0 2 2 0 1 

Miscellaneous. ...  0 0 5 6 3 5 


7 2 55  29  16  35 

9 84  51 


♦Elderly  man  struck  'by  auto.  Compound  fracture 
right  tibia  and  fibula,  bones  protruding.  Incubation  period 
six  days.  “ His  death  was  only  hurried  by  gas  bacillus 
infection  as  his  injuries  were  numerous  and  serious.” 

♦ Man  43  years  old.  Struck  by  auto.  Compound 
fracture  of  tibia  and  fibula,  extreme  trauma  to  soft  part. 
Treatment  for  shock  for  five  hours.  “ A prophylactic  dose 
of  gas  gangrene  — tetanus  antitoxin,  therapeutic  injec- 
tions, amputation  and  X-ray  treatment  were  all  of  no 
avail  in  this  fulminating  case.  The  leg  would  have  been 
amputated  if  shock  had  not  been  so  marked.” 


Table  VII — Tetanus  Morbidity  and  Mortal- 
ity New  York  State  (Exclusive  of  New 
York  *City)  1932-1936  Inclusive 


Morbidity 

Mortality 

Case 

per 

Per 

Fatality 

Year 

Cases 

100,000 

Deaths 

100,000 

Rate 

1932.. 

50 

0.9 

38 

0.7 

76.0 

1933.. 

70 

1.2 

45 

0.8 

64.3 

1934.. 

58 

1.0 

37 

0.6 

63.8 

1935.. 

36 

0.6 

23 

0.4 

63.9 

1936.. 

61 

1.0 

40 

0.7 

65.6 

Table  VIII — Distribution  of  Tetanus  Anti- 
toxin by  New  York  State  Department  of 
Health  1932-1936  Inclusive  (Exclusive  of 
New  York  City) 


Total 
No.  of 
Pack - 

1,500 

units, 

pack- 

10,000 

units, 

pack- 

£0,000 

units. 

Pack- 

Total units 

Year 

azes 

ages 

ages 

ages 

of  antitoxin* 

1932. . i 

46,151 

44,517 

951 

683 

89,945,500 

1933... 

48,591 

46,343 

1,187 

1,061 

102,604.500 

1934... 

53,393 

51,563 

1,040 

790 

103,544,500 

1935... 

54,945 

52,616 

1,337 

992 

112,134,000 

1936.. . 

58.713 

56,476 

1,197 

1,041 

117,494,000 

• During  1936,  the  average  titer  of  tetanus  antitoxin  was 
1,888.43  units  per  c.c.;  maximum  4,150  units;  minimum 
1,250  units. 
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with  soil  contamination,  deep  penetration 
of  tissue  by  dirty  objects,  gun-shot 
wounds,  amputations  necessitated  by  gan- 
grene and  other  trophic  changes,  pro- 
phylactic use  of  gas  gangrene  antitoxin 
should  not  be  overlooked. 

Since  this  report  concerns  infections 
by  spore-bearing  anaerobic  bacteria,  it 
should  be  instructive  to  compare  the  mor- 
bidity and  mortality  of  another  infection 
caused  by  an  organism  of  the  same  genus, 
Clostridium  tetani.  Like  gas  gangrene, 
tetanus  results  from  infection  of  dam- 
aged and  devitalized  tissue.  Tetanus  is  a 
reportable  disease  and  the  statistics  sub- 
mitted were  obtained  from  the  New 
York  State  Department  of  Health. 

During  the  years  1932-1936  inclusive, 
the  morbidity  and  mortality  rates  re- 
ported for  tetanus  in  New  York  State, 
exclusive  of  New  York  City  are  shown 
in  Table  VII. 

If  the  data  submitted  regarding  gas 
gangrene  are  accepted,  they  indicate  that 
infection  by  this  group  of  spore-bearing 
bacteria  are  probably  as  frequent  as 
tetanus. 


For  prevention  and  treatment  of  tet- 
anus, much  antitoxin  is  prepared  and  dis- 
tributed by  the  New  York  State  De- 
partment of  Health;  the  amount  for  the 
years  1932-1936  is  given  in  Table  VIII. 

It  is  hoped  that  the  statistics  offered, 
incomplete  as  they  are,  concerning  gas 
gangrene  in  New  York  State,  exclusive 
of  New  York  City,  will  be  of  value  in 
determining  whether  gas  gangrene  anti- 
toxin should  be  prepared  and  supplied 
by  the  State  Department  of  Health. 

The  lack  of  statistics  regarding  gas 
gangrene  among  civilians  is  unfortunate. 
By  requiring  the  infection  to  be  re- 
ported, interest  would  be  stimulated  and 
valuable  information  made  available. 

Syracuse  University 
(College  of  Medicine) 
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ANIMALS  THEIR  OWN  DOCTORS? 


A physician  of  Sussex,  England,  tells  a 
tale  in  the  British  Medical  Journal  of  a 
wise  dog  with  rheumatism  which  swallowed 
bees  and  recovered.  He  is  Dr.  J.  Stewart 
Richards,  and  describes  the  animal  as  “a 
Sealyham,  aged  6.”  He  goes  on : 

“He  was  not  markedly  intelligent  but  of 
active  habits,  his  main  objectives  in  life 
being  the  pursuits  of  food,  tennis  balls,  and 
rabbits.  At  one  of  my  visits  to  his  home  he 
was  quite  disabled  for  any  active  exercise 
save  a painful  halting  walk;  his  back  and 
buttock  muscles  were  very  stiff  and  tender 
and  obviously  painful.  The  veterinary  sur- 
geon’s diagnosis  was  “rheumatism,”  and 
mine  “fibrous  rheumatism.”  The  condition 
was  attributed  by  his  owner  to  a curious 
habit  he  had  of  sitting  on  a damp  spot,  or 
sometimes  actually  in  water,  to  cool  off  the 
heat  of  the  chase.  The  stiffness  lasted  for 
some  months,  but  when  I next  saw  him  he 
had  completely  recovered.  I asked  for  further 
information  and  was  told  that  for  a short 
time  before  his  recovery  he  had  been  seen 
going  around  the  flower  beds  snapping  up 


bees  and  eating  them.  My  informant  was  my 
niece,  the  owner  of  the  dog,  a dog-lover  and 
an  acute  observer.  Whatever  effect  the  bee 
venom  by  mouth  may  have  had  on  the  dis- 
ease, does  not  the  coincidence  of  the  bee- 
eating and  the  attack  of  rheumatism  suggest 
some  intuitive  impulse  in  animals,  or,  shall 
I say,  empirical  knowledge  of  certain  in- 
ternal remedies  for  their  disorders?  In  the 
matter  of  bee  venom,  have  they  anticipated 
the  researches  of  the  medical  profession? 
Why  do  dogs  so  often  resort  to  eating  grass 
and  that  of  the  coarsest  kind?  Is  it  for 
constipation?  Cows  exhibit  under  certain 
conditions  much  appreciation  of  a lick  of 
salt.  A greedy  dog  I know,  after  unusual 
gorging,  resorted  to  a sun-warmed  stagnant 
pond  and  drank  freely.  Almost  immediately 
he  vomited  copiously  and  seemed  greatly  re- 
lieved ; the  water  was  warm  and  foul  enough 
to  act  as  a potent  emetic.  I have  not  read 
any  account  of  the  spontaneous  use  by  ani- 
mals of  internal  remedies  for  their  disorders, 
but  perhaps  this  note  may  elicit  information 
on  the  subject  from  some  of  your  readers.” 


OTITIC  MENINGITIS  DUE  TO  STREPTOCOCCUS 

HEMOLYTICUS 

Operation  and  Recovery 

Maxwell  H.  Kaiden,  M.D.,  F.A.C.S.,  New  York  City 


A.  L.,  white,  male,  aged  seven  years, 
was  admitted  to  the  Polyclinic  Hospital, 
on  the  service  of  Dr.  Kopetzky,  March 
13,  1937,  with  the  following  history: 

One  week  before  admission,  child  com- 
plained of  pain  in  the  right  ear  which  was 
soon  followed  by  a spontaneous  discharge. 
Two  days  later  his  temperature  was  105°F. 
which  came  down  to  normal  on  the  follow- 
ing day.  The  ear  continued  to  discharge 
and  when,  on  the  day  before  admission, 
his  temperature  again  rose  to  104°F.  and 
continued  high,  he  was  brought  to  the 
hospital. 

Previous  history:  Abscess  of  right  ear 
December  1933,  paracentesis,  recovery.  In 
October  1934  he  again  had  an  abscess  of 
the  same  ear,  paracentesis,  recovery.  Ton- 
sillectomy in  1935.  No  history  of  chronic 
ear  discharge.  Other  previous  history  ir- 
relevant. 

Physical  examination : Child  appeared 

acutely  ill.  Temperature  103.6°F.,  pulse 
130,  respiration  twenty-four.  Throat 
normal,  a mucopurulent  discharge  was 
present  in  both  nares.  The  left  ear  drum 
was  normal.  The  right  ear  drum  was 
congested,  bulging  and  the  land  marks 
were  obliterated.  A small  central  perfora- 
tion was  present  in  the  posterior  part  of  the 
right  drum  membrane.  A myringotomy  was 
performed  and  a serosanguineous  discharge 
obtained.  Patient  was  then  admitted  to  the 
hospital,  and  the  usual  laboratory  examina- 
tions, including  x-ray  of  the  mastoids,  were 
ordered. 

March  14:  Child  complained  of  general- 
ized headache,  vomited,  temp.  103  °F. 

March  15:  Temperature  104.6°  F.  Ro- 

entgenograms revealed  large  pneumatic 
mastoids  with  evidence  of  inflammation  on 
the  right  side.  No  breaking  down  or 
coalescence  of  cells.  Petrous  tips  not 
pneumatic. 

Blood  count:  R.B.C.  3,700,000,  Hgb. 
sixty-eight  per  cent  W.B.C.  28,000.  Neu- 
trophiles  seventy-five  per  cent,  lymphocytes 
fifteen  per  cent,  myelocytes  ten  per  cent. 
Slight  achromia. 

Urinalysis,  faint  trace  of  albumin  and 
acetone,  otherwise  normal. 

March  16:  Marked  rigidity  of  the  neck, 
bilateral  Kernig,  suggestion  of  Babinski. 


Temperature  104.2°F.  Ear  very  slight 
serous  discharge,  landmarks  reappearing, 
drum  membrane  flat.  Lumbar  puncture  re- 
vealed cloudy  fluid  under  pressure.  The 
cell  count  was  5355  with  eighty-two  per  cent 
neutrophiles. 

March  17:  General  appearance  of  patient 
about  the  same  as  on  previous  day.  Nuchal 
rigidity  and  Kernig  still  present.  Temp. 
102°F.  No  discharge  from  ear.  Drum 
membrane  almost  normal  in  appearance. 
Spinal  puncture,  twenty-five  c.c.  of  cloudy 
fluid  under  pressure  was  removed.  No 
organisms  were  found  on  smear.  Culture 
of  this  fluid  reported  twenty-four  hours 
later  was  positive  for  streptococcus  hem- 
olyticus. 

March  18:  Condition  unchanged.  Spinal 
tap  revealed  cloudy  fluid. 

March  19:  Blood  culture  proved  negative 
after  forty-eight  hours.  Transfusion  of  120 
c.c.  whole  blood.  As  the  condition  did  not 
improve,  operation  on  the  right  mastoid 
was  undertaken  in  spite  of  the  apparently 
normal  findings  in  the  right  ear. 

Operation:  Right  radical  mastoidectomy 
No  pus,  softening  of  bone  or  congestion  was 
found.  Tegmen  of  mastoid,  antrum,  and 
tympanum  was  then  removed  disclosing  an 
apparently  normal  dura  of  the  middle  fossa. 
A portion  of  the  sinus  plate  was  also  re- 
moved exposing  a normal  sinus  wall.  The 
absence  of  gross  pathologic  findings  or 
leads  discouraged  any  further  surgery.  The 
plastic  operation  on  the  auricle  could  be 
done  when  and  if  the  patient  recovered. 
The  wound  was  therefore  left  open  and 
packed  with  iodoform  gauze. 

Intramuscular  injections  of  prontosil, 
five  c.c.  t.i.d.,  and  prontylin  by  mouth  gr. 
ten  t.i.d.  was  ordered.  The  prontosil  was 
discontinued  after  twenty-four  hours,  while 
the  prontylin  was  continued  for  one  week. 

March  20:  Temperature  103°F.  which 
came  down  to  100°  toward  evening  and  to 
normal  within  a few  days.  Spinal  fluid 
still  cloudy. 

March  22:  Culture  of  spinal  fluid  taken 
two  days  before  still  showed  positive  for 
streptococcus  hemolyticus. 

March  26:  Plastic  operation  on  right 
auricle.  Postauricular  wound  closed. 

April  6:  Patient  discharged  to  O.P.D. 
for  postoperative  care. 
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Comment 

Analyzing  the  case  from  a surgico- 
pathological  point  of  view,  it  seems  evi- 
dent that,  although  gross  pathologic  find- 
ings in  the  temporal  bone  were  lacking, 
the  meningeal  invasion  must  have  taken 
place  via  the  blood  channels  which  pass 
from  the  middle  ear  and  mastoid  through 
the  tegmen.  It  is  reasonable,  therefore, 
that  the  surgical  removal  of  this  plate 
of  bone  interrupted  the  spread  of  the 
infection  and  initiated  the  recovery. 

Encouraging  reports  have  recently  ap- 
peared in  the  literature  from  the  use  of 
a new  sulphonamide  radical  in  infections 
with  the  beta-hemolytic  streptococci.  A 
large  number  of  laboratory  and  clinical 


reports  by  European  and  American  ob- 
servers are  rapidly  accumulating,  show- 
ing that  these  drugs  have  an  inhibitory 
effect  on  the  growth  of  the  hemolytic 
streptococci  in  vito,  facilitating  their  in- 
gestion by  the  phagocytes. 

Based  on  these  reports,  the  author  was 
encouraged  to  try  the  administration  of 
prontosil  and  prontylin  to  this  patient. 
It  appeared  indicated,  since  the  patho- 
logic findings  on  the  operating  table 
seemed  insufficient  to  expect  a cure  from 
the  operation  alone. 

It  is  the  sense  of  the  author  that  the 
two  methods  of  therapy  complemented 
each  other  and  account  for  the  happy  out- 
come in  this  case. 

115  W.  73  St. 


SPONTANEOUS  RECOVERY  FROM  CANCER 


The  frequency  of  spontaneous  cure  in 
cancer  has  been  placed  at  one  case  in  100,- 
000.  In  fully  authenticated  cases  a primary 
growth  has  been  quite  incompletely  removed 
or  merely  subjected  to  biopsy  and  has  never- 
theless later  disappeared,  necropsy  following 
death  from  another  cause  revealing  no  trace 
of  the  growth.  The  subject  of  spontaneous 
recovery  from  cancer  has  recently  been 
reviewed  by  Touraine  and  Duperrat,  who 
discuss  the  circumstances  in  which  it  takes 
place  and  possible  explanations  of  it. 

Of  many  factors  which  have  been  sup- 
posed to  be  responsible  fever  is  most  often 
mentioned,  while  infection  of  the  growth, 
or  the  treatment  of  an  infective  condition, 
such  as  syphilis,  in  which  the  growth  arose, 
has  also  been  given  credit  for  its  regression. 
If  these  influences  play  any  part  they  can 
only  have  this  effect  very  exceptionally : 
infected  growths  frequently  spread  rapidly, 
and  hyperpyrexia  has  been  found  unavailing 
in  the  treatment  of  growths  in  animals,  even 
when  carried  to  a point  which  would  be 
unjustifiably  dangerous  in  man. 

Although  high  temperatures  are  no  more 
lethal  to  cancer  cells  than  to  the  rest  of 
the  body,  it  remains  possible  that  fever  or 
some  other  disturbance  may  exceptionally 
cause  a metabolic  change  inimical  to  the 
cancer  cell.  This  metabolic  hypothesis,  com- 


pletely vague  though  it  is,  appears  to  be  one 
of  the  two  chief  possibilities,  and  it  can  go 
no  further  than  to  suggest  that  in  some 
way  the  nutrition  of  the  growth  is  interfered 
with.  The  other  assumes  the  development 
of  a humoral  immunity,  or  at  least  a specific 
attack  on  the  growth.  Leucocytic  infiltra- 
tion at  the  margin,  which  is  undoubtedly 
more  pronounced  when  the  growth  rate 
is  slow,  and  particularly  so  after  successful 
irradiation,  lends  support  to  the  idea  that 
the  body  is  capable  of  attacking  a growth 
by  the  same  means  as  are  used  against 
foreign  invaders. 

The  existence  of  a specific  antibody  to  the 
cancer  cell  has  been  both  asserted  and 
questioned,  and  the  part  played  by  humoral 
immunity  in  cancer  remains  a matter  of  great 
doubt  and  difficulty.  Regression  occurs  fre- 
quently in  transplanted  animal  tumors;  in 
some  indeed  it  is  the  rule,  and  the  contrast 
between  the  behavior  of  these  transplanted 
tumors  and  spontaneous  growths  is  so 
marked  that  what  is  true  of  one  may  well 
not  apply  at  all  to  the  other. 

There  is  one  encouraging  aspect  of  this 
subject:  the  mere  fact  that  human  tumors 
ever  regress,  however  rarely,  suggests  that 
some  mechanism  exists  by  which  the  same 
result  could  more  often  be  brought  about, 
and  this  may  yet  be  discovered. 


Papers  were  read  at  the  meeting  of  the 
Buffalo  Academy  of  Medicine,  on  May  25, 
on  “Diseases  of  the  Prostate  and  Related 
Conditions,”  with  motion  pictures,  by  Hugh 


H.  Young,  M.D.,  Professor  of  Urology, 
Johns  Hopkins,  and  on  “Lesions  in  Sudden 
Death,”  by  Jacob  Werne,  M.D.,  Assistant 
Medical  Examiner  of  the  City  of  New  York. 


Preventive  Medicine 


Tuberculosis  Control  as  Practiced  by  the  New  York  City 
Department  of  Health 

John  L.  Rice,  M.D.  and  Herbert  R.  Edwards,  M.D.,  New  York  City 
Commissioner  of  Health  ( JLR ) : Director,  Bureau  of  Tuberculosis  ( HRE ) 


Tuberculosis  is  a communicable  disease 
and  its  control  therefore  by  legislative  act 
is  the  duty  of  the  Department  of  Health. 
However,  the  Department  does  not  perform 
all  phases  of  tuberculosis  control.  The  De- 
partment of  Hospitals  provides  beds  for 
the  treatment  of  cases,  and  in  selected  hos- 
pitals operates  outpatient  services  for  the 
care  of  ambulant  cases.  There  are  two 
private  hospitals  which  assume  responsi- 
bility for  a designated  district  for  ambulant 
cases ; one  of  them  also  operates  beds,  pri- 
marily for  patients  clearing  through  their 
clinic.  Other  private  hospitals  are  sub- 
sidized in  part  for  the  care  of  city  cases. 
We  also  consider  the  organized  medical 
profession  as  a part  of  the  city-wide  pro- 
gram. In  addition,  the  various  welfare, 
social  service,  and  nursing  organizations 
contribute  substantially  to  the  program. 
The  voluntary  Tuberculosis  Associations, 
as  well  as  other  such  agencies  have  a defi- 
nite part  to  play  in  the  army  of  workers 
who  are  fighting  against  the  disease. 

The  main  objectives  of  our  program  are 
based  upon  the  fact  that  tuberculosis  is  an 
infectious  disease.  We  consider  infection 
with  the  tubercle  bacillus  a dangerous  mat- 
ter at  any  period  of  life  and  to  be  avoided 
with  all  the  energy  at  our  command.  Thus, 
our  first  responsibility  is  the  proper  isola- 
tion of  the  known  case ; the  second — of  no 
less  importance — is  the  discovery  of  un- 
known cases  before  the  disease  has  pro- 
gressed to  the  advanced  stages. 

The  prosecution  of  our  program  depends 
upon  certain  legislative  assistance,  i.e.,  the 
prompt  reporting  of  cases  by  the  practi- 
tioner, clinic,  hospital  or  other  agency  hav- 
ing knowledge  of  the  existence  of  the  dis- 
ease. The  reporting  of  a case  means  much 
more  to  us  than  the  mere  filing  of  a card 


and  the  building  up  of  numbers  for  annual 
reports.  Each  case  receives  some  degree  of 
supervision  depending  upon  the  conditions 
presented.  Those  under  the  practitioner  are 
encouraged  to  remain  there  if  the  physician 
is  willing  to  assume  the  responsibility  for 
such  supervision.  In  such  cases  the  De- 
partment requires  reports  biannually  as 
many  cases  shift  from  one  physician  to  an- 
other, and  we  insist  that  they  remain  under 
some  supervision. 

Twice  yearly  we  contact  the  physicians 
having  registered  cases  on  whom  there  has 
not  been  a positive  sputum  within  three 
years.  If  he  can  submit  evidence  to  indi- 
cate the  arrest  of  the  disease,  the  case  is 
removed  from  active  supervision.  In  this 
way,  as  well  as  others,  we  constantly  en- 
deavor to  give  careful  consideration  to  the 
rights  and  prerogatives  of  the  practitioner. 
Frequently  in  the  final  clearing  of  these 
cases  the  physician  makes  use  of  our  Con- 
sultation Chest  Service. 

The  Sanitary  Code  makes  provision  for 
the  forcible  detention  of  the  recalcitrant 
case.  This  facility  is  not  utilized  any- 
where near  to  the  limits  of  the  actual  needs 
for  such  service.  The  lack  of  a special  hos- 
pital for  such  cases,  as  well  as  the  acute 
shortage  of  available  beds  has  caused  us 
to  resort  to  this  measure  only  in  extreme 
emergency.  There  is  no  reason,  however, 
why  an  open  case  of  tuberculosis  should  be 
allowed  any  more  privileges  than  any  other 
infectious  and  communicable  disease.  In 
the  use  of  this  regulation,  the  Department 
has  tried  to  bring  to  the  fore  its  educa- 
tional value,  by  raising  detention  as  soon 
as  the  patient  is  ready  to  accept  super- 
vision and  cooperate  in  the  future.  This 
regulation  should  be  used  for  those  cases 
who  so  frequently  sign  themselves  out  of 


Rcctd  at  the  Annual  Meeting  of  the  New  York  Tuberculosis  and  Health  Association, 
New  York  City , March  1,  1938 
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hospitals  against  medical  advice.  The  ju- 
dicious use  of  detention  should  within  a 
reasonable  period  establish  the  fact  in  the 
minds  of  the  populace  that  the  Department 
means  to  control  and  isolate  infection. 

Supervision  of  the  approximately  35,000 
registered  cases  in  the  City  would  not  be 
possible  without  a central  roster.  Such  a 
modern  device  is  set  up  in  our  central  office, 
where  all  cases  reported  are  checked  to  de- 
termine if  they  are  new,  or  if  they  were 
previously  known.  Some  of  the  latter  may 
have  been  arrested  at  one  time  and  have 
become  reactivated.  Frequently  in  such  in- 
stances we  may  have  old  records  and  x-rays 
that  are  of  the  greatest  value  in  a proper 
appraisal  of  the  case. 

Clinic  Services 

One  of  the  major  activities  of  the  Bureau 
of  Tuberculosis  is  the  operation  of  our 
various  clinic  services — Diagnostic,  Con- 
sultation, and  Pneumothorax.  All  of  the 
clinic  services  for  tuberculosis  in  New 
York  City  are  not  entirely  under  the  De- 
partment; some  are  operated  in  public  and 
private  hospitals.  As  of  January  1,  1938, 
there  were  sixty-two  ambulant  clinic  serv- 
ices operating  in  the  City.  The  Depart- 
ment’s responsibility  is  as  follows : 

Diagnostic  services,  eighty  per  cent ; Consulta- 
tion services  for  private  practitioners,  ninety 
per  cent;  Pneumothorax  services,  thirty-one  per 
cent,  and  Hospital  Admission  Clinics,  twenty- 
five  per  cent,  or  a total  of  fifty-eight  per  cent 
for  all  services.  It  is  of  interest  to  note  that  in 
the  Pneumothorax  clinics  the  Department  ac- 
tually carries  forty-five  per  cent  of  the  entire 
case  load. 

In  our  diagnostic  clinics  we  supervise 
the  families  and  contacts  to  most  of  those 
cases  in  hospitals  and  sanatoria,  as  well  as 
the  ambulatory  case.  Our  aim  in  this  work 
is  to  render  a selective  supervision  of  cases 
and  contacts  based  on  the  importance  of  the 
problem  under  consideration.  Thus,  we  en- 
deavor to  promptly  clear  contacts  as  soon 
as  the  source  case  is  known.  Those  not  in 
need  of  further  care  are  discharged,  reserving 
our  energies  for  those  in  which  we  believe 
there  is  a present  or  a potential  problem. 
Three  new  clinics  for  this  type  of  service 
will  be  opened  in  1938  and  there  is  suf- 
ficient evidence  to  indicate  that  at  least  four 
additional  services  should  be  started  in  areas 
not  now  provided  for. 


The  Consultation  Chest  Services  for 
Private  Practitioners  is,  we  believe,  one  of 
our  most  valuable  efforts  to  cooperate  with 
the  private  practitioner.  They  are  designed 
to  meet  that  economic  group  of  patients 
under  private  medical  care  who  are  unable 
to  pay  for  standard  costs  for  chest  con- 
sultation and  x-ray.  These  clinics  are 
scheduled  to  their  full  capacity  and  in  some 
there  is  a waiting  list  two  or  more  weeks 
long.  The  nine  clinics  now  operating 
should  be  doubled  to  give  coverage  in  each 
Health  Center  district,  and  are  included  in 
our  plans  for  expansion. 

The  Pneumothorax  Clinics  represent  the 
only  definite  treatment  facilities  operated  by 
the  Department.  In  this  connection  there 
has  been  some  discussion  as  to  whether  all 
such  services  should  not  be  under  a hos- 
pital. In  theory  that  conclusion  is  justified, 
but  in  practice  the  problem  is  not  so  easily 
solved. 

In  the  first  instance,  the  geographic  loca- 
tion of  our  hospitals  will  not  permit  the 
return  of  all  discharged  cases  to  the  insti- 
tution for  refills.  Furthermore,  with  our 
present  hospital  set-up,  and  probably  any 
possible  plan  in  the  future,  it  will  always 
be  necessary  to  transfer  cases  from  one 
institution  to  another.  Thus,  the  continuity 
of  services  in  a great  percentage  of  cases 
cannot  be  unbroken  from  the  point  of 
initiating  the  pneumothorax  to  its  ultimate 
ambulatory  supervision.  In  tuberculosis  ad- 
ministration, the  greatest  success  is  ob- 
tained when  we  maintain  the  family,  unity. 
Thus,  it  is  not  desirable  to  carry  an  ambu- 
lant case  at  one  clinic  and  the  contacts  to 
that  case  at  another.  In  the  final  analysis 
the  success  of  ambulatory  pneumothorax 
work  depends  upon  the  qualifications  of  the 
physician  in  charge.  In  this  respect  the 
Department  can  provide  a staff  fully  as 
competent  as  that  in  the  hospitals. 

The  practical  side  of  this  problem  is  more 
readily  realized  when  we  consider  that  each 
month  there  are  from  250  to  300  patients  in 
our  hospitals  under  pneumothorax  care  that 
are  considered  ambulatory.  Their  prompt 
transfer  to  the  ambulant  clinic  would  thus 
free  a number  of  beds  and  thereby  increase 
the  use  of  their  limited  facilities.  The 
building  up  of  large  pneumothorax  services 
will  invariably  lead  to  monotony  and 
routinization,  and  it  is  doubtful  if  under  the 
most  capable  guidance  the  individual  would 
be  benefited  as  well  as  if  he  were  in  a 


1030 


JOHN  L.  RICE 


[Volume  38 


smaller  clinic  where  more  individual 
thought  prevails.  Thus,  the  Department 
plans  to  expand  this  service  when  possible 
in  those  districts  not  now  provided  for,  and 
that  are  not  reasonably  convenient  to  exist- 
ing hospital  services. 

The  Hospital  Admission  Clinic  is  logic- 
ally a responsibility  of  the  Department  of 
Hospitals  and  our  activity  in  this  field  at 
present  is  only  to  render  a service  to  that 
Department  until  such  time  as  they  can 
take  it  over  in  its  entirety. 

Case  finding  is  one  of  the  major  responsi- 
bilities of  the  Bureau  of  Tuberculosis.  This 
phase  of  our  tuberculosis  control  program 
should  constitute  about  seventy-five  per  cent 
of  all  efforts;  the  actual  treatment  of  the 
known  case,  the  remaining  twenty-five  per 
cent.  In  actual  practice  it  is  the  reverse. 
The  majority  of  our  cases  are  hospitalized 
in  an  advanced  stage  which  is  very  costly 
both  to  the  individual  and  the  community. 
By  discovering  the  case  late  we  have  al- 
lowed countless  others  to  become  infected 
and  many  will  later  succumb  to  active  dis- 
ease. The  best  control,  therefore,  is  to  dis- 
cover disease  in  its  earliest  stages  before 
infection  has  been  disseminated  to  others, 
and  at  a time  when  the  minimum  amount  of 
treatment  is  necessary.  If  we  spent  the 
proper  proportion  of  funds  in  this  manner 
as  compared  to  actual  care  of  the  sick,  we 
could  without  doubt  materially  reduce  both 
morbidity  and  mortality,  and  eventually  re- 
duce the  demand  for  hospital  beds.  Case 
finding  can  be  conveniently  divided  into 
two  groups  — contacts  and  apparently 
healthy  persons. 

Our  first  responsibility  should  be  among 
contacts  to  known  cases  because  experience 
clearly  indicates  that  the  contact  group  pro- 
duces the  greatest  yield  in  new  cases  at 
the  least  cost  per  case.  It  is  axiomatic 
that  the  more  serious  the  source  case,  the 
greater  will  be  the  number  of  infected  or 
diseased  contacts.  Thus,  the  relative  im- 
portance of  contacts  on  the  basis  of  the 
source  case  would  be  as  follows : 

Tuberculous  meningitis  or  generalized  tubercu- 
losis. 

Pulmonary  tuberculosis  diagnosed  first  at  or 
just  prior  to  death. 

Pulmonary  cases  with  positive  sputa. 

Pulmonary  cases  with  negative  sputa. 

Childhood  type  lesions. 

Positive  tuberculin  reactors. 

There  is  reason  to  believe  that  this  holds 


true  from  the  preschool  age  throughout  the 
remainder  of  life. 

Practically  all  of  the  contact  examination 
work  is  done  in  our  diagnostic  clinics.  In 
this  work  we  place  great  emphasis  on  the 
x-ray  as  it  will  reveal  the  very  early  in- 
filtrates that  produces  no  symptoms,  nor  can 
they  be  detected  by  physical  examination. 
Thus  an  x-ray  is  a routine  procedure  in  our 
clinics. 

The  Consultation  Clinic  is  also  a fertile 
field  for  finding  new  cases.  We  reach  about 
12,000  individuals  a year  and  find  on  the 
average  of  about  seventeen  per  cent  with 
pulmonary  lesions,  most  of  which  are  ac- 
tive. Only  about  one  in  four  are  minimal 
lesions  and  emphasizes  the  fact  that  when 
symptoms  are  the  basis  of  referral,  we  are 
most  likely  dealing  with  a well-developed 
lesion.  The  physicians  using  the  consulta- 
tion clinic  are  always  urged  to  use  it  for 
contact  examination  for  other  members  of 
the  family. 

In  more  recent  years  we  have  developed 
the  mass  survey  plan  of  case  finding  among 
apparently  healthy  persons.  In  this  en- 
deavor we  have  utilized  a W.P.A.  project 
not  only  to  find  cases,  but  as  a method  to 
establish  new  clinic  services  in  areas  with  a 
substantial  tuberculosis  problem  and  little 
or  no  permanent  service.  The  rapid  paper 
x-ray  has  been  utilized  extensively  and  to 
our  complete  satisfaction.  In  this  work  we 
have  ignored  the  symptom  method  of  selec- 
tion and  have  offered  the  x-ray  to  large 
groups  of  the  population,  chiefly  those  fami- 
lies on  the  Home  Relief  rolls.  These  ef- 
forts have  been  most  productive  in  that  we 
have  found  up  to  six  per  cent  of  those  ex- 
amined with  pulmonary  tuberculosis.  Three 
of  every  four  found  are  in  the  minimal 
stage,  and  about  half  of  all  cases  present 
clinical  symptoms.  In  these  studies  we 
have  reached  approximately  100,000  per- 
sons since  1933.  The  plan  is  so  effective 
that  we  are  making  it  a regular  part  of  our 
services. 

The  material  for  such  surveys  may  be 
selected  to  produce  the  best  results.  Pri- 
marily the  adolescent  and  adult  groups  are 
the  more  important;  the  dark  skinned  races 
will  show  a considerably  higher  incidence 
than  the  white;  and  the  lower  the  economic 
level,  the  more  certain  are  we  to  find 
tuberculosis.  The  follow-up  of  the  suspi- 
cious and  definite  cases  has,  of  course,  been 
an  integral  part  of  the  work.  In  addition 
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to  pulmonary  lesions  we  have  discovered  a 
large  number  of  cardiac  conditions  that  for 
the  most  part  were  not  previously  recog- 
nized and  were  not  under  treatment. 

Through  our  own  facilities,  we  have  de- 
veloped several  interesting  studies.  Since 
1936  we  have  routinely  x-rayed  all  new  ap- 
plicants for  positions  in  the  Department  of 
Health.  In  cooperation  with  the  Civil 
Service  Commission,  we  have  x-rayed  all 
applicants  for  the  Fire  Department,  and 
more  recently  we  are  x-raying  all  applicants 
for  licenses  as  guides.  We  find  on  the  av- 
erage about  one  per  cent  with  pulmonary 
tuberculosis. 

Our  experience  in  case  finding  clearly 
indicates  that  the  methods  are  available  and 
only  the  lack  of  funds  prevents  our  finding 
enough  cases  to  fill  all  available  beds  with 
early  disease.  As  a matter  of  fact,  our  ac- 
tivities in  this  field  are  now  far  beyond  the 
capacity  of  our  hospitals  to  care  for  them. 

In  this  connection  we  must  consider  the 
hospital  problem  in  New  York  City.  At  the 
present  time  we  have  about  one  bed  for 
each  annual  death.  The  ratio  should  be  at 
least  two  beds  for  each  death,  or  an  addi- 
tional 5,000  beds.  Our  hospital  situation  is 
one  of  a chronic  emergency.  True,  it  has 
been  present  for  years,  nevertheless  consid- 
ering the  curability  of  the  disease  when  dis- 
covered early,  and  the  known  facilities  for 
case  finding,  our  situation  can  only  be  con- 
sidered as  worthy  of  emergent  action. 
Delay  in  providing  these  facilities  can  only 
result  in  further  needless  waste  of  life  and 
community  resources.  The  demand  for 
these  facilities  are  no  less  important  than 
the  need  for  parks,  better  housing,  and  a 
score  of  other  community  investments. 

Other  Bureaus  of  the  Department  play 
an  active  part  in  our  control  program. 
Of  the  first  importance  is  the  Bureau  of 
Nursing,  without  which  our  services  would 
be  of  little  value.  In  numbers  our  staff  is 
large,  but  when  spread  over  the  manifold 
duties  imposed  upon  them,  their  accom- 
plishments can  only  be  superficial  in  many 


instances.  Thus,  tuberculosis  nursing  is 
usually  on  a seasonal  basis  the  same  as  the 
acute  communicable  diseases  when  it  should 
be  a consistent  and  continuing  service  to  cope 
with  the  chronic  nature  of  the  disease.  Our 
own  nursing  staff  is  greatly  augmented  by 
the  various  other  nursing  services  in  the 
City.  This  combined  army  of  workers  is  still 
below  the  real  needs  as  indicated  by  our 
problems. 

In  addition  to  our  routine  work,  we  are 
ever  anxious  to  investigate  better  and  more 
efficient  methods.  In  the  Kips  Bay-York- 
ville  district  for  the  past  three  years  we 
have  combined  forces  with  New  York 
Hospital  and  Cornell  Medical  School  in 
an  intensive  study  of  epidemiology  for  that 
area.  In  Mulberry  Health  Center,  operated 
by  the  A.I.C.P.,  we  are  carrying  on  other 
special  studies,  all  of  which  are  leading  us 
to  improved  methods  of  control.  At  this 
time  these  studies  have  helped  us  to  prop- 
erly evaluate  many  procedures  which  have 
resulted  in  the  elimination  of  some  as  value- 
less and  to  strengthen  others.  In  our  own 
clinics  we  are  constantly  developing  newer 
and  more  efficient  methods  of  supervision. 
This  phase  of  our  work  must  continue  so 
that  we  will  use  the  limited  funds  at  our 
disposal  in  the  most  effective  way  possible. 

Educational  activities  are  being  developed 
for  our  own  staff  of  physicians,  nurses,  and 
technicians,  and  we  are  now  ready  to  de- 
velop such  services  in  the  five  medical 
schools,  among  private  practitioners,  other 
health  and  social  agencies,  as  well  as  the 
public  at  large.  In  this  broad  field  we  have 
had  the  support  and  cooperation  of  other  es- 
tablished agencies. 

The  voluntary  agencies  in  the  City,  par- 
ticularly those  devoted  to  tuberculosis  work, 
have  contributed  heavily  to  our  work.  Their 
efforts  directed  to  the  public  at  large  are 
responsible  for  a goodly  share  of  our  ad- 
vancement because  they  have  done  much  to 
mold  public  opinion  to  a point  where  official 
action  takes  place. 

125  Worth  St. 


Albany  County:  The  Woman’s  Auxil- 
iary of  the  Albany  County  Medical  Society 
held  a meeting  in  the  Nurses’  Home  of  the 
Albany  Hospital  on  May  25.  Mrs.  Albert 
Vander  Veer,  2nd  president  of  the  auxiliary, 
presided  at  the  meeting. 


Dr.  J.  Rosslyn  Earp  of  the  New  York 
State  Health  Department  gave  an  address  on 
“State  Medicine.” 

The  meeting  was  well  attended.  It  is 
planned  to  hold  monthly  meetings  with  guest 
speakers. 
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EDITORIALS 


“Ends  and  Means” 

In  his  latest  book,  “Ends  and  Means,” 
Aldous  Huxley  unwittingly  illuminates 
the  American  medical  profession’s  atti- 
tude toward  compulsory  sickness  insur- 
ance. Mr.  Huxley  insists  that  bad  means 
cannot  create  good  ends,  even  when 
employed  with  the  best  of  intentions. 
Reformers  frequently  and  flagrantly  de- 
feat their  purposes  by  employing  methods 
which  create  worse  evils  than  those  they 
set  out  to  correct.  This  is  precisely  the 
case  with  obligatory  health  insurance. 

Experience  has  repeatedly  demon- 
strated that  compulsory  insurance  is  a 
defective  instrument  for  the  production 
of  national  health.  It  fosters  malinger- 
ing and  irresponsibility  in  the  insured 
public,  attributes  in  themselves  incom- 
patible with  any  “genuine  change  for 
the  better.”  There  are  no  compensatory 
benefits  in  the  way  of  improved  medical 
service.  The  profession,  also  deprived  of 
personal  responsibility  and  shackled  by 
bureaucratic  regulations,  sinks  to  the 
level  of  the  despised  “pill-roller.”  Both 
the  opportunities  and  the  incentives  for 
original,  profound  work  are  lacking. 

Those  who  urge  compulsory  sickness 
insurance  would  destroy  the  existing  sys- 
tem of  medical  practice,  which  has 
brought  about  such  notable  gains  in  pub- 
lic health,  without  providing  anything 
better,  or  even  just  as  good,  to  take  its 


place.  Of  this  sort  of  heedless  change, 
Huxley  says:  “It  is  very  important  that 

social  reformers  should  abstain  from 
making  unnecessary  changes  or  changes 
of  startling  magnitude.  Wherever  pos- 
sible, familiar  institutions  should  be  ex- 
tended or  developed  so  as  to  produce  the 
results  desired ; principles  already  ac- 
cepted should  be  taken  over  and  applied 
to  a wider  field.” 

This  is  precisely  the  contention  of  or- 
ganized medicine  in  this  country.  It 
urges  retention  and  extension  of  the 
methods  of  private  practice,  which  has 
demonstrated  its  social  and  scientific 
value  throughout  the  centuries.  It  re- 
fuses to  scrap  tried  and  proven  principles 
for  a system  which  has  failed  completely 
to  demonstrate  any  superiority. 

This  does  not  mean  that  the  American 
profession  is  opposed  to  desirable  inno- 
vations or  to  planning  for  the  future. 
It  is  merely  opposed  to  the  sort  of  plans 
which  are  imposed  from  the  top  by  a cen- 
tralized bureaucracy  rather  than  from  the 
bottom  by  actual  popular  needs. 

As  Professor  David  Mitrany  once  said 
in  an  article  in  the  “Yale  Review,” 
“.  . . planning,  . . . if  it  is  intelligent, 
should  allow  for  a great  variety  of  or- 
ganization, and  should  adapt  the  structure 
and  working  of  its  plans  to  the  require- 
ments of  each  case.”  National  health 
insurance  cannot  and  does  not  do  this. 
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The  kind  of  planning  advocated  by  or- 
ganized medicine — in  which  the  system  is 
devised  by  the  county  medical  society  in 
conformity  to  local  needs — does. 


The  Constitutional  Convention 

The  Constitutional  Convention  is  hold- 
ing public  hearings  on  the  most  important 
questions  before  it.  Almost  twenty  of 
the  652  propositions  submitted  to  it  deal 
with  health  insurance  or  some  other  form 
of  state  medicine.  The  sociological  ad- 
visers to  the  Convention  are  largely  of 
that  lay  welfare  group  which  favors  ex- 
pansion of  governmental  functions  at 
the  expense  of  private  enterprise. 
Obviously  the  profession  must  make  a 
strong  showing  if  it  is  to  prevent  the 
adoption  of  one  of  the  many  propositions 
designed  to  commit  the  state  to  obligatory 
health  insurance — the  most  popular  form 
of  state  medicine  at  the  present  time. 

Five  of  the  measures  before  the  Con- 
vention specifically  authorize  state  health 
insurance.  Another  three  call  for  new 
legislation  to  protect  and  foster  the  public 
health  without  specifying  by  what  means. 
Three  others  charge  the  state  with  the 
provision  of  medical  care  for  all  school 
children,  whether  they  attend  private  or 
public  schools  and  without  regard  for  the 
financial  status  of  the  parents. 

The  whole  trend  of  these  propositions 
is  to  destroy  the  normal  responsibilities 
of  the  individual  and  build  up  state  con- 
trol of  the  masses  of  the  people  by  the 
“bread  and  circus”  method.  Adequate 
medical  care  can  be  furnished  to  the  poor 
and  medically  indigent  without  the  crea- 
tion of  an  elaborate  political  bureaucracy 
and  the  destruction  of  public  morale.  It 
has  been  done  in  emergency  home  medi- 
cal relief  and  other  simple,  logical 
projects  launched  by  the  profession. 
Compulsory  sickness  insurance  fails  to 
provide  for  large  sections  of  the  public 
and  offers  inferior  service  to  the  rest. 

Physicians  must  make  their  voice  heard 
at  the  Constitutional  Convention.  A 
declaration  by  this  body  in  favor  of  com- 


pulsory sickness  insurance  would  give  a 
strong  impetus  to  a dangerous  movement. 
The  Convention  must  be  made  to  see  that 
this  road  leads  away  from  better  health, 
not  toward  it,  and  can  never  command 
wholehearted  medical  support. 


A Little-Known  Cause  of  Drowning 

With  the  season  for  swimming  well 
under  way,  we  must  be  prepared  for  the 
hazards  which  this  sport  presents  in  the 
way  of  disease  and  danger  to  life.  Be- 
sides the  many  cases  of  infections  of  the 
tympanic  cavity  and  nasal  accessory 
sinuses  which  result  from  swimming,  and 
the  danger  that  it  presents  as  a source  for 
the  spread  of  poliomyelitis,  losses  of  life 
due  to  drowning  are  far  too  numerous. 
Physical  safeguards,  when  strictly  ad- 
hered to,  will  save  many  a life;  but  the 
physician  can  absolutely  abolish  drowning 
as  a cause  of  death  in  those  individuals 
who  are  allergic  to  cold. 

A person  who  is  allergic  to  cold  may 
develop  severe  constitutional  reactions 
soon  after  entering  the  water.  A feeling 
of  weakness  is  experienced  which  may  at 
times  assume  real  unconsciousness  and 
the  victim  becomes  totally  helpless.  He 
can  make  no  effort  to  call  for  help,  and, 
unless  soon  rescued,  he  suffers  a complete 
circulatory  failure  and  drowns.  Some 
cases  of  cold  allergy  are  accompanied  by 
urticaria.  In  most  of  them  a fall  in 
blood  pressure,  a rapid  pulse,  and  syncope 
are  noted.1 

Such  people,  therefore,  may  meet  with 
disaster  by  diving  into  cold  water.  Physi- 
cians should  be  on  the  alert  for  these 
cases  so  that  they  may  forestall  accidental 
death  from  drowning  due  to  the  allergic 
state.  The  presence  of  an  allergic  condi- 
tion in  any  patient  calls  for  a test  for 
sensitivity  to  cold.  The  simple  immer- 
sion of  the  hands  in  very  cold  water  for 
several  minutes  will  bring  on  an  anaphy- 
lactic reaction  in  a short  time  in  a sensi- 
tive individual.  Desensitization  may 

1.  Horton  and  Roth:  Proc.  Staff  Meet,  of  Mayo 

Clinic,  12:7,  1937 
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then  be  undertaken  by  repeating  the  above 
procedure  twice  daily  for  three  weeks. 
Horton  and  Roth  also  recommend  in- 
jections of  histamine  as  a desensitizing 
agent. 


Syphilis:  A Preventable  Disease 

The  campaign  against  syphilis  has 
been  welcomed  by  the  medical  profession. 
It  represents  the  victory  of  education 
over  prudery  posing  as  morality.  After 
years  of  persistent  effort,  the  government 
has  finally  recognized  its  responsibility  in 
the  control  of  this  communicable  disease. 
What  is  now  being  done  is  of  inestimable 
value  but  it  is  far  from  being  enough  if 
we  would  eradicate  syphilis.  The  ade- 
quate treatment  of  an  infected  person  is 
vastly  important,  but  far  more  important 
would  have  been  preventing  that  person 
from  having  acquired  syphilis.  In  this 
state,  fortunately,  we  may  now  look  for 
a considerable  decrease  in  the  number  of 
congenital  syphilitics  since  the  enactment 
of  the  law  requiring  a test  for  syphilis 
in  all  pregnant  women.  But  the  incidence 
of  acquired  syphilis  will  not  diminish  as 
long  as  the  question  of  prophylaxis  is 
overlooked. 

Auslander1  says : “No  amount  of  cura- 
tive treatment  will  eradicate  the  disease 
as  long  as  the  factor  of  prophylaxis  is 
ignored.  No  community  undertaking  a 
responsible  program  in  the  control  of 
typhoid  fever  would  permit  carriers  to 
go  unmolested,  or  the  danger  from  a 
polluted  water  or  milk  supply  to  go  un- 
remarked. The  epidemiology  of  syphilis 
and  gonorrhea  requires  that  equally 
stringent  methods  be  applied  to  the  con- 
trol of  these  diseases.”  This  is  the  ideal 
we  hope  for.  Unfortunately,  however,  it 
will  never  be  realized  in  the  control  of 
syphilis  until  the  problem  of  prostitution 
has  been  solved  successfully.  Legislation 
will  never  rid  the  community  of  this 
source  of  infection.  The  apprehension  by 
the  police  of  an  infected  prostitute  oc- 
curs only  after  she  has  spread  the  disease. 

Therefore,  until  such  time  as  this  prob- 


lem is  solved,  it  is  essential  that  the 
knowledge  of  the  prophylactic  measures 
which  the  medical  profession  knows  are 
effective  against  the  contagion  of  syphilis 
be  widely  disseminated  to  the  public  as 
a part  of  the  campaign  against  this  dis- 
ease. The  contention  that  such  knowledge 
would  lead  to  sexual  promiscuity  is  no 
argument  to  be  entertained  when  a de- 
vastating disease  such  as  syphilis  can 
very  easily  be  wiped  out.  If,  by  the  open 
teaching  of  how  to  prevent  syphilis,  the 
dread  late  results  such  as  paresis,  tabes 
dorsalis,  cardiovascular  lesions,  blindness, 
deafness  and  many  others  can  be  totally 
eliminated,  will  not  something  monu- 
mental have  been  accomplished  ? 

And  if  further  evidence  is  needed  to 
impress  the  public  with  the  urgent  need 
for  instruction  in  the  prophylaxis  against 
syphilis,  we  appeal  to  the  taxpayers’ 
pocketbook.  Kaufman,2  in  his  report  of 
an  outbreak  of  syphilis  started  by  one 
prostitute,  states : “Aside  from  the  physi- 
cal, mental  and  sociological  damage  done 
by  this  lone  fountain  of  infection,  the 
economic  cost  to  the  community  is  of 
some  concern.  If  we  can  say  that  it  costs 
approximately  $300  to  treat  a case  of 
syphilis  to  its  conclusion  . . . .”  one 
can  appreciate  the  saving  that  can  be 
realized  by  the  teaching  of  precautionary 
measures. 


CURRENT  COMMENT 

“If  our  democratic  processes  are  to 
survive,  we  must  have  flexible  stability  and 
orderly  change  in  society.”  Comment  made 
by  Dr.  E.  D.  Grizell,  Professor  of  Educa- 
tion at  the  University  of  Pennsylvania  at 
a section  meeting  of  the  National  Educa- 
tion Association,  on  June  29. 

At  the  same  Association  meeting,  Dr. 
Frank  Kingdon,  President  of  Newark  Uni- 
versity, stated,  “ ‘Many  persons  in  this 
country  today  are  turning  more  and  more 
to  the  government  to  protect  them  against 
powerful  and  intrenched  interests.’  Turn- 
ing to  the  State  and  government  for  se- 
curity, he  added,  meant  that  the  clash  now 
is  not  between  democracy  and  autocracy, 
but  between  democracy  and  security.” — 
From  the  news  report  of  the  Association’s 


2.  Kaufman,  R.  L. : Cal.  and  West  Med.,  48:450, 
1938 


1.  Auslander,  J.:  Med.  Record,  147:553,  1938 


Number  14] 


CURRENT  COMMENT 


1035 


meeting,  to  be  found  in  full  in  The  New 
York  Times  of  June  30. 


“Specialism  continues  to  boom.  Recent 
figures  show  that  more  than  70%  of  the 
nation’s  young  medical  graduates  expect 
to  limit  themselves  to  a single  field.  No 
doubt  at  least  half  of  them  will  forego 
general  practice  entirely. 

“This  indiscriminate  growth  can’t  last 
forever.  Already  there  are  signs  that  a 
weeding-out  process  is  in  the  offing. 

“Most  significant  is  the  rise  of  the  exam- 
ining boards  in  the  various  specialties.  Until 
1927,  there  were  but  two  such  boards.  To- 
day there  are  thirteen  (ten  of  them  products 
of  the  past  six  years).  The  specialist 
lacking  their  approval  threatens  to  become, 
in  time,  as  obsolete  as  yesterday’s  news- 
paper. 

“Such  control  is  not  only  desirable  but 
inevitable.  If  specialism  had  been  allowed 
to  run  wild,  it  would  have  found  itself 
mired  eventually  by  lowered  standards,  gov- 
ernment domination,  or  both. 

“Fortunately,  in  the  present  instance, 
medicine  has  had  the  foresight  to  beat 
government  to  the  draw.  For  that  reason 
alone,  the  movement  to  certify  specialists 
deserves  professional  support.  . .” — H.  Sher- 
idan Baketel,  calling  attention  to  “The  Hand- 
writing on  the  Wall”  in  the  July  issue  of 
Medical  Economics. 


“When  i hear  people  going  on  about 
their  great  love  of  the  poor,  I can’t  help 
recalling  old  Victor  Hugo’s  crack  that  the 
only  good  the  rich  could  do  the  poor  would 
be  to  get  off  their  backs.  And  today  I 
think  that  goes  quite  as  aptly  for  poli- 
ticians, philanthropists,  social  workers  and 
the  whole  kit  and  kaboodle  of  the  ‘social 
minded.’ 

“If  this  country  would*  go  back  to  real 
Americanism,  the  most  radical  social  creed 
on  earth  as  exemplified  by  Jefferson,  Jack- 
son  and  their  kind,  we  would  have  no  need 
for  ‘social  medicine,’  ‘social  security,’  or 
any  other  of  the  ‘social’  abominations  of 
the  New  Slavery  that  Herbert  Spencer 
warned  us  against  more  than  fifty  years 
ago.  . . 

“Back  of  the  social  workers,  the  founda- 
tioners, the  professional  philanthropists  and 
all  who  have  developed  into  beneficiaries 
of  a vested  interest  in  poverty  and*  depend- 
ence are  the  grab-it-alls  whose  vested  in- 
terests and  special  privileges  depend  upon 
the  limitation  of  production  and  the  cur- 
tailment of  opportunity  and  competition. 
Today  the  cost  of  relief  and  the  social 
uplift  are  the  price  paid  for  monopoly. 
The  uplift  is  a stooge  act.  . — Part  of  an 

editorial  discourse  in  the  Illinois  Medical 
Journal  of  June,  taken  from  a column  in 
the  Chicago  Daily  News  by  Harper  Leech. 


MOTHER’S  MILK  FOR  ALL  INFANTS 


Mother’s  milk  is  now  obtainable  in  Indi- 
ana for  all  infants. 

St.  Margaret’s  Hospital  Guild,  a charita- 
ble organization  cooperating  with  the 
Indianapolis  City  Hospital,  is  sponsoring 
a mother’s  milk  station.  The  station  can 
now  supply  milk  to  hospitals  or  to  private 
physicians  on  short  notice. 

The  first  plan,  we  are  told  in  the  Journal 
of  the  Indiana  State  Medical  Association, 
was  to  try  to  obtain  a supply  of  mother’s 
milk  from  the  obstetrical  wards  where 
some  mothers  had  a surplus,  but  this  source 
was  so  variable  that  the  plan  was  not  suc- 
cessful. Then  St.  Margaret’s  Hospital 
Guild  was  asked  to  contribute  funds  for 
the  purchase  of  milk.  These  funds  were 
obtained,  and  mothers  who  had  a surplus 
of  milk  were  paid  for  it.  This  marked  the 
beginning  of  the  St.  Margaret’s  Hospital 
Guild  Milk  Station. 

Since  May  1937,  women  who  have  had 
prenatal  care  and  have  been  delivered  in 


the  Indianapolis  City  Hospital  have  formed 
the  source  of  supply.  These  women  are 
examined  for  contagious  diseases  including 
tuberculosis  and  syphilis.  Each  day  they 
come  to  the  ward,  their  milk  is  expressed 
manually  or  by  electric  pump,  and  the 
milk  is  then  pasteurized  and  given  to  the 
infants  on  the  ward  or  bottled  for  dispens- 
ing. Several  Indianapolis  pediatricians 
have  used  such  milk  for  their  private  cases. 

When  the  population  of  the  premature 
ward  is  low  and  the  income  in  milk  shows 
a surplus,  the  surplus  is  frozen  by  the 
quick  freezing  method  developed  by  the 
Directory  for i Mother’s  Milk,  Inc.,  of 
Boston.  The  frozen  milk,  by  analysis, 
shows  that  the  frozen  product  does  not 
differ  chemically  from  fresh  unfrozen  milk 
even  after  the  lapse  of  one  month.  A study 
of  vitamin  content  by  Dr.  Walter  H.  Eddy 
shows  that  frozen  milk  as  compared  with 
unfrozen  milk  has  lost  none  of  its  vita- 
mins. 


HOUSE  OF  DELEGATES 
MINUTES  OF  THE  ANNUAL  MEETING 
May  9 and  10,  1938 


MONDAY  EVENING  SESSION 

May  9,  1938 

The  session  reconvened  at  8:15  o’clock  in 
executive  session. 

Speaker  Kopetzky  : The  House  will  be  in 

order. 

Mr.  Secretary,  is  a quorum  present? 

Secretary  Irving:  No,  sir,  sixty  is  a quorum, 
and  there  are  not  sixty  here. 

At  8 :30  o’clock  Sergeant-at-Arms  reported 
that  a quorum  was  present. 

Speaker  Kopetzky  : There  being  a quorum 

present,  this  House  is  in  executive  session.  This 
is  a special  session,  this  is  not  a continuation 
of  the  session  which  ended  in  a recess.  This 
session  was  called  under  special  orders  adopted 
this  morning. 

I recognize  Dr.  Cunniffe. 

Dr.  Arthur  J.  Bedell:  Your  marshal  re- 
ports there  are  men  without  badge  in  the  House. 
What  is  your  pleasure? 

Speaker  Kopetzky  : Escort  them  to  the 

door,  and  show  them  the  sign  that  is  marked 
“exit.” 

Secretary  Irving  : Mr.  Dwight  Anderson, 

the  director  of  our  Public  Relations  Bureau,  is 
in  the  room  and  I think  that  he  should  be 
allowed  the  privilege  of  sitting  in  the  House 
during  this  Executive  Session.  He  is  the  man 
who  filters  through  our  information  to  the 
press,  and  he  knows  what  to  keep  out.  Also, 
the  Executive  Secretary  of  the  Legislative 
Bureau,  Dr.  Lawrence,  as  well  as  the  Executive 
Secretaries  of  the  County  Societies  and  the  Pres- 
idents of  some  of  the  County  Societies  are  pres- 
ent, and  I think  they  should  be  permitted  to 
remain. 

Speaker  Kopetzky:  It  is  reported  that  Mr. 

Dwight  Anderson,  the  Director  of  our  Public 
Relations  Bureau,  Dr.  Lawrence,  and  the  Execu- 
tive Secretaries  and  the  Presidents  of  some  of 
the  County  Societies  are  present.  What  is  your 
pleasure  ? 

Dr.  Edward  C.  Podvin,  Bronx:  I move  they 
be  permitted  to  stay. 

Secretary  Irving:  I second  that  motion. 

Speaker  Kopetzky:  It  has  been  regularly 

moved  and  seconded  that  these  gentlemen  be 
granted  the  privilege  of  the  floor.  Is  there  any 
discussion? 

The  question  was  called  for,  and  the  motion 
put  to  a vote,  and  unanimously  carried. 

Speaker  Kopetzky  : The  floor  is  extended 

to  these  gentlemen. 

Dr.  Thomas  M.  Brennan,  Kings : I move 

you,  sir,  that  the  courtesy  of  the  floor  be  also 
extended  to  the  son  of  our  President,  Dr. 
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Charles  Goodrich,  Dr.  Howard  B.  Goodrich, 
who  is  a Councillor  of  the  Missouri  State  Med- 
ical Society. 

The  motion  was  seconded,  and  there  being  no 
discussion,  it  was  put  to  a vote,  and  carried. 

Speaker  Kopetzky:  The  floor  is  also  ex- 

tended to  Dr.  Howard  B.  Goodrich. 

56.  Report  of  Reference  Committee  on  New 

Business  A on  Medical  Advisory 
Committee  to  the  State  Wagner 
Act  Commission 

Section  16. 

Dr.  E.  R.  Cunniffe,  Bronx:  Report  of 

Reference  Committee  on  New  Business  A on 
the  resolution  submitted  by  Dr.  Baehr,  of  New 
York  County,  which  reads  as  follows: 

“Whereas,  the  Wagner  Act  includes  only 
one  physician  on  a Commission  of  thirteen  mem- 
bers which  is  to  survey  and  make  recommen- 
dations concerning  medical  care  for  the  people 
of  the  State  of  New  York,  be  it  hereby 

“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  respectfully  request  His 
Excellency,  the  Governor,  to  designate  a medi- 
cal committee  of  distinguished  physicians  to  act 
in  an  advisory  capacity  to  the  Commission,  and 
be  it  further 

“ Resolved , that  in  making  this  request,  the 
Society  call  attention  to  the  effective  work  of 
the  former  Governor’s  Committee  on  the  Medi- 
cal Abuses  of  the  Workmen’s  Compensation 
Act,  whose  findings  and  recommendations 
resulted  in  widespread  corrective  changes  in 
the  medical  provisions  of  this  law.” 

Your  Committee  is  heartily  in  accord  with 
the  sense  of  this  resolution  and  recommends  its 
approval.  I so  move. 

Motion  to  adopt  the  recommendation  of  the 
Committee  was  seconded,  and  as  there  was  no 
discussion,  it  was  put  to  a vote,  and  adopted. 

57.  Report  of  Reference  Committee  on  New 

Business  A on  Basic  Principles  for 

Permanent  Program  of  State  Medical 
Welfare  Service 

Section  18 

Dr.  E.  R.  Cunniffe  : Report  of  Reference 

Committee  on  New  Business  A on  the  resolu- 
tion submitted  by  Dr.  Marsland,  of  Westchester 
County,  which  reads  as  follows : 

“Whereas,  the  State  Department  of  Social 
Welfare  is  reported  to  be  considering  a general 
revision  of  the  rules  and  regulations  pertaining 
to  medical  welfare  service  throughout  the  State, 
and 

“Whereas,  a committee  of  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  is 
reported  to  be  confering  with  the  State  Depart- 
ment of  Social  Welfare,  with  a view  to  ‘For- 
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mulation  of  rules  satisfactory  to  both  the 
Department  and  the  Profession,’  now  there- 
fore, be  it 

“ Resolved , by  the  Medical  Society  of  the  State 
oi  New  York,  for  the  information  and  guidance 
both  of  its  own  representatives  and  of  the  State 
Department  of  Social  Welfare,  that  it  is  the 
sense  of  this  Society  that  any  permanent  pro- 
gram of  medical  welfare  service,  to  be  satisfac- 
tory and  acceptable  to  the  medical  profession  in 
this  State,  must  conform  with  the  following  gen- 
eral stipulations : 

“(1)  The  medical  aspects  of  medical  welfare 
service  should  be  placed  under  the  effective  con- 
trol and  supervision  of  the  organized  medical 
profession,  in  somewhat  the  same  manner  as 
the  medical  aspects  of  Workmen’s  Compensation 
Service  are  controlled  and  supervised. 

“( 2 ) The  participation  of  the  entire  profession 
in  medical  welfare  service  should  be  encour- 
aged by  minimizing  the  red  tape  and  onerous 
regulations  and  by  a policy  of  reimbursing  local 
welfare  officers  on  the  basis  of  local  fee  sched- 
ules in  accordance  with  the  prevailing  mini- 
mum fees  in  their  localities,  as  determined 
by  conference  between  the  local  welfare  officers 
and  the  local  county  medical  society. 

“(3)  The  welfare  patient  should  be  given 
effective  free  choice  of  physician,  under  the 
same  protective  limitations  as  are  provided  for 
the  injured  workmen  under  the  Workmen’s 
Compensation  Law. 

“(4)  The  provision  of  medical  welfare  service 
by  local  governments  through  county,  city  or 
town  physicians  serving  under  contract  should 
be  actively  discouraged  and  disapproved  as  a 
policy. 

“(5)  Provision  should  be  made  and  standards 
of  eligibility  established  according  to  which 
needed  medical  care  would  be  furnished  for 
indigent  and  near-indigent  families  not  otherwise 
eligible  for  material  relief. 

“(6)  The  routine  use  of  clinics  by  public  wel- 
fare authorities,  thus  avoiding  payment  of  fees 
to  private  physicians,  should  be  stringently 
limited,  and  made  subject  to  medical  consid- 
erations rather  than  economic  considerations.” 
The  Committee  endorses  this  resolution  with 
one  or  two  slight  changes.  Instead  of  the  basis 
of  the  fee  being  the  prevailing  local  fee  sched- 
ule, we  have  written  No.  (2)  as  follows : 

“The  participation  of  the  entire  profession 
in  medical  welfare  service  should  be  encouraged 
by  minimizing  the  red  tape  and  onerous  regula- 
tions and  by  a policy  of  reimbursing  local 
welfare  officers  on  the  basis  of  local  fee  sched- 
ules in  accordance  with  the  prevailing  fees 
recommended  by  the  County  Society  in  their 
localities,  as  determined  by  conference  between 
the  local  welfare  officers  and  the  local  County 
Medical  Society.” 

Further,  instead  of  using  the  term  “near  indi- 
gent families,”  we  have  inserted  the  term  “medi- 
cal indigent  families,”  making  (5)  read: 

“Provision  should  be  made  and  standards 
of  eligibilitv  established  according  to  which 
needed  medical  care  would  be  furnished  for 
medical  indigent  families.” 

As  amended  the  Committee  heartily  endorses 
this  resolution,  and  I recommend  its  adoption. 


The  motion  was  seconded,  and  there  being  no 
discussion,  the  recommendation  of  the  Commit- 
tee was  put  to  a vote,  and  was  carried. 

58.  Report  of  Reference  Committee  on  New 
Business  A on  Review  of  State  Society 
Expenditures  for  last  Five  Years 

Section  11 

Dr.  Cunniffe:  Report  of  Committee  on 

New  Business  A on  the  resolution  submitted  by 
Albany  County,  which  reads : 

“Whereas,  the  work  of  the  Medical  Society 
of  the  State  of  New  York  has  grown  so  exten- 
sive that  it  has  become  necessary  to  divide  it 
among  committees  with  substantial  budgets ; 
and 

“Whereas,  the  State  Committees  try  to  work 
through  the  respective  County  Committees, 
which  apparently  should  also  have  financial  re- 
sources ; and 

“Whereas,  the  County  Societies  have  too 
little  information  available  on  which  to  base  the 
estimate  of  the  budgets  that  should  be  allowed 
to  these  respective  committees,  therefore  be  it 
“ Resolved , that  the  Medical  Society  of  the 
State  of  New  York  prepare  and  furnish  the 
County  Societies  with  a detailed  statement  of 
the  amounts  budgeted  annually  in  the  last  five 
years  to  the  several  Standing  and  important 
Special  Committees  and  the  detailed  amounts 
expended  by  them  respectively  in  that  time ; 
Be  it  further 

“Resolved,  that  the  President  of  the  State 
Society  be  authorized  and  directed  to  appoint 
a special  committee  of  five  members  to  critically 
review  the  expenditures  and  detail  insofar  as 
practical  the  actual  benefits  accrued  to  our 
membership  in  particular  and  the  public  in  gen- 
eral by  the  expenditures  of  these  funds  during 
the  past  five  years  and  that  the  committee  be 
directed  to  file  its  report  together  with  its  rec- 
ommendations concerning  future  spending  poli- 
cies at  the  next  meeting  of  the  House  of  Dele- 
gates ; Be  it  further 

“Resolved,  that  the  Board  of  Trustees  of  the 
State  Society  be  directed  to  appropriate  a suffi- 
cient sum  to  reasonably  cover  the  cost  of  this 
study.” 

The  Committee  begs  to  offer  a substitute 
resolution,  as  follows  : 

“Whereas,  the  work  of  the  Medical  Society 
of  the  State  of  New  York  has  grown  so  ex- 
tensive that  it  has  become  necessary  to  divide 
it  among  committees  with  substantial  budgets : 
and 

“Whereas,  the  State  Committees  try  to  work 
through  the  respective  County  Committees, 
which  apparently  should  also  have  financial  re- 
sources ; and 

“Whereas,  the  County  Societies  have  too 
little  information  available  on  which  to  base  the 
estimate  of  the  budgets  that  should  be  allowed 
to  these  respective  committees,  therefore  be  it 
“Resolved,  that  the  Trustees  of  the  State  So- 
ciety be  requested  to  critically  review  the  ex- 
penditures and  detail  in  so  far  as  practical  the 
actual  benefits  accrued  to  our  membership  in 
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particular  and  the  public  in  general  by  the  ex- 
penditures of  these  funds  during  the  past  five 
years  and  that  the  committee  be  directed  to  file 
its  report  together  with  its  recommendations 
concerning  future  spending  policies  at  the  next 
meeting  of  the  House  of  Delegates;  and  be  it 
further 

“Resolved,  that  the  Committee  recommends  its 
approval  of  resolution  as  amended.” 

That  is,  we  deleted  the  part  asking  that  the 
County  Societies  be  informed  of  this  study,  and 
we  also  deleted  the  recommendation  for  the  ap- 
propriation of  money,  and  changed  the  special 
committee  of  five  to  be  appointed  by  the  Presi- 
dent to  the  Trustees  of  the  State  Society,  with- 
out any  expense. 

I move  you  that  this  substitute  resolution  be 
adopted. 

The  motion  was  seconded. 

Dr.  James  F.  Rooney:  I am  interested  to 

know  just  exactly  what  burden  that  places 
upon  the  Trustees. 

Speaker  Kopetzky  : The  Chairman  of  the 

Reference  Committee  will  answer. 

Dr.  Cunniffe  : I will  read  the  statement 

over  again.  (Dr.  Cunniffe  read  the  original 
resolution). 

Speaker  Kopetzky  : Read  it  as  amended 

now.  (Dr.  Cunniffe  read  the  substitute  reso- 
lution). 

Dr.  James  F.  Rooney:  That  latter  motion 

is  submitted  by  the  Reference  Committee  for 
the  original  resolution? 

Speaker  Kopetzky:  Right. 

Dr.  Rooney  : That  means  the  Board  of 

Trustees  are  to  make  a summary  of  the  ex- 
penditures and  the  relative  value  of  those  and 
present  a report  at  the  next  meeting  of  the 
House.  Is  that  correct  in  effect? 

Speaker  Kopetzky:  That  is  correct. 

Dr.  George  W.  Kosmak:  May  I ask  why 

the  general  public  is  to  be  informed  of  the 
details  of  these  expenditures? 

Speaker  Kopetzky  : That  is  eliminated  as  I 

understood  it,  but  I will  let  the  Chairman 
answer. 

Dr.  Cunniffe:  The  general  public  is  not  to 

be  informed.  We  have  deleted  the  section 
where  the  information  was  to  be  sent  to  all 
the  County  Societies.  The  report  is  to  be  made 
here  to  the  House  of  Delegates  instead. 

Speaker  Kopetzky:  The  report  is  to  be 

made  to  the  House  of  Delegates,  and  no  other 
publication  will  be  made  except  such  as  comes 
to  the  House  of  Delegates  from  the  Board  of 
Trustees,  and  there  is  no  expense  entailed.  It 
is  a matter  for  the  Trustees  to  do  the  work.  Is 
there  any  further  discussion? 

The  question  being  called  for,  the  adoption 
of  the  substitute  resolution  was  put  to  a vote, 
and  carried. 

59.  Report  of  Reference  Committee  on  New 

Business  A on  Medical  Assistance  Bill 

Section  21 

Dr.  Cunniffe:  Report  of  Committee  on 


New  Business  A on  resolution  submitted  by 
Dr.  Solomon  Krell,  of  the  Medical  Society  of 
the  County  of  Bronx,  which  is  as  follows : 
“Whereas,  the  Medical  Society  of  the  State 
of  New  York,  adopting  a National  Public  Health 
Policy,  proposed  that  ‘2.  An  immediate  problem 
is  the  provision  of  adequate  medical  care  for 
the  medically  indigent,  the  cost  to  be  met  from 
public  funds’  (Booth  Report  of  1933)  ; and 
“Whereas,  certain  proposals  in  keeping  with 
the  above  were  enunciated  by  the  Public  Rela- 
tions Committee  and  the  Comitia  Minora  of  the 
Westchester  County  Medical  Society  and  ap- 
proved by  its  membership;  and 

“Whereas,  a bilT7  "known  as  the  Medical  As- 
sistance Law,  was  introduced  in  the  New  York 
State  Legislature  (Assembly  No.  2787,  Int.  No. 
2310),  embodying  the  policy  and  proposals 
mentioned  above;  specifically  providing  for  a 
method  of  administration,  similar  to  the  provi- 
sions of  the  Workmen’s  Compensation  Act, 
under  medical  control  and  allowing  for  free 
choice  of  physician;  therefore, 

“Be  it  Resolved,  that  this  Medical  Assistance 
Bill  which  failed  of  enactment  be  re-introduced 
this  year,  be  carefully  scrutinized,  and  altered 
in  a manner  that  will  be  most  valuable  to  the 
needy  public  and  the  medical  profession,  and 
be  it 

“Further  Resolved,  that  this  bill  be  referred  to 
the  Legislative  Committee  for  study  and  possi- 
ble revision,  with  the  object  of  approving  the 
principles  set  forth  therein.” 

The  Committee  wishes  to  offer  a substitute 
resolution  as  follows : 

“Whereas,  the  Medical  Society  of  the  State 
of  New  York,  adopting  a National  Public 
Health  Policy,  proposed  that  ‘2.  An  immediate 
problem  is  the  provision  of  adequate  medical  care 
for  the  medically  indigent,  the  cost  to  be  met 
from  public  funds’  (Booth  Report  of  1933)  ; and 
“Whereas,  certain  proposals  in  keeping  with 
the  above  were  enunciated  by  the  Public  Rela- 
tions Committee  and  the  Comitia  Minora  of 
the  Westchester  County  Medical  Society  and 
approved  by  its  membership;  and 

“Whereas,  a Bill,  known  as  the  Medical 
Assistance  Law,  was  introduced  in  the  New 
York  State  Legislature  (Assembly  No.  2787, 
Int.  No.  2310),  embodying  the  policy  and  pro- 
posals mentioned  above,  specifically  providing 
for  a method  of  administration,  similar  to  the 
provisions  of  the  Workmen’s  Compensation  Act, 
under  medical  control  and  allowing  for  free 
choice  of  physician;  therefore  be  it 
“Resolved,  that  the  Legislative  Committee  of 
the  Medical  Society  of  the  State  of  New  York 
be  directed  to  consider  and  study  the  best 
means  for  providing  state-wide  medical  care  to 
indigents  at  the  expense  of  the  public  funds  and 
some  report  of  this  study  be  made  at  the  next 
annual  meeting  of  the  House  of  Delegates.” 

I move  this  substitute  motion  of  the  Refer- 
ence Committee  on  New  Business  A. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  the  motion  was  put  to  a vote, 
and  adopted. 

Dr.  Cunniffe  : I move  the  report  of  the 
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Reference  Committee  on  New  Business  A as  a 
whole  as  amended  and  with  the  substitutions. 

The  motion  was  seconded,  put  to  a vote, 
and  carried  unanimously. 

60.  Medical  Expense  Indemnity  Insurance — 
Reconsideration  of  Approval  of  Reference 
Committee  Report  on  This  Item 

Sections  44-66 

Dr.  James  F.  Rooney  : I arise  to  a matter 

of  importance  to  the  Society.  Information  has 
just  been  given  to  me  by  the  Director  of  the 
Bureau  of  Public  Relations,  which  is  a matter 
of  great  importance  to  the  House  and  to  its 
representation  in  the  public  press.  Does  the 
House  care  to  hear  it? 

Speaker  Kopetzky  : Will  you  present  it, 

Dr.  Rooney? 

Dr.  Rooney:  Mr.  Anderson  has  just  in- 

formed me  that  in  the  passage  of  the  Mott  Re- 
port there  is  a provision  in  there  relating  to 
indemnity  insurance,  and  that  the  members  of 
the  press  are  extremely  anxious  to  headline  this 
particular  part  of  today’s  proceedings  in  the 
papers  for  tomorrow.  That  section  of  the  report 
reads  as  follows: 

“Patients  who  are  economically  independent 
should  finance  their  own  medical  bills,  as  at 
present.  The  middle  income  class,  who  are  inde- 
pendent as  regards  material  needs,  but  to  whom 
illness  is  often  an  unbudgetable  and  catastrophic 
calamity,  might  seek  protection  in  group  insur- 
ance for  hospital  expense;  and  in  medical  ex- 
pense indemnity  insurance  for  medical  service.” 

The  reporters  are  very  anxious  to  take  some 
action  upon  this  thing  before  the  press  deadline 
goes  into  effect.  If  some  change  is  not  made  in 
this  resolution,  as  it  was  passed  by  the  House, 
the  press  tomorrow  morning  will  contain  the 
headlines  that  the  Medical  Society  of  the  State 
of  New  York  declares  for  medical  expense  in- 
demnity insurance.  Therefore,  Mr.  Speaker,  I 
would  request  that  someone  who  voted  in  the 
affirmative  upon  this  report, . which  I did  not, 
move  to  reconsider  this  section  of  the  report, 
and  to  discuss  it  in  connection  with  the  Report 
of  the  Reference  Committee  to  whom  the  ques- 
tion of  medical  expense  indemnity  has  been 
referred,  and  to  which  committee  we  have  re- 
ferred several  other  questions  that  arose  in 
Reference  Committee  reports  this  afternoon.  I 
cannot  make  the  motion  because  I did  not  vote 
affirmatively  upon  the  question.  Mr.  Anderson 
tells  me  it  is  a matter  of  great  importance  so 
far  as  the  press  is  concerned  that  the  thing 
should  be  settled,  in  order  that  we  may  not  be 
put  in  a false  relation  before  the  public. 

Speaker  Kopetzky:  The  Chair  will  enter- 

tain a motion  to  reconsider  from  someone 
voting  in  the  affirmative  this  afternoon. 

Dr.  Frederic  C.  Conway,  Albany:  I so 

move. 

The  motion  was  seconded  by  several  who 
said  they  had  voted  affirmatively  on  the  ques- 
tion, was  put  to  a vote,  and  was  carried. 

Speaker  Kopetzky  : The  question  is  pend- 

ing before  the  House  and  open  for  considera- 
tion. The  Committee  that  has  the  other  matter 


in  charge  is  Council  Committee  No.  VI,  of 
whom  Dr.  George  Baehr  is  the  Chairman. 

Dr.  Rooney:  I move  that  we  refer  this  sec- 
tion of  the  Mott  Committee  Report  which  the 
House  has  passed  for  reconsideration  to  that 
Committee  to  consider  in  conjunction  with  their 
report  in  relation  to  Medical  Expense  Indemnity 
Insurance. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

61.  Report  of  Reference  Committee  on  New 
Business  B on  Directory  Listing  of  Members 

Section  26 

Dr.  Thomas  M.  Brennan:  A further  re- 

port of  Reference  Committee  on  New  Business 
B on  the  resolution  offered  by  the  Medical 
Society  of  the  County  of  New  York  and  pre- 
sented by  Dr.  B.  W.  Hamilton,  reading  as 
follows : 

“Whereas,  the  directory  of  the  American 
Medical  Association  lists  its  members  in  bold 
faced  type,  and 

“Whereas,  many  non-members  of  the  Medical 
Society  of  the  State  of  New  York  have  ex- 
pressed a willingness  to  conform  to  the  Princi- 
ples of  Professional  Conduct  though  being  un- 
willing for  economic  reasons  to  join  the  Society, 

“Therefore,  Be  it  Resolved,  that  the  names  of 
members  of  the  Medical  Society  of  the  State 
Society  shall  be  printed  in  the  Directory  in  bold 
faced  type,  and 

“Be  it  Further  Resolved,  the  non-members 
signing  an  agreement  to  abide  by  the  accepted 
Principles  of  Professional  Conduct  shall  have  an 
appropriate  symbol  placed  after  their  names.” 

Your  Reference  Committee  on  New  Business 
B approves  this  resolution,  and  I move  its  adop- 
tion. 

The  motion  was  seconded. 

Dr.  George  W.  Kosmak:  I would  like  to 

correct  that  statement.  These  names  are  not 
printed  in  bold  faced  type  in  any  of  the  direc- 
tories that  I know  anything  about ; they  are 
printed  in  capitals. 

Speaker  Kopetzky:  In  other  words,  the 

Reference  Committee  misnamed  the  case. 

Dr.  Kosmak:  It  makes  a great  deal  of  dif- 

ference in  the  publication  of  these  items.  Hav- 
ing them  in  bold  faced  type  means  another 
font  and  increases  the  expense  of  publication. 
I see  no  need  for  this.  The  American  Medical 
Association  Directory  carries  these  names  in 
simple  capitals,  and  it  seems  to  me  that  is  all 
that  is  necessary.  You  do  not  need  a bold  faced 
type,  which  would  be  in  another  font. 

Speaker  Kopetzky:  You  have  it  in  your 

province  to  make  an  amendment,  if  you  so 
desire. 

Dr.  Kosmak  : I move  to  amend  so  that  the 

resolution  will  read  “in  capitals”  instead  of 
“bold  faced  type.” 

Speaker  Kopetzky  : Do  you  accept  that 

change  ? 

Dr.  Brennan  : I do. 

Speaker  Kopetzky  : Therefore,  it  is  a part 
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of  the  original  recommendation.  You  had  the 
right  to  do  that,  I presume,  having  consulted 
your  Committee  in  absentia.  (Laughter.)  Is 
there  any  further  discussion? 

Dr.  Edward  M.  Colie,  Jr.,  New  York:  The 
proposal  before  us  is  not  that  we  distinguish 
members  of  the  State  Society  and  the  constit- 
uent County  Societies  from  non-members,  as  is 
done  at  present  by  the  use  of  asterisks,  but  that 
we  print  in  capital  letters  the  members  of  the 
Medical  Society  of  the  State  of  New  York,  and 
then  that  we  have  two  other  categories,  namely, 
those  who  give  their  assent  to  the  Principles  of 
Professional  Conduct  and  then  a remaining  class 
of  goats  who  do  not.  Do  the  members  of 
the  House,  if  they  seriously  entertain  this 
proposition,  realize  that  in  doing  that  they  are 
guilty  of  a constructive  libel — it  may  not  only 
be  a constructive  libel  but  it  may  be  an  actual 
libel? 

There  is  another  objection:  the  middle  class, 
those  who  are  willing  to  subscribe  to  the  Princi- 
ples of  Professional  Conduct.  Let  them  be  as 
willing  as  may  be,  I wish  to  remind  the  mem- 
bers of  this  House  of  Delegates,  after  having 
sat  for  many  years  as  a Censor  of  one  of  the 
constituent  County  Societies,  that  we  have  abso- 
lutely no  power  of  discipline  except  over  our 
own  membership,  yet  this  resolution  would  com- 
mit us  to  endorsing  and  to  a certain  extent 
guaranteeing  to  the  public  or  to  those  who 
choose  to  consult  the  Medical  Directory  those 
names  which  are  put  into  the  intermediate  class. 
I hope  that  the  members  of  this  House  of  Dele- 
gates will  not  commit  the  Society  to  any  such 
proposition  as  that. 

Speaker  Kopetzky  : Is  there  any  further 

discussion?  Are  you  ready  for  the  question? 
Those  in  favor  of  the  amended  recommendation 
of  the  Reference  Committee,  namely,  that  these 
categories  be  printed  in  the  Directory,  with  the 
members  of  the  State  Society  printed  in  capital 
letters,  kindly  say  “Aye”;  those  opposed,  “No.” 
Your  amended  resolution  is  lost.  Therefore,  the 
original  resolution  comes  before  you.  Those  in 
favor  of  the  original  recommendation  of  the 
Reference  Committee’s  report  say  “Aye” ; those 
opposed.  “No.”  The  original  resolution  is 
also  lost. 


62.  Reconsideration  of  Approval  of  Report  of 
Reference  Committee  on  New  Business  B 
on  Ex-Mental  Hospital  Patients  a Menace 
as  Automobile  Drivers 

Sections  15-49 

Dr.  Brennan  : Report  of  Reference  Commit- 
tee on  New  Business  B on  resolution  presented 
by  the  County  of  Monroe  in  regard  to  the 
“Menace  of  Ex-Mental  Hospital  Patients  as  Au- 
tomobile Drivers.”  Earlier  in  the  session  your 
Reference  Committee  on  New  Business  B ap- 
proved this.  By  vote  of  the  House  it  was  sent 
ba,ck  to  the  Committee  for  further  discussion.  I 
will  read  the  resolution : 

“Whfreas,  in  the  State  of  New  York  there 
are  annually  admitted  to  the  State  Mental  Hos- 
pitals approximately  fifteen  thousand  patients, 


and  45  per  cent  of  these  are  discharged  or  pa- 
roled, and 

“Whereas,  a large  number  of  those  discharged 
or  paroled  are  automobile  drivers,  many  of 
whom  are  a potential  menace,  be  it 

“ Resolved , on  the  recommendation  of  the  Com- 
mittee on  Nervous  and  Mental  Diseases  that 
the  Medical  Society  of  the  County  of  Monroe 
urge  that  some  measure  be  had  requiring  the 
notification  to  the  Motor  Vehicle  Bureau,  of  all 
patients  discharged  or  paroled  from  State  and 
Private  Mental  Hospitals  in  the  State  of  New 
York,  so  that  appropriate  action  may  be  taken 
by  the  Motor  Vehicle  Bureau,  and 

“Be  it  Further  Resolved,  that  a copy  of  this 
resolution  be  sent  to  the  Council  of  the  Medical 
Society  of  the  State  of  New  York.” 

Your  Reference  Committee  on  New  Business 
B is  in  entire  accord  with  the  suggestion  included 
in  this  resolution.  However,  it  realizes  that  some 
modus  operandi  must  be  worked  out  whereby 
the  purposes  of  the  resolution  become  effective. 

Your  Committee  approves  the  resolution  and 
recommends  that  it  be  referred  to  a Committee, 
special  or  otherwise,  which  will  in  conference 
with  the  counsel  of  the  Society  consider  how 
best  to  bring  about  the  intent  of  this  resolu- 
tion. 

I so  move. 

The  motion  was  seconded,  and  there  being 
no  discussion,  the  motion  was  put  to  a vote, 
and  the  recommendation  of  the  Committee 
adopted. 

Speaker  Kopetzky  : There  is  nothing  fur- 

ther pending  in  your  Committee? 

Dr.  Brennan  : Nothing  further. 


63.  Report  of  Reference  Committee  on 
Report  of  President 

Section  6 

Speaker  Kopetzky  : Reference  Committee 

on  the  Report  of  the  President. 

Dr.  John  L.  Bauer:  Report  of  the  Presi- 

dent has  been  carefully  studied  by  your  Com- 
mittee. They  wish  to  record  that  they  have 
found  the  work  of  the  Society,  during  the  past 
year,  carefully  and  successfully  carried  out. 
The  various  officers  and  committees  have  given 
unstintingly  of  their  time.  Their  activities  have 
been  productive  and  have  advanced  organized 
medicine  in  its  many  phases.  In  this  report  we 
find  six  recommendations,  four  of  which  are 
numbered.  The  fourth,  however,  contains  three 
recommendations,  and  we  shall  report  on  each 
separately. 

The  first  recommendation  reads : “In  the 

interest  of  increasingly  representative  govern- 
ment : Active  officers  and  committee  chairmen 

of  a County  Society  or  those  who  having 
recently  thus  served  are  still  identified  with 
Society  activities  can  usually  best  represent  the 
Society  in  the  House  of  Delegates.  Where  the 
delegation  is  large  or  of  moderate  size  this  is 
easily  accomplished  if  the  County  Society  per- 
ceives the  wisdom  of  such  a policy,  as  is  often 
the  case.  When  the  delegation  is  small,  it  is 
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more  difficult  but  the  wisdom  is  still  apparent 
and  the  possibility,  even  in  a delegation  of  one 
remains.  W e therefore  recommend  that  the 

House  of  Delegates  formally  suggests  the  adop- 
tion of  such  a policy  to  each  and  all  County 
Societies.” 

Your  Committee  is  in  accord  with  the  thought 
contained  in  this  recommendation.  We  realize 
that  in  many  Counties  the  policy  already  exists. 
While  the  suggestion  cannot  be  made  manda- 
tory, we  feel  that  it  would  be  for  the  best 
interests  of  Organized  Medicine  and  so  recom- 
mend. 

I believe  in  this  instance  no  motion  is  in 
order,  Mr.  Speaker. 

The  second  recommendation  reads  as  follows : 
“In  the  interests  of  providing  experienced  re- 
placements in  the  service  of  the  State  Society 
by  those  who  can  serve  for  a period  of  years 
we  recommend  the  policy  of  integrating  a 
studied  gradual  increase  of  younger  men  in  the 
activities  of  the  State  Society,  without  specifica- 
tion, rule  or  limitation  as  to  age  eligibility.” 

Again  we  acknowledge  that  the  recommenda- 
tion is  apparently  for  the  best  interest  of  the 
State  Society  and  to  which  no  valid  objection 
can  be  raised.  We  also  recommend  it. 

I believe  no  motion  is  in  order. 

With  the  permission  of  the  President,  we 
considered  the  fourth  recommendation  before  the 
third,  feeling  that  the  third  might  be  more  or 
less  dependent  upon  the  action  that  the  House 
of  Delegates  might  take  on  the  fourth. 

The  fourth  recommendation  properly  includes 
only  the  first  eight  and  a half  lines  as  follows : 
“It  becomes  increasingly  apparent  that  our 
income  from  dues  may  not  be  sufficient  for 
this  provision  (Rec.  3)  and  other  necessary 
provisions  for  our  membership  (dues  are  less 
than  three  cents  per  day  per  member).  There- 
fore we  recommend  that  the  state  assessment 
upon  members  be  increased  by  at  least  two  cents 
per  day.” 

This  recommendation  is  productive  of  much 
thought  and  we  are  led  to  say  a few  words 
which  we  hope  will  clarify  the  need  for  extra 
State  dues. 

You  must  all  agree  that  the  time  has  unques- 
tionably arrived  when  Organized  Medicine 
needs  to  take  off  its  coat  and  go  to  work. 
The  past  we  cannot  recall.  We  may  have 
delayed  overlong.  The  future  will  be  too  late. 
Now,  in  the  present  we  must  act.  It  is  now 
or  never.  In  order  to  meet  the  many  plans 
which  are  constantly  arising  to  shackle  the  med- 
ical profession  and  make  them  subservient  to 
political  expediency,  interfering  with  the  inter- 
ests of  the  public  sick,  as  well  as  with  the 
standards  of  practice  and  the  liberty  of  the 
physician — and  all  of  the  arguments  are  well 
known  to  everyone — we  need  a great  deal  more 
money.  We  recognize  that  nearly  $160,000 
passed  through  the  Treasurer’s  hands  this  year. 
We  offer  no  criticism  of  how  it  was  spent.  If 
all  of  this  money,  every  dollar  were  to  be 
expended  for  publicity  alone  at  this  time,  it 
would  not  be  sufficient.  We  need  much  more 
to  educate  the  public  and  that  includes  the 
Foundations  which  might  later  swing  over  to 
our  side  and  also  the  high  officials,  not  over- 
looking the  President  of  the  United  States,  to 


arouse  the  public  to  work  for  themselves  and 
Organized  Medicine  by  placing  in  their  hands 
every  weapon  and  every  truth  which  we  pos- 
sess— and  that  would  make  an  active  group  of 
those  favorably  and  intelligently  inclined  out  of 
a passive  group  and  would  also  recruit  to  our 
support  those  who  may  be  in  apposition  because 
of  ignorance  of  misrepresentation:  to  be  ready 
to  meet  future  emergency,  to  be  prepared  to 
inform  every  legislative  or  congressional  rep- 
resentative at  a moment’s  notice,  to  be  equipped 
to  go  into  the  courts  if  necessary,  to  be  rep- 
resented by  the  best  legal  talent,  to  be  assured 
for  every  possible  need  of  militant,  aggressive, 
or  passive  defensive  action,  we  need  money. 
We  have  got  to  uncover  the  truths,  to  inform 
the  public  so  thoroughly  that  they  will  recog- 
nize the  unsatisfactory  medical  service,  the 
overwhelming  expense  of  such  service  and  the 
demoralizing  influence  upon  the  physician  of  any 
form  of  dependent  practice,  of  the  government 
bureaucracy  type — and  we  have  got  to  be 
stronger  than  the  political  schemers.  If  a poor 
hod-carrier  can  contribute  $143  out  of  his  $1300 
yearly  income,  if  the  bricklayer  gives  up  $250 
out  of  a possible  $2600  earning  for  the  year, 
if  a motion  picture  operator,  after  preparing 
by  study  and  practice  and  after  waiting  for  a 
vacancy,  then  is  compelled  to  pay  $750  as  a 
mere  initiation  fee  and  thereafter  $200  a year 
out  of  a salary  of  $3,000 — and  they  do — is  it 
too  much  to  ask  each  member  of  our  State 
Society  to  pay  $18  a year  dues  or  assessment, 
giving  our  Society  approximately  $270,000  a 
year  income?  The  exigency  demands  imme- 
diate action.  There  are  some  members  who 
will  not  understand  and  may  resign.  There  are 
perhaps  some  who  want  everything  for  little 
or  nothing  who  may  resign,  but  the  majority 
of  the  members  will  stand  by  and  rejoice  that 
the  great  Medical  Society  of  the  State  of  New' 
York  is  setting  an  example  for  the  entire  United 
States  and  is  preparing  for  and  going  into 
action.  In  this  time  of  opportunity  and  hazard, 
we  should  not  be  looking  for  only  an  increase 
of  approximately  $8,  or  a total  of  $18,  we 
should  be  unanimous  in  our  recognition  of  the 
need  for  $25.00-$50.00-$100  from  each  member. 
The  osteopaths  have  contributed  in  the  past  as 
much  as  $100  in  a year  for  lobbying.  The 
chiropractors  have  recently  been  heavily  as- 
sessed, reports  giving  it  about  $100  each.  We 
do  recommend  and  move  that  the  dues  be 
increased  to  $18  per  year. 

Speaker  Kopetzky  : That  motion  of  the 

Reference  Committee  is  now  before  the  house. 
Dr.  Louis  H.  Bauer  brought  in  a report  this 
afternoon  recommending  that  the  dues  be  not 
increased.  That  was  laid  on  the  table  pending 
the  reception  of  this  report,  and  now  the  entire 
matter  of  the  assessment  for  the  coming  year 
is  in  your  hands  to  determine.  The  Chair 
recognizes  Dr.  Rooney. 

Dr.  James  F.  Rooney  : If  I had  closed  my 

eyes  a little  while  ago,  I should  have  thought 
that  I had  been  listening  to  a fireside  talk.  I 
am  not  moved  by  what  the  bricklayer  pays, 
or  what  the  plasterer  pays,  to  the  Union  to 
support  walking  delegates  and  the  like.  I am 
not  interested  in  what  the  quacks  pay  to  try 
to  push  legislation  through  the  Legislature  to 
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entitle  them  to  all  the  privileges  of  Medicine. 
I know  what  the  chiropractors  pay  every  year. 
I know  that  twenty  years  ago  they  brought  a 
package  of  $27,000  in  one  dollar  bills  into  the 
last  session  of  the  Legislature  to  try  to  bribe 
the  leader  of  the  majority,  and  I know  exactly 
where  that  fellow  went  with  his  $27,000. 

Today  the  medical  profession  is  taking  care 
of  about  fifteen  to  eighteen  per  cent  of  the  pop- 
ulation of  the  United  States  for  little  or  no  pay. 
Since  1930  every  physician  has  experienced  at 
least  a drop,  except  the  extraordinarily  fortu- 
nate men,  of  about  forty  to  fifty  per  cent  of 
his  total  income.  We  are  not  sure  that  we 
may  not  experience  another  drop  in  our  income. 

The  Board  of  Trustees  are  united  in  believing 
that  there  should  be  no  increase  in  dues  in 
this  Society.  The  Board  of  Trustees  are  united 
in  feeling  that  as  a matter  of  fact  if  there  has 
been  anything  done  there  has  been  too  wide  an 
extension  of  activity  over  too  wide  a surface, 
and  not  deep  enough.  The  Board  of  Trustees 
are  united  in  feeling  that  now,  to  say  the  least, 
is  not  opportune  to  raise  dues.  The  Board  of 
Trustees  see  no  immediate  emergency,  nor  do 
they  see  any  possible  likelihood  whereby  this 
Society  could  raise  enough  money  to  compete 
with  the  highly  financed  propaganda  agencies 
emanating  from  the  District  of  Columbia.  Why 
compete  with  them?  The  thing  to  me,  on  the 
very  face  of  it,  seems  ridiculous.  Eight  dollars 
more  from  each  member  of  this  Society  means 
$90,000  additional,  to  be  spent  for  what?  More 
paid  officers?  More  jobs?  More  support  for — 
well  I shall  not  use  the  comparison? 

I hope,  gentlemen,  with  everything  that  I 
have  in  me  that  you  will  keep  in  mind  not 
just  those  of  you  who  are  here  but  the  compo- 
nent members  of  your  County  Societies  who  in 
many  of  the  rural  districts  today  are  reduced  in 
a certain  way  to  the  sort  of  situation  they  had 
to  meet  when  they  began  the  practice  of  medi- 
cine forty  or  fifty  years  ago:  trade  and  barter, 
and  where  even  eight  dollars  a year  may  make 
the  difference  between  a reasonable  degree  of 
satisfaction  and  the  determination  that  they  are 
paying  too  much  for  what  they  think  they 
get  from  the  State  Society.  Let  us  not  do  that 
to  our  members.  (Applause) 

Speaker  Kopetzky  : We  have  thus  far  pro- 
ceeded with  a certain  degree  of  regularity,  and 
I beg  that  we  continue.  There  are  two  motions : 
one  from  the  table  and  one  a recommendation. 
I am  ready  to  hear  the  motion  that  should  be 
considered  before  the  House.  I took  the  address 
of  the  Trustee  as  an  introductory  to  this  debate. 

Dr.  James  F.  Rooney:  I do  not  want  to 
make  the  motion  that  I intend  to  make  now. 
I feel  that  this  is  a matter  that  should  have 
free  and  open  discussion.  I do  intend  to  make  a 
motion  when  the  House  has  had  an  opportunity 
of  discussing  the  report  of  this  Committee. 

Speaker  Kopetzky  : Very  well ! If  there  be 

no  objection,  we  will  then  proceed  as  if  we  were 
in  a Committee  of  the  Whole,  and  we  will  dis- 
cuss without  a motion. 

Dr.  Thomas  H.  Cunningham:  Dr.  Rooney 
has  tried  to  voice  the  feelings  of  the  Board  of 
Trustees.  I think  that  I can  quite  safely  voice 
the  feelings  of  a minority  of  the  Council.  I 


am  perfectly  sure  that  that  minority  is  very 
much  opposed  to  any  advance  in  our  dues.  1 
say  this  with  all  respect  to  our  beloved  and 
distinguished  President.  I do  not  think  it  is 
necessary  that  we  should  do  this.  It  is  per- 
fectly true  that  at  the  present  time  our  General 
Manager  has  an  amount  of  work  which  it  may 
seem  quite  impossible  for  him  to  handle.  It 
is  because  we  are  not  yet  functioning  under 
the  bare  skelton-like  machinery  which  the  Re- 
vision Committee  planned  last  year.  We  still 
are  in  a transition  stage. 

To  demonstrate  what  I mean,  I would  like  to 
say  this : The  Revision  Committees — and  I was 

on  both — had  in  mind  the  elimination  of  all 
committees.  They  had  in  mind  the  focusing  of 
all  activities  in  the  Council.  At  the  present 
time,  if  you  will  read  the  report  of  the  Council, 
you  will  find  that  we  have  thirty-five  commit- 
tees. With  that  number  of  Committees  there 
necessarily  is  a great  deal  of  work  which  is 
quite  superfluous,  and  which  can  be  and  will  be 
eliminated  as  we  go  along. 

I am  perfectly  convinced,  and  as  I said 
before,  I am  quite  sure  that  I am  speaking  for 
the  minority  when  I say  that  our  dues  will 
amply  finance  the  activities  of  this  organization 
provided  we  have  a frugal,  careful,  thoughtful 
administration,  when  we  have  eliminated  all  of 
these  tag  ends  which,  by  the  way,  this  House 
of  Delegates  is  largely  responsible  for.  Last 
year  this  House  of  Delegates  passed,  for  ex- 
ample, that  the  activities  of  the  Public  Relations 
Committee  be  continued  for  another  year.  That 
costs  $20,000.  We  are  suggesting  now  that 
those  activities  be  merged  with  the  Journal 
Publication  enterprise.  We  can  effect  econo- 
mies if  we  are  left  alone.  There  is  no  excuse 
for  the  employment  of  other  officials  until  we 
know  that  we  need  them,  and  there  is  no  ex- 
cuse for  raising  our  dues  until  we  know  that 
we  need  an  increase  in  dues. 

Speaker  Kopetzky:  Is  there  any  further 

discussion? 

Dr.  Thomas  A.  McGoldrick,  Kings : It 

goes  without  saying  that  a very  strong  treas- 
ury, strong  in  the  sense  of  its  contents,  is 
always  something  desirable;  but  it  seems  to 
me  that  it  should  be  gathered  not  for  a pos- 
sible source  of  danger  but  for  direct  objects 
and  direct  purposes. 

It  seems  to  me  that  when  we  compare  the 
Medical  Society  of  the  State  of  New  York 
and  the  medical  profession  of  the  United  States 
with  organized  and  disorganized  labor,  as  has 
been  said  here,  seeking  simply  increased  ma- 
terial remuneration,  we  are  forgetting  the  fact 
that  this  is  a profession  which  is  possessed  of 
something.  It  is  possessed  of  something  of 
value.  It  is  possessed  of  something  of  great 
worth.  It  is  possessed  of  something  which 
everybody  wants,  and  when  these  officials  or 
representatives  of  officials  at  Albany  or  at 
Washington  succumb  to  the  blandishments  of 
these  Foundations  and  groups  of  social  workers, 
and  forget  these  assets,  it  will  be  to  their  own 
loss ; and  we,  on  the  other  hand,  do  not  need 
money  so  much  for  that  purpose. 

If  a crisis  be  imminent,  we  have  a reserve 
fund  in  this  Society  which  could  be  called  on 
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for  just  such  purposes,  which  would  be  a lot 
more  efficacious  than  increasing  our  dues  by 
$8  a year,  even  though  $120,000  additional  a 
year  would  be  gotten  from  that  increase  in 
assessment.  We  have  that  as  a resource  for  the 
medical  profession  itself. 

On  the  other  hand,  the  Trustees,  the  cus- 
todians of  this  money  and  the  finances  of  the 
Society,  have  not  approved  of  this  proposed 
increase.  It  seems  to  me  that  before  we  gather 
in  more  money  for  a treasury  we  should  have 
it  laid  out  very  definitely  to  us  what  that  money 
will  be  used  for.  I respect  the  report  of  the 
Committee  and  all  the  possibilities  that  the 
money  may  be  used  for,  but  there  is  nothing 
definite  in  that.  Do  they  mean  more  Council? 
Do  they  mean  more  officers?  Do  they  mean 
more  assistants  to  General  Managers? 

As  the  Chairman  of  that  Committee  himself 
has  said,  he  does  not  know  that  $8  increase  in 
assessment  would  be  enough.  It  might  have  to 
be  $25,  it  might  have  to  be  $50,  it  might  have 
to  be  $100,  or  it  might  have  to  be  less.  So 
without  proper  ground  work,  without  a report 
of  those  qualified  to  give  to  us  what  that  money 
would  be  used  for,  and  how  much  would  be 
needed,  we  would  place  an  additional  assess- 
ment of  $8  per  year  on  our  members.  Why 
$8?  Because  it  means  two  cents  a day  addi- 
tional? I feel  that  is  a rather  weak  argument 
for  $8  more  a year.  I think  if  those  to  whom 
we  have  entrusted  the  financial  conditions  and 
affairs  of  the  Society,  the  Trustees  of  the  So- 
ciety, come  to  us  with  a budget  stating  what 
exactly  is  needed,  then  every  effort  should  be 
made  to  meet  it,  but  until  that  time  I would 
oppose — and  I hope  everybody  here  will  be 
opposed — to  such  an  increase  in  the  dues.  (Ap- 
plause) 

Speaker  Kopetzky:  I am  asking  the  Presi- 
dent, since  it  is  his  address,  to  close  the  debate, 
and  then  I am  ready  to  hear  a motion. 

President  Goodrich  : Some  years  ago  in 

the  golden  days  of  prosperity  so-called,  this 
Society  raised  its  dues  from  $5  to  $10.  The 
then  President  who  spoke  most  eloquently  and 
vociferously  for  that,  was  our  very  beloved 
Orrin  Wightman.  I was  a delegate  from  Kings, 
and  I opposed  it  with  all  my  powers  because 
I felt  it  would,  perhaps,  hamper  some  of  our 
members  in  Kings.  I have  learned  a good  deal 
since  that  time.  After  the  meeting  Dr.  Wight- 
man came  to  me  and  said,  “Goodrich,  you  did 
well,  but  you  are  a five  dollar  man,  aren’t 
you?”  I have  learned  much  since  then,  and 
much  more  than  I can  tell  you  in  the  brief  time 
that  I wish  to  burden  you  with  my  ideas  on 
this  thing;  but  I have  lived  very  close  to  the 
Trustees  during  two  years  as  Treasurer  and 
a year  as  President-Elect  and  a year  as  your 
President.  I met  with  them  and  discussed 
matters  with  them,  and  they  have  been  kind 
enough  to  listen  to  my  prattlings.  However, 
I have  yet  to  see  any  intention,  any  motive, 
any  spirit  in  the  Board  of  Trustees  that  would 
permit  them  even  to  think  of  appropriating 
money  until  they  had  it  in  hand,  and  so  it  is 
very  ridiculous  of  us  to  think  of  not  raising 
the  dues  until  the  Trustees  tell  us  what  it  is 
needed  for.  They  only  take  the  recommenda- 


tions of  the  Council  as  to  appropriations,  and 
then  they  will  not  raise  those  appropriations,  they 
will  only  reduce  them  or  approve  them.  As  a 
matter  of  fact,  in  watching  the  workings  of  the 
Society,  I find  that  every  Budget  Committee — 
and  I have  served  on  six — every  Board  of  Trus- 
tees, and  very  often  the  Executive  Committee  in 
the  old  days,  and  the  Council  today,  hesitate  to 
do  what  we  all  feel  should  be  done  because  we 
cannot  afford  it,  we  have  not  the  money.  As 
Treasurer  I had  to  warn  the  Executive  Com- 
mittee several  times  in  the  Executive  Commit- 
tee meetings  that  we  must  not  get  too  near 
the  margin,  we  must  save  something  every 
year;  and  so  we  should.  I believe  our  dues 
should  be  large  enough  so  we  can  save  some- 
thing fairly  handsome  every  year.  I believe 
they  should  be  ample  for  appropriations,  for 
any  emergency,  excepting  perhaps  the  greatest 
of  emergencies,  when  our  general  fund  in- 
vestment might  have  to  be  liquidated.  But 
I have  learned  so  much  that  I cannot  tell 
you  about  it  here  tonight.  All  I can  say  is  that 
it  is  my  earnest  conviction,  my  very  steadfast 
conviction  that  it  may  be  late,  as  Dr.  John 
Bauer  has  said,  but  it  is  one  of  our  last  oppor- 
tunities to  so  finance  ourselves  that  we  can 
do  what  we  need  to  do  in  the  near  future,  if  the 
reports  of  the  two  investigating  committees 
(one  in  Congress  and  one  in  our  own  Assem- 
bly) do  the  work  that  we  can  very  reasonably 
expect  them  to  do. 

I do  not  count  too  much  on  this  House  of 
Delegates  passing  the  vote  to  increase  the  dues. 
I am  glad  to  have  you  thinking  about  it.  I 
want  to  have  you  thinking  about  it  earnestly. 
I want  to  have  you  do  just  what  you  think  is 
right.  My  dear  friend,  Dr.  Ross,  now  a Trus- 
tee, once  met  me  as  I came  off  the  platform 
from  heading  a disastrous  set  of  recommenda- 
tions when  a President  was  recommending 
some  very,  very  radical  changes  in  our  setup. 
I told  him  I thought  I had  failed,  that  I did 
not  manage  to  get  the  recommendations 
through.  He  said,  “Don’t  worry.  They  will 
all  be  through  in  about  five  years’  time.”  And 
they  were,  and  they  arel  The  fact  that  they 
are  shows,  really  demonstrates,  where  we  stand 
today.  Those  recommendations  of  Jim  Vander 
Veer’s,  when  he  ended  his  presidency,  are  every 
one  factors  in  our  present  organization.  So  I 
confidently  believe  that  one  day  we  will  raise 
our  dues.  My  confident  conviction  is  that  at 
the  present  time  we  have  an  excellent  oppor- 
tunity to  almost,  if  not  quite,  move  wisely  and 
in  time. 

Speaker  Kopetzky:  I am  ready  to  hear  a 
motion. 

Dr.  Rooney:  I move — 

Speaker  Kopetzky  : As  a substitute  for 
both? 

Dr.  Rooney:  No.  Permit  me  to  make  my 
own  motion,  Mr.  Speaker. 

Speaker  Kopetzky:  I certainly  could  not 

stop  you. 

Dr.  Rooney  : You  have  tried  it  a good  many 
times,  and  now  you  confess  your  failure. 

I move  that  the  recommendation  of  the  Com- 
mittee lie  on  the  table  indefinitely.  I do  that 


1044 


HOUSE  OF  DELEGATES 


[N.  Y.  State  J.  M. 


for  this  reason:  I do  not  feel  that  this  House 

should  disapprove  the  recommendations  of  its 
Past  President  who  has  worked  so  hard  and 
so  earnestly.  I disagree  with  his  opinion,  but 
I do  not  think  we  should  disapprove  of  his 
recommendation,  and  that  is  the  reason  why 
I make  the  motion  to  lie  on  the  table  in- 
definitely the  report  of  the  Reference  Commit- 
tee recommending  that  the  dues  be  raised  to 
the  sum  of  $18  a year. 

The  motion  was  seconded,  was  put  to  an 
“Aye”  and  “Nay”  vote,  and  as  the  Chair  was 
in  doubt  it  was  put  to  a rising  vote,  and  the 
motion  to  table  was  declared  adopted. 

Speaker  Kopetzky:  The  motion  that  was 

put  before  the  House  this  morning  is  now  be- 
fore you  that  the  dues  be  not  raised.  The 
assessment  for  the  coming  year  is  under  con- 
sideration, as  there  must  be  legislation  regard- 
ing that  assessment. 

Dr.  James  F.  Rooney:  I move  you  in  rela- 
tion to  that,  that  it  be  considered  at  the  same 
time  that  we  consider  the  report  of  the  Refer- 
ence Committee  on  the  Report  of  the  Board  of 
Trustees,  which  makes  an  identical  recom- 
mendation. 

Speaker  Kopetzky:  If  there  is  no  objection, 
that  will  be  the  procedure. 

Dr.  John  L.  Bauer:  Continuing  the  Re- 

port of  the  Reference  Committee  on  the  Report 
of  the  President : 

The  fifth  recommendation  in  the  same  para- 
graph as  the  fourth  begins  on  the  ninth  line 
as  printed  and  reads  as  follows:  “We  also 

recommend  that  the  Trustees  be  authorized 
to  budget  whatever  income  from  the  Society’s 
investments  may  in  their  judgment  be  needed 
to  properly  serve  the  Society — thus  rescinding 
the  action  of  the  House  forbidding  the  use  of 
such  interest.” 

Your  Committee  favors  this  recommenda- 
tion, and  we  move  that  the  income  from  the 
Society’s  investments  may,  at  the  discretion 
of  the  Board  of  Trustees,  be  used  at  any  time 
in  whole  or  part  to  properly  serve  the  Society. 
I so  move. 

The  motion  was  seconded,  and  there  being 
no  discussion,  it  was  put  to  a vote,  and  adopted. 

Dr.  John  L.  Bauer:  The  sixth  recom- 

mendation includes  the  last  five  lines  of  the 
paragraph  which  reads  as  follows:  “We  also 
recommend  that  no  investment  principal  be  ex- 
pended at  any  time  except  after  majority  vote 
approval  of  the  House  of  Delegates  after 
recommendation  by  both  the  Council  and  Board 
of  Trustees.” 

Your  Committee  feels  that  the  recommenda- 
tion places  too  great  a restriction  on  the  House 
of  Delegates  since  it  would  require  both  the 
aoproval  of  the  Council  and  the  Board  of 
Trustees  and  that  would  constitute  a double 
veto.  We  recommend  that  this  be  changed  to 
read:  “We  also  recommend  that  no  invest- 
ment principal  be  expended  at  any  time  except 
after  majority  vote  approval  of  the  House  of 
Delegates  after  recommendation  by  either  the 
Council  or  Board  of  Trustees.” 

We  move  the  adoption  of  this  recommenda- 
tion of  your  Committee. 

The  motion  was  seconded. 


Dr.  Rooney:  The  curious  thing  is  that  this 
motion  as  submitted  by  the  Reference  Com- 
mittee gives  practically  equal  power  to  the 
spending  group  as  to  the  saving  group.  It 
says  either  the  Council  or  the  Board  of 
Trustees.  The  Board  of  Trustees  might  oppose 
something,  and  may  state  definitely  that  they 
were  opposed  to  it  and  give  their  reason,  still 
it  would  give  the  Council  in  matters  of  finance 
an  opportunity  to  entirely  overrule  the  burden 
that  is  placed  upon  the  Board  of  Trustees  by 
the  Constitution  and  By-Laws. 

The  Constitution  and  By-Laws  state  that  the 
Trustees  shall  have  charge  of  all  of  the  finan- 
cial affairs  of  the  Society.  I move  to  amend. 
If  there  is  an  objection  to  the  question  of  the 
double  veto  power,  there  will  be  no  veto  I will 
predict  although  I am  neither  the  seventh  son 
of  the  seventh  son,  nor  was  I born  with  a 
caul  over  my  head.  I will  prophesy  there  will 
not  be  any  veto  in  relation  to  spending  by  the 
Council,  but  there  is  very  likely  to  be  one  by 
the  Board  of  Trustees.  I will  move  then  to 
amend  by  substituting  the  words  “Board  of 
Trustees”  for  “Council”  and  eliminating  the 
word  “Council.” 

Dr.  Thomas  A.  McGoldrick,  Kings:  I sec- 
ond that  amendment. 

Speaker  Kopetzky  : The  amendment  is  be- 
fore you  for  consideration.  Is  there  any  further 
discussion?  Question  on  the  amendment,  those 
in  favor  of  the  amendment  will  kindly  say 
“Aye” ; those  opposed,  “No.”  The  amendment 
is  carried. 

The  amended  recommendation  is  now  before 
you  for  adoption.  Those  in  favor  of  the 
amended  recommendation,  will  kindly  say 
“Aye”;  those  opposed,  “No.”  It  is  carried;  it 
is  a vote. 

Dr.  John  L.  Bauer:  If  I may  say  just  a 
word  on  the  last  recommendation,  as  our  Com- 
mittee understand  it,  the  matter  of  investment 
principal — 

Speaker  Kopetzky:  That  has  been  passed? 

Dr.  John  L.  Bauer:  That  has  been  passed. 

Speaker  Kopetzky:  Then  there  is  nothing 
before  the  House. 

Dr.  John  L.  Bauer  : Very  good ! 

Your  Committee  now  considered  the  third 
recommendation,  which  is  as  follows : “In  the 
interest  of  expanding  our  service  to  our  mem- 
bership, we  recommend  the  employment  of  a 
liaison  officer  who  shall  serve  the  House  of 
Delegates  and  Council  in  the  cooperation  and 
consideration  of  common  problems  in  our  re- 
lations with  State  Departments,  welfare  organ- 
izations and  Foundations,  and  in  assisting  the 
General  Manager  and  Executive  Officer  in  any 
way  the  Council  may  direct.  We  also  recom- 
mend that  his  qualifications  as  to  eligibility  be 
exactly  those  prescribed  for  the  General  Man- 
ager in  our  By-Laws.” 

Your  Committee  is  in  hearty  accord  with  the 
suggestion,  and  we  feel  that  it  has  considerable 
merit.  If  the  recommendation  to  increase  the 
dues  prevails,  the  employment  of  a liaison 
officer  can  properly  be  left  to  the  Council  with 
the  approval  of  the  Board  of  Trustees.  We  so 
recommend  and  now  move  its  adoption. 
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Speaker  Kopetzky:  Wait  a minute!  The 
Chair  is  certainly  confused  in  this  connection. 
Here  is  a substantive  clause  “if  the  dues  are 
increased,”  and  then  they  make  this  recom- 
mendation depending  upon  that.  Will  you 
please  make  an  affirmative  declaration  so  that 
the  motion  can  be  put  to  the  House?  Do  you 
recommend  the  employment  of  a liaison  officer 
now  that  you  know  the  temper  of  the  House 
in  reference  to  dues? 

Dr.  John  L.  Bauer:  Can  I speak  for  the 
Committee  ? 

Speaker  Kopetzky:  Yes,  sir. 

Dr.  John  L.  Bauer:  The  Committee  ex- 
pressed itself  as  follows  if  the  dues  were  in- 
creased. 

Speaker  Kopetzky  : But  they  have  not  been 
increased  so,  therefore,  what  is  your  recom- 
mendation ? 

Dr.  John  L.  Bauer:  May  I speak,  Mr. 
Speaker?  If  the  dues  were  increased,  of  course 
that  recommendation  might  be  one  of  the  things 
that  the  Society  or  the  House  of  Delegates 
had  in  mind  for  an  increase  in  dues,  but  if 
the  increased  dues  failed  the  Committee  felt 
with  reorganization,  and  with  perhaps  money 
saved  on  the  Journal,  the  Directory,  and  so 
on  and  so  forth,  if  such  a liaison  officer  were 
desired  you  might  wish  to  consider  his  em- 
ployment from  other  funds.  That  is  the  mean- 
ing of  that  wording,  and  I will  repeat  it  if 
you  so  desire. 

Speaker  Kopetzky:  I have  it  now.  What 
is  your  pleasure? 

Dr.  Thomas  H.  Cunningham:  I would 
like  to  speak  for  the  minority  group  on  the 
Council,  although  I have  no  real  authority  to 
do  that.  However,  I am  quite  sure  that  they 
will  agree  with  this : that  at  the  present  time 
there  is  no  reason  for  such  new  officer. 

In  the  report  of  the  Council  Dr.  Irving  spoke 
of  the  fact  that  we  were  all  settling  down  into 
harness.  We  are  not  yet  functioning  under 
our  new  machinery,  however.  We  are  still  in 
that  transition  stage.  No  one  knows  at  this 
time  whether  or  not  we  need  any  more  full- 
time officers.  I am  going  to  assume  that  if 
the  requirements  of  this  new  officer  are  ident- 
ical with  those  of  our  General  Manager,  that 
the  salary  also  will  be  identical.  I do  not  think 
that  at  the  present  time  our  Society  is  in  any 
position  to  expend  $12,000  or  $13,000  a year 
more,  and  neither  do  I think  that  it  is  neces- 
sary for  this  item. 

Dr.  James  F.  Rooney:  I move  that  this 
recommendation  lie  on  the  table  indefinitely. 

Dr.  William  H.  Ross  : I second  the  motion. 

The  motion  was  put  to  a vote,  and  carried. 

Dr.  John  L.  Bauer:  I move  the  adoption 
of  the  Reference  Committee’s  report  as  a whole, 
with  the  amendments,  substitutions,  and  the 
various  items  that  were  laid  on  the  table  ex- 
cepted. 

The  motion  was  seconded,  and  put  to  a vote, 
and  was  carried. 

Speaker  Kopetzky:  We  thank  you,  sir. 

Dr.  John  L.  Bauer:  May  I continue  with 
the  report  on  the  Address  of  the  President? 


Speaker  Kopetzky:  Yes,  please  do. 

Dr.  Bauer:  Report  of  Reference  Commit- 
tee on  Address  of  the  President : 

Your  Committee  studied  this  report  and 
found  a recommendation  in  the  first  paragraph 
of  page  three,  referring  to  the  request  from 
the  American  Medical  Association  for  a survey 
of  medical  care,  to  be  furnished  in  each  County 
of  our  State,  a part  of  a nation-wide  survey. 

“Your  President  recommends  that  every  pos- 
sible effort  be  made  to  cooperate  with  the 
national  organization  in  this  admirable  work, 
details  of  which  must  be  managed  by  some 
specially  designated  persons  at  headquarters.” 

Your  Committee  approves  of  the  recom- 
mendation and  moves  that  it  be  adopted. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  adopted. 

64.  Report  of  Reference  Committee  on 

Address  of  President-Elect. 

Section  7 

Dr.  John  L.  Bauer:  Report  of  Reference 
Committee  on  Address  of  President-Elect  Wil- 
liam Groat: 

Your  Committee  wishes  to  report  very  favor- 
ably upon  the  entire  address.  We  feel  that 
emphasis  has  been  correctly  placed  upon  certain 
particular  matters,  such  as  financial  control, 
simplification  of  Committee  assignments,  more 
expeditious  dispatch  of  the  business  of  the  So- 
ciety by  the  Council,  clearer  definition  of  the 
duties  of  full-time  officers  and  employees,  as 
well  as  the  definition  of  the  relations  of  the 
Board  of  Trustees  and  Council  to  financial 
matters  and  policies. 

We  recommend  the  adoption  of  this  report, 
and  I so  move. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  adopted. 

Speaker  Kopetzky:  I thank  you,  Dr. 

Bauer,  in  the  name  of  the  House  of  Delegates. 

65.  Report  of  Reference  Committee  on 

Council  Report  No.  VII. 

Dr.  James  M.  Dobbins  : I am  reading  this 
for  Dr.  John  D.  Carroll,  The  Chairman.  It 
is  the  Report  of  Reference  Committee  No. 
VII  on  the  Report  of  the  Council. 

Nursing  in  New  York  State 

The  State  Nurses  Association  sought  to  set 
up  licensing  of  all  nurses  in  two  groups,  the 
professional  fully  educated  Registered  Nurses 
and  a group  designated  “Nursing  Aides”  at 
first  and  later  termed  “Practical  Nurses.”  To 
the  Council  this  seemed  a step  in  advance 
toward  clearing  up  an  anomalous  situation  and 
the  present  bill  was  formally  endorsed  to  the 
State  Nurses  Association. 

The  Council  suggested  that  if  future  re- 
visions be  needed  it  deems  it  advisable  that  the 
State  Society  be  accorded  the  first  opportunity 
to  pass  on  legislation  that  may  be  planned. 
This  suggestion  was  cordially  accepted  by  the 
President  of  the  State  Nurses  Association. 

The  bill  as  presented  was  passed  at  the  recent 
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session  of  the  Legislature,  hence  your  commit- 
tee approves  of  this  report  of  the  Council.  I 
move  the  adoption  of  this  report. 

The  motion  was  seconded,  and  there  being 
no  discussion,  was  put  to  a vote,  and  adopted. 

Delegates  to  the  American  Medical  Association 

Dr.  Dobbins:  Official  information  came  that 
re-apportionment  of  representation  in  1937  al- 
lows New  York  two  more  Delegates  beginning 
with  June  13,  1938,  the  next  meeting  of  that 
House  of  Delegates.  The  Council  designated 
the  two  first  on  the  list  of  Alternates  for  1938— 
1939  to  act  as  Delegates.  This  is  the  smaller 
class  of  seven  and  it  will  be  necessary  in  1939 
to  elect  nine  in  that  class  for  1940-1941,  thus 
equalizing  the  two  classes. 

A formal  invitation  was  extended  by  the 
Council  to  the  American  Medical  Association 
to  hold  its  Annual  Meeting  in  1940  in  New 
York  City. 

Your  Reference  Committee  approves  of  this 
report. 

I move  its  adoption. 

The  motion  was  seconded,  and  there  being 
no  discussion,  it  was  put  to  a vote,  and  adopted. 

Exchange  of  Delegates  with  Connecticut  and 
New  Jersey  State  Societies 

Dr.  Dobbins:  After  formal  invitations  had 
passed  between  the  New  York  Society  and 
these  two  State  Societies,  the  official  designa- 
tions are  now  complete  for  the  forthcoming 
three  State  Society  Annual  Meetings  in  1938: 

From  Connecticut 

Delegates: 

Dr.  Stanhope  Bayne- Jones,  New  Haven 
Dr.  D.  Chester  Brown,  Danbury 

Alternate  Delegates: 

Dr.  Herbert  Thoms,  New  Haven 
Dr.  Walter  R.  Steiner,  Hartford 

To  Connecticut 

Delegates: 

Dr.  Charles  Gordon  Heyd,  New  York 
Dr.  Nathan  B.  Van  Etten,  New  York 

Alternate  Delegates: 

Dr.  Floyd  S.  Winslow,  Rochester 
Dr.  William  A.  Groat,  Syracuse 

From  New  Jersey 

Delegates: 

Dr.  William  J.  Carrington,  Atlantic  City 
Dr.  Thomas  K.  Lewis,  Camden 

To  New  Jersey 

Delegates: 

Dr.  William  A.  Groat,  Syracuse 
Dr.  Frederic  E.  Elliott,  Brooklyn 

Alternate  Delegates: 

Dr.  Edward  T.  Wentworth,  Rochester 
Dr.  O.  W.  H.  Mitchell,  Syracuse 

It  was  called  to  the  attention  of  the  Com- 
mittee that  last  year’s  Committee  considered 


sending  two  Delegates  to  the  Connecticut  and 
to  the  New  Jersey  State  Medical  Society  Con- 
ventions, but  in  making  the  resolution  resolved 
to  send  two  Delegates  to  the  Connecticut  State 
Medical  Society,  but  omitted  mentioning  sending 
two  Delegates  to  the  New  Jersey  State  Society. 
Your  committee  believes  that  before  passing 
on  this  portion  of  the  Council  Report  in  order 
to  clear  up  this  point  your  committee  should 
know  whether  the  Delegates  to  the  New  Jersey 
State  Society  were  approved  by  the  CounciJ. 

If  so,  your  Reference  Committee  recommends 
the  approval  of  the  Council  Report  with  re- 
gard to  the  above  named  Delegates. 

I move  its  adoption. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  adopted. 

Dr.  Dobbins:  There  was  a point  of  inquiry 
there:  whether  or  not  the  two  Delegates  to  the 
New  Jersey  State  Medical  Society’s  Conven- 
tion were  approved  and  appointed  by  the 
Council. 

Secretary  Irving:  Appointed  by  the  Coun- 
cil, yes. 

Dr.  Dobbins:  Thank  you. 

Nominations  for  State  Department  Positions 

On  official  requests  there  were  nominated 
the  following  members  for  appointment  by  the 
Commissioners : 

Department  of  Education 

To  serve  on  the  Board  of  Nurse  Examiners: 
Dr.  Nathan  B.  Van  Etten,  New  York,  to  suc- 
ceed himself.  (As  alternates) : Dr.  Clayton 

W.  Greene,  Buffalo  and  Dr.  Peter  Irving,  New 
York. 

Department  of  Health 

To  serve  on  its  new  Advisory  Board  on 
Narcotic  Control:  Dr.  Homer  L.  Nelms,  Al- 
bany. 

Your  Reference  Committee  approves  of  this 
report. 

I move  its  adoption. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

County  Society  Membership 

Dr.  Dobbins:  A few  requests  have  come  to 
the  Council  for  permission  to  hold  membership 
in  County  Societies  other  than  those  of  the 
county  of  residence  or  principal  office.  Exer- 
cising its  right  of  discretion,  this  has  been 
granted  where  the  reason  satisfied  the  Council 
under  the  By-Laws,  Chapter  XV,  Section  1 
(a): 

“.  . . Except  by  approval  of  the  Council  of 
the  Medical  Society  of  the  State,  of  New 
York,  no  physician  shall  be  an  active  mem- 
ber in  a County  Medical  Society  other  than 
that  of  the  County  in  which  he  maintains 
legal  residence  or  has  his  principal  office.” 

Your  committee  approves  of  the  Report  of 
the  Council. 

I move  its  adoption. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  adopted. 
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Miscellaneous  Who's  Who  Among  Physicians 
and  Surgeons 

Dr.  Dobbins  : The  Council  recorded  its  opin- 
ion that  there  is  no  objection  to  physicians 
allowing  themselves  to  be  listed  in  this  way 
and  that  the  decision  belongs  entirely  to  the 
physicians  themselves. 

Your  committee  recommends  the  approval  of 
this  report. 

I move  its  adoption. 

The  motion  was  seconded,  put  to  a vote,  and 
carried. 

Reimbursement  for  Official  Travel  Expenses 

Certain  bills  reached  the  Trustees  after  the 
statutory  thirty  days  from  the  time  they  were 
incurred,  and  also  after  the  three  months  fur- 
ther extension  which  the  Board  can  allow  for 
cause;  and,  on  suggestion  of  the  Trustees,  the 
Council  recommends  that  the  By-Laws  be 
suspended  to  allow  reimbursement  to: 

Dr.  William  D.  Johnson:  Carfare  to 
and  from  1937  Atlantic  City  Ameri- 
can Medical  Association  House  of 
Delegates  $37.00 

Dr.  John  H.  P.  Cummins:  Travel  ex- 
pense attending  Executive  Commit- 
tee and  Council  meetings  1936-1937  $184.00 

Dr.  Clarence  V.  Costello:  Travel  ex- 
pense 1937  Scientific  Work  Commit- 
tees   $63.00 

At  the  last  meeting  of  the  Council  a correc- 
tion was  made  in  one  expense  account  and 
another  account  added.  Such  was  approved  by 
the  Council  and  by  the  Chairman  of  the  Com- 
mittee to  which  this  matter  was  referred. 

“To  the  House  of  Delegates;  Gentlemen: 

Under  Item  No.  24 — Page  26  of  the  Annual 
Reports  the  following  corrections  should  be 
made : 

Dr.  John  H.  P.  Cummins.  An  error  was 
made  in  the  figure  of  this  item  under  Reim- 
bursement for  Travel  Expenses.  This  should 
read  $219.40  instead  of  $184. 

The  addition  of  the  following  under  Reim- 
bursement for  Travel  Expenses: 

Dr.  Edward  E.  Haley:  Travel  Expense  1937 
Committee  on  Provision  of  Medical  Care 
$35.20.” 

Your  committee  believes  these  are  isolated 
instances  of  neglect  in  presenting  bills  and 
urges  that  in  the  future  the  physicians  be  more 
prompt  in  presenting  their  expenses,  also  that 
the  central  administrative  office  of  this  Society 
notify  each  physician  concerned  to  present  their 
expense  accounts  within  the  time  prescribed  by 
the  By-Laws  at  the  beginning  of  each  admin- 
istrative year. 

I move  the  adoption  of  the  report. 

The  motion  was  seconded. 

Speaker  Kopetzky:  The  motion  is  on  the 
adoption  of  the  report.  If  you  adopt  it,  it  will 
then  require  another  action  on  these  items  to 
make  it  legal. 

Dr.  James  F.  Rooney:  I have  no  objection, 
nor  I think  have  the  Trustees,  to  authorizing 


the  payment  of  these  accounts,  but  we  are  today 
bound  by  the  rule  that  is  only  necessary  in 
any  business  administration  that  all  bills  in- 
curred that  are  authorized  shall  be  presented 
within  a definite  time  for  payment.  The  reason 
for  these  bills  not  having  been  paid  was  because 
they  were  not  presented  within  that  time  limit. 
If  the  House  of  Delegates  now  adopts  the  report 
of  the  Committee,  as  it  has  already  been  given, 
permitting  any  individual  who  incurs  expenses 
to  present  that  account  any  time  within  the 
current  year,  and  prior  to  the  next  administra- 
tive year,  neither  your  Board  of  Trustees  nor 
your  Treasurer  is  going  to  know  where  they 
are  at. 

The  present  rule  is  that  all  bills  of  this  sort 
shall  be  presented  for  approval  to  the  Board  of 
Trustees  within  sixty  days. 

Speaker  Kopetzky:  Thirty  days. 

Secretary  Irving  : Thirty  days,  and  then 
ninety  days’  extension;  120  days  in  all. 

Dr.  Rooney:  One  hundred  twenty  days  in 
all  is  quite  right,  but  they  must  be  presented 
and  the  Board  of  Trustees  must  receive  them 
within  sixty  days  in  order  that  they  may  be 
acted  upon  and  paid  within  that  period. 

I would  suggest,  if  the  Reference  Committee 
desires,  they  might  so  amend  this  resolution  of 
theirs,  to  provide  that  it  contain  that  provision. 

Dr.  Dobbins:  The  Reference  Committee  was 
informed  of  the  necessary  details  as  has  been 
explained  by  Dr.  Rooney,  but  for  some  reason 
or  other  chose  to  overlook — and  we  used  the 
word — the  neglect  in  presenting  these  bills  by 
these  men.  The  doctors  who  served  on  this 
committee  saw  no  sense  in  standing  on  cere- 
mony, and  thereby  incurring  the  enmity  of  any 
of  these  men.  They  did,  however,  suggest  that 
the  central  administrative  office  of  this  Society 
notify  each  physician  concerned  to  present  his 
expense  accounts  within  the  time  prescribed  by 
the  By-Laws  at  the  beginning  of  each  adminis- 
trative year.  The  Committee  felt  that  was  the 
duty  of  the  central  administrative  office. 

Dr.  Rooney:  That  is  a different  thing. 

Speaker  Kopetzky:  What  is  your  pleasure? 
A motion  has  been  made  to  adopt  this  Com- 
mittee’s report.  Those  in  favor  kindly  say 
“Aye” ; those  opposed,  “No.”  It  is  a vote. 

It  is  now  necessary  to  authorize  the  payment 
of  these  bills  to  lay  aside  your  By-Laws  by 
unanimous  consent,  otherwise  it  cannot  be  done. 
Is  there  any  objection? 

(There  was  no  response.) 

Speaker  Kopetzky  : There  being  none,  I 
consider  that  the  By-Laws  have  been  so  laid 
aside,  that  the  Trustees  are  authorized  to  pay 
these  accounts  which  have  been  neglected 
through  the  oversight  of  somebody  to  be  paid. 
What  is  your  pleasure? 

Dr.  Chas.  Gordon  Heyd:  I so  move  that 
the  Trustees  be  authorized  to  pay  them. 

Dr.  James  F.  Rooney:  I second  the  mo- 
tion. 

There  being  no  discussion,  the  motion  was 
put  to  a vote,  and  was  carried. 

Speaker  Kopetzky  : It  is  a vote,  and  it 
is  the  order  of  this  House  of  Delegates 
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that  these  bills  be  paid,  and  it  has  adopted 
the  report  that  hereafter  the  Administration 
will  know  in  advance  what  the  accounts  are, 
otherwise  no  such  special  action  can  be  taken. 

Dr.  Dobbins  : May  I now  move  the  adoption 
of  the  report  as  a whole? 

The  motion  was  seconded,  put  to  a vote,  and 
carried. 

Speaker  Kopetzky:  We  thank  you,  sir! 


66.  Report  of  Reference  Committee  on  Re- 
port of  Special  Committee  on  Matters 
Pertaining  to  Medical  Care 

Sections  44—60 

Dr.  George  Baehr,  New  York:  Report  of 
Reference  Committee  on  Council’s  Report  No. 
VI,  subject  “Medical  Care’’: 

“Whereas,  a large  number  of  people  amount- 
ing today  to  almost  forty  per  cent  of  the  popu- 
lation, are  not  medically  indigent  when  well 
and  employed,  but  are  financially  unable  to 
budget  and  save  for  the  payment  of  medical 
bills  for  major  catastrophic  illnesses;  and 

“Whereas,  in  the  event  of  such  major  ill- 
nesses, these  people  are  unable  to  pay  their 
medical  bills  and  are  therefore  frequently 
obliged  to  accept  the  services  of  their  private 
physicians  without  any  possibility  of  payment, 
or  are  obliged  to  accept  free  medical  care  at 
public  expense;  and 

“Whereas,  medical  expense  indemnity  insur- 
ance furnishes  funds  in  the  event  of  major 
illness  with  which  to  liquidate  the  patient’s 
obligation  to  the  private  physician  for  medical 
care;  and 

“Whereas,  on  the  contrary  all  health  in- 
surance schemes  contract  to  provide  medical 
services  by  physicians  employed  by  the  Associ- 
ation or  Governmental  Agency  and  subject  to 
such  control ; be  it  hereby 

“Resolved,  that  the  Medical  Society  of  the 
State  or  New  York  hereby  approves  the  prin- 
ciple of  medical  expense  indemnity  insurance, 
under  the  following  reservations  designed  to 
safeguard  the  public  and  the  medical  profes- 
sion : 

“(1)  That  such  medical  plans,  in  the  opinion 
of  the  Medical  Society  of  the  State  of  New 
York,  serve  to  maintain  and  raise  the  standard 
of  quality  of  medical  care; 

“(2)  That  they  provide  a fair  and  reasonable 
remuneration  on  a basis  comparable  to  the 
Workmen’s  Compensation  Schedule; 

“(3)  That  they  provide  for  free  choice  of 
physician  by  the  patient; 

“(4)  That  they  do  not  involve  directly  or  in- 
directly the  interposition  of  a third  party  as 
regards  medical  matters  between  patient  and 
physician;  and 

“(5)  That  they  be  operated  on  a non-profit 
basis  and  be  organized  in  small  local  non- 
Governmental  units.” 

I move  to  adopt  these  resolutions. 

The  motion  was  seconded. 


Speaker  Kopetzky:  The  motion  has  been 
made  and  seconded  to  adopt  this  set  of  resolu- 
tions. We  will  take  them  up,  if  you  please, 
seriatim,  and  adopt  each  one,  or  adopt  none, 
as  you  please. 

Dr.  Stanley  E.  Alderson,  Albany:  As  a 
member  of  this  Reference  Committee,  I wish 
to  register  my  dissent  from  this  report. 

Speaker  Kopetzky  : It  is  noted  on  the  record. 

Dr.  James  F.  Rooney:  I think  that  no  one 
can  have  any  question  with  the  prologues  to 
the  proposals  that  are  made  by  the  Reference 
Committee.  I do  not  feel  that  we  can  take  this 
thing  up  piece-meal  because  I think  the  report 
either  falls  or  stands  as  a whole. 

The  proposals  made  by  the  Chairman  of  the 
Reference  Committee  tonight  institute  the 
exact  mechanism,  with  only  certain  minor  dif- 
ferences, of  the  scheme  for  compulsory  health 
insurance.  The  only  difference  is  that  it  ex- 
cludes intermediating  governmental  agencies. 
It  sets  up  a whole  system,  practically  a panel 
system,  under  the  control  of  local  groups.  The 
moment  that  is  done,  within  two  years  the 
Legislature  of  the  State  of  New  York  will 
take  it  over  as  an  already  going  organization 
and  will  institute  the  very  thing  that  I and 
many  others  in  this  Society  have  been  fight- 
ing against  for  twenty-five  years. 

There  is  no  question  about  the  need  for  some 
sort  of  payment  being  made  for  this  group 

perhaps,  but  can  we  better  afford  to  do  what 

we  are  doing  now  with  what  income  we  are 
getting?  There  is  no  question  about  the  serv- 
ice that  the  people  are  getting.  There  can  be 
none.  I do  not  think  there  is  any  higher 

quality  of  medical  service  in  the  world  than 
is  provided  for  people  in  the  State  of  New 
York  or  as  a whole  for  the  people  of  the  United 
States.  Can  we  afford  to  institute  a mechanism 
that  within  four  months  can  be  taken  over 

by  the  Legislature  and  converted  into  a gov- 
ernmentally  and  lay  administratively  controlled 
mechanism  ? 

I am  not  exaggerating  the  significance  of 
this.  We  have  the  same  sort  of  thing  now  in 
a minor  way,  but  the  moment  it  becomes  ap- 
nlicable  to  forty  per  cent  of  the  population  as 
Dr.  Baehr  has  just  said,  it  is  only  a short 
time  before  it  can  be  made  applicable  to  the 
whole  population.  We  do  not  know  that  this 
forty  per  cent  is  going  to  remain  stationary. 
It  may  readily  enough  in  three  or  four  years 
develop  into  sixty  per  cent.  What  is  going  to 
happen  then? 

I sincerely  hope  and  trust  that  this  House 
will  re-recommend  back  to  the  Council  for 
further  study  and  for  further  consideration 
every  plan  that  has  thus  far  been  proposed  to 
this  House  or  may  be  proposed  to  this  House 
before  its  adjournment  in  relation  to  this  whole 
question  of  indemnity  insurance,  voluntary, 
compulsory,  or  of  any  other  nature  whatsoever. 
(Applause) 

I so  move  you,  Mr.  Speaker,  that  this  re- 
port be  referred  to  the  Council  for  further 
study  and  subsequent  report  to  this  House  of 
Delegates  at  its  next  annual  session. 

The  motion  was  seconded. 
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Speaker  Kopetzky:  A motion  to  refer  is 

in  order.  Is  there  any  discussion  on  the  mo- 
tion to  refer?  It  is  the  report  of  a Reference 
Committee,  and  the  motion  has  been  made  to 
refer  it  to  another  body.  I think,  therefore, 
it  may  be  discussed  on  the  merits  of  the  refer- 
ence only  and  not  on  the  body  of  the  report. 

Dr.  George  Baehr:  I merely  wish  to  point 
out  that  it  seems  to  me  that  the  House  of 
Delegates  is  a better  forum  for  such  a discus- 
sion than  the  small  forum  of  the  Council.  The 
matter  is  perfectly  clear  in  everyone’s  mind. 

I think  those  who  favor  or  oppose  this  resolu- 
tion know  now  the  way  they  feel  about  it, 
and  I personally  see  no  reason  why  action 
should  not  be  taken  by  the  House  of  Dele- 
gates on  it  tonight.  They  have  had  many  years 
to  think  about  it. 

Dr.  Harry  Aranow,  Bronx:  Several 

propositions  have  been  made  in  the  last  few 
years  similar  to  this  one.  I am  not  going  into 
the  merits  or  demerits  of  them. 

Speaker  Kopetzky:  We  are  discussing  the 
question  as  to  whether  or  not  we  shall  refer. 
We  are  not  discussing  the  original  question. 

Dr.  Aranow:  That  lets  me  out,  then. 

Dr.  Frederic  E.  Elliott,  Kings:  This  ques- 
tion has  been  before  the  medical  profession  of 
New  York  State  for  at  least  four  years.  It 
was  before  the  House  last  year  and  referred 
to  your  ad  interim  Council  body.  That  Coun- 
cil body  approved  the  principle  and  deferred 
action  beyond  that  point  pending  the  introduc- 
tion of  a bill  in  Albany.  It  has  now  come 
before  this  House.  This  motion  to  refer  it 
back  to  an  ad  interim  body  will  only  delay 
the  time  of  final  action  because  it  will  then 
come  back  to  the  House  next  year.  May  I 
warn  you  that  in  the  interval  of  the  last  year 
and  a half  the  proponents  of  cooperative  med- 
icine persuaded  the  Law  Revision  Commission 
to  formulate  an  amendment  to  the  Insurance 
Law  which  would  have  legalized  the  buying 
and  selling  of  doctors’  services  by  any  incorpo- 
rated hospital,  by  any  mutual  organization,  by 
any  organization  of  employees,  or  by  any 
cooperative  organization.  Gentlemen,  if  you 
temporize  with  this  you  are  dooming  medicine 
to  the  hands  of  venders  under  lay  control.  I 
hope  that  the  proposal  to  refer  will  be  lost. 

Speaker  Kopetzky  : Is  there  any  further 

discussion  ? 

Dr.  Homer  J.  Knickerbocker,  Ontario: 
This  is  the  time  when  we  should  consider  this 
thing.  We  are  going  to  have  it  put  to  us 
whether  we  want  it  or  not,  and  if  we  do  not 
lead  we  will  be  led  by  the  nose,  probably.  If 
necessary,  I believe  we  should  go  into  a com- 
mittee of  the  whole  for  further  discussion. 

Dr.  Nunzio  A.  Rini,  Kings:  You  are  all 
undoubtedly  aware  of  the  tremendous  province 
and  strides  that  have  been  made  in  New  York 
City  particularly  of  the  Hospital  Service  Plan, 
which  provides  for  hospital  care  to  over  650,- 
000  inhabitants  of  New  York  City.  The  suc- 
cess of  that  plan  in  New  York  City  has  created 
the  formation  of  commercial  private  enter- 
prises to  furnish  medical  care  for  private  gain. 
The  Kings  County  Economics  Committee  has 


received  numerous  requests  for  information  re- 
garding the  attitude  of  the  medical  profession 
in  regard  to  the  Associated  Physicians’  Service 
Plan.  If  the  Medical  Society  of  the  State  of 
New  York  refuses  to  take  the  initiative  in  this 
work,  private  concerns  will  do  it  for  us,  and 
we  will  have  absolutely  no  control  over  their 
actions.  The  time  to  act  upon  that  question 
is  now  and  not  to  bury  our  heads  in  the  sand 
until  a later  date.  (Applause) 

Speaker  Kopetzky:  Is  there  any  further 

debate?  Are  you  ready  for  the  question  on  the 
reference?  Those  in  favor  of  referring  this 
to  the  Council  for  further  study  and  subse- 
quent report  say  so  by  saying  “Aye”;  opposed, 
“No.”  The  motion  to  refer  is  lost. 

The  question  before  the  House  is  the  adopt- 
ion of  the  Reference  Committee’s  report.  I 
am  ready  to  hear  discussion. 

Dr.  Harry  Aranow,  Bronx:  This  proposi- 
tion has  been  made  to  the  different  organiza- 
tions of  the  Medical  Society  of  the  State  of 
New  York  from  time  to  time.  To  me  it  all 
boils  down  to  one  question : Are  you  in  favor 
of  health  insurance  or  are  you  not? 

This  proposition  of  having  a group  that  will 
take  no  pay,  but  will  work  for  nothing  and  run 
an  insurance  company  to  suit  the  Medical  So- 
ciety, is  far-fetched.  It  is  simply  a substitute 
in  favor  of  health  insurance.  If  you  are  for 
health  insurance,  work  for  it;  but  if  you  are 
not  in  favor  of  health  insurance,  then  let  us  not 
vote  for  any  substitute  of  health  insurance. 

Speaker  Kopetzky:  Is  there  any  further 

discussion  ? 

Dr.  Thomas  H.  Cunningham:  My  offices 
are  in  an  insurance  building.  I have  been  there 
for  twenty-five  years.  I have  grown  up  with 
the  officers  of  the  insurance  company.  I know 
them  all  quite  well.  This  scheme  has  been 
before  the  Council,  and  it  has  been  debated 
and  argued  at  considerable  length,  and  again 
I think  I may  speak  for  the  minority  on  the 
Council. 

The  trouble  with  this  non-profit  insurance  is 
that  there  is  not  any  such  thing ; it  won’t 
work.  Dr.  Aranow  was  perfectly  right  when 
he  said  that  we  must  decide  whether  we  want 
health  insurance  or  whether  we  do  not  want 
health  insurance.  When  this  proposition  was 
put  up  to  our  Council,  I brought  it  up  in  my 
home  town  and  I asked  the  Secretary  of  the 
insurance  company  about  it.  (By  the  way  it 
is  the  seventh  or  eighth  largest  in  the  United 
States,  and  it  has  been  in  existence  for  con- 
siderably over  a hundred  years.)  I asked  the 
Secretary  to  look  over  this  prospectus.  He 
did,  and  burst  into  hearty  laughter.  He  said, 
“That  is  just  the  sort  of  thing  that  I would 
expect  a doctor  to  write,  when  he  was  trying 
to  write  something  about  insurance.” 

“Well,”  I said,  “what  is  wrong  with  it?” 

He  said,  “For  heaven  sake  how  do  you  ex- 
pect to  maintain  a non-profit  insurance?” 
“Why  we  are  going  to  get  some  philan- 
thropist who  will  first  put  up  the  money.” 
“That  is  perfectly  all  right,  as  far  as  it  goes, 
but  don’t  you  realize  that  the  mope  people 
you  insure  the  more  and  more  money  you  will 
have  to  lay  aside  in  a reserve.  For  every  one 
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you  insure  you  have  to  set  aside  a certain 
amount  of  money  in  order  to  comply  with  the 
laws  of  the  State  of  New  York.” 

I said,  “Yes,  but  Dr.  Elliott  assures  us  that 
when  it  gets  too  big  we  can  reinsure.” 

He  said,  “With  whom?” 

I said,  “Why  you  line  companies.” 

“Do  you  think  we  are  going  to  do  it  for 
nothing  ? Do  you  think  we  are  going  to  tie  up  our 
capital  for  nothing?  Do  you  think  we  are 
going  to  lend  you  the  use  of  our  secretaries 
and  stenographers  and  our  various  agencies 
for  nothing?  You  are  just  simple-minded  if 
you  do.  It  can’t  be  done.  It  is  exactly  like 
working  out  perpetual  motion.  It  is  absurd.” 

That  is  exactly  the  situation  as  it  is.  As  Dr. 
Aranow  said,  we  have  got  to  decide  here  to- 
night if  we  want  health  insurance  or  we  do  not 
want  it.  This  business  of  dressing  it  up  and 
calling  it  non-profit  or  calling  it  anything  else 
is  bunk;  it  is  just  the  same  old  thing. 

Dr.  Frederic  E.  Elliott:  I hope  that  this 
House  will  not  determine  its  action  in  a con- 
fused state  of  mind  which  does  not  distinguish 
between  the  contract  practice  of  medicine, 
which  all  health  insurance  schemes  are,  with 
all  of  the  faults  inherent  to  contract  medical 
practice  whether  it  be  under  governmental  con- 
trol or  not — and  incidentally  governmental  con- 
trol has  been  established  in  all  of  the  alien 
foreign  systems  because  of  the  inherent  faults 
of  contract  medical  practice — I hope  this  House 
may  distinguish  between  that  type  of  service 
and  what  is  proposed  under  this  scheme,  which 
is  true  insurance  indemnity:  the  provision  of 
cash  for  the  liquidation  of  an  unexpected  loss. 

We  had,  as  I mentioned  in  speaking  previ- 
ously, a hearing  before  a Legislative  Commit- 
tee, and  representatives  of  the  Insurance  Com- 
missioner were  present,  at  which  time  they 
were  prepared  to  recommend  to  the  Legisla- 
ture the  enactment  of  this  Section  IX-C,  as  it 
was  called  in  their  tentative  draft,  simply  be- 
cause only  the  proponents  of  that  system  had 
made  themselves  vocal  to  this  committee  and 
to  the  Insurance  Commission.  Having  discov- 
ered that  that  matter  was  pending,  and  present- 
ing that  fact,  to  the  Council,  the  Council  saw 
fit  to  commission  me  as  an  individual,  (al- 
though I hesitated  to  accept  that  responsibility, 
I did  it)  and  I appeared  before  that  hearing 
assisted  by  Dr.  Kaliski,  Dr.  Mott,  and  others. 
After  a more  extended  argument  than  we  can 
give  you  here,  we  prevailed  upon  that  Com- 
mittee that  the  establishment  of  a true  insur- 
ance, an  indemnity  insurance,  was  a better 
policy  than  the  establishment  of  a contract 
doctor  system. 

All  of  the  argument  about  the  possibility  of 
the  subsequent  development  of  compulsory 
health  insurance  upon  an  indemnity  plan  is 
absurd.  These  people  are  going  to  be  taken 
care  of  by  one  of  three  formulae:  gratuitous 
care  from  the  profession,  care  under  some  gov- 
ernmental bureaucracy,  or  care  which  they 
obtain  for  themselves  and  the  remuneration  for 
which  is  liquidated  out  of  some  kitty  which  is 
established  by  the  mechanism  that  we  have 
proposed  in  this  indemnity  insurance. 

Let  me  clear  up  one  more  point:  There  are 
three  large  companies  in  the  United  States  who 


write  reinsurance.  Reinsurance  is  not  insur- 
ance. A stock  insuring  company  insures  ini- 
tially against  a loss.  Reinsurance  companies 
stand  behind  those  line  companies,  and  by 
equalizing  over  various  fields  calculate  the  po- 
tential losses,  and  the  very  acceptance  of  a 
hazard  by  a reinsurance  company  is  an  assur- 
ance of  the  soundness  of  the  plan  of  the  orig- 
inal insurance  establishment. 

Speaker  Kopetzky:  Is  there  any  further 

discussion? 

President  Goodrich:  It  is  unquestionably 
true  that  some  form  of  insurance  to  meet  the 
expenses  of  the  physician  is  necessary  at  this 
time  to  a large  body  of  people  who  otherwise 
would  not  be  able  to  pay  the  doctor.  There 
have  been  a good  many  statements  that  verged 
on  misrepresentation  about  this  scheme.  This 
is  a mutual  plan,  not  a stock  plan.  This  is  a 
plan  to  have  supervision  of  the  election  of  the 
boards  of  trustees  of  the  various  groups  by  the 
County  Society  in  the  County  where  they  live. 
This  is  a plan  that  is  not  connected  with  any 
indemnity  to  the  insured  because  of  unemploy- 
ment as  are  compulsory  health  insurance 
schemes  all.  This  has  nothing  to  do  with  the 
payment  of  salaries  for  control  or  profit  for 
those  who  have  an  interest  in  the  business. 
There  are  mutual  life  insurance  companies 
doing  a tremendous  work  in  this  country  for 
the  people,  and  protecting  them  with  large 
surpluses.  I have  no  doubt  whatsoever  that 
just  such  things  may  occur  in  small  ways  in 
every  considerable  community  in  New  York 
State,  if  this  is  done.  The  trouble  is  that  the 
opponents  of  this  suggested  measure  do  not 
understand  because  they  have  not  studied  this 
question  as  presented  to  the  Council  and  as 
passed  by  it. 

The  Council  very  wisely  did  not  approve 
of  any  law  until  it  was  written — any  bill  until 
it  was  written — but  the  principle  was  approved. 
There  are  people  who  would  like  to  be  self- 
respecting  and  have  the  doctor  paid,  and  the 
doctors  would  like  to  be  paid;  and  this  plan 
would  take  care  of  them.  There  is  no  more 
danger  of  the  Government  taking  over  the 
mutual,  indemnity  insurance  plan  than  there  is 
of  their  taking  over  these  hospital  organiza- 
tions based  on  three  cents  a day  for  the  hos- 
pital care.  There  is  no  question  but  that  there  is 
a real  danger  that  sooner  or  later  with  the  pres- 
ent condition  of  the  hospitals  we  will  face  the 
vending  of  medical  care  by  hospitals  unless 
some  such  thing  parallels  these  plans  for  hos- 
pital care.  If  the  doctor  is  paid  a respectable 
sum,  commensurate  with  the  Workmen’s  Com- 
pensation rates,  many  physicians  who  today 
are  having  a difficult  time  to  pay  their  rent 
and  to  support  their  families  may  be  in  very 
much  better  financial  position;  and  best  of  all, 
the  people  of  the  State  of  New  York  will 
respect  themselves  and  feel  that  they  are  really 
providing  the  payment  for  medical  care. 

Dr.  Homer  J.  Knickerbocker,  Ontario:  Do 
not  mistake  non-profit  as  representing  a mere 
hand-to-mouth  existence  of  an  organization. 
That . would  be  idiotic.  We  have  enough  of 
that  in  the  fraternal  life  insurance  companies 
in  the  past  that  have  gone  bankrupt  or  have 
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had  to  be  taken  over  by  other  organizations. 
The  non-profit  idea  should  be  construed  to 
mean  the  issuance  of  contracts  at  such  a price 
as  will  create  sufficient  reserves  to  satisfy 
the  Insurance  Department  of  the  State  of  New 
York,  thereby  guaranteeing  the  perpetuity  of 
the  plan,  and  not  the  possibility  of  a hand- 
to-mouth  existence  with  eventual  failure.  It 
must  necessarily  be  operated  under  the  super- 
vision of  the  Insurance  Department.  If  these 
hospital  insurance  plans  are — as  they  ap- 
parently are — successful  and  can  make  the 
strides  that  they  have,  there  is  no  reason  why 
a plan  such  as  the  one  we  have  proposed  can- 
not be  made  even  more  successful. 

Dr.  Louis  A.  Van  Kleeck,  Nassau : I see 
no  reason  why  we  should  not  face  the  issue 
of  insurance  now.  We  are  going  to  have  to 
face  the  issue  of  insurance  sooner  or  later. 
Why  we  should  be  afraid  of  the  name  “insur- 
ance” I cannot  understand.  We  have  had  the 
compensation  insurance.  That  has  been  under 
our  control  and  has  operated  very  successfully 
and  has  been  held  up  as  an  ideal  for  over 
nineteen  years.  It  has  not  been  any  detriment 
to  the  medical  profession  or  to  organized 
medicine.  On  the  contrary,  the  doctor  has  been 
taken  care  of  for  the  work  he  has  done  to  in- 
jured employees.  Paradoxically  tonight  we 
want  to  take  care  of  forty  per  cent  of  the  pop- 
ulation, the  near  indigent,  for  nothing  and 
we  object  to  paying  $8  more  to  our  Society 
to  create  the  proper  finances  necessary  to  pro- 
tect our  interests.  The  sooner  the  Medical 
Society  of  the  State  of  New  York  faces  the 
issue  that  we  have  got  to  have  insurance,  we 
are  going  to  have  insurance,  and  forty  per- 
cent of  the  population  are  going  to  be  taken 
care  of  somehow,  the  better  it  will  be  for  us. 
It  is  up  to  us  to  take  the  initiative  or  else 
somebody  else  is  going  to  take  the  initiative 
for  us.  (Applause) 

Dr.  Thomas  A.  McGoldrick,  Kings:  I rise 
only  for  a few  moments  to  secure  some  points 
of  information.  It  was  stated — I am  not  sure 
if  I understood  it  correctly — that  such  a plan 
will  take  care  of  forty  per  cent  of  the  near 
indigent  or  medically  indigent.  I would  like 
to  know  what  percentage  of  the  population  that 
leaves  not  provided  for.  The  large  percentage 
I take  it  that  is  not  provided  for  by  indemnity 
expense  insurance  must  be  provided  for  in 
some  way.  Can  we  go  to  the  government  and 
say  we  are  only  interested  in  a certain  per- 
centage of  the  population?  Will  these  re- 
formers that  are  presenting  these  bills  at  Wash- 
ington and  at  Albany  be  satisfied  with  that? 
We  hear  figures  of  what  percentage  cannot 
pay  to  any  indemnity  fund,  and  can  make  no 
contribution  of  any  kind.  Who  will  take  care 
of  them?  The  Foundations  or  the  Government? 
Do  we  not  say  in  this  that  the  Government  or 
somebody  must  take  care  of  the  really,  totally 
indigent,  and  isn’t  that  a very  great  percentage  ? 
Are  we  inviting  them  to  come  in  and  take  part 
and  take  care  of  all  those  that  we  are  not 
making  any  provision  for,  if  we  offer  this  plan 
of  action  only  for  a percentage  of  the  popula- 
tion which  may  be  forty  per  cent,  I do  not 
know,  and  I ask  for  a verification  of  the 


figures?  What  provision  is  then  left  for  the 
great  number  unprovided  for? 

Speaker  Kopetzky  : Can  you  answer  the 
gentleman  from  Kings? 

Dr.  George  Baehr,  New  York:  The  great 
mass  of  people  who  are  on  relief  today  obtain 
medical  and  nursing  service  by  payment  to 
physicians  out  of  governmental  funds.  That 
takes  care  of  the  people  who  are  on  relief. 
The  forty  per  cent  who,  while  employed,  are 
not  medically  indigent,  but  who  when  unem- 
ployed or  when  ill  fall  into  that  category,  are 
the  ones  for  which  this  plan  is  proposed. 

May  I say  one  thing  more,  Mr.  Speaker: 
The  Associated  Hospital  plan  was  designed  not 
solely  in  the  interests  of  physicians  but  partly 
in  order  to  prevent  our  hospitals  from  going 
on  the  rocks.  Here  in  this  part  of  the  State  it 
has  done  a great  deal  to  help,  and  is  doing 
increasingly  more  to  help  prevent  our  private 
hospitals  from  going  bankrupt  and  falling  into 
the  hands  of  governmental  agencies. 

Similarly  this  plan,  a form  of  carefully  pro- 
tected insurance,  hedged  about  with  reservations 
to  protect  both  the  public  interests  and  the 
medical  profession,  if  we  can  visualize  increas- 
ing numbers  of  people  protected  against  the 
hazards  of  catastrophic  illnesses  in  this  way 
we  are  adding  another  bit  to  postponing  that 
day  when  we  will  have  state  medicine.  Those 
standpatters  who  will  not  face  the  issue  now 
are  bringing  on  us  rapidly  that  which  we  wish 
to  avoid.  (Applause) 

Speaker  Kopetzky  : Is  there  any  further 
discussion  of  this  question? 

Dr.  Nunzio  A.  Rini,  Kings : When  I said  a 
little  while  ago  the  success  of  the  Hospital 
Service  Plan  has  prompted  private  organiza- 
tions to  formulate  plans  for  the  giving  of 
medical  service,  I meant  just  that.  Are  we  to 
be  accused  in  the  future,  as  we  have  in  the 
past,  on  numerous  occasions,  that  the  medical 
profession  follows  the  policy  of  laissez-faire, 
do-nothing  policy  while  the  people  are  clamor- 
ing for  some  sort  of  succor  or  help  in  this 
particular  matter? 

To  me  the  bugaboo  of  health  insurance  that 
has  been  dragged  into  this  discussion  is  a great 
big  red  herring  more  to  confuse  the  real  issue 
than  to  clarify  it.  Medical  expense  indemnity 
insurance  insures  for  a small  fee  against  the 
unpredictable  costs  of  medical  care.  The  plan 
conforms  in  all  details  to  the  principles  laid 
down  in  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  in  Cleveland  in  1934, 
in  that  it  limits  the  services  or  the  subscribers 
or  the  plan  to  those  people  who  are  below  the 
comfort  level.  The  plan  is  under  the  control 
of  the  medical  profession,  and  it  allows  for  free 
choice  of  physician,  which  is  absolutely  con- 
trary to  health  insurance. 

It  is  for  these  reasons,  and  because  we  are 
faced  with  the  fact  that  commercial  organiza- 
tions are  springing  up  ready  to  offer  the 
services  that  the  medical  profession  should  pro- 
vide for  these  people,  that  we  are  interested  in 
this  at  this  particular  time.  (Applause) 

Speaker  Kopetzky:  I simply  want  to  re- 
mind you  that  time  passes,  and  we  have  still 
one  very  controversial  topic  to  bring  before 
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this  Executive  Session.  Therefore,  I would 
prefer  that  each  man  speak  once  upon  the  topic. 

I say  that  with  no  desire  to  shut  off  debate, 
but  there  is  no  need  before  this  intelligent 
audience  to  reiterate  previously  expressed  ideas. 

Dr.  John  J.  Masterson,  Kings:  I am  also 
of  the  Council.  There  is  not  anybody  in  this 
room  that  has  more  respect  for  the  opinion  of 
Dr.  Jim  Rooney,  of  Albany,  than  I have.  I 
have  been  a member  of  the  House  of  Delegates 
since  1922,  and  have  always  been  glad  to  listen 
to  the  pearls  of  wisdom  emanating  from  Jim; 
but  tonight  I am  sorry  I have  to  disagree  with 
him. 

He  has  the  fear  that  this  will  lead  to  health 
insurance.  I do  not  think  it  will  lead  to  health 
insurance  any  more  than  the  private  fire  insur- 
ance, or  the  automoDile  insurance,  or  life  in- 
surance, has  led  to  the  government  taking  over 
those  particular  functions. 

There  is  not  any  business  in  the  world  that 
requires  less  capital  than  criticism.  We  have 
had  a lot  of  criticism  of  this  plan  this  evening 
and  of  other  plans  that  have  been  brought  be- 
fore this  House  of  Delegates  providing  for 
proper  medical  care  for  the  people  of  this  State. 

I am  perfectly  willing  to  subscribe  to  some 
other  plan  if  a better  plan  is  proposed,  but  I 
have  not  heard  of  any  better  plan  proposed 
than  the  plan  proposed  by  this  particular  com- 
mittee. 

As  the  previous  speaker  said,  we  have  been 
accused — and  been  accused  justly — for  years  of 
doing  nothing.  I do  not  think  we  can  wait 
much  longer  before  doing  something.  This  is 
at  least  an  attempt  to  do  something.  If  health 
insurance  is  going  to  follow  this  particular  plan 
— and  I do  not  think  it  will — the  few  years  that 
the  plan  is  in  existence  we  will  have  probably 
learned  something  that  will  be  of  considerable 
benefit  if  health  insurance  has  to  follow  this 
scheme. 

Unless  the  opponents  of  this  measure  have 
something  better  to  propose  I hope  the  House 
of  Delegates  will  take  positive  action  on  this 
particular  subject  tonight.  (Applause) 

Dr.  James  E.  Sadlier:  History  seems  to 
repeat  itself.  It  is  just  nineteen  years  ago  in 
our  legislative  halls  in  Albany  we  were  saved 
from  compulsory  health  insurance  by  one  man, 
the  Speaker  of  the  Assembly.  At  that  time 
the  Senate  had  passed  a compulsory  health 
insurance  bill,  and  a Governor  stood  ready  to 
sign  it.  but  Speaker  Sweet  of  the  Assembly  kept 
it  in  the  Rules  Committee.  He  did  not  allow  it 
to  come  out,  hence  it  did  not  become  a law. 

I am  absolutely  in  accord  with  Dr.  Rooney 
that  if  this  type  of  non-profit  insurance  be- 
comes prevalent  over  this  State,  it  will  not  be 
more  than  two  or  three  years  before  it  will  be 
state  medicine.  It  is  very  nice  to  talk  about 
this  non-profit  insurance,  but  watch  it  after 
you  get  it  and  you  will  find  that  it  will  be  state 
medicine  in  little  or  no  time. 

Dr.  Arthur  J.  Bedell:  Records  are  being 
stated  as  to  how  long  members  have  been  in 
this  House.  I was  first  elected  to  this  House 
in  1906,  and  not  many  on  the  floor  can  equal 
the  record  I have  gone  through.  I have  been 
told,  “If  you  don’t  do  it,  it  will  be  forced  upon 


you.”  I have  heard  these  things  coming  from 
Washington  for  several  years  lately,  and  surely 
there  is  not  a thinking  man  on  this  floor  that 
will  agree  that  all  these  trials  and  errors  have 
led  us  out  of  the  woods;  but  most  of  you  will 
admit  that  we  are  deeper  in  the  marshes  than 
we  were  before.  I sincerely  trust  that  you  will 
look  beyond  the  present  wording,  and  know 
that  if  you  enter  into  this  problem,  if  you 
adopt  this,  you  will  be  most  terribly  disap- 
pointed and  disillusioned.  It  is  the  opening 
wedge  for  state  medicine,  and  there  is  no  ques- 
tion about  it.  Don’t  anybody  be  misled  by  it. 

Dr.  M.  Renfrew  Bradner,  Orange:  Ques- 
tion of  information:  Under  what  business 

auspices  is  this  insurance  activity  supposed  to 
be  conducted? 

Dr.  George  Baehr:  Under  any  auspices 
approved  by  the  Society  of  the  State  of  New 
York. 

Dr.  Bradner:  What? 

Dr.  Baehr:  It  provides  for  the  encourage- 
ment of  local  non-governmental  insurance  plans, 
small  local  non-governmental  insurance  plans 
approved  by  organized  medicine  as,  for  ex- 
ample, under  Workmen’s  Compensation  com- 
pensation bureaus  must  receive  the  approval  of 
the  County  Societies.  Also  five  reservations  are 
made  upon  which  such  approval  will  be  con- 
ditioned. 

Dr.  James  J.  Rooney:  Mr.  Speaker  and 
Gentlemen  of  the  House,  for  at  least  twenty 
years  I have  listened  to  just  the  same  sort  of 
thing  that  I have  heard  tonight.  I do  not  want 
to  take  up  your  time.  I am  sick  of  talking 
compulsory  health  insurance.  I am  sick  of 
working  against  it.  I think  I can  say  that  I 
am  as  familiar  with  the  subject  as  any  man  in 
this  House,  with  perhaps  one  or  two  exceptions. 
I think  I know  as  much  about  the  genesis  of 
the  movement  as  any  man  in  this  house.  Every 
compulsory  health  insurance  plan  that  has  been 
put  into  effect  by  any  Government  began  in 
just  this  way.  Germany  did  not  institute  a 
compulsory  health  insurance  plan  de  novo.  It 
arose  from  the  seeds  of  local  small,  self-govern- 
ing bodies,  the  Krankenkasse ; and  the  German 
Government  took  them  over.  Austria  did  the 
same  thing.  When  Lloyd  George  put  the  thing 
over  in  Great  Britain  in  1911,  he  said  in  effect 
to  the  sick  benefit  societies — and  that  is  what 
these  things  are,  with  the  exception  of  the  pay- 
ment of  benefit  for  loss  of  work;  they  covered 
medical  care  and  they  covered  a small  sick 
benefit — “I  am  going  to  take  you  over.  I am 
going  to  make  this  system  compulsory.  I am 
going  to  make  it . include  everybody  in  the 
oopulation,  or  certain  groups  in  the  population. 
We  have  the  mechanism : Your  sick  benefit 
societies.  We  will  take  them  over,  and  under 
governmental  control  we  will  have  compulsory 
health  insurance.”  And  they  have  it.  The 
British  Medical  Association  for  two  years  went 
on  record  against  adopting  the  scheme,  and  he 
did  what  will  be  done  here : he  went  to  them 
and  he  said,  “Gentlemen,  if  you  refuse  to  work 
with  this  scheme,  I will  import  doctors  from 
the  Continent  to  do  it” : so  they  acquiesced. 

In  British  Columbia  less  than  a year  ago,  in 
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Canada,  the  Parliament  of  that  Province 
adopted  the  same  scheme  as  the  compulsory 
health  insurance.  Approximately  690  men  in 
that  Province,  comprising  the  medical  profes- 
sion there,  refused  to  the  tune  of  660  to  work 
with  the  scheme.  It  is  not  working  there  as  a 
consequence. 

I have  heard  these  arguments  about  the 
medical  profession 'adopting  the  policy  of  lais- 
sez-faire. I have  heard  the  defeatist  idea  ex- 
pressed that  almost  wrecked  France  in  1917 : 
“Make  peace  on  any  terms.  You  can  do  noth- 
ing. The  deluge  is  upon  you.  You  are  going 
to  be  overwhelmed.”  1 heard  it  in  1912,  I heard 
it  in  1916,  I heard  it  all  over  the  United  States 
in  1921.  I heard  it  in  1925  during  the  days  of 
prosperity.  We  are  hearing  it  again.  I know 
the  reality  of  the  situation  that  has  been  largely 
described  to  us  by  gentlemen  from  the  metro- 
politan district  of  this  state  tonight.  The  situa- 
tion in  this  Greater  City  of  New  York  is  prob- 
ably as  bad,  if  not  worse,  than  that  in  any  other 
city  in  the  country. 

Dr.  Baehr,  the  Chairman  of  the  Reference 
Committee,  told  you  that  the  hospitalization 
scheme  was  not  so  much  for  the  benefit  of  the 
physician  as  it  was  to  save  the  hospitals  from 
bankruptcy.  True  and  important,  but  the  report 
of  the  Committee  on  Medical  Care  said  the 
catastrophic  effect  upon  family  incomes  is  due 
to  the  cost  of  hospital  not  of  medical  care. 
(Applause)  The  medical  dollar  as  shown  by 
that  report  showed  an  expenditure  of  some- 
thing like  17.2  for  medical  care  and  the  re- 
mainder in  nursing,  hospital,  apparatus,  and 
the  like.  The  medical  profession  is  not  im- 
poverishing these  people.  The  payment  for 
medical  care  is  not  putting  individuals  who  are 
seized  by  catastrophic  illness  on  the  street  and 
rendering  them  bankrupt  and  unable  to  take 
care  of  themselves. 

I want  with  all  the  vigor  that  I possess  to 
repeat  what  I said  when  I opened  this  discus- 
sion : If  you  adopt  this  plan  of  local  sick  benefit 
societies,  within  five  years  you  will  not  be 
taking  care  of  forty  per  cent  of  the  population 
in  this  State  through  such  means,  but  vou  will 
be  taking  care  of  ninety-five  per  cent  of  it. 
(Applause) 

Speaker  Kopetzky:  Are  you  ready  for  the 

ouestion?  The  question  has  been  called  for. 
All  those  in  favor  that  the  question  shall  be 
put  say  “Aye” : those  opposed,  say  “No.”  We 
are  ready  for  further  debate. 

Dr.  Frederic  E.  Elliott,  Kings : Dr. 

Rooney,  having  spoken  twice,  I presume  I may 
do  the  same.  Dr.  Roonev  has  auoted  history, 
and  so  will  I.  About  1910,  1911  or  1912  it 
was  proposed  to  pass  a law  in  this  State  placing 
unon  the  employer  the  liability  of  providing 
medical  care  for  iniured  workmen.  Reaction- 
aries within  the  ranks  of  the  medical  profession 
exuded  conservatism  and  refused  to  inject 
"roper  medical  provisions  into  that  law,  and 
for  twentv  years  medical  care  was  provided 
with  less  than  two  hundred  words  in  the  law. 
During  that  time  all  of  the  faults  of  contract 
practice  that  could  possibly  develop  into  abuses 
of  both  the  iniured  workmen  and  the  medical 
profession  developed ; and  it  was  not  until  the 


medical  profession  had  the  wisdom  to  draft  a 
proposed  amendment  that  would  incorporate 
proper  principles  for  the  safeguarding  not  only 
of  the  medical  profession  but  of  the  people 
who  were  to  be  served  that  the  abuses  and 
wrongs  under  that  Workmen’s  Compensation 
Law  were  corrected. 

We  have  in  this  instance  the  appeal  of  a 
government  agency,  namely  the  State  Insurance 
Commission,  to  the  medical  profession  to  in- 
dulge in  intelligent  cooperation  and  guidance. 
They  came  to  us  asking  for  that,  saying,  “We 
know  insurance,  but  we  do  not  know  the  care 
of  the  sick.” 

I have  heard  on  many  occasions  criticisms  of 
public  agencies  proceeding  to  regulate  our 
affairs  without  consideration  of  our  knowledge 
and  interest.  Here  is  a situation  where  we  are 
asked  to  come  into  the  picture  and  exercise  that 
aid  which  our  intelligence  may  provide. 

At  the  present  time  in  the  State  of  New 
York  up  in  the  vicinity  of  Broome  County 
there  are  a number  of  these  mutuals  dating 
back  as  far  as  fourteen  years.  I have  in  con- 
fidence been  provided  with  the  actual  figures 
of  their  experience.  These  groups  range  in 
numbers  from  some  thirty-five  people  up  to 
about  350,  and  I give  you  my  word  for  it  that 
in  not  a single  year  have  these  people  by  their 
own  management  repudiated  any  obligations  to 
the  medical  profession,  and  not  in  any  one  year 
have  they  failed  to  show  an  accumulation  of 
reserves.  These  activities  were  initiated  origi- 
nally as  a cooperation  between  employers  and 
employees,  but  when  in  this  late  depression,  in 
1929,  the  employers  gave  evidence  that  they 
would  withdraw  from  the  plan,  the  employees 
took  over  the  entire  operation.  I have  visited 
those  counties,  and  I have  it  on  the  word  of 
the  men  who  are  practicing  there  that  they 
have  proved  thoroughlv  satisfactory  to  the  pro- 
fessions in  those  counties.  Thank  you! 

Speaker  Kopetzky:  Are  you  now  ready  for 
the  question? 

Dr.  James  F.  Rooney  : I would  like  to  have 
the  opportunity  of  saying  one  word  in  connec- 
tion with  a statement  made  by  the  preceding 
speaker.  It  is  in  the  nature  of  a correction. 
I have  a knowledge  of  what  was  done  when 
the  comoensation  law  was  first  proposed,  and 
the  medical  profession  was  not  unrepresented. 
The  medical  profession  was  very  well  repre- 
sented, and  the  medical  profession  presented 
their  arguments  at  the  hearings  that  extended 
over  a period  of  five  weeks  on  the  Work- 
men’s Compensation  Bill.  Thev  made  every 
proper  representation  to  the  Committee  and 
the  employers’  associations  and  the  labor  unions 
turned  them  all  down.  There  was  not  any  hasty 
affair  about  it  at  all. 

The  great  difficulty  about  meeting  a question 
of  such  primary  importance  as  this  in  such  a 
large  body  is  the  confusion  of  the  issue.  We 
have  heard  the  Chairman  of  the  Reference 
Committee  say  that  they  intend  to  set  un  small, 
local,  non-governmental  grouns  under  the  aus- 
pices of  the  County  Society  in  which  they  are 
to  operate:  but  you  cannot  set  up  any  insurance 
group  in  the  State  of  New  York  without  th^ 
approval  of  the  Superintendent  of  Insurance  of 
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the  State  of  New  York,  I don’t  care  whether 
it  be  local,  or  mutual,  or  anything  of  the  sort. 
The  law  of  the  state  is  very  specific  on  that 
point. 

I would  like  to  ask  a question.  What  has 
been  the  unofficial  opinion  of  the  Superintendent 
of  Insurance  of  the  State  of  New  York  and  of 
the  Attorney-General  of  the  State  of  New 
York  in  regard  to  the  tenets  or  proposals  of 
this  sort  that  have  been  presented  to  them 
already  ? 

Speaker  Kopetzky:  Who  can  answer  that? 

Dr.  George  Baehr:  I can  answer  that  from 

my  experience  as  Secretary  of  the  Workmen’s 
Compensation  Committee,  that  wrote  the 
amendment  to  the  present  Workmen’s  Com- 
pensation Act.  During  those  few  years  we  ob- 
tained great  legal  experience  in  these  matters, 
and  I can  see  nothing  in  the  proposed  plan  that 
is  not  legally  possible  either  now  or  by  means 
of  certain  minor  modifications  in  existing  laws. 

Dr.  James  F.  Rooney  : May  I say  that  does 
not  answer  my  question? 

Dr.  Frederic  E.  Elliott:  I will  answer  it, 
sir.  The  Insurance  Commissioner,  as  repre- 
sented by  Mr.  Taylor,  his  attorney,  was  seen 
by  me  in  regard  to  the  Medical  Aid  Society  in 
Kings  County,  which  is  a concern  that  for  ten 
cents  a week  is  providing  contract  medical  care. 
I asked  Mr.  Taylor  if  these  people  were  not 
engaged  in  outlaw  insurance.  He  said,  “Yes, 
they  are,  and  if  you  on  behalf  of  the  medical 
profession  will  file  a complaint,  I will  issue  a 
summons  to  them  today,  and  we  shall  promptly 
put  them  out  of  business.  But  I recommend  to 
you  that  you  don’t  do  it.  We  know  that  they 
are  outlaws  to  our  present  insurance  law.  We 
know  that  these  insurance  schemes  in  Broome 
County  are  actually  outside  of  our  law,  but  we 
don’t  propose  to  bring  the  wrath  of  this  State 
down  upon  our  heads  because  these  institutions 
are  rendering  the  people  a service  which  they 
need.  Don’t  you  file  a complaint  against  them 
until  you  have  something  better  to  offer.”  Does 
that  answer  your  question? 

Dr.  Rooney  : That  does  not  answer  my 

question. 

Dr.  Elliott:  What  is  your  question,  then? 

Dr.  Rooney:  I will  repeat  the  question. 

Dr.  Nunzio  A.  Rini,  Kings:  I know  what 

your  question  is  and  maybe  this  will  answer  it : 
At  a hearing  of  the  Law  Revision  Commission 
in  New  York  City  about  four  or  five  months 
ago  Commissioner  Taylor,  in  answer  to  the 
argument  presented  by  various  representatives 
of  the  different  Foundations  and  also  of  the 
Hospital  Service  Plan  and  others,  asked  of 
these  people  if  they  had  a plan  which  was  better 
than  the  one  presented  by  the  Medical  Society. 
When  no  answer  was  forthcoming,  he  said  pub- 
licly that  in  his  opinion  he  would  favor  that 


plan  in  comparison  with  any  other  because  he 
felt  that  any  plan  presented  by  the  Medical 
Society  would  have  the  full  approval  of  that 
particular  Commission. 

Dr.  Rooney:  I still  protest  that  does  not 

answer  my  question. 

Speaker  Kopetzky  : You  are  asking  what 

the  opinion  of  the  Attorney-General  of  the 
State  is — 

Dr.  Rooney:  I am  asking  a question  as  to 

whether  or  not  the  Superintendent  of  Insurance 
of  the  State  of  New  York  has  been  consulted 
concerning  the  proposed  plan,  and  what  his 
statement  in  response  to  that  proposal  has  been, 
and  what  has  been  the  opinion  of  the  Attorney- 
General  as  the  adviser  to  that  Department  in 
relation  thereto? 

Speaker  Kopetzky  : I do  not  know  how  I 

can  get  that  opinion  for  you,  sir. 

Dr.  Rooney:  I am  asking  the  question. 

Dr.  Elliott  : The  Insurance  Commissioner 

has  a legal  staff,  and  by  his  direction  the  legal 
staff  is  drafting  the  incorporation  of  this  princi- 
ple. The  only  reason  that  it  was  not  complete 
and  introduced  in  the  last  session  of  the  Legis- 
lature was  because  he  was  taken  over  into  the 
issue  of  life  insurance  by  savings  banks  and 
could  not  give  the  time  to  it  to  work  out  the 
criticisms  voiced  by  me  on  his  tentative  draft 
that  he  had  prepared  by  instruction  of  the  In- 
surance Commissioner. 

Speaker  Kopetzky:  In  my  humble  opinion 

you  have  not  answered  the  question  yet. 

Dr.  Rooney:  I understand  now  that  this 

Committee,  which  has  had  the  preparation  of 
this  plan  in  its  hands  for  five  years,  as  I know 
personally,  being  the  Chairman  of  the  Refer- 
ence Committee  to  whom  that  report  has  been 
referred  for  five  years,  has  not  yet  consulted 
the  Commissioner  of  Insurance  whose  approval 
is  essential  before  any  such  plan  as  this  can  be 
put  into  operation.  I contend  this : It  justifies 
my  first  motion  that  this  matter  be  referred  to 
the  Council  for  further  study. 

Dr.  Benjamin  Jablons,  Nezv  York:  May 

I ask  how  it  is  proposed  to  withhold  the  benefits 
of  this  plan  from  people  in  the  higher  income 
brackets  than  those  indicated  here,  and  whether 
it  would  be  legally  possible  to  carry  out  such 
a procedure? 

Speaker  Kopetzky:  Is  there  any  further 

discussion?  Are  you  now  ready  for  the  ques- 
tion? Then  I am  going  to  put  the  question: 
Those  in  favor  of  adopting  the  Reference  Com- 
mittee’s report,  which  would  put  into  effect  the 
proposition  that  has  been  so  long  discussed,  say 
“Aye”;  those  opposed,  “No.”  The  motion 
seems  to  be  lost,  but  I am  not  sure.  Those  in 
favor  rise.  Thank  you ! Now,  those  opposed, 
rise.  The  motion  seems  to  be  lost,  and  is  lost, 
and  is  so  declared. 


(To  be  concluded  in  the  next  issue) 
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Another  National  Program 

Last  autumn  Mr.  Homer  Folks  read  a 
paper  to  the  American  Public  Health  Asso- 
ciation in  which  he  distinguished  the  func- 
tions of  public  health  from  those  of  social 
welfare.  Historically,  the  proposal  to  estab- 
lish a national  health  authority  came  from 
Edwin  Chadwick  when  he  was  the  chief 
executive  of  the  Poor  Law  Board.  It  is  true 
that  the  inspiration  resulted  from  Chad- 
wick’s observation  that  the  cheapest  way  of 
combating  poverty  is  to  prevent  impoverish- 
ing disease.  But  at  no  time  did  Chadwick 
suggest  that  the  efforts  of  preventive  medi- 
cine should  be  limited  to  the  pauper  class. 
From  the  very  first  he  saw  the  protection  of 
the  public  health  as  a national  responsibility 
directed  to  all  classes  of  the  population.  Mr. 
Folks,  in  his  paper  which  is  to  appear 
shortly  in  the  American  Journal  of  Public 
Health  presents  seven  powerful  arguments 
why  this  is  as  true  today  as  it  was  in  1848. 

This  point  of  view  was  recalled  the  other 
day  when  Mr.  Folks  presented  to  the  board 
of  directors  of  the  National  Tuberculosis 
Association  a six-year  plan  for  case  finding 
and  hospitalization  of  the  tuberculous,  a plan 
which  they  promptly  endorsed.  The  Federal 
government  is  called  on  to  subsidize  this 
plan  because  ( 1 ) they  alone  may  be  expected 
to  furnish  the  necessary  nation-wide  “im- 
pulse” and  (2)  “the  Federal  government  has 
a more  definite  and  compelling  interest  in 
protecting  the  man  power  of  the  country 
from  tuberculosis  than  any  other  unit  of 
government !”  It  is  proposed  that  the  Fed- 
eral government  bear  two-thirds  of  the  cost 
of  new  construction  and  divide  equally  with 
the  states  the  cost  of  hospital  maintenance 
and  of  case  finding. 

As  presented  by  the  New  York  Times,  the 
plan  suggests  some  problems  to  which  it 
provides  no  answer.  One  may  be  sure  that 
Mr.  Homer  Folks  has  considered  them  and 
has  his  own  answers.  Our  readers  may  in 
the  meanwhile  be  able  to  suggest  others. 
Your  correspondent  will  be  glad  to  collect 


any  and  all,  and  to  present  them  to  responsi- 
ble quarters  for  consideration. 

Obviously  some  states,  notably  New  York 
State,  have  much  more  advanced  programs 
than  others  at  the  present  time.  Will  Con- 
gress allocate  funds  according  to  need  or  on 
a population  basis?  Among  the  most  back- 
ward states  in  making  public  provision  for 
the  care  of  the  tuberculous  are  the  health 
resort  states  of  the  West.  There  is  a good 
reason  for  this.  Thousands  of  afflicted  east- 
erners have  gone  West.  Thousands  have 
“gone  west”  in  more  senses  than  one.  They 
are  not  now  where  they  may  be  seen.  A 
comparatively  small  number  have  survived, 
sun  tanned  and  energetic  witnesses  to  every- 
thing the  chamber  of  commerce  may  have 
said.  But  the  resulting  prosperity  depends 
upon  a differential.  The  Southwest  is  more 
anxious  to  attract  the  wealthy  than  the  in- 
digent. It  has  therefore  provided  an  excess 
of  private  sanatoria  but  is  condemned  to  a 
great  dearth  of  public  hospitals.  This  leads 
me  to  believe  that  if  the  Federal  government 
would  make  provision  in  the  West  for  east- 
erners who  insist  on  following  the  sun,  the 
western  states  would  then  feel  free  to  make 
public  provision  for  their  own  people.  More- 
over, the  scandal  of  the  “acid-fast”  hobo 
and  his  wretched  relatives  would  at  last  be 
removed.  This  is  a purely  personal  opinion 
which  has  never  found  approval  anywhere. 
But  whatever  may  be  the  solution  there  is  a 
problem  to  be  solved. 

Another  problem  which  cannot  be  over- 
looked in  any  national  campaign  is  that  of 
the  chronic  consumptive  who  is  capable  of 
part-time  work.  Papworth  Colony  in  Eng- 
land and  the  Altroshop  in  New  York  are 
notable  demonstrations  of  the  possibility  of 
restoring  to  useful  and  hopeful  existence 
workers  who  might  otherwise  be  condemned 
to  monastic  seclusion.  Segregation,  as  Dr. 
Frost  pointed  out,  becomes  of  more  and 
more  importance  as  the  number  of  active 
spreaders  of  disease  diminishes.  The  social 
control  of  tuberculosis  will  be  more  success- 
ful the  less  it  is  cruel  and  compulsory. 


A father  is  responsible  for  medical  at-  Justice  Anthony  DeStefano  ruled  on  May  11, 
tendance  for  his  child  in  addition  to  normal  in  a decision  involving  a hospital  and  doc- 
support  and  maintenance,  Albany  City  Court  tor  bill. 
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Chautauqua  County 

The  seventh  annual  inter-state  sum- 
mer meeting  of  the  Medical  Society  of  the 
County  of  Chautauqua  will  be  held  at 
Chatauqua  Institution  on  July  27. 

This  meeting  offers  a wide  variety  of 
scientific  papers,  cultural  entertainment, 
and  sports  in  a setting  which  is  ideal  for 
renewing  old  acquaintances. 

The  program  for  the  morning  session  has 
appeal  for  the  specialist  as  well  as  the  gen- 
eral practitioner  and  is  made  up  as  follows : 

10:00:  Dr.  A.  H.  Aaron,  Buffalo.  “Treat- 
ment of  Selected  Gastrointestinal  Condi- 
tions from  the  Viewpoint  of  the  General 
Practitioner.” 

10:45:  Dr.  Karl  A.  Menninger,  Topeka, 
Kan.  “Contributions  of  Emotional  Factors 
to  Physical  Disease.” 

11:30:  Dr.  Frank  H.  Lahey,  Boston, 
Mass.  “Some  of  the  Newer  Developments 
in  Surgery.” 

Luncheon  will  be  served  in  the  Hotel 
Athenaeum.  The  afternoon  session  includes 
papers  by  Drs.  Menninger  and  Lahey  to  be 
given  in  the  Amphitheater  and  will  be  of 
interest  to  the  laity.  There  will  also  be  a 
golf  tournament  with  attractive  prizes  as 
well  as  a boat  ride  on  Lake  Chautauqua. 

The  Chautauqua  Institute  makes  a special 
effort  to  offer  entertainment  for  all  and  will 
have  an  attractive  program  of  lectures  and 
music  throughout  the  entire  day.  All  events 
will  be  on  daylight  saving  time. 

Dutchess  County 

The  Dutchess  County  Medical  Society 
held  a regular  meeting  May  19  at  the  Amrita 
club,  in  Poughkeepsie.  There  were  reports 
from  the  delegates  to  the  state  society  meet- 
ing, discussion  of  state  problems,  and  a 
report  on  the  scientific  program  of  the  state 
meeting.  Dr.  Scott  Lord  Smith,  president, 
was  in  charge. 

Erie  County 

At  a meeting  of  the  Buffalo  Common 
Council  on  May  3,  a proposal  by  Council 
President  George  W.  Wanamaker  which 
would  prohibit  departmental  surgeons  from 
giving  free  medical  service  to  members  of 
the  police  and  fire  departments  was  ap- 
proved. The  proposal  was  sponsored  by  the 
Erie  County  Medical  Society.  Under  the 
terms  of  the  Wanamaker  proposal,  free 


medical  service  will  be  given  only  in  case  of 
injury  received  on  duty  or  service-con- 
nected illness. 

Kings  County 

The  Brooklyn  Thoracic  Society  pre- 
sented this  program  at  its  meeting  on  May 
20:  I.  Case  Finding  Through  Periodic  Con- 
tact Examinations,  Dr.  Nagla  Laf  Loofy. 
II.  Supervision  of  Primary  Lesion  in  Chil- 
dren, Dr.  Mary  R.  Eleston.  III.  The  De 
partment  of  Health  Program  for  the  Con- 
trol of  Tuberculosis,  Dr.  H.  R.  Edwards. 

Montgomery  County 

The  medical  society  of  the  County  of 
Montgomery  heard  the  third  lecture  in  the 
post-graduate  course  on  May  5 at  the  Elks 
Club  in  Amsterdam,  Dr.  Edward  J.  Collier, 
chairman.  The  speaker  was  Dr.  Samuel 
Standard,  assistant  clinical  professor  of 
surgery,  New  York  University  College  of 
Medicine.  He  gave  a paper  on  “Circulatory 
Disturbances  in  Acute  Medical  and  Surgi- 
cal Derangements.”  The  fourth  lecture  of 
the  course  was  given  on  May  19.  The  sub- 
ject was  “Circulatory  Disturbances  in  Heart 
Diseases”  and  the  speaker  was  Dr.  Arthur 
DeGraff,  professor  of  therapeutics,  New 
York  University  College  of  Medicine. 

Tompkins  County 

A successor  to  Dr.  Barton  F.  Hauen- 
stein,  secretary-treasurer  of  the  Tompkins 
County  Medical  Society,  will  be  appointed  by 
a committee  selected  at  the  quarterly  meet- 
ing at  Biggs  Memorial  State  Hospital  on 
May  17. 

The  vacancy  created  by  Dr.  Hauenstein’s 
going  to  Buffalo  July  1 will  be  only  tem- 
porarily filled  until  the  Medical  Society’s 
annual  December  elections. 

A scientific  session  was  conducted  by  Dr. 
John  K.  Deegan,  Biggs  Memorial  Hospital 
superintendent.  Dr.  Richmond  Douglass  of 
that  institution  read  a paper  describing  six 
cases  of  foreign-bodies-in-lungs  discovered 
in  tubercular  suspects  through  regular  exam- 
inations. Two  were  timothy  grass  heads, 
others  were  nails  and  bits  of  wood. 

Dr.  Max  Pinner,  also  of  the  Biggs  staff, 
presented  a tesUtubercular  case  to  assem- 
bled physicians  for  diagnosis.  The  non- 
specialists correctly  figured  it  to  be  “non- 
tubercular.” 
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Newsy  Notes 

Gates  W.  McGarrah,  treasurer  and 
chairman  of  the  distributing  committee  of 
the  United  Hospital  Fund,  made  public  on 
April  24  a list  of  hospitals  throughout  New 
York  City  to  which  funds  have  been  allo- 
cated from  the  total  raised  last  Fall  in  the 
joint  campaign  of  the  hospital  fund  organ- 
ization and  the  Brooklyn  Visiting  Nurse 
Association. 

The  total  amount  voted  for  distribution 
to  date  is  $1,752,916,  Mr.  McGarrah  re- 
ported, and  all  but  a small  part  has  been 
distributed.  The  distribution  was  made 
under  four  classifications:  $1,000,000  for 
free  care  in  hospital  wards  and  dispensaries, 
$181,116  for  special  needs  of  hospitals, 
$506,800  for  women’s  medical  social  service 
and  auxiliary  activities,  and  $65,000  for  the 
Brooklyn  Visiting  Nurse  Association. 

The  latter  organization  is  to  receive  a 
“substantial”  further  payment  soon,  Mr. 
McGarrah  said,  and  certain  other  hospitals 
will  get  additional  funds. 


A pass  system  at  Ellis  Hospital,  Sche- 
nectady, whereby  visitors  to  patients  in 
wards  or  semi-private  rooms  are  allowed 
to  see  a patient  for  but  twenty  minutes 
was  put  into  effect  at  the  institution  in  May. 
Each  patient  has  two  visitor’s  cards  and 
is  allowed  two  visitors  at  one  time  during 
the  regular  visiting  hours.  When  the  time 
allotted  to  the  visitors  has  expired,  they 
leave  the  room  and  turn  in  the  cards  at  the 
reception  desk.  The  cards  are  then  given  to 
two  other  visitors.  The  system  is  similar 
to  that  in  use  in  most  modern  hospitals. 


Among  many  public  bequests  in  the 
will  of  the  late  Henry  Ware  Putnam  are 
$50,000  each'  to  the  Presbyterian,  St. 
Luke’s,  Mt.  Sinai  and  Post-Graduate  Hos- 
pitals; also,  $25,000  to  the  New  York  Skin 
and  Cancer  Hospital. 


The  London  hospitals  have  received 
during  the  past  year  a present  of  over 


5,000  gramophone  records  by  the  courtesy 
of  the  British  Broadcasting  Company  and 
the  record  manufacturing  companies.  These 
records,  which  have  been  used  for  broad- 
cast purposes,  are  delivered  to  the  hospitals 
free  by  the  Gramophone  Company. 

Improvements 

The  new  wing  of  the  Buffalo  Emer- 
gency Hospital  was  dedicated  and  opened 
on  May  15.  The  extension  gives  the  hos- 
pital a bed  capacity  of  140  and  the  most 
modern  facilities  for  operation  and  special 
treatments.  In  the  new  wing  are  oper- 
ating rooms,  laboratories,  administration 
offices,  private  rooms  and  quarters  for  the 
nursing  staff,  besides  a new  chapel.  The 
older  portion  of  the  hospital  has  been  re- 
modeled to  provide  more  rooms  and  wards. 

Establishment  of  a “contagion”  hos- 
pital in  Poughkeepsie  for  segregation  of 
all  contagious  diseases  was  recommended  by 
Dr.  H.  Weston  B.  Stibbs,  former  Board  of 
Health  member,  in  an  address  before  mem- 
bers of  the  Exchange  club  in  the  Nelson 
house  on  May  12.  Pointing  out  that  such 
a unit  would  greatly  enhance  public  health, 
the  physician  advised  the  building  be  con- 
structed with  government  funds  or  “tax- 
payers’ money”  with  the  city  or  county 
paying  the  costs  of  hospitalization  of 
patients. 

The  W.  C.  A.  Hospital  at  Jamestown 
has  installed  a new  shock-proof  radio- 
graphic  and  fluoroscopic  x-ray  machine 
and  mobile  x-ray  equipment.  The  mobile 
unit  can  be  moved  to  any  part  of  the  hos- 
pital as  needed. 

Dr.  LeRoy  W.  Hubbard,  field  director 
of  the  Georgia  Warm  Springs  Founda- 
tion, sponsored  by  President  Franklin  D. 
Roosevelt  and  prominent  citizens  of  the 
United  States  interested  in  the  eradication 
of  infantile  paralysis,  was  in  Auburn  in 
May  to  inspect  property  for  an  infantile 
paralysis  rehabilitation  center  for  that  sec- 
tion of  the  country. 
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Post-Mortem  Appearances.  By  Joan  M. 
Ross,  M.D.  Third  edition.  Duodecimo  of 
243  pages.  New  York,  Oxford  University 
Press,  1937.  Cloth,  $2.50. 

In  this  third  edition  the  text  has  been 
revised  and  brought  up  to  date.  The  im- 
portant feature  of  the  book  is  the  description 
of  the  cadaver  giving  the  external  appear- 
ance followed  by  the  internal  appearance  in 
varying  conditions  causing  death.  At  the 
end  of  the  book  are  useful  tables  of  weights 
and  measurements.  It  is  a handy  little  vol- 
ume for  the  pathologist. 

Max  Lederer 

Practical  Physiological  Chemistry.  By 
Philip  B.  Hawk,  M.S.  and  Olaf  Bergeim, 
M.S.  Eleventh  edition.  Octavo  of  968  pages, 
illustrated.  Philadelphia,  P.  Blakiston’s  Son 
and  Company,  1937.  Cloth,  $8.00. 

This  is  the  first  edition  of  “Hawk”  since 
1931,  and  marks  its  30th  anniversary  of  use- 
fulness. Its  dedication  to  the  memory  of 
Benedict,  Folin,  Jones,  Lusk,  Macallum,  and 
Mendel,  is  apt,  and  the  loss  to  biochemical 
science  of  their  part  in  it  has  been  grace- 
fully emphasized.  It  is  neither  feasible  nor 
warranted  to  review  in  detail  so  distinguished 
and  almost  indispensable  an  authority.  The 
volume  has,  necessarily,  been  enlarged  and 
a third  of  the  chapters  rewritten.  Much 
of  the  remainder  has  additions  and  changes 
in  text,  illustrative  material,  and  arrange- 
ment. The  authors  and  collaborators  are 
to  be  congratulated  for  maintaining  and 
bringing  to  date  this  eminent  standard. 

Irving  M.  Derby 

Pediatric  Urology.  By  Meredith  F.  Camp- 
bell, M.D.  Volumes  I & II.  Quarto,  illus- 
trated. New  York.  The  Macmillan  Com- 
pany, 1937.  Cloth,  $15.00  per  set. 

We  have  all  enjoyed  Dr.  Campbell’s 
presentations  and  discussions  in  this  field 
for  years.  He  now  gives  us  the  benefit  of 
his  vast  experience  in  a well  written  and 
splendidly  illustrated  two  volume  work 
that  is  complete  in  every  detail.  Its  publi- 
cation is  timely,  and  the  answer  to  a defi- 
nite need — an  authoritative  textbook  in  this 
branch  of  Urology. 

The  chapter  on  urinary  tract  infections 


is  replete  with  the  newer  forms  of  therapy, 
and  can  be  read  to  advantage  by  all  of  us, 
regardless  of  what  branch  of  medicine  we 
practice. 

Urogenital  anomalies  are  discussed  at 
length,  and  are  of  extreme  importance. 
Volume  two  contains  a chapter  on  Bright’s 
disease  in  infancy  by  Dr.  Lyttle  which 
is  of  unusual  worth  as  well  as  the  chapter 
on  urosurgery  which  is  really  a complete 
textbook  in  miniature.  The  relatively  little 
known  subject  of  neuromuscular  disease  is 
well  presented. 

Increasing  numbers  of  these  cases  are 
being  found  as  we  learn  more  about  this 
condition.  This  work  should  be  in  the 
library  of  every  practitioner  interested  in 
pediatrics  or  urology.  It  is  a splendid 
reference  text,  and  will  be  useful  for  many 
years. 

Fedor  L.  Senger 

The  Cerebrospinal  Fluid.  By  H.  Houston 
Merritt,  M.D.  and  Frank  Fremont-Smith, 
M.D.  Octavo  of  333  pages,  illustrated. 
Philadelphia,  W.  B.  Sanders  Company,  1937. 
Cloth,  $5.00. 

Within  one  cover  is  presented  all  avail- 
able information  concerning  the  cerebro- 
spinal fluid.  The  presentation  is  of  facts, 
facts  for  clinical  use  and  clinical  reference. 
The  anatomy,  physiology,  chemistry,  and 
pathologic  physiology  are  fully  and  con- 
cisely treated.  Technics  and  indications 
for  drainage  are  given  in  detail,  and  in- 
clude those  relating  to  therapeutic  uses, 
intrathecal  therapy,  and  roentgenography. 
The  discussion  of  findings  is  of  notable 
interest,  not  only  those  in  the  usual  syn- 
dromes, but  also  those  in  conditions  not 
ordinarily  remembered  in  relation  to  fluid 
examinations. 

Methods  of  examination  are  adequate, 
particularly  those  of  “bloody  taps”.  The 
authors  may  feel  the  subject,  is  one  for 
serology,  but  complement-fixation  and  pre- 
cipitation test  methods  have  been  avoided. 
The  scope  of  the  volume  is  connoted  by 
the  fifty- nine  pages  of  bibliography.  There 
has  not  been  a more  comprehensive  clinical 
treatment  of  the  subject  in  any  language. 

Irving  M.  Derby 
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There  has  been  an  increasing  aware- 
ness during  the  past  few  years  of  all 
social  phases  of  our  profession,  which 
has  compelled  us  to  focus  our  attention 
upon  the  effectiveness  of  our  programs. 
This  has  led  to  an  appraisal  and  evalua- 
tion of  our  present  set-up  to  determine 
the  value  of  existing  methods.  Recent 
forces  have  produced  changes  in  our 
thinking  which  have  created  new  social 
values  and  attitudes  and  we  perhaps  feel 
our  responsibility  for  the  health  of  chil- 
dren more  than  at  any  other  time. 

We  have  been  given  the  mandate  to 
lead  health  programs  which  necessitates 
putting  into  practice  that  which  has 
proven  to  be  scientifically  valid,  and  at 
the  same  time  we  should  seek  to  extend 
by  research  the  boundaries  of  our  knowl- 
edge. Such  an  objective  requires  the  co- 
operation of  the  community.  However, 
it  is  not  enough  that  we  have  their  co- 
operation; it  is  our  responsibility  to  plan 
what  the  community  shall  think  and  what 
health  principles  they  shall  hold  priceless. 

This  meeting  today  signifies  our  de- 
sire for  further  clarification  of  our  aims 
and  respective  responsibilities  in  improv- 
ing health  in  general,  and  indicates  our 
willingness  to  make  common  cause  with 
our  fellow  practitioners,  the  specialist, 
the  public  health  officer,  the  nurses,  and 
the  social  workers  in  an  effort  to  attain 
the  goal  we  have  set  for  ourselves.  The 
economic  disaster  has  caused  the  differ- 


ent disciples  of  social  welfare  to  think 
in  terms  of  effecting  partnerships  to  the 
end  that  their  aims  may  be  consolidated 
for  the  common  good.  Such  a beginning 
must  be  prompted  by  mutual  need  as  well 
as  a respect  for  all  concerned. 

The  objective  of  a child  care  pro- 
gram might  be  briefly  defined  as  the  dis- 
covery of  and  ability  to  serve  the  health 
needs  of  children  by  means  of  a unified 
approach.  Such  a goal  implies  preven- 
tion which  is  the  end  of  all  social  pro- 
grams. It  has  been  said  that  health  is 
one  of  the  most  important  indices  of 
social  welfare  which  we  possess.  How- 
ever, we  are  fully  appreciative  of  the 
fact  that  physical  and  mental  problems 
are  not  the  only  factors  which  can  make 
their  imprint  on  the  growth  record. 

The  health  of  the  nation  is  not  wholly 
a medical  problem.  It  involves  nutrition, 
housing,  education,  and  other  aspects  of 
the  economic  and  social  welfare.  Be- 
cause of  the  vastness  of  the  field  we  must 
delimit  our  interest  and  pursue  a single- 
ness of  purpose.  This  selected  emphasis 
on  health  should  increase  our  knowledge 
and  furnish  us  a sounder  basis  on  which 
to  build.  The  other  related  groups  whose 
aims  are  identical  or  similar  to  ours  must 
have  our  support  and  cooperation. 

The  passage  of  the  Social  Security 
Act  in  1935  has  made  it  possible  to  pro- 
mote health  programs  for  mother  and 
child  under  public  auspices  and  many 
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of  these  have  been  set  into  operation, 
while  others  emerge  as  a State  responsi- 
bility. This  trend  opens  new  horizons 
to  the  public  health  officer  and  at  the 
same  time  the  private  physician  is 
obliged  to  reorient  his  thinking  with 
reference  to  larger  and  more  generous 
ideals. 

We  read  a great  deal  about  programs 
which  we  need,  the  changes  which  must 
and  are  taking  place,  and  we  must  be 
careful  not  to  confuse  change  with  prog- 
ress. No  one  would  advocate  a blind 
adherence  to  the  status  quo,  but  one  must 
be  able  to  distinguish  between  knowl- 
edge and  opinion  and  to  build  programs 
only  on  knowledge.  We  caution  against 
scrapping  any  old  method  without  tak- 
ing from  it  that  which  has  proven  to  be 
of  value. 

The  public  health  officer  and  the  physi- 
cian have  coordinate  positions  in  chart- 
ing our  future  course  for  the  promotion 
of  health.  Public  health  is  in  and  of 
itself  a specialty,  the  same  as  surgery, 
pediatrics,  or  any  other  medical  spe- 
cialty. It  is  the  responsibility  of  the  pub- 
lic health  specialist  to  determine  health 
needs,  to  set  up  machinery  to  take  care 
of  these  needs  as  well  as  to  evaluate  the 
efficacy  of  preventive  measures.  We  as- 
sign to  him  leadership  in  the  all-impor- 
tant task  of  educating  the  public,  at  the 
same  time  he  must  secure  the  coopera- 
tion of  private  physicians  in  planning 
programs  according  to  the  best  medical 
practices.  In  other  words,  the  public 
health  specialist  becomes  the  “medical 
engineer.”  The  practicing  physicians 
must  furnish,  through  research  and  ex- 
perience, the  structure  for  these  pro- 
grams. However,  we  fear  that  if  we 
were  to  leave  to  them  the  engineering 
task,  the  programs  might  be  too  identi- 
fied with  self-interest,  or  because  of 
their  preoccupation  with  immediate  tasks 
they  might  render  only  lip  service  and 
no  change  would  be  effected. 

Dr.  DeSanctis  has  said  that  “doctors 
are  notoriously  poor  propagandists.” 
Perhaps  if  they  were  good  propagandists 
they  would  not  be  good  doctors,  and  it 
may  be  that  we  should  consider  this  a 
function  of  the  public  health  officer. 
When  we  trace  the  historical  growth  of 
medicine  we  find  it  has  been  this  divi- 
sion of  labor  which  has  made  it  possible 


for  us  to  control  such  diseases  as  ty- 
phoid, smallpox,  and  diphtheria.  The 
absence  of  such  pestilences  as  cholera  and 
the  bubonic  plague  in  recent  years  tells 
the  story  of  the  research  and  the  co- 
operation of  health  departments  and 
physicians. 

The  function  of  the  health  officer 
changes  according  to  needs  and  from 
one  locality  to  another.  The  problems 
which  concerned  the  health  department 
of  yesterday,  such  as  sanitation  and  pure 
food,  have  been  largely  controlled 
through  legal  and  other  measures,  and 
today  health  departments  must  concern 
themselves  with  new  problems  of  equal 
severity. 

The  physician’s  knowledge,  gained 
through  research,  experience,  and  appli- 
cation, must  be  applied  on  a broad  basis 
by  the  public  health  worker  through  the 
medium  of  a child  care  program.  In 
turn,  the  health  officer  must  make  avail- 
able to  the  physician  additional  facili- 
ties, as  well  as  improved  and  more  ade- 
quate resources  for  those  who  can  not 
afford  to  pay.  For  instance,  a physi- 
cian upon  request  should  be  furnished 
by  a municipal  agency  such  services  as 
serums,  laboratory  facilities,  nursing 
care,  and  adequate  needs  for  the  care 
of  the  premature  infant.  These  should 
be  dispensed  through  local  units  to  avoid 
red-tape  and  delay — to  the  end  that  their 
use  might  be  encouraged  if  made  easily 
accessible.  It  should  be  obligatory  for 
the  physician  to  utilize  these  facilities  if 
available. 

The  Health  Department  should  foster 
the  establishment  of  premature  centers  in 
existing  hospitals  with  large  obstetrical 
divisions  for  the  care  of  the  premature 
infant  according  to  minimum  require- 
ments, with  incubators,  breast  milk,  and 
specially  trained  nurses.  The  minimum 
requirements  should  be  drawn  up  by  a 
joint  committee  of  health  officers  and 
pediatricians  and  this  committee  might 
continue  in  a supervisory  capacity.  At 
the  same  time,  prematurity  should  be 
made  a reportable  condition.  In  addi- 
tion to  the  premature  centers  we  should 
have  serum  centers  as  a part  of  all  com- 
munity health  programs,  and  it  should 
be  possible  for  anyone  to  avail  himself 
of  this  service  paying  according  to  his 
ability  to  pay.  Some  few  centers  as 
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those  mentioned,  exist ; however,  they 
have  been  created  by  individual  physi- 
cians who  have  felt  a particular  need 
and  zeal  for  such  developments. 

It  is  to  the  nurses  that  we  leave  the 
indispensable  task  of  educating  those  par- 
ents who  must  rely  on  this  source  for 
guidance  on  how  diseases  may  be  pre- 
vented. While  they  are  giving  instruc- 
tion on  the  care  of  the  sick,  they  are 
at  the  same  time  educating  the  families, 
leaving  them  better  prepared  to  care  for 
themselves  in  the  future.  It  avails  the 
doctor  nothing  to  diagnose  and  prescribe 
if  the  parents  are  inadequate  in  carrying 
out  instruction.  Because  of  these  in- 
separable functions,  the  nursing  staffs  of 
all  health  departments  should  be  in- 
creased in  order  that  they  might  have 
more  time  to  teach  and  guide  parents 
as  well  as  to  assist  and  participate  in 
the  general  administration  of  health  pro- 
grams. 

One  of  the  gravest  problems  facing 
public  health  today  is  that  of  personnel. 
The  sudden  impetus  given  to  these  pro- 
grams by  public  support,  caught  us  un- 
prepared to  supply  experienced  staffs 
quickly.  Our  schools  had  not  antici- 
pated this  sudden  need  and  had  not  ad- 
justed their  curricula  accordingly.  The 
Government  has  made  an  attempt  to  meet 
this  need  by  allocating  a certain  per 
cent  of  the  funds  to  the  training  and 
education  of  personnel.  It  has  been  an- 
nounced recently  in  New  York  City  that 
five  new  teaching  centers  will  be  estab- 
lished, in  the  hope  that  these  new  cen- 
ters will  make  possible  the  training  of 
enough  men  and  women  in  public  health 
administration,  not  only  to  supply  lead- 
ership for  this  City,  but  for  others. 

Certain  medical  specialists  have  re- 
cently set  up  standards  which,  in  the 
main,  should  assure  the  public  that  the 
doctor  who  alleges  to  be  a specialist  is, 
in  fact,  a trained  one.  If  we  consider 
public  health  a specialty,  why  should  we 
not  demand  that  its  personnel  qualify 
according  to  minimum  standards  of  train- 
ing? Our  medical  schools  should  make 
available  to  those  interested  in  this  spe- 
cialty, courses  which  would  lead  to  a 
combined  medical  and  public  health  de- 
gree. We  feel  that  this  presents  a chal- 
lenge to  organized  medicine  whose  re- 
sponsibility it  is  to  set  up  criteria  and 


standards  of  performance  in  all  the  dif- 
ferent specialties  of  medicine.  They  must 
at  the  same  time  find  ways  and  means  of 
educating  the  lay  person  to  the  difference 
as  well  as  the  value  of  such  criteria.  In 
communities  which  are  not  large  enough 
to  warrant  such  specialization,  the  health 
officer  should  be  a physician  interested 
primarily  in  the  broader  aspects  of  health. 

At  the  same  time,  all  public  health  de- 
nartments  should  be  removed  from  poli- 
tics. Men  should  be  chosen  for  their 
dynamic  leadership  and  their  ability  to 
appraise  the  relative  effectiveness  of  dif- 
ferent procedures,  and  as  a result  they 
should  be  able  to  recommend  desirable 
and  necessary  practices  for  community 
health  work. 

Any  health  program  for  the  child 
must  be  based  upon  a knowledge  of  the 
inherent  problems  peculiar  to  a particular 
community,  and  these  will  vary  from  one 
location  to  another.  There  should  not  be 
equal  facilities  where  there  is  unequal 
distribution  of  need.  Local  health  units 
require  some  centralized  body  which  will 
serve  to  coordinate,  promote,  and  assist 
them.  For  this  plan,  we  recommend  the 
creation  of  a separate  Federal  health  de- 
partment. The  director  of  such  a bureau 
should  be  given  Cabinet  rank  and  should 
be  chosen  from  the  outstanding  doctors 
of  medicine,  whose  contribution  in  this 
field  gives  him  a position  of  leadership. 
For  administrative  convenience,  it  might 
be  necessary  for  the  Federal  Dept,  to 
divide  the  country  into  health  districts. 
However,  local  units  should  remain  au- 
tonomous and  become  an  integral  part  of 
the  community  which  they  serve. 

No  preventive  program  is  worthy  of 
its  name  if  it  does  not  shield  inadequate 
individuals  from  the  consequences  of 
social  diseases  and  other  health  menaces 
which  they  cannot  control,  alter,  or 
singly  cope  with.  All  measures  of  pre- 
vention in  a child  care  program  must  per- 
mit  us  to  go  further  in  our  methods  than 
dealing  directly  with  the  child.  When  we 
investigate  infant  mortality  we  find  a 
large  number  of  deaths  resulting  from 
conditions  which  existed  before  birth,  and 
we  know  that  the  sickness  or  death  of  a 
mother  after  a babv  is  born  lessens  the 
baby’s  chance  for  life  and  health.  The 
establishment  of  prenatal  and  maternity 
clinics  is,  of  course,  a step  in  the  right 
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direction,  but  we  must  go  further  and 
devise  case-finding  as  well  as  check-up 
and  follow-up  mechanisms  if  we  are  to 
realize  a further  reduction  of  infant  mor- 
tality. This  necessitates  the  creation  of 
new  facilities  as  well  as  new  legislative 
measures  since  we  cannot  wait  upon  the 
education  of  the  masses  as  a universal 
process.  We  can  treat  a child  who  has 
been  born  of  a syphilitic  mother,  but  how 
much  better  it  would  be  if  we  could  start 
with  a healthy  child  and  fit  him  into  a 
program  designed  to  keep  him  healthy. 
First  consideration  should  be  given  to 
the  requirement  of  a complete  physical 
examination,  including  laboratory  pro- 
cedures, for  all  those  purchasing  marriage 
licenses,  and  cases  of  social  disease  should 
be  registered  with  the  Departments  of 
Health.  Subsequent  treatment  and 
follow-up  should  be  attempted  when  in- 
dicated. 

All  doctors  have  means  of  diagnosing 
social  diseases,  but  some  way  must  be 
found  to  force  a more  complete  utiliza- 
tion of  the  diagnostic  facilities  at  their 
disposal.  Is  it  too  much  to  ask  that  preg- 
nancy be  made  a reportable  condition 
accompanied  by  serological  reports?  In 
the  same  way  should  we  not  also  require 
that  all  adult  pneumonia  be  typed,  since 
we  have  already  found  some  types 
amenable  to  serum?  If  these  controlling 
principles  could  be  instituted  in  all  known 
preventable  diseases  and  these  principles 
could  be  made  national  in  scope,  we 
would  be  further  along  in  our  program 
of  prevention.  Nevertheless,  we  should 
be  careful  to  blend  authority  and  self- 
determination  in  equal  proportions  in 
order  to  permit  the  doctor  and  patient 
due  freedom  and  responsibility. 

In  New  York  City  a tuberculosis  con- 
trol has  been  gaining  emphasis,  and  a 
program  has  been  developed  which  re- 
quires that  all  new  cases  be  centrally  re- 
ported and  cleared.  In  addition  they 
conduct  a case-finding  service  among  an 
apparently  well  population.  This  study 
disclosed  about  three  per  cent  with  the 
disease  who  had  never  before  been  recog- 
nized. 

Society  in  general  must  make  life  more 
meaningful  for  children.  After  we  have 
contributed  to  health  security,  we  must 
lend  our  support  to  those  groups  whose 
interests  are  directed  toward  creating  a 


new  philosophy,  which  gives  promise  of 
generally  changing  attitudes  regarding 
social  problems. 

There  is  a growing  professional  and 
popular  interest  in  mental  as  well  as 
physical  hygiene  and  I believe  that  to 
stimulate  this  interest  is  one  of  the  larger 
responsibilities  of  our  Health  Depart- 
ments which  we  are  only  beginning  to 
realize.  A child  care  program  must  in- 
tegrate mental  hygiene  with  physical 
health  in  order  to  promote  the  general 
unified  growth  of  the  child.  In  Chicago, 
for  instance,  mental  hygiene  has  been  a 
part  of  the  program  of  Infant  Welfare 
since  1925.  In  a day  when  we  find  a need 
to  individualize  all  programs,  we  see  the 
necessity  of  early  discovery  and  proper 
handling  of  behavior  problems  of  chil- 
dren and  child  management.  This  par- 
tially becomes  a responsibility  of  the 
Health  Department,  and  some  mental  hy- 
giene training  should  be  a requisite  for 
the  personnel  of  these  departments.  Such 
a program  not  only  increases  the  staff’s 
tolerance  and  understanding  but  makes 
them  better  teachers.  When  it  is  a part 
of  the  public  health  nurse’s  equipment, 
she  will  be  better  able  to  assist  and  guide 
the  mother  in  dealing  with  minor  mal- 
adjustments as  well  as  to  interpret  to  the 
parents  the  meaning  of  such  difficulties. 
This  also  provides  a greater  assurance  of 
detecting  and  referring  problems  of  mal- 
adjustment in  their  incipiency,  which 
might  lead  to  more  adequate  handling  of 
the  mentally  diseased  and  mentally  de- 
fective individuals.  Habit-training  clinics 
might  well  be  a part  of  this  phase  of  de- 
velopment. 

It  may  be  necessary  for  us  to  change 
our  concepts  regarding  the  basic  needs  of 
individuals  as  well  as  methods  by  which 
these  needs  can  best  be  served.  If  we 
advocate  the  process  of  individualization 
and  believe  that  mass  handling  of  any 
social  problem  is  not  in  accord  with  pres- 
ent day  thinking,  we  might  well  consider 
the  problem  of  hospitalization.  One 
questions  the  necessity  of  isolating  in 
one  congregate  institution — namely,  the 
City  hospital — those  individuals  who  can- 
not afford  to  pay.  This  archaic  plan 
stigmatizes  both  the  patient  receiving 
care  and  the  hospital.  Instead,  all  exist- 
ing hospitals  should  be  subsidized  for  the 
care  of  those  individuals  who  cannot  pay. 


Number  IS] 


CHILD  CARE  PROGRAM 


1063 


This  plan  would  distribute  the  responsi- 
bility for  such  care  according  to  different 
health  areas  and  would  permit  greater 
flexibility  and  a wider  choice  for  the  pa- 
tient. Hospitals  which  are  forced  to  de- 
pend on  paying  patients  for  support  can- 
not afford  to  give  adequate  care  to  free 
patients,  and  such  a condition  fosters 
class  distinctions  which  negate  the  ideals 
of  medicine,  which  aim  to  give  medical 
service  to  all  those  in  need,  according  to 
the  most  scientific  knowledge  and  with 
all  the  skill  available. 

Concomitant  with  such  distributions  of 
responsibility  for  hospital  service  for 
those  who  cannot  pay,  we  believe  that 
clinic  service  should  also  be  extended 
free.  The  hospitals  if  subsidized  would 
not  have  to  charge  for  either  service  in 


order  to  meet  their  budgets.  Nursing 
care  in  the  home  is  another  adjunct  to 
medicine  which,  because  of  its  educa- 
tional and  guidance  value,  should  be  sub- 
sidized by  some  municipal  agency. 

The  trends  which  we  have  mentioned 
and  others  which  we  know  about  in  the 
medical  profession  can  easily  falter  or 
die — or  be  cast  aside  for  less  firm  plans — 
unless  we  accept  leadership  in  strength- 
ening them.  We  cannot  be  satisfied  with 
health  security  or  biological  survival 
alone.  Therefore,  we  must  give  our  sup- 
port and  council  to  all  other  social  welfare 
programs.  We  should  face  the  fact  that 
promotion  of  health  is  a progressive  task 
and  that  tomorrow  will  bring  new  prob- 
lems, new  resources,  and  new  goals. 

108  E.  68  St. 


SKIMMED  MILK  FOR  CHILDREN 


The  more  extensive  use  of  skimmed 
(separated)  milk  has  been  advocated  by  the 
Technical  Commission  on  Nutrition  of  the 
League  of  Nation’s  Health  Organization, 
reports  the  British  Medical  Journal.  Large 
quantities  of  this  type  of  milk  are  available 
at  butter  factories  at  a very  low  price. 
Since  it  contains  the  nitrogen,  carbohydrate, 
and  mineral  fractions  of  the  milk,  it  has  a 
high  nutritive  value  for  human  beings. 

The  difficulty,  as  pointed  out  in  another 
report  of  the  League,  consists  largely  in 
distribution.  By  the  time  the  skimmed  milk 
has  been  brought  to  the  towns,  pasteurized, 
and  bottled,  its  price,  so  far  as  calorie  value 
is  concerned,  will  be  very  much  the  same 
as  that  of  whole  milk. 

An  alternative  method  was  therefore 
suggested  of  supplying  the  separated  milk 
in  dried  form.  It  is  interesting  to  note 
that  observations  are  already  available  to 
prove  the  value  of  this  method.  Aykroyd 
and  Krishnan  in  India  found  that  the  addi- 
tion of  liquid  skimmed  milk  reconstituted 
from  powder  to  the  diet  of  children  in  resi- 
dential hostels  brought  about  an  acceleration 
in  growth  and  a decided  improvement  in 
general  condition. 

In  a more  recent  paper  Krishnan  and 
Mitra  report  two  experiments  made  on  chil- 


dren of  the  poorer  classes  in  Madras.  In 
the  first  experiment  twenty  boys  were  given 
daily  eight  oz.  of  liquid  skimmed  milk  for 
three  months,  while  twenty  similar  boys 
received  no  addition  to  their  diet.  The 
average  increase  in  both  weight  and  height 
was  notably  greater  in  the  former  than  in 
the  latter  group.  In  the  second  experiment 
twenty-four  boys  and  eighteen  girls  were 
given  daily  eight  oz.  of  skimmed  milk  re- 
constituted from  powder,  while  a similar 
number  of  boys  and  girls  were  given  one 
oz.  of  wheat-flour  biscuit  of  about  the  same 
calory  value. 

At  the  end  of  ten  weeks  the  weight  and 
height  increase  among  the  boys  in  the  milk- 
fed  group  was  manifestly  greater  than  in 
those  of  the  biscuit-fed  group.  Among  the 
girls  the  increase  in  height,  but  not  in 
weight,  was  manifestly  greater  in  the  milk- 
fed  group.  These  experiments  demonstrate 
the  benefit  the  results  from  giving  a ration 
of  skimmed  milk  to  school  children  who  are 
receiving  an  inadequate  or  unbalanced 
dietary  in  their  homes.  The  cost  in  the 
second  experiment  of  supplying  a child 
daily  with  eight  oz.  of  skimmed  milk  recon- 
stituted from  powder  was  twelve  annas  a 
month,  or  in  our  currency  less  than  a half- 
penny [one  cent]  a day. 


An  Irish  physician  says  good  health  is  a 
disease.  Now  that  this  discovery  has  been 
made,  medical  science  should  get  busy  and 
make  it  contagious. 

— St.  Louis  Star-Times. 


An  upstate  paper,  trying  to  say  something 
nice  about  a local  doctor  who  read  a paper 
at  the  meeting  of  the  State  Society,  reported 
in  its  headline  that  he  was  “Listed  as 
Speaker  at  Medical  Confab.” 
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The  therapeutic  indication  in  cryptorch- 
ism  is  very  indefinite  at  present.  The  sur- 
geons consider  the  incomplete  descent  of 
the  testis  as  a more  or  less  mechanical 
deficiency  of  development,  while  internal 
medicine  traces  it  to  the  chapter  of  hor- 
monal disturbances.  Hence,  treatment  of 
such  a patient  depends  largely  upon  the 
individual  theory  of  the  physician  he  con- 
sults, and  many  of  the  results  are  unsat- 
isfactory. 

In  my  former  activity  in  Germany,  I 
had  the  opportunity  of  treating  and  ob- 
serving several  hundred  school  children 
with  cryptorchism.  The  group  which,  will 
be  discussed  below  comprises  200  chil- 
dren, of  whom  ninety-seven  we  operated 
upon;  the  balance  (103)  were  treated  by 
conservative  methods,  or  were  merely 
observed.  Thus,  both  groups  were  treated 
and  followed  up  by  the  same  surgeon  so 
that  the  clinical  comparisons  are  at  least 
homogeneous,  in  spite  of  their  inevitable 
subjectivity. 

Age 

At  their  first  examination,  the  age  of 
the  200  children  was  between  six  and 
fourteen,  corresponding  to  the  school  age 
then  compulsory  in  Germany.  Children 
under  six  and  adults  are  not  considered. 

The  ages  at  which  they  were  operated 
upon  ranged  within  the  same  limits — six 
to  fourteen — with  a preponderance  of  the 
years  from  nine  up.  As  will  be  mentioned 
herein,  the  operation  was  postponed  with 
our  growing  experience ; hence,  the  aver- 
age age  of  operated  boys  was  twelve  in 
1932,  as  compared  with  nine  in  1926. 

The  time  of  follow-up  covered  a period 
of  from  four  to  six  years.  Thus,  many  of 
the  adolescents  were  re-examined  up  to 
eighteen  and  twenty. 

Statements  concerning  the  most  desir- 
able age  of  operation  vary  considerably  in 
the  literature.  My  own  conclusions  will 
be  discussed  below. 


Operated  Cases 
Remarks  on  operative  technic 

In  most  cases  (seventy-five  per  cent)  I 
affixed  the  testis  to  the  bottom  of  the 
scrotum  and  at  this  point  sewed  the  out- 
side of  the  scrotum  to  the  thigh  with  one 
or  two  strong  silk  sutures. 

The  surgical  results  in  cryptorchism, 
assuming  the  operative  technic  is  correct, 
depend  almost  entirely  upon  the  character 
of  the  selected  cases ; however,  a few  re- 
marks on  the  operative  technic  may  be 
appropriate. 

In  principle,  the  operative  methods  in 
cryptorchism  fall  into  two  categories — 
those  which  affix  the  testis  to  the  bottom 
of  the  scrotum,  and  those  which  affix 
testis  or  scrotum  to  the  skin  of  the  thigh. 

In  every  case  two  fundamental  require- 
ments should  be  observed : ( 1 ) the  testis 
should  not  be  injured  or  pierced  by  the 
operation;  (2)  the  blood  vessels  of  the 
funiculus  should  be  left  entirely  intact,  no 
less  than,  of  course,  the  deferent  duct. 
This  is  always  possible,  provided  the 
technic  is  correct. 

All  correct  technics,  whatever  method 
is  used,  are  based  upon  one  device:  that 
the  hernial  sac  (processus  vaginalis  peri- 
tonei) should  be  isolated  unopened  from 
the  funiculus,  high  up  in  the  inguinal 
canal.  At  this  place  isolation  is  easy,  with- 
out opening  the  hernial  sac  or  injuring 
any  vessel. 

As  soon  as  the  hernial  sac  is  cut  through 
high  up,  after  its  highest  possible  isola- 
tion, the  testis  can  be  readily  pulled 
down ; deferent  duct  and  vessels  give  sur- 
prisingly, and  it  is  apparent  that  the  main 
resistance  to  the  pulling  down  of  the  testis 
had  been  the  processus  vaginalis  peritonei. 

Conversely,  it  is  hardly  possible  to  ob- 
tain an  optimal  result  if  the  hernial  sac 
had  been  opened  unintentionally  and  be- 
forehand, either  in  the  scrotum  or  higher 
up.  In  order  to  isolate  such  an  opened 
sac,  vessels  must  be  injured,  to  the  detri- 
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ment  of  the  testis ; or,  in  order  to  preserve 
the  vessels,  tissue  is  left  unsevered,  which 
hinders  the  pulling  down  of  the  testis. 

So  much  for  the  operative  technic.  If 
its  principles  are  observed,  the  special 
method  used  is  less  relevant ; our  results 
with  simple  orchidopexy  differed  little 
from  those  of  our  more  radical  pro- 
cedures. 

Operative  Results 

Position  of  the  testes 

The  position  of  the  testis  in  our  oper- 
ated cases  was  as  follows : In  ninety-seven 
operated  cases,  before  the  operation  the 
testis  was  located 

Thirteen  at  the  upper  end  of  the  inguinal  canal 
Sixty-five  about  in  the  middle 
Thirty-six  at  the  lower  end. 

(The  total  of  114  operations  in  ninety-seven 
patients  is  explained  by  the  fact  that  in  seventeen 
cases  the  lesion  was  both-sided.) 

At  the  discharge  of  these  boys  from 
the  hospital,  after  operation,  the  position 
of  their  testes  was  listed  as  follows : 

Two  in  the  middle  of  the  inguinal  canal 
Twenty-four  in  the  upper  part  of  the  scrotum 
Twenty-five  at  the  bottom  of  the  scrotum. 

These  results  were  unchanged  at  a 
second  re-examination,  which  means  that 
the  results  had  been  maintained  for  sev- 
eral years. 

Condition  of  the  operated  testes 

In  fifty  one-sided  cases  the  affected 
testis  was  compared  with  the  normal,  be- 
fore the  operation  and  three  to  four  years 
after.  At  this  second  examination  forty- 
one  testes  had  not  changed  their  relative 
size,  compared  with  the  other  testis;  nine 
proved  relatively  smaller  than  could  be 
expected  from  the  status  several  years 
before. 

From  these  figures,  however,  no  con- 
clusion is  possible  without  thorough  com- 
parison with  the  unoperated  cases.  A one- 
sided atrophy  may  improve  during  normal 
puberty  without  any  operation ; contrari- 
wise, an  atrophic  testis  might  lag  more 
and  more,  compared  with  the  normal  side. 

Hence,  all  judgment  of  operative  suc- 
cess requires  careful  comparison  with  a 
large  series  of  unoperated  cases.  Such  a 
group  will  be  discussed  in  the  following. 


Cases  Treated  Without  Operation 

From  the  follow-up  of  103  unoper- 
ated cases  one  observation  was  certain, 
i.e.,  the  growth  of  the  unoperated  testis 
during  the  years  of  observation  was  often 
surprisingly  good — on  the  average  it  was 
no  worse  than  in  the  operated  cases.  This 
is  important,  for  it  had  been  assumed  in 
surgery  that  operation  of  a cryptorchic 
testis  was  essential  for  its  development 
and  growth. 

In  the  comparison  of  operated  and  un- 
operated cases,  no  proof  was  found  for 
this  assumption.  True,  an  operation  with 
correct  technic  did  not  impair  the  later 
growth  of  a testis ; but  on  the  other  hand, 
it  certainly  did  not  further  it.  Contrary 
to  the  former  surgical  literature,  it  could 
not  be  found  that  operative  lowering  of  a 
testis  meant  any  useful  impulse  to  its  de- 
velopment or  to  internal  secretion. 

The  spontaneous  descent  of  the  unop- 
erated testes  showed  great  differences. 
In  several  cases  not  the  slightest  descent 
could  be  recorded  after  many  years,  while 
in  others  a complete  descent  was  noted 
within  one  or  two  years  of  puberty. 

Statistics  will  not  be  given  because  it 
was  obvious  that  these  variations  were 
caused  by  fundamental  differences  in  the 
nature  of  the  cases.  These  differences 
will  be  discussed  in  the  following. 

In  looking  over  the  entire  material  of 
200  cases,  it  was  evident  that  they  con- 
sisted of  two  groups — those  with  and 
those  without  manifest  hormonal  disturb- 
ances. There  was  a surprisingly  high 
percentage  of  the  “Froehlich”  type,  but 
also  a number  of  slender  and  wiry  boys 
with  an  apparently  healthy  hormonal 
life. 

On  the  whole,  one  must  be  very  cau- 
tious in  drawing  conclusions  for  internal 
secretion,  as  long  as  we  know  so  little 
about  the  biological  details  in  the  devel- 
opment of  male  sex.  The  literature  on 
cryptorchism  contains  great  contradictions 
in  this  respect.  In  numerous  publications 
it  is  emphasized  that  in  abdominal  testes 
the  spermatogenesis  is  missing,  while  the 
intermediary  cells  are  fully  developed. 
These  intermediary  cells  are — in  common 
conception — responsible  for  the  character 
of  sex  and  internal  secretion.  However, 
in  cases  of  both-sided  abdominal  testes 
we  find,  particularly  often,  the  gravest 
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disturbances  of  internal  secretion,  up  to 
eunuchoidism. 

The  theories  on  the  disturbances  of 
male  development  are  still  mere  hy- 
potheses which  might  be  overthrown  by 
one  single  discovery  in  the  field  of  internal 
secretion. 

Heredity 

Likewise,  investigation  of  hereditary 
factors  reveals  little  knowledge  of  the 
problem.  It  is  true  that  we  found  in  the 
families  of  these  children  a certain  dispo- 
sition to  hernia,  which  was  expressed  by 
a somewhat  higher  percentage  of  inguinal 
herniae  than  in  other  children.  Besides, 
some  cases  of  double-sided  cryptorchism 
displayed  other  disturbances  of  develop- 
ment, were  feeble-minded,  eneuretics  or 
attended  classes  for  the  retarded.  But 
this  means  little,  since  these  defects  are 
also  found  in  disturbances  of  develop- 
ment of  other  kinds ; and  the  fundamental 
question,  whether  the  lack  of  the  descen- 
sus is  primary  or  secondary,  is  not  solved 
by  such  observations.  One  hereditary  fac- 
tor which  seemed  conspicuous,  will  be 
discussed  later. 

Selection  of  the  Cases 

If  one  is  convinced  that  the  primary 
cause  of  cryptorchism  is  biological  and 
not  mechanical,  one  will  not  expect  that 
merely  mechanical  shifting  of  the  gland 
will  mean  a particular  benefit  to  internal 
secretion.  On  the  contrary,  one  feels 
rather  uneasy  during  the  operation  when 
pulling  on  an  atrophic  testis,  thus  in- 
creasing the  insufficiency  of  its  circulation 
and,  through  this,  its  function. 

Hence,  first  of  all,  I excluded  one  group 
of  cases  from  the  operative  therapy — stout 
children  with  dystrophia  adiposogenitalis 
and  with  flat  or  slightly  bulged  scrotum 
before  the  age  of  puberty.  Such  children 
are  ill,  and  one  would  operate  on  them 
for  merely  cosmetical  reasons.  This, 
however,  may  wait  until  long  after  the 
years  of  pubescence. 

Much  more  important  than  all  cosmetic 
considerations  is  the  viewpoint  that  such 
boys  need  for  their  development  in  pu- 
berty all  of  the  hormonal  power  which 
they  can  possibly  produce.  It  would  be  a 
grave  mistake  to  cause  the  smallest  sub- 


traction from  this  power  by  any  prema- 
ture operation — or  even  to  risk  it.  Yet, 
such  cases  are  not  rare.  Among  our  103 
unoperated  cases  we  had  no  less  than 
forty-four  with  a more  or  less  pronounced 
dystrophia  adiposogenitalis.  It  is  wrong 
to  assume  that  these  cases  cannot  recover 
in  their  constitution  if  they  are  not  oper- 
ated upon.  Sixteen  of  our  children  with 
pronounced  adipose  dystrophy,  whom  I 
had  considered  constitutionally  hopeless 
in  the  first  examination,  had  a strong 
trend  towards  normal  development  dur- 
ing puberty.  These  children  went  through 
change  of  voice,  growing  of  hair,  genital 
and  psychic  development  in  varying  se- 
quence; and,  the  most  characteristic  sign, 
they  became  more  slender.  In  re-exam- 
inations I saw  several  boys  of  about  fif- 
teen who  from  adipose,  spongy,  feminine 
children  had  developed  into  sturdy,  mus- 
cular lads.  Parallel  to  this  the  external 
genitals  become  larger : though  not  so 
developed  as  in  strong  adolescents  of  the 
same  age,  yet  sufficient  for  intercourse 
and,  probably  in  a considerable  number 
of  cases,  also  sufficient  for  fertilization. 

This  latter  seems  to  be  proven  by  one 
of  the  most  surprising  experiences  of 
our  re-examination — the  fact  that  several 
of  these  somewhat  stout  adolescents  with 
relatively  small  genitals,  who  in  our  ob- 
servation had  developed  from  fat  dystro- 
phic children,  had  fathers  who  looked 
exactly  like  them.  As  a surgeon  who 
dealt  with  the  local  illness  of  children,  I 
was  surprised  by  cases  in  which  the 
father,  as  a grown-up  person,  represented 
exactly  the  same  type  as  the  son.  It  was 
impressive  when,  in  consultations  about 
their  sons,  fathers  appeared  who,  as 
healthy  middle-aged  men,  offered  the 
same  adipose  aspect,  little  characteristic 
for  the  male  sex,  beardless,  with  youthful, 
jovial,  smiling  faces — briefly,  a type  which 
in  other  conditions  one  would  just  call 
“corpulent.”  Several  of  these  men  were 
kind  enough  to  submit  to  examination. 
They  had  not  the  slightest  local  malfor- 
mation but  the  relatively  small  develop- 
ment of  external  genitals  which  is  so  fre- 
quent in  corpulent  people.  However,  this 
had  not  impaired  them  physically  or 
psychically.  In  three  of  these  cases  the 
fathers  had  several  children,  of  whom 
only  the  boy  treated  by  us  resembled  the 
father  in  features  and  constitution.  From 
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these  observations,  I have  no  doubt  that 
there  is  a gradual  transition  from  cryp- 
torchism  with  dystrophia  adiposogenitalis 
to  a “normal”  and  sexually  potent  cor- 
pulence. 

If  we  exclude  such  a large  group  from 
operation,  the  question  arises  which,  if 
any,  cases  remain  for  surgical  treatment. 
Yet  there  are  numerous  cases  left.  First, 
those  in  which  the  retention  is  strictly  one- 
sided; second,  children  whose  general  as- 
pect refutes  the  presence  of  a hormonal 
disturbance.  In  my  experience  there  are 
two  simple  symptoms  which  furnish  a 
reliable  clue  for  this  diagnosis  and, 
through  this,  for  operative  indication: 

One  is  the  outward  aspect  of  the  scrotum. 
The  flatter  and  more  labium  like  the  scrotum 
looks,  and  the  tighter  its  skin,  the  worse  is 
the  present  constitutional  condition  of  the 
case.  I say  “the  present,”  because,  as  men- 
tioned, this  condition  may  improve  during 
puberty.  Contrariwise,  a sac-like  scrotum 
with  an  abundance  of  folded  skin  bespeaks 
a functionally  good  prognosis  when  the 
descensus  is  still  incomplete  on  one  or  both 
sides.  Incidentally,  these  are  the  only  cases 
in  which  one  may  be  entitled  to  explain  a 
one-sided  cryptorchism  by  local  factors. 

The  other  symptom  for  differential  diag- 
nosis is  the  slenderness  or  stoutness  of  the 
child.  In  my  experience,  there  is  hardly  a 
slender,  wiry  boy  wit,h  a lasting  double-sided 
disturbance  of  testis.  Contrariwise,  the 
slender,  muscular  type  of  boy,  the  gymnast 
type,  is  a reliable  sign  of  a normal  consti- 
tution, and  of  good  functional  prognosis. 
However,  this  does  not  mean  that  these 
cases,  if  they  are  combined  with  a one-sided 
retention,  have  always  had  their  good  con- 
stitution. On  the  contrary,  it  seems  to  me 
possible  or  even  probable,  that  they  have 
overcome  a hormonal  disturbance  as  em- 
bryos or  infants.  Therefore,  I frequently 
declined  to  operate  on  cryptorchism  in  in- 
fancy. If  later  at  the  age  of  ten  or  twelve, 
such  a slender  boy  comes  for  treatment  of 
one-sided  retention  of  testis,  then  one  may 
operate.  It  is  true  that;  even  then  one  may 
still  observe  a spontaneous  descent  of  the 
testis ; still,  one  will  obtain  by  operation — 
provided  the  technic  is  correct — a success  as 
would  hardly  be  possible  at  this  age  without 
surgical  treatment:  a somewhat  small  testis 
at  the  bottom  of  the  scrotum,  with  the  testis 
normally  movable  and  without  any  tension 
towards  the  inguinal  canal. 

The  above-described  symptom  of  the 
general  physical  constitution  is  so  de- 
pendable that  we  finally  judged  our  young 


patients  from  their  marks  in  gymnastics ! 
The  round  little  boys  with  double-sided 
cryptorchism  are  pitiful  gymnasts  through- 
out. A good  mark  in  gymnastics  or  a 
membership  in  a sport  club  speaks  almost 
with  certainty  in  favor  of  a merely  local 
disturbance.  In  these  cases  one  may  be 
led  by  one’s  surgical  temperament  and 
the  wish  of  the  parents — i.e.,  one  may 
wait  for  the  dubious  and  often  incomplete 
spontaneous  descent,  or  try  to  obtain  the 
optimal  result  immediately  by  operation. 

Most  impressive  are  those  cases  in 
which,  through  a sudden  constitutional 
impulse  during  puberty,  the  poor  and  lazy 
gymnast  becomes  a good  one,  improves 
his  marks  in  gymnastics,  joins  a sport 
club,  etc.  At  the  same  time,  one  notices 
reduction  of  fat  and  building  up  of  mus- 
cles ; ripening  of  the  external  genitals 
can  often  be  observed  a few  weeks  later. 

It  may  be  added  that  the  breaking  of 
voice  also  belongs  to  the  simple  but  de- 
pendable symptoms.  I cannot  remember 
one  single  adolescent  whose  voice  did  not 
correspond  to  the  development  of  his 
genitals. 

Conclusions  for  Treatment  With 
Prolan  and  Other  Hormones 

While  we  were  treating  and  observing 
these  cases  in  the  Urban  Krankenhaus  in 
Berlin,  prolan  was  discovered.  Our  Med- 
ical Department  (Director  H.  Zondek), 
distinguished  for  its  work  on  prolan 
(B.  Zondek)  and  other  hormones  of  the 
pituitary  gland,  used  prolan  in  treating 
boys  with  “Froehlich”  disease  and 
cryptorchism. 

This  treatment  was  in  harmony  with 
my  own  opinion  that  cryptorchism  was 
the  result  of  a hormonal  disturbance. 
However,  I was  always  cautious  in  ac- 
cepting the  extraordinary  results  of  this 
therapy.  As  reported  above,  we  saw 
many  patients  of  the  “Froehlich”  type 
with  retention  of  the  testis,  who,  without 
any  therapeutic  measure,  suddenly  re- 
covered from  their  constitutional  as  well 
as  their  local  disturbance.  The  body  is 
able  to  produce  spontaneously  forces 
which,  as  a sudden  impulse,  carry  the 
growing  child  into  normal  hormonal  de- 
velopment. 

Therefore,  I stressed  the  necessity  of 
careful  statistical  comparisons  between 
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treated  and  untreated  children  in  medical, 
no  less  than  in  surgical  therapy. 

The  Two  Phases  of  Cryptorchism 

From  our  material  two  types  of  cryp- 
torchism resulted  which  seemed  entirely 
different : 

1.  The  syndrome  of  a constitutional  illness 
(dystrophia  adiposogenitalis),  in  which  the 
retention  of  the  testis  presents  only  a part 
of  the  disturbance. 

2.  Cases  with  apparently  normal  consti- 
tution; the  retention  of  the  testis  giving  the 
impression  of  a local  disease. 

Much  more  frequently  than  was  ex- 
pected, both  pictures  were  found  one  after 
the  other  in  the  same  child.  Hence  they 
represented  in  these  children  two  stages 
of  the  same  illness. 

If,  on  the  basis  of  this  experience,  one 
scrutinizes  a larger  material,  one  comes 
to  the  following  conclusion: 

In  a very  high  percentage  of  cases  the 
incomplete  descent  of  the  testis  is  the  re- 
sult of  a previous  constitutional  illness 
of  the  nature  of  a dystrophia  adiposogeni- 
talis. These  cases  of  cryptorchism  have 
two  stages : 

1.  The  stage  of  the  hormonal  disturb- 
ance. 

2.  The  stage  after  recovery  from  this 
disturbance:  the  retention  of  the  testis  is 
the  local  result  of  the  illness. 

As  mentioned  above,  we  find  both 
stages  and  the  impulse  to  recovery  in 
every  period  of  childhood,  up  to  and 
including  puberty.  It  seems  reasonable  to 
trace  congenital  cryptorchism  to  an  iden- 
tical constitutional  illness  of  the  embryo 
from  which  he  has  recovered  at  birth. 

It  will  not  be  discussed  here  whether 
there  are  cases  of  cryptorchism  with  an- 
other, merely  mechanical,  origin.  Even 
though  cases  of  this  kind  exist,  they  are 
few  in  number  and  comprise  one-sided 
retentions  only. 

From  all  this  a simple  rule  resulted  for 
our  therapeutic  action.  We  carefully  dif- 


A  proposal  for  an  “eye  bank,”  to  store 
donated  eyes  for  sight-restoring  operations 
similar  to  the  method  used  in  preserving 
blood  for  transfusions,  discussed  in  Phila- 
delphia medical  circles.  Dr.  Louis  Lehrfeld, 
chairman  of  the  eye  division  of  the  County 


ferentiated  between  the  stage  of  the  con- 
stitutional disease  and  the  stage  of  its  local 
resultant.  We  operated  on  the  local  dis- 
turbance of  a recovered  child;  but  we 
did  not  operate  on  a child  who  was  con- 
stitutionally ill. 

Summary  of  Operative  Indications 

Since  we  differentiated  between  two 
stages  of  cryptorchism — the  constitutional 
disturbance  and  its  local  residuum — we 
acted  as  follows : 

1.  We  did  not  operate  on  infants  be- 
cause at  this  age  spontaneous  improve- 
ment is  frequent. 

2.  We  did  not  operate  on  children  with 
a more  or  less  grave  dystrophia  adiposo- 
genitalis. 

3.  If,  in  cases  of  this  kind,  we  were 
obliged  to  operate  on  a hernia,  we  also 
put  the  testis  into  its  right  place.  But 
we  never  expected  the  hormonal  condition 
to  be  improved  by  this  operation. 

4.  We  did  not  operate  on  abdominal 
testes,  because  the  final  result  is  never 
satisfactory. 

5.  We  likewise  did  not  operate  on  testes 
high  up  in  the  inguinal  canal.  A testis, 
which  in  the  best  case  can  be  pulled  down 
to  the  top  of  the  scrotum  close  under  the 
os  pubis,  is  exposed  to  accidents  more  than 
in  the  inguinal  canal.  Pain  which  is 
occasionally  felt  in  the  inguinal  testis  is 
not  relieved  by  such  an  incomplete  oper- 
ation. 

6.  We  did  operate  on  healthy  slender 
children  from  nine  years  up,  in  whom  the 
disturbance  had  assumed  a merely  local 
character.  Although  spontaneous  im- 
provement has  been  observed  up  to  ma- 
turity, it  cannot  be  expected  with  cer- 
tainty; besides,  the  operative  result  is 
more  satisfactory  at  this  age. 

7.  The  essential  factor  in  the  treatment 
of  juvenile  testes  is  the  functional  and 
not  the  anatomic  aspect. 

25  E.  86  St. 


Medical  Society,  offered  the  suggestion  after 
corneas,  taken  from  persons  soon  after  they 
died,  were  transplated  recently  to  the  eyes 
of  two  Philadelphia  women.  Dr.  Lehrfeld 
said  it  might  be  possible  to  preserve  eye 
tissue  at  least  twenty-four  hours. 


AN  APPETITE  AND  WEIGHT-BUILDING  TONIC  IN 
CHRONIC  PULMONARY  TUBERCULOSIS 

A Study  of  Ninety-Eight  Cases 

Henry  W.  Leetch,  M.D.  and  John  N.  Hayes,  M.D.,  Saranac  Lake 


In  any  chronic  infection  such  as  pul- 
monary tuberculosis,  stimulation  of  ap- 
petite sooner  or  later  becomes  an  impor- 
tant factor  in  the  treatment,  so  much  so 
that  the  phthisio-therapeutist  is  always  on 
the  alert  for  agents  to  accomplish  this. 
Anything  that  will  break  the  familiar 
circle  of  toxemia,  loss  of  appetite,  and 
loss  of  weight  is  of  tremendous  value  in 
turning  the  tide  in  favor  of  the  tubercu- 
lous individual. 

Following  the  report  of  Ornstein  and 
Epstein* 1 II. III.  on  the  use  of  a new  vegetable 
compound  in  301  cases  of  pulmonary 
tuberculosis,  the  authors  became  inter- 
ested in  this  preparation  and  tried  it  on 
ninety-eight  patients  in  the  Endicott- 
Johnson  Sanatorium  in  Saranac  Lake, 
. Gabriels  Sanatorium,  and  on  private  pa- 
tients. 

The  vegetable  compound*  is  an  alco- 
holic extract  of  garlic,  cypress,  eucalyp- 
tus, creosote,  and  menthol  and  is  ad- 
ministered on  a small  piece  of  bread 
which  is  held  in  the  mouth  a few  mo- 
ments while  the  fumes  are -inhaled  and 
then  the  bread  is  swallowed.  Three  drops 
twenty  minutes  before  meals  are  given 
the  first  day,  and  the  daily  dose  increased 
by  one  drop  until  thirty  drops  three  times 
a day  are  given.  This  dosage  is  con- 

* We  are  indebted  to  the  Salus  Lab.,  Inc.  of 
New  York,  for  keeping  us  supplied  with  this 
material  known  as  Gamacor,  which  made  it  pos- 
sible for  us  to  conduct  this  investigation. 

Table  I 


Moderately  Advanced  (33  patients)  No.  % 


Gained  weight 17  54.8 

Lost  weight 6 19.4 

Stationary 8 25.8 

Discontinued  from  upset  stomach 2 

Average  gain  in  weight 12.9  lbs. 

Average  loss  in  weight 6.9  lbs. 

Far  Advanced  (65  patients) 

Gained  weight 25  41 

Lost  weight 19  31 

Stationary 17  28 

Discontinued  from  upset  stomach 4 

Average  gain  in  weight 8.3  lbs. 

Average  loss  in  weight 6.4  lbs. 


These  cases  were  then  analyzed  as  shown  in  Table  II 


tinued  for  as  long  as  seems  desirable. 
None  of  our  patients  took  the  treatment 
for  less  than  six  weeks,  and  most  for 
from  two  to  six  months.  A few  patients 
objected  to  the  rather  strong  odor  and 
taste,  or  were  upset  by  it.  In  these  cases, 
administration  in  water  instead  of  on 
bread  or  sugar  overcame  the  objection. 

We  first  tried  the  preparation  on  a few 
patients  and  the  results  were  so  striking 
that  we  gave  the  treatment  to  as  many 
as  would  accept  it. 

The  results  on  all  of  our  cases,  divided 
into  moderately  advanced  and  far  ad- 
vanced, are  shown  in  Table  I-II. 

Some  of  the  gains  and  some  of  the 
losses  cannot  be  wholly  attributed  to  the 
good  effect  or  lack  of  benefit  of  the  treat- 
ment. For  example,  one  patient  who  lost 
weight  under  this  treatment  lost  three 
members  of  his  family  and  as  a conse- 
quence sustained  a severe  upset.  Ten 
cases  who  lost  weight  were  terminal  cases. 

Table  II 


Moderately  Advanced  (31  patients) 

I.  Gained  weight 17 

(a)  Continued  to  gain 4 

(b)  Previously  lost  and  then  gained. . . 0 

(c)  No  previous  weight  record 3 

(d)  Stationary  and  then  gained 10 

II.  Lost  weight 6 

(a)  Gained  before  treatment  and  then 

lost 1 

(b)  Continued  to  lose 1 

(c)  Stationary  and  then  lost 4 

(d)  No  previous  record 0 

III.  Stationary  in  weight 8 

(a)  Gamed  before  and  then  stationary.  1 

(b)  Lost  before  and  then  stationary. . . 0 

(c)  Remained  stationary 7 

Far  Advanced  (61  patients) 

I Gamed  weight • 25 

(a)  Continued  to  gain 6 

(b)  Previously  lost  and  then  gained. . . 6 

(c)  No  previous  weight  record 2 

(d)  Stationary  and  then  gained 11 

II.  Lost  Weight 19 

(a)  Gained  before  treatment  and  then 

lost 1 

(b)  Continued  to  lose 13 

(c)  Stationary  and  then  lost 5 

(d)  No  previous  record 0 

III.  Stationary  in  weight 17 

(a)  Gained  before  and  then  stationary.  0 

(b)  Lost  before  and  then  stationary. . . 1 

(c)  Remained  stationary 16 
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Table  III — Monthly  Medlar  Index  Computed 


Table  IV — Erythrocyte  Counts 


Moderately  Advanced  (16  pa- 
tients)   

Index  above  25  (definitely  toxic) 

who  remained  above  25 4 

Index  above  25  who  fell  below 

25 1 

Index  below  25  who  remained 

below  25 10 

Index  below  25  who  rose  above 
25 1 


Sta- 

Gained  Lost  tionary 

1 2 1 

1 0 0 

7 3 0 

0 1 0 


Far  Advanced  (8  patients) 

Index  above  25  who  remained 

above  25 5 1 3 1 

Inaex  above  25  who  fell  below 

25 3 2 1 0 


A patient  who  gained  thirty  pounds  was 
given  the  preparation  at  the  beginning  of 
the  cure,  with  no  previous  record. 

Attention  should  be  drawn  to  the 
twenty-seven  of  the  ninety-one  patients 
who  were  either  losing  weight  or  station- 
ary and  who  gained, 

It  will  be  seen  that  a larger  percent- 
age of  the  moderately  advanced  patients 
gained  weight  than  did  the  far  advanced 
cases.  This,  of  course,  is  to  be  expected. 
On  all  these  patients  the  routine  treat- 
ment for  pulmonary  tuberculosis  was  con- 
tinued. Where  surgical  intervention  was 
indicated,  it  was  used. 

Thirteen  patients  had  improved  ap- 
petitite  without  a gain  in  weight.  Of 
these  the  weight  remained  stationary  in 
seven  and  was  reduced  in  six. 

On  twenty- four  patients  leukocyte 
counts  were  done  every  month  and  the 
results  tabulated  according  to  the  Med- 
lar index.  (Table  III) 

From  this  it  will  be  seen  that  the 


Improved  count 15  or  79% 

Average  gain . 1 ,000 , 000 

Stationary 4 or  21% 


weight  curve  rather  closely  follows  the 
blood  picture  as  charted  by  the  Medlar 
evaluation.  It  is  not  suggested  that  the 
administration  of  this  compound  had  any 
influence  on  the  toxemia  of  these  patients 
as  reflected  in  the  blood  stream. 

It  is  of  interest  to  note  that  in  those 
patients  with  a low  Medlar  index  the 
percentage  of  weight  gain  was  greatest. 
This,  of  course,  is  to  be  expected.  It  is 
also  interesting  to  see  the  gain  in  weight 
in  even  a small  percentage  of  those 
patients  whose  blood  picture  remained 
bad  throughout  the  treatment. 

In  a total  of  nineteen  patients  total 
erythrocytic  counts  were  done  before  the 
treatment  was  started  and  at  monthly  in- 
tervals thereafter.  (Table  IV) 

Summary 

This  compound  (alcoholic  extracts  of 
garlic,  cypress,  eucalyptus,  creosote,  and 
menthol)  is  of  definite  value  as  a tonic 
in  improving  appetite  and  blood  count 
and  building-up  weight  in  patients  with 
chronic  pulmonary  tuberculosis.  We  do 
not  believe  that  it  has  a direct  effect  on 
healing  the  disease  but  it  is  a valuable 
adjuvant  in  the  treatment. 
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DEADLIEST  DRIVERS  ARE  BOYS 


Death  behind  the  driver’s  wheel,  in  the 
terrible  annual  auto  accident  toll,  is  not  a 
grim,  old,  bearded  man  with  a scythe.  He 
wears  the  beardless  face  of  a boy.  Flaming 
youth  at  the  wheel  is  the  deadliest  foe  of 
today’s  highway-using  public. 

Remorseless  statistics,  presented  before 
the  American  Association  for  the  Advance- 
ment of  Science  by  a critically  analytic 
scholar,  prove  the  indictment  beyond  possi- 
bility of  denial.  Dr.  Harrv  M.  Johnson, 
who  led  the  study  under  the  auspices  of 
the  Highway  Research  Board,  sums  up  the 
case  briefly  and  dramatically: 

“If  we  pick  the  same  number  of  drivers 
in  each  age  group,  and  count  the  fatal  acci- 


dents that  each  group  has,  we  find  that  those 
who  are  45  to  50  years  old  kill  the  fewest 
persons  in  a year.  While  they  are  killing 
66,  the  16  year  olds  are  killing  201,  the  17 
year  olds  186,  the  18  year  olds  148,  and 
those  between  19  and  21  are  killing  about 
215  persons  for  each  100,000  drivers  on 
the  road.  . . . 

“The  drivers  older  than  45  tend  to  be- 
come more  deadly  each  year,  reaching  the 
average  rate  for  the  whole  population  about 
age  64  to  65.  whereupon  the  rate  suddenly 
falls.  This  decline  may  be  due  to  the  older 
drivers  driving  less  and  less,  instead  of 
better  and  better.” — Dr.  Frank  Thone.  Sci- 
ence News  Letter,  March  5,  1938,  p.  150. 


EVIPAL  SOLUBLE  RECTALLY  IN  OBSTETRICS 

A Preliminary  Report 

Samuel  L.  Siegler,  M.D.,  F.A.C.S.  and  Isidore  Beris,  B.S.,  M.D.,  Brooklyn 
From  the  Obstetrical  Service  of  Brooklyn  Womens  Hospital 


Introduction 

It  is  our  purpose  in  this  preliminary 
report  to  review  seventy-two  cases  in 
labor  to  whom  Evipal  Soluble  was  admin- 
istered rectally.  Evipal  Soluble  is  not  a 
new  preparation  as  it  has  been  employed 
intravenously  for  short  anesthesia  quite 
extensively  here  and  abroad.  This,  how- 
ever, is  the  first  time  it  has  been  tried  in 
obstetrics  to  produce  analgesia  and  am- 
nesia during  labor  by  rectal  administra- 
tion. 

We  will  not  review  the  vast  literature 
dealing  with  alleviation  of  pain  during 
childbirth  as  that  has  been  done  time  and 
again  and  is  familiar  to  all.  However, 
from  the  numerous  publications  we 
readily  learn  that,  to  qualify  as  an  ideal 
obstetrical  analgesic  and  amnesic,  a drug 
must  meet  the  following  demands : 

1.  It  must  induce  prolonged  partial  or 
complete  relief  from  pain. 

2.  It  must  not  retard  the  natural  progress 
of  labor. 

3.  It  must  not  induce  excitability  in  the 
patient. 

4.  It  must  not  in  any  way  affect  either 
the  baby  or  the  mother. 

In  this  series  of  cases  Evipal  Soluble 
was  given  rectally  because  of  the  disad- 
vantages of  intravenous  and  oral  admin- 
istration of  barbiturates.  Most  of  these 
preparations  taken  orally  produce  gastric 
symptoms  which  are  often  quite  distress- 
ing. Intravenous  administration  is  al- 
most universally  condemned  although 
some  authors  have  reported  good  results 
with  Evipal  Soluble.  In  1931  the  Coun- 
cil of  Pharmacy  and  Chemistry  of  the 
American  Medical  Association  1 strongly 
advised  against  the  use  of  barbiturates 
intravenously  in  obstetrics  in  no  uncertain 
terms.  They  list  the  disadvantages  of 
intravenous  administration  of  the  barbi- 
turates as  follows : 


We  gratefully  acknowledge  and  thank  the 
Winthrop  Chemical  Company  for  their  supply 
of  Evipal  Soluble  used  in  this  series  of  cases. 


1.  Danger  of  asphyxiation  of  child  and 
restlessness  of  the  mother. 

2.  The  postoperative  depression  is  pro- 
longed. 

3.  The  anesthetic  state  continues  and  re- 
sults in  the  lack  of  the  patient’s  coopera- 
tion. 

4.  There  is  danger  of  pulmonary  con- 
gestion and  edema. 

5.  Delirium  and  restlessness  may  require 
additional  morphine. 

6.  Special  postoperative  nursing  care  is 
indispensable. 

Method  of  Administration 

In  our  cases  the  criterion  of  adminis- 
tration of  Evipal  Soluble  was  active  labor. 
By  this  we  mean,  regular,  rhythmic  con- 
tractions of  the  uterus  with  progressive 
dilatation  of  the  cervix.  In  multiparae, 
it  was  administered  when  the  uterine  con- 
tractions were  every  eight  to  fifteen- 
minutes  and  the  cervix  was  at  least  two 
cm.  dilated.  In  primiparae,  Evipal 
Soluble  was  given  when  the  uterine  con- 
tractions occurred  at  intervals  of  from 
five  to  ten  minutes  and  the  cervix  was  at 
least  four  cm.  dilated. 

Evipal  Soluble  was  supplied  in  am- 
pules of  three  Gm.  This  amount  was 
dissolved  in  ninety  c.c.  of  distilled  water. 
To  women  weighing  less  than  150  lbs. 
thirty  c.c.  (1  Gm.)  of  solution  was  admin- 
istered. In  women  weighing  over  150 
lbs.  a dose  of  forty-five  c.c.  (1.5  Gm.) 
was  employed. 

It  was  found  early  in  our  series  that 
heavy  women  will  readily  tolerate  the 
larger  dose  of  Evipal  Soluble.  It  was 
also  noted  that  too  small  an  amount  ad- 
ministered failed  to  produce  analgesia 
and  amnesia.  We  started  the  series  by 
administering  thirty  c.c.  of  solution 
routinely  to  all  patients,  but  we  quickly 
increased  the  amount  to  forty-five  c.c.  in 
all  women  weighing  over  150  lbs. 

The  routine  is  as  follows : 

1.  Enema  ss. 

2.  One  hour  later,  the  solution  of  Evipal 
Soluble  is  instilled  in  the  rectum  slowly 
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through  a rectal  tube  usually  placed  behind 
the  presenting  part  with  the  patient  lying- 
on  her  left  side.  After  removal  of  the  rectal 
tube  the  buttocks  are  held  closed  for  from 
three  to  five  minutes. 

3.  Scopalamine,  gr.  1/150,  is  given  by 
hypo  immediately  after  instillation  of  the 
Evipal  Soluble. 

Results  of  Administration 


Selection  of  cases: 

The  cases  were 

grouped  as  follows : 

Primiparae,  26 

cases  and  Multiparae, 

46  cases. 

These  cases  were  not  selected,  all  hav- 
ing been  admitted  consecutively  to  the 

service. 

Cervical  dilatations  pr 
tion : 

ior  to  administra- 

Fully  dilated 

6 cases 

9 cm. 

1 case 

8 cm. 

8 cases 

7 cm. 

11  cases 

6 cm. 

12  cases 

5 cm. 

9 cases 

4 cm. 

12  cases 

3 cm. 

7 cases 

2 cm. 

6 cases 

State  of  membranes: 

The  membranes 

were  intact  in  forty-fiv 
tured  in  twenty-seven. 

e cases  and  rup- 

U terine  contractions : 

The  frequency 

of  uterine  contractions  varied  from  every 
three  minutes  to  every  fifteen  minutes  on 
administration  of  Evipal  Soluble.  They 
were  distributed  as  follows : 

q.  2 minutes 

1 case 

q.  3 minutes 

21  cases 

q.  4 minutes 
q.  5 minutes 
q.  7 minutes 
q.  8 minutes 
q.  10  minutes 
q.  12  minutes 
q.  15  minutes 


7 cases 
26  cases 

3 cases 
2 cases 

4 cases 
1 case 
7 cases 


Evipal  Soluble  had  very  little  effect 
on  the  frequency  of  uterine  contractions. 
In  nc.  case  was  labor  retarded.  In  thirty- 
five  cases  the  uterine  contractions  became 
more  frequent  and  apparently  this  was 
not  due  to  the  drug  but  rather  to  the 
normal  progress  of  labor. 

Full  dilatation:  Complete  dilatation  of 
the  cervix  occurred  rather  quickly  under 
the  influence  of  the  Evipal  Soluble.  The 
time  between  the  administration  of  Evipal 
Soluble  and  complete  dilatation  was  as 
follows : 


[X. 

Y. 

State  J.  M. 

iP 

3 

cases 

/ m 

8 

cases 

Sp 

3 

cases 

)m 

15 

cases 

(P 

2 

cases 

)m 

10 

cases 

iP 

7 

cases 

)m 

3 

cases 

iP 

3 

cases 

)m 

4 

cases 

Sp 

1 

case 

)m 

1 

case 

m 

3 

cases 

iP 

3 

cases 

) m 

1 

case 

(P 

4 

cases 

Jm 

1 

case 

Within  y2  hour  * 

14  to  1 hour 

1 to  2 hours 

2 to  3 hours 

3 to  4 hours 

4 to  5 hours 

5 to  7 hours 

7 to  10  hours 

Over  ten  hours 

* Including  those  already  fully  dilated. 

The  twelve  cases  where  full  dilatation 
took  more  than  five  hours  require  some 
explanation. 

One  case  was  fully  dilated  five  hours  after 
administration  of  Evipal  Soluble ; an  R.O.P. 
which  rotated  spontaneously  and  delivered 
as  an  L.O.A.  Evipal  Soluble  was  effective 
for  delivery  with  a few  whiffs  of  ether. 

One  case  was  fully  dilated  eight  hours 
after  administration  of  Evipal  Soluble  which 
was  effectual  for  delivery  with  a whiff  of 
ether ; R.O.P.  position  which  rotated'  spon- 
taneously. 

Two  cases  were  fully  dilated  more  than 
ten  hours  after  administration  of  Evipal 
Soluble.  Both  were  posterior  positions.  A 
second  dose  of  thirty  c.c.  was  administered 
to  each  and  both  were  effectual  for  delivery. 

One  case  was  fully  dilated  more  than  ten 
hours  after  administration  of  Evipal 
Soluble.  R.O.P.  position.  Case  of  twins. 
The  drug  was  effectual  for  delivery  with  a 
few  whiffs  of  ether. 

One  case  was  fully  dilated  more  than  ten 
hours  after  administration  of  Evipal  Soluble. 
Case  of  marked  cervical  dystocia;  the  drug 
was  not  effectual  for  delivery. 

Two  cases  were  fully  dilated  more  than 
ten  hours  after  administration  of  Evipal 
Soluble.  It  was  not  effectual  for  delivery. 
A second  dose  was  not  given.  Delav  of 
dilatation  was  due  to  faulty  position  and/or 
arrest  of  presentation.  It  is  quite  possible 
that  had  a second  dose  been  administered, 
delivery  would  have  been  effected  under  its 
influence  as  noted  in  two  of  the  cases. 

One  case  was  fully  dilated  more  than  ten 
hours  after  administration  of  Evipal.  A 
second  dose  was  given  which  was  effectual 
for  delivery  without  supplementary  anesthe- 
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sia  even  through  low  forceps  and  epiositomy 
had  to  be  done.  Case  was  an  L.O.P.  which 
rotated*  spontaneously. 

One  case  was  fully  dilated  six  hours  after 
administration  of  Evipal ; effectual  for  de- 
livery with  a whiff  of  ether. 

One  case  was  fully  dilated  nine  hours 
after  administration  of  Evipal ; effectual  for 
delivery  with  whiff  of  ether. 

One  case  was  fully  dilated  seven  hours 
after  administration  of  Evipal ; effectual  for 
delivery  without  further  anesthesia. 

Operative  deliveries:  There  were  com- 
paratively few  operative  deliveries  in  this 
series.  Fifty-six  cases  were  delivered 
spontaneously,  while  in  sixteen  the  use 
of  forceps  was  necessary. 

Supplementary  anesthesia:  Fifty-six 

cases  did  not  require  any  further 
anesthesia  during  the  delivery.  Ten  re- 
quired a few  whiffs  of  ether  or  nitrous 
oxide  when  the  head  was  being  delivered. 
Some  of  these  cases  were  low  forceps. 
This  supplementary  anesthesia  was  very 
slight  and  only  momentarily  given.  In 
six  cases  complete  anesthesia  was  neces- 
sary as  the  Evipal  Soluble  was  not 
effectual  for  delivery,  the  action  ap- 
parently having  worn  off  due  to  pro- 
longed and  slow  dilatation  of  the  cervix. 

Postpartum  hemorrhage:  There  was 

not  a single  case  of  portpartum  hem- 
orrhage. 

Effect  of  Evipal  Soluble  on  newborn: 
Evipal  Soluble  had  no  deleterious  effect 
on  the  newborn.  Sixty-one  of  the  babies 
cried  spontaneously  after  delivery  and 
required  no  resuscitation ; of  these,  eleven 
were  slightly  cyanotic  though  they  cried 
spontaneously,  the  normal  color  appear- 
ing soon  thereafter.  Nine  infants  did 
not  cry  spontaneously  and  required 
resuscitation,  one  crying  within  five 
minutes,  six  within  ten  minutes  and  two 
within  fifteen  minutes,  two  having  had 
coils  of  cord  around  their  necks  which 
may  have  accounted  for  the  failure  of 
spontaneous  resuscitation.  There  were 
three  stillbirths,  not  in  any  way  due  to 
Evipal  Soluble.  There  was  one  case  of 
twins  which  accounts  for  seventy-three 
babies  in  seventy- two  cases. 

The  pediatrician  on  service  at  the  time, 
reported  no  change  in  the  babies  as  to 
the  occurrence  of  atelectasis,  feeding, 
crying  or  breathing  difficulties  that  may 
have  been  due  to  Evipal  Soluble. 

Analgesia  and  amnesia  occurred  within 


a short  time  after  administration  of 
Evipal  Soluble  as  follows : 


Within 

2 

minutes 

1 case 

U 

3 

U 

1 “ 

5 

3 cases 

u 

7 

7 “ 

u 

8 

5 “ 

a 

9 

3 “ 

u 

10 

22  “ 

u 

12 

3 “ 

“ 

15 

15  “ 

20 

8 “ 

6C 

30 

2 “ 

All  cases  showed  some  degree  of  anal- 
gesia after  administration  of  Evipal 
Soluble  and  fifty-two  were  completely 
analgesic  and  amnesic.  Eighteen  patients 
were  analgesic  but  not  amnesic,  the  so- 
called  drowsy  or  partial  cases.  Of  the 
latter,  six  women  had  prolonged  labors 
and  the  effect  of  Evipal  Soluble  wore  off, 
requiring  complete  anesthesia  . for  de- 
livery. In  the  other  twelve,  it  was 
effectual  with  an  occasional  whiff  of  ether 
or  nitrous  oxide.  These  eighteen  patients 
slept  between  contractions  but  during  the 
pains  awoke  and  were  almost  fully  con- 
scious. 

Duration  and  effect  of  Evipal  Soluble: 
The  duration  of  the  action  of  Evipal 
Soluble  was  comparatively  short,  for 
most  patients  were  well-oriented  within 
three  hours  postpartum.  The  cases  were 
distributed  as  follows : 

9 cases 
12  “ 

17  “ 

12  “ 

4 “ 

Eighteen  cases  were  almost  well- 
oriented  at  the  time  of  delivery,  six  of 
which  were  completely  recovered  from  the 
action  of  Evipal  Soluble.  The  other 
twelve  were  the  drowsy  cases  and  were 
conscious  of  the  pains  and  the  delivery 
although  they  slept  between  the  pains. 

The  nurse  on  the  ward  reported  the 
following : 

1.  There  was  no  restlessness  on  the  part 
of  the  patient. 

2.  No  restraining  apparatus  or  sideboards 
were  used*  and  neither  were  they  necessary. 

3.  On  awakening  the  patients  inquired 
as  to  when  they  had  been  delivered  mani- 
festing complete  surprise. 

Effect  on  blood  pressure : There  was 
a definite  effect  on  blood  pressure.  Read- 


Within  1 hour 

“ 2 “ 

“ 3 “ 

“ 4 - 

“ 5 “ 
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Table  I — Comparative  Table 


Adminis- 

tration 

Supple- 

mentary 

Analgesia  Amnesia  anesthesia 

Post 

Operative  partum  Restless- 

Interference  Hemorrhage  ness 

Narcosis 

of 

mother 

post 

partum 

Narcosis 
of  baby 

Effect  on 
Blood 
Pressure 
( systolic ) 

Evipal 
Solub  le 

Rectally 

80%  com-  75%  of  About  4% 

plete,  20%  cases  of  cases 

partial 

2%  of 
cases 

None 

No  res- 
traint 
necessary 

All  were 
oriented 
in  5 hrs. 
80%  in  3 
hrs. 

90%  of 
babies 
cried 
spontan- 
eously 

Drop  of 
10-20  pts. 

Dial1  2 

Intra- 

venous 

Good-75%,  Good-45%, 
poor-25%  poor-55% 

25%  of 
cases 

Marked  in 
30%  of 
cases 

10%  of 
cases 
slept  12 
hrs.  post 
partum 

10%  Rise  of 

showed  10-15  pts. 

mental 

asphyxiation 

10%  only 

slight 

Sodium3 

Amytal 

Oral 

Good-80%,  Good-70%,  Almost 
poor-20%  poor-30%  100%  of 
cases 

18%  of 
cases 

12%  of 

cases 

showed 

loss 

over 

300  c.c. 

17%  needed  Many 
restrain?  slept  for 

very  marked  12  hrs. 
often  man-  postpar- 
iacal  turn 

Only  61% 
breathed 
spontan- 
eously 

Drop  of 
10  pts. 

Avertin 4 

Rectally 

Good-50%,  Good-10%,  50%  of 
poor-50%  poor-90%  cases 

30%  of 
cases 

Marked 
in  30% 
of  cases 

Marked  in 
large  % of 
cases 

Slept  for 
2-4  hours 
postpartum 

6%  were 
asphyxia- 
ted 

Drop  of 
10-20  pts. 

Pern  oc tan 5 

Intra- 

venously 

Good-60%,  Only  42%  Over  50% 
poor-40%  had  com-  of  cases 
plete 
amnesia 

25%  of 
cases 

10%  of 
cases 
showed 
loss 

over  300c.c. 

15%  were 
marked 
needed  re- 
straint 

10%  of 
cases 
slept  10- 
12  hours 

Only  53% 
of  babies 
breathed 
spontan- 
eously 

Drop  of 
20  pts. 
in  20% 
of  cases 

Nembutal 6 

Oral 

About  75%  About  60%  80%  of 

had  anal-  had  am-  cases 

gesia  (10%  nesia 

complete 

failures) 

60%  of 
cases 

Moderate  Marked  re- 
increase quired  nur- 

in  blood  sing  atten- 

loss.  Some  tion  almost 
had  marked  constantly 
pp.  hemor- 
rhage 

Most  cases  About  30% 
slept  5 of  babies 

hrs.  pp.  required 

5%  of  cases  some  re- 
slept  12-  suscitation 
20  hrs. 

ings  were  taken  before  administration,  at 
the  time  amnesia  occurred,  and  during 
amnesia  (1-2  hours  later).  The  results 
were : 

No  change  in  blood  pressure  30  cases 


Drop  of  5 to  10  points  22  “ 

of  15  to  20  points  6 “ 

“ of  25  points  2 “ 

“ of  50  points  1 “ 

Rise  of  5-10  points  9 “ 

“ of  20  points  2 “ 


In  those  cases  where  the  drop  of  blood 
pressure  was  greatest,  the  blood  pressure 
was  high,  150  or  more.  In  patients  with 
low  blood  pressure,  there  wTas  no  reduc- 
tion. Hence  it  is  suggested  that  Evipal 
Soluble  might  be  used  to  advantage  in 
hypertensive  cases  during  or  before  labor. 

Comparative  studies:  In  the  accom- 

panying table  our  results  with  Evipal 
Soluble  are  compared  with  those  obtained 
with  other  agents  as  reported  by  various 


authors.  They  demonstrate  that  Evipal 
Soluble  possesses  a number  of  advantages 
over  the  customary  preparations,  particu- 
larly as  regards  the  lowered  incidence  of 
by-effects  including  hemorrhage,  retarda- 
tion of  labor,  restlessness,  and  excessive 
narcosis  of  mother  and  baby. 

Conclusions 

1.  Evipal  Soluble  is  a safe  analgesic 
and  amnesic  to  be  used  rectally  in 
obstetrics. 

2.  There  are  no  deleterious  effects  on 
either  the  parturient  mother  or  the  infant. 

3.  The  method  of  administration  of 
Evipal  Soluble  is  simple. 

4.  No  special  nursing  is  necessary. 

5.  Repeated  doses  may  and  should  be 
used  when  necessary. 

706  Eastern  Parkway 
906  Montgomery  St. 
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PRIMARY  HEPATOMA  OF  THE  LIVER 

With  Tumor  Thrombosis  of  the  Inferior  Vena  Cava  and  Heart 

E.  G.  Gillmore,  M.D.,  Johnstown  and  H.  E.  Ehrlich,  M.D.,  Gloversville 
From  the  Eugene  Littauer  Memorial  and  Fulton  County  Laboratory,  Nathan  Littaner  Hospital 


While  tumor  thrombosis  of  the  portal 
vein  secondary  to  primary  carcinoma  of 
the  liver  is  uncommon,  malignant  inva- 
sion of  the  inferior  vena  cava  is  dis- 
tinctly rare.  Goldzieher  and  Bokay,1 
Smith,2  and  Winternitz3  did  not  observe 
tumor  thrombosis  of  the  inferior  vena 
cava  in  their  series  of  eases,  nor  did  they 
call  attention  to  it  in  their  reviews  of  the 
literature.  In  a report  of  eighteen  cases 
of  obstruction  of  the  inferior  vena  cava 
due  to  various  causes,  Pleasants4  cited 
no  instance  of  a tumor  thrombosis  of 
the  inferior  vena  cava  following  a pri- 
mary malignancy  in  the  liver.  Rowen 
and  Mallory5  reported  a multinucleated 
liver  cell  carcinoma  with  tumor  throm- 
bosis of  the  inferior  vena  cava;  no  post- 
mortem examination  was  done  so  there 
may  be  a question  whether  the  carcinoma 
in  the  liver  was  primary  or  secondary. 
Fabian6  reported  a case  of  primary  hepa- 
toma of  the  liver  with  extensive  tumor 
thrombosis  of  the  inferior  vena  cava. 


Case  Report 

T.  C.,  a white  male,  fifty-seven  years  of 
age,  was  admitted  to  the  Nathan  Littauer 
Hospital  on  March  11,  1936  complaining 
of  epigastric  distress,  swelling  of  the  abdo- 
men, weakness,  and  constipation.  His  father 
died  of  a stomach  malignancy  at  the  age 
of  sixty-two.  For  sixteen  years  the  patient 
was  stationed  with  the  Marine  Corps  in 
Panama  and  Cuba,  but  no  history  referable 
to  tropical  diseases  could  be  elicited.  Alco- 
holism was  denied.  The  patient  enjoyed 
perfect  health  until  one  year  ago  when 
he  began  to  suffer  with  constipation.  This 
increased  progressively  and  finally  necessi- 
tated the  daily  use  of  cathartics.  For  the 
past  four  weeks  he  had  complained  of  dis- 
comfort in  the  epigastrium,  not  related  to 
meals,  and  progressive  enlargement  of  the 
abdomen.  There  were  no  melena,  hemateme- 
sis,  jaundice,  or  changes  in  the  stools.  Other- 
wise the  history  was  essentially  negative. 

Physical  examination:  The  patient  was 

a moderately  nourished  white  male  in  no 
acute  distress.  Except  for  moderate  pallor 


of  the  skin  and  mucous  membranes,  the 
head  and  neck  were  essentially  negative. 
Heart  and  lungs  were  not  remarkable.  The 
abdomen  was  symmetrically  enlarged,  and 
the  superficial  veins  in  both  flanks  were 
prominent.  The  abdomen  was  tense  to 
palpation ; no  hepatic  or  splenic  tumor 
could  be  felt.  The  percussion  note  was 
tympanitic  throughout  and  shifting  dullness 
or  a fluid  wave  could  not  be  elicited.  There 
was  no  adenopathy.  The  extremities  ap- 
peared normal.  There  was  no  impairment 
of  the  reflexes.  No  lesions  were  present  on 
the  external  genitalia.  Examination  of 
the  rectum,  which  included  sigmoidoscopy, 
revealed  no  significant  findings. 

On  admission  the  temperature  was  100.6° 
F.,  pulse  eighty,  and  blood  pressure  115/90. 

Laboratory  data ; Repeated  urinalysis 
showed  traces  of  albumin  and  occasional 


Fig.  1.  Cross  section  of  liver  showing  pri- 
mary hepatoma  of  liver. 
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Fig.  2.  Secondary  tumor  thrombosis  of  in- 
ferior vena  cava  and  portal  vein. 


granular  casts.  The  urea  nitrogen  per  100 
c.c.  of  blood  was  twenty-six  mgm.  The 
hemoglobin  (Newcomer)  was  sixty-nine 
percent.  The  red  and  white  cell  counts 
were  4,000,000  and  12,400  per  cu.mm.,  re- 
spectively, and  a differential  count  of  100 
cells  showed  seventy-four  percent  poly- 
morphonuclear leukocytes,  twenty-two  per- 
cent lymphocytes,  three  percent  monocytes, 
and  one  per  cent  eosinophiles.  The  stools 
were  negative  for  occult  blood.  Kahn  and 
Wassermann  reactions  were  negative.  The 
icteric  index  was  ten  units.  Radiograms 
following  the  administration  of  a barium 
enema  strongly  suggested  an  obstruction  at 
the  hepatic  flexure. 

Clinical  course:  Decompression  of  the 

bowel  attempted  by  the  usual  conservative 
methods  for  one  week  failed.  The  patient 
was  given  600  c.c.  of  citrated  blood  and  on 
March  20,  (nine  days  after  admission) 
under  gas-ether  anesthesia,  exploratory 
laparotomy  was  performed  for  a supposedly 
obstructing  lesion  at  the  hepatic  flexure. 

The  intestines  were  found  to  be  ede- 
matous and  about  200  c.c.  of  clear  yellow 
fluid  in  the  abdominal  cavity  was  removed. 
No  intestinal  obstruction  could  be  found, 


but  the  colon  at  the  hepatic  flexure  was  very 
boggy.  The  liver  was  definitely  enlarged, 
hard,  smooth,  and  gray  in  color.  Further 
exploration  revealed  nothing  of  note. 

Following  operation,  the  patient  became 
steadily  worse  and  on  March  22,  became 
markedly  edematous  from  the  ankles  up  to 
both  flanks.  Severe  dyspnea  supervened, 
and  exitus  occurred  the  next  morning. 

Necropsy  (By  Dr.  Richard  J.  Lebo- 
wich)  : The  abdomen  contained  no  excess 

fluid.  The  liver  weighed  2750  grams.  The 
right  lobe  presented  a bulging,  non-encap- 
sulated,  irregular  mass  situated  directly  be- 
neath the  capsule  (Fig.  1),  measuring  5.5 
cm.  in  its  widest  diameter,  and  showing  a 
fine,  granular,  pinkish-gray  surface  mottled 
by  extensive,  irregular  areas  of  yellow  ne- 
crosis. The  primary  growth  was  not  bile 
stained.  No  secondary  malignant  nodules 
were  found,  but  about  six-eight  branches  of 
the  hepatic  and  portal  veins  within  the  liver 
were  occluded  by  friable  tumor  thrombotic 
tissue.  The  portal  vein  was  completely  ob- 
structed by  a tumor  thrombus  measuring 
two  cm.  in  circumference,  extending  out- 
ward from  the  hilus  of  the  liver  for  a dis- 


Fig.  3.  Cellular  structure  of  primary  hepa- 
toma showing  anaplasia  and  capillary  stroma. 
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tance  of  4.5  cm.  To  this  was  attached  peri- 
pherally a firm,  antemortem  thrombus 
measuring  six  cm.  in  length.  Dissection 
of  the  superior  mesenteric,  splenic,  and 
other  veins  in  this  region  showed  no  oc- 
clusion by  tumor  thrombi.  The  inferior 
vena  cava  at  its  exit  from  the  liver  (Fig. 
2)  showed  a tumor  thrombus  similar  to 
that  present  in  the  portal  vein,  measuring 
6.5  cm.  in  diameter  and  four  cm.  in  length 
from  the  point  of  its  emergence  from  the 
liver.  The  inferior  cava  was  enormously 
distended  at  its  entrance  into  the  liver  by 
a firm,  antemortem  thrombus  which  ex- 
tended down  into  the  common,  internal, 
and  external  iliac  veins. 

Attached  to  the  wall  of  the  right  auricle 
near  the  appendage  was  an  antemortem 
thrombus  similar  in  appearance  to  the  pri- 
mary hepatoma.  Examination  of  the  lungs 
and  of  the  other  thoracic  and  abdominal 
organs  revealed  no  gross  evidence  of  pri- 
mary or  secondary  malignancy.  The  entire 
right  lung  was  the  seat  of  a confluent 
bronchopneumonia. 

Microscopic  examination  of  the  primary 
newgrowth  showed  a malignant  anaplastic 


hepatoma  (Fig.  3),  predominantly  diffuse 
and  alveolar  in  arrangement,  associated  with 
a precancerous  atrophic  cirrhosis.  Frequent 
malignant  invasion  of  the  portal  and  hepa- 
tic venous  radicles  were  present  as  well  as 
of  the  lymphatics  in  the  periportal  spaces. 

Conclusion 

A case  of  primary  hepatoma  of  the 
liver  supervening  upon  an  early  atrophic 
cirrhosis  with  massive  malignant  throm- 
bosis of  the  inferior  vena  cava  followed 
by  a tumor  thrombus  to  the  right  auricle 
of  the  heart  is  described. 

(EGG)  26  E.  Main  St. 

(HEE)  42  First  Ave. 
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FIRST  AID  IN  BURNS 


Among  the  tedious  chores  necessarily 
performed  on  the  emergency  services  in 
general  hospitals  is  removal  of  greasy  sub- 
stances applied  to  burns  prior  to  admission. 
This  has  occurred  in  a majority  of  such 
instances,  and  the  grease  has  represented 
practically  every  unctuous  material  in  exist- 
ence— butter,  lard,  bacon  grease,  and  hair 
oil  among  the  rest.  Their  removal  is  es- 
sential before  application  of  tannic  acid, 
or  tannic  acid  and  silver  nitrate,  and  not 
infrequently,  entails  use  of  a general  anes- 
thetic, a fat  solvent,  and  even  a scrubbing 
brush.  Thus  hazards  of  anesthesia  and 
added  shock  augment  a situation  already 
serious. 

Strange  enough,  in  some  instances  it  is 
found  that  telephone  suggestions  given  by 
the  family  doctor  have  been  explicitly  fol- 
lowed. 

For  example,  a distraught  mother 
’phoned  that  a croup  kettle  had  overturned 
and  severely  burned  her  small  boy.  The 
doctor,  apparently  unaccustomed  to  think- 
ing of  burns  in  the  light  of  modern  thera- 
peutic considerations,  ordered  that  the  areas 
be  promptly  smeared  with  a concoction  of 
half  unguentine  and  half  vaseline.  The  burn 
covered  about  one-fourth  of  the  body  sur- 
face, and  the  original  “treatment”  was  con- 
tinued. The  course  was  stormy  and 


dangerous ; toxemia,  fever,  and  nephritis 
comprised  a foreboding  picture.  At  the 
end  of  a month,  the  patient’s  temperature 
consistently  rose  to  103  degrees  and  the 
stench  of  decomposing  tissues  and  encrusta- 
tions made  his  room  unlivable.  He  ulti- 
mately recovered  in  spite  of,  not  on  account 
of,  his  treatment. 

Compare  this  situation  with  that  of  a 
typical  and  comparable  case  treated  with 
tannic  acid  and  silver  nitrate  and  placed 
under  a heat  cradle:  Slight  fever  for  two 
or  three  days  and  none  after  that ; no 
perceptible  degree  of  shock;  comfort  with- 
out any  sedation  after  a day;  no  dehydra- 
tion and  no  odor;  complete  recovery  with 
minimal  or  no  residual  distortions  or  con- 
tractures after  three  to  six  weeks. 

To  be  specific,  had  the  doctor  told  the 
mother  to  saturate  the  area  with  strong  tea 
and  ’phoned  his  druggist  to  prepare  bottles 
of  five  per  cent  tannic  acid  and  ten  per 
cent  silver  nitrate  solutions  which  he  would 
call  for  on  his  way  to  the  child,  weeks  of 
distress  and  danger  would  have  been 
averted.  Good  treatment  would  have  been 
started  immediately — with  none  to  be  un- 
done. A little  act  of  this  sort  rehearsed 
in  a moment  of  composure  will  assure  a 
wise  course  of  action  when  the  emergency 
occurs. — Rocky  Mountain  Medical  Journal. 
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Certain  biological  similarities  between 
the  gonococcus  and  the  meningococcus 
suggested  the  possibility  that  infections 
with  the  latter  organism  might  be  as 
favorably  affected  by  fever  therapy  as 
infections  with  the  former.  In  the  case 
here  recorded,  a prolonged  infection  by 
the  meningococcus  and  the  impracticability 
of  continued  serum  therapy  because  of 
the  sensitivity  of  the  patient  presented  us 
with  an  opportunity  to  test  the  validity  of 
this  idea. 

The  patient,  thirty-seven  year  old  male, 
was  admitted  to  the  hospital  on  February 
23,  1936.  The  present  illness  began  six  days 
before  admission  to  the  hospital,  at  which 
time  he  was  suddenly  seized  with  a violent 
chill.  Following  this  there  were  recurrent 
chills  frequently  until  the  day  of  admission. 
On  February  22,  one  day  before  admission, 
he  developed  a severe  frontal  headache, 
vomiting,  and  stiffness  of  the  neck.  No  rash 
had  been  noted. 

Examination  showed  the  patient  to  be 
very  prostrated.  There  was  slight  cyanosis 
of  fingernail  beds.  The  heart,  lungs,  and 
abdominal  viscera  showed  nothing  note- 
worthy. The  neck  was  rigid  and  there  was 
a Kernig  sign  but  no  other  abnormal  neuro- 
logical findings. 

The  urine  contained  a trace  of  glucose 
but  was  otherwise  negative.  The  blood 
count  was : Hemoglobin  nine  Mg.,  erythro- 
cytes 4,100,000,  leukocytes  22,000  with 
eighty-eight  per  cent  polymorphonuclear 
cells.  The  spinal  fluid  was  turbid  and  con- 
tained 2,400  cells  with  ninety  per  cent  of 
polymorphonuclear  cells. 

The  patient  was  given  twenty  c.c.  of  anti- 
meningococcus  serum  intrathecally. 

The  following  day  meningococcus  was  re- 
ported in  the  culture  of  the  spinal  fluid. 
The  patient  at  this  time  refused  further 
intrathecal  treatment  but  on  March  1,  eight 
days  after  the  first  treatment,  he  was  per- 
suaded to  permit  another  spinal  tap  and 
twenty  c.c.  of  antiserum  was  given.  Spinal 
taps  on  March  3 and  March  5 were  clear. 

On  March  10  he  had  a chill  with  rise  of 
temperature  to  104°  F.  No  spinal  tap 


was  done  on  this  day  because  he  refused 
to  permit  it.  The  temperature  now  began 
to  be  remittent  rising  each  day  to  about 
101°  F.  and  continued  so  without  other 
symptoms  or  signs  for  three  weeks.  Aggluti- 
nation tests  for  typhoid  and  mellitensis  were 
negative.  The  lungs  were  clear  on  physical 
and  x-ray  examination.  Blood  cultures  were 
negative. 

On  April  1 several  hemorrhagic  areas 
appeared  about  the  right  wrist  and  in  the 
right  conjunctiva.  Another  blood  culture 
taken  on  April  3 was  negative,  nevertheless 
it  was  suspected  that  the  patient  was  suf- 
fering from  a meningococcus  septicemia  and 
it  was  considered  advisable  to  give  anti- 
serum intravenously.  Because  over  five 
weeks  had  elapsed  since  the  previous  serum 
injection,  desensitization  was  carried  out  by 
the  use  of  minimal  doses  of  diluted  serum 
given  first  subcutaneously,  then  intramuscu- 
larly, and  finally  intravenously.  Following 
the  injection  of  the  serum  intravenously  the 
patient  had  a severe  anaphylactic  reaction 
and  the  temperature  rose  to  105°  F.  An- 
other attempt  to  give  serum  intravenously 
was  made  on  April  8 but  after  two  c.c.  of 
serum  had  been  given  there  was  a severe 
reaction.  Intravenous  serum  therapy  was 
then  stopped  and  serum  by  intramuscular 
injection  was  started.  Ninety  c.c.  of  un- 
diluted serum  was  given  in  divided  and 
ascending  doses.  On  April  13  the  blood 
culture  was  positive  for  meningococcus  and 
there  was  a new  crop  of  macules  and  papules 
in  the  skin.  Another  attempt  was  made  to 
give  serum  intravenously  and  again  a similar 
reaction  resulted,  this  time  with  frank 
hematuria.  The  temperature  at  this  time 
was  of  the  septic  type,  rising  each  day  to 
between  104  and  106°  F. 

Because  serum  therapy  was  no  longer 
practicable  and  the  patient  was  getting  pro- 
gressively weaker  and  more  anemic  (hemo- 
globin of  seven  Gm.  and  3,000,000  erythro- 
cytes), it  was  decided  to  attempt  treatment 
by  hyperpyrexia.  On  April  29  the  tempera- 
ture of  the  patient  was  raised  to  106°  for 
two  hours.  The  following  day  the  patient 
felt  well  and  no  new  skin  lesions  were  noted. 
The  peaks  of  the  temperature  curve  on  the 
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following  two  days  were  99.4  and  98.6°  F. 
while  the  peaks  for  every  day  of  the  pre- 
ceding three  weeks  had  been  between  102 
and  106°  F. 

The  blood  culture  taken  on  May  1 was 
negative.  Encouraged  by  what  appeared  to 
be  a favorable  effect,  the  fever  treatment 
was  then  repeated.  At  this  time  the  tempera- 
ture was  raised  to  106.6°  F.  for  four  hours. 

Following  this  treatment  the  temperature 
began  once  more  to  spike  going  up  each 
day  to  between  101  and  103°  F.  and  on  May 
7 the  blood  culture  again  showed  meningo- 
coccus. It  was  decided,  therefore,  to  give 
further  and  more  intensive  fever  therapy 
and  on  May  11  the  temperature  was  raised 
to  106.8°  F.  and  maintained  close  to  this 
for  five  hours. 

Twenty-four  hours  after  this  fever  treat- 
ment the  temperature  dropped  abruptly  to 
normal  and  during  the  following  week 
never  rose  above  99°  F.  There  was  a 
marked  diminution  in  the  number  of  new 
macules  which  appeared  and  except  for 
weakness  and  general  prostration  the  pa- 
tient was  much  improved.  Nevertheless 
it  was  thought  wise  to  repeat  the  fever 
treatment  once  more  and  on  May  19  the 
temperature  of  the  patient  was  raised  to 
107°  F.  and  maintained  close  to  that  for 
over  six  hours. 

No  further  rise  in  temperature  occurred 
and  no  new  skin  lesions  appeared.  On  May 
21  the  spinal  fluid  was  found  to  be  clear, 
with  glucose  present,  globulin  absent,  and 
culture  negative.  Blood  cultures  on  May 
26  and  June  1 were  negative.  Except  for 
a slight  edema  of  the  feet,  which  appeared 
shortly  after  the  last  fever  treatment,  the 
patient’s  recovery  was  steady  and  unevent- 
ful. He  was  discharged  to  a convalescent 
home  on  June  11  and  when  he  last  reported 
in  September  he  was  completely  restored 
to  health. 


Comment 

That  the  fever  therapy  was  responsible 
for  the  recovery  of  this  patient  is  suggested 
by  the  abrupt  improvement  which  followed 
its  use.  It  is  especially  suggestive  when  the 
duration  of  the  infection  up  to  this  point 
(10  weeks)  is  considered. 

This  method  of  treating  meningococcus 
infections  would  seem  to  be  worthy  of 
further  trial  and  appraisal,  especially  in 
such  cases  as  are  resistant  to  serum  or  in 
those,  like  the  case  here  recorded,  which 
are  serum-sensitive. 

I can  find  no  case  of  meningococcus  in- 
fection treated  by  fever  therapy  recorded 
in  the  literature. 


75  E.  55  St. 
40  W.  67  St. 
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EDITORIALS 


Same  Story 

Recent  studies  by  the  National  Health 
Survey  tell  a story  which  is  old  to  phy- 
sicians but  to  which  the  advocates  of 
compulsory  sickness  insurance  persist- 
ently close  their  ears.  Poverty  promotes 
illness;  and  the  greatest  need  for  medical 
care  exists  in  classes  which  obligatory  in- 
surance would  not  aid. 

According  to  the  latest  report  of  the 
United  States  Public  Health  Service,  for 
example,  there  is  eighty-seven  per  cent 
more  chronic  illness  among  the  relief 
population  than  in  higher  income  groups. 
The  relief  population  would  not  be  eligible 
for  health  insurance,  as  organized  medi- 
cine has  repeatedly  pointed  out.  It  would 
benefit,  however,  by  the  creation  of  a 
permanent  system  of  home  medical  relief. 

After  almost  ten  years  of  depression, 
it  is  futile  to  cherish  the  illusion  that 
all,  or  even  the  greater  part,  of  the  idle 
can  be  restored  to  gainful  work  within 
the  next  few  years.  It  is  time  to  abandon 
the  doctrine  of  emergency,  with  its  im- 
plied excuse  for  inefficiency  and  waste, 
and  develop  a permanent  system  of  medi- 
cal and  other  aid  for  the  unemployed  and 
permanently  unemployable. 

It  is  noteworthy,  in  the  National 
Health  Survey’s  studies,  that  medical  care 
is  most  often  lacking  in  communities  with 
few  physicians  and  meager  hospital  facili- 
ties. Here  the  higher  income  groups  as 


well  as  the  relief  and  low  income  popu- 
lation receive  less  service  than  in  large 
cities,  where  there  is  an  adequate  supply 
of  physicians  and  medical  institutions. 

This  again  is  a situation  for  which 
compulsory  sickness  insurance  provides 
no  remedy.  A sparsely  settled  area 
would  not  provide  enough  panel  patients 
to  attract  an  insurance  doctor  without 
some  extra  subsidy.  With  such  subsidy, 
or  a guarantee  of  income,  compulsory 
insurance  is  not  necessary  to  bring  in  a 
physician. 

As  organized  medicine  has  repeatedly 
stated,  there  is  neither  a single  health 
problem  nor  a single  solution  in  a coun- 
try as  large  and  varied  as  this.  The  re- 
quirements of  each  community  must  be 
studied  individually  and  remedial  meas- 
ures based  on  local  needs. 


No  More  Sanctuary 

It  is  a sad  commentary  upon  twentieth 
century  civilization  that  the  bombing  of 
hospitals  has  become  commonplace  in  the 
news.  The  protests  which  at  first  greeted 
this  unpardonable  outrage  grow  daily 
fainter  as  the  world  becomes  inured  to 
horror. 

Unless  decisive  steps  are  taken  to  pro- 
tect the  hospitals  from  the  mad  dogs  of 
war,  the  world  is  threatened  with  disease 
and  suffering  on  an  unprecedented  scale. 
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Death,  exultant  on  the  battlefield,  is  not 
fed  by  shot  and  shell  alone.  Rats,  fat- 
tening on  the  dead,  lice,  waxing  fat  on 
the  blood  of  the  living,  bacteria  lurking 
in  filthy  latrines  and  contaminated  springs, 
spread  pestilence  as  deadly  and  more  far- 
reaching  than  any  machine-gun  or  heavy 
artillery  fire. 

If  medical  men  are  allowed  no  sanc- 
tuary to  repair  the  wounds  of  war  and 
check  the  spread  of  plague,  the  world 
may  witness  deformities  and  pestilential 
horrors  which  will  put  the  black  death 
of  the  fourteenth  century  to  shame. 

In  China,  with  cholera  flaring  up  under 
the  stimulus  of  war,  the  Japanese  are  de- 
liberately bombing  hospitals,  according  to 
the  testimony  of  many  foreign  observers, 
including  physicians.  The  Red  Cross  was 
frequently  the  target  of  Italian  bombers 
in  Ethiopia.  The  destruction  of  medical 
centers,  particularly  in  countries  where 
institutional  facilities  are  limited,  is  war 
on  noncombatants  no  less  than  the  bomb- 
ing of  civilians  is. 

Medical  organizations  all  over  the 
' world  should  lift  their  voices  in  protest 
against  the  bombing  of  hospitals.  The 
treatment  of  the  sick,  the  rehabilitation 
of  the  wounded,  are  works  of  mercy 
which  know  no  nationality  or  political 
ideology.  From  the  viewpoint  of  sheer 
self-preservation,  moreover,  the  peoples 
of  the  world  should  be  made  to  realize 
that  the  destruction  of  medical  facilities 
in  one  country  is  a threat  to  all  in  an 
age  when  rapid  transportation  may 
spread  disease  as  well  as  blessings. 


The  American  Doctors  Speak 

There  has  come  to  our  attention  an 
extremely  important  statistical  analysis  of 
the  attitude  of  the  medical  profession  con- 
cerning several  pertinent  questions  which 
at  present  command  the  earnest  attention 
of  social  workers,  government  officials, 
the  lay  press,  and  the  profession  as  well. 
Under  the  sponsorship  of  the  publication 
Modern  Medicine1  a Physicians’  Refer- 

1. Modern  Medicine,  6:52,  1938. 


endum  on  Socialized  Medicine”  elicited 
responses  from  16,711  physicians  located 
in  all  sections  of  the  United  States.  This 
expression  of  opinion  on  the  part  of 
more  than  ten  per  cent  of  the  physicians 
in  our  country  can  be  viewed  as  an 
authoritative  representation  of  the  pro- 
fession as  a whole.  While,  as  Modern 
Medicine  states,  “Literally  millions  of 
comparisons  of  opinion  can  be  obtained 
from  the  statistical  data  given  here,”  cer- 
tain facts  nevertheless  stand  out  as  irre- 
futable. This  is  supported  by  the  fact 
that  of  125,000  ballots  sent  out  in  May 
1938,  13.5  per  cent  were  returned,  post- 
age paid  by  the  voter. 

The  present  clamor  for  a change  in 
the  manner  in  which  medical  care  is  now 
being  given  to  the  people  of  our  country 
meets  with  a rejection  by  sixty-seven 
per  cent  of  the  physicians,  even  though 
the  use  of  public  funds  to  help  pro- 
vide care  for  the  medically  indigent  is 
favored  by  fifty-four  per  cent.  But  even 
here,  doctors  favor  the  use  of  local 
rather  than  federal  funds.  In  other 
words,  they  support  the  contention  that 
the  provision  of  adequate  medical  care 
is  a community  problem,  the  solution 
of  which  varies  in  each  individual  in- 
stance. Despite  the  attacks  made  on 
organized  medicine  in  the  lay  press  and 
elsewhere  for  its  stand  against  the  more 
rabid  of  the  socializers,  doctors,  when 
given  the  opportunity  to  express  their 
individual  opinions  are  solidly  behind 
their  organization  (84%).  It  is  to  be 
expected  that  members  of  the  American 
Medical  Association  approve  the  policies 
of  this  body  (86%).  More  significant  is 
the  fact  that  sixty-eight  per  cent  of  non- 
members  are  also  ardent  endorsers  and 
have  confidence  in  the  ability  of  organ- 
ized medicine  to  formulate  a plan  for 
the  wider  distribution  of  a high  standard 
of  medical  care. 

The  returns  from  our  state  show  us  to 
be  as  one  with  the  rest  of  the  physicians 
in  our  nation.  It  is  the  general  opinion 
among  doctors  that  the  public  does  not 
want  a change.  We  are  confident  that 
if  each  physician  conducted  a referen- 
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dum  among  his  own  patients  this  would 
be  overwhelmingly  substantiated.  It 
might  not  be  a bad  idea  to  find  out  what 
the  people  themselves  want  so  that  the 
American  system  of  medical  practice, 
which  has  lowered  the  mortality  and  mor- 
bidity of  the  nation  and  increased  the 
span  of  human  life  will  have  the  full  sup- 
port for  its  continuation  of  those  whom 
it  serves. 


Protamine  Insulin  Therapy 

With  the  introduction  of  protamine  in- 
sulin in  the  treatment  of  diabetes  two 
and  one-half  years  ago,  a great  number 
of  reports  appeared  which  indicated  that 
its  use  maintained  a reduction  in  blood 
sugar  for  a longer  period  of  time  than 
did  the  soluble  insulin.  This  was  a dis- 
tinct advance,  and  protamine  insulin  was 
employed  widely  despite  the  fact  that  dur- 
ing this  early  period  no  follow-up  records 
were  available.  It  was  hoped  that  be- 
cause of  its  prolonged  action  on  the  blood 
sugar  it  would  supplant  soluble  insulin  in 
most  cases  and  so  cut  down  the  daily 
dose. 

Ralli,  Fein,  and  Lovelock1  have  ob- 
served a group  of  sixteen  patients  over 
a period  of  time  varying  from  eight  to 
twenty-three  months.  When  the  amount 
of  soluble  insulin  required  to  prevent  gly- 
cosuria was  determined,  these  patients 
were  then  put  on  protamine  zinc  insulin. 
In  five  it  had  to  be  discontinued  because 
it  was  impossible  to  control  a significant 
appearance  of  glycosuria  without  produc- 
ing reactions.  These  reactions  were  fol- 
lowed by  severe  headache,  which  carbo- 
hydrate did  not  control.  In  eight  cases, 
supplemental  injections  of  soluble  insulin 
are  necessary  but  the  total  number  of 
daily  injections  has  been  reduced  from 
four  to  one  or  two.  The  number  of  com- 
bined units  required  was  decreased  in 
five,  and  increased  in  three.  Only  the 
remaining  three  cases  could  be  safely  con- 
trolled with  protamine  insulin  alone,  and 

1.  Ralli,  E.  P.,  Fein,  H.  D.,  and  Lovelock,  F.  J.: 
Am.  J.  Med.  Sc.,  196:28,  1938. 


these  have  benefited  considerably  under 
this  means  of  therapy. 

The  authors  found  that  a favorable 
response  to  the  protamine  preparation  for 
the  first  few  months  is  no  assurance  that 
the  patient  will  continue  to  be  helped. 
This  they  feel  is  due  to  an  inconstant 
absorption.  Consequently,  the  conclusion 
which  one  can  draw  from  this  work  is 
that  the  institution  of  protamine  insulin 
therapy  necessitates  prolonged  study  in 
each  individual  case  before  soluble  insulin 
can  be  dispensed  with  or  materially  re- 
duced in  quantity.  The  closest  supervi- 
sion of  the  patient  is  essential,  lest  after 
a few  months  of  use,  alternating  periods 
of  severe  glycosuria  and  hypoglycemia 
with  its  attendant  shock  phenomena 
appear. 
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“ ....  The  issue  facing  our  profes- 
sion is  not:  Shall  we  have  collectivism  or 

individualism;  but  rather:  Shall  we  have 
collective  medicine  operated  by  politicians 
on  a compulsory  basis,  with  lay  control  of 
medical  matters — or,  shall  we  have  collec- 
tivism on  a voluntary  basis  operated  co- 
operatively by  the  physicians  and  their  pa- 
tients, with  the  control  of  medical  matters 
invested  in  our  own  professional  organiza- 
tion?”— An  excellent  question,  posed  by  the 
editor  of  the  Westchester  Medical  Bulletin 
in  its  July  issue. 


‘The  Most  Dainty  and  Menacing  of 
Decoys  is  that  of  the  Misleading  ‘Federal 
Subsidy’  ” is  the  title  of  editorial  in  the  July 
Illinois  Medical  Journal.  We  quote  the 
editor’s  opinion  on  the  topic:  “ ...  In 

order  to  gain  its  point  the  bureaucracy  is 
willing,  whether  able  or  not,  to  subsidize 
anything  and  everything  from  medical  re- 
search, hospitalization,  maternity  care, 
group  practice  and  everything  else  along  the 
line,  with  any  and  all  sorts  of  extravagant 
ideas  all  springing  from  the  central  idea 
that  the  practitioners  of  medicine  and  the 
science  itself  must  be  made  to  yield  to  lay 
government  control  so  as  to  be  employed  as 
an  instrument  of  destruction  for  individual- 
ism, Americanism  and  science  itself.  Among 
the  foreign  nations  where  such  subsidiza- 
tion has  already  taken  place  government 
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control  extends  not  only  to  the  sort  of  medi- 
cal care  the  people  receive  but  also  to  the 
sort  of  medical  education  citizens  may  re- 
ceive, and  to  the  number  of  people  who  may 
study  medicine.  The  drastic  tyranny  of 
this  is  perhaps  unsuspected  until  it  is  con- 
noted that  this  government  control  is  not 
bested  in  scientific  persons  but  most  largely 
among  the  laity. 

“There  is  no  exaggeration  in  the  state- 
ment that  one  of  the  most  dangerous  of  fed- 
eral subsidies  that  could  ever  be  extended 
to  any  industry  or  profession  is  that  for 
which  propaganda  is  now  most  active  and 
which  if  it  succeeds  will  turn  over  to  the 
federal  government  the  control  and  the 
standardization  of  medical  schools.  Through 
such  subsidies  and  by  the  determination  of 
curriculum  and  of  administration  of  service 
the  government  would  attain  the  right  to 
practice  medicine.  . . . ” 


“At  last,  a pure-food,  drug  and  cos- 
metic law.  Almost  unnoticed  in  the  rush 
of  business  at  the  close  of  Congress  has 
been  the  fact  that  a new  law  was  accepted 
by  both  Houses  and  signed  by  the  President. 
More  than  thirty  years  ago,  the  first  ‘pure 
food’  law  was  written.  It  was  never  very 
strong  and  had  been  urgently  in  need  of 
revision  for  many  years.  . . . The  new 
measure  is  about  half  way  between  a really 
good  bill  and  nothing  at  all.  Its  greatest 


weakness  is  perhaps  the  fact  that  adver- 
tising is  not  properly  regulated,  being  sub- 
ject only  to  the  action  of  the  Federal  Trade 
Commission,  which  never  moves  until  mis- 
behavior has  already  taken  place,  and  is 
often  so  late  that  its  action  is  ineffective. 
Standards  for  food  will  be  set  up,  but  the 
customer  will  still  be  unable  to  know  what 
grade  he  is  buying.  These  standards,  more- 
over, refer  only  to  poisons,  adulterants,  etc., 
and  not  to  the  quality  of  the  product  itself. 
Soap  is  not  included  under  ‘cosmetics’  as  it 
should  have  been. 

“On  the  good  side  of  the  ledger  we  find 
that  new  drugs  may  not  be  sold  until  they 
have  been  thoroughly  tested — which  will 
prevent  another  sulfanilamide  scandal. 
Habit-forming  drugs  must  be  properly 
labeled.  Cosmetics  dangerous  to  health  are 
forbidden,  except  poisonous  coal-tar  hair 
dyes,  which  may  be  sold  if  properly  identi- 
fied. The  active  ingredients  of  drugs  must 
be  listed,  and  also  of  foods  if  two  or  more 
ingredients  are  blended.  Therapeutic  de- 
vices are  at  last  under  control. 

“With  the  five-year  battle  ended,  we  hope 
it  will  not  begin  again.  We  should  like  to 
see  a really  good  bill  introduced  at  the  next 
session  of  Congress.  If  the  patent-medi- 
cine gang  and  their  friends  are  to  keep  us 
from  an  effective  law,  at  least  let’s  make 
them  know  they’ve  been  in  a fight.” — An 
encouraging  news  report  in  The  New  Re- 
public of  July  20. 


500,000  VICTIMS  OF  DAILY  INjURIES 


Ten  million  accidents  serious  enough  to 
disable  their  victims  one  day  or  longer 
occur  annually  in  the  United  States,  says 
a Washington  press  dispatch. 

Each  day  500,000  persons  are  unable  to 
work,  go  to  school  or  pursue  their  usual 
activities  as  the  result  of  injuries  caused 
by  accidents  resulting  from  multiple 
sources,  the  Public  Health  Service 
announces. 

The  service  discloses  that  seven  per  cent 
of  the  deaths  among  the  70,000  families 
canvassed  were  the  result  of  accidental 
injury.  Accidental  deaths  were  exceeded 
only  by  mortalities  from  disease  of  the 
heart,  cancer  and  pneumonia. 

It  was  revealed  that  sixteen  of  every 
1,000  persons  are  disabled  for  a week  or 
longer  by  injuries  each  year.  The  average 
period  of  disability  experienced  by  the  vic- 
tims of  serious  accidents  is  forty-six  days. 
This  is  compared  with  the  average  dura- 


tion of  disability  from  all  causes,  which  is 
fifty-seven  days.  Automobile  accidents 
average  fifty-five  days  of  disability. 


Mince  pie  and  doughnuts,  waffles,  tarts  and 
cake 

Give  little  children  a dreadful  stomach  ache ; 

Roast-beef  and  spinach,  bread  and  milk  and 
eggs 

Make  them  all  grow  stronger,  head  and 
arms  and  legs. 

— Onondaga  Medical  Bulletin. 


“That  will  be  enough  out  of  you,”  said 
the  doctor  as  he  stitched  the  patient  together. 

— Pacific  Marine  Review. 


Public  Health  News 


Public  Health  Notes 


J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


Of  the  Same  Kidney 

The  large  audience  of  health  officers  and 
public  health  nurses  which  met  on  June  28 
in  Saratoga  Springs  waited  with  a trace 
of  anxiety  for  the  address  of  the  president 
of  the  Medical  Society  of  the  State  of  New 
York.  The  program  had  gone  to  press 
before  the  title  of  his  paper  was  received. 
The  unknown  is  always  a trifle  awe-inspir- 
ing, especially  to  those  who  have  strayed 
from  the  herd.  What  verbal  castigation 
might  be  in  store  for  us,  the  black  sheep 
of  state  medicine,  at  the  mouth  of  the  mes- 
senger of  our  white  wooly  tribe? 

Anxiety  was  groundless.  Dr.  Groat  had 
come  to  tell  us  that  we  do  belong  in  the 
herd:  “For  a considerable  number  of  years 
medical  societies,  both  State  and  National, 
have  recognized  public  health  administra- 
tion and  public  health  medicine  as  a medical 
specialty.”  He  went  on  to  speak  of  our 
cooperative  enterprises.  The  pneumonia 
control  program  he  described  as  “work 
which  will  stand  for  all  time  as  a model 
for  other  cooperative  health  programs.”  He 
praised  the  joint  efforts  of  public  and 
private  medicine  in  the  campaign  to  control 
syphilis  and  exhorted  us  to  a similar  joint 
effort  for  the  control  of  cancer.  Our  in- 
terests as  men  of  science  are  identical.  We 
are  of  the  same  kidney. 

This  seems  to  me  exactly  the  right  phrase. 
For  the  virtues  that  reside  in  the  kidney 
(and  are  found  sometimes  in  the  heart  as 
well)  are  the  fundamental  virtues.  When 
the  psalmist  asked  God  to  examine  him  and 


try  his  reins,  he  was  exposing  something- 
very  like  his  soul.  It  is  a fact  worthy  of 
emphasis  that  the  things  which  belong  in 
our  kidneys  are  not  destroyed  when  we 
receive  a salary  from  the  State.  Dr. 
Musser*  wrote  recently: 

To  me,  and  to  most  doctors,  the  idea  of  a fu- 
ture socialized  medicine  is  a step  backward.  We 
look  on  it  with  abhorrence.  We  do  not  believe 
that  it  will  help  the  patient,  and  we  feel  confi- 
dent that  it  will  destroy  professional  initiative 
and  self-reliance;  but  most  of  us  know  in  our 
hearts  that,  while  methods  may  change,  human 
nature  is  usually  the  same  from  generation  to 
generation.  The  will  and  ability  to  enjoy  life 
are  inherent  in  the  individual.  He  will  get 
pleasure,  profit,  and  satisfaction  out  of  doing 
a job  well  whether  under  the  aegis  of  an  official 
or  under  his  own  personal  supervision. 

Those  of  us  who  have  tried  both  methods 
of  earning  our  living  can  certify  that  this 
is  true.  It  is  sometimes  a little  irksome 
to  work  under  the  official  aegis.  Yet  all 
of  us  must  endure  the  irk  to  a greater 
or  less  degree.  I heard  recently  of  a doctor 
who  undertook  to  control  scarlet  fever  on  a 
dairy  farm  by  private  quarantine,  even  to 
the  extent  of  keeping  children  out  of  school. 
Of  course,  it  did  not  work.  The  public 
prefers  the  recognized  official  method.  We 
are  none  of  us  completely  free  to  follow 
our  own  devices  however  pure  our  inten- 
tions, and  the  discipline  which  binds  more 
severely  us  hired  servants  of  the  State  still 
leaves  us  our  professional  respect.  We 
are  of  the  same  kidney  still. 

* Musser,  John  H. : J.A.M.A.  109:323,  1937. 


“PEP  PILLS”  AND  TIRED  DOCTORS 


Overworked  doctors  who  feel  they  need 
a pick-me-up  may  find  a warning  in  a letter 
written  by  a Nevada  physician  to  the  Jour- 
nal A.M.A.  He  writes : 

I am  a neurasthemic  doctor  65  years  of  age 
and  when  some  months  ago  a sample  of  benze- 
drine sulfate  fell  into  my  hands  with  the 
accompanying  literature  I had  to  try  it.  It 
worked  like  a charm ; if  I got  up  in  the  morning 
feeling  somewhat  dragged  out  and  took  a 
tablet  of  benzedrine  sulfate  I felt  pretty  well 


all  day  and  could  do  my  work  without  tiring; 
the  result  was  that  I took  it  almost  daily. 
Before  very  long  I got  so  I couldn’t  sleep  and 
couldn’t  eat.  I have  never  been  much  of  an 
eater  but  could  eat  reasonably  well.  It  never 
occurred  to  me  that  the  benzedrine  sulfate  could 
be  at  the  bottom  of  it  and  I had  a gastro- 
intestinal series  run  and  a rectal  examination 
made;  it  finally  dawned  on  me  that  the  benze- 
drine sulfate  had  something  to  do  with  it  and  I 
promptly  stopped  it.  I can  now  sleep  pretty 
well  but  have  not  as  yet  recovered  my  appetite. 
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HOUSE  OF  DELEGATES 
MINUTES  OF  THE  ANNUAL  MEETING 
May  9 and  10,  1938 


67.  Revision  of  Principles  of  Professional 

Conduct 

Section  80 

Dr.  Orrin  S.  Wightman,  New  York:  I 
offer  this  resolution  tonight  because  of  the 
difficulties  experienced  in  the  workings  of  our 
Grievance  Committee  of  exercising  any  juris- 
diction at  all  except  under  the  Sections  1264 
and  1265  of  the  Medical  Practice  Act.  That  in- 
cludes only  deceit  and  fraud  in  the  practice  of 
medicine.  There  are  many  things  going  on 
which  come  before  us  in  our  Grievance  Commit- 
tee that  really  _ come  under  the  heading  of 
ethics,  and  it  is  time  we  got  started.  The 
Reference  Committee  who  will  take  care  of  this 
will  be  a committee  of  five  I trust,  and  will 
report  at  a subsequent  meeting,  so  that  we  can 
get  a basic  law  on  ethics.  The  subject  is  de- 
batable. The  County,  State  and  National  Socie- 
ties . have  shied  away  from  it,  but  I had  my 
inspiration  from  the  Academy  of  Medicine 
where  our  present  Publicity  Committee  tried 
to  codify  certain  principles  in  connection  with 
talks  over  the  radio  and  written  articles  that 
should  govern  the  general  conduct  of  publicity 
by  the  medical  profession.  I,  therefore,  read 
you  this  resolution: 

“Resolved,  that  inasmuch  as  the  Principles  of 
Professional  Conduct  of  the  Medical  Society  of 
the  State  of  New  York,  under  date  of  1935, 
are  in  a general  way  valuable  suggestions  but 
not  binding  as  to  the  professional  conduct  of 
physicians ; and 

“Whereas,  the  present  need  of  both  the 
profession  and  the  public  demands  a more 
definite  outline  of  what  constitutes  ethics ; there- 
fore be  it 

“Resolved,  that  a Committee  of  five  be  ap- 
pointed to  simplify,  revise  and  codify  these 
ethical  principles,  so  that  they  may  be  binding 
and  more  than  a guide  to  the  medical  profes- 
sion.” 

Speaker  Kopetzky  : That  is  referred  to 
Reference  Committee  on  New  Business  A. 

68.  Report  of  Reference  Committee  on 

Council  Report  No.  III. — Journal — 

Directory — Technical  Exhibits — 

Directory  Frequency — Supple- 
mentary Report  of  Trustees 

Dr.  H.  M.  Hicks,  Montgomery:  Your  Com- 
mittee has  had  for  its  consideration:  First: 
The  Journal.  Second:  The  Directory.  Third: 
The  technical  exhibits.  Fourth:  The  supple- 
mentary report  on  directory  frequency.  Fifth: 
Recommendations  (1)  and  (2)  of  the  supple- 
mentary report  of  the  Board  of  Trustees. 


Continued  from  June  15,  July  1,  and 
July  15  issues. 


It  is  not  inappropriate  to  remark  at  this 
time  that  your  Committee  has  given  these  sub- 
jects such  consideration  as  the  limited  time  at 
our  disposal  would  permit. 

Your  Committee  finds  the  subjects  assigned 
are  difficult  and,  in  consequence  are  reporting 
on  the  same  with  a feeling  that  our  recom- 
mendations are  made  with  the  thought  in  mind 
only  for  the  best  interests  of  the  Medical  So- 
ciety of  the  State  of  New  York. 

1 : Your  Committee  accepts  the  suggestion 
of  the  Board  of  Trustees  recommending  that 
the  Journal  be  published  by  the  Medical  So- 
ciety of  the  State  of  New  York,  at  such  time 
as  conditions  will  permit,  which  will  not  be 
prior  to  January  1,  1939. 

2 : Your  Committee  recommends  the  principle 
that  the  Directory  be  published  annually,  omit- 
ting 1938  and  beginning  in  1939. 

3 : Your  Committee  recommends  that  the 
technical  exhibits  be  under  the  direct  business 
management  of  the  publishing  department  of 
the  Journal. 

4:  We  recommend  that  the  President,  with 
the  approval  of  the  Council,  appoint  and  set  up 
an  appropriate  Committee,  to  consider  ways  and 
means  of  carrying  out  the  recommendations 
regarding  the  publication  of  the  Journal  and 
Directory,  and  the  management  of  the  technical 
exhibits. 

I move  the  adoption  of  the  report  of  the 
Committee. 

The  motion  was  seconded. 

Dr.  William  H.  Ross:  I move  we  take  up 
the  matter  of  the  Journal  first. 

Speaker  Kopetzky:  If  there  is  no  objection 
to  that,  it  is  so  ordered. 

The  recommendation  of  the  Reference  Com- 
mittee on  the  Journal  says:  “Your  Committee 
accepts  the  suggestion  of  the  Board  of  Trustees 
recommending  that  the  Journal  be  published 
by  the  Medical  Society  of  the  State  of  New 
York,  at  such  time  as  conditions  will  permit, 
which  will  not  be  prior  to  January  1,  1939.” 

That  recommendation  is  before  you  for  con- 
sideration. What  is  your  pleasure? 

The  motion  to  adopt  this  recommendation 
was  duly  seconded,  and  after  discussion,  was 
put  to  a vote,  and  carried. 

Dr.  H.  M.  Hicks  : The  next  recommendation 
of  the  Committee  is : “Your  Committee  recom- 
mends the  principle  that  the  Directory  be  pub- 
lished annually,  omitting  1938  and  beginning 
in  1939.”  I so  move. 

The  motion  to  adopt  this  recommendation 
was  duly  seconded,  and  after  discussion,  was 
put  to  a vote,  and  carried. 

Dr.  H.  M.  Hicks  : Next,  ”Your  Committee 
recommends  that  the  technical  exhibits  be  under 
the  direct  business  management  of  the  publish- 
ing department  of  the  Journal.” 

The  motion  to  adopt  this  recommendation 
was  seconded,  and  there  being  no  discussion, 
it  was  put  to  a vote,  and  carried. 
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Dr.  H.  M.  Hicks  : We  recommend  that  the 
President,  with  the  approval  of  the  Council, 
appoint  and  set  up  an  appropriate  Committee, 
to  consider  ways  and  means  of  carrying  out 
the  recommendations  regarding  the  publication 
of  the  Journal  and  Directory  and  the  manage- 
ment of  the  technical  exhibits. 

The  motion  to  adopt  this  recommendation  was 
seconded,  and  there  being  no  discussion,  it  was 
put  to  a vote  and  carried. 

Speaker  Kopetzky  : I presume  that  I can 
ask  in  the  name  of  Dr.  Hicks  for  the  adoption 
of  the  report  as  a whole. 

Dr.  H.  M.  Hicks  : I so  move. 

The  motion  was  seconded,  put  to  a vote,  and 
carried. 

Speaker  Kopetzky:  It  is  so  ordered,  and 
the  thanks  of  the  House  go  to  Dr.  Hicks. 

69.  Malpractice  Insurance 

(Report  with  moving  picture  slides) 

Speaker  Kopetzky:  Dr.  Chas.  Gordon  Heyd 
has  an  important  communication  to  make  with 
reference  to  the  Insurance  Committee.  The 
Reference  Committee  that  I referred  to  has  to 
do  with  publicity  matters.  Will  you  take  these 
matters  up  now  or  postpone  them  until  tomor- 
row morning  after  the  election?  Dr.  Heyd 
tells  me  that  he  will  only  take  ten  minutes  to 
present  his  report. 

Dr.  Rooney  : I move  we  receive  Dr.  Heyd’s 
report  now. 

Dr.  Heyd  : Mr.  Speaker  and  Gentlemen,  it 
is  opportune  from  time  to  time  that  you  should 
have  a report  on  one  phase  of  the  business  of 
your  organization.  Malpractice  insurance  is  an 
annual  business  of  about  $350,000.  I will  take 
about  eight  minutes  to  give  you  some  very 
cheery  news  on  this  phase. 

The  State  Society  has  'been  in  the  malpractice 
insurance  business  for  seventeen  years,  and  it 
has  been,  on  the  whole,  I think  a success. 

# (Slide)  I want  you  to  look  at  this  first 
picture  because  during  the  last  two  years  is 
the  first  time  in  our  experience  that  we  have 
been  able  to  arrive  at  the  cost  of  our  insurance. 
Out  of  every  dollar  we  have  2\  per  cent  cost 
plus  basis  that  goes  to  the  carrier,  31.5  cents 
of  every  dollar  goes  into  the  expenses  of  run- 
ning the  insurance,  salaries  of  the  company, 
and  so  forth,  leaving  sixty-six  cents  of  every 
insurance  dollar  for  the  payment  of  losses. 

(Slide)  We  started  in  the  insurance  business 
in  1921,  with  Mr.  Wanvig,  and  George  White- 
side,  later  Lloyd  Stryker,  and  then  Mr.  Bros- 
nan.  Mr.  Wanvig  has  continued  right  through, 
and  has  acted  as  the  agent  of  the  Society  and 
its  official  representative. 

(Slide)  Throughout  the  years  we  have  tried 
to  maintain  out  of  every  dollar  that  sixty-six 
cents.  It  has  varied  as  you  see  there.  In  1921 
it  was  sixty  cents,  and  then  sixty-two  cents, 
up  to  sixty-six  cents.  Two  years  ago  the  former 
carrier  wished  to  reduce  the  amount  of  money 
out  of  each  dollar  for  losses  to  sixty-two  cents, 
and  raise  the  expense  account  to  thirty-five 
cents.  It  was  upon  that  issue  that  we  parted 
company  with  the  former  carrier. 


(Slide)  Under  the  new  setup  for  the  first 
time  in  our  history  we  had  triplicate  vouchers 
prepared  by  Mr.  Brosnan,  in  which  every  item 
of  the  malpractice  expense  was  allocated,  so 
that  we  are  prepared  to  break  down  our  in- 
surance cost  and  show  you  three  essential 
savings,  and  return  money  to  the  members  of 
the  Society. 

(Slide)  In  the  makeup  of  the  cost  of  the 
insurance  there  are  paid  out  losses,  suits  that 
go  against  us  and  those  that  are  settled.  I may 
say  that  the  number  of  suits  that  are  settled 
far  exceed  those  that  are  determined  in  Court. 
There  must  be  put  aside  for  every  case  that  is 
filed  a prospective  amount  of  money,  which  is 
represented  for  suits  outstanding.  When  a 
suit  is  brought  against  a member,  Mr.  Brosnan 
must  allocate  what  in  his  judgment  may  be 
the  top  or  maximum  loss  to  the  Society.  Again, 
the  third  item,  the  lowest  one,  are  suits  that 
will  arise,  and  under  the  Insurance  Law  a 
reserve  has  to  be  set  aside  for  those.  Let  us 
break  down  those  three  items  in  our  malpractice 
insurance. 

(Slide)  Under  the  Aetna  in  the  period  from 
1920  to  1934  in  1468  suits  the  amount  of  money 
that  was  put  aside  to  take  care  of  the  losses 
was  $1,672,000.  When  those  cases  were  all 
closed  out  and  settled,  it  was  found  that  the 
Aetna  had  overestimated  the  amount  of  losses 
that  we  would  have  to  pay  for  $644,511.76. 
That  excess  was  always  figured  in  the  deter- 
mination of  our  cost  of  insurance  on  the  $5,000- 
$15,000  policy.  Under  the  Yorkshire  in  two 
vears  the  estimated  amount  was  $144,000,  but 
believing  that  that  was  overestimated  a deduc- 
tion was  made  of  $53,000,  so  that  to  liquidate 
all  of  our  claims  would  require  $91,000.  Now 
to  carry  that  through  a little  further : 

(Slide)  We  have  to  estimate  the  cases  that 
will  arise.  Taking  1935,  and  exterpolating  the 
possible  suits  we  will  have  arise  by  1940,  we 
will  get  394  suits  for  malpractice. 

(Slide)  If  we  break  that  down  we  find  that 
the  profit  will  be  2.5,  the  expense  31.5,  and  the 
amount  paid  for  losses  sixty-six  per  cent ; jn 
other  words  we  will  pay  out  $29,000,  we  will 
have  outstanding  $91,000,  and  suits  to  arise 
$166,000.  Adding  that  profit  to  the  sum  total 
there,  we  obtain  the  total  of  $436,000.  Dividing 
that  sum  by  15,221  policies,  we  derive  a basic 
rate  of  $28.67,  and  we  pay  $1.33  more  than  that 
at  the  present  rate. 

(Slide)  Now,  comparing  it  under  the  former 
carrier,  with  the  profit  remaining  the  same 
2.5,  with  the  expense  of  31.5  in  the  Yorkshire 
and  sixty-six  per  cent  for  losses,  we  obtain  a 
total  of  $436,000.  Under  the  old  rate  with  the 
Aetna,  the  carrying  through  of  that  $568,000 
of  overestimated  prospective  losses,  our  bill 
with  the  Aetna  in  1934  would  have  been  $516,- 
905,  and  on  the  rate  proposed  by  the  Aetna 
when  we  switched  from  them  would  have  been 
$545,852. 

We  have  then  in  the  last  two  years  made 
a saving  of  the  difference  between  $436,000  and 
$545,000. 

(Slide)  The  result  of  that,  gentleman,  has 
been  that  although  we  have  an  agreement  with 
the  Yorkshire  not  to  change  the  rate  under 
three  years,  the  Yorkshire  are  prepared  on  the 
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first  of  January  of  this  year  to  permit  us  to 
make  the  following  reductions : 

Our  experience  shows  that  we  no  longer 
need  to  charge  for  assistants  not  regularly  em- 
ployed so  that  you  will  be  protected  on  the 
occasional  assistant  without  any  addition  to  your 
premium.  Saving  number  one ! 

The  next  saving  we  are  able  to  report  to 
you  will  be  in  the  excess  limits ; in  other  words 
when  you  buy  a policy  over  the  $5,000-$15,000 
you  pay  an  additional  premium.  It  will  be 
possible  after  the  first  of  January  to  obtain  an 
additional  protection  of  nearly  twenty-five  per 
cent  for  the  same  money  that  you  now  pay. 

It  is  a great  pleasure  to  report  to  you  one  of 
the  agencies  of  the  Society  that  shows  you  a 
saving  after  two  years  of  operation.  (Applause) 
Dr.  Arthur  J.  Bedell  : I move  you,  sir, 
we  adjourn  to  reassemble  at  nine  o’clock  a.m. 

The  motion  was  seconded,  put  to  a vote,  and 
carried. 

Speaker  Kopetzky:  We  stand  adjourned 
until  9 o’clock  a.m.  tomorrow. 

(The  Executive  Session  adjourned  at  12:30 
o’clock  a.m.) 

Tuesday  Morning  Session 

May  10,  1938 

The  session  convened  at  9 :45  o’clock. 

Speaker  Kopetzky  : The  House  will  come 
to  order. 

The  Chair  wishes  to  make  an  announcement. 
I know  everyone  will  be  pleased  to  know  that 
the  Woman’s  Auxiliary  cordially  invite  all  the 
members  of  the  House  of  Delegates  to  attend 
a tea  in  Le  Perroquet  Suite  on  the  fourth  floor 
from  four  to  six  o’clock  this  afternoon. 

Dr.  Arthur  J.  Bedell,  Albany:  I move 

you,  sir,  that  the  House  officially  accept  the 
invitation. 

The  motion  was  seconded. 

Speaker  Kopetzky:  Your  motion  is  out  of 
order,  sir,  because  the  only  business  before  the 
House,  and  the  first  business  of  the  morning, 
is  the  nominations  and  elections.  I will  receive 
your  motion  immediately  the  elections  are 
over. 

The  Council  will  meet  at  three  o’clock  in 
the  Pillement  Suite. 

The  Trustees  will  meet  immediately  after 
the  Council  meeting. 

70.  Elections 

Roll  Call 

Speaker  Kopetzky  : Will  each  delegation  as 
it  is  called  rise,  and  answer  to  their  name? 

The  Assistant  Secretary  called  the  roll  and 
the  following  Delegates  responded : 

Stanley  E.  Alderson,  Frederic  C.  Conway, 
Edgar  A.  Vander  Veer,  Lyman  C.  Lewis,  J. 
Lewis  Amster,  Harry  Aranow,  Edward  R.  Cun- 
niffe,  Moses  L.  Furman.  Samuel  Epstein,  Wil- 
liam Klein,  Moses  H.  Krakow,  Solomon  Krell, 
Samuel  M.  Allerton,  Clifton  H.  Berlinghof, 
Leo  E.  Reimann,  Harry  S.  Bull,  Edgar  Bieber, 


Charles  E.  Goodell,  George  R.  Murphy,  Way- 
land  H.  Mason,  Jr.,  Anton  S.  Schneider,  John 
L.  Edwards,  Daniel  R.  Reilly,  Robert  Brittain, 
WilLam  A.  Krieger,  Aaron  Sobel,  Herbert  H. 
uauckus,  Alfred  H.  Noehren,  James  H.  Don- 
nelly, John  T.  Donovan,  Albert  A.  Gartner, 
Harry  C.  Guess,  Thurber  Le^Vin,  Joseph  C. 
O Gorman,  Harold  J.  Harris,  Raymond  G. 
Perkins,  Sylvester  C.  Clemans,  Peter  J.  Di 
Natale,  Kenneth  F.  Bott,  James  F.  Gallo, 
Charles  A.  Prudhon,  Charles  A.  Anderson, 
Albert  F.  R.  Andresen,  Robert  F.  Barber,  John 
L.  Bauer,  Simon  R.  Blatteis,  Thomas  M. 
Brennan,  E.  Jefferson  Browder,  Irwin  E.  Siris, 
John  B.  D’Albora,  Maurice  J.  Dattelbaum, 
Benjamin  Davidson,  Harry  Feldman,  Edwin 
A.  Griffin,  Walter  D.  Ludlum,  Thomas  A. 
McGoldrick,  John  J.  Masterson,  Harvey  B. 
Matthews,  Philip  I.  Nash,  J.  Sturdivant  Read, 
Nunzio  A.  Rini,  Irving  J.  Sands,  Alec  N. 
Thomson,  Joseph  Raphael,  Edgar  O.  Boggs, 
Judson  M.  Burt,  Richard  B.  Cuthbert,  Jr., 
Clarence  V.  Costello,  William  A.  MacVay, 
John  J.  Rooney,  Edward  T.  Wentworth,  War- 
ren Wooden,  Horace  M.  Hicks,  Louis  H. 
Bauer,  Louis  A.  Van  Kleeck,  Walter  P.  Ander- 
ton,  George  Baehr,  Clarence  G.  Bandler,  Emily 
D.  Barringer,  Conrad  Berens,  Edward  C.  Bren- 
ner, Samuel  B.  Burk,  Edward  M.  Colie,  Jr., 
J.  Homer  Cudmore,  Adolph  G.  DeSanctis, 
Charles  E.  Farr,  Howard  Fox,  B.  Wallace 
Hamilton,  Benjamin  Jablons,  David  J.  Kaliski, 
J.  Stanley  Kenney,  Moses  Keschner,  James  A. 
Miller,  William  M.  Patterson,  Maximilian  A. 
Ramirez,  Nathan  Ratnoff,  Terry  M.  Town- 
send, Robert  E.  Walsh.  Guy  S.  Philbrick, 
Richard  H.  Sherwood,  William  Hale,  Jr.,  John 
F.  Kelley,  Andrew  Sloan,  John  J.  Buettner, 
William  W.  Street,  Albert  G.  Swift,  Homer  J. 
Knickerbocker,  M.  Renfrew  Bradner,  James  C. 
Donovan,  Guy  DeL.  Forbes,  Olin  J.  Mowrv, 
Floyd  J.  Atwell,  Henry  W.  Miller,  James  M. 
Dobbins,  Henrv  C.  Eichacker,  Frank  R.  Maz- 
zola,  H.  P.  Mencken,  James  R.  Reuling,  Jr., 
Joseph  Wrana,  John  D.  Carroll,  Stephen  H. 
Curtis,  Arthur  S.  Driscoll,  Stanley  C.  Pettit, 
Stephen  R.  Monteith,  W.  Grant  Cooper,  Stan- 
ley W.  Sayer,  George  Scott  Towne,  Frank  L. 
Sullivan,  William  C.  Treder,  David  W.  Beard, 
Christian  W.  Schmidt,  W.  Raymond  Holmes, 
Leon  M.  Kysor,  Herbert  B.  Smith,  Coburn  A. 

L.  Campbell,  John  L.  Sengstack,  Irving  Green- 
berg, William  A.  Moulton,  Norman  S.  Moore, 
Frederic  W.  Holcomb,  Morris  Maslon,  Denver 

M.  Vickers,  Ralph  Sheldon,  George  C.  Adie, 
James  G.  Morrissey,  Merwin  E.  Marsland, 
Walter  W.  Mott,  Laurance  D.  Redway,  Henry 
S.  Martin,  Bernard  S.  Strait. 

The  following  District  Delegates  were  pres- 
ent: Theodore  West,  Irving  Gray,  Bertran  W. 
Gifford,  Carl  R.  Comstock,  Murray  M.  Gard- 
ner, Leo  P.  Larkin,  Alfred  W.  Armstrong,  H. 
Wolcott  Ingham. 

The  fol’owing  Officers  were  present : Charles 
H.  Goodrich,  William  A.  Groat,  Arthur  S. 
Driscoll,  Peter  Irving,  Edward  C.  Podvin, 
George  W.  Kosmak,  Aaron  Sobel,  Samuel  J. 
Kopetzkv.  James  M.  Flynn,  Floyd  S.  Winslow, 
Tohn  T.  Masterson,  Guy  S.  Carpenter.  Frederic 
E.  Elliott,  Edward  T.  Wentworth,  Oliver  W. 
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H.  Mitchell,  Thomas  H.  Cunningham,  Thomas 
P.  Farmer,  James  H.  Borrell,  Augustus  J. 
Hambrook,  George  W.  Cottis,  William  H. 
Ross,  James  E.  Sadlier,  Harry  R.  Trick,  James 

F.  Rooney. 

The  following  Ex-Presidents  were  present: 
Martin  B.  Tinker,  Grant  C.  Madill,  J.  Richard 
Kevin,  James  F.  Rooney,  Orrin  Sage  Wight- 
man,  Nathan  B.  Van  Etten,  George  M.  Fisher, 
James  E.  Sadlier,  Harry  R.  Trick,  William 
H.  Ross,  William  D.  Johnson,  Chas.  Gordon 
Heyd,  Arthur  J.  Bedell,  Frederic  E.  Sondern, 
Floyd  S.  Winslow,  Frederick  H.  Flaherty. 

T ellers 

Speaker  Kopetzky  : There  evidently  being 
a quorum  present,  we  will  now  proceed  with 
the  election.  The  Speaker  announces  the  fol- 
lowing tellers: 

Dr.  Mitchell,  Chairman  of  the  Board  of 
Tellers,  Dr.  Adie  of  Westchester,  Dr.  Bauckus 
of  Erie,  Dr.  Strait  of  Yates,  and  Drs.  Colie 
and  Farr  of  New  York. 

Election  of  Officers 

The  following  Officers  were  elected : 
President-Elect  mid  First  Vice-President,  Terry 
M.  Townsend,  New  York. 

Second  Vice-President,  Walter  W.  Mott, 
White  Plains 

Secretary,  Peter  Irving,  New  York 
Assistant  Secretary,  Edward  C.  Podvin,  Bronx 
Treasurer,  George  W.  Kosmak,  New  York 
Assistant  Treasurer,  Kirby  Dwight,  New  York 
Speaker,  James  M.  Flynn,  Rochester 
Vice-Speaker,  Louis  H.  Bauer,  Hempstead 
Trustee,  five-year  term,  George  W.  Cottis, 
Jamestown 

Councillors,  three-year  term  terminating  1941: 
Harry  Aranow,  Bronx 
Guy  S.  Carpenter,  Waverly 
Clarence  G.  Bandler,  New  York 

A.M.A.  Delegates 

The  following  were  elected  for  1939-1940 : 
Thomas  P.  Farmer 
William  A.  Groat 
B.  Wallace  Hamilton 
William  D.  Johnson 
Floyd  S.  Winslow 
Edward  R.  Cunniffe 
Grant  C.  Madill 
Frederic  C.  Conway 
James  H.  Borrell 
Thomas  M.  Brennan 

The  following  were  elected  Alternates  for 
1939-1940 : 

Frederick  H.  Flaherty 
George  W.  Kosmak 
John  J.  Masterson 

G.  Scott  Towne 
James  R.  Reuling,  Jr. 

Louis  A.  Van  Kleeck 
James  M.  Dobbins 
Stephen  H.  Curtis 
John  B.  D’albora 
Bertran  W.  Gifford 


71.  Report  of  Reference  Committee  on 
Council  Report  No.  IV 

The  House  will  come  to  order.  The  Chair 
recognizes  Dr.  Marsland  who  is  reporting  on 
Reference  Committee  No.  IV  of  the  Council’s 
Report,  in  regard  to  Medical  Publicity  and 
Legislation. 

Medical  Publicity 

Dr.  Merwin  E.  Marsland,  Westchester: 

Your  Committee  has  reviewed  the  report  on 
Medical  Publicity  Topic  No.  8 of  the  Council 
report,  as  well  as  Section  1 of  the  Supple- 
mentary Report  of  the  Council. 

Your  Committee  approves  of  the  practice  of 
issuing  news  releases  covering  District  Branch 
meetings  to  the  daily  and  weekly  local  press 
and  concurs  in  the  Council’s  recommendation 
that  this  project  be  continued. 

I move  the  adoption  of  this  recommendation. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Dr.  Marsland  : Your  Committee  also  ap- 
proves of  the  news  released  to  the  public  on 
postgraduate  courses  and  other  releases  cover- 
ing special  subjects. 

I move  the  adoption  of  this  recommendation. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Dr.  Marsland:  The  activity  of  the  Director 
of  the  Bureau  in  attending  committee  meetings 
of  this  Society  and  of  other  organizations  is 
noted  with  approval. 

The  cooperative  efforts  of  the  Bureau  with 
the  New  York  State  Department  of  Health  are 
to  be  highly  commended. 

The  number  and  volume  of  the  releases  under 
the  title  of  Speaker’s  Service  Bulletins  and  of 
the  Handbook  Series  raises  the  question  in  the 
minds  of  your  committee  as  to  whether  the 
time,  effort  and  money  expended  in  this  service 
is  justified  by  the  extent  to  which  this  material 
is  used.  Your  Committee  recommends  that 
the  Council  make  a special  review  of  this  par- 
ticular part  of  the  Bureau’s  activities  and  take 
proper  action  as  to  its  continuation  or  curtail- 
ment. 

I move  the  adoption  of  this  recommendation. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Dr.  Marsland:  The  activity  of  the  Bureau 
in  recording  and  analyzing  the  tendencies  of 
opinion  and  of  propaganda  as  disclosed  through 
the  press  and  the  radio,  and  the  preparation  of 
material  to  combat  unsound  proposals  through 
similar  media,  is  recognized  as  an  important 
function,  and  your  committee  recommends  its 
continuance. 

I move  the  adoption  of  this  recommendation. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Dr.  Marsland:  I now  move  the  adoption 
of  the  report  as  a whole. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Legislation 

Your  committee  has  reviewed  the  report  of 
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the  Council  Committee  on  Legislation,  Topic 
No.  9,  as  well  as  Section  J of  the  Supplemen- 
tary Report. 

We  note  and  approve  continued  cooperation 
with  the  local  committees  of  the  County  Socie- 
ties and  with  the  Woman’s  Auxiliary,  as  well 
as  the  efforts  to  enlist  cooperation  of  other 
interested  organizations. 

The  practice  of  the  Committee  of  opposing 
undesirable  legislation  by  conference  with  proper 
interested  and  influential  officials  would  seem 
to  have  been  highly  successful. 

Your  committee  is  impressed  by  the  volume 
of  work  which  is  required  of  the  Council’s  Com- 
mittee on  Legislation  and  of  the  Executive 
Officer,  Dr.  Lawrence,  and  wishes  to  commend 
them  for  the  very  successful  results  of  their 
activities  during  the  past  session  of  the  Legis- 
lature. We  feel  that  the  practice  of  issuing 
bulletins  and  supplying  copies  of  bills  to  County 
Society  chairmen  is  a very  useful  and  necessary 
function  of  the  Committee. 

We  note  the  failure  of  the  lien  bill  but  also 
the  progress  which  was  made.  Your  Commit- 
tee recommends  that  the  Committee  on  Legisla- 
tion continue  its  efforts  to  secure  the  passage  of 
this  bill. 

I move  the  adoption  of  this  recommendation. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote  and  carried. 

Dr.  Marsland  : Commenting  on  the  failure 
to  draft  bills  early  enough  to  secure  considera- 
tion by  the  Legislature,  your  Committee  recom- 
mends that  all  proposed  bills  be  prepared  and 
ready  at  the  opening  of  the  legislative  session 
whenever  it  is  possible  to  do  so. 

I move  the  adoption  of  this  recommendation. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Dr.  Marsland:  We  approve  of  the  action  of 
the  Council  in  instructing  its  Committee  on 
Legislation  and  the  Executive  Officer  to  main- 
tain close  observation  of  the  proceedings  of 
the  Constitutional  Convention  in  so  far  as 
relates  to  the  practice  of  medicine. 

I move  the  adoption  of  the  report  as  a whole. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Medical  Expert  Testimony 

Your  Committee  has  considered  the  recom- 
mendation of  the  Council  that  the  House  go  on 
record  as  approving  in  principle  classification 
of  physicians  by  suitable  means  as  experts  in 
particular  fields.  Your  committee  approves  of 
this  recommendation  and  moves  its  adoption. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
carried. 

Dr.  Marsland:  That  is  all. 

Speaker  Kopetzky:  You  are  thanked,  sir. 

72.  Report  of  Reference  Committee  on 
Council  Report  No.  VIII 

Arrangements 

Dr.  Walter  D.  Ludlum:  The  report  of  the 
Committee  on  Arrangements  contains  no  formal 


recommendation.  However  it  reports  its  diffi- 
culty in  estimating  expected  attendance  at  vari- 
ous sessions  and  requests  that  “the  Secretaries 
of  the  different  Sections  and  Sessions  this  year 
make  a definite  count  and  report  it  to  the  Gen- 
eral Manager,  Dr.  Peter  Irving,  for  reference 
on  future  occasions.” 

We  call  this  a recommendation,  we  approve 
it  and  recommend  that  this  request  be  placed 
in  the  hands  of  the  General  Manager  for  ad- 
ministration at  this  or  future  Meetings. 

We  so  move. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
carried. 

Scientific  Work 

Dr.  Ludlum  : The  Committee  on  Scientific 

Work  offers  no  recommendations. 

Scientific  Exhibits 

The  Committee  on  Scientific  Exhibits  offers 
the  following  recommendations : 

“1.  That  relatively  more  space  be  allotted  to 
Scientific  Exhibits  in  order  to  accommodate 
the  increasing  demand  for  these  facilities.” 

Appreciating  the  value  of  these  exhibits  and 
that  their  usefulness  depends  largely  on  ade- 
quate space  for  display,  we  approve  recom- 
mendation 1 and  recommend  its  adoption. 

I so  move. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Dr.  Ludlum  : “2.  That  space  allotted  to 
Scientific  Exhibits  be  divided  into  pre-deter- 
mined  units  of  stated  size,  and  that  these  units 
be  sold  by  number  to  the  respective  exhibitors, 
for  a nominal  sum  in  accordance  with  a pre- 
determined scale  of  charges.  This  would  auto- 
matically eliminate  any  undesirable  features  of 
the  present  system.” 

After  conference  with  the  Chairman  of  the 
Committee  we  believe  that  requiring  a small 
fee  of  exhibitors  imposes  added  responsibility 
and  will,  to  a considerable  degree,  eliminate 
irresponsible  would-be  exhibitors.  We  approve 
recommendation  2 and  recommend  its  adoption. 

I so  move. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Dr.  Ludlum  : The  Committee  on  Scientific 
Exhibits  has  considered  other  details  leading  to 
improvement  in  the  character  and  arrangement 
of  exhibits,  the  discussion  of  which  would  be 
protracted  and  not  appropriate  to  this  meeting. 
Therefore,  we  recommend  that  the  present 
Chairman  of  that  Committee  be  requested  to 
meet  with  the  General  Manager  for  conference 
and  advice  which  could  be  further  conveyed  to 
the  Council  or  House  of  Delegates. 

I so  move. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
carried. 

Dr.  Ludlum  : We  have  examined  the  uro- 
grams and  arrangements  made  by  these  Com- 
mittees and  find  them  excellent.  As  we  cannot, 
at  this  time,  report  on  the  success  of  the  meet- 
ing by  reason  of  their  activities,  we  conceive  it 
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to  be  our  duty  to  observe  the  procedure  of  this 
Assembly  and  if  we  should  see  or  hear  of  ways 
in  which  future  Committees  could  make  im- 
provements to  offer  a further  report  to  the 
House  of  Delegates  or  the  Council. 

In  moving  to  accept  the  reports  of  these 
Committees,  your  reference  committee  would 
request  the  addition  of  a vote  of  thanks  for  their 
active  and  efficient  service. 

We  move  the  adoption  of  this  report. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Section  on  Gastroenterology 

Dr.  Ludlum  : The  recommendation  by  the 

chairman  of  the  Committee  on  Scientific  Work 
for  the  establishment  of  a Section  on  Gastro- 
enterology, a copy  of  which  with  the  argu- 
ments therefor  is  appended  hereto,  and  which  I 
shall  read,  if  desired,  has  been  carefully  consid- 
ered by  your  Reference  Committee  and  approved. 
However,  we  consider  that  such  a section 
should  discuss  conditions  also  of  the  lower 
digestive  tract,  and  so  would  include  Proctology. 
We  recommend  that  proper  steps  be  taken  for 
the  formation  of  a Section  on  Gastroenterol- 
ogy and  Proctology. 

I so  move. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Speaker  Kopetzky  : The  House  of  Dele- 

gates has  established  another  Section. 

You  are  thanked,  Dr.  Ludlum,  for  your 
services. 

73.  Report  of  Reference  Committee  on 

Report  of  Counsel 

Dr.  Clarence  V.  Costello,  Monroe:  The 
Reference  Committee  on  the  Report  of  the 
Legal  Counsel  has  carefully  read  and  examined 
the  complete  and  comprehensive  report  submit- 
ted by  Mr.  Lorenz  J.  Brosnan. 

Your  Committee  feels  that  our  Society  is  very 
fortunate  in  having  Mr.  Brosnan  and  his  asso- 
ciates for  its  legal  staff.  The  report  submitted, 
as  in  previous  years,  shows  the  Counsel’s 
efforts  divided  into  three  major  activities : 

I.  Litigation — Court  actions,  etc.,  with  two 
comparative  tables. 

II.  Counsel  work  with  officers  and  commit- 
tees— the  publication  of  articles,  case 
reports,  etc. 

III.  Legislative  advice,  opinions,  etc. 

The  report  of  these  activities  is  very  clearly 
presented  and  the  volume  and  importance  of  the 
counsel’s  work  easily  recognized. 

Your  Committee  moves  the  report  of  the 
Legal  Counsel  be  approved  and  adopted. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

74.  Report  of  Reference  Committee  on 
Supplementary  Report  of  Council 

on  Malpractice  Insurance 

Dr.  Costello:  Your  Reference  Committee 

has  read  and  studied  the  report  submitted  by 
the  Insurance  Representative  and  unanimously 
agrees  that  it  is  commendable. 


The  Committee  feels,  however,  that  during 
the  next  two  years  the  experience  will  be  suffi- 
ciently favorable  to  obtain  further  reduction  in 
the  premium  rate  on  the  same  basis  of  insurance. 

The  Reference  Committee  wishes  to  empha- 
size the  recommendations  of  the  Council  in  ap- 
proving the  following  suggestions  of  the  general 
insurance  agent : 

1.  Continuation  of  study  of  excess  limit  costs 
and  profit,  with  authority  to  agree  upon  behalf 
of  the  Society  with  the  company  upon  such  re- 
duction of  those  costs  as  may  be  justified. 

2.  That  the  Master  Policy  of  the  State  So- 
ciety be  revised  to  include  liability  on  account 
of  the  acts  of  permanent  medical  assistants  or 
x-ray  and  pathological  technicians  without  extra 
charge,  provided  that  if  the  assistant  be  a doctor 
of  medicine,  he  shall  be  a member  of  the  State 
Society  and  individually  insured  under  the 
Group  Plan  of  the  Society. 

3.  That  a rate  of  $28  for  minimum  $5,000- 
$15,000  policy  be  adopted. 

Your  Committee  approves  and  recommends 
the  adoption  by  the  Council  of  the  report. 

I so  move. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
carried. 


75.  Report  of  Reference  Committee  on 
the  Reports  of  Treasurer  and  Trustees  on 
Two  Deferred  Items  — Merging 
Publicity  and  Publication  De- 
partments and  Raising 
State  Assessment 

Section  31 

Dr.  Louis  H.  Bauer,  Nassau:  There  are 

two  unfinished  items  on  the  Reference  Com- 
mittee’s Report  on  the  Treasurer  and  Trustees, 
which  were  deferred  pending  the  action  of  other 
committees  yesterday. 

The  first  is  a recommendation  by  the  Trus- 
tees : “That  the  Publicity  and  Publication  depart- 
ments be  merged.  This  refers  to  a combination 
of  the  present  Public  Relations  Bureau  with  the 
Journal  Publication  Department,  the  latter  rec- 
ommended by  the  Trustees.  No  decision  can  or 
should  be  made  on  this  until  a definite  decision 
has  been  reached  about  the  Journal.  In  any 
event,  the  Committee  deems  it  unwise  to  con- 
sider any  consolidation  until  after  a Publication 
Department  has  been  established,  provided  such 
a step  is  taken.  If  the  Society  decides  to  estab- 
lish its  own  Publication  Department,  then  your 
Committee  believes  that  the  Public  Relations 
Bureau  should  be  merged  with  the  Publication 
Department  as  the  two  Departments  could  be 
run  more  economically  as  one  and  without  im- 
pairment of  the  efficiency  of  either.” 

The  House  last  night  decided  to  establish  a 
Publication  Department;  therefore,  your  Com- 
mittee recommends  that  this  Publication  De- 
partment be  merged  with  the  present  Public 
Relations  Bureau,  and  I so  move. 

The  motion  was  seconded. 

Speaker  Kopetzky:  You  have  heard  the 

motion  merging  the  Publication  Department 
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with  the  Public  Relations  Bureau  in  the  inter- 
est of  economy  and  efficiency.  Is  there  any 
action? 

The  motion  was  put  to  a vote  and  carried. 

Dr.  Bauer:  The  second  point,  Mr.  Speaker, 
was  on  the  matter  of  dues : “The  Committee, 
therefore,  feels  that  it  would  not  be  advisable  to 
raise  the  dues  at  this  time,”  and  last  night  the 
House  voted  to  table  indefinitely  a motion  to 
raise  the  dues.  Therefore,  action  on  this  is.  un- 
necessary, so  instead  I will  make  a substitute 
and  it  will  be  to  the  effect  that  the  assessment 
for  this  year  be  the  same  as  in  the  past  year. 
I so  move. 

Speaker  Kopetzky:  That  is  a perfectly 

proper  substitute.  We  have  to  fix  the  assess- 
ment under  the  Constitution.  The  substitute  is 
that  the  assessment  this  year  be  the  same  as 
heretofore. 

The  motion  was  seconded,  and  as  there  was 
no  discussion  it  was  put  to  a vote,  and  carried. 

Dr.  Bauer:  I now  move  the  adoption  of  the 
report  as  a whole,  as  amended. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
carried. 

Speaker  Kopetzky:  You  are  thanked,  Dr. 
Bauer. 

76.  Report  of  Reference  Committee  on 
Council  Report  No.  II 

Dr.  Joseph  C.  O’Gcrman,  Erie:  Your  Refer- 
ence Committee  No.  II  on  the  Report  of  the 
Council  has  considered  the  assigned  Topics  Nos. 
2,  4,  5 and  6,  dealing  with  tuberculosis  case 
finding,  preventive  medicine,  maternal  welfare, 
medical  education,  and  E — the  supplementary 
report  on  the  Detroit  Plan  of  Tuberculosis  Case 
Finding. 

Your  Committee  approves  the  substance  of 
these  reports.  Said  reports  are  essentially  pre- 
ventive medicine  and  this  objective  is  best  at- 
tained when  public  agencies  utilize  the  services 
and  facilities  of  a private  physician.  We  urge  the 
Committee  on  Medical  Education  to  continue 
and  enlarge  its  activities. 

The  Addendum  A referred  to  in  E does  not  fall 
properly  within  the  scope  of  preventive  medi- 
cine. It  does,  we  feel,  concern  the  economics  of 
medicine  and  it  is  the  sense  of  this  Committee 
that,  because  of  this  fact,  this  portion  of  the 
Addendum  in  E should  be  referred  for  considera- 
tion to  the  Reference  Committee  on  Medical 
Economics. 

Speaker  Kopetzky  : Mr.  Chairman,  it  is 

within  the  province  of  the  Speaker  to  make  the 
reference.  We  cordially  appreciate  the  advice 
of  a Reference  Committee  as  to  where  the 
Speaker  shall  make  the  references.  We  referred 
it  to  you,  and  we  would  like  a decision  from 
you. 

Dr.  O’Gorman  : The  report  was  the  minor- 
ity report  of  two  members  of  the  Joint  Com- 
mittee of  the  Deoartment  of  Health  and  Medi- 
cal Society.  Evidently  there  was  some  contro- 
versy about  it,  and  it  concerns  medical  care  as 


administered  in  New  York  State  by  the  T.E. 
R.A.  This  report  is  signed  by  Dr.  Elliott  and 
Dr.  Davis.  It  gives  the  figures,  a compilation 
of  how  much  money  has  been  spent  for  medical 
care  in  the  home  in  the  State ; however,  even 
in  the  Committee  controversy  arose  as  to  medi- 
cal care  in  New  York  State  in  the  home,  and 
it  was  found  in  many  cases  medical  care  in  the 
home  was  not  provided  by  the  state  or  the 
local  community  to  the  private  physician.  The 
rest  of  this  report,  as  to  the  tuberculosis  case 
findings  and  all  that,  has  been  reiterated  here 
so  much  yesterday,  that  cooperation  between 
the  Society  with  public  agencies  and  state  de- 
partments is  necessary — or  at  least  to  us  it  was 
a repetition — and  the  main  facts  in  the  case 
seemed  to  us  essentially  to  concern  preventive 
medicine.  It  was  our  thought  that  preventive 
medicine  is  best  attained  according  to  the  sub- 
stance of  these  reports — and  we  agree  with 
them — when  the  private  physician’s  offices  are 
utilized  by  the  public  agencies  throughout  the 
state;  that  is,  routing  preventive  medicine,  tu- 
berculosis case  finding,  suspects,  or  anything 
else  for  medical  care,  through  the  private 
offices.  These  are  very  voluminous  reports,  and 
that  is  the  sense  of  the  Committee.  We  believe, 
as  I stated  before,  that  this  is  not  preventive 
medicine,  it  is  medical  care,  and  we  feel  that  it 
does  not  properly  come  under  our  province,  so 
we  therefore  suggest  that  it  be  referred  to  Com- 
mittee No.  VI  for  consideration. 

I move  the  adoption  of  the  report  on  2,  4 
and  6. 

The  motion  was  seconded. 

Speaker  Kopetzky:  The  motion  has  been 
made  that  2,  4 and  6 be  adopted.  Is  there  any 
discussion? 

The  question  was  called  for,  and  the  motion 
was  put  to  a vote,  and  was  carried. 

Dr.  O’Gorman  : Now  as  to  Addendum  “A” 
of  “E”  Report,  which  deals  with  Medical  Care 
in  New  York  State,  and  is  signed  by  two  mem- 
bers of  this  Joint  Committee,  we  suggest  that 
this  Addendum  “A”  be  referred  to  Committee 
No.  VI  which  is  the  Reference  Committee  con- 
cerned with  Medical  Care. 

Speaker  Kopetzky:  I am  sorry  to  declare 

the  recommendation  out  of  order.  It  is  the 
Speaker’s  province  to  refer  resolutions  and 
reports  under  the  Constitution  and  By-Laws  to 
various  Reference  Committees  within  his  judg- 
ment. It  is  no  function  of  a Reference  Com- 
mittee to  recommend  that  it  be  sent  anywhere 
else.  On  the  other  hand  had  the  Speaker  been 
told  yesterday  that  this  Committee  preferred 
not  to  consider  this  matter  he  would  then  have 
in  time  taken  it  away  from  that  Committee, 
with  the  consent  of  the  House,  and  referred  it 
to  another  Committee.  As  the  hour  of  adjourn- 
ment is  almost  upon  us,  I can  hardly  accept  the 
recommendation  at  this  time  to  send  this  matter 
to  another  Committee  for  consideration,  for 
when  should  they  report?  These  House  Com- 
mittees die  when  the  House  dies,  which  it  will 
do  in  a very  short  time.  Therefore,  this  matter 
is  now  on  the  floor  of  the  House  for  such  dis- 
nosition  as  the  delegates  will  make  of  it.  What 
is  your  pleasure? 
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Dr.  O’Gorman  : Yesterday,  I appeared  be- 

fore Committee  No.  VI,  and  I spoke  to  Dr. 
Kopetzky  in  regard  to  this  Addendum  “A.”  In 
the  rush  of  business  I presume  that  he  has  for- 
gotten about  it. 

Speaker  Kopetzky:  That  is  possible. 

Dr.  Frank  L.  Sullivan:  As  a member  of 
this  Reference  Committee  I do  not  think  it  was 
the  sense  of  the  Committee  at  its  meeting  yes- 
terday that  this  should  be  referred  to  Commit- 
tee No.  VI. 

Speaker  Kopetzky  : Are  you  telling  the 

House  that  the  Chairman  of  the  Committee  is 
not  reporting  for  the  Reference  Committee? 

Dr.  Frank  L.  Sullivan:  He  is  reporting 
for  the  Committee  all  right. 

Dr.  O’Gorman  : Mr.  Speaker,  Dr.  Sullivan 
is  quite  correct.  It  is  to  be  referred  to  the 
Reference  Committee  on  Medical  Economics, 
and  I so  read  it.  However,  there  is  no  Refer- 
ence Committee  on  Medical  Economics,  so  I 
was  told  that  Reference  Committee  No.  VI  was 
the  place  to  send  it,  so  that  Reference  Com- 
mittee No.  VI  and  Reference  Committee  on 
Medical  Economics  are  one  and  the  same  thing. 

Dr.  Sullivan:  That  explains  it. 

Dr.  James  F.  Rooney:  I move  you,  sir, 

that  this  report  be  referred  to  the  Council  for 
such  study  as  they  choose  to  make  and  report 
to  the  next  House  of  Delegates  thereon. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

77.  Intoduction  of  President-Elect  of 
American  Medical  Association 

Speaker  Kopetzky  : I would  ask  Dr. 

Rooney  and  Dr.  Madill  to  escort  the  President- 
Elect  of  the  American  Medical  Association,  Dr. 
Irvin  Abell,  to  the  rostrum. 

The  audience  arose  and  applauded  as  Dr. 
Abell  was  escorted  to  the  platform. 

Speaker  Kopetzky:  Gentlemen,  I present 

the  President-Elect  of  the  American  Medical 
Association  to  you.  We  are  indeed  glad  to 
recognize  you  on  this  floor  to  say  to  us  a word 
in  greeting. 

Dr.  Irvin  Abell:  Mr.  Speaker  and  Mem- 

bers of  the  House  of  Delegates,  I am  indeed 
very  grateful  to  you  for  the  courtesy  you  have 
afforded  me  of  expressing  to  you  my  greetings 
this  morning,  and  to  say  to  you  I know  how 
hard  you  have  worked. 

I just  got  into  New  York  and  have  looked 
over  the  morning  newspapers,  and  have  read 
the  account  of  your  deliberations  yesterday.  If 
it  is  an  index  of  the  hard  work  which  you  have 
put  in  on  the  subject  of  socialization,  I am 
sure  that  you  had  indeed  a very  trying  time. 

Unfortunately,  the  same  thing  cannot  be  said 
for  the  social  trends  that  can  be  said  for  the 
scientific  trends  of  our  profession.  These  latter 
may  be  viewed  with  optimism.  While  the  out- 
come and  the  future  direction  of  social  trends 
must  necessarily  depend  upon  the  unfolding  of 
events  in  our  changing  social  order,  certainly 


when  we  all  give  to  them  our  sincere  considera- 
tion and  Qur  best  thoughts,  we  will  have  the 
opportunity,  I hope,  of  presenting  to  the  country 
after  our  coming  meeting  in  San  Francisco 
something  that  is  definitely  constructive  and 
something  that  can  be  accepted  both  by  the  pro- 
fession and  the  people  of  this  country  as  offer- 
ing a solution  to  what  at  present  are  most  per- 
plexing problems. 

I thank  you!  (Applause). 

Speaker  Kopetzky:  While  we  are  in  this 
happy  mood,  may  I extend  greetings  to  Dr. 
Bayne-Jones  and  Dr.  Chester  Brown,  the  dele- 
gates to  this  convention  from  the  State  of  Con- 
necticut. (Applause). 

The  delegates  from  Connecticut  do  not  wish 
to  do  more  than  state  they  are  glad  to  be  here. 

Is  the  delegate  from  Vermont  and  the  dele- 
gates from  New  Jersey  here? 

There  was  no  response. 


78.  Optometry  Legislation 

Section  84 

Dr.  N.  A.  Rini,  Kings:  I have  a short  reso- 
lution I would  like  to  present  before  the  work 
of  the  Reference  Committees  is  completed: 

Whereas,  the  Feld-Piper  Optometry  Bill, 
Assembly  Introductory  No.  1744  and  Senate  In- 
troductory No.  1398  succeeded  in  passing  both 
houses  of  the  Legislature  of  this  State  during 
the  1938  session  before  the  Ophthalmologists  of 
the  State  were  aware  of  its  full  intent;  and 

Whereas,  the  Bill  provided  that  Optometrists 
might  diagnose  and  treat  “any  optical  or  ocular 
condition,  deficiency  or  deformity,  visual  or 
muscular  anomaly  of  the  human  eye”  by  any 
means  or  methods,  other  than  by  the  use  of 
drugs;  and 

Whereas,  the  passage  of  this  bill  would  have 
permitted  unqualified  persons  to  undertake  the 
treatment  of  many  ocular  conditions  with  results 
disastrous  alike  to  the  patient  and  to  the  State ; 
therefore  be  it 

Resolved,  that  on  all  legislative  proposals  af- 
fecting any  special  branch  of  medical  practice, 
the  Legislative  Committee  of  the  State  Society 
secure  the  opinion  of  at  least  three  members 
practicing  the  specialty  affected  and,  if  time 
permits,  that  no  stand  on  such  legislative  pro- 
posal be  taken  by  such  Legislative  Committee 
of  the  State  Society  until  such  conference  has 
taken  place. 

Speaker  Kopetzky  : That  is  referred  to 

Reference  Committee  on  New  Business  C. 


79.  Legislation  for  Health  Care 

Dr.  Benjamin  Davidson,  Kings:  This  is 
not  a county  matter,  it  is  my  own  resolution: 
Whereas,  there  has  been  introduced  in  the 
last  session  of  the  New  York  State  Assembly 
at  Albany  a bill  known  as  Bill  Introductory 
2143,  Nos.  2509,  2830,  by  Assemblyman  Harry 
Gittelson,  said  bill  being  entitled  “An  act  to 
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amend  the  Public  Health  Law  . . . providing 
for  a statewide  system  or  plan  for  public  medi- 
cine and  a long-range  health  program  for  the 
people  of  the  state  . . ; and 

Whereas,  this  bill  aims  at  (1)  the  reorgan- 
ization, co-ordination,  and  collaboration  of  all 
health  functions,  activities  and  public  and  pri- 
vate agencies  in  the  state,  (2)  making  medical 
and  other  health  care  available  to  all  the  people 
of  the  state,  including  sanitary  and  preventive 
medicine,  (3)  reorganizing  the  healing  profes- 
sions on  a public  service  salaried  basis,  and  (4) 
aims  to  secure  the  full  advantages  of  modern 
medicine  and  service  for  all  and  to  secure  the 
full  utilization  of  all  skilled  personnel  and  re- 
sources for  health  care  in  the  best  interests  of 
the  people  and  professional  personnel  of  the 
state;  and 

Whereas,  the  Bill  provides  specifically  the 
following : 

(a)  Creates  in  the  Health  Department,  in  ad- 
dition to  existing  divisions  and  functions  and 
those  transferred  from  other  departments,  a 
division  of  medical  care,  a division  of  dental 
care,  a division  of  nursing  care,  a division  of 
pharmacy — each  division  to  be  headed  by  an 
appropriate  expert  known  as  Director  ; 

(b)  Provides  free  medical  examination,  diag- 
nosis, treatment,  care,  hospitalization,  rehabili- 
tation, transportation  to  all  residents  of  the 
State  in  need  thereof ; including  preventive 
medicine  and  free  voluntary  physical  and  mental 
health  examinations,  and  free  drugs,  medicines, 
supplies,  appliances,  etc. ; 

(c)  Provides  for  appointments,  promotions, 
discharges,  retirements,  pensions , sick  leave, 
vacations,  and  further  professional  study  and 
qualifications ; 

(d)  Provides  that  all  registered  professionals 
are  automatically  eligible  and  to  be  appointed, 
as  they  elect  to  serve,  and  provides  for  civil 
service  rules,  tenure,  rights  and  privileges ; and 

(e)  Provides  schedules  of  salaries  for  pro- 
fessional personnel,  and  during  reorganization 
and  establishment  of  new  divisions,  for  allocat- 
ing ranks  and  salary  grades,  taking  into  con- 
sideration qualifications,  technical  experience, 
and  number  of  years  in  practice  of  the  pro- 
fession. 

Therefore,  Be  it  Resolved,  that  this  House  of 
Delegates  of  the  New  York  State  Medical  So- 
ciety approve  and  endorse  the  principles  and 
proposals  embodied  in  the  aforementioned  Bill, 
and  that  the  officers  and  subdivisions  of  this 
Society  be  hereby  instructed  to  make  all  efforts 
possible  in  securing  the  passage  by  the  Legis- 
lature of  New  York  State  of  the  legislation  pro- 
posed in  the  said  Bill. 

There  is  an  abstract  of  the  bill  attached  to 
this,  which  I am  not  going  to  read  to  you. 

Dr.  James  F.  Rooney:  In  view  of  the  late- 
ness of  the  period  of  the  session,  and  also  in 
view  of  the  fact  that  this  resolution  embodies 
certain  instructions  to  the  Council  and  to  the 
Legislative  Committee,  I move  that  it  be  re- 
ferred to  the  Council  with  power. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  was 
unanimously  carried. 


80.  Report  of  Reference  Committee  on 

New  Business  A on  Revision  of  Prin- 
ciples of  Professional  Conduct 

Section  67 

Dr.  E.  R.  Cunniffe,  Bronx:  “Resolved,  that, 
inasmuch  as  the  Principles  of  Professional  Con- 
duct of  the  Medical  Society  of  the  State  of 
New  York,  under  date  of  1935,  are  in  a general 
way  valuable  suggestions  but  not  binding  as  to 
the  professional  conduct  of  physicians,  and 

“Whereas,  the  present  need  of  both  the  pro- 
fession and  the  public  demands  a more  definite 
outline  of  what  constitutes  ethics. 

“Therefore,  Be  it  Resolved,  that  a Committee 
of  five  be  appointed  to  simplify,  revise  and  codify 
these  ethical  principles,  so  that  they  may  be 
binding  and  more  than  a guide  to  the  medical 
profession.” 

Your  Committee  realizes  that  the  Principles 
of  Professional  Conduct  of  the  Medical  Society 
of  the  State  of  New  York  are  binding  on  all 
members  but  have  no  force  with  those  outside  the 
organization.  However,  the  introducer  of  the 
resolution  [Dr.  Orrin  S.  Wightman]  wished  to 
have  the  principles  of  ethics  clarified,  codified 
and  simplified  in  order  to  make  the  work  of  the 
Grievance  Committee  of  the  State  of  New  York 
more  effective.  We  do  not  feel  that  this  result 
can  be  achieved  without  a change  in  the  Medi- 
cal Practice  Act,  and  any  attempt  to  change 
this  law  at  the  present  time  would  be  unwise. 
However,  your  Committee  feels  that  there  is 
merit  in  the  request  for  a study  of  Principles  of 
Professional  Conduct  of  the  New  York  State 
Medical  Society,  and  recommends  that  a com- 
mittee of  five  be  appointed  to  study  and  revise 
the  Principles  of  Professional  Conduct,  with  the 
hope  that  they  may  be  simplified  and  codified  in 
order  that  they  will  be  more  effective. 

I move  the  adoption  of  this  recommendation. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  was  put  to  a vote,  and  carried. 


81.  Invitation  to  Buffalo  for  1939  Annual 
Meeting 

Section  28 

Dr.  Cunniffe:  Reporting  on  resolution  sub- 
mitted by  Medical  Society  of  the  County  of 
Erie,  regarding  the  next  meeting  of  the  State 
Society : 

“Whereas,  the  Medical  Society  of  the  State 
of  New  York  has  held  the  annual  meeting  but 
once  in  Buffalo  since  1915,  and 
“Whereas,  the  Medical  Society  of  the 
County  of  Erie  would  consider  it  an  honor  and 
pleasure  to  act  as  your  host,  and 
“Whereas,  except  for  the  Metropolitan  Area, 
Buffalo  being  the  second  largest  city  in  New 
York  State,  has  more  than  ample  hotel  and 
hospital  facilities, 

“Be  it  Resolved,  that  the  Council  of  the 
Medical  Society  of  the  State  of  New  York  be 
memorialized  to  hold  the  1939  annual  meeting 
of  the  Society  in  Buffalo,  New  York.” 

The  Committee  notes  with  a great  deal  of 
pleasure  this  invitation  from  the  Erie  County 
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Society,  and  refers  this  resolution  to  the  Council 
for  consideration. 

I move  you  the  adoption  of  this  report. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  was  put  to  a vote,  and  carried. 


82.  Report  of  Reference  Committee  on 

New  Business  A on  Administrative 
Cost  of  Relief  and  Medical  Care 
of  the  Poor 

Section  27 

Dr.  Cunniffe:  Reporting  on  resolution  sub- 
mitted by  Medical  Society  of  the  County  of 
Orange : 

“Whereas,  the  amount  of  medical  care  re- 
quired by  persons  under  the  responsibility,  of 
various  public  agencies  is  steadily  increasing, 
and; 

“Whereas,  it  has  been  the  experience  of  this 
Society  working  in  cooperation  with  the  County 
Government,  that  these  matters  can  be  handled 
simply  and  economically  through  Town  and 
County  accounting,  but  that  State  regulations 
have  developed  an  increasingly  complicated 
mechanism  of  supervision  and  control,  redupli- 
cated in  Town,  County  and  State  Departments, 
and  that; 

“This  great  activity  in  accounting  obviously 
indicates  a vast  expense  to  the  public  in  build- 
ings, personnel,  and  maintenance,  and  that ; 

“These  departments  anticipate  in  only  a small 
degree  the  greater  complication  and  expense  of 
similar  Federal  Bureaus  at  present  under  con- 
sideration, and  that; 

“Available  data  would  indicate  that  adminis- 
trative cost  of  these  departments  already  ex- 
ceeds the  actual  cost  of  medical  services  ren- 
dered; therefore: 

“Be  it  Resolved  by  the  Orange  County  Medi- 
cal Society  that: 

“A  letter  be  written  to  the  Board  of  Super- 
visors of  the  County  citing  the  above  noted  con- 
ditions and  requesting  its  interest  in  an  investi- 
gation of  the  administrative  cost  of  relief  and 
medical  care  of  the  poor,  and; 

“Be  it  Further  Resolved,  that  this  matter  be 
presented  to  the  State  Medical  Society  through 
its  House  of  Delegates  requesting  that  further 
information  be  obtained  from  the  State  Depart- 
ment of  Social  Welfare  pertaining  to  the  ad- 
ministrative statistical  and  accounting  expenses 
involved  in  its  medical  and  relief  activities  for 
the  Fiscal  year  of  1936  and  1937.” 

The  resolution  is  referred  to  the  Council,  and 
we  recommend  the  adoption  of  this  section  of 
the  report. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Dr.  Cunniffe  : I move  you,  sir,  the  accept- 
ance of  the  report  as  a whole. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Speaker  Kopetzky  : The  Committee  is  dis- 

charged, with  thanks. 


83.  Notice  of  Amendments  to  Constitution 
and  By-Laws 

Is  there  any  other  business  unfinished  before 
a Reference  Committee?  Are  there  any  resolu- 
tions or  motions  to  be  made? 

Dr.  James  F.  Rooney:  I desire  to  give 
notice  that  I propose  to  submit  an  amendment 
to  Article  IV  of  the  Constitution  and  Chapter 
IV  of  the  By-Laws,  and  to  make  such  other 
changes  in  other  articles  and  sections  as  to 
bring  the  whole  Constitution  and  By-Laws  into 
conformity.  In  view  of  the  fact  that  this  will 
require  quite  an  extended  survey  of  the  inter- 
relationship of  all  of  the  provisions  that  will  be 
proposed  in  these  amendments,  I desire  to  give 
this  verbal  notice,  and  to  state  that  after  con- 
sultation with  the  Counsel  of  the  Society  I 
shall  submit  the  written  proposals  in  time  to 
meet  the  requirements  of  the  Constitution  and 
By-Laws  concerning  the  publication  of  pro- 
posed amendments  thereto. 

Speaker  Kopetzky:  The  Chair  receives  of- 
ficially notice  of  an  amendment,  the  verbiage  of 
which  will  be  drawn  up  ad  interim  during  the 
year,  and  which  will  have  to  be  published  once 
and  will  be  considered  before  the  next  House 
of  Delegates.  The  record  contains  that  state- 
ment. It  is  all  that  is  necessary  to  make  it  legal. 


84.  Report  of  Reference  Committee  on 
New  Business  C on  Optometry 
Legislation 

Section  78 

Dr.  Harry  Aranow,  Bronx:  On  Reference 
Committee  on  New  Business  C,  I took  the 
liberty  of  reporting  on  the  resolution  submitted 
this  morning  by  Dr.  Rini  of  Kings,  reading  as 
follows : 

“Whereas,  the  Feld-Piper  Optometry  Bill, 
Assembly  Introductory  No.  1744  and  Senate  In- 
troductory No.  1398  succeeded  in  passing  both 
houses  of  Legislature  of  this  State  during  the 
1938  session  before  the  Ophthalmologists  of 
the  State  were  aware  of  its  full  intent,  and 

“Whereas,  the  Bill  provided  that  Opto- 
metrists might  diagnose  and  treat  ‘any  optical 
or  ocular  condition,  deficiency  or  deformity, 
visual  or  muscular  anomaly  of  the  human  eye’ 
by  any  means  or  methods,  other  than  by  the 
use  of  drugs,  and 

“Whereas,  the  passage  of  this  Bill  would 
have  permitted  unqualified  persons  to  undertake 
the  treatment  of  many  ocular  conditions  with 
results  disastrous  alike  to  the  patient  and  to 
the  State, 

“Therefore,  Be  it  Resolved,  that  on  all  legis- 
lative proposals  affecting  any  special  branch  of 
medical  practice,  the  Legislative  Committee  of 
the  State  Society  secure  the  opinion  of  at  least 
three  members  practicing  the  specialty  affected 
and,  if  time  permits,  that  no  stand  on  such 
legislative  proposal  be  taken  by  such  Legislative 
Committee  of  the  State  Society  until  such  con- 
ference has  taken  place.” 

Our  Chairman  is  away  and  as  I happen  to 
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know  a little  about  this  legislation  I thought 
that  was  wise.  I do  not  know  whether  anyone 
wants  me  to  go  into  the  details  as  to  the  history 
of  the  bill  referred  to,  but  I have  a substitute 
motion  to  submit  on  behalf  of  the  Committee : 
We  approve  of  the  spirit  of  this  resolution,  but 
we  feel  it  would  be  much  better  if  the  special- 
ties would  appoint  a group  of  men  to  whom  the 
bulletin  should  be  sent,  and  they  could  give 
their  opinion  on  any  pending  legislation  appear- 
ing therein  immediately.  It  would  involve  a 
great  deal  of  difficulty,  and  perhaps  hard  feel- 
ing, if  the  Legislative  Committee  took  it  upon 
itself  to  pick  men  from  all  over  the  state  to 
speak  for  any  particular  specialty ; whereas  the 
specialist  organizations  could  readily  appoint  a 
group  of  men  to  whom  the  bulletin  should  be 
sent.  Therefore,  our  substitute  is : “That  the 
specialties  be  requested,  if  they  desire  to  be 
particularly  informed,  to  appoint  one  or  more 
of  their  members  to  be  placed  on  the  bulletin 
list  of  the  Legislative  Committee,  and  that  they 
keep  the  Legislative  Committee  advised  as  to 
the  opinions  of  their  organizations.” 

I move  the  substitute  resolution. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 


85.  Vote  of  Appreciation  of  Services  of 
Speaker  Kopetzky 

Dr.  Edward  M.  Colie,  Jr.,  New  York:  Was 
there  any  remark,  motion,  or  minute  made  rela- 
tive to  the  retiring  Speaker  during  the  absence 
of  the  tellers? 

Speaker  Kopetzky:  I am  not  aware  of  it. 

Dr.  Colie:  I move  that  by  a rising  vote  the 

members  of  this  House  express  to  Dr.  Samuel 
J.  Kopetzky  their  appreciation  for  his  faithful 
service  to  the  Medical  Society  of  the  State  of 
New  York. 

Vice-Speaker  Flynn:  I second  that  motion. 

Dr.  James  F.  Rooney,  Albany:  This  is  to 

me  a trying  moment.  I had  a very  uncomfort- 
able thing  to  do  this  morning  because  the 
Speaker  who  is  now  leaving  us  and  myself  have 
been  friends  and  friendly  enemies  for  over 
twenty  years.  I do  not  think  that  there  is  any 
man  who  deserves  a vote  of  appreciation  by  this 
House  for  the  services  that  he  has  rendered  in 
the  past  more  than  this  man  does,  and  I would 
like  to  move  that  this  House  extend  its  respects, 
and  its  gratitude,  and  its  best  wishes  to  him 
by  a rising  vote  of  thanks  for  the  many  services 
he  has  performed  to  this  Society,  and  I so 
move. 

Dr.  Colie:  If  I can’t  make  the  motion,  I 

would  at  least  like  to  second  it. 

The  Delegates  arose  and  applauded. 

Speaker  Kopetzky:  Gentlemen  of  the 

House,  I appreciate  your  vote.  I leave  this 
office,  after  having  held  it  for  a number  of 
years,  with  the  boast  that  not  a man  in  this 
House  have  I ever  gaveled  down,  and  with 
the  feeling  that  I have  given  every  side  a square 
deal,  and  of  that — and  that  alone — am  I proud. 
I thank  you  for  your  cooperation.  There  is 


rarely  a speaker  who  has  had  the  cordial  co- 
operation of  the  floor  as  I have  had  it.  (Ap- 
plause) 


86.  Election  of  Retired  Members 


We  have  one  more  piece  of  business  to  do. 
The  Secretary  will  read  the  names  of  those  who 
have  applied  for  retirement  and  are  legally  en- 
titled to  it. 


Secretary  Irving: 

plications,  1938 : 

Sedgwick  E.  Austin  . . . 

Nejib  Barbour  

Frederick  M.  Bauer  . . 
Charles  M.  Bellows  . . . 

Ina  V.  Burt  

Albert  J.  Colton  

Edward  E.  Cornwall  . . 

Henry  H.  Forbes  

Edgar  A.  Forsyth  .... 
Wallace  J.  French  .... 
Hermann  G.  Germer  . 

Robert  Goldberg  

Philip  S.  Goodwin  . . . 
Leonard  K.  Graves  . . . 
Thomas  H.  Halsted  . . . 
Graeme  M.  Hammond  . . 

Louis  Heitzmann  

Jacob  E.  Helwig  

William  S.  Hubbard  . 
Simon  M.  Jacobs  . . . . 

Leon  T.  LeWald  

Robert  Lewis  

William  Lipchitz  

I.  William  Lippman  . . 
Frederick  M.  Luther  . . 
Albert  S.  Maddox 
George  B.  McAuliffe  . . 

Isidor  Mogil  

Edward  S.  Newell  .... 
Matthias  Nicoll,  Jr.  .. 
Abbott  S.  Payn  

J.  Wilson  Poucher  . . . 

William  J.  Pulley  

Henry  F.  Quackenbos  . 

Z.  1.  Sabshin  

Alfred  V.  Salomon  . . . 

Josef  Saxl  

Frederic  J.  Shoop  

George  W.  Simrell  . . . 

Richard  Slee  

Henry  S.  Stearns 
William  G.  Stedman  . . 

Isidore  Steinman  

Thomas  Stone  

John  H.  Storer  

Alfred  S.  Taylor  

Jacob  Washton  

Edward  H.  Wells  

Augustin  A.  Wolfe 
Thomas  D.  Wood  


Retired  membership  ap- 


Auburn 

Brooklyn 

Whitesboro 

New  York 

Phelps 

Buffalo 

Brooklyn 

New  York 

Buffalo 

Pike 

Canastcta 

Bronx 

Perry 

Elmhurst 

Syracuse 

New  York 

......  New  York 

North  Tona wanda 

Brooklyn 

Bronx 

Carmel 

New  York 

Bronx 

Bronx 

Allenhurst,  N.  J. 

New  York 

New  York 

Bronx 

. . Pelham  Manor 

Rye 

New  York 

. . . . Poughkeepsie 

New  York 

Pine  Plains 

Bronx 

New  York 

New  York 

Brooklyn 

Brooklyn 

. . . . White  Plains 

New  Y ork 

Rochester 

Bronx 

New  York 

New  York 

New  York 

Bronx 

New  York 

New  York 

New  York 


Dr.  Louis  H.  Bauer,  Nassau:  I move  that 

these  men  whose  names  have  just  been  read 
be  given  retired  membership. 

The  motion  was  seconded,  and  as  there  was 
no  discussion,  it  was  put  to  a vote,  and  carried. 

Speaker  Kopetzky:  There  being  no  further 
business,  all  Reference  Committees  having  re- 
ported, all  resolutions  having  been  acted  upon, 
having  transacted  all  our  business  the  Reference 
Committees  are  discharged  with  sincere  thanks, 
and  the  House  of  Delegates  stands  adjourned 
sine  die. 


Samuel  J.  Kopetzky,  Speaker. 
Peter  Irving,  Secretary. 


( See  next  Page  for  Index  of  Minutes  of 
House  of  Delegates ) 
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THE  NEW  NURSE  PRACTICE  ACT 

A Close-up  and  Its  workings 


What  the  New  Law  will  mean  to  the  Physician,  the  Hospital  Administrator, 

and  the  Nurse 

Emily  J.  Hicks,  R.N. 

Executive  Secretary,  New  York  State  Nurses  Association 


The  recent  swollen  inflation  of  the  daily 
influx  of  mail  to  a certain  official  desk  in 
Albany  is  due  to  a new  law  that  went  into 
effect  July  1.  If  you  are  a New  York 
physician  and  the  private  duty  nurse  on 
whom  you  rely  most  has  told  you  that  she 
may  not  be  able  to  practice  under  the  new 
law,  you  may  have  a letter  in  that  mail, 
asking  “what’s  what” — with  or  without 
irritation. 

If  you  are  a New  York  hospital  adminis- 
trator with  problems  of  staff  affected  by 
the  new  law,  you  too  may  be  represented  in 
that  mail.  And  if  you  are  a New  York 
nurse  practicing  or  hoping  to  practice  in 
this  state,  more  than  likely  you  have  an 
inquiry  already  on  that  desk. 

For  the  new  law  is  the  Nurse  Practice 
Act,  replacing  the  old  act  of  1920  which 
as  we  all  know  required  little  or  nothing 
beyond  a license  by  examination  of  the 
nurse  for  an  R.N.  rating,  and  prohibited  the 
use  without  license,  of  any  of  the  four  pro- 
tected titles  (registered,  trained,  graduate, 
and  certified). 

Since  you  have  already  guessed  it,  the 
official  desk  upon  which  the  mail  is  being 
poured  out  in  an  unwieldly  mass  is  that  of 
Miss  Stella  Hawkins,  R.N.,  Secretary  of 
the  New  York  State  Board  of  Nurse  Ex- 
aminers of  the  Department  of  Education, 
Albany.  For  hers  is  the  multitudinous  task 
of  administering  the  new  law  under  the 
Board  of  Regents,  checking,  and  referring 
applications  for  license  to  the  Board  of 
Nurse  Examiners  which  recommends  to  the 
Department  of  Education  that  licenses  be 
granted. 

So  many  of  us  have  been  overtaken  by 
the  new  law  before  we  were  familiar  with 
all  its  implications  that  your  editor  has 
asked  me  to  put  the  spotlight  upon  the  new 
act,  applying  the  old  newspaper  rule  of 
thumb— the  “how  and  when  and  where  and 
who  and  why.”  In  short,  if  you  run  a hos- 
pital, if  you  are  a physician,  if  you  are  a 


nurse,  if  you  run  a school  of  nursing,  what 
will  be  required  of  you? 

Before  we  take  up  the  law  and  how  it 
will  go  into  effect,  let  us  stop  to  realize 
what  a “wide  open  town”  New  York  State 
was  from  the  nursing  point  of  view  for  lo. 
these  many  years  (from  1920  to  July  1 of 
this  year).  For  it  was  the  uncontrolled  and 
chaotic  unlicensed  nursing  for  hire  under 
the  old  Act  and  the  evils  in  its  wake  that 
resulted  in  a state  wide  survey  of  nurse 
practice,  undertaken  by  Dr.  Harlan  Horner. 
It  was  the  health  hazards  exposed  by  Dr. 
Horner  and  his  assistants  in  “Nursing  Edu- 
cation and  Practice  in  New  York  with 
Suggested  Remedial  Measures”  published 
in  1934,  which  in  turn  gave  rise  to  the 
drafting  of  a proposed  new  law  to  wipe  out 
all  unlicensed  nursing  for  hire  in  this  State. 
It  is  this  bill  known  as  the  Todd-Feld  Bill 
which  Governor  Lehman  signed  last  April, 
which  now  has  replaced  the  old  Nurse 
Practice  Act  of  1920. 

Any  one  of  us  in  the  medical,  hospital  or 
nursing  field  have  been  familiar  with  the 
self-styled  “nurses,”  who  were  discovered 
even  in  hospitals,  ignorant  and  often  un- 
scrupulous in  their  claims  as  well  as  the 
lack  of  law  to  curb  or  prohibit  their  practice 
when  uncovered.  For  this  “wide  open” 
field  applied  to  all  phases  of  nursing  for 
hire,  the  employment  of  nurses,  the  com- 
mercial training  of  so-called  nurses,  and 
the  opportunities  for  employment  afforded 
to  nurses  from  other  countries  as  well  as 
other  states.  For  example,  if  a hospital 
preferred  Canadian  nurses  or  those  of  any 
other  nationality,  citizenship  was  not  re- 
quired of  them  as  aliens  any  more  than 
residence  established  in  the  state  was  re- 
quired of  nurses  from  other  states  free  to 
come  here  to  practice  without  a license. 

Schools  of  nursing  in  this  State  not  ac- 
credited by  the  State  could  never-the-less 
continue  to  flourish,  accept  pupils,  and  to 
leave  the  realization  to  the  students  that 
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their  diploma  had  no  value  for  a license, 
subject  to  chance  and  heartbreak. 

Moreover  nursing  schools  of  a commer- 
cial nature  could  advertise  to  attract  new 
pupils  with  nothing  to  fear  from  the  law. 
The  old  act  by  having  no  provision  to  curb 
them  could  offer  no  protection  to  prospec- 
tive students. 

If  then  the  hospitals  could  employ  whom 
they  pleased,  engaging  nurses  from  other 
countries  or  taking  those  already  here  with- 
out citizenship,  if  commercial  schools  could 
continue  to  train  and  graduate  pupils  with 
no  hope  of  securing  a license  to  practice, 
the  picture  was  dark  enough  to  justify  a 
new  law  with  its  sane  and  vigorous  objec- 
tive of  cleaning  house  on  a sweeping  state- 
wide basis. 

So  much  for  the  background  of  the  new 
Act  and  the  reform  it  attempts  to  accom- 
plish. Briefly  its  provisions  are:  To  re- 
quire a license  of  all  those  who  nurse  for 
hire;  and  to  penalize  those  who  nurse  for 
hire  without  a license. 

Another  sweeping  change  is  the  division 
into  two  groups  of  all  who  nurse  for  hire. 
As  specified  in  the  law,  one  group  is  the 
R.N.,  denoting  the  registered  professional 
nurse.  The  other  is  the  subsidiary  group 
or  practical  nurse  recognized  by  the  State 
for  the  first  time.  Her  license  is  new  and 
limits  her  to  simple  nursing  procedures. 

After  July  1,  1940,  unless  she  holds  a 
license  obtained  during  the  two  year  waiver 
period,  she  must  take  a practical  training 
course  of  not  less  than  nine  months  in 
length. 

Let  us  pause  here  to  look  at  the  require- 
ment of  the  new  law  as  it  will  affect  other 
aspects  of  the  nursing  field.  In  the  training 
field  alone,  the  new  law  will  wield  a defi- 
nitely new  influence.  Before  its  enactment, 
schools  which  were  recognized  by  the  State 
as  preparing  their  graduates  for  the  ex- 
amination for  the  R.N.  license  were  ac- 
credited by  the  State.  Thus  their  graduates 
were  eligible  to  try  the  licensing  examina- 
tion. All  other  training  schools  were  non- 
accredited  and  their  graduates  ineligible  for 
examination  for  the  R.N.  license. 

Under  the  old  act  these  non-accredited 
schools,  as  already  pointed  out,  could  flour- 
ish, non-accredited  to  be  sure,  but  free  to 
decide  whether  prospective  students  were 
apprised  that  the  course  offered  was  below 
minimum  requirements  for  registration  and 
would  give  the  graduates  no  status. 


This  confusion  will  no  longer  be  possible 
under  the  new  law  which  requires  every 
school  offering  a course  in  nursing  for 
either  registered  nurses  or  the  training  of 
practical  nurses,  to  be  approved  by  the  State 
Department  of  Education.  Such  courses 
must  offer  class  work  and  clinical  experi- 
ence, under  qualified  instructors  and  proper 
supervision  so  that  the  pupils  receive  at 
least  the  minimum  preparation  considered 
safe  *to  care  for  the  sick. 

For  the  good  and  sufficient  reason  that 
the  State  under  the  previous  act  had  no 
concern  with  the  field  of  practical  nursing 
education,  there  are  as  yet  no  practical 
training  courses  endorsed  by  the  State.  The 
plans  for  these  courses  as  provided  for  by 
the  new  law,  are  still  in  an  elementary 
stage  and  will  be  announced  later. 

As  for  the  small  hospital  maintaining  a 
training  school  despite  a small  bed  capacity, 
inadequate  clinical  or  laboratory  facilities, 
the  probable  trend  among  them  will  be  to 
fall  in  line  with  the  changes  already  under 
way  in  several  small  hospitals  of  under 
fifty  bed  capacity  irrespective  of  the  new 
law.  Rather  than  face  additional  expense 
in  the  expansion  of  their  curriculum,  equip- 
ment and  bed  capacity  to  measure  up  with 
the  State’s  requirements  of  preparation  for 
R.N.  licenses  and  on  the  other  hand  to 
avoid  the  possible  classification  as  a prac- 
tical preparation  for  the  practical  licenses 
only,  it  is  not  unlikely  that  some  small 
hospitals  may  discontinue  their  schools. 
Student  staff  members  will  be  replaced  by 
more  graduate  nurses  for  floor  and  general 
staff  duty. 

Small  hospitals  in  the  State,  in  which 
this  plan  is  followed,  report  that  graduates 
remain  on  the  staff  for  eight  to  ten  years. 
Of  course  the  secret  of  this  small  turnover 
is  traced  to  pleasant  working  relationships, 
reasonable  hours,  recognition  of  ability,  va- 
cations, adequate  salaries  and,  if  the  nurses 
live  in  the  nurses’  home,  pleasant  living 
conditions. 

No  mention  of  the  influence  of  the  new 
law  in  the  hospital  and  training  field  would 
be  complete  unless  the  question  of  licenses 
for  orderlies  is  included.  This  was  answered 
at  the  last  meeting  of  the  Hospital  Associa- 
tion of  New  York  State  held  in  Buffalo, 
May  1938,  when  Mrs.  Ethel  G.  Prince, 
President  of  the  New  York  State  Nurses 
Association,  pointed  out  that  the  new  law 
required  every  orderly  performing  nursing 
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duties,  after  July  1,  1940,  to  have  a practical 
nurse  license.  The  decision  to  include  this 
provision  in  the  bill  was  reached  at  a con- 
ference of  the  Board  of  Directors  of  the 
New  York  State  Nurses  Association  with 
the  nursing  and  legislative  committees  of 
the  State  Medical  Society.  These  physicians 
felt  that  men  patients  should  have  just  as 
safe  nursing  care  as  women. 

At  present  it  is  not  unusual  for  orderlies 
with  no  training  to  carry  out  nursing*  pro- 
cedures or  do  surgical  dressings  without 
supervision.  When  this  occurs  can  the  hos- 
pital be  certain  that  cross  infections  can- 
not be  traced  to  this  source? 

In  the  opinion  of  John  Hayes,  President 
of  the  Hospital  Association  of  New  York 
State  and  Superintendent  of  the  Lenox 
Hill  Hospital  in  New  York  City,  the  new 
law  will  have  as  a healthy  by-product,  the 
enforced  clarifying  of  the  duties  of  each 
employee  who  nurses  or  works  near  the 
patient.  At  present,  Mr.  Hayes  believes 
that  many  so-called  orderlies  whose  duties 
are  restricted  to  porter  service  such  as 
mopping  floors  and  other  tasks  of  a do- 
mestic nature,  are  giving  no  nursing  care. 
In  such  cases,  these  employees  will  not  re- 
quire a license.  They  should  be  classified 
as  porters. 

Like  the  practical  nurses,  until  July  1, 
1940,  the  orderlies  may  secure  such  licenses 
(a)  without  examination  if  their  reputable 
nursing  practice  of  five  out  of  the  last  ten 
years  is  verified  by  two  members  of  the 
County  Medical  Society  or  (b)  by  passing 
a simple  practical  examination  if  they  have 
affidavits  from  two  members  of  the  County 
Medical  Society  of  at  least  one  year  of 
reputable  practice,  immediately  prior  to 
July  1,  1938.  Both  groups  must  meet  the 
requirements  of  age,  residence,  character, 
and  citizenship.  After  July  1,  1940,  no 
license  will  be  granted  to  orderlies  until 
after  the  completion  of  a nine  months’ 
course  in  a school  for  practical  nurses  ap- 
proved by  the  State  Department  of  Educa- 
tion. 

As  for  the  so-called  competition  of  the 
practical  nurse  with  the  registered  nurse 
in  hospitals,  it  must  be  remembered  that 
the  non-registered  nurse  has  long  been  a 
familiar  figure  in  hospitals  in  one  capacity 
or  another.  Many  of  these  nurses  are  from 
other  states,  graduates  of  training  schools 
not  accredited  by  this  State.  Under  the  old 
law  they  were  ineligible  for  license  here. 


Others  with  little  or  no  training,  as  we  all 
know,  have  long  been  employed  as  nurses’ 
aides  or  attendants,  the  latter  with  or  with- 
out elementary  training. 

New  responsibilities  that  the  new  law 
brings  to  the  hospital  and  nursing  adminis- 
trator are  to  make  certain  that  every  mem- 
ber of  the  nursing  staff  has  one  of  the  two 
licenses  and  to  scan  the  credentials  of  each 
to  make  sure  that  each  staff  member  com- 
plies with  the  law’s  new  requirements.  Un- 
less each  member  of  his  nursing  staff  holds 
one  of  the  two  licenses  by  July  1,  1940,  the 
employment  of  that  person  for  nursing  is 
prohibited  in  this  State. 

It  cannot  be  too  strongly  advised  that 
hospitals  and  superintendents  of  nurses  or 
others  having  to  do  with  the  employment  or 
training  of  nurses  urge  each  person  to  in- 
vestigate their  status  under  the  new  law. 
Delay  in  inquiry  or  application  to  the  New 
York  State  Board  of  Nurse  Examiners, 
Albany,  may  be  costly.  While  it  is  true 
that  applicants  have  until  July  1,  1940  to 
secure  licenses,  there  is  a grave  necessity 
for  immediate  action  in  filing  applications. 
Otherwise,  the  opportunity  to  prove  eligi- 
bility for  an  R.N.  license  may  be  definitely 
forfeited. 

The  fact  that  the  new  act  has  not  classi- 
fied nursing  procedures  by  setting  apart 
those  nursing  tasks  that  only  an  R.N.  can 
do  and  relegating  to  the  practical  nurse  cer- 
tain stipulated  types  of  nursing,  throws  this 
decision  to  physicians  as  well  as  superin- 
tendents of  nurses  and  hospital  executives. 
All  that  the  law  implies  is  that  the  practical 
nurse  be  trained  in  simple  or  elementary 
nursing  duties.  In  fact,  the  practical  license 
frankly  denotes  training  only  with  certain 
limitations. 

The  practical  nurse  license  will  label  the 
holder  as  qualified  to  care  for  chronic  and 
convalescent  patients.  This  delayed  recogni- 
tion of  her  place  in  nursing  will  protect 
the  patient  from  those  persons  who,  lack- 
ing any  qualifications  of  training  or  per- 
sonality, have  been  uncontrolled  in  their 
practice.  The  licensed  practical  nurse  will 
also  be  protected  because,  after  July  1940, 
no  unlicensed  person  may  call  herself  a 
practical  nurse. 

Any  physician  reading  over  the  new  law 
will  find  that  its  provisions  give  him  definite 
new  support.  For  example,  if  a nurse  was 
discovered  to  be  a drug  addict,  or  in  a 
physical  or  mental  state  that  made  her  nurs- 
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ing  care  unsafe,  under  the  old  act  there  was 
little  the  physician  could  do  beyond  dis- 
charging her.  He  could  not  prevent  her 
from  immediately  going  to  another  patient. 

Now,  if  the  charges  are  sufficiently  grave 
and  proven,  her  license  may  be  forfeited. 
Under  the  new  law,  machinery  is  to  be  set 
up  for  the  hearing  of  charges  and  for 
penalties,  fines,  and  imprisonment  for  cer- 
tain violations.  The  person  accused  is  fully 
protected  through  the  right  to  secure  coun- 
sel, request  a hearing  and  to  appeal  from 
the  decision. 

In  cases  of  serious  complaint  against  any 
licensed  nurse  (whether  R.N.  or  practical) 
for  violations  or  neglect  in  nursing  care, 
physicians  who  signed  the  nurses  affidavit 
as  to  character  and  ability  may  be  called 
upon  to  appear  before  the  investigating 
committee. 

A question  frequently  asked  by  physicians 
is  whether  a license  will  be  required  of 
their  office  nurse.  It  is  true  that  some 
physicians  may  employ  an  office  assistant 
who  may  be  more  of  a secretary  than  nurse. 
However,  if  her  duties  include  definite  nurs- 
ing procedures  as  an  assistant  in  his  office 
laboratory,  she  must  hold  a license  under 
the  new  law. 

Already  most  nurses  with  an  R.N.  license 
have  made  the  pleasant  discovery  that  their 
present  R.N.  certificate  has  been  extended 
under  the  new  Act  to  carry  until  August 
31,  1939.  This  means  that  the  present  card 
will  be  valid  for  two  years  from  the  date 
on  its  face.  The  renewal  application  in- 
stead of  being  mailed  to  you  last  May  will 
be  sent  out  next  May  (1939). 

The  new  status  of  the  trained  nurse  in 
New  York  State  (the  graduates  of  state 
hospitals,  who  have  had  theory  if  not  prac- 
tice in  all  of  the  required  courses)  is  so 
welcome  that  already  over  three  hundred 
of  the  five  hundred  trained  nurses  in  this 
State  have  applied  for  the  exchange  of  the 
present  license.  Until  July  1,  1940,  this 
trained  nurse  license  may  be  exchanged  for 
that  of  an  R.N.  license.  Yet  a word  of 
caution  must  be  given ! After  July  1,  1940, 
this  exchange  privilege  terminates.  Ex- 
aminations for  trained  nurses  will  no  longer 
be  held. 

Incidentally,  the  same  procedure  holds 
good  for  those  holding  trained  attendant 
certificates.  Until  July  1,  1940,  they  also 
may  exchange  their  certificates  for  the  new 
practical  license  without  examination.  This 


privilege  will  not  be  extended  after  July  1, 
1940. 

Bent  over  her  classroom  textbooks  many 
a student  nurse  has  little  flurries  of  worry 
as  to  exactly  what  value  her  diploma  will 
have  under  the  new  law.  So  it  is  pleasant 
to  reassure  these  student  nurses  that  even 
though  their  schools  are  nonaccredited  they 
may  make  application  for  a license  if  they 
graduate  prior  to  July  1,  1940.  Provided, 
however,  the  course  was  at  least  two  years 
in  length,  given  in  a general  hospital  (not 
a children’s  or  a maternity  hospital)  and 
considered  by  the  Department  of  Education 
as  an  acceptable  substitute  for  the  one  re- 
quired by  the  State  at  the  time  they  gradu- 
ated. The  course  of  each  nonaccredited 
school  will  be  judged  separately. 

One  of  the  difficulties  in  administering 
the  new  law  is  in  relation  to  the  nurses 
from  foreign  countries.  “We  must  consider 
these  schools  on  the  same  basis  as  our  own 
schools  in  this  country,”  said  Miss  Stella 
Hawkins  recently  (speaking  before  the 
Buffalo  meeting  of  the  Hospital  Associa- 
tion of  New  York  State,  May  20).  “It 
is  very  hard  to  get  information  from  for- 
eign countries  and  foreign  nurses  are  al- 
ready having  difficulties  getting  their  rec- 
ords. If  you  have  foreign  nurses,  try  to 
explain  to  them  that  they  must  have  some- 
thing to  show.  We  cannot  take  a license 
or  courses  for  granted.  If  such  nurses  can 
produce  records  that  show  their  course  was 
comparable  to  our  approved  courses  here, 
they  may  be  eligible  for  a license.” 

State  residence  for  six  months  prior  to 
July  1,  1938  as  well  as  citizenship  (or 
filing  of  papers  showing  intent  to  become  a 
citizen)  will  be  required  of  every  nurse 
who  applies  for  a license  under  the  provi- 
sions of  the  waiver.  This  residence  clause 
is  a requirement  for  both  the  foreign-born 
nurse  and  the  American-born  nurse  from 
other  states,  until  July  1,  1940.  After  that 
date,  they  may  accompany  an  out-of-town 
patient  here  for  temporary  treatment,  but 
only  as  a temporary  visitor.  Unless  they 
secure  a license,  the  door  will  be  closed  to 
them,  that  is,  unless  their  school  is  ac- 
credited by  this  State. 

Here  again  is  a warning  in  terms  of  the 
calendar ! These  are  the  details  of  a waiver 
which  may  be  all-important  to  the  nurse 
you  know. 

“Between  July  1 of  this  year  and  July 
1,  1940,”  Mrs.  Ethel  G.  Prince  said  before 
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the  Buffalo  meeting,  “anyone  coming  from 
a school  outside  this  State,  having  a course 
equivalent  to  the  requirements  of  this  State 
and  meeting  certain  other  requirements, 
will  be  permitted  to  try  our  examination. 
This,  as  you  know,  was  not  hithertofore 
possible.,, 

It  was  this  blocking  clause  of  the  old  Act 
that  caused  so  much  bitterness  among  the 
graduate  nurses  from  other  states  who  pre- 
viously were  unable  to  gain  admittance  to 
the  examination  for  R.N.  licenses. 

Many  of  these  graduate  nurses  now  have 
a chance  to  secure  an  R.N.  license  in  New 
York  State  for  the  first  time,  although  they 
held  a license  from  another  state.  Referring 
to  others  in  the  out-of-state  group  who 
have  no  license  from  their  home  state,  Miss 
Stella  Hawkins  (again  before  the  Buffalo 
meeting)  said : “These  are  the  nurses  who 
have  been  here  six  months  or  more,  gradu- 
ated from  registered  schools,  yet  neglected 
to  try  an  examination  back  home  and  do 
not  hold  a license  in  any  state.  We  are 
telling  them  they  may  either  take  our  State 
Board  examination  or  go  back  to  their 
home  state  and  take  their  examination, 
whichever  they  prefer.” 

After  July  1,  1940.  definite  educational 
requirements  for  both  the  R.N.  and  the 
practical  license  must  be  met.  For  the 
former,  graduation  from  high  school  is 
stipulated;  for  the  latter,  completion  of  the 
first  eight  grades  of  elementary  school  is 
named,  or  in  the  latter,  the  equivalent. 
Other  general  requirements  written  into  the 
law  aside  from  those  of  residence,  educa- 
tion and  citizenship  already  mentioned,  are 
an  age  of  more  than  twenty  years  and 
graduation  from  a school  of  nursing  regis- 
tered by  the  department. 


Prior  to  July  1,  1940,  the  practical  nurse 
has  a chance  at  a practical  license  without 
an  examination — i.e.,  if  she  meets  the  other 
requirements  and  has  two  affidavits  from 
two  members  of  a County  Medical  Society. 
These  must  state  that  she  has  successfully 
performed  the  duties  of  a nurse  for  a pe- 
riod of  not  less  than  five  years  in  the  ten 
years  immediately  prior  to  July  1,  1938. 
However,  action  is  dependent  upon  the 
recommendation  of  the  State  Board  of 
Nurse  Examiners. 

In  all  other  cases  the  practical  nurse 
must  pass  a simple  examination.  After 
July  1,  1940,  she  will  have  no  choice  other 
than  to  complete  a training  course  of  not 
less  than  nine  months  approved  by  the 
State.  She  will  then  be  eligible  to  try  the 
licensing  examination  for  practical  nurses. 

Will  the  42,000  unlicensed  persons  who 
were  revealed  by  Dr.  Harlan  Horner's  re- 
port to  the  Board  of  Regents,  as  now 
nursing  for  hire  in  the  State,  qualify  for 
licenses,  leave  the  State,  or  discontinue 
nursing?  It  is  a large  order  and  one  which 
puts  an  arduous  task  upon  the  Department 
of  Education  and  its  Board  of  Nurse  Ex- 
aminers. Many  of  this  group  will  qualify 
either  as  registered  professional  nurses  or 
as  practical  nurses.  Certain  it  is  that  now 
the  law  has  teeth;  cases  of  crime,  serious 
neglect  of  duty  or  illegal  claims  to  license 
based  on  falsified  records,  and  other  viola- 
tions can  now  be  dealt  with  by  the  heavy 
hand  of  the  law. 

For  information,  Miss  Stella  Hawkins, 
Secretary,  New  York  State  Board  of  Nurse 
Examiners,  Albany,  is  the  official  source. 
The  New  York  State  Nurses  Association, 
which  drafted  and  sponsored  the  bill,  can 
be  reached  at  152  Washington  Ave.,  Albany. 


GRADUATE  FORTNIGHT  AT  THE  ACADEMY  OF  MEDICINE 


The  Eleventh  Annual  Graduate  Fortnight 
of  the  New  York  Academy  of  Medicine  will 
be  held  from  October  24  to  November  4. 
The  subject  of  this  year’s  fortnight  is  Dis- 
eases of  the  Blood  and  Blood-Forming  Or- 
gans. 

Twenty-three  hospitals  have  accepted 
the  invitation  to  participate  by  having  pre- 
pared afternoon  clinics  and  clinical  demon- 
strations which  will  be  coordinated  with  the 
evening  meetings.  The  evening  sessions  at 
the  Academy  will  be  addressed  by  recog- 


nized authorities  in  their  special  fields, 
drawn  from  leading  medical  centers  of  the 
United  States.  A comprehensive  exhibit  of 
books,  pathological  and  research  material, 
diagnosis,  treatment  and  prevention  when- 
ever possible,  clinical  and  laboratory  diag- 
nostic methods,  x-rays,  action  of  drugs  and 
other  therapeutic  measures.  Demonstrations 
will  be  held  at  regular  intervals.  A com- 
plete program  and  registration  blank  may 
be  secured  by  addressing  Dr.  Mahlon  Ash- 
ford, 2 E.  103  Street,  New  York  City. 
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DUST  AND  PULMONARY  DISEASE 

With  Special  Reference  to  Silica  Dust 

Arthur  J.  Vorwald,  M.D.,  Saranac  Lake 
Saranac  Laboratory  for  the  Study  of  Tuberculosis  of  the  Edward  L.  Trudeau  Foundation 


The  current  interest  in  diseases  of  the 
lung  due  to  the  inhalation  of  dust  is 
largely  the  result  of  evolution  in  industry. 
The  phenomenal  developments  during  the 
past  quarter  of  a century  have  produced 
a host  of  new  occupational  hazards.  Legis- 
lation has  been  enacted  to  provide  com- 
pensation for  disability  to  workmen  ex- 
posed to  many  of.  these  hazards  and 
numerous  states  have  extended  their  laws 
to  include  occupational  diseases  resulting 
from  the  inhalation  of  fumes,  dusts,  and 
gases  which  damage  the  pulmonary  tissue. 
Fortunately,  in  pace  with  this  development 
and  because  of  legislation  the  industrial 
use  of  many  such  substances  has  been 
curtailed.  Protective  devices  have  also 
been  perfected  and  nontoxic  substitutes 
have  been  found  for  most  of  the  more 
injurious  materials  in  industrial  opera- 
tions. 

A grave  hazard  in  the  form  of  silica 
dust,  however,  still  exists  in  industry. 
It  is  of  outstanding  importance,  first,  be- 
cause its  use  is  so  widespread,  and  sec- 
ond because  it  increases  susceptibility  to 
pulmonary  infection  and  particularly  tu- 
berculous infection. 

To  comprehend  the  silicosis  problem 
certain  fundamental  principles  must  be 
appreciated.  These  have  been  derived 
from  physical  and  chemical  studies  of 
atmospheric  dusts  in  different  industries 


and  from  clinical  and  postmortem  exam- 
inations of  the  employees,  supplemented 
by  experimental  investigations.  They  in- 
volve a knowledge  of  the  character  of 
the  dust  inhaled,  its  atmospheric  concen- 
trations, the  duration  of  exposure,  and 
the  changes  that  result  in  the  lung  from 
its  inhalation. 

Character  of  the  dust:  Two  factors  are 
of  prime  importance  the  mineralogic  com- 
position and  the  particle  size.  All  studies 
to  date  have  shown  that  silica  is  the  only 
component  of  a dust  that  causes  a specific 
reaction  of  significant  intensity  in  the 
pulmonary  tissue,  and  as  far  as  is  known 
the  silica  must  be  either  in  free  state  or 
combined  in  the  form  of  asbestos.  Silica 
(Si02)  is  the  oxide  of  the  mineral  ele- 
ment silicon.  It  is  extremely  hard  and 
withstands  exposure  to  heat  and  acids, 
but  is  somewhat  soluble  in  alkalies  and 
water.  Free  silica  in  its  crystalline  state 
is  most  common  as  quartz.  Of  the  amor- 
phous hydrated  forms  of  free  silica,  opal 
and  diatomaceous  earth  are  well-known 
examples.  Combined  forms  are  those  in 
which  silica  exists  in  combination  with 
bases  such  as  in  feldspar,  talc,  and  asbes- 
tos. These  compounds  are  known  as 
silicates.  Reference  may  be  made  to  the 
text  book  by  Ladoo1  for  a complete  and 
useful  list  of  industrial  processes  in  which 
these  different  forms  of  silica  are  used. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
New  York  City , Mdy  12,  1938 
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It  has  been  established  that  particles 
larger  than  ten  micra  in  diameter  can  be 
eliminated  from  etiological  consideration. 
Those  of  greater  magnitude  are  seldom 
found  in  the  terminal  air  spaces  of  the 
lungs.  The  defensive  mechanisms  of  the 
upper  respiratory  tract  and  the  small 
bronchioles  prevent  their  access  to  the 
terminal  air  passages.  Moreover,  particles 
greater  than  ten  micra  in  diameter  are 
usually  so  heavy  thajt  they  settle  out  of 
the  atmosphere  quite  rapidly  and  hence 
are  seldom  present  in  appreciable  concen- 
trations at  the  breathing  level.  Probably, 
only  particles  less  than  three  micra  in 
diameter  are  of  very  great  significance 
as  it  has  been  repeatedly  demonstrated 
that  those  between  three  and  ten  micra 
are  relatively  inert. 

Atmospheric  Concentration:  The  con- 
centration of  the  exceedingly  small  par- 
ticles is  most  important  in  estimating 
effective  dosage  of  dust.  The  number 
inhaled  will  depend  primarily  upon  the 
amount  suspended  in  the  atmosphere. 
Just  how  high  this  concentration  must 
be  before  demonstrable  changes  result  in 
the  lung  has  been  the  subject  of  consid- 
erable discussion.  Although  the  minimal 
dosage  required  is  unknown,  it  has  been 
stated  by  Cummings2  that  a concentration 
of  five  million  particles  of  pure  crystalline 
silica  dust  per  cubic  foot  of  air  probably 
constitutes  the  primary  threshold  under 
which  a normal  man  may  work  for  many 
years  without  impairing  his  health.  This 
figure  may  not  be  applicable  in  every  in- 
dustry, but  at  least  it  has  been  accepted 
as  an  engineering  bench  mark  for  control 
measures.  It  does  not  necessarily  apply 
to  atmospheres  containing  mixtures  of 
silica  and  other  kinds  of  minerals.  In- 
formation is  now  accumulating  which  in- 
dicates that  the  presence  of  other 
minerals  in  a dust  containing  silica  tends 
to  modify  the  amount  of  the  silica  which 
is  inhaled. 

Duration  of  Exposure:  The  duration  of 
exposure  is  a determining  factor  in  the 
amount  of  dust  that  is  inhaled.  In  a 
very  general  manner  it  bears  a reciprocal 
relationship  to  the  atmospheric  concen- 
tration. 

Within  certain  limits  a short  exposure 
to  excessive  amounts  of  a particular  dust 
of  an  effective  size  will  produce  the 
same  degree  of  pulmonary  reaction  as 


a longer  exposure  to  a more  moderate 
concentration. 

An  accurate  occupational  history  is  es- 
sential for  an  estimation  of  this  time  fac- 
tor. It  may  be  difficult  to  obtain,  partic- 
ularly when  information  relative  to  a 
specific  dust  must  be  elicited.  Generally 
a man’s  occupation  in  any  given  industry 
is  so  varied  that  a constant  exposure  to 
one  type  of  dust  seldom  occurs.  A rock 
driller,  for  example,  gives  a history  of 
employment  in  many  different  mines,  each 
of  which  may  involve  work  in  rock  of 
different  composition.  Even  in  one  mine, 
the  occupation  of  the  miner  covers  many 
different  jobs  with  exposure  to  dust  from 
relatively  pure  ore  to  those  with  a high 
silica  content.  Some  men  work  exclu- 
sively underground,  others  in  surface 
mills,  and  still  others  are  transferred  from 
one  to  the  other.  The  aim  of  the  his- 
tory is  to  determine  as  exactly  as  possible 
the  number  of  years  that  a workman  has 
spent  at  these  various  jobs  and  to  cor- 
relate this  information  with  the  nature 
of  the  dust  encountered  in  each  of  them. 
The  satisfactory  history  accounts  for 
every  year  of  his  employment  with  an 
estimate  of  the  amount  of  silica  in  each 
case. 

With  a knowledge  of  these  factors, 
observations  on  the  tissue  response  to 
dust  become  more  significant.  Postmor- 
tem studies  of  lungs  of  workers  and  of 
experimental  animals  reveal  that  inhaled 
dusts  can  be  classified  into  two  main 
groups — an  inert  group  and  an  active 
group.  The  inert  dusts  cause  little  or  no 
damage  to  the  pulmonary  tissue,  are  ex- 
pelled, remain  dormant  or  are  ultimately 
absorbed.  The  active  silicous  dusts  are 
followed  by  inflammation,  result  in  fibro- 
sis, and  favor  infection. 

Irtert  Dusts:  The  inert  dusts  are  rela- 
tively harmless  and  initiate  a reaction  no 
more  severe  than  that  caused  by  any  sub- 
stance foreign  to  the  pulmonary  tissue. 
Typical  examples  of  such  dusts  are  coal, 
iron,  cement,  and  gypsum.  Particles  of 
this  nature  that  reach  the  terminal  alveoli 
are  taken  up  by  large  phagocytes  com- 
monly called  dust  cells.  The  function  of 
these  actively  motile  cells  is  to  prevent 
accumulation  of  foreign  particles  in  the 
alveolar  spaces.  Many  migrate  into  the 
bronchi  and  are  expectorated.  The  ma- 
jority of  them,  however,  find  their  way 
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into  the  lymphatic  system  of  the  lung 
and,  by  it,  are  carried  to  the  lymph  nodes. 
This  system  is  of  paramount  importance 
in  the  removal  of  inhaled  dust  from  the 
terminal  air  spaces. 

Dust  particles  that  reach  the  lymphatics 
are  carried  along  the  perivascular  and 
peribronchial  trunks  to  the  intrapulmonic 
lymphoid  masses  that  lie  at  the  dividing 
points  of  the  bronchi  and  vessels.  Many 
particles  pass  through  these  filter  masses 
and  eventually  reach  the  tracheobronchial 
lymph  nodes  at  the  hilum  of  the  lung. 
In  cases  of  prolonged  inhalation  of  heavy 
concentrations  of  an  inert  dust,  these  fil- 
tering masses  may  become  more  or  less 
clogged  so  that  the  dust  particles  begin 
to  accumulate  in  the  lymphatic  channels. 
Massive  exposure  of  this  sort  is  usually  ac- 
companied by  enlargement  of  the  tracheo- 
bronchial lymph  nodes.  As  with  any  other 
substance  a slight  proliferation  of  con- 
nective tissue  takes  place  both  within  these 
nodes  and  about  the  afferent  lymphatic 
trunks  in  the  lung.  These  changes  can 
often  be  visualized  in  roentgenograms  of 
the  chest  as  a widening  in  the  root  shadows 
and  as  an  exaggeration  of  the  normal 
linear  markings.  Such  alterations  appear 
only  after  many  years  of  exposure  to 
high  concentrations  of  inert  dust.  Iden- 
tical roentgenological  changes  may  also 
be  seen  in  long-standing  cardiovascular 
disease  and  in  certain  infections ; they  are 
also  often  incidental  to  old  age.  They 
are  not  therefore  sufficiently  characteristic 
to  substantiate  a diagnosis  of  dust  reac- 
tion. 

Active  Dusts:  Clinically,  it  is  impossible 
to  assess  the  capacity  of  an  industrial 
dust  to  produce  fibrosis  by  the  examina- 
tion of  a single  case.  In  surveying  large 
groups  of  men  in  the  same  industry  who 
are  apparently  exposed  to  the  same 
amounts  of  active  dust,  not  all  will  be 
discovered  to  have  developed  pulmonary 
damage.  Whether  this  is  due  to  variations 
in  individual  susceptibility,  or  to  varying 
effectiveness  of  the  upper  respiratory 
mechanisms,  or  to  differences  in  exposure 
which  are  not  detected  by  existing  meth- 
ods of  history  taking  is  still  a matter  of 
debate. 

Experimentally,  where  many  of  these 
factors  can  be  controlled,  grades  of  tissue 
reaction  in  various  members  of  a large 
group  of  animals  are  much  less  marked. 


At  the  Saranac  Laboratory  animals  have 
been  subjected  to  inhalation,3  to  intra- 
venous,4 intraperitoneal,5  and  subcutane- 
ous6 injections  of  known  concentrations 
of  small  particles  of  pure  minerals.  The 
tissue  responses  to  such  particles  have 
been  -studied  at  definite  intervals.  At 
the  present  time,  enough  evidence  has 
accumulated  to  allow  rather  accurate  esti- 
mates of  the  relative  toxicity  of  the  dusts 
employed. 

Thus  far  only  those  dusts  containing 
silica  have  proved  to  be  harmful.  In  dis- 
cussing the  pathology  of  an  active  dust, 
therefore,  only  that  condition  brought 
about  by  the  inhalation  of  silica  will  be 
considered. 

It  was  formerly  held  that  only  the  free 
forms  of  the  mineral  caused  damage  to 
the  pulmonary  tissue.  In  recent  years, 
however,  some  of  the  silicates  have  been 
regarded  with  suspicion.  One  at  least — 
asbestos,  a silicate  of  magnesium — has 
proved  to  be  definitely  irritating.  The 
pulmonary  pathology  of  asbestosis  and 
its  appearance  on  roentgen  films  is  dis- 
tinct and  can  be  differentiated  from  that 
of  other  pneumoconioses.  It  causes  a dif- 
fuse obliterating  fibrosis  that  imparts  to 
the  chest  roentgenograms  a “ground  glass 
appearance.”  The  tissue  response  is  never 
nodular  as  in  silicosis.  It  starts  as  collar- 
like sheaths  of  fibrous  tissue  about  the 
terminal  bronchioles  and  as  the  exposure 
continues  it  extends  peripherally  into  the 
parenchyma  of  the  lung.  In  the  advanced 
case  there  is  a diffuse  fibrous  replacement 
of  functional  lung  tissue  often  associated 
with  chronic  fibrous  pleurisy. 

Pure  crystalline  silica  when  inhaled  is 
first  acted  upon  in  the  same  way  as  an 
inert  dust.  The  particles  are  phagocytosed 
by  large  mononuclear  dust  cells  that  even- 
tually find  their  way  into  the  lymphatic 
system  of  the  lung.  At  this  point,  how- 
ever, the  tissue  response  becomes  totally 
different.  Whereas  inert  dusts  initiate  lit- 
tle or  no  reaction  within  the  lung,  silica 
dust  stimulates  the  tissue  cells  and  pro- 
duces an  inflammation  followed  by  pro- 
liferation of  connective  tissue.  Since  the 
dust  is  early  transported  into  the  lym- 
phatics, the  first  detectable  evidence  of 
this  reaction  appears  in  the  lymphoid  tis- 
sue about  the  vascular  tree  and  in  the 
lymph  nodes  at  the  root  of  the  lung.  As 
these  changes  proceed  the  efficiency  of 
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the  pulmonary  lymphatics  as  a draining 
and  filtering  system  becomes  impaired  and 
inhaled  silica  particles  can  no  longer  be 
effectively  eliminated  from  the  alveolar 
spaces.  The  dust-laden  phagocytes  tend 
to  accumulate  in  all  parts  of  the  lung, 
first  in  and  about  small  peripheral  masses 
of  lymphoid  tissue  and  later  in  the  alveo- 
lar septa  themselves.  The  silica  particles 
thus  become  concentrated  at  focal  points, 
a chronic  inflammation  occurs,  connective 
tissue  forms,  and  a characteristic  silicotic 
nodule  of  hyaline  fibrotic  tissue  results. 
With  continued  inhalation  of  silica  the 
number  and  size  of  these  nodules  in- 
creases. In  the  course  of  time,  barring 
infection,  the  lung  becomes  studded  with 
uniformly  scattered,  firm  circumscribed 
nodules  of  fibrous  tissue. 

The  pathological  condition  in  the  lung 
has  now  reached  the  stare  where  it  can 
be  recognized  as  silicosis  on  the  roentgen- 
ogram which  is  the  most  reliable  basis 
for  a clinical  diagnosis.  This  is  the  stage 
of  “nodulation”  with  discrete  shadows, 
rather  uniform  in  size,  density,  and  dis- 
tribution scattered  throughout  all  portions 
of  the  lung  fields.  In  late  stages  the 
development  of  compensatory  emphysema 
at  the  bases  disturbs  the  uniformity  of 
the  distribution. 

Not  all  silicotic  conditions  of  the  lung 
are  manifested  by  simple  nodule  forma- 
tion. In  many  instances  massive  areas 
of  fibrosis  are  present  in  one  or  more 
parts  of  the  lung.  They  are  frequently 
bilateral  and  may  be  symmetrical  or 
asymmetrical  in  distribution. 

The  reason  for  the  development  of 
such  areas  is  often  difficult  to  determine 
and  is  still  a subject  of  debate.  Some 
observers  are  of  the  opinion  that  these 
massive  lesions  result  from  conglomera- 
tion of  previously  existing  discrete  nodules 
of  simple  silicosis.  It  cannot  be  denied 
that  with  continued  inhalation  of  silica 
some  nodules  do  increase  in  size  and 
fuse  locally  to  form  small  conglomerate 
foci.  Lesions  of  this  type,  however,  are 
scattered  throughout  the  lung  and  seldom 
become  large  enough  to  be  confused  with 
the  massive  areas  of  fibrosis.  If  lesions  of 
the  latter  type  are  the  result  of  fusion 
of  discrete  nodules  they  should  have  nu- 
merous points  of  origin  scattered  through- 
out the  lung  and  eventually  result  in  uni- 
form and  complete  fibrosis  of  the  entire 


organ.  It  may  be  argued  that  a small  por- 
tion of  the  lung  received  more  dust  than 
another  and  consequently  developed  a 
massive  lesion.  To  justify  this  view  it 
must  be  demonstrated  that  more  inhaled 
silica  particles  are  deposited  in  certain 
areas  of  the  normal  lung  than  in  others. 
Observations  on  the  lungs  of  experimental 
animals  and  on  those  of  early  cases  of 
uncomplicated  human  silicosis  that  come 
to  autopsy  have  failed  to  substantiate  this 
view.  They  have  likewise  failed  to  con- 
firm the  opinion  that  a localized  atelec- 
tasis of  the  pulmonary  tissue  is  the  factor 
responsible  for  the  diffuse  fibrosis. 

A third  possibility  is  the  effect  of  other 
minerals  associated  with  silica.  It  is 
known  that  such  dusts  tend  to  accumu- 
late at  the  periphery  of  silicotic  nodules 
where  they  produce  the  formation  of 
more  or  less  cellular  connective  tissue. 
Fusion  of  such  reactions  about  contiguous 
nodules  might  conceivably  be  responsible 
for  conglomerate  foci.  But  if  this  is  true 
such  a process  should  result  in  a diffuse 
generalized  fibrosis. 

The  most  likely  explanation  for  mas- 
sive lesions  of  fibrosis  is  that  they  occur 
in  regions  of  the  lung  which  have  been 
injured  by  infection.  Such  injury  leaves 
residual  granulation  or  scar  tissue  and 
impairs  the  lymphatic  drainage  so  that 
inhaled  silica  particles  can  no  longer  be 
eliminated  effectively  from  those  regions. 
Accumulation  of  coal  or  other  dust  in 
pulmonary  scars  is  well-illustrated  in 
specimens  with  apical  foci  of  healed  tu- 
berculosis. A common  finding  about  al- 
most any  fibrotic  or  calcified  tubercle  is 
a peripheral  zone  of  dust  pigment  often 
so  concentrated  as  to  obscure  the  micro- 
scopic characteristics  of  the  lesion.  A 
similar  change  is  also  observed  about 
many  other  scars  of  unknown  etiology. 
These  observations  lead  one  to  believe 
that  particles  of  inhaled  dust  accumulate 
in  certain  areas  of  the  lung,  not  because 
more  arrive  at  the  focus,  but  because 
fewer  are  eliminated  by  way  of  the  lym- 
phatic system.  The  result  is  a localized 
accumulation  of  dust.  When  the  dust  is 
silicious.  the  excessive  local  concentration 
exerts  its  maximum  effect ; an  unusual 
number  of  nodules  develop  and  diffuse 
fibrosis  results  from  the  action  of  the 
silica  on  any  pre-existing  scar  tissue. 

Silicosis  and  Infection:  The  majority 
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of  the  massive  fibrotic  lesions  of  advanced 
silicosis  are  associated  with  foci  of  infec- 
tion within  the  lung.  In  most  instances 
the  etiological  agent  is  the  tubercle  bacil- 
lus. When  such  lesions  first  develop  the 
infection  is  most  often  latent ; scar  tissue 
continues  to  form  at  its  periphery  and 
the  area  increases  in  extent.  Ultimately 
the  silica  reactivates  the  encapsulated 
focus  harboring  the  bacilli  and  the  infec- 
tion spreads  very  slowly.  Foci  of  this 
kind,  which  are  due  to  the  combined 
action  of  tubercle  bacilli  and  silica,  are 
generally  designated  as  “silico-tubercu- 
losis.” 

In  many  cases  it  is  difficult  to  obtain 
clinical  evidence  of  a bacillary  infection 
within  such  lesions.  The  usual  picture  of 
uncomplicated  phthisis  is  frequently  ab- 
sent and  the  sputum  often  remains  nega- 
tive for  acid-fast  bacilli  even  after  exam- 
ination of  numerous  specimens.  Repeated 
guinea  pig  inoculations  are  often  neces- 
sary to  demonstrate  a positive  sputum. 

Generally,  however,  the  larger  number 
of  these  massive  lesions  if  followed  long 
enough  will  eventually  reveal  definite  evi- 
dence of  tuberculosis.  Although  delayed, 
the  clinical  symptoms  and  signs  of  infec- 
tion will  make  their  appearance  and  serial 
chest  roentgenograms  will  show  extension 
of  the  shadows  which  may  ultimately  go 
on  to  cavity  formation. 

The  presence  of  active  infection  within 
these  lesions  has  been  verified  by  autopsy. 
In  196  specimens  of  silicotic  lungs  thus 
far  examined  at  the  Saranac  Laboratory, 
forty-three  revealed  massive  fibrotic  le- 
sions of  which  twenty-nine  showed  active 
tuberculous  involvement.  Anatomically 
such  lesions  appear  as  irregular  masses  of 
firm  grey  or  black  fibrous  tissue  with 
linear  extensions  into  the  surrounding 
lung.  Often  they  extend  to  the  pleura  and 
are  accompanied  by  dense  pleuritic  adhe- 
sions. The  tuberculous  complication 
within  the  mass  is  identified  by  scattered 
islands  and  bands  of  granulation  tissue, 
foci  of  caseation  in  various  stages  of  or- 
ganization or  by  cavity  formation.  The 
clustered  tubercles  of  bronchogenic  spread 
or  the  widely  scattered  lesions  of  hema- 
togenous dissemination  are  much  more 
uncommon  in  silicotuberculosis  than  in 
simple  phthisis.  Apparently  the  massive 
fibrous  tissue  traps  the  tubercle  bacilli 
and  prevents  their  spread  to  distant  foci. 


Not  all  manifestations  of  tuberculosis 
in  the  silicotic  subject  are  of  the  massive 
fibrous  type.  There  are  cases  in  which 
the  infection  localizes  in  and  about  pre- 
existing silicotic  nodules.  The  center  of 
the  nodule  becomes  caseous  and  about  its 
periphery  a zone  of  tuberculous  inflamma- 
tion is  seen.  This  change  results  in  an 
increase  in  size  of  the  nodule  and  a loss 
of  its  sharp  definition.  Roentgenologi- 
cally,  the  discrete  nodular  shadows  seen 
in  unifected  silicosis  now  have  fuzzy 
indistinct  borders.  This  form  is  referred 
to  as  the  “perinodular  type.”  Clinically 
it  is  manifested  by  early  symptoms  of  in- 
toxication, the  presence  of  bacilli  in  the 
sputum,  and  early  fatal  termination. 

Although  tuberculosis  is  the  most  fre- 
quent complication  of  silicosis,  other 
forms  of  pulmonary  disease  may  occur. 
Chronic  bronchitis  and  bronchopneu- 
monia are  more  common  than  in  normal 
subjects.  In  certain  industrial  groups, 
notably  foundry  employees,  the  increased 
incidence  of  pneumonia  has  been  attrib- 
uted to  the  extreme  changes  in  tempera- 
ture and  humidity  rather  than  to  the  in- 
haled dust.  Bronchial  spirochetosis  oc- 
casionally complicates  silicosis  as  found 
by  Cummings7  and  Proske8  in  a survey 
of  a large  mining  population.  It  responds 
favorably  to  treatment  and  appears  to 
be  incidental  to  the  deposition  of  dust 
within  the  lung.  Pulmonary  carcinoma  has 
been  attributed  to  the  irritating  properties 
of  inhaled  dust,  but  a recent  study  by 
Vorwald  and  Karr9  disclosed  that  this 
type  of  malignancy  was  no  more  frequent 
in  silicotics  than  among  the  general  pop- 
ulation. To  date,  therefore,  it  has  not 
been  satisfactorily  demonstrated  that  these 
forms  of  pulmonary  disease  bear  an  etio- 
logical relationship  to  particles  of  dust 
inhaled  into  the  lung. 

Summary 

Certain  factors  should  be  considered 
in  evaluating  the  etiological  relationship 
between  dust  and  pulmonary  disease. 
These  factors  pertain  to  the  character  of 
the  dust,  atmospheric  concentration,  dura- 
tion of  exposure,  tissue  changes  that  re- 
sult from  its  inhalation,  and  the  asso- 
ciated susceptibility  to  infection. 

The  character  of  the  dust  is  of  prime 
importance  because  a mineralogical  com- 
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position  of  silica  and  a particle  size  not 
greater  than  ten  and  probably  less  than 
three  micra  in  diameter  constitute  to  date 
the  only  dusts  that  cause  significant  dam- 
age to  the  pulmonary  tissue. 

The  atmospheric  concentration  is  second 
in  importance  only  to  the  character  of  the 
dust  for  the  number  of  small  particles 
inhaled  depend  largely  upon  the  amount 
suspended  in  the  air  at  the  breathing  level 
of  the  workmen. 

The  duration  of  exposure  is  significant 
because  it  is  also  a determining  factor  in 
the  amount  of  dust  inhaled.  It  bears  a 
reciprocal  relationship  to  the  atmospheric 
concentration.  Although  the  time  element 
is  still  theoretical  it  is  obvious  that  a 
short  exposure  to  finely  divided  quartz 
particles  will  result  in  much  less  damage 
to  a normal  lung  than  will  a long  exposure 
to  the  same  concentration. 

The  pathological  changes  in  the  lung 
must  be  interpreted  with  a knowledge  that 
dusts  can  be  classified  into  two  main 


groups — the  inert  dusts  that  cause  little 
or  no  damage  to  the  pulmonary  tissue  and 
the  active  silicious  dusts  that  are  followed 
by  inflammation  and  result  in  fibrosis.  The 
latter  is  characterized  anatomically : in 
asbestosis  by  a diffuse  involvement  of  the 
pulmonary  parenchyma;  in  the  case  of 
free  crystalline  silica  by  one  of  two  forms, 
a generalized  nodular  type  or  a localized 
conglomerate  type. 

The  susceptibility  to  infection  is  a para- 
mount issue  because  tuberculosis  is  the 
most  frequent  complication  of  silicosis 
and  is  responsible  for  the  majority  of 
the  massive  fibrotic  lesions  within  the 
lung. 

Finally,  with  consideration  of  all  these 
factors,  the  most  reliable  basis  for  a 
clinical  diagnosis  of  pulmonary  disease 
due  to  inhaled  dust,  with  or  without  in- 
fection, is  the  chest  roentgenogram  in 
which  characteristic  patterns  conforming 
to  the  different  anatomical  types  are  vis- 
ualized. 
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Discussion 


Homer  Sampson,  Ph.D.,  Saranac  Lake — 
Before  discussing  the  problem  of  pneumo- 
coniosis— silicosis  in  particular — it  will  be 
necessary  to  consider  the  “tool”  from  which 
the  diagnosis  is  most  commonly  made — the 
roentgenogram.  All  roentgenograms  will 
not  always  tell  the  truth.  The  quality  of 
high-grade  roentgenograms  must  be  eval- 
uated upon  density,  contrast,  and  definition. 
The  prime  requisite  is  to  know  one  has  the 
best  product  obtainable. 

“There  are  many  roads  that  lead  to 
Rome,”  also  there  are  various  procedures 
to  obtain  the  desired  result.  Stereoroentgeno- 
grams are  recommended.  Focal  spot  affects 
definition;  voltage  concerns  contrast;  dis- 
tance influences  definition,  mangnification, 
and  distortion.  Time  is  used  to  arrest  mo- 
tion. 

Interpretation  is  based  upon  a thorough 
appreciation  of  the  “healthy  pulmonary  pat- 
tern,” and  an  equally  intimate  knowledge  of 
the  physical  structures  of  the  various  mani- 


festations brought  about  by  the  inhalation 
of  dust.  When  definite  changes  are  present, 
a diagnosis  is  only  arrived  at  after  a corre- 
lation of  all  data  available. 

“Linear  exaggeration,”  “feathering,”  “lin- 
ear predominance”  are  terms  which  arose 
early  in  the  problem  of  diagnosis,  and  which 
still  exist.  These  are  many  times  used  to 
explain  a dust  exposure,  when  at  the  autopsy 
table  little  or  nothing  was  found;  hence 
the  term  “the  stage  of  imagination”  for  this 
indefinite  alteration  of  the  linear  pattern. 
True,  linear  exaggeration  does  often  exist, 
but  it  does  not  need  a history  of  “this  or 
that”  to  see  it.  It  may  be  caused  by  a variety 
of  conditions,  and  in  some  instances  is  that 
stage  ahead  of  nodular  fibrosis. 

Nodular  fibrosis,  typical  or  atypical,  and 
classified  into  convenient  grades  or  degrees, 
is  still  the  obvious  problem.  Upon  this  roent- 
genological finding,  and  associated  with  a 
checked  and  double-checked  exposure  to 
silica,  the  diagnosis  is  usually  made.  Due  to 
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the  fact  that  in  this  phase  of  the  process 
there  are  no  physical  signs  or  symptoms,  the 
diagnosis  rests  with  the  film  and  the  history 
of  exposure.  The  significance  of  this  finding 
rests  with  the  physician  who  understands 
the  problem. 

Various  dusts  produce  quite  distinctive 
roentgenological  changes.  Some,  such  as 
gypsum  and  cement,  and  possibly  others, 
have  created  no  changes  of  significance,  and 
nodular  fibrosis  in  these  cases  has  not  been 
encountered. 

Infections,  usually  tuberculosis,  present  a 
reasonably  characteristic  shadow  complex  as 
to  location  and  pattern,  and  are  more  fre- 
quently seen  in  the  advanced  stages  of  sili- 
cosis. Other  infections  do  occur,  as  in  all 
humans.  These  are  more  often  in  the  lower 
half  of  the  lung.  Serial  films  are  of  great 


value  in  recognizing  the  presence  of  infec- 
tion. 

Silicotuberculosis  appears  and  evolves 
quite  differently  than  has  been  our  experi- 
ence with  tuberculosis  in  the  nonsilicotic. 

Accumulative  roentgen  examinations  have 
revealed  a great  deal  of  information  on  the 
evolution  of  many  shadow  combinations 
which  are  already  familiar  to  us  all.  In  this 
respect  we  have  learned  to  anticipate  future 
developments  where  certain  conditions  exist. 
As  in  pulmonary  tuberculosis,  information 
is  being  acquired  as  to  the  behavior  of 
shadows  in  some  pathological  states  brought 
about  by  silica. 

Differential  diagnosis  of  nonsilicotic  states 
is  usually  not  difficult  when  all  data  is  eval- 
uated. The  roentgenogram  may  be  the  sole 
means  of  arriving  at  a final  conclusion. 


ALCOHOLIC  INTOXICATION:  ITS  DIAGNOSIS  AND  IMPLICATIONS 


Sydney  Selesnick,  Boston  ( Journal  A. 
M.  A.,  March  12,  1938),  points  out  that 
blood  appears  to  be  a medium  for  analysis 
offering  the  best  opportunity  for  giving  the 
alcoholic  suspect  as  fair  an  appraisal  of  his 
degree  of  alcoholism  as  is  possible,  in  that 

(1)  the  amount  of  “non-alcoholic”  oxidiz- 
able  material  in  the  blood  is  negligibly  small, 

(2)  the  blood  alcohol  concentration  al- 
ways reflects  the  degree  of  alcohol  saturation 
at  the  moment  the  sample  of  blood  is  ob- 
tained, 

(3)  unlike  other  fluids  of  the  body,  blood 
is  always  available  and 

(4)  its  extraction  does  not  necessitate 
the  active  participation  of  the  subject. 

It  is  becoming  more  and  more  obvious 
that  drunkenness  is  no  longer  to  be  con- 
sidered synonymous  with  alcoholic  intoxi- 
cation. Though  alcoholic  intoxication  is 
an  inseparable  component  of  drunkenness 
when  the  latter  exists,  it  is  to  be  considered, 
rather,  in  a biologic  sense.  Small  amounts 
of  alcohol  are  capable  of  causing  consider- 
able disturbance  with  those  activities  requir- 


ing rapid  integration  and  accurate  coordi- 
nation— without  producing  any  gross  signs 
that  might  lead  even  a competent  observer 
to  suspect  drunkenness. 

What  is  most  important  from  the  medico- 
legal aspect  is  elucidation  of  subclinical  in- 
toxication, says  the  J.A.M.A.  Subclinical 
intoxication — or  alcoholic  intoxication  in 
the  biologic  sense  without  any  gross  mani- 
festations of  drunkenness — can  produce  suf- 
ficient interference  with  psychomotor  activ- 
ity and  neuromuscular  coordination  to  render 
such  an  affected  individual  a potential  pub- 
lic menace. 

Blood  alcohol  determinations  can  detect 
these  degrees  of  alcoholic  intoxication  which 
ordinarily  escape  the  detection  of  competent 
physicians.  Criteria,  therefore,  must  be  es- 
tablished which  include  body  fluid  alcohol 
determinations  as  part  of  the  diagnostic 
armamentarium.  If  the  law  will  recognize 
the  importance  of  blood  alcohol  determina- 
tions in  accidents  having  medicolegal  as- 
pects, the  offending  individual  will  cease  to 
have  the  liberty  of  refusing  to  allow  the 
extraction  of  blood. 


DISTRICT  BRANCH  MEETINGS 


First — New  York  (New  York  Hospital) 

November  16 

Second— -Garden  City November  17 

T h ird — Cobleskill September  20 

Fourth — Amsterdam Sept.  30-Oct.  1 

Fifth — Oneida October  6 

Sixth — Elmira  September  27 


Seventh — Rochester September  22 

Eighth — Buffalo  (City  Hospital) 

October  4 

Secretaries’  Conference 

Albany  (De  Witt  Clinton  Hotel),  10:00  a.m. 

September  13 


Symposium:  Cardiovascular  Syphilis 

ADVANCED  CARDIOVASCULAR  SYPHILIS 
AND  ITS  MANAGEMENT 

George  F.  Hogan,  M.D.,  Brooklyn 


When  the  advanced  stages  and  com- 
plications of  early  cardiovascular  syphilis 
appear,  the  prognosis  is  judged  in 
months.  Of  course,  the  end  is  hastened 
by  the  lack  of  therapy,  but  it  must  be  re- 
membered that  the  advanced  condition  or 
end  result  has  been  a very  insidious 
process  extending  over  a period  of 
twenty  to  thirty  years.  Again,  there  are 
many  who  never  reach  the  advanced 
stages,  as  noted  occasionally  by  the 
pathologists.  The  weakest  spot  in  the 
prognosis  and  outlook  for  the  treatment 
of  cardiovascular  syphilis  is  the  myo- 
cardium and  the  coronary  circulation. 
The  root  of  the  aorta  is  usually  the  first 
area  to  be  involved,  the  process  of  in- 
flammation extending  upward  or  down- 
ward or  both.  All  degrees  of  involvement 
may  be  detected  in  the  advanced  stages. 
Stokes1  claims  that  from  the  pathologic 
physiology  of  syphilis,  it  is  difficult  to 
understand  how  the  heart  and  great  ves- 
sels can  ever  escape  involvement.  If  this 
be  true,  then  we  can  deduct  that  every 
luetic  possesses  a certain  amount  of 
cardiovascular  involvement  which,  of 
course,  is  impossible  to  recognize  in  the 
beginning.  In  the  course  of  time,  the 
manifestation  may  become  apparent  de- 
pending upon  the  inadequate  amount  of 
treatment  and  other  damaging  accom- 
paniments. In  the  study  of  adults  with 
syphilitic  cardiac  disease,  Maynard2 
comes  to  the  conclusion  that  the  involve- 
ment of  the  aorta  begins  soon  after  the 
chancre  has  appeared. 

Diagnosis 

All  branches  of  medicine  should  in- 
clude a Wassermann  test  on  every  patient 
regardless  of  the  sex,  age,  social  status 
or  previous  diagnosis.  Even  if  the 
Wassermann  is  negative,  look  for  the 
outstanding  signs  of  syphilis  such  as 


glandular  adenopathy,  enlarged  palpable 
spleen  and  liver,  sluggish  pupils,  and 
cutaneous  pigmentations.  The  Joint  Com- 
mittee on  Syphilis  and  Heart  Disease  of 
the  New  York  Tuberculosis  and  Health 
Association  strongly  recommend  that 
the  physician  should  impress  upon  the 
patient  with  syphilis  the  necessity  of 
keeping  under  periodical  medical  ob- 
servation throughout  life.  Every  six 
months  the  patient  should  have  a com- 
plete cardiovascular  examination  includ- 
ing an  x-ray  of  the  heart  during  the 
course  of  treatment.  Out  of  a total  of 
7,721  cardiac  patients,  from  nine  hospital 
dispensaries,  only  thirty-three  per  cent 
had  Wassermanns  taken  as  summarized 
by  the  Committee  of  Cardiac  Clinics  of 
the  New  York  Tuberculosis  and  Health 
Association.2  Of  the  2,394  Wassermanns, 
479  were  positive. 

167  were  diagnosed  Aortic  insufficiency 
107  were  Aortitis 
23  were  Aneurysm 

182  were  of  other  associated  Cardiac  involve- 
ments 

Every  syphilitic  clinic  should  have  con- 
stant access  to  the  X-ray  Department,  in- 
cluding fluoroscopy,  electrocardiograph 
study,  and  the  services  of  a good  tech- 
nician. There  is  a great  need  that  such  a 
diagnostic  clinic  be  established  for  pos- 
sible and  potential  cardiac  cases  which 
work  in  cooperation  with  all  syphilitic 
clinics  throughout  the  City.  Private  phy- 
sicians would  have  the  privilege  of  send- 
ing their  cases  for  cardiological  survey. 
A very  interesting  study  could  be  made 
from  our  clinic  material  approximating 
about  1,200  cardiacs  out  of  a total  of 
10,000  luetic  cases. 

Neurosyphilis  Associated  With 
Cardiovascular  Involvement 

The  cooperative  clinic  studies3  in  the 
treatment  of  syphilis  found  that  forty- 


Read  at  the  Clinical  Conference  of  the  Medical  Staff  of  the  Bureau  of  Social  Hygiene,  City  of 
New  York  Department  of  Health,  March  9,  1937 
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nine  per  cent  of  cardiac  luetics  had  spinal 
fluid  involvement,  but  upon  neurological 
examination,  it  was  found  that  fifty-four 
per  cent  of  the  cases  showed  evidences  of 
neurosyphilis.  Every  cardiovascular  lue- 
tic should  have  a routine  neurological  and 
spinal  fluid  examination  unless  age  or 
grave  illness  interferes.  Uncomplicated 
aortitis  showed  more  evidence  of  spinal 
fluid  involvement  than  in  the  later  stages 
of  cardiovascular  syphilis. 

Aneurysm 

Aneurysm  may  be  defined  as  saculated 
pockets  of  an  artery  due  to  fibrosis  and 
destruction  of  the  elastic  tissue  of  the 
vessel  wall  from  specific  inflammation  of 
the  vasa  vasorum.  Lancisi,  in  1724,  asso- 
ciated aneurysm  with  syphilis.  The  trans- 
verse arch  of  the  aorta  is  the  area  more 
commonly  involved,  which  in  fifteen  or 
twenty-five  years  after  infection,  an 
aneurysm  can  be  diagnosed  on  the  his- 
tory and  physical  findings,  positive  x-ray, 
and  fluoroscopic  findings.  As  the  con- 
dition progresses  to  a well-advanced 
phase,  a noticeable  pulsation  and  thrill 
appear,  there  is  a difference  in  the  blood 
pressure  in  both  arms,  an  inequality  of 
the  pupils  and  increasing  subjectively, 
severe  pains,  dyspnea,  cough,  and  hoarse- 
ness. The  final  stages  of  cardiac  failure 
appear  due  to  an  associated  and  com- 
plicating extension  of  the  process,  caus- 
ing a progressive  coronary  sclerosis, 
aortic  regurgitation,  and  myocarditis. 
The  differential  diagnosis  would  include 
mediastinal  tumor  of  Hodgkin’s  disease, 
lymphosarcoma,  and  substernal  goiter.  In 
aneurysm,  the  blood  Wassermann  is  posi- 
tive in  ninety  per  cent  and  the  spinal 
fluid  shows  sixty-four  per  cent  positive 
abnormalities.  It  is  four  times  as  fre- 
quent in  the  colored  male  as  in  the  white. 
The  results  of  treatment  in  cardiovas- 
cular syphilis  in  the  third  statistical  study 
reported  by  Paget  and  Moore,4  from 
the  Johns  Hopkins  Hospital,  show  that 
properly  directed  antisyphilitic  therapy 
will  afford  symptomatic  relief  in  ninety 
per  cent  of  the  cases  and  results  in  pro- 
longation of  life  in  two-thirds  of  the 
patients  suffering  with  aortic  regurgita- 
tion and  vascular  aortic  aneurysm.  The 
average  duration  of  life  after  detection 
of  an  aneurysm  who  had  inadequate 


treatment  was  thirty-seven  months,  which 
increased  to  seventy-five  months  with 
adequate  treatment.  Therapy  will  cause 
an  increase  in  the  margin  of  an  aneurys- 
mal sac  and  a decrease  in  the  density. 
Barnett  states  that  from  the  evidence  on 
hand,  it  cannot  be  demonstrated  that 
specific  treatment  has  any  effect  on  the 
course  or  duration  of  syphilitic  aortic 
insufficiency  or  aneursym.  He  claims  that 
there  is  a vast  difference  in  the  duration 
of  life  of  individual  patients  regardless 
of  treatment  which  does  not  necessarilv 
parallel  the  apparent  severity  of  the  lesion 
or  the  gravity  of  the  symptoms.  As 
pointed  out  by  Wile,3  the  indiscriminate 
use  of  arsphenamines  caused  a rapid 
healing  of  the  syphilitic  inflammatory  tis- 
sue in  the  aortic  wall,  resulting  in  the 
replacement  of  this  tissue  by  contracting 
scar  tissue.  Wright5  uses  bismuth  almost 
exclusively  in  the  treatment  of  cardio- 
vascular syphilis  with  no  ill-effects.  He 
cites  a case  where  the  aorta  decreased 
in  size  as  proven  by  x-ray  in  three 
month’s  time  by  the  use  of  an  oil  soluble 
bismuth  intramuscularly. 

Case  1.  Colored  man,  age  thirty-nine, 
whose  family  history  was  irrelevant.  He 
had  malaria  when  young,  but  denies  rheu- 
matism. 

Marital  history:  Married  twenty  years. 
Wife,  negative  Wassermann.  No  miscar- 
riages. 

Probable  duration  of  infection:  Eighteen 
years. 

Present  history:  Contracted  g.c.  in  1913 
and  eight  times  since.  Admits  chancre  in 
1915;  denies  secondaries.  Admitted  to  clinic 
September  21,  1933,  complaining  of  poor 
vision,  pains  across  the  chest,  especially  over 
the  heart  for  the  past  four  weeks.  Has  no 
cough,  dyspnea  or  hoarseness.  Complains 
of  occasional  vertigo  attacks.  Has  had  no 
previous  treatment. 

Physical  examination:  Heart — increased 
aortic  dullness;  A2  accentuated;  systolic 
murmur  at  the  aortic  area;  no  other  com- 
plications or  manifestations  noted. 

Blood  Wassermann  was  four  plus  on 
admission  (September  21,  1933)  and  has 
been  strongly  positive  up  to  the  present 
time.  Spinal  Wassermann  was  not  per- 
formed. 

Therapy:  From  September  21,  1933  to 
March  22,  1934,  he  received  twelve  bismuth 
salicylate  and  twelve  mercury.  Following 
this  course  of  the  heavy  metals,  he  received 
eight  injections  of  neosalvarsan.  He  was 
then  placed  on  a rest,  and  on  his  return,  an 
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Fig.  1.  September  13,  1934  (Case  1) 

appointment  was  made  for  x-ray  of  the 
chest. 

X-ray  report:  On  September  13,  1934, 

his  x-ray  cardiac  finding,  as  reported  by 
Drs.  Kaplan  and  Tar,  was  as  follows: 
“There  is  a gigantic  aneurysmal  dilatation 
of  the  ascending,  transverse  and  descending 
aorta.  Congestive  changes  present  through- 
out the  lung  field.”  (Fig.  1) 

Fluoroscopy : There  is  a definite  widen- 
ing of  the  superior  mediastinum  to  the  left 
which  is  due  to  a circular  opacity.  Under 
the  fluoroscope,  this  shadow  did  not  pul- 
sate. In  the  special  position,  it  could  not 
be  definitely  distinguished  from  the  aortic 
arch.  Pressure  deviation  of  the  trachea  is 
made  out  in  the  oblique  view.  A small 
nodular  area  at  the  right  base  is  present. 
The  rest  of  the  lungs  are  clear.  A saculated 
pressure  aneurysm  is  possible,  although 
gumma  would  be  the  most  likely  diagnosis. 

Further  therapy:  From  September  13, 
1934,  he  continued  with  courses  of  bismuth 
and  mercury  to  November  20,  1935  when  he 
received  eight  neosalvarsan.  Since  then 
he  has  been  receiving  courses  of  bismuth 
salicylate  only. 

Re-examinations:  In  January  1937  (Fig. 
2),  it  was  disclosed  that  the  findings  were 
practically  the  same  as  previously  noted, 
that  is,  a definite  enlargement  of  the  heart 
to  the  right  on  percussion,  increased  manu- 
brial  dullness,  the  presence  of  a soft  blow- 
ing systolic  murmur  at  the  aortic  area. 
The  patient  was  complaining  of  being 
hoarse.  On  March  2,  1937,  he  was  com- 
plaining of  palpatation  and  dyspnea  on 
slight  exertion;  there  was  no  evidence  of 
nocturnal  dyspnea  or  precordial  pain;  the 
heart  was  regular  and  of  fair  quality;  A2 


Fig.  2.  January  14,  1937  (Case  1) 

was  accentuated  and  increased  supracardiac 
dullness  especially  to  the  left.  Blood  pres- 
sure 150/80  in  the  left  arm;  150/74  in  the 
right  arm. 

Impression:  This  case  was  presented  as 
a typical  far-advanced  saculated  aneurysm 
of  the  aorta.  The  differential  diagnosis 
from  a mediastinal  tumor  or  gumma  may 
arouse  some  discussion.  The  fact  that  on 
the  last  examination,  the  heart  findings  were 
the  same  as  previously  noted,  shows  that 
signs  of  congestive  heart  failure  have  not 
appeared.  Life  can  possibly  be  prolonged 
for  another  two  or  three  years  with  careful 
supervision  and  measured  therapy.  The 
physical  examination  on  admission  did  not 
reveal  the  presence  of  such  a large 
aneurysm  as  only  a moderately  advanced 
aortitis  could  be  diagnosed.  Had  this  case 
received  one  of  the  arsphenamine  injections 
before  the  preliminary  course  of  heavy 
metals,  a fatality  may  have  resulted.  The 
advisability  of  taking  early  cardiac  x-rays  is 
significant. 

Aortic  Regurgitation 

This  is  the  gravest  cardiovascular 
complication  of  syphilis  where  an  aortitis 
is  always  present,  occasionally  an  an- 
eurysm and  commonly  complicated  by  a 
secondary  myocarditis  which  by  the  way 
is  actually  compensating,  but  producing 
all  the  signs  of  congestive  heart  failure. 
Occurring  twenty  to  thirty  years  after 
infection,  the  blood  Wassermann  is 
usually  eighty-five  per  cent  positive  and 
the  spinal  fluid  will  show  sixty-two  per 
cent  abnormal  findings.  It  is  twice  as 
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frequent  in  the  colored  male  as  in  the 
white.  Associated  damaging  accompani- 
ments may  be  present  to  intensify  the 
already  existing  condition.  The  appear- 
ance of  a diastolic  murmur  in  the  aortic 
area  must  be  accepted  as  evidence  of 
aortic  regurgitation.  If  a systolic  mur- 
mur is  marked  at  the  beginning,  a dia- 
stolic murmur  under  treatment  may  be 
expected  due  to  the  contraction  of  the 
healing  valve  flaps. 

Case  2.  V.  T.,  age  fifty-seven,  male, 
white,  had  always  been  in  fair  health 
with  no  history  of  rheumatism.  Family 
history  was  irrelevant. 

Marital  history : Married  thirty-nine 

years.  Wife’s  Wassermann  is  negative. 
Has  four  children.  No  miscarriages. 

Present  history : Admits  contracting 

g.c.  in  1900  and  chancre  on  the  penis  in 
1893.  Denies  secondaries.  Is  complaining 
of  pain  on  the  right  side  of  the  abdomen 
for  the  past  year.  Went  to  a private  physi- 
cian, when  a Wassermann  was  taken — 
found  to  be  four  plus.  He  also  complains 
of  headaches  and  dizziness.  No  precordial 
pain  or  dyspnea.  Was  treated  by  physician 
with  five  intravenous  injections — no  intra- 
muscular. Was  referred  to  this  clinic  for 
further  treatment. 

Physical  examination:  Heart  was  found 

to  be  markedly  enlarged  to  the  right  and 
left.  A loud  blowing  double  aortic  murmur 
was  present.  Marked  supraclavicular  and 
precordial  pulsations  noted.  The  left  radial 
pulse  was  fuller  in  volume  than  the  right. 
Capillary  pulsation  and  femoral  pistol  shot 
also  noted.  The  pupils  were  unequal,  fixed 
and  the  Romberg  was  quite  marked. 


Blood  Wassermann:  He  was  admitted  to 
the  clinic  on  November  29,  1934  with  a four 
plus  Wassermann  which  has  been  positive 
up  to  the  present  time. 

X-ray  report : On  December  8,  1934,  an 
x-ray  report  disclosed  “dilated  arch  of  the 
aorta” — left  ventricle  enlarged.  Lungs 
were  clear.  (Fig.  3.) 

Therapy : From  November  29,  1934,  he 
received  thirty-two  intramuscular  injections 
of  bismuth,  salicylate  and  thirteen  injec- 
tions of  mercury  salicylate,  up  to  the 
present  time. 

Spinal  Wassermann  on  April  11,  1935  was 
four  plus. 

Ophthalmological  examination  on  July 
15,  1935  disclosed  the  vision  as  2U/50  right 
eye  and*  20/40  left  eye,  not  improved  with 
glasses.  There  was  a temporal  pallor  of 
both  discs. 

Fluoroscopy  on  February  8,  1936  revealed 
slight  enlargement  and  pulsation  noted  in 
the  ascending  aorta.  Impression : Aneurysm 
of  the  ascending  aorta. 

Re-examination  (June  17,  1936)  : It 

was  found  that  he  was  complaining  of 
severe  pains  over  the  chest  and  abdomen 
with  headaches.  Presence  of  a double 
aortic  murmur  also  noted.  (September  23, 
1936)  He  was  complaining  of  pains  over  the 
body.  Heart  examined — same  signs  as  pre- 
viously noted.  Blood  pressure  140/30. 

(February  16,  1937)  He  was  complaining 
of  marked  palpatation  and  dyspnea  on  slight 
exertion.  No  precordial  pain  or  swelling 
of  ankles.  Blood  pressure  left  arm  160/58; 
right  arm  170/56.  The  heart  was  rapid, 
occasional  extra  systoles,  and  marked  supra- 
clavicular pulsations.  The  heart  is  en- 
larged to  the  left.  Double  loud  murmur 


Fig.  3.  December  6,  1934  (Case  2) 


Fig.  4.  March  3,  1937  (Case  2) 
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over  the  aortic  area.  Capillary  pulsation 
also  noted.  (Fig.  4.) 

Impression:  This  case  was  presented  as  a 
typical  case  of  luetic  aortic  regurgitation 
with  signs  of  approaching  cardiac  failure 
complicated  by  aortitis,  aneurysm  and  spinal 
fluid  involvement  with  definite  physical 
signs  of  a neurosyphilis.  It  may  be  of  in- 
terest to  note  that  three  years  have  elapsed 
since  the  time  of  detection.  Antiluetic  treat- 
ment has  been  given  in  the  interval. 

Therapy 

The  high  incidence  of  cardiovascular 
syphilis  is  a sad  commentary  on  the  in- 
adequacy of  the  treatment  of  early  syphi- 
lis as  claimed  by  Willins.6 

For  latent  syphilis  of  four  years  or 
more  in  duration,  the  cooperative  clinical 
group  recommends  the  plan  proposed  by 
Moore3  for  the  best  results  in  stopping 
progression.  It  requires  three  courses  of 
an  arsphenamine,  totaling  twenty-four 
injections,  alternating  with  three  courses 
of  bismuth  and  followed  by  a rest  period 
of  ten  weeks.  For  the  next  two  years, 
courses  of  bismuth  of  ten  injections 
should  be  given  with  rest  periods  of  ten 
weeks  in  the  interval.  A course  of  two 
of  Ihe  heavy  metals  should  always  pre- 
cede the  administration  of  arsphenamine, 
especially  where  a diastolic  murmur  is 
present,  also  in  aneurysm,  myocarditis  as 
disclosed  by  the  electrocardiogram  or  in 
coronary  disease  as  disclosed  by  the 
symptomology. 

While  the  late  manifestations  of  car- 
diovascular syphilis  have  been  gradually 
progressing,  nature  tries  to  produce  com- 
pensating adjustments. 

In  every  latent  case  of  syphilis  who 
applies  for  treatment  at  the  physician’s 
office,  let  it  be  understood  that  in  order 
to  avoid  unnecessary  risks  and  to  pro- 
long the  patient’s  life,  order  at  least  a 
three  months’  preliminary  therapy  with 
the  heavy  metals  before  any  of  the 
arsphenamine  are  administered.  This  wil 
avoid  a local  Herxheimer  reaction  or  a 
therapeutic  paradox.  During  this  inter- 
val, a complete  cardiological  survey  can 
be  carried  out.  When  a physician  ad- 
ministers a course  of  the  arsphenamine 
injections  to  a latent  syphilitic  for  the 
first  time  without  any  preliminary  heavy 
metal  therapy  or  even  knowing  what  the 
cardiological  survey  might  reveal,  he  may 
cause  what  is  known  as  a therapeutic 


shock  with  the  first  or  second  injection. 
This  may  be  compared  to  a Herxheimer 
reaction,  which  results  in  an  acute  edema 
in  a diseased  area  of  an  aortic  wall  with 
immediate  mechanical  weakening  of  its 
structure  and  rupture  within  twenty- 
four  to  forty-eight  hours  after  the  treat- 
ment. A few  fatalities  have  been  re- 
ported in  the  literature,  but  it  is  by  no 
means  uncommon.  Th£  same  condition 
can  and  will  occur  in  a more  gradual  de- 
gree, designated  by  Wile,3  as  a thera- 
peutic paradox.  The  inflamed  area  un- 
dergoes too  rapid  healing,  resulting  in 
fibrosis,  distortion,  and  contraction. 
When  the  time  comes  for  one  of  the 
arsphenamines  to  be  administered,  it  has 
been  found  that  life  has  been  prolonged 
with  small  arsenical  doses. 

On  latent  cases,  where  the  Wasser- 
mann  is  negative,  but  the  history  and 
physical  findings  indicate  the  presence  of 
syphilis,  we  have  found  better  results  in 
using  a half  grain  of  mercury  salicylate 
intramuscularly,  as  provocative  test  in- 
stead of  one  of  the  salvarsans. 

It  is  logical  to  deduct  that  as  all  luetic 
inflammatory  processes  throughout  the 
body  are  greatly  influenced  by  adequate 
antiluetic  therapy  which  stops  further 
progression,  this  in  turn,  produces  a 
marked  influence  on  the  prolongation  of 
life.  Death  is  not  caused  by  the  direct 
action  of  the  treponema  in  the  vast  ma- 
jority of  cases,  but  by  the  resulting  de- 
struction the  organism  will  produce  on 
the  vital  tissues  of  the  body  associated 
with  other  damaging  accompaniments. 
Regular  periods  of  adequate  antiluetic 
therapy  for  many  years  in  most  all  latent 
cases  will  offer  the  only  hope  of  destroy- 
ing the  treponema  in  their  vicious  cycle 
of  production,  but  intensive  adequate 
treatment  of  early  syphilis  will  prevent 
the  future  complications  of  either  partial 
or  total  disability. 

1 Nevins  St. 

References 

1.  Stokes,  J.  H. : Modern  Clinical  Syphilology, 

Chapter  XIX. 

2.  Survey  made  by  Committee  of  Cardiac  Clinics 
of  the  N.  Y.  Tuberculosis  and  Health  Association, 
Dr.  E.  P.  Maynard,  Chairman.  1937. 

3.  Cole  H.  N.,  Usilton  L.  J.,  Moore  J.  E.,  O’Leary 

P.  A.,  Stokes  J.  H.,  Nile  N.  J.,  Parran  Th.,  Jr., 
Vonderlehr  R.  A.:  Venereal  Disease  Information, 

17:91,  1936. 

4.  Padgetj  P.,  and  Moore,  J.  E. : American  Heart 
Jour.,  10:1017,  1935. 

5.  Wright  C.  S.:  Jour,  of  Chemo.  Vol.  12,  No.  1. 

6.  Willins  F.  W. : Jour.  Tennessee  State  Med. 
Assoc.,  27:494,  1934. 


EARLY  RECOGNITION  OF  CARDIOVASCULAR 

SYPHILIS 

Albert  Blau,  M.D.,  Brooklyn 


It  is  universally  recognized  today  that 
involvement  of  the  cardiovascular  system 
is  a frequent  and  serious  manifestation 
of  late  syphilis.  It  is  interesting  to  note, 
however,  that  this  recognition  did  not 
become  general  until  as  late  as  1903. 1 In 
the  sixteenth  century,  Pare,2  a French 
surgeon,  suspected  the  relationship  be- 
tween heart  disease  and  syphilis,  but 
thought  it  might  be  due  to  the  use  of 
mercury.  Morgagni,1  the  Italian  Patholo- 
gist, and  Lancisi,3  the  Italian  physician, 
noted  the  probable  relationship  between 
syphilis  and  aneurysm,  and  the  latter 
named  it  “Aneurysm  Gallicum.”  In  1788, 
John  Hunter1  stated  that  syphilis  did  not 
affect  the  viscera.  This  statement  is  said 
to  have  been  instrumental  in  influencing 
the  medical  profession  in  rejecting  syphi- 
lis as  a factor  in  aortic  disease.  There 
are  nevertheless,  many  other  isolated  in- 
stances1 in  the  eighteenth  and  nineteenth 
centuries,  of  pathologists  upholding 
syphilis  as  a cause  of  aortic  disease.  But 
in  general,  they  were  ignored  by  the  pro- 
fession at  large.  In  the  second  half  of 
the  nineteenth  century,  it  became  more 
of  a living  subject,  and  Ricord  in  France 
(1845),  Welch  in  England  (1874),  and 
Doehle  in  Germany  (1885)  described 
syphilitic  aortitis  accurately  as  dis- 
tinguished from  atheroma  of  the  aorta. 
This  was  referred  to  in  Germany  as  the 
Doehle-Hellersche  aortitis.  The  relation 
of  this  form  of  aortitis  to  syphilis  was  not 
fully  accepted  until  1903  at  a meeting  of 
the  German  Pathological  Society.  The 
finding  of  Spirochetes  in  the  wall  of  the 
aorta  in  1906  by  Reuter,  gave  final  proof 
of  the  existence  of  this  condition.  It  is, 
therefore,  scarcely  thirty-five  years  since 
cardiovascular  syphilis  as  an  entity  has 
been  universally  accepted,  and  it  is  not 
surprising  that  there  still  remain  prob- 
lems awaiting  solution. 

It  is  variously  estimated  that  syphilis 
causes  from  ten  to  twenty-five  per  cent 
of  all  heart  disease,  and  that  at  least 
forty  thousand  deaths  occur  yearly  in  this 
country  from  this  cause.4  At  autopsy 
fifty-five  to  ninety  per  cent  of  all  known 


luetics  show  some  evidence  of  aortic  in- 
volvement. If  Whartin’s5,6  criteria  are 
accepted,  the  figures  rise  to  eighty-six 
to  97.6  per  cent.  Bruusgaard  states  that  a 
third  of  all  deaths  due  to  syphilis  is  the 
result  of  heart  complications.  Clawson 
and  Bell8  and  also  Martland’s9  figures 
indicate  that  about  one-third  of  all  sudden 
deaths  due  to  heart  disease  is  of  syphilitic 
origin.  Reid10  states  that  3.5  per  cent 
of  all  autopsies  show  syphilitic  aortitis. 
The  male  sex  and  the  negro  race  are 
particularly  susceptible.  There  are  two 
to  three  times  as  many  cases  in  the  negro 
race.  Kaullin7  found  that  out  of  660  cases 
of  deaths  due  to  heart  disease  in  negroes, 
thirty-nine  per  cent  were  due  to  syphilis. 

We  can,  therefore,  conclude  that  the 
vast  majority  of  our  syphilitic  patients 
has  some  involvement  of  the  aorta, 
whether  we  can  demonstrate  this  clinically 
or  not.  As  a matter  of  fact  in  only  ten 
to  eighteen  per  cent  of  syphilitics  can 
involvement  of  the  heart  be  recognized 
clinically.  Some  more  recent  figures  are 
as  high  as  forty  per  cent.11  Many  cases, 
therefore,  never  reach  a clinical  level  and 
go  on  to  die  of  other  causes.  Many  do, 
however,  give  evidence  of  the  disease  and 
fail  of  recognition.  We  must,  for  these 
reasons,  consider  every  syphilitic  as  a 
possible  candidate  for  the  cardiac  clinic 
and  watch  for  this  complication  as  we  do 
in  the  younger  patient  who  has  had  some 
rheumatic  manifestation. 

Leaving  out  of  consideration  peripheral 
vascular  disease,  syphilis  of  the  cardio- 
vascular system  means  principally  syphi- 
lis of  the  aorta.  The  root  of  the  aorta  is 
the  favorite  site;  thence  it  spreads  back 
to  involve  the  aortic  valve  or  forward  to 
involve  other  parts  of  the  aorta.  The 
syphilitic  virus  is  spread  by  way  of  the 
blood  and  lymph  system  and  damage  to 
the  blood  vessel  is  the  essential  lesion 
in  syphilis.  It  is,  therefore,  not  surpris- 
ing that  the  vasa  vasorum  should  be  in- 
volved. It  is  a perivascular  infiltration 
of  lymphocytes  and  plasma  cells  about 
the  vasa  vasorum  in  the  adventitia  ending 
in  an  obliterated  endarteritis.  The  media 
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is  secondarily  and  characteristically  in- 
volved, leading  to  areas  of  necrosis  with 
production  of  new  blood  vessels.  The 
elastic  tissue  in  the  media  is  broken  up. 
The  intima  is  last  involved  undergoing 
proliferation.  The  root  of  the  aorta  is 
richest  in  vasa  vasorum  as  well  as  lympha- 
tics and  the  earliest  patch  is  said  to  be 
just  above  the  commissures.  The  entire 
process  finally  ends  in  sclerosis  with  the 
characteristic  white,  wrinkled,  deformed 
aorta.  No  fat  or  calcium  is  deposited 
unless  complicated  by  arteriosclerosis. 
The  mouths  of  the  coronary  arteries  are 
often  caught  in  this  inflammation  and  nar- 
rowed. One  vessel  may  be  entirely  shut 
off.  The  coronary  arteries  themselves 
are,  however,  not  involved  except  in  rare 
instances  where  aneurysm  of  the  coronary 
are  reported. 

Direct  involvement  of  the  myocardium 
by  interstitial  syphilitic  infiltration  has 
been  championed  by  Whartin5’ 6* 12* 13 
for  many  years.  He  demonstrated  spiral 
forms  in  many  of  these  lesions  which  he 
considered  specific.  These  were  readily 
accepted  by  Stokes,  but  have  been  ques- 
tioned by  others.  Saphir,14  Clawson  and 
Bell,8  Martland,9  and  others  have  failed 
to  demonstrate  Spirochetes,  areas  of  in- 
filtration, or  scars  that  could  not  be  ex- 
plained on  other  bases,  such  as  coronary 
disease,  and  they  state  that  these  foci  do 
not  differ  from  similar  lesions  found  in 
other  conditions.  Suffice  it  to  say  that 
the  tendency  today  is  to  minimize  the 
importance  of  direct  myocardial  involve- 
ment and  even  to  question  its  existence, 
except  as  a result  of  coronary  involvement 
or  aortic  insufficiency.  Gummata  of  the 
heart  vessels,  however,  have  been  re- 
ported on  rare  occasions.  The  heart 
itself  is  reported,  however,  to  be  enlarged 
somewhat  in  a simple  aortitis.  Clinically 
this  cannot  usually  be  made  out. 

In  leaving  the  subject  of  pathology, 
mention  must  also  be  made  of  the  evi- 
dence of  the  existence  of  a syphilitic  in- 
filtration of  the  mediastinal  and  peri- 
aortic tissue  as  a possible  primary  or  at 
least  important  factor  in  the  development 
of  an  aortic  disease.  The  improvement 
in  the  distinctness  of  outline  of  the  dis- 
eased aorta  in  the  x-ray  picture  after 
treatment,  has  been  attributed  to  the 
clearing  up  of  this  periaortic  infiltration. 

Involvement  of  the  mitral  valve  or 


tricuspid  valve  is  never  a syphilitic  lesion 
although  there  have  been  two  or  three 
instances  of  syphilitic  mitral  disease  re- 
ported. 

Aortic  stenosis  has  never  been  reported 
to  occur  in  syphilis  as  it  does  in  rheuma- 
tism and  arteriosclerosis. 

Involvement  of  the  pulmonary  arteries 
has  been  reported  but  is  a very  rare 
lesion.  Ayerza’s  disease,  an  arteritis  of 
the  smaller  pulmonary  arteries,  was 
originally  reported  in  South  America  as 
associated  with  syphilis  in  a large  per- 
centage of  cases.  It  is  today  doubted 
that  these  were  more  than  coincidental 
findings. 

By  the  time  the  diagnosis  of  syphilis  of 
the  aorta  is  made  clinically,  the  patient 
has  had  his  syphilis  for  from  ten  to 
twenty-five  years.  There  are,  of  course,  a 
number  of  reports  of  aortic  involvement 
in  the  first  year  and  even  of  a rup- 
tured aneurysm  before  the  first  year. 
These  cases  (Reid,10  Brooks,15-17  Whar- 
tin5, 6>  12>  13 ) are  rare,  however,  but 
become  more  frequent  after  the  fifth  year 
of  the  disease.  In  our  clinic  we  have  been 
unable  to  detect  a case  among  the  great 
many  during  the  past  several  years  de- 
spite an  interest  in  finding  a case  during 
the  first  year  of  the  disease. 

We  can  picture  the  Spirochete,  soon 
after  the  initial  lesion  has  become  estab- 
lished, travelling  through  the  perivascular 
lymph  spaces  and  landing  in  great  num- 
bers in  the  aortic  wall,  causing  lesions 
which  perhaps  heal  at  first  as  do  the  sec- 
ondary skin  lesion  without  destruction  of 
tissue,  except  in  the  so-called  occasional 
malignant  case.  The  latter  may  explain 
the  early  cases  referred  to  above.  Soon 
thereafter,  however,  and  perhaps  at  ir- 
regular intervals,  crops  of  miliary  gum- 
mata attack  the  aorta,  followed  by  scar- 
ring, ending  up  after  twenty  years  or  so 
in  the  scarred,  wrinkled,  distorted,  wid- 
ened, inelastic  aorta  so  distinctive. 

In  speaking  of  the  early  diagnosis  of 
cardiovascular  syphilis,  therefore,  it  would 
be  more  correct  to  state  that  the  disease 
cannot  be  recognized  early  by  clinical 
means,  but  can  only  be  inferred  from  our 
knowledge  of  autopsy  material.  By  the 
time  there  are  clinical  symptoms  and  signs 
irreparable  damage  has  already  taken 
place.  Therefore,  in  speaking  of  early 
recognition,  I refer  to  the  diagnosis  of 
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simple  syphilitic  aortitis  before  the  compli- 
cations of  aortic  insufficiency  or  aneurysm 
has  taken  place.  We  should  endeavor  to 
arrive  at  this  diagnosis7’ 18-25  in  the  hope 
that  these  ominous  complications  may  pos- 
sibly be  prevented. 

At  the  outset,  let  us  note  that  there 
is  an  authoritative  body  of  opinion,  that 
cautions  us  against  making  this  diagnosis 
too  readily  before  aortic  insufficiency  sets 
in.  However,  if  not  too  much  stress  is 
placed  on  any  one  symptom  or  sign,  but 
the  history,  the  symptoms,  the  signs,  and 
the  laboratory  data  are  given  due  con- 
sideration, a reliable  diagnosis  can  often 
be  arrived  at.  The  difficulty  lies  mainly 
in  the  fact  that  several  other  diseases  may 
give  a similar  clinical  picture.  These 
diseases  are  principally  rheumatic  heart 
disease,  hypertensive  heart  disease,  and 
arteriosclerosis.  There  are  a number  of 
other  diseases  occasionally  mentioned,  but 
are  uncommon  enough  to  justify  our  leav- 
ing them  out  of  consideration.  In  review- 
ing the  diagnosis  of  uncomplicated  syphi- 
litic aortitis,  the  three  conditions  just  men- 
tioned will  have  to  be  constantly  kept 
in  mind.  The  diagnosis  is  not  as  simple 
as  when  aortic  insufficiency  or  aneurysm 
is  present.  The  presumption  in  the  latter 
cases,  in  the  absence  of  a mitral  lesion,  is 
that  the  condition  is  due  to  syphilis. 

History 

The  average  patient  in  whom  a history 
can  be  obtained  has  acquired  his  syphilis 
between  the  ages  of  twenty  and  thirty 
and  will,  therefore,  first  give  evidence  of 
aortic  involvement  between  the  ages  of 
thirty-five  and  fifty.  The  rheumatic  pa- 
tient knows  about  his  heart  condition 
much  earlier  than  this,  and  the  patient 
with  atheroma  is  usually  much  older. 
Search  for  evidence  of  arteriosclerosis 
should  be  made,  a blood  pressure  taken, 
and  we  should  also  inquire  concerning  a 
previous  history  of  hypertension.  Rheu- 
matic heart  disease  is  usually  labelled  by 
a mitral  lesion  or  auricular  fibrillation.  It 
is  generally  agreed  that  syphilis  does  not 
play  a role  in  essential  hypertension18* 26 
although  it  is  not  unusual  to  find  the 
pressure  slightly  elevated  in  syphilitic 
aortic  disease.  Whartin5  found  more 
arteriosclerosis  in  syphilitics  than  in  non- 
syphilitics, but  this  is  not  generally  noted. 


We  can  conclude  from  these  facts  that 
in  the  case  of  a patient  below  the  age  of 
fifty  in  whom  we  would  not  expect  as 
a rule  enough  atheromatous  changes  to 
give  us  x-ray  or  clinical  evidence,  who 
has  no  history  or  manifestation  of  rheu- 
matic fever,  in  whom  there  is  no  hyper- 
tension, but  in  whom  there  is  definite 
evidence  of  aortitis,  that  this  aortitis  is 
most  likely  of  syphilitic  orgin.  A history 
of  syphilis  or  a positive  Wassermann  is 
confirmatory  evidence. 

It  should  be  kept  in  mind  that  only 
seventy  to  seventy-five  per  cent  of  cases  of 
cardiovascular  syphilis  show  a positive 
Wassermann.7* 27>  28  Repetition  of  the 
Wassermann  test,  use  of  the  provocative 
method  may  yield  a higher  percentage  of 
positives.  A spinal  tap  may  aid  in  the 
diagnosis  as  it  is  well-established  that 
forty  to  fifty- four  per  cent  of  cardio- 
vascular syphilitics  have  cerebrospinal 
syphilis  also.  The  value  of  the  thera- 
peutic test  as  an  aid  to  diagnosis  is  ques- 
tionable. We  must,  therefore,  be  pre- 
pared to  consider  syphilis  as  a cause  of 
aortitis  in  the  face  of  a negative  history 
and  a negative  Wassermann.  In  a pa- 
tient with  evidence  of  aortic  disease,  who, 
besides  syphilis,  also  has  one  of  the  three 
diseases  referred  to  above,  we  may  be 
unable  to  designate  the  cause  of  the  aorti- 
tis and  both  conditions  may  play  a part 
in  the  causation. 

It  has  been  stated  that  extensive  aortic 
involvement  may  be  present  without  signs 
or  symptoms.  Frequently  only  signs 
without  any  symptom  are  present,  or  there 
may  be  evidence  only  by  x-ray  of  markedly 
widened  aorta  or  even  aneurysm.  (Sev- 
eral such  cases  are  here  for  demonstration 
today). 

Symptoms 

The  most  frequent  symptom  is  short- 
ness of  breath.  The  patient  states  that 
the  hill  or  stairs  he  previously  walked 
with  ease  has  suddenly  begun  to  cause 
dyspnea.  Most  important  is  the  dyspnea 
when  it  comes  in  paroxysms,  especially  at 
night.  The  patient  is  suddenly  awakened 
at  night  anxious  and  panting  for  breath. 
This  lasts  three  to  fifteen  minutes,  leaves 
the  patient  exhausted  and  in  a profuse 
perspiration.  This  may  recur  at  varying 
intervals.  Goodrich29  states  that  this  is 
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pathognomonic  of  aortic  syphilis,  but  this 
is  not  generally  accepted'  and  it  is  safer 
to  say  that  this  symptom  occurs  more 
commonly  in  syphilitic  aortitis  than  in 
hypertension  or  arteriosclerosis.  It 
would  certainly  by  itself  not  justify  the 
diagnosis  of  syphilitic  aortitis.  It  is  rare 
in  rheumatic  heart  disease  and  some  have 
never  seen  it  in  this  condition.  Further- 
more, even  among  syphilitic  patients,  it 
is  encountered  in  only  a small  percentage 
of  cases. 

Pain  is  the  second  most  common  symp- 
tom. It  is  often  described  as  a burning 
or  tightness  beneath  the  sternum.  The 
pain  may  or  may  not  be  brought  on  by 
activity.  More  frequently  it  is.  Occa- 
sionally the  pain  may  be  paroxysmal  and 
accompany  the  paroxysmal  dyspnea  and 
then  has  the  same  significance.  It  may 
resemble  angina  pectoris  and  radiate  down 
the  left  arm.  Levine30  of  Boston  states 
that  he  has  never  seen  a case  of  angina 
pectoris  without  some  involvement  of  the 
coronary  artery.  He  also  states  that 
seven  per  cent  of  the  cases  of  angina  pec- 
toris in  his  experience  is  due  to  syphilis. 
It  will  be  recalled  that  the  coronary  ves- 
sels themselves  are  not  involved  in 
syphilis,  but  that  the  mouth  of  the  corona- 
ries are  often  caught  in  this  inflammation. 
Martland  in  a series  of  three  hundred 
sudden  deaths  due  to  heart  disease,  found 
one-third  due  to  syphilis,  and  about  one- 
sixth  of  these  showed  the  mouth  of  the 
coronary  involved  in  the  inflammation. 
Although  a narrowing  was  present,  there 
was  no  occlusion  and  it  was  difficult  to 
explain  the  cause  of  death.  He  sug- 
gested that  it  was  possibly  due  to  ventricu- 
lar fibrillation.  This  was  demonstrated 
in  a patient  of  Levine  who  died  during 
an  attack  of  angina  while  having  an 
electrocardiogram  taken.  It  showed  ven- 
tricular fibrillation.  On  the  other  hand, 
one  coronary  is  sometimes  found  entirely 
closed  in  a patient  who  in  life  showed  no 
symptom. 

Other  symptoms,  such  as  cough,  weak- 
ness, palpatation,  edema,  and  other  symp- 
toms and  signs  of  cardiac  embarrassment 
or  of  heart  failure  which  are  common  to 
all  forms  of  heart  disease,  occur  in  this 
condition,  but  are  not  of  any  differential 
diagnostic  value.  If,  however,  they  occur 
in  a young  individual  without  signs  of 
mitral  disease  and  without  hypertension, 


syphilis  should  be  considered  the  possible 
cause. 

Physical  Signs 

Increased  supracardiac  dullness  or  dull- 
ness to  the  right  of  the  upper  sternum 
points  to  a wide  aorta,  but  this  is  often 
difficult  to  make  out  by  percussion  and 
we  must  often  depend  on  the  x-ray  for 
confirmation. 

There  is  occasionally  a systolic  at  the 
apex,  the  origin  of  which  is  not  clear. 
More  frequently,  a rough  systolic  is  heard 
at  the  aortic  area — the  second  interspace 
to  the  right  of  the  sternum.  Of  more 
diagnostic  significance  is  the  character  of 
the  second  sound  heard  in  this  area.  It 
is  often  accentuated,  but  of  more  im- 
portance, is  its  character.  It  is  described 
as  tympanitic  or  bell-like  quality.  The 
terms  tambour,  hollow,  resonant  are  often 
used  to  describe  it.  This  character  is  said 
to  distinguish  it  from  the  accentuation 
heard  in  aortitis  of  nonsyphilitic  origin. 
Again  it  would  be  unjustifiable  to  make 
a diagnosis  of  syphilitic  aortitis  on  this 
sign  alone ; but  the  frequency  with  which 
this  is  heard  in  the  syphilitic  clinic  in  con- 
trast to  the  infrequency  in  a general  clinic 
makes  this  sign  when  properly  recognized 
of  some  importance. 

Episternal  pulsation  is  often  seen  or 
palpated,  and  pulsation  in  the  second  in- 
terspace is  spoken  of,  but  neither  does  this 
aid  in  the  differential  diagnosis. 

The  x-ray  and  fluoro scope3 1-34  are  per- 
haps the  greatest  single  aid  in  the  diag- 
nosis of  widening  of  the  aorta.  Yet  we 
must  keep  in  mind  that  even  with  marked 
involvement,  there  may  be  no  x-ray  evi- 
dence of  widening.  The  evidence  ob- 
tained from  this  source  should  be  corre- 
lated with  other  clinical  evidence  in 
arriving  at  a diagnosis  unless  a definite 
saculated  aneurysm  is  proven.  Bulging 
or  cone-shaped  shadow  of  the  first  part 
of  the  aorta,  increased  density  of  the 
shadow  with  hazy  borders,  high  dense 
prominent  flattened  aortic  knob,  increased 
expansile  pulsation  in  localized  areas,  es- 
pecially to  the  right,  irregular  or  general- 
ized dilatation — these  are  the  usual  find- 
ings. Various  methods  of  measuring  the 
size  of  the  aorta  in  the  anteroposterior 
and  left  oblique  position  have  been  de- 
vised to  ascertain  whether  the  aorta  is 
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dilated.  The  normal  aorta  varies  with  the 
height  of  the  diaphragm,  the  habitus,  and 
age  of  the  patient,  etc.  Many  roentgenolo- 
gists, taking  these  various  points  into  con- 
sideration, depend  upon  their  experience 
and  impression  rather  than  on  measure- 
ments. The  clinician  would  be  wise  to 
depend  on  a competent  x-ray  man’s  opin- 
ion and  use  this  information  in  conjunc- 
tion with  his  clinical  findings.  Occasion- 
ally the  report  of  an  enlarged  right 
auricle  may  point  to  mitral  disease  and 
rheumatism  and  thus  aid  in  the  differen- 
tial diagnosis. 

The  electrocardiogram  may  give  us  in- 
formation as  to  the  state  of  the  myocar- 
dium and  the  coronary  arteries  and  also 
the  arrhythmia,  but  is  not  of  any  aid  in 
the  differential  diagnosis. 

Aortic  stenosis,  mitral  disease,  and 
auricular  fibrillation  do  not  occur  in  syphi- 
lis and  may  help  in  the  differentiation. 
The  systolic  murmur  often  heard  at  the 
aortic  area  in  syphilitic  aortitis  is  not  due 
to  aortic  stenosis.  If  the  latter  diagnosis 
is  made,  rheumatism  or  arteriosclerosis  is 
the  likely  cause.  If  calcification  of  the 
aorta  or  the  aortic  cusps  is  reported,  an- 
other factor  than  syphilis  is  at  work. 

Of  all  the  major  causes  of  heart  disease, 
only  that  due  to  syphilis  is  at  present  pre- 
ventable. The  best  way  naturally  to  pre- 
vent syphilitic  heart  disease  is  to  prevent 
the  spread  of  syphilis.  To  what  extent  we 
can  prevent  cardiovascular  syphilis  after 
the  infection  has  already  materialized  by 
efficient  treatment  in  the  early  stages,  re- 
main to  be  more  satisfactorily  demon- 
strated. Such  prevention  has  been  dem- 
onstrated to  the  satisfaction  of  many 
syphilologists.  It  can  at  present  be  stated 
that  almost  none  of  our  cases  of  cardio- 
vascular syphilis  have  had  what  we  now 
consider  adequate  therapy.  A large  per- 
centage have  had  none. 

Treatment* 

We  have  not  quite  the  problem  in  the 
treatment  of  uncomplicated  syphilitic 
aortitis  that  we  have  in  the  case  of  aortic 
regurgitation  and  aneurysm.  There  is 
only  one  caution  that  must  be  emphasized 
and  that  is  to  beware  of  the  arsphenamines 
in  patients  with  coronary  disease.  The 


* References  7,  24,  27,  35-38. 


added  edema  of  a Herxheimer-like  reac- 
tion to  an  already  narrowed  coronary 
mouth  may  well  prove  fatal.  An  electro- 
cardiogram may  aid  in  this  respect.  In 
other  cases  of  definite  aortitis  of  luetic 
origin,  it  is  generally  now  recommended 
that  the  patient  receive  heavy  metals  and 
the  arsphenamine.  Because  of  a possible 
latent  coronary  disease,  it  is  recommended 
that  six  to  ten  weeks  of  bismuth  be  given 
together  with  iodide  to  be  followed  by 
small  doses  preferably  of  neoarsphena- 
mine  and  gradually  increasing  the  dose  if 
no  untoward  reaction  occurs.  Let  us  keep 
in  mind  that  the  damage  already  done  in 
the  form  of  scar  formation  cannot  be  un- 
done and  that  our  aims  are  only  two — 
namely,  relief  of  symptoms  and  the  pos- 
sible protection  of  the  aorta  from  further 
damage  with  the  development  of  the  more 
serious  complications — aortic  insufficiency 
and  aneurysm.  Whether  the  latter  is  pos- 
sible or  not,  I am  not  prepared  to  say,  but 
that  we  often  relieve  the  patient  of  symp- 
tom, and  that  promptly,  I am  convinced. 
Whether  this  latter  fact  can  be  used  as 
a therapeutic  test  is  worth  consideration 
and  further  investigation.  It  is  said  that 
hypertension  heart  disease  may  apparently 
be  relieved  by  antiluetic  treatment.  Oc- 
casionally we  see  patients  who  after  sev- 
eral weeks’  treatment  show  aggravation 
of  symptoms  and  additional  signs  that 
they  did  not  have  before.  This  is  the 
so-called  “therapeutic  paradox”  due  to 
the  healing  effect  of  treatment  with  the 
further  production  of  scar  tissue  and  re- 
sulting increased  deformity.  Of  course, 
if  a break  in  compensation  takes  place, 
patient  should  be  treated  as  in  a case  of 
any  other  form  of  heart  disease — bedrest, 
sedatives,  diuretics,  digitalis,  etc.,  as  indi- 
cated. 

In  closing,  I would  summarize  by  stat- 
ing that  every  luetic  should  have  his  heart 
investigated  for  possible  cardiovascular  in- 
volvement. This  should  include  x-ray  and 
fluoroscopy. 

An  attempt  should  be  made  to  diagnose 
the  condition  before  aortic  insufficiency 
or  aneurysm  sets  in. 

The  principle  points  of  evidence  are 
those  of  cardiac  embarrassment  and  pro- 
gressive heart  failure.  Substernal  pain 
and  paroxysmal  dyspnea  are  of  particular 
importance.  The  important  signs  are 
bell-like,  tympanitic,  accentuated,  second 
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aortic,  supracardiac  dullness,  confirmed 
by  x-ray  evidence  of  aortic  widening.  A 
combination  of  several  of  these  signs  of 
symptoms  in  a man  in  his  forties  or 
younger  who  has  not  or  never  has  had 
hypertension  and  gives  no  history  of 
rheumatic  infection,  and  in  whom  there 
is  no  evidence  of  mitral  disease,  should 
lead  us  to  entertain  the  diagnosis  of 
syphilitic  aortitis.  Other  evidence  of  syphi- 
lis is  confirmatory.  If  the  other  condi- 
tions are  present,  we  cannot  be  sure 
whether  syphilis  plays  a part  in  the  causa- 
tion or  not.  Do  not  rule  out  cardiovas- 


cular syphilis  because  the  Wassermann 
is  negative. 

Avoid  the  arsphenamines  where  there 
is  evidence  of  coronary  disease.  Avoid 
reaction.  Otherwise  in  uncomplicated 
aortitis,  give  continuous  treatment  over  a 
period  of  two  years,  commencing  with  a 
few  weeks  of  heavy  metal  and  iodides  and 
follow  with  carefully  graded  doses  of 
the  salvarsans,  to  relieve  symptoms  and 
with  the  hope  of  preventing  any  further 
damage. 

77  Linden  Blvd. 
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Discussion 


Dr.  Walter  Clarke,  New  York  City — 
Osier  referred  to  syphilis  as  the  “Great 
Killer”  and  “Captain  of  the  men  of  death.” 
This  distinction  of  this  highly  prevalent  dis- 
ease rests  mainly  on  the  fact  that  syphilis 
involves  the  cardiovascular  system  and  the 
central  nervous  system.  No  phase  of  syphil- 
ology  is  more  important  than  cardiovascular 
syphilis.  Of  all  those  who  died  under  the 
attack  of  the  Spirochete  pallida,  many  more 
died  because  of  damage  to  the  great  vessels 
and  the  heart  than  due  to  any  other  mani- 
festation of  this  disease.  No  other  phase  of 
syphilology  presents  more  difficult  problems 
of  diagnosis  and  of  treatment  than  does 
cardiovascular  syphilis.  It  is,  therefore,  well 
worth  while  for  us  to  spend  an  evening 
studying  the  clinical  picture  presented  by 
syphilis  of  the  circulatory  system  and  re- 
viewing our  knowledge  and  problems  relat- 
ing to  this  frequently  fatal  form  of  syphilis. 

Dr.  Lewis  A.  Conner.  New  York  City — 


It  is  a great  pleasure  for  me  to  be  present 
at  this  interesting  staff  meeting,  and  to 
realize  the  extraordinarily  good  work  that  is 
going  on  in  this  particular  field. 

I have  been  very  much  impressed  indeed 
with  the  two  papers.  My  discussion,  how- 
ever, will  be  directed  to  Dr.  Blau’s  paper 
because  I don’t  feel  qualified  to  discuss  the 
details  of  treatment.  Dr.  Blau  has  said  about 
all  there  is  to  say  on  diagnosis  so  clearly 
that  I can  do  little  more  than  merely  empha- 
size certain  points  that  he  brought  out.  I 
think  everyone  must  have  been  impressed, 
in  listening  to  his  comments  on  early  recog- 
nition of  cardiovascular  syphilis,  with  his 
conservatism  and  caution,  and  those  two 
qualities  are  things  we  have  to  hold  to,  in 
an  attempt  to  make  these  early  diagnoses. 
Everyone  knows  it  is  important  to  make 
an  early  diagnosis.  The  only  chance  of  be- 
ing of  any  material  help  is  in  getting  the 
cases  long  before  the  serious  complications 
have  made  their  appearance. 
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We  ought,  of  course,  to  consider  every 
late  syphilitic  as  a possible  cardiac,  because 
involvement  of  the  aorta  is  so  extremely 
common,  and  because  we  know  that  the  dis- 
ease process  goes  on  for  years  and  years 
without  giving  any  symptoms  whatever.  I 
think  it  is  a very  open  question  whether 
simple  luetic  aortitis,  without  aneurysm, 
without  involvement  of  the  sinuses  of  Val- 
salva, and  without  involvement  of  the  aortic 
valve,  ever  gives  any  symptoms.  When 
symptoms  begin,  we  have  usually  to  assume 
some  encroachment  upon  the  mouths  of  the 
coronary  arteries,  as  this  is  likely  to  be  the 
thing  that  first  gives  the  signs  of  cardiac 
embarrassment. 

Can  we,  for  such  early  diagnosis,  rely 
upon  physical  signs?  Can  we  rely  upon  the 
help  of  the  x-ray  examination  or  the  fluoro- 
scope  or  the  electrocardiogram?  I think  the 
latter  is  the  least  valuable  of  all.  The  elec- 
trocardiogram is  likely  to  show  nothing  that 
is  characteristic.  What  can  we  hope  to  get 
from  physical  examination? 

There  are  two  things  that  are  usually 
emphasized — one  is  the  widening  of  the 
supracardiac  dullness,  and  the  other  is  the 
so-called  characteristic  tambour  or  ringing 
second  aortic  sound.  Both  of  these  physical 
signs  are  of  some  value,  but  are  susceptible 
to  serious  misinterpretation.  You  all  know 
how  the  arch  of  the  aorta  runs — it  ascends 
slightly  to  the  right,  then  it  curves  from 
right  to  left  and  from  before  backward  to 
reach  the  left  side  of  the  vertebral  column, 
but  whether  it  extends  chiefly  from  the  right 
or  to  the  left,  or  chiefly  from  before  back- 
ward depends  upon  a number  of  things.  The 
arch  doesn’t  always  run  exactly  in  the  same 
direction.  If  you  have  a very  deep  chest  and 
the  course  of  the  arch  is  chiefly  backward, 
then  you  may  have  considerable  widening 
of  the  arch  itself  without  any  convincing 
widening  of  the  area  of  supracardiac  dull- 
ness. On  the  other  hand,  if  you  have  a very 
flat  chest,  you  may  often  with  a normal 
arch  get  an  area  of  dullness,  which  in  a dif- 
ferent shaped  chest,  would  be  quite  abnor- 
mal. All  of  this  has  to  be  taken  into  con- 
sideration before  reaching  any  conclusion. 
The  same  may  be  said  about  the  supposedly 
characteristic  second  aortic  sound.  That,  it 
seems  to  me,  is  a very  slender  diagnostic 
reed  on  which  to  lean.  One  has  first  to  rule 
out  hypertension,  and  even  then  there  are 
normal  variations  in  the  character  of  the 
sound  which  make  it  difficult  to  put  much 
diagnostic  weight  upon  it. 

Now  as  to  the  x-ray  diagnosis.  Is  it  safe 
to  rely  upon  a little  widening  of  the  supra- 
cardiac shadow  as  a diagnostic  point,  even 
if  there  be  no  hypertension?  If  the  indi- 
vidual is  in  the  fifties,  you  must  expect  the 


natural  elongation  of  the  aorta,  and  as  the 
aortic  arch  elongates,  it  has  to  bulge  both 
to  the  right  or  to  the  left,  so  that  some 
widening  of  the  arch  shadow  in  the  frontal 
position  is  practically  a normal  finding  un- 
der such  circumstances.  The  same  is  true 
even  at  younger  ages  if  the  body  is  short 
and  stocky  and  the  diaphragm  high. 

What  seems  to  me  of  most  importance  in 
the  x-ray  study  is  to  try  to  determine 
whether  there  is  actual  dilatation  of  the  aorta 
when  seen  in  profile.  I find  that  very  often, 
however,  I have  the  greatest  difficulty  in 
trying  to  decide  positively  whether  the 
widening  of  the  diameter  is  really  sufficient 
to  be  significant. 

So  far  then  as  the  early  diagnosis  is  con- 
cerned, I am  in  thorough  agreement  with 
what  Dr.  Blau  says.  One  has  to  take  into 
consideration  many  factors.  One  cannot 
trust  the  x-ray  report  alone  or  merely  the 
character  of  the  second  aortic  sound.  One 
has  to  take  everything  into  consideration.  I 
feel  that  with  all  the  need  for  an  early  diag- 
nosis of  syphilitic  aortitis,  we  still  often  have 
to  be  satisfied  with  the  probable  diagnosis 
only.  The  symptom  of  paroxysmal  dyspnea 
is  often  one  of  the  earliest  of  the  actual  symp- 
toms. When  we  begin  to  get  the  symptoms 
of  dyspnea  or  of  anginal  pain.  I think  we 
have  to  assume,  even  though  the  aortic  valve 
is  not  involved,  that  the  mouths  of  the 
coronary  arteries  are,  and  that  the  aortitis 
has  already  reached  an  advanced  stage.  After 
all,  what  is  of  most  importance  is  to  be  able 
to  establish  the  diagnosis  of  syphilis  and  to 
institute  thorough  treatment  at  the  earliest 
possible  moment ; for  we  know  that  if  twenty 
or  twenty-five  years  have  elapsed  since  the 
date  of  infection,  the  probability  is  very 
great  that  the  aorta  is  already  the  seat  of 
serious  damage. 


Dr.  Edwin  P.  Maynard,  Jr.,  Brooklyn — 
We  have  been  looking  for  syphilis  of  the 
myocardium  for  the  past  ten  years  and 
have  succeeded  in  finding  only  one  case. 
This  patient  had  a gumma  of  the  myocar- 
dium proven  at  postmortem.  Therefore,  in 
making  a diagnosis  of  syphilis  of  the  myo- 
cardium, one  must  be  very  cautious  because 
it  is  a rare  condition.  The  heart  in  uncom- 
plicated aortitis  does  not  enlarge.  If  widen- 
ing of  the  aorta  has  been  demonstrated  by 
x-ray  and  the  patient  has  syphilis,  the  en- 
largement of  the  heart  must  be  due  to  some 
other  lesion  than  the  aortitis  itself.  If  rheu- 
matic heart  disease,  hypertension,  and  ar- 
teriosclerosis have  been  excluded  as  possible 
causes  and  if  the  patient  has  no  evidence 
of  valvular  disease,  then  one  must  consider 
gumma  of  the  myocardium  as  a oossible 
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diagnosis.  If  in  addition  the  patient  has 
been  an  otherwise  healthy  individual  who 
unexpectedly  goes  into  progressive  heart 
failure  and  dies,  we  have  still  stronger  evi- 
dence for  this  diagnosis. 

Early  diagnosis  of  aortitis  is  the  goal  we 
have  been  striving  for  for  the  past  ten  years 
and  as  Dr.  Conner  has  wisely  brought  out, 
conservatism  and  caution  are  very  necessary. 
Nevertheless,  I think  it  is  interesting  and 
worthwhile  to  try  to  make  a clinical  diag- 
nosis earlier  than  has  been  done  in  the  past. 
There  are  certain  criteria  necessary  which 
Dr.  Blau  has  enumerated.  They  are  as  fol- 
lows: The  patient  must  have  proven  syphi- 
lis. All  other  diseases  that  might  enlarge 
the  heart  or  aorta  must  have  been  excluded, 
namely  rheumatic  fever,  chorea,  hyperten- 
sion, arteriosclerosis,  and  thyroid  disease. 
Having  done  so,  if  we  are  able  to  demon- 
state by  x-ray  and  fluoroscope  that  the  aortic 
loop  is  widened  and  if  in  addition  we  find 
certain  abnormal  physical  signs  such  as  a 
hollow  aortic  second  sound  or  a systolic 
murmur  at  the  aorta,  we  are  justified  in 
making  the  diagnosis  of  syphilitic  aortitis. 

We  have  had  a friendly  controversy  with 
Dr.  Joseph  L.  Moore  of  Johns  Hopkins  as 
to  the  relative  frequency  of  syphilitic  in- 
volvement of  the  cardiovascular  system.  The 
instance  varies  in  different  clinics  all  the 
way  from  ten  per  cent  in  a series  recorded 
by  Turner  to  forty-one  per  cent  reported  by 
us  in  a recent  study  from  the  Brooklyn  Hos- 
pital. We  know  that  the  pathologists  find 
syphilis  of  the  aorta  in  as  high  as  eighty 
per  cent  of  all  syphilitics  coming  to  post- 
mortem. It  seems  as  though  the  clinician 
should  do  better  than  ten  per  cent. 

Some  mention  has  been  made  of  percus- 
sion as  a means  of  determining  the  size  of 
the  heart  and  the  aorta.  I feel  very  strongly 
that  it  should  be  used  only  as  a rough  guide 
because  the  error  in  this  method  is  very 
great.  All  too  often  there  is  very  little 
correlation  between  the  size  of  the  heart 
as  obtained  by  percussion  and  that  obtained 
by  a teleoroentgenogram. 

When  it  comes  to  the  evaluation  of  any 
method  of  treatment,  we  must  be  very  cau- 
tious when  we  say  that  we  can  prolong  the 
life  of  a patient.  Oftentimes  our  results  de- 
pend upon  the  criteria  used  in  determining 
the  effect  of  treatment.  So  far,  in  our  study 


at  the  Brooklyn  Hospital  we  have  found 
that  those  patients  who  had  thorough  anti- 
luetic  treatment  lived  no  longer  after  the 
date  of  their  infection  with  syphilis  than 
did  those  patients  who  had  poor  antiluetic 
treatment.  Moore  dates  his  duration  of  life 
from  the  time  the  patient  began  treatment 
with  him  and  by  this  method  finds  that 
thorough  antiluetic  treatment  seems  to  pro- 
long the  life  of  his  patients. 

Suppose  a patient  comes  to  the  doctor  a 
year  and  a half  before  death.  That  patient 
will  receive  treatment  for  a year  and  a half 
only  and  will  be  classified  as  a patient  who 
received  inadequate  treatment.  Another  pa- 
tient who  as  a result  of  a periodic  health 
examination  discovered  that  he  had  syphilitic 
aortitis  comes  to  the  same  doctor  much 
earlier  in  the  natural  course  of  his  disease, 
perhaps  eight  or  ten  years  before  death.  Dur- 
ing that  time  the  doctor  has  an  opportunity 
to  give  the  patient  thorough  antiluetic  treat- 
ment. The  real  reason  that  the  patient  lived 
eight  or  ten  years  was  that  he  happened  to 
begin  his  medical  care  much  earlier  in  his 
disease.  It  is  obviously  unfair  to  attribute 
his  length  of  life  solely  to  the  greater  amount 
of  treatment  that  he  received.  When  one 
studies  the  effect  of  treatment  upon  the  dura- 
tion of  life,  one  must  limit  one’s  series  to 
those  patients  in  which  the  date  of  infection 
is  known.  I would  urge  you  therefore  to 
be  particular  to  get  down  the  date  of  infec- 
tion with  syphilis  whenever  possible.  If 
you  want  to  be  successful,  don’t  say  to  your 
patients  “Did  you  ever  have  a chancre?” 
This  form  of  question  invites  a denial  and 
he  will  probably  say  “No.”  Assume  that 
he  did  have  syphilis  and  say  to  him  “When 
did  you  have  your  chancre?”  In  all  proba- 
bility he  will  give  you  the  date  quite  freely. 

I do  not  want  it  to  appear  that  I think 
that  antiluetic  treatment  for  cardiovascular 
syphilis  is  useless.  I am  quite  sure  that  treat- 
ment in  many  instances  alleviates  symptoms. 
It  should  be  pursued  especially  in  large 
clinics  in  the  hope  that  newer  and  more 
effective  methods  will  be  found  to  arrest 
the  course  of  the  disease.  At  the  present 
time  our  greatest  effort  should  be  concen- 
trated upon  the  prevention  of  syphilis  itself 
and  upon  thorough  early  antiluetic  treat- 
ment in  the  hope  of  preventing  involvement 
of  the  cardiovascular  system. 


Mother : “Eat  your  spinach,  child.  Don’t 
you  know  it  puts  firm  white  teeth  in  your 
mouth  ?” 

Tommy:  “Then  why  don’t  you  feed  it  to 
grandpa?” — Goat  World. 


“So  you  went  to  a specialist  about  your 
indigestion.  Did  he  say  you  must  give  up 
something  ?” 

‘Wes,  ten  dollars.” — Butchers ’ Advocate 
and  The  Food  Merchant. 


SCIENTIFIC  GLANCE  AT  LYMPHOPATHIA  VENEREUM 


Harry  E.  Bacon,  M.D.,  F.A.C.S.,  Philadelphia , Pa. 

From  the  Departments  of  Proctology,  T emple  University  and  Graduate  Hospitals 


The  history  and  description  of  lympho- 
pathia  venereum  are  by  this  time  fairly 
familiar  to  medical  men,  due  to  the  in- 
creasing number  of  articles  which  are 
being  published  from  time  to  time  deal- 
ing with  this  general  subject.  More  pre- 
cisely, however,  the  efforts  of  those  who 
are  engaged  in  concentrated  research, 
whose  object  is  to  isolate  the  disease  as  to 
essence,  etiology,  and  histopathology  in 
order  to  evolve  a specific  treatment,  are 
less  well-known,  and  their  results  un- 
guessed. 

In  both  the  Americas  and  in  Europe, 
chiefly  France,  Germany,  and  England, 
and  even  in  the  Orient,  men  of  science,1 
some  of  whose  names  have  become  almost 
synonymous  with  lymphopathia  venerea, 
are  constantly  studying  and  experiment- 
ing, hoping  finally  to  produce  the  weapon 
which  will  cut  down  this  universal 
scourge.  For  that  it  is  universal,  and  not 
climatic,  was  one  of  the  first  points  to  be 
definitely  established,  as  reports  from 
various  physicians  appeared  and  were 
gathered  together  by  chronologists,  nota- 
bly Hellerstrom2  in  his  compact  history, 
which  appeared  in  1929.  In  this  city  alone 
(Philadelphia)  we  are  following  490 
cases,  which  we  believe  to  be  the  largest 
single  series  yet  published.3 

Guided  by  his  own  deep  interest  in  this 
subject,  the  author  has  chosen  for  brief 
discussion  three  points  of  particular 
appeal  to  the  inquiring  mind : 

1.  What  proof  is  there  that  this  affection 
is  a separate  and  distinct  entity? 

2.  What  supportive  evidence  can  be  at- 
tested as  to  the  histopathology? 

3.  What  attempts  have  been  made  to  eval- 
uate the  specificity  of  the  intracutaneous 
test  described  by  Wilhelm  Frei? 


gland  suspensions,  producing  a general- 
ized leptomeningitis  which  presented  his- 
tologic changes  similar  to  those  described 
by  Nicolas  and  Favre.5  Monkeys,  rabbits, 
guinea  pigs,  and  white  mice  are  used,  with 
the  macacus  rhesus  and  cynomolgus  the 
subjects  of  choice.  The  rabbit  is  the  least 
satisfactory,6  and  when  susceptible  is 
claimed  by  some7  to  be  not  mutually  re- 
sponsive to  virus  with  the  other  experi- 
mental animals.  All  are  agreed,  however, 
that  lymphopathia  venerea,  as  a separate 
disease  entity  with  distinctive  character- 
istics and  effects,  is  freely  and  inter- 
changeably transmissible  among  humans, 
among  certain  animals,  and  among 
humans  and  animals. 

Our  own  experimentations  on  animals,8 
which  are  comparatively  limited,  consisted 
mainly  in  the  injection  of  pus  obtained 
from  an  unopened  bubo  of  a patient  pre- 
senting clinical  manifestations  of  lympho- 
pathia venerea  and  a repeated  Frei  test. 
Twenty-four  white  mice  were  used.  Three 
mice,  representing  the  first  series,  were 
injected  intracerebrally  with  the  purulent 
material.  All  died  within  forty-eight 
hours.  Prior  to  death  the  animals 
became  quite  active  and  rushed  about  the 
cage,  banging  their  heads  and  bodies  as 
if  in  distress.  In  the  interim  of  attacks 
it  was  usual  for  the  mice  to  reel,  run, 
fall  over  to  one  side,  and  then  arise  with 
some  difficulty.  The  brains  of  these  were 
macerated,  diluted  with  salt  solution,  and 
injected  intracerebrally  into  a second 
series  of  three  white  mice.  These  died 
about  the  fourth  day.  A third,  fourth, 
fifth,  sixth,  seventh,  and  eighth  series 
were  treated  in  similar  manner,  but  it  was 
noted  that  the  interval  between  the  time 
of  injection  and  the  time  of  death  was 
definitely  increased  with  each  successive 
series.  Whereas  the  fifth  series  was  alive 
and  well  for  a period  of  two  weeks,  the 
last,  or  eighth,  series  is  still  alive — 
approximately  three  months.  It  is  of 
interest  to  note  that  material  from  the 
second,  third,  and  fourth  series  was  pre- 


The  first  question  is  answered  by  ani- 
mal experimentation,  which  is  being  car- 
ried out  on  a wide  scale.  The  first  suc- 
cessful animal  inoculations  were  made  by 
Hellerstrom  and  Wassen  in  1929.4  Usim* 
monkeys,  they  succeeded  in  transmitting 
the  disease  by  intracerebral  injection  of 
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Fig.  1.  Histologic  section  showing  area  of 
suppuration  surrounded  by  epithelioid  cells  ar- 
ranged in  palisade  formation. 

pared  according  to  Frei’s  technic  and  sub- 
sequently injected  intracutaneously  into 
several  patients  known  to  be  afflicted  with 
lymphopathia  venerea.  A positive  Frei 
reaction  was  obtained  in  each  instance. 

The  histologic  picture  is  conceded  by 
all  to  be  characteristic  and  by  some9,  10 
is  considered  pathognomonic.  Nicolas11 
states  that  the  histologic  picture  of  this 
disease  cannot  be  coun founded  with  that 
of  any  of  the  adenopathies  studied  thus 
far  — tuberculosis,  chancroidal  bubo, 
syphilis,  ordinary  infection,  or  neoplasms. 
Ordinarily,  a subacute  adenitis  is  shown 
by  edema  and  hyperplasia  of  lymphoid 
tissue.  Many  abscesses  are  present, 
around  the  periphery  of  which  is  noted  a 
zone  of  epithelioid  cells,  often  arranged 
in  palisade  formation  (Fig.  1,  2).  Cel- 
lular debris,  polymorphonuclear  leuko- 
cytes, and  monocytes  are  contained  within 
the  abscess  cavities.  Besides  the  multiple 
areas  of  suppuration,  the  glands  are  filled 
with  granulation  tissue  consisting  of  cells 
with  more  than  one  nucleus,  an  occasional 
giant  cell  of  the  Langerhans’  type,  numer- 
ous plasma  cells  and  fibroblasts.  It  has 
been  repeatedly  mentioned  that  the  giant 
cells  are  located  frequently  at  the  outer 


border  of  the  epithelioid  cells,  although  in 
our  studies  we  have  been  unable  to  con- 
firm this  routinely.12- 13  Engorgement  of 
the  blood  vessels  and  dilatation  of  the 
lymph  sinuses  are  seen. 

The  third  of  our  questions  has  been 
hotly  debated  in  Europe,  especially  by 
French  scientists.  Ravaut,  Lepine,  Leva- 
diti,  Flandin,  Turiaf,  Vigne,  Bonnet,  and 
numerous  others  are  in  constant  study 
and  communication  on  this  subject.  But 
while  there  is  difference  of  opinion,  the 
balance  of  present  belief  favors  specifi- 
city. The  existence  of  an  anergy  from 
one  cause  or  another  cannot  be  disre- 
garded. Of  twenty-eight  contemporaries 
whose  reports  the  author  gathered,14 
eighteen  reported  one  hundred  per  cent 
specificity,  and  five  a percentage  in  the 
nineties. 

Our  tests  for  the  acceptance  or  rejec- 
tion of  the  Frei  test  as  specific  included 
attempts  to  rule  out  still  further  such  dis- 
eases as  syphilis,  gonorrhea,  tuberculosis, 
and  ulcus  molle,  which  have  been  and  are 
still  considered  by  some  the  etiologic  fac- 
tors in  lymphopathia  venereum.15 


Fig.  2.  Low  power  section  of  rectal  stricture 
due  to  lymphopathia  venerea. 
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Table  I 

Cases  Negative  Positive 


Syphilis  97  71  26 

Gonorrhea  88  69  19 

Ulcus  molle  41  38  .3 

Tuberculosis  45  33  12 


In  the  case  of  tuberculosis  the  problem 
of  differentiation  is  quite  complex,  espe- 
cially when  tuberculin  is  in  question.  In 
a large  percentage  of  cases,  this  is  apt  Jo 
be  inert  or  there  is  considerable  chance 
of  falsely  interpreting  many  reactions  as 
positive.  The  new  standard  tuberculin 
termed  purified  protein  derivative 
(P.P.D.),  as  prepared  by  Seibert  and 
adopted  by  the  National  Tuberculosis 
Association,  is  considered  of  greater  value 
than  O.T.  in  that  it  is  free  from  salts  and 


nonspecific  proteins  and  its  potency  is 
reproducible.  As  shown  in  Table  I,  forty- 
five  patients  in  our  series  were  tested 
intradermally  with  P.P.D.  in  the  first 
dilution  (0.00002  Mg.).  Their  reactions 
were  read  and  measured  in  forty-eight 
hours.  The  second  dilution  (0.005  Mg.) 
was  injected  in  cases  that  were  negative 
to  the  first. 

That  the  Frei  test  is  specific,  we  feel 
sure;  that  it  has  not  always  proved  spe- 
cific cannot  be  denied.  The  solution  may 
lie  in  the  mode  of  preparation  of  the 
antigen,  in  a hyperallergy  or  an  anergy. 
or  in  the  theory  of  Coutts  and  Bianchi16 
that  there  are  two  types  of  virus  and 
therefore  two  types  of  antigen  should  be 
prepared. 

1527  W.  Giraro  Ave. 
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Encouraging  advances  in  the  treatment  of 
cancer  were  announced  at  the  annual  meet- 
ing of  the  Royal  Cancer  Hospital,  London, 
on  May  12.  Mr.  Cecil  Rowntree,  senior 
surgeon,  said:  “We  have  now  learned  the 
best  ways  of  dealing  with  the  widely  dif- 
ferent types  of  malignant  disease.  We  know 
now  which  are  the  kinds  of  cancer  best 
treated  purely  by  surgical  operation.  We 
know  that  in  other  forms,  such  as  cancer 
of  the  tongue,  the  mouth,  and  the  throat, 
we  can  confidently  expect  such  results  from 
radium  bomb  treatment  as  have  never  been 
equalled  or  indeed  approached  by  an  other 
form  of  therapy,  and  with  the  Schaoul  type 
of  x-ray  machine  we  are  constantly  and  con 
sistently  curing  such  diseases  as  cancer  of 
the  lip  and  face,  and  cancer  of  the  skin, 
with  such  certainty,  simplicity,  and  safety 
as  has  never  been  experienced  before.  In 
fact,  give  us  a case  of  cancer  in  any  of 
these  situations  in  a reasonably  early  stage, 
and  we  will  now  guarantee  its  complete  and 
speedy  disappearance.” 


The  annual  meeting  of  the  Seventh  Dis- 
trict Branch  of  the  Medical  Society  of  the 
State  of  New  York  will  be  held  at  the  Oak 
Hill  Country  Club  :in  Rochester  on  Septem- 
ber 22.  The  program  is  already  being 
arranged. 

Some  unique  features  will  be  inaugu- 
rated, including  the  much  talked-of  film 
“The  Birth  of  a Baby.”  The  afternoon 
session  will  take  the  form  of  luncheon- 
forums  where  such  topics  as  Sulfanilamide 
and  other  new  drugs,  Pneumonia,  Gastro- 
intestinal diseases  and  the  Feeding  of  In- 
fants and  Children  will  be  discussed  by  the 
question  and  answer  method.  The  outstand- 
ing attraction  of  the  meeting  will  be  an 
address  by  Dr.  Wm.  N.  Macartney  of  Fort 
Covington,  the  author  of  “Fifty  Years  a 
Country  Doctor,”  which  book  has  recently 
become  one  of  the  nation’s  “best  sellers.” 
The  Oak  Hill  Country  Club  is  an  ideal  place 
for  such  a meeting  where  several  hundred 
can  be  accommodated  and  a large  attendance 
is  expected. 


GRANULOSA  CELL  TUMOR  OF  THE  OVARY 


L.  H.  Meeker,  M.D.  and  S.  A.  Localio,  M.D.,  New  York  City 

From  the  Department  of  Pathology  and  Bacteriology , New  York  Post-Graduate  Medical 
School  and  Hospital,  Columbia  University 


A group  of  ovarian  tumors  capable  of 
producing  profound  effects  on  the  second- 
ary sex  characters  of  the  individual, 
has  been  recently  brought  to  our  atten- 
tion by  Robert  Meyer1  in  Germany  and 
Emil  Novak2"5  in  America.  The  most 
common,  and  perhaps  the  most  impor- 
tant neoplasm  in  this  group  is  the  gran- 
ulosa cell  tumor.  We  are  presenting  two 
such  cases,  and  will  endeavor  to  outline 
the  origin  (Chart  I)  and  physiology  of 
this  tumor  and  correlate  it  with  its  clini- 
cal manifestations. 

The  first  tumor  of  this  type  was  re- 
ported by  Rokitansky  in  1855 ; Von 
Werdt,6  in  1914,  designated  it  granulosa 
cell  carcinoma.  Although  many  tumors 
of  this  type  have  been  described,  confu- 


Fig. 1.  Solid  granuloma  cell  tumor  (Case  1). 


sion  existed  until  Meyer  presented  his 
theory  of  histogenesis  in  1929. 

At  present  there  are  about  200  prop- 
erly designated  cases  reported  in  the  lit- 
erature. A proper  understanding  of  the 
pathology  and  biologic  characteristics  of 
this  growth,  combined  with  resurvey  of 
old  material,  has  resurrected  many  cases 
formerly  classified  as  sarcoma,  carci- 
noma, or  endothelioma.  The  reported 
incidence  is  ten  to  fourteen  per  cent  of 
primary  malignant  ovarian  neoplasms. 

In  women  beyond  the  menopause  these 
tumors  produce  remarkable  effects.  The 
uterus  becomes  enlarged  and  pseudomen- 
strual  or  even  true  menstrual  bleeding 
supervenes.  The  bleeding  is  from  a 
hyperplastic  endometrium,  exhibiting  the 
typical  picture  of  long-continued  hyper- 
folliculinism.  (Case  2)  Other  symp- 
toms of  note  are  feeling  of  renewed 
youth,  swelling  of  breasts,  and  occasional 
galactorrhea. 

These  tumors  vary  in  size  from  a few 
mm.  to  many  cm.  (Case  1 and  2),  they 
may  be  smooth  or  tabulated,  cystic  or 
solid,  and  are  often  light  yellow  brown 
in  color.  The  extreme  variability  of  the 
microscopic  architecture  has  caused  con- 
fusion. Novak4  states  that  this  “extreme 
variability  by  different  and  by  one  and 
the  same  tumor  in  different  parts,  makes 
it  important  to  study  numerous  blocks.” 


Chart  I — Schema  of  Histogenesis  of  Granu- 
losa CELL  AND  OTHER  RELATED  OVARIAN  TUMORS 
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Fig.  2.  Cylindromatous  granulosa  cell  tumor. 
Low  power.  (Case  1). 

In  one  variety  the  granulosa  cells  are 
clumped  around  a central  lumen  and  re- 
semble primordial  follicles.  The  Call- 
Exner  bodies,  granulosa  cells  about  an 
area  of  liquefaction,  are  characteristic  of 
this  type.  The  cells  themselves  are  small, 
round  to  polyhedral,  and  resemble  nor- 
mal follicular  cells.  This  variety  has 
often  been  miscalled  “adenocarcinoma.” 
The  second,  or  cylindramatous  type,  con- 
sists of  cylindric  masses  of  granulosa 
cells  divided  by  hyalinized  connective  tis- 
sue trabeculae,  sometimes  likened  to  wa- 
tered silk.  These  have  been  reported  as 
cylindroma,  endothelioma,  and  adenocar- 
cinoma. A third  variety  in  Novak’s 
classification,  the  diffuse  type,  shows 
transitions  between  the  folliculoid  and 
cylindroid  patterns.  Finally  there  is  the 
sarcomatous  type  which  eludes  diagnosis 
unless  an  area  similar  to  one  of  the  other 
varieties  can  be  distinguished. 

The  degree  of  malignancy  is  in  most 
instances  low  (Case  2)  and  recurrences 
exceptional.  Novak4  prefers  to  speak  of 
them,  therefore,  as  granulosa  cell  ade- 


nomas ; however,  five  to  ten  percent4  of 
the  reported  cases  are  distinctly  malig- 
nant and  recur. 

Case  Reports 

Case  1.  A white  female,  twenty-two 
years  old,  was  operated  in  1932  for  intes- 
tinal obstruction.  At  operation  the  pelvis 
was  entirely  negative.  The  second  admis- 
sion was  in  August  1936,  for  menorrhagia 
and  metrorrhagia  of  four  months’  duration. 
Examination  under  anesthesia  revealed  no 
pelvic  pathology.  Curettage  showed  mod- 
erate endometrial  hyperplasia  and  an  exces- 
sive folliculin  reaction.  Bleeding  recurred 
three  months  later  and  continued  for  one 
month  thereafter.  Pelvic  examination  re- 
vealed a firm-rounded  mass  thought  to  be 
a fibroid  of  the  uterus.  Histologically  the 
endometrium  was  similar  to  that  of  the 
previous  curettage  and  at  laparotomy  a 


Fig.  3.  Hyperplasia  of  endometrium  (Case  2). 
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Fig.  4.  Cystic  granulosa  cell  tumor.  (Case  2) 


solid,  yellow-brown,  encapsulated  ovarian 
tumor,  eight  by  seven  by  five  cm.  was  found 
(Fig.  1).  Microscopically  the  tumor  con- 
sisted of  cylindromatous  masses  of  small 
round  to  polyhedral  cells  with  large  dark- 
staining  to  vesicular  nuclei,  suggesting  folli- 
cular epithelium.  Typical  Call-Exner 
bodies  were  present  (Fig.  2).  The  patient, 
now  in  her  fourth  postoperative  month,  has 
had  no  recurrence  of  symptoms. 

Case  2.  A seventy-year-old  white  fe- 
male noticed  uterine  bleeding  fourteen 
years  after  menopause  and  six  months  prior 
to  admission.  This  occurred  each  month 
and  the  bleeding  lasted  three  to  four  days. 
The  last  episode  persisted  for  eight  days. 
Carcinoma  of  the  uterus  was  suspected  but 
curettage  revealed  hyperplasia  of  the  endo- 
metrium (Fig.  3).  The  patient  remained 
well  for  a short  time,  then  bleeding  was 
re-established.  An  exploratory  operation 
was  performed  and  a fibroid  uterus  and  an 
ovarian  cyst  were  removed.  The  partially 
cystic,  encapsulated  yellow-brown  ovarian 
tumor,  13  by  7.5  by  5 cm.  (Fig.  4)  micro- 
scopically presented  a follicular  pattern, 
with  single  circles  of  granulosa  cells  about 
small  clear  areas,  which  presumably  con- 
tain the  follicular  hormone  (Fig.  5).  The 
patient,  now  in  her  fifth  postoperative  year, 
has  had  no  return  of  symptoms. 

Summary 

The  preoperative  diagnosis  was  a dif- 


Fig.  5.  Folliculoid  granulosa  cell  tumor.  Low 
power.  (Case  2) 


ficult  task  in  the  first  case,  since  during 
active  sex  life  interpretation  of  ovarian 
hormonal  dysfunction  is  complex.  She 
does,  however,  illustrate  hyper-folliculin- 
ism  as  manifest  by  prolonged  bleeding 
from  an  endometrical  hyperplasia. 

The  second  patient  presents  an  easier 
diagnostic  problem.  Study  of  similar 
cases  has  shown  that  in  a patient  beyond 
menopause,  who  exhibits  menstrual  or 
pseudomenstrual  bleeding,  and  in  whom 
curettage  rules  out  carcinoma,  granulosa 
cell  tumor  should  be  suspected.  If  the 
endometrium  shows  a true  hyperplasia 
and  an  ovarian  tumor  is  palpable  the  di- 
agnosis is  then  certain. 

N.  Y.  Post-Graduate  Med.  School 
(Columbia  Univ.) 
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The  only  person  to  whom  a Doctor  can  Doctor  is  his  wife.  That  is  why  practically 

say  exactly  what  he  thinks  about  another  all  Doctors  are  married. — Joyce  Dennis. 


COMBINED  NASAL  RECONSTRUCTION 
AND  SUBMUCOUS  RESECTION 


Joseph  A.  Tamerin,  M.D.,  New  York  City 
Adjunct  Plastic  Surgeon , Jewish  Hospital,  Brooklyn 


Deviations  of  the  nasal  septum  and  ex- 
ternal deformities  of  the  nose  frequently 
are  associated  in  the  same  individual. 
Both  deformities  are  usually  traumatic  in 
origin,  which  explains  their  coexistence.1 

Deviations  of  the  nasal  septum,  if  suf- 
ficiently marked,  interfere  with  respira- 
tion and  must  be  surgically  corrected  to 
restore  normal  intranasal  function.  The 
usual  operation  for  the  correction  of 
septal  deviations  is  the  so-called  submu- 
cous resection. 

External  deformities  of  the  nose  are 
generally  corrected  purely  for  cosmetic 
reasons.  The  surgical  correction  of  choice 
is  some  type  of  intranasal  rhinoplasty. 

The  purpose  of  this  paper  is  to  show 
the  interdependence  of  the  submucous  re- 
section and  nasal  reconstruction.  On  the 
one  hand,  there  are  distinct  advantages  in 
the  combination  of  these  procedures  at 
the  same  operation.  On  the  other  hand, 
there  is  a penalty  that  the  patient  may 
have  to  pay  for  the  surgeon’s  failure  to 
recognize  and  appreciate  this  relationship. 

There  are  three  main  advantages  that 


the  combination  of  the  submucous  resec- 
tion and  nasal  reconstruction  offers  the 
patient : 

1.  A more  satisfactory  correction  of  cer- 
tain types  of  deviated  septa  can  be  obtained 
than  is  possible  by  the  performance  of  a 
submucous  resection  alone. 

2.  Valuable  transplant  material  may  be 
obtained  from  the  submucous  resection  that 
can  be  employed  in  the  reconstruction  of 
saddle  deformities  of  the  nose. 

3.  The  patient  is  saved  the  anxiety,  ex- 
pense, and  inconvenience  of  an  additional 
operation. 

The  penalty  that  the  patient  may  have 
to  pay  for  the  surgeon’s  failure  to  recog- 
nize this  aforementioned  relationship  is 
that  although  the  patient  may  have  excel- 
lent intranasal  function  as  the  result  of 
the  submucous  resection,  he  may  be  con- 
demned to  the  acceptance  of  his  deformed 
nose.  The  submucous  resection  may  have 
been  done  in  such  a fashion  that  the  sub- 
sequent performance  of  a nasal  recon- 
struction would  be  dangerous  and  might 
be  attended  by  a collapse  of  the  nose. 


Fig.  1.  Submucous  resec- 
tion in  nose  of  normal  ex- 
ternal appearance. 

A.  Amount  of  cartilage  that 
can  be  removed  leaving  ade- 
quate framework  to  support 
external  nose. 

B.  Submucous  resection  in 
' which  too  much  cartilage  had 

been  removed  dorsally.  This 
would  be  in  constant  danger 
of  breaking  at  thinnest  point 
and  resulting  in  saddle  nose. 

C.  Submucous  resection  in 
which  too  much  cartilage  had 
been  removed  anteriorly.  This 
would  be  in  constant  danger 
of  breaking  at  thinnest  point 
and  resulting  in  drooping  of 
tip  of  nose. 
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Fig.  2.  Elongation  and 
drooping  of  nasal  tip  fol- 
lowing submucous  resection 
in  which  too  much  of  an- 
terior end  of  septum  had  been 
resected. — After  nasal  recon- 
struction. 


The  technical  considerations  which  bear 
out  this  statement  can  best  be  shown  by 
a study  of  the  general  principles  under- 
lying the  submucous  resection  and  the 
more  common  types  of  corrective  rhino- 
plastic  procedures. 

General  Principles  of  Submucous  Re- 
section for  Correction  of  Deviations 
of  the  Nasal  Septum 

The  rational  of  the  submucous  resection 
is  the  separation  of  the  mucoperichon- 
dreum  overlying  the  nasal  septum  and  the 
removal  of  the  denuded  obstructing  bone 
and  cartilage.  This  separation  is  com- 
pleted on  both  sides  of  the  septum  in  the 
region  of  the  obstruction.  Then  a window 
of  cartilage  and  bone  is  removed  leaving 
a framework  of  cartilage  to  support  the 
bridge  and  the  tip  of  the  nose  (Fig.  1-A). 
The  mucoperichondreal  flaps  are  then  al- 
lowed to  fall  back  into  place  and  are  held 

Fig.  3-A.  Amount  of  septal 
cartilage  to  be  removed  in 
correction  of  nasal  hump. 

Note  that  submucous  resec- 
tion indicated  while  conserva- 
tive for  hump  nose  would 
leave  an  inadequate  dorsal 
bridge  if  nasal  hump  were 
to  be  removed.  Thus,  if 
this  case  had  had  submucous 
resection  as  indicated  prior 
to  nasal  reconstruction,  sub- 
sequent removal  of  nasal 
hump  would  leave  too  thin 
a . dorsal  bridge  and  nose 
might  collapse. 

B.  Amount  of  cartilage  to 
be  excised  from  anterior  end 
of  septum  in  shortening  of 
elongated  nasal  tip.  Note 


in  approximation  by  some  type  of  intra- 
nasal packing. 

If  not  enough  of  the  obstructing  car- 
tilage is  removed  in  this  fashion,  the 
functional  deformity  will  not  be  corrected. 

On  the  other  hand,  if  too  much  car- 
tilage is  removed,  the  remaining  frame- 
work of  cartilage  may  be  inadequate  for 
the  support  of  the  external  nose  and  one 
of  two  deformities  may  result : First,  a 
saddle  deformity  of  the  lower  half  of  the 
nose;  second,  a drooping  of  the  tip  of  the 
nose. 

A saddle  deformity  results  when  too 
little  cartilage  is  left  to  support  the  bridge 
of  the  nose  (Fig.  1-B). 

A drooping  of  the  tip  of  the  nose  re- 
sults when  either  the  anterior  bridge  of 
cartilage  is  too  thin,  or,  as  is  sometimes 
done,  the  submucous  resection  is  begun 
at  the  anterior  margin  of  the  septum  leav- 
ing no  support  to  the  tip  of  the  nose 

(Fig.  2). 
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Fig.  4.  Hump  nose.  Be- 
fore and  after  nasal  recon- 
struction and  submucous  re- 
section. 


Fig.  5.  Elongated  nasal 
tip.  Before  and  after  cor- 
rection. 


Fig.  6.  Saddle  nose.  Sep- 
tal cartilage  from  submucous 
resection  was  used  as  trans- 
plant to  fill  in  depression  of 
bridge. 
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Fig.  7.  Fracture  deviation 
of  nose.  Correction  by  com- 
bined submucous  resection 
and  nasal  reconstruction. 
There  was  deviation  high  in 
dorsum  of  septum  excised  in 
removal  of  hump.  This  devi- 


General  Principles  of  Nasal 
Reconstruction 

Most  plastic  surgeons  agree  that  some 
modification  of  Joseph’s  intranasal  tech- 
nic is  the  operation  of  choice  for  the  cor- 
rection of  nasal  deformities.2 

The  principle  of  this  operation  is  the 
separation  of  the  skin  of  the  nose  by 
intranasal  incisions  from  the  bony  and 
cartilaginous  framework.  The  framework 
of  the  nose  is  then  either  reduced  to  a 
new  level  or  built  up  by  the  insertion  of 
a suitable  transplant.  The  skin  is  then 
allowed  to  shape  itself  to  the  modified 
framework. 

In  the  reduction  of  the  profile,  includ- 
ing the  removal  of  a hump  or  the  general 
lowering  of  a prominent  bridge,  the  nasal 
bones,  the  upper  lateral  cartilages,  and  a 
section  of  the  dorsum  of  the  nasal  septum 
is  removed  (Fig.  3-A). 

The  amount  of  tissue  removed  from 
the  dorsum  of  the  septum  will  obviously 
depend  upon  the  desired  profile  line. 

In  shortening  an  elongated  nasal  tip,  a 
triangular-shaped  piece  of  cartilage  and 
overlying  mucous  membrane  is  excised 
from  the  anterior  end  of  the  septal  car- 
tilage. The  amount  removed  in  this  step 
will  depend  upon  the  amount  of  shorten- 
ing desired  (Fig.  4 and  5). 

Interrelationship  of  Submucous  Re- 
section and  Corrective  Rhinoplasty 

In  the  description  of  the  general  prin- 
ciples of  the  submucous  resection,  empha- 
sis was  placed  upon  the  necessity  of  leav- 


ing an  adequate  bridge  to  support  the 
dorsum  and  the  tip  of  the  nose.  If  this 
precaution  is  not  observed,  two  deformi- 
ties— saddle  of  the  dorsum  and  a drooping 
of  the  tip  of  the  nose — may  result.  These 
deformities  are,  fortunately,  avoided  by 
most  competent  rhinologists. 

If  the  surgeon,  however,  fails  to  con- 
sider the  possibility  of  the  correction  of 
an  associated  nasal  deformity,  he  may 
remove  so  much  cartilage  both  dorsally 
and  anteriorly,  that,  although  the  remain- 
ing framework  of  cartilage  is  adequate 
for  the  support  of  the  deformed  nose,  it 
would  be  insufficient  if  the  dorsum  of  the 
nose  were  to  be  lowered  or  the  anterior 
end  of  the  septum  shortened,  as  is  done 
in  a nasal  reconstruction. 

Thus,  the  patient  may,  without  his 
knowledge  and  volition  be  deprived  of 
the  privilege  of  a subsequent  rhinoplasty. 

The  advantages  to  the  patient  by  the 
combination  of  a rhinoplastic  operation 
and  a submucous  resection  are  obvious. 

First:  The  aforementioned  eventuality 
would  never  occur.  The  nose  is  first  re- 
duced to  the  desired  size  and  then  a 
submucous  resection  is  performed  using 
the  new  level  of  the  bridge  as  a guide  to 
how  much  to  remove  dorsally,  and  the 
shortened  anterior  end  of  the  septum  as 
a guide  to  how  much  to  remove  anteriorly. 
Thus,  the  patient  obtains  cosmetic  cor- 
rection of  his  deformed  nose  and  func- 
tional intranasal  restoration  (Fig.  4 and 
5).  Performed  in  this  fashion  there  need 
be  no  fear  for  the  collapse  of  the  bridge 
or  the  tip  of  the  nose. 
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ation  could  not  have  been 
corrected  by  submucous  re- 
section since  excision  would 
have  entailed  removal  of  too 
much  of  dorsal  bridge  of 
nose. 


Second:  In  nasal  deformities  charac- 
terized by  a saddle  of  the  bridge  of  the 
nose,  the  excised  portion  of  the  septal 
cartilage  removed  in  the  submucous  re- 
section may  be  used  as  a transplant  to 
fill  in  the  depression  (Fig.  6).  The  use 
of  an  autogenous  transplant  such  as  this 
obviates  the  necessity  for  the  excision  of 
costal  or  ear  cartilage  or  the  use  of  ivory. 

Third:  There  are  deviations  of  the 
septum  extending  high  into  the  vault  of 
the  nose  which  are  not  correctible  by  the 
usual  submucous  resection  since  the  de- 
viation would  be  in  the  dorsal  bridge  of 
the  septum  necessary  for  the  support  of 
the  nose.  In  this  type  of  case,  a rhino- 
plastic  operation  that  would  require  the 
removal  of  a section  of  the  dorsum  of 
the  bridge  might  include  this  high  devia- 


tion of  the  septum  and  thus  be  a valuable 
adjunct  in  the  removal  of  intranasal  ob- 
struction (Fig.  7). 

Deflections  or  dislocations  of  the  an- 
terior end  of  the  septum  could  be  excised 
in  shortening  the  tip  of  the  nose.  After 
this  shortening  had  been  accomplished, 
the  submucous  resection  could  be  per- 
formed for  the  relief  of  the  posterior 
obstruction. 

Finally,  the  patient  is  saved  the  ex- 
pense and  inconvenience  of  an  extra  op- 
eration, if  both  operations  are  performed 
at  the  same  time. 

265  Central  Park  West 
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BIRTH  OF  SIX  PAIRS  OF  FRATERNAL  TWINS  TO  SAME  PARENTS 


William  Walter  Greulich,  New  Haven, 
Conn.  ( Journal  A.  M.  A.,  Feb.  19,  1938), 
reports  the  case  of  a woman  to  whom  a 
sixth  pair  o t*  twins  was  born  on  June  12, 
1937,  at  Putnam,  Conn.  The  parents  are 
both  native  New  Englanders  of  relatively 
old  Yankee  stock;  the  mother  was  36  and 
the  father  57  when  the  last  pair  of  twins 
was  born. 

These  births  have  been  verified  from  the 
records  of  the  bureaus  of  vital  statistics  of 
Massachusetts  and  Connecticut,  in  which 
states  they  occurred.  The  male  member  of 
the  oldest  pair  of  twins  died  soon  after 
birth,  but  all  of  the  other  twins  are  living. 
All  the  twin  pairs  appear  to  be  fraternal. 
The  two  members  of  each  of  the  three  pairs 
of  like-sexed  twins  are  too  dissimilar  to  be 


considered  monozygotic.  The  only  history 
of  previous  multiple  births  in  the  present 
case  is  on  the  father’s  side. 

There  has  long  been  a belief  that  twinning 
tends  to  run  in  families.  Within  recent 
years  the  existence  of  such  a hereditary 
predisposition  has  been  confirmed  by  investi- 
gators in  Europe  and  in  this  country.  It 
is  usually  assumed  that  fraternal  twins  are 
always  produced  by  the  fertilization  of  two 
ova  derived  from  separate  follicles  either 
from  the  same  or  from  different  ovaries, 
that  such  double  ovulations  are  exceptional 
and  that  they  result  from  the  aberrant  func- 
tioning of  an  ovulatory  mechanism  the  con- 
trol of  which  is  inherent  in  the  maternal 
organism  and  cannot  possibly  be  influenced  . 
by  the  father. 


SHALE  OIL  CANCER 


Richard  A.  Leonardo,  M.D.,  Rochester 
Surgical  Service,  Rochester  General  Hospital 


This  is  a type  of  occupational  cancer 
practically  limited  to  the  West  Lothian 
district  of  Scotland,  and  occurring 
among  “susceptible”  employees  engaged 
in  the  refining  of  shale  oil  (paraffin). 
It  is  a squamous-cell  carcinoma  and  oc- 
curs on  the  upper  extremities  in  only 
thirty  per  cent  of  the  cases,  the  scrotum 
being  involved  in  about  fifty  per  cent  of 
the  cases,  and  the  face  or  elsewhere  in 
twenty  per  cent  of  the  cases.  It  occurs 
in  those  who  have  come  into  direct  con- 
tact with  the  shale  oil  for  ten  or  more 
years,  and  especially  in  those  refiners  who 
come  in  contact  with  the  hot  oil.  A warty 
dermatosis  is  usually  present  for  several 
years,  after  which  one  of  these  “warts” 
undergoes  malignant  degeneration. 

Case  Report 

R.P.,  age  thirty-five,  employee  of  a local 


Fig.  1 


optical  company  had  been  grinding  lenses 
since  1922,  using  equal  parts  of  shale  oil 
and  kerosene.  During  his  work,  he  is 
obliged  to  frequently  “feel”  the  lens  to  as- 
certain whether  it  is  being  properly  ground. 
As  a result,  much  of  this  shale  oil  mixture 
is  splashed  upon  his  hands  and  forearms. 
Patient  states  that  he  had  noticed  several 
warty-like  nodules  on  both  forearms  for  past 
five  or  six  years,  but  he  never  noticed  any 
significant  growth  in  any  of  them  until  four 
weeks  prior  to  consulting  the  author.  In  the 
course  of  four  weeks  a small  “pimple”  had 
grown  to  the  size  of  a twenty-five  cent 
piece  (Fig.  1).  Having  seen  a similar  case 
in  Scotland,  the  author  instantly  identified 
the  tumor  and  removed  it  at  once. 

Pathological  report  {Dr.  Istvan  Gaspar ) ; We 
received  about  twenty-five  cent  piece  sized  ex- 
cised skin,  in  the  center  of  which  there  is  a 
circular  shaped,  elevated  tumor,  18  mm.  in 
diameter.  On  cut  section  the  tumor  is  pearly 
white,  definitely  cancerous  and  all  layers  of  the 
skin,  including  the  subcutaneous  fat  tissue 
seem  to  be  infiltrated.  However,  the  tumor 
does  not  infiltrate  the  layer  through  which  ex- 
cision occurred. 

Sections  show  typical  squamous  cell  carcinoma 
with  epithelial  pearls.  The  subcutaneous  con- 
nective and  fat  tissue  is  infiltrated  by  the 
tumor.  The  line  of  excision,  however,  is  free 
of  tumor. 

Diagnosis:  Squamous  cell  carcinoma  of  right 
forearm. 

182  Versailles  Road 


FINED  FOR  SPEEDING  TO  SAVE  LIFE 

Physicians  of  New  York  City  are  warned 
by  Dr.  I.  H.  Dolin,  of  Brooklyn,  “that  under 
no  circumstances,  while  making  an  emer- 
gency call,  are  they  to  exceed  a 25-mile 
speed  limit,  even  though  it  be  a matter  of 
life  and  death.”  He  goes  on  to  explain,  in 
a letter  to  the  New  York  Post: 

I learned  the  above  to  my  sorrow  when  I re- 
ceived a ticket  for  speeding  on  Flatlands  Ave- 
nue, Brooklyn  (a  very  desolate  street),  while 
on  the  way  to  a patient  stricken  suddenly  with 
a heart  attack. 

My  explanation  to  the  motorcycle  officer  was 
of  no  avail.  He  gave  me  a ticket  for  speeding 
forty  miles  per  hour. 

The  delay  caused  by  this  incident  was  a con- 
tributory factor  to  my  patient’s  death  about  five 
hours  later. 

When  I appeared  in  court  after  pleading  not 
guilty  with  definite  proof  of  the  above  (proof  of 


emergency  call  and  photostatic  copy  of  death 
certificate)  I was  informed  by  the  judge  that 
there  was  no  excuse  for  any  speed  above  twenty- 
five  miles  per  hour,  no  matter  what  the  exten- 
uating circumstances,  and  that  he  had  no  discre- 
tion in  the  matter  (an  astonishing  statement, 
indeed). 

I was  accordingly  fined  and  convicted  as  a 
speeder  for  the  crime  of  trying  to  save  a human 
being’s  life. 

Contrast  my  predicament  with  the  real  menace 
to  life  and  limb  of  the  ambulance  which  in  the 
great  majority  of  cases  speeds  madly  on  non- 
emergency calls  and  gets  the  right  of  way  for 
doing  so. 


Over  a half-million  persons  are  exposed 
to  silicosis  in  this  country.  . . . Silicosis 
has  increased  over  thirteen  times. — Cali- 
fornia and  Western  Medicine. 
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EDITORIALS 


The  National  Health  Conference 

The  National  Health  Conference,  called 
at  the  instance  of  the  Federal  govern- 
ment’s Technical  Committee  on  Medical 
Care,  has  been  held  in  Washington.  Un- 
doubtedly most  of  us  have  been  kept 
informed  as  to  what  occurred,  by  the  pub- 
lic press  reports  coming  from  the  confer- 
ence. Here  labor,  public  health  officials, 
social  workers,  and  administration  officials 
sat  down  together  with  representatives  of 
organized  medicine,  and  the  extension  of 
medical  care  to  those  unable  to  purchase  it 
was  discussed. 

If  the  conference  had  actually  brought 
these  diverse  elements  around  the  confer- 
ence table  to  work  out  plans  for  extending 
medical  care  to  those  who  are  financially 
handicapped  in  obtaining  it,  great  good 
might  be  expected  to  result.  We  fear, 
however,  that  the  emotionalism  expressed 
by  the  social  workers,  and  the  very  vague- 
ness of  the  formula  for  Federal  “grants- 
in-aid”  by  the  government  agencies,  car- 
ried implications  of  grave  import  to  those 
of  us  who  see  further  than  the  imme- 
diately present  situation. 

Dr.  S.  S.  Goldwater,  Commissioner  of 
Hospitals  of  New  York  City,  pertinently 
remarked  to  the  conference  that : 

“The  program  submitted  (by  the 
Technical  Committee)  arrives  at  its 
results  by  methods  of  calculation  that 
are  too  simple  to  be  reliable.” 


The  program  calls  for  the  expenditure 
of  $850,000,000  at  the  end  of  a ten  year 
period. 

Finally,  we  learn  from  the  New  York 
Times  of  July  21,  that  although  no  posi- 
tive action  was  taken  by  the  conference 
yet,  that  “when  the  program  is  further 
worked  out  with  the  cooperation  of  vari- 
ous groups  vitally  interested,  and  par- 
ticularly the  medical  group,  the  Committee 
(the  Technical  Committee)  will  go  before 
Congress  to  ask  for  an  appropriation  for 
the  first  two  years  or  so.”  Additionally, 
we  are  informed  that  appropriations  will 
be  asked  from  the  legislatures  of  various 
states  to  enable  them  to  take  advantage 
of  Federal  grants. 

We  would  welcome  a continuing  con- 
ference which,  in  an  atmosphere  of  philo- 
sophic calm  and  study,  would  bring  all 
these  groups  together  for  discussion,  and 
which  eventually  would  develop  a set  of 
principles,  to  provide  medical  care  for 
those  unable  to  procure  it  among  our 
people;  and  also  which  might  enunciate 
plans  fitted  to  the  local  community,  based 
on  such  principles. 

The  medical  standpoint  and  attitude  is 
heartily  cooperative,  as  the  President  of 
the  American  Medical  Association  as- 
serted at  the  conference. 

We  decry  the  undue  haste  to  translate 
into  legislative  action  the  results  of  a few 
days’  conference  from  which  no  decisions 
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were  taken  upon  factual  information. 
Those  at  the  conference  hardly  had  time 
even  to  study  in  detail  the  Technical  Com- 
mittee’s presentation. 

Organized  medicine  has  feared  the 
bureaucracy  that  compulsory  health  in- 
surance would  establish,  and  the  creation 
of  a political  machine  which  would  reach 
into  every  home.  In  this  era  of  unprece- 
dented spending,  $850,000,000  no  longer 
impresses  the  imagination.  Nevertheless 
it  actually  is  a sizable  sum  of  money  for 
politicians  to  handle  in  doling  out  medical 
care. 

We  are  not  obstructionists.  This  is 
the  time  for  medical  statesmanship  to  take 
the  “long  view.”  As  experts  in  this  par- 
ticular field,  it  is  necessary  that  we  give 
governmental  agencies  our  best  thoughts 
on  the  issues  raised  at  the  conference. 
County  by  county,  state  by  state,  any 
scheme  or  plan  which  is  evolved  must  be 
carefully  studied  and  its  effects  evaluated. 
The  needs,  medically,  of  the  local  com- 
munity, must  be  apparent  practically,  not 
theoretically,  and  the  circumstances  under 
which  aid  is  given  must  be  surrounded 
with  all  possible  safeguards.  The  grant 
of  money  must  be  protected  from  politi- 
cians. It  must  not  become  another  politi- 
cal “pork  barrel.” 

We  strongly  desire  to  see  all  our  doubts 
dissolved  as  to  the  effect  that  this  money 
coming  from  Washington  will  have.  That 
it  will  bring  no  deterioration  of  the  qual- 
ity of  medicine  that  it  will  provide ; that 
it  actually  will  provide  a given  community 
with  what  it  needs,  and  supply  what  is 
actually  lacking  in  medical  care,  and  that  it 
will  leave  the  profession  free  from  any 
sort  of  political  control.  Further,  we 
need  absolute  assurance  that  Washington 
shall  not  be  placed  in  a position  to  exert 
any  sort  of  pressure-control  through  the 
use  of  this  money;  that  provision  to  pro- 
vide medical  care  shall  not  become  a 
political  slogan  to  win  votes  for  anybody, 
or  to  unite  voters.  This  would  not  be 
the  first  time  that  a worthy  cause  was  used 
by  interested  politicians  for  ends  other 
than  those  which  are  obvious.  All  these 


factors  and  elements  call  for  caution,  clear 
thinking,  and  study. 

Here  is  worthy  work  for  the  con- 
stituent bodies  of  our  State  Society.  The 
County  Society  is  the  logical  unit  of 
organized  medicine  to  pass  upon  the  ulti- 
mate question  of  medical  aid  in  its  rela- 
tion to  the  local  community.  The  Federal 
government  may  lay  down  standards. 
The  local  community  will  know  best 
whether  these  standards  are  applicable  to 
it  or  not.  At  any  rate  at  the  present 
time,  there  is  no  actual  pressing  necessity 
which  urgently  calls  for  legislative  enact- 
ment. Let  us  not  “emote,”  let  us  be  wise 
rather  than  otherwise. 


A Fitting  Memorial 

The  new  Federal  Food,  Drugs,  and 
Cosmetics  Act  is  the  memorial  above  all 
others  that  the  late  Senator  Royal  S. 
Copeland  would  in  all  probability  have 
chosen  himself.  Spurred  on  by  his  medi- 
cal knowledge  and  experience,  Dr.  Cope- 
land fought  the  “pain  and  beauty”  lobby 
in  Congress  for  years  without  respite.  If 
the  new  statutes  are  not  all  he  might 
have  desired  in  the  way  of  public  protec- 
tion, they  nevertheless  represent  a big  ad- 
vance over  any  of  their  predecessors  and 
lay  the  foundation  for  additional  necessary 
reforms. 

Perhaps  the  greatest  improvement  in 
the  new  law  is  its  inclusiveness.  It  brings 
under  control  all  cosmetics  except  toilet 
soaps,  all  therapeutic  devices  in  addition 
to  drugs  and  all  drugs  employed  for 
diagnostic  purposes  or  to  aflfect  the  struc- 
ture or  any  function  of  the  body. 

In  its  prohibitory  provisions  the  new 
law  is  both  more  comprehensive  and 
more  specific  than  the  old.  It  outlaws 
cosmetics  and  foods  which  may  be  in- 
jurious to  health  and  prohibits  false  or 
misleading  labeling. 

On  the  positive  side  it  requires  anti- 
septics to  possess  germicidal  power,  pre- 
scribes sanitary  conditions  for  the  pro- 
duction of  food,  drugs,  and  cosmetics, 
authorizes  the  inspection  of  factories,  and 
requires  clear,  informative  labeling  of 
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products  which  may  deteriorate,  produce 
addiction,  cause  injurious  physical  conse- 
quences or  which  contain  artificial  chemi- 
cal preservatives. 

To  prevent  tragedies  such  as  last  year’s 
needless  deaths  from  elixir  of  sulfanila- 
mide, the  new  law  forbids  the  marketing 
of  new  drugs  before  they  have  been  thor- 
oughly tested.  Organized  medicine  has 
long  urged  some  such  provision.  It  took 
nearly  a hundred  deaths  from  an  untested 
product  to  bring  the  need  home  to  Con- 
gress— but  the  requirement  is  in  the  law 
now. 

The  Food  and  Drugs  Administration 
of  the  Department  of  Agriculture,  to 
which  enforcement  of  the  new  law  has 
been  entrusted,  has  a great  opportunity 
to  safeguard  the  American  consumer 
from  foolish  expenditure  and  actual 
physical  injury.  Its  experience  in  this 
field  and  its  traditional  zeal  in  the  cause 
of  pure  food  promise  well  for  honest  and 
effective  enforcement.  If  the  new  law  is 
not  perfection,  at  least  it  takes  a long 
step  toward  the  goal  of  consumer  safety. 


The  Best  Protection 

There  can  be  no  doubt  that  since  adop- 
tion of  the  group  malpractice  insurance 
plan  by  the  Medical  Society  of  the  State 
of  New  York,  the  physician  enjoys  a 
greater  measure  of  protection  than  he 
previously  had.  For  one  thing,  he  is  as- 
sured of  the  solvency  and  reliability  of  his 
insurer — a certainty  which  was  frequently 
lacking  in  the  old  days.  For  another, 
he  knows  that  the  company  will  fight  to 
protect  his  good  name  as  well  as  its 
pocket-book,  an  important  consideration 
to  a professional  man.  Small  “nuisance” 
settlements  of  unjustified  claims,  which 
save  the  insurer  trouble  but  compromise 
the  doctor’s  reputation  and  encourage  liti- 
gation, have  no  place  in  the  State  Society’s 
group  plan. 

In  view  of  this  it  is  surprising  that 
many  members  still  look  to  outside,  fly- 
by-night  companies  to  supply  their  mal- 
practice protection.  Let  a persuasive 


agent  come  along  with  a supposedly 
cheaper  plan,  and  some  physicians  do  not 
stop  to  investigate  the  reliability  of  the 
insurer,  its  financial  assets  or  its  willing- 
ness and  ability  to  provide  the  best  pos- 
sible defense. 

It  is  true  that  members  are  entitled  to 
defense  against  malpractice  claims  by  the 
State  Society’s  Counsel  whether  they  are 
insured  under  the  Group  Plan  or  not. 
Obviously,  however,  a better  defense  can 
be  provided  when  Counsel  and  carrier 
work  together  than  when  Counsel  is  an 
outsider  without  official  standing  in  the 
insurance  company. 

What  costs  least  at  the  start  is  not  al- 
ways cheapest  in  the  long  run.  The  State 
Society’s  Group  Plan  offers  the  most 
complete,  dependable  protection  to  mem- 
bers at  the  lowest  rates  compatible  with 
the  service  provided.  Before  tying  up 
with  an  outside  company,  members  are 
urged,  in  their  own  interest,  to  seek  the 
advice  and  guidance  of  the  State  Society’s 
insurance  service. 


Gastric  Factor  in  Pellagra 

There  is  clinical  evidence  at  hand  which 
warrants  the  belief  that  the  stomach  con- 
tains a specific  factor  which  is  necessary 
for  the  maintenance  of  a normal  skin  and 
central  nervous  system.  The  feeding  of 
human  gastric  juice  to  sufferers  from 
pellagra  and  polyneuritis  has  yielded  grati- 
fying results.1, 2 Cases  of  chronic  endo- 
genous pellagra  which  failed  to  respond 
to  an  abundant  diet  plus  the  intake  of 
vitamin  B complex  showed  a rapid  clinical 
recovery  following  the  administration  of 
human  or  swine  gastric  juice.1 2 3 

This  clinical  observation  now  has  ex- 
perimental substantiation.  Following  the 
removal  of  the  entire  stomach  and  the 
portion  of  the  duodenum  containing  Brun- 
ner’s glands  in  young  swine  there  devel- 
oped after  two  months  a clinical  and 

1.  Sydenstricker,  V.  P.,  Armstrong,  E.  S.,  Derrick, 
C.  J.,  and  Kemp,  P.  S.:  Am.  J.  Med.  Sc.,  192:1, 
1936. 

2.  Douthwaite,  A.  H. : Brit.  Med.  J.,  2:535,  1936. 

3.  Petri,  S.,  Norgaard,  F.,  and  Bing,  J. : Am.  J. 
Med.  Sc.,  195:717,  1938. 


1138 


CURRENT  COMMENT 


[Volume  .58 


pathological  picture  closely  resembling 
chronic  fatal  human  pellagra.  Intense 
itching,  emaciation,  loss  of  hair,  muscular 
atrophy,  change  in  posture,  and  a simple 
anemia  became  evident.  These  were  later 
followed  by  profound  involvement  of  the 
central  nervous  system.3 

The  pathological  changes  were  rather 
varied.  In  the  brain  and  spinal  cord, 
there  were  degenerative  changes  in  the 
nerve  cells  and  a dilatation  and  thickening 
of  the  small  blood  vessels.  The  spleen 
in  most  instances  was  atrophic  and  the 
bone  marrow  was  edematous.  These  were 
findings  common  to  all  the  animals.  In 
addition  other  findings  were  evident  in 
one  or  more  of  the  groups,  such  as  cardiac 
hypertrophy,  hyperkeratosis,  ascites,  and 
hyaline  degeneration. 

Petri  and  his  coworkers3  state  concern- 
ing this  specific  principle  in  the  stomach 
that  “particulars  as  to  its  nature  and 
mechanism  are  not  yet  definable.”  They 
feel  that  it  may  be  closely  allied  if  not 
part  of  the  antipernicious  anemia  factor. 
Its  exact  nature,  however,  awaits  deter- 
mination. 


Prevention  of  Thrombosis 

The  artificial  production  of  thrombi  in 
the  vascular  channels  of  experimental 
animals  can  be  accomplished  by  chemical 
or  mechanical  trauma  and  this  means  of 
investigation  has  led  to  an  elucidation  of 
the  pathological  and  clinical  effects  of 
thrombus  formation.  How  to  prevent  the 
appearance  of  a thrombus  once  the  etio- 
logical factors  for  its  development  have 
become  established  also  appears  to  have 
been  solved  according  to  the  reports  of 
Murray,  Jacques,  Perret,  and  Best1  and 
of  Solandt  and  Best.2  The  former  showed 
that  thrombosis  of  the  peripheral  veins 
in  dogs  which  had  been  subjected  to 
trauma  could,  in  a large  measure  be  pre- 
vented by  the  injection  of  a highly  puri- 

1. Murray,  D.  W.  G.,  Jacques,  L.  B.,  Perret,  T.  S., 
and  Best,  C.  H.:  Surgery,  2:163,  1937. 

2.  Solandt,  D.  Y.  and  Best,  C.  H.:  Lancet,  2:130, 

1938. 


fied  heparin  solution.  Heparin  is  an 
anticoagulant  and,  when  administered,  in- 
creases to  a considerable  degree,  the 
coagulation  time  of  the  blood.  Widstrom 
and  Wilander3  found  as  a result  of  their 
work  on  experimental  pleuresy  that 
heparin  tends  to  prevent  the  formation  of 
fibrin  in  pleural  exudates. 

Solandt  and  Best,  in  a series  of  experi- 
ments on  dogs,  found  that  thrombosis  of 
the  coronary  artery  could  be  established 
by  the  injection  of  sodium  ricinoleate  into 
the  lumen  of  the  vessel  and  allowing  it  to 
remain  in  contact  with  the  endothelial 
lining  for  approximately  ten  minutes.  A 
complete  occlusion  of  the  vessel  would 
occur  within  twenty  hours.  Where 
heparin  was  administered  prior  to  the  in- 
jection of  sodium  ricinoleate,  the  throm- 
bus formation  was  inhibited  or  prevented. 
They  did  not  determine  the  duration  of 
the  heparin  therapy  required  to  secure 
healing  of  the  intima  but  Murray  et  al. 
demonstrated  this  to  be  approximately 
seventy-two  hours. 

From  this  it  appears  that  a potent  solu- 
tion of  heparin  will  prevent  thrombosis 
in  experimental  animals.  In  addition,  it 
can  be  safely  administered  to  humans. 
Nevertheless,  clinical  and  experimental 
conditions  are,  in  the  instance  of  coronary 
thrombosis,  not  comparable.  Besides  the 
almost  complete  absence  of  premonitory 
signs  and  symptoms  in  the  human  which 
would  perhaps  suggest  preventive  therapy 
with  heparin,  an  extensive  and  wide- 
spread involvement  of  the  coronary  sys- 
tem is  frequently  present.  The  work, 
however,  is  intensely  stimulating  and  will 
undoubtedly  spur  the  concerted  efforts  of 
cardiologists  and  laboratory  workers. 


CURRENT  COMMENT 

Australia  is  having  “National  Health 
Insurance  Difficulties”  according  to  the  cor- 
respondent to  the  J.A.M.A.  of  July  16.  We 
learn  that  “A  deadlock  has  arisen  between 
the  medical  profession  in  Australia  and  the 
federal  government.  Before  the  introduction 

3.  Widstrom,  G.  and  Wilander,  O. : Acat.  Med. 
Scand 88:434,  1936. 
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of  the  national  health  and  pensions  insurance 
bill,  the  executive  of  the  federal  council  of 
the  British  Medical  Association  agreed  to 
certain  of  the  government’s  proposals  in  the 
bill,  including  the  acceptance  of  a capitation 
fee  of  1 1 shillings  per  annum  for  all  insured 
persons.  It  was  made  clear  at  the  time, 
however,  that  the  federal  council  could  not 
bind  its  members  by  any  agreement  that  had 
been  reached  and  that,  in  any  matter  with 
such  a wide  scope  as  national  insurance, 
members  of  the  association  throughout 
Australia  ought  to  be  consulted.  The  mem- 
bers have  now  made  it  clear  that  there  is 
a great  deal  of  opposition  to  some  of  the 
provisions  of  the  bill,  and  certain  amend- 
ments have  been  suggested  to  the  govern- 
ment. The  government,  on  the  other  hand, 
refuses  to  alter  its  original  plans. 

“The  main  bone  of  contention  concerns 
the  amount  of  the  capitation  fee.  It  is  con- 
sidered by  members  of  the  medical  profes- 
sion that  the  11  shilling  fee  is  quite 
inadequate  remuneration  for  a general  prac- 
titioner in  this  country.  . . . 

“It  has  been  calculated  that  if  the  scheme 
was  in  operation  an  average  practitioner’s 
net  income  would  approximate  £665  per 
annum.  This  reckoning  has  taken  into  con- 
sideration all  sections  of  the  community  and 
probable  sources  of  income.  This  income 
is  not  high  in  a profession  so  costly  to  enter 
and  in  which  hours  are  so  unlimited.  Co- 
operation between  the  government  and  the 
medical  profession  is  essential  if  national  in- 
surance is  to  be  successful.  . . .” 


“The  doctors  are  certainly  right  in 
fearing  that  the  lay  public  is  too  likely  to 
regard  medical  service  as  a uniform  com- 
modity, and  to  believe  that  all  that  is  neces- 
sary is  to  speed  up  its  production  and  dis- 
tribute it  more  equally.  There  are  intangi- 


bles involved  in  the  quality  of  treatment,  and 
in  the  much  talked-of  doctor-patient  relation- 
ship, that  are  not  so  foolish  as  they  sound 
on  the  lips  of  some  who  use  these  phrases 
to  obstruct  all  progress  in  the  providing  of 
a greater  quantity  of  medical  care. 

“These  things,  which  many  doctors  feel 
in  their  bones,  they  are  usually  not  able  to 
state  in  scientific  terms  or  in  such  a way 
as  to  show  the  layman  what  they  really 
mean.  Yet,  on  one  front,  the  vanguard  of 
the  profession  has  begun  to  understand  more 
precisely  what  is  meant  by  the  ‘art’  of 
medicine — namely,  these  psychiatrists  who 
have  been  investigating  so-called  psychoso- 
matic medicine.  . . . 

“There  is  also  an  economic  peril  that  will 
have  to  be  carefully  considered.  Is  any  pro- 
gram of  compulsory  health  insurance  to  be 
financed  by  payroll  taxes  or  by  uniform 
taxes  on  the  individuals  included,  as  are 
the  present  unemployed  and  old  age  benefits  ? 
The  burden  of  payroll  taxes  on  employer  and 
worker  is  already  heavy,  and  will  become 
more  so  in  successive  years,  without  the 
addition  of  any  more.  This  type  of  tax  is 
not  distributed  according  to  ability  to  pay. 
It  tends  to  increase  costs,  to  raise  prices,  to 
reduce  purchasing  power,  and  to  decrease 
employment  by  putting  marginal  firms  out 
of  business.  It  is  a powerful  drag  on  any 
tendency  there  may  be  to  produce  abun- 
dance. . . . 

“The  Health  Conference  did  not  and 
could  not,  of  course,  consider  even  important 
details  such  as  these.  No  legislation  has  been 
drafted;  . . . There  is  no  doubt  that  the 
issue  has  come  alive.  ...  It  now  remains 
to  express  the  new  determination  in  con- 
crete measures.  It  is  to  be  hoped  that  they 
will  be  so  drafted  as  to  exclude  costly  arid 
avoidable  mistakes — A lengthy  quotation 
from  George  Soule’s  “The  Government 
Fights  for  Health”  to  be  found  in  The  New 
Republic  of  August  3.  (Italics  ours). 


TO  TAKE  THE  “DIE”  OUT  OF  DIABETES 

A public  announcement  was  made  on  May 
1 by  Dr.  Charles  F.  Bolduan  of  the  New 
York  Health  Department  that  Supreme 
Court  Justice  Alfred  Frankenthaler  signed 
the  certificate  incorporating  the  New  York 
Diabetes  Association,  which  is  the  opening 
gun  in  a renewed  campaign  by  leading 
physicians  and  public  health  workers  to  aid 
the  75,000  diabetics  in  New  York  City,  of 
whom  2,500  died  in  1937.  The  Diabetes 
Association  was  formerly  a part  of  the  New 
York  Tuberculosis  and  Health  Association. 
Offices  are  at  22  E.  40  St.,  New  York  City. 


PHYSICAL  THERAPY  CONGRESS 

The  seventeenth  annual  scientific  and  clin- 
ical session  of  the  American  Congress  of 
Physical  Therapy  will  be  held  cooperatively 
with  the  twenty-second  annual  convention 
of  the  American  Occupational  Therapy  As- 
sociation, September  12 — at  the  Palmer 
House,  Chicago.  Preceding  these  sessions, 
the  Congress  will  conduct  an  intensive  in- 
struction seminar  in  physical  therapy  for 
physicians  and  technicians — September  7-10. 
For  information  address:  The  American 

Congress  of  Physical  Therapy,  30  No. 
Michigan  Ave.,  Chicago. 


Correspondence 

[The  Journal  reserves  the  right  to  print  correspondence  to  its  staff  in  whole  or  in  part 
unless  marked  “ private  ” All  communications  must  carry  the  writer’s  full  name  and  address, 
which  will  be  omitted  on  publication  if  desired.  Anonymous  letters  will  be  disregarded .] 


Confidential  Status  of  Hospital 
Medical  Records 

Grasslands  Hospital 
of  THE 

Department  of  Hospitals 
Valhalla,  New  York 

To  the  Editor: 

In  the  December  15,  1937  issue  of  the 
New  York  State  Journal  of  Medicine  (Vol- 
ume 37,  Page  2125)  in  the  section  on  “Hos- 
pital News/'  you  were  kind  enough  to  quote 
extensively  from  a paper  which  the  under- 
signed read  before  the  1937  Convention  of 
the  Hospital  Association  of  New  York 
State.  The  subject  matter  of  the  paper  con- 
cerned the  uncertainty  of  the  legal  status  of 
hospital  medical  records.  The  present  com- 
munication is  offered  somewhat  as  an  ad- 
denda. 

In  the  February  21,  1938,  issue  of  Health 
News,  the  weekly  bulletin  issued  by  the 
State  Department  of  Health,  you  will  find  a 
note  concerning  a recent  decision  by  the 
Appellate  Division  of  the  State  Supreme 
Court  concerning  hospital  medical  records. 
The  citation  is  as  follows: 

Fannie  Lorde,  Appellant,  vs.  The 
Guardian  Life  Insurance  Company  of 
America,  Respondent.  Law  Reports, 
(N.  Y.),  No.  1935,  January  29,  1938, 
647. 

The  portion  of  the  decision  quoted  in 
Health  News  is  as  follows : 

Interrogatories  designed  to  elicit  whether  the 
deceased  was  treated  professionally,  the  names 
of  the  physicians  who  treated  him,  the  date  of 
his  entry  in  the  hospital,  and  the  date  of  his 
discharge,  are  proper.  However,  the  questions 
which  call  for  the  production  of  hospital  records 
for  the  obvious  purpose  of  establishing  the  char- 
acter of  the  disease  or  ailment  for  which  the 
insured  was  being  treated  at  the  hospital,  should 
have  been  stricken  out.  They  are  inadmissible 
because  they  are  privileged  communications  in 
the  same  sense  as  is  the  testimony  of  the  physi- 
cian himself  who  made  the  diagnosis. 

To  the  best  of  my  knowledge,  this  par- 
ticular decision  was  not  carried  up  to  the 
Court  of  Appeals  for  review  and,  therefore, 
cannot  yet  be  regarded  as  establishing  a final 
precedent  in  New  York  State.  However,  it 
is  a long  stride  in  the  right  direction.  I be- 
lieve it  is  of  sufficient  interest  and  value  to 
physicians  serving  on  the  Medical  Boards  of 
hospitals  and  on  Medical  Records  Commit- 


tees thereof,  to  deserve  your  serious  consid- 
eration for  publication  in  your  Journal. 
Sincerely  yours, 

A.  R.  Bowles,  M.D. 
Acting  Director 

June  18,  1938. 


A Little-Known  Cause  of  Drowning 

125  Eastern  Parkway 
Brooklyn 

To  the  Editor: 

The  July  15th  issue  of  the  State  Journal 
carried  an  editorial  with  the  heading,  “A 
Little-Known  Cause  of  Drowning.”  In- 
cluded in  the  article  was  the  generally 
accepted  statement,  “many  cases  of  infections 
of  the  tympanic  cavity  and  nasal  accessory 
sinuses  which  result  from  swimming  . . .” 

I quite  agree  with  you  that  swimming  and 
diving  are  potent  factors  in  the  production 
of  sinusitis  and  middle  ear  disease.  That 
has  unfortunately  been  my  personal  experi- 
ence and  that  of  a good  number  of  my 
patients. 

For  the  past  several  years,  I have  used 
a nose-clip  when  swimming  and  now  con- 
sider it  indispensable.  It  is  so  simple  a 
method  of  preventing  trouble  that  I wonder 
why  articles  on  the  subject  of  sinusitis  do 
not  contain  some  reference  to  the  device. 

I bring  this  to  your  editorial  attention 
and  shall  welcome  your  expressions  on  the 
matter. 

Yours  truly, 

David  Mezz,  M.D.,  D-OL 

July  25,  1938 


Greater  New  York  Business  Tax 

The  City  of  New  York 
Office  of  the  Comptroller 

Medical  Society  of  State  of  N.  Y. 

New  York,  N.  Y. 

To  the  Editor  of  the  State  Journal: 

It  has  come  to  the  attention  of  this  de- 
partment, in  connection  with  inquiries  re- 
ceived concerning  the  Gross  Receipts  Tax 
which  was  due  June  15,  1938,  that  numerous 
physicians  had  no  knowledge  of  the  existence 
of  such  a tax  prior  to  the  notification  which 
was  sent  to  the  members  of  your  society  as 
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a result  of  an  earlier  communication  for- 
warded to  you  by  this  office. 

You  are  now  requested  to  cooperate  further 
with  this  department  by  informing  your 
members  that  the  Gross  Receipts  Tax  has 
been  in  effect  since  May  22,  1934  and  ap- 
plies to  all  fees  received  by  physicians  since 
January  1,  1933.  Under  prior  laws  a spe- 
cific exemption  of  $15,000.00  was  extended 
to  all  persons  subject  to  the  Gross  Receipts 
Tax.  It  is  the  opinion  of  this  office  that 
many  doctors  whose  receipts  exceeded 
$15,000.00  per  annum  have  failed  to  file  the 
returns  due.  As  penalties  for  delinquency 
increase  from  month  to  month,  you  are 
asked  to  advise  the  members  of  your  society 
to  communicate  with  this  office  with  a view 
towards  filing  the  returns  due  under  prior 
laws.  Those  physicians  who  will  communi- 
cate with  this  department  promptly  will  re- 
ceive special  consideration  in  the  matter 
of  accrued  penalties. 

Your  kind  cooperation  will  be  appre- 
ciated. 

Yours  truly, 

Samuel  Orr 

Special  Deputy  Comptroller 

July  21,  1938 

[See  June  1,  1938  issue  for  first  com- 
munication, p.  892 — Editor ] 


Mesonexy 

770  St.  Marks  Ave. 

Brooklyn 

To  the  Editor: 

Re:  Editorial,  Toxic  Effects  of  Sodium 
Bicarbonate,  June  15,  1938,  p.  934 

The  word  “Mesonexy”  is  not  in  the  edi- 
tion of  Dorland’s  Medical  Dictionary  or  the 
New  Century  Dictionary.  Please  send  me 
a definition  of  the  word. 

“Pleionexy”  is  defined  in  the  dictionary 
but  not  the  word  “mesonexy.” 

Yours  truly, 

L.  H.  Conly,  M.D. 

June  27,  1938 

[In  the  first  place,  usage  establishes  what 
eventually  goes  into  dictionaries.  “Meson- 
exy” is  on  its  way  into  one.  I wonder 
which  one  will  accomplish  the  scoop ! 

Mesonexy  is  a wrongly  conceived  word. 
Study  of  Greek  roots  gives — pleion,  meaning 
plenty ; meion,  less ; and  mesos,  meaning 
middle. 

Mesonexy,  meaning  less,  should  have  been 
meionexy.  In  Gould’s  Dictionary  mesectic 
is  given,  but  no  noun  is  given.  Nevertheless, 
Latchford,  in  his  original  article  in  the 
Journal  of  the  Canadian  Medical  Associa- 
tion (38:  356,  1938),  coined  the  word  meson- 
exy— evidently  forgetting  his  Greek  roots. 


The  term  mesonexy  was  also  used  in  the 
abstract  of  the  article,  which  appeared  in 
the  J.A.M.A.  (110:1870,  1938). 

In  his  book,  The  Respiratory  Function  of 
the  Blood,  University  Press,  1914,  Sir  Jos- 
eph Bar  croft  states : 

...  it  is  necessary  to  explain  the  meaning 
of  certain  words  to  denote  the  changes  we 
are  about  to  describe. 

If  the  curve  of  a particular  person  moves 
from  its  normal  position,  it  may  be  either  above 
or  below  the  normal  curve  of  that  person.  In 
other  words,  at  a given  oxygen  pressure,  the 
blood  may  take  up  either  more  or  less  oxygen 
than  it  is  wont  to.  To  express  these  facts, 
Mr.  Harrison,  Fellow  of  Trinity  College,  Cam- 
bridge, at  the  instance  of  Dr.  Fletcher,  sug- 
gested the  following  nomenclature ; when  the 
dissociation  curve  is  above  its  normal  situation 
— that  is,  when  at  a given  pressure  of  oxygen 
the  blood  takes  up  an  abnormally  great  per- 
centage of  its  total  possible  load  of  oxygen,  the 
curve  is  called  “pleonectic.”  When,  on  the 
other  hand,  it  takes  up  less  than  the  usual 
percentage  of  oxygen,  it  is  “meionectic” ; when 
it  becomes  saturated  to  the  normal  extent  under 
any  specified  conditions  it  is  “mesectic.” 

In  conclusion,  there  is  precedent  for  its 
use  by  us.  It  is  a wrongly  constructed 
word.  We  do  not  want  to  reform  English, — 
nor  anything  else;  we  want  to  convey  an 
idea.  Our  editorial  did  this.  We  hope  they 
always  do. — Editor ] 


Fever  Therapy  in  Chorea 

168  East  74th  St. 

New  York  City 

To  the  Editor: 

We  noted  with  interest  your  comment  on 
Fever  Therapy  in  Chorea  in  the  July  1 
issue  of  the  New  York  State  Journal  of 
Medicine,  and  wish  to  call  your  attention  to 
a serious  misquotation  of  our  figures. 

You  state  that  “only  6.6%  developed  or- 
ganic heart  disease.”  This  is  not  accurate. 
The  total  per  cent  of  heart  disease  in  the 
fifty-one  treated  cases  observed  from  four- 
six  years  was  29.4%  and  in  the  untreated 
for  the  same  observation  period  was  35%. 
The  figures  6.6%  and  46%  refer  to  the 
percentage  of  those  with  organic  heart 
disease  who  developed  aortic  lesions  in  the 
treated  and  untreated  groups  respectively. 

The  points  brought  out  in  our  study  were : 
(1)  A decreased  incidence  of  polyarthritis 
in  the  treated  compared  to  the  course  in  the 
untreated;  (2)  A lower  incidence  of  heart 
disease  in  the  treated  group — the  difference 
(29.4%  compared  to  35%)  however  is  not 
great  enough  to  be  statistically  important; 
(3)  A less  advanced  stage  of  heart  disease 
in  those  who  received  fever  therapy. 

We  think  space  should  be  given  in  the 
Journal  to  correct  the  impression  conveyed 
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in  your  editorial.  Although  we  feel  the 
results  of  our  study  justify  a certain  degree 
of  hope,  we  consider  it  dangerous  and  com- 
pletely unjustified  to  state  as  you  did  “To 
reduce  to  a minimum  the  incidence  of  or- 
ganic cardiac  disease  . . . may  soon  be 
achieved  by  the  more  universal  use  of  fever 
therapy.” 

Lucy  Porter  Sutton,  M.D. 

Katherine  G.  Dodge,  M.D. 

July  19,  1938. 


[We  are  glad  to  publish  the  corrected 
figures,  in  the  matter  of  Fever  Therapy  in 
Chorea.  Drs.  Sutton  and  Dodge  are  too 
meticulous  to  allow  editorial  enthusiasm  for 
a therapeutic  measure  to  overstress  results 
obtainable.  Perhaps  it  was  wishful  writing 
that  made  us  draw  conclusions  expressed  in 
too  optimistic  terms.  We  thank  the  authors 
for  setting  the  facts  correctly  before  our 
readers.— Editor'] 


Public  Health  News 

Requirements  of  New  York  City  Premarital  Examination  Law 


The  premarital  examination  law,  which 
went  into  effect  July  1,  requires  a physician’s 
examination,  including  serological  test  for 
syphilis,  of  all  applicants  for  a marriage 
license  not  more  than  twenty  days  prior 
to  the  application. 

No  special  blanks  or  forms  are  needed  by 
the  doctor  to  initiate  the  procedure. 

The  blood  specimen  is  taken  in  the  usual 
way  and  may  be  sent  to  either  an  approved 
private  laboratory,  or  the  Health  Depart- 
ment laboratory.  In  filling  out  the  slip 
which  accompanies  the  blood  specimen  to 
the  laboratory,  great  care  should  be  taken 
to  spell  the  name  of  the  applicant  exactly 
as  it  is  to  appear  on  the  marriage  license 
application,  to  state  the  correct  address,  and 
particularly  to  give  the  date  the  examination 
is  made ; in  addition,  the  words  “premarital” 
should  be  placed  prominently  on  the  slip. 

The  laboratory,  whether  Health  Depart- 
ment or  private  laboratory,  will  return  to 
the  examining  physician  on  completion  of 
the  tests  two  reports — one  a confidential  re- 
port with  the  results  of  the  test  thereon 
(small  blank),  and  the  other  a statement 
that  a test  has  been  made  (large  blank). 


The  large  blank  consists  of  an  upper  and 
lower  portion.  The  upper  portion  will  be 
received  by  the  physician,  already  filled  in 
by  the  director  of  the  laboratory,  either 
Health  Department  or  private,  attesting  to 
the  fact  that  an  examination  of  a blood  speci- 
men has  been  made  of  the  applicant  for 
marriage,  but  not  stating  the  result. 

The  lower  portion  must  be  filled  in  by  the 
examining  physician.  This  portion  also  has 
a line  for  the  full  signature  of  the  applicant. 
On  completion  of  this  portion  of  the  blank, 
it  is  given  to  the  applicant,  who  files  it  with 
the  clerk  issuing  the  marriage  license. 

Do  Not  Tear  or  Detach  This  “Statement 
from  Laboratory  and  Physician” 

The  confidential  report  (small  blank),  giv- 
ing the  results  of  the  serological  examina- 
tion, if  made  by  a private  laboratory,  must 
be  filed  with  the  Bureau  of  Social  Hygiene, 
Department  of  Health,  125  Worth  Street, 
New  York  City.  When  the  test  is  made  by 
the  Health  Department  laboratory,  this  is 
unnecessary,  since  a copy  of  the  report  is 
already  on  file. 


Joseph  Hyrtl  (1810-1894),  born  in  Hun- 
gary, was  appointed  at  the  age  of  twenty- 
six  professor  of  anatomy  in  Prague  and 
later  became  one  of  the  beacons  of  the 
famous  Vienna  School.  He  earned  wide 
renown  by  his  vascular  injection  prepara- 
tions and  his  anatomy  textbooks.  His  lec- 
tures made  him  the  most  famous  teacher  of 
anatomy  in  his  time.  Zuckerkandl  said  of 
him : “He  spoke  like  Cicero  and  wrote  like 
Heine.” 


A trembling  candidate  for  the  doctor’s 
degree  presented  himself  to  Hyrtl  for  ex- 
amination. 

“Do  you  knfiw  the  function  of  the  spleen?” 
asked  Hyrtl.  “I  really  knew  it,  Professor, 
but  forgot,”  muttered  the  bewildered  stu- 
dent. 

“Unhappy  man,”  exclaimed  Hyrtl,  “you 
are  the  only  man  in  the  whole  world  who 
knew  and  you  just  had  to  forget  it.” — Medu 
cal  Record. 


Medical  News 


Broome  County 

A combined  meeting  of  the  Broome 
County  Medical  Society,  the  Binghamton 
Academy  of  Medicine,  the  E.  J.  Medical 
Society  and  the  Binghamton  Psychiatric 
society  brought  150  physicians,  surgeons, 
nurses  and  welfare  workers  to  the  Bing- 
hamton State  Hospital  on  May  23. 

Dr.  Nolan  C.  Lewis,  director  of  New  York 
State  Psychiatric  Institute  and  Hospital  of 
New  York  City,  spoke  on  “The  Importance 
of  Early  Recognition  of  Mental  Disorders 
in  General  Practice.” 

Cattaraugus  County 

Marking  the  observance  of  Child 
Health  Week,  a dinner  meeting  of  the  Cat- 
taraugus County  Council  on  Maternal  and 
Child  Health  was  held  in  Olean  on  May  3. 

Principal  speaker  was  Dr.  Albert  D. 
Kaiser,  associate  professor  of  Pediatrics  at 
the  University  of  Rochester,  whose  subject 
was,  “How  to  Attack  the  Unsolved  Prob- 
lem of  Maternal  and  Child  Health.”  Ap- 
proximately seventy  representatives  of  six- 
teen county  medical  and  health  organizations 
were  present. 

Chemung  County 

The  Chemung  County  Medical  Society 
has  asked  the  county  supervisors  to  instruct 
county  public  nurses  when  conducting  public 
clinics  to  refer  children  to  family  physicians 
for  examination  when  parents  are  able  to 
pay.  Dr.  Robert  W.  Lawler,  secretary  also 
urged  that  a check  be  made  with  Community 
Chest  agencies  to  ascertain  ability  of  parents 
to  pay  for  medical  examinations. 

Kings  County 

Every  expectant  mother  in  Brooklyn, 
who  cannot  afford  full  medical  attention 
during  pregnancy,  will  soon  receive  com- 
plete service  free  of  cost  in  the  borough’s 
forty-nine  public  and  private  hospitals  un- 
der a plan  worked  out  by  the  committee  on 
maternal  welfare  of  the  Kings  County  Medi- 
cal Society,  it  is  announced  by  Dr.  Charles 
A.  Gordon,  chairman. 

The  program,  announced  by  a posted 
notice  in  all  Brooklyn  hospitals,  is  the  re- 
sult of  a several  years’  survey  of  all 
deaths  occurring  during  labor  or  pregnancy 
in  Brooklyn. 


The  notices  announce  that  obstetrical  staff 
members  in  the  hospitals  will  grant  con- 
sultations whenever  called  upon,  and  will 
require  a fee  only  when  the  attending  phy- 
sician proves  the  patient’s  ability  to  meet 
all  or  part  of  the  expense.  The  consulta- 
tions may  be  arranged  through  staff  in- 
terns of  the  hospitals. 

Physicians  attending  maternity  cases  will 
be  required  to  call  obstetrical  experts  from 
the  hospital  staffs  as  consultants  in  all 
cases  where  complications  develop.  Ob- 
stetrical operations  will  be  performed  by 
interns  only  under  the  supervision  of  a 
staff  member  of  the  hospital. 

Outstanding  contributions  in  various 
fields  of  medical  writing  in  the  last  five 
centuries  have  been  obtained  through  ex- 
change, gift  and  purchase  by  the  library  of 
the  Kings  County  Medical  Society,  Dr. 
Jacques  C.  Rushmore,  directing  librarian,  and 
Charles  Frankenberger,  librarian,  announce 
in  their  annual  report. 

Last  year  16,570  readers  used  the  library, 
an  increase  of  nine  per  cent  above  1936.  A 
greater  gain,  twelve  per  cent,  was  reported 
in  the  64,511  books  consulted.  New  publi- 
cations added  in  1937  totaled  871,  four  of 
which  were  written  by  members  of  the 
society.  The  amount  of  $1,458  was  spent 
on  310  other  volumes  purchased. 

Current  periodicals  and  serial  publica- 
tions on  file  were  1,562,  split  evenly  between 
foreign  and  American  sources.  They  came 
from  forty-three  States  and  Territories  and 
fifty-eight  foreign  lands.  The  collection  is 
believed  to  be  unsurpassed  with  two  excep- 
tions, the  surgeon  general’s  in  Washington 
and  that  of  the  New  York  Academy  of 
Medicine. 

Monroe  County 

The  establishment  of  an  annual  prize 
of  $100  to  be  known  as  “The  Cushing 
Prize  for  the  History  of  Medicine”  has 
been  announced  by  the  Library  Committee 
of  the  University  of  Rochester  School  of 
Medicine  and  Dentistry. 

The  prize  has  been  named  in  honor  of 
Dr.  Harvey  Cushing,  noted  surgeon  of  New 
Haven,  Conn.,  in  acknowledgment  of  his 
contributions  to  the  history  of  medicine  and 
of  his  interest  in  many  departments  of  the 
School  of  Medicine  and  Dentistry  at  Roch- 
ester. 

It  will  be  awarded  annually  to  that  stu- 
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dent  in  the  Rochester  medical  school  who 
submits  the  best  essay  on  a topic  connected 
with  the  history  of  medicine.  The  first 
recipient  of  the  award,  Miss  Jean  Captain, 
Montclair,  N.  J.,  wrote  on  “A  History  of 
the  Classification  of  Human  Blood  Cor- 
puscles.” 

Dr.  William  W.  Percy  was  named  to 
the  newly  created  position  of  executive  di- 
rector of  the  Rochester  Academy  of  Medi- 
cine and  Dr.  David  B.  Jewett  was  elected 
president  at  the  annual  meeting  on  May  5. 

The  new  post  in  the  Academy  was  cre- 
ated by  the  board  of  trustees,  Dr.  Albert  D. 
Kaiser,  retiring  president,  announced  to  co- 
ordinate the  functions  of  the  Academy, 
which  will  be  expanded  this  year  with  a 
building  program  and  moving  into  a new 
home. 

Dr.  Percy  will  take  office  for  a year  and 
serve  without  compensation.  His  tasks  will 
include  supervision  of  moving  into  the  new 
Academy  building,  1441  East  Ave.,  where 
construction  of  an  addition  to  the  Lyon 
homestead  will  shortly  get  under  way. 

Dr.  Warren  Wooden  was  elected  vice- 
president  and  Dr.  John  J.  Finigan  was 
elected  secretary  to  succeed  Dr.  Harry  D. 
Clough,  who  resigned  after  serving  for  16 
years.  Dr.  James  M.  Flynn  was  renamed 
treasurer. 

New  York  County 

Professor  Howard  W.  Haggard  of  Yale 
University  warned  in  an  address  on  May  23 
before  the  Medical  Society  of  the  County 
of  New  York  at  the  New  York  Academy  of 
Medicine  that  the  medical  profession  “must 
either  make  the  necessary  adjustments  to 
change  or  be  swept  aside.”  He  said: 

“Some  aggressive  lay  groups  stand  ready 
to  raid  the  medical  field  for  its  unapplied 
potentialities.  With  the  natural  reaction  of 
newcomers  to  the  field — unacquainted  with 
its  ramifications,  but  sensing  its  deficiencies 
— they  assume  that  there  is  something  basi- 
cally wrong  with  the  form  of  medical  prac- 
tice. Their  first  inclination  is  to  remake 
the  form  of  medicine.  Today  the  doctor 
must  take  his  choice — lead  or  be  led.” 

Dr.  James  Alexander  Miller,  president  of 
the  New  York  Academy  of  Medicine  and 
physician  in  charge  of  tuberculosis  service 
at  Bellevue  Hospital,  discussed  “some  un- 
solved problems  in  tuberculosis,”  emphasiz- 
ing that  our  knowledge  of  the  manner  in 
which  the  disease  develops  and  the  mecha- 
nism of  immunity  against  it  are  far  from 
complete. 

On  an  average  day  in  the  Winter  and 


early  Spring  in  New  York  City,  280,000 
persons  are  disabled  by  illness,  another  700,- 
000  suffer  from  but  are  not  disabled  by  a 
chronic  disease,  and  91,000  others  have  been 
affected  permanently  by  congenital  defect, 
previous  illness  or  accident,  it  was  reported 
on  May  7 at  a public  meeting  in  the  New 
York  Academy  of  Medicine. 

The  figures  were  given  by  George  St.  J. 
Perrott,  principal  statistician  of  the  United 
States  Public  Health  Service,  as  the  conclu- 
sions to  be  drawn  from  a national  survey 
by  the  service  of  2,000,000  persons  in  the 
country  in  1935-36. 

Rensselaer  County 

“Present  day  methods  in  the  Treatment 
of  Cancer”  were  discussed  by  Dr.  G.  Allen 
Robinson,  radium  therapy  authority,  in  an 
illustrated  talk  to  members  of  the  Rensse- 
laer County  Medical  Society  at  The  Hen- 
drick Hudson  in  Troy  on  May  17. 

Dr.  Robinson  stressed  the  importance  of 
an  early  diagnosis,  declaring  that  “there  is 
no  question  that  the  medical  profession  fails 
in  many  instances  to  recognize  cancer  in  its 
earliest  stages,  and  dentists  very  often  do 
not  recognize  incipient  mouth  cancer  in 
patients  who  have  no  reason  to  contact  their 
own  physicians.” 

The  meeting  was  the  largest  session  of 
the  medical  society  in  a number  of  years, 
with  approximately  150  doctors  present  from 
a radius  of  more  than  100  miles.  Physicians 
came  from  as  far  as  New  York  City,  Rut- 
land, Vt.,  Amsterdam  and  Glens  Falls.  Dr. 
Edward  Godfrey,  state  commissioner  of 
health  and  a number  of  members  of  the 
council  of  the  New  York  State  Medical  So- 
ciety, were  among  those  in  attendance. 

Schoharie  County 

The  semi-annual  meeting  of  the  Scho- 
harie County  Medical  Society  was  held 
in  the  Cobleskill  central  school  on  May  3. 

Speakers  were  Dr.  Roscoe  C.  Borst  who 
spoke  on  “The  Genesis  and  Management  of 
Renal  Calculi”  and  Dr.  T.  Wood  Clarke  on 
the  topic  of  “Allergic  Diseases.” 

During  the  business  meeting,  the  present 
officers  were  re-nominated  and  will  be  elected 
next  fall.  The  officers  are:  Dr.  Carolyn  L. 
Olendorf,  president;  Dr.  Lyman  Driesbach, 
vice-president;  Dr.  Herbert  L.  Odell,  sec- 
retary; Dr.  L.  R.  Becker,  treasurer;  Dr. 
Joseph  Duell,  censor,  and  Dr.  David  W. 
Beard,  delegate  to  the  state  medical  society. 
It  was  also  voted  to  entertain  the  Third 
District  Branch  in  Cobleskill  in  September. 
This  district  comprises  seven  counties.  Dr. 
Joseph  Lawrence  was  present  to  arrange  for 
the  district  meeting. 


Hospital  News 


Improvements 

The  Department  of  Hospitals  has 
filed  plans  in  the  Brooklyn  Department  of 
Housing  and  Buildings  for  a $1,675,000  ad- 
dition to  Kings  County  Hospital.  The  new 
building  will  be  used  as  a psychiatric  pavil- 
ion and  will  house  353  patients. 

Plans  are  in  the  final  stages  at  the  de- 
partment for  a $2,750,000  clinic  to  be 
added  to  the  Kings  County  group.  These, 
with  drafts  for  a new  $150,000  bakery 
building,  will  be  submitted  to  the  Building 
Department  in  the  near  future.  The  im- 
provements have  been  approved  by  the 
Board  of  Estimate. 

When  the  psychiatric  building  and  clinic 
are  completed  in  1940  more  than  1,000  beds 
will  be  made  available,  bringing  the  total 
number  in  the  institution  to  about  4,200. 
Even  this  will  not  solve  the  overcrowd- 
ing, it  was  explained  at  the  Department 
of  Hospitals. 

Included  in  the  new  Federal  building 
program  in  the  Administration’s  “spend- 
ing-lending bill”  is  a $2,850,000  improve- 
ment in  the  Marine  Hospital  at  Stapleton, 
Staten  Island. 

Richmond  Memorial  Hospital,  Drey- 
fuss  Foundation,  Staten  Island,  is  installing 
one  of  the  newly-perfected  Rentschler- 
James  bacteria-killing  lamps  in  its  operat- 
ing room.  The  lamp  is  being  presented 
to  the  hospital  by  Mrs.  Louis  A.  Dreyfuss 
of  Grymes  Hill,  one  of  the  institution’s 
principal  benefactors. 


The  new  $100,000  children’s  ward  at 
Bronx  Hospital,  Fulton  Ave.  and  169  st., 
New  York  City,  was  dedicated  on  May  12. 

Agitation  for  a local  hospital  for  Little 
Neck,  Douglaston  and  other  nearby  com- 
munities is  under  way.  At  a luncheon- 
meeting of  the  Little  Neck  Chamber  of 
Commerce,  the  project  met  with  instant 
approval  and  indications  are  that  efforts 
will  be  made  by  the  organization  to  initi- 
ate a campaign  for  this  purpose. 


The  West  Side  Hospital  and  Dis- 
pensary, at  43rd  St.  between  9th  and  10th 
Avenues,  New  York  City,  is  raising  funds 
for  a new  building. 


Greenwich  Hospital  is  contemplating 
an  appeal  for  funds  to  modernize  its  plant 
and  add  a new  wing.  Hugh  D.  Marshall, 
president  of  the  directors,  said  at  a 
luncheon  meeting  in  May:  “We  face  the 

fact  that  we  are  not  equipped  to  do  the 
job  the  town  expects.  At  the  last  meet- 
ing the  board  received  from  engineers  well 
known  in  the  work  a survey,  which  was 
approved  by  the  board.  The  board  will 
ask  an  architect  to  draw  plans  on  the  find- 
ings of  the  engineers.” 

Newsy  Notes 

Tribute  in  the  form  of  a memorial 
tablet  because  he  “served  humanity  and  the 
Benedictine  Hospital  for  thirty  years,”  was 
paid  the  late  Dr.  Mark  O’Meara  on  May  15 
when  a plaque  was  officially  unveiled  at  the 
hospital  in  Kingston  with  appropriate 
ceremonies. 

A two-cents-a-day  hospital  plan  for 
New  York  City  employees  will  soon  be 
launched  if  preliminary  estimates  are  sus- 
tained by  an  extensive  survey  now  being 
made.  The  proposed  hospital  insurance 
plan  is  expected  to  begin  with  a member- 
ship of  the  50,000  employees  who  are  mem- 
bers of  the  New  York  City  Employees’ 
Retirement  System.  It  is  planned  to  have 
it  independent  of  any  other  insurance  plan. 

For  two  cents  a day  it  is  proposed  to 
provide  the  same  services  now  provided 
by  the  three-cents-a-day  plan  operated  by 
the  Associated  Hospital  Service,  Inc. 
These  services  include  hospitalization  for 
thirty  days,  various  laboratory  diagnostic 
tests,  x-rays,  anesthesia  and  general  nurs- 
ing care. 

The  city  plan  would  also  pay  member 
hospitals  the  same  daily  rate  now  paid  by 
the  Associated  Hospital  Service  for  sub- 
scribers hospitalized. 
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Responsibility  of  Municipality  for  Injuries  Sustained 
in  Municipal  Hospital 


Very  recently  in  an  interesting  case 
which  came  to  trial  in  the  Supreme  Court  of 
this  State,  a municipality  was  held  responsi- 
ble for  injuries  sustained  by  a person  visit- 
ing a patient  confined  to  the  said  institution.* 

The  action  was  brought  by  the  plaintiff 
against  the  City  of  New  York  to  recover 
damages  for  injuries  sustained  by  the  plain- 
tiff while  alighting  from  an  elevator  in  the 
Kings  County  Hospital.  The  case  came  on 
before  the  Court  and  jury  and  resulted  in  a 
verdict  of  $5,000  in  favor  of  the  plaintiff, 
which  the  defendant  moved  to  set  aside  on 
the  grounds  that  the  City  was  immune  from 
liability  because  at  the  time  of  the  happen- 
ing of  the  accident  it  was  performing  a 
governmental  function. 

It  appeared  from  the  evidence  that  the 
Kings  County  Hospital  is  owned  and  con- 
ducted by  the  defendant  and  that  the  ele- 
vator in  question  was  operated  by  a City 
employee.  The  plaintiff  claimed  that  her 
injuries  resulted  because  of  the  negligence 
of  the  defendant  through  its  employees.  It 
appeared  upon  the  trial  that  the  plaintiff 
had  entered  the  hospital  for  the  purpose  of 
visiting  her  sister  who  was  classified  as  a 
‘‘liability  patient,”  having  previously  met 
with  an  accident.  It  appeared  that  the  hos- 
pital, under  its  authority  to  charge  a patient 
who  was  found  able  to  pay  for  care  and 
treatment,  had  billed  the  plaintiff’s  sister  a 
total  of  approximately  $1,000,  including  an 
operating  room  fee,  anesthesia  fee,  fees  for 
certain  laboratory  tests,  fee  for  ambulance 
services,  fee  for  x-rays,  and  an  additional 
fee  in  the  sum  of  $150  designated  “surgical 
services.” 

It  was  contended  in  support  of  the  mo- 
tion to  set  aside  the  verdict  that  since  the 
defendant  had  been  engaged  at  the  time  of 
the  injuries  in  the  care  of  the  sick,  it  was 
engaged  in  what  is  classified  as  a govern- 
mental or  public  function  rather  than  being 
engaged  in  exercising  its  proprietary  or 
corporate  powers.  The  distinction  between 
the  two  theories  was  that  in  ordinary  cases 
a municipality  is  immune  from  liability 


* Engels  v.  City  of  N.  Y.  (N.  Y.  Law  Jour- 
nal, June  15,  1938). 


when  engaged  in  performing  a governmental 
function. 

The  Court  ruled  that  the  motion  to  set 
aside  the  verdict  and  the  motion  to  dismiss 
the  complaint  upon  which  decision  had  been 
reserved,  should  be  denied  since  under  the 
peculiar  circumstances  of  the  case  the  de- 
fendant, under  the  evidence,  had  not  sus- 
tained the  special  defense  of  “public  func- 
tion.” In  so  ruling  the  Court  said  in  the 
course  of  the  opinion: 

The  jury  found  among  other  facts  (1)  that 
plaintiff  sustained  her  injury  while  visiting  her 
sister,  who  at  the  time  was  a patient  in  the 
Kings  County  Hospital,  paying  for  the  service 
which  she  was  receiving,  (2)  that  as  to  that 
patient  the  hospital  was  being  conducted  for 
profit  and  (3)  that  at  the  time  of  the  accident, 
in  so  far  as  plaintiff  was  concerned,  the  city  was 
not  rendering  a public  or  governmental  service 
but  was  exercising  its  proprietary  or  corporate 
powers. 

To  sustain  its  defense  the  city  proved,  basing 
its  figures  on  the  previous  fiscal  year,  that  the 
cost  of  maintaining  the  hospital  amounted  to 
about  $3,000,000,  while  the  receipts  were  slightly 
over  $100,000.  On  that  showing  alone  the  city 
sought  a dismissal  of  the  complaint  and  now 
asks  that  the  verdict  be  set  aside.  Its  theory  is 
that  the  proof  offered,  not  being  contradicted, 
establishes  as  a matter  of  law  the  defense  of 
governmental  function. 

There  can  be  no  dispute  that  caring  for  the 
sick,  as  a general  proposition,  is  a governmental 
function  (Dillon  on  Municipal  Corporations, 
5th  ed.  vol.  4,  section  1661).  This  particular 
case,  however,  presents  a situation  somewhat 
different  from  the  usual  case.  Plaintiff  claims 
that  defendant,  while  furnishing  hospitalization 
to  her  sister,  was  engaged  in  an  enterprise  for 
gain  and  as  a consequence  owed  certain  duties 
to  the  patient  and  her  visitor.  It  was  not  plain- 
tiff’s obligation  to  prove  the  latter  proposition. 
The  defense  alleged  had  to  be  established  by 
the  city  by  a fair  preponderance  of  the  evidence. 
The  question,  therefore,  is — was  that  defense 
proved  merely  by  showing  that  in  maintaining 
Kings  County  Hospital  the  costs  exceeded  the 
receipts  for  a period  of  one  year? 

One  immediately  asks,  why  take  a year? 
Why  not  take  a month,  a week,  five  years  or 
the  lifetime  of  the  institution.  Then  again,  is  it 
right  to  list  on  the  cost  side  all  of  the  expendi- 
tures made  to  maintain  a great  and  extensive 
institution  like  Kings  County  Hospital  with  its 
numerous  interests?  Why  use  the  hospital  as 
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a basis?  Why  not  take  into  account  the  whole 
Hospital  Department  of  the  City  of  New  York? 
It  is  the  city,  not  the  hospital,  that  is  the  defend- 
ant. Why  not  take  a part  of  the  institution? 
Must  the  whole  be  considered  in  setting  up 
the  figures  just  because  some  public  official  has 
ordained  that  all  the  activities  at  the  institution 
shall  be  included  under  the  name  “Kings 
County  Hospital?”  Next  month  another  official 
may  change  that  and  have  two  or  a dozen 
names  for  the  same  buildings  now  embraced  in 
Kings  County  Hospital.  In  that  event  would 
each  building  bearing  an  individual  name  be 
used  as  a basis  for  determining  the  question  of 
profit  or  non-profit  for  the  service  rendered  by 
the  city?  I do  not  think  that  the  proof  offered 
by  the  city  proved  the  defense  urged.  I sub- 
mitted it  to  the  jury  nevertheless. 

No  one  will  contend  that  if  a city  conducts 
an  activity  for  profit,  that  it  is  performing  a 
governmental  function.  The  city  enjoys  both 
powers — proprietary  or  private  and  govern- 
mental or  public.  It  may  exercise  those  two 
powers  under  the  same  roof — in  one  institution. 

In  this  case  the  city  offered  service  for  a con- 
sideration. This  service  included  among  other 
things  a charge  for  “surgical  service.”  It  billed 
the  patient  and  was  paid.  The  money  received 
for  that  item  of  the  bill  was  not  passed  on  to 
the  member  of  the  medical  profession  who  per- 
formed the  service.  On  the  contrary,  the  city 
retained  it  for  its  own  use.  Because  the  patient 
who  plaintiff  visited  had  met  with  an  accident, 
she  was  classified  as  a “liability  patient,”  which 
meant  that  she  was  charged  more  for  what  she 
received  than  would  have  been  asked  of  a 
patient  whose  ailments  had  not  had  their  incep- 
tion in  an  accident.  The  city’s  witness  explained 
the  policy  of  the  city.  He  said  that  in  view  of  the 
fact  that  a “liability  patient”  might  recover  some 
money  in  a law  suit,  the  city  added  an  amount 
to  the  charge  usually  made  and  if  not  paid,  filed 
its  claim  in  the  suit  when  brought  (see  sec.  189, 
Lien  Law).  . . . 

No  one  was  called  to  testify  that  with  respect 


to  those  charges  (the  charges  made  by  the  hos- 
pital to  plaintiff’s  sister)  the  amount  she  paid 
was  more  than,  equal  to  or  less  than  the  actual 
cost.  Suppose  the  city  enjoyed  a profit  on  her 
case,  is  the  city’s  duty  to  her  and  her  visitors 
the  same  as  the  duty  it  owed  to  those  patients 
who  paid  nothing?  I think  not. 

There  may  have  been  an  obligation — a public 
duty — resting  upon  the  city  to  treat  and  care  for 
patients  with  no  funds,  but  there  was  no  such 
obligation  upon  it  where  the  patient,  like  plain- 
tiff’s sister,  was  able  to  and  did  pay.  There 
were  plenty . of  private  hospitals  to  which  that 
patient  (plaintiff’s  sister)  could  have  gone  for 
treatment.  The  city  could  have  declined  to  re- 
ceive her  in  its  institution. 

With  reference  to  charges  for  service,  it 
seems  that  the  city  treats  different  patients  that 
come  into  its  hospitals  in  different  ways.  There- 
fore, when  the  city  defends  on  the  ground  that 
it  was  discharging  a governmental  function 
when  plaintiff  was  a visitor,  the  circumstances 
surrounding  each  accident,  including  the  charges 
made  to  the  patient  visited,  should  be  carefully 
examined.  Only  in  that  way  may  it  be  known 
which  of  its  powers  the  city  was  exercising  in 
a given  case.  Merely  grouping  all  receipts  and 
all  expenses  and  claiming  non-liability  because 
the  latter  exceed  the  former  is  not  meeting  the 
obligation  of  establishing  the  immunity  defense. 
The  period  of  time  used  as  a basis  as  well  as 
the  list  of  receipts  and  expenses  must  be  arrived 
at  in  a logical  and  reasonable  manner.  It  must 
be  remembered  that  the  city  was  not  obliged  at 
its  peril  to  maintain  a hospital  in  which  it  made 
charges  for  service. 

It  should  be  noted  that  the  ruling  referred 
to  in  this  article  is  a ruling  made  by  a court 
of  original  jurisdiction.  It  is  very  probable 
that  an  appeal  may  be  taken  on  behalf  of  the 
defendant  herein  and  it  is,  of  course,  impos- 
sible to  predict  with  certainty  whether  the 
ruling  of  the  Trial  Court  will  be  affirmed  or 
modified. 


“HOW  MUCH  WILL  THIS  MEDICINE  COST,  DOCTOR?” 


A thoughtless  and  seemingly  harmless 
practice  of  which  doctors  are  sometimes 
guilty  is  the  estimating  of  the  probable  cost 
of  a prescription,  remarks  the  Bronx  County 
Medical  Bulletin.  Many  patients,  believing 
that  the  physician  is  an  authority  on  this 
subject,  question  him  concerning  the  cost 
of  a particular  prescription  and  he  quotes 
a price.  Then  when  the  pharmacist’s  charge 
is  in  excess  of  the  amount  estimated  by  the 
physician,  an  acrimonious  debate  arises  be- 
tween the  druggist  and  the  customer.  No 
matter  how  the  matter  is  adjusted,  the  fact 
remains  that  the  druggist  should  be  justifi- 
ably incensed  at  the  doctor. 


This  disagreeable  situation  could  be 
avoided  if  the  physician  would  refuse  to 
commit  himself  on  a subject  with  which 
he  is  unfamiliar.  Although  we  may  know 
the  exact  price  charged  by  certain  druggists 
for  proprietary  medicines  or  for  compound- 
ing formulas,  it  is  unwise  to  convey  this 
information  to  patients.  It  implies  the  not 
uncommon  belief  of  collusion  between  the 
doctor  and  the  druggist.  Then  too,  it  is 
unprofessional  for  a doctor  to  estimate  the 
value  of  the  many  elements  necessary  to  the 
compounding  of  prescriptions.  Would  not 
the  physician  be  rightfully  offended  were  the 
druggist  to  evaluate  the  doctor’s  services? 


Across  the  Desk 


Hats  Off!  The  “Surgical  Yeoman”  is  Passing! 


The  surgical  yeoman  is  the  general  sur- 
geon of  the  small  town  and  the  small  hos- 
pital, something  like  the  old  time  family  doc- 
tor whose  “passing”  has  been  mourned, 
over  and  over,  for  years,  but  who  strangely 
seems  to  ignore  his  funeral  and  stay  right 
with  us  despite  the  mourners.  Now  the 
lily  is  gently  placed  in  the  hand  of  the  rural 
surgeon,  and  it  will  be  interesting  anyway 
to  see  if  he  lies  quietly  in  the  casket  kindly 
provided,  or  if  he  gets  his  dander  up  and 
kicks  the  lid  off.  A casual  acquaintance 
with  a number  of  these  rugged  specimens 
would  rather  suggest  the  latter  as  more 
likely. 

It  was  the  speaker  who  delivered  the 
“Annual  Discourse”  before  the  Massachu- 
setts Medical  Society  on  June  2 who  entitled 
his  remarks  “The  Passing  of  Surgical  Yeo- 
men,” and  if  he  is  right,  then  there  is  noth- 
ing for  these  “gallant  men”  of  the  profession 
to  do  but  pass.  Dr.  Allen  G.  Rice,  visiting 
surgeon  at  the  Springfield  Hospital,  Spring- 
field,  Mass.,  started  his  discourse  by  defining 
yeomen  as  “gallant  men  who  render  great 
and  loyal  service.”  The  early  surgical  yeo- 
men “were  the  pioneers  of  modern  surgery.” 
They  were  general  practitioners  with  lean- 
ings and  flairs  for  surgery  who  drove  into 
the  new  fields  opened  up  by  Lister.  “With 
boundless  faith  in  their  art,”  says  Dr.  Rice, 
“and  with  courage  undaunted  by  difficulties, 
they  pressed  on  with  a daring  that  bespoke 
their  skill,  and  a caution  that  vouched  their 
wisdom.”  They  are  gone,  of  course,  but  we 
have  their  fellow-yeomen  of  our  own  time, 
“their  lowly  brethren,  that  host  of  general 
surgeons,  long  lost  from  mind  and  eye  in 
the  far-flung  surgical  world,  who,  over- 
looked and  unrated,  merit,  nonetheless,  ap- 
praisal which  has  never  been  vouchsafed — 
they  are  the  surgical  yeomen.” 

They  are  the  “forgotten  men”  of  surgery, 
observes  this  cheerful  eulogist,  who  seems 
determined  to  assure  the  rural  surgeons  that 
they  are  unremembered  even  before  the 
funeral.  Any  monuments,  in  that  case,  will 
be  uncalled  for,  probably.  As  Dr.  Rice  sees 
them,  “they  are  the  forgotten  ones  who 
staff  the  many  hospitals  in  byways  of  cities 
and  at  rural  crossroads.”  “Day  in  and  day 


out,”  he  adds,  “these  willing  craftsmen  go 
quietly  about  their  business,  here,  there, 
and  everywhere,  never  exploited  by  the 
press.”  In  fact,  he  admits,  “notwithstanding 
master  surgeons  and  their  hand-picked  help- 
ers in  famed  clinics,  the  bulk  of  the  country’s 
surgery  is  done  by  a company  of  forgotten 
men.” 

Just  as  an  offhand  suggestion,  if  the  yeo- 
men do  not  want  to  be  forgotten,  there 
was  the  young  surgeon  who  kept  a tattoo 
needle  handy  and  tattooed  his  name  and  the 
date  on  each  patient  while  under  the  ether. 
He  had  plenty  of  publicity  when  people  be- 
gan talking  about  it,  and  could  say,  with 
Sir  Christopher  Wren,  “If  you  wish  to  see 
my  monuments,  look  about  you.”  The  bath- 
ing beach  favored  by  his  patients  would  look 
like  a walking  autograph  album.  No  “for- 
gotten man”  for  his. 

Where  the  Yeoman  Bests  the  Chieftain 

Who,  then,  are  driving  our  gallant  yeo- 
men into  oblivion  and  extinction?  It  is  the 
“master  surgeons”  and  “surgical  lords,”  the 
“chieftains”  who  are  the  experts  and  special- 
ists. The  rural  surgeon  cannot  compete 
with  them,  so  he  must  disappear. 

But  almost  in  the  same  breath,  in  which 
Dr.  Rice  tells  us  the  yeoman  must  go,  he 
gives  some  figures  that  seem  to  indicate  that 
he  will  stay.  For  not  only  is  “the  bulk  of 
the  country’s  surgery”  done  by  our  gallant 
yeomen,  but  when  we  figure  up  the  results 
of  his  work,  we  discover  something  interest- 
ing. 

Averaged  from  hospital  reports,  “the 
general  surgical  death  rate  at  the  hands  of 
six  master  surgeons  is  4.6  per  cent;  of 
thirty  scattered  yeomen,  4.8  per  cent,  a 
creditable  showing  indeed  for  the  lowly 
ones.”  When  the  death  rates  for  specific 
surgical  ills  are  likewise  compared,  “the 
scales  are  still  pretty  level,”  and  in  one  of 
the  commonest  abdominal  ailments  the  yeo- 
man actually  have  the  edge. 

This  is  a particularly  important  edge,  too, 
because  “surgery  suffers  no  more  stinging 
rebuke  than  its  showing  in  appendicitis.” 
More  people  are  now  dying  of  appendicitis 
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than  ever  before.  How,  then,  do  the  chief- 
tains and  the  yeomen  compare  here?  Let 
Dr.  Rice,  himself  a chieftain,  reply: 

For  the  whole  country  the  general  death  rate 
of  appendicitis  hovers  from  year  to  year  around 
three  per  cent ; for  appendectomy  in  acute  and 
non-perforated  cases  it  is  4.8  per  cent ; but  when 
complicated  by  peritonitis  the  rate  jumps  to 
thirty  per  cent.  Taking  these  national  figures 
as  mean  levels,  the  challenging  yeomen  plot 
some  rather  upsetting  extremes.  Whereas  the 
head  surgeons  list  a general  mortality  for  ap- 
pendicitis of  4.5  per  cent,  they  achieve  one  of 
2.1  per  cent.  For  all  acute  cases  the  former 
confess  a death  rate  of  6.8  per  cent;  the  latter 
of  only  3.1  per  cent.  And  when  peritonitis  adds 
its  horror,  the  figures  are  widest  apart : 38.5  per 
cent  against  17.7  per  cent. 

Not  content  with  this  pleasing  triumph,  the 
challengers  go  on  to  show  that  all  records 
award  them  in  the  last  decade  a yearly  drop  in 
death  rate,  a fall  which  seems  to  have  eluded 
their  big  brethren.  There  they  rest  their  case. 
With  their  usual  becoming  modesty  they  vaunt 
no  reasons  for  their  better  showing;  and  with 
forebearance  and  kindness  learned  through  many 
mishaps  of  their  own,  they  hint  no  causes  for 
the  less  happy  outcomes  of  others.  In  a spirit 
of  fair  play,  and  with  an  equanimity  born  of 
facts,  they  choose  to  await  in  calm  contentment 
the  issue  of  rebuttal. 

They  are  Thoroughbreds 

We  are  assured  further  by  Dr.  Rice  that 
“these  thoroughbreds  of  the  family  are  more 
than  surgeons,”  and  he  pays  them  a fine 
tribute  in  words  that  show  him  to  be  more 
than  a surgeon,  too;  he  has  the  soul  of  a 
poet.  Read  this: 

These  thoroughbreds  of  the  family  are  more 
than  surgeons ; they  are  gentlemen  of  the  first 
order,  kindly  and  courteous  to  all,  honoring 
their  leaders,  gracious  toward  their  fellows, 
helpful  to  younger  brethren.  In  them  power  and 
modesty  walk  together,  rare  companions  these 


Most  persons  are  familiar  with  the  prac- 
tice of  the  Telegraph  Company  of  stamp- 
ing two  red'  stars  (visible  through  the  win- 
dow of  the  envelope)  on  all  messages  giv- 
ing notice  of  death. 

On  March  18  a member  of  a Nursing 
Department  received  a two-star  telegram 
from  Albany.  With  horror  written  on  her 
face  and  with  trembling  hand,  summoning 
her  last  ounce  of  courage  she  tore  open 
the  envelope  and  read  the  fatal  message: 
Bill  Passed  Last  Night  Stop  Sadie. 

The  “Passing”  of  “Bill,”  in  this  case  re- 


days of  might  and  vainglory.  Each  in  himself 
is  the  champion  American  individualist.  He  is 
wedded  to  the  old  ways  of  the  surgical  art, 
swayed  not  by  oncoming,  thinly  disguised  mass 
practice.  He  was  reared  in  the  days  when  sick 
people  were  persons,  not  records,  and  he  never 
forgets  his  bringing  up. 

He  knows  naught,  for  example,  of  a pelvic 
case  in  Room  26;  but  in  that  bed  he  has  his 
patient,  mother  of  three  children  aged  two, 
seven  and  nine,  overworked  housewife  worrying 
about  her  home,  Mrs.  Mary  Jones,  whose  bleed- 
ing fibroid  uterus  he  took  out  four  days  ago. 
The  kindly,  personal  touch  is  always  with  him. 

When  his  patients  go  home  from  the  hospital, 
he  does  not  hand  them  wholly  over  to  other 
doctors,  but  himself  in  friendly  part  watches 
them  through  the  aftermaths  of  their  ordeals 
and  himself  handles  the  petty  discomforts  prone 
later  to  arise.  By  so  doing  he  has  learned  little 
ways  to  forestall  no  few  of  the  untowardnesses 
that  operative  haste  and  post-operative  inatten- 
tiveness inflict. 

His  reward  is  an  easier,  shorter  recovery  for 
patients  than  is  sometimes  won  by  others  who, 
interested  in  records  more  than  in  persons,  hand 
over  their  cases  at  an  early  date  to  the  mercies 
of  this  or  that  kindly  but  less  adept  family 
doctor. 

The  Yeomen’s  Omens 

Plenty  are  the  omens,  says  Dr.  Rice,  that 
this  old  guard  is  passing,  that  many  a town 
and  urban  district  are  having  their  last  good 
general  surgeons,  but  despite  these  gloomy 
forebodings,  “faith  in  surgical  yeomanry’s 
ideals  still  lives.”  To  those  who  know  the 
old  order  best,  he  confesses,  “its  passing 
brings  a tinge  of  sadness  and  misgiving.” 

Life  is  a game,  however,  and  has  its  sur- 
prises. Many  a player  who  is  supposed  to 
pass  decides  to  bid,  and  makes  it  good. 
When  the  yeoman  has  the  hand  shown  in 
the  facts  and  figures  quoted  above,  he  may 
stay  with  us,  as  it  were,  to  the  last  trump. 


f erred  to  the  passage  of  the  Todd  Nurse 
Practice  Bill  by  the  New  York  State  Legis- 
lature.— J.  A.  M.  A. 


When  a doctor  charges  $50  for  removing 
your  tonsils,  it  seems  like  a big  bill  for 
such  a small  operation.  But  think  what  it 
would  have  cost  you  to  have  had  it  done 
by  a couple  of  mechanics  at  a high-class 
garage. — The  Maritime  Merchant. 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 


The  Hair  and  Scalp.  A Clinical  Study. 
By  Agnes  Savill,  M.D.  Second  edition. 
Octavo  of  309  pages,  illustrated.  Baltimore, 
William  Wood  & Company,  1937.  Cloth, 
$4.75. 

There  is  no  question  but  that  disorders 
of  the  hair  and  scalp  should  be  treated  by 
physicians  and  not  by  so  called  beauty  ex- 
perts and  cosmeticians.  If  the  general 
practitioner  would  realize  the  seriousness 
of  these  affections  from  the  viewpoint  of 
the  patient,  and  not  pass  them  off  lightly 
when  consulted  about  them,  more  of  these 
patients  would  seek  medical  advice. 

In  this  book  Dr.  Savill  has  given  com- 
plete but  concise  and  authoritative  descrip- 
tion of  most  of  the  scalp  and  hair  ailments 
and  their  treatment,  which  should  be  of 
considerable  value  to  the  physician. 

The  chapters  on  Hairfall,  Hair  Dyes 
and  Hirsuties,  are  full  of  valuable  informa- 
tion. 

We  recommend  this  book  highly  to  the 
general  practitioner. 

Alfred  Potter 

A Textbook  of  Surgical  Nursing.  By 

Henry  S.  Brookes,  Jr.,  M.D.  Octavo  of  636 
pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1937.  Cloth,  $3.50. 

This  new  volume  on  surgical  nursing 
contains  233  illustrations,  some  photographs 
and  some  black  and  white  drawings.  The 
text  is  divided  into  chapters  dealing  briefly 
with  the  nurse  and  the  patient,  inflamma- 
tions and  infection,  incorporating  with  the 
infections,  a short  resume  of  bacteriology 
of  various  infections. 

Modern  treatment  of  burns  is  discussed 
and  also  anesthesia.  It  has  an  excellent 
chapter  on  “the  operating  division”,  and 
although  this  chapter  deals  specifically  with 
instruments  and  technique  as  employed  at 
the  Barnes  Hospital  in  St.  Louis,  larger 
hospitals  throughout  the  country  use  es- 
sentially the  same. 

The  entire  body  is  next  taken  up,  begin- 
ning with  the  head  and  discussing  from 
the  surgical  point  of  view  various  treat- 
ments of  conditions  in  the  body.  The  more 
common  surgical  conditions  are  discussed 
in  greater  detail. 

Various  systems  of  the  body,  such  as  the 


genitourinary,  are  discussed  from  the  physi- 
ological point  of  view  as  well  as  the 
surgical.  The  chapter  on  gynecologic 
surgery  deals  briefly  with  the  more  modern 
conception  of  glandular  disfunction,  and 
gives  the  nurse  an  excellent  idea  about 
these  conditions  and  about  gynecology  in 
general. 

The  chapters  on  the  nervous  system  and 
the  vascular  system,  although  brief  for 
these  subjects,  are  sufficient  for  teaching 
purposes. 

Some  teachers  of  surgical  nursing  may 
not  agree  entirely  on  all  the  text  matter 
in  this  volume,  but  we  believe  they  would 
agree  that  this  book  fulfills  a need  in  the 
field  of  surgical  nursing. 

Herbert  T.  Wikle 

Modern  Treatment  in  General  Practice. 

Edited  by  Cecil  P.  G.  Wakeley,  D.Sc., 
F.R.Q.S.  Volume  III.  Octavo  of  436  pages, 
illustrated.  Baltimore,  William  Wood  & 
Company,  1937.  Cloth,  $4.00. 

The  same  high  standard  noted  in  the 
previous  two  issues  is  maintained  in  this 
volume  of  Modern  Treatment  edited  by 
Wakeley.  Sir  Humphry  Rolleston,  Kinnier 
Wilson,  Sir  David  Wilkie,  Letheby  Tidy, 
Macdonald  Critchley,  J.  Lockhart-Mum- 
mery  and  Grey  Turner  are  a few  of  the 
prominent  contributors. 

The  range  of  subjects  treated  is  as 
wide  as  one  £ould  wish  for,  covering  a 
variety  of  topics  from  ophthalmic  emer- 
gencies to  fractures  of  the  pelvis.  In  gen- 
eral, a tone  of  British  conservatism  pre- 
dominates though  Parsons-Smith  strikes  a 
different  note  when  he  advocates  crucial 
incision  of  the  legs  in  severe  intractable 
cardiac  edema.  For  the  general  practi- 
tioner there  are  useful  suggestions  in  the 
treatment  of  common  ailments  such  as 
bronchitis,  prostatic  hypertrophy,  hyperten- 
sion, neuroses,  colitis  and  the  histidine 
treatment  of  peptic  ulcer.  In  very  few 
of  the  papers  does  one  find  therapy  out- 
lined in  elaborate  detail,  a fact  which  many 
might  feel  a point  of  criticism.  Of  sound 
principles  interspersed  with  occasional  help- 
ful details  there  is  no  dearth,  so  that  the 
volume  can  be  heartily  recommended. 

Andrew  M.  Babey 
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Public  health  is  the  applied  science  of 
preventive  medicine.  Any  historical 
research  into  the  roots  of  public  health 
must  therefore  carry  us  a long  way  back. 
Sir  George  Newman  begins  his  Heath 
Clark  lectures  on  the  Rise  of  Preventive 
Medicine1  in  prehistoric  times  with  a 
chapter  on  folklore,  magic,  custom,  and 
religion.  In  a book  of  264  pages  he 
reaches  the  English  Poor  Law  Amend- 
ment Act  of  1834  only  on  page  253.  In 
those  253  pages  are  fascinating  stories 
from  Greece  and  Egypt,  of  the  Black 
Death  in  the  Middle  Ages ; of  the  rise  of 
physiology  during  the  Renaissance.  All 
of  this  material  is  in  a sense  basic  to  our 
knowledge  of  public  health  today.  But 
it  would  be  imprudent  for  me  to  try  to 
survey  in  a single  lecture  the  events  which 
Sir  George  Newman  has  so  ably  con- 
densed into  ten.  I shall  be  well  satisfied 
if  I can  do  justice  to  the  period  covered 
in  the  last  eleven  pages  of  his  book. 

I deal,  therefore,  with  the  modern 
history  of  public  health,  the  application 
of  the  science  of  preventive  medicine  to 
the  communal  welfare  of  a self-conscious 
democracy,  during  an  era  in  which  the 
individual  has  been  held  to  be  of  more  im- 
portance even  than  the  state. 

It  is  no  accident  that  the  modern  his- 
tory of  public  health  begins  at  a period 
when  the  worth  of  the  individual  was 
held  in  high  esteem.  Nor  can  we  regard 
as  a mere  coincidence  the  concurrent 


revival  of  that  religion  which  teaches  us 
to  love  our  neighbor  as  ourself. 

“From  1738  to  1838,”  says  Sir  John 
Simon2  “the  tide  of  religious  philanthropy 
was  ever  on  the  rise,  ever  gaining  more 
and  more  social  influence.”  The  primary 
aim  of  the  evangelists  had  been  to  make 
religious  converts.  Little  by  little  cir- 
cumstances widened  their  aim.  Simon 
continues : 

Above  all,  the  home-missions  which  were 
so  active  could  not  but  bring  back  to  [the 
congregations  a practical  and  sympathetic 
knowledge  of  the  hard  struggles,  and  the 
often  cruel  sufferings,  which  the  poorer 
masses  of  mankind  have  to  endure.  Poverty 
began  to  be  considered,  as  perhaps  never 
before,  by  the  prosperous  parts  of  society: 
poverty,  not  merely  as  subject  to  physical 
privations:  but  poverty,  as  complicated  with 
the  caducity  and  helplessness  of  ignorance; 
poverty,  as  aggravated  by  the  so  frequent 
hindrances  and  oppressions  of  disease; 
poverty,  as  susceptible  of  deepest  heartache 
when  the  pomps  and  luxuries  of  civilization 
seem  to  deride  it.  By  degrees,  the  dynamics 
of  pauperization,  the  study  of  the  various 
factors  which  are  degradatory  in  social  life, 
were  seen  to  be  more  urgent  religious  prob- 
lems than  some  which  had  exercised  school- 
men and  mystics;  and  vagrancy  and  vice 
and  crime,  when  the  conditions  of  their 
multitudinous  production  had  grown  to  be 
better  understood,  were  felt  to  be  piteous 
appeals  to  the  strong  of  the  world,  brothers’ 
blood  crying  from  the  earth.  So,  from  the 
middle  of  the  century  onward,  the  evangeli- 
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cal  revival  carried  among  its  chief  conse- 
quences, that  man  learnt  to  feel  new  solici- 
tudes for  man. 

So  at  the  fore  end  of  this  century  of 
religious  revival  an  England  in  which 
“politics  meant  place  hunting;  and  for 
place  whether  in  church  or  state  any 
amount  of  dirt  would  be  eaten at  the 
latter  end,  the  appropriation  of  twenty 
million  pounds  sterling  for  purchasing  the 
freedom  of  all  slaves  in  the  British 
Dominions.  That  was  in  1833.  The  first 
humane  asylum  for  the  insane  had  been 
founded  at  York  in  1796.  Elizabeth  Fry 
began  her  prison  reform  in  1813.  Edwin 
Chadwick  was  born  on  January  24,  1800. 
At  the  age  of  thirty-two,  he  was  ap- 
pointed Assistant  Commissioner  to 
inquire  into  the  workings  of  the  Poor 
Laws  and  his  report  very  largely  shaped 
the  Poor  Law  Amendment  Act  of  1834. 
Upon  the  creation  of  a central  adminis- 
trative commission  for  the  purposes  of 
that  Act,  Mr.  Chadwick  was  made  its 
secretary.  The  revival  of  practical  Chris- 
tianity had  made  possible,  even  inevit- 
able, some  measure  of  reform.  Edwin 
Chadwick  was  the  man  of  the  hour, 
through  whose  industry  and  conscious 
purpose  the  foundations  of  public  health 
were  laid  in  England.  So  largely  was 
the  structure  of  our  own  system  of  pub- 
lic health  influenced  by  the  subsequent 
research  of  Edwin  Chadwick  that  you 
may  study  his  career  almost  as  well  in  the 
Report  of  the  Sanitary  Commission  of 
Massachusetts3  (1850)  as  in  Sir  John 
Simon’s  “English  Sanitary  Institutions.” 
The  following  estimate  of  Chadwick  is 
taken  from  the  American  source  :* 

He  was  not  a man  of  varied  or  profound 
attainments,  nor  distinguished  by  any  extra- 
ordinary brilliancy  of  intellect.  But  he  was 
remarkable  for  extracting  from  masses  of 
detail  the  master  facts  and  bringing  them 
to  bear  for  the  elucidation  of  a master 
thought.  He  would  confront,  undaunted, 
any  amount  of  intellectual  labor ; exploring 
mountains  of  blue  books  and  statistical  re- 
turns, till  he  had  fully  ascertained  and 
brought  to  light  their  true  riches  .... 
His  name  should  be  handed  down  to  pos- 
terity as  one  of  the  greatest  and  most  useful 
reformers  of  his  age. 


*The  Report  of  the  Sanitary  Commission  of 
Massachusetts  was  written  for  the  most  part,  if 
not  entirely,  by  Lemuel  Shattuck. 


But  Sir  John  Simon  must  have  the 
last  biographical  word,  for  he  wrote  in 
1889  which  gave  him  an  opportunity  to 
note  of  Chadwick  that  “in  the  ninetieth 
year  of  his  age,  and  at  a distance  of  more 
than  fifty  years  from  the  commencement 
of  his  endeavors  for  sanitary  reform,  he 
has  recently  been  decorated  K.C.B.” 

To  return  now  to  the  Poor  Law  Com- 
missioners established  by  the  Act  of  1834 
with  young  Chadwick  as  secretary.  One 
of  the  first  things  they  did  was  to 
appoint  three  doctors  to  inquire  into  the 
condition  of  the  English  poor.  These 
doctors  soon  armed  the  reports  of  the 
Commission  with  facts  whose  recital  must 
have  had  an  immediate  effect  upon  the 
sensitive  public  conscience  of  that  day. 
For  example,  see  the  report  of  Dr. 
Southwood  Smith  submitted  in  1838.  He 
contrasts  graphically  the  housing  improve- 
ments of  the  rich  with  the  “filthy,  close 
and  crowded  state  of  the  houses  and  the 
poisonous  condition  of  the  localities”  in 
which  the  poor  are  forced  to  live.  As 
he  goes  on  to  describe  these  conditions,  I 
shall  ask  you  to  notice  three  elements  in 
his  argument:  (1)  the  appeal  to  human 
sympathy,  (2)  the  citation  of  statistical 
data,  and  (3)  the  appeal  to  self  interest; 
for  in  these  we  see  the  same  forces  that 
made  historical  the  later  report  of  Chad- 
wick and  his  medical  colleagues  in  1842. 
In  his  report,  Dr.  Smith  relates : 

In  these  pestilential  places  the  industrious 
poor  are  obliged  to  take  up  their  abode ; they 
have  no  choice ; they  must  live  in  what 
houses  they  can  get  nearest  the  places  where 
they  find  employment.  By  no  prudence  or 
forethought  on  their  part  can  they  avoid 
the  dreadful  evils  of  this  class  to  which  they 
are  thus  exposed.  No  returns  can  show  the 
amount  of  suffering  which  they  have  had  to 
endure  from  causes  of  this  kind  during  the 
last  year;  but  the  present  returns  indicate 
some  of  the  final  results  of  that  suffering; 
they  show  that  out  of  77,000  persons  (in- 
and  out-door  paupers),  14,000  have  been  at- 
tacked with  fever,  one-fifth  part  of  the  whole, 
and  that  out  of  the  14,000  attacked  nearly 
1,300  have  died.  The  public,  meantime,  have 
suffered  to  a far  greater  extent  than  they 
are  aware  of,  from  this  appalling  amount  of 
wretchedness,  sickness  and  mortality.  In- 
dependently of  the  large  amount  of  money 
which  they  have  had  to  pay  in  the  support 
of  the  sick,  and  of  the  families  of  the  sick, 
pauperized  in  consequence  of  the  heads  of 
those  families  having  become  unable  to  pur- 
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sue  their  occupations,  they  have  suffered 
still  more  seriously  from  the  spread  of  fever 
to  their  own  habitations  and  families. 

Do  you  wonder  that  in  1840  Parlia- 
ment ordered  a general  inquiry  into  “the 
circumstances  affecting  the  health  of  the 
inhabitants  of  large  towns  with  a view  to 
improve  sanitary  arrangements  for  their 
benefit  ?”  The  result  of  that  inquiry  was 
the  report  of  1842  to  which  I have 
referred.  It  was  received  by  Parliament 
with  “astonishment  and  dismay.”  Lord 
Shaftsbury  wrote  in  his  diary:  “What  a 
perambulation  I have  taken  today  in  com- 
pany with  Dr.  Southwood  Smith ! What 
scenes  of  filth,  discomfort  and  disease !” 
The  title  of  this  report  was  “Sanitary 
Condition  of  the  Laboring  Population  of 
Great  Britain.”  It  was  the  work  of 
Chadwick  himself  and  it  became  a best 
seller  with  a circulation  (enormous  for 
those  days)  of  some  10,000  copies.  Un- 
doubtedly. Haven  Emerson  is  thinking 
of  this  same  report  when  * he  writes:4 
“Public  health  in  the  modern  social  sense 
began  in  England  in  1842.” 

The  Sanitary  Commission  of  Massa- 
chusetts, however,  chose  a date  six  years 
earlier.  What  they  write  of  as  “the  most 
important  sanitary  measure  ever  adopted 
in  England”  which  “has  been  the  founda- 
tion of  nearly  all  others”  is  the  Act 
for  the  Registration  of  Births,  Marriages 
and  Deaths  passed  on  June  6,  1836  and 
which  went  into  operation  on  July  1 of 
the  following  year,  the  first  year  of 
Queen  Victoria’s  reign.  This  Act  was  of 
greater  significance  on  account  of  an  in- 
dividual unmentioned  by  Lemuel  Shat- 
tuck  but  to  whom  I must  now  briefly 
direct  your  attention. 

William  Farr  was  born  in  1807.  His 
parents  had  not  money  to  give  him  an 
education  but  fortunately  for  us  he  was 
adopted  by  one  who  had  some  means. 
Thus  he  was  able  to  study  in  Paris  and 
in  1832  he  became  L.S.A.  (Licentiate  of 
the  Society  of  Apothecaries).  This  is  the 
oldest  medical  qualification  in  England 
and  one  that  is  still  recognized  by  the 
General  Medical  Council.  Chadwick 
“discovered”  him  and  when  the  Act  of 
Registration  went  into  effect  William 
Farr  was  appointed  “Compiler  of  Sta- 
tistics.” As  Sir  Arthur  Newsholme  has 
said  :5 

It  was  Farr  who  devised  the  methods  and 


supervised  the  actual  compilation  of  our  na- 
tional mortality  statistics,  introduced  meth- 
ods of  tabulation  which  have  stood  the  test 
of  time,  and  a classification  of  causes  of 
death  which  has  been  the  basis  of  all  sub- 
sequent methods.  And  from  these  statistics 
...  he  deduced  practical  lessons  as  to  the 
causation  and  prevention  of  disease  which 
have  formed  a most  potent  factor  in  deter- 
mining the  course  of  the  sanitary  history  and 
the  wonderful  triumphs  of  public  health  in 
this  country. 

Farr  was  not  only  a brilliant  statistician 
— Raymond  Pearl  calls  him  the  greatest 
medical  statistician  who  has  ever  lived — 
but  like  Chadwick  and  Southwood  Smith 
he  had  a social  conscience.  In  his  first 
annual  letter  to  the  Registrar  General  he 
says  that  “diseases  are  more  easily  pre- 
vented than  cured”  and  that  the  first  step 
in  “their  prevention  is  the  discovery  of 
their  exciting  causes.” 

So  while  Chadwick  as  secretary  of  the 
Poor  Law  Commission  was  attacking  the 
vicious  circle  of  poverty  and  disease,  Farr 
in  the  Registrar  General’s  office  was  con- 
structing life  tables  and  drawing  con- 
clusions of  great  practical  value  in  the 
prevention  of  untimely  death.  Their 
efforts  led  to  the  passage  of  the  first 
Public  Health  Act  in  1848. 

All  of  these  events  influenced  Lemuel 
Shattuck  who  quotes  not  only  from  Chad- 
wick and  his  medical  collaborators  but 
also  from  “The  Morning  Chronicle”  and 
among  other  contemporary  documents 
from  one  of  Queen  Victoria’s  speeches 
at  the  opening  of  Parliament.  It  was 
partly  from  the  English  research  and 
endeavor,  partly  from  their  own  investi- 
gations that  the  Massachusetts  Commis- 
sioners derived  the  following  creed : 

We  believe  that  the  conditions  of  perfect 
health,  either  public  or  personal,  are  seldom 
or  never  attained,  though  attainable;  that 
the  average  length  of  human  life  may  be 
very  much  extended,  and  its  physical  power 
greatly  augmented ; that  in  every  year, 
within  this  Commonwealth,  thousands  of 
lives  are  lost  which  might  have  been  saved : 
that  tens  of  thousands  of  cases  of  sickness 
occur,  which  might  have  been  prevented; 
that  a vast  amount  of  unnecessarily  im- 
paired health,  and  physical  debility  exists 
among  those  not  actually  confined  by  sick- 
ness ; that  these  preventable  evils  require  an 
enormous  expenditure  and  loss  of  money, 
and  impose  upon  the  people  unnumbered 
and  immeasurable  calamities,  pecuniary,  so- 
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cial,  physical,  mental,  and  moral,  which 
might  be  avoided;  that  means  exist,  within 
our  reach,  for  their  mitigation  or  removal; 
and  that  measures  for  prevention  will  affect 
infinitely  more,  than  remedies  for  the  cure 
of  disease. 

Their  report  covers  544  pages,  some 
200  of  them  in  eight-point  type.  It  pro- 
vided all  the  necessary  material  for  the 
establishment  of  the  first  state  department 
of  health.  However,  Massachusetts  had 
not  been  prepared.  When  the  Medical 
Society  petitioned  for  a Board  of  Health 
in  1853,  the  legislature  took  no  action. 
It  was  not  until  June  21,  1869  that  the 
bill  establishing  such  a board  was  adopted. 
Of  the  seven  members  appointed,  three 
were  physicians.  Its  first  meeting  was 
held  on  September  15,  1869  when  Dr. 
Bowditch  gave  an  address  eulogizing  the 
success  of  “State  Medicine”  in  England, 
and  outlining  its  prospects  in  Massachu- 
setts. So  friendly  was  the  attitude  to 
state  medicine  in  those  days  that  Dr. 
Bowditch  was  promptly  elected  president 
of  the  Board. 

In  the  meanwhile  Dr.  Stephen  Smith 
had  been  stirring  up  a health  conscience 
in  New  York.  He  was  born  on  a farm 
in  Onondaga  County  and  while  Lemuel 
Shattuck  was  writing  his  report  Stephen 
Smith  was  a medical  student  in  the  hospi- 
tal of  the  Sisters  of  Charity  in  Buffalo. 
His  medical  education  was  completed  in 
the  College  of  Physicians  and  Surgeons 
of  Columbia  University.  After  gradua- 
tion he  became  through  competitive 
examination  a member  of  the  resident 
staff  of  Bellevue  Hospital.  There  was  an 
epidemic  of  typhus  fever.  Dr.  Smith  tells 
the  story  of  this  epidemic  in  these  words  :6 

Ten  of  our  staff  of  twelve  suffered  attacks, 
two  of  whom  died.  I was  one  of  those  who 
escaped.  The  pressure  upon  the  accommo- 
dations of  the  hospital  became  so  great  that 
the  commissioners  established  a fever  hos- 
pital on  Blackwell’s  Island,  and  I was  ap- 
pointed its  visiting  physician,  being  regarded 
as  immune. 

Upon  examination  of  the  records  of  ad- 
mission of  patients,  I discovered  that  from 
one  tenement  house  upwards  of  one  hundred 
cases  had  been  received.  On  visiting  the 
house,  I found  a veritable  “fever  nest.” 
The  doors  and  windows  were  broken,  the 
cellar  was  filled  with  sewage,  every  room 
was  occupied  by  families  of  Irish  immi- 
grants who  had  but  little  furniture  and 


slept  on  straw  scattered  on  the  floor.  I 
learned  that  the  house  was  the  first  resort  of 
immigrants,  as  there  was  no  one  in  charge 
and  hence  no  expense. 

My  first  effort  to  vacate  and  close  this 
fever  nest  was  an  application  to  the  Police 
Department.  During  my  interview  with  the 
president,  the  attorney  of  the  board  was 
called,  and  upon  hearing  the  case  informed 
us  that  the  police  had  no  authority  to  act  in 
such  cases,  and  he  knew  of  no  department  of 
the  city  government  that  could  legally  take 
the  steps  which  I proposed,  namely,  to  abate 
a nuisance  of  such  a kind. 

Dr.  Smith  found  himself  up  against  the 
organization  of  Boss  Tweed  and  went 
into  alliance  with  the  Citizens’  Associa- 
tion and  became  secretary  of  their  Coun- 
cil of  Hygiene.  He  supervised  a sani- 
tary survey  of  the  city  which  cost  the 
Association  $22,000.  They  were  so 
pleased  with  the  results  that  they  asked 
Stephen  Smith  and  a lawyer  named  Eaton 
to  draft  needed  health  legislation.  When 
Dr.  Smith  came  to  investigate  the  exist- 
ing health  administration  of  the  city  this 
is  what  he  found : 

There  were  numerous  departments  filled 
with  active  politicians,  but  not  one  had  any 
expert  supervision.  . . . The  most  conspicu- 
ous figure  in  the  list  of  sanitary  officials 
was  the  head  of  the  Street-cleaning  Depart- 
ment, who  had  an  annual  appropriation  of 
nearly  1,000,000  dollars  to  expend  upon  his 
political  followers.  The  sanitary  inspection 
of  the  city  was  one  of  his  duties  and  for 
this  work  he  appointed  scores  of  “Health 
Wardens,”  who  were  generally  saloon- 
keepers. The  qualification  of  these  sanitary 
officials  for  their  duties  was  tested  by  a legis- 
lative committee.  One  was  asked  to  define 
the  word  “hygiene,”  and  he  replied,  “the 
vapor  which  rises  from  stagnant  water.” 
Another  was  asked,  “What  do  you  do  when 
you  are  called  to  a case  of  contagious  dis- 
ease?” He  replied,  “I  go  to  the  house  and 
call  the  people  to  the  street,  where  I give 
my  orders,  which  are  to  burn  sulphur;  I 
never  go  into  the  house.” 

So  Dr.  Smith  drew  his  bill.  He  tells 
us  that  he  was  “guided  in  its  details 
chiefly  by  the  English  Sanitary  laws,  then 
the  most  complete  in  operation.”  When 
it  came  up  for  hearing  in  the  legislature 
of  1865  it  was  opposed  by  “a  large  dele- 
gation of  city  officials,  chiefly  health 
wardens.”  Next  year  the  medical  pro- 
fession of  the  state  got  behind  it,  the 
bill  became  an  act,  and  the  Metropolitan 
Health  Board  was  organized. 
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By  1873  there  were  134  cities  in  the 
United  States  which  had  some  form  of 
health  board. 

We  have  seen  that  New  York  City 
owes  its  Metropolitan  Health  Board, 
through  Dr.  Stephen  Smith  to  an 
epidemic  of  typhus.  The  rest  of  the  state 
is  indebted  to  cholera.  The  first  visita- 
tion of  this  disease  in  1832  resulted  in 
2,996  deaths  in  New  York  City  alone. 
In  this  emergency  the  state  legislature 
passed  an  act  requiring  the  common 
council  of  every  city  and  the  trustees  of 
every  incorporated  village  to  appoint  a 
board  of  health  and  a competent  physi- 
cian to  be  health  officer.  This  was  a 
temporary  measure  designed  simply  to 
meet  the  emergency.  But  it  was  revived 
by  proclamation  of  the  Governor  in  1849 
when  cholera  again  became  epidemic. 
The  legislature  decided  that  some  more 
permanent  health  protection  was  desirable. 
Boards  of  health  were  to  be  organized 
in  every  village  and  in  towns  when  the 
public  good  required  it.  Thirty  years 
later  (1880),  Dr.  Fairlie7  tells  us  that 
“perhaps  20  of  the  947  townships  and 
twice  as  many  of  the  incorporated  vil- 
lages in  the  state  had  some  form  of  sani- 
tary government  and  but  few  of  these 
local  boards  exhibited  any  activity. 

Each  of  the  cities  had  a local  board,  but 
in  by  far  the  greater  number  of  these 
the  health  officers  held  their  places  rather 
as  a matter  of  favor  than  of  fitness ; 
hence  in  only  a few  of  the  cities  was  there 
any  efficient  health  administration.” 

The  example  of  Massachusetts  in  1869 
had  aroused  public-spirited  citizens  in 
this  state  to  demand  that  New  York  also 
have  a state  board.  They  had  to  con- 
tinue their  agitation  for  ten  years  before 
it  took  effect  and,  when  in  1880,  we  got 
our  first  state  board  of  health  we  were 
the  twenty-third  state  to  take  this  step. 
At  first  its  functions  were  purely  advisory 
to  the  local  boards  and  apparently  the 
commissioners  were  well-satisfied  with 
this  assignment ; for  one  of  them,  Hon- 
orable Erastus  Brooks8  told  the  American 
Public  Health  Association  that  the  world 
is  governed  too  much  and  that  “there 
has  been  no  national  interference  in  New 
York  as  in  the  State  of  Louisiana  because 
the  state  system  in  New  York  was  and 
is  so  complete  that  the  Federal  Govern- 
ment acknowledges  that  with  us  the  State 


system  is  about  as  perfect  as  it  possibly 
can  be.” 

However,  the  legislators  of  subsequent 
years  gave  increasing  powers  to  the 
state  board.  In  1881  it  was  given  author- 
ity to  require  the  formation  of  town 
boards  of  health,  in  1885  to  require  local 
boards  to  use  forms  prepared  by  the  state 
for  the  registration  of  vital  statistics,  to 
report  certain  facts  relating  to  infectious 
diseases  and  to  compel  local  boards  pro- 
perly to  perform  their  duties.  In  1889 
villages  were  required  to  submit  their 
plans  for  sewerage  to  the  State  Board. 
In  1893  the  State  Beard  was  given  power 
to  perform  the  duties  of  a local  board 
wherever  the  local  authorities  neglected 
to  establish  one. 

The  increasing  authority  of  the  cen- 
tral administration  does  not  seem  to  have 
aroused  resentment  for  we  find  local 
boards  appealing  to  the  state  for  advice 
and  assistance  on  sanitary  matters  that 
required  expert  technical  ability,  to  secure 
redress  from  unsanitary  conditions 
beyond  local  control,  and  to  act  as  arbiter 
in  local  disputes. 

The  Report  of  the  New  York  State 
Health  Commission  under  Dr.  Living- 
ston Farrand  published  in  19329  mentions 
none  of  these  things.  For  them  “the 
health  history  of  New  York  State,  in 
terms  of  the  modern  public  health  move- 
ment, began  to  be  written  with  the  ap- 
pointment of  the  first  Health  Commis- 
sion in  1913.”  The  recommendations  of 
this  first  Health  Commission  under  Dr. 
Hermann  Biggs  are  summarized  by  them 
as  follows : 

The  creation  of  a Public  Health  Council 
with  authority  to  enact  sanitary  regulations ; 
security  of  tenure  of  office  and  satisfactory 
compensation  for  the  State  Health  Commis- 
sioner to  secure  the  most  efficient  men  for 
that  position;  state  supervision  over  local 
health  officers  and  the  enforcement  of  the 
Public  Health  Law;  division  of  the  State 
into  sanitary  districts ; increased  salaries  and 
added  duties  for  local  health  officers ; more 
efficient  birth  and  death  registration;  au- 
thority for  employment  of  local  public  health 
nurses;  more  complete  reporting  and  super- 
vision of  tuberculosis;  provision  of  county 
tuberculosis  sanatoria  and  additional  state 
provision  for  incipient  cases;  creation  of 
bureaus  of  child  hygiene  and  public  health 
nursing  in  the  Department  of  Health ; ade- 
quate laboratory  facilities  readily  available 
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for  all  local  health  authorities;  regulation 
of  midwifery;  extension  of  health  educa- 
tional work;  and  encouragement  of  courses 
in  sanitary  science  in  educational  institu- 
tions. 

Almost  all  of  these  recommendations 
they  add  have  been  translated  into  law 
and  practice  and  the  result  is  the  system 
with  which  we  are  familiar  and  which  is 
so  well  described  in  the  pages  of  “Public 
Health  in  New  York  State.” 

In  Massachusetts  as  in  New  York  some 
local  boards  had  preceded  the  state  board. 
There  you  will  remember  the  state  board 
was  created  in  1869.  However,  the 
Massachusetts  legislature  passed  a law 
in  1797  permitting  any  town  to  choose  a 
“health  committee”  of  from  five  to  nine 
persons,  or  to  appoint  a health  officer, 
with  power  to  abate  or  order  the  abate- 
ment of  all  nuisances  caused  by  filth  of 
any  kind.  In  tracing  as  I have  done  the 
influence  of  the  humanitarian  move- 
ment and  of  the  English  reformers 
through  our  state  health  departments,  I 
do  not  wish  to  imply  that  there  was  no 
development  of  public  health  aside  from 
this  line  of  descent.  Local  health  activi- 
ties arose  from  local  demand.  The  respon- 
sibilities and  activities  of  local  boards 
and  even  of  the  state  boards  during  the 
second  half  of  the  nineteenth  century 
were  largely  determined  by  the  prevail- 
ing dogma  as  to  the  causation  of 
disease. 

What  was  this  dogma?  We  must  not 
judge  it  from  the  report  of  the  Massa- 
chusetts Commission,  for  Lemuel  Shat- 
tuck  was  far,  very  far,  ahead  of  his 
time.  But  we  may  perhaps  take  a cue 
from  a circular  issued  by  the  first  Massa- 
chusetts Board  of  Health  which  was 
mailed  to  the  Mayor  and  Board  of  Health 
of  every  city,  to  the  selectman  of  every 
town,  to  every  member  of  the  legislature, 
and  to  every  clergyman  and  physician 
in  that  state.  The  circular  is  prefaced  by 
these  words : 

We  believe  that  all  citizens  have  an  in- 
herent right  to  the  enjoyment  of  pure  and 
uncontaminated  air  and  water  and  soil ; that 
this  right  should  be  regarded  as  belonging 
to  the  whole  community;  and  that  no  one 
should  be  allowed  to  trespass  upon  it  by  his 
carelessness  or  even  by  his  ignorance. 

Uncontaminated  air,  water,  and  soil ! 
There  we  have  the  motive  of  the  environ- 


mental hygiene  of  the  first  period  of 
modern  public  health.  Note  that  uncon- 
taminated air  comes  first!  We  owe  the 
separation  of  sewage  from  our  water 
supply  very  largely  indeed  to  the  happy 
accident  that  it  smells. 

There  is  some  danger  that  medical  men 
today  may  forget  the  importance  that  was 
once  attached  to  noxious  effluvia. 

Once  I made  a hobby  of  collecting- 
ancient  books  written  by  the  medical  pro- 
fession for  the  guidance  of  the  laity  in 
the  preservation  of  their  health.  Here  is 
an  extract  from  one  of  them  :10 

Of  What  Is  to  Be  Observed  Concerning 
the  Bed,  and  Shifting  the  Patient 

1.  Of  the  Bedstead  there  is  little  to  be  said, 
but  the  posts  should  be  high,  that  the  tester 
may  allow  an  ascension  of  the  foul  Air. 

It  is  extremely  needful  to  have  the  bed  and 
bedding  always  as  clean  as  possible,  and  the 
newer  they  are  the  better ; for  old  ones  con- 
tract a putridness,  not  only  from  the  stagnated 
air  which  they  contain,  but  from  the  desuda- 
tions  of  those  persons  who  have  lain  in  them. 

Silk  or  worsted  curtains  imbibe  a humidity, 
which,  together  with  the  dust,  occasions  musti- 
ness ; such  therefore  as  can  be  washed,  when- 
ever they  are  not  clean,  are  certainly  the  best, 
as  for  instance,  those  which  consist  of  Linen  or 
Cotton,  or  of  both. 

2.  Some  people,  (sick  or  well)  accustom 
themselves  to  have  the  curtains  drawn.  Thi 
is  a pernicious  habit,  for  the  Air  being  thu. 
confined,  becomes  replete  not  only  with  what 
is  expired  from  the  Lungs,  but  likewise  with  a 
portion  of  the  effluvia  from  the  rest  of  the 
Body : hence,  in  a short  time  thev  draw  in  a 
considerable  part  of  the  excrementitious  particles 
of  their  own  Bodies. 

The  Air  thus  contaminated,  is  so  noxious  to 
a person  who  comes  from  the  fresh  air,  that 
upon  opening  the  curtains,  when  visiting  such 
patients,  I have  often  been  almost  suffocated. 
I therefore  wish,  that  people  would  adopt  such 
a method  as  the  following,  namely,  to  pin  the 
curtains  close  to  the  head  of  the  bed ; and  from 
thence,  when  the  weather  is  warm,  to  extend 
them  downwards  to  near  the  middle,  and  when 
it  is  cold,  to  the  feet-posts  only,  without  any 
opening  on  the  sides,  by  which  means  the  air 
will  not  come  directly  upon  the  person’s  head, 
but  gradually  round,  to  afford  a supply  of  fresh, 
and  at  the  same  time,  to  permit  an  escape  of 
that  which  is  foul. 

Every  feather  Bed  should  have  one  mattress 
over,  and  another  under  it ; for  without  this 
precaution  any  person  may  become  faint  and 
languid.  Let  the  mattresses  be  made  with  clean 
horse-hair,  or  with  straw,  as  other  materials 
may  become  foetid  or  putrid. 

It  is  true  that  John  Snow  published  his 
book  on  “The  Mode  of  Communication 
of  Cholera”  in  1849  but  note  that  so 
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eminent  a physician  as  Sir  Charles  Mur- 
chison wrote  in  1873  that  pythogenic 
fever  “may  be  generated  independently 
of  a previous  case  by  fermentation  of 
faecal,  and  perhaps  other,  forms  of 
organic  matter.” 

We  must  not  then  be  too  shocked  to 
find  an  ordinance  of  the  District  of 
Columbia  adopted  in  1895  “That  ailantus 
trees,  the  flowers  of  which  produce  offen- 
sive and  noxious  odors,  in  bloom,  . . . 
are  hereby  declared  nuisances  injurious 
to  health.”  Nor  should  we  be  surprised 
that  Chapin11  could  write  in  1901  that 
“in  some  cities  the  street  cleaning  and  iri 
many  more  the  collection  and  disposal  of 
garbage  and  ashes  and  in  some,  of  night 
soil  is  carried  on  by  the  health  depart- 
ment.” 

Superstitions  regarding  filth  and  odors 
have  lasted  into  the  Twentieth  Century 
and  have  had  consequences  which  on 
balance  have  been  more  favorable  than 
otherwise.  Beside  the  declining  super- 
stitions, and  threading  its  shoots  among 
them  has  been  a growth  of  scientific 
epidemiology.  What  Snow  and  Budd  did 
for  cholera,  Villemin  did  for  tuberculosis 
before  ever  Koch  had  discovered  the 
tubercle  bacillus.  The  golden  age  of 
pacteriology  was  not  needed  to  establish 
the  theory  of  contagion  nor  to  justify 
quarantine.  The  first  annual  report  of 
the  New  York  State  Board  of  Health 
in  1880  includes  model  sanitary  regula- 
tions which  provide  for  the  reporting  of 
several  of  the  communicable  diseases. 
Bacteriology  did  confirm  the  discoveries 
of  the  early  epidemiologists,  and  at  first 
it  added  force  to  the  administrative  mea- 
sures of  isolation  and  quarantine  intended 
to  control  contagion.  Newsholme12  gives 


to  New  York  under  Dr.  Hermann  Biggs 
credit  for  being  first  in  the  routine 
examination  of  “swabs”  from  the  throat 
and  nose  in  cases  of  suspected  diph- 
theria. Bacteriology  has  been  as  valu- 
able to  the  sanitary  control  of  water, 
milk,  and  foods  as  it  has  to  epidemiology. 

Later  the  bacteriologists  discovered  to 
us  the  healthy  carrier  and  so  set  a definite 
term  to  the  theoretical  possibilities  of 
isolation  and  quarantine. 

The  youthful  science  of  immunology 
then  provided  active  immunization  as  an 
alternative  weapon  for  the  control  of 
communicable  disease. 

By  the  turn  of  the  century  it  was 
obvious  to  some  administrators  that  pub- 
lic health  had  attained  the  dignity  of  a 
special  branch  of  medicine.  Chapin11 
saw  it  and  also  the  failure  of  public 
health  officials  to  qualify  as  specialists. 
“Unfortunately,”  he  writes,  “most  ap- 
pointees to  official  sanitary  positions  in 
the  United  States  are  entirely  untrained 
for  the  duties  they  are  to  perform  . . 
often  . . . the  sole  qualification  of  the 
appointee  being  his  political  service  to 
the  party  which  has  the  appointing 
power.” 

In  his  presidential  address  to  the 
American  Public  Health  Association  in 
1935,  Walter  H.  Brown13  could  still  say 
that  “the  qualifications,  tenure,  and 
salaries  of  our  health  workers  are  far 
from  satisfactory.  Partisan  politics  all 
too  frequently  dominates  the  appointment 
of  the  official,  as  well  as  administration 
and  tenure  of  office.” 

In  this  respect  and  in  this  country, 
history  is  still  being  written.  As  you 
have  reason  to  know,  our  own  state  is 
pointing  the  way. 
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CIRRHOSIS  ARRESTED  IN  A DIABETIC  FOLLOWING 

INSULIN  THERAPY 

Report  of  a Case 

James  Finlay  Hart,  M.D.  and  James  R.  Lisa,  M.D.,  New  York  City 


We  present  a case  of  hepatic  cirrhosis 
complicated  by  diabetes  mellitus  in  which 
insulin  therapy  for  the  diabetes  was  fol- 
lowed by  an  arrest  of  the  cirrhotic 
process.  The  rarity  of  any  influence  on 
the  course  of  atrophic  cirrhosis,  espe- 
cially one  that  has  arrived  at  the  stage  of 
ascites,  makes  the  case  unique  and 
therefore  worthy  of  close  study.  In 
addition,  the  long,  practically  uninter- 
rupted, seven  years  hospital  stay  of  the 
man  ending  in  autopsy,  furnished  us 
with  an  unusual  opportunity  for  pro- 
longed observation. 

The  clinical  history,  reported  earlier,1 
will  be  cited  briefly: 

T.  L.,  aged  forty-seven,  a stationary  engi- 
neer, was  admitted  to  Bellevue  hospital  on 
December  20,  1927,  because  of  a recently 
acquired  distressing  ascites.  He  gave  a -his- 
tory of  twenty-five  years  of  whiskey  drink- 
ing. A routine  examination  of  the  urine 
disclosed  a previously  unknown  diabetes  of 
moderately  severe  proportions.  His  nutri- 
tion was  fair  and  he  was  apparently  other- 
wise normal.  Twenty  units  of  insulin  was 
given  him  daily  and  he  was  balanced  after 
a week.  On  the  tenth  day  he  was  tapped  of 
twelve  quarts  of  abdominal  fluid  typical  of 
that  found  in  cirrhosis. 

He  was  discharged  from  Bellevue  to  his 
home  where  he  remained  until  August  28, 
1928,  when  he  entered  City  hospital  (Wel- 
fare Island).  At  this  time  his  nutrition 
was  good  and  his  diabetic  condition  was 
fair.  He  had  continued  the  daily  injection 
of  twenty  units  of  insulin  since  its  start  in 
Bellevue.  No  ascites  had  appeared  since 
his  first  tap  eight  months  previously  and 
there  was  no  fluid  found  in  the  abdomen 
on  admission.  The  liver  and  spleen  at  that 
time  were  apparently  normal. 

For  the  next  six  years  during  which  he 
was  kept  in  City  hospital,  his  condition 
remained  the  same.  He  became  quite  adept 
at  laboratory  work  and  was  a help  to  the 
metabolic  service.  During  that  time  fre- 
quent examinations  were  made  of  his  heart 
and  liver  by  different  staff  men  but  no  ab- 
normality was  detected. 

About  November  16,  1934  he  developed 
an  acute  respiratory  infection.  This  con- 


tinued in  a subacute  condition  until  Febr- 
uary 6 when  his  temperature  rose  and  he 
died  four  days  later.  Death  was  ascribed 
to  lobar  pneumonia.  During  the  three 
months  preceeding  his  demise,  he  suffered 
from  marked  gastrointestinal  symptoms  and 
from  extreme  anemia.  Repeated  trans- 
fusions had  to  be  given.  There  was  no 
evidence  of  jaundice  or  of  ascites  during 
that  time. 

Summarizing  the  clinical  data,  we 
have  a confirmed  alcoholic  who  devel- 
oped ascites  which  had  to  be  tapped  once. 
A concomitant  diabetes  was  discovered 
and  an  approprite  diet  with  twenty  units 
of  insulin  a day  given.  There  was  no 
further  evidence  of  ascites  for  the  seven 
years  he  lived  following  the  tap,  neither 
was  there  any  other  clinical  sign  of  the 
progress  of  the  cirrhosis.  The  fact  that 
no  evidence  of  heart  or  kidney  disease 
or  of  malignancy  ever  developed,  further 
strengthens  the  clinical  diagnosis  of 
hepatic  cirrhosis. 

Pathologic  Report 

At  autopsy  the  liver  weighed  1800  grams. 
It  was  typically  hobnail  in  appearance  with 
an  increased  consistency  but  about  normal 
in  size.  In  the  right  lobe  was  one  very 
large  well  delimited  nodule.  Although  it 
cut  with  increased  resistance,  the  tissue  was 
moderately  friable.  At  the  hilum  there  was 
a partially  organized  mural  thrombus  of  the 
portal  vein  partly  occluding  the  lumen. 

Histology:  The  most  striking  feature  of 
the  histology  was  the  relatively  small 
amount  of  perilobular  scarring  and  its 
healed  acellular  character.  The  amount  of 
scar  varied  considerably  in  different  areas, 
a few  regions  only  being  fairly  marked  and 
disturbing  the  adjacent  lobules.  Cellular 
reaction  of  lymphoid  character  was  present 
only  in  some  of  the  larger  scars ; in.  the 
greater  part  of  the  liver  it  was  entirely 
absent.  As  a whole  the  liver  lobules  were 
only  moderately  disturbed  in  architecture; 
the  central  vein  was  displaced  toward  the 
periphery  in  a few  but  it  was  easily  recog- 
nizable. Only  in  the  larger  scars  was  the 
lobular  structure  completely  disorganized. 
The  liver  cords  were  fragmented  and  the 
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cells  somewhat  hyperplastic,  many  of  them 
containing  two  nuclei.  Mitosis  was  absent. 

Anatomical  findings:  Acute  broncho- 

pneumonia, cirrhosis  of  the  liver,  acute 
swelling  of  the  liver  and  kidneys,  chronic 
mural  thrombosis  of  the  portal  vein,  dia- 
betes mellitus,  atherosclerosis  of  the  aorta, 
chronic  splenomegaly,  acute  hyperplasia  of 
the  spleen,  and  healed  focal  glomerulitis. 

Comment:  The  liver  shows  an  unexpect- 
edly small  amount  of  scarring,  the  greatest 
portion  completely  healed  and  free  of  in- 
flammatory cells.  The  liver  lobules  are  only 
partially  distorted,  the  central  vein  dis- 
placed outward  and  the  cords  in  normal 
relation  to  it,  the  lobules  are  still  lobules 
and  not  the  nodular  masses  of  hepatic  cells 
seen  in  marked  cirrhosis  of  the  liver.  The 
condition  of  acute  cloudy  swelling  and 
hyperplasia  of  the  hepatic  cells  is  attribu- 
table to  the  acute  pulmonic  infection  and  is 
independent  of  the  cirrhosis  except  that  it 
is  somewhat  more  intense  than  usual  in 
pneumonia.  This  is  probably  because  it  has 
occurred  in  an  organ  damaged  by  a chronic 
disease. 

Discussion 

The  clinical  diagnosis  of  hepatic  cirr- 
hosis was  confirmed  by  the  pathologic 
findings.  The  assumption,  from  clinical 
standards,  that  there  was  an  arrest  of 
the  progress  of  the  disease  was  well 
borne  out  by  the  gross  and  microscopic 
examination  of  the  liver.  It  would  seem 
from  the  bedside  observations  that  the 
time  this  arrest  occurred  was  when  the 
insulin  was  introduced  for  the  diabetes. 
There  is,  however,  no  means  of  judging 
from  the  liver  itself  just  when  the  dis- 
ease process  halted.  One  could  easily 
say  though,  that  the  cirrhosis  had  not 
gone  far  when  the  ascites  appeared  and 
that  little  or  no  fibrosis  had  developed  in 
the  last  seven  years  of  the  patient’s  life. 

We  believe  with  Chapman 2 and 
Moon 3 that  atrophic  cirrhosis  is  not  a 
distinct  entity  but  may  be  the  end  result 
of  any  liver  irritation.  We  also  believe 
that  cirrhosis  can  be  and  most  frequently 
is  the  sum  total  of  two  or  more  etiologic 
factors.  These  factors  are  many  and  in 
different  cases  vary  in  their  intensity  and 
their  duration.  It  is  possible  that  some 
of  these  factors  in  themselves  never  be- 
come hepatotoxic  yet  they  lower  the 
vitality  of  the  liver  and  thereby  make  the 
associated  irritant  relatively  more  potent. 
It  is  also  possible  that  some  may  be 


normal  products  that  are  within  the 
physiologic  limits  either  quite  high  or 
quite  low.  The  work  of  Opie 4 (1910) 
bears  this  out.  He  found,  from  animal 
experimentation,  that  bacteria  in  associ- 
ation with  certain  toxic  substances  may 
produce  a change  in  the  liver  which 
neither  the  poison  nor  the  bacteria  can 
cause  when  acting  alone.  He  also  con- 
cluded that  those  instances  of  acute  yel- 
low atrophy  which  accompany  infection 
with  streptococcus  pyogenous  are  de- 
pendent on  some  disturbance  of  metab- 
olism or  other  form  of  intoxication 
which  has  rendered  the  liver  unusually 
susceptible. 

The  etiology  of  this  case  is  very  sug- 
gestive of  a combination  of  several  fac- 
tors— diabetes,  chronic  alcoholism,  and 
central  necrosis.  On  analysis  it  will  be 
noted  that  they  differ  in  type.  The  dia- 
betes is  definitely  a metabolic  condition, 
the  chronic  alcoholism  may  indirectly  be- 
come metabolic,  while  the  central  necrosis 
is  of  a toxic  nature.  It  will  also  be  noted 
that  the  first  two  are  not  accepted  as  being 
able  to  produce  hepatic  cirrhosis. 

The  patient  drank  about  a pint  of 
whiskey  a day  for  twenty-five  years. 
This  to  us  is  a competent  contributing 
factor  to  the  production  of  the  cirrhosis 
notwithstanding  the  recent  trend  away 
from  the  idea.  Our  experiences  with 
cirrhosis,  especially  those  cases  we  see  at 
City  hospital,  make  us  believe  that 
alcohol  may  and  frequently  does  play  a 
part  in  its  causation.  It  is  generally  ac- 
cepted that  cirrhosis  is  more  common  in 
drinkers  than  in  abstainers.  We  are 
fully  aware,  however,  that  cirrhosis  oc- 
curs in  teetotalers  and  that  it  has  not 
been  produced  experimentally  with 
alcohol  in  animals.  Our  present  attitude 
toward  this  question,  after  considering 
much  of  the  evidence  at  hand,  is  that 
chronic  alcoholism  increases  the  suscep- 
tibility of  the  liver  to  toxins. 

There  is  no  known  effect  of  alcohol  on 
the  liver.  Wallace  5 in  1927  made  func- 
tional tests  on  a number  of  acute  al- 
coholics. He  did  the  indirect  Van  den 
Bergh  quantitative  test  for  bilirubin  and 
the  quantitative  determination  of  uro- 
bilinogen in  the  urine  and  came  to  the 
conclusion  that  there  was  definite  evi- 
dence of  liver  injury  in  acute  alcoholism. 
This,  however,  has  never  been  corrobo- 
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rated.  Mallory  thought  that  chronic 
alcoholism  produced  changes  in  the  liver 
cells.  He  felt  that  alcoholic ' cirrhosis 
could  be  recognized  by  the  acidophilic 
reticulum  which  forms  in  the  liver  cells 
around  the  nuclei.  While  this  cell  change 
has  been  recognized  by  a number  of  ob- 
servers they  do  not  believe  that  it  is 
characteristic  and  diagnostic  of  alcoholic 
cirrhosis.  Moon  feels  that  it  is  a sign  of 
advanced  degeneration  of  the  liver  cell  in 
any  active  cirrhosis. 

There  are  several  indirect  effects  of 
excessive  alcoholic  intake  that  play  a 
part  in  liver  injury.  Circulatory  changes 
in  the  liver  could  be  expected  in  sub- 
jects taking  large  doses  of  alcohol  be- 
cause of  the  stimulating  effect  on  the 
general  blood  circulation.  These  changes 
however,  have  rarely  been  known  to 
pass  the  physiologic  limit  and  are  there- 
fore at  the  most  only  contributory.  The 
other  possibility  is  malnutrition.  Evi- 
dence is  increasing  that  a deficiency  of 
vitamin  B is  the  cause  of  alcoholic  neu- 
ritis. We  have  known  for  a long  time 
that  the  liver  is  much  involved  in  the 
state  of  nutrition  of  the  body  and  we 
have  some  reasons  to  believe  that  it  is 
involved  in  vitamin  B metabolism. 
Chronic  alcoholics  that  go  on  debauches 
frequently  carry  on  for  long  periods 
without  eating,  getting  their  sustenance 
from  the  calories  in  the  alcohol.  It  is 
well-known  that  alcohol  enters  into  the 
metabolism  as  a “sparer.”  It  takes  the 
place  of  carbohydrates  and  gives  rise  to 
seven  calories  a dram.  Our  patient,  tak- 
ing a pint  of  whiskey  a day  which  rep- 
resents 250  c.c.  of  alcohol,  could  have 
gotten  1,750  calories  a day  if  he  had 
oxidized  it  all. 

The  method  whereby  alcohol  supplants 
the  food  is  not  known  but  it  is  more  than 
likely  that  it  does  not  form  glycogen. 
If  this  is  so  the  liver  of  the  average 
chronic  alcoholic  stores  a subnormal 
amount  of  glycogen;  therefore  from  our 
knowledge  of  the  glycogen  content  rela- 
tion to  liver  function,  we  could  suspect 
a liver  of  lowered  vitality. 

The  second  factor  involved  in  this 
case  is  diabetes.  This  disease  has  never 
been  known  to  cause  cirrhosis.  It  does, 
however,  lower  the  metabolism  of  the 
liver,  among  other  things  bringing  down 
the  glycogen  content  to  a subnormal 


quantity.  We  are  justified  in  assuming 
that  the  liver  of  this  patient  was  de- 
ficient in  glycogen  at  the  time  the  ascites 
appeared.  We  can  likewise  assume  that 
his  glycogen  was  brought  up  to  normal 
after  he  had  been  balanced  by  the  insulin. 
The  fact  that  no  more  ascites  appeared 
after  the  diabetes  was  controlled  with 
insulin  is  strong  circumstantial  evidence 
that  the  diabetes  played  a part  in  the 
production  of  the  ascites.  There  was  no 
evidence  of  any  other  precipitating  fac- 
tor and  it  would  be  an  unusual  coinci- 
dence to  have  such  a factor  disappear 
by  itself  just  at  the  time  the  diabetes 
became  balanced. 

Two  abnormal  conditions  in  this  case 
are  capable  of  reducing  the  glycogen  con- 
tent of  the  liver.  With  a low  hepatic 
glycogen,  we  could  expect  a subnormal 
detoxifying  function.  We  have  evidence 
in  the  postmortem  specimen  of  a cen- 
tral or  toxic  necrosis  but  when  this  oc- 
curred is  hard  to  say.  The  patient  gave 
no  history  of  a hepatitis  at  the  time  of 
the  ascites  or  at  any  earlier  date.  The 
presence  of  ascites,  however,  is  strong- 
presumptive  evidence  that  some  injury 
had  recently  happened  to  the  liver.  A 
central  necrosis  occurring  at  that  time 
could  be  explained  by  the  lowered  de- 
toxifying ability  of  the  liver  owing  to 
its  lowered  glycogen  content.  If  the 
central  necrosis  had  been  acquired 
earlier,  we  would  have  to  consider  the 
damaged  liver  a factor  in  the  break  in 
compensation  as  damaged  livers  are  well 
known  to  be  very  susceptible  to  hepatic 
toxins. 

The  fact  that  the  ascites  was  arrested 
shortly  after  the  diabetes  was  balanced, 
seems  to  be  more  than  a coincidence.  We 
would  surmise  from  this  that  the  nutri- 
tional state  of  the  liver  was  the  deter- 
mining factor  in  the  formation  of  the 
ascites  and  of  the  progression  of  the 
disease. 

Conclusions 

We  have  presented  a case  of  cirrhosis 
of  the  liver  which  appears  to  be  the  re- 
sult of  a combination  of  several  factors. 
Two  of  these — chronic  alcoholism  and 
diabetes — are  not  considered  competent 
to  cause  cirrhosis  by  themselves.  The 
third — mild  toxemia — alone  apparently 
was  not  strong  enough  to  bring  about 
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cirrhosis.  The  metabolic  factor,  in- 
fluenced largely  by  the  diabetes  and  pos- 
sibly by  the  chronic  alcoholism,  seems  to 
have  played  a major  role  in  the  produc- 
tion and  the  control  of  the  cirrhosis. 
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City  Hospital 
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Checked  With  Liver  Histology 
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Evidence  for  the  reliability  of  the  brom- 
sulphalein  test  of  liver  function  is  based 
largely  on  clinical  observation.  This  is 
not  entirely  conclusive,  for  obvious  rea- 
sons. 

During  the  past  three  years  we  have 
accumulated  histological  evidence  in  about 
forty  cases.  In  every  instance,  a piece 
of  the  liver  was  obtained  at  operation  or 
at  autopsy  and  examined  microscopically. 
Five  milligrams  of  bromsulphalein  per 
kilo  of  body  weight  was  injected. 

Table  I — Cases  Showing  Retention 
of  Bromsulphalein 


Dye  remaining 
in  blood  after  Findings 
* at 


5 min.  30  min.  operation 

Histological  report  of  liver 

30 

Hepatitis 

68 

25 

Laennec’s  cirrhosis 

75 

70 

*Infection  and  carcinomatosis 

70 

15  Cirrhosis 

40 

12 (1931) 

Atropic  cirrhosis.  Extra- 

40 

30(1935) 

peritoneal  epiplopexy 

90 

25 

Carcinoma 

70 

30 

hemochromatosis,  cirrhosis 
Primary  carcinoma 

20 

10 

♦Cirrhosis 

70 

20 

Cirrhosis 

70 

20 

Cirrhosis 

55 

15 

♦Cirrhosis 

20 

♦Laennec’s  cirrhosis 

50 

25 

Cirrhosis 

50 

25 

Cirrhosis 

50 

10 

Cirrhosis 

60 

25  Hobnail 

cirrhosis 

70 

10 

Cavernous  hemangioma 

40 

10 

Leukemic  involvement 

90 

50 

Atropic  cirrhosis 

50 

30 

Cicatrix  of  liver 

60 

10 

♦Leukemic  infiltration 

100 

50  Melanoma 

55 

30 

Adenocarcinoma 

85 

40 

50 

20  Carcinoma 

50 

15 

Carcinoma  of  liver 

55 

20 

100 

50 

Malignant  melanoma  of  liver 

40 

10 

Cirrhosis 

50 

30  Carcinoma 

Cicatrix  of  liver 

40 

20 

Cirrhosis  of  liver 

Table  I shows  that  retention  of  the  dye 
in  the  blood  for  thirty  minutes  after  its 
injection  is  constantly  associated  with  his- 
tological evidence  of  liver  damage.  How- 
ever, liver  damage  may  be  present  with- 
out retention  of  the  dye  as  shown  in 
Table  II. 

This  is  possible  because  the  reserve 
capacity  of  the  liver  is  enormous  and 
therefore  widespread  involvement  is  nec- 
essary to  produce  delay  in  excretion  of 
the  dye. 

With  the  limitations  that  apply  to  all 
tests  of  liver  function,  we  believe  that 
in  the  absence  of  jaundice  the  bromsul- 
phalein test  is  probably  the  most  practical 
available  at  the  present  time.  The  test 
is  of  clinical  importance  for  the  diag- 
nosis of  cirrhosis  and  carcinoma,  and  as 
a means  of  estimating  function  before 
ooeration  where  liver  damage  is  sus- 
pected. 

180  Fort  Washington  Ave. 

(Presbyterian  Hosp.) 


Table  II — Cases  Showing  Disease  of  Liver 
Without  Retention  of  Bromsulphalein 


Dye  remaining 
in  blood  after 

Findings 

, * . at 

5 min.  30  min.  operation 

Histological  report  of  liver 

35 

0 

Cirrhosis 

35 

0 

Nodules 

Angioendothelioma 

50 

0 

Carcinoma 

40 

0 

Cirrhosis 

40 

0 

Carcinoma  ampulla  vater 

55 

0 

Perf.  ulcer 

45 

0 

Carcinoma 

40 

trace 

Slight  periportal  fibrosis  with- 

50 

0 

out  change  in  liver  cells 
No  evidence  of  cirrhosis. 

Slight  amount  of  cloudy 
swelling. 


* Autopsy  report. 


PRIMARY  PAPILLARY  CARCINOMA  OF  URETER 


Nephroureterectomy 

Monroe  E.  Greenberger,  M.D.  and  Arthur  J.  Greenberger,  M.D., 

New  York  City 


Tumors  of  the  ureter  are  rare.  Less 
than  100  cases  of  malignancy  appear  in 
the  literature;  approximately  sixty  per 
cent  of  these  are  graded  as  primary 
papillary  carcinoma.  The  diagnosis  in 
a majority  offers  some  difficulty.  The 
case  we  wish  to  add  to  the  literature 
presented  the  two  classical  diagnostic 
signs  of  (1)  a filling  defect  in  the 
ureterogram,  and  (2)  blood  from  the 
ureteral  orifice  with  clear  urine  from 
the  kidney  pelvis. 


Fig.  1.  Left  retrograde  pyeloureterogram. 
Note  widening  of  lumen  as  indicated. 


Case  Report 

F.  E.  B.,  white,  male,  age  fifty-three, 
came  to  our  office  in  June  1937  stating  that 
he  had  had  attacks  of  hematuria  two  and 
one  years  previously.  About  one  month 
before  his  visit,  he  had  another  attack 
of  hematuria  which  was  accompanied  by 
a “tired  feeling  in  the  back.”  There  was 
no  history  of  pain,  abdominal  discomfort, 
fever,  or  appreciable  loss  of  weight. 
Family  and  past  history  were  irrelevant. 
A painstaking  medical  examination  by  Dr. 
Elihu  Katz  revealed  no  abnormalities  ex- 
cept for  the  “low-grade”  backaches  and 
blood  in  the  urine.  The  blood  count  and 
the  blood  chemistry  findings  were  within 
normal  limits.  Blood  Wassermann  was 
negative.  A control  x-ray  film  of  the 
genitourinary  tract  revealed  both  kidneys 
to  be  normal  in  size,  shape,  and  position, 
with  no  evidence  of  calculi. 

Cystoscopic  survey  of  the  bladder  and 
the  posterior  urethra  was  essentially  nega- 
tive with  the  exception  of  the  appear- 


Fig.  2.  Left  ureterogram.  Filling  defect  as 
indicated. 
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Fig.  3.  Left  kidney  and  ureter. 


ance  of  blood  from  the  left  ureteral  orifice. 
An  investigation  of  the  upper  urinary  tract 
revealed  the  following : 

Right  side : Crystal  clear  urine  from  the 
ureteral  orifice.  Indigo-carmine,  injected  intra- 
venously, appeared  in  good  concentration  within 
four  minutes  (normal).  Intravenous  urography 
with  twenty  c.c.  of  Diodrast  revealed  the  kidney 
and  ureter  to  be  normal. 

Left  side:  No  indigo-carmine  appeared  within 
twenty  minutes  after  intravenous  injection;  a 
#5  catheter  engaged  in  the  ureteral  orifice 
drained  bloody  urine.  Retrograde  pyelouretero- 
gram  (Fig.  1)  revealed  a bifurcation  of  the 
ureter  at  the  level  of  the  second  transverse 
process,  a widening  of  the  lumen  with  the  sug- 
gestion of  a filling  defect  at  the  level  of  the 
fifth  transverse  process;  no  apparent  evidence 
of  pathology  in  the  kidney.  Intravenous  urogra- 
phy failed  to  delineate  the  kidney  or  ureter  in 
the  fifteen,  thirty  or  forty-five  minute  plate.  A 
re-check  ureterogram  with  a #10  catheter  en- 
gaged in  the  left  orifice  revealed  a filling  defect 
(Fig.  2). 

Operation  was  performed  under  Avertin 
gas-oxygen  anesthesia  on  August  12. 
Through  a left  lumbar  incision,  nephrec- 
tomy was  performed  in  the  usual  manner 
except  that  the  ureter  was  left  intact.  The 
ureter  was  mobilized  as  far  down  as  pos- 
sible and  the  kidney  brought  outside  the 
wound.  A Penrose  drain  was  placed  in 
the  renal  fossa.  The  lumbar  incision  was 
closed  tightly  around  the  drain  at  the 
upper  end  and  the  ureter  at  the  lower. 


The  kidney  was  wrapped  in  a sterile  towel 
while  the  patient  was  shifted  to  the  dorsal 
position  and  a modified  Gibson  incision 
was  made.  Without  any  difficulty  .t,he 
ureter  was  picked  up  crossing  the  iliac 
vessels  while  an  assistant  made  gentle 
traction  on  the  externalized  kidney.  The 
ureter  was  doubly  clamped  and  tied  and 
resected  close  to  the  bladder.  Both  cut 
ends  were  treated  with  carbolic  and 
alcohol.  Further  traction  on  the  kidney 
removed  it  with  the  entire  ureter  (Fig.  3) 
through  the  lower  angle  of  the  lumbar 
incision.  A Penrose  drain  was  inserted 
to  the  site  of  the  vesicoureteral  amputa- 
tion. (Modified  method  of  Gibson.)  The 
wound  was  closed  in  the  usual  manner. 

Pathological  report  {Dr.  Aaron  S.  Price ) : 
The  specimen  consists  of  a kidney  measuring 
about  nine  by  five  by  four  cm.  with  a large  dilated 
and  bifurcated  ureter.  The  point  of  bifurcation 
is  about  seven  cm.  below  the  kidney  pelvis.  The 
ureter  measures  about  nineteen  cm.  in  length. 
When  incised,  there  is  found  an  attachment  of 
a friable  granular  and  papillary  tumor  (Fig.  4). 
The  pedicle  is  only  a few  millimeters  in  diam- 
eter. The  tumor  extends  downward  in  the 
ureter  almost  to  the  point  of  amputation  for  a 
distance  of  about  cm.  and  upward  for  a 
distance  of  about  three  cm.  There  is  no  apparent 
involvement  of  the  upper  portion  of  the  ureter. 
The  calyces  of  the  kidney  seem  to  be  moderately 
dilated,  congested,  and  contain  some  cloudy 


Fig.  4.  Appearance  and  extent  of  Tumor. 
Pedicle  at  site  indicated. 
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Fig.  5.  (Low  power)  Typical  cellular  papil- 
lary carcinoma  made  up  almost  entirely  of 
epithelial  cells,  and  a few  thin-walled  vascular 
spaces.  Grade  I plus. 

exudate.  However,  they  apparently  show  no 
erosion.  The  surface  of  the  kidney  shows  con- 
siderable pseudolobulation  and  scarring.  The 
kidney  is  smaller  than  normal  and  shrunken. 

Microscopical  examination  (Fig.  5^6)  shows 
a papillary  carcinoma  of  the  ureter  about  Grade  I 
which  will  probably  prove  benign  because  of 
the  slender,  narrow  pedicle  by  which  it  was  at- 
tached, and  shows  no  evidence  of  gross  invasion 
beyond  the  ureter.  However,  it  definitely  be- 
longs in  the  category  of  a papillary  carcinoma. 
The  kidney  shows  a diffuse  inflammatory  reac- 
tion and  rather  marked  congestion.  Nearly  all 
the  glomeruli  show  evidence  of  sclerosis  and 
appear  as  hyalinized  connective  tissue.  The 
lesion  corresponds  to  that  of  a chronic  pvone- 
phrosis  with  no  evidence  of  tuberculosis.  Diag- 
nosis : “Papillary  Carcinoma  of  Ureter — Grade 
I — Chronic  Pyonephrosis.” 

The  convalescence  was  uneventful  and 
the  patient  was  discharged  in  excellent 
condition  sixteen  days  after  the  operation. 
No  x-ray  therapy  has  been  given  up  to 
the  present  time. 

The  literature  has  been  reviewed  fully 
in  recent  years.  Taylor  and  Keuhti  1 
cover  the  subject  in  detail  with  com- 
plete references.  They  stress  the  low  in- 


cidence of  the  lesion  by  quoting  Renner, 
who  found  only  four  primary  tumors 
of  the  ureter  in  13,854  autopsies  at 
the  Pathological  Institute  of  Vienna. 
The  records  of  7,701  autopsies  at  the 
Ohio  State  University  do  not  record 
a single  case. 

Summary 

The  symptoms  of  tumor  of  the  ureter 
are  in  no  way  typical.  Diagnosis  as 
illustrated  in  the  case  herein  described 
depended  entirely  upon  the  filling  defect 
as  demonstrated  in  the  ureterogram  and 
the  presence  of  blood  as  observed 
through  the  cystoscope  emanating  from 
the  ureteral  orifice  with  clear  urine 
from  above  the  site  of  the  tumor. 

40  E.  61  St. 

Reference 

1.  Taylor  and  Keuhn:  Journal  of  Urologv,  April 
1937. 


Fig.  6.  (High  power)  Papillary  carcinoma  of 
ureter.  Nuclei  are  large,  nucleoli  frequently 
prominent  and  cytoplasmic  borders  of  the  cells 
ill-defined. 


WANTED  BY  POLICE 


A man  using  the  names  of  William  Teller 
and  Jack  Renick  has  been  visiting  doctors’ 
offices  in  New  York  City  for  examination 
and  usually  gives  a check  varying  from  $10 
to  $20,  and  gets  change.  The  check  is 
worthless. 


He  is  about  5 feet,  8 inches  tall, 
thirty-five  years  old,  weighs  about  215 
pounds,  has  chestnut  hair,  and  has  a mastoid 
scar  on  the  right  side.  Doctors  are  asked  to 
notify  any  policeman  or  any  police  station 
if  he  calls. 


CONTROLLABLE  ELEMENTS  IN  INFANT 
MORTALITY 

Fred  A.  Kassebohm,  M.D.  and  Milton  J.  Schreiber,  B.S.,  M.D., 

New  York  City 

Director  of  Obstetrics , Lutheran  Hospital  of  Manhattan  and  Harlem  Hospital  (FAK): 
Assistant  Visiting  Obstetrician,  Lutheran  Hospital  of  Manhattan  and  Harlem  Hospital  (MJS) 


In  the  ten  year  period  between  January 
1,  1927  and  December  31,  1936,  3,188 
deliveries  were  performed  at  the  Lutheran 
Hospital  of  Manhattan.  These  cases, 
only  an  infinitesimal  percentage  being 
service  cases,  had  the  advantage  of 
private  supervision  throughout  their  en- 
tire pregnancies  and  labors.  Our  inter- 
est lay  chiefly  in  the  fate  of  the  infants 
involved  and  we  have  studied  the  charts 
of  the  cases  in  an  effort  to  analyze  the 
causes  of  infant  mortality  with  the  pur- 
pose of  determining  what,  if  any,  con- 
trollable elements  might  be  demonstrated 
in  cases  of  infant  death  whether  still  birth 
or  neonatal.  In  selecting  cases  of  infant 
mortality,  only  those  infants  equaling  or 
exceeding  1,500  grams  in  weight,  twenty- 
eight  weeks  of  age,  and  thirty-five  centi- 
meters in  length  were  studied.  Of  3,188 
deliveries,  182  were  complicated  by  infant 
mortality.  There  were  ninety-three  still- 
births and  eighty-nine  neonatal  deaths. 

These  cases  representing  an  infant 
mortality  of  5.7  per  cent  (stillbirths  2.91 
percent,  neonatal  deaths  2.79  per  cent) 
were,  as  stated  above  entirely  under 
private  supervision,  hence  two  important 
factors  in  a study  of  this  type  were  denied 
us — routine  Wassermann  examinations 
(the  private  patient  still  resents  any  sug- 
gestion concerning  the  advisability  of 
such  a test)  and  the  much  to  be  desired, 
routine,  complete  necropsy  (including  ex- 
amination of  the  brain,  spine  and  spinal 
cord).  Even  deprived  of  such  informa- 
tion as  these  procedures  would  have 
given,  we  have  felt  that  in  the  records  of 
the  prenatal  periods,  the  detailed  notes 
concerning  the  actual  labors,  and,  where 
the  child  survived  delivery,  in  the  course 
of  the  newborn,  ample  evidence  pointing 
to  the  probable  cause  of  death  was 
present. 

We  have  classified  the  deaths  ac- 
cording to  the  tables  appended.  These 


tables  reveal,  at  a glance,  the  causes  of 
stillbirth  or  neonatal  deaths,  with  the  total 
numbers  of  such  deaths  and  the  percent- 
ages of  the  whole  which  they  comprise. 
It  is  to  be  noted  that  of  a group  of  182 
cases  only  nine  were  classified  as  inde- 
terminate. From  the  material  at  hand  in 
all  the  others,  in  certain  cases  complete 
records  including  necropsy  report,  one  of 
the  etiological  factors  listed  in  Table  I 
was  found  to  suit  the  case.  It  is  from 
this  table  that  the  detailed  discussion  be- 
low is  drawn.  Tables  II  and  III  concern 
stillbirths  and  neonatal  deaths,  respec- 
tively. Fifteen  classifications  of  infant 
mortalities  are  herein  discussed  under 
separate  headings  as  briefly  as  was  found 
commensurate  with  the  gathered  facts. 

Indeterminate  (8  neonatal  deaths  and  1 
stillbirth)  : Of  these  nine  cases,  two  were 

operative  deliveries — one  low  forceps  and 
one  cesarean  section.  No  labor  exceeded 
seventeen  hours.  There  was  no  evidence  of 
cord  compression  and  there  were  no  coils 
of  cord  about  the  necks.  No  congenital  ano- 
malies were  noted.  Physical  examination  of 
the  infants  was  negative.  The  longest  life 
span  was  two  days  and  the  shortest  six 
hours.  In  each  instance,  death  appeared  due 
to  respiratory  failure.  In  light  of  facts 
such  as  these  it  is  apparent  that  assignment 
of  etiological  factors  would  be  simple  guess- 
ing, hence,  this  group  was  termed  “inde- 
terminate.” In  this  study,  several  cases 
which  came  to  necropsy  were  found  to  have 
identical  clinical  histories.  In  them,  various 
pathological  conditions  were  found  which 
point  to  the  fact  that  necropsy  in  the  new- 
born is  of  incalculable  value  and  no  effort 
should  be  spared  in  attempting  to  obtain 
consent  for  such  study. 

Complications  in  Mother  (8  neonatal 
deaths  and  7 stillbirths)  : Infant  deaths  in 
this  group  might  well  fall  into  a category  of 
inherited  disease  for  the  vast  majority  of 
these  cases  occurred  in  pre-eclamptic 
mothers.  Of  the  fifteen  cases,  one  demon- 
strated pathology.  One  case  was  delivered 
by  operative  means  and  none  lived  beyond 
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forty-eight  hours.  The  general  impression 
conveyed  by  these  infants  was  one  of  ex- 
treme toxicity.  This,  ostensibly,  may  be 
anticipated  since  severe  pre-eclampsia  paints 
a sufficiently  toxic  picture  in  the  mothers. 
In  general,  in  the  absence  of  necropsy  find- 
ings, these  deaths  are  considered  as  due  to 
transmitted  toxicity.  In  this  group  there 
was  some  overlapping  of  factors  since  hy- 
dramnios  and  its  commonly  concomitant 
congenital  anomalies  were  often  part  of  the 
picture  of  pre-eclampsia.  The  anomalies, 
however,  are  classified  under  a separate 
heading. 

Craniotomy  (2  stillbirths)  : These  cases 
were,  to  all  intents,  identical.  Both  patients 
had  generally  contracted  pelves,  ruptured 
their  membranes  early  in  labor,  and  had  had 
repeated  vaginal  examinations.  Thus,  in 
the  presence  of  marked  cephalopelvic  dis- 
proportion in  dangerous  potentially  infected 
cases,  the  consultant  elected  to  risk  delivery 
from  below  by  version  and  in  both  instances, 
was  forced,  by  the  extreme  disproportion, 
to  perforate  the  aftercoming  head  with  the 
Smellie  scissors. 

Prematurity  (39  neonatal  deaths  and  7 
stillbirths)  : In  this  group  (the  largest 

cause  of  infant  mortality  in  the  series) 
operative  delivery  was  performed  twice — 
section  for  central  placenta  previa  and  sec- 
tion for  ablatio  placentae.  All  other  deliv- 
eries were  spontaneous  and,  save  for  the 
premature  termination  of  conception  and  the 
smallness  of  the  babies,  would  fall  into  an 
indeterminate  class.  Not  one  of  these  babies 
was  below  1,500  grams  in  weight,  yet  but 
one  survived  forty-eight  hours  of  life. 
Without  necropsy,  these  babies  were  consid- 
ered to  be  normal  and  the  cause  of  death  was 
considered  to  be  prematurity.  It  must  be 
stated  that  few  of  these  cases  were  under 
the  supervision  of  pediatricians.  It  is  our 
feeling  that  premature  babies  are  the  special 
problem  of  the  pediatricians  and  that  imme- 
diately upon  the  birth  of  such  children  the 
responsibility  of  the  obstetrician  should 
end.  The  obstetric  problem,  and  one  which 
at  the  moment  seems  insoluble,  is  the  pre- 
vention of  premature  labor. 

Disease  of  the  Newborn  (6  neonatal 
deaths)  : Herein  are  included  two  cases  of 
hemorrhagic  disease  of  the  newborn,  two 
cases  of  bronchopneumonia,  one  of  lung  ab- 
scess and  complicating  empyema,  and  one  of 
congenital  hydrothorax  of  undetermined 
etiology.  The  latter  four  cases  came  to 
necropsy  where  in  at  least  two,  unsuspected 
pathology  was  encountered.  In  the  pneu- 
monias and  lung  abscess  there  was  no  evi- 
dence to  indicate  that  infection  might  have 
been  forced  into  the  bronchopulmonary  tree 
by  methods  of  resuscitation. 


Congenital  Anomalies  (18  neonatal 
deaths  and  10  stillbirths)  : The  role  of  these 
anomalies  in  effecting  infant  mortality  needs 
no  elucidation.  The  anomalies  encountered 
in  the  ten  year  period  are  listed: 

Agenesis  of  the  external  genitalia  and  spina 
bifida 

Anencephaly  (6  cases) 

Hydrocephalus  and  spina  bifida  (3  cases) 
Atresia  of  rectum  and  anus 
Spina  bifida  (3  cases) 

Agenesis  of  right  kidney  and  ureter,  bilateral 
talipes  equinus,  patent  ductus  arteriosus,  inter- 
ventricular septal  defect. 

Hare  lip  (2  cases) — terminal  aspiration  broncho- 
pneumonia 

Tracheoesophageal  fistula 

Mesenteric  bands  causing  intestinal  obstruction 
Spina  bifida  and  bilaterial  talipes  equinus 
Interventricular  septal  defect  (2  cases) 

Atresia  of  the  ascending  colon 
Three  chambered  heart  (two  auricles  and 
single  ventricle) 

Agenesis  of  the  right  leaf  of  the  diaphragm; 
diaphragmatic  hernia 

Accessory  lung  (tumor  mass  of  pulmonary  tis- 
sue with  a branch  vessel  from  the  pulmonary 
artery) 

Atelectasis  involving  all  lobes  of  the  lung. 

Axiomatic  is  the  statement  that  where 
one  anomaly  exists  others  must  be  antici- 
pated. 

Operative  Trauma  (7  neonatal  deaths 
and  18  stillbirths)  : Seventeen  of  these 

deaths  occurred  after  forceps  had  failed  and 
the  operator  was  forced  to  perform  version 
and  extraction.  It  is  notable  that  in  almost 
every  instance,  the  operator,  upon  realizing 
that  the  attempt  at  forceps  delivery  was  fail- 
ing, proceeded  immediately  to  version.  This 
procedure  almost  invariably  will  end  in  dis- 
aster. When  forceps  are  removed,  a rea- 
sonable time  interval  should  elapse  before 
delivery  is  attempted  by  version.  The  pause 
will  serve  to  permit  readjustment  of  the 
fetus,  whose  stability  is  certainly  disturbed 
by  the  application  and  traction  with  forceps, 
and  it  will  give  the  anesthetist  time  to 
deepen  the  anesthetic  state  so  that  the  pro- 
cedure may  be  followed  with  a minimum  of 
difficulty.  Profound  anesthesia  renders 
version  a reasonably  simple  procedure.  The 
operator  who  is  performing  version  rarely 
should  either  avoid  it  entirely  or,  when  find- 
ing it  indicated,  have  adequate  and  trained 
assistants  at  hand. 

Icterus  Neonatorum  (2  neonatal 
deaths)  : These  cases  were  listed  separately 
from  disease  of  the  newborn  because  icterus 
generally  is  considered  congenital  and  a very 
questionable  cause  of  death.  In  the  cases 
here  listed,  jaundice  was  intense  and  gradu- 
ally increasing  in  depth  up  to  the  time  of 
death.  Autopsy  may  have  revealed  some 
congenital  defect  in  the  biliary  apparatus. 
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Table  I — Etiology  of  Infant  Mortality — 
Analysis  of  182  Infant  Deaths  (Combined 
Neonatal  and  Stillbirth) 


Probable  Cause  of  Mortality 

Number 

Percentage 

Indeterminate 

9 

4.9 

Complications  in  Mother 

15 

8.8 

Craniotomy 

2 

1.09 

Prematurity 

46 

25.2 

Disease  of  Newborn 

6 

3.2 

Congenital  Anomalies 

28 

15.3 

Operative  Trauma 

25 

13.7 

Icterus  Neonatorum 

2 

1.09 

Prolonged  Labor 

4 

2.1 

Habitual  Death  of  Fetus 

1 

0.5 

Asphyxia 

4 

2.1 

Placenta  Previa 

4 

2.1 

Prolapsed  Cord 

6 

3.2 

Failure  of  Fetal  Heart 

10 

5.4 

Maceration 

20 

10.9 

Prolonged  Labor  (1  neonatal  death  and  3 
stillbirths)  : The  shortest  of  these  labors 
was  thirty-four  hours  and  the  longest  forty- 
nine  hours.  Two  were  completed  by  forceps 
and  the  third  by  version.  The  operative 
procedures  were  unattended  by  difficulty.  No 
baby  survived  longer  than  one  hour.  Respira- 
tion never  was  actually  established  in  any 
case.  Lacking  necropsy  studies  it  was  felt 
that  the  prolonged  ordeal  proved  an  exces- 
sive trial.  Attempts  to  shorten  these  labors 
met  with  failure.  Cervical  dilatation  pro- 
ceeded slowly  with  no  response  to  the 
usually  employed  stimulants. 

Habitual  Death  of  Fetus  (1  still- 
birth) : This  patient  is  a medical  freak,  this 
stillbirth  marking  the  fourteenth  successive 
stillbirth  delivered  by  her. 

Asphyxia  (4  stillbirths)  : In  each  in- 

stance, coils  of  cord  were  wound  about  the 
neck  with  sufficient  tension  to  produce  com- 
plete interference  with  circulation. 

Placenta  Previa  (4  stillbirths)  : These 
were  cases  of  placenta  previa  in  multiparae 
in  whom  it  was  felt  rapid  cervical  dilata- 
tion could  be  expected.  Bagging  did  accom- 
plish this  but  the  interference  with  the 
utero-placental  circulation  was  enough  to 
compass  the  death  of  the  fetus  before  de- 
livery could  be  completed. 

Prolapsed  Cord  (6  stillbirths)  : In  every 
case,  prolapse  of  the  cord  occurred  in  primi- 
parae  with  cervical  dilatation  not  exceed- 
ing four  cm.  Attempts  at  reposition  were 
met  with  complete  failure  and  in  each  case 
the  pulsation  disappeared  from  the  cord 
under  the  examiner’s  fingers. 

Failure  of  the  Fetal  Heart  During 
Labor  (10  stillbirths)  : We  realize  that  this 
is  a poor  term  but  it  adequately  describes 
the  case.  In  these  labors  there  was  gradual 
slowing  and  increasing  irregularity  of  the 
fetal  heart.  The  stillborn  babies  revealed 
no  congenital  anomalies  and  there  was  no 
evidence  of  cord  compression.  Every  case 


Table  II — Etiology  of  Stillbirth — Analysis 
of  93  Stillbirths 


Probable  Cause  of  Stillbirth 

N timber 

Percentage 

Habitual  Death  of  Fetus 

1 

1.07 

Craniotomy 

2 

2.1 

Prolonged  Labor 

3 

3.2 

Asphyxia 

4 

4.3 

Placenta  Previa 

4 

4.3 

Operative  Trauma 

18 

19.3 

Prematurity 

7.4 

Congenital  Anomalies 

to 

10.7 

Prolapsed  Cord 

6 

6.4 

Failure  of  Fetal  Heart  During 

Labor* 

10 

10.7 

Maceration 

20 

21.5 

Indeterminate** 

1 

1.07 

Complications  in  Mother 

7 

7.4 

* A bad  term  but  descriptive; 

cases  in  which  necropsy 

was  denied,  in  which  no  congenital  anomalies 

were  noted. 

which,  in  the  course  of  labor  demonstrated  a 

fetal  heart 

which  gradually  slowed,  became  irregular,  and  finally  dis- 

appeared.  There  were  no  cord 

anomalies  and  no  cord 

compression. 

**  Cases  of  stillbirth  in  which  necropsy  was  denied  and 

where  study  of  the  course  of  labor  revealed  no 

satisfactory 

etiological  factor. 

Table  III — Etiology  of 

Neonatal 

Death — 

Analysis  of  89  Neonatal  Deaths 

Probable  Cause  of  Death 

Number  Percentage 

Indeterminate* 

8 

8.9 

Complications  in  Mother 

8 

8.9 

Prematurity 

39 

43.8 

Disease  (other  than  congenital) . . 

4 

4.4 

Hemorrhagic  Disease 

2 

2.2 

Congenital  Anomalies 

18 

20.2 

Operative  Trauma 

7 

7.8 

Icterus  Neonatorum 

2 

2.2 

Prolonged  Labor 

1 

1.1 

* Cases  in  which  necropsy  was 

denied  and  where  study 

of  the  course  of  labor  and  early  days  of  life  revealed  no 

satisfactory  etiolog’cal  factor. 

was  a vertex  presentation  and  in  no  case  was 
labor  severe.  It  was  common  to  find  that 
the  fetal  heart  tones  had  disappeared  almost 
coincidentally  with  the  completion  of  cer- 
vical dilation. 

Maceration  (20  stillbirths) : The  etio- 
logy of  death  in  the  macerated  fetus  is  a 
mooted  question.  Even  where  necropsy  is 
granted  autolysis  may  defeat  the  purpose  of 
study.  Routine  Wassermann  examination 
would,  obviously,  be  of  great  value,  but, 
such  examinations  are  not  readily  performed 
with  impunity  in  private  practice.  The  pre- 
sent educational  campaign  being  carried  on 
throughout  the  nation  may  have  some  salu- 
tary bearing  upon  this  problem. 

Applying  to  this  group  of  cases  the 
question  of  controllability  we  have  found 
ourselves  extremely  limited.  Absolutely 
controllable  we  feel  are  the  deaths  listed 
under  craniotomy  and  operative  trauma. 
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Of  questionable  controllability  are  cases 
of  placenta  previa  and  prolonged  labor. 
If  it  were  possible  to  prove  maceration 
due  to  lues  then  this  would  become  a con- 
trollable group.  Grouping  these  together, 
29.89  per  cent  of  these  deaths  are  to  be 
considered  controllable.  Complications  in 
the  mother  are  not  included  since  these  are 
cases  in  which  therapy  of  standard  type 
failed  to  prevent  difficulty. 

There  remain  the  groups  not  men- 
tioned above  comprising  70.11  per  cent 
of  these  infant  mortalities.  These  we 
consider  as  beyond  control.  The  largest, 
by  far,  of  all  causes  of  mortality — pre- 
maturity— may,  by  further  study  of  the 
causes  of  premature  labor  and  by  sur- 
render of  premature  infants  to  the 
pediatrician,  ultimately  fall  into  the  con- 
trollable group.  The  existence  of  con- 
genital anomalies  and  of  fetal  disease  can- 
not be  overlooked;  these  conditions,  in 


this  series,  accounted  for  nineteen  per  cent 
of  the  deaths. 

Conclusions 

Study  of  infant  mortality  is  contingent 
upon  better  and  more  frequent  necropsy 
examinations.  The  value  and  importance 
of  such  examinations  cannot  be  over- 
emphasized. 

There  is  room  for  reduction  in  infant 
mortality  by  the  exercise  of  obstetric 
judgment  and  skill. 

Infant  mortality  is  approaching  an 
irreducible  minimum. 

Widespread  educational  campaigns  may 
render  the  problem  of  maceration  more 
easily  understandable. 

Controllable  deaths  totaling  29.89  per 
cent  of  a series  of  cases  indicates  that  the 
perfection  we  seek  is  not  yet  reached. 

272  W.  90  St. 

509  W.  155  St. 


“SOMETHING  OUGHT  TO  BE  DONE  ABOUT  IT” 


Something  ought  to  be  done  about  it, 
avers  the  Virginia  Medical  Monthly — about 
this  growing,  vicious,  expensive  custom  of 
showing  slides  at  medical  meetings.  Time 
was  when  no  one  thought  of  slides.  One 
read  one’s  paper  and  went  home.  But 
then  it  became  fashionable,  especially  if 
one  could  afford  it,  to  show  a few  slides 
at  the  end  of  one’s  paper.  Now  the  style 
of  hats  has  changed  even  more  radically. 
Everybody  must  show  slides,  and  the  help- 
less audience  is  overpowered  with  a deluge 
of  screen  presentations  which  flicker  on 
and  off  through  the  whole  meeting. 

In  these  days  a paper  without  slides 
seems  to  be  considered  dull  as  ditch  water 
— there  is  no  action  in  the  drama — and  the 
success  of  a presentation,  in  the  author’s 
mind  at  least,  seems  to  be  proportional 
not  only  to  the  number  of  his  slides  but 
to  the  rapidity  with  which  they  can  be 
shown  without  retarding  his  flow  of 
language. 

This  is  the  worst  of  all,  this  habit,  which 
is  getting  to  be  quite  the  rage,  of  having 
slide  after  slide  flashed  on  the  screen  while 
the  essayist  goes  merrily  on  reading  a 
paper  timed  to  the  split  second  to  get  under 
the  tape  before  the  allotted  time  is  up.  How 
any  audience  could  listen  to  a paper  with 
its  ears,  look  at  a rapid  succession  of 
screen  flashes  with  its  eyes  and  register 
anything  but  confusion  on  its  brain  is  pass- 
ing comprehension. 


Of  course  some  slides  are  useful.  Many 
are  abominable.  They  are  illegible  be- 
cause their  lettering  is  too  small,  because 
they  are  congested  with  too  many  facts 
and  figures  or  because  they  are  confused 
with  decimals,  fractions,  asterisks,  etc. 

It  takes  a special  intelligence  to  prepare 
a slide  and  a special  intelligence  to  present 
one.  A slide  should  be  so  clear  that  no 
explanation  is  necessary,  and  the  speaker 
should  be  so  anxious  to  establish  its  clarity 
that  he  will  take  time  to  explain  it  even 
if  it  be  a simple  one.  If  it  is  worth  his 
using,  it  is  worth  his  time  in  explanation. 

Something  ought  to  be  done  about  this 
slide  business  if  only  to  save  from  mad- 
ness the  chronic  attenders  of  medical  meet- 
ings who  still  labor  under  the  delusion  that 
such  a gathering  is  a place  to  learn  and 
who  therefore  insist  on  staying  through 
even  the  longest  scientific  session. 


After  every  great  war,  with  its  slaughter 
of  men,  nature  seems  to  redress  tjie  balance 
by  the  production  of  more  boy  babies  than 
girls.  This  occurred  after  the  World  War; 
but  while  the  ratio  returned  to  peacetime 
levels  among  other  belligerents  by  1924, 
the  surplus  of  boys  continues  in  Germany, 
Italy,  and  Hungary.  What  does  this  por- 
tend? 


THE  TARDY  DIAGNOSIS  OF  TUMORS  AFFECTING 
THE  SPINAL  CORD 
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The  diagnosis  of  a large  percent  of 
spinal  cord  tumors,  in  this  section  of  the 
country  at  least,  is  being  made  at  a 
stage  comparable  with  that  of  a ruptured 
appendix  and  a five  day  old  general 
peritonitis.  There  are  several  likely  reas- 
ons for  this  delayed  diagnosis. 

1.  Spinal  cord  tumor  is  not  a common 
disease.  Estimates  of  incidence  vary  from 
one  to  three  thousand  to  one  for  every 
ten  thousand  people. 

2.  The  diagnosis  at  an  early  stage  is  not 
easy.  After  a diagnosis  of  spinal  cord 
disease  has  been  suspected,  there  are  still 
difficulties  in  differentiating  tumor  from 
other  entities. 

3.  Spinal  cord  tumor  symptomatology 
may  for  a time  be  overshadowed  by  other 
existing  pathology,  such  as  arthritis  of 
the  spine,  trauma  to  the  spine,  or  other 
bone  and  joint  maladies. 

4.  The  early  diagnosis  of  cord  tumor 
is  almost  of  necessity  a hospital  and  x-ray 
laboratory  procedure  of  a more  complicated 
nature  than  ordinary  examinations. 

5.  The  medical  profession  as  a whole  is 
not  inclined  to  include  tumor  in  the  list  of 
differentials  when  vague  evidences  of  spinal 
cord  pathology  present  themselves. 

6.  The  public  looks  upon  any  operation 
“on  the  spine”  as  a matter  of  great  con- 
sequence and  often  delays  carrying  out 
well-advised  measures. 

Fully  two-thirds  of  all  spinal  cord 
tumors  are  'benign.  A good  functional 
result  should  result  from  their  removal, 
provided  they  have  not  compressed  nerv- 
ous tissue  until  softening  or  damaging 
gliosis  has  set  in.  All  too  frequent  is 
the  persistence  of  a paraplegia  after  re- 
moval of  tumor  that  has  indented  the 
cord  or  cauda  equina  for  a period  of 
months  or  even  years. 

Among  thirty-three  histologically  veri- 
fied spinal  cord  tumors  there  have  been 
but  three  who  were  entirely  ambulatory 


at  the  time  of  hospital  admission.  In  an 
effort  to  better  this  figure,  the  authors 
propose  to  report  several  case  histories 
that  set  forth  some  of  the  common  delays 
in  arriving  at  a diagnosis. 

Report  of  Cases 

Case  1.  Confusion  of  cord  tumor  with 
pelvic  organ  disease  and  C,sciatica> : D.  S., 
thirty-nine  year  old  white  female,  school 
teacher.  Three  and  one-half  years  before 
admission,  she  first  noticed  a slight  difficulty 
in  walking  and  pain  in  the  lower  abdomen 
occasionally  radiating  down  into  the  right 
leg.  Because  of  these  complaints  a right 
salpingo-oophorectomy  was  performed  which 
failed  to  relieve  the  pain.  The  patient  then 
consulted  various  physicians  and  was  put 
in  a plaster  jacket  for  a time  because  of 
pain  in  the  back  thought  to  be  due  to 
arthritis  of  the  spine.  By  the  time  the 
cast  was  removed  the  pain  began  to  radiate 
into  both  legs.  There  was  still  the  same 
slight  difficulty  in  walking.  The  patient 
was  then  taken  to  a hospital  where  the 
diagnosis  of  sciatica  was  made  and  a 
“stretching  of  the  right  sciatic  nerve”  was 
carried  out  without  any  relief  of  symptoms. 

During  the  next  year  several  physiothera- 
peutic treatments  were  applied  without  any 
appreciable  results.  Four  months  before  ad- 
mission, she  entered  another  hospital  where 
a salpingo-oophorectomy  was  performed  on 
the  left  side.  The  details  of  operative  find- 
ings are  not  available.  Two  months  before 
admission  the  patient  experienced  urinary 
retention.  This  persisted  for  two  weeks  and 
required  catheterization.  Similar  urinary 
difficulties  had  occurred  twice  before  in  the 
course  of  the  past  three  years.  For  a year 
she  had  complained  of  numbness  in  both 
legs. 

When  first  seen  at  admission  the  patient 
presented  definite  clinical  signs  of  a cord 
tumor  located  at  the  level  of  the  lower  cord 
and  upper  cauda  equina.  The  interpedicular 
space  was  widened  at  this  place  by  x-ray 
measurements.  There  was  a cerebrospinal 
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fluid  block.  The  tumor,  a meningioma 
extending  from  the  twelfth  thoracic  vertebra 
down  to  the  second  lumbar,  was  successfully 
removed.  The  pain  in  the  legs  was  relieved 
and  the  gait  returned  to  normal  in  a sur- 
prisingly short  time. 

Comment:  The  errors  in  diagnosis  in  this 
instance  can  all  be  traced  to  failure  to  con- 
sider cord  tumor  along  with  other  causes 
of  abdominal  pain  and  pain  referred  down 
the  sciatic  nerves.  A careful  history  and 
physical  examination,  together  with  a lum- 


by  the  scalenii  muscles  and  the  neck  muscles. 
Dyspnea  and  cyanosis  were  fairly  marked. 
The  sensory  level  reached  C3-C5.  Earning 
capacity  had  been  lost  for  over  two  years 
as  a result  of  his  difficulties. 

Under  local  anesthesia  an  extensive 
craniocervical  tumor  (Fig.  1)  was  found 
and  removed.  Histologically  it  was  a peri- 
neural fibroblastoma.  The  patient  made  a 
surprisingly  rapid  recovery  and  was  able 
to  walk  when  discharged  four  weeks  later. 

Comment:  The  delay  in  diagnosis  and 


Fig.  1.  Craniocervical  perineural  fibroblastoma  confused  with  symptoms  of  old  injury.  (Case  2) 


bar  puncture  finding  of  cerebrospinal  fluid 
block  would  have  saved  this  patient  at  least 
two  years  of  illness  and  ill-afforded  financial 
outlay. 

Case  2.  Confusion  of  cervico  cranial 
tumor  with  old  injury  of  the  spinal  column: 
L.  M.,  twenty-seven  year  old  white  male. 
Six  years  before  admission  this  patient  fell 
while  running  but  did  not  suffer  any  appar- 
ent injury.  Six  months  later  he  first  com- 
plained of  pain  in  the  region  of  the  upper 
cervical  spine  and  stiffness  of  the  neck. 
This  persisted  and  increased  up  to  the  time 
of  admission.  Six  months  prior  to  admis- 
sion he  noticed  numbness  and  increasing 
weakness  of  both  upper  extremities.  He 
also  experienced  some  difficulty  in  con- 
trolling sphincters  of  bladder  and  rectum. 
Six  weeks  prior  to  admission  he  was  under 
medical  observation  in  a hospital  where  a 
diagnosis  of  a cord  lesion  was  suspected. 
A cisternal  puncture  was  done  following 
which  a marked  weakness  of  the  left  leg 
developed.  He  soon  became  unable  to  stand 
alone.  A nearly  complete  quadriplegia 
ensued.  The  diaphragm  was  paralyzed. 
Feeble  respiratory  motions  were  carried  out 


treatment  in  this  instance  was  in  part  due 
to  the  straightened  financial  circumstances 
of  the  patient  but  more  to  a belief  that  the 
symptoms  could  be  due  to  old  injury.  The 
progressive  character  of  the  disease  in  the 
absence  of  an  old  fracture  dislocation  be- 
tween C-l  and  C-2  would  seem  to  rule  this 
out.  X-rays  of  the  spine  gave  tell-tale  evi- 
dence of  a growth  of  long  standing.  Good 
radiographs  of  the  upper  spine  would  have 
undoubtedly  given  evidence  of  tumor  several 
years  earlier. 

Case  3.  Confusion  of  thoracospincd 
chondroma  with  arthritis  of  spine  and  old 
injury  of  right  hip  joint:  M.  F.,  fifty-four 
year  old  white  female.  Eight  years  before 
admission  the  patient  sustained  an  injury 
to  the  right  neck  of  the  femur — probably 
simple  fracture — jumping  from  a porch  to 
a concrete  walk.  Pain  in  right  thigh  and 
knee  was  the  chief  complaint  following  this. 
From  then,  up  to  admission  in  this  clinic, 
the  patient  was  treated  almost  continuously 
for  “sciatica,”  sacroiliac  joint  strain,  sacro- 
iliac arthritis,  arthritis  of  the  spine,  lum- 
bago, rheumatism,  etc.  Three  years  before 
admission  the  patient  again  fell  while  on 
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board  a ship.  Her  symptoms  were  all  exag- 
gerated. More  and  more  confidence  was 
placed  in  a traumatic  background  for  all 
of  her  complaints.  One  year  before  admis- 
sion the  patient  noticed  some  difficulty  in 
walking  up  and  down  stairs.  Nine  months 
before  admission  she  first  experienced  a 
stabbing  pain  radiating  from  the  mid- 
thoracic  spine  around  the  left  chest  to  the 
lower  sternum. 

Four  weeks  before  admission  she  noticed 
a sensation  of  numbness  of  her  feet  and 
weakness  of  her  legs.  Three  weeks  later 
she  could  not  walk  without  crutches.  After 
ineffective  treatment  by  hot  baths  a neuro- 
logical examination  was  considered  for  the 
first  time. 

This  revealed  an  almost  complete  para- 
plegia with  paralysis  of  the  abdominal 
muscles ; a sensory  level  at  D-6.  Old  x-ray 
of  the  spine  showed  a well-calcified  tumor 
within  the  thorax  on  the  left  side  and 
erosion  of  the  left  pedicle  of  Th.-4  and 
Th.-5. 

At  operation  an  extradural  “collar  but- 
ton” tumor  at  the  level  of  the  fourth  and 
fifth  thoracic  vertebrae  was  found.  Histo- 
logically, it  proved  to  be  a chondroma.  The 
tumor  was  removed  except  for  a thin  shell 
adherent  to  the  aorta  (Fig.  2).  The  para- 
plegia rapidly  disappeared  and  she  was  able 
to  walk  unassisted  at  the  time  of  discharge. 

Comment:  While  it  is  true  that  the  patient 
did  have  a moderate  amount  of  arthritis  of 
the  spine  and  about  the  right  hip  joint,  the 
symptoms  of  numbness,  weakness,  and  un- 
steadiness were  out  of  all  proportion  to  it. 
Her  complaint  of  being  “an  old  stumble 
heels”  for  five  or  more  years  was  probably 
part  and  parcel  of  the  increasing  loss  of 
sense  of  position  of  the  lower  extremities. 
She  had  never  been  examined  for  loss  of 
sensation  until  shortly  prior  to  admission. 
Neither  had  lumbar  puncture  been  consid- 
ered. 

Case  4.  Spinal  cord  tumor  confused  with 
arteriosclerosis  of  vessels  of  the  cord:  K.  D.. 
sixty-six  year  old  female,  complained  of 
pain  in  the  lumbar  region  for  three  years. 
This  was  increased  by  coughing  and  laugh- 
ing. A sacroiliac  belt  was  prescribed  with 
slight  improvement  of  symptoms.  A year 
before  admission  she  complained  of  weak- 
ness and  numbness  of  the  right  leg  with 
some  swelling  of  both  ankles.  A diagnosis 
of  vascular  disease  of  the  spinal  cord  was 
considered  as  a part  of  a general  arterio- 
sclerosis and  arteriosclerotic  heart  disease. 

At  the  time  of  admission  here  she  was 
found  to  have  marked  weakness  of  both 
legs  with  bilateral  positive  Babinski  sign. 
hyperesthesia  from  D-10  down,  an  ulcer 


of  one  buttock,  and  edema  of  both  legs. 
X-rays  showed  a definite  erosion  of  one 
spinal  pedicle  and  a widened  interpedicular 
space.  At  the  operation  a meningioma  was 
found  (Fig.  3)  ventrolateral  to  the  cord 
at  the  level  of  cord  segment  D-10.  While 


Fig.  2.  Intra-  and  extrathoracic  and  intra- 
spinal  chondroma.  (Case  3) 

marked  improvement  followed  its  removal, 
walking  has  remained  difficult. 

Case  5.  Spinal  cord  tumor  confused  with 
sciatica  thought  to  be  due  to  infected  teeth : 
M.  W.,  fifty-nine  year  old  white  female, 
complained  for  fifteen  months  before  admis- 
sion of  a feeling  of  numbness  of  the  toes  of 
the  left  foot  which  gradually  spread  up- 
wards, finally  involving  the  leg  up  to  the 
hip.  The  right  leg  then  began  to  become 
numb  in  a similar  manner,  four  months 
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after  the  onset  of  this  trouble.  A diagnosis 
of  “sciatica”  was  made.  All  of  the  teeth 
were  removed  at  one  time.  Eight  months 
before  admission  she  noticed  some  weakness 
in  both  legs  and  seven  months  later  severe 
intermittent  pain  in  the  left  leg. 

On  admission  to  the  hospital  there  was  a 
very  marked  paresis  of  both  legs.  Sensory 
changes  were  most  marked  over  the  right 
leg.  A lumbar  puncture  showed  a partial 
spinal  fluid  block.  A lipiodol  study  was 
made  because  of  the  changing  sensory  level. 
This  revealed  a tumor  at  the  level  of  ver- 
tebra D-3.  At  operation  it  was  found  to  be  a 
meningioma.  Three  weeks  after  discharge 
from  the  hospital,  the  patient  was  able  to 
walk  and  three  months  later  gait  was  con- 
sidered normal. 

Case  6.  Tumor  of  filum  terminalc — 
probably  an  ependymoma — confused  with 
sacroiliac  strain , gluteal  muscle  fibrositis, 
malingering  and  “compensationitis” : J.  S., 
thirty-six  year  old  white  male.  Five  years 
before  admission,  this  patient  fell  back- 
wards while  at  work,  landing  on  his  but- 
tocks and  lower  spine.  There  then  followed 
numerous  vague  complaints,  the  most  strik- 
ing of  which  was  that  of  an  exacerbation 
of  pain  in  the  legs  on  coughing  and  strain- 
ing. A diagnosis  of  gluteal  myositis  was 
made.  Six  months  later  the  pain  had  grown 
so  much  worse  that  the  patient  could  barely 
walk. 

A year  after  the  injury  the  patient — a 
compensation  case — was  still  under  medical 
care  and  complained  then  of  numbness  and 
tingling  in  the  right  leg. 

Two  years  after  the  accident  he  under- 
went a sacroiliac  fusion  and  a few  months 
later  a manipulation  of  the  lower  spine 
under  general  anesthesia,  without  very 
much  improvement.  There  then  followed 
three  years  of  complaints  which  remained 
about  stationary.  At  the  time  of  admission 
he  was  found  to  have  a slight  diminution 
of  strength  in  the  right  leg,  definite  atrophy 
of  the  right  peroneal  muscle  group,  and  a 
fairly  definite  level  of  hypoesthesia  between 
L-l  and  L-2.  A lumbar  puncture  showed  a 
cerebrospinal  fluid  block. 

At  operation  a tumor,  six  to  seven  cm.  in 
length,  was  uncovered.  It  extended  from 
the  upper  end  of  the  filum  terminale  down- 
wards between  the  nerves  of  the  cauda 
equina.  It  had  the  gross  appearance  of  an 
ependymoma.  Unfortunately  the  gross 
specimen  was  lost  and  histological  studies 
are  not  available. 

Several  nerve  roots  running  through  the 
tumor  were  sacrificed.  There  has  been  a 
permanent  loss  of  strength  of  the  right  leg. 
The  man  will  probably  have  to  be  looked 
upon  as  being  permanently  totally  disabled 


Fig.  3.  Meningioma  producing  symptoms  con- 
fused with  symptoms  of  arteriosclerosis  of  ves- 
sels of  spinal  cord.  (Case  4) 

Fig.  4.  Meningioma  (Th.  3)  confused  with 
symptoms  of  arthritis  of  spine  and  rheumatism. 
(Case  7) 

through  the  combination  of  “compensation- 
itis,”  language  difficulty,  and  real  disability 
of  the  right  leg.  It  is  an  instance  where 
early  lumbar  puncture  and  careful  spinal 
fluid  studies,  together  with  neurological 
studies,  might  have  led  to  an  early  diagnosis. 

Case  7.  Midthoracic  meningioma  con- 
fused with  arthritis  of  the  spine,  rheuma- 
tism, and  cervical  polyp:  A.  E.,  forty-six 
year  old  white  female.  Three  years  before 
admission  this  patient  began  to  complain 
of  pain  between  the  scapulae,  appearing 
mostly  in  the  morning.  One  and  one-half 
years  later  the  pain  was  still  present  but 
worse.  It  now  radiated  down  the  right  leg 
and  was  aggravated  by  coughing  and  sneez- 
ing. There  was  also  a feeling  of  numbness 
in  the  right  foot. 

Eight  months  before  admission  the  patient 
was  operated  upon  for  a .cervical  polyp 
which  was  thought  to  be  the  cause  of  her 
pain.  At  that  time  there  was  some  hypo- 
esthesia over  the  right  leg.  During  most 
of  the  postoperative  course  catheterization 
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was  necessary.  Two  months  before  entering 
this  hospital  the  patient  experienced  more 
sharp  interscapular  pain  radiating  around  the 
chest,  which  was  considered  to  be  “rheuma- 
tism.” One  month  later  there  was  a definite 
difficulty  in  starting  the  urinary  stream. 

When  first  seen  the  patient  showed  a 
slight  weakness  of  the  left  leg  with  in- 
creased deep  reflexes  of  the  same  side.  A 
positive  Babinski  sign  on  the  left  was  noted. 
There  was  a definite  sensory  level  at  D-8. 
A lumbar  puncture  showed  an  almost  com- 
plete spinal  fluid  block.  X-rays  showed  a 
thin  articular  facet  at  spinal  segment  D-8 
also.  A laminectomy  failed  to  reveal  a 
tumor  at  that  level.  A lipiodol  study 
showed  the  block  to  be  higher  than  expected 
at  the  level  of  vertebra  Th.-3.  A second 
laminectomy  was  performed  with  removal 
of  a meningioma  (Fig.  4).  Marked  im- 
provement followed  and  the  patient  is  now 
symptom-free. 

Comment:  The  complaint  of  intrascapular 
pain  radiating  around  the  chest  to  the  pre- 
cordial region  probably  led  to  a suspicion 
of  rheumatic  heart  disease.  It  is  hard  to  see 
how  a diagnosis  of  a benign  cervical  polyp 
could  be  associated  with  her  symptoms.  The 
case  also  illustrates  that  the  sensory  level 
may  not  always  be  a.t,  the  segment  level  of 
the  tumor  until  very  late  in  the  disease.  The 
thinned  articular  facet  corresponding  with 
the  sensory  level  was  probably  an  anomaly. 

Case  8.  Perineural  fibroblastoma  of  the 
cauda  equina  confused  with  chronic  gonor- 
rhea and  peripheral  neuritis:  R.  H.,  thirty- 
one  year  old  white  male,  was  treated  for  an 
acute  gonorrheal  infection  sixteen  months 
before  admission.  Six  weeks  later,  after 
having  returned  to  work,  he  had  a recur- 
rent urethral  discharge.  This  was  accom- 
panied by  a dull  pain  in  the  right  side  of 
the  back  and  the  right  buttock.  At  the  same 
time  he  first  experienced  urinary  retention. 


Twelve  months  before  admission  he  com- 
plained of  sharp  pain  radiating  from  the 
back  down  into  the  left  foot.  He  entered 
a hospital  where  a loss  of  sensation  over 
both  legs  was  noted.  There  was  urinary 
retention  and  catheterization  was  necessary. 
One  month  later  both  legs  were  practically 
paralyzed.  During  the  following  four 
months  he  improved  slightly  and  was  dis- 
charged walking  with  a cane.  Two  months 
later  he  passed  a few  stones  per  urethram 
and  a little  later  complained  of  more  pain 
in  the  left  groin.  The  pain  was  increased 
by  coughing. 

On  admission  he  showed  a marked  weak- 
ness of  both  legs,  absence  of  deep  reflexes 
of  both  legs,  a hypoesthesia  from  the  level 
of  L-2  down,  a urinary  retention,  and  a 
sacral  decubitus.  The  general  condition 
was  very  poor.  A lumbar  puncture  showed 
a spinal  fluid  block. 

At  the  operation  a perineural  fibroblas- 
toma of  the  cauda  equina  was  exposed  (Fig. 
5)  and  removed.  The  patient  died  a few 
days  later  from  meningitis.  The  post- 
mortem showed,  besides  the  meningitis, 
renal  abscesses  and  pyelocystitis. 

Comment:  Going  back  over  this  history 
there  is  little  doubt  that  the  onset  of  spinal 
cord  symptoms  and  signs  began  shortly 
after  the  initial  gonorrhea.  It  is  likely  that 
the  secondary  upper  urinary  infection  has 
to  be  explained  largely  by  prolonged  cathe- 
terization of  a “cord”  bladder. 

Case  9.  Thoracic  cord  tumor  confused 
with  chronic  pleurisy:  H.  F.,  thirty-nine 
year  old  white  male,  complained  of  pain 
between  the  scapulae,  increased  by  cough- 
ing and  sneezing  two  years  before  admis- 
sion. At  the  same  time  he  began  to  notice 
a diminution  in  the  sexual  power.  X-rays 
of  the  chest  were  taken  and  considered 
normal.  Probably  because  of  the  negative 
x-ray  findings  nothing  further  was  done 


Fig.  5.  Perineural  fibroblastoma  of 
cauda  equina  confused  with  symptoms 
of  infectious  peripheral  neuritis. 
(Case  8) 
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to  establish  a diagnosis.  He  was  looked 
upon  as  having  chronic  pleurisy.  The  con- 
dition remained  stationary  for  nearly  two 
years.  Three  months  before  admission  he 
noticed  some  numbness  in  the  ring  and 
little  fingers  of  the  right  hand  and  five 
weeks  before  admission  there  was  numbness 
over  the  left  leg  and  abdomen;  four  weeks 
later  he  lost  bladder  control. 

At  the  time  of  admission  he  showed  a 
sensory  level  corresponding  to  thoracic  seg- 
ment 4 and  5,  a spastic  paraplegia  with 
abdominal  muscle  paralysis,  and  a “cord” 
bladder.  A lumbar  puncture  showed  a com- 
plete spinal  fluid  block. 

At  the  operation  an  entirely  subarachnoid 
meningioma  was  found  lying  on  the  dorsal 
aspect  of  the  cord  and  extending  from  the 
level  of  the  seventh  cervical  vertebra  down- 
ward more  than  six  cm.  It  was  entirely 
removed.  (Fig.  6.)  The  symptoms  cleared 
slowly  and  the  patient,  after  some  time, 
was  again  able  to  walk. 

Comment:  The  confusion  of  girdle  pain 
with  chronic  pleurisy  is  not  uncommon,  par- 
ticularly so  when  the  girdle  pain  is  due  to 
hypertrophic  arthritis  with  root  compres- 
sion. A normal  chest  x-ray  and  normal 
breath  sounds  over  the  chest  would  seem 
sufficient  to  rule  this  out. 

Case  10.  Cord  tumor  confused  with 
chronic  arachnoiditis  due  to  previous  lipiodol 
injection:  E.  B.,  thirteen  year  old  white 
boy,  had  been  operated  on  in  this  clinic  six 
years  before  admission  for  a fourth  ventricle 
ependymoma  which  extended  downwards 
over  the  upper  cord,  producing  at  that  time 
a rather  cpnfusing  picture  of  cord  and 
cerebellar  signs.  A spinal  lipiodol  injection 
had  been  made  which  showed  a nearly  com- 
plete block  about  the  foramen  magnum. 
The  tumor  was  then  removed  (Fig.  7). 
For  the  next  six  years  the  patient  was 
symptom-free.  He  then  came  back  com- 
plaining of  having  pain  in  the  lumbar  region 
and  difficulty  in  walking  for  some  six 


Fig.  6 Extensive  perineural  fibroblastoma 
confused  with  symptoms  of  chronic  pleurisy. 
(Case  9) 


Fig.  7.  Craniocervical  ependyoma  removed 
six  years  prior  to  removal  of  tumor  shown  in 
Fig.  8.  (Case  10) 


months.  He  was  admitted  to  the  hospital. 
No  definite  signs  of  cord  tumor  were  found. 
X-rays  of  the  lumbar  region  showed  a few 
silver  clips  which  had  gravitated  downward 
in  the  course  of  years  from  the  cerebellar 
region  into  the  lumbar  sac  and  also  a few 
drops  of  lipiodol.  Lumbar  puncture  showed 
what  was  thought  to  be  a pocketing  of  the 
arachnoidal  spaces,  for  needles  inserted  at 
different  levels  showed  evidence  of  partial 
block.  In  one  area  a few  drops  of  jelly-like 
fluid  were  obtained.  It  was  then  assumed 
that  the  long-standing  lipiodol  had  caused 
a lumbar  arachnoiditis  and  the  patient  was 
discharged.  He  reentered  the  hospital 
shortly  afterwards  with  the  same  complaints 
and  this  time  an  exploratory  laminectomy 
was  performed.  A “seeded”  tumor  (epen- 
dymoma) was  uncovered  and  removed  from 
the  upper  cauda  equina  region.  (Fig.  8) 

Discussion 

From  the  case  reports  here  briefly 
given  and  others  in  our  files,  it  is  all 
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too  evident  that  spinal  cord  tumors  are 
coming  to  operation  too  late.  The  aver- 
age time  lapse  between  onset  of  symp- 
toms and  signs  which  might  well  have 
led  to  careful  neurological  study  and 
operation  was  thirty  and  one-half  months. 
The  average  time  lapse  between  the  first 
medical  consultation  and  operation  was 
seventeen  months. 

Of  the  thirty-three  patients  with  veri- 
fied spinal  cord  tumors,  sixteen  were  com- 
pletely paraplegic  and  thirteen  had  a 


the  distribution  of  one  nerve  root  or  may 
be  referred  widely  to  the  lower  extremities, 
even  though  situated  in  the  thoracic  region. 

2.  A carefully  recorded  set  of  neurologi- 
cal examinations  is  in  order  with  particular 
reference  to  sensory  loss.  On  the  whole, 
the  first  sensory  symptoms  are  referable  to 
the  feet  regardless  of  the  site  of  the  tumor. 
The  sensory  loss  may  be  an  “ascending” 
one  and  may  take  weeks  or  months  to  reach 
the  level  corresponding  with  the  tumor. 

3.  There  are  a number  of  very  useful 


Fig.  8.  “Seeded”  ependyoma  of  cauda  equina  confused  with  svmptoms  of  chronic  arachnoiditis. 

(Case  10) 


partial  paraplegia.  Of  the  latter,  four 
could  not  walk  without  assistance. 
Eighteen  of  the  thirty-three  patients  had 
disturbance  of  sphincter  control.  Three 
had  decubitus  ulcers. 

It  is  also  apparent  that  spinal  cord 
tumors  may  give  symptoms,  but  rarely 
signs,  of  a number  of  more  commonly 
encountered  entities,  such  as  arthritis  of 
the  spine,  sacroiliac  strain,  peripheral 
neuritis,  disease  of  the  pelvic  organs, 
chronic  appendicitis,  gonorrhea,  pleurisy, 
syphilis,  trauma,  malingering,  “compen- 
sationitis,”  multiple  sclerosis,  amyotro- 
phic lateral  sclerosis,  syringomyelia,  etc. 

Hints  for  an  earlier  recognition  of 
spinal  cord  tumors  are  simple  and  not 
difficult  to  apply. 

1.  Spinal  cord  tumor,  as  a whole,  is  a 
painful  disease.  The  pain  is  apt  to  be 
worse  at  night.  It  is  made  worse  by  cough- 
ing and  straining  or  any  maneuver  which 
increases  intracranial  and  intraspinal  fluid 
pressure.  The  pain  may  be  referred  to 


laboratory  aids  which  are  not  sufficiently 
used.  Plain  x-ray  plates  will  give  helpful 
evidence  of  the  locus  of  tumors  in  at  least 
thirty  per  cent  of  cases.  The  most  helpful 
finding  is  a thinning  of  an  articular  facet 
and  a consequent  widening  of  the  vertebral 
canal.  Useful  measurements  of  the  usual 
interpedicular  spaces  have  been  prepared 
by  Elsberg  and  Dyke,1  and  charts  of  these 
should  be  in  every  x-ray  office.  Almost  in- 
variably spinal  cord  tumors  are  located  t.hree 
to  six  spinal  segments  higher  than  antici- 
pated. All  too  common  is  the  experience  of 
seeing  x-rays  of  lumbar  spine  when  thoracic 
levels  are  indicated.  Lipiodol  studies  of  the 
spinal  subarachnoid  bed  are  most  helpful 
but  unfortunately  difficult  to  interpret  where 
the  block  is  not  marked.  The  less  evident 
the  cerebrospinal  fluid  block,  the  greater 
the  amount  of  lipiodol  should  be  used.  To 
surround  small  tumors  of  the  cauda  equina 
and  demonstrate  “notches”  or  defects,  three 
to  five  c.c.  may  be  necessary.  Fluoroscopy 
in  each  lateral  and  PA  and  AP  planes  are 
at  times  necessary.  As  a rule  there  are  no 
untoward  effects  from  the  lipiodol  used  at 
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the  present  day.  Case  10  afforded  an  oppor- 
tunity to  study  the  arachnoid  of  a boy  six 
years  after  an  injection  of  the  oil.  The 
leptomeninges  appeared  entirely  normal  both 
macroscopically  and  microscopically.  The 
lipiodol  can  be  largely  removed,  if  desired, 
either  at  operation  or  by  a few  hours  of 
spinal  drainage  with  the  patient’s  spine 
being  kept  at  an  appropriate  tilt. 

The  clinical  report  of  a spinal  fluid  ex- 
amination all  too  often  reads:  Fluid  clear 
and  pressure  normal.  Information  regard-  . 
ing  spinal  fluid  should  cover  at  least  the  fol- 
lowing points : Dynamics — initial  pressure 
reading  in  a suitable  manometer.  Response 
to  compression  of  each  jugular  vein  and 
then  both  combined;  the  rate  of  fall  of  fluid 
in  the  manometer  after  jugular  compres- 
sion; the  reading  after  withdrawal  of  two 
c.c.  of  fluid;  the  change  of  fluid  level  in 
the  manometer  with  abdominal  compression, 
and  occasionally  the  change  in  manometric 
reading  with  lowering  of  blood  pressure 
by  means  of  amyl  nitrite  inhalation  or  its 
elevation  by  immersion  of  an  arm  in  ice 
water.  Chemical  examination:  The  most 
important  information  from  the  point  of 
view  of  the  tumor  suspect  is  probably  total 
protein.  Chronic  partial  or  complete  spinal 
fluid  block  almost  always  leads  to  an  abnor- 
mal increase  of  total  protein  below  the  site 
of  block  and  at  times  just  above  it.  Sugar 
readings  are  helpful  where  infections  are 
suspected.  Serological  examinations  are 
naturally  in  order  as  well  as  cell  count  and 
color  comparisons. 

The  combined  cisternal  and  lumbar  punc- 
tures are  helpful  where  partial  fluid  blocks 
are  suspected.  A comparison  of  fluid  at 
the  two  sites — chemically,  cytologically,  and 
dynamically — may  be  of  great  value  in 
arriving  at  a knowledge  of  partial  block. 
Recently  helpful  studies  have  been  made  in 


measuring  the  volume  of  the  spinal  sub- 
arachnpid  sac  by  replacing  the  fluid  with 
air.  This  is  of  value  in  degenerative  lesions 
more  than  neoplasms,  but  still  helpful  in 
the  latter. 

Poppen  and  Hurxthal 2 have  pointed  out 
that  manometric  evidence  of  spinal  fluid 
block  depends  on  the  cross  section  of  the 
patent  subarachnoid  space  about  the  tumor. 
If  the  cross  section  of  the  bore  of  the 
needle  is  the  same  size  or  smaller  than  the 
subarachnoid  space  about  the  tumor,  no  block 
need  be  evidenced  manometrically.  Conse- 
quently a needle  of  generous  size  is  in  order 
rather  than  a very  fine  one. 

Sensory  levels  may  become  more  apparent 
after  lumbar  puncture  than  they  were  before 
and  should  be  looked  for.  Reflex  changes 
and  abnormalities  likewise  may  be  altered 
by  withdrawal  of  fluid  below  the  site  of  a 
tumor.  Trauma,  such  as  marked  twisting 
of  the  spine  or  a fall — landing  on  the  but- 
tocks or  feet — may  call  attention  to,  or 
aggravate  the  symptoms  of,  an  existing 
tumor. 

Summary 

Of  thirty-three  consecutive  spinal  cord 
tumor  cases  admitted  to  this  clinic  up  to 
January  1937,  sixteen  were  totally  para- 
plegic and  thirteen  were  partially  para- 
plegic. In  the  hope  of  calling  attention 
to  this  state  of  delayed  diagnosis,  a group 
of  case  summaries  illustrating  common 
errors  is  presented. 

Strong  Memorial  Hosp. 
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AMERICAN  CONGRESS  OF  PHYSICAL  THERAPY 


The  17th  annual  scientific  and  clinical 
session  of  the  American  Congress  of 
Physical  Therapy  will  be  held  cooperatively 
with  the  22nd  annual  convention  of  the 
American  Occupational  Therapy  Associa- 
tion, September  12,  13,  14,  and  15,  at  the 
Palmer  House,  Chicago.  Preceding  these 
sessions,  the  Congress  will  conduct  an  in- 
tensive instruction  seminar  in  physical  ther- 
apy for  physicians  and  technicians — Septem- 
ber 7,  8,  9,  and  10. 

The  convention  proper  will  have  numerous 
special  program  features,  a variety  of 
papers  and  addresses,  clinical  conference?, 


round  table  talks,  and  extensive  scientific 
and  technical  exhibits. 

The  instruction  seminar  should  prove  of 
unusual  interest  to  everyone  interested  in 
the  fundamentals  and  in  the  newer  advances 
in  physical  therapy.  The  faculty  will  be 
comprised  of  experienced  teachers  and 
clinicians;  every  subject  in  the  physical 
therapy  field  will  be  covered.  Information 
concerning  the  convention  and  the  instruc- 
tion seminar  may  be  obtained  by  addressing : 
The  Secretary  of  the  American  Congress  of 
Physical  Therapy,  30  N.  Michigan  Ave., 
Chicago. 


RHEUMATIC  FEVER 

Relationship  of  Preceding  Infection,  Tonsillectomy,  and  Mode  of  Onset 


Benjamin  H.  Archer,  M.D.,  New  York  City 
From  the  Medical  and  Pediatric  Services  of  Lincoln  Hospital 


The  relationship  of  rheumatic  fever  to 
a preceding  infection  of  the  throat  or 
upper  respiratory  tract  has  been  stressed 
by  many  observers.1  Indeed  the  fre- 
quency of  this  sequence  of  events  has  led 
many  investigators  to  postulate  a specific 
causal  relationship  between  upper  res- 
piratory infection  and  rheumatic  fever.2"5 
What  is  more,  the  fact  that  this  type  of 
a preceding  infection  is  for  the  most  part 
that  which  is  presumably  caused  by  the 
hemolytic  streptococcus,  has  convinced 
some  authors  that  rheumatic  fever  is  due 
to  definite  strains  of  hemolytic  strepto- 
cocci.6,7 

Within  recent  years,  however,  other 
careful  observers  have  begun  to  question 
the  causal  relationship  of  a preceding 
infection  to  rheumatic  fever.  Wilson 
and  her  coworkers8  have  found  that  less 
than  ten  per  cent  of  the  rheumatic  at- 
tacks in  222  of  their  patients  were  pre- 
ceded within  three  weeks  by  an  upper 
respiratory  infection.  These  authors 
concluded  that  there  was  no  specific  etio- 
logic  relationship  between  upper  respira- 
tory infection  and  rheumatic  fever.  Schle- 
singer9  has  found  that  the  results  of  an 
acute  streptococcal  throat  infection  are 
the  same  in  rheumatic  and  nonrheumatic 
patients.  He  believes  that  the  increased 
susceptibility  caused  by  such  an  infec- 
tion permits  a specific  virus  to  enter  into 
a state  of  activity.  Weinstein  and 
Styron10  after  a comprehensive  clinical 
and  bacteriological  survey  concluded  that 
exacerbations  of  rheumatic  fever  oc- 
curred as  frequently  when  there  was  no 
infection  of  the  throat,  as  when  there 
was.  Boas  and  Schwartz11  studied  the 
records  of  fifty-three  children  with  rheu- 
matic heart  disease  at  Montefiore 
Hospital.  They  found  that  in  thirty-nine 
of.  their  patients  with  febrile  episodes, 
only  ten  gave  a history  of  a preceding 
tonsillitis.  They  concluded  that  the  ton- 
sil was  not  important  as  a portal  of  entry 
for  rheumatic  infection. 

More  recently,  Bland  and  Duckett 
Jones12  observed  that  trauma,  surgical 


operations,  and  other  illnesses  in  addition 
to  upper  respiratory  infection  could  pre- 
cipitate an  attack  of  rheumatic  fever. 
What  is  more,  these  investigators  found 
that  they  were  able  to  induce  an  episode 
of  active  rheumatic  fever  in  quiescent 
cases  of  rheumatic  heart  disease  by  the 
intravenous  injection  of  typhoid  vaccine. 
They  concluded  that  the  preceding  upper 
respiratory  infection  in  rheumatic  fever 
was  only  one  of  many  nonspecific  pre- 
cipitating causes  of  the  disease. 

Of  special  interest  in  this  connection 
is  the  experience  of  Coburn13  with 
splenectomy  in  rheumatic  patients.  This 
author  reported  that  nine  of  twenty  sub- 
jects in  the  apparently  quiescent  phase 
of  the  rheumatic  state  developed  re- 
crudescences of  the  disease  as  a direct 
sequel  to  splenectomy.  This  would  tend 
to  prove  that  surgical  operations  as  well 
as  a preceding  infection  may  stir  up 
rheumatic  activity  in  the  inactive  stages 
of  the  disease. 

It  is  clear  from  this  brief  survey  of 
the  literature  that  there  are  two  schools 
of  thought  regarding  the  question  of  a 
preceding  infection  in  rheumatic  fever. 
One  group  seems  to  favor  the  view  that 
there  is  a specific  causal  relationship  be- 
tween a preceding  upper  respiratory 
infection  and  rheumatic  fever.  Another 
group  is  inclined  to  regard  upper  res- 
piratory infection  as  one  of  many  pre- 
cipitating factors  of  the  disease,  and 
considers  a preceding  hemolytic  strepto- 
coccus infection  in  rheumatic  fever  a 
nonspecific  contributory  cause  of  the 
disease. 

Object  and  Plan  of  Study 

Because  of  these  sharply  divergent 
opinions,  an  analysis  of  our  own  material 
was  undertaken  in  the  hope  that  some 
light  might  be  thrown  on  this  contro- 
versial subject.  The  purpose  of  the 
study  was  primarily  to  determine  the 
incidence  and  nature  of  the  preceding 
infection  in  a representative  group  of 
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cases  of  active  rheumatic  fever.  Secondly, 
it  was  decided  to  analyze  the  series  to 
determine  the  incidence  of  any  other 
factors  that  might  be  considered  precip- 
itating causes  of  an  episode  of  rheumatic 
fever. 

As  a corollary  to  this  investigation, 
particular  attention  was  paid  to  the 
history  of  tonsillectomy  in  these  cases, 
to  determine  whether  or  not  such  a pro- 
cedure prevented  primary  or  secondary 
attacks  of  rheumatic  fever.  Finally,  a 
careful  study  was  made  of  the  mode  of 
onset  in  those  cases  which  began  with 
abdominal  signs  and  symptoms. 

Clinical  Data 

During  the  past  five  years  163  cases  of 
active  rheumatic  fever  were  admitted  to 
the  medical  and  pediatric  wards  of  Lin- 
coln Hospital.  This  is  exclusive  of 
uncomplicated  cases  of  chorea  and  pa- 
tients with  chronic  cardiovalvular  disease 
of  rheumatic  origin,  admitted  because  of 
congestive  heart  failure.  The  first  group 
was  omitted  from  this  study  because  it  is 
doubtful  whether  all  cases  of  uncompli- 
cated chorea  are  due  to  rheumatic  fever.14 
The  second  group  was  omitted  because  it 
is  not  certain  that  all  instances  of  con- 
gestive heart  failure  in  patients  with 
rheumatic  heart  disease  result  from  active 
rheumatic  fever.  Some  are  ascribed  to 
mechanical  causes,  such  as  strain  or 
diminished  blood  supply.15 

Of  the  163  patients  diagnosed  as  hav- 
ing definite  evidence  of  active  rheumatic 
fever,  150  consecutive  cases  were  selected 
as  a basis  for  this  study. 

This  group  consisted  of  eighty-three 
males  and  sixty-seven  females,  which  is 
slightly  preponderant  in  males,  and  may 
be  in  part  due  to  the  exclusion  of  uncom- 
plicated cases  of  chorea.  The  average 
age  of  the  group  was  eighteen  years,  the 
youngest  being  five,  and  the  oldest, 
fifty-seven. 

The  group  was  divided  into  those 
patients  with  a primary  attack  of  rheu- 
matic fever  and  those  with  a recurrence 
of  the  disease.  Seventy  individuals  were 
admitted  for  their  first  acute  attack ; 
eighty  were  treated  for  a recurrence  of 
the  disease. 

The  predominant  clinical  features  of 
this  series  of  150  cases,  were  the  presence 
of  polyarthritis  and  carditis.  Acute  in- 


flammatory polyarthritis  was  present  in 
135  of  these  patients  and  was  the  prin- 
cipal presenting  symptom  on  admission 
to  the  hospital.  Clinical  or  electrocardio- 
graphic evidence  of  carditis  was  found  in 
122  patients  of  this  series. 

Chorea  occurred  fourteen  times  in  this 
series  of  cases.  Pericarditis  with  effu- 
sion was  present  in  ten,  and  in  four 
proved  fatal.  Pleurisy  with  effusion  was 
found  on  only  four  occasions.  Marked 
abdominal  symptoms  suggestive  of  peri- 
toneal inflammation  occurred  in  six  of 
the  group,  and  as  a rule,  at  the  onset  of 
an  attack.  Erythema  marginatum 
occurred  in  five  cases ; erythema  nodo- 
sum twice.  Subcutaneous  nodules  were 
found  in  six  of  the  cases,  and  purpura 
was  noted  only  twice  in  the  entire  series. 

Laboratory  Tests 

Routine  blood  counts,  electrocardio- 
graphic tracings,  x-ray  examinations,  and 
sedimentation  rates  were  taken  on  prac- 
tically all  of  the  cases.  The  results  ob- 
tained were  not  in  any  way  noteworthy, 
and  call  for  no  special  comment.  It  might 
be  added,  however,  that  we  have  come  to 
look  upon  the  sedimentation  rate  as  more 
important  than  the  Schilling  count  as  an 
index  of  persistent  rheumatic  activity. 

Preceding  Infection 

The  preceding  infection  and  the  mode 
of  onset  in  each  patient  was  studied  care- 
fully. It  has  already  been  noted  by  other 
observers  that  without  special  care  in 
the  taking  of  a history,  one  is  apt  to 
overlook  the  occurrence  of  a preceding 
infection.  Unless  specific  inquiry  is 
made  regarding  an  upper  respiratory 
infection,  no  matter  how  mild,  or  con- 
cerning undue  exposure  to  cold  or  damp- 
ness, one  is  likely  to  overlook  a preced- 
ing infection  or  other  precipitating 
cause  that  may  have  a close  relationship 
to  an  attack  of  rheumatic  fever.  The 
patient  or  the  family  rarely  yolunteer 
such  information  and  seldom  if  ever 
recognize  its  possible  importance.  This 
point  was  emphasized  in  the  taking  of 
our  histories ; frequently,  close  question- 
ing elicited  the  occurrence  of  such  a pre- 
ceding event  which  otherwise  might  have 
been  overlooked. 
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Table  I — Probable  Nature  of  Preceding  In- 
fection in  150  Cases  of  Rheumatic  Fever 


Preceding  Infection  Number  of  Coses 

Pharyngitis  28 

Tonsillitis  . 10 

Upper  respiratory  infection 11 

Coryza  8 

Grip  5 

Cervical  adenitis 2 

Peritonsillar  abscess 1 

No  preceding  infection 81 

Not  stated 4 

Total  ISO 


In  Table  I is  listed  the  incidence  and 
probable  nature  of  the  preceding  infec- 
tion in  this  series  of  150  cases  as  elicited 
from  our  patients.  It  is  seen  that  a pre- 
ceding infection  occurred  prior  to  an 
attack  of  rheumatic  fever  in  sixty- five 
cases  (43%)  of  the  series.  This  includes 
four  instances  in  which  an  upper  res- 
piratory infection  was  concurrent  with 
an  attack  of  rheumatic  polyarthritis.  On 
the  other  hand,  there  was  no  history  of  a 
preceding  infection  in  eighty-one  pa- 
tients (54%)  of  the  series,  and  in  four 
cases  (3%),  the  relationship  could  not 
be  determined. 

In  this  connection  it  is  important  to 
note  that  in  many  instances  no  physician 
was  in  attendance  during  the  course  of 
the  preceding  infection.  In  such  cases 
it  was  necessary  to  reconstruct  the  pic- 
ture and  diagnosis  of  the  preceding  ill- 
ness from  the  patient’s  story.  Under 
such  circumstances  it  is  difficult  to  make 
a sharp  demarcation  of  pharyngitis  from 
tonsillitis  or  of  upper  respiratory  infec- 
tion from  coryza  or  grip.  For  that  rea- 
son, Table  I is  labeled  “probable”  nature 
of  the  preceding  infection.  Nevertheless, 
the  fact  remains  that  sixty-five  of  a 

Table  II — Incidence  of  Preceding  Infection 

in  Primary  and  Secondary  Attacks  of 
Rheumatic  Fever 


Primary  Attacks 

Number  of  Cases 


Preceding  infection 37 

No  preceding  infection 31 

Total  68 


Secondary  Attacks 

Number  of  Cases 


Preceding  infection . 28 

No  preceding  infection 50 

Total  78 

Not  stated 4 


group  of  150  patients  had  a sore  throat 
or  upper  respiratory  infection  prior  to 
their  attack  of  rheumatic  fever. 

It  is  of  interest  to  note  that  the  relative 
incidence  of  a preceding  infection  is 
higher  in  the  first  attack  of  rheumatic 
fever  than  in  subsequent  recurrence  of 
the  disease.  (Table  II)  Approximately 
fifty-four  percent  of  the  first  attacks  of 
rheumatic  fever  were  preceded  by  an 
upper  respiratory  or  throat  infection.  On 
the  other  hand,  in  only  thirty-six  percent 
of  the  cases  with  a recurrence  of  the 
disease,  was  there  a history  of  a pre- 
ceding infection. 

Tonsillectomy 

As  might  be  expected,  a large  number 
of  our  patients  had  had  a tonsillectomy 
done  prior  to  their  initial  or  recurrent 
attacks  of  rheumatic  fever.  The  group  as 
a whole  contained  fifty-eight  tonsillectom- 
ized  patients  (39%).  Of  these,  thirty- 
one  had  had  their  tonsils  removed  prior 
to  their  first  attack  and  twenty-seven  had 
had  a tonsillectomy  done  after  the 
primary  attack.  Tonsillectomy  appar- 
ently did  not  prevent  initial  rheumatic 
infection  nor  subsequent  recurrence  of 
the  disease. 

What  is  more,  there  seemed  to  be  no 
demonstrable  relationship  between  a 
previous  tonsillectomy  and  the  severity 
of  an  attack  of  rheumatic  fever.  Con- 
trary to  the  observation  of  others,16"17 
severe  cases  of  rheumatic  fever  occurred 
with  equal  frequency  in  our  tonsillectom- 
ized  and  nontonsillectomized  patients. 
Of  the  five  deaths,  all  due  to  severe  pan- 
carditis, two  patients  had  been  tonsillec- 
tomized.  Of  the  ten  patients  with 
pericardial  effusion,  five  had  had  their 
tonsils  removed.  Pleurisy  with  effusion 
occurred  as  frequently  in  one  group  as 
in  the  other,  as  did  severe  abdominal 
manifestations  probably  due  to  rheumatic 
peritonitis. 

As  already  noted  by  many  other 
observers,  those  patients  who  had  had 
their  tonsils  removed  were  just  as  likely 
to  have  a preceding  upper  respiratory  or 
throat  infection  as  those  patients  who 
still  had  their  tonsils.  Twenty-two  of 
the  fifty-eight  tonsillectomized  patients 
had  a preceding  infection  of  the  throat  or 
upper  respiratory  tract  prior  to  their 
attack  of  rheumatic  fever.  The  incidence 
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of  a preceding  infection  in  this  group 
was  approximately  forty  per  cent.  The 
incidence  of  a preceding  infection  in  the 
nontonsillectomized  patients  was  approx- 
imately forty-six  per  cent. 

Another  interesting  finding  is  that  on 
two  different  occasions,  a recurrent  at- 
tack of  rheumatic  fever  came  on  directly 
after  tonsillectomy.  It  should  be  borne 
in  mind  that  the  same  sequence  of  events 
has  been  noted  after  other  surgical  pro- 
cedures, especially  splenectomy.13 

Free  Interval 

The  average  free  interval  between  a 
preceding  infection  and  an  attack  of 
rheumatic  fever  could  be  determined 
definitely  in  fifty  of  the  sixty-five  pa- 
tients who  had  had  a preceding  infection. 
It  was  found  to  be  9^  days.  It  should 
also  be  added  that  in  four  of  these  pa- 
tients, an  upper  respiratory  infection  and 
an  attack  of  rheumatic  fever  seemed  to 
come  on  coincidentally. 

Other  Precipitating  Factors 

What  has  been  said  regarding  the  need 
for  careful  inquiry  regarding  a preceding 
infection  in  these  cases  seems  to  apply 
with  equal  force  to  other  precipitating 
factors.  This  is  well  illustrated  in  our 
own  experience  with  the  first  100  cases 
of  our  series.  No  specific  inquiry  was 
made  regarding  any  other  than  infec- 
tious factors  in  the  immediate  back- 
ground of  an  attack  of  rheumatic  fever. 
Only  twice  did  patients  volunteer  the 
information  that  severe  injuries  were 
followed  in  a few  days  by  attacks  of 
rheumatic  fever.  In  the  next  fifty  cases, 
specific  inquiry  was  made  regarding  other 
than  infectious  precipitating  causes,  and 
it  was  found  that  in  two  instances  the 
attack  came  on  directly  after  tonsillec- 
tomy, and  that  in  three  other  patients, 
marked  exposure  to  cold  and  dampness 
seemed  to  bring  on  an  attack  of  the  dis- 
ease. The  nonspecific  precipitating  fac- 
tors in  the  first  group  of  100  cases  was 
practically  negligible— only  two  per  cent 
— but  in  the  next  fifty  cases,  the  result 
was  much  higher  (10%).  I believe  that 
the  latter  figure  probably  represents  a 
truer  incidence  of  the  relationship  be- 
tween noninfectious  precipitating  factors 
and  rheumatic  fever. 


Modes  of  Onset 

Most  of  our  cases  began  suddenly 
with  symptoms  of  polyarthritis.  In  six 
of  our  patients,  however,  the  attack  came 
on  abruptly  with  abdominal  pain,  nausea, 
and  vomiting.  The  following  case  ex- 
emplifies this  type  of  onset. 

Case  1.  E.C.,  female,  age  thirty -two, 

without  any  past  history  of  rheumatic  fever 
or  chorea,  suddenly  took  ill  with  vomiting, 
chills,  and  lower  abdominal  pain.  There 
was  no  history  of  any  preceding  infection. 
The  temperature  at  onset  was  103°  F.  She 
was  admitted  to  the  hospital  with  the 
tentative  diagnosis  of  an  acute  pelvic  con- 
dition, because  of  marked  tenderness  in  both 
fornices  coupled  with  a greenish  vaginal 
discharge,  and  kept  on  the  gynecologic  ser- 
vice for  three  days.  Signs  of  consolidation 
of  the  right  lung  developed  on  this  day, 
and  this  was  followed  within  twelve  hours 
by  a migratory  inflammatory  polyarthritis. 
She  was  thereupon  transferred  to  the  medi- 
cal service  where  definite  evidence  of  an 
active  carditis  was  found  clinically.  This 
was  confirmed  by  an  electrocardiographic 
examination.  This  patient  also  showed 
evidence  of  an  old  mitral  stenosis.  She 
developed  a severe  pericarditis  with  ef- 
fusion and  died  within  one  week  after 
admission  to  the  hospital. 

Postmortem  examination  revealed  a 
severe  pericarditis;  a verrucous  endocarditis 
of  the  aortic  valve;  a lobar  pneumonia  of 
the  rheumatic  type ; and  in  addition,  scarring 
of  the  mitral  and  aortic  valves,  the  result 
of  a prior  rheumatic  infection.  Aschoff 
bodies  were  diffusely  present  in  the  myo- 
cardium. 

In  two  other  cases,  the  signs  and 
symptoms  pointed  definitely  to  an  acute 
surgical  condition  and  an  appendectomy 
was  done.  These  cases  are  summarized 
below. 

Case  2.*  H.B.,  a colored  boy,  age 

eleven,  was  admitted  to  the  Childrens’ 
Surgical  Ward  with  a history  of  pain  in 
the  epigastrium  of  two  days  duration,  which 
had  shifted  to  the  right  lower  quadrant. 
There  was  anorexia  but  no  vomiting. 
There  was  no  previous  history  of  rheumatic 
fever.  There  was  no  preceding  infection. 
The  physical  examination  revealed  tend- 
erness over  McBurney’s  point,  and  rigidity 
and  rebound  tenderness  in  the  right  lower 
quadrant.  The  rectal  examination  showed 
tenderness  on  the  right  side  but  no  mass. 
There  was  a mild  leukocytosis.  There  was 
no  evidence  of  cardiac  or  pulmonary  dis- 

*This  case  has  been  reported  in  detail.18 
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ease.  A diagnosis  of  acute  appendicitis 
was  made  and  a laparotomy  was  done.  An 
appendix  three  inches  long  with  a serosal 
coat  much  injected  was  removed  after  being 
freed  from  some  bands  which  bound  it 
down.  No  free  fluid  was  found  in  the 
peritoneal  cavity. 

Following  operation  the  patient  began 
to  run  a temperature  of  102  to  104°F. 
without  any  evidence  of  surgical  complica- 
tion. Within  one  week,  a systolic  murmur 
appeared  at  the  apex  and  the  sedimentation 
rate  was  found  to  be  rapid — twenty-six 
mm.  in  twenty  minutes  (Cutler  method). 

Four  days  later  a short  presystolic 
rumble  appeared  at  the  apex  and  the  sys- 
tolic murmur  orginally  heard  became  in- 
tensified, and  was  found  to  be  transmitted 
to  the  axilla.  Examination  of  the  heart 
one  week  later  disclosed  the  presence  of  a 
to  and  fro  murmur  over  the  aortic  area. 
B.P.  was  134/48.  During  this  time  the 
sedimentation  rate  was  persistently  ele- 
vated and  remained  so  for  one  month.  It 
then  began  to  drop  gradually  until  the 
time  of  discharge  2^  months  after  admis- 
sion to  the  hospital. 

The  microscopic  section  of  the  appendix 
removed  from  this  patient  was  reported  by 
Dr.  Brown  as  follows: 

The  slides  reveal  a peculiar  hyalinization  and 
a thickening  of  the  serosa.  Submucosal  fibrosis 
is  marked.  The  latter  and  the  muscular  layer 
also  show  peculiar  areas  of  hyaline  or  fibrinoid 
degeneration.  The  submucosa  is  infiltrated  with 
lymphocytes  and  some  plasma  cells;  no  poly- 
nucleosis. The  mucosa  is  hyperplastic  and  hem- 
orrhagic and  presents  marked  lymphatic  hyper- 
plasia. The  section  suggests  rheumatic  disease 
of  the  appendix,  any  other  evidence  of  rheu- 
matism? 

Case  3.  B.Q.,  a young  girl,  8^  years  old, 
was  admitted  to  the  surgical  service  with 
a one  day  history  of  epigastric  pain,  which 
had  shifted  to  the  right  lower  quadrant. 
The  pain  was  followed  by  vomiting.  There 
was  a history  of  an  attack  of  rheumatic 
fever  at  the  age  of  five,  and  physical  ex- 
aminaton  revealed  definite  evidence  of  the 
presence  of  a mitral  stenosis.  The  tonsils 
had  been  removed  at  the  age  of  three. 
There  was  no  history  of  a preceding  upper 
respiratory  infection. 

The  signs  and  symptoms  pointing  defi- 
nitely to  an  acute  inflammation  of  the 
appendix,  an  appendectomy  was  done.  Fol- 
lowing the  operation,  and  in  spite  of  the 
absence  of  all  surgical  complications,  the 
fever  continued  intermittently,  ranging  from 
99  to  101  °F.  An  explanation  for  the  sus- 
tained temperature  was  found  when  the 
patient  began  to  have  profuse  nose-bleeds, 
and  developed  gallop-rhythm,  a persistently 


rapid  sedimentation  rate,  and  a secondary 
anemia.  Signs  of  an  active  carditis  were 
present  for  one  month,  at  which  time  the 
patient  became  afebrile  and  was  discharged 
from  the  hospital  for  follow-up  care. 

Microscopic  examination  of  the  appendix 
in  this  case  revealed  the  presence  of  a 
marked  distortion  of  the  mucosa  caused  by 
an  inflammatory  exudate  and  a severe 
hemorrhagic  extravasation.  This  was  in 
terpreted  as  possibly  representing  a rheu- 
matic inflammation  of  the  appendix. 

Variations  in  Mode  of  Onset 

It  is  interesting  to  note  that  in  patients 
with  recurrent  bouts  of  rheumatic  fever, 
the  precipitating  factor  may  vary  with 
each  attack.  An  example  of  this  type 
of  case  follows: 

Case  4.  F.G.,  white  male,  twenty-eight 

years  old,  was  admitted  to  the  medical  ser- 
vice because  of  an  attack  of  polyarthritis 
of  one  week’s  duration.  This  was  his  third 
attack  of  rheumatic  fever.  His  first  at- 
tack occurred  at  the  age  of  sixteen,  and 
came  on  within  a few  days  after  immersion. 
The  second  episode,  at  the  age  of  twenty- 
five,  came  on  two  weeks  after  a severe  sore 
throat.  His  third  attack  came  on  suddenly 
with  a chill,  followed  by  fever  and  pain- 
ful swelling  of  the  joints.  No  history  of 
any  preceding  infection  or  other  precipitat- 
ing cause  could  be  elicited  in  the  immediate 
background  of  the  present  attack.  His 
cardiac  status  was  diagnosed  as  chronic 
mitral  and  aortic  endocarditis.  His  tonsils 
had  been  removed  three  years  before  his 
present  attack. 

Comment 

On  the  basis  of  the  evidence  which 
has  been  presented,  it  is  difficult  to  postu- 
late any  specific  causal  relationship  be- 
tween upper  respiratory  or  throat  in- 
fection and  rheumatic  fever.  The  theory 
that  such  a relationship  exists  would  have 
to  be  reconciled  with  the  fact  that  in  more 
than  half  of  our  cases,  there  is  no 
demonstrable  evidence  of  a preceding 
upper  respiratory  or  throat  infection. 
Then  again  such  a theory  fails  to  explain 
the  occurrence  of  the  cases  cited  above 
which  began  suddenly  with  abdominal 
signs  and  symptoms  without  any  precipi- 
tating cause.  Nor  is  the  hypothesis  a 
satisfactory  explanation  for  those  in- 
stances of  the  disease  which  begin  di- 
rectly after  a surgical  operation  or  that 
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follow  exposure  or  trauma.  Then  again 
the  failure  of  tonsillectomy  to  prevent 
initial  or  recurrent  attacks  of  the  disease 
would  seem  to  militate  against  the  as- 
sumption that  there  is  any  specific  causal 
relationship  between  tonsillar  infection 
and  rheumatic  fever. 

Although  it  is  clear  that  noninfectious 
as  well  as  infectious  factors  may  precipi- 
tate an  attack  of  rheumatic  fever,  it 
seems  worthy  of  emphasis  that  upper 
respiratory  or  throat  infection  is  un- 
doubtedly the  most  common  precipitating 
cause  of  the  disease. 

It  seems  equally  important  to  remem- 
ber that  in  a goodly  percentage  of  the 
cases  no  precipitating  factor  is  needed  to 
initiate  an  attack  of  rheumatic  fever. 

The  results  of  tonsillectomy  in  this 
series  of  cases  would  seem  to  call  for 
special  comment.  It  was  found  that 
tonsillectomy  did  not  prevent  primary 
attacks  of  rheumatic  fever,  nor  recur- 
rence of  the  disease.  Furthermore,  ton- 
sillectomy did  not  seem  to  mitigate  the 
severity  of  the  attacks  in  those  patients 
who  were  submitted  to  such  a procedure. 
With  so  little  evidence  of  its  value,  it 
seems  questionable  whether  tonsillectomy 
is  at  all  indicated  as  a prophylactic  or 
curative  measure  for  rheumatic  fever. 

Summary  and  Conclusions 

1.  In  a series  of  150  consecutive  cases 
of  rheumatic  fever  it  was  found  that  a 
preceding  infection  of  the  throat  or  upper 
respiratory  tract  occurred  in  forty-three 
percent  of  the  patients. 

2.  There  was  no  history  of  such  a pre- 
ceding infection  in  eighty-one  patients  or 
fifty-four  percent  of  the  series.  In  the 
remaining  three  percent  the  relationship 
could  not  be  determined. 

3.  The  relative  incidence  of  a preced- 


ing infection  was  found  to  be  higher  in 
the  first  attack  of  rheumatic  fever  than 
in  subsequent  recurrence  of  the  disease. 

4.  The  group  as  a whole  contained 
fifty-eight  tonsillectomized  patients  or 
thirty-nine  percent  of  the  series. 

5.  It  was  found  that  tonsillectomy  did 
not  prevent  primary  attacks  of  rheumatic 
fever  nor  recurrence  of  the  disease. 

6.  Tonsillectomy  did  not  seem  to  miti- 
gate the  severity  of  the  rheumatic  at- 
tacks in  those  patients  who  had  been 
subjected  to  such  a procedure. 

7.  It  was  found  that  those  patients 
who  had  had  their  tonsils  removed  were 
just  as  apt  to  have  a preceding  upper 
respiratory  or  throat  infection  as  those 
patients  who  still  had  their  tonsils. 

8.  The  average  “free  interval”  or  la- 
tent period  between  a preceding  infection 
and  an  attack  of  rheumatic  fever  was 
determined  for  fifty  cases  and  was  found 
to  be  9^2  days. 

9.  It  was  found  that  attacks  of  rheu- 
matic fever  could  be  precipitated  by  non- 
infectious causes.  Of  these,  trauma, 
surgical  operations,  and  undue  exposure 
to  cold  and  dampness  were  the  most 
common  factors  noted. 

10.  Rheumatic  fever  may  begin  in 
some  instances  with  abdominal  signs  and 
symptoms  that  simulate  an  acute  surgical 
condition. 

11.  In  six  cases  of  this  type,  no  pre- 
cipitating cause  could  be  elicited.  In  two 
of  these  patients  an  emergency  laparo- 
tomy was  done. 

12.  No  evidence  was  found  to  support 
the  concept  that  there  is  a specific  causal 
relationship  between  upper  respiratory  in- 
fection and  rheumatic  fever. 

13.  No  evidence  was  found  to  justify 
tonsillectomy  as  a prophylactic  or  cura- 
tive measure  for  rheumatic  fever. 

1964  Grand  Concourse 
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FASCIAL  PLASTIC  OPERATION  FOR  REPAIR  OF  OLD 
RUPTURE  OF  RECTUS  FEMORIS  MUSCLE 

Michael  S.  Burman,  M.D.,  New  York  City 


Rupture  of  the  rectus  femoris  muscle 
at  its  musculotendinous  junction  is  un- 
common. McMaster1  describes  and  illus- 
trates two  such  cases  in  which  primary 
suture  was  done  and  Milch2  repaired  a 
large,  residual  defect  of  this  muscle  by  a 
fascial  transplant. 

The  following  case  report  is  presented 
not  so  much  because  the  lesion  is  uncom- 
mon but  because  of  the  method  of  treat- 
ment used.  It  is  in  general  similar  to 
Milch’s  method  and  was  done  before  I 
knew  of  his  work. 

Case  Report 

P.  P.,  an  Italian  laborer  of  thirty-six, 
slipped  on  wet  ground  and  fell  into  an  ex- 
cavation, a distance  of  ten  feet,  on  January 
14,  1936.  One  wall  of  the  excavation  was 
concrete.  In  landing,  he  believes  that  he 
struck  the  left  buttock  against  this  wall  but 
recalls  no  direct  injury  to  the  left  thigh. 
He  continued  with  his  work  for  half  an 
hour,  although  lie  complained  of  severe 
pain  in  the  lower  back  and  left  thigh.  There 
was  distinct  discoloration  of  the  thigh  and 
hip.  He  had  been  hospitalized  at  several 
institutions,  but,  although  the  disability  of 
the  left  thigh  was  noted,  it  was  not  treated. 
I first  examined  him  on  July  8. 

Severe  back  disability  was  the  major  com- 
plaint, due  to  a fracture  of  the  anterior  and 
inferior  part  of  the  third  lumbar  vertebra 
and  a severe  strain  of  both  sacroiliac  joints. 
He  was  treated  for  this  by  bed-rest  on  a 
Bradford  frame,  and  immobilization  in  a 
plaster-o f-Par is  jacket,  which  later  was  re- 
placed by  a Knight  spinal  brace. 

He  had  received  no  treatment  for  the 
disability  of  the  left  thigh  since  the  time 
of  the  accident.  He  had  noted  a tumor 
bulge  of  the  left  thigh  since  then.  The 
rectus  femoris  muscle,  about  7\"  above  the 
superior  border  of  the  patella,  formed  a 
large  tumor  on  contraction  of  the  muscle; 
this  was  not  tender  to  pressure.  Extension 
of  the  thigh  was  weaker  than  normal,  spe- 
cially against  resistance.  He  walked  with  a 
slight  left-sided  limp.  The  other  muscles 
of  the  quadriceps  extensor  apparatus  were 
intact.  No  depression  was  seen  above  the 
patella  and  it  did  not  seem  as  if  the  quad- 
riceps tendon  were  torn.  There  was  some 
atrophy  of  the  left  thigh  and  calf.  The 


right  thigh  at  its  mid-part  measured  17|", 
the  left  17*". 

The  operative  repair  was  carried  out  on 
August  11.  The  patient  was  wearing  a 
body  jacket  at  the  time  of  operation.  Since 
he  refused  general  anesthesia,  the  operation 
was  done  under  infiltration  novocain- 
epinephrin  anesthesia.  A ten-inch  antero- 
median, longitudinal  incision  was  made  on 
the  left  thigh  which  began  about  two  inches 
above  the  distal  stump  of  the  muscle.  The 
incision  extended  to  the  superior  border  of 
the  patella  and  was  continued  on  each  side 
of  the  patella  in  reverse  goblet  fashion  for  a 
distance  of  one  inch.  It  was  thus  possible 
to  explore  the  entire  extensor  apparatus. 
The  capsule  of  the  knee-joint  and  the  quad- 
riceps tendon  were  normal.  The  rectus 


Fig.  1.  Bulging  of  stump  of  torn  rectus 
femoris  muscle  indicated  by  arrow.  Most 
marked  on  contraction  of  this  muscle  which  has 
lost  distal  point  of  anchorage  and  hence  its 
power  as  an  extensor  of  knee. 

femoris  muscle  had  been  torn  at  the  mus- 
culotendinous junction,  retracted,  and  curled 
under  itself.  It  had  become  adherent  to  the 
adjacent  and  underlying  muscle  by  fairly 
dense  scar  tissue.  The  muscle  stump  was 
dissected  free.  To  its  under  surface  was 
attached  the  proximal  part  of  a nine  by 
two-and-one-half-inch  strip  of  fascia  lata 
taken  from  the  right  thigh.  The  smooth 
surface  of  the  fascial  strip  was  placed  fac- 
ing muscle  to  insure  gliding  and  to  prevent 
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the  strip  from  adhering  to  the  underlying 
tissues.  The  fascial  strip  was  anchored 
firmly  to  the  under  side  of  the  muscle  stump 
one-and-one-half-inch  from  its  free  end,  and 
at  its  free  end  by  two  rows  of  interrupted 
chromic  catgut  sutures.  The  lower  end  of 
the  fascial  strip  was  fastened  under  strong 
tension  to  the  soft  tissues  over  the  patella, 
the  knee  being  held  in  180°  of  extension. 
Voluntary  contraction  of  the  rectus  femoris 
muscle  now  pulled  the  patella  proximally 
quite  strongly.  The  wounds  were  closed  in 
layers  and  a plaster  cast  applied  to  the 
left  lower  extremity  from  the  toes  to  the 
groin. 

The  cast  was  kept  on  for  three  weeks,  at 
which  time,  it  was  bivalved.  The  postopera- 
tive course  was  uneventful.  The  wounds 
healed  well  except  for  the  lower  part  of 
the  left  thigh  wound,  which  became  necrotic 
and  showed  well-defined  margins  of  gan- 


Fig.  2.  (Five-and-half-months  after  operation, 
January  22,  1937).  Extending  knee  and  lift- 
ing it  away  from  platform.  Bulging  of  rectus 
femoris  muscle  is  less  than  before  operation. 
Left  lower  extremity  shows  tremor  which  blurs 
distinctness  of  photograph. 


grene  of  the  skin.  There  was  no  infection 
and  the  necrosis  was  due  to  an  excess  of 
epinephrin  in  the  novocain  solution.  The 
necrotic  tissues,  which  included  the  most 
superficial  layers  of  the  fascial  strip,  were 
excised  and  the  wound  gradually  healed  over 
in  several  months.  During  this  period, 
graduated  exercises  in  flexion  and  extension 
of  the  knee  were  given.  The  patient  was 
taught  how  to  contract  the  quadriceps 
muscle  voluntarily.  Flexion  of  the  knee, 
which  at  first  was  restricted  by  the  tension 
of  the  fascial  strip,  was  complete  in  a 
month’s  time. 

The  patient  has  been  under  observation 
since  the  time  of  operation.  He  was  last 
examined  on  April  10,  1937.  On  voluntary 
contraction  of  the  rectus  femoris  muscle, 
he  is  able  to  extend  the  knee  with  good 
strength  and  the  superior  border  of  the 
patella  is  pulled  proximally  with  force.  The 
muscle  still  bulges  but  to  a lesser  degree. 
He  can  maintain  extension  of  the  knee  in 
the  lying  and  standing  positions  with 
greater  strength  and  for  a longer  time  than 
before  operation.  The  entire  left  lower  ex- 
tremity shows  a gross,  coarse  tremor  which 
is  related  to  his  general  nervous  condition 
and  not  to  the  local  condition.  A neurologic 
consultant  believed  that  he  had  a super- 
imposed traumatic  hysteria.  Extension 
against  resistance  and  against  gravity  dem- 
onstrates the  power  of  the  fascial  trans- 
plant. The  quadriceps  group  of  the  right 
side  is  as  a whole  still  stronger  than  that 
of  the  left.  There  is  still  atrophy  of  the 
left  thigh.  The  fascial  strip  is  not  felt  as  a 
distinct  thing,  but  it  dimples  the  overlying 
skin  on  contraction  of  the  muscle.  The 
muscle  is  somewhat  tender  to  palpation,  es- 
pecially on  extension  against  resistance.  He 
walks  well  but  still  favors  the  left  lower 
extremity.  He  is  satisfied  with  the  result 
of  his  operation. 
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DISTRICT  BRANCH  MEETINGS 


First — New  York  (New  York  Hospital) 

November  16 

Second — Garden  City November  17 

T hird — Cobleskill September  20 

Fourth — Amsterdam Sept.  30-Oct.  1 

Fifth — Oneida  October  6 

Sixth — Elmira  September  27 


Seventh — Rochester September  22 

Eighth — Buffalo  (City  Hospital) 

October  4 

Secretaries’  Conference 

Albany  (De  Witt  Clinton  Hotel),  10:00  a.m. 

September  13 


MUCOCELE  OF  THE  APPENDIX 

Simulating  a Neoplasm  of  the  Cecum 

Isidor  Kross,  M.D.,  F.A.C.S.,  New  York  City 


The  rarity  of  mucocele  of  the  appendix 
and  especially  its  simulation  of  a cecal 
neoplasm  warrants  the  report  of  this  case 
and  its  inclusion  in  the  medical  literature. 

The  accepted  explanation  of  the  pro- 
duction of  mucocele  is  as  follows : 

Subsequent  to  an  inflammation  of  the 
mucosa  of  the  appendix  in  which  some 
of  the  inflamed  mucosa  cells  remain  viable 
and  continue  to  function,  a stricture 
forms  in  that  part  of  the  appendix  where 
the  inflammatory  process  had  caused  de- 
struction of  tissue  with  fibrous  tissue  re- 
placement. This  stricture  produces  a 
barrier  to  the  escape  of  the  mucous  secre- 
tion from  the  mucosa  cells,  thus  in  turn 
producing  a retention  of  this  material. 
This  retained  substance  yields  the  char- 
acteristic picture  which  is  known  as  muco- 
cele. In  shape  it  may  be  globular,  fusi- 
form or  cylindrical  depending  entirely 
upon  the  mechanical  factors  that  are  pres- 
ent. It  may  be  situated  entirely  within 
the  lumen  of  the  appendix  or  it  may  have 
forced  its  way  through  a weak  spot  in 
the  appendix  wall  and  formed  a subperito- 
neal  diverticulum.  It  may  be  present  in 
any  part  of  the  appendix  from  its  tip  to 
its  base  depending  upon  the  site  of  the 
stricture  or  strictures. 

Case  Report 

B.R.,  female,  sixty  years  old,  had,  with 
the  exception  of  a single  attack  of  hema- 
turia eighteen  years  ago,  always  enjoyed 
good  health.  Beginning  about  three  months 
prior  to  her  admission  to  the  hospital,  the 
patient  was  seized  with  mild  attacks  of  pain 
in  the  epigastrium  and  right  upper  quad- 
rant of  the  abdomen.  These  seizures  lasted 
a few  minutes,  did  not  radiate  and  were 
not  accompanied  by  any  nausea  or  vomiting 
or  by  any  other  untoward  symptoms.  The 
free  periods  between  the  attacks  at  first 
lasted  several  days.  After  a month  had 
elapsed,  the  pain  became  more  marked, 
lasted  longer,  and  came  on  more  frequently, 
so  that  in  the  third  month,  it  appeared  at 


intervals  of  about  one-half  an  hour.  At  no 
time  was  there  any  abdominal  distention, 
obstipation  or  bleeding  from  the  bowel. 
There  was  some  slight  loss  of  weight  and 
strength.  No  urinary  disturbances  occurred. 

On  admission  to  Beth  Israel  Hospital, 
June  28,  1935,  the  patient  presented  the 
picture  of  being  well-nourished  but  under- 
sized, and  not  acutely  ill.  The  abdomen  was 
not  distended  and  showed  no  asymmetry  in 
its  conformation.  Abdominal  breathing  was 
free,  unimpeded  in  character,  and  not  pro- 
ductive of  pain. 

On  palpation,  a mass  could  be  felt  in  the 
right  lower  quadrant  of  the  abdomen.  This 
mass  was  smooth,  cylindrical,  and  painless. 
It  had  a moderate  degree  of  mobility  from 
side  to  side.  There  was  no  respiratory  mo- 
bility and  it  could  not  be  balloted.  In  con- 
sistency it  appeared  to  be  solid.  Rectal 
and  vaginal  examinations  were  negative. 
Blood  and  urine  examinations  revealed  no 
abnormality.  Several  x-ray  studies  were 
made  and  the  interpretation  of  the  roent- 
genogram varied  between  a neoplasm  of  the 
cecum  and  an  inflammatory  thickening  of 
the  cecum. 

A clinical  diagnosis  of  carcinoma  of  the 
cecum  was  made  and  on  July  22,  laparotomy 
was  performed.  The  ileocecal  junction  was 
exposed  and  a hard  globular  mass  was 
readily  felt  within  the  cecal  lumen  at- 
tached by  a broad  sessile  base  to  the  distal 
portion  of  the  cecum,  directly  opposite  the 
base  of  the  appendix.  The  cecum  otherwise 
showed  no  fixation,  the  walls  were  not  in- 
filtrated, and  there  were  no  enlarged  mesen- 
teric glands.  While  these  findings  precluded 
the  diagnosis  of  malignancy,  the  true  nature 
of  the  process  was  not  yet  recognized.  In 
view  of  the  size  and  location  of  the  mass, 
local  excision  was  out  of  the  question  and 
resection  of  the  ileocecal  region  was  decided 
upon.  This  was  performed  after  the  technic 
described  by  Dr.  Lahey  of  Boston,  in  two 
stages.  The  postoperative  convalesence  was 
uneventful.  The  spur  was  crushed  one 
week  later  and  the  resulting  intestinal  stoma 
closed  extraperitoneally  October  23.  The 
patient  was  discharged  with  the  wound  fully 
healed  on  November  14. 

1111  Madison  Ave. 


“Papa,  why  is  it  that  dentists  call  their  “Because  they  are  drawing-rooms,  my 
offices  dental  parlors?”  son.” — Medical  Record. 
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PICK’S  SYNDROME 


Herman  L.  Frosch,  M.D.,  New  York  City 
Associate  Physician,  Morrisania  City  Hospital 


Under  the  title  of  “Pericarditic  pseudo- 
cirrhosis of  the  Liver”  Pick  in  1896 
described  a remarkable  syndrome.  At 
that  time  it  was  only  of  diagnostic  and 
academic  importance.  With  a real  advance 
in  the  treatment  followed  by  results 
nothing  short  of  brilliant,  it  is  of  great 
importance  to  familiarize  the  general 
medical  public  with  this  symptom  com- 
plex. These  cases  should  be  subjected  to 
early  operative  intervention  before  the 
damages  which  the  condition  perpetrates 
become  irreparable. 

It  is  extremely  difficult  to  make  the 
diagnosis,  at  times  impossible,  and  very 
infrequently  it  is  made  only  clinically. 
This  subject  is  complicated  still  further, 
as  a survey  of  the  literature  gives  a vari- 
ety of  opinions  as  to  the  cause  of  the 
symptoms.  One  set  of  clinicians  feels 
that  Pick’s  syndrome  is  caused  by  a 
polyserositis  and  perihepatitis.  Other 
clinicians  feel  that  all  the  signs  and  symp- 
toms are  secondary  to  a compression 
effect  exerted  on  the  heart  by  the  contrac- 
tion of  scar  tissue  of  the  pericardium. 
This  change  produces  intrapericardiac 
pressure  thus  preventing  the  return  of 
blood  from  the  periphery,  causing  stasis 
and  leading  to  dilated  veins,  pleural  effu- 
sion, enlarged  liver  and  spleen,  ascites, 
cyanosis,  and  pretibial  and  fascial  edema. 

The  onset  of  the  condition  is  insidious 
and  chronic,  sometimes  lasting  over  a 
long  period  of  years.  A careful  history 
is  extremely  important,  for  it  may  bring 
to  light  the  details  of  a previous  acute 
pericarditis,  or  some  illness  which  may 
have  led  to  a pericarditis.  The  anamnesis 
of  a pneumonia  or  repeated  attacks  of 
rheumatic  fever,  or  tuberculosis  is  of  sig- 
nificant importance. 

Following  the  original  disease  a period 
of  months  or  years  may  elapse  during 
which  time  the  patient  may  be  completely 
without  symptoms.  He  may  have  even 
forgotten  that  he  had  ever  been  ill,  and 
only  careful  interrogation  will  elicit  the 
necessary  information.  In  our  patient  he 
denied  the  fact  that  he  had  ever  been  ill, 


and  as  a matter  of  fact  he  claimed  that  he 
had  never  been  to  a physician  previous  to 
his  present  trouble.  But  after  we  had 
made  a diagnosis  and  corroborated  it,  an- 
other fourth  degree  torture  period  elicited 
the  information  that  he  was  sick  with  the 
“flu”  in  1918  and  that  he  had  been  in  bed 
for  some  weeks. 

It  is  only  by  presenting  proven  cases 
studied  as  accurately  as  possible,  that  a 
clear  clinical  concept  may  finally  be 
formed,  and  enable  us  to  make  an  early 
diagnosis  in  these  cases.  It  is  with  this 
in  mind  that  this  report  is  offered. 

Case  Report 

B.A.,  forty-nine  years  of  age,  Jewish 
tailor,  was  admitted  to  Dr.  W.  A.  Robert’s 
service  with  the  following  chief  complaints : 
dyspnea,  orthopnea,  cyanosis,  swelling  of 
the  lower  limbs,  and  some  right-sided  ab- 
dominal pain.  These  symptoms  had  become 
progressively  worse  beginning  five  years 
ago. 

His  past  history  is  essentially  negative 
except  the  “flu”  in  1918.  After  that  he  was 
well  except  for  an  occasional  cold  or  grippe 
till  1931  when  he  visited  a physician  because 
of  attacks  of  heart  burn  and  indigestion. 
In  July  of  that  year  his  doctor  asked 
whether  his  feet  became  swollen  at  the 
end  of  the  day.  He  does  not  recall  whether 
they  did;  but  he  does  remember  that  his 
friends  called  his  attention  to  his  blueness 
on  slight  exposure  or  exertion.  That  same 
year  he  began  to  take  digitalis  and  began 
to  have  evident  bouts  of  decompensation. 

In  1933  his  face  became  swollen  during 
the  night  and  he  noticed  that  his  collars 
became  tight.  Since  then  he  has  increased 
the  size  of  his  collars  from  14*4  to  15^4. 
His  friends  also  called  his  attention  to  the 
enormous  size  of  his  veins. 

This  patient  is  fairly  intelligent  and  he 
volunteers  an  interesting  and  illuminating 
bit  of  information.  He  states  that  when 
he  gets  up  in  the  morning,  he  finds  it  diffi- 
cult to  put  on  his  collar — it  feels  very  tight 
— but  as  the  day  progresses  the  collar  be- 
comes more  comfortable  and  by  night  time 
he  finds  himself  wearing  a collar  entirely 
too  big  for  him. 

The  reverse  process  takes  place  with 
his  feet.  In  the  morning  the  shoes  are  too 
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large  for  him,  but  as  the  day  progresses  he 
continues  to  loosen  the  laces  and  by  night- 
fall he  is  in  agony  because  of  his  tight 
shoes. 

The  following  year  (1932)  he  began  to 
have  periods  of  blood  spitting.  He  has  had 
five  hemoptysis  episodes  since,  the  last  in 
September  1936. 

Physical  examination  revealed  a short- 
necked, deep-chested,  broad-angled  stocky 
individual  with  evidence  of  dyspnea  and 
marked  orthopnea.  There  was  marked 
cyanosis  of  lips  and  ear.  These  turned  to 
a violaceous  blue  color  on  lying  down.  The 
conjuctivae  were  injected.  The  veins  of  the 
neck  were  distended  even  on  erect  posture, 
and  stood  out  like  quills  when  he  assumed 
the  prone  position.  There  was  also  dis- 
tention of  the  veins  of  the  upper  part  of  his 
thorax. 

The  lower  extremities  showed  a mottled 
cyanosis  from  the  hips  down,  and  there  was 
definite  sacral  and  pretibial  edema.  Lungs 
showed  dullness,  diminished  breath  sounds, 
diminished  voice  transmission,  and  numer- 
ous rales  at  both  bases  from  the  inferior 
angle  of  scapula  down. 

The  heart  did  not  appear  to  be  enlarged, 
no  visible  pulsation  made  out,  while  the 
sounds  were  muffled,  distant  and  of  ex- 
tremely poor  quality,  and  completely  irregu- 
lar. A2  equaled  the  P2.  No  thrills  or 
murmurs  were  heard. 

The  abdominal  wall  felt  edematous.  The 
liver  was  almost  in  the  pelvis  while  the 
spleen  was  about  three  fingers  below  the 
costal  margin.  There  was  dullness  in  both 
flanks,  a fluid  wave  and  shifting  dullness. 
This  patient  was  on  the  ward  for  over  four 
weeks  and  during  that  time  his  temperature 
was  always  normal.  Pulse  rate,  always 
irregular,  varied  between  80-100. 

Various  blood  pressure  readings  showed  the 
following:  On  admission  126/74,  118/82,  108/80, 
110/82,  and  100/75. 

Blood  Studies:  Hg  ninety  per  cent:  R.B.C. 
4,100,000:  W.B.C.  11,300:  P.  seventy-four  per 
cent : L.  twenty-six  per  cent. 

Blood  Wassennann,  Negative:  Urea  Nitrogen, 
16  mgs.  per  cent  and  Sugar  89  mgs.  per  cent. 
Urine:  Occasional  faint  trace  of  albumin. 

Sp.  Gr.  1.015. 

Circulation  Time:  Arm  to  tongue  (saccharine) 
two  minutes  (normal  10-12  seconds)  ; Arm  to 
lung  (ether)  twenty-five  seconds  (normal 
4-6  seconds). 

Venous  pressure  32  cm.  of  water. 
Electrocardiograph  tracings  showed  slurring 
and  low  voltage  Q.R.S.  1,  2,  3,  flattened 
T 1,  2,  3,  with  auricular  fibrillation  ventricu- 
lar rate  90. 

This  patient  presented  some  very  unusual 
features  and  we  all  felt  that  coronary 
vascular  disease  or  valvular  involvements 


could  not  explain  all  his  signs  and  symp- 
toms. All  agreed  that  he  had  something  in 
the  mediastinum  or  within  the  heart  which 
interfered  with  the  venous  return  of  blood 
from  both  the  superior  and  inferior  vena 
cava  and  also  from  the  pulmonary  veins. 

A large  mediastinal  neoplasm  pressing  on 
all  those  veins  seemed  rather  difficult  to 
accept  and  furthermore  would  not  explain 
the  alternating  diurnal  edema  of  the  face 
and  lower  extremities,  and  with  such  a 
large  neoplasm,  the  patient  should  have  had 
some  pressure  symptoms  on  his  trachea 
or  esophagus.  On  that  basis  we  thought 
that  such  a neoplasm  was  not  tenable. 

The  next  diagnostic  possibility  was  an 
occluding  auricular  thrombus.  As  shown 
by  Biloon  and  Schwartz,1  this  complication 
is  a sudden  acute  event,  occurring  in  a 
known  longstanding  cardiac  and  is  terminal 
in  that  all  the  patients  reported  died  shortly 
thereafter.  Their  patients  showed  transi- 
tory peripheral  vascular  disturbances,  in  one 
patient  leading  to  gangrene  of  the  toes  and 
fingers.  All  their  patients  had  auricular 
fibrillation  with  a rapid  ventricular  rate 
which  did  not  respond  to  large  doses  of 
digitalis. 

None  of  these  phenomena  were  present 
in  this  patient  and  on  that  basis  we  ex- 
cluded that  diagnostic  possibility. 

The  third  suggestion  was  that  increased 
intrapericardial  pressure,  due  to  a scarring, 
thickening  fibrotic  pericardium,  strangulated 
the  heart  and  that  portion  of  the  venous 
system  lying  within  the  pericardium  thus, 
preventing  the  free  return  of  blood  from 
the  periphery  to  the  heart  and  leading  to 
the  extreme  acrocyanosis,  the  alternating- 
edema  of  the  face  and  lower  extremities ; 
the  marked  quill-like  distention  of  the  cervi- 
cal veins,  the  low  pulse  pressure,  the  pleural 
effusions,  the  large  liver  and  spleen  and 
ascites,  the  apparently  small  heart  and  dis- 
tant indistinct  sounds  without  murmurs. 

When  this  diagnosis  was  arrived  at,  the 
question  arose  as  to  how  to  prove  it.  The 
possibility  of  calcification  of  some  part  of 
the  pericardium  was  considered,  and  with 
the  generous  cooperation  of  Drs.  S.  Weitz- 
ner  and  M.  Friedman  of  the  X-Ray  depart- 
ment who  took  numerous  films  in  all 
positions  we  finally  received  the  following- 
report  : 

Radiographic  examination  of  the  heart  shows 
an  irregular  curvilinear  calcification  which  is 
mottled  in  character,  along  the  surface  of  the 
cardiac  contour  in  the  region  of  the  left  ven- 
tricle. Its  course  is  on  the  anterior,  inferior,  and 
a small  part  on  the  posterior  aspect  of  the  left 
ventricle. 

On  fluoroscopic  examination,  in  the  oblique 
positions,  it  could  be  located  directly  on  the 
surface  of  the  cardiac  contour.  It  has  the  ap- 
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pearancc  of  a calcification  in  the  pericardium, 
in  the  region  of  the  left  ventricle. 

The  cardiac  outline  is  enlarged  in  all  its 
diameters.  It  is  suggestive  of  either  enlarge- 
ment of  all  the  chambers  or  pericardial  effusion. 

Congestive  changes  are  seen  in  both  lungs 
and  there  is  a moderate  amount  of  fluid  in  the 
right  pleural  cavity,  together  with  thickening 
of  the  right  interlobar  septum. 

Conclusions 

A case  of  strangulated  heart  is  pre- 
sented. This  being  due  to  a scarring 
fibrotic  pericardium  partly  calcified.  The 
symptoms  produced  were  identical  with 
those  so-called  Pick’s  disease.  We  believe 


that  Pick’s  disease  is  a syndrome ; etiology  \ 
not  infrequently  being  a scarred  fibrotic  | 
pericardium. 

1882  Grand  Concourse  I 
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BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 


B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “transition  cases ” from  the 

service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descrip- 
tions are  not  complete  clinical  studies,  but  will  accentuate  situations  from  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 


An  Atmosphere  of  Hate 


Mechanical  workers  have  told  me  that  at 
times  they  cannot  find  the  cause  of  a trou- 
ble even  after  they  have  taken  the  machine 
apart.  But  when  they  put  it  together  it 
works  and  they  do  not  know  how  they 
“repaired”  it. 

Medical  workers  may  also,  in  certain 
cases,  be  able  to  find  or  strike  a curing 
therapy  without  ever  having  made  a diag- 
nosis. A very  plain  example  is  the  case  of 
a foreign  body  in  the  eye.  Mostly  it  is 
found  easily,  but  sometimes  the  doctor  may 
examine  with  the  magnifying  glass  the 
lids,  the  conjunctiva,  the  cornea  again  and 
again  and  see  nothing  but  the  acute  inflam- 
mation. He  has  everything  ready  to  re- 
move the  corpus  alienum,  but  he  discovers 
none.  He  gives  it  up  as  a failure,  when  the 
patient  suddenly  says : “It  is  gone.”  The 

pain  has  disappeared  and,  within  an  hour 
or  so,  the  redness  has  faded,  the  blood  ves- 
sels have  lost  their  angry  appearance.  There 
is  no  doubt  that  there  had  been  a fine  par- 
ticle of  dust,  superficially  imbedded,  and 
that  the  mere  handling  of  the  eye  has  dis- 
placed it  and  the  increased  lacrimation  has 
washed  it  out. 

Such  occurrences,  of  almost  instantaneous 
healing,  happen  here  and  there  in  mental 
cases,  although  the  rule  is  rather  difficult, 
uphill  work  with  only  a certain  percentage 
of  cures,  improvements  or  remissions.  The 
examiner  may  have  gained  the  patient’s 
confidence — “transference” — or  he  may 


have,  without  knowing  it,  said  the  right 
thing  in  the  right  time,  struck  the  nail  pre- 
cisely on  the  head. 

A physician  received  a letter,  which,  if 
we  disregard  the  trimmings,  read  in  the 
following  manner: 

“Since  I have  made  the  acquaintance  of 
the  girl  whom  I love,  my  family  has  not 
ceased  to  persecute  me.  It  has  been  one 
long  misery.  I have  been  kicked  around 
with  no  pity  and  received  slaps  on  every  | 
side.  My  older  brother  even  dared  such 
brutality  that  I suffered  severe  pains  over  I 
my  shoulders  and  specially  in  my  hips  for 
several  weeks  after  some  heavy  whacks.  I 
am  denied  a comfortable  place  to  rest.  I j 
have  been  forced  out  of  my  bed  that  I had 
occupied  for  many  years.  I was  given, 
instead,  a sunken-in,  filthy  couch  not  fit 
for  a dog,  in  the  darkest  room  of  the  house. 
My  hip  pains  have  increased  since.  The 
fact  that  my  father  slept  on  a worse  bed  in 
his  youth  is  their  excuse.  Many  times  I 
was  ordered  to  leave  the  house  because  I 
was  bringing  in  nothing  for  my  support, 
which  I cannot  do  since  I lost  my  job. 
Believe  me,  I have  walked  the  sidewalks 
plenty  looking  for  work,  but  was  turned 
away.  Each  time  I find  something,  my  hip 
ailment  lately,  whatever  it  is,  interferes 
and,  after  a few  hours,  the  boss  shows  me 
the  door.  As  for  my  mother,  I have  often 
wondered  and  tried  to  explain  her  cruel  at- 
titude toward  me.  She  has  become  colder 
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and  more  bitter  than  she  ever  was.  I come 
home  starved  after  a whole  day  without 
food,  and  she  sits  down  at  the  table  stuffing 
herself  with  meat,  while  I stand  around 
watching  like  an  animal,  waiting  for  a bone 
from  the  mistress.  At  other  occasions  she 
would  snatch  away  a little  cheese  I was  nib- 
bling on.  Often  she  would  go  into  a rage 
over  some  trifling  mistake  that  I had  made 
in  the  kitchen — the  only  room  I am  allowed 
to  sit  in.  One  of  my  brothers  who  used  to 
be  chummy  never  gives  me  a cent — ‘I  work 
hard  for  my  money’  he  yells  at  me,  and  that 
is  final.  Who  cares  for  my  worn-out 
body?  For  my  constant  pain  in  the  lower 
back  and  the  hips  and  groins?  I don’t 
even  dare  to  complain.  I spent  days  and 
days  in  dispensaries,  but  none  of  the  medi- 
cines have  helped  me.  Of  course,  it  is 
also  true  that  I cannot  do  all  that  the  doc- 
tors tell  me.  I am  sinking,  I am  sinking 
very  rapidly.  There  is  another  aspect  of 
the  situation.  I am  liberally  inclined,  while 
my  family,  without  exception,  have  gone 
backward.  Can  you  do  something  for  me? 
First,  to  cure  my  physical  suffering,  and 
then,  or  perhaps  at  the  same  time,  to  speak 
to  my  family  in  my  behalf.  As  to  my  girl, 
I have  been  renounced  to  her — or  she  has 
rather  given  me  up.  Seeing  so  much  op- 
position to  her  among  my  people,  and  also 
how  I have  decayed,  how  I am  losing 
weight  and  am  dressed  in  rags,  she  does 
not  care  to  meet  me.  Only  once  in  a while 
do  I get  a glance  of  her,  after  a long 
wait  in  front  of  the  office  where  she  works. 
The  only  photo  I had  from  her  was  stolen 
from  my  pocket  by  my  mother,  and  burned.” 
This  boy  was  invited  to  the  clinic  and  he 
came.  That  he  could  not  be  relieved  by 
whatever  medication  he  received  was  self- 
evident.  His  ailment  was  entirely  mental. 
Yet  with  the  right  approach  any  remedy 
might  render  good  service,  because  of  the 
favorable  suggestion.  The  trend  seemed  to 
be  toward  schizophrenia  but  that  was  by 
no  means  sure.  The  prognosis  looked  bad 
if  no  change  in  this  patient’s  life  would 
take  place  immediately.  He  was  treated 
with  sympathy  and  friendship  and  given  a 
slip  to  the  physical  therapy  department  of 
the  hospital.  A social  worker  was  sent  to 
his  home  and  the  hospitality  of  the  family 
to  the  patient  was  confirmed.  That  situa- 
tion had  existed  ever  since  his  infancy. 
He  had  been  an  unwanted  child  and  for 
several  marital  reasons  his  mother,  a none 
too  gentle  person  in  general,  hated  him  and 
had  infected  everybody  around  with  that 
antipathy  toward  the  youngest  member  of 
the  family.  They  repeated  so  many  times 
that  he  could  not  run  or  jump,  and  later 
that  he  was  a good-for-nothing,  that  he 


vaguely  believed  it  himself.  He  lived  up 
to  his  reputation,  felt  inferior  and  was 
soft-willed,  except  for  school  work.  Al- 
though burdened  with  chores  and  errands, 
he  was  a good  student.  They  were  middle- 
class  people,  not  rich  but  not  poor.  The 
mother  would  not  hear  of  going  to  the  clinic 
and  meeting  the  doctor.  She  scoffed  at  the 
idea.  One  of  the  brothers  reluctantly 
came.  The  situation  and  the  danger  was 
explained  to  him.  It  did  not  seem  to  make 
much  of  an  impression,  but  some  improve- 
ment became  visible  in  the  patient’s  treat- 
ment at  home  with  a subsequent  ameliora- 
tion of  his  condition.  However,  gradually 
the  old  relationship  between  the  family  and 
the  young  man  returned  and  grew  even 
worse  and  he  was  ordered  by  his  mother  to 
stop  visiting  the  clinic. 

The  doctor  lost  sight  of  him  and  one 
year  later  he  received  another  letter  from 
him,  this  time  of  a different  nature  than 
the  first  one  and  containing  these  sentences : 

“Joan  of  Arc,  I am  in  love  with  her. 
have  always  been.  Born  or  lived  at  Dom- 
remy.  Is  it  do-re-mi,  the  musical  notes? 
Is  it  a priest  with  the  name  Dom  Remy? 
A shepherdess.  We  love  sheep,  so  we  eat 
them.  We  love  Joan,  so  we  burn  her.  We 
destroy  what  we  love.  I am  a Christian,  I 
know  the  Jews  have  given  us  Jesus,  so  we 
must  hate  them.  Charles  the  Seventh — if  I 
am  wrong,  do  not  correct — too  correct  is 
incorrect — was  vile.  Joan,  why  didn’t  you 
pierce  his  heart  with  a sword,  a cross- 
shaped sword  ? And  why  didn’t  you  put 
yourself  at  the  head  of  the  Jacquerie,  the 
revolting  peasants  armed  with  scythes  ? 
Why  did  you  crown  the  lazy  king?  Oh, 
I have  seen  the  little  monkey,  the  tiny  mon- 
key all  dressed  in  pink  and  he  bit  the  child 
that  was  dressed  in  the  same  color,  because 
it  too  wore  clothes  not  chosen  by  it,  but 
by  its  elders.  I heard  of  an  Italian  poet 
who  was  a pessimist  because  he  was  ill. 
And  I knew  a short  story  writer  who  always 
wanted  to  write  something  great,  but  he 
had  to  live,  so  he  wrote  what  he  could 
sell.  Now  he  is  dead  and  is  haunted  in 
the  other  world  by  the  suppressed  non- 
written  stories.  Read  fast,  then  resume 
slow  speed.  I went  to  the  boss  to  look 
for  work  and  he  was  on  a throne.  I had 
to  make  believe  I didn’t  know  anything. 
He  was  cynical.  He  was  a God.  Did  he 
ever  eat  or  drink  or  . . . His  features  pitied 
me  as  if  he  would  say:  ‘Look,  that  thing 
talks.’  There  are  two  kinds  of  people, 
some  are  tough,  some  are  nice  and  gentle. 
The  gentle  ones  are  submissive  and  peace- 
ful. They  want  peace  and  they  sing,  Einen 
Kuss  der  ganzen  Welt.  The  others  are 
the  rulers  and  they  thunder,  Einen  Schuss 
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der  ganzen  Welt.  Where,  o where,  is  the 
only  good  member  of  my  family,  my  old 
gran’pa?  He  would  have  let  me  marry  the 
girl.  I used  to  watch  him  saw  wood  and 
he  was  doing  it  rhythmically,  saying  at  the 
same  time:  ‘You  see,  the  wood  sings  like 

the  saw,  Cut  me,  cut  mg,  gran’pa,  gran’pa, 
falling,  falling!’  But  how  my  parents  were 
jealous!  Why  did  I love  him  so?” 

The  doctor  kept  the  letter  and  waited. 
So  the  boy  was  more  cultured  than  it  ap- 
peared from  his  first  letter  and  from  his 
conversation.  In  dementia  veritas ? He 

knew  history  and  he  was  informed  about 
Leopardi  and  the  Ode  to  Joy  which  the 
Ninth  Symphony  interpreted.  That  he  ap- 
parently was  so  well-versed  in  German  was 
easy  to  explain:  his  parents  were  German 

and  still  spoke  their  language  at  home.  But 
now  his  mental  state  had  made  a long  dip 
downward,  although  it  was  more  difficult 
to  diagnose  than  it  had  been  thought  be- 
fore. 

Finally  he  was  brought  to  the  clinic  by 
his  brother.  He,  at  the  instigation  of  the 
mother,  wanted  the  patient  to  be  committed 
to  an  institution.  That  would  have  been  the 
best  thing  for  him  too,  if  it  were  not  for  cer- 
tain signs  that  showed  a possibility  to  save 
him  from  internment.  His  brother  was 
sent  out  by  the  patient  and,  when  alone  with 
the  doctor,  the  boy  unbuttoned  his  jacket 
and  showed  his  trousers.  This  was  the 
second  time  in  a long  practice  that  the  phy- 


sician had  seen  exactly  this  same  phe- 
nomenon: the  front  opening  of  the  garment 
was  obliterated  by  many  clumsy  stitches 
and  the  entire  upper  portion  was  narrowed 
to  fit  the  hips  tightly.  He  said  he  “could 
not  wear  his  pants  otherwise.”  He  had 
been  wearing  them  that  way  for  months. 
It  was  surely  an  obsession  of  a sexual 
character,  the  mechanism  of  which  was  not 
clear. 

A long  conversation  followed. 

A week  later  patient  was  not  accom- 
panied. He  was  transformed,  as  if  he  had 
disrobed  himself  of  his  former  personality. 
He  wore  normal  trousers,  was  altogether 
cleaner  than  usually  and  displayed  more 
energy.  He  had  found  some  occupation 
which,  although  temporary  and  ill  remuner- 
ated, enabled  him  to  move  out  of  his  par- 
ent’s house. 

As  time  went  on  he  stood  more  and  more 
on  his  own  feet.  Greater  and  greater  inde- 
pendence and  self-reliance  manifested  them- 
selves. He  ceased  complaining  about  any- 
thing. He  landed  a real  worth-while  job 
that  took  him  away  to  an  upstate  town.  He 
is  capable,  hard-working,  and  contented. 
From  time  to  time  he  visits  the  doctor  just 
to  show  how  well  he  feels.  He  is  or  seems 
to  be  cured.  But  how  was  it  done?  Which 
words  had  had  the  efifect  of  this  happy 
ending? 
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CATATONIC  INTERLUDE 

In  catatonic  interlude, 

She  stands  in  tragic  grace, 

The  mind  has  fled  her  pretty  head ; 

The  light  has  left  her  face. 

Her  sorry  plight  recalls  to  mind 
That  saga  of  the  sea, 

Where  stately  ship  in  doldrums’  grip 
Lay  anchored  helplessly. 

A kindly  breeze  at  length  was  born 
And  set  the  vessel  free. 

The  captain  swore  that  nevermore 
He’d  sail  sargasso  sea. 

Small  wonder,  then,  that  we  deplore 
This  helpless  maiden’s  state; 

And  pray  that  He  who  stirred  the  sea 
May  grant  a kinder  fate. 

— Dudley  B.  Mattice 


For  buoyant  health  a person  should  have 
daily  “four  times  the  amount  of  vitamin  A” 
required  to  cover  absolute  body  needs.  This 
statement  was  made  recently  by  Dr.  James 


McLester,  past  president  of  the  American 
Medical  Association,  in  an  address  before 
the  American  Dietetic  Association  in  Rich- 
mond, Virginia. 


TOMORROW 

If,  perchance,  I could  see  my  tomorrow, 
Would  I be  the  more  happy  today? 

Would  I see  tribulation  and  sorrow 
Stealing  hours  that  I thought  would  be  gay  ? 
Will  the  troubles  that  this  day  depress  me 
Disappear  with  the  dawn  of  the  next? 

Will  the  morrow  chastise  or  caress  me? 
Will  my  mind  be  serene  or  perplexed? 

Will  I find  myself  sad  and  forsaken 
When  the  day  called  “tomorrow”  appears? 
Will  the  world  know  my  courage  is  shaken 
If  I manfully  swallow  my  tears? 

As  ’tis  likely  the  troubles  we  borrow 
Are  the  ones  we  should  first  cast  away, 

Let  us  try  to  think  less  of  tomorrow 
And  resolve  to  make  more  of  today. 

— Dudley  B.  Mattice 
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EDITORIALS 


Putting  the  Screws  on  Organized 
Medicine 

Immediately  after  the  newspaper  pub- 
licity attending  the  Presidential  Health 
Conference,  under  the  initiative  of  the 
Interdepartmental  Health  and  Welfare 
Committee’s  report — publicity  which  put 
the  organized  medical  profession  on  the 
defensive — we  are  confronted  with  a 
threat  from  the  Washington  Department 
of  Justice  of  being  haled  into  a grand 
jury  investigation  for  alleged  violation  of 
the  anti-trust  laws. 

This  is  done,  as  if  we — the  physicians 
of  the  nation — were  engaged  in  handling 
a commodity,  or  an  article  of  commerce, 
and  were  restraining  people  from  purchas- 
ing this  commodity.  * 

The  New  Deal  has  no  compunction 
about  the  combines  of  labor,  or  the  com- 
binations in  associations  by  farmers.  Ac- 
cording to  Joseph  A.  Padway,  General 
Council  of  the  American  Federation  of 
Labor,  Congress  has  specifically  set  labor 
apart  as  not  being  either  a commodity  or 
an  article  of  commerce.  We  always  be- 
lieved that  economists  not  so  much  con- 
cerned with  instant  politics  as  with  long 
range  studies  of  economics,  have  held  that 
the  delivery  of  medical  care  was  also  not 
a commodity  nor  an  article  of  commerce. 
Hence,  we  are  confronted  with  a situa- 
tion in  which  a law  is  involved  which 
was  never  intended  to  be  used  for  the 


purpose  which  Deputy  Attorney  General 
Arnold  now  proposes  to  use  it.  Every 
argument  advanced  by  the  Department  of 
Justice  in  its  proposed  criminal  prosecu- 
tion of  the  A.M.A.  and  its  affiliate,  the 
Medical  Society  of  the  District  of  Colum- 
bia, could  with  equal  force  and  logic  be 
applied  to  the  American  Federation  of 
Labor  and  to  the  C.I.O.  The  closed-shop 
contract  is  thus  at  stake. 

David  Lawrence,  in  the  New  York  Sun , 
August  2,  1938,  says  that  “the  National 
Labor  Relations  Board  just  recently  ruled 
that  workers  . . . may  constitute  a bar- 
gaining unit,  even  if  they  work  for  dif- 
ferent employers.  The  medical  societies 
would  seem  to  land  on  all  fours  with  such 
regional  associations.” 

We  have  confidence  in  our  Courts.  Let 
the  issue  be  decided.  All  who  volun- 
tarily join  an  affiliate  of  the  A.M.A. — the 
county  society — sign  and  agree  to  obey  its 
constitution  and  its  by-laws.  All  know 
that  violation  of  these  rules  and  regula- 
tions means  expulsion,  after  the  usual 
“day  in  court.”  No  one  long  in  medical 
practice  is  in  much  doubt  as  to  the  abso- 
lute independence  and  self-governing  au- 
tonomy of  private  hospitals  under  their 
charters,  or  legislative  enactments  which 
created  them. 

As  a matter  of  fact,  the  Group  Health 
Association  is  but  another  name  for  the 
long  known  and  cordially  disliked  practice 
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of  contract  medicine.  There  are  neces- 
sary forms  of  contract  practice  which  are 
approved  by  all  of  us,  but  in  sections  of 
the  country  (in  this  instance,  Washing- 
ton, D.  C.)  where  medical  care  is  avail- 
able, experience  has  shown  that  this 
system  of  contract  medical  practice  re- 
sults, first,  in  a few  doctors  getting  the 
work  because  of  the  cheapness  with  which 
they  hold  themselves ; and  secondly,  there 
results  from  it,  for  the  patients,  an  in- 
ferior grade  of  medical  care  as  compared 
to  that  which  is  prevalent  in  the  same 
community.  The  county  medical  societies 
as  a rule  do  not  approve  bad  types  of 
contract  practice.  Every  member  of  a 
county  society  is  a free  agent.  He  need 
not  stay  in  the  organization  if  he  desires 
to  engage  in  a system  of  practice  unap- 
proved by  his  local  medical  association. 
Nor  does  any  obloquy  fall  upon  the  man 
who  voluntarily  leaves  the  ranks  of  or- 
ganized medicine  to  be  free  to  do  what 
he  wants.  Hospitals  set  standards  for 
admission  to  their  ranks.  To  assure  them- 
selves of  at  least  a minimum  of  ethical 
qualifications  they  may  require  of  appli- 
cants to  their  staffs,  membership  in  the 
local  unit  of  organized  medicine.  The 
individual  doctor  cannot  have  it  both 
ways.  He  cannot  flout  the  rules  and 
regulations  of  the  county  society  which 
were  designed  to  protect  the  public  wel- 
fare, and  on  the  other  hand,  ask  that 
county  society  membership  requirements 
be  abated  in  his  particular  interest  by  the 
hospital  that  he  wants  to  use  in  his  con- 
tract practice.  Doing  so,  he  is  breaking 
down  the  very  barriers  that  his  colleagues 
erected  to  protect  him  as  well  as  the 
public,  and  he  is  negativing  any  recogni- 
tion which  comes  to  him  from  his  mem- 
bership, because  membership  implies 
standards  set,  and  kept. 

The  burden  of  proof  of  anti-trust  vio- 
lation rests  with  the  government.  The 
fact  that  one  or  more  doctors  were  ex- 
pelled for  violating  the  constitution  and 
by-laws  of  their  own  county  society,  is  no 
argument  showing  anti-trust  violation. 
If  certain  hospitals  refused  to  continue 
or  refused  to  accept  certain  physicians 


on  their  staffs,  that  too,  is  a far  cry  to 
violation  of  the  anti-trust  laws. 

In  our  opinion,  the  action  of  the  Deputy 
Attorney  General  is  just  another  instance 
where  overzealous  stretching  of  the  law's 
intent  and  purpose  leads  to  that  contempt 
of  the  law  which  upon  occasion  has  given 
Attorney  General  Cummings  considerable 
concern. 

It  is  almost  an  analogy  to  the  mis- 
use of  the  Mann  Act.  This  was  a law 
intended  to  restrain  the  transportation 
across  state  lines  of  women  for  immoral 
purposes.  Stretched  to  cover  other  issues, 
and  used  for  purposes  not  intended  by 
its  creators,  it  became  an  instrument 
of  extortion  and  blackmail  in  the  hands  of 
unscrupulous  lawyers. 

The  questions  involving  the  so-called 
socialization  of  medicine,  compulsory 
health  insurance,  or  voluntary  health  in- 
surance, are  not  germane  to  this  issue. 
These  questions  should  be  settled  by  our 
legislatures,  national  as  well  as  state.  The 
use  of  a threat  by  government  to  force 
acquiescence  to  legislation  which  we  as  a 
profession  cannot  honestly  approve  as  in 
the  public  interest,  is  not  only  a great 
wrong  to  us  and  the  public  we  serve,  but 
constitutes  a threat  at  the  very  founda- 
tions of  democratic  government  in  this 
country. 

It  is  high  time  that  every  citizen,  physi- 
cian, as  well  as  lay -man,  be  on  strict  guard, 
that  the  perverse  use  of  governmental 
agencies  be  not  employed  to  force  legis- 
lation not  wanted.  Today  it  may  be  medi- 
cine, tomorrow  it  will  be  industry,  and 
eventually,  the  very  citizenry  will  be  co- 
ordinated, regimented,  and  ruled. 


Look  at  the  Record 

The  advocates  of  compulsory  sickness 
insurance  have  never  been  able  to  answer 
any  of  the  major  objections  to  the  system 
they  favor.  Instead  they  try  to  divert 
attention  from  the  real  issues  by  calling 
the  chief  objectors — the  medical  profes- 
sion— names.  Unfortunately  organized 

medicine  is  rarely  given  an  opportunity 
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to  bring  the  record  before  the  public  in 
refutation. 

There  is  a prevalent  impression  that 
organized  medicine  is  unalterably  opposed 
to  all  types  of  medical  insurance  and  to 
all  group  medical  and  hospitalization 
projects.  This  is  far  from  the  fact. 

In  New  York  State  organized  medi- 
cine was  agitating  for  group  hospitaliza- 
tion insurance  long  before  most  of  the 
current  enthusiasts  for  the  three-cents- 
a-day  plan  had  ever  heard  of  such  a 
thing.  It  is  safe  to  say  that  the  necessary 
laws  would  never  have  been  enacted  with- 
out the  support  of  the  medical  societies. 

As  far  as  group  practice  is  concerned, 
the  profession  has  no  objections  to  this 
method  provided  that  such  groups  adhere 
to  the  Principles  of  Professional  Conduct 
and  maintain  fee  schedules  which  do  not 
destroy  fair  standards.  The  Roosevelt 
Administration  showed  much  the  same 
feeling  about  unethical  competitive  prac- 
tices and  unfair  price-cutting  in  business 
in  NRA.  The  medical  profession,  which 
has  always  made  standards  of  practice  its 
first  concern,  cannot  endorse  groups 
which  charge  only  a pittance,  it  is  true, 
but  render  a commensurately  low  grade 
of  service. 

The  profession’s  attitude  toward  medi- 
cal insurance  is  similar.  Organized  medi- 
cine has  never  objected  to  private  health 
insurance.  It  is  opposed  to  compulsory 
sickness  insurance  because  the  latter  im- 
poses lay-political  control  over  medical 
practice,  substitutes  quantity  for  quality 
in  medical  care,  and  nullifies  the  incentives 
and  opportunities  for  private  medical  re- 
search and  graduate  medical  study.  It 
opposes  voluntary  health  insurance  under 
government  control  because  this  has  al- 
ways proven  a precursor  of  compulsory 
insurance. 

Let  us  state  once  more  that  the  medical 
profession  does  not  object  to  social  change 
per  se  or  to  governmental  aid  to  the 
needy.  It  is  opposed  to  the  reckless 
abandonment  of  a system  which  has  made 
the  American  people  the  healthiest  in  the 
world,  for  a bureaucratic  rule  which  has 
nowhere  yielded  comparable  results. 


Preserve  Americanism  in  Medicine 

In  the  August  1 issue  of  this  Journal, 
we  brought  to  your  attention  the  results 
of  the  inquiry  conducted  by  Modern 
Medicine  among  the  members  of  our 
profession,  and  we  suggested  that  doctors 
themselves  make  a survey  of  their  prac- 
tice to  assure  themselves  that  the  public, 
by  and  large,  wants  to  retain  the  long- 
existent  American  system  of  medical 
service.  Why  did  we  suggest  this?  Be- 
cause it  is  our  honest  and  studied  con- 
viction that  the  propagandistic  measures 
which  have  been  employed  during  the  past 
six  years  intensively  by  various  private 
groups  have  failed  to  influence  the  in- 
herent and  well-placed  confidence  of  the 
people  in  our  earnest  endeavor  to  serve 
them  faithfully.  Failing  in  their  aim,  and 
having  come  to  the  realization  that  popu- 
lar support  for  any  change  in  the  manner 
whereby  medical  service  is  rendered  is 
totally  lacking,  they  have  set  out  to  mold 
public  opinion.  And  they  have  employed 
a powerful  weapon — a member  of  the 
President’s  Cabinet!  Through  his  office, 
and  we  really  believe  that  he  does  not 
know  that  he  is  simply  being  “used,”  they 
have  maligned  and  sought  to  falsely  dis- 
credit us  with  the  result  that  organized 
medicine  is  getting  bad  press  notices. 
We  may  squirm  and  rant  at  this  injustice 
but  the  fact  remains  that  these  news  re- 
leases reach  the  eyes  and  ears  of  Johnny 
Q.  Public.  These  fellows  have  thrown 
the  first  punch — true,  a foul  blow — but 
Johnny  doesn’t  know  it.  He  won’t  know 
it  ever  if  we  don’t  stop  the  count  before 
it  reaches  ten.  Only  later  will  he  realize 
the  wrong  when  he  contemplates  it  in 
“slow  motion.” 

How  can  we  combat,  or  better  still, 
forestall  this  anti-American  propaganda? 
Remember,  public  opinion  is  with  us.  We 
must  preserve  it  if  the  people  of  this 
country  are  to  be  protected  from  exploita- 
tion to  a degree  they  never  dreamed  of. 
This  is  no  time  to  sit  back  in  smug 
complacency  with  the  feeling  that  the 
Attorney  General’s  office  hasn’t  got  a leg 
to  stand  on.  Any  lawyer  will  tell  you 
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that.  As  a matter  of  fact  we  would 
welcome  an  investigation  for  we  can 
come  into  court  with  clean  hands.  No ! 
We  must  go  before  the  public  with  facts. 
We  must  popularize  the  facts  ascertained 
by  such  agencies  as  the  Wayne  County 
Medical  Society  of  Michigan.  To  deter- 
mine whether  there  was  a discrepancy 
between  the  existing  facilities  for  medical 
care  and  the  need  for  it,  a popular  news- 
paper campaign  was  conducted.  We  quote 
some  of  its  results  as  published  in  Medical 
Economics:1 

“Of  those  seeking  assistance,  twenty- 
five  per  cent  were  on  relief ; thirty  per 
cent,  W.P.A. ; twenty  per  cent,  part 
time  employees ; twenty  per  cent,  indigent 
but  not  on  relief ; five  per  cent,  on  pen- 
sion. In  handling  these  cases,  the  doctor- 
patient  relationship  was  retained.  Thirty- 
five  per  cent  were  assigned  to  their  local 
physician;  forty  per  cent  to  cooperating 
doctors ; twenty  per  cent  to  various  hospi- 
tals and  clinics ; five  per  cent  to  the  City 
Physician’s  Office.  Some  223  private 
practitioners  volunteered  their  services.” 

What  is  to  be  learned  from  the  above? 
First,  that  medical  care  is  available  for 
every  one  who  requires  it.  Second,  that 
even  though  the  continuing  economic  de- 
pression of  the  last  decade  has  brought 
about  a lot  of  thumb-twiddling  during 
office  hours,  doctors  as  a whole  will  still 
give  their  services  willingly,  even  gratui- 
tously, to  all  who  need  them  so  that  the 
American  system  of  medicine  may  be 
preserved.  Third,  that  “ educating  the 
public  on  how  to  secure  medical  care  is  a 
far  greater  problem  than  supplying  facili- 
ties to  render  it.”1 

The  last  should  be  our  key-note.  We 
must  spread  this  far  and  wide,  because 
it  is  true.  We,  as  medical  men,  must 
emerge  from  the  editorial  page  of  our 
medical  publications  and  demand  our 
rightful  place,  side  by  side  with  the  propa- 
gandists in  the  public  press  and  on  the 
air  waves.  We  cannot  let  Johnny  Q. 
Public  be  crucified  in  order  to  again  hear 
the  words  of  the  Saviour  “Forgive  them, 
Father,  for  they  know  not  what  they  do.” 


A New  Anticonvulsant 

The  treatment  of  the  so-called  idio- 
pathic variety  of  epilepsy  consists  mainly 
in  the  control  of  the  seizures.  For  this 
many  drugs  have  been  tried  with  varying 
degrees  of  success,  among  them  being  the 
bromides  and  phenobarbital.  These,  how- 
ever, while  they  possess  anticonvulsant 
properties  are  to  a large  extent  soporific 
and  consequently  have  the  disadvantage 
of  depressing  the  mental  and  physical 
capacities  of  the  individual. 

Putnam  and  Merritt1  after  an  extensive 
investigation  of  numerous  drugs,  found 
that  sodium  diphenyl  hydantoinate  could 
effectively  prevent  experimental  animals 
from  artificially  induced  convulsions.  At 
the  last  meeting  of  the  A.M.A.,  these 
observers  reported  upon  the  results  of 
their  observations  with  this  drug  in 
epileptics.  One  hundred  and  forty-two 
patients  were  studied  during  periods 
ranging  from  two  months  to  a year.  In 
the  group  having  grand  mat  (118),  a 
complete  disappearance  of  seizures  was 
obtained  in  fifty-eight  per  cent,  and  in 
twenty-seven  per  cent  there  was  a marked 
reduction  in  the  number  of  attacks.  Many 
had  suffered  daily  or  weekly  attacks  un- 
der other  forms  of  therapy. 

It  seems  that  the  drug  exerts  its  maxi- 
mum effect  when  administered  before 
meals.  It  is  not,  however,  without  some 
toxic  manifestations,  none  of  which,  how- 
ever, appear  at  present  to  be  of  serious 
import  and  which  do  not  clear  up  follow- 
ing withdrawal  of  the  drug  or  a reduction 
in  dosage.  Putnam  and  Merritt  have 
reported  among  other  untoward  reactions, 
vertigo,  transient  diploplia,  dermatitis,  and 
purpura  nonthrombocytopenic.  Despite 
this,  the  encouraging  results  warrant  a 
wider  investigation  of  the  efficacy  of  so- 
dium diphenyl  hydantoinate  in  the  treat- 
ment of  epilepsy.  At  this  early  stage, 
strict  supervision  by  the  physician  is  es- 
sential and  the  patient  must  be  impressed 
with  the  necessity  of  this  precaution.  A 
drug  which  has  such  promise  must  not 
be  misused. 


1.  Medical  Economics,  15:78,  1938. 


1.  Putnam  and  Merritt:  Science,  85:525,  1937. 
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“The  Government’s  suit  against  the 
A.M.A.  and  the  District  of  Columbia  Medi- 
cal Society  is  an  outrageous  and  indefensible 
perversion  of  the  anti-trust  laws.  Regard- 
less of  whether  the  District  Medical  Society 
is  right  or  wrong  in  its  opposition  to  the 
Group  Health  Association,  the  Government 
is  arbitrary  and  dishonest  in  attempting  to 
curb  such  opposition  with  anti-trust  legisla- 
tion. . . — From  an  editorial  in  The  New 

York  Medical  Week  of  August  20. 


“In  the  long  run,  political  power  is 
bound  to  reveal  its  true  nature.  Rights  and 
risks  are  always  equal.  And  so  are  ‘pro- 
tection’ and  dependency  or  helplessness.  It 
is  reasonable  to  compromise  on  the  practical 
boundaries  of  individual  rights,  but  it  is 
folly  to  lose  sight  of  the  principles  involved. 
The  best  means  of  keeping  that  important 
point  in  view  is  to  realize  that  whatever 
legal  compulsion  you  may  ask  to  have  im- 
posed on  others  will  operate  to  a correspond- 
ing degree  upon  yourself.” — Isabel  Paterson 
in  the  New  York  Herald  Tribune  of  Au- 
gust 5. 


“Professor  Arnold’s  lecture  on  the  high 
cost  of  medical  treatment  should  amuse  at 
least  one  veteran  practitioner  of  this  town 
who  had  130  calls  in  a recent  month  and 
collected  a total  of  $3.00  for  his  pains.  . . .” 
— From  an  editorial  in  the  New  York  Sun 
of  August  1. 


“.  . . It  is  indeed  a sad  commentary  that 
the  aims  and  ideals  of  the  medical  profession 
are  so  poorly  understood,  both  by  the  gen- 
eral public,  and  by  those  educated  in  other 
fields  who  should  know  better. 

“The  A.M.A.  is  interested  chiefly  in  sci- 
entific progress  and  increasing  medical 
knowledge  for  the  benefit  of  the  general 
public.  Its  strict  code  of  ethics,  its  opposi- 
tion to  advertising’,  etc.,  will  always  be  mis- 
understood by  a public  living  under  an 
economic  system  which  is  motivated  by  profit 
and  where  financial  gain  is  usually  the  prime 
consideration.  . . . 

“According  to  the  government’s  charge, 
‘organized  medicine  should  not  be  allowed 
to  control  methods  of  payment  for  services 
involving  economic  freedom  and  the  wel- 
fare of  the  consumers  and  the  legal  rights 
of  individual  doctors.’ 

“If  organized  medicine  did  not  invoke  this 
rule  rigidly  the  entire  practice  of  medicine 


would  in  a brief  time  become  degraded  and 
chaotic.  Fees  might  range  anywhere  from 
10  cents  upward,  and  the  character  of  the 
service  rendered  would  be  worth  accord- 
ingly. Unscrupulous  business  methods  would 
then  be  the  prevailing  characteristics  in- 
stead of  scientific  and  ethical  practice.  . . .” 
— From  a letter  to  the  New  York  Times  by 
Dr.  F.  Garrison,  published  on  August  3. 


. . The  attempt  to  drag  the  anti- 
trust laws  into  a controversy  over  what  is 
or  is  not  proper  medical  care  is  a piece  of 
amazing  political  stupidity.  . . .” — David 
Lawrence,  in  his  column  “Today  in  Wash- 
ington,” in  the  New  York  Sun  of  August  2. 


“.  . . Apparently  millions  of  self-re- 
specting citizens  are  willing  to  solve  their 
own  medical  problems  so  far  as  costs  are 
concerned,  and  to  that  extent  relieve  the  rest 
of  us  from  paying  their  bills  by  taxation. 
. . .” — The  New  York  Times  of  August  2 
contains  this  statement  on  its  editorial  page 
anent  the  much  mooted  question  which  re- 
cently, more  than  ever  before,  confronts  the 
profession. 


“The  health  of  the  people  is  the  su- 
preme law.  According  to  Dr.  Etienne  Bur- 
nett, ‘the  object  of  social  medicine  may  be 
described  as  the  equalization  of  classes,  rich 
and  poor,  in  respect  to  health.’  No  scheme 
of  social  medicine  yet  tried  shows  even  the 
remotest  approximation  to  this  ideal.  The 
writer  (Dr.  C.  Lundie  of  Durban,  South 
Africa,  to  the  South  African  Medical  Jour- 
nal recently)  takes  a tilt  against  all  systems 
of  state  medicine,  declaring  that  they  are 
hurtful  to  patient  and  doctor  alike.  They 
produce  an  inferiority  complex  in  both.  The 
patient  does  not  get  the  best  treatment  be- 
cause, as  a rule,  he  has  little  confidence  in  a 
doctor  he  has  not  chosen  himself.  The 
doctor  loses  a great  deal  of  his  self-respect 
by  having  to  toady  to  the  powers  that  be,  to 
whose  will  even  professional  duties  become 
subservient.  The  old  relationship  between 
doctor  and  patient  is  gone.” — From  an  edi- 
torial in  Medical  Record  of  August  3. 

The  editorial  continues  with  a pertinent 
quotation  from  Practitioner,  October  1935. 
“ ‘Everyone  should  be  allowed  to  have  his 
own  family  doctor  who  must  not  be  forced 
upon  him,  but  whom  he  has  the  right  to 
choose,  a man  whom  he  can  call  his  friend, 
in  whom  he  has  confidence,  and  to  whom 
he  should  always  go  before  he  consults  a 
specialist.  The  family  doctor  is,  or  perhaps 
I should  say,  should  be  a specialist  on  what 


1196 


PUBLIC  HEALTH  NEWS 


[N.  Y.  State  J.  M. 


may  be  called  the  personal  side  of  medicine/ 
“That  specialty  is  killed  by  all  systems  of 
state  medical  service.  From  the  psychologi- 
cal viewpoint,  confidence  in  a doctor  goes 
a long  way  towards  restoration  of  health  or 
towards  alleviating  the  condition  of  a patient 
in  a serious  illness,  and  that  is  why  psy- 
chiatry is  forging  to  the  front.  . . . The 


point  that  Dr.  Lundie  wishes  to  drive  in  is 
that  in  state  medical  service  of  any  kind 
the  personal  relationship  between  doctor  and 
patient  is  destroyed  and  that  from  every 
aspect,  especially  from  the  psychological,  is 
deplorable.  . . .” — We  have  heard  this  many 
times  before,  but  it  is  well  to  hear  it  again, 
from  our  distant  colleague. 


Public  Health  News 


Factors  of  Delay  in  Diagnosis 

One  measure  of  the  efficiency  of  the  tuberculosis  campaign  is  the  percentage  of  tuberculosis 
patients  who  reach  the  sanatorium  in  the  minimal  stage.  The  most  extensive  study  yet  made 
indicates  that  only  about  sixteen  per  cent  of  sanatorium  admissions  are  classifizd  as  minimal 
cases.  There  are  several  reasons  why  this  number  is  so  small.  Two  of  them,  namely  delay  in 
seeking  advice  and  delay  in  making  the  diagnosis  after  the  patient  has  visited  the  doctor,  have 
been  analyzed  by  Monte  and  Blitz  zvho  reviewed  the  experiences  of  300  patients  under  treatment 
in  the  Dibert  Memorial  of  Charity  Hospital  in  Louisiana.  Abstracts  of  their  article  follow: 


Of  the  300  white  adult  patients  studied, 
less  than  two  per  cent  were  classified  as  in 
the  minimal  stage,  forty-five  per  cent  in 
the  moderately  advanced  and  53.3  per  cent 
in  the  far  advanced  stage.  Ages  ranged 
from  sixteen  to  seventy-eight  years.  Sev- 
enty-six per  cent  of  the  females  and  fifty- 
one  per  cent  of  the  males  were  under 
thirty-five  years  of  age. 

A history  of  tuberculosis  in  the  imme- 
diate family  was  found  in  twenty-eight  per 
cent  of  the  series.  A striking  feature  was 
that  almost  twice  as  many  females  as  males 
admitted  a histpry  of  tuberculosis  in  the 
family.  Evidently  contact  with  the  tuber- 
culous patient  in  the  home  is  more  fre- 
quent among  female  members  of  the  house- 
hold for  they  usually  have  the  responsibilitj’' 
of  caring  for  and  nursing  the  sick. 

Prior  to  their  admission  to  the  hospital, 
the  diagnosis  was  established  in  61.6  per 
cent  of  the  cases,  was  suspected  in  19.6  per 
cent  and  was  not  made  in  18.6  per  cent. 
The  high  incidence  of  “suspected”  cases  is 
accounted  for  by  the  limited  facilities  of 
the  average  practitioner  in  Louisiana  and 
the  authors  believe  that  if  the  Roentgen 
ray  and  laboratory  aids  were  more  widely 
used,  diagnosis  would  be  established  in  a 
greater  percentage  of  cases. 

The  responsibility  for  delay  in  diag- 
nosis when  symptoms  are  present  must  be 
shared  alike  by  the  patient  and  the  at- 
tending physician.  Symptoms  of  a mild 
nature  often  seem  negligible  in  the  patient’s 
estimation  and  thus  he  postpones  medical 
consultation  until  more  severe  symptoms 
appear.  In  two  of  the  300  patients,  the 
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duration  of  symptoms  before  visiting  the 
doctor  averaged  two  months,  and  two  more 
months  elapsed  before  the  diagnosis  was 
established.  At  the  other  end  of  the  scale 
are  ninety  patients  who  delayed  almost  ten 
months  before  consulting  the  doctor  and 
then  suffered  a further  delay  of  about  twelve 
months  before  the  diagnosis  was  estab- 
lished. 

Cough  and  expectoration  were  the  most 
prominent  initial  symptoms  and  these  also 
most  frequently  caused  the  patient  to  seek 
medical  attention.  In  over  fifty  per  cent 
of  the  cases,  this  symptom  complex,  al- 
though being  the  incentive  for  the  visit, 
had  been  present  for  many  months  and 
undoubtedly  was  associated  with  constitu- 
tional symptoms  of  some  degree.  Yet 
these  patients  insisted  that  the  accompany- 
ing symptoms  were  of  little  consequence 
and  were  not  serious  enough  to  interfere 
with  their  daily  routine.  True,  pathology 
may  be  present  in  the  lung  parenchyma 
without  any  obvious  symptoms  as  revealed 
in  five  cases  reported  wherein  symptoms 
of  subjective  importance  were  absent,  while 
roentgenologic  study  revealed  active  pul 
monary  tuberculosis.  Four  of  these  cases 
were  minimal,  the  fifth  being  moderately 
advanced.  This  does  not  necessarily  im  - 
ply that  the  number  and  duration  of  symp 
toms  can  be  strictly  correlated  with  the 
stage  of  the  disease,  for  some  of  -t.he  pa- 
tients volunteered  the  information  that 
hemoptysis  or  pleurisy  had  been  the  initial 
symptom,  and  immediate  skiagrams  re- 
vealed either  moderately  or  far  advanced 
pulmonary  tuberculosis. 

Of  all  the  symptoms  listed,  there  is  little 
variation  between  the  initial  and  presenting 
symptoms,  with  the  exception  of  hemoptysis. 
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As  an  initial  symptom  it  was  present  in  9.6 
per  cent  of  the  cases,  whereas  22.7  per 
cent  sought  medical  aid  because  of  blood 
spitting.  This  difference  in  percentage  in- 
dicated that  although  these  patients  had 
had  previous  symptoms  a pulmonary 
hemorrhage  was  regarded  with  enough 
fear  to  prompt  them  to  visit  a physician. 

Fever  and  night  sweats,  a combination 
of  sympt.oms  which  in  most  textbooks  is 
given  a ranking  position  in  the  diagnosis  of 
tuberculosis,  were  found  with  comparative 
infrequency  in  this  series.  As  initial  symp- 
toms they  were  present  in  only  3.6  per  cent, 
and  as  presenting  symptoms,  in  five  per 
cent  of  the  cases. 

The  authors  offer  the  following  explana- 
tions for  the  failure  in  diagnosis  on  the 
basis  of  presenting  symptoms : 

Cough  and  Expectoration:  The  diag- 
nosis was  not  suspected  in  38.3  per  cent  of 
this  group.  This  was  probably  due  to  the 
tendency  on  the  part  of  physicians  to  diag- 
nose prolonged  or  recurrent  coughs  as 
chronic  bronchitis  or  chronic  sinusitis. 

Loss  of  Weight  and  Fatigability : Tu- 
berculosis was  not  suspected  in  fifty  per 
cent  of  these  cases.  Such  diagnoses  as 
nervousness,  nervous  breakdown,  over- 
work. overindulgence  in  alcoholics  and  to- 
bacco, dissipation,  and  chronic  debilitating 
diseases  were  offered  by  the  attending 
physician. 

Hemoptysis : “Blood  spitting,”  which  has 
been  known  throughout  the  centuries  as 
one  of  the  pathognomonic  symptoms  of 
phthisis,  was  a frequent  source  of  error  in 
diagnosis.  Although  the  percentage  of 
failure  (22.1)  was  less  than  that  in  other 
groups  of  symptoms,  it  is  still  too  high. 


The  absence  of  positive  physical  findings 
on  examination  of  the  chest  probably  ac- 
counts for  such  diagnosis  as  ruptured 
blood  vessel,  irritation  of  throat,  and  bleed- 
ing from  nasopharynx. 

Pleurisy:  When  a patient  is  seen  only 

once,  it  is  difficult  to  make  a diagnosis  un- 
less a suspicion  of  tuberculosis  is  ever  pres- 
ent in  the  physician’s  mind  and  the  patient 
is  urged  to  return  for  further  observation 
after  the  acute  attack  subsides.  Idiopathic 
pleuritis,  though  it  may  be  accepted  by  the 
majority  of  physicians,  should  never  be 
used  as  such  until  a sufficient  interval  has 
elapsed  and  the  lung  has  remained  clinically 
and  radiologically  negative.  Failure  to  recog- 
nize this  has  resulted  in  40.9  per  cent 
mistaken  diagnoses. 

Fever  and  Night  Sweats:  Climatic  and 
endemic  conditions  undoubtedly  are  the 
source  of  confusion  as  regards  this  symp- 
tom complex.  With  the  high  incidence  of 
malarial  infection  in  Louisiana,  it  is  little 
wonder  that  a number  of  patients  were 
treated  previously  with  quinine,  plasmochin 
or  atabrine.  This  group  leads  all  others  in 
percentage  of  error,  73.3  per  cent  being 
neither  diagnosed  nor  suspected. 

Grippal:  The  diagnosis  was  missed  in 
forty  per  cent  of  the  group  presenting 
symptoms  ordinarily  attributed  to  an  acute 
respiratory  infection  with  or  without  physi- 
cal signs  of  a pneumonitis.  The  constant  oc- 
currence of  “flu”  epidemics  and  the  failure 
to  realize  that  bed  rest  over  a short  period 
may  render  a tuberculous  patient  asymp- 
tomatic are  the  natural  sources  of  error. 
As  in  any  of  the  aforementioned  symptom 
complexes,  suspicion  of  tuberculosis  is  of 
prime  importance. 


MONTREAL  MEDICOCHIRURGICAL  SOCIETY 


The  Montreal  Medico-Chirurgical  So- 
ciety will  hold  its  Sixth  Annual  Clinical 
Convention  October  19  to  22.  Clinical 
sessions,  demonstrations  and  exhibits  will 
take  place  on  the  following  days : 

October  19 : Children’s  Memorial  Hospital  and 
the  Montreal  Neurological  Institute. 

October  20 : Montreal  General  Hospital. 


October  21 : Royal  Victoria  Hospital,  also  the 
Annual  Banquet. 

October  22 : Royal  Victoria  Montreal  Ma- 
ternity Hospital,  also  Queen’s  vs.  McGill,  foot- 
ball. 

Further  information  can  be  obtained  from 
E.  S.  Mills,  M.D.,  Honorary  Secretary. 
Suite  206,  Medical  Arts  Bldg.,  Montreal. 


A new  medical  film  on  tuberculosis  en- 
titled “Diagnostic  Procedure  in  Tubercu- 
losis” was  recently  released  through  the  Na 
tional  Tuberculosis  Association. 

The  film,  which  runs  twenty-five  minutes, 
will  be  shown  by  local  tuberculosis  associa- 
tions throughout  the  United  States  before 


medical  and  health  groups.  It  is  the  first 
movie  of  its  kind  in  sound  produced  by  the 
National  Tuberculosis  Association.  This 
will  be  an  addition  to  the  instructive  health 
films  already  used  by  the  committee.  Last 
year  there  were  228  film  showings  with 
an  attendance  of  12,425. 


Medical  News 


Albany  County 

Dr.  Nelson  K.  Fromm,  57,  former  Presi- 
dent of  the  Albany  County  Medical  Society, 
died  at  his  home  in  Albany  after  two  years’ 
illness  on  June  22. 

Dr.  Arthur  J.  Bedell  addressed  the 
Medical  Society  of  the  County  of  Albany 
on  June  22  on  “The  Fundus  Signs  of  Con- 
stitutional Diseases,”  with  direct  color  pho- 
tographs, and  Dr.  Arthur  M.  Dickinson 
spoke  on  “Perforation  of  Carcinoma  of  the 
Stomach.” 

Cayuga  County 

At  the  regular  monthly  meeting  of 
the  Medical  Society  of  the  County  of 
Cayuga,  at  the  Auburn  City  Hospital  on 
June  16,  Dr.  John  F.  Gipner  spoke  on  “In- 
terpretation of  the  Retinal  Signs  of  Cardio- 
vascular-Renal Disease.” — Reported  by  S.  J. 
Karpenski,  M.D.,  Secretary. 

Chautauqua  County 

Dr.  Homer  M.  Wellman  was  elected 
president  of  the  Jamestown  Medical  Society 
at  the  annual  golf  meeting  and  election  of 
officers  held  at  the  Moon  Brook  Country 
Club.  The  retiring  President  is  Dr.  F.  J. 
McCulla. 

The  annual  Summer  golf  tournament  of 
the  club  members  was  held  in  the  afternoon 
with  sixteen  participating. 

The  next  meeting,  the  Fall  golf  session, 
will  be  held  on  September  29  at  Moon 
Brook. 

Greene  County 

Dr.  Alton  B.  Daley  presided  at  the  mid- 
summer meeting  of  the  Greene  County  Medi- 
cal Society  at  Haines  Falls  on  July  12. 
Forty-four  were  present  with  Dr.  Charles 
H.  Goodrich,  immediate  past-president  of 
the  State  Medical  Society,  as  guest  of  honor. 

Kings  County 

The  political  pulse  of  Greenpoint  and 
Williamsburg  is  expected  to  be  quickened 
by  a contest  between  two  doctors,  both 
claiming  that  they  advocate  the  “shot  in  the 
arm,”  prescribed  by  President  Roosevelt  for 
the  recovery  of  prosperity,  according  to  a 
local  paper. 

Response  from  the  voters  of  the  Green- 


point- ^ Williamsburg  area  to  stimulating 
appeals  which  will  be  made  in  a campaign 
soon  to  be  launched,  is  desired  by  both  Dr. 
Joseph  Pfeifer,  on  the  staff  of  St.  Catherine’s 
Hospital,  and  Dr.  Joseph  Axell,  on  the  staff 
of  the  Greenpoint  Hospital,  who  will  vie 
with  each  other  in  the  fall  primary  for  the 
Democratic  nomination  as  Representative. 

Dr.  Pfeifer,  the  present  incumbent  repre- 
senting the  local  area  in  Congress,  is  seek- 
ing re-election  while  Dr.  Axell  seeks  the 
office  now  held  by  his  adversary. 

“There  should  be  some  neat  artistry  with 
the  political  knife,  needle  and  scalpel  in  that 
campaign,”  remarks  the  Brooklyn  Eagle. 

New  York  County 

Dr.  P.  N.  Coryllos,  director  of  surgery 
at  Sea  View  Hospital,  Staten  Island,  died  on 
July  26.  He  served  as  captain  in  the  Greek 
Army  in  the  Balkan  War  of  1912-13,  was  a 
major  in  the  medical  corps  of  the  French 
Army  in  the  World  War,  and  later  was  sur- 
geon general  in  the  Greek  Army.  He  was 
formerly  president  of  the  Society  of  Thoracic 
Surgery  in  New  York.  He  was  fifty-seven. 

Dr.  Frederick  Peterson,  former  presi- 
dent of  the  New  York  Neurological  Society 
and  the  old  New  York  State  Commission 
in  Lunacy,  who  devoted  more  than  fifty  years 
to  the  study  and  treatment  of  mental  and 
nervous  diseases,  while  winning  equal  promi- 
nence as  a writer  and  art  collector,  died  on 
July  9 at  ihis  apartment-office.  He  was 
seventy-nine. 

Putnam  County 

At  the  annual  meeting  of  the  Putnam 
County  Medical  Society,  at  the  Carmel  Coun- 
try Club,  the  following  officers  for  1938-39 
were  elected: 

President,  Ralph  M.  Hall : Vice-President. 
Henry  W.  Miller;  Secretary,  John  T.  Jen- 
kin  ; T reasurer,  Alexander  Vanderburgh : 
Delegate,  Henry  W.  Miller : Alternate,  E. 
Roberts  Richie;  Censors,  Frank  C.  Genovese. 
James  N.  New,  and  Garrett  W.  Vink. 

Dr.  Camille  Kereszturi,  Pediatrician  Van- 
derbilt Clinic,  addressed  the  Society  upon  the 
subject,  “Recent  Therapeutic  Advances  in 
Pediatrics.” — Reported  bv  John  T.  Jenkin, 
M.D.,  Secretary. 

Queens  County 

The  program  of  the  Medical  Society  of 
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the  County  of  Queens  at  its  meeting  on  Sept. 
27  will  include: 

“The  Organic  Background  of  Mind/’  by 
Foster  Kennedy,  M.D.,  Physician-in-Charge 
of  Neurology  at  Bellevue;  Consulting  Physi- 
cian, Neurological  Institute. 

“Mild  Depressions  Cared  for  by  Family 
Doctor,”  by  Elizabeth  I.  Adamson,  M.D., 
Attending  Physician  at  Vanderbilt  Clinic; 
Associate  in  Psychiatry  at  Columbia  Uni- 
versity. 

The  topics  for  Friday  Afternoon  Talks  in 
the  Autumn  are  tentatively : October  7 — 
Dr.  LaRue  on  Narcotics.  October  21 — Dr. 
Pardee  on  Cardiology.  November  4 — Dr. 
Schumann  on  Obstetrics. 

Rockland  County 

The  regular  summer  meeting  of  The 
Medical  Society  of  the  County  of  Rockland 
was  held  at  the  Rockland  State  Hospital, 
Orangeburg,  on  July  13.  Approximately 
fifty  members  were  present.  Dr.  Howard 
S.  Jeck,  Attending  Urologist  at  the  Poly- 
clinic Hospital  and  Associate  Urologist  at 
Bellevue  and  New  York  Hospitals,  was  the 
principal  speaker.  Dr.  Jeck  described  the 
newer  methods  employed  in  the  diagnosis 
and  medical  treatment  of  urological  condi- 
tions, with  x-ray  films  and  lantern  slides. 

Dr.  Lawrence  Hawkes,  Resident  Physi- 
cian at  the  Rockland  State  Hospital,  closed 
the  scientific  session  with  the  following  clini- 
cal presentation : “Thrombocytopenic  Pur- 
pura” and  “A  Multiple  Echinococcic  Cyst 
as  found  in  acute  abdomen.”  The  members 
were  guests  of  Dr.  Russell  E.  Blaisdell, 
Superintendent  of  the  hospital,  at  a delight- 
ful dinner. — Reported  by  William  J.  Ryan, 
M.D.,  Secretary. 

St.  Lawrence  County 

The  annual  social  meeting  of  the  St. 
Lawrence  County  Medical  Society  was  held 
at  the  Canton  Country  Club  on  July  21. 

Seneca  County 

The  regular  semi-annual  meeting  of  the 
Seneca  County  Medical  Society  was  held  in 
Seneca  Falls,  May  19.  Twenty-three  mem- 
bers and  guests  were  present.  Dr.  Howard 
L.  Prince  gave  an  interesting  talk  on  “The 
Handling  of  Fractures  of  the  Long  Bones,” 
illustrated  with  lantern  slides.  The  discus- 
sion was  led  by  Dr.  Robert  E.  Doran.  Fol- 
lowing was  a general  discussion  in  which 
E.  M.  Wellbery,  M.D.,  F.  W.  Lester,  M.D.. 
and  E.  F.  Engel,  M.D.,  took  part. — Reported 
by  F.  W . Lester,  M.D.,  Secretary. 


Steuben  County 

The  Steuben  County  Medical  Society 
met  at  the  Veterans  Administration  Facility 
in  Bath  on  June  16  at  a luncheon  as  guests 
of  the  staff  of  Dr.  F.  W.  Ogg,  Chief  Medical 
Officer.  The  program  included  a welcoming 
address  by  Colonel  Hadley,  Commandant  of 
the  Facility,  a tour  of  the  new  600  bed 
hospital  and  the  following  scientific  pro- 
gram : 

1.  “Treatment  of  Ankylosis  of  the  Hip. 
A New  Method.”  Case  presentation.  Dr.  H. 
H.  Hopkins,  Orthopedic  Consultant. 

2.  “Use  of  Smith-Peterson  Nail.”  Case 
presentation.  Dr.  H.  H.  Hopkins,  Orthopedic 
Consultant. 

3.  “Aortic  Aneurysm.”  Case  presenta- 
tions. Dr.  Joseph  Boch. 

4.  “Interesting  Lesions  of  the  G.  U. 
Tract.”  Lantern  slide  demonstrations.  Dr. 

S.  P.  Funkhouser. 

5.  “Peripheral  Vascular  Diseases.  Dem- 
onstration of  suction-pressure  therapy.”  Dr. 
S.  N.  Eichenholtz. — Reported  by  R.  J. 
Shafer,  M.D.,  Secretary. 

Sullivan  County 

Dr.  Frederick  A.  McWilliams,  dean  of 
his  profession  in  Sullivan  County,  died  on 
July  20  at  the  age  of  eighty-six.  He  had 
practiced  medicine  sixty-five  years.  The 
local  press  filled  columns  with  interesting 
reminiscences  and  tributes  to  his  skill. 

Washington  County 

The  quarterly  meeting  of  the  Medical 
Society  of  the  County  of  Washington  was 
held  at  the  Hotel  Willard  on  Lake  George 
on  July  8.  The  doctors  and  their  wives  and 
families  enjoyed  bathing  and  handball  be- 
fore dinner  and  Dr.  Peck  entertained  with 
card  tricks  after  dinner. — Reported  by  D. 
M.  Vickers,  M.D.,  Secretary. 

Westchester  County 

Dr.  Lemuel  Caro,  forty-one-year-old  New 
Rochelle  physician  and  well-known  amateur 
flier,  was  reported  killed  on  July  22  in  the 
crash  of  a Lot  Air  Company  airliner  near 
Stulpica,  Rumania.  Widely  known  in  New 
Rochelle  as  a physician,  surgeon  and  pianist, 
in  addition  to  his  piloting  activities,  Dr. 
Caro  recently  received  a license  permitting 
him  to  take  passengers  aloft.  He  had  flown 
more  than  20,000  miles  in  nearly  every  part 
of  Europe,  in  more  than  sixty  different 
planes,  last  year  flying  to  Egypt  in  a sister 
ship  of  the  Caledonia,  British  luxury  liner 
which  spanned  the  Atlantic. 


Hospital  News 


Wider  Group  Hospitalization  Plan  Suggested 


The  “Pressure  Upon  the  city’s  hos- 
pital system  . . . has  become  almost  in- 
tolerable,” and  “seems  destined  to  grow  in 
intensity  from  year  to  year,”  declares  Com- 
missioner Goldwater  in  his  annual  report  to 
Mayor  LaGuardia,  and  the  only  way  to 
relieve  it,  in  his  opinion,  is  through  exten- 
sion of  the  voluntary  group  hospitalization 
plan. 

“I  am  personally  of  the  opinion,”  he 
wrote,  “that  if  fully  informed  and  wisely 
and  unselfishly  guided,  most  of  the  city’s 
regularly  employed  workers  will  enter 
wholeheartedly  in  such  a movement.  The 
effect  of  their  participation  would  be  to 
reduce  materially  the  number  of  so-called 
medical  indigents  and  to  establish  a better 
balance  between  the  municipal  and  non- 
municipal hospitals.” 

“Pride  and  Alarm”  in  Survey 

Citing  the  recently  completed  hospital  sur- 
vey of  New  York  as  “cause  for  pride  as 
well  as  for  alarm,”  Dr.  Goldwater  said: 

“Between  the  lines  of  the  report,  if  not 
in  the  actual  text,  one  discerns  a conviction 
that  the  corporate  City  of  New  York,  which 
bears  fully  three-quarters  of  the  present 
burden  of  organized  medical  relief,  will  in 
the  future  be  called  upon  to  carry  an  even 
greater  proportion  of  a much  heavier  total 
load.” 

As  Commissioner  of  Hospitals,  he  said,  he 
would  welcome  group  hospitalization  “be- 
cause I know  of  no  other  means  of  relieving 
the  existing  pressure  upon  the  city’s  hos- 
pital system,  a pressure  which  has  become 
almost  intolerable  and  which,  in  the  absence 
of  a new  and  prolonged  period  of  business 
prosperity,  or  a radical  change  in  the  pres- 
ent economic  system,  seems  destined  to  grow 
in  intensity  from  year  to  year.” 

As  evidence  of  the  vast  activity  in  the 
thirty  institutions  of  the  department,  Dr. 
Goldwater  said  266,682  patients  were  cared 
for  last  year.  In  addition  there  were  103,000 
in  private  hospitals  and  homes  for  the  aged 
and  infirm  whose  care  was  paid  for  in  whole 
or  in  part  by  the  city  at  a cost  of  $6,472,500. 

The  department’s  institutions  are  staffed 
by  4,406  visiting  physicians  and  surgeons 


who  gave  their  services  free,  and  by  more 
than  1,669  paid  physicians,  half  of  whom 
were  interns  in  training.  There  also  were 
7,844  nurses  and  attendants. 

More  than  43,000  major  surgical  opera- 
tions were  performed  and  16,306  babies  were 
born  in  the  hospitals.  The  department’s  309 
clinics  received  2,628,253  visits,  of  which 
282,654  were  from  patients  registering  for 
the  first  time. 

$24,331,374  Spent  in  Year 

The  department’s  total  expenditures  for 
the  year  were  $24,331,374  from  tax  levy 
and  revenue  bond  funds.  Salaries  for  20,185 
employees  cost  $15,422,398,  food  cost 
$3,849,1 16,  fuel  cost  $1,017,698,  medical  and 
surgical  supplies  $1,301,417,  blood  trans- 
fusions $171,599;  medical  and  surgical 
equipment  and  hospital  furniture,  bedding 
and  clothing,  more  than  $900,000. 

The  average  daily  per  capita  cost  for  hos- 
pitalized patients  was  $3.58,  an  increase  of 
15^  per  cent  over  1936,  and  for  out-patients 
the  average  cost  was  37  cents,  an  increase 
of  21  per  cent.  Increased  costs  were  due 
to  improved  service,  the  eight-hour  day  and 
greater  commodity  costs.  Sums  collected 
from  city  patients  make  a total  of  only 
$844,247,  an  increase  of  $232,849  over  1936. 
more  than  three  times  as  much  as  1933. 

Dr.  Goldwater  noted  that  contributions 
from  philanthropic  organizations  and  indi- 
viduals amounted  to  $623,877,  including 
$429,216  for  salaries,  chiefly  in  the  teaching 
institutions. 

The  Commissioner  disclosed  that  the  de- 
partment had  asked  the  State  to  contribute 
to  the  city  capital  funds  for  the  erection  of 
new  cancer  buildings  to  replace  or  extend 
existing  city  institutions,  for  maintenance 
funds  for  diagnostic  work  and  care  of  cancer 
patients  and  for  the  development  of  a cancer 
research  program. 

In  his  letter  to  the  Mayor,  the  Commis- 
sioner said  the  department  was  hampered  by 
“the  elaborate  system  of  administrative  con- 
trol which  is  embodied  in  the  City  Charter 
and  in  the  governmental  system  of  the 
State,  depriving  the  department  of  complete 
freedom  of  action.” 
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One  War  is  Ended — Another  Begins 


We  may  be  perfectly  certain,  as  these 
lines  are  being  read,  that  groups  of  shrewd 
men,  here  and  there  around  our  fair  land, 
are  busy  sharpening  their  wits  to  try  to  find 
loopholes  in  the  new  Food,  Drug,  and  Cos- 
metic Act  that  will  let  them  continue  to 
thimblerig,  bamboozle,  dupe,  dope  and  poison 
innocent  sufferers,  and  make  millions  out  of 
it.  Are  these  gentry  going  to  reform  and 
turn  into  plaster  saints  just  because  Congress 
has  passed  a law?  Not  unless  human  nature 
has  had  a total  transmogrification. 

True,  the  war  for  a new  law  has  ended 
in  victory  after  a five-year  fight,  but  it  only 
means  that  another  war  now  starts,  to  hold 
the  gains.  Our  great  War  to  End  War 
turned  out  to  have  within  itself  the  vicious 
seeds  of  more  wars,  and  the  law  to  end  drug 
frauds  really  merely  provides  new  and 
stronger  weapons  for  the  eternal  conflict 
with  the  scalawags  that  we  all  know  will 
never  end  till  the  trumpet  call  of  doomsday. 
When  that  trumpet  sounds,  it  will  interrupt 
some  medicine-faker  blowing  his  own  little 
horn  for  his  pet  pain-killer.  What  his  fate 
will  be  later,  when  the  various  rewards  and 
punishments  are  passed  out,  may  be  left  to 
the  imagination. 

Congress  Was  in  No  Hurry 

What  a comment  it  is  on  our  boasted 
civilization  that  it  should  take  five  long  years 
to  hammer  through  Congress  a law  to  mend 
the  flagrant  leaks  in  the  old  Food  and  Drug 
Act  passed  thirty-two  years  ago.  We  seem 
strangely  blind  in  some  ways.  Cheat  a 
man  out  of  his  money  and  you  see  the  inside 
of  the  lock-up  soon  enough,  but  cheat  him 
out  of  his  health  and  you  may  make  a for- 
tune. Cripple  a man  with  an  axe,  and  you 
go  to  the  penitentiary,  but  poison  his  vital 
organs  with  a vile  nostrum  and  it  takes  our 
wise  lawmakers  five  years  to  see  anything 
especially  heinous  about  it. 

However,  they  finally  saw  their  duty  and 
did  it,  and  they  deserve  a good  word,  or  a 
medal,  or  a pat  on  the  back,  or  flowers,  or 
whatever  is  appropriate.  Buckle,  in  his  fa- 
mous “History  of  Civilization,”  said  that 
every  great  reform  was  always  resisted  tooth 


and  nail  by  Parliament  until  it  was  forced 
through  by  popular  demand  over  all  oppo- 
sition, and  then  the  lawmaking  body  took 
all  the  credit,  and  was  known  as  the  “great 
reform  Parliament.”  We  seem  to  have  here 
a rather  similar  case.  What  there  is  no 
doubt  at  all  about,  however,  is  the  high 
credit  that  should  go  to  our  own  Senator 
Royal  S.  Copeland,  who  was  the  father  of 
the  new  measure,  and  led  the  long  fight 
for  it,  and  whose  life  work  ended  almost 
at  the  same  time  that  it  was  enacted  into 
law — a fitting  monument  to  his  labors. 

Laws  Go  Swiftly  Out  of  Date 

Nothing  stands  still  in  this  whirling  world 
of  ours.  A law  passed  today  does  not  fit  the 
ways  and  manners  of  tomorrow.  Good  Dr. 
Wiley,  in  1906,  could  not  foresee  the  tre- 
mendous changes  in  American  life  that  were 
just  over  the  horizon,  and  could  not  frame 
his  Food  and  Drug  Act  to  fit  them.  In  a 
few  brief  years  the  preparation  of  food  was 
largely  removed  from  the  kitchen  to  the 
factory,  and  the  manufacture  of  much  of  the 
medicine  was  transferred  from  the  phar- 
macy to  the  great  laboratories  of  the  phar- 
maceutical chemists.  Women  were  set  free 
from  household  drudgery,  and  sallied  forth 
in  glistening  motor  cars  to  dine  and  dance 
at  roadside  inns  and  to  spend  chatty  after- 
noons at  the  bridge  table  discussing  their 
operations  and  their  various  organic  eccen- 
tricities. 

Quite  naturally,  they  gave  more  thought 
to  their  personal  appearance,  and,  almost 
overnight,  the  vast,  new  cosmetic  industry 
sprang  into  being.  Dr.  Wiley  could  not 
foreknow  that,  and  his  law  made  no  pro- 
vision for  it.  He  could  not  anticipate  eye- 
lash dyes  that  would  cause  blindness,  or 
so-called  “slenderizers”  that  would  cause 
death.  He  could  not  foretell  the  shocking 
tragedy  of  last  fall,  when  an  untried  and 
untested  “elixir  of  sulfanilamide”  was  put 
on  the  market  and  took  a hundred  lives  be- 
fore the  consignments  could  be  tracked  down 
and  seized.  He  could  not  sense  the  blatant 
and  disgusting  advertising  of  laxative  and 
other  nostrums  over  the  radio  that  invades 
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every  home  and  causes  untold  ill-health  by 
urging-  ignorant  self-medication. 

Old  Mistakes  Are  Now  Corrected 

By  some  slip,  too,  Dr.  Wiley’s  law  barred 
false  claims  only  on  the  label  of  the  medi- 
cine-bottle or  box,  and  failed  to  deal  with 
misrepresentations  in  advertising,  so  that 
gullible  victims  could  still  be  misled  via  the 
newspaper  and  the  radio.  This  oversight 
is  corrected  in  the  Wheeler-Lea  Act,  ap- 
proved on  March  21  by  the  President,  which 
puts  unfair  and  deceptive  acts  and  practices 
in  the  exploitation  and  sale  of  foods,  drugs, 
diagnostic  and  therapeutic  devices  and  cos- 
metics in  interstate  and  foreign  commerce 
under  the  jurisdiction  of  the  Federal  Trade 
Commission.  It  will  no  longer  be  possible 
to  advertise  an  extract  of  a common  weed 
as  a cure  for  diabetes,  or  to  advertise  “elec- 
tric belts”  to  bring  the  vigor  of  Hercules  to 
the  wan  and  debilitated. 

Neither  does  the  new  Food  and  Drug 
Law  contain  the  fraud  joker  that  somehow 
slipped  into  the  old  law  by  which  the  Gov- 
ernment had  to  prove  that  false  claims  of 
curative  effect  on  the  labels  of  patent  medi- 
cines were  made  with  wilful  intent  to  de- 
ceive. Many  a time  a smart  nostrum  maker 
has  walked  out  of  the  court  room  with  a 
sardonic  smile  of  triumph  at  the  baffled  prose- 
cuting attorney  who  could  not  prove  wilful 
deception.  Every  patent-medicine  mixer  has 
hundreds  of  “testimonials”  from  gullible  vic- 
tims who  aver  miraculous  cures,  and  when 
he  parades  them  before  an  ordinary  jury 
they  acquit  him  at  once  of  any  intent  to 
deceive.  This  old  dodge  will  work  no  longer. 
He  must  prove  that  his  “cure”  cures,  or  take 
his  punishment. 

Penalties  Made  the  Victims  Laugh 

Punishments  also  sometimes  used  to  be 
enough  to  make  the  victim  laugh.  Over  and 
over  again,  in  the  government  reports  of 
seizures  under  the  old  Food  and  Drug  Law, 
the  item  would  end  by  saying  that  the  de- 
fendant failed  to  appear  and  the  consign- 
ment was  confiscated.  What  a punishment ! 
Too  bad!  Now  the  hand  of  the  law  is  to 
be  heavier.  Under  the  old  law  the  maximum 
fine  for  the  first  offense  was  $200,  a mere 


flea-bite  for  these  pirates.  Under  the  new 
act  a first  offense  may  now  carry  a fine  of 
$1,000,  or  one  year  in  prison,  or  both. 
For  later  offenses  the  old  law  gave  a maxi- 
mum of  $300  fine  or  one  year  in  prison,  or 
both ; whereas  the  new  law  gives  a maximum 
of  $10,000  fine  or  three  years  in  prison,  or 
both.  Even  for  first  offenses,  where  the 
court  finds  fraud  or  deliberate  intent  to 
violate  the  act  the  maximum  penalties  now 
are  $10,000  fine,  or  three  years  in  prison, 
or  both. 

The  Vigilantes  Are  on  Guard 

Maybe  these  buccaneers  will  be  sufficiently 
frightened  by  the  teeth  in  the  new  law  to 
turn  their  delicate  attention  to  some  other 
kind  of  knavery.  The  statistical  sharps  say 
that  the  losses  due  to  crime,  fraud  and  dis- 
honesty of  every  sort  run  to  something  like 
$13,000,000,000  a year  in  our  land  of  liberty, 
so  the  nostrum  fakers  certainly  have  plenty 
or  room  in  other  directions  for  their  pecu- 
liar talents. 

And  a large  army  is  now  on  guard  to 
support  the  new  legislation.  In  the  closing 
days  of  Congress  it  was  found  that  the  bill 
had  a provision  that  would  empower  any 
district  court  to  Fait  enforcement  by  in- 
junction. and  no  less  than  fourteen  national 
organizations  at  once  jumped  into  the  fray 
and  demanded  that  it  be  modified.  It  was 
done.  A scrutiny  of  the  list  reveals  that  all, 
or  nearly  all,  of  the  fourteen  are  women’s 
organizations,  and  we  may  be  certain  that 
these  wives,  mothers,  daughters,  will  not 
relax  their  vigilance  over  the  workings  of 
this  measure  so  vital  to  the  health  of  their 
families. 

It  might  not  be  a bad  idea  for  every 
member  of  the  medical  profession  to  secure 
a copy  of  the  new  Food  and  Drug  Act  and 
become  a volunteer  in  this  national  posse 
of  vigilantes.  Every  physician  has  patients 
who  have  been  harmed  by  self-dosing  with 
noxious  patent  compounds.  Now  we  have 
a law  that  will  get  after  the  nostrum  vendors 
like  the  saint  who  chased  the  snakes  out 
of  the  world’s  greenest  isle.  Here  is  the 
opportunity  of  all  opportunities  to  clean  up 
a situation  that  has  been  a curse  to  the 
health  of  America. 

Let’s  go ! 


Customer — “You  made  a mistake  in  that  Druggist — “You  don’t  say!  Then  you 

prescription  I gave  my  mother-in-law.  In-  owe  me  twenty  cents  more.” — Jour.  Mich. 
stead  of  quinine  you  used  strychnine.”  State  Med.  Soc. 
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Mentality  and  Homosexuality.  By  Sam- 
uel Kahn,  B.S.  Octavo  of  249  pages,  Bos- 
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The  recent  furore  in  the  newspapers  in 
regard  to  antisocial  conduct  by  perverts 
makes  this  book  a timely  one.  The  author 
is  well  qualified  to  deal  with  this  subject 
because  of  his  past  contacts  with  a large 
group  of  homosexuals  who  were  incarcer- 
ated in  a special  division  of  the  N.  Y. 
Penitentiary  for  men  and  the  Women’s 
Workhouse  and  Correction  Hospital  for 
women.  Homosexuality  should  be  of  in- 
terest to  lawyers,  criminologists,  educators 
and  doctors.  They  will  find  a great  deal 
of  interest  in  the  book.  Some  of  the  facts 
brought  out  by  the  author  have  been  known 
to  the  medical  men,  but  he  has  crystallized 
many  loose  strands  to  formulate  concepts 
which  will  be  of  value  to  those  who  deal 
with  homosexuals. 

It  is  quite  possible  that  the  author’s  con- 
clusions may  not  hold  true  entirely  for 
homosexuals  of  a higher  social  strata, 
especially  when  we  are  told  that  so  many 
of  the  homosexuals  examined  by  the  author 
were  also  drug  addicts.  However,  one  is 
heartily  in  agreement  with  him  when  he 


emphasizes  the  fact  that  the  vast  ma- 
jority of  homosexuals  have  no  desire  to 
be  treated  medically.  It  is  interesting  to 
note  that  the  most  frequent  occupations  of 
the  male  homosexuals  confined  in  the 
penitentiary  are  cooks,  hospital  orderlies, 
waiters,  hotel  bell-boys,  and  elevator  opera- 
tors. One  who  comes  in  contact  with  in- 
dividuals in  these  occupations  has  often 
wondered  about  the  behavior  of  these  in- 
dividuals, even  before  Dr.  Kahn  has  drawn 
attention  to  the  frequency  of  the  homo- 
sexuals amongst  them.  The  case  histories, 
legal  interpretation  of  perversions  and 
terms  used  by  homosexuals  has  enhanced 
the  value  of  the  book. 

Joseph  L.  Abramson 

Dextrose  Therapy  in  Everyday  Practice. 

A Survey  of  the  Literature,  1900-1936  on  the 
Experimental  and  Clinical  Studies  Applicable 
to  Medicine  and  Surgery.  By  E.  Martin. 
Sc.D.  Octavo  of  451  pages,  illustrated.  New 
York,  Paul  B.  Hoeber,  Inc.,  1937.  Cloth. 
$3.00. 

The  literature  on  dextrose  in  biochemis- 
try, physiology  and  medicine  is  so  enorm- 
ous, that  a complete  monograph  which  sum- 
marizes and  integrates  all  this  material  is 
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certainly  welcome.  In  this  review  the 
author  has  compiled  practically  every  im- 
portant contribution  in  the  past  35  years 
relating  to  dextrose.  Early  chapters  are 
devoted  to  the  chemical  nature  and  physi- 
ological action  of  dextrose.  Wherever  con- 
tradictory experimental  reports  are  pre- 
sented, the  author  cites  them,  but  refuses  to 
take  sides. 

Beginning  with  the  third  chapter  he 
enters  into  a detailed  discussion  of  tne 
use  of  dextrose  in  various  diseased  states. 
A large  chapter  is  devoted  to  alimentary 
disturbances  and  includes  the  diarrheas, 
intestinal  intoxication  with  dehydration,  and 
acute  and  chronic  liver  damage.  The 
author  discusses  the  rational  basis  for 
dextrose  therapy  in  liver  disease,  and  pre- 
sents the  dispute  regarding  the  indication 
for  giving  insulin  in  conjunction  with  dex- 
trose. Other  chapters  are  concerned  with 
the  use  of  dextrose  in  metabolic  diseases, 
especially  diabetes,  its  employment  in  al- 
lergic diseases,  infections,  cardiac  disor- 
ders, pregnancy  and  in  surgery.  There 
is  a small  section  on  the  use  of  50% 
dextrose  as  a sclerosing  reagent  in  the 
treatment  of  varicose  veins.  The  closing 
chapter  is  devoted  to  methods  of  adminis- 
tration. Besides  presenting  the  various 
enteral  and  parenteral  methods,  he  also 
discusses  absorption  rates  and  therapeutic 
indications.  A number  of  unnecessary 

drawings  are  included  which  depict  the 
methods  for  administering  the  rectal  drip, 
venoclysis  and  hypodermoclysis. 

On  the  whole,  it  is  a valuable  bock,  for 
nothing  of  importance  seems  to  have  been 
omitted  on  the  subject  of  dextrose  in 
medicine. 

William  S.  Collens 

The  Collapse  Therapy  of  Pulmonary  Tu- 
berculosis. By  John  Alexander,  M.D.  Quarto 
of  705  pages,  illustrated.  Springfield,  Charles 
C.  Thomas,  1937.  Cloth,  $15.00. 

Among  the  many  books  published  on  dis- 
ease one  occasionally  arrives  that  is  so 
conspicuous  in  its  merits  as  to  tower  above 
all  others.  Such  a book  is  this  of  Dr. 
Alexander’s.  Without  question,  it  is  the 
most  complete,  thorough-going,  and  exhaus- 
tive presentation  of  up-to-the-minute  knowl- 
edge on  the  subject  that  has  been  given 
to  us.  It  is  truly  encyclopaedic  in  its  in- 
formation ; — encompassing  within  its  pages 
everything  of  possible  interest  from  the 


historic  to  the  latest  factual  contribution  on 
the  subject  of  collapse  therapy.  The  fact 
that  in  its  bibliography  are  included  some 
1432  references  from  current  literature  and 
books  may  serve  as  an  index  as  to  its 
far  reaching  completeness  and  authority. 

Every  phase  of  collapse  therapy  trom 
pneumothorax  to  the  more  elaborate  opera- 
tion of  thoracoplasty  and  its  many  varia- 
tions are  included  in  the  text.  It  is  all 
written  with  perfect  lucidity,  aided  by 
numerous  illustrations,  diagrams,  and  X-ray 
reproductions  which  serve  still  further  to 
clarify  and  simplify  the  exposition  of  each 
subject  treated.  The  actual  make-up  of 
the  book  itself  is  a masterpiece  in  the  art 
of  bookmaking.  Truly  this  is  one  book 
that  no  student  or  practitioner  of  tuber- 
culosis can  afford  to  be  without,  even 
though  it  be  on  a subject  and  in  an  age 
of  constant  shifting  values  and  objectives. 

Foster  Murray 

The  Roentgenologist  in  Court.  By  Sam- 
uel W.  Donaldson,  M.D.  Octavo  of  230  pages. 
Springfield,  Charles  C.  Thomas,  1937.  Cloth, 
$4.00. 

Most  physicians,  in  the  practice  of  their 
art,  give  scant  consideration  to  the  many 
pitfalls  before  them.  This  book  awakens 
one  to  the  legal  liabilities  to  which  the 
physician  may  fall  heir,  discusses  contract 
relationship,  stresses  the  increased  number 
of  malpractice  suits,  and  copiously  quotes 
the  decisions  of  the  higher  courts  through- 
out the  nation.  Since  the  Roentgenologist 
is  often  called  to  testify,  it  behooves  him 
to  acquaint  himself  with  the  law  and  to 
study  his  behavior  in  court.  The  author 
tabulates  twelve  suggestions  for  the  ‘ordeal’ 
of  testifying,  which  if  followed,  will  prove 
most  helpful. 

A chapter  is  devoted  to  the  ownership  of 
films.  This  moot  question,  which  often 
arises  in  private  and  compensation  cases, 
appears  to  have  been  quite  definitely  settled. 
They  remain  the  property  of  the  Roentgenol- 
ogist, as  the  microscopic  slide  of  the 
pathologist,  or  the  temperature  chart  of  the 
physician. 

This  book  might  well  be  read  by  the  gen- 
eral practitioner  in  order  to  acquaint  him 
with  his  legal  responsibilities  to  society, 
and  more  especially  by  the  radiologist  who 
so  often  holds  the  pivotal  point  of  knowl- 
edge for  the  jury. 

Milton  G.  Wasch 
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THE  MORTALITY  OF  ACUTE  APPENDICITIS 

An  Analysis  of  186  Surgical  and  69  Nonsurgical  Deaths 
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The  recent  literature  of  acute  appendici- 
tis is  full  of  contradictions.  It  is  the  custom 
of  many  to  say  with  a positiveness  ap- 
proaching complacency  that  the  problem 
of  acute  appendicitis  was  solved  in  1886 
when  Reginald  Fitz  of  the  Harvard  Med- 
ical School  identified  the  appendix  as  the 
site  of  the  pathology  in  most  diseases  of 
the  right  iliac  fossa  and  stated  unequivo- 
cally that  prompt  operation  was  the  only 
logical  treatment  for  the  condition.  One 
of  the  most  eminent  surgeons  in  the  coun- 
try said  last  year  at  a meeting  of  one  of 
the  most  distinguished  surgical  societies 
that  “the  tragic  specter  of  septic  appendic- 
ular peritonitis  is  fast  retreating  into  the 
shadows  of  a grim  past,  to  be  replaced 
by  the  smiling  faces  of  countless  conva- 
lescent aseptic  appendectomized  patients.” 
That  is  a comforting  picture  if  it  is  true, 
but  is  it? 

It  was  in  1915,  less  than  thirty 
years  after  Fitz’s  epochal  work,  that  the 
outspoken  John  B.  Murphy  called  atten- 
tion to  the  fact  that  the  combined  statis- 
tics of  United  States  hospitals  still  showed, 
according  to  the  Year  Book  of  Surgery, 
that  the  mortality  of  acute  appendicitis 
was  something  over  ten  per  cent,  and 
proclaimed  with  the  bluntness  which  was 
his  wholesome  custom : 

There  is  no  palliative  excuse  for  a mor- 
tality of  10  per  cent  in  appendicitis  . . . 
Is  it  time  to  stop  talking  about  appendicitis? 
No!  It  is  time  to  begin  talking  about  ap- 


pendicitis, and  talking  most  emphatically  and 
seriously  about  it. 

Well,  we  are  still  talking  about  it,  and 
there  are  those  of  us  who  believe  that 
it  would  be  well  if  we  could  recapture 
some  of  the  vigor  with  which  Murphy 
talked  about  it.  Today,  just  as  in  his  day, 
many  competent  surgeons,  many  well- 
managed  hospitals,  show  a very  small 
mortality  for  appendicitis,  negligible  for 
the  simple  acute  disease,  relatively  low 
even  for  advanced  disease.  But  that  is 
not  generally  true.  The  mortality  of 
acute  appendicitis  in  1936,  according  to 
Frederick  L.  Hoffman’s  recently  released 
report,  is  the  lowest  since  1918,  in  which 
year  it  was  thirteen  per  100,000.  In  1936 
it  was  14.2  per  100,000,  but  in  the  interim 
between  1918  and  1936  it  had  reached  the 
figure  of  eighteen  per  100,000,  in  1929 
and  again  in  1930.  The  low  figures  for 
1918  are  sometimes  explained  as  due  to 
the  absence  of  so  many  men  from  civil 
life  during  the  War,  but  in  1910,  when 
there  was  no  such  explanation,  the  rate 
was  13.3  per  100,000.  Why  should  the 
1936  mortality  rate  be  higher  than  the 
rate  twenty-six  years  earlier? 

For  the  last  seven  years  we  have  been 
studying  the  surgical  cases  of  acute  ap- 
pendicitis in  the  New  Orleans  Charity 
Hospital,  and  year  in  and  year  out  the 
story  is  the  same — an  average  mortality 
of  about  5.5  per  cent.  The  facile  state- 
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ment  that  that  fixed  mortality  is  due  to  the 
type  of  patient  handled  in  a public  insti- 
tution is  no  explanation  at  all.  The  sta- 
tistics (surgical)  for  eight  public  and 
private  hospitals  in  New  Orleans  which 
were  collected  by  the  Longer  Life  Week 
Committee  of  the  Orleans  Parish  Medical 
Society  in  1936  show  a mortality  for  the 
two  preceding  years  of  fifty-eight  per 
thousand.  Since  the  figures  for  Charity 
Hospital  alone  are  lower,  fifty-five  per 
thousand,  the  charge  that  its  statistics  are 
overweighted  is  promptly  disposed  of. 
The  sad  truth  is  that  when  this  particular 
disease  is  in  question,  variations  in  social 
status,  financial  comfort,  native  intelli- 
gence and  acquired  knowledge  seem  to 
lose  many  of  their  usual  implications. 
Every  physician  knows  that  he  is  quite  as 
likely  to  encounter  procrastination  and 
purgation,  the  two  factors  which  chiefly 
maintain  the  death  rate  in  acute  appendi- 
citis, in  the  upper  social  strata  as  in  the 
lower. 

During  the  seven-year  period  ending 
April  1,  1937,  during  which  we  were 
studying  acute  appendicitis  in  the  New 
Orleans  Charity  Hospital,  there  were  186 
surgical  and  sixty-nine  nonsurgical  deaths 
from  this  disease,  a total  of  255  deaths  in 
seven  years,  an  average  of  more  than 
thirty-six  per  year.  We  propose  to  an- 
alyze those  deaths  from  the  standpoint  of 
what  they  reveal  in  themselves,  and  for 
the  most  part  without  reference  to  the 
background  of  our  more  extensive  analy- 
ses of  all  the  cases  of  acute  appendicitis 
handled  at  Charity  Hospital  during  the 
period  referred  to.  They  carry,  we  be- 
lieve, lessons  which  cannot  and  should  not 
be  ignored. 

To  persons  familiar  with  the  conditions 
which  prevail  at  Charity  Hospital,  the  ra- 
cial distribution  is  significant.  White  pa- 
tients make  up  the  major  portion  of  both 
groups,  forty  of  the  sixty-nine  nonsurgi- 
cal deaths  (58%),  114  of  the  186  surgi- 
cal deaths  (61%),  or  154  of  the  total  of 
255  deaths  (60%).  But  the  mere  state- 
ment of  such  proportions  does  not  cover 
the  situation.  It  must  be  remembered 
that  although  the  negro  and  white  admis- 
sions to  Charity  Hospital  are  ap- 
proximately equal,  the  negro  admissions 
for  acute  appendicitis  average  twenty-five 
to  thirty  against  seventy  to  seventy-five 
white  admissions.  In  other  words,  the 


negro  furnishes  little  more  than  a quarter 
of  the  incidence  of  acute  appendicitis,  but 
considerably  more  than  a third  of  the 
mortality. 

The  explanation  that  the  negro  delays 
seeking  medical  consultation  and  aggra- 
vates his  disease  by  purgation  holds  for 
the  white  race,  too.  The  preponderance 
of  white  deaths  in  the  nonsurgical  group, 
in  which  a high  proportion  of  moribund 
patients  is  included,  suggests,  if  conclu- 
sions can  be  drawn  from  such  super- 
ficial facts,  that  the  negro,  if  anything, 
tends  to  seek  aid  rather  more  promptly 
than  the  white  patient.  Be  that  as  it 
may,  physicians  and  surgeons  who  deal 
with  Southern  negroes  have  long  realized 
that  acute  appendicitis  is  a more  serious 
disease  in  the  black  than  in  the  white  race, 
perhaps  because  the  native  immunity  to 
it  has  been  lost.  Not  all  of  them,  how- 
ever, have  followed  that  fact  to  its  logical 
conclusion,  that  there  is  even  less  excuse 
in  this  disease  for  delaying  surgery  in  the 
negro  than  in  the  white  patient. 

We  shall  not  discuss  the  matter  of  mor- 
tality according  to  sex,  chiefly  for  the 
reason  that  no  adequate  explanation  exists 
for  the  usually  higher  male  incidence  and 
mortality.  The  discrepancies  in  incidence 
and  mortality  at  the  various  periods  of 
life,  however,  cannot  be  passed  over  in 
silence.  In  the  surgical  group  there  were 
fifty-two  deaths  in  children  under  thirteen 
years  of  age  and  forty-seven  in  the  group 
above  thirty-nine  years  of  age,  against 
eighty-seven  in  the  middle  years.  In  the 
nonsurgical  group  there  were  twenty-one 
deaths  in  children  under  twelve  years  of 
age  and  seventeen  in  the  group  above 
thirty-nine  years  of  age,  against  thirty- 
one  in  the  middle  years.  In  other  words, 
in  the  surgical  group  fifty-three  per  cent 
of  the  deaths  occurred  at  the  extremes  of 
life,  and  in  the  nonsurgical  group  fifty- 
five  per  cent  occurred  during  these 
periods. 

Again  it  is  necessary  to  go  behind  these 
figures  to  appreciate  their  significance. 
Our  own  studies,  which  are  approxi- 
mately corroborated  by  similar  analyses, 
show  that  the  incidence  of  acute  appendi- 
citis in  children  under  twelve  years  of 
age  is  not  quite  twenty  per  cent  of  the 
total  incidence,  while  the  incidence  in 
adults  over  thirty-nine  years  of  age  is 
less  than  ten  per  cent  of  the  total  inci- 
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dence.  We  have,  therefore,  the  extraor- 
dinary circumstance  that  the  periods  of 
life  which  furnish  less  than  a third  of 
the  total  incidence  furnish  well  over  half 
of  the  total  mortality.  The  conclusion  is 
inescapable  that  appendicitis  is  for  some 
reason  a more  sinister  disease  at  the  ex- 
tremes of  life  than  it  is  in  the  middle 
years  and  that  delay  during  those  age 
periods  is  even  less  excusable  than  it  is 
at  any  other  time.  The  problem  of  the 
negro  may  perhaps  be  a local  problem,  but 
surely  the  problem  of  age  in  acute  ap- 
pendicitis is  a general  one,  and  it  is  dis- 
turbing to  find  so  little  attention  paid  to 
it  in  most  of  the  studies  which  have  come 
to  our  attention.  We  feel  very  strongly 
that  a more  general  realization  of  its  im- 
portance would  go  far  to  lower  the  death 
rate  in  the  age  groups  which  furnish  so 
large  a proportion  of  the  fatal  cases. 

The  combined  figures  for  the  surgical 
and  nonsurgical  groups  show  that  only 
twenty-eight  of  these  patients  had  been  ill 
for  twenty-four  hours  or  less,  and  only 
fifty-three  others  had  been  ill  for  forty- 
eight  hours  or  less ; two-thirds  of  the 
patients  had  been  ill  for  longer  periods 
of  time.  It  seems  almost  unnecessary  to 
comment  on  these  figures.  Some  individ- 
uals by  the  Grace  of  God  may  exhibit  less 
serious  pathologic  changes  at  the  end  of  a 
week  than  others  exhibit  at  the  end  of  a 
day.  Many  times,  perhaps  most  times, 
pathologic  changes  are  in  process  before 
there  is  any  clinical- manifestation  of  their 
occurrence.  But  even  granting  these 
things,  the  fact  remains  that  in  the  vast 
majority  of  all  cases,  the  mortality  of  a 
disease  rises  as  the  duration  advances. 
That  is  peculiarly  true  of  acute  appendi- 
citis. The  physician  who  stops  to  think 
knows  that  quite  well.  The  trouble  is 
that  he  does  not  always  stop  to  think. 
That  is  clearly  proven  by  certain  other 
facts.  In  this  group  of  deaths,  in  seven- 
teen of  the  surgical  and  in  seven  of  the 
nonsurgical  cases  in  which  definite  state- 
ments were  made  on  this  point,  the 
patients  were  treated  by  physicians  at 
whose  doors  must  be  laid  the  . responsibil- 
ity of  the  fatal  delay.  In  a few  cases 
the  diagnosis  does  not  seem  to  have  been 
even  suspected ; in  most  cases  it  was 
either  suspected  or  actually  made,  and 
still  delay  was  practiced.  Those  twenty- 
four  cases,  furthermore,  are  exclusive  of 


the  cases  we  shall  discuss  shortly,  in 
which  further  delay  was  practiced  for 
one  reason  or  another  after  the  patient 
had  been  admitted  to  the  hospital. 

Associated  with  delay  is  another  factor 
which  is  equally  important.  If  we  had 
the  whole  truth,  which  we  have  not,  the 
figures  would  undoubtedly  be  higher,  but 
as  it  is  they  are  damning  enough.  Using 
only  the  histories  in  which  definite  state- 
ments were  made  on  this  point,  we  find 
that  ninety  of  the  186  surgical  patients 
(48%)  took  purgatives,  and  forty-two  of 
them  repeated  them.  Thirty-six  of  the 
nonsurgical  patients  (52%)  took  purga- 
tives, and  twenty-two  of  them  repeated 
them.  That  is  damning  enough,  as  we 
say,  but  there  is  worse  to  follow.  Seventeen 
of  those  purgatives  were  administered  by 
physicians ! Delay  in  the  management  of 
acute  appendicitis  is  a crime,  but  the 
addition  of  purgation  to  delay,  as  Hag- 
gard said  in  another  connection,  simply 
“compounds  the  felony.”  Ignorance  is 
no  excuse.  Appendicitis  is  a disease  in 
which  the  manifestations  may  be  protean 
and  entirely  unsuggestive  of  the  actual 
condition.  No  blame  can  be  attached  to 
the  physician  who  does  not  always  make 
the  diagnosis.  But  surely  he  is  deserving 
of  the  severest  censure  when  he  advises 
purgation  for  abdominal  pain  of  whose 
origin  he  is  not  perfectly  sure.  That  was 
the  situation  in  most  of  these  cases,  and 
it  is  a sad  commentary  upon  the  part 
played  by  the  medical  profession  in  the, 
high  death  rate  of  acute  appendicitis. 

In  the  surgical  group  appendectomy 
alone  was  done  in  thirty  cases,  and  per- 
haps a more  radical  procedure  might  have 
saved  some  lives.  Appendectomy  with 
drainage  was  done  in  twenty-nine  other 
cases,  and  with  enterostomy  in  eighty- 
eight  ; enterostomy  was  also  done  in  three 
of  the  twenty-six  operations  for  appendi- 
ceal abscess  in  which  the  appendix  was 
not  removed.  The  remaining  thirteen 
cases  included  various  miscellaneous  pro- 
cedures. About  the  operation  of  cecos- 
tomy,  which  is  frankly  abused  and  is  per- 
formed unnecessarily  in  many  cases,  at 
least  two  things  should  be  said. 

1.  It  has  undoubtedly  saved  many  lives, 
though  rarely,  as  we  have  pointed  out  else- 
where, unless  it  is  done  as  a prophylactic, 
auxiliary  procedure  at  the  time  of  the  origi- 
nal operation.  It  is  of  very  much  less  value 


1208 


URBAN  MAES  AND  ELIZABETH  M.  McFET RIDGE  [N.  Y.  State  J.  m. 


when  it  is  done  later;  then  it  is  usually  a 
procedure  of  desperation. 

2.  The  high  mortality  associated  with  it 
is  no  criterion  of  its  worth  but  should  be 
charged  against  the  type  of  pathology,  usu- 
ally produced  by  delay  and  purgation,  which 
gives  rise  to  the  necessity  for  its  perform- 
ance. 

In  this  connection,  the  figures  collected 
by  the  1936  Longer  Life  Week  Com- 
mittee of  the  Orleans  Parish  Medical  So- 
ciety are  significant.  When  only  simple 
appendectomy  was  done,  they  report,  one 
person  in  every  sixty-nine  died,  but  when 
more  complicated  procedures  were  neces- 
sary, one  in  every  six  died.  To  look  at 
it  another  way,  when  the  disease  was 
simple  enough  to  permit  only  removal  of 
the  appendix,  fourteen  persons  in  every 
thousand  died,  against  166  per  thousand 
when  the  stage  of  the  disease  necessitated 
a more  complicated  operation. 

The  question  of  surgical  treatment 
naturally  introduces  the  question  of  ex- 
pectant treatment,  perhaps  the  most  dis- 
puted point  in  the  whole  problem  of  acute 
appendicitis.  Opinions  differ  widely  as 
to  the  indications  for  its  employment,  as 
well  as  its  value.  In  one  of  the  last 
medical  meetings  presided  over  by  the 
late  Lord  Moynihan,  who  had  occupied 
himself  vigorously  and  helpfully  with  the 
question  of  acute  appendicitis  during  his 
whole  surgical  life,  the  matter  of  imme- 
diate versus  delayed  surgery  in  acute  ap- 
pendicitis was  debated,  and  the  final  result 
was  a vote  of  fifty-four  to  forty-nine  in 
favor  of  immediate  operation  in  all  cases. 
Rational  therapeutics  implies  the  individ- 
ualization of  every  case  treated,  and  one 
may  question  the  worth  of  such  a vote. 
On  the  other  hand,  if  acute  appendicitis 
is  to  be  treated  by  rule  of  thumb,  it  is 
undoubtedly  true  that  fewer  lives  will  be 
lost  by  the  general  application  of  prompt 
surgery  in  every  case  than  by  the  reverse 
of  the  plan. 

The  literature  shows  equally  brilliant 
results  reported  by  the  proponents  of  both 
plans.  Herrick,  for  instance,  recently  re- 
ported 217  cases  of  acute  appendicitis 
with  generalized  peritonitis  in  which  oper- 
ation without  any  delay  in  every  case  pro- 
duced a mortality  of  1.84  per  cent,  which 
is  to  be  compared  with  Guerry’s  classic 
mortality  of  1.43  per  cent  for  139  simi- 
lar cases  treated  expectantly.  It  often 


takes  more  courage,  Bancroft  says,  to  re- 
frain from  operation  than  to  operate, 
which  may  or  may  not  be  true.  We  have 
an  unworthy  suspicion  that  at  least  occa- 
sionally the  surgeon  refrains  from  oper- 
ating for  the  benefit  of  his  surgical 
mortality. 

In  the  group  of  deaths  we  are  study- 
ing, conclusions  are  rather  difficult  to  ar- 
rive at.  In  twenty-five  of  the  186  surgi- 
cal cases  there  was  a more  or  less  lengthy 
period  of  delay  after  admission  and  be- 
fore operation.  In  some  cases  that  delay 
was  a part  of  deliberately  planned  con- 
servative treatment,  while  the  surgeon 
waited  for  the  localization  he  hoped  would 
occur.  In  other  cases  the  delay  was  acci- 
dental, as  it  were;  the  condition  was  not 
immediately  recognized  as  acute  appendi- 
citis, though  the  surgeon  was  not  neces- 
sarily to  blame  for  the  error;  it  would 
take  more  than  second  sight  to  have  diag- 
nosed some  of  the  cases  in  question.  In 
a small  number  of  cases  there  seem  to 
have  been  no  settled  convictions  of  any 
kind;  surgery  was  simply  not  done  and 
the  patient  was  left  to  his  own  resources. 

In  the  ncnsurgical  group  of  sixtv-nine 
cases,  twenty-eight  can  be  eliminated  at 
once.  Mortifying  as  it  is  to  relate  in 
this  advanced  surgical  day,  all  of  those 
patients  were  admitted  moribund  and  died 
within  two  to  thirty-six  hours.  There 
was  nothing  to  do  but  let  them  die.  In 
seventeen  of  these  cases,  as  well  as  in 
eleven  others,  the  diagnosis  was  either 
incorrect  or  was  not  made  at  all  and  the 
true  condition  was  established  only  by 
postmortem.  In  this  group,  again,  the 
surgeon  is  not  necessarily  deserving  of 
censure ; there  are  limitations  to  human 
knowledge  and  ingenuity. 

What  is  to  be  said,  however,  of  the 
sixty-two  surgical  and  nonsurgical  cases 
in  which  surgery  was  either  deliberately 
delayed  or  never  done?  That  expectant 
treatment  was  wisely  chosen  in  all  cases 
is  too  much  to  say,  just  as  it  is  too  much 
to  say  that  all  of  these  patients  would 
have  been  saved  if  they  had  been  operated 
on.  That  expectant  treatment  was  prop- 
erly applied  in  all  cases  is  again  too  much 
to  say;  too  often  expectant  treatment  is 
interpreted  as  no  treatment,  a course  of 
action  most  positively  not  intended  by  the 
original  advocates  of  the  method. 
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On  the  other  hand,  certain  criticisms 
may  fairly  be  made.  One  has  every  right  to 
question  the  propriety  of  conservative 
measures  in  young  children  (16  cases) 
and  in  adults  advanced  in  years  (6  cases). 
The  surgeon  who  knows  the  pathology  of 
acute  appendicitis  knows  that  in  those  age 
groups  the  tendency  is  toward  spread 
rather  than  toward  localization,  and 
knows,  too,  how  poorly  such  subjects 
tolerate  the  toxemia  which  is  one  of  the 
most  important  though  one  of  the  most 
generally  ignored  complications  of  ad- 
vanced appendiceal  disease.  We  ourselves 
are  willing  to  debate  the  wisdom  of  con- 
servative treatment  in  localizing  appendi- 
citis in  the  middle  years,  but  in  the  ex- 
tremes of  life  it  is  only  in  the  exceptional 
case  that  wTe  are  willing  to  consider  it,  and 
even  then  we  have  the  gravest  misgivings 
as  to  the  wisdom  of  our  course. 

We  consider  it  at  least  open  to  debate 
whether  conservative  treatment  is  a wise 
plan  in  negroes  (25  cases)  in  view  of 
the  apparently  increased  virulence  with 
which  acute  appendicitis  pursues  its 
course  in  that  race.  We  are  also  inclined 
to  debate  the  wisdom  of  employing  con- 
servative treatment  in  any  case  in  which  a 
purgative  has  been  taken  (40  cases).  The 
disastrous  effects  of  purgation,  many 
authorities  believe,  should  be  counteracted 
as  far  as  possible  by  immediate  operation 
in  all  cases,  regardless  of  the  time  at 
which  the  patient  is  seen.  Again,  we  are 
unwilling  to  determine  the  wisdom  of 
immediate  surgical  versus  expectant 
treatment  on  the  basis  of  the  time  ele- 
ment, but  we  do  feel  justified  in  saying 
that  there  is  the  gravest  doubt  as  to  the 
propriety  of  conservative  treatment  in 
disease  seen  as  early  as  twenty- four  or 
forty-eight  hours  after  the  onset  of 
symptoms  (20  cases). 

On  the  other  hand,  there  is  no  gain- 
saying the  fact  that  perhaps  some  of  the 
patients  in  the  surgical  group  would  have 
had  a better  chance  of  life  if  surgery  had 
been  longer  delayed.  We  refer  particu- 
larly to  the  patients  with  appendiceal 
abscess,  of  whom  there  were  twenty-six. 
Our  complete  studies  show  that  the  mor- 
tality for  appendiceal  abscess  in  Charity 
Hospital  averages  seven  per  cent,  which 
is  higher  than  is  usually  reported,  and 
perhaps  our  management  of  these  cases  is 


not  altogether  wise.  But  the  decision  is 
not  always  easy.  One  of  these  deaths  oc- 
curred in  a negro  male  on  our  own 
service,  who  was  admitted  with  a diag- 
nosis of  subsiding  subacute  appendicitis. 
Twelve  hours  after  admission  and  the 
night  before  he  was  scheduled  for  opera- 
tion, he  had  a violent  exacerbation  of 
symptoms  entirely  typical  of  rupture. 
Immediate  operation  revealed  an  appendi- 
ceal abscess ; nothing  in  his  first  story,  and 
nothing  in  a careful  postoperative  review 
of  it  gave  the  slightest  clue  to  such  an 
eventuality,  and  there  had  been  no  physi- 
cal signs  to  indicate  it.  He  died  in  four 
days  from  a paralytic  ileus,  and  we  had 
to  face  the  fact  that  the  operation  had 
caused  the  fatality.  Yet  we  do  believe, 
given  the  same  circumstances,  that  more 
patients  wdll  be  saved  by  surgery  than 
will  be  saved  by  abstinence  from  it.  Even 
the  most  ardent  advocates  of  conservative 
treatment  grant  that  it  must  be  carried 
out  on  the  threshold  of  the  operating 
room,  across  which  the  patient  must  im- 
mediately be  wheeled  if  he  does  not  re- 
spond to  the  proper  measures.  Again 
let  us  quote  Murphy: 

These  patients  did  not  die  of  operation — 
they  died  in  spite  of  it.  They  died  not  so 
much  because  of  any  fault  in  technique  as 
because  of  the  fact  that  they  did  not  reach 
the  hospital  in  time  for  a successful  opera- 
tion. Procrastination  was  the  cause  of  death 
— the  almost  criminal  cause  . . . The  mode 
of  onset  of  an  attack  of  appendicitis  is  no 
clue  to  its  probable  course  or  complications. 
We  can  never  tell  in  a given  case  what  the 
next  day  may  bring.  Therefore,  operate 
today.  By  operation  we  take  the  course  of 
the  disease  into  our  own  hands.  By  not 
operating  we  leave  the  course  in  the  hands 
of  a blind  and  often  terribly  cruel  fate. 

Twenty-one  of  the  patients  in  the  sur- 
gical group  had  had  previous  attacks  of 
appendicitis,  as  had  six  patients  in  the 
nonsurgical  group.  We  are  entirely 
opposed  to  operation  for  so-called  chronic 
appendicitis  or  recurrent  appendicitis  un- 
less we  have  seen  the  patient  during  an 
attack  or  can  secure  a definite  history 
of  an  attack.  On  the  other  hand,  we  are 
becoming  more  and  more  convinced  of 
the  wisdom  of  prophylactic  or  interval 
appendectomy  after  a single  such  attack. 
The  argument  holds  that  the  patient  who 
has  had  previous  attacks  will  be  likely 
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to  consult  his  physician  without  delay  be- 
cause he  knows  what  is  the  matter  with 
him.  The  reasoning  also  holds  that  he  is 
just  as  likely  to  delay  consulting  his  phy- 
sician because  he  knows  what  is  the  mat- 
ter with  him  and  hopes  that  he  may  re- 
cover without  surgery  again,  just  as  he 
did  before.  But  any  recurrent  attack 
may  fail  to  subside,  and  may  go  on  to 
gangrene  and  rupture  and  peritonitis,  as 
happened  in  these  twenty-seven  cases,  in 
which  the  patients  were  either  badly  ad- 
vised in  their  previous  attacks  or  failed 
to  take  advantage  of  the  warning. 

Another  point  on  which  we  have  be- 
come very  emphatic  is  the  matter  of 
prompt  removal  of  the  appendix  in  cases 
in  which  only  incision  and  drainage  was 
done  in  a previous  acute  attack.  We 
like  the  way  Coller  and  Potter  speak  of 
deferred  surgery.  They  say  that  the 
principle  of  the  postponed  operation  im- 
plies that  operation  is  going  to  be  done. 
It  should  be  done,  and  without  delay.  We 
now  have  the  records  of  twelve  cases,  five 
of  them  included  in  this  series  of  fatali- 
ties, in  which  the  disease  recurred 
promptly,  once  within  three  weeks  of  the 
patient’s  discharge.  The  surgeon  who 
has  practiced  conservative  treatment,  or 
simple  incision  and  drainage,  must  not 
fail  to  warn  the  patient  in  very  strong 
terms  of  the  importance  of  prompt  ap- 
pendectomy. 

A survey  of  the  initial  symptoms  and 
the  clinical  course  in  this  group  of  fatali- 
ties proves  again  the  point  that  the  clas- 
sical picture  of  acute  appendicitis  fails  to 
occur  in  a large  proportion  of  cases,  in 
our  opinion  well  over  fifty  per  cent.  Such 
“unclassical”  first  symptoms  were  noted 
in  this  group  as  vomiting,  diarrhea,  head- 
ache, syncope,  painful  defecation,  bilateral 
pain,  left-sided  pain  (which  remained 
left-sided  throughout  the  illness  in  three 
patients),  and  acute  gastroenteritis.  In 
the  latter  group  of  patients,  fourteen  in 
all,  there  was  every  excuse  for  the  error 
in  diagnosis  on  the  basis  of  the  clinical 
picture.  In  four  of  these  patients,  one 
of  them  admitted  moribund,  the  diag- 
nosis was  established  only  at  postmortem. 
It  would  be  well  to  bear  in  mind,  before 
resorting  to  purgation  in  such  cases,  that 
a dietary  indiscretion  frequently  precipi- 
tates an  attack  of  acute  appendicitis,  or  is 


associated  with  it — it  is  not  clear  whether 
or  not  there  is  an  etiological  relationship 
— and  to  reflect  that  an  unnecessary  oper- 
ation for  presumed  appendicitis  may  be 
more  easily  forgiven  than  a resort  to 
catharsis,  with  perhaps  fatal  results. 

Another  evidence  of  the  confused  pic- 
ture presented  by  acute  appendicitis  is 
evident  from  the  various  incorrect  diag- 
noses made  in  both  the  surgical  and  non- 
surgical  groups,  most  frequently  in  young 
children  and  in  adults  over  thirty-nine 
years  of  age,  in  whom,  as  we  have  repeat- 
edly pointed  out,  the  disease  tends  to  be 
atypical.  They  include  ruptured  peptic- 
ulcer,  primary  peritonitis,  tuberculous 
peritonitis,  ovarian  cyst,  cardiac  disease, 
renal  disease,  arachnoidism  (a  super- 
diagnostician could  not  have  suspected 
appendicitis  in  that  case),  pneumonia, 
pelvic  disease,  bacillary  dysentery,  carci- 
noma of  the  stomach,  carcinoma  of  the 
cecum,  rheumatic  heart  disease,  and  rup- 
tured typhoid  ulcer.  Often,  as  we  have 
intimated,  the  error  seemed  unavoidable — 
in  the  light  of  human  knowledge  and  skill. 
Sometimes  the  diagnosis  of  appendicitis 
was  considered  as  a possibility,  but  the 
conviction  was  not  always  strong  enough 
to  prompt  a resort  to  surgery.  Some- 
times the  patient  was  given  the  benefit  of 
the  doubt,  or  operation  was  done  on  the 
diagnosis  of  another  urgent  condition.  In 
still  other  cases  the  patients  were  mori- 
bund and  operation  could  not  even  be  con- 
sidered, regardless  of  the  diagnosis.  Two 
patients  hospitalized  for  long  periods  of 
time — one  for  pulmonary  tuberculosis  and 
the  other  for  decompensated  cardiac 
disease — developed  acute  appendicitis  and 
died  of  it  without  any  suspicion  of  the 
true  state  of  affairs  until  postmortem. 
Those  cases  carry  their  own  lesson. 

It  is  unnecessary  to  linger  over  the 
causes  of  death  in  these  255  cases.  Most 
of  the  patients  died  of  peritonitis  or  the 
complications  of  peritonitis.  One  or  two 
died  from  such  accidental  complications 
as  cerebral  hemorrhage  or  brain  tumor ; in 
the  latter  case  the  existence  of  the  tumor 
was  known  and  the  patient  was  being 
prepared  for  operation  when  the  acute 
abdominal  condition  developed.  Cardiac 
and  renal  complications  accounted  for 
several  deaths  late  in  life.  Two  patients 
died  anesthetic  deaths  and  another  died 
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of  meningitis,  spinal  analgesia  being  em- 
ployed in  all  three  cases.  In  the  five 
patients  who  died  of  subphrenic  space  in- 
fections, the  condition  was  presumptive  in 
one  and  revealed  only  at  operation  in 
four,  which  bears  out  the  point  we  have 
made  several  times,  that  this  complication 
tends  to  be  diagnosed  when  it  does  not 
exist  and  remains  undiagnosed  when  it 
does.  The  important  consideration,  how- 
ever, is  that,  regardless  of  the  actual 
cause  of  death,  all  these  patients  died  be- 
cause they  had  acute  appendicitis.  In  a 
few  instances,  if  we  may  so  express  it, 
they  died  cured  of  that  disease,  but  with 
very  few  exceptions  they  died  of  appendi- 
citis or  its  complications,  and  we  gain 
nothing  by  not  facing  that  fact  frankly. 

To  persons  impressed  as  we  are  with 
the  urgence  of  acute  appendicitis,  and 
with  the  importance  of  prompt  surgery 
in  any  case  in  which  the  condition  is  even 
suspected,  it  is  nothing  short  of  astonish- 
ing to  find  so  many  not  of  our  opinion. 
We  wonder  how  Murphy  would  have  felt 
about  some  of  the  present-day  literature. 
It  may  be  true,  as  a recent  paper  states, 
that  acute  appendicitis  which  has  not 
reached  the  stage  of  perforation — though 
we  would  remind  our  readers  that  that 
distinction  is  not  always  as  clear  as  the 
surgeon  sometimes  thinks  it  is — is  not  as 
imperative  and  as  urgent  as  hemorrhage, 
strangulated  hernia  or  perforated  ulcer. 
In  another  sense,  of  course,  it  is  not 
true ; no  man  knows  in  this  disease  what 
a day  or  an  hour  may  bring  forth.  But 
it  is  frankly  astonishing  to  find  modern 
surgeons  stating  that  if  the  patient  is 
admitted  after  midnight  (italics  ours) 
morphine  should  be  given  to  rest  the  in- 
testine— and  mask  the  advance  of  symp- 
toms, perhaps? — and  operation  deferred 
until  morning.  The  advice  is  astonishing, 
and  the  reasons  even  more  astonishing; 
that  a sleepy  operating  crew  does  not 
function  well,  and  an  aseptic  technic  is 
thereby  jeopardized.  That  seems  to  us 
almost  too  trivial  an  argument  to  waste 
paper  upon,  and  an  extremely  dangerous 
one  into  the  bargain.  The  authors  report 
an  excellent  mortality,  but  we  should 
hesitate  to  follow  their  plan,  or  to  advise 
anybody  else  to  follow  it. 

There  is  a rather  general  tendency  to 
blame  the  young  surgeon,  and  particularly 


the  surgical  resident,  for  the  stationary 
mortality  of  acute  appendicitis.  We  do 
not  think  that  the  accusation  is  wholly 
fair.  Undoubtedly  there  is  much  poor 
surgery  done  in  acute  appendicitis,  but  it 
is  not  all  done  by  young  men.  There  is 
no  doubt  that  the  young  surgeon  who 
operates  promptly  often  compensates  for 
his  lack  of  experience  by  his  appreciation 
of  the  urgency  of  the  condition.  And 
there  is  at  least  one  charge  we  would 
bring  against  the  older  and  more  experi- 
enced men,  who  are  beginning  again,  we 
note,  to  write  about  acute  appendicitis. 
The  majority  of  them  are  inclined  to 
write  of  the  complications  rather  than 
of  the  primary  disease,  and  of  the  wis- 
dom of  that  plan  we  are  rather  doubtful. 
In  a study  of  the  presentation  of  acute 
appendicitis  in  standard  textbooks  and 
systems  which  was  made  last  year  by 
members  of  my  own  department,  it  was 
pointed  out,  just  as  the  Philadelphia  Com- 
mittee on  Acute  Appendicitis  had  pointed 
out,  that  the  symptoms  of  peritonitis  were 
likely  to  be  presented  as  the  symptoms  of 
appendicitis.  We  note  a rather  general 
tendency  of  the  same  sort  in  material 
now  appearing  in  the  journals.  Of 
course,  every  writer  begins  with  the  state- 
ment that  early  recognition  of  the  disease 
and  prompt  operation  are  important. 
Then  he  wanders  far  away  from  these 
considerations,  easily  the  most  important 
of  all  in  the  reduction  of  the  mortality, 
and  devotes  himself  to  the  management  of 
the  complications  of  acute  appendicitis. 
A concerted  endeavor  on  the  part  of 
older  and  presumably  wiser  members  of 
the  surgical  profession  to  teach  the  neces- 
sity and  advantages  of  prompt  diagnosis 
and  early  operation  in  acute  appendicitis 
might  perhaps  be  more  profitable  than  so 
much  discussion  of  its  complications. 

Hoffman  in  his  1936  report  has  made 
two  points  which  we  desire  to  reiterate 
here.  It  would  serve  a useful  purpose, 
he  says,  if  the  Division  of  Vital  Statistics 
of  the  Census  Office  would  differentiate 
deaths  from  chronic  and  from  acute  ap- 
pendicitis. We  have  long  believed  that 
part  of  our  complacency  about  acute  ap- 
pendicitis is  due  to  the  fact  that  statistics, 
even  from  surprisingly  good  clinics  and 
hospitals,  are  so  often  made  up  on  the 
basis  of  both  types  of  cases.  Such  sta- 
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tistics  are  useless  and  misleading.  The 
study  made  in  our  own  department  shows 
that  many  textbooks  exhibit  exactly  the 
same  tendency,  and  what  the  student 
begins  by  learning  he  is  very  likely  to 
continue  to  practice  when  the  responsibil- 
ity becomes  his  alone. 

It  is  something  more  than  accident, 
Hoffman  goes  on  to  say,  that  if  only  the 
five  largest  cities  in  the  United  States  be 
considered,  the  mortality  is  lower  in 
Philadelphia  (10.3  per  100,000)  than  in 
any  other,  for  only  in  that  city  has  a 
determined  effort  been  made  to  keep  it 
to  more  reasonable  figures,  particularly  by 
a persistent  campaign  against  the  indis- 
criminate use  of  purgatives  and  laxatives. 
The  resulting  mortality,  he  says,  is  not  a 
matter  of  chance  but  one  of  local  policy. 
There  have  been  such  campaigns  in  other 
cities.  There  was  one  in  New  Orleans 
in  1936,  and  we  personally  know  of  at 
least  three  patients,  one  of  them  a negro 
woman,  who  because  of  that  effort,  re- 
frained from  purgation  and  sought  medi- 
cal advice  promptly  when  acute  appendi- 


citis developed.  But  most  cities  have 
done  what  we  did  in  New  Orleans,  con- 
ducted the  campaign  for  a week  or  a 
month  or  a year,  and  then  gone  on  to 
other  matters. 

That  is  not  the  way  to  reduce  the 
mortality  of  acute  appendicitis.  All  the 
statistics,  Hoffman  points  out,  indicate 
that  acute  appendicitis  should  be  con- 
sidered a public  health  problem  of  major 
importance.  And  he  offers  the  solution 
of  the  problem.  There  should  be  a 
national  organization  for  appendicitis 
prevention,  corresponding  to  the  tuber- 
culosis and  cancer  movement,  to  visualize 
the  facts  of  the  situation  for  the  instruc- 
tion of  the  laity  as  well  as  of  the  medical 
profession.  Only  two  facts  are  really 
supremely  important — the  danger  of  tak- 
ing purgatives  for  abdominal  pain,  with 
or  without  medical  advice,  and  the  neces- 
sity for  prompt  surgery  when  acute  ap- 
pendicitis is  diagnosed  or  when  it  is 
even  suspected. 

Louisiana  State  University 
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FLORIDA’S  NEW  PLAN 


The  Florida  Medical  Association  has  a 
new  plan  to  provide  medical  and  surgical 
service  for  patients  of  varied  financial  status. 
As  reported  in  the  daily  press,  Dr.  J.  C.  Vin- 
son, chairman  of  the  association’s  medical 
economics  committee,  said  that  the  organi- 
zation would  establish  a bureau  to  serve  as 
a clearing  house  for  classifying  patients 
financially,  and  adjusting,  budgeting  and 
collecting  fees. 

A committee  proposed  the  plan,  Dr.  Vin- 
son said,  after  it  found  the  public  was  not 
being  adequately  served. 

One  bureau  is  to  be  operated  for  a year  as 
an  experiment,  the  physician  explained,  and, 
if  it  proves  successful,  others  will  be  opened 
throughout  the  State. 

As  explained  by  Dr.  Vinson,  the  bureau 
will  operate  in  this  manner : 

“A  person  in  need  of  medical  service  goes 


to  the  bureau  and  states  his  financial  con- 
dition. The  bureau  determines  how  much  he 
can  pay  and  how  best  he  can  pay  it. 

“The  patient  and  his  family  might  be  able 
to  pay  $1  or  $10  a week  or  month,  but  his 
whole  financial  situation  will  be  considered, 
and  the  bureau  will  fix  his  price  and  arrange 
his  terms  for  a maximum  period  of  twelve 
months. 

“This  will  prevent  a heavy,  burdensome 
expense  in  emergencies  and  it  will  help  the 
doctors  by  enabling  patients  to  pay.” 

Dr.  Vinson  said  that  the  patient  would  se- 
lect his  own  physician  to  serve  at  the  price 
and  terms  fixed  by  the  bureau. 

The  plan,  he  added,  “will  eliminate  the 
necessity  of  socialized  medicine,  permitting 
the  patient  to  choose  his  own  physician  at  a 
fair  price.” 


BRONCHOPLEURAL  CUTANEOUS  FISTULA 


Report  of  Two  Cases  Treated  with  a Pedicle  Flap 
from  Latissimus  Dorsi  Muscle 

Irwin  E.  Siris,  M.D.,  Brooklyn 


The  treatment  of  persistent  broncho- 
cutaneous  fistula  has  been  unsatisfactory 
when  it  has  been  associated  with  diseased 
parenchyma.  When  it  can  be  ascertained 
that  the  infection  of  the  acini  is  no  longer 
present,  the  use  of  a muscle  pedicled  flap 
to  cure  a long-standing  bronchial  fistula 
with  noncollapsible  rigid  walls  has  found 
many  advocates  in  recent  years.  The 
gratifying  result  obtained  in  the  treatment 
of  these  patients  when  a pedicle  flap  of 
the  latissimus  dorsi  muscle  was  used  for 
closure  of  a chronic  empyema  cavity 
and  bronchial  pleural  cutaneous  fistulae 
prompted  my  recording  their  history  and 
the  operative  procedure. 

The  employment  of  a muscle  flap  was 
suggested  to  the  writer  by  Dr.  Howard 
Lilienthal.1  He  referred  me  to  the  ex- 
perimental and  clinical  studies  with  pedicle 
muscle  flap  by  Pool  and  Garlock,2  who 
in  1929,  retained  the  base  of  the  flap  to 
assure  the  viability  of  the  muscle.  Their 
experiments  demonstrated  how  the  epi- 
thelium of  the  bronchus  proliferated  into 
the  muscle.  Garlock3  in  1936,  recorded 
two  cases  with  bronchopleural  fistulae  as- 
sociated with  chronic  empyema  that  were 
treated  successfully  by  using  a flap  from 
the  pect oralis  major  muscle.  Pool  and 
Garlock  subsequently  learned  that  Abra- 
shanoff,  a Russian  surgeon,  in  1900  pro- 
posed suturing  a pedicled  muscle  flap 
over  a bronchial  fistula.  Abrashanofif4  in 
1911  described  the  method  he  employed 
to  insert  the  muscle  flap.  Eggers,5  re- 
ported before  the  American  Society  for 
Thoracic  Surgery  in  1920,  six  cases  of 
bronchial  fistulae  and  advocated  suturing 
a muscle  flap  as  an  aid  in  closure.  He 
also  recommended  using  a drainage  tube 
to  act  as  a safety  valve  following  this 
procedure.  Eggers  strongly  urged  against 
interference  with  a fistula  if  the  intra- 
pulmonary  suppuration  required  the  fis- 
tula to  act  as  a safety  valve.  In  1921, 
Kanaval6  utilized  muscle  for  the  oblitera- 
tion of  cavities  with  noncollapsible  walls. 


Wangenstein7  presented  before  the  Amer- 
ican Association  for  Thoracic  Surgery  in 
1935  an  exhaustive  paper  and  cited  the 
experience  with  seven  cases  treated  by 
this  procedure.  He  obtained  successful 
results  in  all  but  one  patient  who  had 
two  separate  bronchial  fistulae.  Wan- 
genstein also  described  a method  of  pre- 
serving and  employing  the  intercostal 
muscle  bundles  by  a process  of  ribboning 
for  the  avoidance  of  abdominal  hernia  in 
the  obliteration  of  large  chronic  empyema 
cavities.  Shenstone,8  in  1936,  proposed 
the  use  of  intercostal  muscle  and  reported 
having  used  it  in  several  cases  of  bronchial 
fistulae  successfully. 

Case  Reports 

Case  1.  S.G.,  fifteen  years  old,  was  ad- 

mitted to  Beth  Moses  hospital  on  December 
9,  1934.  He  had  been  sick  since  November 
17  with  a lobar  pneumonia.  The  patient  had 
a crisis  on  November  22  although  the  tem- 
perature remained  normal  until  Novem- 
ber 28. 

Thereafter  he  had  a daily  rise  in  tem- 
perature from  99  to  103°F.  with  pain  in  the 
right  chest  and  difficulty  in  breathing.  Aspi- 
ration of  the  right  chest  on  admission  re- 
vealed a thick  yellow  discharge  which  on 
culture  was  proved  to  be  Pneumococcus 
type  I.  His  white  cell  count  was  46,000 
and  ninety-four  per  cent  polymorphonuclear 
leukocytes. 

First  operation:  On  December  9,  drainage 
was  established  in  the  seventh  intercostal 
space  with  local  infiltration  of  one  per  cent 
novocain  and  a large  quantity  of  thick  yel- 
lowish purulent  discharge  evacuated.  A 
flapper  tube  was  inserted. 

Postoperative  course:  Drainage  was  pro- 
fuse for  several  days.  The  temperature  de- 
clined to  normal  within  three  days  with 
occasional  fluctuations  due  to  plugging  of 
the  tube  necessitating  frequent  changing. 

Radiographic  examination : On  January  16, 
1935  a collapse  of  the  right  lung  was  re- 
vealed to  the  extent  of  fifty  per  cent  with 
the  heart  and  mediastinal  contents  displaced 
appreciably  to  the  left.  There  was  evidence 
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Fig.  1-A.  Latissimus  dorsi  muscle  pedicled  flap  outlined.  Fig.  1-B.  Pedicle  mobilized.  Diameter 
of  the  proximal  fourth  of  pedicle  should  be  at  least  one-quarter  of  its  length  to  assure  viability 
of  pedicle.  Fig.  1-C.  Pedicle  of  muscle  is  inserted  into  empyema  cavity  and  bronchial  fistula. 
Base  of  pedicle  is  sutured  to  lung  and  pleura.  Small  rubber  tube  drain  is  inserted  into  fistulous 
opening  as  safety  valve  for  a few  days. 


of  a fluid  level  which  shifted  on  change  of 
position  in  the  right  costophrenic  sinus. 

On  January  18,  one  inch  of  the  eighth  rib 
was  resected  and  a large  flapper  tube  in- 
serted for  drainage  of  the  thick  yellowish 
discharge. 

A third  operation  was  performed  on 
March  11,  at  which  time  a large  flapper  tube 
was  again  placed  into  the  pleural  cavity. 
Because  of  the  persistently  elevated  tem- 
perature and  ineffective  drainage,  three 
inches  of  the  sixth,  seventh,  and  eighth  ribs 
were  resected  on  March  20,  and  the  pleural 
cavity  packed  with  gauze.  The  gauze  was 
replaced  by  two  large  rubber  tubes  on  the 
fourth  day.  Thereafter  there  was  a gradual 
improvement  in  the  patient’s  condition  and 
a diminution  in  the  discharge  from  his  chest. 

During  the  next  six  months  the  patient 
gained  fifty  pounds  in  weight.  He  was  re- 
admitted to  the  hospital  on  October  8,  Jan- 
uary 27,  1936  and  .June  12,  each  time  for 
a period  of  a few  weeks.  With  each  admis- 
sion the  patient  gave  a history  that  the 
tube  had  been  removed  and  that  the  chest 
wound  had  closed.  This  was  followed  in  a 
few  days  by  a rise  in  temperature,  fatigue, 
and  a productive  cough  of  offensive  smell- 
ing sputum.  The  culture  from  the  pus  in 
the  pleural  cavity  at  the  last  two  operations 
was  reported  as  Streptococcus  hemolyticus. 
On  July  2 (1936),  the  patient  was  dis- 
charged to  the  clinic  with  a tube  in  his 
chest.  This  was  changed  at  weekly  intervals. 
With  the  tube  in  the  pleural  cavity  the 


patient  had  no  chills,  fever,  cough  or  ex- 
pectoration. 

Lipiodol  was  injected  into  the  chest 
through  the  sinus  on  October  28.  The  x-ray 


Fig.  2.  Radiographic  examination  October  28, 
1936  after  lipiodol  was  injected  through  external 
fistulous  opening.  Lipiodol  in  cavity  approxi- 
mately two  inches  in  diameter  which  has  over- 
flowed into  left  bronchial  tree  when  patient  was 
turned  into  left  lateral  horizontal  position. 
(Case  1) 
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revealed  the  presence  of  a cavity  two  inches 
in  diameter,  occupying  the  medial,  posterior, 
central,  and  lateral  sections  of  the  right 
lower  lobe.  Lipiodol  had  also  entered  the 
left  bronchial  tube  when  the  patient  was 
turned  to  the  left  horizontal  position,  show- 
ing a communication  of  the  cavity  with 
the  left  bronchial  tree.  (Fig.  2) 

The  patient  was  readmitted  approximately 
two  years  after  the  onset  of  his  illness  (Oc- 
tober 28),  for  an  operation  to  close  his 
bronchopleural  cutaneous  fistula. 

On  October  30,  under  cyclopropane  anes- 
thesia, an  elliptical  incision  eight  inches  long 
encircling  the  cutaneous  fistula  was  made 
over  the  seventh  intercostal  space.  A por- 
tion of  the  reformed  ribs  together  with  the 
calcareous  fibrous  pleura  and  three  inches 
of  the  fistulous  tract  were  excised. 

The  intercostal  muscle  directly  above  the 
fistulous  opening  was  too  small  to  ade- 
quately fill  the  large  bronchopleural  cavity, 
therefore  a large  pedicle  of  latissimus  dorsi 
muscle  with  an  adequate  base  was  mobilized 
and  placed  in  the  exposed  cavity.  (Fig.  1) 
The  base  of  the  muscle  flap  at  its  entrance 
into  the  chest  wall  was  augmented  with  a 
flap  of  the  intercostal  muscle  for  an  auxil- 
iary blood  supply.  The  muscles  were 
sutured  to  the  pleura  and  chest  wall ; a small 
rubber  tube  was  inserted  in  the  fistula  along- 
side of  the  muscle  as  a safety  valve  for 
drainage.  The  skin  was  loosely  sutured. 
Since  the  pulse  was  markedly  accelerated 
during  the  operation,  the  patient  was  given 
500  c.c.  of  blood  by  direct  transfusion. 


Fig.  3.  Eight  months  the  operation  for  closure 
of  bronchopleural-cutaneous  fistula  by  pedicle 
flap  of  muscle.  (Case  1) 


Fig.  4.  Radiographic  examination  February 
15,  1937  after  lipiodol  intratracheal  injection 
revealing  distribution  through  bronchial  tree 
and  terminal  acinae.  (Case  1) 

Postoperative  course:  The  temperature 
after  the  operation  for  six  days  varied  be- 
tween 102  and  105°F. ; the  pulse  rate  be- 
tween 110  and  140  per  minute.  The 
respirations  were  never  more  than  thirty. 
Curiously  enough  the  patient  did  not  cough 
during  this  period  except  on  the  fifth  day, 
he  expectorated  once  about  l/z  ounce  of  pure 
blood.  The  dressings  were  saturated  with 
foul  purulent  discharge  for  approximately 
ten  days,  then  gradually  ceased.  He  was 
discharged  from  the  hospital  on  Decem- 
ber 1.  The  wound  had  been  healed  for  one 
week.  His  appetite  was  good  and  he  weighed 
158  pounds. 

Lipiodol  intratracheal  injection:  On  Feb- 
ruary 15,  1937  by  Dr.  Robert ‘Moorhead’s 
injection  revealed  excellent  distribution  of 
contrast  media  through  the  bronchial  tree 
of  the  right  base.  There  was  less  clumping 
of  the  lipiodol.  The  contrast  media  passed 
through  the  bronchial  tree  and  terminal 
acinae  satisfactorily.  (Fig.  3) 

When  last  seen  on  June  6,  1937,  he  was 
working  as  a grocery  clerk.  He  no  longer 
tires  and  has  not  contracted  a cold  since 
leaving  the  hospital ; neither  has  he  coughed 
nor  expectorated.  The  wound  has  remained 
firmly  healed.  (Fig.  4) 

Case  2.  M.W.,  forty-one  years  of  age, 

was  admitted  to  Beth  Moses  hospital  on 
February  17,  1937.  His  chief  complaint  was 
a discharging  sinus  from  his  chest  wall  for 
nineteen  years. 
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In  1918  after  an  attack  of  lobar  pneu- 
monia, he  developed  an  emypema  on  his 
left  side.  An  intercostal  drainage  was  in- 
stituted and  drained  intermittently  for  a 
year.  He  was  then  admitted  to  another  hos- 
pital, where  a rib  was  resected  and  a rubber 
tube  reinserted.  The  patient  continued  to 
drain  intermittently  for  twelve  months.  He 
was  operated  upon  for  a third  time  in  an- 
other institution.  From  an  examination  of 
a.  recent  x-ray  it  is  evident  that  parts  of 
the  seventh,  eighth,  and  ninth  ribs  had  been 
resected.  During  the  past  nineteen  years, 
the  discharge  from  the  chest  ceased  for  only 
a period  of  two  weeks.  This  period  was 
accompanied  by  a rise  in  temperature,  cough- 
ing, expectoration,  and  chilly  sensations, 
followed  by  a spontaneous  opening  of  the 
chest  wound  and  profuse  drainage  of  pus. 
Repeated  examinations  of  his  sputum  for 
tubercle  bacilli  was  reported  as  negative. 

On  February  12,  Dr.  H.  L.  Teperson 
reported  that  the  stereoscopic  examination 
of  the  patient’s  chest  revealed  the  following 
data : 

The  right  field  is  considerably  larger  and 
better  aerated  than  the  left.  Both  hila,  the  left 
especially,  are  fairly  large  and  contain  consid- 
erable numbers  of  calcified  glands.  The  left 
apex  contains  a cluster  of  calcified  nodules. 
There  is  a diffuse  infiltration  along  the  linear 
markings  in  the  lower  half  of  the  left  field. 
The  peripheral  pleura  in  the  lower  half  of  the 
fields  is  considerably  thickened.  The  left  dia- 
phragmatic cusp  is  elevated  and  adherent,  and 
as  observed  roentgenoscopically,  moves  but  lit- 
tle on  respiration.  The  left  seventh,  eighth,  and 
ninth  ribs  show  evidence  of  previous  resection. 
They  also  show  irregular  new  bone  formation 
as  a result  of  subsequent  attempts  at  healing. 
The  visceral  pleura  is  thickened  in  the  region 
of  the  rib  resection.  The  cardiac  shadow  is 
retracted  to  the  left. 

Conclusion:  These  findings  indicate  the  pres- 
ence of  a chronic  pleural  thickening  both  along 
the  parietal  and  visceral  layers  on  the  left 
side,  diaphragmatic  adhesions,  the  presence  of 
a healed  Koch  affection  an  the  left  apex,  and  a 
moderate  atelectasis  and  peribronchial  infiltra- 
tion in  the  lower  left  field. 

On  February  17,  further  studies  of  the 
chest  with  lipiodol,  were  reported  as  follows : 

The  sinus  in  the  left  chest  wall  was  injected 
with  lipiodol.  The  patient  was  maintained  first 
in  the  prone,  and  later  in  the  lateral  prone  and 
Trendelenburg  postures.  The  sinus  connects  by 
a small  fistulous  tract  with  dilated  irregular 
“grape-like”  spaces.  These  spaces  ramify  in 
three  directions.  The  largest  of  them  is  sit- 
uated posteriorly  near  the  spine.  The  lipiodol 
trickled  back  into  the  secondary,  primary,  and 
main  bronchus  beyond  the  bifurcation.  At  this 
point,  some  of  it  spilled  into  the  right  bronchus 
and  was  deposited  down  the  right  bronchial 
tree.  The  left  terminal  bronchi  at  the  alveoli 
are  distended.  Each  of  the  latter  show  direct 
communication  with  some  bronchus.  Actually, 


Fig.  5.  Sinus  in  left  chest  injected  with  lipio- 
dol. After  placing  patient  in  Trendelenburg 
posture  and  on  right  side,  lipiodol  was  deposited 
into  right  bronchial  tree.  (Case  2) 

there  is  very  little  space  between  the  outer  and 
inner  portions  of  the  chest  wall.  (Fig.  5) 

Conclusion:  There  is  a direct  fistulous  con- 
nection between  the  surface  of  the.  chest  and 
left  bronchus,  with  a bronchiectatic  dilitation  of 
the  descending  branches  and  alveoli  in  the  left 
base. 

On  this  day  (February  17),  the  patient 
was  admitted  to  the  hospital  for  a plastic 
closure  of  his  bronchopleural  cutaneous  fis- 
tula. On  examination,  he  appeared  drawn 
and  tired  readily  following  deep  breathing 
exercises.  There  was  a scar  approximately 
seven  inches  long  in  the  region  of  the 
seventh  rib  in  the  posterior  axillary  line. 
In  the  center  of  this  scar  there  was  a sinus 
from  which  a turbid,  yellowish-green  pus 
was  draining. 

On  February  19,  under  cyclopropane  an- 
esthesia, the  seven  inch  long  old  scar  over 
the  region  of  the  seventh  rib  from  the  mid- 
axillary  line  to  the  scapular  line  was  under- 
mined to  within  one  inch  of  the  region  of 
the  fistulous  opening.  The  densely  thick- 
ened pleura  about  the  fistulous  tract  was 
canalized,  exposing  the  opening  into  the 
lung.  The  lateral  and  lower  borders  of  the 
skin  incision  were  undermined,  exposing 
the  latissimus  dorsi  muscle.  A pedicle  flap 
of  this  muscle,  seven  inches  long  and  one 
and  one-half  inches  wide,  was  reflected  from 
below  and  inserted  into  the  chest  opening, 
well  into  the  bronchus.  Several  interrupted 
chromic  sutures  were  used  to  fix  the  muscle 
to  the  lung  and  pleura.  A small  rubber  tube 
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Fig.  6.  Bronchopleural  cutaneous  fistula  for 
nineteen  years ; taken  five  months  after  opera- 
tion for  closure  of  fistula  by  pedicled  muscle. 
(Case  2) 

was  inserted  alongside  of  the  muscle  into 
the  bronchus.  The  wound  was  then  closed, 
the  intercostal  muscles  being  approximated 
with  chromic  sutures  and  the  skin  with  silk. 

On  the  third  day  after  the  operation  the 
patient  expectorated  some  blood.  At  no 
time  thereafter  was  there  any  sputum.  The 
temperature  remained  elevated  at  104°  F. 
and  pulse  above  130  until  the  seventh  day. 
The  discharge  from  the  tube  was  profuse 
after  the  third  day,  and  continued  to  drain 
for  about  two  months,  the  drainage  grad- 
ually lessening  in  amount.  For  the  past  two 
months,  the  wound  has  been  healed.  There 
has  been  no  expectoration  since  the  third 
day  after  the  last  operation.  When  last 
seen  on  July  20,  1937,  five  months  after 
the  muscle  flap  operation,  he  appeared  to 
be  in  excellent  health.  The  patient  has 
gained  twenty-three  pounds  and  has  re- 


sumed his  former  occupation  as  a shipping 
clerk.  (Fig.  6) 

Conclusion 

Utilization  of  a pedicled  muscle  flap  is 
a valuable  expedient  in  the  treatment  of 
persistent  bronchial  cutaneous  fistula  and 
chronic  empyema  where  the  suppuration 
in  the  parenchyma  of  the  lung  no  longer 
requires  a cutaneous  fistula  to  serve  as  a 
safety  valve. 

Its  use  in  rigid  noncollapsible  cavities 
has  been  adequately  demonstrated  by  nu- 
merous observers. 

For  large  cavities  the  employment  of  a 
flap  from  the  latissimus  dorsi  is  recom- 
mended. The  size  of  the  muscle  and  its 
accessibility  enhances  its  usefulness.  A 
large  broad  flap  permits  intimate  contact 
between  the  implanted  muscle  and  the 
walls  of  the  cavity  and  fistula.  Contact 
will  more  readily  enhance  their  union.  The 
diameter  of  the  proximal  fourth  of  the 
pedicle  should  be  at  least  one-quarter  of 
its  length  to  assure  the  viability  of  the 
pedicle. 

Two  cases  of  bronchialpleural  cutane- 
ous fistula  are  reported,  one  of  twenty- 
two  months  and  the  other  of  nineteen 
years  duration,  both  of  which  have  been 
cured  by  the  use  of  a pedicled  flap  from 
the  latissimus  dorsi  muscle. 

1305  President  St. 
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RAILWAY  SURGEONS  TO  MEET  IN  CHICAGO 


The  twenty-third  annual  meeting  of  the 
American  Association  of  Railway  Surgeons 
will  be  held  at  the  Palmer  House,  Chicago, 
September  19  to  23. 

An  interesting  and  profitable  program  has 
been  arranged  and  all  physicians  and  sur- 
geons are  invited  to  attend  as  guests  of  the 


organization.  There  will  be  no  registration 
fee  to  M.D.  non-member  guests. 

Complete  program  and  information  may 
be  secured  by  addressing  Mr.  A.  G.  Park, 
Convention  Manager,  the  American  Asso- 
ciation of  Railway  Surgeons,  Palmer  House, 
Chicago. 


RHEUMATOID  ARTHRITIS 

Treatment  with  the  Sting  of  the  Honeybee 

Edith  E.  Nicholls,  M.D.,  New  York  City 
From  the  New  York  Hospital  and  Department  of  Medicine,  Cornell  University  Medical  College 


The  treatment  of  rheumatoid  arthritis 
with  the  sting  of  the  honeybee  has  be- 
come increasingly  popular  during  the 
past  few  years.  Terc1  in  Austria  in  1880 
was  the  first  to  use  bee  stings  thera- 
peutically in  his  practice  and  it  is  still 
used  quite  extensively  in  Europe. 

In  this  country  Draper2  reported 
favorable  results  following  its  use  in 
1920.  Beck3  has  used  it  in  his  practice 
for  many  years  and  believes  it  is  a valu- 
able adjunct  in  the  treatment  of  rheu- 
matic conditions. 

In  view  of  the  excellent  results  ob- 
tained by  the  above  mentioned  investi- 
gators as  well  as  many  others  it  seemed 
worth-while  to  try  this  form  of  therapy 
on  a group  of  patients  with  rheumatoid 
arthritis. 

The  present  study  is  based  on  the 
treatment  of  twenty-seven  patients  with 
active  rheumatoid  arthritis  with  bee 
stings.  Considerable  care  was  taken  to 
apply  the  treatment  only  to  patients 
whose  physical  status  was  good  except 
for  the  arthritic  condition  and  whose 
joint  disease  was  not  sufficiently  ad- 
vanced to  preclude  hope  of  recovery.  All 
patients  were  ambulatory  and  treated  in 
the  Arthritis  Clinic  of  the  New  York 
Hospital.  One  patient  had  to  assist  her- 
self with  crutches  and  four  used  canes. 
The  patients  included  in  the  study  were 
divided  into  two  groups : 

One  was  comprised  of  twelve  patients 
having  a markedly  active  form  of  arthritis 
characterized  chiefly  by  periarticular  swell- 
ing oi  the  joints,  usually  including  fusiform 
swelling  of  the  fingers. 

The  other  consisted  of  fifteen  patients 
who  were  similar  to  the  first  group  except 
that  the  disease  gave  evidence  of  having 
involved  the  joint  structure  and  in  some 
instances  there  were  contracture  deformi- 
ties and  partial  ankylosis. 

It  should  be  emphasized  that  all  pa- 
tients had  previously  received  various 
forms  of  treatment  without  beneficial 
results.  All  but  two  had  been  subjected 


to  tonsillectomy,  most  of  them  several 
years  before  admission.  All  but  five  had 
had  abscessed  or  suspicious  teeth  re- 
moved and  seven  had  been  treated  for 
sinusitis.  All  had  had  various  forms  of 
physiotherapy  and  vaccine  therapy. 

Forms  of  treatment  supplementary  to 
the  bee  stings  were  limited  to  a mini- 
mum. An  unrestricted  diet  high  in  vita- 
mins was  usually  recommended.  Acetyl- 
salicylic  acid  was  frequently  prescribed 
for  the  relief  of  pain  and  patients  ad- 
vised to  apply  heat  to  the  affected  joints. 

Of  the  twenty-seven  patients  studied, 
ten  were  males  and  seventeen  females. 
The  youngest  patient  was  thirty  years 
of  age  and  the  oldest  sixty-eight.  The 
duration  of  the  arthritic  symptoms 
ranged  from  nine  months  to  thirty  years. 
Improvement  was  judged  by  a fall  in 
the  corrected  sedimentation  index  and 
an  alleviation  of  the  clinical  symptoms. 

Method 

All  of  the  stings  were  administered 
by  the  beekeeper.*  The  site  selected 
depended  on  the  location  of  the  most 
painful  joints.  The  skin  was  cleansed 
with  alcohol  and  allowed  to  dry.  The 
bee,  held  between  the  thumb  and  fore- 
finger, was  placed  on  the  skin.  Gentle 
pressure  on  the  bee  caused  it  to  sting. 
The  stinger  was  left  in  for  about  five 
minutes  and  was  then  carefully  removed 
with  forceps. 

The  initial  dose  was  one  bee  sting.  If 
no  reaction  followed  the  number  was 
increased  to  three  stings  at  the  next  visit. 
The  treatments  were  continued  at  weekly 
intervals,  increasing  the  number  of 
stings  at  each  visit.  If  a patient  devel- 
oped itching  of  the  skin  for  several  days 
or  any  general  reaction  the  number  of 
stings  was  decreased  or  the  treatments 
discontinued. 

The  sedimentation  test  used  in  this 

*The  bees  were  kindly  supplied  and  admin- 
istered by  Mr.  Emil  Grieder,  Paterson,  N.  J. 
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Table  I — Treatment  of  12  Patients  with  Moderately  Severe  Rheumatoid  Arthritis 

with  Bee  Stings 


Bee  sting  therapy  Cor.  Sed.  Ind* 


Number  of  Before  After 


Sex 

Age 

Duration 

Duration 

stings 

treatment 

treatment 

Clinical  results 

F 

43 

9 mos. 

6 mos. 

406 

0.8 

0.4 

Marked  improvement. 

F 

48 

1 yr. 

12  mos. 

394 

0.7 

0.5 

Marked  improvement. 

M 

50 

2 yrs. 

13  mos. 

373 

1.2 

0.7 

Marked  improvement. 

M 

45 

1 yr. 

6 mos. 

692 

1.6 

1.2 

Slight  improvement. 

F 

49 

2 yrs. 

6 mos. 

649 

0.4 

0.4 

Slight  improvement. 

F 

55 

5 yrs. 

12  mos. 

429 

0.5 

0.6 

No  improvement. 

F 

34 

3 yrs. 

8 mos. 

156 

0.5 

0.9 

Became  worse. 

F 

65 

10  yrs. 

3 mos. 

142 

0.4 

0.5 

Became  worse. 

M 

43 

2 yrs. 

4 wks. 

17 

1 .6 

1 .9 

Severe  general  reaction. 

F 

30 

3 yrs. 

6 wks. 

11 

1.2 

1.0 

Severe  local  reaction. 

M 

33 

2 yrs. 

4 wks. 

14 

0.7 

Severe  local  reaction. 

F 

44 

30  yrs. 

3 wks. 

7 

0.9 

Disliked  treatments. 

This  group  suffered  from  pain,  stiffness  and  periarticular  swelling  of  the  joints. 
* Corrected  sedimentation  index. 


study  was  that  recommended  by  Rourke 
and  Ernstene4  and  the  figure  indicating 
the  sedimentation  rate  is  known  as  the 
corrected  sedimentation  index.  An  index 
of  0.4  or  less  was  considered  normal. 

Results 

In  Tables  I and  II,  the  patients  who 
received  bee  sting  treatments  are  listed, 
together  with  the  duration  and  severity 
of  their  arthritis,  the  number  of  bee 
stings  and  duration  of  treatment,  the 
corrected  sedimentation  index  before 
and  after  treatment  and  the  results. 

Three  patients  were  markedly  im- 
proved clinically  and  there  was  a drop 
toward  normal  in  the  corrected  sedi- 
mentation index.  These  patients  have 
remained  well  one  year  after  discontin- 
uing the  treatments.  The  number  ot 
stings  received  were  406,  394  and  373 
respectively  over  a period  of  from  four 
to  thirteen  months. 


Five  patients  felt  slightly  better  and 
wished  to  continue  the  treatments  but 
there  was  no  improvement  in  the  appear- 
ance of  the  joints  and  the  corrected  sedi- 
mentation index  remained  about  the 
same.  The  number  of  bee  stings  ranged 
from  183  to  738  with  an  average  of  546. 
The  duration  of  treatment  was  from 
three  to  eighteen  months. 

Five  failed  to  show  any  improvement 
although  the  treatments  were  continued 
for  from  eight  to  fourteen  months  and 
the  number  of  bee  stings  varied  from 
429  to  1434  with  an  average  of  747. 

Seven  became  definitely  worse  while 
taking  the  bee  stings.  One  patient  be- 
came so  acutely  ill  she  was  confined  to 
bed  for  three  months.  These  patients 
received  from  53  to  555  bee  stings  over 
a period  of  from  three  to  fourteen 
months. 

Five  were  obliged  to  discontinue  the 
bee  stings  after  three  to  four  weeks  be- 
cause of  severe  reactions.  Thev  all  had 


Table  II — Treatment  of  15  Patients  with  Advanced  Rheumatoid  Arthritis  with 

Bee  Stings 


Bee  sting  therapy  Cor.  Sed.  Ind.* * 


Sex 

Age 

Duration 

Duration 

stings 

M 

46 

8 yrs. 

18  mos. 

738 

F 

33 

5 yrs. 

6 mos. 

471 

M 

49 

3 yrs. 

3 mos. 

183 

M 

44 

3 yrs. 

8 mos. 

1434 

F 

46 

i yr. 

15  mos. 

844 

F 

35 

5 yrs. 

14  mos. 

555 

F 

40 

4 yrs. 

11  mos. 

453 

M 

58 

5 yrs. 

14  mos. 

531 

F 

68 

9 yrs. 

4 nr  os. 

386 

F 

39 

4 yrs. 

6 mos. 

105 

M 

44 

9 yrs. 

4 mos. 

58 

F 

45 

8 yrs. 

3 mos. 

53 

F 

38 

6 yrs. 

1 mos. 

24 

M 

40 

1 yr. 

3 wks. 

7 

F 

39 

4 yrs. 

2 wks. 

3 

of  Before 

After 

treatment 

treatment 

Clinical  results 

1.7 

1.6 

Slight  improvement. 

0.9 

0.7 

Slight  improvement. 

1.5 

1.5 

Slight  improvement. 

1.1 

0.9 

No  improvement. 

0.5 

0.3 

No  improvement. 

1.0 

1.3 

No  improvement. 

0.7 

0.6 

No  improvement. 

0.9 

1.7 

Became  worse. 

1.9 

1.7 

Became  worse. 

1.0 

1.1 

Became  worse. 

1.0 

1.6 

Became  worse. 

2.0 

2.1 

Became  worse. 

0.8 

Severe  general  reaction. 

1.4 

Severe  general  reaction. 

1.5 

Disliked  treatments. 

This  group  suffered  from  pain,  swelling  and  deformity  of  one  or  more  joints. 

* Corrected  sedimentation  index. 
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marked  local  reactions  with  redness, 
swelling,  and  itching  and  three  of  the 
patients  had  general  reactions  consisting 
of  chills,  fever,  vomiting,  headache,  and 
increased  pain  and  swelling  of  the  joints. 
These  reactions  occurred  following  two 
to  three  stings. 

Two  patients  asked  permission  to  dis- 
continue the  treatments  as  they  found 
the  bee  stings  very  disagreeable.  Most 
of  the  patients  had  mild  reactions,  either 
local  or  general,  during  the  course  of  the 
bee  sting  treatments.  Eleven  had  severe 
itching  at  the  site  of  the  stings  for  two 
or  three  days.  The  itching  usually  oc- 
curred a week  or  two  after  the  stings 
were  started  and  passed  off  in  the  fifth 
or  sixth  week.  Four  patients  developed 
a maculopapular  rash  over  the  body, 
particularly  on  the  arms  and  legs,  after 
continuing  the  bee  stings  for  four  or  five 
months.  It  cleared  up  rapidly  on  discon- 
tinuing the  treatments.  Seven  patients 
had  an  increase  in  the  joint  pains  the  day 
following  the  stings  and  four  experi- 
enced severe  headaches.  There  were 
seven  patients  who  said  they  felt  defi- 
nitely better  for  a few  days  following  the 
treatments. 

Discussion 

Many  articles  have  been  published 
concerning  the  value  of  bee  sting  therapy 
in  the  treatment  of  rheumatoid  arthritis. 
Investigators  report  an  improvement  in 
the  physical  condition  of  their  patients 
and  a sense  of  well-being.  This  seemed 
to  be  true  with  many  of  the  patients  in 
the  present  study  especially  during  the 
first  two  or  three  months  of  treatment. 
However,  it  is  difficult  to  say  whether 
this  was  due  to  the  actual  treatments  or 
to  the  dramatic  nature  of  this  form  of 
therapy.  The  administration  of  the  bee 
stings  was  rather  spectacular.  More  or 
less  pain  was  experienced  with  each 
sting  and  the  patient  became  flushed  and 
perspired  freely.  To  receive  twenty  to 
fifty  stings  at  one  sitting  was  a trying 
ordeal.  A certain  amount  of  informality 
existed.  The  patients  talked  together, 
discussed  their  symptoms  and  the  treat- 
ment, and  were  undoubtedly  encouraged 
by  the  contact  with  each  other.  Indi- 
vidually the  patients  all  heartily  disliked 
the  stings  and  only  submitted  to  treat- 
ments because  of  a hope  for  recovery. 


In  the  present  study  the  results  are 
very  disappointing.  Five  (18%)  of  the 
twenty-seven  patients  treated  had  to  dis- 
continue the  bee  stings  because  of  severe 
reactions.  This  percentage  of  sensitivity 
is  much  higher  than  is  found  with  the 
various  forms  of  foreign  protein  ther- 
apy. Twenty  patients  continued  the  bee 
sting  treatments  for  from  three  to 
eighteen  months  and  only  three  (15%) 
showed  any  definite  improvement.  Con- 
sidering the  general  belief  that  seems  to 
be  prevalent  especially  among  bee  keep- 
ers that  the  sting  of  the  honey  bee  is  a 
cure  for  rheumatism,  these  results  are 
rather  surprising. 

Summary  and  Conclusions 

1.  Twenty-seven  patients  with  severe 
active  rheumatoid  arthritis  were  treated 
with  the  sting  of  the  honeybee.  Five 
had  to  discontinue  treatments  after  a few 
weeks  because  of  severe  local  or  general 
reactions.  Two  stopped  because  they 
found  the  treatments  very  disagreeable. 
Twenty  continued  the  bee  stings  for 
from  three  to  eighteen  months  and 
received  from  53  to  1434  stings.  Three 
of  the  patients  were  markedly  improved 
and  had  remained  well  one  year  later, 
five  were  slightly  improved,  five  re- 
mained the  same,  and  seven  became  very 
much  worse. 

2.  Many  of  the  patients  had  minor 
reactions  during  the  course  of  treat- 
ments. Eleven  had  severe  itching  for  a 
few  weeks,  four  developed  a maculo- 
papular rash  over  the  body,  seven  had 
an  increase  in  the  joint  pains  the  day 
following  the  stings,  and  four  expe- 
rienced severe  headache. 

3.  Bee  sting  therapy  had  no  constant 
or  noteworthy  effect  in  the  treatment  of 
rheumatoid  arthritis.  The  results  were 
so  discouraging  that  we  felt  we  were  not 
justified  in  continuing  this  form  of  treat- 
ment. 

525  E.  68  St.  (New  York  Hospital) 
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ARTHRITIS 

The  Relationship  of  Dental  Infection 

Seth  Selig,  M.D.,  New  York  City 


I shall  confine  my  remarks  to  the  rela- 
tionship of  dental  foci  of  infection  to 
arthritis.  Numerous  other  foci  of  in- 
fection in  the  accessory  nasal  sinuses,  the 
nasopharynx,  the  tonsils,  the  respiratory 
tract,  the  gentitourinary  tract,  and  the 
gastrointestinal  tract  will  not  be  discussed 
in  detail.  It  is  my  opinion  that  infection 
in  the  accessory  nasal  sinuses  and  in  the 
genitourinary  tract  is  more  important  in 
the  etiology  of  arthritis  than  dental  in- 
fection. 

Since  1801  when  Benjamin  Rush  re- 
ported the  cure  of  a case  of  rheumatism 
of  the  hip  by  the  removal  of  a tooth,  the 
attention  of  dentists  and  physicians  has 
been  directed  to  the  teeth  as  a possible 
cause  of  arthritis. 

The  entire  subject  of  arthritis  is  in  so 
confused  and  nebulous  a state  that  even 
the  classification  of  joint  disease  is  still 
a moot  point.  I shall  spend  a few  mo- 
ments in  reviewing  Allison  and  Ghorm- 
ley’s1  classification  of  joint  inflammation. 
The  first  broad  classification  is  into  joint 
diseases  of  known  origin  and  joint  dis- 
eases of  unknown  origin.  The  joint  dis- 
eases of  known  origin  may  again  be  sub- 
divided into : 

1.  Traumatic  arthritis,  as  sprains,  syno- 
vitis, loose  bodies  in  the  joint,  and  injuries 
to  the  cartilages  of  the  knee-joint. 

2.  Joint  disease  caused  by  a bacterial 
agent,  as  the  (1)  tubercle  bacillus,  (2) 
gonococcus,  (3)  pneumococcus,  (4)  typhoid 
bacillus,  (5)  syphilis,  etc. 

3.  Arthropathies,  secondary  to  trophic 
disturbances,  as  tabes  dorsalis,  syringomy- 
elia, leprosy,  etc. 

4.  Constitutional  disturbances,  as  (1) 
gout,  (2)  hemophilia,  (3)  anaphylactic  re- 
actions, and  (4)  intermittent  hydrarthrosis. 

Thus  far  the  classification  has  been 
fairly  easy  and  obvious.  We  now  come 
to  the  second  large  group,  the  joint  in- 
flammations of  uncertain  origin,  and 
these  may  be  divided  into  (1)  prolifera- 
tive arthritis,  (2)  degenerative  arthritis, 
(3)  unclassified  arthritis. 

The  classification  appears  justified  on 


clinical  and  pathological  grounds  and 
furnishes  a reasonable  method  of  ap- 
proach to  the  problem  of  treatment.  The 
adjective  “proliferative”  refers  to  the 
proliferation  of  the  synovial  membrane 
or  lining  of  the  joint  and  to  increase  in 
the  connective-tissue  elements  of  the  bone 
marrow  near  the  joint.  It  does  not  mean 
bony  proliferation,  which  does  not  occur 
in  this  type  of  arthritis. 

Proliferative  Arthritis 

Proliferative  arthritis2  has  many 
synonyms  which  do  not  help  to  clarify 
this  confusing  subject.  Among  the  com- 
monly used  synonyms  are  rheumatoid 
arthritis,  atrophic  arthritis,  Type  I 
arthritis,  and  chronic  infectious  arthritis. 
The  term  arthritis  deformans  is  seldom 
used  today.  It  was  first  used  by  Virchow 
and  continued  by  Nichols  and  Richardson 
as  the  main  diagnostic  term  to  include 
both  the  proliferative  and  the  degenera- 
tive form  of  arthritis. 

Rheumatoid  arthritis  or  proliferative 
arthritis  usually  occurs  in  the  younger 
age  group.  In  a series  of  twenty-five 
cases  of  severe  rheumatoid  arthritis  at 
Montefiore  Hospital,  eight  cases  began 
before  the  age  of  twenty,  and  one  com- 
menced as  early  as  eleven  years  of  age. 
Eleven  cases  began  between  the  ages  of 
twenty  and  thirty.  Most  authorities  find 
that  women  are  more  frequently  affected 
than  men ; in  this  small  series  there  were 
fourteen  women  and  eleven  men.  Rheu- 
matoid arthritis  is  characterized  by  mul- 
tiple joint  involvement  with  progressive 
limitation  of  motion  and  final  ankylosis 
in  the  severe  cases.  It  may  begin  with  a 
sudden  febrile  onset  resembling  rheu- 
matic fever  (which  is  an  entirely  distinct 
disease),  or  it  may  have  a more  subacute 
onset  with  alternating  periods  of  quiet 
and  activity.  During  the  periods  of  activ- 
itv  there  is  usually  a temperature  rise  and 
an  increase  in  the  sedimentation  rate. 
The  sedimentation  test  consists  of  meas- 
uring the  rate  of  settling  of  the  red  blood 
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cells  in  a specimen  of  whole  blood  in 
which  coagulation  is  prevented  by  the 
addition  of  an  anticoagulant,  such  as 
sodium  citrate.  The  red  blood  cells  of 
patients  suffering  from  some  inflamma- 
tory process  in  the  body  settle  more  rap- 
idly than  the  red  blood  cells  of  normal 
individuals,  and  the  speed  of  sedimenta- 
tion bears  a direct  relationship  to  the 
severity  of  the  infection.  If  the  time 
taken  for  the  settling  of  red  blood  cells 
to  the  eighteen  mm.  mark  is  less  than 
sixty  minutes,  it  is  considered  an  indica- 
tion of  the  existence  of  some  abnormal 
process  in  the  patient.  The  sedimenta- 
tion rate  is  usually  a more  sensitive  indi- 
cator of  the  extent  of  an  inflammatory 
process  than  either  the  temperature  or 
the  leukocytosis.  The  small  joints  of  the 
hands  and  feet  are  commonly  involved 
and  then  the  wrists,  ankles,  knees,  and 
elbows.  Less  commonly  involved  are  the 
hips,  spine,  and  shoulders.  Allison  and 
Ghormley1  have  shown  that  rheumatoid 
arthritis  or  chronic  infectious  arthritis 
has  a definite  pathological  picture  which 
is  not  encountered  in  other  forms  of  dis- 
ease, the  lesion  consisting  of  peculiar 
clumps  of  lymphoid  cells  in  the  marrow 
near  the  joints  and  the  synovial  mem- 
brane. The  characteristic  x-ray  picture 
in  early  cases  merely  shows  diminished 
density  of  the  bone  with  normal  joint 
outlines  and  a swollen  capsule  with  in- 
creased synovial  fluid.  In  the  later 
cases,  bony  ankylosis  may  be  present. 

Most  authorities  are  of  the  opinion 
that  infection  by  a bacterium  or  virus 
plays  an  important  part  in  this  disease. 
There  is  no  agreement  as  to  the  nature 
of  the  organism  and  the  exact  role  it 
plays.  Zinsser  believes  that  the  disease  is 
the  result  of  a state  of  allergy  in  which 
the  body  is  sensitized  to  a bacterial  anti- 
gen probably  from  disintegration  in  an 
inflammatory  focus  of  the  organism  con- 
cerned. Many  investigators  feel  that  the 
streptococcus  is  the  causal  organism,  and 
there  are  many  facts  which  bolster  this 
belief.  Billings, 3,4  Rosenow,5,6  Poston,7 
Cecil  and  his  group  of  workers,8,9  and 
others  have  cultured  a streptococcus  from 
the  blood  or  joints  or  lymph  nodes,  drain- 
ing the  joints  in  a high  percentage  of 
cases  of  rheumatoid  arthritis.  On  the 
other  hand,  equally  reliable  investigators, 
such  as  Nye  and  Waxelbaum,10  Hench2 


of  the  Mayo  Clinic,  and  Dawson  and 
Boots11  failed  to  recover  the  streptococcus 
from  cases  of  rheumatoid  arthritis  using 
the  same  technic  as  the  men  who  were 
successful.  This  lack  of  uniformity  in 
the  bacteriological  studies  is  ground  for 
skepticism  in  definitely  accepting  the  fact 
that  the  streptococcus  is  the  causal  agent 
of  arthritis.  Likewise  the  positive  agglu- 
tination reactions  against  streptococci 
found  by  many  workers  in  cases  of 
rheumatoid  arthritis  are  merely  sugges- 
tive evidence  and  not  proof  that  the 
streptococcus  is  the  causal  organism  of 
chronic  infectious  arthritis  or  rheumatoid 
arthritis.  It  merely  demonstrates  the 
fact  that  at  some  time  in  the  past  the  in- 
dividual elaborated  antibodies  against  an 
invading  streptococcus. 

Predisposing  factors,  such  as  mental 
fatigue,  worry,  endocrine  dysfunction  or 
a hereditary  tendency,  have  been  men- 
tioned, but  again  there  is  no  definite  proof 
of  their  causal  relationship. 

Degenerative  Arthritis 

Let  us  consider  the  second  great  type 
of  arthritis  of  unknown  etiology — degen- 
erative. This  disease  also  has  several 
synonyms,  the  most  common  of  which 
are  hypertrophic  arthritis,  osteoarthritis, 
and  Type  II  arthritis.  When  the  disease 
occurs  in  certain  common  locations,  it  is 
given  a definite  designation;  the  com- 
monly observed  thickenings  about  the 
distal  interphalangeal  joints  of  the  fingers 
of  old  people,  an  example  of  this  disease, 
are  called  Heberden’s  nodes.  When  the 
disease  occurs  in  the  hip  joint  which  is 
one  of  its  common  locations,  it  is  called 
malum  coxae  senilis,  or  hip  disease  of 
the  aged.  This  disease  is  also  a general- 
ized disease  with  the  most  striking  and 
obvious  changes  occurring  in  the  joints. 
It  is  true  that  only  one  joint  may  be 
affected,  but  it  is  customary  to  have  mul- 
tiple joint  involvement  with  maximum 
symptoms  in  one  joint.  Degenerative 
arthritis  usually  affects  persons  past 
middle  life.  The  sexes  are  equally 
affected,  and  the  onset  is  insidious  and 
afebrile.  Many  people  have  x-ray 
changes  diagnostic  of  this  condition  but 
do  not  complain  of  symptoms.  The  x-ray 
appearance  shows  enlargement  of  the 
joint  spaces  with  increased  fluid  and 
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lipping  of  the  joint  margins.  There  may 
be  loose  osseous  fragments  in  the  joint, 
and  there  is  usually  marked  limitation  of 
motion.  These  cases  seldom  proceed  to 
ankylosis  in  spite  of  the  restricted  motion. 
The  blood  cultures  and  joint  cultures 
have  been  essentially  negative  even  in 
the  hands  of  observers  who  obtained  pos- 
itive cultures  from  cases  of  rheumatoid 
arthritis.  The  early  pathological  changes 
consist  of  fibrillation  and  splitting  of  the 
articular  cartilage  followed  by  its  disap- 
pearance associated  with  lipping  of  the 
articular  margins  and  eburnation  of  the 
bone.  The  synovial  membrane  is  vascular 
but  does  not  proliferate  as  in  rheumatoid 
arthritis.  The  clinical  and  pathological 
picture  does  not  suggest  an  infection. 
Most  authorities  feel,  but  no  definite 
proof  has  been  furnished,  that  this  is  a 
process  of  degeneration,  but  the  exact 
mechanism  and  etiology  have  not  been  de- 
termined. The  trauma  of  daily  life,  the 
vascular  changes  secondary  to  senescence, 
and  endocrine  dysfunction  have  been 
mentioned  as  possible  factors  in  this 
arthritis  of  old  age. 

Unclassified  Arthritis 

In  the  third  group  of  arthritis  of  un- 
known origin,  we  have  unclassified  cases12 
that  have  x-ray,  clinical,  and  pathological 
changes  common  to  both  rheumatoid 
arthritis  and  osteoarthritis,  so-called 
“mixed  types.” 

If  we  confine  ourselves  to  established 
facts  in  the  etiology  of  arthritis  of  un- 
known origin,  the  only  definite  statement 
one  can  make  is  that  the  cause  is  still  un- 
known but  that  the  streptococcus  is  under 
suspicion  as  an  etiological  factor  in  the 
chronic  infectious  type. 

Where  in  the  body  does  one  find  the 
streptococcus?  At  this  point  we  glibly 
catalog  the  list  of  possible  foci  that  our 
clinic  patients  learn  so  well  in  their  travels 
from  department  to  department.  Teeth, 
tonsils,  sinuses,  gall-bladder,  intestinal 
tract,  and  genitourinary  tract  are  the  com- 
monly considered  possible  foci.  Cer- 
tainly streptococci  can  be  found  in  all 
these  places;  often  pathological  organ- 
isms that  are  causing  local  symptoms  of 
inflammation.  How  far  should  one  pro- 
ceed in  the  eradication  of  foci  that  harbor 
the  streptococcus?  Arbuthnot  Lane,  the 


famous  English  surgeon,  was  certainly 
unjustified  when  he  advocated  and  ac- 
tually did  resect  large  portions  of  the 
colon  to  get  rid  of  the  hypothetical  offend- 
ing organisms.  At  the  other  extreme  are 
those  physicians  who  have  become  dissat- 
isfied with  the  results  of  eradication  of 
foci  in  arthritis  and  pay  no  attention  even 
to  obvious  active  inflammatory  lesions. 

I think  that  foci  of  infection  should  be 
removed,  but  one  must  choose  cases  care- 
fully and  cautiously.  Many  of  the  most 
ardent  advocates  of  the  streptococcic 
theory  of  etiology  do  not  advise  removal 
of  foci  in  osteoarthritis,  the  degenerative 
joint  disease  of  old  age.  Cecil9  states : 

In  osteoarthritis  the  removal  of  focal 
infections  should  be  undertaken  only  with 
the  idea  of  protecting  the  patient’s  health 
and  not  with  any  hope  of  curing  the  degen- 
erative process  of  the  joint. 

Certainly  the  removal  of  foci  will  have 
no  effect  on  gouty  deposits  in  the  periar- 
ticular tissues  of  the  big  toe.  Nor  will 
extracting  infected  teeth  or  removing  dis- 
eased tonsils  cure  an  arthritis  caused  by 
a gonorrheal  salpingitis.  Pain  in  the 
back  caused  by  the  pressure  of  a ruptured 
intervertebral  disk  on  the  nerve  roots 
will  not  be  amenable  to  the  removal  of 
focal  infections. 

The  point  I am  trying  to  make  is  to 
first  attempt  a careful  diagnosis  of  the 
type  of  arthritis.  If  it  falls  into  the 
group  of  cases  with  a known  cause,  the 
therapeutic  attack  is  simplified.  The  dif- 
ferential diagnosis  of  arthritis  is  extreme- 
ly difficult  in  some  cases  and  often  calls 
for  extensive  laboratory  investigation.  In 
other  cases,  the  differential  diagnosis  is 
simple  and  can  readily  be  made  by  clin- 
ical inspection. 

It  is  in  cases  of  rheumatoid  arthritis  or 
chronic  infectious  arthritis  that  the  re- 
moval of  foci  assumes  considerable  im- 
portance. Some  cases  of  infectious 
arthritis  are  mild  and  become  stationary 
with  little  impairment  of  the  joints; 
others  are  progressive  and  proceed  to 
cripple  the  patient  so  that  in  two  or  three 
years  he  is  a helpless,  bedridden,  chronic 
arthritic  with  multiple  ankylosed  joints. 
Certainly  at  this  stage  removal  of  foci 
will  be  of  little  help  even  if  they  had  an 
etiological  relationship;  the  joints  have 
already  been  destroyed.  At  the  onset  of 
rheumatoid  arthritis,  there  is  no  way  of 
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predicting  whether  the  case  will  be  mild 
or  whether  it  will  proceed  to  completely 
cripple  the  patient.  At  the  beginning  of 
the  illnesses  in  the  twenty-five  hopelessly 
crippled,  bedridden  arthritics  whom  I 
studied  at  Montefiore  (New  York  City), 
the  history  merely  suggested  mild  joint 
involvement,  and  the  patients  continued 
their  daily  routine  for  many  months  be- 
fore they  were  aware  of  the  true  nature 
of  the  illness.  Since  we  cannot  differ- 
entiate the  severe  from  the  mild  cases  at 
the  onset,  let  us  be  energetic  in  the  treat- 
ment of  early  cases  of  infectious  arthritis. 
The  only  chance  for  curative  treatment  is 
before  the  joint  changes  are  severe. 

The  roots  of  the  teeth  have  been 
proven  to  harbor  streptococci.  I think  we 
must  accept  that  fact  even  though  the 
extraction  of  a tooth  under  sterile  precau- 
tions and  the  culture  of  its  roots  is  a pro- 
cedure that  is  extremely  difficult  tech- 
nically, and  errors  may  creep  in.  Blay- 
ney,13  in  a careful  histopathological  study, 
came  to  the  conclusion  that  even  when 
there  are  positive  x-ray  findings,  the 
changes  are  not  always  of  an  inflamma- 
tory or  degenerative  nature  associated 
with  the  death  of  the  pulp  and  that  the 
removal  of  such  teeth  can  in  no  wise  bene- 
fit the  patient  who  suffers  from  chronic 
arthritis  or  other  conditions.  The  bacteri- 
ological study  of  root  ends  wherein  the 
inoculum  is  obtained  after  extraction  is 
very  misleading.  For  a reliable  study  the 
material  must  be  gathered  before  the  root 
is  disturbed.  Roentgenographic  findings 
of  root  resorption  in  the  absence  of  bony 
changes  are  not  sufficient  evidence  to 
justify  the  extraction  of  the  teeth  so 
involved. 

For  mechanical  reasons  dental  culture 
is  much  more  difficult  in  molars  than  in 
the  anterior  teeth.  Haden,14  chief  of  the 
medical  division  of  the  Cleveland  Clinic, 
cultured  3,000  teeth.  Because  of  the 
technical  difficulties,  he  discarded  the  re- 
sults of  1,500  molars  and  for  statistical 
purposes,  used  the  cultures  obtained  from 
1,500  anterior  teeth — incisors,  cuspids, 
and  bicuspids.  For  the  purpose  of  study 
he  divided  them  into  vital  teeth,  pulpless 
teeth  with  negative  x-ray  findings,  and 
pulpless  teeth  with  positive  radiographic 
findings.  By  vital  teeth  he  meant  teeth 
which  responded  to  the  electric  current. 
In  such  teeth,  the  pulp  functions,  although 


perhaps  not  normally.  Teeth  which  show 
no  response  to  electric  stimuli  have  been 
classified  as  pulpless.  These  are  certainly 
pulpless  from  the  standpoint  of  function 
regardless  of  whether  the  pulp  is  still 
in  position  although  dead  or  has  been 
mechanically  removed.  Haden  admits 
that  there  is  necessarily  much  difference 
of  opinion  concerning  just  what  should 
be  called  positive  radiographic  evidence 
of  infection.  There  are  also  no  statistics 
to  show  the  frequency  of  chronic  infec- 
tions in  vital  pulps.  It  certainly  occurs 
quite  commonly,  and  many  believe  that 
there  is  a chronic  infection  in  the  pulp 
of  every  tooth  in  which  the  dentine  is  in- 
vaded by  caries. 

Four  hundred  cultures  were  made  from 
the  apices  of  vital  teeth.  It  may  be  as- 
sumed, but  remembered  that  it  is  merely 
an  assumption  that  the  apex  of  a healthy 
vital  tooth  is  sterile,  and  positive  cultures 
in  this  group  indicate  the  chances  of  a 
technical  error.  Fifty-five  per  cent  of  the 
cultures  were  positive  in  broth,  but  only 
14 J per  cent  were  positive  in  agar.  Haden 
used  test  tubes  of  glucose  brain  broth  agar, 
and  glucose  brain  broth.  These  mediums 
offer  all  gradations  of  oxygen  tension. 
The  brain  substance  renders  the  bottom 
of  the  tube  anaerobic,  while  the  top  is 
aerobic,  so  every  degree  of  oxygen  ten- 
sion between  these  two  points  is  provided. 
The  difference  obtained  in  the  two 
methods  of  culture,  Haden  explains  by 
saying  that  a few  organisms  picked  up 
during  the  extraction  would  be  sufficient 
to  give  a positive  broth  culture  but  would 
be  negative  in  agar.  Certainly  it  proves 
that  positive  cultures  in  broth  from  pulp- 
less teeth  mean  very  little  when  fifty-five 
per  cent  of  vital  healthy  teeth  are  positive. 
Of  the  positive  agar  cultures,  about  two- 
thirds  showed  less  than  ten  colonies  per 
tube.  A bacteriological  technic  from 
which  contamination  cannot  be  positively 
ruled  out  is  at  best  a relative  not  an  abso- 
lute study.  It  is  true  that  the  large  num- 
ber of  positive  cultures  from  the  apices 
of  vital  teeth  show  the  maximum  error, 
as  some  of  the  supposedly  healthy  teeth 
may  have  had  infected  pulp. 

Five  hundred  radiographically  positive 
pulpless  teeth  were  cultured.  26.6  per 
cent  were  sterile  in  the  agar  tube,  while 
62.8  per  cent  had  ten  or  more  colonies  per 
tube.  Nine  per  cent  were  sterile  in  broth 
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The  next  group  is  probably  the  most 
controversial — the  pulpless  teeth  with 
negative  radiographs.  It  is  here  that  the 
greatest  difference  of  opinion  exists  con- 
cerning the  relationship  to  arthritis.  Six 
hundred  pulpless  teeth  with  negative 
radiographs  were  cultured.  44.3  per  cent 
were  sterile  in  the  agar  shake  tube,  while 
46.2  per  cent  showed  ten  colonies  or  more 
as  opposed  to  62.8  per  cent  in  the  radio- 
graphically positive  group.  In  other 
words,  if  the  presence  of  ten  or  more 
colonies  in  the  agar  shake  tube  is  taken 
as  a criterion,  seventy-four  per  cent  of 
the  radiographically  negative  pulpless 
teeth  were  as  potentially  infected  as  the 
radiographically  positive  pulpless  teeth. 

Rhodes  and  Dick15  in  1932  in  a much 
smaller  series  of  x-ray  negative  pulpless 
teeth,  recovered  the  streptococcus  viri- 
dans  in  each  instance.  In  all  but  two 
teeth  it  was  the  predominating  organism. 
The  average  bacteriological  count  was 
over  750,000  by  their  methods.  Using 
the  same  technic  they  cultured  fourteen 
vital  teeth,  and  the  average  bacterial 
count  using  the  same  methods  was  1,786. 
They  came  to  this  conclusion  that : 

It  seems  justifiable  to  regard  all  pulpless 
teeth  as  probable  foci  of  infection  whether 
or  not  they  show  apical  changes  by  x-ray. 
Certainly  this  position  should  be  taken  in 
systemic  disease  of  the  type  usually  asso- 
ciated with  focal  infection. 

Haden  next  proceeded  to  determine 
the  type  of  organism  he  obtained  in  his 
cultures  of  1,500  teeth.  Three  hundred 
forty-six  of  the  broth  cultures  were  trans- 
ferred to  agar  plates,  and  302  were  found 
to  be  pure  cultures,  usually  of  nonhemoly- 
tic streptococci.  The  nonhemolytic 
streptococci  were  usually  green  on  blood 
agar,  but  not  infrequently  the  colonies 
were  gray.  Only  three  times  were  hemo- 
lytic streptococci  found,  twice  in  pure 
culture  and  once  associated  with  a staphy- 
lococcus aureus.  Forty-four  times  mixed 
cultures  were  present. 

Solis-Cohen,16  eminent  Philadelphia 
clinician,  states: 

Many  physicians  and  dentists  make  the 
common  mistake  of  taking  for  granted  that 
germs  present  in  or  on  the  tissues  are 
thereby  infecting  the  patient. 

Some  regard  the  microbe  that  predom- 
inates in  a culture  as  the  etiological  organ- 
ism, an  inference  which,  however  valid  in 


acute  infections,  is  unreliable  in  chronic  and 
focal  infections.  Of  384  glucose  brain  cul- 
tures forty-four  per  cent  were  not  patho- 
genic for  the  host.  It  has  been  shown  that 
contaminating  bacteria  may  overgrow  the 
etiologic  germ  and  in  consequence  be  the 
only  ones  to  grow  in  a culture. 

He  uses  the  pathogen  selective  culture 
in  the  patient’s  whole,  fresh,  coagulable 
blood.  The  organisms  able  to  grow  in  the 
blood  are  those  against  which  it  lacks 
bacteriocidal  power  and  which  are  be- 
lieved of  etiological  significance.  He  also 
used  controls  of  glucose  brain  broth.  By 
this  method  strepococci  were  found  less, 
and  staphylococci  were  found  more  than 
in  other  published  studies.  He  also  felt 
that  dental  infection  was  often  secondary 
to  foci  in  the  nares  or  sinuses,  tonsils, 
furuncles,  etc.,  using  the  same  pathogen 
selector  method.  Few  dentists  agree  with 
him  in  this  belief. 

There  is  also  no  agreement  among 
bacteriological5,17’18  studies  in  rheuma- 
toid arthritis  on  the  type  of  streptococcus 
found  in  the  joints  or  blood  or  glands 
draining  the  joints.  It  is  important  to 
note  at  this  point  that  recent  work  has  in- 
dicated the  possible  passage  of  certain 
strains  of  streptococci  into  other  strains 
under  appropriate  conditions  of  cultiva- 
tion. 

Cecil  found  the  hemolytic  streptococcus 
in  a large  percentage  of  cases.  Burbank19 
found  the  hemolytic  streptococcus  in  ap- 
proximately equal  numbers  with  the  non- 
hemolytic. Poston7  found  the  predomi- 
nant organisms  in  glands  removed  from 
cases  of  rheumatoid  arthritis  to  be  the 
green  streptococcus.  Rosenow6  cultured 
lymph  nodes  that  drained  the  affected 
joints  and  found  a streptococcus  that  re- 
sembled the  streptococcus  viridans.  In 
no  instance  was  the  growth  hemolytic  to 
human  blood,  but  only  a few,  however, 
produced  green  on  agar  plates.  In  this 
connection  it  should  be  mentioned  again 
that  competent  bacteriologists  have  failed 
to  grow  any  type  of  streptococcus  in  more 
than  a small  percentage  of  cases  of  rheu- 
matoid arthritis.  In  two  cases  Dawson 
and  Boots11  grew  a streptococcus  from 
the  agar  used  in  the  culture  medium  when 
subjected  to  the  same  manipulation  as  the 
Cecil  blood  cultures.  Lichtman  and 
Gross20  in  this  institution  in  a study  of 
5,233  blood  cultures  found  a yearly  inci- 
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dence  of  five  to  fifteen  per  cent  of  strep- 
tococci in  nonrheumatic  conditions,  such 
as  leukemia,  meningitis,  and  aplastic 
anemia.  Long,  Olitsky,  and  Stewart1 2 3 4 5 6 7 8 9 10 11 12* 
found  that  streptococci  appear  in  petri 
dishes  exposed  to  air. 

I shall  attempt  to  summarize  these  con- 
fused and  contradictory  findings.  We 
know  that — 

1.  Rheumatoid  arthritis  or  chronic  infec- 
tious arthritis  is  a disease  of  unknown 
etiology. 

2.  Most  facts  point  to  the  infectious  na- 
ture of  the  disease. 

3.  The  streptococcus  is  under  strong  sus- 
picion as  the  etiological  agent,  but  this  point 
has  not  been  proven. 

4.  The  bacteriological  studies  in  rheu- 
matoid arthritis  do  not  agree  as  to  the  type 
of  streptococcus. 

5.  The  streptococcus  viridans  is  often 
found  at  the  apices  of  teeth,  most  frequently 
and  in  the  largest  numbers  in  pulpless  teeth 
that  show  x-ray  evidence  of  inflammation 
at  their  roots,  next  most  commonly  in  pulp- 
less teeth  that  show  no  x-ray  evidence  of 
inflammation  at  their  roots,  and  least  com- 
monly at  the  roots  of  supposedly  healthy, 
vital  teeth. 

What  shall  our  dental  policy  be  con- 
cerning the  teeth  in  cases  of  rheumatoid 
arthritis  or  chronic  infectious  arthritis? 
Since  we  have  no  specific  therapy,  let  us 
not  discard  any  treatment  that  promises 
results.  However,  we  must  not  forget 
that  rheumatoid  arthritis  is  a disease  with 
remissions  and  exacerbations,  and  if  a re- 
mission follows  extraction  of  dental  foci, 
we  must  not  be  too  sure  of  the  causal  re- 
lationship. More  suggestive  of  the  causal 
relationship  is  the  occasional  flare-up 
of  a chronic  arthritis  following  the  ex- 


traction of  an  infected  tooth.  Dental  in- 
fection and  other  infected  foci  should  be 
attacked  early  in  the  course  of  the  dis- 
ease, because  no  treatment  will  be  effec- 
tive in  the  later  stages  after  the  joints 
are  hopelessly  ankylosed.  Since  one  can- 
not tell  at  the  beginning  of  an  attack  of 
infectious  polyarthritis  whether  the  dis- 
ease will  be  mild  or  severe,  I think  all 
cases  should  be  radically  treated  at  the 
onset. 

Because  the  relationship  between 
cause  and  effect  is  not  proven,  we  should 
not  be  too  radical  or  ruthless  in  dental 
extractions.  In  spite  of  the  experiments 
which  prove  that  radiographically  neg- 
ative pulpless  teeth  harbor  organisms  in 
a large  percentage  of  cases,  I do  not  think 
radiographically  normal  pulpless  teeth 
should  be  removed.  I do  think  that 
radiographically  positive  dental  foci 
should  be  removed  whether  pulpless 
teeth  or  root  fragments  or  partially 
erupted  third  molars,  but  we  should  not 
promise  the  patient  too  much.  The  occa- 
sional miraculous  cure  that  we  hear  about 
but  seldom  see,  should  not  make  us  for- 
get the  hundreds  of  arthritics  who  have 
had  all  their  teeth  removed  without  any 
relief  of  symptoms.  As  Dr.  Osgood22 
stated  in  his  report  on  arthritis  last  year: 

In  our  opinion  advice  as  to  the  removal 
or  non-removal  of  questionably  causative 
foci  of  infection  should  be  based  on  in- 
formed opinion  as  to  the  relation  of  these 
foci  to  the  patient’s  general  state  of  health. 
Hope  is  an  excellent  virtue  and  quite  worth 
while  entertaining  royally,  but  alas,  as  some- 
one has  said,  “she  frequently  is  so  poor  that 
disappointment  often  pays  her  debts.” 

17  E.  96  St. 
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DIPHTHERIA 

Susceptibility  In  a Well-Immunized  Community 

C.  H.  Maxwell,  M.D.,  B.  L.  Cullen,  M.D.  and  R.  J.  Thomas,  M.D.,  Auburn 


The  effect  of  widespread  immuniza- 
tion against  diphtheria  has  been  clearly 
demonstrated  in  Auburn  by  a rapid  de- 
crease in  the  prevalence  of  this  disease. 

In  1921,  there  were  131  cases  and  thir- 
teen deaths.  In  a school  population  of 
approximately  6,000  there  were  as  many 
as  500  children  absent  from  school  at  one 
time,  either  with  diphtheria  or  as  con- 
tacts or  as  carriers.  The  townspeople 
became  alarmed  and  were  receptive  to 
a vigorous  campaign  directed  by  Dr.  F. 
W.  Sears  and  Dr.  Thomas  Sawyer  for 
immunization  against  diphtheria.  In  the 
spring  and  fall  of  1922  and  twice  a year 
thereafter  immunization  clinics  have  been 
held  in  the  public  and  parochial  schools. 
During  that  year  (1922)  there  were 
ninety-eight  cases  and  thirteen  deaths. 

Since  that  time  there  has  been  a rapid 
decrease  in  case  rate  and  death  rate. 
The  record  for  twenty-two  years  begin- 
ning in  1915  is  shown  in  Table  I. 

In  1921,  the  year  preceding  the  im- 
munization campaign,  there  were  as  many 
cases  and  deaths  as  in  the  whole  period 
of  fourteen  years  following  the  first  year 
of  the  preventive  campaign. 

From  1915  to  1922  inclusive,  there  was 
an  average  of  69.5  cases  and  ten  deaths 
per  year.  From  1923  to  1936  inclusive 
the  yearly  average  was  9.5  cases  and  one 
death,  an  average  decrease  of  eighty-six 
per  cent  in  cases  and  ninety  per  cent  in 
deaths. 

If  we  take  the  first  eleven  years  which 
includes  the  period  during  which  the 
value  of  immunization  was  being  demon- 
strated to  the  townspeople  and  compare 
this  to  the  last  eleven  years,  there  has 
been  a ninety-four  per  cent  decrease  in 
cases  per  year  and  ninety-five  per  cent 
decrease  in  deaths.  Absence  from  school 
because  of  diphtheria  became  very  rare. 

However,  in  the  late  fall  of  1935, 
within  one  month,  three  cases  and  a car- 
rier were  found  in  one  section  of  the 
city.  Two  were  children  in  one  school. 
One  of  these,  a five  year  old  girl,  had 
received  three  prophylactic  injections  of 
toxin-antitoxin  in  1933  but  had  received 


no  follow-up  Schick  test.  The  third 
case  was  in  the  mother  of  a child  in  the 
same  school. 

Fearing  an  outbreak  of  this  disease, 
nose  and  throat  cultures  were  made  on 
the  children  in  the  rooms  where  cases 
occurred  (first  grade  and  kindergarten). 
A total  of  seventy-two  children  were 
thus  examined  and  surprisingly  no  car- 
riers were  found.  To  determine  what 
happens  to  the  carriers  in  a well-immun- 
ized community,  we  reviewed  the  records 
of  the  Cayuga  County  Laboratory.*  The 
names  of  all  persons  with  positive  cul- 
tures recorded  during  the  period  of  1929 
to  1936  inclusive  were  obtained  and  in 
only  two  instances  were  we  unable  to 
trace  contact  with  a case  of  known  diph- 
theria. 

Thus  over  a period  of  eight  years  in 
which  4,625  throat  cultures  were  taken 
with  197  (4.2  per  cent)  positive,  only 
two  carriers  were  found  who  were  not 
known  contacts  with  a preceding  case  of 
diphtheria.  Although  these  figures  from 
the  County  Laboratory  include  a few 
cultures  taken  outside  of  Auburn,  the 
figures  are  almost  exclusively  those  for 
Auburn  in  this  eight  years.  One  of  the 
carriers  had  been  in  Auburn  but  a few 
weeks. 

It  should  be  noted,  too,  that  these  cul- 
tures were  generally  taken  only  when 
diphtheria  was  suspected  and  include  all 
repeat  cultures  made  upon  known  cases, 
contacts,  and  carriers.  The  positive 
throat  cultures  from  the  cases  of  diph- 
theria and  contacts  were  cleared  up  with 
little  difficulty. 

All  this  suggests  strongly  to  us  that 
from  a public  health  standpoint  the  term 
“contact”  and  “carrier”  are  almost  syn- 
onymous. Although  all  contacts  with  a 
positive  throat  culture  do  not  become  car- 
riers, all  carriers  should  be  regarded. as 
simple  contacts  until  proved  otherwise. 
A vigorous  search  should  be  made  for  a 
preceding  case  of  diphtheria  whenever  a 


* The  assistance  of  Miss  Alice  O’Neil,  Assist- 
ant Director,  is  gratefully  acknowledged. 


1227 


1228 


C.  H.  MAXWELL  ET  AL 


[N.  Y.  State  J.  M. 


positive  throat  culture  is  reported  in  a 
well-immunized  community.  This  is 
borne  out  by  Perkins1  in  describing  a 
hospital  epidemic  of  twenty  cases  and 
forty-seven  carriers.  He  stated:  “With 
the  exception  of  the  first  two  cases,  each 
case  and  carrier  gave  a history  of  a prior 
exposure  to  a previously  recognized  hos- 
pital case  or  carrier.”  However,  Schick2 
reports  that  in  the  Phillipines  diphtheria 


Table  I 


Auburn 

Throat 

% 

Year 

Cases 

Deaths 

cultures * 

Positive 

Positive 

1915 

55 

6 

1916 

39 

7 

1917 

47 

9 

1918 

42 

7 

1919 

54 

6 

'536 

'i45 

25!4f 

1920 

90 

19 

1,958 

526 

26.8 

1921 

. 131 

13 

9,649 

1,869 

19.4 

1922 

98 

13 

7,649 

1,284 

16. 2J 

1923 

43 

7 

3,389 

824 

24.3 

1924 

22 

1 

2,333 

499 

21.4 

1925 

18 

0 

1,246 

200 

16.1 

1926 

7 

0 

1,159 

188 

16.2 

1927 

10 

0 

1,666 

395 

23.8 

1928 

14 

2 

925 

168 

18.2 

1929 

2 

0 

474 

25 

5.3 

1930 

1 

1 

596 

14 

2.3 

1931 

2 

1 

615 

19 

3.1 

1932 

1 

1 

610 

15 

2.5 

1933 

1 

0 

590 

33 

5.6 

1934 

0 

0 

515 

3 

0.6 

1935 

3 

0 

735 

63 

8.6 

1936 

0 

0 

490 

29 

5.9 

♦Throat  cultures  are  for  all  of  Cayuga  County.  This 
includes  Auburn  (population  36,652)  where  practically  all 
cultures  were  taken. 

tFFigures  for  last  six  months  of  1919,  otherwise  for  entire 
year. 

t Year  in  which  immunization  campaign  was  started. 

Table  II 


Schick  Positive  Schick  Negative 


Yr.  Inoc.  No.  % , Yr.  Inoc.  No.  % 

1926  2 8.7  1926 21  91 

1927  3 12  1927 22  88 

1928  5 12  1928 44  88 

1929  4 10.8  1929 33  89 

1930  10  20  1930 40  80 

1931  3 6.9  1931 ' 40  93.1 

1932  2 7.4  1932 25  92.6 

1933  8 22.8  1933 27  77.2 

1934  2 6.6  1934 28  93.4 


Total  39  Av.  11.8  Total  280  Av.  88.2 


carriers  are  numerous  in  the  population — 
about  four  per  cent  (Gomez  and  Navarro) 
— in  spite  of  the  rarity  of  the  disease. 
About  seventy  per  cent  of  the  children 
in  the  second  year  show  positive  Schick 
tests  while  only  6.3  per  cent  of  the  adults 
show  positive  tests.  “In  Brazil  similar 
figures  were  observed  concerning  the 
Schick  reaction.  In  Greenland,  accord- 
ing to  Steinbecker  and  Jones,  all  children 
under  12  years  reacted  positively  to  diph- 
theria toxin;  the  older  members  of  the 


family  were  all  negative  (immunity). 
Nothing  is  known  of  the  existence  of 
diphtheria.” 

In  1934,  there  were  over  500  throat 
cultures  taken  in  the  city  of  Auburn 
without  a single  positive  culture.  Posi- 
tive cultures  found  in  1934  were  all  from 
cases  in  the  county — none  in  the  city. 

The  large  increase  in  number  of  posi- 
tive cultures  in  1935  and  1936  was  due 
to  the  three  cases  and  carrier  found  in 
the  fall  of  1935.  All  positive  cultures  in 
1935  and  1936  were  from  these  cases  or 
contacts  of  these  cases. 

The  practice  of  performing  the  follow- 
up Schick  test  in  the  schools  had  been  dis- 
continued a few  years  before.  When  the 
three  cases  were  reported,  letters  were 
sent  to  parents  telling  them  about  the 
existence  of  diphtheria  in  the  school  and 
advising  them  to  have  Schick  tests  on 
their  children  by  their  family  physician, 
or  sign  a request  for  this  to  be  performed 
by  the  school  physician.  In  spite  of  the 
widespread  belief  that  the  parents  were 
not  interested  in  a follow-up  Schick  test, 
as  many  requests*  were  received  as  form- 
erly when  diphtheria  was  widespread  in 
1922.  The  New  York  State  Schick  test 
toxin  was  used  and  the  reaction  was  read 
on  the  fourth  day.  A total  of  370  Schick 
tests  were  performed  in  the  school.  Of 
this  number  346  had  received  protective 
inoculations  and  twenty-four  had  not. 
Those  inoculated  prior  to  1935  are 
shown  in  Table  II. 

Of  the  thirty-nine  Schick  positive  re- 
actors, there  were  six  (13.3  per  cent) 
who  at  one  time  or  another  had  been 
Schick  negative.  An  analysis  of  these  is 
as  follows : 

Received  Three  Doses  Post-Schick  Negative 


Toxin-antitoxin  in 

in 

2 

1926 

1927 

2 

1927 

1928 

2 

1928 

1929 

There  were  twenty-seven  inoculated  in 
1935,  of  which  twenty-two  (81.5  per 
cent)  were  Schick  negative  and  five  were 
positive.  Of  these  five  positive  reactions, 
four  had  received  the  three  doses  of  tox- 
oid in  May  and  were  positive  seven 
months  later.  One  had  received  the  alum 
precipitated  toxoid  in  October. 

* The  assistance  of  Marie  Smith,  R.N.  is 
gratefully  acknowledged. 
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There  were  twenty- four  who  had  re- 
ceived no  preventive-inoculations.  Of 
these  twenty-one  (87.5  per  cent)  were 
positive  reactors  and  three  (12.5  per 
cent)  were  negative  reactors.  Their  ages 
were  as  follows : 

Positive  Negative 

Ages  in  years:  5 6 8 9 10  11  12  Age:  9 10  12 
No.:  1 4 4 2 6 3 1 No.:  1 1 1 

Of  those  receiving  the  usual  prophy- 
lactic dose,  Dudley3  states  that  from  five 
to  ten  per  cent  will  fail  to  become  Schick 
negative.  Apparently  these  figures  verify 
his  statement.  Some  will  also  lose  their 
immunity.  In  this  group  of  Schick  posi- 
tive reactors  there  were  at  least  six  who 
at  one  time  had  been  Schick  negative. 
All  the  children  with  a positive  Schick 
test  were  given  a single  dose  of  alum 
precipitated  toxoid  in  January  1936.  In 
May  1937  fifty-three  of  these  were 
still  in  the  school  system  and  were  given 
a follow-up  Schick  test  with  heated  con- 
trol. Of  thirty-two  who  had  had  pre- 
ventive treatment  previously,  only  one 
was  positive.  Of  twenty-one  who  re- 
ceived preventive  treatment  for  the  first 
time  in  January  1936,  four  were  positive. 

In  April  1938,  in  the  tenth,  eleventh,  and 
twelfth  grades  of  a senior  high  school, 
220  pupils  were  given  Schick  tests.  Of 
these  209  had  received  preventive  injec- 
tions and  eleven  had  not.  Two  of  these 
eleven  had  previously  received  a Schick 
test  and  both  had  been  negative.  In  1938, 
four  were  negative  and  seven  were  posi- 
tive (including  one  of  the  two  previously 
negative  reactors). 

Analysis  of  the  209  who  had  received 
preventive  treatment  is  shown  in  Table 
III. 

There  were  128  who  had  been  Schick 
tested  before  1938.  Of  these  117  had 
been  negative,  and  eleven  positive.  Fol- 
lowing these  tests,  the  eleven  positive 
reactors  had  been  given  further  preventive 
treatment.  In  1938,  three  were  still  pos- 
itive, and  eight  were  negative. 

Of  the  entire  209  who  had  at  some 
time  received  some  preventive  injections 
179  were  negative  and  thirty  were  posi- 
tive in  1938.  Of  these  thirty  positive 
reactors,  there  were  seven  whose  courses 
of  preventive  injections  had  not  been  up 
to  standard,  and  two  of  these  had  been 
Schick  negative  to  a previous  test.  Thir- 


teen had  been  previously  negative  and 
were  positive  in  1938.  Among  those 
negative  in  1938,  there  were  six  who  had 
received  substandard  courses  of  preven- 
tive treatment. 

In  the  spring  of  1936  sixty-nine  Schick 
tests  were  performed  upon  student  nurses 
and  graduates,  mostly  residents  of  Au- 
burn, at  a local  hospital.  Forty-six  were 
negative  and  twenty-three — or  one  in 
three — were  found  to  be  definitely  posi- 
tive. Of  the  nonimmune  group,  five  had 
never  been  given  preventive  inoculations. 
However,  eighteen  had  previously  re- 
ceived toxin-antitoxin  or  toxoid  at  least 
a year  previously,  generally  several  years 
before.  Only  one  was  sure  that  she  had 


Table  III 


Schick 

A nalysis  of 

Schick  tests 

tests 

1938  Positive 

[ 

Si 

before  1938 

1938 

Schick  tests 

1 

V* 

1 

i-O 

£ 

<2 

||| 

§ 

*. 

a 

£ 

Number 

1938 

3 

K 

e5 

Negative 

Positive 

•11 
.2  a 

Negative 

Positive 

Received 

Substand< 

treatment 

Negative 

following 
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1924 
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14 
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0 

16 
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0 

1925 

18 

13 

13 

0 

0 

17 

1 
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0 

1926 

43 

29 
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4 
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2 3 
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43 

35 
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4 

4 

40 
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1 

1928 

36 

25 

22 

3 

3 

28 

8 

0 6 

2 

1929 

18 

6 

6 

0 

0 

16 

2 

0 0 

2 

1930 

12 

2 

2 

0 

0 

10 

2 

0 0 

0 

1931 

7 

1 

1 

0 

0 

4 

3 

1 0 

0 

1932 

5 

0 

0 

0 

0 

4 

1 

1 0 

0 

1933 

3 

0 

0 

0 

0 

2 

1 

0 0 

0 

Total  209  138  117 

11 

11 

179 

30 

7 13 

6 

had  a negative  Schick  test  since  immuni- 
zation. Of  the  Schick  negative  group 
only  seven  had  never  received  any  pre- 
ventive treatment.  Thus  of  a total  of 
fifty-seven  nurses  who  had  been  given 
preventive  inoculations,  mostly  as  small 
children,  eighteen  (almost  thirty-two  per 
cent)  were  Schick  positive  as  young 
adults. 

Two  doses  of  fluid  toxoid  were  given 
to  each  of  the  nurses  with  positive 
Schick  tests  in  the  spring  of  1936.  In 
the  fall  of  1937,  nineteen  of  these  were 
given  Schick  tests  and  five  of  them  were 
still  positive. 

This  suggests  to  us  that  the  Schick  re- 
action may  become  reversed  unless  there 
are  carriers  in  a community  or  the  pre- 
ventive treatment  is  repeated  at  intervals. 

The  report  of  a hospital  epidemic  by 
Perkins1  further  bears  this  out.  He  re- 
ported twenty  cases,  eighteen  in  hospital 
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personnel.  Of  these  ten  had  had  a pre- 
vious negative  Schick  test. 

Dudley,3  referring  to  those  who  fail 
to  become  Schick  negative,  states  that  it  is 
important  to  give  more  and  more  doses 
of  prophylactic  injections  to  these  slow 
antitoxin  formers  until  ultimately  they 
become  immune.  Among  this  group  the 
worst  cases  of  diphtheria  are  prone  to 
arise.  Illustrative  of  the  need  of  further 
dosage  are  the  following  case  reports: 

1.  Male,  at  the  age  of  1^4  years,  received 
three  doses  of  toxin-antitoxin  during  May 
1926.  He  was  post-Schicked  in  May  1927 
and  found  1 + : given  one  dose  of  toxin- 
antitoxin  a week  later  and  again  re-Schicked 
in  May  1928;  was  again  found  to  react  1 + . 
He  was  then  given  another  dose  of  toxin- 
antitoxin  one  week  later.  In  December  1928 
the  Schick  test  was  negative  and  remained 
so  by  our  test  in  December  1935. 

2.  Male,  at  the  age  of  fourteen  months 
received  three  doses  of  toxin-antitoxin  in 
May  1928.  Schick  test  in  May  1929  was 
found  to  be  1 + . A week  later  he  was  given 
one  dose  of  toxin-antitoxin  and  re-Schicked 
in  November  1929.  The  reaction  was  then 
negative  and  remained  so  when  tested  in 
December  1935. 

3.  Female,  at  the  age  of  five  years,  was 
given  three  doses  of  toxin-antitoxin  in  De- 
cember 1929.  Schick  test  in  December 
1930  gave  a 1+  reaction;  given  one  dose  of 
toxin-antitoxin  one  week  later  but  was  not 
re-Schicked.  She  was  a positive  reactor  in 
December  1935. 

4.  Nurse,  age  thirty  who  had  received  two 
complete  courses  of  three  doses  of  toxin- 
antitoxin  and  had  cared  for  eight  cases  of 
diphtheria  at  different  times,  receiving 
antitoxin  while  caring  for  each  case,  has 
been  repeatedly  and  still  is  (March  1937) 
Schick  positive. 

According  to  Dudley,3  as  the  inci- 
dence of  diphtheria  decreases,  so  will  the 
incidence  of  those  with  a natural  im- 
munity and  the  more  difficult  it  will  be 
to  build  up  an  artificial  immunity. 

As  a result  of  this  study,  it  is  felt  that 
if  a community  is  to  maintain  a high  per 
cent  of  immune  reactors,  the  follow-up 
Schick  test  should  not  be  abandoned. 
Thus  the  group  who  do  not  become  im- 
mune with  the  usual  treatment  can  be 
immunized  with  further  treatment.  A 
periodic  test  on  those  who  previously 
were  immune  is  justified  in  locating  those 
who  have  lost  their  immunity. 

Periodic  Schick  tests  may  be  of  value 


in  locating  those  who  have  never  received 
the  preventive  inoculations.  This  com- 
munity has  been  and  still  is  very  diligent, 
through  the  efforts  of  various  agencies,  in 
promoting  this  work.  Yet  in  this  group 
of  370  school  children  tested,  twenty- 
four  were  found  who  had  not  been  im- 
munized. 

Summary 

1.  In  a grade  school  where  diphtheria 
had  been  found  370  Schick  tests  were 
performed.  Of  319  who  had  been  given 
protective  inoculations  a year  or  more 
previously,  88.2  per  cent  were  negative 
and  11.8  per  cent  were  positive.  13.3 
per  cent  of  the  Schick  positive  group  were 
at  one  time  negative.  Twenty-four  chil- 
dren had  received  no  preventive  inocula- 
tions. Only  12.5  per  cent  of  these  were 
Schick  negative. 

2.  Schick  tests  were  made  on  220 
pupils  in  a large  high  school.  209  had 
received  preventive  treatment  not  less 
than  five  years  previously.  Of  these  179 
were  negative  (85.6%)  and  thirty  or 
14.4  per  cent  positive.  43.3  per  cent  of 
the  Schick  positive  group  had  at  one 
time  been  negative.  Eleven  children  had 
received  no  preventive  treatment.  Four 
of  these  were  negative. 

3.  Sixty-nine  nurses  in  a local  hos- 
pital were  given  Schick  tests  and  twenty- 
three — or  one  in  three — were  found  to  be 
positive.  Of  the  fifty-seven  who  had  re- 
ceived toxoid  or  toxin-antitoxin  generally 
as  small  children,  eighteen  or  thirty-two 
per  cent  were  Schick  positive. 

Five  remained  positive  after  further 
preventive  inoculations. 

4.  Statistics  of  the  above  three  groups 
show  a higher  percentage  of  Schick  tests 
than  the  groups  more  recently  immun- 
ized. 

5.  The  cooperation  of  the  parents  of 
the  school  children  was  easily  obtained. 

6.  In  the  schoolrooms  where  the  diph- 
theria occurred,  throat  cultures  on  seven- 
ty-two children  were  all  negative. 

7.  An  examination  of  the  records  at 
the  Cayuga  County  Laboratory  where  all 
cultures  are  studied  for  Auburn  and 
surrounding  county,  showed  that  over  a 
period  of  eight  years  from  1929  to  1936 
inclusive,  in  4,625  throat  cultures,  only 
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two  carriers  who  were  not  definite  con- 
tacts were  found. 

8.  In  1934,  over  500  throat  cultures 
were  taken  in  Auburn  without  finding  a 
single  positive  culture. 

Conclusions 

1.  Positive  throat  cultures  for  diph- 
theria are  exceedingly  rare  in  a well- 
immunized  community  except  from  act- 
ual cases  or  from  contacts  with  active 
cases  of  diphtheria. 


2.  Repeated  Schick  tests  (probably 
once  in  seven  years)  and  repeated  pre- 
ventive inoculations  are  essential  for  the 
most  effective  immunization  of  a com- 
munity against  diphtheria. 

6 William  St. 

2 South  St. 

156  Genesee  St. 
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DIAGNOSIS  OF  TYPHOID  AND  PARATYPHOID  FEVERS 


The  clinical  course  of  typhoid  and  para- 
typhoid fevers  varies  greatly.  The  symp- 
toms may  approximate  those  of  other 
diseases,  such  as  influenza,  undulant  fever, 
and  tuberculosis.  Furthermore,  a carrier 
of  typhoid  or  paratyphoid  bacilli  cannot  be 
detected  by  clinical  observations  alone. 
Thus,  laboratory  examinations  of  speci- 
mens are  of  great  importance  for  con- 
firmation of  diagnosis  in  suspected  cases 
and  are  necessary  in  the  discovery  and 
control  of  human  sources  of  infection. 

The  etiological  agents,  B.  typhosus  and 
B.  paratyphosus  A and  B,  are  discharged 
in  the  feces  and  sometimes  in  the  urine  of 
persons  having  the  disease  and  carriers. 
They  may  also  be  present  in  vomitus,  espe- 
cially if  this  contains  duodenal  contents, 
and  in  pathological  discharges,  such  as  pus 
from  suppurating  lesions.  The  infections 
are  communicable  so  long  as  the  inciting 
microorganism  is  present. 

When  typhoid  or  paratyphoid  fever  is 
suspected,  the  physician  is  required,  by 
special  state  regulations,  to  submit  for 
examination  to  a laboratory  approved  for 
that  purpose:  (1)  ten  c.c.  of  the  patient’s 
blood  or,  if  this  is  impracticable,  from 
two  to  four  drops  of  blood  collected  on  a 
glass  slide  and  allowed  to  dry;  (2)  a speci- 
men of  fluid  feces  and,  if  there  is  evidence 
of  localization  in  the  genitourinary  tract, 
a specimen  of  urine.  During  the  first  week 
of  the  disease,  the  submission  of  blood  for 
cultural  tests  is  recommended.  Specimens 
of  feces  must  also  be  submitted  before 
the  patient  is  released. 

Laboratory  Aids  in  Diagnosis 

I.  The  Agglutination  Reaction:  Agglu- 
tinative properties  may  not  be  demonstrated 


in  specimens  of  the  patient’s  blood  before 
the  end  of  the  first  week  of  illness.  During 
the  next  two  weeks,  serological  tests  may 
be  very  helpful,  particularly  if  sufficient 
blood  has  been  collected  so  that  accurate 
dilutions  of  the  serum  can  be  made  and  the 
granular  and  floccular  agglutinative  prop- 
erties can  be  studied. 

II.  Blood  Cultures:  The  incitants  may 
frequently  be  recovered  from  the  blood 
stream  during  the  first  week  of  the  disease. 
Their  presence  is,  however,  usually  transi- 
tory, though  occasionally  they  may  be 
found  four  or  even  five  weeks  after  the 
onset  of  the  illness. 

III.  Feces,  Duodenal  Contents,  and 
Urine:  Bacteriological  study  of  the  feces 
and  urine  is  important  to  confirm  definitely 
the  diagnosis  if  B.  typhosus  or  B.  para- 
typhosus has  not  been  isolated  from  the 
blood.  For  this  purpose,  fresh  specimens 
are  needed  unless  preservative  is  used  (30- 
per  cent  glycerol  in  0.6  per  cent  salt  solu- 
tion). Urine  and  particularly  feces  exami- 
nations are  of  special  value  in  searching  for 
carriers,  as  their  blood  may  not  give  sig- 
nificant agglutinative  reactions.  Since  in 
most  typhoid  carriers  the  focus  of  infection 
is  the  gall-bladder,  examination  of  duodenal 
contents  is  often  more  helpful  than  that  of 
feces. 

Epidemiology 

With  the  more  adequate  safeguarding  of 
public  water  supplies,  the  typhoid  carrier 
has  assumed  greater  importance.  Undis- 
covered carriers  who  are  food  handlers  or 
live  in  a district  where  adequate  means  for 
sewage  disposal  are  not  available,  are  a 
particular  menace. — Issued  by  the  New 
York  State  Association  of  Public  Health 
Laboratories,  Leaflet  No.  2. 


ZIG-ZAG  METHOD  IN  INSULIN  THERAPY  OF 
SCHIZOPHRENIA 

Ruth  M.  Wilmanns,  M.D.  and  Max  Hayman,  M.D.,  Sykesville,  Md. 


In  the  course  of  insulin  therapy  there 
have  been  several  types  of  cases  reported 
which  presented  considerable  difficulty  in 
management.  These  included  cases  in 
which  coma  was  impossible  to  induce  or 
required  huge  amounts  of  insulin,  and 
those  in  which  complications  and  accidents 
occurred.  Such  reports  have  influenced 
us  to  bring  to  attention  a method  recently 
outlined  by  Von  Braunmuhl 1 which  ma- 
terially diminishes  the  difficulties. 

The  usual  technic  in  insulin  therapy 
as  introduced  by  Manfred  Sakel  is  a 
progressive  increase  in  the  amount  of  in- 
sulin until  coma  supervenes,  then  sub- 
sequent variations  in  the  dose  depending 
on  the  patient’s  reaction  with  the  purpose 
of  maintaining  an  appropriate  coma. 
Should,  however,  a high  dose  be  reached 
without  the  induction  of  coma,  Von 
Braunmuhl  has  suggested  the  following 
procedure : The  dose  is  abruptly  reduced 
to  a low  amount  and  the  subsequent  doses 
are  alternated  between  the  low  and  high 
amounts  until  the  patient  manifests  the 
symptoms  of  “shock.”  When  this  point 
is  reached  the  amount  of  insulin  may 
again  gradually  be  increased  until  coma 
results. 

Three  principal  variations  of  this 
method  are  used: 

Type  1.  Three  day  cycle. 

Type  2.  Two  day  cycle  with  high-low 
doses. 

Type  3.  Two  day  cycle  with  high-mod- 
erate doses. 

These  types  are  illustrated  in  Table  I 
but  individual  reactions  may  require  mod- 
ification at  any  time.  Of  these  variations, 
Type  I has  been  found  the  most  satisfac- 
tory. 

From  the  illustration,  it  is  evident  that 


Table  I 


Type  1 
Insulin 

Type  2 
Insulin 

Type  3 
Insulin 

Units 

Reaction 

Units 

Reaction 

Units 

Reaction 

300 

0 

300 

0 

300 

0 

50 

0 

50 

0 

150 

0 

150 

0 

300 

0 

300 

0 

300 

0 

50 

Partial 

150 

Partial 

50 

150 

Partial 

Coma 

150 

Coma 

160 

Coma 

where  the  patient  previously  did  not  go 
into  coma  with  300  units,  he  now  does  so 
with  a dose  of  only  150.  We  thus  speak 
of  the  patient  becoming  more  sensitive 
to  the  insulin,  or  “sensitized.”  Many 
investigators,  notably  Max  Muller  in 
Switzerland,  have  observed  the  fact  that 
with  a uniform  dose  the  patient  becomes 
more  susceptible  to  the  effect  of  the  insu- 
lin, will  go  into  a progressively  deeper 
coma,  and  the  interval  between  injection 
and  coma  will  become  progressively 
shorter.  With  the  alternation  of  high  and 
low  amounts  as  described,  this  effect  is 
considerably  enhanced,  and  the  patient’s 
sensitivity  to  the  insulin  is  increased. 

In  addition  to  its  use  in  cases  where 
coma  is  ordinarily  impossible  to  obtain, 
this  method  may  be  employed  where  a 
relatively  high  dosage  is  required  and  it 
may  readily  be  determined  whether  the 
patient  will  go  into  coma  with  a lower 
dose,  i.e.,  whether  his  sensitivity  to  insu- 
lin has  been  increased  in  the  course  of 
therapy. 

We  see,  therefore,  that  the  method  has 
a double  function — as  a sensitizing  agent 
and  as  a test  for  sensitivity.  A single 
cycle  can  be  used  at  frequent  intervals 
during  the  course  of  treatment  and  one 
may  find  that  the  amount  of  insulin  used 
can  be  progressively  decreased.  In  one 
case  where  this  procedure  was  followed, 
a patient  who  at  first  required  ninety 
units  for  coma,  went  into  a pre-coma- 
tose  state  with  five  units. 

Although  no  definite  criterion  can  be 
given,  the  question  of  overdosage  is  of 
paramount  importance.  The  interval  be- 
tween time  of  injection  and  onset  of  coma 
gives  us  some  indication  of  the  intensity 
of  the  reaction  to  the  insulin,  but  the 
depth  of  coma  cannot  be  accurately 
enough  gauged  to  be  of  practical  value. 
Accordingly,  this  zig-zag  method  is  ap- 
plied to  avoid  the  possibility  of  overdose, 
and  to  induce  coma  with  minimal  amounts 
of  insulin.  In  our  own  experience  we 
have  come  to  consider  that  overdose  of 
insulin  is  the  most  important  factor  in 
the  production  of  complications,  and  since 
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utilizing  this  method  we  have  had  no 
after-shock,  no  collapse,  nor  coma  from 
which  the  patient  could  not  be  aroused. 

The  amount  of  insulin  required  in  our 
cases  has  been  markedly  decreased  with 
no  diminution  in  the  therapeutic  results. 
We  have  thus  found  this  method  of  great 
value  where  coma  does  not  occur  with 


the  usual  doses  and  as  a precaution  against 
dangerous  incidents.  Furthermore,  the 
cost  of  treatment  has  been  significantly 
reduced. 

Springfield  State  Hospital 

Reference 

1.  v.  Braunmuhl,  A.:  Der  Nervenarzt,  10:11:545, 
1937. 


UNUSUAL  CASE  OF  RHINOPHYMA 

J.  D.  Whitham,  M.D.,  New  York  City 


Rhinophyma  is  an  exaggerated  form  of 
acne  rosacea.  It  is  best  treated  by  surgi- 
cal excision  followed  by  application  of 
trichloracetic  acid  to  the  granulating  area. 
The  following  case  is  from  the  Nasal 
Plastic  Service  of  Bellevue  hospital : 

W.C.,  age  sixty-five,  was  admitted  No- 
vember 22,  1934.  Patient  stated  that  he  had 
had  growths  on  nose  and  face  since  a youth. 
Since  1917  these  growths  have  become  much 
larger,  especially  on  the  wings  of  his  nose 
interfering  with  nasal  breathing  and  eating. 

Examination  on  admission  showed  a solid 
mass  of  flesh  the  size  and  shape  of  a small 
orange  growing  from  each  ala  nasi.  These 
masses  were  round  and  contained  areas  of 
ulceration  from  which  exuded  foul-smelling 
sebaceous  discharge.  The  entire  forehead 
and  cheeks  showed  the  typical  thickening 
of  an  acne  rosacea  of  long-standing.  The 
patient  could  not  eat  without  raising  the 
masses  with  one  hand.  He  stated  that  he 
had  received  several  offers  from  circus  side- 
shows. 

On  December  1,  under  local  anesthesia 
the  masses  were  removed  and  a large  part 
of  the  nasal  hypertrophy  excised.  There  was 
much  bleeding  which  was  rather  difficult  to 
control.  No  skin  grafting  was  done. 

The  healing  was  slow  but  was  complete 
after  eight  weeks.  Exuberant  granulations 
were  treated  by  local  caustic  applications. 

On  March  21,  1935,  the  partial  atresia  of 
the  anterior  nares  was  corrected  by  lateral 
cheek  flaps  using  the  method  of  Jalaquier. 
{Bull.  Soc.  de  Chir.,  Paris,  p.  891,  1902.) 

The  tissue  sections  showed  a typical  rhino- 
phyma. X-ray  application  and  trichloracetic 
acid  to  forehead  and  cheeks  assisted  in  im- 
proving the  final  result. 

71  Park  Ave. 
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AGRANULOCYTOSIS 


Following  Administration  of  Arsphenamines  and  Bismuth — 

Report  of  Case 

Alexis  T.  Mays,  M.D.,  Brooklyn 
From  the  Medical  Service  of  the  Methodist  Episcopal  Hospital 


In  comparison  with  the  great  number 
of  cases  treated  by  arsphenamine  and 
neoarsphenamine  since  its  discovery,  very 
few  cases  of  agranulocytosis  have  been 
reported  as  a sequela  to  this  treatment. 
In  1930  Farley1  reported  seven  cases  of 
depressed  bone-marrow  function  follow- 
ing the  use  of  arsphenamine  including  a 
type  of  agranulocytosis,  over  a period  of 
seven  years  with  three  deaths.  He  col- 
lected thirty-nine  cases  from  the  litera- 
ture with  twenty-three  deaths  at  that  time. 
Since  then  forty-two  cases  have  been  re- 
corded including  1936.  Another  case  with 
recovery  is  herein  presented  with  similar 
clinical  data. 

Case  Report 

A white  male,  married,  aged  forty-six, 
unemployed,  entered  hospital  April  20,  1937 
complaining  of  weakness,  fever,  and  chills. 
Five  days  before,  he  became  prostrated  and 
perspired  profusely,  felt  chilly  and  feverish. 
Temperature  persisted  between  103  and 
104°  F.  Anorexia  persisted  with  occasional 
nausea  and  vomiting.  There  was  a cough 
but  no  expectoration,  pain  or  sore  throat. 
In  May  1935  a three  plus  Wassermann  was 
reported,  followed  by  seventeen  injections  of 
arsphenamine  (0.2  Gm.),  fourteen  injec- 
tions of  neoarsphenamine  (0.3  Gm.),  and 
fifty-one  injections  of  bismuth  salicylate. 
Between  September  and  December  1936  an- 
other course  of  arsphenamine  (0.2  Gm.) 
amounting  to  twelve  additional  injections 
was  given.  On  January  12,  1937  jaundice 
developed,  and  on  January  20  another  3 plus 
Wassermann  was  reported.  Following  the 
appearance  of  jaundice  thirteen  injections 
of  sodium  thiosulphate  (1  Gm.)  were  ad- 
ministered without  benefit.  His  condition 
gradually  became  worse  and  he  was  ad- 
mitted to  the  hospital. 

Past  history  included  typhoid  fever  in 
1917.  Received  a fracture  of  both  wrists, 
and  a questionable  fracture  of  skull  following 
an  accident  in  1931.  Headaches  have  per- 
sisted ever  since. 

Examination  revealed  a moderately  well- 
nourished  patient  with  a diffuse  pale  icteroid 
tinge  to  skin  and  conjunctiva.  Mind  alert 


but  very  prostrated,  unable  to  speak  above  a 
whisper.  No  apparent  pain.  Temperature 
104°  F.  Profuse  generalized  perspiration. 
Both  pupils  react  to  light  and  accommoda- 
tion. Nasal  mucosa  reddened.  Buccal 
mucous  membrane  and  tonsils  are  reddened, 
but  no  exudate.  Many  teeth  show  decay 
with  a slight  gum  edge  infection.  No 
metallic  line.  Thyroid  not  enlarged.  One 
small  posterior  cervical  gland  palpable  on 
left  side.  Heart  not  enlarged  to  percussion. 
Sounds  normal  and  no  murmurs,  rate  ninety- 
six  with  regular  rhythm.  Blood  pressure, 
108/68.  An  area  of  dullness  over  both  lung 
bases,  with  many  sibilant  rales  and  a few 
fine  rales  heard  anteriorly  and  posteriorly. 
Respiratory  rate  twenty-four.  Abdomen  not 
distended.  No  rigidity  or  tenderness.  Liver 
enlarged  two  fingers,  feels  smooth  in  outline. 
Spleen  not  palpable.  Genitalia  show  no 
abnormalities.  Finger  ends  are  moderately 
clubbed.  No  edema.  K.J.’s  equal. 

A provisional  diagnosis  on  admission  was 
bronchopneumonia  and  hepatitis.  A few 
hours  later  a blood  count  showed  3,100 
W.B.C.  with  apparently  all  very  immature 
cells;  R.B.C.  4,510,000;  hemoglobin  eighty- 
eight  per  cent.  The  blood  examination,  to- 
gether with  the  history  of  recent  intensive 
arsphenamine  treatment,  followed  by  jaun- 
dice, weakness,  chills,  and  fever  effected  the 
diagnosis  of  acute  agranulocytosis. 

Progress 

April  21:  Temperature  105°  F.  pulse 

100,  respirations  thirty.  Blood  pressure, 
systolic  96,  diastolic  48.  Icteroid  color  of 
skin  and  conjunctiva  of  same  intensity.  Ton- 
sils markedly  reddened.  Liver  palpable  two 
fingers  beneath  costal  margin.  Spleen  not 
felt.  Blood  count:  W.B.C.  2,800,  polys  two 
per  cent,  lymphocytes  (large  and  small) 
sixty-five  per  cent,  metamyelocytes  four  per 
cent,  myelocytes  twenty-eight  per  cent,  baso- 
philes  one  per  cent  (peroxidase  stain). 
R.B.C.  4,730,000,  Hb.  eighty-six  per  cent. 
Platelets  246,000.  Blood  chemistry,  N.P.N. 
27  Mg.,  sugar  115  Mg.,  cholesterol  180 
Mg.,  chlorides  436  Mg.  Icteric  index 
twenty.  Sedimentation  time  twenty  minutes. 
Urine  cloudy,  amber  color,  no  albumin,  no 
sugar.  Microscopical  examination  negative. 
Chemical  test  for  arsenic  in  urine  negative. 
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X-ray  of  thorax  showed  no  abnormalities  of 
heart  silhouette,  lungs  or  diaphragm.  An 
infusion  of  500  c.c.  of  ten  per  cent  glucose 
administered  and  ten  c.c.  of  pentnucleotide 
given  intramuscularly. 

April  22:  Temperature  104°,  pulse  130, 

respiration  twenty-two.  Blood  pressure, 
systolic  96,  diastolic  48.  He  complained  of 
marked  weakness.  Skin  very  moist.  Color 
pale  with  the  same  intensity  of  jaun- 
dice. Tonsils  markedly  reddened.  Liver 
edge  palpable  two  fingers.  Blood  count : 

W.B.C.  2,850,  polys,  thirty-three  per  cent, 
lymphocytes  sixty-six  per  cent,  basophiles 
one  per  cent  (peroxidase  stain).  500  c.c.  of 
ten  per  cent  glucose  given  by  infusion,  and 
ten  c.c.  of  pentnucleotide  administered. 

April  22:  Temperature  102°,  pulse  100, 

respirations  twenty-two.  More  comfortable 
but  complained  of  weakness.  Perspiration 
much  less.  Icteroid  color  about  the  same. 
Tonsils  less  reddened.  Liver  palpable  two 
fingers  below  costal  edge.  Blood  count : 

W.B.C.  3,200,  polys,  sixty  per  cent,  lympho- 
cytes forty  per  cent  (peroxidase  stain). 
R.B.C.  4,490,000,  Hb.  seventy-eight  per 
cent.  Urine  clear,  sp.  gr.  1.010,  no  albumin 
or  sugar.  Kahn  and  Wassermann  tests  re- 
ported negative.  500  c.c.  of  ten  per  cent 
glucose,  and  ten  c.c.  of  pentnucleotide  ad- 
ministered. 

April  24:  Temperature  99°,  pulse  70, 

respirations  twenty-four.  Blood  pressure, 
systolic  90,  diastolic  48.  No  complaints. 
Able  to  eat  a high  carbohydrate  diet.  Throat 
and  tonsils  not  reddened.  A slight  icteroid 
tinge  to  skin  and  conjunctiva.  (Liver  edge 
not  noted).  Blood  count : W.B.C.,  3,750,  polys, 
sixty-three  per  cent,  lymphocytes  thirty-six 
per  cent,  basophiles  one  per  cent  (peroxidase 


stain).  R.B.C.  4,710,000,  Hb.  eighty-one 
per  cent.  Pentnucleotide  ten  c.c.  admin- 
istered. 

From  April  25  to  28,  temperature  varied 
from  97  to  99°,  pulse  averaged  eighty.  Con- 
dition improved.  Icteroid  color  of  con- 
junctiva faintly  visible.  (Liver  not  noted) 
W.B.C.  increased  during  these  three  days 
from  7,750  to  8,400,  polys,  from  sixty-four 
to  seventy-four  per  cent;  R.B.C.  from 
4,760,000  to  4,870,000,  and  Hb.  from  eighty- 
one  to  eighty-six  per  cent.  The  last  injec- 
tion of  pentnucleotide  was  given  on  April 
25. 

From  April  29  to  May  6,  temperature, 
pulse,  and  respirations  remained  normal.  He 
was  allowed  out  of  bed  on  May  4 and  re- 
turned to  his  home  two  days  later.  A faint 
icteroid  color  to  conjunctiva  persisted. 
W.B.C.  increased  from  10,200  to  11,700, 
polys,  from  sixty-six  to  seventy-four  per 
cent;  R.B.C.  increased  to  4,850,000.  Hb. 
varied  from  eighty-two  to  eighty-six  per 
cent. 

Summary 

A case  is  reported  of  agranulocytosis 
following  the  administration  of  twenty- 
nine  injections  of  arsphenamine,  fourteen 
of  neoarsphenamine,  and  fifty-one  of 
bismuth  salicylate  during  a period  of 
twenty  months.  Recovery  followed  five 
injections  of  pentnucleotide,  infusions  of 
glucose,  and  a high  carbohydrate  diet. 

36  Plaza  St. 
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WRITE  THE  PRESCRIPTION 


A slap  at  oral  prescriptions  is  given  by 
The  American  Druggist  in  “An  Open  Let- 
ter to  the  Physicians  of  America.”  It  runs, 
in  part: 

“Do  you  know  that  you  and  your  associates 
in  the  medical  profession  are  losing  millions  of 
dollars  every  year?  And  do  you  know  that  by 
losing  this  money  you  are  jeopardizing  the 
health  of  the  American  public? 

“Of  course  you  don’t,  or  you  wouldn’t  be 
doing  it. 

“Then  how,  you  ask,  am  I losing  so  much 
money  and  how  am  I endangering  my  pa- 
tients ? 

“Ask  yourself!  Do  you  issue  oral  instruc- 
tions instead  of  writing  prescriptions?  There 
is  the  answer ! 

“Oral  prescriptions  are  always  unwise,  some- 
times dangerous.  They  not  only  instruct  the 


patient  how  to  treat  disease,  but  they  also 
tempt  him  to  take  a fling  at  the  art  of  diag- 
nosing his  own  and  his  friend’s  ailments.  No 
one  knows  better  than  the  doctor  what  dis- 
asters are  bound  to  follow  in  the  wake  of 
amateur  diagnoses  and  bungling,  shot-in-the- 
dark  therapy.  Even  if  a physician  is  called 
in  later  the  patient’s  chances  have  been 
impaired  because  of  the  loss  of  precious 
time. 

“Oral  prescriptions  are  unwise  for  another 
reason.  They  curtail  the  doctor’s  legitimate 
income  and  make  it  difficult  for  him  to  earn 
the  livelihood  that  he  and  his  family  are  de- 
pendent upon. 

“Write  your  prescription,  doctor — even  when 
you  prescribe  a well-known  trademarked  com- 
pound. Written  prescriptions  insure  accuracy, 
tend  to  prevent  the  dangers  of  amateur  diag- 
nosis, and  are  economically  just  and  wise.” 


Preventive  Medicine 


Syphilis,  Science,  and  Society 

J.  Bayard  Clark,  M.D.,  New  York  City 


Not  until  we  had  actually  married 
Syphilis  to  Science  were  we  able  to  intro- 
duce it  to  Society.  It  is  now  scarcely  two 
years  since  open  discussion  of  this  disease 
made  its  debut  in  “polite  circles”  and  since 
that  time  and  because  of  it,  a really  immense 
advance  has  been  made  toward  the  control 
of  this  slippery  enemy  of  human  welfare. 

The  advance,  of  course,  lies  largely  in  the 
fact  that  the  public  now  has  an  open  mind 
on  a subject  previously  held  unfit  even  to 
mention.  With  this  change  of  attitude, 
the  practical  work  of  syphilis  control  may 
now  go  forward  where  before  it  was  held 
back  by  general  sentiment. 

A new  responsibility,  therefore,  rests  not 
only  on  the  general  practitioner,  but  upon 
those  in  every  branch  of  medicine.  The 
old  and  hidden,  and  for  the  most  part  un- 
suspected cases  may  now  be  sought  out 
and  given  the  benefit  of  treatment. 

Today  there  is  abundant  evidence  to  sus- 
tain the  belief  that  “many  latent  syphilitics 
are  quite  unaware  of  the  disease.  In  fact,  it 
has  been  estimated  that  about  fifty  per  cent 
of  the  syphilitics  are  unaware  of  the 
infection.” 

During  the  war,  while  directing  the  genito- 
urinary service  of  the  Base  Hospital  at 
Camp  Logan,  an  experiment  was  conducted 
to  gain  some  first  hand  knowledge  of  the 
percentage  of  syphilis  among  those  who 
gave  no  history  of  the  disease  or  showed 
no  clinical  evidence  of  it. 

In  the  course  of  a routine  Wassermann 
test  done  on  each  patient  in  the  hospital 
and  a few  groups  outside  of  it,  it  was 
found  that  8.15  per  cent  gave  a positive 
reaction.  This  percentage  was  drawn  from 
a laboratory  study  of  3,704  cases  and  covered 
a period  of  five  and  a half  months,  and 
was  exclusive  of  all  clinically  syphilitic 
cases. 

It  was  recognized  in  the  study  that  at 
times  malaria,  small  pox,  measles,  scarlet 
fever,  and  even  subjects  seemingly  in  normal 
health  appear  to  exhibit  positive  Wasser- 


mann reactions.  Less  than  one  per  cent 
were  attributed  to  these  causes  in  this  series. 

Because  of  the  age  factor  (roughly  20-30 
years)  and  because  of  a considerable  num- 
ber of  negroes,  it  would  not  be  fair  to 
assume  this  percentage  of  positive  Wasser- 
mann s to  be  an  index  of  the  unsuspected 
cases  of  syphilis  in  our  population  at  large, 
but  it  does  emphasize  the  fact  (as  does  a 
number  of  other  such  studies)  that  out  of 
our  population  of  one  hundred  and  thirty 
millions  there  must  be  some  three  to  four 
millions  who  stand  on  the  edge  of  the 
catastrophes  awaiting  those  wholly  inno- 
cent of  any  knowledge  of  their  plight. 

When  we  consider  the  potential  danger 
of  serious  cardiac  lesions,  cerebral  acci- 
dents, aneurisms,  paresis,  tabes,  blindness, 
and  insanity,  to  say  nothing  of  the  count- 
less other  conditions  that  partially  disable 
unsuspecting  victims  of  syphilis,  it  should 
be  sufficient  incentive  for  us  to  give  every 
patient  we  see  the  advantage  of  a labora- 
tory test.  Indeed  one  need  not  hesitate 
now  to  make  this  test  a routine  procedure 
in  practice,  for  a very  large  proportion  of 
people  already  understand  the  wisdom  of  it. 
At  the  present  time,  in  the  writer’s  ex- 
perience, many  more  people  come  in  of 
their  own  volition  specifically  for  a “blood 
test”  than  are  .referred  for  this  purpose. 

The  answer  to  this  is  the  increasing  pub- 
lic appreciation  of  the  possibilities  of  an 
unsuspected  or  concealed  infection.  It 
would  indeed  almost  seem  from  this  as  if 
the  education  of  the  public  was  traveling 
faster  than  the  education  of  the  profession 
in  respect  to  the  importance  of  a serologi- 
cal investigation. 

Among  great  life  insurance  companies, 
the  Metropolitan  has  led  the  way  to  an 
annual  routine  blood  test  of  some  15,000 
home  office  employees.  Many  hospitals  and 
many  practitioners  now  have  adopted  the 
routine  examination  of  the  blood  and  con- 
sider it  quite  as  important  as  a routine 
urine  analysis — it  may  prove  to  be  even 
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more  important.  New  York  State  has  just 
come  into  the  fold  with  a law  to  make  a 
serological  test  and  physical  examination 
compulsory  before  the  issuance  of  a mar- 
riage license.  Society,  indeed,  owes  to  these 
pioneers,  in  making  a routine  of  the  blood 
test,  a great  debt  of  gratitude. 

With  laboratory  tests  simplified  and  per- 
fected, with  our  ability  to  check  so  closely 
the  certainty  of  diagnosis,  with  greatly  im- 
proved methods  of  specific  treatment,  with 
the  public’s  wholehearted  approval  of  a 
campaign  to  wipe  out  this  infection,  there 
would  appear  to  be  just  one  more  important 
step  toward  the  ultimate  and  complete  elim- 


ination of  this  disease — and  that  is  the 
complete  cooperation  of  the  medical  profes- 
sion. We  are  really  off  to  a splendid  start 
in  this  grim  race  with  the  Spirochete 
pallida. 

Let  us  see  to  it  that  we  do  not  finish 
second. 
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BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “ transition  cases”  from  the 

service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descrip- 
tions are  not  complete  clinical  studies,  hut  will  accentuate  situations  from  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 


The  Spider  and  the  Fly 


One  day  I was  called  to  see  a patient 
whom  the  family  could  not  bring  to  the 
office  because  he  was  “raving.”  As  I was 
unable  to  change  my  appointments  they 
finally  managed  to  come  with  him.  He 
was  not  as  “wild”  as  his  father,  mother, 
sister,  brother,  uncle,  who  were  all  accom- 
panying him,  assured  me  he  had  been  for 
the  last  two  days.  They  were  astonished 
and  alarmed  as  they  had  never  seen  him  in 
such  an  excited  and  wayward  state  before 
and  because  he  had  spoken  such  “nonsense.” 

What  had  he  been  saying? 

Something  that  none  of  them  understood. 
But  they  all  agreed  that  it  turned  around 
one  person,  as  one  name,  Alf,  was  mentioned 
repeatedly.  Phil,  the  patient,  seemed  to  have 
been  afraid  of  him  and  at  the  same  time 
greatly  respecting  him.  The  details  which 
he  mentioned  gave  sufficient  information  to 
enable  one  to  get  in  touch  with  Alf. 

Here  is  the  story  as  it  came  out  after 
several  talks  with  Phil  and  his  “friend,”  as 
well  as  with  each  member  of  his  family. 

A bright  and  jovial  and  carefree  boy  of 
twenty  had  been  studying  brilliantly  first  in 
high  school  and  later  in  a school  for  ac- 
countancy, he  wanted  a job,  any  kind  of  a 
job,  and  for  that  purpose  had  a few  lines 
inserted  in  a newspaper.  This  brought  one 
reply  and,  when  Phil  reached  his  prospec- 
tive employer  he  found  a man  of  thirty-five 
who  occupied  a small  apartment,  alone,  and 


whose  manners,  gestures  and  speech  were 
strange  and  unlike  anything  our  patient  had 
ever  witnessed  before.  After  a while  it  be- 
came evident  that  here  was  an  effeminate 
man,  a man,  indeed,  more  woman-like  than 
most  women  he  had  met.  Phil  came  again 
and  again.  He  and  Alf  saw  a good  deal  of 
each  other,  in  every  sense  of  these  words. 
They  spent  days  together  in  Alf’s  rooms,  in 
restaurants,  in  parks,  in  theatres,  walking 
and  talking  and  reading. 

Within  a short  time  Phil  was  completely 
changed.  He  who  had  been  normally  inter- 
ested in  sports  and  games  and  girls,  became 
serious  and  shy,  avoiding  his  playmates  and 
his  old  haunts. 

That  he  had  no  congenital  homosexual 
leanings  could  be  seen  not  only  from  his 
former  association  with  girls  as  known  to 
his  folks,  but  also  through  some  of  his 
letters — a passage  from  one  being  repro- 
duced here: 

“At  the  beginning  there  was  nothing  but  a 
light  touch.  Then  a zephyr-like  petting.  I 
still  kept  away  from  her  face.  But  sud- 
denly, like  a spark,  something  happened 
which  brought  us  closer  to  heaven.  The 
beautiful  form  near  me  caressed  me  with  a 
real  squeeze.  I,  so  sensitive,  so  supersen- 
sitive, was  deeply  touched.  A sweet  melody 
came  from  somewhere  and  sang  in  my 
heart  and  droplets  ran  down  slowly  on  my 
cheeks.  They  were  tears  of  happiness.  I 
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was  going  to  partake  of  the  highest  of 
sensual  enjoyments.  She  was  giving  herself 
and  melting  away  into  me.  But — I,  as  the 
insipid  jellyfish  that  I am,  waited  a minute 
too  long,  a fatal  minute,  as  someone  ap- 
proached and  soon  an  intruder  came  upon 
the  scene — and  we  had  to  untwist  from  one 
another  and  behave.” 

No  male  homo  can  or  will  write  such 
words  regarding  a woman. 

When  Phil  found  work  in  an  accountant’s 
office  with  a beginner’s  salary  and  later,  with 
better  wages,  in  a bank,  both  times  through 
his  uncle’s  recommendation,  Alf  claimed  and 
made  the  young  man  believe  that  it  was 
due  to  his  own  high  influence.  The  boy  was 
also  convinced  that  Alf  had  some  super- 
natural powers;  that  he  could  destroy  him 
if  Phil  should  resume  his  relations  with  the 
female  sex;  that  he  knew  all  about  his 
family  and  every  step  that  Phil  made;  that 
he  communicated  with  mysterious  persons 
all  over  the  world  through  a special  code. 
Besides  the  threats,  there  were  magnificent 
promises.  Alf,  the  millionaire,  would  see 
to  it  that  his  boy  friend  should  get  a large 
sum  of  money  as  soon  as  it  could  be  made 
feasible,  provided  the  pact  of  fidelity  be- 
tween them  remains  sacred.  Alf  was 
wealthy,  learned,  shrewd,  omnipotent,  omnis- 
cient, omnipresent,  famous,  although  not 
under  his  own  name.  It  was  impossible  to 
escape  him.  Phil  believed  that.  He  was 
sure  that  once  anyone  was  in  Alf’s  clutches 
there  was  no  getting  away  under  any  cir- 
cumstances. And  to  a certain  extent  he  was 
right. 

A good  many  of  these  homos  are  using  the 
same  tactics.  Under  a mask  of  softness  and 
effeminacy,  while  playing  the  persecuted 
martyrs,  they  can  be  extremely  energetic, 
greedy,  and  rapacious.  They  choose  their 
prey  among  weak-willed,  yielding  persons, 
whom  they  seize  and  hold  and  lead.  All 
sorts  of  weapons  are  employed,  according 


to  the  victim’s  character:  sentimental,  emo- 
tional, logical,  alarmist,  terroristic.  When- 
ever they  can  frighten,  they  are  scare- 
mongers. Of  course,  they  menace  with  ex- 
posure, scandal,  besmirching  of  one’s  repu- 
tation. And  worse — once  the  victim  is  in 
the  cobweb,  it  is  kept  in  an  appropriate 
social  atmosphere  which  makes  it  feel  that 
it  naturally  belongs  to  the  community  of 
sexual  perverts,  which  in  most  cases  is 
untrue.  The  homo  is  often  more  selfish  and 
jealous  than  the  ordinary  heterosexual  hus- 
band or  wife,  or  sweetheart. 

Phil  had  been  caught  in  the  snare,  but 
deep  down  in  himself  he  had  not  accepted 
the  situation.  His  life-blood  had  not  been 
sucked  out.  Somehow  he  was  not  satisfied 
with  the  trap  and  longed  for  light  and 
warmth,  for  love  and  laughter.  He  had  not 
forgotten  entirely  his  old  desires  and,  in  his 
lucid  moments,  he  yearned  for  the  feminine 
touch.  Hence  the  conflict,  the  mental  con- 
flict that  provoked  the  spell  for  which  he 
was  brought  to  my  office. 

It  was  not  easy  to  free  this  boy  from  his 
master’s  claws.  But  the  difficulties  were  not 
insurmountable.  His  own  inner  revolt  was 
used  as  a lever  with  which  the  new  alle- 
giance was  broken  and  thrown  off  in  the 
end.  That  was  done  when  Alf,  told  that  he 
would  be  held  responsible  for  the  youngster’s 
mental  disturbance,  disappeared  from  the 
city. 

As  an  individual  the  doctor  may  have  an 
aversion  for  abnormal  forms  of  sex  relations, 
but  as  a physician  he  cannot  condemn  them 
so  long  as  they  do  not  give  rise  to  mental 
conflicts  or  to  physical  ailments.  But  where 
they  do,  as  in  this  case,  it  is  his  duty  to 
fight  such  outgrowths  with  all  his  might. 
His  business  is  to  mind  other  people’s  busi- 
ness for  them  and  to  be  the  foe  of  anything 
that  produces  ill-health. 
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DISTRICT  BRANCH  MEETINGS 


First — New  York  (New  York  Hospital) 

November  16 

Second — Garden  City November  17 

Third — -Cobleskill September  20 

Fourth — Amsterdam Sept.  30-Oct.  1 


Fifth — Oneida October  6 

Sixth — Elmira September  27 

Seventh — Rochester September  22 

Eighth — Buffalo  (City  Hospital) 

October  4 


A boy  and  his  mother  stood  looking  at  a 
dentist’s  showcase. 

“If  I had  to  have  false  teeth,  mother,  I’d 
take  that  pair,”  said  the  small  boy  pointing. 


“Hush,  James,”  interposed  the  mother 
quickly,  shaking  his  arm.  “Haven’t  I told 
you  it  is  bad  manners  to  pick  your  teeth  in 
public  ?”■ — Medical  Record. 
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EDITORIALS 


Plain  Speaking 

In  an  article  appearing  recently  in  the 
New  York  W orld -Tele gram,  Westbrook 
Pegler  dispels  some  of  the  deceptive  sen- 
timentality obscuring  the  real  problems 
of  medical  care.  As  Mr.  Pegler  says  with 
his  customary  forthrightness,  many  pity- 
ing “oh’s”  and  “ah’s”  are  wasted  on  peo- 
ple “who  have  convinced  themselves  that 
they  can’t  pay  the  doctor  for  easing  their 
pains  or  saving  their  lives,  but  could  do 
so  if  they  tried.” 

There  is  unquestionably  a real  problem 
of  medical  care  in  connection  with  people 
who  earn  a mere  subsistence  wage  or  less. 
Much  of  the  current  hullabaloo,  however, 
centers  about  a class  which  can  well  af- 
ford to  pay  a reasonable  price  for  medical 
service.  Quoting  Mr.  Pegler:  “If  a pa- 
tient can  pay  small  amounts  to  a co-opera- 
tive over  a spell  of  years  for  treatment 
which  he  may  need  in  the  future,  he  can 
just  as  well  pay  a doctor  a stated  amount 
each  week  over  a long  term  for  treatment 
which  he  has  already  received.  But  in  too 
many  cases  he  just  won’t,  and  the  doctor 
is  accused  of  bearing  down  on  a man 
who  can’t  afford  to  pay  for  the  saving  of 
his  life  but  can  manage  somehow  to  come 
up  with  the  price  of  many  non-essentials. 

“Many  doctors  nowadays  serve  patients 
in  the  public  clinics  who  are  able  to  pay 
reasonable  professional  rates  for  their 


treatment.  In  this  way  the  doctor  is  com- 
pelled to  rob  his  own  family  of  the  just 
rewards  of  his  work  so  that  other  men’s 
families  may  deadhead  it.  Patients  lie 
about  their  income  and  pretend  to  be  in 
tatters  who  ought  to  be  told  to  decide 
which  they  value  more,  their  money  or 
their  lives.” 

By  some  novel  form  of  logic,  the  radi- 
cal fringe  has  persuaded  the  public  that 
it  is  an  affront  to  the  applicant  for  medi- 
cal or  other  relief  to  subject  him  to  in- 
vestigation to  determine  whether  he  is 
really  eligible  for  aid.  It  is  altogether  dif- 
ferent when  the  citizens  who  foot  the 
bill  for  such  aid  must  submit  to  the  in- 
quisitorial pryings  of  an  income  tax  in- 
spector. As  Mr.  Pegler  observes : “There 
is  more  or  less  larceny  in  all  the  human 
race,  and  this  problem  of  medicine  for 
the  masses  would  be  less  difficult  if  those 
who  can  pay  were  prevented  from  appeal- 
ing to  public  sympathy  at  the  doctor’s 
expense  by  mingling  with  the  truly  desti- 
tute.” 


School  Health 

The  opening  of  schools  throughout  the 
state  brings  to  the  fore  the  question  of 
school  health  and  how  the  private  practi- 
tioner may  actively  further  it.  While 
many  districts  require  periodic  examina- 
tion of  school  children  or  themselves  pro- 
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vide  it,  the  service  offered  is  frequently 
very  sketchy.  Many  features  of  the  ex- 
amination are  performed  by  nurses.  Even 
when  doctors  are  employed,  they  cannot 
usually  allot  sufficient  time  to  each  child 
to  make  a thorough  examination.  The 
answer  is  to  have  the  family  doctor  per- 
form these  health  examinations,  at  the 
expense  of  the  state  in  the  case  of  poor 
families. 

The  periodic  examinations  children  un- 
dergo must  be  thorough  to  have  any 
value.  Cardiac  children  require  a different 
program  than  normal  youngsters.  The 
detection  of  visual  and  auditory  defects 
frequently  transforms  seemingly  back- 
ward children  into  brilliant  ones.  Mal- 
nutrition must  be  remedied,  postural 
faults  corrected,  focal  infections  elim- 
inated, to  enable  a pupil  to  realize  his 
full  potentialities  in  the  classroom.  The 
family  doctor  is  in  a far  better  position 
to  detect  these  conditions  than  the  school 
physician  who  has  no  knowledge  of  the 
child’s  heredity  or  environment,  sees  him 
once  and  then  has  time  for  only  a super- 
ficial examination. 

Physicians,  particularly  in  rural  areas 
where  health  education  is  neglected, 
should  emphasize  to  parents  the  im- 
portance of  thorough  periodic  health  ex- 
aminations during  the  all  important  school 
years.  Many  diseases  of  middle  and  old 
age  could  be  prevented,  or  at  least  post- 
poned, if  the  family  doctor  were  enabled 
to  play  a more  active  role  in  school  health. 


Our  Public  Health  G-Men 

There  comes  from  the  New  York  City 
Department  of  Health  a story  which  is 
in  the  best  traditions  of  Sherlock  Holmes 
and  the  F.B.I. — a story  which  deserves  a 
better  write  up  than  the  matter-of-fact 
report  in  their  Quarterly  Bulletin } The 
amateur  detective  in  us  rises  in  revolt 
against  the  disparaging  manner  in  which 
such  a brilliant  piece  of  deduction  was 
recorded,  as  follows: 


1.  Quarterly  Bulletin,  N.  Y.  C.  Dept,  of  Health: 
6:96,  1938. 


“Three  cases  of  typhoid  fever  were  re- 
ported to  the  New  York  City  Health 
Department  in  the  latter  part  of  April. 
All  of  them  gave  a history  of  having 
traveled  by  bus  from  Chicago  to  New 
York  City,  during  which  time  they  showed 
no  symptoms  of  the  disease.  All  of  them 
gave  the  date  of  the  appearance  of  the 
first  symptom  as  April  15.  Through  cor- 
respondence with  the  Chicago  Depart- 
ment of  Health  it  was  found  that  two 
additional  cases  of  typhoid  fever  under 
investigation  there  had  traveled  on  this 
same  bus  line  at  about  the  same  time,  but 
in  the  opposite  direction.  With  interest 
centered  on  this  line,  the  scheduled  stops 
were  checked  carefully  with  the  routes 
taken  by  the  patients,  and  two  of  the 
stops,  one  in  Indiana  and  one  in  Ohio, 
were  the  only  ones  found  to  be  common 
to  all  of  the  cases.  Further  investigation 
of  the  reported  New  York  City  typhoid 
cases  gave  the  final  clue — a man  who  had 
driven  in  to  New  York  City  alone  by 
automobile  from  Chicago  had  stopped 
only  at  the  Indiana  restaurant. 

“Correspondence  with  the  Indiana 
State  Health  Department  disclosed  that 
it  had  traced  about  forty  cases  of  typhoid 
fever  to  a contaminated  water  supply  at 
the  inn  patronized  by  the  bus  passengers. 
The  disease  had  been  reported  in  thirty 
residents  of  Indiana,  and  in  passengers 
from  Ohio,  Illinois,  Michigan  and  Cali- 
fornia, as  well  as  from  New  York.  The 
water  used  at  the  inn  had  been  con- 
taminated by  a sewer  which  was  broken 
about  five  feet  from  the  well  used  as  the 
water  supply.  The  inn  was  ordered  to 
close.  Fluorescein  flushed  through  the 
toilet  system  at  the  inn  entered  the  sewer, 
and  was  recovered  within  five  minutes  in 
the  well  water,  thus  confirming  the  sus- 
picion that  this  leak  in  the  sewer  was  the 
cause  of  the  outbreak.  The  sewer  was 
immediately  repaired  and  then  tests  made 
of  the  water  from  the  well  showed  that 
it  was  no  longer  polluted.  The  local 
health  department,  now  being  satisfied 
that  the  water  was  safe,  permitted  the 
restaurant  to  open.” 

Where  were  the  headlines  and  the  fan- 
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fare?  The  fact  that  a sewer  was  the  cul- 
prit is  no  excuse  for  belittling  this  out- 
standing feat  of  detection.  As  a matter 
of  fact,  the  solution  should  stand  out  as 
a shining  example  to  the  criminologist. 
The  sewer  was  not  thrown  in  jail  but 
was  repaired  and  then  permitted  to  func- 
tion as  a useful  sewer  should.  We  insist, 
therefore,  that  when  Quarterly  Bulletin 
again  publishes  detective  stories,  the  writ- 
ing of  them  be  entrusted  to  someone  of 
the  caliber  of  Agatha  Christie  or  Conan 
Doyle.  How  we  would  relish  what  they 
would  have  done  with  this  thriller ! 


Normal  Human  Serum  in 
Multiple  Sclerosis 

The  etiological  factor  responsible  for 
the  onset  of  multiple  sclerosis  has  as  yet 
not  been  determined.  The  majority  of 
authors  favor  the  theory  that  an  infec- 
tious virus  is  the  pathogenic  agent.  The 
disease  becomes  manifest  most  frequently 
between  the  ages  of  fifteen  and  thirty 
years,  and  it  is  exceptional  to  find  an 
onset  of  multiple  sclerosis  in  a person 
past  fifty  years. 

In  view  of  this,  Stransky1  reasoned 
that  all  who  have  escaped  the  disease  must 
possess  antibodies  against  the  virus.  As 
donors,  he  selected  people  over  fifty  years 
of  age.  Injections  of  serum  were  pre- 
ferred to  direct  blood  transfusions  be- 
cause of  the  ability  to  regulate  dosage  in 
small  quantities  and  also  to  spare  elderly 
donors  undue  strain.  Twenty  cases  of 
long  standing  multiple  sclerosis  were 
treated  by  gluteal  injections  of  normal 
serum.  In  five  there  was  an  extensive  and 
lasting  improvement.  Twelve  cases  showed 
less  impressive  but  nevertheless  favorable 
and  lasting  reactions.  The  remaining  three 
had  practically  no  result. 

While  it  is  known  that  the  clinical  course 
of  multiple  sclerosis  is  characterized  by 
remissions,  the  prompt  appearance  of  the 
favorable  changes  immediately  following 
the  injection  of  normal  human  serum 

1.  Stransky,  E. : Monatschr.  f.  Psych,  w.  Neur., 

98:237,  1938. 


speaks  against  the  possibility  of  coinci- 
dental spontaneous  remissions.  While  the 
report  of  Stransky  deals  with  old  cases 
only,  it  would  seem  that  if  we  are  to  ac- 
cept the  theory  of  an  infectious  virus  as 
a working  hypothesis,  an  agent  is  at  hand 
which  appears  to  ameliorate  the  symp- 
toms of  multiple  sclerosis  and  with  further 
study,  may  prove  capable  of  arresting  the 
progress  of  the  disease. 


CURRENT  COMMENT 

. . There  is  nothing  quite  as  sat- 
isfactory as  having  a humorist  in  the  gov- 
ernment. It  is,  of  course,  very  novel. 
Politicians  always  take  themselves  so  seri- 
ously that  humor  departs  from  their  cosmos 
when  the  ballots  are  counted.  It  is  interest- 
ing to  see  that  the  world  over.  . . . 

“The  ‘brain  trusters’  rarely  laugh.  Imag- 
ine a crowd  that  let  themselves  be  called 
‘brain  trusters’  without  kicking  a row  over 
it.  The  only  exception,  I think,  is  David 
Cushman  Coyle.  He  and  I once  made 
speeches  before  the  Economics  Club  in  New 
York.  His  was  about  how  the  United  States 
was  really  not  in  debt  and  how  the  budget 
was  really  balanced. 

“Now  I have  thought  about  that  speech 
loads  of  times,  because  if  it  was  meant  to 
be  humorous  it  was  the  funniest  speech  I 
ever  heard.  I would  hate  to  believe  that  that 
was  not  a humorous  speech.  It  would  leave 
me  without  any  illusions.  . . . 

“So  I say,  hail  Thurman  Arnold ! Humor- 
ist and  politician ! That  American  Medical 
Association  antimonopoly  attack  may  be 
the  biggest  joke  in  years.  It  may  be  a joke 
on  John  Lewis,  but  what  do  we  care,  so 
long  as  it  is  a joke?” — An  interesting  way 
of  looking  at  the  situation,  presented  by 
George  E.  Sokolsky  in  the  August  14  New 
York  Herald  Tribune. 


“If  it  is  true  that  one-third  of  the  peo- 
ple cannot  get  proper  medical  and  pharma- 
ceutical care,  the  answer  is  not  to  abolish 
private  practice  of  medicine  and  pharmacy 
but  to  abolish  poverty.  . . .” — The  words 
of  Dr.  William  J.  Carrington,  President  of 
the  Medical  Society  of  New  Jersey,  before 
the  New  Jersey  Pharmaceutical  Association 
recently. 


“Limited  medical,  ophthalmic  and 
dental  care  for  50c  a year  will  be  offered 
New  York  City  high  school  students  be- 
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ginning  this  fall.  The  local  High  School 
of  Music  and  Art’s  1400  students  have  been 
selected  as  ‘guinea  pigs’  of  what  is  frankly 
admitted  to  be  an  ‘experiment’. 

“Subscriptions  will  be  ‘voluntary’,  free 
to  the  indigent.  Principal  Benjamin  M. 
Steigman  claims  nearly  100%  backing  for 
the  plan  from  pupils  and  their  parents. 

“How  much  treatment  members  may  ex- 
pect for  their  half  dollar  is  undecided. 
Tentative  plans  call  for  medical  and  eye 
examinations,  free  dental  treatment,  pre- 
scription and  fitting  of  eyeglasses.  . . . 
Although  pay  for  staff  members  is  also  un- 
determined as  yet,  school  authorities  report 
a flood  of  applications  for  the  jobs.” — News 
of  “Half-Dollar  Care”  in  Medical  Eco- 
nomics of  August. 


“.  . . Politics,  with  the  unlimited 
spending  of  federal  money  and  the  unlimited 
newspaper  propaganda  emanating  from  the 
various  government  agencies,  will  undoubt- 
edly bring  about  state  medicine,  if  the  public 
and  organized  medicine  do  not  awaken  and 
fight.” — A warning  from  the  pen  of  Dr. 
Clyde  P.  Dyer,  Manager-Editor  of  the  St. 
Louis  County  Medical  Society  Bulletin  in 
the  August  19  issue  of  that  journal. 


“At  various  times  during  the  past  few 
years,  various  spokesmen  for  various  groups 
have  complained  that  the  medical  profes- 
sion refused  to  cooperate  with  anyone  to 
find  the  solution  for  our  health  and  sickness 
problems.  They  have  hurled  charges  and 
smeared  everyone  opposed  to  them  with  the 
same  bucket  of  tar.  . . . 

“If  those  parties  taking  such  an  interest 
in  spending  nearly  a billion  dollars  of  the 
tax-payers’  money  were  honest  in  their  at- 
tempt to  draft  a comprehensive  program  for 
bettering  national  health  conditions,  they 
would  not  have  to  ask  twice  to  secure  the 
full  cooperation  of  the  leaders  of  organized 
medicine  because  there  is  no  group  on  earth 
as  interested  in  solving  this  problem  as  is 
the  medical  profession  itself.” — Tulsa  County 
Medical  Society  Bulletin  (Oklahoma). 


“.  . . The  approach  must  ...  be 
not  from  the  profession’s  interest,  but  from 
that  of  the  public,  the  profession  merely 
being  in  a better  position  to  see  and  eval- 
uate the  effects  of  this,  that  or  the  other 
plan  upon  the  public  welfare,  and  therefore 
volunteering  this  accurate  information  to 
the  public  in  order  that  it  may  arrive  at 
the  proper  conclusions. 

“Much  of  the  public’s  information  concern- 


ing the  functioning  of  medical  service  is 
influenced  by  the  practices  prevailing  in 
quackery.  If  diseases  can  be  successfully 
treated  as  indicated  by  the  advertisements 
in  the  daily  press  and  over  the  radio,  then 
the  nostrums  advocated  by  the  sociologists 
and  economists  are  eminently  proper  and 
correct.  Once  the  public  is  convinced  of  the 
true  nature  of  such  medical  practice,  it  will 
become  obvious  to  the  public  that  its  health 
can  be  maintained  upon  an  individual  and 
not  a group  basis.  But  what  a job  this  will 
be!” — From  the  Weekly  Roster  and  Medical 
Digest,  and  we  sincerely  agree  with  them. 

“ ‘Members  of  the  profession  who  op- 
pose socialized  medicine  fear,  as  far  as  we 
can  gather  their  position,  that  it  will  destroy 
the  personal  relationship  which  should  exist 
between  the  physician  and  the  patient,  and 
that  it  will  check  medical  progress.  The 
physician  in  private  practice  knows  that 
his  success  depends  in  very  large  part  upon 
his  assiduous  care  of  his  patient,  and  upon 
what  the  older  physicians  used  to  call  “his 
bed-side  manner,”  which  simply  meant  his 
ability  to  inspire  the  sick  man  with  confi- 
dence. About  these  points,  the  government- 
paid  physician  need  not  greatly  care,  for 
whatever  happens  to  the  patient  his  practice 
and  his  fee  are  assured. 

“ ‘We  have  suffered  so  much  from  the 
dead  hand  of  bureaucracy  in  this  country 
that  the  suspicion  and  distrust  of  the  aver- 
age physician  whenever  socialized  medicine 
is  mentioned  can  be  easily  understood.  In 
our  opinion,  the  suspicion  and  distrust  are 
well-founded.  Certainly,  the  profession  must 
cooperate  with  every  agency  in  the  com- 
munity to  supply  adequate  medical  care  for 
and  especially  for  the  poor.  But  it  must 
not  be  taken  for  granted  that  the  best  way, 
or  the  only  way,  of  providing  this  needed 
care  is  through  medical  stations  subsidized 
and  controlled  by  the  Government. 

“ . . We  shudder  to  think  that  a 

physician  might  be  appointed  not  because  of 
his  ability  to  serve  suffering  humanity,  but 
because  of  his  skill  in  bringing  out  the  votes 
at  the  last  election.  Our  sick  should  be 
cared  for  by  physicians,  not  by  scheming 
politicians.  Here  is  not  the  least  serious  of 
the  problems  to  be  solved  by  the  advocates 
of  socialized  medicine.’  ” — The  Illinois  Medi- 
cal Journal  of  August,  brings  us  this  article 
from  America  of  June  25. 

“.  . . . Whatever  criticisms  now 
may  be  aimed  at  it  (the  American  Medical 
Association)  by  the  idealistically  minded  who 
are  shocked  at  obvious  imperfections  in  the 
medical  services  available  to  the  people  as 
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a whole,  the  fact  remains  that  the  organized 
profession  itself,  voluntarily  and  from  a 
sense  of  duty,  is  responsible  for  about  every- 
thing ‘social’  in  the  practice  of  the  healing 
arts  today.  . . . 

“Whatever  grievance  any  one  may  feel 
against  the  American  Medical  Association 
for  its  present  honestly  waged  battle  against 


socialized  medicine,  it  must  be  remembered 
that  any  sort  of  socialized  medicine  would 
be  a fantastic  dream  had  it  not  been  for 
the  organized  profession’s  own  idealistic  en- 
deavors.”— The  Paterson  News  contained 
the  foregoing  on  August  18  under  the  head- 
ing, “Let’s  Be  Fair  to  the  Doctor  and  Look 
the  Facts  in  the  Face.” 


INTER-STATE  POSTGRADUATE  MEDICAL  ASSOCIATION 


The  twenty-third  International  Assembly 
of  the  Inter-State  Postgraduate  Medical 
Association  of  North  America  will  be  held 
in  the  public  auditorium  of  Philadelphia, 
October  31  to  November  4.  All  scientific 
and  clinical  sessions  will  take  place  in  the 
auditorium. 

Hotel  headquarters  will  be  the  Benjamin 
Franklin  Hotel. 

The  members  of  the  medical  piofession 
of  Philadelphia  are  correlating  for  the 
clinics,  an  abundance  of  hospital  material 
representing  various  types  of  pathological 
conditions  which  will  be  discussed  by  the 
contributors  to  the  program. 

In  the  neighborhood  of  eighty  distin- 
guished teachers  and  clinicians  will  appear 
on  the  program,  a tentative  list  of  which 
may  be  found  on  page  ix  of  the  advertising 
section  in  this  issue.  ' The  subjects  and 
speakers  have  been  selected  to  consider 
practically  all  the  subjects  of  greatest  in- 
terest to  the  medical  profession  in  general. 

A full  program  of  scientific  and  clinical 
sessions  will  take  place  every  day  and  even- 
ing of  the  Assembly  starting  each  morning 


at  8:00  o’clock.  On  account  of  the  fullness 
of  the  program,  restaurant  service  will  be 
available  at  the  auditorium  at  moderate 
prices. 

The  members  of  the  profession  are  urged 
to  bring  their  ladies  with  them  as  a very 
excellent  program  is  being  arranged  for 
their  benefit  by  the  Ladies’  Committee. 
Philadelphia  has  many  places  of  historic 
and  other  interests,  which  will  make  this 
year’s  program  especially  attractive  to  them. 

Preassembly  and  postassembly  clinics  will 
be  held  in  the  Philadelphia  Hospitals  on 
October  29  and  November  5. 

It  is  very  important  that  you  make  your 
hotel  reservation  early  by  writing  Mr. 
Thomas  E.  Willis,  Chairman  of  the  Hotel 
Committee,  Chamber  of  Commerce  Build- 
ing, 12th  and  Walnut  Streets,  Philadelphia, 
Pa. 

The  Association,  through  its  officers  and 
members  of  the  program  committee,  extend 
a very  hearty  invitation  to  all  members  of 
the  profession  in  good  standing  in  their 
State  and  Provincial  Societies  to  attend  the 
Assembly.  The  registration  fee  is  $5.00. 


Though  not  recognized  by  the  state,  oste- 
opathy is  not  only  tolerated  in  Great  Britain, 
but,  like  other  forms  of  irregular  practice,  is 
patronized  by  persons  of  high  social  position 
and  is  often  a lucrative  business.  However, 
meddling  with  a dangerous  disease  may 
prove  serious,  as  the  following  case,  re- 
ported in  the  AM  A Journal,  shows. 

A young  school  teacher  had  been  under 
medical  treatment  for  diabetes  for  some 
years.  According  to  her  physician  her  con- 
dition was  satisfactory  and  likely  to  remain 
so  provided  she  followed  the  dietetic  instruc- 
tions and  continued  with  injections  of  insulin. 
She  met  an  osteopath  who  told  her  that  she 
had  not  diabetes  and  was  suffering  from 
anemia.  His  examination  merely  consisted 
of  looking  at  her  eyes  and  feeling  her  pulse. 
He  told  her  to  fast  for  four  days  and  take 
orange  juice  every  two  hours.  She  did  so 


and  discontinued  her  injections  of  insulin. 
She  became  ill,  and  then  the  osteopath  ad- 
vised that  she  be  given  a little  insulin  in 
milk,  but  she  lapsed  into  coma  and  died. 
The  osteopath  was  committed  for  trial  on  the 
charge  of  manslaughter. 


Pupils  at  many  schools  now  receive  sun- 
ray  treatment.  They  declare  that  it  is  much 
pleasanter  to  take  than  the  old-fashioned 
method  of  tanning. — The  Humorist , Lon- 
don. 


“Has  the  doctor  you’re  engaged  to  got 
money  ?” 

“Why,  of  course.  Did  you  think  I was  get- 
ting married  to  improve  my  health? — Metho- 
dist Protestant  Recorder. 
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J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


Mail  Box  Out  of  Quarantine 

Thomas  Cogan  1 tells  us  that  Hippocrates 
‘ ‘delivered  the  Citie  of  Athens  from  a great 
Plague  onely  by  causing  many  great  fires 
to  be  made  in  sundry  places  within  the 
Citie  and  round  about  it.”  This  he  offers 
as  evidence  in  support  of  his  own  doctrine 
that  “among  all  things  that  purifie  the 
aire,  either  within  the  house  or  without, 
none  is  better  than  fire;  for  fire  by  nature 
doeth  consume  corruption.”  And  fire  has 
ever  since  been  the  proper  refuge  of  fom- 
ites.  I well  remember  that  the  only  sock 
I ever  knitted  suffered  incineration  because 
it  was  a labor  of  convalescence  from  scarlet 
fever.  But  the  letters  I wrote  on  that  oc- 
casion were,  I believe,  actually  dispatched 
after  being  baked  to  a crisp  brown  in  a 
hot  oven. 

I was  born  thirty  years  too  soon.  Fomites 
are  no  longer  feared  as  of  yore.  So  careful 


Domestic  Relations  Law 

The  legislation  recently  adopted  by  New 
York  State  which  requires  premarital  ex- 
amination for  syphilis  is  regarded  by  the 
Council  of  State  Governments  1 as  a model 
in  this  respect.  If  other  states  adopt  simi- 
lar laws  (and  five  other  states  have  done 
so  in  the  past  twelve  months)  evasion 
through  out-of-state  marriage  will  become 
difficult.  While  New  York  is  thus  the 
center  of  attention  it  is  particularly  desir- 
able that  we  should  take  pains  to  give  the 
new  law  a thorough  trial.  I learn  from 
the  division  of  Syphilis  Control  that  Section 
13-A,  paragraph  3,  is  not  yet  as  well  under- 
stood by  the  profession  as  smooth  function 
of  the  law  demands.  The  section  reads  as 
follows : 

Each  physician’s  statement  shall  be  ac- 
companied by  a statement  from  the  person 
in  charge  of  the  laboratory  making  the  test, 
or  from  some  other  person  authorized  to 
make  such  test,  setting  forth  the  name  of 
the  tests,  the  date  it  was  completed  and  the 
name  and  address  of  each  person  whose 
blood  was  tested,  but  not  stating  the  results 
of  the  test.  The  physician’s  statement  and 
the  laboratory  statement  shall  be  on  the 
same  form  sheet.  Upon  a separate  form  a 


a writer  as  Theobald  Smith  barely  refers 
to  them  in  his  chapter  on  “The  Survival 
of  Parasites  and  Movement  from  Host  'to 
Host.” 2 Quite  respectable  people  borrow 
books  from  lending  libraries  and  epidemio- 
logists ask  about  second-hand  clothing  only 
when  they  are  in  search  of  lice. 

Reflecting  the  change  is  this  ruling  of 
the  Postmaster  General  given  to  the  Treas- 
ury Department  in  Washington: 

In  view  of  the  information  which  you  have 
submitted,  the  provisions  of  Section  1027  of  the 
Postal  Laws  and  Regulations  have  been  modified 
so  as  to  permit  a rural  carrier  to  collect  first 
class  mail  or  printed  matter  from  the  mail  box 
of  a patron  in  whose  family  a contagious  disease 
exists. 
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detailed  .report  of  the  laboratory  test,  show- 
ing the  result  of  the  test  shall  be  transmitted 
by  the  laboratory  to  the  physician,  who, 
after  examining  it,  shall  file  it  with  the  dis- 
trict state  health  officer,  or,  in  a city  of 
over  fifty  thousand  population,  with  the  de- 
partment of  health  of  such  city,  and  it  shall 
be  held  in  absolute  confidence  and  shall  not 
be  opened  by  public  inspection ; provided  that 
it  shall  be  produced  for  evidence  at  a trial 
or  proceedings  in  a court  of  competent 
jurisdiction,  involving  issues  in  which  it  may 
be  material  and  relevant,  or  on  order  of  a 
justice  or  judge  of  such  court  requiring  its 
production. 

Your  attention  is  called  to  the  fact  that 
the  detailed  laboratory  report  must  be  filed 
with  the  district  state  health  officer  or  in  a 
city  of  over  fifty  thousand  population  with 
the  department  of  health  of  such  city.  The 
Commissioner  of  Health  has  ruled  that 
physicians  residing  in  areas  served  by 
full-time  County  Departments  of  Health 
shall  forward  these  reports  to  their  district 
state  health  officers  through  their  respective 
county  Commissioners  of  Health. 
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Albany  County 

An  enjoyable  clam  bake,  with  games, 
prizes,  music  and  dancing,  was  held  by  the 
Medical  Society  of  the  County  of  Albany 
on  September  14,  at  Picard’s,  New  Salem. 

Bronx  County 

Dr.  Edward  Broquet,  who  had  practiced 
medicine  for  more  than  fifty  years,  most  of 
the  time  in  the  Bronx,  died  at  his  home  on 
August  4,  after  a short  illness.  He  was 
eighty.  He  was  a charter  member  of  the 
Bronx  County  Medical  Society. 

Broome  County 

Dr.  A.  R.  Carpenter  addressed  the 
Broome  County  Medical  Society  on  June  14 
on  “Fracture  of  Scaphoid  of  Wrist,”  and 
Dr.  C.  M.  Allaben  spoke  on  “Club  Feet.” 

Cattaraugus  County 

Dr.  Theodore  J.  Holmlund  was  elected 
president  of  the  Cattaraugus  County  Medi- 
cal Society  at  the  annual  meeting,  held  at 
the  Olean  House  on  June  14.  Dr.  Holm- 
lund succeeds  Dr.  Howard  Stoll  as  head  of 
the  Society. 

Other  officers  named  include  Dr.  A.  L. 
Runals,  vice  president ; Dr.  Leo  Reimann, 
secretary-treasurer.  Censors  elected  include 
Dr.  W.  C.  Goodlett,  Dr.  N.  P.  Johnson,  Dr. 
Charles  Perkins,  Dr.  Howard  Stoll,  Dr.  Ira 
Livermore,  and  Dr.  J.  L.  Preston. 

Following  the  business  meeting,  Dr.  John 
M.  Barnes,  radiologist  at  the  Millard  Fill- 
more Hospital,  Buffalo,  gave  an  interesting 
discussion  of  x-ray  findings  in  stomach  and 
intestinal  conditions. 

Dr.  C.  A.  Greenleaf  was  reelected  presi- 
dent of  the  Cattaraugus  County  Tuberculosis 
and  Health  Association  at  the  luncheon  and 
annual  meeting  at  Portville  on  June  8. 

The  meeting  was  also  designed  to  honor 
Dr.  John  H.  Korns  who  is  celebrating  the 
tenth  anniversary  as  head  of  the  Bureau  of 
Tuberculosis  of  the  County  Department  of 
Health  and  superintendent  of  Rocky  Crest 
Sanatorium.  Mrs.  Ann  Collins  Nelson.  R.N., 
tuberculosis  nurse  who  has  served  in  the 
county  from  May  1919  to  1938,  also  was  a 
guest  of  honor. 

Cayuga  County 

Dr.  George  H.  Beers,  widely  known  Au- 
burn physician  and  surgeon  for  the  past 


twenty-four  years,  died  on  August  16  in 
Auburn  City  hospital  where  he  had  been  ill 
since  June  16.  He  was  a former  president 
of  the  Medical  Society  of  the  County  of 
Cayuga. 

Chautauqua  County 

The  annual  Interstate  Medical  day 
under  the  auspices  of  the  Medical  Society 
of  the  County  of  Chautauqua  was  held  at 
Chautauqua  on  July  27,  with  .an  exception- 
ally interesting  program. 

Chemung  County 

Members  of  the  Chemung  County  Medi- 
cal Society  enjoyed  their  annual  outing  with 
a program  of  sports,  a dinner  and  talks  at 
the  Cold  Brook  Club  on  July  13. 

Sixty  physicians  and  guests  participated 
in  or  watched  a softball  game  between  teams 
captained  by  Dr.  John  F.  Lynch  and  Dr. 
Francis  S.  Creighton.  After  the  sports  pro- 
gram the  doctors  pitched  horseshoes  and 
played  other  games  until  dinner. 

Dr.  George  M.  Case,  dean  of  the  Chemung 
County  medical  fraternity,  was  guest  of 
honor.  Dr.  John  Conway,  state  district 
health  officer,  also  was  guest. 

Chenango  County 

The  semi-annual  meeting  of  the  Che- 
nango County  Medical  Society  was  held  on 
June  14  at  the  Canasawacta  Country  Club. 
There  was  a business  session  followed  by  a 
luncheon  and  talk  by  Dr.  B.  W.  McCuen  on 
“Back  Injuries  and  Court  Procedure.”  Dr. 
N.  C.  Lyster  presided. 

Cortland  County 

A number  of  friends  of  Dr.  E.  A. 
Didama  entertained  members  of  the  Cort- 
land County  Medical  Society  at  a compli- 
mentary dinner  on  June  22  to  mark  fifty 
years  of  service  given  by  the  guest  of 
honor  as  a member  of  the  society. 

Dutchess  County 

Members  of  the  Dutchess  County  Medi- 
cal society  enjoyed  golf,  baseball  and  other 
entertainment  at  an  outing  held  on  the 
Harlem  Valley  State  hospital  grounds  on 
June  30.  Approximately  thirty-five  members 
attended.  Movies  of  “Insulin  Treatment  of 
Dementia  Precox”  were  shown. 
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Erie  County 

The  Buffalo  Academy  of  Medicine 
held  its  first  annual  golf  tournament  and 
field  day  on  August  18  at  the  Meadowbrook 
Golf  and  Country  Club.  Members  had  an 
opportunity  to  enjoy  themselves  with  a va- 
riety of  outdoor  and  indoor  sports. 

Franklin  County 

Dr.  Plato  Schwartz  and  Dr.  D.  J. 
Stephen,  both  of  the  University  of  Roches- 
ter Medical  school,  were  the  speakers  at  the 
semi-annual  meeting  of  the  Franklin  County 
Medical  Society  on  June  15  in  the  John 
Black  room  at  Saranac  Lake. 

Dr.  Schwartz’  subject  was  “An  Interpre- 
tation of  Foot  Function  Now  129  Years 
Old.”  Dr.  Stephen  spoke  on  “Clinical  and 
Laboratory  Tests  of  Vitamin  Deficiency.” 

Genesee  County 

Twenty-two  members  of  the  Genesee 
County  Medical  Society  attended  the  annual 
picnic  held  at  the  home  of  Dr.  and  Mrs. 
Charles  D.  Graney  at  Le  Roy  on  June  23. 

Golf  and  quoit  pitching  preceded  the  pic- 
nic lunch  served  on  the  lawn. 

Dr.  Henry  Morris  Spofford,  well-known 
Batavia  physician  and  chief  of  the  medical 
service  at  St.  Jerome’s  Hospital,  died  on 
July  9 at  his  home.  He  had  been  ill  with 
heart  disease  for  two  months. 

Jefferson  County 

Dr.  J.  Mortimer  Crawe,  who  died  on 
August  13,  after  practicing  medicine  in 
Watertown  fifty-one  years,  was  a former 
president  and  treasurer  of  the  Jefferson 
County  Medical  Society.  Both  Dr.  Crawe’s 
father  and  grandfather  were  prominent  Wa- 
tertown physicians,  and  the  father  helped 
reorganize  the  county  society  in  1868,  and 
served  as  its  president. 

Kings  County 

About  seventy-five  doctors  attended  the 
annual  dinner  of  the  Bay  Ridge  Medical 
Society,  held  at  the  Marine  and  Field  Club. 

Dr.  John  B.  D’Albora,  president  of  the 
Kings  County  Medical  Society,  was  guest 
speaker. 

Following  the  dinner,  officers  were  elected 
as  follows : President,  Dr.  Kenneth  Macin- 
nes;  vice-president,  Dr.  John  G.  McNamara; 
treasurer,  Dr.  Harold  C.  Denman,  and  Sec- 
retary, Dr.  Rosario  San  Fillipo.  The  retir- 
ing president  was  Dr.  Pedo  Platou. 


Dr.  Lewis  Walter  Pearson,  one  of  the 
oldest  practitioners  in  Brooklyn,  was  honored 
by  the  South  Brooklyn  Medical  Society  at 
a dinner  in  the  Hotel  Granada  on  June  15 
marking  his  fifty  years  of  medical  service 
in  the  borough.  More  than  300  attended. 

Dr.  Pearson  was  hailed  as  “one  of  the 
finest  surgeons  of  the  old  school  in  Brook- 
lyn” by  Dr.  John  B.  D’Albora,  president  of 
the  Kings  County  Medical  Society. 

Livingston  County 

Approved  by  the  County  Medical  Society, 
the  movie  film,  “A  New  Day,”  was  shown  in 
one  hundred  per  cent  of  the  theaters  of  Liv- 
ingston County  in  May  and  June.  With  a 
star  Hollywood  cast,  “A  New  Day”  depicts 
the  saving  of  a young  mother’s  life  from 
pneumonia,  with  modern  treatment. 

Madison  County 

Dr.  Lee  S.  Preston,  secretary  of  the 
Madison  County  Medical  Society,  former 
president  of  the  Oneida  City  Medical  Club, 
has  announced  his  candidacy  for  nomina- 
tion for  coroner  on  the  Republican  ticket  to 
succeed  the  late  Dr.  Nelson  O.  Brooks, 
whose  term  would  have  expired  Dec.  31. 
Dr.  Brooks,  who  died  on  July  5,  had  prac- 
ticed medicine  forty-five  years. 

Monroe  County 

Rochester  has  received  high  praise  from 
Dr.  William  E.  Brumfiel,  director  of  syphilis 
control  for  the  State  Department  of  Health. 

“More  has  been  done  here  for  the  control 
of  this  disease,”  Dr.  Brumfiel  declared,  “than 
in  any  other  city  in  the  state.  It  is  an  exam- 
ple of  what  can  be  accomplished.” 

Nearly  1,000,000  blood  tests  are  on  file  at 
the  Health  Bureau  as  a result  of  a program 
initiated  in  1914  by  Dr.  George  W.  Goler, 
it  was  pointed  out  by  Dr.  Arthur  M.  John- 
son, health  officer. 

New  York  County 

The  Bureau  of  Social  Hygiene,  De- 
partment of  Health  cooperating  with  the 
United  States  Public  Health  Service  and 
the  State  Department  of  Health,  Bureau  of 
Syphilis  Control,  will  inaugurate  a series  of 
Saturday  morning  meetings  for  physicians 
and  medical  students,  beginning  Saturday 
morning,  October  15,  at  10:30  a.m.,  to  be 
held  in  the  Conference  Room,  2nd  floor 
Health  Department  Building,  125  Worth 
Street,  New  York  City. 

Physicians  attending  the  meetings  may 
be  reached  by  phoning  Worth  2-6900,  Ext. 
429. 
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Programs  are  available  for  distribution 
to  physicians  requesting  the  same,  in  writ- 
ing. Address  the  Bureau  of  Social  Hy- 
giene, Room  329,  Department  of  Health, 
125  Worth  Street,  New  York  City. 

The  response  to  the  call  for  instru- 
mentalists among  the  medical  and  dental 
professions  to  join  the  Doctors’  Orchestra 
has  been  most  gratifying.  The  organization 
now  includes  not  only  a large  section  of 
string  instruments  but  a considerable  num- 
ber of  woodwinds  such  as  clarinets,  flutes, 
trombones  and  even  percussion  players.  The 
conductor  in  charge  is  Ignatz  Waghalter, 
who  was  formerly  general  music  director  of 
the  Charlottenburg  Opera  House  in  Berlin. 

Dr.  William  Seaman  Bainbridge,  pres- 
ident of  the  International  Congress  of  Mili- 
tary Medicine  and  Pharmacy,  meeting  at 
Luxemburg,  has  been  decorated  with  the 
Cross  of  Commander  of  the  Grand  Ducal 
National  Order  of  the  Oak-Leaved  Crown 
of  Luxemburg. 

Dr.  John  Milton  Mabbott,  who  died  on 
July  1,  had  been  a member  of  the  House  of 
Delegates  of  the  State  Society  for  twenty- 
six  years. 

Dr.  Edwin  Beer,  urological  surgeon  and 
an  authority  on  tumors  of  the  bladder,  died 
on  August  13  at  his  home  after  an  illness 
of  about  a year.  He  was  sixty-two.  Dr. 
Beer,  a former  chairman  of  the  medical 
board  of  Mount  Sinai  Hospital,  was  attend- 
ing surgeon  there  and  at  Bellevue,  Lenox 
Hill,  and  Flower  Hospitals.  He  was  the 
author  of  numerous  articles  on  gall  stones, 
intestinal  diseases  and  bladder  tumors.  Two 
of  his  most  important  works  were  “Tumors 
of  the  Urinary  Bladder”  and  “Diseases  of 
the  Urinary  Tract  in  Children.” 

Oneida  County 

Dr.  William  A.  Groat,  president  of  the 
State  Society,  spoke  at  the  annual  outing  of 
the  Oneida  County  Medical  Society  at  Tren- 
ton Falls  on  July  12.  The  society  voted  that 
applicants  for  membership  either  be  citizens 
or  have  first  papers. 

A free  public  cancer  clinic  was  started 
in  Utica  in  July  under  the  cancer  control 
committee  of  the  Oneida  County  Medical 
Society.  It  will  be  purely  diagnostic,  and 
will  refer  patients  to  their  own  physicians 
•or  such  hospitals  or  institutions  as  are  best 
for  treatment. 

Ontario  County 

At  the  third  quarterly  meeting  of  the 
Ontario  County  Medical  Society  at  the 


Clifton  Springs  Sanitarium  on  July  12, 
Dr.  C.  E.  Richards  discussed  “Sulfanilamide 
Therapy”  and  Dr.  J.  A.  Kindwall’s  subject 
was  “A  Cooperative  Study  of  a Psychosis 
by  Patient  and  Doctor.” 

Dr.  P.  W.  Skinner  has  been  elected  pres- 
ident of  the  Geneva  Academy  of  Medicine. 

Dr.  William  B.  Clapper  died  on  July  22. 
He  was  seventy-three  and  had  practiced 
medicine  forty-three  years. 

St.  Lawrence  County 

The  August  social  meeting  of  the  St. 
Lawrence  County  Medical  Society  was  held 
at  the  Massena  Country  Club  on  August  18. 

Suffolk  County 

The  quarterly  meeting  of  the  Suffolk 
County  Medical  Society  had  an  all-day  ses- 
sion at  the  Wyandotte  Hotel  on  July  27. 
The  doctors  had  a meeting  in  the  morning 
and  the  Woman’s  Auxiliary  met  in  the 
afternoon  after  luncheon,  with  Mrs.  Rosell 
Osk  of  Manhattan  and  Bayport  speaking  on 
“Etching.”  This  was  followed  by  a general 
meeting  for  the  doctors  and  their  wives. 
About  100  were  present. 

Tompkins  County 

Dr.  Luzerne  Coville,  who  practiced  med- 
icine in  Ithaca  thirty-six  years  and  retired 
in  1932,  died  on  June  23  at  the  age  of  seven- 
ty-four. It  is  recalled  that  the  Tompkins 
County  Medical  Society  welcomed  his  ar- 
rival by  voting  him  to  membership  and  the 
presidency  at  the  same  time.  He  served 
again  as  president  when  the  city  hospital 
was  organized  and  was  named  first  president 
of  its  staff.  For  thirty-four  years  he  was 
the  society’s  delegate  to  the  Medical  Society 
of  the  State  of  New  York  and  served  as 
district  president  and  state  vice-president. 

Wayne  County 

Forty-eight  members  and  friends  of  the 
Wayne  County  Medical  Society  held  their 
annual  outing  at  Sodus  Point  on  August  4 
and  heard  a talk  by  Dr.  Herndon  Hudson 
on  Syria  and  the  Near  East. 

Westchester  County 

Dr.  John  W.  Smith,  former  president  of 
the  Westchester  County  Medical  Society, 
died  after  a long  illness  on  July  2 in  Law- 
rence Hospital,  Bronxville,  where  he  lived. 
He  was  seventy-four. 


Hospital  News 

Serious  Deficit  of  Catholic  Hospitals 


An  operating  deficit  of  more  than 
$700,000  was  sustained  last  year  by  the 
Catholic  hospitals  in  the  Diocese  of  Brook- 
lyn, it  is  made  known  in  the  annual  report 
of  the  Rev.  Joseph  F.  Brophy,  director  of 
the  health  division  of  Brooklyn  Catholic 
Charities,  which  coordinates  and  correlates 
the  work  of  over  100  Catholic  agencies  in 
the  diocese  and  is  under  the  general  direc- 
tion of  Bishop  Thomas  E.  Molloy. 

The  total  operating  cost  of  the  fourteen 
Catholic  hospitals  during  1937,  the  report 
shows,  was  $2,927,702,  an  increase  of  more 
than  $225,000  over  the  previous  year.  Re- 
ceipts were  $2,198,331.  With  a bed  capacity 
of  2,613,  there  were  40,540  men,  women 
and  children  treated  at  the  hospitals  totaling 
729,142  patient  days.  The  clinics  reported 
151,852  visits. 

“The  assignment  of  330  religious  to  the 
work  of  caring  for  the  sick,”  Father  Brophy 
states,  “results  in  a saving  of  $500,000  a 
year  to  our  hospitals.  Over  a thousand 
doctors  are  attached  to  the  professional 
staffs,  700  nurses  are  needed  on  the  floors 
and  in  the  various  departments  of  our  four- 
teen hospitals  and  behind  the  scenes  another 
thousand  employees  are  found  in  less  con- 
spicuous but  no  less  necessary  tasks. 

Patient  Must  Have  the  Best 

“The  mighty  problem  which  is  worrying 
our  governing  boards  and  Sisters  at  the 
present  time  is  the  deficit  between  the  cost 
of  operating  our  hospitals  and  the  earned 
income  or  receipts  from  patients.  A decade 
ago  it  was  not  difficult  for  an  individual 
hospital  to  secure  twenty-five  per  cent  of 
its  budget  from  voluntary  sources.  Today 
it  is  impossible. 

“In  an  effort  to  solve  this  problem  the 
hospitals  have  done  what  they  could.  Costs 
have  been  reduced  wherever  possible,  but 
with  hospitals,  unlike  other  agencies,  it  is 


practically  impossible  to  limit  the  number  of 
patients  admitted  and  entirely  impossible  to 
do  anything  but  a complete  job  for  all  cases 
which  are  accepted. 

“The  very  best  in  service,  equipment  and 
medication  must  be  provided  for  the  patient 
whether  pay  or  free,  regardless  of  cost. 
For  instance,  the  average  patient  would  be 
astonished  to  hear  that,  in  one  of  our  hos- 
pitals, the  annual  engineering  and  main- 
tenance budget  is  over  $500,000;  that  it 
costs  as  much  as  $20,000  a year  to  keep 
a pathological  laboratory  functioning  in 
accordance  with  present  day  standards;  that 
the  full  time  service  of  as  many  as  five 
specially  trained  employees  is  needed  in  the 
department  which  cares  for  his  medical 
record  after  his  discharge  from  the  hospital ; 
that  the  number  of  employees  in  a hospital 
exceeds  the  number  of  patients  and,  in 
most  cases,  even  the  number  of  beds  avail- 
able for  the  patients. 

Educational  Services 

“No  picture  of  a hospital’s  activities  is 
complete  without  a reference  to  its  educa- 
tional program.  Through  the  training  of 
interns  and  nurses  it  extends  its  services 
beyond  its  walls.  Each  year  forty  interns 
and  125  nurses  are  graduated  from  our 
Catholic  hospitals  and  this  in  itself  is  a 
notable  contribution  to  the  health  program 
of  the  four  counties  which  are  included  in 
the  Diocese  of  Brooklyn  namely,  Kings, 
Queens,  Nassau  and  Suffolk  Counties.” 

The  general  hospitals  included  in  Father 
Brophy’s  report  are  located  in  Brooklyn, 
Jamaica,  Far  Rockaway  and  Long  Island 
City.  The  special  hospitals  are  St.  Charles 
for  the  Blind,  Crippled  and  Defective  at 
Port  Washington;  St.  Anthony’s,  for  tuber- 
cular cases,  at  Woodhaven;  Mercy  Hospital 
for  obstetrical  service,  at  Hempstead  and 
St.  Cecelia’s,  also  for  obstetrical  service. 


Newsy  Notes 

The  day  when  a patient  can  call  up  ing  to  Dr.  Guy  S.  Millberry,  Dean  of  the 

the  Board  of  Health  and  order  a trailer  hos-  College  of  Dentistry,  University  of  Cali- 

pital  sent  to  his  door  for  an  operation  on  an  fornia,  who  has,  himself,  completed  a six 

unruly  kidney  may  be  at  hand.  months’  trailer  trip  through  the  United 

It  has  already  arrived  in  Texas,  accord-  States  and  a portion  of  Canada  in  an  effort 
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to  gain  first-hand  information  on  the  pub- 
lic health  phases  of  dentistry  everywhere. 

The  hospital  trailer  was  found  in  the 
little  city  of  Ysleta,  Texas,  and  is  owned  by 
a Dr.  Love,  according  to  Dr.  Millberry. 
While  it  is  equipped  chiefly  for  obstetrical 
work  in  the  rural  sections,  it  can  accommo- 
date other  types  of  cases.  In  some  re- 
spects it  is  far  superior  to  a number  of 
the  smaller,  isolated  hospitals  throughout 
the  country,  Dr.  Millberry  says.  The 
trailer  hospital  works  within  a range  of 
fifty  miles  or  so  around  Ysleta  and  accom- 
plishes from  thirty  to  thirty-five  deliveries 
a month.  A trained  nurse  accompanies  it 
as  a rule,  but  additional  technicians  can  be 
accommodated  when  needed. 


The  jobs  of  150  helpers  in  New  York 
City  hospitals  have  been  saved  by  Supreme 
Court  Justice  Alfred  Frankenthaler.  The 
Civil  Service  Commission  drafted  a re- 
classification plan  last  summer  which  would 
have  ousted  them  or  forced  them  to  take 
competitive  examinations,  but  the  court 
ruled  it  could  not  remove  incumbents  who 
have  “served  with  fidelity.” 


Dr.  Horace  LoGrasso,  superintendent 
of  the  J.  N.  Adam  Memorial  Hospital  at 
Perrysburg,  was  given  a testimonial  dinner 
on  May  5 at  the  Hotel  Statler  in  Buffalo 
in  recognition  of  his  twenty-five  years  of 
service  to  sufferers  from  tuberculosis. 
More  than  500  friends  were  present.  Dr. 
Robert  E.  Plunkett,  director  of  the  tubercu- 
losis division  of  the  New  York  State  De- 
partment of  Health,  praising  the  work  of 
Dr.  LoGrasso,  stated  that  “the  history  of 
tuberculosis  in  New  York  State  is  the  his- 
tory of  Dr.  LoGrasso.”  Dr.  Plunkett  par- 
ticularly noted  the  work  of  Dr.  LoGrasso 
in  the  field  of  heliotherapy,  and  stated  that 
the  doctor  was  a recognized  authority,  not 
only  in  this  country,  but  in  Europe,  for 
the  treatment  of  tuberculosis. 

Improvements 

The  New  York  Medical  College  and 
Flower  Hospital  will  build  and  equip  at  a 
cost  of  $1,500,000  a ten-story  building  in 
the  rear  of  the  Fifth  Avenue  Hospital 
within  the  next  twelve  months,  it  is  an- 
nounced by  Charles  D.  Halsey,  president 
of  the  trustees. 


The  new  building,  which  will  extend 
through  the  entire  block  from  105th  to 
106th  Streets,  will  house  the  college  activi- 
ties at  present  conducted  at  Sixty-fourth 
Street  and  York  Avenue,  and  also  the  out- 
patient service  of  the  Fifth  Avenue  Hos- 
pital. 

Construction  of  the  proposed  new  city 
hospital  at  Rome  has  been  approved  by  the 
Chamber  of  Commerce  through  its  execu- 
tive committee,  which  pledged  “the  whole- 
hearted support  and  co-operation  of  the 
Chamber  and  its  members. 


Erection  of  a new  hospital  building 
for  adult  patients  at  the  Niagara  County 
Sanatorium  at  Lockport  was  brought  a step 
nearer  on  May  3,  when  the  Board  of  Super- 
visors, meeting  at  Lockport,  adopted  a re- 
port of  the  sanatorium  committee  author- 
izing the  board  of  sanatorium  managers  to 
employ  the  Association  of  Licensed  Archi- 
tects of  Niagara  Falls  to  prepare  detailed 
plans. 

The  board  has  accumulated  a building 
fund  of  $175,000,  but  it  is  estimated  that  a 
150-bed  hospital  will  cost  approximately 
$450,000.  An  appropriation  for  a Public 
Works  Administration  grant  will  be  filed 
if  Congress  makes  federal  funds  available 
for  such  work. 


The  New  York  City  Health  Depart- 
ment’s program  to  consolidate,  centralize, 
and  relocate  child  health  stations  for  fam- 
ilies of  low  incomes  moved  forward  when 
ground  was  broken  at  Mount  Morris  Park 
by  the  WPA  on  June  9 for  the  construc- 
tion of  the  seventh  modern  one-story  baby 
health  station. 

The  first  new  building,  at  142  North 
First  Street,  in  the  Williamsburg  section 
of  Brooklyn,  is  now  ready  as  a baby  wel- 
fare station.  In  August  two  more  stations 
were  completed,  one  at  105th  Avenue,  east 
of  Waltham  Street,  Jamaica,  and  the  other 
at  Linwood  Street  and  Belmont  Avenue, 
Brooklyn. 

Other  locations  where  construction  is  in 
progress  are  Nostrand  and  Myrtle  Ave- 
nues, Sixteenth  Avenue  east  of  Benson 
Avenue  and  at  62-64  Second  Place,  Brook- 
lyn. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  Neiv  York 


An  Interesting  Fracture  Case 


The  highest  court  of  one  of  the  States 
of  the  Southwest  a few  weeks  ago  decided 
a case  relating  to  malpractice  charges  in 
connection  with  the  care  of  a fractured 
ankle  which  is  of  considerable  interest.* 

The  action  in  question  was  brought 
against  Dr.  E by  a Mrs.  B and  her  hus- 
band to  recover  damages  for  alleged  mal- 
practice alleging  in  the  complaint  that  he 
had  been  negligent  in  treating  Mrs.  B until 
February  1936. 

It  appeared  from  the  testimony  upon  the 
trial  that  in  September  1927,  the  plaintiffs 
had  engaged  defendant,  for  many  years  a 
practicing  physician  and  surgeon,  to  re- 
duce Mrs.  B’s  fractured  ankle.  He  did  so 
by  means  of  an  operation,  making  an  inci- 
sion at  the  point  of  fracture,  bringing  the 
broken  fragments  of  bone  into  apposition, 
and  permanently  fixing  them  in  place  by 
the  use  of  a metal  screw  placed  in  the  bone. 
Following  the  operation  defendant  con- 
tinued to  attend  Mrs.  B for  several  weeks 
until  complete  union  of  the  bone  had  been 
established.  His  services  were  then  ter- 
minated. There  was  no  serious  claim  upon 
the  trial  or  upon  the  eventual  appeal  that 
said  treatment  was  other  than  properly 
rendered. 

Seven  years  later  (September  1934) 
Mrs..  B again  consulted  the  doctor  com- 
plaining that  the  ankle  was  causing  her 
considerable  pain.  He  examined  it,  and 
wrapped  it  with  adhesive  tape,  and  made 
an  alteration  in  an  arch  support  which  he 
had  provided  for  the  patient  seven  years 
before.  Within  a week  he  removed  the 
bandage  and  apparently  rendered  no  fur- 
ther treatment  at  the  time. 

The  next  the  defendant  attended  the 
patient  was  in  January  1936,  when  he  again 
examined  the  ankle,  but  rendered  little  or 
no  treatment.  She  went  within  a few  days 
to  another  physician,  Dr.  K,  who  after 
hearing  her  history  and  noticing  discolora- 
tion and  swelling,  caused  an  x-ray  to  be 
taken. . The  x-ray  disclosed  that  there  was 
necrosis  of  bone  about  the  screw.  He 
operated  and  removed  the  screw.  From  that 
time  Mrs.  B made  an  uneventful  recovery, 
the  ankle  becoming  practically  normal. 


* Boyer  v.  Brown,  77  Pac.  (2nd)  455. 


It  was  the  prime  contention  of  the  plain- 
tiffs that  in  1934  Dr.  E should  have  made 
an  x-ray  examination  of  the  ankle.  Upon 
the  trial  the  defendant  testified  that  at  all 
times  he  had  done  what  was  required  by 
his  patient’s  condition  as  he  found  it.  Dr. 
K appeared  as  a witness,  and  described  the 
condition  found  by  him  in  1936,  and  what 
he  did  for  it.  He  stated  that  he  could  not 
say  how  long  prior  to  that  time  the  screw 
should  have  been  removed,  but  that  if  at 
an  earlier  date  the  ankle  had  been  in  the 
same  condition  as  he  found  it  in  1936  the 
screw  should  have  been  removed  at  such 
earlier  date.  Dr.  K further  testified  that 
if  he  had  been  in  the  position  of  Dr.  E in 
1934,  his  first  conclusion  would  have  been 
that  arthritis  caused  the  pain,  but  that  he 
personally  would  not  have  been  fully  satis- 
fied without  taking  an  x-ray.  On  cross- 
examination  Dr.  K testified  that  Dr.  E’s 
method  of  reducing  the  fracture  was  a 
standard  one,  and  that  ordinarily  such 
screws  as  were  used  were  not  removed 
unless  they  made  trouble.  At  no  point  in 
his  testimony  did  Dr.  K state  what  in  his 
opinion  was  the  proper  standard  of  prac- 
tice in  1934,  or  as  to  whether,  in  his  opin- 
ion, defendant  deviated  from  that  standard. 
The  most  he  did  say  was  that  he  personally 
would  have  had  x-rays  taken.  There  was 
no  other  testimony  bearing  upon  medical 
standards  or  proper  treatment. 

At  the  conclusion  of  the  evidence  of  the 
plaintiffs  the  Court  directed  a verdict  in 
favor  of  the  defendant,  on  the  grounds  that 
there  was  no  competent  evidence  to  estab- 
lish malpractice  on  the  part  of  defendant. 

Counsel  for  plaintiff  upon  the  appeal 
from  the  judgment,  contended  that  suffi- 
cient had  been  shown  for  the  submission 
of  the  case  to  the  jury.  The  Appellate 
Court,  however,  affirmed  the  judgment  of 
the  Trial  Court,  saying  in  the  course  of  its 
opinion : 

Counsel  for  plaintiffs,  in  their  oral  argument, 
apparently  realized  the  weakness  of  their  evi- 
dence upon  the  vital  point  of  what  the  proper 
medical  standard  required  in  1934  and  based 
their  claim  of  negligence  almost  entirely  upon 
the  failure  of  defendant  to  take  an  x-ray  of 
Mrs.  B’s  ankle  at  that  time.  They  urge  that  this 
comes  within  the  exception  to  the  general  rule, 
in  that  a failure  to  do  so  is  such  obvious  negli- 
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gence  that  even  a layman  knows  it  to  be  a 
departure  from  the  proper  standard.  We  think 
this  contention  cannot  be  sustained.  It  is  true 
that  most  laymen  know  that  the  x-ray  usually 
offers  the  best  method  of  diagnosing  physical 
changes  of  the  interior  organs  of  the  body,  and 
particularly  of  the  skeleton,  short  of  an  actual 
opening  of  the  body  for  ocular  examination, 
but  laymen  cannot  say  that  in  all  cases  where 
there  is  some  trouble  with  the  internal  organs 
that  it  is  a departure  from  standard  medical 
practice  to  fail  to  take  an  x-ray.  Such  things 
are  costly  and  do  not  always  give  a satisfactory 
diagnosis,  or  even  as  good  a one  as  other  types 
of  examination  may  give.  In  many  cases  the 
taking  of  an  x-ray  might  be  of  no  value  and 
put  the  patient  to  unnecessary  expense,  and,  in 
view  of  the  testimony  in  the  present  case  as  to 
the  arthritis  which  Mrs.  B had,  and  which  Dr. 
K testified  would  have  been  his  first  thought  as 
to  the  cause  of  Mrs.  B’s  pain  in  1934,  we  think 
it  is  going  too  far  to  say  that  the  failure  to 
take  an  x-ray  of  Mrs.  B’s  ankle  at  that  time 
was  so  far  a departure  from  ordinary  medical 
standards  that  even  laymen  would  know  it  to 
be  gross  negligence.  Since,  therefore,  there  was 
insufficient  evidence  in  the  record  to  show  that 
defendant  was  guilty  of  malpractice,  under  the 
rules  of  law  above  set  forth,  the  court  properly 
instructed  a verdict  in  favor  of  the  defendant. 


Foreign  Body  In  Eye 

A woman  came  to  the  office  of  a doctor, 
specializing  in  the  treatment  of  ailments  of 
the  eye,  ear,  nose,  and  throat,  with  a history 
of  having  been  hit  in  the  left  eye  by  some 
object  four  or  five  days  previously.  She 
told  the  doctor  that  she  had  been  watching 
some  men  working  on  an  automobile  and 
had  felt  something  strike  her  eye  but  she 
did  not  know  the  size  or  shape  of  it,  but 
simply  complained  she  was  in  pain  at  the 
time  she  came  for  examination. 

Examination  revealed  a slight  redness 
around  the  cornea.  The  cornea  was  clear 
but  a speck  of  blood  at  the  bottom  of  the 
anterior  chamber  was  noticed.  Examina- 


tion showed  no  foreign  body  in  the  eye.  She 
was  treated  with  atropin  and  heat  and  dark 
glasses  were  provided  for  the  patient.  She 
was  seen  over  a period  of  about  two  weeks 
and  at  the  end  of  that  time  everything 
seemed  to  be  normal.  The  patient  at  no 
time  complained  of  any  unusual  pain.  The 
patient  was  not  seen  again  for  a period  of 
over  three  months.  She  at  that  time  re- 
turned to  the  physician  who  examined  her 
and  found  that  she  had  developed  an  opacity 
of  the  lens  of  the  left  eye.  Again  it  was 
impossible  for  the  doctor  by  examination  to 
find  the  presence  of  any  foreign  body  and 
he  again  undertook  to  treat  the  eye.  Finally 
about  four  or  four  and  one-half  months 
after  the  original  injury  an  x-ray  was 
recommended  and  the  report  indicated  the 
presence  of  a minute  foreign  body  about 
one-quarter  the  size  of  the  top  of  an  ordin- 
ary pin,  lying  in  the  lens.  The  physician 
referred  the  patient  to  another  doctor  for 
the  purpose  of  removing  the  particle  and 
never  saw  her  thereafter. 

The  end  result  of  her  injury  was  that 
after  an  attempted  removal  with  a magnet, 
which  failed,  she  underwent  three  opera- 
tions, first  an  iridectomy  for  the  removal  of 
a foreign  body,  next  a lens  extraction,  and 
subsequently  a lens  needling  operation. 

A malpractice  action  was  instituted 
against  the  physician,  charging  him  with 
malpractice  in  having  failed  to  ascertain 
the  presence  of  the  foreign  body  and  re- 
moving the  same  in  time  to  avoid  the  in- 
juries which  the  plaintiff  sustained. 

The  case  came  on  for  trial  before  the 
Court  and  Jury  and  it  was  established  on 
behalf  of  the  defendant  that  the  end  result 
— the  injury  to  the  lens — would  have  come 
about  even  if  the  defendant  had  promptly 
discovered  the  presence  of  the  foreign  body. 

At  the  conclusion  of  all  the  testimony  in 
the  case  the  court  directed  a verdict  in 
favor  of  the  defendant  thereby  exonerating 
him  of  the  charges  of  malpractice. 


CAMP  FOR  DIABETIC  CHILDREN 


A new  camp  for  poor  children  afflicted  with 
diabetes,  where  they  were  taught  self- 
injection of  insulin  as  well  as  dietetic  re- 
quirements necessary  to  keep  them  in  good 
health,  was  opened  on  June  29  at  Kerhonk- 
son,  N.  Y.,  under  the  auspices  of  the  New 
York  Diabetes  Association. 

Dr.  Charles  F.  Bolduan,  first  vice-presi- 
dent of  the  association,  said  that  the  diabetic 
children  are  “a  particularly  disinherited 
group  since  they  can  find  no  facilities  for 


a summer  outing  in  the  camps  for  normal 
children.”  The  association’s  camp,  he  said, 
was  in  charge  of  doctors  who  volunteer 
their  services,  with  a resident  nurse-dieti- 
tian supervising  the  treatments. 

“The  importance  of  self-treatment  by 
these  children,  even  for  those  as  young  as 
six  years,  is  apparent  when  it  is  realized 
that  all  of  the  children  are  from  poor  fam- 
ilies without  easy  facilities  for  regular  in- 
jection of  insulin  by  doctors,”  he  said. 


Across  the  Desk 


Trying  to  Pin  Horns  and  Hoofs  on  the  Family  Doctor 


When  the  persecution  of  any  class  in 
this  country  is  carried  so  far  that  it  becomes 
comic,  that  is  a sign  it  is  near  its  finish. 
It  is  not  long  before  it  is  laughed  out  of 
court.  Nothing  more  ridiculous  has  hap- 
pened in  a long  time  than  the  solemn  threat 
of  an  assistant  attorney  general  in  Washing- 
ton to  prosecute  the  American  Medical  As- 
sociation and  the  District  of  Columbia  Med- 
ical Society  under  the  anti -trust  law.  The 


likely  to  discredit  its  authors  than  it  is  to 
injure  the  M.D.s,  to  judge  from  some  of 
the  press  comment.  It  “is  a piece  of  amazing 
political  stupidity,”  says  David  Lawrence 
in  his  syndicated  dispatches,  and  he  even 
goes  so  far  as  to  say  that  “it  is  another 
example  of  how  the  zealots  in  the  adminis- 
tration . . . are  manipulating  the  laws  of 
the  United  States  to  gain  the  goals  of  their 
so-called  social  experiments.”  “It  is  a slick, 


Chicago  Daily  News 

“Any  Day  Now” 

( Spotted  by  an  alert  County  Society  Secretary ) 


members  of  the  medical  profession  “must 
have  rubbed  their  eyes”  as  they  read  of  it, 
remarks  an  upstate  newspaper,  the  Roches- 
ter Times-Union , for  “it’s  a new  experience 
for  physicians  and  surgeons  to  find  them- 
selves classed  with  oil-magnates,  steel  bar- 
ons, railroad  tycoons  and  others  who  have 
been  accused  of  conspiracy  in  restraint  of 
trade.” 

This  attempt  to  pin  horns  and  hoofs  and 
a spiked  tail  on  the  family  doctor  is  more 


novel,  and  sort  of  smart-aleck  use  of  a forty- 
year-old  law  for  a purpose  for  which  no- 
body ever  before  believed  it  was  intended,” 
remarks  Gen.  Hugh  Johnson  in  his  widely- 
syndicated  editorials,  and  Paul  Mallon,  in 
his  “News  Behind  the  News,”  declares  flatly 
that  this  threatened  suit  “would  simply  mean 
the  Justice  Department  is  misnamed,  and 
has  become,  instead,  a prosecution  depart- 
ment, to  enforce,  not  alone  the  law,  but 
social  and  economic  theories.”  What  we 
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may  see  “any  day  now’’  is  visioned  by  the 
Chicago  Daily  News  in  the  accompanying 
cartoon. 

The  Milk  in  the  Cocoanut 

The  entire  row-de-dow  revolves  around 
the  ‘‘Group  Health  Association,  Inc.,”  a body 
of  some  2,500  government  employees  in 
the  District  of  Columbia,  formed  to  provide 
prepaid  medical  care,  supplied  by  its  own 
doctors,  retained  on  salary.  This  of  course 
violates  the  basic  principle  that  the  patient 
be  free  to  pick  any  doctor  he  likes,  and  at 
once  it  drew  the  frown  of  the  District  Med- 
ical Society,  which  threatened  to  expel  not 
only  doctors  employed  by  the  group,  but 
also  any  doctors  who  took  part  in  consul- 
tation with  them.  The  Washington  hos- 
pitals, too,  barred  the  Group  doctors  from 
their  doors.  “In  the  opinion  of  the  Depart- 
ment of  Justice,”  says  the  official  statement, 
“this  is  a violation  of  the  antitrust  laws.” 
So  the  District  doctors  are  to  be  haled  to 
the  bar,  and  we  may  perhaps  shortly  see 
them  doing  a neat  lock-step,  clanking  along 
musically  with  ball  and  chain. 

Just  why  the  leading  minds  down  on  the 
Potomac  are  so  tender  about  the  Group 
Health  Association  is  revealed  in  the  offi- 
cial statement,  which  informs  us  that  “al- 
though this  proceeding  concerns  especially 
the  District  of  Columbia,  it  is  selected  be- 
cause its  importance  is  nation-wide  and  its 
value  as  a precedent  is  of  far-reaching 
consequence  on  one  of  our  most  pressing 
problems.”  Then  follows  a long  argument 
on  the  “pressing  problem,”  which  turns  out 
to  be  our  old  friend  socialized  medicine. 
In  short,  it  seems  that  everyone  was  right 
a year  ago  in  sensing  that  the  Group  Health 
Association  was  formed  as  the  germ  of  the 
great  socialized  medicine  movement,  with 
the  hope  that  it  would  grow  to  cover  all 
America.  If  that  is  the  case,  then  the  Dis- 
trict Medical  Society  has  been  doing  a little 
germicidal  work,  and  rather  effectively,  too, 
for  the  Group  has  found  “great  difficulty  in 
employing  competent  physicians,”  as  the 
statement  plaintively  complains. 

No  “Moral  Turpitude”  in  These  Octopi 

The  weakness  of  the  charge  that  the  doc- 
tors are  a sort  of  medical  octopi  is  evident 
in  the  very  statement  itself,  which  is  issued 
by  Assistant  Attorney  General  Thurman  W. 
Arnold.  He  very  kindly  assures  them  that 
he  “does  not  necessarily  charge  a crime 


involving  moral  turpitude,”  and  hints  that  in 
the  event  of  their  “voluntary  cooperation” 
and  “elimination  of  illegal  practices,”  the 
Department  will  submit  such  proposals  to 
the  court  “as  a basis  for  a consent  decree.” 
In  other  words,  he  naively  invites  complete 
surrender,  perhaps  feeling  in  his  bones  that 
no  court  would  ever  sustain  his  charges. 

We  are  opportunely  reminded  by  The 
Saturday  Evening  Post  (August  27)  that 
Mr.  Arnold,  while  a professor  of  law  at 
Yale,  less  than  a year  ago,  wrote  a book 
in  which  he  scoffed  at  all  antitrust  legisla- 
tion, and  said  that  in  the  great  trust-busting 
era  of  a generation  ago  the  actual  result 
of  the  antitrust  crusade  was  to  make  the 
great  industrial  organizations  grow  larger 
than  before.  “By  virtue  of  the  very  crusade 
against  them,  the  great  corporations  grew 
bigger  and  bigger,  and  more  and  more  re- 
spectable.” 

Another  Fight  for  Freedom 

It  can  hardly  be  supposed  that  Mr.  Arnold 
is  launching  his  campaign  against  the  A.M. 
A.  to  make  it  bigger  and  more  respected,  yet 
that  may  be  the  actual  result,  for  the  A.M. A. 
is  fighting  for  the  right  of  the  patient  to 
pick  his  own  doctor.  It  is  a fight  for  medical 
liberty,  medical  freedom,  a fight  against  that 
kind  of  socialized  group  medicine  where  the 
patient  must  take  the  doctor  employed  by 
the  men  who  run  the  organization.  This 
happens  to  be  a land  where  battles  for  lib- 
erty have  a habit  of  winning,  and  when  it  is 
clear  to  everybody  that  organized  medicine 
is  fighting,  not  even  for  its  own  freedom,  but 
for  the  freedom  of  the  sick  to  choose  the 
ones  to  make  them  well,  then  there  can  be 
little  doubt  of  the  result.  And  Mr.  Arnold 
suggests  voluntary  surrender ! It  calls  to 
mind  the  like  suggestion  of  the  British  cap- 
tain to  Paul  Jones,  who  called  back  above 
the  thunder  of  the  guns:  “I  have  just  begun 
to  fight !”  Paul  won. 

No  Objection  to  Sound  Plans 

It  will  be  perfectly  easy  for  the  Assistant 
Attorney  General,  or  for  any  others  in  the 
inner  administration  circles,  to  find  out  what 
kind  of  medical  insurance  groups  are  accept- 
able to  the  medical  profession.  This,  in  fact, 
is  being  clearly  pointed  out  by  various  offi- 
cers of  our  county  medical  societies  in  state- 
ments in  their  local  press.  For  instance,  Dr. 
Edwin  MacDonald  Stanton,  chairman  of 
the  legislative  committee  of  the  Schenectady 
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County  Medical  Society,  is  quoted  as  saying 
in  an  interview  in  the  Schenectady  Gazette : 

“We  wish  to  make  ourselves  clear  on  this 
question.  Neither  the  American  Medical  Asso- 
ciation nor  its  constituent  bodies  in  this  state 
nor  any  other  society  in  the  country  of  its 
kind  has  ever  opposed  any  actuarially  sound 
and  basically  honest  method  of  insuring  groups, 
no  matter  how  large  or  small,  against  the 
hazards  of  medical  costs. 

“The  experience  in  Schenectady  may  be  taken 
as  a typical  example  of  the  attitude  of  the 
medical  profession.  This  is  one  of  the  most 
highly  insured  communities  of  its  size  in  the 
United  States.  The  General  Electric  Mutual 
Benefit  Association  is  an  admirably  planned 
and  conducted  form  of  medical  insurance  and 
has  always  had  the  full  approval  of  the  medical 
profession.” 

In  addition,  it  was  pointed  out  that  the 
Schenectady  teachers’  hospital  insurance  plan 
was  probably  the  first  to  be  put  in  actual 
operation  in  the  United  States.  It  antedates 
the  Texas  plan,  which  is  usually  cited  as  the 
first  in  America,  by  four  years  and  it  was 
planned  by,  and  the  actuarial  work  for  it  done 
by,  the  chairman  of  the  insurance  committee  of 
the  county  medical  society. 

“At  the  same  time,  the  American  Medical 
Association  and  practically  all  of  its  state  and 
county  constituent  organizations  have  for  many 
years  constantly  disapproved  of  many  insurance 
proposals,  some  of  which  have  amounted  to  pure 
rackets  and  many  of  which  have  been  finan- 
cially unsound  schemes  originating  in  the  wish- 
ful thinking  of  well-meaning  individuals.” 

Suit  May  Be  a Cause  Celebre 

The  same  point  is  well  elucidated  by  Dr. 
Joseph  Wrana,  president-elect  of  the  Queens 
County  Medical  Society,  in  an  interview  in 
the  Jamaica  Long  Island  Press: 

The  Queens  society  has  no  objection  to  legiti- 
mate group  practice,  Dr.  Wrana  said,  “pro- 
vided that  a valid  third  party,  a lodge  or  large 
company  for  instance,  brings  doctor  and  pa- 
tient together.  This  is  accepted  as  ethical 
by  the  American  association. 

“But  medical  ethics  forbid  an  association  to 
name  specific  doctors  to  whom  members  must 
go.  Such  complaints  are  not  new  in  our  pro- 
fession. Hitherto  they  have  been  ironed  out 
within  the  medical  association.  This  is  the  first 


time  the  government  has  stepped  in  without 
first  consulting  the  American  Medical  Asso- 
ciation.” 

"The  right  of  the  patient  to  choose  his  own 
physician  is  the  fundamental  issue  in  this  case,” 
Dr.  Wrana  stressed. 

“New  York  State  workmen’s  compensation 
law  recognizes  this  right. 

“The  association  can  find  adequate  defense 
in  the  Wagner  Labor  Relations  Act  provision. 
It  is  regrettable  that  the  government  has  inter- 
fered in  something  the  medical  society  should 
settle  within  its  profession. 

“The  issue  is  not  one  of  fees  or  merit  or 
skill  of  specific  doctors  but  the  right  of  a 
patient  to  choose  his  physician,  a right  this 
health  association  is  alleged  to  have  denied,” 
Dr.  Wrana  continued. 

Two  groups  recently  were  suppressed  by  the 
Queens  Medical  Society,  Dr.  Wrana  recalled. 

“These  organizations,  managed  by  lay  people, 
solicited  practice  for  certain  doctors.  They 
charged  members  an  annual  fee  of  $6  or  $7 
and  gave  them  a book  or  simple  home  remedies 
and  the  names  of  several  physicians,  who 
treated  the  patients  merely  for  the  cost  of 
medicine  they  furnished. 

“Doctors  engaged  in  group  practice  are  not 
usually  of  the  better  type,”  Dr.  Wrana  said. 
"Some  men  of  merit,  when  convinced  of  the 
‘shady’  character  of  the  work,  drop  it.” 

Most  group  associations  give  inadequate  serv- 
ice and  injure  the  medical  profession  by  en- 
couraging fee  cutting  wars,  investigation  has 
revealed,  according  to  Dr.  Wrana. 

“We  oppose  ‘shady’  associations  which  solicit 
practice  for  particular  physicians,”  Dr.  Wrana 
declared.  “We  expel  doctors  who  persist  in 
serving  such  groups.  Medical  boards  of  local 
hospitals  cooperate  by  dropping  such  expelled 
members  from  their  courtesy  staffs  and  by 
barring  them  from  the  use  of  hospital  facili- 
ties.” 

All  this  is  well-worth  keeping  in  mind 
if  the  administration  is  going  to  harry  the 
medical  profession  from  court  to  court  in 
a suit  that  may  become  a cause  celebre,  and 
if  it  is  planning  to  dot  the  country  with 
“Group  Health  Associations”  like  the  one 
in  Washington.  So  far  the  District  of 
Columbia  doctors  are  holding  the  pass  with 
splendid  gallantry  and  dogged  courage. 

Whose  turn  will  come  next? 


"Have  you  been  to  any  other  doctor  be- 
fore you  came  to  see  me  ?”  asked  the  grouchy 
doctor. 

“No,  sir,”  replied  the  meek  patient.  “I 
went  to  a druggist.” 

“You  went  to  a druggist!”  exclaimed  the 


doctor.  “That  shows  you  how  much  sense 
some  people  have!  You  went  to  a druggist 
for  treatment ! And  what  idiotic  advice  did 
the  damphool  druggist  give  you?” 

“He  told  me  to  come  and  see  you,”  re- 
plied the  patient. — S.  F.  and  P.  C.  Druggist. 
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By  C.  P.  Stewart,  M.Sc.,  and  D.  M.  Dunlop, 
M.D.  Second  edition.  Duodecimo  of  37 2 
pages,  illustrated.  Baltimore,  William  Wood 
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Tuberculosis  Among  Children  and  Young 
Adults.  By  J.  Arthur  Myers,  MD.  Sec- 
ond edition.  Octavo  of  401  pages,  illustrated. 
Springfield,  Charles  C.  Thomas,  1938. 
Cloth,  $4.50. 

Diseases  of  the  Thyroid,  Parathyroids 
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larged. Quarto  of  1229  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1938.  Cloth, 
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Functional  Activities  of  the  Pancreas  and 
Liver.  A Study  of  objective  methods  for 
the  estimation  of  function  levels  in  health 
and  disease.  By  Charles  W.  McClure,  M.D. 
Octavo  of  318  pages,  illustrated.  New  York, 
Medical  Authors’  Publishing  Company,  1937. 
Cloth,  $3.50 
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losis. By  J.  E.  Bannen,  M.B.  Octavo  of 
156  pages,  illustrated.  Baltimore,  William 
Wood  and  Company,  1937.  Cloth,  $4.50. 
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the  St.  John  Clinic  and  Institute  of  Physical 
Medicine.  Edited  by  Sir  Leonard  Hill, 
M.B.  and  Philip  Ellman,  M.D.  Octavo  of 
270  pages,  illustrated.  Baltimore,  William 
Wood  and  Company,  1938.  Cloth,  $4.00. 
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Eisenson.  Octavo  of  280  pages.  New  York, 
F.  S.  Crofts  & Company,  1938.  Cloth, 
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Marion  Douglass,  M.D.  and  Robert  L. 
Faulkner,  M.D.  Quarto  of  187  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Com- 
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Physiological  Chemistry  of  the  Bile.  By 

Harry  Sobotka.  Octavo  of  202  pages,  illus- 
trated. Baltimore,  Williams  & Wilkins 
Company,  1937.  Cloth,  $3.00. 

This  book  is  an  effort  on  the  part  of  the 
author  to  “survey  the  present  knowledge 
of  physiological,  pharmacological  and  patho- 
logical facts  concerning  bile  acids,  the  origin 
of  bile  secretions,  its  quantity  and  its  com- 
position under  normal  and  pathological 
conditions”.  The  task  is  especially  indi- 
cated because  at  present  no  satisfactory 
correlation  exists  of  the  data  on  this  im- 
portant secretion  of  the  body.  The  topics 
covered  include  the  presentation  of  the 
mechanism  of  bile  secretion,  a discussion 
of  the  normal  quantity,  as  well  as  the  known 
factors  altering  this  amount.  The  organic 
as  well  as  the  inorganic  composition  of  the 
bile  is  reviewed  and  the  influences  that 
modify  its  composition.  In  this,  the  bile 
acids  receive  the  major  part  of  attention, 
although  lipids  and  the  other  organic  con- 
stituents are  also  covered,  with  the  notable 
exception  of  the  biliary  pigments  which  are 
intentionally  omitted  by  the  author.  The 


important  problem  of  gall  stone  formation 
is  also  presented  in  discussing  the  composi- 
tion of  bile.  The  significance  of  bile  acids 
in  the  feces,  urine,  blood  and  lymph  are 
shown,  although  unfortunately  the  available 
knowledge  is  sketchy.  The  effect  of  the 
bile  acids  upon  enzymes,  micro-organisms 
is  carefully  discussed.  The  question  of  the 
adverse  action  of  bile  acid  upon  some  01 
the  micro-organisms  is  presented.  The  re- 
actions of  the  heart,  blood  pressure,  in- 
testinal reaction  and  metabolic  changes  due 
to  bile  acids  are  also  included. 

In  the  opinion  of  the  reviewer  this  book 
suffers  from  the  slight  defect  of  citing 
many  references  without  a full  attempt  to 
evaluate  the  validity  of  the  experimental 
methods  used  in  gathering  this  data.  The 
book  makes  one  aware  of  the  need  of  a 
more  comprehensive  experimental  approach 
to  the  problem  of  the  physiology  and  chem- 
istry of  the  bile.  An  excellent  set  of 
references,  which  occupies  48  pages  of  a 
total  of  192,  helps  one  to  form  a back- 
ground in  such  an  undertaking. 

Albert  E.  Sobel 


1255 


1256 


BOOKS 


[N.  Y.  State  J.  M. 


The  Business  Side  of  Medical  Practice.  By 

Theodore  Wiprud.  Octavo  of  177  pages,  il- 
lustrated. Philadelphia,  W.  B.  Saunders 
Company,  1937.  Cloth  $2.50. 

The  title  does  nut  cover  the  contents  of 
the  book,  which  includes  some  50  pages 
out  of  150  of  suggestions  on  writing, 
speaking  and  other  matters. 

The  suggestions  made  on  office  manage- 
ment, records,  etc.,  are  well  expressed 
and  the  book  has  a comfortable  brevity. 
It  can  be  recommended  for  the  objects  for 
which  it  was  designed. 

Walter  D.  Ludlum 

Concepts  and  Problems  of  Psychotherapy. 

By  Leland  E.  Hinsie,  M.D.  Octavo  of  199 
pages.  New  York,  Columbia  University 
Press,  1937.  Cloth,  $2.75. 

In  a compact  volume  the  author  endeav- 
ors to  present  the  many-sided  problems 
arising  in  connection  with  the  nature  and 
therapy  of  the  mentally  and  neurotically 
ailing.  The  first  and  by  far  the  largest 
chapter  is  devoted  to  psychoanalysis.  The 
next  chapter  discusses  Meyer’s  psychobi- 
ology. Finally,  the  theories  of  Adler  and 
Jung  are  briefly  sketched.  The  author  has 
done  his  work  exceedingly  well. 

Though  containing  no  new  ideas  or  con- 
cepts, it  gives  an  able  resume  of  develop- 
ments in  psychiatric  thought.  The  impos- 
ing structure  which  psychoanalysis  has 
reared  is  subjected  to  a lengthy  discussion 
of  its  fundamental  tenets,  the  principle  of 
repression,  the  unconscious,  the  ego,  the 
super-ego,  transference,  sublimation,  etc. 
The  Oedipus  situation  and  the  whole  train 
of  phenomena  which  are  subsumed  under 
the  heading  of  sex  development  are  given 
ample  space. 

As  to  psychobiology,  it  is  not  a new 
concept,  but  has  been  brought  forward 
with  telling  effect,  in  this  country  by 
Adolph  Meyer.  One  is  struck  by  the 
tremendous  amount  of  labor  that  is  re- 
quired to  obtain  a history  of  a patient’s 
life.  In  order  to  make  psychobiologic 
treatment  effective  it  is  essential  that  we 
take  cognizance  of  all  the  minutiae  of  the 
daily  life  and  activities  of  the  patient  and 
of  his  environment,  and  artificially  create 
for  him  an  environment  which  is  to  be 
regulated  by  doctor,  nurse,  social  service 
and  other  entourage.  These  are  to  be 

changed  if  they  do  not  harmonize  with  the 
patient. 


One  fears  that  the  physician  may  actually 
lose  himself,  and  forget  about  his  problem 
in  the  maze  of  conflicting  cross-currents 
which  make  ^up  an  individual’s  life.  One 
naturally  is  inclined  to  feel  that  the  solu- 
tion to  the  dementia  precox  problem  is 
nearer  home  than  he  imagines,  only,  we 
do  not  seek  it  in  the  right  direction. 

Joseph  Smith 


Medicine  for  Nurses.  By  W.  Gordon 
Sears,  M.D.  Second  Edition.  Duodecimo 
of  435  pages,  illustrated.  Baltimore,  Wil- 
liam Wood  & Company,  1937.  Cloth,  $3.25. 

This  book  succeeds  in  its  aim  to  give  a 
fairly  comprehensive  account  of  the  more 
common  diseases  “laying  stress  on  the 
signs  and  symptoms  which  the  nurse  can 
observe  for  herself”.  The  syllabus  laid 
down  by  the  General  Nursing  Council  in 
London  has  been  covered.  New  material 
in  this  edition  includes  the  oxygen  tent, 
continuous  drip  transfusion,  acute  dilata- 
tion of  the  stomach,  causes  of  sudden  death, 
derivation  of  words,  and  poisoning. 

It  is  a well-written  book,  and  the  selec- 
tion of  facts  presented  seems  particularly 
good. 

William  E.  McCollom 


Manual  of  Clinical  and  Laboratory  Tech- 
nic. By  Hiram  B.  Weiss,  M.D.,  and  Raphael 
Isaacs,  M.  D.  Fifth  edition  reset.  Duode- 
cimo of  141  pages,  illustrated.  Philadelphia, 
W.  B.  Saunders  Company,  1937.  Cloth,  $1.50. 

This  is  a new  edition  of  a manual 
prepared  primarily  for  clinical  laboratory 
students  and  the  correlation  of  clinical  and 
laboratory  work  at  university  hospitals. 
Beyond  such  specific  usage,  it  is  an  ex- 
ceptional reference  guide  for  the  newer 
tests,  contains  gross  details  of  more  com- 
mon clinical  laboratory  procedures,  and 
summarizes  data  perhaps  of  more  specific 
interest  to  the  interne  than  to  others.  It 
has  major  value  for  the  technician  in  the 
large  number  of  more  recent  procedures 
infrequently  contained  in  such  handy  form. 
The  recent  methods  given  are  all  of  good 
clinical  usage,  and  are  rarely  found  at  the 
present  time  within  one  cover.  The  practic- 
ing clinician  might  wish  the  handbook 
for  this  feature  alone. 

Irving  M.  Derby 
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MANDELIC  ACID  THERAPY 

Meredith  F.  Campbell,  M.D.,  New  York  City 
From  the  Department  of  Urology,  New  York  University  College  of  Medicine, 
and  Bellevue  Hospital 


Despite  progressive  improvement  in 
medicinal  antisepsis  of  the  urinary  sys- 
tem, the  search  is  still  on  for  a 
bacteriocidal  agent  which  will  be  regu- 
larly satisfactory  in  the  combat  of  the 
usual  nontuberculous  urinary  tract  infec- 
tions. During  the  past  three  years 
notable  advances  have  been  made  in  this 
field  by  the  introduction  of  mandelic  acid 
compounds  and,  most  recently,  para- 
aminobenzene  sulfonamide,  known  com- 
mercially as  sulphanilamide  or  prontylin. 
Each  of  these  medications  will  produce 
clinical  results  in  urinary  infections 
which  are  strikingly  superior  to  any 
heretofore  obtainable  by  oral  chemo- 
therapy. The  employment  of  the  sul- 
phanilamide compounds  is  perhaps  the 
more  fascinating  because  the  modus 
operandi  is  unknown  but  my  brief  pres- 
entation here  will  be  concerned  only 
with  the  assigned  subject — mandelic 
acid  therapy.  * 

Mandelic  acid  therapy  is  the  illustri- 
ous direct  descendant  of  the  ketogenic 
dietary  treatment  of  urinary  infection. 

* Accumulating  observations  on  sulfanilamide 
therapy  show  that  its  indiscriminate  and  un- 
supervised employment  is  not  only  unwise  but 
dangerous.  Pharmacists  should  be  forbidden  to 
sell  these  compounds  over  the  counter  without 
prescription ; physicians  should  indicate  that  the 
prescription  is  unrefillable.  Although  mandelic 
acid  therapy  has  its  limitations,  its  margin  of 
safety  is  greater  than  that  of  the  sulphanilamide 
compounds. 


The  discovery  and  application  of  the 
therapeutic  mechanism  common  to  each 
is  historically  interesting.  In  1931 
Helmholz 1 noted  that  the  urine  of  an 
epileptic  child  in  therapeutic  ketosis 
(ketogenic  diet)  failed  to  show  bacterial 
clouding  after  standing  for  a week  in 
a warm  room.  Investigation  disclosed 
the  bacteriocidal  property  of  ketone 
urine  when  the  hydrogen  ion  concen- 
tration (pH.)  is  less  than  5.5.  Fuller2 
discovered  the  important  acidifying  fac- 
tor in  ketone  urine  is  levorotatory  beta- 
oxybutyric  acid  and  when  the  concen- 
tration of  the  last  is  0.5  per  cent  or 
greater  and  the  pH.  level  is  below  5.5, 
the  urine  is  not  only  bacteriostatic  but 
commonly  bacteriocidal. 

During  an  investigation  to  obtain  an 
organic  acid  which  would  be  excreted 
in  the  urine  and  the  action  of  which 
would  be  like  that  of  B-hydroxybutyric 
acid,  Rosenheim  3 hit  upon  mandelic  acid. 
He  was  the  first  to  employ  mandelic 
acid  clinically — and  with  notable  suc- 
cess. Mandelic  acid  is  a pure  white 
crystalline  hydroxyacid  represented  by 
the  chemical  formula  C6H5  CHOH. 
COOH.  Following  ingestion  it  is  ex- 
creted unaltered  in  the  urine.  Like 
B-hydroxybutyric  acid,  mandelic  acid  is 
bacteriocidal  in  the  urine  only  in  a con- 
centration of  0.5  per  cent  or  greater  and 
when  the  urinary  acidity  is  pH.  5.5  or 
greater.  In  most  instances  of  failure  to 
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sterilize  the  urine  by  mandelic  acid 
therapy,  it  will  be  found  that  the  condi- 
tions just  mentioned  have  not  been  ful- 
filled. The  concentration  may  be  inade- 
quate because  of  (1)  inadequate  dosage 
or  (2)  renal  failure  to  excrete.  Mandelic 
acid  in  large  doses  is  a renal  irritant, 
which  may  account  in  some  instances 
for  a lowered  output  of  the  acid  or  the 
kidneys  may  already  be  impaired  when 
the  medication  is  given.  An  inadequate 
urinary  acidity  is  a frequent  cause  of 
failure  but  as  a rule  is  readily  rectified 
by  the  auxiliary  administration  of  a 
strong  acidulant  such  as  ammonium 
chloride,  calcium  chloride  or  ammonium 
nitrate.  Failure  to  keep  the  urine  suffi- 
ciently acid  through  neglect  of  a constant 
check  on  the  urinary  pH.  is  doubtless  a 
commoner  cause  of  failure  than  inade- 
quate mandelic  acid  excretion.  Atten- 
tion will  again  be  directed  to  these  fac- 
tors for  without  their  close  observance, 
failure  is  almost  certain  to  replace  pos- 
sible success  with  the  method. 

Indications  for  Mandelic  Acid  Ther- 
apy: Mandelic  acid  is  indicated  in  the 

treatment  of  the  usual  nontuberculous 
infections  of  the  urinary  tract.  It  has 
been  ineffectual  against  tuberculous  in- 
vasions ; I have  found  no  record  of  its 
use  in  the  rare  infestations  such  as 
bilharziasis,  actinomycosis,  etc. 

During  the  therapeutic  period  the  urine 
must  be  carefully  and  periodically 
checked  for  evidence  of  renal  irritation 
(albumin,  occasionally  blood,  casts)  and 
if  this  is  disconcerting,  the  medication 
must  be  discontinued.  Yet  it  must  not 
be  stopped  because  of  a faint  trace  of 
albumin  or  a relatively  few  scattered 
casts. 

The  pH.  should  be  determined  twice 
daily  so  that  sufficient  acidulant  may  be 
given  to  keep  the  reaction  below  pH.  5.5. 
Adults  can  be  taught  to  control  the  last 
factor  themselves  and  will  report  any 
unusual  developments  while  taking  the 
medication.  The  two  indicators  most 
commonly  used  now  to  determine  an 
acidity  greater  than  pH.  5.5  are  methyl 
red  and  nitrazine.  Methyl  red  is  red  on 
the  acid  side  of  pH.  5.5  and  yellow  on 
the  alkaline  side.  This  is  used  either 
as  a methyl  red  test  paper  or  as  a solu- 
tion, a few  drops  of  which  are  added  to 
the  urine  to  be  tested.  I regularly  em- 


ploy nitrazine  paper  or  nitrazine  solution 
(Squibb)  as  this  enables  one  to  make 
a rapid  approximation  of  the  urinary 
pH.  Nitrazine  (sodium  dinitropheny- 
lazo-naphthol  disulphonate)  is  sensitive 
to  N/ 10,000  acid  or  alkali;  its  color  is 
yellow  at  pH.  5.0,  mustard  at  pH.  5,  olive 
at  pH.  6,  grey-blue  at  pH.  7 , and  blue 
at  pH.  8.  A color  chart  with  pH.  0.5 
gradations  enables  one  to  estimate  the 
urine  titer  with  rapidity  and  an  accuracy 
adequate  for  clinical  application.  A 
potentiometer  gives  the  most  correct 
estimation  of  the  pH.  but  its  use  is  more 
desirable  than  essential. 

Children  develop  acidosis  readily  and 
it  is  therefore  usually  wise  to  start  them 
with  a slightly  less  than  average  dose, 
and  when  mandelic  acid  therapy  is  em- 
ployed in  infants,  the  physician  must 
be  keenly  alert  to  any  unfavorable -reac- 
tion— especially  acidosis.  Yet  this  does 
not  contraindicate  its  use  in  the  very 
young;  I regularly  employ  it  in  children 
of  all  ages — the  youngest  to  date  was 
ten  weeks  old. 

Contraindications:  Because  mandelic 

acid  is  excreted  unaltered  in  the  urine 
and  is  a potent  renal  irritant,  its  employ- 
ment is  contraindicated  when  the  renal 
function  is  impaired  as  evidenced  by  a 
phenolsulphonphthalein  test,  specific  grav- 
ity fixation,  etc.  This  irritant  action  is 
of  special  importance  in  patients  whose 
impaired  kidneys  are  still  further  injured 
by  the  acid  and  whose  function  may  be 
alarmingly  reduced.  In  such  cases,  not 
only  is  the  urinary  excretion  lessened, 
but  the  mandelic  acid  continually  in- 
gested is  retained  in  the  body  to  produce 
acidosis.  This  course  is  even  more  rapid 
and  severe  when  a strong  acidulant  such 
as  ammonium  chloride  or  calcium 
chloride  is  coadministered.  A tender  age 
is  no  contraindication  (cf.  supra)  to 
the  employment  of  mandelic  acid  therapy 
and  it  may  be  freely  administered  to 
elderly  patients  whose  kidneys  are  rela- 
tively unimpaired. 

Medication  and  Dose:  Mandelic  acid 

was  first  administered  as  a sodium  salt 
(sodium  mandelate)  compounded  of  man- 
delic acid  and  sodium  bicarbonate. 
Ammonium  mandelate  induces  a greater 
urinary  acidity  and  is  the  compound  now 
most  generally  employed  although  other 
mandelate  salts  such  as  ethanolamine 
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mandelate  have  more  recently  been  in- 
troduced. Ammonium  mandelate  is 
extremely  salty  and  disagreeable  to  take, 
hence  it  is  usually  given  as  an  elixir  or 
a syrup  yet  I have  fewer  complaints 
when  it  is  taken  as  a tablet  (0.5  Gm. 
each  for  adults;  0.25  Gm.  each  for  chil- 
dren). Ingestion  of  the  medication  is 
sometimes  made  more  acceptable  by  the 
addition  of  licorice  or  chocolate  flavoring. 

The  dose  of  ammonium  mandelate 
that  I employ  in  children  ranges  from 
two  Gm.  per  day  in  young  infants  to 
ten  Gm.  a day  at  twelve  years  and  given 
in  divided  doses  three  or  four  times  a 
day,  preferably  after  meals  and  just  be- 
fore retirement.  Infants  less  than  six 
months  of  age  are  given  two  Gm.  in 
twenty-four  hours,  children  six  to 
twenty-four  months  old  may  be  given 
two  to  four  Gm.,  patients  two  to  four 
years  are  given  four  to  six  Gm.,  and  from 
five  to  twelve  years,  six  to  ten  Gm.  are 
given.  Ammonium  chloride  is  given  in 
addition  in  sufficient  amount  to  render 
the  urine  more  acid  than  pH.  5.5. 
Usually  two  or  three  Gm.  (30  to  45  gr.) 
daily  is  sufficient  in  children  but  I have 
employed  doses  ranging  from  .7  Gm. 
(10  gr.)  to  6.7  Gm.  (100  gr.)  per  day. 
In  any  event,  sufficient  acidulant  must 
be  given  to  attain  a urinary  acidity  of 
less  than  pH.  5.5. 

In  adults  the  dose  of  ammonium  man- 
delate is  correspondingly  greater  than  in 
children,  nine  to  fourteen  Gm.  (135-210 
gr.)  with  an  average  of  twelve  Gm.,  being 
given  together  with  the  necessary  amount 
of  acidulant  to  make  the  urinary  acidity 
pH.  5.5  or  less.  As  a rule,  this  means 
beginning  with  three  to  five  Gm.  (45-75 
gr.)  per  day  and  varying  the  intake  to 
meet  the  pH.  requisite. 

Were  the  precaution  more  regularly 
observed,  it  would  be  unnecessary  to 
direct  attention  to  the  fact  that  all  alka- 
linizing  agents  such  as  sodium  bicar- 
bonate, magnesium  hydroxid,  citrous 
fruits,  etc.,  must  be  avoided  while  one 
is  attempting  to  achieve  the  urinary 
acidity  requisite  to  successful  mandelic 
acid  therapy. 

During  the  therapeutic  period  the  fluid 
intake  is  reduced  to  1200-1400  c.c.  per 
day  in  an  adult.  One  must  be  extremely 
careful  about  reducing  the  fluid  intake 
of  any  child  and  I,  therefore,  say  noth- 


ing to  the  mother  about  altering  this 
factor  nor  is  the  daily  intake  comparably 
reduced  in  my  young  hospitalized 
patients. 

A daily  or,  better,  a twice  daily  check 
of  the  urine  titer  is  essential  during  the 
period  of  treatment  with  mandelic  acid. 
These  repeated  studies  guide  one  in  the 
medicinal  maintenance  of  the  requisite 
acidity.  They  disclose  evidence  of  renal 
irritation  consequent  to  the  medication 
and,  extremely  important,  reveal  clinical 
progress  as  indicated  by  diminution  of 
bacteria  and  inflammatory  products  in 
the  urine. 

This  therapy  is  usually  effective  in 
forty-eight  to  seventy-two  hours,  at 
least  striking  improvements  will  be  noted 
in  that  time,  and  the  treatment  should  be 
continued.  If  the  urine  cannot  be  steri- 
lized (as  evidenced  by  two  negative 
cultures  of  catheterized  specimens)  in 
two  weeks,  the  treatment  should  be  dis- 
continued for  a week  or  ten  days  and 
then  intensively  resumed  or  a change  to 
prontylin,  for  example,  may  be  made.  If 
a second  effort  fails  and  the  therapeutic 
requisites  have  been  met,  it  is  unlikely 
that  further  effort  will  be  successful — at 
least  until  previously  unrecognized  asso- 
ciated etiologic  factors  such  as  obstruc- 
tion, primary  focal  infection  elsewhere, 
etc.,  are  eliminated.  If  none  of  these 
factors  can  be  proved  to  exist,  change 
antiseptics. 

A word  is  in  order  concerning  the 
collection  of  specimens  in  the  study  and 
treatment  of  urinary  infections.  Bac- 
teriologic  study  implies  the  aseptic 
collection  of  specimens.  For  this  reason 
all  females  must  be  catheterized,  even 
the  youngest  infants.  With  proper 
technic  and  by  using  only  a soft  rubber 
catheter  which  requires  introduction 
under  visualization,  catheterization  can 
be  performed  without  injury  in  a female 
of  any  age.  Once  the  catheter  is  intro- 
duced, a few  c.c.  of  urine  should  be  per- 
mitted to  flow  out  before  specimen  col- 
lection is  begun,  to  carry  away  any  debris 
which  may  have  entered  the  catheter 
eye. 

Clinical  evaluation  based  on  micro- 
scopic and  bacteriologic  examinations  of 
voided  specimens  are  misleading  in 
females,  no  matter  how  vigorously 
the  vestibule,  introitus,  labia,  urethral 
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orifice,  etc.,  have  been  cleaned.  Pus  cells 
epithelial  debris  and  bacteria  washed 
into  the  specimen  during  urination  inter- 
fere with  an  accurate  conception  of  these 
elements  in  the  bladder  urine.  Repeatedly 
the  writer  has  been  asked  to  perform 
complete  urologic  examination  in  girls 
said  to  have  “chronic  pyelitis,”  the  diag- 
nosis being  based  on  studies  of  voided 
specimens  laden  with  pus  cells,  but  in 
whom  vesical  catheterization  has  shown 
normal  sterile  urine. 

In  the  male  the  specimen  can  be  satis- 
factorily obtained  when  the  prepuce  is 
well  retracted  behind  the  glans,  the  glans 
and  meatus  are  thoroughly  cleansed  with 
an  antiseptic  solution  such  a oxycyanide 
or  bichloride  of  mercury  1 :500,  and  the 
patient  passes  a few  c.c.  before  the  voided 
specimen  is  collected  in  a sterile  receptacle. 
If  this  cannot  be  properly  carried  out, 
the  male  also  should  be  catheterized.  The 
culture  tube  should  be  implanted  with  at 
least  0.5  and  preferably  one  c.c.  of  the 
urine. 

Test  of  Cure 

The  patient  should  not  be  discharged 
cured  until  two  negative  cultures  of  prop- 
erly collected  specimens  have  been  ob- 
tained. Although  most  sterile  urine  is 
pus-free  at  the  termination  of  a non- 
tuberculous  urinary  infection,  there  may 
be  scattered  leukocytes  in  urine  repeatedly 
sterile  to  culture.  In  other  words,  the 
bacteriologic  culture  rather  than  the 
absence  of  leukocytes  is  the  all-important 
criterion  of  successful  treatment.  If  this 
test  of  cure  is  observed  the  incidence  of 
“recurrence”  of  urinary  infection  will  be 
extremely  low.  Most  clinical  episodes 
commonly  designated  as  recurrences  of 
“pyelitis”  are  merely  exacerbations  of  a 
smouldering  asymptomatic  and  previously 
unrecognized  or  inadequately  treated 
urinary  infection.  The  exacerbation  may 
have  been  induced  by  urinary  obstruc- 
tion, severe  constipation,  the  acquisition 
of  a focal  infection  elsewhere,  or  any  of 
the  usual  predisposing  etiologic  factors 
in  urinary  infections.  A plea  is  therefore 
made  for  correct  (aseptic)  collection  of 
urine  specimens  when  urinary  infection 
is  under  study  and  treatment  and  also  for 
at  least  two  negative  urine  cultures  as  the 
test  of  cure. 


Reactions 

Cook4  reported  nausea  and  vomiting 
in  less  than  one  per  cent  of  patients  re- 
ceiving mandelic  acid  therapy  at  the  Mayo 
Clinic  and  only  ten  per  cent  developed 
a mild  diarrhea.  My  observations  sug- 
gest that  in  general  usage  the  incidence 
of  such  reactions  is  probably  much  higher. 
Yet  there  is  no  urinary  antiseptic  which 
may  not  provoke  distressing  enteric  or 
vesical  reactions  — witness  hexamine 
(urotropine),  caprokol,  acriflavine,  py- 
ridium,  prontylin,  ad  infinitum.  The 
irritant  eflect  of  mandelic  acid  on  the 
kidney  has  been  discussed.  Hematuria 
may  develop  but  is  unusual. 

The  results  are  most  gratifying  in  the 
usual  bacillary  infections.  Experi- 
mentally, Helmholz  found  that  in  vitro 
mandelic  acid  is  most  effective  against 
Escherichia  coli  and  proteus  ammoniae, 
and  less  effective  against  samonella,  areo- 
bacter,  and  pseudomonas.  The  last  two 
organisms  are  most  resistant  of  the  com- 
mon bacilli.  It  is  known  to  be  least 
effective  against  the  gram  positive  cocci, 
notably  Streptococci  and  Staphylococci. 
Still  with  rigid  clinical  control  these  in- 
fections may  sometimes  be  eradicated. 
Moreover,  Streptococcus  fecalis  has  been 
found  almost  as  vulnerable  to  the  treat- 
ment as  B.  coli. 

Published  results  of  mandelic  acid 
therapy  suggest  that  with  mutual  diligence 
of  the  patient  and  physician,  at  least 
three-fourths  of  patients  with  uncompli- 
cated urinary  infection  can  be  cured. 
Rosenheim5  cured  seventy-one  per  cent 
of  eighty-eight  patients.  Of  thirty-seven 
failures,  twenty-one  had  urinary  stasis  or 
obstruction;  two  could  not  be  satisfac- 
torily acidified.  Carroll,  Lewis,  and 
Kappel6  reported  fifty  cases  of  urinary 
infection  treated  by  mandelic  acid.  Of 
thirty-seven  B.  coli  infections,  twenty- 
seven  were  sterilized.  But  one  of  six 
cases  of  B.  proteus  were  cured;  none  of 
the  Staphylococcus  infections  were  cured. 
Yet  in  a series  of  seventy-five  patients 
reported  by  Cook  and  Buchtel4  managed 
with  special  care,  the  urine  was  sterilized 
in  sixty-one  cases  or  eighty-one  per  cent. 
In  forty-one  adults  thus  treated  by  the 
writer,  twenty- two  (54%)  were  cured  as 
evidenced  by  two  negative  cultures  of 
aseptically  collected  specimens.  The 
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uncured  patients  nearly  all  suffered  pros- 
tatitis, or  had  poor  renal  function.  In 
thirty-four  children,  I achieved  success 
in  twenty-six  or  76.4  per  cent. 

Mandelic  acid  escapes  being  the  per- 
fect urinary  antiseptic  by  (1)  being 
active  only  in  a highly  acid  urine,  (2) 
producing  reactions  in  the  alimentary 
tract,  and  (3)  having  its  efficiency  se- 
verely influenced  by  the  renal  function. 
Moreover,  it  may  provoke  renal  irritation. 

The  causes  of  failure  in  mandelic  acid 
therapy  may  be  briefly  summarized  as 
follows : 

(a)  Failure  of  patient  to  cooperate. 

(b)  Inadequate  dosage;  in  mandelic  acid 
therapy  homeopathic  doses  are  doomed  to 
failure. 

(c)  Inadequate  acidification;  this  is 
readily  corrected. 

(d)  Poor  renal  function:  this  may  be 
due  to  hydronephrosis,  Bright’s  disease, 
chronic  pyelonephritis,  polycystic  kidney, 
etc.  Poor  renal  function  may  greatly  reduce 
the  quantitative  output  and  excreted  con- 
centration of  mandelic  acid.  The  excretion 
of  the  accessory  acidulant  (e.g.,  ammonium 
chloride)  is  correspondingly  diminished. 

(e)  Unusual  virulence  of  the  invading 
organisms. 

(f)  Residual  urine,  whether  due  to  ob- 
struction, neuromuscular  inertia,  or  atony 
consequent  to  long-standing  infection,  may 
render  bacteriologic  cure  difficult  or  require 
eradication  of  the  residuum  before  the  anti- 
septic can  become  effective.  Stone,  tumor 
or  foreign  bodies  in  the  urinary  tract  may 


likewise  prevent  urinary  sterilization. 
Chronic  prostatitis,  by  continually  pouring 
infection  into  the  posterior  urethra,  may 
keep  the  urine  from  being  sterilized  or 
may  reinfect  when  cure  apparently  has  been 
achieved. 

(g)  Inadequate  period  of  treatment:  the 
medication  should  be  given  a trial  of  not 
less  than  one  week  and  preferably  ten  days, 
unless  individual  idiosyncrasy  prohibits. 

Summary 

Although  the  ideal  urinary  antiseptic 
is  yet  to  be  obtained,  mandelic  acid  ther- 
apy marks  a notable  advance  in  this  im- 
portant chemical  field.  This  treatment  can 
be  employed  in  most  patients  with  the 
usual  nontuberculous  bacillary  urinary  in- 
fections, yet  it  has  definite  limitations  as 
discussed  under  contraindications  and  also 
causes  of  failure.  By  close  observance  of 
the  indications,  contraindications,  and 
technic  as  herein  outlined,  mandelic  acid 
therapy  may  be  expected  to  be  successful 
in  three  out  of  four  cases. 
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M.D.  LICENSE  PLATES 


The  Honorable  Charles  A.  Harnett,  Com- 
missioner of  the  Bureau  of  Motor  Vehicles, 
has  notified  the  Medical  Society  of  the 
State  of  New  York  that  he  is  prepared  to 
set  aside,  exclusively  for  practicing  physi- 
cians, special  license  plates  bearing  the 
designation  “M.D.,”  followed  by  numbers 
up  to  9,999.  The  Council  has  authorized 
the  undersigned  to  work  out  with  the  Com- 
missioner details  to  facilitate  assignment  of 
plates. 

It  will  be  necessary  for  those  physicians 
in  active  practice — who  wish  such  plates — 
to  apply  to  their  County  Society  Secretaries 
for  certification  to  the  Bureau  of  Motor 
Vehicles.  Physicians  who  are  not  members 
of  County  Societies  may  also  apply  in  the 
same  manner. 

The  Commissioner  will  mail  toward  the 
end  of  the  year  an  application  blank,  together 


with  instructions,  to  each  physician  who 
applies  and  whose  name  has  been  certified 
by  the  County  Society.  The  license  plates 
will  be  mailed  direct  to  the  physician’s  home 
or  office  in  time  to  be  attached  to  the  cars 
for  the  year  1939. 

For  the  year  1939,  there  will  be  available 
10,000  plates — sixty  per  cent  to  be  issued 
from  the  New  York  City  Office  and  forty 
per  cent  from  the  Albany  Office.  The  County 
Society  Secretaries  should  send  list  of  the 
names  of  applicants  to  the  Medical  Society 
of  the  State  of  New  York,  2 E.  103  St., 
New  York  City,  not  later  than  November 
1,  1938 — earlier  if  possible.  No  list  should 
be  sent  to  the  Commissioner  of  the  Bureau 
of  Motor  Vehicles. 

Augustus  J.  Hambrook,  M.D. 

David  J.  Kaliski,  M.D. 


CARCINOMA  OF  THE  RIGHT  HALF 
OF  THE  COLON 

Diagnosis  and  Treatment 

Claude  F.  Dixon,  M.D.,  Rochester , Minn. 
Division  of  Surgery,  The  Mayo  Clinic 


If  a patient  survives  the  removal  of  a 
carcinoma  of  the  right  half  of  the  colon, 
his  chance  for  permanent  relief  is  much 
better  than  it  would  have  been  if  the 
lesion  had  involved  any  other  segment  of 
large  intestine.  Pemberton  and  I re- 
viewed the  statistics  on  carcinoma  of  the 
colon  at  The  Mayo  Clinic  and  found  that 
about  fifty-five  per  cent  of  the  patients 
who  recovered  following  operation  for 
radical  removal  of  carcinoma  of  the  cecum 
were  alive  five  or  more  years  afterward. 
This  study  included  a review  of  many 
cases  in  which  there  was  involvement  of 
the  lymph  nodes.  The  prognosis  of 
carcinoma  of  the  colon  is  increasingly 
less  favorable  as  the  more  distal  segments 
of  the  colon  are  involved.  The  most 
unfavorable  site  is  the  anorectal  region. 
It  is  difficult  to  say  why  the  chance  for 
permanent  relief  is  better  in  cases  of 
carcinoma  of  the  cecum  or  right  half  of 
the  colon  than  in  cases  in  which  carcinoma 
involves  other  segments  of  the  large  in- 
testine. One  reasonable  explanation  is 
that  lymphatic  spread  of  cecal  carcinoma 
apparently  does  not  in  most  cases  occur 
early,  and  when  it  does  develop,  the  in- 
volved lymph  nodes  are  those  in  close 
proximity  to  the  bowel.  Resection  of  the 
affected  segment,  therefore,  necessarily 
permits  removal  of  the  accompanying 
lymphatic  strictures.  It  has  been  my  im- 
pression in  the  past  that  obstructive  car- 
cinoma of  the  colon  enhances  metastasis. 
If  this  observation  is  correct,  the  spread 
of  carcinoma  of  the  right  half  of  the 
colon  might  be  expected  to  occur  late  be- 
cause the  liquid  content  of  this  segment 
of  bowel  is  not  conducive  to  early  ob- 
struction as  is  frequently  seen  in  the  left 
half  of  the  colon  where  the  content  is 
semisolid  in  character. 

Certain  important  clinical  features  of 
carcinoma  of  the  right  half  of  the  colon 
may  be  satisfactorily  emphasized  by 
briefly  citing  a case  history: 


Eighteen  months  ago,  there  came  under 
my  observation,  a surgeon  aged  sixty-four 
years.  For  the  previous  two  years  his 
health  had  been  under  par.  The  difficulty 
had  been  characterized  by  weakness  of  in- 
creasing intensity  and  an  unexplained  an- 
emia. He  had  had  many  careful  examina- 
tions and  the  diagnosis  had  varied  from 
pernicious  anemia  to  idiopathic  secondary 
anemia.  Intensive  treatment,  consisting  of 
the  administration  of  liver  extract  and  com- 
pounds of  iron  had  been  of  no  avail.  His 
teeth  had  been  extracted  because  of  a 
questionable  pyorrhea  which  had  been 
thought  to  be  a possible  focus  of  infection. 
There  had  not  been  any  abdominal  discom- 
fort and  the  intestinal  function  had  been 
practically  normal.  There  was  no  history 
of  melena.  When  the  patient  was  examined 
at  the  clinic  a mass  could  be  felt  in  the 
right  lower  abdominal  quadrant  on  deep 
palpation  and  it  must  be  said  that  the 
diagnosis  was  perhaps  much  less  difficult 
then  than  at  any  previous  time  during  the 
course  of  the  disease.  Roentgenologic  ex- 
amination revealed  the  presence  of  a tumor 
in  the  cecum,  which  was  thought  to  be  of  a 
malignant  nature.  Exploration  through  a 
right  paramedian  abdominal  incision  sub- 
stantiated the  roentgenologic  findings.  The 
right  half  of  the  colon  and  terminal  por- 
tion of  the  ileum  were  removed.  Re- 
covery followed.  The  patient  has  continued 
his  professional  duties.  His  blood  picture 
was  normal  and  there  was  no  evidence  of 
recurrence  or  metastasis  when  this  paper 
was  written. 

Why  was  the  correct  diagnosis  not 
made  earlier?  Previous  roentgenographic 
studies  of  the  gastrointestinal  tract  had 
not  revealed  any  abnormality;  therefore, 
the  presence  of  malignancy  was  thought 
to  have  been  ruled  out.  Weber  has 
emphasized  that  carcinoma  of  the  cecum 
may  be  easily  overlooked  if  the  site 
of  the  lesion  is  the  head  of  the  cecum. 
In  the  case  under  discussion,  the  lesion 
was  so  situated.  Weber  also  states  that 
unless  considerable  care  is  exercised  dur- 
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ing  the  administration  and  study  of  the 
barium  enema,  the  portion  of  the  cecum 
below  the  level  of  the  ileocecal  region 
may  not  be  properly  filled  and  the  pres- 
ence of  an  existing  lesion  may  be  over- 
looked. 

Anemia  of  a secondary  type,  which  so 
commonly  accompanies  malignant  lesions 
in  the  right  half  of  the  large  intestine, 
is  thought  to  be  due  to  the  following 
causes : ( 1 ) the  absorption  of  perverted 
substances  from  the  ulcerating  tumor, 
and  (2)  a constant  loss  of  blood  from 
the  same  region.  Macroscopic  blood  is 
not  a common  finding  in  the  presence  of 
such  lesions  but  microscopic  examina- 
tion of  the  stools  frequently  will  disclose 
blood.  Anemia  rarely  accompanies  car- 
cinoma occurring  in  other  organs,  pro- 
vided the  lesion  has  not  metastasized. 
Carcinoma  of  the  breast,  for  example, 
may  be  so  extensive  locally  as  to  be  in- 
operable and  yet,  as  a rule,  there  is  no 
alteration  in  the  blood  picture.  Carci- 
noma of  the  fundus  of  the  uterus  may 
be  far  advanced  but  cause  no  alteration 
in  the  erythrocytes.  Therefore,  the  ane- 
mia associated  with  malignant  tumors  of 
the  cecum  and  right  half  of  the  colon 
must,  it  seems,  be  explained  on  the  basis 
of  some  alteration  in  the  physiologic  func- 
tion of  that  particular  segment  of  the  in- 
testine. 

Occasionally,  carcinomatous  lesions  of 
the  right  half  of  the  colon  produce  rather 
bizarre  symptoms.  Many  are  accom- 
panied by  a symptom-complex  that  leads 
to  the  suspicion  that  cholecystic  disease 
or  peptic  ulcer  is  present.  Recently  I 
operated  on  a patient  with  such  a history, 
who  had  a cancer  which  involved  the 
hepatic  flexure  of  the  colon.  Both  chole- 
cystic disease  and  duodenal  ulcer  had  been 
previously  diagnosed  and  the  symptoms 
seemed  at  first  to  warrant  such  an  im- 
pression. A marked  inflammatory  proc- 
ess surrounded  the  tumor  and  had  caused 
its  attachment  to  the  retroperitoneal  por- 
tion of  the  duodenum.  Whether  or  not 
this  attachment  could  account  for  the 
symptoms  is  a matter  of  conjecture;  how- 
ever, the  symptoms  subsided  promptly 
following  resection. 

Bargen  has  often  referred  to  a group 
of  cases  in  which  carcinoma  of  the  cecum 
was  accidentally  discovered  by  the  pa- 
tient. Suffice  it  to  say  that  in  such  in- 


stances there  is  little  or  no  history  of  an 
intestinal  disorder,  and  in  some  cases 
there  is  only  slight  alteration  of  the  nor- 
mal blood  picture. 

Polypoid  malignant  lesions  of  the  cecum 
frequently  produce  a cramping  sensation, 
which  is  apparently  due  to  intussuscep- 
tion or  a tendency  thereto.  This  telescop- 
ing of  the  bowel  is  thought  to  be  caused 
by  an  attempt  to  evacuate  the  tumor; 
therefore,  many  lesions  of  this  type,  be- 
cause of  the  discomfort  they  produce,  are 
diagnosed  rather  early. 

There  is  considerable  difference  of 
opinion  regarding  the  surgical  manage- 
ment of  carcinoma  of  the  right  half  of 
the  colon.  Some  writers  feel  that  an 
exteriorization  operation,  as  advocated  by 
Lahey,  is  the  procedure  of  choice.  Others 
favor  an  ileocolostomy  with  subsequent 
resection  of  the  involved  segment  of 
bowel.  While  it  is  not  my  intention  to 
advocate  a particular  type  of  operation 
for  the  removal  of  tumors  involving  the 
right  half  of  the  colon,  I am  of  the 
opinion  that  if  one  has  obtained  satisfac- 
tory results  with  any  one  of  these  methods 
there  would  seem  to  be  little  reason  for 
discarding  it  and  accepting  a different 
plan  which  is  perhaps  somewhat  foreign 
to  one’s  technic.  My  experience  leads  me 
to  believe  that  some  lesions  are  managed 
best  by  operation  in  two  stages  while 
others  can  be  cared  for  satisfactorily  by 
a single  stage  procedure. 

It  is  my  custom  to  perform  an  ileo- 
colostomy in  those  cases  in  which  the 
patients  are  rather  anemic  and  debili- 
tated, and  of  advanced  years,  and  carry 
out  removal  of  the  diseased  segment  two 
to  six  weeks  later.  I employ  the  one- 
stage  operation  in  those  cases  in  which 
the  general  condition  of  the  patient  ap- 
pears good  and  also,  in  those  cases  in 
which  the  lesion  has  perforated.  Per- 
foration frequently  imposes  a high  op- 
erative risk,  but  in  such  cases,  if  only 
ileocolostomy  is  performed,  the  infection 
surrounding  the  perforation  may  continue 
to  progress  and  prove  fatal.  I have  seen 
cases  of  perforating  cecal  carcinoma  in 
which  the  patients  came  to  necropsy  fol- 
lowing ileocolostomy.  The  cause  of  death 
was  thought  to  be  an  extensive  infec- 
tious process  between  the  peritoneal 
leaves  of  the  mesentery.  In  such  cases 
it  seems  reasonable  that  the  risk  should 
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be  accepted  and  that  the  lesion  should  be 
removed  in  a single  stage  procedure.  The 
type  of  anastomosis  that  I employ  be- 
tween the  ileum  and  transverse  colon  is 
the  side-to-side  union.  I believe  that  a 
careful  study  of  the  vascular  pattern  will 
reveal  that  less  hazard  is  associated  with 
this  type  of  anastomosis  than  any  other. 

Spinal  anesthesia  is  employed  in  the 
majority  of  the  operations  which  I carry 
out  on  the  intestinal  tract.  The  excep- 
tion is  the  case  in  which  there  is  profound 
anemia.  In  such  cases,  spinal  anesthesia 
seems  conducive  to  unfavorable  reaction ; 
therefore,  some  type  of  inhalation  anes- 
thesia is  thought  to  be  preferable. 

Careful  preoperative  management  tends 
to  produce  a smooth  convalescence  and 
reduces  the  morbidity  and  mortality.  To 
some  extent  it  depends  on  the  nature  of 
the  symptoms.  Arbitrarily,  I employ 
blood  transfusion  if  the  anemia  is  marked. 
For  example,  in  most  cases  in  which  the 
value  for  the  hemoglobin  is  less  than 
eight  Gm.  per  100  c.c.  of  blood  the 
patients  derive  great  benefit  from  blood 
transfusion  administered  two  or  three 
days  before  operation. 

Dehydration  is  present  in  many  cases 
of  intestinal  disease  at  the  time  the 
patients  are  admitted  to  the  hospital. 
This  can  be  offset  by  increasing  the 
amount  of  fluid  in  the  patient’s  diet.  In 
many  cases,  however,  it  is  necessary  to 
administer  fluids  intravenously.  I pre- 
fer a five  per  cent  solution  of  dextrose, 
which  is  isotonic.  Sodium  chloride  may 
be  added  in  those  cases  in  which  the  value 
for  the  chlorides  in  the  blood  plasma  is 
less  than  normal.  Caution  should  be 
exercised  in  the  intravenous  introduction 
of  fluids.  Many  catastrophies  have  oc- 
curred following  this  procedure  and  I be- 
lieve that  they  have  been  erroneously  at- 
tributed to  other  causes.  The  greatest 
danger  in  the  intravenous  administration 
of  solutions  appears  to  be  too  rapid  ad- 
ministration. Five  hundred  c.c.  per  hour 
seems  a most  satisfactory  rate;  if  the 
solution  is  given  more  rapidly,  reaction 
characterized  by  chills  and  tachycardia 
may  ensue.  Circulatory  embarrassment 
also  may  occur.  In  such  instances  the 
patients  complain  of  a sensation  of  full- 
ness in  the  thorax  and  difficulty  in  breath- 
ing. Obviously,  the  procedure  should  be 
discontinued  when  these  symptoms  occur. 


The  rate  of  flow  can  be  easily  regulated 
if  the  drip  method  is  employed.  In  pre- 
vious years,  I frequently  used  a ten  per 
cent  solution  of  dextrose  when  patients 
were  markedly  dehydrated  but  this  ap- 
parently was  employed  without  sufficient 
reason.  There  are  certain  conditions  in 
which  hypertonic  solutions  of  dextrose 
and  sodium  chloride  are  indicated,  but 
dehydration  is  not  one  of  them.  This 
discussion  may  seem  somewhat  elemen- 
tary, but  I think  it  is  warranted  since  a 
large  number  of  reactions  which  follow 
intravenous  medication  are  reported 
each  year. 

The  main  feature  in  preoperative 
preparation  of  surgical  patients  a few 
years  ago  was  the  administration  of  a 
drastic  cathartic  the  night  before  opera- 
tion. Two  things  were  accomplished — 
violent  peristalsis,  which  lasted  for  two 
or  three  days,  and  marked  dehydration. 
Neither  of  these  actions  were  desired. 
It  is  well  that  the  colon  should  be  as 
empty  as  possible  prior  to  intestinal 
operations.  Conservative  measures  seem 
very  effective  in  accomplishing  this  and 
are  preferable  to  the  drastic  methods 
formerly  employed.  If  intestinal  obstruc- 
tion is  not  marked,  a mild  saline 
cathartic  may  be  given  daily  for  three 
or  four  days  and  this  may  be  supple- 
mented by  gentle  irrigation  of  the  rectum 
two  days  before  operation.  This  proce- 
dure usually  permits  the  patient  to  come 
to  surgery  with  his  bowel  well  emptied. 

I am  still  a firm  believer  in  the  pre- 
operative administration  of  intraperito- 
neal  vaccine  as  a preventive  measure 
against  peritonitis.  I have  now  employed 
it  more  than  1,500  times  on  my  service, 
without  any  deleterious  effect.  The  inci- 
dence of  postoperative  peritoneal  infec- 
tion has  been  strikingly  decreased. 

The  postoperative  treatment  is  also 
somewhat  symptomatic  in  character.  In 
those  cases  in  which  resection  of  the 
right  half  of  the  colon  has  been  per- 
formed a siphonage  apparatus  is  con- 
nected to  the  enterostomy  tube.  This  pro- 
cedure keeps  the  intestine  decompressed 
and  adds  to  the  patient’s  comfort.  In 
some  cases  in  which  the  right  half  of  the 
colon  has  been  resected,  paroxysms  of 
vomiting  occur  for  the  first  five  or  six 
days  after  the  operation.  It  is  my  im- 
pression that  this  is  a reflex  manifesta- 
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tion  due  to  trauma  to  the  retroperitoneal 
portion  of  the  duodenum.  Frequent  gas- 
tric lavage  or,  better  still,  an  indwelling 
duodenal  tube  invariably  alleviates  the 
condition. 

Transfusions  of  blood  given  postopera- 
tively  are  often  of  inestimable  value.  The 
patient  who  is  iust  “not  doing  well”  on 
the  fifth  or  sixth  postoperative  day  and 
who  does  not  reveal  any  tangible  evi- 
dence as  to  the  exact  nature  of  his  diffi- 
culty will  often  show  satisfactory  prog- 
ress following  the  administration  of  500 
c.c.  of  blood.  It  is  our  custom  at  the 
clinic  to  group  the  blood  of  all  accompany- 
ing relatives  of  the  patient  at  the  time 
the  patient  enters  the  hospital.  This  has 
proved  to  be  of  considerable  economic 
importance  to  the  patient. 

The  administration  of  fluids  by  mouth 
postoperatively  is  a mooted  question. 
When  one  considers  that  the  gastric  se- 
cretion alone  amounts  to  one  or  two  lit- 
ers a day,  it  seems  reasonable  that  the 
intake  of  one  or  two  ounces  of  liquid  each 
hour  would  cause  little  or  no  disturbance 
and  it  is  of  great  comfort  to  the  patient. 
On  my  service,  I allow  postoperative  pa- 
tients to  have  fluids  by  mouth,  after 
vomiting  has  ceased.  One-half  ounce 
of  fluid  may  be  taken  each  hour  during 
the  first  day;  the  amount  may  be  in- 
creased to  one  or  two  ounces  each  hour 
on  the  second  postoperative  day;  from 
that  time,  liquids,  light  cereals,  and  so 
forth  are  allowed  as  tolerated. 

The  time-honored  practice  of  giving 
an  enema  on  the  third  postoperative  day 
has  been  discontinued  on  my  service.  I 
feel  that  the  procedure  is  definitely  con- 
traindicated. I have  seen  many  cases  in 
which  it  increased  or  even  produced  ab- 
dominal distention.  Records  are  avail- 
able which  show  marked  elevation  of  the 
temperature  and  pulse  rate  within  a few 
hours  after  administration  of  the  well- 


IT’S  THAT  GIRL  AGAIN 

A colleague  informs  the  Rocky  Mountain 
Medical  Journal  that  he  has  been  victimized 
by  the  old  magazine  subscription  racket. 
An  attractive  and  rather  familiar  young 
woman  desires  renewals  on  your  subscrip- 
tions— for  furtherance  of  her  education,  and 
all  that.  She  talks  our  language  and  seems 
to  know  her  way  around. 

Plump,  dark  eyes,  southern  accent,  and 


known  postoperative  enema.  In  some 
instances,  violent  attacks  of  vomiting  have 
been  precipitated.  If  the  patient  has  a 
tendency  to  worry  about  defecation  a 
retention  enema  may  be  given.  I have 
found  that  the  introduction  into  the 
rectum  of  five  or  six  ounces  of  warm 
mineral  oil  will  invariably  produce  satis- 
factory results  and  will  not  disturb  the 
function  of  the  gastrointestinal  tract. 

Embolic  phenomena  must  always  be 
looked  upon  as  a possible  foreboding  of 
postoperative  tragedy.  As  a rule,  such 
catastrophies  occur  on  the  tenth  or 
twelfth  postoperative  day,  at  a time  when 
temperature  and  pulse  are  likely  to  be 
below  normal.  I have  reasoned  that  for 
the  most  part  emboli  develop  in  cases  in 
which  the  metabolic  processes  have  ap- 
peared to  be  below  normal.  In  my 
rather  limited  surgical  experience  I have 
observed  only  two  cases  of  fatal  pul- 
monary emboli.  Whether  the  method 
of  postoperative  management  has  les- 
sened the  incidence  of  this  complication, 
I am  unable  to  say,  but  I believe  that  the 
treatment  I have  employed,  which  is 
perhaps  without  scientific  background, 
has  been  of  some  value.  It  consists  of 
administration  by  mouth  of  six  grains 
(0.4  Gm.)  of  desiccated  thyroid  gland 
in  divided  doses  each  day.  Obviously, 
this  medication  is  contraindicated  in  those 
cases  in  which  the  temperature  and  pulse 
rate  are  high.  In  the  suitable  cases, 
treatment  is  begun  on  the  fourth  or  fifth 
day  after  operation  (usually  at  the  time 
when  the  patient’s  pulse  and  temperature 
have  reached  normal)  and  is  continued 
for  five  or  six  days,  or  until  the  patient 
is  able  to  be  up  and  around.  Its  value 
may  be  imaginary,  but  since  the  incidence 
of  emboli  among  patients  on  my  service 
has  been  so  extremely  low,  I feel  justi- 
fied in  continuing  the  treatment. 

The  Mayo  Clinic 


personality  plus.  She  collects  on  the  spot. 
And  her  receipt,  if  any,  is  not  very  official. 
So  look  out,  Doctor,  she’s  working  our  terri- 
tory— and  boys  will  be  boys  ! 


Plans  for  a $125,000  hospital  in  eastern 
Putnam  County  have  been  postponed  for 
at  least  one  year. 


THE  TREATMENT  OF  DIABETES 

Use  of  Protamine  and  Crystalline  Insulin 

Henry  J.  John,  M.D.,  Cleveland,  Ohio 


When  insulin  was  released  on  the  mar- 
ket fifteen  years  ago,  this  meant  a new 
lease  on  life  to  diabetics  at  large.  It 
enabled  them  to  get  on  more  livable  diets 
so  that  for  the  severe  diabetics,  life  was 
not  so  hard  and  so  trying  as  before  the 
insulin  era.  They  had  no  longer  the 
need  of  adhering  to  submaintenance  diets 
which  in  turn  meant  an  unproductive  and 
dependent  life.  Once  more  they  were 
able  to  take  their  place  among  the  ranks 
of  their  fellow  men  and  compete  with 
them.  I recall  one  case  especially.  A 
young  married  man  with  a wife  and  a 
baby  was  kept  on  a starvation  diet  for 
several  years  until  insulin  came  in.  He 
was  so  thin  and  weak  that  no  type  of 
exertion  was  possible.  He  was  100  per 
cent  dependent.  Then,  when  insulin 
came  in,  he  blossomed  out  like  a spring 
flower,  went  to  one  of  the  resorts  on  the 
Eastern  shore  in  real  estate  business,  mas- 
sed up  a fortune  in  a few  years  and  pro- 
vided well  for  his  family.  Such  examples 
were  many  and  it  was  the  insulin  which 
made  such  a transformation  possible.  It 
was  no  wonder  that  the  whole  world  be- 
came enthusiastic  about  it  and  hailed  it 
as  a “manna”  which  once  came  down  to 
the  starving  Israelites. 

Insulin  did  more  than  this,  however, 
for  one  group  of  diabetics.  This  group 
were  the  diabetic  children.  Here  it  was 
where  a true  miracle  occurred.  Those 
who  saw  the  picture  of  diabetic  children 
in  the  preinsulin  era  will  well  remember 
the  thin,  emaciated,  whining  little  skele- 
ton-like children,  crying  from  hunger, 
their  family  suffering  with  them,  without 
outlook  for  future,  without  possibility  of 
relief ; only  death  could  release  them  from 
this  predicament,  we  could  not.  About 
all  we  medical  men  were  often  able  to 
do  was  to  prolong  their  suffering  through 
starvation.  Then,  when  insulin  came 
in,  it  meant  life  to  these  children.  We 
can  well  speak  of  the  discovery  of  insulin 
as  the  zero  hour  for  the  diabetic  children. 
From  there  on  they  really  began  to  live. 


Not  merely  to  exist,  but  actually  to  live, 
to  develop  like  normal  children,  to  ac- 
complish things  like  normal  children,  to 
go  to  college,  graduate  usually  with  honors 
and  then  to  take  their  place  among  their 
fellow  men  in  equal  competition  and 
succeed. 

This  part  of  the  picture  has  always 
seemed  to  me  like  a fairy  tale.  In  fact 
it  is  a true  medical  fairy  tale  full  of  hope 
and  of  encouragement.  Joy  and  song 
replaced  tears  and  sorrow  and  if  you 
want  to  see  this  at  its  maximum,  just 
drop  over  to  my  camp  for  diabetic 
children  during  the  summer  and  see  the 
marvelous  transformation  of  these  chil- 
dren, full  of  fun  and  vitality,  playing, 
singing,  competing  with  each  other.  No 
one  not  knowing  that  this  is  a group  of 
diabetic  children  would  ever  suspect 
the  fact. 

With  the  release  of  insulin  our  medical 
problems  with  the  diabetic  were  not  at 
an  end.  It  was  no  philosopher’s  stone, 
suddenly  discovered  and  ending  our  medi- 
cal problems  by  any  means.  Our  work 
then  just  began,  for  we  had  a lot  to 
learn  about  it,  its  use  and  misuse,  its 
limitations,  the  best  dosages  and  their 
distributions  in  various  cases,  its  dangers. 

The  past  fifteen  years  have  been  spent 
just  in  doing  this  very  thing.  We  have 
learned  much  about  its  usage.  We  know 
now  that  two  small  doses  of  five  units 
accomplish  more  than  one  dose  of 
twelve  to  fourteen  units;  we  know  that 
some  people  are  very  sensitive  to  insulin 
and  prone  to  reactions  while  others  are 
quite  insensitive  to  it;  that  some  people 
will  have  an  insulin  reaction  when  their 
blood  sugar  is  quite  high  while  others 
will  have  no  reaction  with  a blood  sugar 
of  thirty  Mg.  per  cent;  we  know  that 
during  infection  we  do  not  get  the  same 
action  from  insulin  as  when  no  infection 
is  present  and  that  we  may  have  to  double 
or  treble  the  dosage  during  infection ; we 
know  that  if  the  insulin  dosage  is  in- 
adequate the  patient  becomes  slowly 
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and  progressively  a more  severe  diabetic; 
we  know  that  in  cardiacs  and  hyper- 
tension cases  insulin  overdosage  is  not 
without  danger;  we  know  that  toward 
the  end  of  pregnancy  the  insulin  need  of 
the  mother  is  likely  to  be  diminished  due 
to  the  insulin  supply  from  the  growing 
fetus,  etc.  All  these  things  we  have 
learned  from  observation  and  experience 
and  we  are  still  learning  many  other  im- 
portant facts  about  its  use. 

A little  over  a year  ago,  reports 
came  from  the  Danish  workers — Hage- 
dorn  and  his  group — about  a modified 
insulin,  which  they  called  protamine  in- 
sulin. All  their  work  was  an  attempt  to 
slow  up  the  absorption  of  insulin  when 
injected  so  that  the  gradual  liberation  of 
the  insulin  into  the  blood  ‘Stream  could 
prolong  its  action  over  a period  of  many 
hours.  In  this  they  succeeded  in  a clever 
manner  by  the  combination  of  protamine 
with  regular  insulin.  Regular  insulin  ex- 
erts its  action  for  four  to  six  hours.  Their 
new  preparation  more  than  doubled  this 
period.  This  certainly  was  a decisive 
step  forward  for  it  meant  fewer  injec- 
tions per  day  for  the  patient.  This  prota- 
mine insulin  was  improved  upon  in  this 
country  first  by  the  addition  of  calcium, 
later  by  zinc,  so  that  at  present  we  have 
on  the  market  protamine  zinc  insulin 
which  is  manufactured  in  this  country  by 
several  firms  and  is  all  standardized 
equally.  The  amount  of  zinc  added  is 
very  small.  At  present  it  is  on  the 
market  merely  in  the  U40  concentration 
which  is  a decided  handicap,  but  before 
long  U80  will  be  available  as  the  clinical 
trial  has  been  going  on  now  for  several 
months. 

The  working  out  of  protamine  zinc 
insulin  is  really  a tremendous  step  for- 
ward. There  are  two  main  advantages 
from  it:  1.  The  number  of  injections  per 
day  is  reduced.  2.  The  blood  sugar  level 
throughout  the  twenty-four  hours  is  more 
stabilized — almost  at  a level  in  most  cases. 
The  patients  do  better  on  it  and  they  feel 
better,  a point  which  is  most  marked 
in  cases  who  had  to  take  several  large 
doses  of  insulin  per  day  and  who  con- 
sequently would  have  a great  deal  of  fluc- 
tuation of  the  blood  sugar  level  up  and 
down  from  extreme  hyperglycemia  down 
to  hypoglycemia  levels  that  bring  on  reac- 
tions. This  particular  group  of  patients 


is  receiving  the  most  benefit  from  the  new 
insulin. 

A year  ago  this  summer  when  I began 
to  work  with  it  more  intensively  with 
the  children  at  the  camp,  I was  much 
impressed  and  gladdened.  Children  who 
were  taking  three  and  four  doses  of 
insulin  per  day,  I was  able  to  carry 
on  one  dose  a day.  You  can  readily 
imagine  what  a relief  it  was  to  these 
children  whose  number  of  injections  per 
year  I was  able  to  reduce  from  1,460  and 
1,095  to  365  a year.  There  has  been  one 
disadvantage,  however,  for  now  we  gave 
but  one  large  dose  a day  and  we  have  only 
U40  concentration  available.  This  meant 
that  large  quantities  in  bulk  had  to  be 
injected,  which  is  somewhat  distressing, 
but  as  already  mentioned,  this  will  soon 
be  eliminated  as  soon  as  U80  protamine 
zinc  insulin  is  available. 

This  then  is  an  improved  medicament 
in  our  hands.  What,  then,  have  we 
learned  thus  far  about  its  uses?  How 
should  it  be  used  ? 

When  I get  a new  case  of  diabetes, 
I always  place  him  first  on  insulin. 
(I  assume  it  is  thoroughly  understood 
that  the  use  of  insulin  has  not  eliminated 
the  necessity  of  proper  diabetic  diets. 
These  are  just  as  important  today  as  they 
were  in  the  preinsulin  era,  in  fact  more, 
because  with  a fixed  dosage  of  insulin 
which  now  acts  over  a twenty-four-hour 
period,  we  must  provide  adequate  food  for 
this  insulin  to  act  against.  The  thing 
which  has  happened  in  the  past  few  years 
is  that  we  have  learned  that  patients  on 
more  liberal  carbohydrate  diets  properly 
controlled  with  insulin  do  better  than  pa- 
tients on  meager  carbohydrate  diets.  I use 
in  adults  at  present  a diet  something  like 
this:  Carbohydrate  180,  Protein  80-100, 
Fat  80-120  Gm.  This  makes  quite  a lib- 
eral diet,  easy  to  plan  and  enabling  a per- 
son to  work  on  it  as  it  gives  him  quite  a 
lot  of  energy.) 

I start,  then,  every  new  case  on  insulin. 
The  reason  for  this  is  expediency.  With 
the  use  of  insulin  in  the  hospital,  of 
course,  we  can  get  the  blood  sugar  down 
to  normal  rather  quickly.  By  this  we 
save  time  and  in  turn  save  the  patient  un- 
necessary expense.  As  soon  as  the  blood 
sugar  has  reached  normal  I place  the 
patient  on  about  an  equivalent  dosage 
of  protamine  zinc  insulin.  The  blood 
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sugar  is  checked  daily  before  each  meal 
and  the  twenty-four-hour  urine  sugar  out- 
put estimated.  The  twenty-four-hour 
urine  sugar  provides  a guide  as  to  how 
much  of  the  carbohydrate  taken  in  daily 
is  used  and  how  much  is  lost.  If  more 
than  ten  Gm.  is  excreted  this  means  that 
inadequate  amount  of  insulin  is  given  and 
the  dose  is  increased.  Now  comes  the 
question  which  dose  to  increase,  the  morn- 
ing, noon  or  evening  dose?  It  is  here 
where  the  three  blood  sugars  a day  render 
a definite  help — they  tell  me  which  par- 
ticular dose  is  inadequate  and  which  is 
more  than  it  ought  to  be ; then  I correct 
the  particular  dose  which  needs  correcting 
without  groping  about  in  the  dark  and 
wasting  the  patient’s  time  and  money. 

There  will  be  objections  raised  against 
taking  so  many  bloods.  The  objections 
are  not  valid  provided  proper  technic  and 
dexterity  is  used.  I use  a 26-27  gage 
needle,  one-half  inch  long,  a regular  hy- 
podermic. This  is  almost  painless.  One 
needs  but  1.25  to  1.5  c.c.  of  blood  for 
proper  estimation  of  blood  sugar  with 
macro-method.  I have  never  found  a pa- 
tient to  object  to  this  especialy  when  they 
understand  why  it  is  done.  In  seven  to 
fourteen  days  the  problem  of  any  diabetic 
can  be  solved  and  his  routine  properly 
worked  out. 

When  we  have  replaced  the  twenty- 
four-hour  dosage  of  insulin  with  an 
approximately  equivalent  dosage  of  pro- 
tamine zinc  insulin,  as  one  dose  a day, 
thirty  to  sixty  minutes  before  breakfast 
and  then  watch  the  blood  sugar  level 
throughout  the  day  and  the  24-hour  urine 
sugar  output,  we  know  from  day  to  day 
whether  we  need  to  diminish  the  dosage 
or  to  leave  it  the  same.  We  know  whether 
the  patient  has  a marked  hypoglycemia  or 
even  reaction  toward  the  morning  or 
whether  it  is  controlling  him  properly  and 
we  proceed  accordingly. 

The  question  of  meals  plays  a consid- 
erable part  here.  With  insulin  it  was 
more  or  less  customary  to  divide  the 
twenty- four  hour  food  into  three  equal 
meals.  With  protamine  zinc  insulin  I 
feel  that  a better  way  is  to  use  a light 
breakfast  and  lunch  and  a heavy  dinner. 
The  reason  for  this  is  obvious.  The  pro- 
tamine zinc  insulin  is  slow  in  acting.  If 
we  give  a heavy  breakfast  we  bring  about 
a marked  hyperglycemia  which  is  not  de- 


sirable. A heavy  lunch  will  cause  more 
hyperglycemia  and  this  in  turn  means  an 
increased  excretion  of  sugar — -bad  fea- 
tures. By  supper  time,  the  protamine 
zinc  insulin  is  in  full  action  and  thus  the 
evening  meal  is  taken  care  of.  For  this 
reason  I feel  that  a light  breakfast  and 
lunch,  a heavy  dinner  and  a small  bite  at 
bedtime  is  preferable. 

Such  a distribution  in  the  diet  is  pre- 
ferable also  for  other  reasons.  Just  be- 
cause a person  becomes  suddenly  a dia- 
betic, I see  no  reason  why  we  should 
attempt  to  turn  his  life  upside  down.  He 
is  still  the  same  Mr.  Jones  or  Mrs.  Smith 
that  he  was  before  he  became  diabetic. 
For  forty  or  fifty  years  he  has  been  hav- 
ing grapefruit,  toast,  and  coffee  for  break- 
fast and  was*  happy  on  it.  Is  there  any 
reason  why  his  life’s  habit  should  be 
upset?  Let  him  continue  since  it  falls  in 
perfectly  with  our  physiological  scheme. 
Let  him  have  the  same  breakfast  and 
the  same  light  lunch.  This  I have  often 
followed  out  even  on  the  insulin  rou- 
tine. It  applies  especialy  to  the  many 
foreign  groups  with  their  special  eating 
habits.  The  less  we  upset  their  social 
routine,  the  better  result  we  usually 
achieve.  There  is  a limit  as  to  how  far 
one  can  go  in  this,  of  course,  and  a certain 
amount  of  discrimination  has  to  be  used. 
With  children  I learned  a lot  from  obser- 
vation at  the  camp.  They  want  a heavy 
breakfast,  in  fact  they  want  a heavy  meal 
each  time  they  eat.  They  require  a lot 
of  food,  much  more  than  the  grown-ups, 
hence  here  too  I found  that  a slight  snack 
half  way  between  breakfast  and  lunch, 
lunch  and  dinner,  and  at  bedtime  works 
for  much  contentment. 

When  we  come  to  the  use  of  protamine 
zinc  insulin  I feel  that  unless  we  have  suc- 
ceeded in  reducing  the  dosage  to  one  dose 
per  day,  we  have  not  really  accomplished 
much  and  we  are  not  helping  our  patient. 
Even  one  injection  a day  is  bad  enough — 
at  least  we  would  think  so  if  we  had  to 
take  it,  year  in  and  year  out.  Conse- 
quently all  my  efforts  have  been  bent  on 
this  for  the  past  year  and  I must  say  with 
excellent  success.  Not  more  than  one  per 
cent  had  to  take  two.  I think  that  we 
often  are  content  doing  things  in  a certain 
way,  just  because  we  have  been  told,  with- 
out inquiry  as  to  whether  some  other 
way  may  not  do  as  well.  It  is  natural. 
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Thus  from  the  start  I attempted  to 
manage  these  diabetics  on  but  one  dose  a 
day.  This  dose  has  been  given  in  the 
morning,  consequently  the  lowest  blood 
sugar  comes  during  the  night — toward 
morning.  Thus  when  we  start  with  a low 
blood  sugar  in  the  morning,  and  don’t 
overwhelm  the  organism  with  a big  meal, 
there  isn’t  much  rise  in  the  blood  sugar. 
In  a few  hours,  the  protamine  zinc  insulin 


is  exerting  its  action  and  we  don’t  disturb 
this  equilibrium  by  a heavy  lunch  for  it 
will  take  care  of  a light  lunch.  By  dinner 
time  the  insulin  is  at  its  best  and  able  to 
take  care  of  a good  meal  and  the  patient 
does  well.  It  is  all  a question  of  balance 
for  the  injection  of  insulin  does  not  do 
what  a pancreas  does  in  a normal  indi- 
vidual. In  the  normal  we  have  no  steady 
outpour  of  insulin  from  the  pancreas  into 
the  blood  stream.  It  goes  out  as  it  is 
needed  and  the  amount  that  is  needed. 
Exogenous  insulin  is  not  under  such  a 
fine  control.  In  a diabetic  we  have  not 
only  the  insulin  we  inject  to  deal  with  but 
also  his  own  endogenous  insulin,  what  is 
left  of  it,  and  no  longer  under  the  original 
fine  adjustment.  This,  of  course,  compli- 
cates our  problem. 

In  Chart  I,  the  first  case,  you  can  follow 
the  progress  of  a little  boy  eight  years  of 
age,  who  just  recently  became  diabetic.  He 
was  put  on  insulin,  as  much  as  thirty-five 
units  a day  in  divided  doses,  and  you  can 
follow  the  fluctuation  of  the  blood  sugar  from 


300  down  to  36.  After  five  days,  I switched 
over  to  protamine  zinc  insulin,  five  units  less 
and  the  fluctuations  continued  for  four  more 
days ; then  there  is  a straightening  out  of  the 
blood  sugar  level  which  continues  on  re- 
peated examinations  over  a period  of  two 
months. 

One  might  try  to  explain  this  on  the 
recency  of  diabetes.  When  one  starts  treat- 
ing a recent  case  of  diabetes  energetically, 
we  get  often  such  a picture. 


The  next  case  in  Chart  I is  another  boy 
fourteen  years  of  age.  He  had  diabetes  for 
a few  months  and  was  taking  insulin  when  I 
first  saw  him,  but  was  not  getting  adequate 
insulin  for  his  needs.  After  five  days  on 
insulin  I changed  to  an  equal  dosage  of 
protamine  zinc  insulin.  There  was  a steady 
drop  of  blood  sugar  level  so  that  on  the 
fourth  day  it  was  hovering  around  normal, 
morning,  noon,  and  evening.  He  was  dis- 
charged from  the  hospital  on  the  eleventh 
day  on  twenty-five  units  of  protamine  zinc 
insulin  and  when  checked  a month  later  I 
was  able  to  reduce  it  to  fifteen  units  a day. 
He  has  enjoyed  a perfectly  smooth  progress 
and  a continued  control  on  a steadily  de- 
creasing dosage. 

The  last  case  on  Chart  I is  that  of  a man 
fifty-eight  years  of  age,  also  a recent  diabetic. 
The  story  is  much  the  same  as  in  the  preced- 
ing two  cases — one  dose  of  protamine  zinc 
insulin  a day  and  a steady  progress  and  a 
gradual  diminution  of  insulin. 

Such  a picture  as  these  three  cases 
represent  was  not  a novelty  when  we 
used  insulin.  The  big  factor  respon- 
sible for  improvement  is  the  recency 
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of  the  diabetes — where  by  a judicious  lift- 
ing of  the  load  off  a lagging  pancreas  we 
give  it  a chance  to  recuperate  which  it 
does.  It  is  the  early  and  the  adequate 
treatment  of  diabetes  which  counts ! The 
time  to  treat  diabetes  rigidly  is  when  it  is 
first  discovered  and  not  wait  before  in- 
sulin is  used  until  the  patient  has  lost  his 
best  chances.  Protamine  zinc  insulin  just 
makes  the  problem  for  the  patient  easier. 


diet  and  a heavy  dosage  of  insulin.  I have 
projected  her  record  (Chart  II,  second  case) 
over  the  past  five  years  so  that  you  could 
see  the  wide  blood  sugar  fluctuations  in  a 
severe  diabetic  of  twenty-seven  years’  stand- 
ing and  taking  as  much  as  fifty-eight  units 
of  insulin  per  day.  I think  that  the  trans- 
formation of  the  blood  sugar  level  in  this 
severe  case  following  the  use  of  protamine 
zinc  insulin  is  about  as  spectacular  a thing  as 
I have  seen,  for  such  a reasonably  steady 


In  Chart  II,  the  first  part  represents  the 
progress  of  a man  forty-two  years  of  age 
also  a recent  diabetic ; outside  of  the  ten  days 
in  the  hospital  the  man  has  been  working 
steadily.  Here,  too,  we  can  note  the  stabil- 
ized blood  sugar  at  a low  normal  level  and 
remaining  so  on  but  ten  units  of  protamine 
zinc  insulin. 

While  the  previous  cases  were  recent 
cases  of  diabetes  and  for  that  reason  mild, 
the  next  case  I have  picked  purposely  in  con- 
trast, one  of  the  very  severe  diabetic  and  of 
long-standing.  She  is  now  fifty-one  years  of 
age  with  diabetes  for  twenty-seven  years. 
When  I saw  her  originally  in  1923  she  had 
had  diabetes  for  thirteen  years  and  has  gone 
through  hectic  experiences  of  acidosis, 
comas,  etc.  At  that  time  she  was  so  emaci- 
ated (weighed  only  86  pounds)  and  so  weak 
that  she  had  to  be  brought  to  Cleveland  on  a 
stretcher.  She  could  not  even  chew  her 
food  for  the  muscles  of  her  jaw  did  not  have 
the  strength,  and  was  fed  on  mostly  liquid 
food.  After  straightening  her  out  she  gained 
in  the  course  of  a few  months  from  86  to 
173  lbs.  in  weight,  was  again  able  to  do  the 
things  she  used  to  before  she  had  diabetes. 
But  she  was  a severe  case  and  for  the  past 
fourteen  years  stayed  on  a low  carbohydrate 


level  I was  not  able  to  obtain  with  in- 
sulin. Here  there  are  no  factors  of  re- 
cency of  diabetes  to  which  we  could  attri- 
bute the  change ; it  is  due  to  but  one  thing — 
protamine  zinc  insulin,  one  dose  a day.  When 
one  sees  such  results  as  this  in  such  a 
severe  case  one  can’t  help  but  be  impressed. 

In  Chart  III,  I have  projected  a record  of 
a diabetic  woman,  fifty-seven  years  old  now, 
whom  I have  observed  since  1933.  At  the 
beginning  she  came  with  a blood  sugar  over 
400,  but  being  a diabetic  of  not  long  stand- 
ing made  a comparatively  good  improvement 
so  that  ten  units  a day  would  take  care  of 
her.  In  fact  for  a longer  period  insulin 
was  discontinued,  but  had  to  be  given  again. 
In  August  1936  she  was  again  off  of  insulin, 
all  three  blood  sugars  normal.  In  October 
1936  she  developed  bronchopneumonia. 

The  chart  illustrates  what  infections  can 
do  to  a diabetic.  They  completely 

upset  a patient’s  status  and  demand  much 
insulin.  Whereas  her  blood  sugars  all  day 
long  were  normal  shortly  before  the  infec- 
tion, they  rose  to  over  300  and  I had  to  give 
her  as  much  as  seventy  units  of  insulin  per 
day.  After  a long  stay  at  the  hospital,  a 
coronary  infarct,  and  chest  aspiration  three 
times,  I placed  her  on  protamine  zinc  insulin 


Number  19] 


DIABETES 


1271 


when  her  fever  subsided  at  the  end  of  her 
stay  in  the  hospital  and  you  can  see  the  drop 
and  the  leveling  of  the  blood  sugar  that  fol- 
lowed. At  present  she  is  taking  but  twenty 
units  a day. 

During  infection  I have  found  that 
protamine  zinc  insulin  does  not  work  well, 
hence  I always  resort  to  insulin  at  such 
times.  Also  during  acidosis  and  coma 
these  are  wise  precautions  I think.  Per- 


the  treatment  of  diabetes,  that  we  are 
making  the  life  for  diabetics  easier  and 
more  normal.  Thus,  we  can  feel  that  we 
are  achieving  our  goal. 

The  milder  long-standing  cases  I don’t 
even  send  to  the  hospital,  but  I have  been 
working  out  their  routine  from  insulin  to 
protamine  zinc  insulin  in  my  office  that 
they  need  not  interrupt  their  work.  Three 
or  four  days  usually  accomplishes  this. 
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haps  when  we  have  worked  longer  with 
protamine  zinc  insulin  and  have  learned 
more  about  it,  we  may  be  able  to  employ 
it  even  here  with  certain  caution.  At  pres- 
ent, however,  it  is  not  judicious  to  do  so. 

I have  shown  you  the  records  of  six 
cases  of  varying  types.  They  all  did  well 
as  you  see  and  the  natural  question  would 
be — do  all  cases  do  equally  well  ? On  the 
whole  I can  answer  this  in  the  affirmative. 
Occasionally  I meet  with  a case  where  the 
response  is  not  as  quick  as  these  but  on 
the  whole  I have  not  met  with  any  great 
adversities.  There  are  many  foolish 
things  still  done  with  the  diabetics  and  the 
protamine  zinc  insulin.  I could  talk  to 
you  at  great  length  and  tell  you  of  some — 
unnecessary  hardships  and  foolish  routines 
employed,  waking  up  patients  at  3 a.m.  to 
feed  them  so  they  wouldn’t  have  a reac- 
tion, etc.  But  all  these  things,  I feel,  will 
straighten  out  in  time  as  men  learn  more 
about  the  rationale  of  protamine  zinc 
insulin  and  its  proper  use.  Personally,  I 
feel  that  in  it  we  have  a great  advance  in 


The  severe  cases  are  better  handled  in  the 
hospital;  the  children  certainly  so. 

Last  summer,  I had  only  protamine 
insulin  and  then  protamine  calcium  in- 
sulin, and  while  the  results  were  good  in 
the  children,  yet  there  was  not  the  marked 
leveling  of  blood  sugar  which  I see  with 
protamine  zinc  insulin.  I feel,  therefore, 
more  encouraged  and  enthusiastic  about 
it.  Already  there  are  reports  coming  out 
of  other  combinations  which  exert  their 
action  over  a forty-eight-hour  period. 
Just  what  future  has  in  store  for  diabetics, 
no  one  knows,  but  we  can  certainly  say 
that  their  future  is  brightening. 

I was  to  talk  to  you  also  on  crystalline 
insulin.  I am  regretful  that  I consented 
to  be  drawn  into  this  as  I have  had  no  ex- 
perience personally  with  crystalline  insulin. 
Consequently  I can  give  you  only  the  gist 
of  this  from  the  literature.  In  the  first 
place  crystalline  insulin  is  still  in  the  ex- 
perimental stage.  For  that  reason  it  is 
not  practical  for  \jse  in  general  practice. 
It  still  belongs  to  the  field  of  investigators. 
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The  average  action  is  about  fourteen  hours 
although  the  reports  vary  considerably. 
For  that  reason  it  must  be  used  in 
connection  with  insulin.  This,  of  course, 
is  a handicap — for  thus  the  patient 
is  not  spared  much.  It  works  in  aci- 

dosis in  contrast  to  protamine  zinc  insulin  ; 
in  this  there  is  some  advantage.  On  the 


whole,  however,  the  comparison  between 
crystalline  insulin  and  protamine  zinc  in- 
sulin is  decidedly  in  favor  of  the  prota- 
mine zinc  insulin  and  I feel,  as  I men- 
tioned in  the  beginning,  that  crystalline 
insulin  belongs  still  to  the  investigator  and 
not  to  the  man  in  practice. 

10515  Carnegie  Ave. 


DIAGNOSIS  OF  AMEBIC  DYSENTERY 


The  clinical  manifestations  of  amebic 
dysentery  may  range  from  a fulminating 
onset,  tenesmus,  abdominal  pain,  frequent 
discharges  of  blood  and  mucus,  marked 
toxemia,  and  death  within  a few  days  from 
intestinal  hemorrhage  or  perforation,  to 
a condition  of  seemingly  mild,  recurrent 
diarrhea.  Symptoms  suggestive  of  appen- 
dicitis may  be  present.  Many  symptom-free 
carriers  harbor  cysts  in  the  colon  and  are 
capable  of  spreading  the  disease.  Amebic 
and  bacillary  dysentery  are  often  so  much 
alike  in  their  acute  phases  that  differentia- 
tion is  possible  only  by  laboratory  exami- 
nation of  the  stools. 

The  effectiveness  of  treatment  depends 
upon  early  diagnosis  and  prompt  institu- 
tion of  the  specific  therapy.  Early  treatment 
also  reduces  the  likelihood  of  the  serious 
complication,  amebic  abscess  of  the  liver. 
Chronic  cases  are  far  more  resistant  to 
remedial  measures  than  recent  ones. 

Submission  of  the  Stool  Specimen 

Diagnosis  of  amebic  dysentery  may  be 
made  by  finding  in  the  stool  either  the 
actively  motile  vegetative  form  of  Enta- 
moeba histolytica  or  the  characteristic 
cysts.  In  submitting  laboratory  specimens, 
the  following  points  should  be  considered, 
but  it  is  always  desirable  as  an  initial  step 
to  consult  the  local  laboratory  director. 
(1)  The  stool  must  be  fresh.  This  is  essen- 
tial, since  the  amebae  may  disintegrate 
soon  after  the  specimen  cools  to  room  tem- 
perature. If  possible  the  patient  should 
pass  the  stool  at  the  laboratory;  if  not,  the 
stool  should  be  collected  in  a warm  con- 
tainer, kept  warm,  and  sent  immediately  to 
the  laboratory.  (2)  The  entire  stool  should 
be  submitted;  if  this  is  impracticable,  the 
specimen  should  include  some  of  the  bloody 


mucus.  (3)  Cysts  are  much  more  resistant 
and  may  be  found  twenty-four  to  forty- 
eight  hours  after  the  stool  has  been  passed 
provided  it  has  not  been  allowed  to  dry. 
(4)  Examinations  on  six  successive  days 
may  be  necessary  to  demonstrate  the  pres- 
ence of  amebae  although  three  examina- 
tions are  usually  sufficient.  (5)  If  no 
amebae  or  cysts  can  be  demonstrated  in 
stools  passed  spontaneously,  a more  satis- 
factory specimen  may  often  be  obtained  by 
using  a sigmoidoscope  and  scraping  off 
with  a small  spoon  curette  a little  necrotic 
material  from  the  bed  of  an  ulcer.  (6)  No 
oily  medication  should  be  given  before  col- 
lection of  the  specimen  because  oil  droplets 
make  examination  for  amebae  difficult.  (7) 
Since  relapses  are  very  common  and  may 
occur  more  than  a year  after  an  apparent 
cure,  it  is  important  to  have  specimens 
examined  monthly  for  at  least  twelve  months 
after  symptoms  have  subsided. 

Epidemiology 

Despite  the  recent  water-borne  epidemic 
in  Chicago,  the  chief  factor,  apparently,  in 
the  spread  of  amebic  dysentery  is  usually 
the  presence  of  encysted  amebae  in  the 
stools  of  convalescents  or  healthy  carriers; 
hence  the  predominantly  endemic  rather 
than  epidemic  occurrence  of  the  disease. 
The  carrier  who  is  a food  handler  is  a 
special  menace.  The  disease  is  essentially 
one  of  tropical  and  subtropical  climates  but 
competent  protozoologists  believe  it  is  far 
more  frequent  in  temperate  zones  than  is 
commonly  supposed.  It  is  probable  that 
infection  rarely  results  from  the  ingestion 
of  the  vegetative  forms ; they  are  promptly 
destroyed  by  the  digestive  juices. — Issued 
by  the  New  York  State  Association  of 
Public  Health  Laboratories,  Leaflet  No.  3. 
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Studying  the  bronchograms  of  pa- 
tients recuperating  from  acute  pneumonic 
infection,  we  were  surprised  to  find  that 
only  few  of  the  cases  with  severe  clinical 
course  showed  any  bronchial  dilatation, 
whereas  a great  many  of  the  cases  with 
mild  clinical  manifestations  exhibited 
various  degrees  of  bronchiectasis.  A bac- 
teriologic  grouping  of  the  cases  and  their 
correlation  with  the  bronchiectatic  con- 
dition revealed  the  astonishing  fact  that 
bronchial  dilatation  was  present  in  less 
than  two  per  cent  of  the  cases  of  pneu- 
mococcic  infection  as  against  almost  sev- 
enty per  cent  in  the  nonpneumococcic 
category.  A discussion  of  the  incidence, 
the  type  and  the  extent  of  bronchiectasis 
in  relation  to  pulmonary  infection,  will 
appear  in  a separate  contribution.  The 
purpose  of  this  preliminary  report  is  to 
describe  the  syndrome  of  acute  peri- 
bronchiectatic  pneumonitis  which  in  our 
opinion  is  much  more  common  than  sup- 
posed, but  in  practice  is  either  over- 
looked or  misinterpreted. 

The  report  is  based  on  fifty-five  cases 
— thirty-five  unselected  from  the  pneu- 
monia wards,  and  twenty  selected  bron- 
chiectatic patients  who  went  through  the 
acute  pulmonary  infection,  which  was 
characterized  by  a benign  clinical  course, 
although  the  roentgenograms  revealed 
varying  extents  of  pneumonic  consolida- 
tion. Neither  the  age  nor  the  sex  seemed 
to  have  any  bearing  on  the  course  of  the 
disease.  There  were  forty-one  males  and 
fourteen  females  ranging  in  age  from 
nineteen  to  fifty-six  years. 

Clinical  Features:  The  onset  of  the 

disease  is  usually  acute  with  fever,  dull 
pain  or  heaviness  on  the  affected  side, 
cough  and  expectoration.  The  cough  is 
paroxysmal  with  varying  amounts  of  ex- 
pectoration. The  sputum  is  thick  yellow, 


often  mucopurulent,  but  rarely  hemor- 
rhagic in  type. 

The  respirations  vary  from  twenty  to 
twenty-eight  per  minute  with  an  average 
of  twenty-four.  The  pulse  rate  increases 
to  about  ninety  per  minute,  and  the  pulse- 
respiration  ratio  is  not  very  much  dis- 
turbed. Cyanosis  is  rarely  observed. 

The  fever  rises  to  about  102°F.  with 
a diurnal  variation  of  about  two  degrees, 
lasts  for  two  or  three  days,  drops  to  about 
100°  and  continues  at  this  level  for  a 
few  days  longer. 

The  average  duration  of  the  illness  is 
about  ten  days.  The  shortest  period  in 
our  group  was  five  days  and  the  longest 
twenty-one  days.  There  were  no  fatali- 
ties. On  close  questioning,  it  was  found 
that  all  of  the  patients  had  an  acute  upper 
respiratory  infection  a few  days  previous 
to  the  onset  of  the  present  illness. 

Physical  signs  vary  a great  deal.  The 
patient  appears  fairly  comfortable  in 
spite  of  the  fever.  Tactile  fremitus  is 
usually  increased  but  sometimes  dimin- 
ished or  absent  altogether.  Percussion 
generally  elicits  a dull  sound  over  the 
involved  region,  but  the  lesion  may  be 
too  small  to  effect  any  change  in  the  per- 
cussion note. 

Auscultation  presents  the  greatest 
variation  in  signs,  although  a bronchial 
element  could  be  discerned  in  many  cases 
over  the  affected  areas.  Diminished  or 
absent  breath  sounds  may  be  a dominant 
feature  for  a short  while,  particularly 
when  the  bronchial  expulsive  mechanism 
is  attenuated,  and  expectoration  is  sup- 
pressed. Deep  cough  may  evacuate  the 
bronchi  and  modify  the  auscultatory 
signs.  Whispered  voice  and  vocal  frem- 
itus vary  accordingly.  Bubbling  reson- 
ating rales  mixed  with  crepitant  and 
subcrepitant  rales  are  often  heard  on 
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ordinary  inspiration.  The  subcrepitant 
rales  are  the  most  constant  and  may  per- 
sist even  after  apparently  complete  re- 
covery. 


Fig.  1-A.  Note  dense  concentric  shadow  at 
base  of  left  lung.  Fig.  1-B.  Roentgenogram 
taken  ten  days  later  shows  complete  clearing  of 
opacity.  Fig.  1-C.  Left  pneumonogram  reveals 
extensive  bronchiectasis  of  cylindric  type. 


Laboratory  Findings:  The  predom- 

inating organisms  found  in  the  sputum 
were  the  streptococci  groups  mixed  with 
the  other  bacterial  flora  commonly  found 
in  sputum. 

The  red  blood  cells  and  hemoglobin 
were  within  normal  limits.  The  white 
blood  cell  count  varied,  but  no  case  ex- 
hibited a high  leukocytosis  as  in  lobar 
pneumonia  or  the  leukopenia  found  in 
influenza  cases. 

The  blood  chemistry  was  within  phys- 
iologic standards,  and  the  Wassermann 
test  was  positive  in  but  one  case. 

Roentgenologic  Pathology:  The  inflam- 
matory process  in  the  lung  presented 
a great  variety  of  pictures  on  the  x-ray 
films  in  the  basal  area  of  the  pulmonic 
field.  Eight  cases  showed  a bilateral 
lesion;  the  other  forty-seven  revealed  a 
unilateral  involvement  slightly  more  pre- 
dominant on  the  right  than  on  the  left 
side.  Serial  roentgenologic  studies  of 
the  chest  revealed  that  the  pulmonary 
lesion  healed  by  resolution  and  resorp- 
tion in  a few  days,  leaving  only  accentu- 
ated lung  markings  and  peribronchial 
thickening  of  various  gradations.  Ex- 
ploration of  the  bronchi  with  iodized  oil 
in  each  case  disclosed  bronchial  dilata- 
tion of  the  cylindric  type,  of  varying  ex- 
tent and  degree. 

The  accompanying  roentgenograms  are 
illustrative  of  the  extent  and  distribution 
of  the  pulmonary  lesion  and  the  bron- 
chiectatic  condition : 

Fig.  1-A,  an  x-ray  about  two  days  after 
the  onset  of  the  illness,  shows  a dense  con- 
centric shadow  at  the  base  of  the  left  pul- 
monic field,  strongly  resembling*  a neoplasm 
of  the  lung.  The  hilar  region  is  fairly  clear. 
Fig.  1-B,  roentgenogram  of  the  same  case 
ten  days  later,  disclosed  almost  complete  re- 
sorption of  the  dense  shadow,  leaving  only 
accentuated  lung  markings  and  peribronchial 
thickening  in  its  place.  Fig.  1-C,  pneumono- 
gram of  the  same  case  a few  days  later,  ex- 
hibited marked  cylindric  bronchiectasis  with 
a moniliform  appearance  more  pronounced 
in  the  smaller  bronchi. 

Fig.  2- A,  a roentgen-ray  picture  two  days 
after  onset,  shows  a bilateral  exudative  proc- 
ess spreading  from  the  hilum  to  the  periphery, 
more  diffuse  in  the  right  lower  lobe.  Fig. 
2-B,  right  pneumonogram  of  the  same  case 
ten  days  later,  after  the  pulmonic  process 
has  cleared,  shows  early  cylindric  bronchiec- 
tasis extending  to  the  lowest  portion  of  the 
lobe.  Fig.  2-C,  left  pneumonogram  a few  days 
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later,  reveals  a cylindric  type  of  ectasis  more 
pronounced  in  the  smaller  bronchi. 

Fig.  3-A,  a roentgenogram  about  three 
days  after  onset  shows  a homogeneous  opac- 
ity on  the  right  side,  extending  from  the 
base  to  about  the  third  interspace,  suggesting 
a pneumonic  consolidation  of  lobar  distribu- 
tion with  scattered  infiltrative  patches 
throughout  the  rest  of  the  pulmonic  field. 
Fig.  3-B,  right  pneumonogram  taken  a few 
days  later,  exhibits  extensive  dilatation  of 
the  bronchi.  The  acute  pneumonic  consolida- 
tion has  resolved  completely,  particularly  in 
the  outer  zone  of  the  pulmonary  field.  The 
densities  still  visible  in  this  roentgenogram 


designated  as  “acute  peribronchiectatic 
pneumonitis,”  first , because  it  indicates 
the  relationship  of  the  affected  bronchi  to 
the  pneumonic  process;  second,  it  dis- 
tinguished the  acute  inflammation  of  the 
parenchyma  of  the  lungs  from  the  chronic 
pneumonitis  which  may  be  present  in 
bronchiectatic  patients. 

Acute  peribronchiectatic  pneumonitis 
should  not  be  confused  with  the  recru- 
descence of  suppurative  bronchiectasis 
which  is  characterized  by  marked  gen- 
eral malaise,  hectic  temperature,  and 
other  toxic  symptoms.  This  is  particu- 


Fig.  2-A.  Various  small  densities  scattered  throughout  both  pulmonic  fields,  more  diffuse  in 
right  lower  lobe.  Fig.  2-B.  Right  pneumonogram  shows  early  cylindric  bronchiectasis.  Fig.  2-C. 
Left  pneumonogram  shows  cylindric  type  of  ectasis  more  pronounced  in  smaller  bronchi  (Note 
complete  resolution  of  pulmonic  patch). 

persisted  on  all  subsequent  x-ray  films,  and 
are  doubtless  due  to  chronic  induration  of 
the  parenchyma  of  the  lung. 

Discussion  and  Clinical  Considera- 
tion: Normal  bronchi  are  usually  re- 

sistant to  streptococci  infection.  Blake 
and  Cecil1  using  the  method  of  intra- 
bronchial  injection,  found  that  the  normal 
monkey  was  resistant  to  ordinary  strains 
of  hemolytic  streptococci,  but  when  the 
animal  was  subjected  to  inhalation  of 
chlorine  gas,  a small  dose  of  streptococci 
were  sufficient  to  produce  an  inflamma- 
tory lesion  in  the  lung.  It  is  plausible  to 
assume  that  the  changes  in  the  ectatic 
bronchi  present  in  all  of  our  cases,  made 
them  vulnerable  to  the  attack  of  strep- 
tococci of  low  virulence,  which  pene- 
trated through  the  damaged  walls  into 
the  lung  parenchyma,  setting  up  a local 
inflammatory  process  with  mild  consti- 
tutional disturbance.  The  condition  is 


Fig.  3-A.  Pneumonic  consolidation  of  lobar 
distribution  in  right  lung.  Fig.  3-B.  Pneu- 
monogram fifteen  days  later,  exhibits  marked 
bronchiectasis.  (Acute  pulmonic  consolidation 
in  outer  zone  has  resolved  completely,  the 
chronic  pulmonary  fibrosis  persists.) 
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larly  true  of  the  saccular  varieties  with 
proximal  narrowing  of  the  ectatic  bron- 
chus which  prevents  effective  drainage. 
The  constitutional  symptoms  are  due 
mainly  to  retention  and  stagnation  of 
secreta  within  the  bronchiectatic  cavity, 
although  the  lung  parenchyma  is  not 
necessarily  involved,  at  least  as  far  as  can 
be  determined  by  x-ray  studies.  The  re- 
verse holds  true  in  cases  of  acute  peri- 
bronchiectatic  pneumonitis  which  rarely 
manifest  severe  toxic  symptoms  although 
the  roentgenograms  may  reveal  exten- 
sive pulmonary  consolidation. 

The  fact  that  in  eighteen  out  of  the 
thirty-five  unselected  cases  no  antecedent 
symptoms  indicative  of  bronchiectasis 
could  be  elicited,  is  of  utmost  clinical  im- 
portance. The  acute  pneumonitis  was  the 
first  inkling  of  the  presence  of  bronchi 
ectasis,  which  was  proven  by  introduction 
of  contrast  media  into  the  bronchi.  Sub- 
sequent periodic  pneumonographic  stud- 
ies disclosed  no  pulmonary  fibrosis  in 
most  of  the  cases,  although  the  cylindric 
bronchial  dilatation  persisted.  Further- 
more, even  those  cases  which  presented 
x-ray  evidence  of  marked  bronchiectasis 
with  chronic  pulmonary  fibrosis  (Fig. 
3-A  and  3-B),  had  only  few  symptoms 
referable  to  the  bronchiectatic  condition. 
As  we  have  pointed  out  elsewhere,2  the 
clinical  syndrome  of  bronchiectatic  pneu- 
monitis varies  with  the  evolutive  stage 
of  the  ectasis,  and  marked  dilatation  may 
exist  without  any  bronchorrhea  or  cough. 
None  of  the  cases  included  in  this  report 
ever  presented  the  clinical  picture  of  ad- 
vanced bronchiectasis. 

A number  of  the  patients  gave  a clinical 
history  of  having  had  “repeated  pneu- 
monia” which  may  be  considered  as  at- 
tacks of  acute  peribronchiectatic  pneu- 
monitis. One  of  our  cases  had  five  such 
recurrent  attacks  within  three  years,  al- 
though he  was  practically  symptomless 
between  the  attacks.  The  pneumonic 
involvement  always  followed  an  acute 
upper  respiratory  infection,  and  clinically 
as  well  as  roentgenologically  was  proven 
to  be  of  the  same  type  of  acute  peri- 
bronchiectatic pneumonitis. 

There  is  no  evidence  that  the  disease 
was  an  acute  influenzal  pneumonitis  of 
the  type  described  by  Bowen,3  for  none 
of  the  patients  showed  the  symptoms 
and  prostration  so  characteristic  of  in- 


fluenza. Neither  was  there  leukopenia 
present  in  any  of  the  cases.  Furthermore 
the  group  reported  by  Bowen  was  en- 
demic in  nature,  whereas  the  cases  in- 
cluded in  the  report  were  all  sporadic, 
although  the  attacks  prevailed  more  in 
the  cold  winter  months. 

Reisman4  has  called  attention  to  a 
form  of  unilateral  bronchopneumonic  in- 
flammation of  lobar  distribution  which 
seems  to  resemble  many  of  the  cases  of 
acute  peribronchiectatic  pneumonitis  in 
its  moderate  symptomatology  and  semei- 
ology,  except  for  the  protracted  clinical 
course.  All  the  cases  described  by  Reis- 
man had  been  running  a subacute  or 
chronic  course,  whereas  in  our  cases  the 
pneumonic  process  disappeared  in  a few 
days,  both  clinically  and  roentgenologic- 
ally. The  conditions  of  the  bronchi  are 
not  described  by  Reisman. 

It  is  interesting  to  note  that  in  some 
of  the  cases  of  recurrent  peribronchiecta- 
tic pneumonitis,  each  succeeding  attack 
differed  but  little  from  the  previous  one, 
except  in  its  duration;  each  subsequent 
acute  pulmonary  inflammation  lasted 
longer  and  seemed  to  be  slower  in  re- 
solving. These  observations,  however, 
need  more  extensive  clinical  and  roent- 
genologic corroboration,  for  only  a few 
of  our  patients  with  repeated  pneu- 
monitis were  hospitalized  a second  time. 
In  the  cases  treated  at  home,  the  exact 
duration  of  the  illness  could  not  be  as- 
certained, neither  could  frequent  x-rays 
of  the  chest  be  taken  for  the  study  of 
resolution  of  the  pulmonic  consolidation. 

Of  clinical  significance  is  the  fact  that 
recurrent  pneumonitis  was  almost  invari- 
bly  averted  in  those  bronchiectatic  pa- 
tients who  were  treated  and  put  to  bed 
as  soon  as  they  developed  an  acute  upper 
respiratory  infection.  We  are  also  under 
the  impression  that  prolonged  and  inten- 
sive iodine  medication  is  of  value  in 
preventing  the  recurrence  of  acute  pneu- 
monitis in  cases  of  primary  bronchiec- 
tasis without  chronic  pulmonary  fibrosis. 
These  observations  are  not  complete 
enough  to  allow  any  definite  conclusion, 
but  undoubtedly  deserve  a further  clinical 
trial. 

Summary 

Fifty-five  cases  of  acute  peribronchiec- 
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tatic  pneumonitis  are  reported,  twenty  of 
which  were  selected  bronchiectatic  cases 
and  thirty-five  unselected  in  which  the 
bronchial  dilatation  was  proven  subse- 
quently by  means  of  iodized  oil. 

Roentgenologically,  the  acute  pulmonic 
lesion  varies  from  a single  opaque  shadow 
to  a massive  lobar  distribution  in  one  or 
both  pulmonic  fields.  The  pulmonary 
process  heals  by  resolution  and  usually 
disappears  from  the  roentgenogram 
within  two  weeks.  Bronchography  ex- 
hibits bronchial  dilatation  of  the  cylindric 
type  in  varying  degrees. 

Clinically,  acute  peribronchiectatic  pneu- 
monitis is  characterized  by  a benign 
course  without  constitutional  symptoms, 
as  contrasted  with  the  exacerbation  of 


suppurative  bronchiectasis  which  mani- 
fests itself  by  severe  toxic  symptoms. 

The  acute  pneumonitis  is  sometimes 
the  first  indication  of  the  presence  of  bron- 
chiectasis, which  may  otherwise  be  en- 
tirely latent  clinically. 

Prolonged  and  intensive  iodine  medi- 
cation may  often  prevent  the  recurrence 
of  acute  pneumonitis  in  case  of  primary 
bronchiectasis  without  extensive  chronic 
pulmonary  fibrosis. 

65  Central  Park  West 
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A BOOK  REVIEW  IN  RHYME 

Review  of  Medical  Magic  by  David  Dietz  written  by  Sterling  North  in  Chicago  News 


Glands  displace  old  Marx  and  Freud, 
Change  our  lives — in  language  terser 
Cretins  with  a shot  of  thyroid 
Become  poets,  or  vice  versa. 

Man  or  mouse?  The  endocrines 

Make  you  meek  or  make  you  bold — 
Last  year  it  was  in  the  genes ! 

Say,  can  you  cure  the  common  cold  ? 

Orchids  to  the  orthopedics, 

Violets  to  the  violet-ray  men, 

How  the  psittacosis  edicts 

Cheer  the  long  and  suffering  laymen. 
Erudite  on  Hemophilia 

In  the  reign  of  Rex  the  Bold, 

But  when  winter  winds  congeal  you 

Say,  can  you  cure  the  common  cold  ? 

Listen,  swearers  by  Apollo, 

Deep  in  therapeutic  lore, 

Give  me  something  pink  to  swallow. 

Yah ! I dare  you ! Just  once  more ! 


Vitamined  until  I wallow 

Like  a cod  strayed  from  the  fold ; 
Atomized  in  every  hollow ! 

Say,  can  you  cure  the  common  cold  ? 

Men  against  the  microscopic, 

Chart  the  fever  of  my  brow. 

Is  the  inner  eye  myopic  ? 

Or  who’s  psychopathic  now? 

Dietz,  de  Kruif,  and  Morris  Fishbein, 

Have  your  bill  of  goods  marked  “Sold.” 
Shall  we  swallow  hook  and  fish  line? 

Say,  can  you  cure  the  common  cold? 

L’ENVOI 

Aesculapius,  great  physician, 

May  a patient  be  so  bold  ? 

Consider,  sir,  my  weak  condition ! 

Say,  can  you  cure  the  common  cold  ? 

— J.A.M.A. 


It  has  been  well  said  that  a teacher  whose 
disciples  do  not  go  beyond  him  has  failed. 
. . . It  is  true  that  to  smother  a student 
beneath  the  weight  of  authority  is  to  hamper 
the  progress  of  medicine. — Langdon-Brown 
Walter:  The  Dead  Hand  in  Medical  Sci- 
ence, Lancet  1 : 277,  1938. 


The  patent  medicine  company  was  offer- 
ing one  dollar  cash  for  testimonials  and 
received  the  following  in  the  mail:  “For 
nine  years  I was  totally  deaf,  and  after 


using  your  salve  for  only  ten  days  I heard 
from  my  brother  in  Nebraska.” — Missis- 
sippi Doctor. 


A lawyer  said  to  a doctor  witness,  “Doc- 
tors make  mistakes  sometimes,  don’t  they?” 

“Just  as  lawyers  do  sometimes,”  was  the 
answer. 

“But  doctors’  mistakes  are  buried  six  feet 
under  ground,”  persisted  the  lawyer. 

“Yes,”  agreed  the  doctor,  “and  lawyers’ 
mistakes  sometimes  swing  six  feet  in  the 
air.” — Montreal  Star. 


THE  MORE  SERIOUS  VASCULAR  AFFECTIONS 

Etiology  and  Diagnosis 

Jacob  Gutman,  M.D.,  Phar.D.,  F.A.C.P.,  Brooklyn 
Director,  Brooklyn  Diagnostic  Institute 


This  contribution  is  devoted  to  a dis- 
cussion of  the  etiology  and  diagnosis  of 
the  more  serious  affections  of  the  ex- 
tremities, of  thromboangiitis  obliterans, 
Raynaud’s  disease,  and  endarteritis  ob- 
literans. Before  discussing  their  etiologic 
and  diagnostic  features,  permit  me  first 
to  recall,  if  but  briefly,  our  present  con- 
cept of  the  anatomic  and  physiologic  fea- 
tures of  the  peripheral  vascular  system  in 
general. 

The  walls  of  a capillary  are  now  known 
to  be  composed  of  two  layers — and  not 
of  one  as  formerly  believed : an  inner 
endothelial  layer  with  which  we  have 
long  been  familiar,  and  also  an  outer 
imperfect  muscular  layer  consisting  of 
a fine  network  of  fibrils  connected  with 
so-called  Rouget  cells.  This  outer  layer 
constitutes  the  contractile  system  of  the 
capillary  and  is  governed  by  its  innervat- 
ing sympathetic.  The  contractility  and 
dilatability  of  capillaries  is  not  passive,  as 
was  formerly  assumed,  but  active  and 
independent  and  assist  in  regulating  the 
flow  of  blood.  Upon  dilatation  the  capil- 
lary either  admits  an  inflow  from  the 
arterioles  or  accommodates  the  retarded 
blood  in  venous  stasis;  upon  contraction 
the  capillary  accelerates  the  flow  of  blood 
toward  the  adjoining  venules,  though  in 
an  interrupted  manner,  the  flow  being 
retarded  after  each  ten  to  twenty  seconds 
of  every  two  minute  period. 

Arteriovenous  anastomoses  also  con- 
stitute a part  of  the  capillary  system ; 
they  are  for  the  purpose  of  short-circuit- 
ing the  flow  of  blood.  These  special 
channels  either  open  or  close  in  order  to 
provide  sufficient  blood  in  the  mainte- 
nance of  a uniform  temperature  required 
in  the  protection  of  organs  subjected  to 
cold.  The  anastomotic  unit  or  glomus 
includes  the  afferent  artery,  the  anasto- 
moses, the  neuroreticular  and  rich  capil- 
lary structure  around  the  channels,  the 
collagenous  tissue  surrounding  it,  and  the 


primary  collecting  venules ; it  serves  the 
purpose  of  regulating  surface  tempera- 
ture and  excess  arteriolar  contraction.  If 
any  part  of  the  glomus  be  occluded, 
it  may  result  in  gangrene;  in  arterio- 
sclerosis, the  gangrene  is  generally  due 
to  hyaline  degeneration  and  occlusion  of 
the  afferent  arteries ; in  diabetes  the 
arteriovenous  anastomoses  and  pre- 
glomic  arterioles  are  mostly  involved ; in 
thromboangiitis  obliterans,  the  pathologic 
process  varies. 

Twenty  to  thirty  per  cent  of  the  peri- 
pheral resistance  is  provided  by  the  capil- 
laries, the  remaining  seventy  per  cent  by 
the  constricted  arterioles,  collecting  veins, 
and  the  adjoining  tissues.  Capillary  pres- 
sure depends  upon  various  conditions  as 
arteriolar  constriction,  venous  congestion, 
local  hyperemia,  inflammation,  cold,  etc., 
and  varies  in  different  parts  of  the  body 
in  accordance  with  their  location  and 
venous  circulation. 

The  vasomotor  sympathetic  nerves 
supplying  the  blood  vessels  of  the  ex- 
tremities are  constrictors ; the  vasodilators 
are  unknown.  The  normal  tone  of  the 
peripheral  vessels  is  maintained  through 
constriction,  fluctuating  in  accordance 
with  environmental  changes  in  tempera- 
ture, the  internal  production  of  heat,  and 
emotional  reaction.  The  skin  by  radia- 
tion, convection,  and  conduction  dissi- 
pates about  seventy-six  per  cent  of  the 
total  heat  produced,  the  remaining  twenty- 
four  per  cent  being  eliminated  through 
the  lungs  and  through  water  vaporization. 
The  extremities  are  particularly  subject 
to  variations  in  vasoconstrictor  tone  be- 
cause they  play  a major  part  in  conserva- 
tion or  elimination  of  heat. 

Common  diagnostic  features:  Before 
discussing  the  characteristic  etiologic  and 
diagnostic  factors  of  the  individual  dis- 
orders, let  us  first  present  briefly  the 
diagnostic  features  common  to  all  vascular 
disorders  of  the  extremities.  The  diag- 
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nosis  of  vascular  disorders  may  now  be 
made  early,  due  to  the  various  available 
methods  and  new  apparatus;  occasionally 
no  diagnostic  instruments  are  required. 
It  is  especially  important  to  diagnose  the 
disorders  early,  as  simple  procedures  at 
this  time  may  prevent  subsequent  serious 
complications,  as  gangrene.  Such  diag- 
nosis may  be  established  by  a minute 
history,  careful  inspection  and  palpation 
of  limbs  under  suspicion,  search  for 
metabolic  disorders,  infections  and  cen- 
tral or  peripheral  nervous  diseases,  and 
particularly  by  proper  study  of  the  car- 
diac apparatus  and  arteries. 

A careful  history  is  of  utmost  help. 
Inquiry  must  be  made  into  the  presence 
of  pain,  its  site,  type,  degree,  and  distri- 
bution; whether  the  pain  occurs  during 
rest,  a common  symptom  in  preulcerative 
and  pregangrenous  states.  One  should 
also  be  informed  as  to  the  presence  of 
fatigue,  coldness  or  numbness  of  the 
extremity,  or  of  attacks  of  intermittent 
claudication.  Smoking  must  be  given  ex- 
ceptional attention  as  it  is  a very  impor- 
tant etiologic  factor  in  these  disorders. 

The  available  clinical  methods  of  in- 
vestigation for  impaired  circulation  in  an 
extremity  number  quite  a few: 

1.  Inspection  may  reveal — 

(a)  Local  pallor  or  ischemia,  determined 
by  elevating  the  extremity  above  the  level 
of  the  heart;  this  indicates  that  the  super- 
ficial vessels  are  emptied  because  of  arterial 
structural  impairment,  that  the  normal  vis 
a tergo  is  absent. 

(b)  Rapid  cyanosis,  occurring  when  the 
limb  is  suddenly  changed  to  a pendant  posi- 
tion. 

(c)  Rubor  or  erythromelia  of  the  skin 
due  to  dilatation  of  capillaries  and  small 
vessels  with  local  cyanosis  resulting  from 
stasis  of  toneless  superficial  vessels.  In- 
spection may  also  reveal  the  presence  of 
atrophy,  nail  deformity,  hair  growth,  etc. 

2.  Palpation  offers  important  diagnostic 
data. 

(a)  Palpation  of  like  pulses  of  similar 
extremities  is  most  valuable.  In  the  lower 
extremity  the  femoral  pulse  may  be  felt  mid- 
way between  symphysis  pubis  and  the  an- 
terior iliac  crest ; the  popliteal  pulse,  by 
firm  pressure  deep  in  the  popliteal  fossa, 
with  the  patient  in  the  prone  position,  the 
extremity  flexed  at  the  knee  and  muscles 
completely  relaxed ; the  posterior  tibial 
artery  will  be  found  between  the  internal 


malleolus  and  tendo  Achilles;  here  the  ex- 
tensor muscles  of  the  foot  must  also  be 
completely  relaxed;  the  dorsalis  pedis  may 
easily  be  felt  with  the  palmar  surface  of 
the  finger  tips  between  the  first  and  second 
metatarsal  bones,  except  in  a small  percent- 
age of  cases  where  it  is  absent  or  in  a 
different  position. 

In  the  upper  extremity  the  pulse  of  the 
brachial  artery  can  be  felt  in  the  middle 
portion  of  the  inner  side  of  the  arm  between 
biceps  and  triceps;  the  ulnar  pulse,  by  firm 
pressure  applied  over  the  ulnar  border  of 
the  wrist  on  the  inner  side  of  and  above 
the  pisiform  bone;  the  location  of  the  radial 
pulse  is  common  knowledge.  However,  in 
palpating  pulses  one  must  bear  in  mind  that 
absence  of  pulsation  need  not  always  be  due 
to  occlusion,  but  may  also  be  due  to  edema, 
accompanying  adiposity,  an  overlying  ten- 
don or  ligament,  or  an  occasional  abnormal 
position  of  the  artery;  one  must  also  re- 
member that  in  the  senile,  because  of 
sclerosis,  pulsations  may  be  very  weak  and 
yet  the  circulation  be  quite  adequate. 

(b)  Coldness  of  an  extremity  due  to  a 
decreased  supply  of  blood  may  also  be  de- 
termined by  palpation  and  is  a significant 
symptom;  inequality  of  surface  temperature 
of  two  symmetrical  extremities  as  deter- 
mined by  palpation  but  more  accurately 
established  by  thermometer  and  thermo- 
electric apparatus,  is  of  great  diagnostic 
significance  and  invariably  indicates  disease 
of  the  blood  vessels.  A sudden  decrease 
in  temperature  somewhere  between  the 
proximal  and  distal  portion  of  an  extremity 
is  almost  pathognomonic ; such  difference 
may  vary  to  the  extent  of  three  degrees  or 
more,  and  may  readily  be  detected  by  ordi- 
nary palpation,  the  hands  being  capable  of 
appreciating  a difference  of  even  one  degree ; 
where  doubt  exists,  the  special  mercury 
thermometer  or  the  thermoelectric  couple 
may  be  used. 

Of  laboratory  tests  for  diagnostic  pur- 
poses, the  following  have  proved  very 
dependable : 

1.  Pachon  oscillometry  whether  of  the 
recording  or  nonrecording  type,_  is  invalu- 
able in  determining  the  patency  of  deeper 
arteries;  a comparison  of  the  amplitude  of 
oscillometric  readings  taken  at  definite  simi- 
lar levels  of  the  two  extremities  offers  a 
fairly  accurate  idea  of  the  extent  of  an 
occlusion;  with  the  exception  of  instances 
where  extensive  collateral  circulation  exists, 
oscillometry  is  one  of  the  most  precise 
means  of  determining  the  circulation  of  an 
extremity,  particularly  of  its  larger  vessels. 

2.  The  histamine  test,  the  reaction  pro- 
duced by  the  intracutaneous  injection  of 
0.1  c.c.  of  a 1:1,000  solution  of  histamine, 
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with  or  without  0.5  per  cent  of  novocain, 
into  an  extremity  held  in  horizontal  posture, 
is  simple  and  valuable  in  revealing  the 
adequacy  of  the  cutaneous  collateral  cir- 
culation, otherwise  difficult  to  establish.  A 
negative  reaction  five  to  ten  minutes  after 
injection  is  very  significant  and  may  indi- 
cate absence  of  head  pressure  sufficient  to 
fill  the  dilated  arterioles  or  the  presence 
of  marked  spasm.  This  test  assists  in  de- 
termining the  optimum  level  in  amputations, 
and  in  estimating  the  progress  of  therapy 
• by  conservative  medical  means. 

3.  The  rate  of  absorption  of  an  intra- 
cutaneous  injection  of  0.2  c.c.  of  normal 
saline  (Cohen)  is  also  a reliable  adjunct 
in  determination  of  the  state  of  circulation 
of  an  extremity;  the  poorer  the  circulation, 
the  faster  the  absorption,  one  hour  being 
considered  about  normal. 

4.  The  delay  of  reaction  hyperemia  fol- 
lowing blood  vessel  compression  is  also 
characteristic  of  arterial  disorders ; in  the 
normal,  the  blood  reaches  the  digit  in  less 
than  fifteen  seconds  in  the  form  of  a full 
flush  of  maximum  intensity;  in  obliterating 
diseases  the  hyperemia  is  delayed  to  a 
minute  or  more  and  the  digit  presents,  a 
mottled  or  patchy  appearance. 

5.  Arteriography  is  another  important 
laboratory  means  of  determining  the  circula- 
tion of  an  extremity.  An  ordinary  radio- 
gram may  reveal  the  presence  and  the  extent 
of  calcification  of  an  artery,  but  offers  no 
information  as  to  the  efficiency  of  the  cir- 
culation in  the  calcified  blood  vessels.  With 
arteriography,  however,  especially  developed 
since  the  introduction  of  sodium  iodide  and 
thorium  dioxide  as  opaque  media,  consider- 
able information  may  be  acquired  otherwise 
unobtainable.  In  arteriography  of  a nor- 
mal limb  the  vessels  are  numerous  and  of 
well-defined  appearance;  in  arterial  disease 
the.  involved  arteries  show  a patchy  distri- 
bution of  lesions  in  various  locations,  an 
irregularity  of  course  and  contour  of  their 
lummae  with  a reduction  in  size,  and  often 
a division  of  the  opaque  medium  as  by  a 
knife  at  points  of  occlusion;  in  arterio- 
sclerosis, marked  tortuosity  and  narrowing 
of  the  lumen  with  conspicuous  absence  of 
collateral  circulation  are  prominent  features. 

Other  diagnostic  means  as  plethysmog- 
raphy, studies  of  vascular  tone,  blood  volume 
and  blood  viscositv,  the  methods  of  differ- 
entiation between  mechanical  occlusion  and 
vascular  spasm,  as  posterior  tibial  nerve 
block,  the  reflex  vasodilation  method  of 
Landis  and  Gibbons,  paravertebral  block, 
spinal  anesthesia,  various  drugs,  etc.,  may 
not  be  dilated  upon  here ; in  blood  vessel 
surgery  and  in  research  these  studies  prove 
most  valuable. 


We  shall  now  present  very  briefly  the 
most  important  etiologic  and  diagnostic 
features  of  each  of  the  three  serious  vas- 
cular disorders — Buerger’s  disease,  Ray- 
naud’s disease,  and  endarteritis  obliterans. 

Buerger’s  Disease 

Buerger’s  disease  is  the  result  of  a 
chronic,  slowly  progressing  inflammation, 
probably  of  toxic  origin.  It  affects  the 
deep-seated  arteries  and  veins  of  the 
lower  extremities  and  occasionally  is  asso- 
ciated with  a migrating  phlebitis  of  super- 
ficial veins.  Here  there  is  an  acute  in- 
flammatory thickening  of  the  vessel  wall 
with  leukocytic  infiltration,  miliary  giant 
cell  foci  formation,  and  the  production  of 
an  extensive  obstructive  thrombus ; here 
small  purulent  foci  are  found  which  upon 
healing  become  organized  and  often  canal- 
ized by  newly-formed  small  vessels,  thus 
completely  shutting-off  the  circulation  in 
that  vessel  by  occlusion;  finally,  the  de- 
velopment of  fibrotic  tissue  in  the  sur- 
rounding adventitia  binds  together  the 
artery,  adjoining  veins,  and  nerves  into 
one  mass. 

Buerger’s  disease  principally  attacks 
males  and  but  seldom  the  female;  it  gen- 
erally occurs  in  the  young  adult  or  middle 
aged,  rarely  after  the  age  of  fifty. 
Hebrews  are  affected  most  commonly, 
particularly  those  in  the  central  parts  of 
Europe;  cigarette  smokers  and  excessive 
tobacco  users  are  frequent  sufferers.  It 
has  been  established  that  nicotine  by  af- 
fecting the  sympathetic  ganglions  causes 
an  allergic  vascular  reaction,  thereby  in- 
creasing heart  rate  and  blood  pressure 
through  stimulation  of  the  adrenals,  which 
results  in  peripheral  vasoconstriction,  par- 
ticularly of  the  toes ; the  tobacco  and  not 
the  paper  produces  this  phenomena. 

Buerger’s  disease  usually  begins  insidu- 
ously,  but  occasionally  the  onset  is  acute. 
It  is  characterized  by  unmistakable  symp- 
toms : intermittent  claudication  upon  walk- 
ing or  exercising  with  severe  cramp-like 
pains  in  the  lower  extremities,  feet  or 
calves,  which  subsides  upon  discontinu- 
ance of  effort;  the  pain  is  often  mis- 
taken for  that  of  neuritis,  sciatica  or 
rheumatism.  At  other  times,  there  may 
be  fatigue  of  muscles  or  deep-seated  ten- 
derness on  pressure;  in  the  later  stages 
or  preceding  and  during  infection,  trophic 
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ulceration  or  gangrene  the  pain  is  more 
severe  at  night ; the  accompanying  super- 
ficial phlebitis,  where  present,  is  also 
painful. 

Another  symptom  is  constant  redness 
of  the  affected  extremities  known  as 
chronic  rubor;  this  is  often  noticeable 
only  when  the  extremities  are  first  ele- 
vated toward  the  perpendicular  plane  and 
then  dropped  below  the  horizontal  with 
the  patient  remaining  in  the  prone  posi- 
tion ; several  repetitions  of  such  pro- 
cedure may  be  necessary  to  bring  out 
this  reactionary  rubor. 

A third  symptom  is  blanching  of  the 
skin,  which  is  elicited  by  raising  the  leg 
from  the  horizontal  to  the  perpendicular 
position ; after  a few  minutes,  the  blanch- 
ing appears,  the  extent  and  position  de- 
pending upon  the  site  of  the  thrombus. 
Where  ischemia  persists  with  the  limb 
below  ninety  degrees,  the  circulation  is 
definitely  impeded  and  early  gangrene 
imminent. 

Low  or  absent  oscillometric  readings 
and  decreased  or  absent  pulsation  of  the 
artery  supplying  the  extremity  are  invalu- 
able in  detecting  this  disease,  even  in  its 
early  stages.  In  the  later  stages,  other 
symptoms  present  themselves  as  pares- 
thesias, numbness,  coldness,  trophic 
changes  in  nails,  fissures,  and  ulcerations 
of  skin. 

The  characteristic  diagnostic  features, 
therefore,  of  thromboangiitis  obliterans 
are : its  occurrence  in  the  young  or  middle- 
aged  male,  affecting  principally  the  lower 
extremities,  the  upper  only  on  extremely 
rare  occasions;  ischemial  rubor,  the  ab- 
sence of  arterial  pulsation,  of  oscillometric 
vibration  and  of  bony  changes  as  revealed 
by  x-ray  examination  differing  in  this 
respect  from  arteriosclerosis,  endarteritis, 
and  Raynaud’s  disease.  The  blood  in  this 
disorder  shows  an  increase  of  lecithin, 
cholesterol,  and  calcium. 

Raynaud’s  Disease 

This  is  a vascular  disorder  involving 
principally  the  fingers  and  toes,  but  occa- 
sionally also  other  organs  as  the  ears,  chin 
or  lips.  It  is  more  common  in  women, 
at  the  age  of  twenty  to  thirty ; the  lesions 
are  usually  symmetrical.  It  often  consti- 
tutes a syndrome  in  disorders  as  syringo- 
myelia, multiple  sclerosis,  and  angioneu- 
rotic edema;  it  also  occurs  in  various 


endocrine  dysfunctions,  infections  and 
poisonings,  as  chronic  arsenical.  It  is 
found  to  be  frequent  in  hypocalcemia 
and  hyperparathyroidism  with  their  re- 
sulting vasomotor  spasm.  The  primary 
fault,  however,  appears  to  lie  in  an  abnor- 
mality of  the  vasomotor  system  with  spe- 
cial susceptibility  of  the  digital  arterioles. 

The  disease  begins  suddenly  and  passes 
through  three  stages: 

1.  Local  white  syncope  accompanied  by 
severe  pain,  pallor,  coldness,  a feeling  of 
deadness  or  paresthesia  of  the  parts  affected. 
This  is  induced  by  arterial  spasm  and  lasts 
but  a few  minutes  or  longer. 

2.  Local  asphyxia,  when  the  extremity 
turns  dark  blue  or  black  and  the  pain  is 
more  intense  with  possible  blistering.  This 
may  persist  for  weeks  or  months  when  the 
third  stage  sets  in. 

3.  Local  gangrene,  when  a finger  or  toe 
or  other  part  involved  may  become  de- 
tached. 

An  important  provocative  etiological 
factor  is  prolonged  exposure  to  cold.  A 
paroxysm  may  be  induced  by  the  immer- 
sion of  an  affected  extremity  into  cold 
water  (15°  C.),  and  the  spasm  relieved 
by  exposure  to  warm  air  or  water,  when 
relaxation  of  blood  vessels  and  a change 
to  red  from  the  previous  color  of  blue, 
occurs. 

In  severe  cases  the  spasm  may  persist 
even  at  room  temperature,  the  flow  of 
blood  being  retarded  or  completely 
stopped,  injuring  the  tissues  supplied  and 
causing  dry  gangrene  of  the  tips.  The 
normal  reactive  vasodilatation  of  an  ex- 
tremity exposed  to  cold  is  absent  or  re- 
versed to  vasoconstriction  in  Raynaud’s 
disease ; the  redness  is  without  the  normal 
rise  of  temperature,  is  limited  in  extent 
and  prolonged  in  duration;  the  spasm  is 
limited  to  the  deep  digital  arteries,  not  the 
veins. 

Endarteritis  Obliterans 

This  disorder  usually  occurs  after  fifty 
and  is  associated  with  arteriosclerosis. 
There  is  a more  general  involvement  of 
blood  vessels,  although  those  of  the  lower 
extremities  are  more  commonly  and  more 
seriously  affected.  It  affects  mostly  the 
aged  hypertensive.-  diabetics,  syphilitics, 
gouty,  as  well  as  those  subject  to  chronic 
lead  poisoning,  alcoholism,  and  mental 
overexertion.  In  this  condition,  the  ar- 
teries suffer  proliferation  of  their  endo- 
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thelial  tissue,  thickening  of  the  intima 
with  a gradual  narrowing  and  obliteration 
of  the  lumen ; small  aneurysmal  dilatation 
is  not  uncommon ; small  cell  infiltration  in 
the  adventitia  and  media  is  also  found. 
Migrating  phlebitis  is  absent  and  the  red- 
ness and  ischemia  are  of  little  significance, 
although  gangrene  develops  more  rap- 
idly. 


In  conclusion  we  may  state  that  with 
the  present  means  at  our  command — 
clinical,  physical,  laboratory  and  instru- 
mental— there  is  not  much  difficulty  in 
diagnosing  even  early,  the  various  dis- 
orders of  the  peripheral  vascular  system, 
provided  one  bears  these  possibilities  in 
mind  and  applies  the  means  at  hand. 

867  St.  Marks  Ave. 


DIAGNOSIS  OF  BACILLARY  DYSENTERY 


Bacillary  dysentery,  like  plague,  cholera, 
and  influenza,  has  been  one  of  the  great 
scourges  of  the  world.  Although  improved 
sanitation  has  now  greatly  reduced  its  fre- 
quency, the  disease  still  appears  sporadically 
or  breaks  out  in  mild  epidemic  form.  Car- 
riers may  play  an  important  part  in  the 
spread  of  the  infection. 

The  occurrence  of  a group  of  cases  with 
sudden  onset  of  diarrhea  with  blood  and 
mucus  in  the  stools,  should  prompt  the 
physician  to  obtain  immediate  laboratory 
aid  in  determining  whether  or  not  the  epi- 
demic is  caused  by  dysentery  bacilli.  By 
such  action  an  outbreak  may  sometimes  be 
discovered  early,  the  source  recognized  and 
eliminated,  and  the  progress  of  the  epidemic 
stopped.  Frequently,  however,  the  etiolo- 
gical agent  is  not  identified,  either  because 
no  stool  specimens  are  taken  for  laboratory 
examination  or  because  they  are  not  taken 
sufficiently  early.  Furthermore,  it  is  im- 
portant to  remember  that  single  or  isolated 
cases  of  the  disease  may  occur.  In  such 
instances,  early  laboratory  examination  of 
stool  specimens  may  make  possible  an  im- 
mediate diagnosis. 

The  incitants  of  bacillary  dysentery  have 
been  found  to  be  a number  of  different 
strains  of  dysentery  bacilli  which  differ 
from  each  other  more  or  less  markedly. 
The  severity  of  the  infection  usually  varies, 
depending  upon  the  particular  strain  in- 
volved. The  most  virulent  form  occurs 
very  rarely  in  New  York  State. 

When  dysentery  is  suspected,  the  physi- 
cian is  required  by  state  regulations  to  sub- 
mit for  examination  to  a laboratory  ap- 
proved for  the  purpose:  (1)  a specimen 

of  feces ; (2)  ten  c.c.  of  blood.  Specimens 
of  feces  must  also  be  submitted  before  the 
patient  is  released. 


Laboratory  Aids  in  Diagnosis 

I.  Stool  Cultures:  It  is  usually  possible 
to  demonstrate  dysentery  bacilli  in  the 
stools  at  the  onset  of  the  illness.  The 
chances  of  a positive  culture  decrease 
rapidly  as  time  elapses.  Specimens  con- 
sisting of  bloody  mucus  are  the  most  favor- 
able for  examination.  If  specimens  cannot 
be  delivered  immediately  to  the  local  ap- 
proved laboratory,  preservative  is  necessary 
and  special  containers  provided  with  suit- 
able preservative  may  be  obtained  from  the 
local  laboratory  supply  stations.  Cultural 
examination  of  later  specimens  will  some- 
times yield  positive  results  when  the  first 
specimen  does  not. 

II.  The  Agglutination  Reaction:  Agglu- 
tination tests  are  of  very  little  assistance 
as  an  aid  in  the  diagnosis  of  bacillary 
dysentery.  Serum  from  healthy  individuals 
often  agglutinates  in  a high  dilution  micro- 
organisms of  the  Flexner  type  while  the 
serum  from  many  cases  of  the  other  types 
does  not  agglutinate  the  incitant,  at  least 
during  the  early  stages  of  the  illness,  in  a 
sufficiently  high  dilution  to  aid  in  the 
diagnosis.  However,  specimens  of  blood 
for  agglutination  tests  should  always  be 
submitted  for  examination  for  evidence  of 
typhoid  and  paratyphoid  fevers. 

III.  Blood  Cultures:  Dysentery  bacilli 

are  rarely  present  in  the  blood  stream. 
Hence,  blood  cultures  are  of  no  help  except 
in  so  far  as  they  may  aid  in  the  exclusion 
of  other  types  of  infection. 

Polyvalent  antidysentery  serum  may  be 
obtained  from  the  Division  of  Laboratories 
and  Research  in  Albany.  Prompt  adminis- 
tration of  the  serum  is  indicated  in  severe 
cases. — Issued  by  the  New  York  State 
Association  of  Public  Health  Laboratories, 
Leaflet  No.  4. 


HOPE  SPRINGS  ETERNAL 


The  minister  had  just  finished  conducting 
the  funeral  services  of  a good  woman,  and 
was  consoling  the  bereaved  husband. 

“You  have  lost  your  wife,”  the  pastor 
said,  “but  there  is  one  who  loves  you  and 


will  watch  over  you  until  your  sorrow  is  but 
a sweet  memory.” 

“Do  I know  her?”  asked  the  widower,  as 
he  dried  his  tears- 

■ — Illinois  Medical  Journal. 


A MODIFIED  NASAL  CATHETER  FOR  USE  IN  OXYGEN 

THERAPY 


Dickinson  W.  Richards,  Jr.,  M.D.,  New  York  City 
From  the  Department  of  Medicine,  Columbia  University,  and  the  Presbyterian  Hospital 


In  order  to  avoid  the  irritation,  excoria- 
tion, and  bleeding  that  sometimes  occur 
following  prolonged  use  of  intranasal 
catheters  in  oxygen  therapy,  a modified 
single  nasal  catheter  has  been  devised. 
The  essential  feature  of  this  is  an  en- 
larged tip,  which  fits  into  and  occludes  one 
nostril.  It  is  large  enough  so  that  it  re- 
mains in  place,  but  does  not  produce  ob- 
struction of  the  other  nasal  passage. 

The  component  parts  of  such  a cathetei 
are  shown  in  Fig.  1.  As  seen,  they  are 
extremely  simple,  and  can  be  readily  as- 
sembled: (1)  a number  12  French  soft 
urethral  catheter,  its  tip  cut  ofif  to  fit  over 
(2)  a small  angulated  glass  piece;  (3)  a 
one  cm.  length  of  soft,  thick-walled 
rubber  tubing,  approximately  inch 
diameter,  T3^  inch  bore.  The  sides  of  the 
latter  can  be  shaved  down,  if  desired,  to 
provide  an  oval  shape  to  fit  narrow  nasal 
openings.  A cylindrical  or  oval  piece  of 
fine  sponge  rubber  (such  as  is  provided  in 
nose-clips  for  basal  metabolism  determi- 
nations) may  also  be  cut  out  and  used  for 
this  nasal  tip.  The  assembled  catheter  is 
shown  also  in  Fig.  1. 

Added  advantages  of  this  device  are 
that  it  is  light,  can  be  passed  over  and 
behind  the  ear  so  as  not  to  interfere 
either  with  reading,  talking,  or  eating,  and 
that  it  can  be  inserted  or  removed  at  will 
by  the  patient,  or  shifted  from  one  nostril 
to  the  other. 

It  is  important  to  have  the  oxygen  pass 
through  a water  bottle  before  reaching  the 
catheter,  as  the  flow  of  dry  oxygen  into 
the  nasal  passages  produces  an  undesirable 
drying  effect. 

The  effectiveness  of  this  catheter  is 
comparable  to  that  of  the  double  intra- 
nasal catheter.  Using  this  single  occluding 
catheter,  with  oxygen  inflow  at  six  liters 
per  minute,  in  a normal  subject,  it  was 
found  that  the  oropharyngeal  oxygen  con- 


centration was  forty  per  cent.  A similar 
test  in  the  same  subject,  using  the  double 
intranasal  catheter,  gave  an  oropharyn- 
geal oxygen  concentration  of  thirty-eight 
per  cent. 

G.  G.,  a man  of  fifty-seven,  with  advanced 
pulmonary  fibrosis  and  dyspnea,  and  an 
arterial  oxygen  saturation  of  eighty-seven 
per  cent,  was  relieved  of  dyspnea  by  the  use 
of  the  single  occluding  catheter,  with  oxygen 
at  five  liters  per  minute.  His  arterial  oxy- 
gen saturation  after  two  hours  of  this  treat- 
ment was  normal,  ninety-six  per  cent. 

E.  K.,  a woman  of  fifty-two,  who  also  has 
marked  constrictive  pulmonary  fibrosis  with 
anoxemia  and  dyspnea,  has  used  a single 
catheter  of  this  type  continuously  (day  and 
night),  for  nearly  three  years. 

620  W.  168  St. 


A hospital  is  being  planned  for  West-  adults  with  heart  trouble.  The  Foundation 
Chester  County  by  the  McCosker-Hershfield  has  its  headquarters  at  122  East  42  St., 
Cardiac  Foundation,  to  care  for  needy  New  York  City. 
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BORIC  ACID  DERMATITIS 


Alexander  Rothberg,  M.D.  and  George  Adams  Merrill,  M.D.,  Brooklyn 
From  the  Department  of  Allergy , Kings  County  Hospital 


I.  H.,  forty-nine  years  old  and  a barber 
for  the  past  thirty-five  years,  was  referred 
on  October  29,  1934  from  the  Dermatology 
Department  to  the  Allergic  Clinic  of  the 
Kings  County  Hospital  for  diagnosis  of  a 
dermatitis  which  had  become  so  severe  that 
his  family  physician  advised  hospitalization. 
His  past  history  is  irrelevant  in  regard  to 
his  present  condition.  He  also  gives  a nega- 
tive allergic  history. 

Eighteen  months  previously,  he  suffered 
from  a severe  outbreak  of  boils.  He  treated 
himself  with  large  quantities  of  an  ointment 
which,  upon  later  investigation  was  found 
to  be  boric  acid  ointment.  From  that  time, 
except  for  occasional  free  periods,  which 
lasted  at  most  a week,  his  skin  has  been 
covered  with  a fine  papular  rash  in  the  re- 
gions of  the  axilla,  inner  side  of  the  thighs, 
and  flexor  surfaces  of  both  forearms.  Re- 
cently it  has  become  more  vesicular  in  char- 
acter and  the  itching  extremely  severe. 

On  November  20,  the  patient  was  given 
injections  of  a mixed  vaccine  (VanCott). 
This  vaccine  contained  1,500  million  killed 
bacteria  per  c.c.  consisting  of  the  colon  bacil- 
lus, pneumococcus,  streptococcus  hemoly- 
ticus  and  nonhemolyticus,  staphylococcus 
albus,  and  aureus.  Four  injections  were 
given  at  weekly  intervals  with  graded  dosage 
beginning  with  0.1  c.c.  and  ending  with  0.4 
c.c.  when  his  condition  cleared  up  completely. 
He  then  received  a biweekly  injection  of 
0.4  c.c.  for  the  next  three  months.  During 
all  this  time  the  patient  complained  of  no 
itching.  We  then  decided  to  discontinue 
the  injections.  With  the  discontinuance  of 
these  injections,  however,  his  condition 
promptly  returned.  A series  of  skin  tests 


of  the  various  foods  and  inhalents  were 
made,  which  proved  negative.  Patch  tests 
were  made  with  the  different  materials  he 
used  in  his  daily  occupation  as  a barber, 
e.g.,  talc,  hair  tonic  lilac,  cold  cream,  etc. 
All  were  negative  except  the  test  for  cold 
cream  which  was  strongly  positive.  The 
patient  was  advised  to  eliminate  the  use  of 
cold  cream,  which,  however,  was  impractical 
in  his  occupation.  He  was  then  patch  tested 
with  the  ingredients  used  in  the  making  of 
cold  cream,  i.e.,  white  bees-wax,  mineral 
oil,  paraffin,  boric  acid,  and  perfume  oil 
(rose  astre).  The  patch  test  for  boric  acid 
was  strongly  positive  and  caused  a severe 
exacerbation  of  the  dermatitis. 

The  patient  is  now  using  a vanishing 
cream  which  contains  no  borax  and  when  he 
uses  a massage  cream  that  contains  borax, 
he  wears  rubber  gloves.  There  has  been  no 
recurrence  of  the  dermatitis  for  the  past  nine 
months. 

The  points  of  interest  in  this  case  are : 
( 1 ) The  probable  precipitation  of  a sensi- 
tivity to  boric  acid  by  the  use  of  large 
amounts  of  boric  acid  ointment  when  the 
patient’s  resistance  was  lowered  by  an  out- 
break of  boils.  (2)  The  disappearance  of 
the  dermatitis  after  the  patient  received 
injections  of  a mixed  vaccine,  and  its 
recurrence  upon  the  discontinuance  of  the 
injections. 

As  far  as  we  have  been  able  to  deter- 
mine, there  is  no  record  of  a case  of  boric 
acid  sensitivity  recorded  in  the  medical 
literature. 

907  St.  Marks  Ave. 

816  Ocean  Ave. 


BIG  HEALTH  MUSEUM  MAY  SPRING  FROM  1939  EXPOSITION 


A permanent  public  health  museum,  per- 
haps the  first  in  the  United  States,  which 
would  reveal  many  of  the  present  secrets  of 
plague  suppression,  and  the  campaigns 
against  such  epidemics  as  typhoid,  tuber- 
culosis and  diphtheria,  will  be  one  of  the 
principal  developments  of  the  Golden  Gate 
International  Exposition,  if  plans  now  being 
drawn  up  by  the  American  Public  Health 
Association  finally  materialize.  It  is  hoped 


to  locate  the  museum  somewhere  in  the  San 
Francisco  Bay  region,  possibly  in  San 
Francisco.  It  will  be  so  set  up  that  dis- 
plays of  specimens  and  procedures  may  be 
sent  to  any  point  in  the  West  and  to  the 
three  Canadian  provinces  claiming  member- 
ship in  the  Association. 

Preliminary  plans  for  the  museum  were 
discussed  at  the  tenth  annual  meeting  of  the 
Association  in  Portland,  June  6 to  8. 
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ACUTE  APPENDICITIS  WITH  JEJUNAL  INTUSSUSCEP- 
TION AND  ABDOMINAL  LYMPHADENITIS 

Occurring  In  a Child  Immobilized  In  a Spica  Plaster  Cast:  Report  of  Case 


Albert  Lesser,  M.D.  and  Louis  Rene  Kaufman,  M.D.,  New  York  City 

From  the  Department  of  Surgery , New  York  Medical  College  and  Flower  Hospital: 
Metropolitan  Hospital  Service  of  Dr.  Louis  R.  Kaufman 


The  following  case  is  reported  because 
of  the  unusual  combination  of  operative 
findings  and  the  possible  etiological 
significance  of  such  acute  abdominal  con- 
ditions as  intussusception  and  appendici- 
tis arising  during  a period  of  prolonged 
abdominal  immobilization  in  a spica 
plaster  cast. 

R.  M.,  a six-year  old  white  boy,  was 
admitted  to  the  B.  D.  hospital  on  May  18, 
1937  with  a history  of  having  fallen  through 
a fire-escape  shaft  for  a distance  of  two 
stories  to  the  ground.  X-rays  showed  a 
fracture  through  the  midshaft  of  the  left 
femur  and  a fracture  through  the  shaft  of 
the  right  tibia.  A cast  was  applied  for  the 
fractured  tibia,  and  the  fractured  femur 
was  treated  by  Russel  traction.  On  June 
12,  the  traction  was  removed  and  a full 
spica  plaster  cast  was  applied  with  the  left 
leg  in  Whitman  abduction  position.  On 
July  14,  the  patient  was  transferred  to  the 
Metropolitan  Hospital.  On  July  15,  the 
morning  following  admission,  the  child 
began  to  vomit  at  repeated  intervals,  vomit- 
ing everything  taken  by  mouth.  At  this 
time  the  child  complained  of  moderate 
abdominal  pain,  and  on  further  investigation 
it  was  found  that  he  had  had  considerable 
upper  abdominal  pain  before  being  trans- 
ferred from  the  other  hospital  (although 
he  did  not  complain  at  that  time)  and  had 
not  had  any  bowel  movements  during  the 
past  week.  At  this  time  the  temperature 
was  101°  (rectal),  pulse  120;  rectal  exami- 
nation revealed  a large  amount  of  impacted 
feces.  An  effectual  evacuation  was  obtained 
by  enema,  but  the  abdominal  pain  and 
vomiting  persisted.  There  was  no  blood 
noted  in  the  feces  obtained  by  enema. 

To  make  abdominal  examination  possible, 
the  plaster  spica  cast  was  cut  down,  and 
the  abdominal  findings  were  as  follows : 
The  entire  right  side  of  the  abdomen  was 
rigid,  with  marked  rebound  tenderness  and 
maximum  tenderness  at  McBurney’s  point. 
The  left  side  of  the  abdomen  was  not 
rigid,  was  only  moderately  tender,  and 
palpation  revealed  multiple  doughy  masses 
which  seemed  to  “float”  away  from  the  pal- 


pating hand;  these  masses  suggested  multi- 
ple areas  of  fecal  impaction  in  the  small 
intestine.  The  upper  abdomen  was 
markedly  distended  and  generally  tender. 
On  rectal  examination  now  (after  the 
enema),  no  more  fecal  masses  were  present, 
and  there  was  no  evidence  of  blood  on  the 
gloved  finger. 

The  laboratory  findings  were  as  follows: 

White  blood  corpuscles  29,400,  with  eighty- 
eight  per  cent  polymorphonuclear  neutrophils. 

Blood  sedimentation  rate  thirty  mm.  in  one 
hour. 

Urine  examination  essentially  negative. 

Laparotomy  was  performed  through  a 
right  rectus  incision.  On  opening  the  ab- 
domen and  peritoneum,  some  clear  free  fluid 
was  obtained.  The  cecum  and  appendix 
presented  into  the  wound  immediately;  the 
appendix  was  found  gangrenous  throughout 
and  was  removed.  About  the  ileocecal 
region  there  was  a large  number  of  ex- 
tremely large  lymph  glands,  the  overlying 
peritoneum  being  intensely  reddened  and 
injected;  a gland  was  removed  for  biopsy 
purposes.  Almost  the  entire  small  intestine 
was  collapsed,  with  multiple  areas  of  im- 
pacted, doughy,  fecal  masses.  This  state 
of  intestinal  collapse  was  present  to  a point 
in  the  jejunum  about  twelve  inches  distal 
to  the  ligament  of  Treitz,  and  proximal  to 
this  point  the  proximal  jejunum,  the  duo- 
denum, and  the  stomach  were  markedly 
distended.  The  right  rectus  incision  was 
extended  upward  and  further  investigation 
revealed  the  obstruction  to  be  a jejunal 
intussusception,  involving  about  five  inches 
of  jejunum.  The  area  of  involved  intestine 
and  its  mesentery  showed  a reddish-blue 
discoloration  but  no  evidence  of  impending 
gangrene.  There  were  several  serosal 
tears  in  the  involved  intestine,  with  ecchy- 
moses  and  small  subserosal  accumulations 
of  extravasated  blood.  The  intussusception 
was  reduced  by  manipulation  and  applica- 
tions of  hot  towels  brought  about  a rapid 
restoration  of  normal  color  and  peristaltic 
activity  to  the  intestine.  The  serosal  and 
muscularis  tears  in  the  intestine  were  closed 
with  fine  intestinal  sutures. 

The  patient  made  an  entirely  uneventful 
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recovery,  with  no  postoperative  distention 
or  vomiting;  there  was  a normal  spontane- 
ous bowel  movement  on  the  third  postopera- 
tive day. 

The  pathological  report  of  the  appendix 
and  lymph  gland,  respectively,  was  gangre- 
nous appendicitis  and  hyperplastic  lympha- 
denitis. 

Comment 

A careful  search  of  the  literature  does 
not  reveal  a similar  case  report.  True, 
there  are  reported  not  infrequently  cases 
in  which  the  appendix  has  been  found 
intussuscepted  in  an  involved  area  of 
ileum  or  cecum ; but  jejunal  intussuscep- 
tion is  in  itself  an  infrequent  occurrence, 
and  the  associated  acute  appendicitis, 
lymphadenitis,  and  fecal  impaction  make  a 
rare  combination  of  findings. 

However,  this  communication  wishes 
to  stress  as  most  important  the  etiological 


significance  of  the  factors  in  this  case: 

1.  Immobilization  and  incarceration  of 
the  abdomen  in  a spica  plaster  cast  results 
necessarily  in  enforced  abdominal  and 
intestinal  inactivity,  and  therefore,  fecal 
stasis. 

2.  There  is  necessarily  a relationship 
between  intestinal  stasis,  disturbances  in 
the  neuromuscular  mechanism  of  the  in- 
testine, and  altered  peristalsis. 

3.  A body  spica  cast  may  conceal  and 
confound  the  recognition  of  acutely 
emergent  intra-abdominal  conditions. 

It  is  therefore  concluded  that  the  find- 
ings in  this  case  suggest  further  observa- 
tion and  study  of  the  causal  inter-rela- 
tionship of  altered  intestinal  peristalsis, 
fecal  stasis,  intussusception,  and  acute 
appendicitis. 

140  W.  58  St. 

57  W.  57  St. 


PHILOSOPHY  OF  MEDICAL  EXAMINER 


“All  human  nature  is  alike — in  doctors, 
lawyers,  plumbers,”  is  a statement  that  will 
be  a blow  to  plumbers  who  fancy  they  are 
superior  to  doctors — or  vice  versa.  It  is 
credited  to  Dr.  Edward  Marten,  Deputy 
Chief  Medical  Examiner  of  New  York  City, 
in  an  interview  in  the  New  York  Mirror, 
perhaps  an  appropriate  place  for  reflections. 
Here  are  some  more  of  them : 

“I’m  pessimistic  about  the  future.  If  I 
could  rub  an  Aladdin’s  lamp  and  be  granted 
another  twenty-five  years  of  life,  I wouldn’t 
take  it.  I see  too  much  that  I do  not  like. 

“The  murderer  today  is  a young  man, 
not  yet  twenty-two.  And  it’s  the  parent’s 
fault. 

“Children  are  not  born  wrong,  but  they 
can  go  wrong  quickly.  Their  parents  do  not 
live  with  them.  Why,  I have  seen  mothers 
with  children  at  their  breasts  and  cigarettes 
in  their  faces. 

“The  whole  mess  comes  back  to  the  in- 
dividual’s refusal  to  think  deeply.  If  you 
had  examined,  as  I have  done,  thousands, 
of  marvelously  complex  human  brains,  you 
would  know  that  human  life  and  conduct 
is  no  accident.  There  must  be  an  Almighty 
Maker.  It  cannot  be  mere  chance. 

“And  when  you  admit  that  there  is  an 
Almighty,  you  have  the  basis  of  the  re- 
straint we  call  Civilization. 


“You  begin  to  realize  that  honesty  is 
simply  a matter  of  good  business.  You  sleep 
better. 

“You  begin  to  realize  that  you  can  only 
wear  one  pair  of  shoes  at  a time,  so  why 
be  dishonest  to  have  more  than  one?  You 
begin  to  realize  that  there  is  only  one  real 
wealth — how  many  pairs  of  shoes  can  you 
provide  for  others?  That  is  the  one  kind 
of  wealth  that  you  can  take  with  you  when 
you  die. 

“I  have  seen  men  die  with  that  kind  of 
wealth  in  the  pockets  of  their  souls.  There 
was  a look  on  their  faces,  not  of  fear,  but  of 
anticipation  ...  of  the  peace  that  passeth 
all  understanding.’ 

“No,  I have  never  seen  an  electrocution. 
My  testimony  in  a trial  once  sent  a man 
to  the  chair.  The  prosecutor  asked  me  to 
go  up  and  watch  him  die  in  the  death  house. 
It  was  funny,  but  I didn’t  want  to  go. 

“There  wouldn’t  be  so  many  people  in  the 
death  house,  so  many  young  people,  if 
preachers  would  cut  out  all  the  politics  and 
economics  in  their  sermons  and  boil  it  all 
down  to  this:  Be  a gentleman. 

“I  tell  you  one  lesson  I’ve  learned  from 
the  dead:  It  doesn’t  behoove  a man  to  feel 
superior  and  conceited  in  life.  Because 
stretched  out  there  on  the  dead  table,  mur- 
derers or  millionaires,  they  are  all  equal.” 


HOMOLOGOUS  POPLITEAL  CYSTS  OCCURRING 
IN  IDENTICAL  TWINS 


Philip  D.  Allen,  M.D.  and  Peter  Manjos,  M.D.,  New  York  City 
From  the  Children’s  Surgical  Service,  Bellevue  Hospital 


Popliteal  cysts  were  first  described  by 
Baker1  in  1877  and  their  connection  with 
the  knee-joint  was  noted  in  several  in- 
stances. The  origin  of  these  cysts  has 
been  variously  ascribed  to  osteoarthritis 
of  the  knee-joint,  trauma  with  herniation 
of  the  capsule,  or  to  degenerative  proc- 
esses of  regional  bursae.  The  following 
cases  are  presented  because  of  the  un- 
usual development  of  homologous  popli- 
teal cysts  in  identical  female  twins  at  the 
same  time: 

R.  M.,  age  nine,  was  admitted  to  the  Chil- 
dren’s Surgical  Service  of  Bellevue  Hospi- 
tal on  April  14,  1937.  The  mother  stated 
that  a lump  was  first  noticed  in  the  back  of 
the  left  knee  three  weeks  prior  to  admission. 
She  believed  it  had  slowly  increased  in  size. 
Except  for  slight  pain  in  the  popliteal  re- 


made over  the  tumor  mass.  Exposure  re- 
vealed a cystic  mass  with  a thick  fibrous 
capsule  about  five  cm.  in  diameter  overly- 
ing the  medial  head  of  the  gastrocnemius 
and  bound  to  it  by  thin  fibrous  adhesions. 
On  dissecting  it  free  the  cyst  ruptured  ex- 
uding a clear,  mucilaginous  substance.  The 
body  of  the  cyst  extended  anteriorly  and 
superiorly  and  was  connected  by  a non- 
patent stalk  to  the  capsule  of  the  knee-joint. 
Microscopic  sections  showed  a chronic  pro- 
ductive inflammation  of  the  cyst  wall. 

The  other  child,  M.M.,  was  admitted  to 
the  hospital  on  the  same  day.  She  likewise 
complained  of  a tumor  in  the  back  of  the 
left  knee-joint  which  had  been  discovered 
by  the  mother  as  previously  described.  It 
had  increased  slightly  in  size  but  had  pro- 
duced no  symptoms.  Positive  findings  were 
limited  to  the  left  popliteal  space  where  a 
cystic  mass  about  four  cm.  in  diameter  was 


gion  on  walking  the  tumor  gave  no  symp- 
toms. It  was  discovered  by  the  child’s 
mother  who  examined  the  patient  out  of 
curiosity  because  an  older  brother  had  a 
similar  cyst  removed  from  the  left  leg  three 
months  previously.  On  further  investiga- 
tion a similar  lesion  was  found  in  the  child’s 
twin  sister.  Physical  examination  revealed 
a cystic  unilocular  mass  about  five  cm.  in 
diameter  in  the  medial  aspect  of  the  left 
popliteal  space.  The  mass  was  firm  and 
prominent  with  the  knee  in  extension  but 
almost  disappeared  on  flexion.  It  was  at- 
tached to  the  deeper  structures  but  not  to 
the  skin.  There  were  no  other  abnormal 
findings. 

On  April  19,  under  ether  anesthesia,  a 
vertical  incision  about  two  inches  long  was 


visible  and  palpable  with  the  knee  in  exten- 
sion. The  mass  was  firm  and  movable  and 
attached  to  the  deeper  structures  but  not 
to  the  skin.  It  disappeared  on  flexion  of 
the  knee. 

On  April  19,  a similar  operation  was  per- 
formed on  this  child.  Exploration  revealed 
a cyst  with  a thick  fibrous  wall  about  four 
cm.  in  diameter  overlying  and  adherent  to 
the  median  head  of  the  gastrocnemius.  At 
the  point  of  attachment  to  the  gastrocnemius 
the  wall  was  thinned-out  so  much  that  it 
ruptured  on  dissection.  The  contents  were 
found  to  consist  of  a clear,  mucilaginous 
substance.  On  deeper  dissection  the  cyst 
wall  was  seen  to  lie  between  the  inner  head 
of  the  gastrocnemius  and  the  semitendinosus 
tendon  with  the  anterior  wall  directly  in  con- 
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tact  with  the  capsule  of  the  knee-joint.  No 
definite  communication  with  the  joint  cavity 
was  demonstrable.  Microscopic  examination 
demonstrated  chronic  productive  inflamma- 
tion of  the  cyst  wall. 

The  noteworthy  points  about  these 
cases  are  that  (1)  similar  lesions  in  the 
same  location  have  occurred  in  identical 
twins  practically  at  the  same  time;  (2)  an 
older  brother  was  affected  in  the  same 
manner  three  months  previously;  and  (3) 
that  there  is  no  history  of  previous  injury 
or  disease  of  the  knee-joint  in  either  child. 

Homologous  congenital  anomalies  are 
frequently  found  in  identical  twins. 
Snodgrass2  emphasizes  the  fact  that  these 
cysts  find  their  origin  in  the  gastrocne- 
mius bursa  which  is  located  between  the 
median  head  of  the  gastrocnemius  and  the 


semimembranosus  and  which  often  com- 
municates with  the  knee-joint.  It  is  con- 
ceivable that  in  each  of  the  above  patients 
a somewhat  anomalous  location  of  this 
bursa  had  exposed  it  to  constant  trauma 
producing  a low  grade  inflammatory  re- 
action. Possibly  as  a result  of  this  inflam- 
matory reaction,  the  communication  of  the 
bursa  with  the  knee-joint  became  closed 
and  further  irritation  led  to  the  develop- 
ment of  a cyst  filled  with  mucilaginous 
substance  producing  the  picture  of  a 
chronic  bursitis. 

116  E.  58  St. 
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BETWEEN  MENTAL  HEALTH  AND  MENTAL  DISEASE 

B.  Liber,  M.D.,  Dr.P.H.,  New  York  City 

Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “ transition  cases”  from  the 

service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descrip- 
tions are  not  complete  clinical  studies,  but  will  accentuate  situations  from  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 

Frequent  Handicaps 


Some  of  the  cases  of  maladjustment 
coming — or  coming  first — to  the  general 
practitioner  are  so  light  that  they  cannot  be 
correctly  classified.  They  may  not  be  psy- 
chotic, but  they  are  not  normal. 

A man  of  thirty,  married,  living  in  the 
best  terms  at  home  and  whose  family  his- 
tory, as  well  as  his  previous  personal  his- 
tory, are  negative,  suffers  from  “embarrass- 
ment,” to  use  his  own  expression.  He  is 
afraid  of  blushing , expects  to  blush  and 
therefore  blushes  in  the  presence  of  new 
acquaintances.  There  is  no  conscious  feel- 
ing of  guilt  and  no  matter  how  he  is 
analyzed  no  explanation  of  his  condition  is 
found.  He  has  passed  through  the  whole 
gamut  of  examiners,  from  the  plain  phy- 
sicians to  the  best  psychiatrists  and  psycho- 
analysts and  none  of  their  suggestions 
worked.  His  inclination  to  blush  may  be 
due  to  a conviction  that  he  is  too  good  for 
his  work,  that  he  could  have  accomplished 
more,  but  the  recognition  of  this  fact  does 
not  help  him. 

Another  man  developed  a slight  limp 
which  comes  and  goes,  and  which,  as  the 
patient  claims,  is  due  to  an  intermittent 
“cramp”  in  the  right  calf.  This,  in  turn, 
depends  on  his  moods.  In  itself  it  does  not 


interfere  much  with  the  patient’s  business, 
but  his  attempts  to  cure  it  have  ruined  him. 
Of  course,  the  omnipresent  chiropractor 
was  tried,  also  an  Indian  soothsayer,  Chief 
Two  Moon  Neridasset.  A private  doctor 
treated  him  with  electricity  and  a neurologi- 
cal clinic  properly  suggested  that  he  leave 
well  enough  alone.  There  was  no  organic 
or  physical  illness  whatever. 

A third  patient  has  been  cured  once,  years 
ago,  of  a “gastric  ulcer”  simply  because  it 
was  finally  proved  to  him  that  he  did  not 
have  it.  He  was  quiet  until  involved  in  an 
automobile  accident,  which  would  not  have 
amounted  to  much  had  it  not  been  for  this 
man’s  susceptibility  to  anxiety.  He  was 
sure  that  his  brain  was  incurably  shattered. 
None  of  the  famous  specialists  and  institu- 
tions he  visited  found  anything  positive  or 
suspicious,  except  his  abnormal  state  of 
mind.  He  was,  however,  able  to  work  and 
earn  a living  for  his  family.  His  com- 
plaints began  to  be  alive  in  the  evening 
hours. 

Mr.  and  Mrs.  X hived  separately  in  the 
same  house.  They  would  have  parted  alto- 
gether, but  they  agreed  to  stay  on  account 
of  their  child.  They  never  spoke  to  one 
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another.  He  was  busy  in  his  shop,  always 
ate  out  and  went  to  a show  alone.  During 
the  few  hours  he  spent  at  home,  he  was 
“dizzy”  and  that  was  his  complaint. 

A woman  presents  herself  to  a throat 
specialist  and  is  sure  to  suffer  from  a laryn- 
geal and  pharyngeal  disease.  No  soreness, 
no  pathology,  no  hoarseness.  She  is  doing 
her  housework,  but  with  “great  difficulty.” 
She  says:  “Some  people  can  work  in  their 
sleep  better  than  I when  I am  awake.”  Her 
entire  behavior,  the  manner  in  which  she 
describes  her  “ailment”  point  at  once  to 
some  maladjustment,  which  is  confirmed  by 
further  mental  examination.  Her  com- 
plaint dates  from  the  time  when  her  hus- 
band with  whom,  by  the  way,  she  is  living 
in  harmony,  lost  his  business  and  they  be- 
came poor.  Goodbye  to  cook  and  servant, 
large  apartment,  nice  clothes ! Patient  had 
to  attend  to  everything  alone  and  her  dis- 
appointment was  great.  Of  course,  not  all 
the  women,  but  those  with  some  abnormal 
inclinations,  will,  under  similar  circum- 
stances, develop  such  disturbances. 

Another  woman,  also  accusing  her  throat 
and  complaining  of  “bucketfuls  of  mucus 
in  long  strings,”  although  objectively  there 
is  no  sign  of  that,  states  that  she  is  unable 
to  speak  or  breathe,  while  breathing  per- 
fectly and  talking  well  and  too  much.  She 
has  been  a widow  for  many  years  and  still 
regrets  her  husband,  whom  she  mentions 
tearfully.  She  is  quite  unhappy  with  her 
children,  now  all  married,  inconsiderate  and 
paying  but  little  attention  to  her  save  for 
the  few  dollars  a week  which  they  give  her. 
Her  chief  pleasure  is  the  care  she  is  taking 
of  her  husband’s  tomb.  It  is  only  recently 


that  she  managed  to  have  a “stone”  put  up 
over  his  grave,  by  depriving  herself  of 
many  necessary  things.  She  is  in  the  meno- 
pause for  eighteen  months,  but  is  not  trou- 
bled by  that,  her  throat  symptoms  antedat- 
ing it  at  least  a decade.  As  she  puts  it: 
“Change  of  life  is  nothing,  you  suffer  a 
little,  till  all  the  devils  are  out  and  that’s 
all !” 

A very  capable  European  electrical  engi- 
neer with  a responsible  job  in  a great 
American  plant  is  treated  politely,  but 
coldly,  by  his  colleagues  who  are  jealous 
of  the  high  position  occupied  by  this  for- 
eigner. He  is  all  right  at  home,  enjoys 
his  family  life,  and  makes  his  wife  and 
children  happy.  But  at  work  he  suffers 
from  a phobia,  which  forces  him  to  walk 
along  the  walls,  as  he  is  afraid  of  the  mid- 
dle of  the  large  shop.  When  he  must 
cross  it  he  can  do  it  only  by  carrying  a 
hammer  or  other  tool  in  his  hands.  This 
gives  him  the  illusion  that  he  holds  on 
something. 

“Otherwise  I am  healthy,”  he  said,  “my 
stomach  is  strong,  I can  eat  rusty  nails.” 
While  this  is  a mechanic’s  romanticism,  it 
is  true  that  he  is  physically  well. 

In  some  of  these  cases  a complete  restora- 
tion to  mental  health  may  be  possible.  But 
if  not,  there  is  no  great  misfortune  if  the 
patient  can  be  persuaded  to  put  up  with  a 
handicap — and  that  in  itself  is  a sort  of 
cure  or  leading  to  a cure.  Of  course,  this 
is  not  psychiatry  proper  and  perhaps  no 
one  of  these  articles  is,  but  they  all  deal 
with  very  frequent  problems  arising  in 
everyday  life. 

611  W.  158  St. 


NEW  RESEARCH  LABORATORY 


E.  R.  Squibb  & Sons  announce  the  crea- 
tion of  an  industry-supported  research  en- 
terprise dedicated  to  pure  science  in  the 
medical  and  biological  fields,  comparable 
with  the  Bell  Telephone  and  General  Elec- 
tric laboratories  in  the  sphere  of  physics. 

As  one  of  the  leaders  in  the  pharmaceuti- 
cal industry,  the  Squibb  company  has  com- 
pleted a new  laboratory  building  at  a cost 
of  $750,000  in  New  Brunswick,  N.  J.,  to 
house  the  new  enterprise  under  the  name  of 
the  Squibb  Institute  for  Medical  Research. 

“Research  activity,  already  under  way, 
has  been  organized  in  four  main  divisions 
— experimental  medicine,  pharmacology, 


bacteriology  and  virus  diseases,  and  organic 
chemistry,”  the  announcement  said.  “In 
addition,  the  institute  will  operate  a bio- 
chemical laboratory  and  a medicinal  chemis- 
try laboratory.  The  scientists  will  continue 
studies  begun  in  the  laboratories  with  which 
they  were  previously  associated,  and  new 
lines  of  investigation  will  be  opened  up. 

“Dr.  George  A.  Harrop,  formerly  Associ- 
ate Professor  of  Medicine  in  Johns  Hopkins 
University  and  associate  physician  of  Johns 
Hopkins  Hospital,  has  been  appointed  di- 
rector of  research  in  direct  charge  of  the 
institute.  Dr.  Harrop  will  also  head  the 
Division  of  Experimental  Medicine.” 
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EDITORIALS 


Special  Session  of  the  A.M.A. 

House  of  Delegates 

As  we  go  to  press  the  call  of  the  na- 
tional legislative  body  of  the  A.M.A.  is 
being  answered.  Elected  delegates  from 
all  the  constituent  bodies  composing  this 
organization  are  assembling  in  Chicago 
in  special  meeting  to  ponder  the  instant 
problem  presented  to  the  profession  by 
the  recently  held  federal  health  confer- 
ence, and  perhaps  related  questions. 

The  delegates  from  our  State  Society 
go  uninstructed.  The  situation  presents 
three  distinct  problems.  Through  all 
these  problems  runs  the  ever-present  con- 
cern of  the  profession  to  preserve  the 
highest  possible  quality  of  medical  care 
obtainable.  The  question  of  the  delivery 
of  such  care  to  indigents  is  one  problem, 
to  which  there  is  a corollary — namely, 
how  long  can  the  profession  alone  carry 
on  this  gratuitous  service.  Is  not  the 
indigent  a problem  of  the  community, 
rather  than  the  profession?  What  form 
shall  the  community’s  obligation  take  in 
easing  the  burden  that  the  profession  now 
carries  alone? 

The  so-called  white  collar  class  presents 
the  second  problem.  Honest  wage- 
earners  whose  family  treasury  is  depleted 
by  catastrophic  illness — which  deficit  in 
the  budget  seemingly  can  never  be  made 
up — must  be  helped  over  this  barrier. 


This  class-group  is  apt  to  become  ex- 
ploited, under  compulsory  health  insur- 
ance. Thus  far  no  specific  scheme  has 
amply  demonstrated  its  adequacy,  in 
helping  to  solve  the  problem  their  situa- 
tion, presents.  Socialized  medicine,  state 
medicine,  cooperatives  delivering  medical 
care,  and  medical  indemnity  insurance  to 
provide  the  costs  of  medical  care — each 
of  these  has  its  proponents,  yet  in  each 
there  are  very  debatable  factors  and  im- 
plications which  lower  the  quality  of 
medical  care. 

Regarding  both  problems — that  of  the 
indigents,  and  that  of  the  lower  income 
group  of  wage-earners — it  must  be  ap- 
parent to  every  one  who  knows  anything 
of  the  practical  side  of  the  question,  that 
the  solution  must  be  sought  locally,  and 
not  nationally,  and  that  what  may  be 
found  to  solve  the  question  in  one  locality 
conceivably  might  be  a quite  untenable 
situation  in  another  community. 

The  third  problem  involved  concerns 
the  extensions  of  public  health  agencies 
in  many  fields.  No  one  objects  to  this, 
provided  the  taxpayer  is  protected  by 
limiting  these  extensions  to  cover  proven 
needs,  and  community  desires.  The  in- 
herent desire  of  officialdom  to  extend  and 
expand  its  domain  is  almost  axiomatic. 
Since  the  community  through  its  taxes 
pays  the  bill,  the  community  must  be  per- 
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mitted  to  have  a voice  in  the  obligation  it 
assumes. 

We  have  but  briefly  sketched  the  very 
broadest  outline  of  the  problems  which 
will  be  before  the  A.M.A.  House  of  Dele- 
gates. It  is  everyone’s  desire  to  assist  at 
seeking  solutions.  We  may  add  it  as  our 
own  wish,  that  the  intricate  problem  will 
be  met  in  a spirit  of  philosophic  calm, 
that  reason  will  sur plant  emotionalism  in 
arriving  at  conclusions,  and  that  the  gen- 
eral public  will  credit  organized  medicine 
with  this  sincere  endeavor  to  approach 
the  problems  open-mindedly  and  with 
intellectual  integrity. 



No  Spontaneous  Generation 

Social  workers  and  politicians  who  try 
to  persuade  us  that  compulsory  sickness 
insurance  is  cheaper  than  private  medical 
care  would  have  us  believe  in  the  spon- 
taneous generation  of  money.  Actually 
spontaneous  generation  is  no  more  pos- 
sible in  finance  than  in  biology. 

The  most  important  element  in  medical 
care  is  the  physician’s  service.  Even  the 
verbal  camouflage  of  the  advocates  of 
sickness  insurance  cannot  disguise  this 
fact.  The  doctor  must  be  paid,  whether 
in  private  practice  or  under  a government 
insurance  system. 

With  the  latter,  in  addition  to  actual 
medical  fees  there  are  the  costs  of  a com- 
plex bureaucracy.  Medical  fees  plus  bu- 
reaucratic expense  cannot  possibly  come 
to  less  than  medical  fees  alone.  It  would 
not  be  feasible  to  make  up  administrative 
costs  by  a cut  in  the  doctors’  earnings 
because  all  competent  observers  concede 
that  the  average  American  physician  is 
under,  rather  than  overpaid. 

What  of  it,  chorus  the  proponents  of 
sickness  insurance!  Let  the  employers 
and  the  government  pay.  Labor  need 
contribute  only  a third  of  the  costs. 

What  are  the  facts?  The  employer 
passes  his  share  on  in  higher  prices,  which 
the  worker  in  his  capacity  of  consumer 
must  pay.  The  government  raises  its 
contribution  by  taxes;  and  these  too,  in 


the  last  analysis,  the  mass  of  the  workers 
and  not  merely  a few  “economic  royal- 
ists” pay. 

You  thought  it  was  the  Administra- 
tion’s policy  to  “tax  the  rich,”  to  help  the 
poor,  Mr.  Worker?  Let  John  T.  Flynn, 
a highly  competent  economist  writing  for 
the  New  York  World-Telegram  open 
your  eyes:  “I  personally  favor  the  taxa- 
tion of  the  rich.  . . . But  I want  to  point 
out  that  it  is  worse  than  foolish  to  sup- 
pose that  these  vast  outlays  can  be  wrung 
from  the  rich.  There  is  not  that  much 
in  them.  In  the  end  it  will  have  to  be 
wrung  out  of  the  hides  of  the  millions  of 
workers  who  are  being  entertained  now 
with  the  illusion  that  somehow  their  rich 
employers  are  going  to  foot  all  the  bills.” 


Unwholesome  Paternalism 

Progressive  education,  allied  with  men- 
tal hygiene,  attempts  to  make  children 
self-reliant  and  independent,  even  at  the 
sacrifice  of  unquestioning  obedience. 
Their  elders,  on  the  other  hand,  are  being 
taught  to  depend  on  the  government  for 
an  increasing  number  of  things.  They 
get  them,  too — if  they  vote  the  right  way ! 
This  intensified  trend  to  paternalism  in 
government,  at  the  price  of  independence 
of  thought  and  action,  is  highly  demoral- 
izing to  the  will  and  character  of  the 
people. 

It  is  true  that  every  one  needs  a sense 
of  security;  but  that  security  must  not 
consist  of  permanent  reliance  on  aid  from 
others.  Undoubtedly  millions  of  Ameri- 
cans have  had  to  rely  on  governmental 
assistance  for  the  necessities  of  life  in  the 
past  nine  years,  through  no  fault  of  their 
own.  The  government  has  every  right 
and  duty  to  furnish  such  aid.  Its  fault 
lies  in  encouraging  the  recipients  of  relief 
to  believe  they  are  a favored  political  bloc, 
with  a chance  of  getting  more  and  more 
from  the  state  if  they  render  blind  politi- 
cal obedience  to  its  heads.  Such  a course, 
if  persisted  in,  will  reduce  a large  per- 
centage of  the  population  to  a condition 
of  perpetual  infantile  dependence  and 
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complete  personal  irresponsibility — qual- 
ities no  mental  hygienist  likes  to  con- 
template. 

It  has  always  been  considered  a funda- 
mental biological  and  social  law  that 
parents  provide  their  young  with  food, 
clothing,  shelter,  and  medical  care.  Where 
parents  have  been  unable  to  furnish  the 
last  named,  for  any  reason,  physicians  and 
hospitals  have  always  stood  ready  to  sup- 
ply the  deficiency.  Now,  however,  there 
are  movements  afoot  to  provide  free 
health  services  for  all  school  children,  re- 
gardless of  the  parents’  financial  status,  to 
give  all  expectant  mothers  subsidies 
whatever  their  means,  and  to  furnish  all 
infants  with  free  postnatal  service. 
Parents,  in  other  words,  are  to  be  freed  of 
responsibility  for  their  children’s  health. 

Any  such  step  would  be  contrary  to  the 
basic  laws  of  life  and  highly  destructive 
to  the  character  of  the  American  people. 
There  is  no  question  but  that  the  indigent 
must  be  cared  for  by  the  state  and  that 
many  in  the  low  income  groups  must  be 
helped  to  obtain  all  the  medical  service 
they  need.  There  is  no  cavil  with  the 
provision  of  free  medical  care — or  any 
other  aid — to  those  who  really  cannot  help 
themselves. 

There  is  a very  valid  objection,  how- 
ever, to  the  provision  of  free  medical 
service  for  those  who  are  well  able  to 
supply  their  own  needs  and  who  should 
be  encouraged  in  thrift  and  self-reliance 
rather  than  dependence  on  the  state. 
Unnecessary  paternalism  in  government 
saps  the  initiative  and  resourcefulness  of 
the  people  and  is  contrary  to  the  tenets  of 
sound  mental  hygiene. 


Diphtheria  Quickly  Diagnosed 

From  the  Bacteriological  Institute  of 
the  National  Department  of  Hygiene  in 
Buenos  Aires  comes  an  extremely  impor- 
tant contribution  which  affords  the  pro- 
fession with  a means  for  a rapid  diagnosis 
of  diphtheria.1  A culture  of  the  organism 
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can  be  obtained  within  three  hours  and 
identified  both  macroscopically  and  micro- 
scopically within  that  time.  A suspected 
exudate  wherever  located,  is  collected 
with  a cotton  swab  and  is  then  moistened 
with  two  c.c.  of  the  following  mixture. 
To  fifteen  c.c.  of  meat  broth  with  peptone 
there  is  added  1.5  c.c.  of  defibrinated  ox 
blood  and  an  equal  quantity  of  a two  per 
cent  solution  of  potassium  tellurite.  The 
swab  is  then  placed  in  a sterile  test  tube 
and  incubated  for  three  hours  at  36  to 
38°  C. 

At  the  end  of  this  period  a posi- 
tive culture  is  evidenced  by  the  appear- 
ance of  small  characteristic  black  colonies 
on  the  swab.  These  colonies  yield  the 
Klebs-Loeffler  bacillus  when  stained  and 
when  injected  into  guinea  pigs. 

For  rapid  clinical  diagnosis  at  the  bed- 
side, the  following  procedure  is  recom- 
mended. The  pseudomembrane  should  be 
moistened  with  a two  per  cent  solution  of 
sodium  tellurite.  Within  ten  minutes  a 
positive  diphtheria  becomes  manifest  by 
a black  or  grayish  appearance  of  the 
membrane.  Both  of  these  tests  have  been 
carefully  checked.  Where  diphtheria  was 
absent,  the  tests  were  always  negative. 
On  the  other  hand,  where  there  was  diph- 
theria, these  tests  were  in  the  largest  pro- 
portion of  instances,  positive. 

This  simplified  technic  should  make 
possible  the  elimination  of  carriers  from 
all  applicants  for  food  handlers’  permits. 
More  important  at  this  time  is  the  Value 
of  such  a bedside  test  to  the  novitiates  in 
medicine  whose  clinical  experience  with 
this  disease  has  been  sharply  curtailed  by 
the  effective  prophylactic  measures  em- 
ployed against  it. 


Sulfanilamide  Therapy  During 
Pregnancy 

The  field  for  sulfanilamide  in  the 
treatment  of  diseases  produced  by  patho- 
genic organisms  is  daily  increasing  in  its 
scope. 

With  the  more  accurate  means  for 
the  control  of  side  reactions  and  the 
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ability  to  estimate  required  dosage  more 
exactly,  the  drug  can  now  be  administered 
with  safety  under  careful  supervision. 
However,  there  has  been  little  recorded 
concerning  the  effect  of  sulfanilamide  on 
the  viable  human  fetus  while  the  mother 
is  undergoing  treatment  with  this  medi- 
cation. Barker1  estimated  the  free 
sulfanilamide  content  in  the  maternal 
and  umbilical  vein  blood  in  seventeen  in- 
stances and  found  almost  equal  concen- 
trations of  the  chemical  in  both.  It  is 
evident,  therefore,  that  the  placenta  is 
permeable  to  sulfanilamide.  While  in  his 
cases  the  doses  given  were  much  smaller 
than  those  ordinarily  given  for  severe 
infections,  he  feels  that  fetal  complica- 
tions are  theoretically  possible. 

Barr2  treated  sixty-four  cases  of 
pyelitis  occurring  during  pregnancy  with 
doses  of  the  drug  which  in  some  instances 
reached  2.4  Gm.  daily  over  a period  of 
fourteen  days.  He  found  this  form  of 
therapy  highly  superior  and  more  rapidly 
effective  than  all  others  and  intimates 
that  it  will  materially  reduce  the  need 
for  the  interruption  of  pregnancy  even 
in  cases  of  severe  pyelitis.  What  is  ger- 
mane to  our  topic  is  that  in  all  but  two 
instances,  wherein  a spontaneous  miscar- 
riage occurred,  the  patients  went  to  term. 

This  meager  evidence  of  the  apparent 
harmlessness  of  sulfanilatnide  in  the  fetal 
circulation  is  nevertheless  far  from  con- 
clusive. The  frequency  of  infections 
during  the  course  of  pregnancy,  which 
will  respond  favorably  to  the  sulfanila- 
mide preparations,  necessitates  a more 
intensive  investigation  of  the  fetal  reac- 
tions and  the  eventualities  to  be  guarded 
against  before  its  use  during  gravidity 
can  be  recommended  with  assurance  of 
safety  for  both  mother  and  child. 


CURRENT  COMMENT 

“It  is  a mistake  to  legislate  beyond 
our  capacity  to  successfully  administer,” 

1.  Barker,  R.  H. : New  Eng.  Jour,  of  Med.,  219:41, 
1938. 

2.  Barr,  A.:  Glasgow  Med.  Jour.,  12:18,  1938. 


said  Sir  Josiah  Stamp.  “This  basic  thought 
. . . cannot  be  too  strongly  stressed  in  dis- 
cussing medical  care  problems,  especially 
when  compulsory  health  insurance  methods 
are  under  consideration”  adds  the  Septem- 
ber California  and  Western  Medicine. 


“ ...  The  trust  busters  are  trying  to 
let  go  the  tail  of  this  bear  they  grabbed  so 
innocently.  Yet,  instead  of  trying  to  save 
face,  they  might  bring  some  beneficial  re- 
sults from  their  mistake. 

“They  might,  by  frankly  facing  the  is- 
sue, disclose  to  public  opinion  that  organ- 
ized labor  is  encouraged  to  use  methods  to 
an  extent  to  which  the  organized  doctors’ 
use  of  those  methods  the  trust  busters  have 
condemned.  They  might  put  the  light  on 
the  fact  that  industry  is  flatly  forbidden  to 
do  all  what  within  bounds  might  be  of 
public  benefit,  and  which  labor  unions  are 
encouraged  to  carry  to  excess. 

“The  trust  busters  might  discover  that 
the  persons  of  small  income  who  cannot 
meet  the  high  cost  of  illness  are  the  same 
who  cannot  meet  the  high  cost  of  housing 
and  living.  They  might  discover  that 
persons  ruined  by  the  cost  of  illness  then 
cannot  make  payments  of  the  Government 
loans  made  to  encourage  home  building. 
The  loans  do  not  make  housing  any  less 
costly  but  do  make  it  easier  to  get  into  debt. 
Government  might  also  make  loans  to  pay 
the  cost  of  illness,  but,  if  the  borrowers  did 
not  pay,  could  not  foreclose  on  the  opera- 
tion as  may  be  done  on  the  home. 

“The  doctors  might  discover  a method  of 
assuring  medical  care  to  small  income 
groups  and  also  assure  that  they  get  paid 
for  their  services.  ...  * 

“The  blunder  that  the  trust  busters  made 
when  they  went  after  the  doctors  so  far 
has  aroused  humor.  It  might  better  be  used 
as  an  opportunity  to  produce  a great  deal 
of  public  good,  by  restating  the  principle  of 
equal  rights  to  all,  special  privileges  to 
none.” — Suggestions  from  the  San  Fran- 
cisco Chronicle  of  August  17. 


“ ...  If  the  work  of  the  plumber 
springs  a leak,  if  the  grocer  sends  snookies 
instead  of  snackies,  or  if  the  reporter  names 
W.  C.  Smith  as  co-respondent  in  the 
divorce  story  when  it  should  have  been  W. 
G.  Smith,  that  means  very  little  paint  off 
anyone’s  fenders.  But  let  the  doctor  make 
a comparable  mistake  and  there  is  all  hell 
to  pay,  on  top  of  the  fact  that  maybe  he 
stood  to  be  swindled  out  of  his  pay — or  most 
of  it,  anyway — even  if  he  had  done  a 
bang-up  job.” — Recent  comment  in  the 
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“Fair  Enough”  column  of  our  friend  West- 
brook Pegler. 


“‘There  is  no  need  for  new  forms  of 
tax-supported  insurance  to  be  developed. 
Practically  every  U.  S.  community  has  tax 
supported  methods  of  taking  care  of  its 
helpless  members  or  can  develop  such  means. 
Let  each  man  try  to  stand  on  his  own  feet. 
If  we  collectively  make  him  prop  himself 
up  with  tax  supported  insurance,  the  arches 
of  his  character  are  bound  to  weaken’.” — 
From  a letter  of  Myron  Weiss,  Associate 
Editor  of  Time  Newsweek  Magazine  to  be 
found  in  the  Victor  News  of  August. 


“ . . . We  may  suspect  that  the  health 
group  is  more  solicitous  for  the  well-being 
of  a class  of  physicians  who  for  one  reason 
or  another  have  fallen  short  of  professional 


success,  than  they  are  that  none  should  be 
deprived  of  medical  care.  For  this  they 
would  regiment  the  practice  of  medicine  and 
establish  it  on  a lower  level  than  that  to 
which  it  has  been  brought  mainly  through 
the  efforts  of  the  men  who  are  now  more 
vigorously  opposing  regimentation.  . . . ” — 
From  the  Arizona  Republic  of  August  2. 


“ . . . A DQCTOR  WORKING  AS  A FEDERAL 
official  on  a stated  salary  would  spend  a few 
hours  a day  waiting  on  his  patients,  and 
the  rest  of  the  time  making  complicated 
reports  for  another  army  of  clerks  in 
Washington  to  file  away.  . . . Doctors 
would  become  mere  hired  help,  putting  in 
their  hours,  and  looking  ahead  to  annual 
vacations  and  eventual  retirement  pay.  We 
want  none  of  it.” — A voice  from  Vermillion, 
South  Dakota,  recently,  in  the  Dakota  Re- 
publican. 


PLEASE  PASS  THE  GUM  DROPS 


Fatigue,  irritability  and  the  low  spirits  of 
adults  as  well  as  children  frequently  can  be 
rectified  with  a piece  of  candy,  three  authori- 
ties told  the  National  Confectioners  Associa- 
tion at  its  fifty-third  annual  convention  at 
the  Hotel  Waldorf-Astoria  in  New  York 
City. 

The  speakers  were  Dr.  Walter  H. 
Eddy,  Professor  of  Physiological  Chemistry 
at  Columbia  University;  Professor  Howard 
W.  Haggard  of  Yale  and  Dr.  Marvin  (Mai) 
Stevens,  head  football  coach  of  New  York 
University. 

Dr.  Haggard  said  a child  who  was  irri- 
table, restless  or  cross  after  school  should 
get  a piece  of  candy,  rather  than  a scolding. 
Irritability  frequently  is  a sign  of  low  sugar 
content  in  the  blood  and  may  be  overcome 
by  eating  candy,  he  added.  Candy  is  also 
“a  prime  dietary  requirement”  for  tired 
mothers,  workers  who  become  fatigued  in 
the  afternoon  and  others  who  fall  below 
their  maximum  efficiency,  he  explained. 

Candy,  or  some  other  food  rich  in  carbo- 


hydrates, should  be  eaten  at  interval's 
throughout  the  day,  he  suggested. 

Dr.  Eddy,  who  was  chief  of  the  division  of 
food  and  nutrition  of  the  A.E.F.,  declared 
that  candy  was  a wholesome  food  and  should 
be  a part  of  every  one’s  diet.  He  empha- 
sized its  value  as  “an  energy  pick-up,”  point- 
ing out  that  the  nutritive  and  energy  build- 
ing qualities  of  candy  made  it  an  important 
factor  in  the  World  War  in  keeping  men 
in  the  trenches  at  top-notch  efficiency. 

He  denied  that  candy  was  an  important 
factor  in  causing  tooth  decay,  which,  he  said, 
probably  was  generated  by  dietary  deficien- 
cies or  environmental  conditions  rather  than 
by  sugar  fermentation. 

Dr.  Stevens,  who  is  also  Clinical  Pro- 
fessor of  Orthopedic  Surgery  at  Yale, 
praised  candy  as  the  most  valuable  source  of 
energy.  He  said  it  was  particularly  valu- 
able to  athletes,  because  it  refueled  their  de- 
pleted energy  reserve  in  a short  time.  By 
guarding  athletes  against  excessive  fatigue, 
candy  is  also  valuable  in  preventing  injuries. 


HOSPITAL  GIVES  FLOWERS  ALONG  WITH  MEDICINE 


The  University  of  California  Medical 
Center  has  just  prescribed  a bouquet  of 
flowers  once  a week  to  every  patient  in 
both  hospital  and  public  clinics. 

Impressed  by  the  peace  of  mind,  the  at- 
mosphere of  beauty  and  the  general  comfort 
that  flowers  bring  to  the  sick,  the  staff  of 


the  Center  has  entered  heartily  into  the 
activity  of  its  volunteer  unit  in  supplying 
fresh  seasonal  blooms  for  every  tray.  So 
far  as  is  known,  this  is  the  only  hospital  in 
the  country  that  has  made  the  regular  dis- 
tribution of  flowers  a part  of  its  routine. — 
California  and  Western  Medicine. 


Medical  Economics 


What’s  Rotten  in  Denmark? 

Floyd  Burrows,  M.D.,  Syracuse 


Like  the  ancient  Argonaut’s  quest  for 
the  golden  fleece,  the  practice  of  medicine 
is  a stirring  adventure.  To  those  who  em- 
I bark  upon  such  an  exhilarating  cruise  for  a 
life’s  vocation  it  presents  a wonderful  oppor- 
tunity to  benefit  mankind.  Its  horizon  is 
spectacularly  broad  and  its  contacts  amaz- 
ingly varied.  It  offers  many  diverse  angles 
for  consideration. 

To  some  who  become  physicians  it  serves 
simply  as  a genteel  way  to  make  an  honor- 
able living.  To  others  it  expansively  opens 
a vast  intriguing  field  for  scientific  study 
and  experimental  research.  To  a few  it 
yields  a charmed,  exalted  existence  which 
generates  an  artistic  hunger  as  keen  to  cre- 
ate as  that  possessed  by  a genius  in  music, 
painting  or  sculpture. 

To  those  so  endowed,  who  can  compose 
a medical  symphony  with  no-fes  of  disease 
conditions  that  will  make  a finer  harmony 
for  comforting  the  ill;  who  can  paint  the 
intricate  picture  of  a subtle  malady  upon 
the  canvas  of  Time  so  exactly  realistic  that 
its  reproduction  is  a source  of  knowledge  for 
succeeding  generations ; or  who  can  resculp- 
ture a pathological  human  being  into  a pain- 
lessly living  statue  by  perfecting  a marvelous 
surgical  technic,  their  lives  in  creative  ambi- 
tion and  accomplished  achievement  must 
rank  with  those  of  a Mozart,  Angelo  or 
Phidias. 

Only  few  of  the  thousands  of  doctors  who 
daily  plod  to  fhe  bedside  of  the  indisposed 
are  situated  strategically,  blessed  financially 
or  equipped  naturally  to  become  brilliant 
scientists,  original  investigators  or  inventive 
surgeons.  The  mass  of  them  must  go  their 
daily  rounds  unheralded,  unapplauded,  seek- 
ing in  the  dull  gloom  of  a sick  room  to  shed 
what  light;  their  knowledge  and  ability  can 
bestow.  Many  times  perforce  it  is  but  the 
flash  of  a firefly  in  midnight  darkness ! 

Under  present  conditions  they  are  forced 
to  make  their  efforts  produce  enough  finan- 
cial emoluments  to  purchase  food,  clothing, 
drugs,  automobiles ; to  pay  office  rent,  secre- 
tarial hire,  telephone  service  and  the  Lord 
only  knows  what  else.  They  must  obtain 


this  reward  somehow  to  exist  as  practition- 
ers. Their  ideals  may  be  as  lofty  as  a moun- 
tain peak ; and  pure  sun-kissed  clouds  of 
holy  aspiration  may  bathe  their  brows  with 
honest  moisture ; but  their  fallen  arches  have 
to  be  planted  on  prosaic  mother  Earth’s 
financial  pathways  which  are  none  too 
smooth  and  very  steep. 

I do  not  intend  in  this  paper  to  discuss 
the  problems  of  the  tonsil  excavators  who 
cultivate  the  pharyngeal  soil  so  assiduously; 
the  scalpel  grand  dukes  who  haunt  the  cor- 
ridors of  million  ddllar  hospitals;  or  those 
strategic  dignitaries  who  shoot  the  ducks 
others  scare  up,  and  whose  income  is  often 
amazingly  large.  I plead  for  the  great  army 
of  general  practitioners  who  visit  the  sick 
day  after  day  without  glory  or  acclaim — 
often  ill  themselves  from  worry  about  the 
old  mortgage  and  its  overdue  interest  which 
they  are  unable  to  lift  through  their  practice. 

If  there  is  anything  that  makes  me  want 
to  cross  swords  wi-fh  a man  and  ram  a 
sizzling  blade  through  his  left  ventricle  it  is 
to  have  him  utter  voluminous  lamentations 
concerning  how  the  finer  ethics  of  the  medi- 
cal profession  are  being  debased,  prostituted 
and  driven  to  the  demnition  bow-wows  by 
modern  methods.  Every  once  in  a while 
some  medical  gent — usually  vintage  of  three 
or  four  decades  ago — will  rise  up  on  his 
astute  hind  legs  and  disclaim  solemnly  and 
in  deep  despondency  over  the  commercial 
aspect  into  which  his  profession  has  sinfully 
descended  in  these  unholy  days  of  1938.  His 
viewpoint  often  sounds  so  lofty  and  noble, 
his  audience  almost  becomes  convinced  that 
medicine  has  fallen  into  the  hands  of  a 
bunch  of  crooks  and  racketeers,  unless  some- 
one has  the  intestinal  fortitude  to  state  a 
few  facts  in  controversion. 

Not  over  fifty  years  ago,  time  was,  when 
one  could  buy  Mary’s  little  lamb  for  today’s 
cost  of  a mutton  chop ; when  a lusty  rooster 
full  of  rampant  hormones  and  an  ambitious 
hen  bursting  with  ova  could  be  purchased 
for  the  price  of  a dozen  eggs  as  they  retail 
now;  when  a squealing  shoat  in  a farmer’s 
sty  wasn’t  worth  so  much  as  two  pounds  of 
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pork  chops  are  at  present  in  an  up-to-date 
white  enameled  butcher  shop;  and  when  a 
gallon  of  good  “likker” — with  a magnificent 
kick  in  it  like  a kangaroo’s,  to  wash  such 
victuals  down — could  have  been  obtained  for 
what  a bibulous  individual  expends  a.t;  a 
cocktail  bar  for  a Scotch  highball. 

Everything  else  was  as  cheap  in  compari- 
son, including  the  expense  of  educating  a 
man — if  the  process  could  be  called  such — 
to  practice  medicine.  Probably  a thousand 
dollars — or  less^-did  the  trick  and  put  one 
in  position  to  dabble  with  drugs  and  indulge 
in  surgery  of  sorts. 

When  the  medical  neophyte  was  ready  t,o 
hurl  himself  at  a suffering  and  expectant 
public  he  could  use  a nook  in  his  own  home 
for  an  office  and  pack  his  armamentarium 
into  a bag  which  today  wouldn’t  hold  his 
golf  togs.  He  could  purchase  a horse  and 
wagon  for  jogging  to  aTid  fro  to  his  patients 
for  less  than  what  he  spends  now  in  a year 
for  gas  and  oil  to  propel  his  automobile. 
Pharmaceuticals  and  phones  were  about;  as 
extravagant  an  outlay  as  cigarettes  and 
matches  are  at  present.  His  whole  ensemble 
was  simple  and  not  costly ; so  expenses  were 
practically  nil  compared  with  what  they  are 
in  this  year  of  grace. 

The  overhead  was  a mere  item  and  a 
physician  if  disposed  could  utilize  spare  time 
in  an  eleemosynary  way  without  serious  drain 
on  his  pocketbook.  Everything  jogged  along 
at  a slow  and  easy  but  safe  gait.  The  cur- 
rents of  life  ran  less  turbulently  in  that 
halcyon  period. 

But  the  “gay  nineties”  and  before  vanished 
like  a pleasant,  transitory  dream.  The  epoch 
following  the  gala  entrance  of  the  fast;  and 
furious  nineteen-hundreds — and  particularly 
the  mad  period  which  has  elapsed  since  the 
World  war — has  speeded  things  from  less 
than  ten  miles  an  hour  to  sixty  plus ; until 
the  modern  world  has  become  a far  different 
place  to  cavort  with  pills  and  powders  than 
it,  was  in  the  days  of  Hippocrates  or  any 
of  his  merry  followers  up  to  the  commence- 
ment of  the  twentieth  century. 

I doubt  if  today  there  is  any  other  occupa- 
tion which  has  so  high  a proportionate  over- 
head expense  as  the  practice  of  medicine. 
The  low-priced  era  of  visiting  the  sick  on 
horseback  by  .t,he  M.D.,  with  his  saddlebags, 
and  the  M.D/s  use  of  his  wife’s  sitting  room 
for  an  office,  has  passed  away  like  the  in- 
expensive habit  of  courtship  by  bundling. 
The  physician’s-world  has  experienced  won- 


derful changes  since  Lister  discovered  anti- 
sepsis, and  science  has  created  an  immense 
array  of  accouterments  and  paraphernalia 
for  the  promotion  and  acquisition  of  health. 

In  view  of  the  radically  changed  condi- 
tions surrounding  the  practice  of  medicine 
in  t,hese  depression  months  of  1938,  as  dis- 
tinguished from  those  of  former  times,  how 
can  any  grizzled  gazebo — who  perhaps  magi- 
cally has  made  and  saved  a sizable  pile  in 
sunnier  days — strut  about  on  lofty  intel- 
lectual stilts  and  bemoan  the  fact  that  a 
doctor  is  unethically  commercial  because  he 
begins  to  assert  himself  and  demand  pay  for 
his  services? 

What,  does  such  a noble  individual  think — 
that  God  almighty  will  reach  down  in  his 
pants  pocket,  hand  out  a big  roll  of  mazuma 
and  say,  “Bless  you  my  son — go  in  for 
science  and  humanity  in  a big  way?” 

Not  on  your  life!  Unless  he  marries  it, 
inherits  it,  or  dad  coughs  it  up  like  a finan- 
cial consumptive,  he  must  go  out,  and  get  it — 
at  the  bedside,  or  in  his  office — with  the 
sweat  of  honest  endeavor  upon  his  brow 
and,  often,  with  goose  pimples  as  big  as  the 
warts  on  a toad’s  back  on  his  spine. 

Medicine,  no  matter  how  much  it  may  be 
idealized  by  those  who  do  not  have  to  earn 
a living  by  practicing  it,  unquestionably  has 
its  business  side,  like  every  other  legitimate 
means  of  acquiring  a livelihood.  One  cannot 
run  a sugar  bush  profitably,  unless  occa- 
sionally one  taps  the  trees.  A cutlery  con- 
cern may  manufacture  durable  knives  and 
spoons,  but  the  process  of  silver  plating 
them  is  a vastly  different  and  somewhat 
delicate  proposition. 

If  doctors  do  not  bore  industriously  for 
financial  sap,  or  learn  how  to  silver  plate 
their  professional  wares,  by  being  good  busi- 
ness men,  they  are  partial  failures,  no  matter 
how  gilt-edged  their  medical  and  surgi- 
cal reputations  for  skill  may  be.  They  riot 
only  injure  themselves  from  a lucrative 
standpoint,  but  worse  yet,  they  are  creating 
a wrong  heritage  of  business  dealing  with 
the  public , to  hand  on  to  the  next  generation 
of  their  successors. 

The  time  has  arrived  when  they  must 
arouse  themselves  from  a lethargic  condition 
and  take  an  active  interest;  in  the  economic 
side  of  their  profession.  They  can  no  longer 
afford  to  sit  twiddling  their  thumbs  remi- 
niscing about  the  prosperous,  carefree  days 
when  visiting  the  sick  was  like  a picnic  in 
fairyland. 
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At;  this  point  I want  to  reiterate  and  re- 
emphasize a query  I have  often  made. 

Why  should  doctors  annually  year  in,  year 
out,  give  millions  and  millions  of  expense- 
exacting service  for  nothing?  Why  should 
they  take  care  of  all  the  indigent  free  of 
charge?  Why  shouldn’t  they  be  paid  for 
hospital  ward  service  and  service  in  dispen- 
saries and  clinics?  Why  shouldn’t  the  serv- 
ice extended  to  the  indigent  who  apply  for 
office  and  home  treatment  be  paid  for  the 
same  as  their  coal,  groceries,  rent,  and 
other  necessities?  Why  shouldn’t  the  cost 
of  all  this  be  distributed  by  taxation  pro  rata 
on  the  population  at  large  and  not  all  fall 
on  the  shoulders  of  one  class? 

I am  a firm  believer  -t,hat  the  medical  pro- 
fession has  held  the  bag  for  the  public  long 
enough.  I intend  to  advocate  and  agitate  to 
the  end  that  the  cost  of  this  tremendous 
load  be  distributed  upon  the  population  as  a 
whole. 

I am  not  imbecilic  enough  to  imagine  that 
doctors  can  bring  about  such  an  innovation 
overnight  after  they  have  fitted  the  millstone 
around  their  necks  for  generation  after  gen- 
eration; nor  so  long  as  they  suffer  an  un- 
holy fear  about  their  prestige  being  sullied 
if  they  sfrive  to  abolish  this  custom. 

Personally,  I zvould  rather  my  prestige 
endured  a pang  or  two  than  to  have  to  starve 
to  death  to  sustain  it. 

I believe  the  time  is  here  in  these  some- 
what desperate  days  when  a hospital  s-faff 
doctor,  or  a dispensary  doctor,  should  right- 
fully demand  and  receive  a nominal  but  rea- 
sonable salary  to  cover  his  time  and  service 
and  the  cost  of  going  to  and  fro.  I believe 
the  general  practitioner,  also,  who  cares  for 
indigent  patients  in  their  homes  or  in  his 
office  should  be  paid  likewise.  If  I had  re- 
ceived five  hundred  a year  for  such  services 
since  I entered  practice  I would  be  twenty 
thousand  to  the  good  now.  Never  a year  but 
what  I have  rendered  considerably  more 
than  half  a grand  of  work  gratuitously 
among  the  indigent  in  hospitals  and  homes. 

While  expatiating  along  this  line  not 
long  ago  to  one  of  my  happy-go-lucky 
friends,  he  replied — like  a rude  slanderer — 
“Oh,  what  the  hell ! If  you’d  got  it,  you’d 
have  lost  it  in  the  stjock  market.” 

What  I would  have  done  with  it — like  the 
pea  under  the  gambler’s  shell — is  neither 
here  nor  there. 

But  the  important  fact;  remains  if  the 
business  set-up  between  the  public  and  the 


doctors  was  what  it  ought  to  be,  I would 
have  got  it,  and  I would  not  have  to 
tremble  now,  as  though  I had  paralysis  agi- 
•t.ans,  every  time  I whirl  by  a poorhouse. 

I am  optimist  enough  to  believe  that  what 
is  right  will  eventually  prevail  if  sufficient 
critters,  like  myself  who  hunger  for  the 
right,  will  howl  loudly  and  long  and  sound 
their  wail  in  a direction  where  it  will  attract 
prompt;  attention. 

The  members  of  the  medical  profession 
have  influential  friends  in  all  walks  of  life. 

If  they  worked  extensively,  energetically, 
and  indefatigably  as  a body  in  an  educa- 
tional manner  among  their  patients,  explain- 
ing their  trials  and  tribulations,  much  could 
be  accomplished  and  eventually  the  politi- 
cians could  be  persuaded — or  forced — to 
come  across. 

Before  you  jump,  with  t,he  agility  of  a 
grasshopper,  to  a negative  conclusion  on 
this  point  or  pooh-pooh  yourself  black  in 
the  face  over  it,  remember  the  public  is  al- 
ready going  along  part  way  even  as  things 
are  now.  In  practically  every  general  hos- 
pital the  public  is  paying  to  a considerable 
extent  for  the  care  of  an  indigent’s  board 
and  hospitalization.  It  is  already  hospital- 
conscious. It  should  be — and  can  be — made 
pecuniary-minded  of  its  obligation  to  physi- 
cians also. 

So  long,  however,  as  doctors  continue  to 
lazily  and  listlessly  lean  back  in  languid 
fashion  against  the  enervating  upholstery 
of  the  “Can’t  Club,”  they  will  journey  on  in 
the  same  aimless,  old,  fashioned  manner — 
every  man  for  himself  and  the  devil  take 
.t,he  hindmost. 

Frequently  wonder  is  expressed  whether 
the  simpletons  called  doctors  really  are  being 
victimized  by  private  individuals,  eleemosy- 
nary institutions  and  municipal  clinics,  and 
whether  to  place  the  onus  on  a rapacious 
public. 

I maintain  that  doctors  have  victimized 
themselves;  have  encouraged  otjiers  to  vic- 
timize them,  and  so  have  nobody  to  blame 
but  themselves;  for  hasn’t  it  been  the  usual 
spirit  of  the  noble  profession  to  look  with 
disdain  upon  filthy  money  and  to  saintly  pose 
as  being  interested  in  science  only?  Hasn’t 
it;  been  regarded  as  good  business  to  give 
the  impression  of  always  being  busier  than 

H with  more  patients  to  look  after  than 

one  knows  what  to  do  with;  and  so  create 
the  mistaken  idea  that  money  is  just  rolling 
in  from  an  inexhaustible  source? 
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Money ! 

Is  anything  ever  said  about;  money  in  med- 
ical school — except  when  the  tuition  is  over- 
due? Why  the  fellow  who  harbors  such  a 
low,  undignified  thought  is  regarded  an  unfit 
person  to  study  medicine — much  less  prac- 
tice it ! 

In  a little  weather-beaten  Methodist  meet- 
inghouse— where  as  a phenomenal  juvenile 
devil  I used  to  dig  into  scriptural  literature 
with  a zeal  almost  sublime,  until  I acquired 
an  astonishing  store  of  Bible  knowledge 
upon  which  to  draw  through  the  years — I 
learned  in  my  exploration  of  Genesis  how 
Esau  sold  his  birthright  for  a mess  of 
pottage. 

And  so  I wonder  sometimes — when  I stu- 
diously survey  the  glorious  realm  of  physic 
with  its  lofty  mountain  peaks  of  hope  and  its 
grim,  deep  valleys  of  discouragement;  or 
attentively  listen  to  the  various  medical  argu- 
ments concerning  it,s  policies  and  politics 
which  go  on  endlessly  wherever  doctors  as- 
semble— if,  alas,  my  profession,  like  Esau, 
isn’t  also  indifferently  bartering  away  its 
birthright. 

Not  long  ago  on  the  elevator  in  the  build- 
ing where  my  office  looks  out  over  a medical 
college  and  a free  clinic  connected  with  it,  a 
colleague  remarked  that  the  day  before  he 
•fook  care  of  twenty-five  patients  in  the 
dispensary  and  two  in  his  office ! 

After  several  such  disheartening  episodes 
he,  or  any  other  doctor,  is  not  inclined  at 
3 :00  a.m.  to  sit  on  the  edge  of  the  bed — 
sore  bunions  and  corns  dangling  in  the  cold 
— and  hilariously  sing  “Glory  Hallelujah” 
until  he  wakes  the  baby. 

But  he  has  nobody  to  blame  but  himself 
for  being  a party — and  a victim — of  such  a 
deplorable  situation.  He  should  remember 
the  free  work  performed  in  clinics  and  in 
hospital  ward  service  is  not  done  by  auto- 
matic machines,  but  by  doctors  who  often 
hunger  like  a ravenous  animal  to  slave  away 
on  people  who  many  times  are  in  better 
financial  circumstances  than  themselves. 

All  for  what  may  I ask? 

Perhaps  for  the  notion  they  gain  an  edge 
on  t,he  other  chaps  who  either  have  not,  or 
do  not  want,  such  a clinical  connection. 

Did  you,  who  are  doing  hospital  staff  work 
or  giving  free  service  in  a dispensary  clinic, 
ever  sit  down  and  seriously  ask  yourself 
these  salient  questions? 

Am  I doing  this  work  just  to  follow  an  old 
moldy  medical  tradition? 


Am  I doing  it  simply  to  increase  my  prestige? 

Am  I doing  it  solely  to  enlarge  my  experi- 
ence? 

Am  I doing  it  purely  from  a philanthropic  or 
altruistic  purpose? 

Am  I ever  seriously  considering  what  effect 
this  donation  of  service  is  having  indirectly  on 
the  welfare  of  my  fellow  doctors? 

Why  not  be  honest  with  yourself  sometime 
and  see  what  the  answer  really  is? 

From  my  standpoint  I do  not  see  why  any 
physician  should  assume  that  his  occupation 
inherits  a more  religious  flavor,  or  a holier 
perfume,  than  the  occupation  of  a barber, 
baker  or  banker;  or  why  such  a career  is 
analogous  to  the  life  of  Christ  any  more 
than  that  of  a paper  hanger.  A doctor  doesn’t 
save  his  patients  by  prayer  any  more  than  a 
veterinarian  does  a dog  or  a jackass.  Why 
then  should  he  humbly  appropriate  t,he  pre- 
rogatives of  a monk,  a minister,  or  a mis- 
sionary? Why  should  he  pass  the  collection 
plate  like  a mendicant  with  a meek  give-me- 
what-thou-wilt  attitude?  Or  why  should  he 
be  expected  to  graciously  work  for  nothing 
and  board  himself?  He  is  not  a sky  pilot,; 
he  is  an  artisan  as  much  as  a watchmaker 
or  an  auto  mechanic.  The  mechanism  he 
tinkers  with  is  the  human  machine  and  his 
repair  shops  are  not  churches  or  sanctuaries 
but  his  office  and  the  hospital.  He  is  as 
justly  entitled  to  his  wage  as  any  other 
worker. 

Far  be  it  from  me  to  decry  religion  or 
belittle  holy  communion  with  the  Savior  if 
it  makes  a doctor  happier  or  gives  him  a 
psychological  reaction  which  increases  his 
skill  and  efficiency.  I have  only  the  deepest 
respect  and  reverence  for  those  who  sub- 
missively follow  its  precepts  and  practice 
its  teachings  under  whatever  creed  their 
conscience  dictates.  But  if  you  get  right 
down  -t;o  brass  tacks,  doctoring  carries  no 
more  obligation  to  “take  up  the  cross,  fol- 
low me”  and  be  crucified  by  poverty,  through 
working  without  pay,  than  the  vocation  of  a 
mortician  or  a choir  singer. 

Some  of  the  greatest  physicians  I have 
known  have  had  the  least  religion  in  their 
systems — seemingly.  Whether  they  have 
gone — or  will  go — to  heaven  I’ll  have  to 
discover  when  I get  there. 

I did  not  enter  the  medical  profession  to 
win  a halo,  be  anointed  a saint,  or  undergo 
martyrdom.  I entered  it  because  it  partic- 
ularly appealed  to  me  as  an  interesting  and 
honorable  way  -to  work  out  a successful 
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career.  The  life  of  a farmer  did  not  allure 
me;  I felt  certain  I hadn’t  the  oratorical  gift 
of  gab  for  lawing  it;  and  while  piety  oozed 
out  of  my  system  like  perspiration  on  a hot 
day — as  it  once  did  from  all  good  country 
boys — I realized  my  knees  were  too  frail  to 
hazard  their  destiny  by  pounding  fhem 
through  the  years  in  an  ecclesiastical  fashion 
on  the  rough  floors  of  various  sanctuaries; 
and  there  was  no  other  job  in  sight  on  life’s 
grindstone  for  sticking  my  nose  against 
through  several  decades  that  dazzled  my 
fancy.  What  a lucky  break  for  medicine! 

I had  fhe  idea  then — and  I have  always 
retained  it — that  a doctor’s  life  is  not  a 
poetic  dream  of  Utopia  or  a sort  of  modern 
Garden  of  Eden  in  which  the  fruits  of  life 
are  provided  by  fairies.  I considered  it — 
and  I so  consider  it — an  occupation  whereby 
a person  by  study,  skill,  persistent  applica- 
tion and  hard  work — and  lots  of  i-t, — is 
entitled  to  win  a competence  the  same  as 
any  other  industrious  individual  in  his  legiti- 
mate vocation  unless  the  cards  are  stacked 
against  him. 

I never  considered  it — and  I do  not  con- 
sider it  now — the  means  to  acquire  great 
wealth.  But  I believe  a medical  man,  if  he 
yields  his  best  to  the  sick,  should  have  the 
right  to  obtain  a return  from  his  labor 
sufficient  to  place  him  beyond  the  point  of 
being  engrossed,  harassed,  and  engulfed  by 
financial  worries.  I believe  he  is  entitled  to 
at  least  a modest  home,  good  clothing,  nour- 
ishing food,  a vacation  occasionally,  a rea- 
sonable amount  of  travel,  access  to  medical 
meetings,  the  privilege  of  rearing  and  edu- 
cating a family,  and  the  acquiring  of  a rea- 
sonable sufficiency  for  his  old  age. 

Approximately  ten  years  of  life  go  into 
the  making  of  a physician.  The  expense  of 
his  education  is  as  many  thousand  dollars 
or  more.  Even  if  he  is  exceedingly  diligent 
and  thrifty  he  is  at  least  t,hirty  years  of  age 
before  he  has  an  earning  capacity  to  make 
both  ends  meet. 

When  he  starts  he  must  equip  himself 
with  a suitable  office;  furnish  it  with  much 
lavish  apparatus  and  many  expensive  dew- 
daddies;  procure  a durable  automobile;  and 
keep  himself  up  to  the  minut,e.  Patients  to- 
day demand  the  use  of  costly  gadgets.  If  a 
man  is  to  successfully  compete  with  his 
brethren  he  must  possess  and  utilize  them. 
They  all  cost  money  and  how ! He  must 
meet  practically  all  his  expenditures  each 
month  in  cash.  But  before  tjhe  “do-re-me” 


flows  into  his  office  with  a pleasant  gurgling 
sound — like  a sylvan  brook  purling  over 
golden  nuggets  in  a Klondike  valley — or  he 
begins  to  realize  on  his  investment — suffi- 
ciently to  have  bankers  and  brokers  serenade 
him  with  a brass  band — he  must  establish  a 
book  account  of  several  hundred  dollars. 
This  will  be  owed  to  him  by  delinquent  pa- 
tients who  have  been  allowed  fo  skate  merrily 
along  in  the  serene  belief  that  paying  the 
doctor’s  bill  last  is  the  acme  of  an  alert 
accomplishment. 

This  amount,  as  the  years  roll  relentlessly 
by,  will  grow  increasingly  and  disturbingly 
in  size  until  he  dies.  It  will  be  one  of  his 
unique  assets  which  won’t  be  worfh  enough 
to  procure  a simple  wreath  of  forget-me-nots 
to  lay  on  his  humble  casket. 

The  records  show  that  the  average  doctor, 
in  this  vale  of  tears  and  rascality,  dies  be- 
fore he  reaches  the  age  of  sixty.  If  he  is 
to  recoup  the  cost  of  his  education,  reimburse 
himself  for  the  years  spent  as  a student  earn- 
ing nothing,  and  acquire  the  essentials  I 
have  enumerated,  he  must  travel  with  the 
dogged  speed  of  an  Aesculapian  marathoner 
and  hoard  his  pennies  with  the  thrifty  zeal 
of  a Scotch  miser  during  the  fhirty  years 
vouchsafed  him  for  accomplishment. 

A survey  of  the  surrogate’s  files  will  sur- 
prisingly show  how  many,  many,  woefully 
drop  by  the  wayside  financially  exhausted  be- 
fore such  an  accomplishment  goal  is  reached. 

This  is  something  to  thoughtfully  consider 
when  one  is  expected  to  burn  up  vital  energy 
and  consume  valuable  time  in  an  extravagant 
fashion,  working  without  pay — energy  and 
time  which  could  be  capitalized  profitably, 
for  procuring  useful  ammunition  to  keep 
the  wolf  off  the  business  doorstep.  It  is  a 
worthy  idea  which  ought  to  generate  as 
much  mental  strain  in  smoking  room  discus- 
sions as  is  customarily  expended  upon  the 
ogre  of  state  medicine — discussions  which 
sway  and  scorch  the  branches  of  the  medi- 
cal free  like  a hurricane  of  hot  air  but 
which  never  seem  to  formulate  a successful 
plan  for  safeguarding  its  roots. 

If  a man  wants  to  make  an  expenditure 
of  time,  struggle,  and  money  and  then  be- 
come a medical  missionary  why  doesn’t  he 
fare  forth  among  the  Eskimo  or  go  to  China 
or  Timbuctoo,  or  some  other  destitute  God- 
forsaken place,  hang  out  his  shingle  and 
wait  for  manna  to  descend  from  heaven  to 
succor  his  various  pangs  instead  of  hanging 
around  in  unfair  competition  with  his  fellows 
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who  have  to  make  a living  out  of  their  pro- 
fession? 

There  should  be  no  place  in  our  nation 
where  medical  missionaries  are  needed,  per- 
mitted or  tolerated.  This  country  is  pros- 
perous enough,  if  things  were  managed 
properly,  so  that  every  destitute  person  could 
be  provided  with  excellent  and  ample  medical 
care  and  doctors  giving  it  could  receive 
suitable  remuneration.  Nor  would  this  ar- 
rangement have  to  come  about  by  the  insti- 
tution of  state  medicine. 

Disagreement  may  be  found  wi-fh  much  I 
say ; but  if  I arouse  earnest  constructive 
thinking  and  plant  a helpful  idea  or  two  in 
a receptive  brain  my  purpose  will  be  served. 
Doctors  love  to  experiment  with  new  cures, 
new  technics,  new  operative  procedures, 
often  in  an  amazing  and  daring  fashion.  But 
when  it  comes  to  adventuring  in  new  busi- 
ness ideas,  their  feet  get  as  cold  as  a knot 
hole  in  the  North  Pole. 

It  is  a strange  and  mysterious  syndrome, 
like  delusions  of  grandeur  or  other  quirks 
of  mental  aberration,  how  they  can  be  so 
keen  and  alert  in  the  professional  realm  and 
ignore  indifferently  and  carelessly  the  com- 
mercial realm.  Like  knights  of  old,  who 
nonchalantly  bandaged  one  eye  when  joust- 
ing, they  unnecessarily  handicap  their  capa- 
bilities for  success. 

If  medicine  is  just  a hobby — a hilarious 
pastime,  with  its  varied  paraphernalia  your 
playthings,  out  of  which  a big  scientific  kick 
is  obtained,  pay  or  no  pay;  and  you  are 
satisfied  to  plod  along,  not  caring  a hoot 
financially  whether  ends  meet;  or  not;  so 
long  as  you  can  rapturously  exclaim,  “Ain’t 
I got  fun?” — then  disregard  my  ideas  and 
jimmy  an  entrance  at  once  into  some  somber, 
statistical  sepulcher  of  knowledge.  After  all, 
contentment  is  a supreme  achievement! 

What  medicine  needs  now  is  not  a com- 
pany of  lackadaisical  Chinese-like  soldiers  to 
fight  feebly  in  a resigned  fashion  defend- 
ing an  out-moded  antiquated  scheme  of 
things,  but  several  regiments  of  aggressive 
Japanese  go-getters  who  know  what  they 
want  and  who  go  out  and  get  it,  even  if  it 


One  of  the  questions  on  the  Hygiene 
paper,  in  the  June  State  medical  licensing 
examination,  called  for  three  important 
reasons  for  registration  of  deaths.  One 
candidate,  as  one  of  his  three  reasons,  gave : 


means  a battle.  Too  many  M.D.’s  are  so 
intimidated  by  t,he  specter  of  state  medicine 
their  nervous  systems  flutter  as  tremulously 
as  a republican  banner  in  a democratic 
whirlwind. 

I love  my  profession  despite  its  vicissi- 
tudes, its  bitter  discouragements  and  its 
often  unrequited  hardships.  I want  to  see 
it  universally  successful  and  I want  to  at- 
tain reasonable  success  in  it.  I want  to 
point  to  it  with  pride  and  glory  in  its 
achievements.  Therefore  I cannot  sit  mutely 
by  and  not  endeavor  to  raise  its  economic 
and  professional  standards  even  though  it 
may  only  mean  establishing  another  beau- 
tiful example  of  “love’s  labor  lost.” 

In  conclusion  I want  to  propound  some 
pertinent  questions.  I hope  they  agitate 
enough  brain  cells  to  create  a headache 
rather  than  a pain  in  the  neck. 

If  an  indigent  criminal  on  trial  for  mur- 
der can  have  the  court  appoint  a lawyer  to 
save  his  life,  who  will  receive  pay  from 
the  county  for  doing  it,  why  shouldn’t  a 
doctor  be  paid  by  t,he  public  for  trying  to 
save  the  life  of  an  indigent  person  con- 
demned to  death  by  cancer,  tuberculosis  or 
any  other  serious  malady  ? 

Does  the  noble  legal  profession  work  for 
nothing?  Does  the  public  exalt  them  less 
because  they  demand  and  receive  pay  for 
their  services  ? Do  plumbers  go  to  the 
dwellings  of  the  destitute  and  repair  .t,heir 
toilets  free  gratis  ? Does  anyone  employ 
them  less  on  account  of  this? 

Do  masons  lay  brick — do  carpenters  drive 
nails — do  bookkeepers  bookkeep — do  elec- 
tricians electrify — do  school-teachers  teach 
without  pay? 

How  many  laborers  would  go  to  work  on 
Monday  morning,  sweat  -through  the  week, 
and  get  a quarter,  or  a half  of  what  they 
earn? 

Would  a stenographer  do  it?  Would  a 
railroad  engineer  do  it? 

Then  why  in  the  name  of  heaven  should 
a doctor  be  expected  to  do  it? 

Verily,  verily,  I say  unto  you  “something 
is  rotten  in  the  medical  state  of  Denmark !” 


“Shows  increase  or  decrease  in  the  popu- 
larity.” 


The  new  St.  Francis  Hospital  at  Olean 
was  dedicated  on  July  4. 
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The  Pursuit  of  Contagious  Syphilis 

Since  Munson1  and  Smith  and  Brum- 
field2 reported  that  it  is  possible  to  discover 
the  contacts  of  cases  of  contagious  syphilis, 
a whole  new  field  of  epidemiology  has 
opened  up.  Granted  unlimited  funds  and 
adequate  personnel,  syphilis  could  rapidly 
be  brought  under  control.  But  the  cost  of 
investigation  has  to  be  taken  into  account. 
The  time  has  not  yet  arrived  to  present 
precise  calculations,  but  it  is  evident 
enough  that  the  law  of  diminishing  returns 
is  in  operation.  Some  contacts  are  discov- 
ered in  the  doctor’s  private  office  at  no  cost 
to  the  State.  Others  are  found  by  the  pub- 
lic health  nurse  working  with  the  private 
physician  at  his  request  or  working  with 
a public  clinic.  Some  cannot  be  discovered 
with  the  resources  of  present  day  epi- 
demiologists. 

These  things  being  so  it  becomes  the 
part  of  wisdom  to  reduce  to  the  practicable 
minimum  the  number  of  contacts  at  large, 
by  keeping  under  treatment  the  known  in- 
fectious cases  so  that  they  cannot  give  rise 
to  new  ones.  The  first  step  in  this  direc- 
tion is  the  education  of  the  patient  either 
by  the  private  doctor  or  the  staff  of  a 
public  clinic  so  that  he  or  she  fully  ap- 
preciates the  importance  of  adequate  treat- 
ment. The  patient  should  understand  that 
no  consideration  of  cost  or  inconvenience 
can  weigh  against  the  importance  to  him- 
self of  a full  course  of  treatment  and  that 
the  community  in  self  protection  will  go 
to  great  lengths  to  give  whatever  help  may 
be  necessary  to  him  to  bring  him  beyond 
the  stage  of  possible  relapse.  But  it  is  hard 
for  the  patient,  much  harder  than  for  us, 
to  believe  that  he  is  still  ill  when  he  feels 
well.  So  patients  do  forget  to  come  for 
treatment,  infectious  relapse  occurs  and  new 
contacts  arise. 

New  York’s  district  officers  puzzled  for 
awhile  how  they  could  learn  about  the  de- 
linquents from  private  practice.  Then  one 
of  them  had  the  bright  idea  of  writing  to 
the  doctors  to  find  out.  This  plan  has 
worked  so  well  that  one  district  officer 


after  another  has  adopted  it.  A recent  re- 
port from  one  of  the  districts  relates  that 
within  ten  days  sixty-five  per  cent  of  the 
letters  are  answered;  within  thirty  days 
eighty-five  per  cent  of  them. 

Opinion  is  not  yet  fully  crystallized  on 
how  much  time  should  be  spent  in  pursuing 
delinquent  syphilitics  in  order  to  keep  them 
under  treatment.  And  yet  sometimes  the 
health  officer  is  content  to  spend  a good 
deal  of  time  and  energy  on  a single  case 
as  the  following  story  written  by  one  of 
our  staff  will  show: 

During  the  course  of  a routine  visit  to  Dr. 
L.  of  R.,  he  informed  me  that  he  had  exam- 
ined one  M.H.,  whose  blood  serology  was  re- 
ported with  a titer  of  greater  than  ten,  and 
who  presented  multitudinous  secondary  skin  and 
mucous  membrane  lesions  of  a type  known  to  be 
infectious.  This  young  female,  a confirmed 
delinquent  vagrant,  never  returned  and  he  re- 
ferred the  case  to  me.  I trailed  her  through 
parts  of  Schoharie  County  into  Greene  County 
and  although  failing  to  locate  her,  I did  learn 
of  places  she  frequented.  The  case  was  re- 
ferred to  the  health  officer  of  the  Kingston 
district  and  the  supervising  nurse  of  that  dis- 
trict trailed  her  back  into  our  district  to  a 
remote  spot  in  Delaware  County.  Realizing 
the  futility  of  attempting  to  keep  such  a vagrant 
under  treatment,  the  State  Police  were  called 
into  the  case.  She  was  promptly  arrested, 
charged  with  vagrancy,  and  under  division  four 
of  section  eight  hundred  eighty-seven  of  the 
Code  of  Criminal  Procedure,  was  sentenced  by 
the  County  Judge  to  the  Westfield  State  Farms 
at  Bedford  Hills  for  two  years.  It  might  be 
stated  that  this  girl  remained  at  large  fourteen 
days  after  Dr.  L.  informed  me  of  her  infectious 
condition  and  habit  of  vagrancy. 

Not  all  delinquents  would  provide  a 
health  officer  with  so  great  an  incentive  for 
the  chase.  Doctors  aware  of  such  condi- 
tions would  do  a public  service  in  tele- 
phoning the  health  department  rather  than 
waiting  for  a routine  visit. 
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Monroe  County 

Rochester  doctors  bowed  to  Rochester 
lawyers  in  their  golf  meet  at  the  Brook- 
Lea  course  on  August  25,  by  a score  of 
98  to  55.  Drs.  Trainor  and  Large  led  the 
M.  D.’s  with  scores  of  81. 

The  Central  Trades  and  Labor  Coun- 
cil of  Rochester  has  asked  the  views  of  the 
Monroe  County  Medical  Society  on  health 
insurance  and  group  health  plans.  A 
movement  is  afoot  in  the  labor  ranks  to 
demand  membership  control  of  the  local 
hospital  service  corporation. 

New  York  County 

The  New  York  Academy  of  Medicine 
will  hold  a stated  meeting  on  October  6, 
with  this  program: 

Evaluation  of  sulfanilamide  therapy: 
First.  Fundamental  problems  of  chemistry 
and  pharmacology — mechanism  of  the  ac- 
tion by  Dr.  E.  K.  Marshall,  Baltimore. 
Second.  Clinical  aspects  by  Dr.  Reuben 
Ottenberg.  Discussion  will  be  by  Drs. 
Emanuel  Appelbaum,  Homer  F.  Swift,  Wil- 
liam E.  Studdiford,  and  Francis  G. 
Blake. 

A symposium  on  chronic  ulcerative 
colitis  was  held  by  the  Department  of  Medi- 
cine of  the  New  York  Post-Graduate  Medi- 
cal School  and  Hospital  on  Sept.  23,  with  a 
long  list  of  important  speakers.  The  guest 
of  honor  and  principal  lecturer  was  Dr. 
P.  Manson-Bahr,  Senior  Physician,  Hos- 
pital for  Tropical  Diseases,  and  Director  of 
Clinical  Tropical  Medicine,  London  School 
of  Hygiene  and  Tropical  Medicine. 

The  New  York  Polyclinic  Medical 
School  and  Hospital  announces  the  open- 
ing of  the  Urological  Department  in  its  new 
clinic  building.  The  medical  profession  is 
cordially  invited  to  inspect  this  department, 
which  is  under  the  supervision  of  Drs. 
Joseph  F.  McCarthy,  Daniel  A.  Sinclair, 
David  Geiringer,  Howard  S.  Jeck,  and  their 
associates. 

Dr.  John  Martin  Wheeler  of  New 
York  City,  a leading  ophthalmologist,  died 
at  his  Summer  home,  Underhill  Center,  Vt. 
on  August  22.  He  was  fifty-eight.  Best 
known  as  the  surgeon  who  operated  upon 
King  Prajadhipok  of  Siam  in  1931,  Dr. 
Wheeler  had  many  other  notable  operations 
to  his  credit  and  was  the  recipient  of  the 


Leslie  Dana  gold  medal  in  1936  for  his 
“outstanding  achievements  in  the  prevention 
of  blindness  and  the  conservation  of  vision.” 
He  served  as  a captain  and  later  a major  in 
the  United  States  Army  Medical  Corps  dur- 
ing the  World  War.  Assigned  to  recon- 
struction work  among  the  wounded  he 
devised  new  techniques  in  plastic  surgery 
applicable  to  the  eye  and  related  structures. 

Dr.  Frederick  Tilney,  of  New  York 
City,  one  of  the  foremost  brain  specialists 
of  the  country,  died  on  August  7 at  his 
summer  home  in  Oyster  Bay,  L.  I.  He  had 
been  ill  for  several  months.  He  was  sixty- 
three.  A paralytic  stroke,  of  the  severity 
which  would  persuade  the  average  man  to 
go  and  sit  in  the  sun  in  Sorrento  for  the 
rest  of  his  life,  says  the  New  York  Herald 
Tribune,  hit  Dr.  Tilney  in  1925  and  suc- 
ceeded only  in  laming  him  slightly  phys- 
ically and  sharpening  his  intellect  to  such 
an  extent  that  he  became  probably  this  na- 
tion’s foremost  cerebral  neurologist.  While 
he  battled  to  recover  first  his  speech,  then 
the  use  of  his  right  hand  and  leg,  he  in- 
jected life  blood  into  the  dying  Neurological 
Institute,  merged  it  with  the  Columbia 
Presbyterian  Medical  Center,  then  expanded 
it  so  that  it  could  use  the  New  York  State 
Training  School  for  Boys  at  Warwick, 
N.  Y.,  as  a clinic. 

Dr.  Emil  Altman,  chief  medical  exam- 
iner of  the  New  York  city  school  system, 
has  renewed  his  plea  that  the  city’s  pub- 
lic school  teachers  be  required  to  submit  to 
a periodic  health  examination  for  their  own 
protection  and  for  that  of  the  children  in 
their  classes. 

Teachers  suffering  from  various  types 
of  communicable  diseases  endanger  the 
health  of  their  pupils,  Dr.  Altman  said, 
pointing  out  that  frequently  teachers  do 
not  know  that  they  are  ill  until  the  disease 
has  advanced  to  an  acute  stage.  Periodic 
health  checkups  would  uncover  such 
diseases  before  they  become  advanced,  the 
physician  affirmed. 

“I  am  constantly  recommending  periodic 
health  examinations  for  teachers  for  their 
own  benefit,”  Dr.  Altman  said.  “The  im- 
pression seems  to  be  abroad  that  we  are 
trying  to  injure  teachers  through  these 
examinations.  This  is  emphatically  not  the 
case.  I wish  the  teachers  would  show 
more  confidence  in  the  Medical  Board.” 

The  chief  medical  examiner  explained 
that  physicians  provided  by  the  Board  of 
Education  would  make  the  periodic  exam- 
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inations.  Copies  of  their  reports  would  be 
provided  to  the  teachers,  who  would  take 
them  to  their  own  physician  for  remedial 
treatment. 

“I  would  like  to  see  the  Board  of  Educa- 
tion engage  the  best  physicians  available, 
specialists  in  the  various  fields,  to  make 
these  examinations,”  Dr.  Altman  went  on. 
“If  that  were  done  we  could  raise  health 
standards  among  teachers.” 

A large  number  of  teachers  will  return  to 
duty  with  some  disease  of  which  they  are 
unaware  because  they  have  not  had  their 
health  checked,  the  physician  continued. 

He  pointed  out  that  he  has  been  urging 
health  tests  for  teachers  for  several  years, 
but  has  never  met  with  success.  This  is 
due  largely,  he  said,  to  the  teachers’  at- 
titude of  distrust. 

The  recent  article  on  rabies  in  the 
AM  A Journal  has  caused  some  of  the  New 
York  City  newspapers  to  look  into  the 
situation  in  the  metropolis.  Rigid  enforce- 
ment of  regulations  has  held  the  death  rate 
from  rabies  in  New  York  to  a minimum. 
Despite  an  average  of  25,000  dog  bites  re- 
ported to  the  department  each  year,  no  one 
died  from  the  disease  in  this  city  last  year, 
and  only  one  person  has  succumbed  to  it  so 
far  this  year. 

Department  of  Health  regulations  in  New 
York  City  require  the  reporting  of  all  dog 
bites.  The  victim’s  wound  is  cauterized 
with  nitric  acid  immediately,  and  the  dog, 
if  captured,  is  held  at  the  Department’s 
shelter  for  examination.  If  he  has  rabies 
the  symptoms  will  appear  within  ten  days, 
and  the  Pasteur  treatment  of  injections  is 
given  the  victim  twice  daily  for  about  two 
weeks. 

In  cases  of  severe  bites,  or  bites  about 
the  face,  where  the  germs  can  travel  to 
the  brain  in  a short  space  of  time,  the 
Pasteur  treatment  is  instituted  a once,  with- 
out waiting  for  the  examination  of  the 
dog.  The  closer  the  bite  to  the  victim’s 
central  nervous  system  the  quicker  the  fatal 
results  of  rabies. 

Dr.  Leroy  W.  Hubbard,  director  of  ex- 
tension work  of  the  Georgia  Warm  Springs 
Foundation  and  its  first  chief  surgeon,  died 
on  August  31  at  the  Clifton  Springs  Sani- 
tarium. He  was  eighty-one. 

Niagara  County 

Members  of  the  Niagara  County  Medi- 
cal society  met  at  the  Niagara  Frontier 
Golf  club  on  Aug.  25  for  their  annual  stag 
picnic.  Dr.  Clyde  W.  George  of  the 
Niagara  Sanitorium  staff  was  general  chair- 
man. 


The  program  included  golf  and  a dinner. 
A program  of  entertainment  was  given 
in  the  evening. 

Dr.  Forrest  W.  Barry  and  Dr.  Charles 
Dake  were  other  members  of  the  commit- 
tee. 

Oneida  County 

The  annual  joint  meeting  of  the  Utica 
and  Syracuse  Academies  of  Medicine  was 
held  on  September  22  at  the  Teugega 
Country  Club  at  Rome.  After  golf,  a 
dinner  meeting  was  held  with  this  program : 

1.  “Latest  Insulin  Treatment  of  Dementia 
Precox”  by  Dr.  L.  Laramour  Bryan,  Marcy 
State  Hospital. 

2.  “Myasthenia  Gravis”  by  Dr.  Harold 
H.  Dodds,  Marcy  State  Hospital. 

Onondaga  County 

Dr.  Frederick  H.  Flaherty  died  on 
September  7,  at  the  age  of  sixty-five. 

Dr.  Flaherty  was  president  of  the  State 
Medical  Society  in  1933  and  was  a trustee 
and  former  vice  president.  He  was  also 
a former  president  of  the  Syracuse  Academy 
of  Medicine  and  the  Onondaga  County 
Medical  Society,  a fellow  of  the  American 
College  of  Surgeons  and  a member  of  the 
American  Medical  Association. 

He  was  the  author  of  “Treatment  of 
Strangulated  Hernia,”  “Complete  Avulsion 
of  the  Scalp,”  “Traumatic  Diaphragmatic 
Hernia,”  “Hernia  in  the  Aged”  and 
“Tetanus  in  Clean  Surgery.” 


Orange  County 

Dr.  Arch  Burt  Chappell,  who  died  on 
August  28,  at  the  age  of  fifty-five,  was  a 
former  president  of  the  Orange  County 
Medical  Society.  (See  page  1309.) 

Westchester  County 

Dr.  Dean  Lewis,  of  Baltimore,  addressed 
the  Medical  Society  of  the  County  of  West- 
chester at  its  meeting  on  September  20  on 
“The  Effect  of  Ovarian  Hormones  on  the 
Breast,  Pathologically  and  Normally.” 

The  White  Plains  Medical  Society 
held  its  final  golf  match  of  the  summer 
sports  season  and  its  annual  dinner  on 
September  21  at  the  Gedney  Country  Club. 
The  committee  in  charge  of  the  golf  tourna- 
ment was  composed  of  Doctors  L.  B.  King- 
ery,  Roy  D.  Duckworth,  and  Arthur 
Strauss. 


Hospital  News 


Diagnostic  Clinics  Suggested 


The  newly  elected  President  of  the 
American  Hospital  Assn.,  Dr.  G.  Harvey 
Agnew,  makes  the  interesting  suggestion  that 
in  the  larger  centers  the  hospitals  cooperate 
with  the  medical  societies  in  setting  up  di- 
agnostic clinics  to  which  the  doctor  may 
refer  patients  when  he  wishes  an  expert  di- 
agnosis, after  which  they  would  be  returned 
to  him  for  treatment.  A number  of  such 
clinics  are  already  in  operation,  he  points 
out  in  The  Modern  Hospital , with  benefit 
to  both  patient  and  physician. 

It  hardly  needs  Dr.  Agnew  to  remind  us, 
of  course,  that  the  results  of  inaccurate  or 
delayed  diagnosis  are  prolonged  illness  and 
incapacity,  and,  too  often,  loss  of  life. 
Earlier  and  better  diagnosis,  then,  means 
shortened  illness  and  less  expense.  How 
can  this  be  done,  he  asks,  and  replies : 

The  obvious  answer  is  the  setting  up  in  se- 
lected centers  of  clinics  or  offices  in  which  ac- 
curate diagnoses  can  be  made,  not  free,  but  at 
a cost  sufficient  to  meet  the  overhead.  Obvi- 
ously, accurate  diagnosis  is  possible  only  if 
highly  qualified  consultants  and  specialists  and 
the  best  in  equipment  are  utilized.  This  setup 
costs  money,  for  the  professional  services  should 
be  well  paid  for.  The  saving  to  the  patient  is 
effected  not  by  reducing  medical  remunera- 
tion but  by  the  greater  economic  efficiency  of 
a system  wherein  the  time  of  consultants  and 
specialists  is  conserved.  More  patients  are 
seen  per  diem  and  the  cost  of  equipment,  of 
nursing  and  technical  staff  salaries  and  of 
general  office  overhead  is  divided  over  a greater 
number  of  units  of  patient-service  per  diem. 

A Sound  Ethical  Basis 

What  body  or  bodies  should  sponsor  these 
clinics?  In  his  view,  “the  logical  arrange- 
ment would  seem  to  be  a hospital  working 
in  cooperation  with  the  local  medical  so- 
ciety,” for  “the  hospitals  have  the  neces- 
sary local  equipment  and  may  already  have 
a non-pay  outpatient  department,”  so  that 
“duplication  of  equipment  in  such  instances 
would  be  quite  unnecessary.”  The  medical 
society  should  be  invited  to  cooperate,  “not 
only  to  ensure  the  sympathetic  cooperation 
of  the  profession  at  large,”  but  to  “warrant 
developing  the  clinic  right  from  the  first 
on  a sound  ethical  basis.” 


Dr.  Agnew  reminds  us  that  a number  of 
clinics  of  this  pay  type  are  now  in  opera- 
tion. They  are  of  various  sorts : 

Some  are  for  diagnosis  only  and  upon  refer- 
ence by  the  personal  physician.  An  example 
is  the  clinic  at  Mount  Sinai  Hospital,  New 
York  City,  at  which  patients  of  limited  means, 
if  referred  by  their  personal  physicians,  receive 
a diagnostic  checkover.  The  Massachusetts 
General  Hospital  has  a consultation  clinic 
which  accepts  patients  for  diagnosis  only  when 
referred  by  their  physicians,  to  whom  the  re- 
port is  sent  directly.  The  diagnostic  clinic  at 
the  Johns  Hopkins  Hospital  accepts  only  re- 
ferred patients  and  only  those  unable  to  pay 
for  private  consultation  service.  This  applies 
also  to  the  consultation  clinic  at  the  Pennsyl- 
vania Hospital  in  Philadelphia  and  to  the  diag- 
nostic service  in  the  Diagnostic  Hospital  of  the 
Boston  Dispensary. 

Other  clinics  are  for  diagnosis  only  but  not 
necessarily  for  those  referred  by  the  personal 
physician.  An  example  is  the  William  Volker 
Clinic  at  the  Research  Hospital  in  Kansas 
City,  Mo.  The  diagnostic  and  health  service 
of  the  Boston  Dispensary  (as  apart  from  the 
service  in  the  Diagnostic  Hospital)  is  not  lim- 
ited to  referred  patients. 

Some  pay  clinics  give  either  diagnosis  or 
treatment,  or  both.  This  is  possible  at  the 
Pennsylvania  Hospital  (apart  from  the  con- 
sultation clinic),  at  the  evening  pay  clinic  of 
the  Boston  Dispensary,  at  the  Vanderbilt 
Clinic  in  New  York  City,  and  at  the  Max  Ep- 
stein Clinics  at  the  University  of  Chicago. 

With  the  exception  of  the  last  clinic  and  the 
William  Volker  Clinic  in  Kansas  City,  the 
patronage  is  strictly  limited  to  those  of  moder- 
ate means.  Charges  for  diagnosis  vary  from 
$7.50  or  $10  to  $25  or  $35. 

The  Fundamental  Issue 

Perhaps  the  most  fundamental  issue  is  the 
preservation  of  the  existing  relationship  be- 
tween patient  and  private  physician,  for 
when  a clinic  accepts  paying  patients  for 
treatment  as  well  as  for  diagnosis  without 
a request  from  the  private  physician,  it  is 
in  direct  competition  with  the  local  practi- 
tioners. 

This  may  adversely  affect  their  sup- 
port, although  difficulties  would  appear  to  be 
minimized  if  patronage  is  limited  to  those 
of  small  income.  If,  however,  says  Dr. 
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Agnew,  its  services  to  paying  patients  are 
confined  entirely  to  diagnosis  and  such 
patients  are  sent  back  for  treatment,  this 
relationship  to  the  family  or  personal  physi- 

Newsy 

The  possible  merger  of  Beekman  Street 
Hospital  and  Broad  Street  Hospital,  in 
lower  Manhattan,  is  being  discussed.  The 
latter  institution  filed  a voluntary  petition 
in  bankruptcy  on  April  8. 

Recent  newspaper  publication  of  the 
fact  that  Loomis  Sanatorium,  pioneer 
tuberculosis  hospital,  near  Liberty,  was 
threatened  with  extinction  as  a result  of 
financial  difficulties  has  brought  sufficient 
aid  to  enable  the  hospital  to  remain  open 
into  the  early  fall,  it  is  announced  by 
Edward  C.  Rowe,  president  of  the  board. 

Cohoes  Hospital  has  discontinued  its 
school  of  nursing. 

The  Rev.  John  P.  Boland,  chairman 
of  the  State  Labor  Relations  Board,  told 
300  nurses  gathered  to  celebrate  the  first 
anniversary  of  the  eight-hour  day  in  New 
York  City  hospitals  on  July  1 that  the  Cath- 
olic Hospital  Association  of  the  United 
States  and  Canada  has  taken  a stand  in 
favor  of  unionization. 

Father  Boland  was  loudly  applauded  by 
the  members  of  the  Hospital  Division  of 
the  State,  County  and  Municipal  Workers 
of  America,  a C.  I.  O.  affiliate  which  in- 
cludes hospital  workers  in  city  institutions. 

A MOVEMENT  TO  HAVE  THE  CITY  reopen 

St.  Mark’s  Hospital,  Second  Avenue  and 
Eleventh  Street,  Manhattan,  as  a maternity 
center  is  reported  gaining  support  on  the 
lower  East  Side. 

Petitions  addressed  to  Mayor  LaGuardia 
and  Hospitals  Commissioner  Goldwater, 
citing  the  lack  of  proper  maternal  care  for 
many  East  Side  mothers  and  asking  that 
the  now  unused  hospital  buildings  be  de- 
voted to  meeting  that  need,  are  being  cir- 
culated. 

The  hospital,  operated  by  a private  group 
for  many  years,  closed  its  doors  on  August 
5,  1930,  for  lack  of  funds,  and  a year 
later  went  into  bankruptcy.  The  property 
is  owned  by  the  city. 


cian  is  preserved  and  the  likelihood  of  fur- 
ther reference  of  patients  to  the  clinics  by 
him  is  greatly  increased,  particularly  if  pa- 
tients are  accepted  only  when  referred. 

Notes 

The  sixty-six  men  and  women  who 
received  their  Doctor  of  Medicine  degrees 
at  the  fortieth  annual  commencement  of 
the  Cornell  University  Medical  College 
were  advised  to  shun  automobiles,  girls 
and  motion  pictures  during  their  intern- 
ship. The  advice  was  given  to  them  by 
their  commencement  speaker,  Dr.  Rufus 
Cole,  who  retired  last  year  as  director  of 
the  hospital  of  the  Rockefeller  Institute 
for  Medical  Research. 

Dr.  Cole  declared  that  at  present  the 
intern  system  in  many  hospitals  was  weak 
and  he  attributed  a considerable  part  of 
this  weakness  to  the  inability  of  interns  to 
devote  themselves  wholeheartedly  “to  the 
business  of  becoming  medical  men  and 
scientists.”  A doctor,  Dr.  Cole  emphasized, 
must  not  cease  being  a student  upon  receiv- 
ing a degree: 

“Keep  your  affections  in  cold  storage 
while  serving  your  internship.  If  you  are 
too  poor  to  have  an  automobile,  consider 
your  poverty  a blessing.  A young  doctor 
should  devote  himself  entirely  to  the  cul- 
tivation of  science  while  serving  as  an 
intern.” 

• • • 

Voluntary  hospitals  in  New  York 
City  contributed  more  than  $9,000,000  in 
caring  for  city  cases  in  1936,  Howard  S. 
Cullman,  president  of  the  Beekman  St. 
Hospital,  said  in  addressing  the  annual 
conference  of  the  New  Jersey  Hospital 
Assn,  in  Jersey  City’s  Medical  Center. 

Mr.  Cullman  declared  there  were  2,744,- 
138  public  charges  given  care  in  voluntary 
hospitals  in  New  York  that  year,  the  latest 
for  which  figures  are  available. 

“For  such  of  these  as  were  acute  medical 
and  surgical  cases,”  he  said,  “voluntary 
hospitals  were  reimbursed  by  the  city  at 
the  rate  of  $3  a day.  For  chronic  cases, 
children  under  five,  tuberculosis  patients 
and  others,  a lower  rate  was  paid,  the  aver- 
age for  all  cases  being  $2.02. 

“The  average  per  diem  cost  of  care  in 
voluntary  hospitals  is  $5.62.  Thus  a very 
substantial  subsidy  has  been  granted  from 
private  philanthropy  to  the  municipality.” 
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The  retirement  of  Dr.  George  R. 
Critchlow  from  the  staff  of  the  Millard 
Fillmore  Hospital  in  Buffalo,  after  40  years 
of  service,  was  marked  by  a dinner  given  in 
his  honor  at  the  Buffalo  Club  on  June  28, 
and  the  presentation  of  a gold  medal  and 
a bag  of  golf  clubs. 

Something  new  in  hospital  decora- 
tion are  the  murals  that  now  cover  six 
rooms  of  the  free  children’s  ward  of  the 
Jewish  Hospital  in  Brooklyn. 

Their  theme  is  the  idea  of  Louis  M. 
Rabinowitz,  director  of  the  hospital,  who, 
with  Mrs.  Rabinowitz,  financed  the  paint- 
ing by  Albert  Cugat.  Each  of  the  rooms 
depicts  a different  children’s  story.  One 
presents  scenes  from  “Alice  in  Wonder- 
land,” another  scenes  from  “Snow  White 
and  the  Seven  Dwarfs.”  A third  is  the 
“Three  Little  Pigs”  room  and  another 
brings  to  life  many  popular  nursery  rimes. 
A fifth  room  is  designated  as  the  “Pinoc- 


chio  Room”  and  the  sixth  offers  “Children 
of  Many  Nations,”  in  scenes  typical  of  their 
nationality. 

“It  has  always  been  my  wish,”  Mr. 
Rabinowitz  said,  “to  give  the  children  who 
come  to  the  free  wards  of  this  hospital  some 
of  the  niceties  of  life  and  at  the  same  time 
make  them  feel  they  are  in  a kindergarten 
rather  than  a hospital.” 

The  name  of  the  Brooklyn  Home  for 
Consumptives,  240  Kingston  Avenue, 
Brooklyn,  will  be  changed  to  the  Brooklyn 
Thoracic  Hospital  as  the  result  of  a reso- 
lution adopted  by  the  home’s  board  of 
managers.  The  change  was  decided  upon 
in  view  of  the  possibility  that  a reduction 
in  the  incidence  of  tuberculosis  may  make 
it  desirable  to  extend  the  service  of  the 
institution  to  include  other  diseases  of  the 
lungs  and  thorax,  and  because  of  the  psy- 
chological effect  of  a name  implying  ad- 
vanced scientific  procedure. 


Improvements 


The  need  for  additional  facilities  is 
so  great  that  New  Rochelle  Hospital  could 
not  wait  longer  for  the  public  to  con- 
tribute the  needed  funds  to  launch  its 
building  program. 

So  that  work  could  start  immediately, 
the  hospital  has  arranged  for  a loan  of 
$200,000.  An  eight-story  addition  is 
planned  to  bring  the  institution  up  to  the 
needs  of  the  community. 

The  new  infirmary  building  at  the 
Pawling  Sanitarium,  to  be  financed  mainly 
by  PWA  funds,  will  be  erected  on  the  hill- 
top east  of  the  present  main  building.  It 
will  be  of  brick,  two  stories  high,  and  have 


125  beds.  The  cost  is  to  be  $500,000,  or 
less  if  possible. 

Veterans  of  Washington  County  are 
seeking  to  have  a United  States  govern- 
ment hospital  for  women  veterans  located 
in  the  northern  part  of  that  county  and 
are  seeking  a suitable  site. 

Sisters  of  the  Poor  of  St.  Francis  at 
Warwick  will  award  contracts  later  this 
year  for  the  erection  of  a modern  hospital 
on  Grand  Street. 

The  addition  will  be  four  stories  high 
and  will  accommodate  from  thirty-five  to 
fifty  patients. 


At  the  Helm 


These  hospital  officials  have  been 
chosen:  Dr.  Hans  Joergenson,  to  be  chief 
of  staff  of  the  Eastern  Long  Island  Hospi- 
tal. 

Dr.  Max  Pinner,  to  be  chief  of  the  divi- 
sion of  pulmonary  diseases  of  Montefiore 
Hospital. 

Edwin  S.  Knauss,  to  be  president  of  the 
directors  of  the  Vassar  Brothers  Hospital 
at  Poughkeepsie. 

The  Rev.  Mother  Mary  Assunta,  O.S.F., 


to  be  superintendent  of  the  new  St.  Francis 
Hospital  at  Olean. 

Dr.  Charles  Martin,  of  Albany,  to  be 
president  of  the  Northeastern  New  York 
Hospital  Association. 

Dr.  Albert  L.  Fagan,  to  be  chief  of  staff 
of  the  Herkimer  Memorial  Hospital. 

Miss  Florence  Hickok,  superintendent 
at  Cohoes  Hospital  for  three  and  one-half 
years,  has  resigned. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


A Cancer  Cure  Enjoined 


Recently  the  highest  Court  of  one  of  the 
Western  States  handed  down  a decision  in 
a case  involving  the  abatement  of  a so-called 
“Cancer  Cure”  which  is  of  considerable 
interest  to  the  medical  profession.* 

The  proceedings  were  instituted  by  the 
Attorney  General  against  one  C to  enjoin 
him  from  the  alleged  unlawful  practice,  and 
unlawful  advertising  of  the  practice  of 
medicine. 

The  defendant  C was  a man  eighty-six 
years  of  age  who  claimed  to  have  acquired 
some  knowledge  concerning  the  cure  of 
cancer  from  his  father.  For  many  years  he 
had  sold  certain  household  remedies,  and 
it  seems  that  after  inquiries  had  been  made 
to  him  by  others,  he  had  finally  prepared  a 
compound  of  his  own,  for  use  in  treating 
cancer.  The  remedy  was  in  the  form  of  a 
paste  which  was  applied  to  the  affected 
portion  of  the  body. 

In  the  front  yard  of  C’s  house  there  had 
appeared  a sign  as  follows : “Cancer  Home 
— We  Guarantee  to  Remove  & Kill  Cancers 
— Or  No  Pay — Without  Knife — Radium — 
X-ray  or  Electricity — W.  W.  C.”  An 
advertisement  issued  by  defendant  had  read 
as  follows: 

Cancers.  Attention:  Cancer  is  a very 
old  disease.  We  can  trace  it  almost  as 
far  back  as  we  have  knowledge  of  civiliza- 
tion. Familiar  to  the  earliest  physicians, 
it  has  persisted  through  the  ages  and  is 
baffling  their  efforts  as  effectively  today 
as  it  did  hundreds  of  years  ago.  And  it 
is  a fact  that  there  is  no  dangerous  disease 
so  easily  cured  as  cancer,  and  none  more 
dangerous  if  neglected  too  long  or  im- 
properly treated. 

We  guarantee  to  kill  and  remove  them — 
or  no  pay.  Over  thirty  years  successful 
practice  and  no  failures.  Proof  of  success 
is  success  itself.  Write  and  we  will  send 
you  the  proof.  W.  W.  C.,  Mgr.  The 
Cancer  Home. 

The  defendant  also  employed  advertise- 
ments in  the  form  of  testimonials  from 
patients. 

C in  substance  admitted  upon  the  trial  of 
the  proceeding  to  enjoin  his  practices  that 
he  had  not  obtained  a license  to  practice 
medicine  and  surgery,  or  any  other  branch 

*State  v.  Cooper,  78  Pac.  2nd  884. 


of  the  healing  arts,  but  he  admitted  the 
advertising  referred  to  and  that  he  had 
received  pay  for  his  services. 

He  contended  that  the  treatment  consisted 
of  applying  a compound  of  certain  drugs 
known  only  to  himself  which  if  applied  in 
time  to  a cancer,  would  kill  the  cancer.  He 
denied  ever  having  claimed  to  engage  in  the 
practice  of  medicine  as  defined  by  the  laws 
of  the  State,  and  asserted  that  the  applica- 
tions of  the  paste  were  made  not  to  the 
human  body,  but  only  to  the  cancer  with 
the  result  that  the  cancer  died,  and  was 
ejected  from  the  body  by  its  healing  proc- 
esses as  a foreign  substance.  He  claimed 
that  the  ingredients  of  his  compound  had 
no  effect  on  normal  tissue  but  would  only 
destroy  abnormal  tissue,  and  that  the  appli- 
cation of  the  remedy  did  not  require  the 
knowledge  or  services  of  a physician. 

A certain  medical  student,  T,  had  been 
employed  to  obtain  information  concerning 
C’s  practices,  and  on  the  trial  gave  testimony 
of  what  he  had  brought  to  light.  T con- 
sulted the  defendant  concerning  a pigmented 
nevus  or  mole  under  his  arm,  and  had  on 
the  first  visit  been  told  by  C that  it  was  a 
cancer  located  in  a very  bad  place  but  that 
it  could  be  cured.  A fee  of  $50.00  was 
named  of  which  $3.00  was  paid.  C applied 
some  paste  to  the  mole  and  covered  it  with 
adhesive,  and  instructed  T to  return  in  two 
weeks.  T removed  the  paste,  and  some 
months  later  returned  to  the  defendant  who 
repeated  the  application  and  reduced  his 
fee  for  the  proposed  course  of  treatment. 
It  should  be  noted  that  defendant  stated  in 
his  testimony  that  he  was  not  certain 
whether  T had  cancer,  but  that  in  any 
event  the  paste  would  do  him  no  harm. 

The  paste  obtained  by  T was  taken  to 
one  W,  a chemist  and  bacteriologist.  W 
testified  upon  the  trial  that  he  had  analyzed 
the  paste  and  found  it  to  contain  thirty-two 
per  cent  water  and  fifty  per  cent  chloride 
of  zinc  and  starch.  The  chemist  stated  that 
the  compound  was  similar  to  Canquoin’s 
paste  which  was  sometimes  used  as  a 
caustic  in  the  treatment  of  cancer. 

A Dr.  H.  was  called  by  the  State  and 
asked  his  opinion  concerning  the  paste.  He 
explained  that  the  ingredient  zinc  chloride 
was  a caustic  which  would  destroy  normal 
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as  well  as  abnormal  tissue,  and  that  over 
a hundred  years  ago  a Frenchman  by  the 
name  of  Canquoin  had  first  used  it  for 
* treating  cancer.  He  said  that  the  use  of 
the  ingredient  by  the  medical  profession 
for  cancer  was  very  limited  due  to  the 
known  dangers  of  the  drug  in  that  it  causes 
extensive  scarring,  and  may  cause  clots  in 
the  blood  stream  causing  a pulmonary 
embolus. 

He  gave  as  his  opinion  that  the  prepa- 
ration definitely  could  not  be  termed  a “home 
remedy/’  and  further  gave  the  opinion  that 
it  was  impossible  to  distinguish  between 
various  types  of  cancer  and  benign  growths 
by  superficial  examination. 

After  hearing  the  evidence,  the  trial  Court 
found  that  the  compound  was  not  a home 
remedy,  that  defendant’s  services  were  not 
gratuitous,  that  defendant  had  no  license 
to  practice  medicine,  and  that  his  practice 
was  unlawful.  Judgment  was  entered  al- 
lowing an  injunction  restraining  C from 
engaging  in  the  practices  in  question. 

The  defendant  appealed  from  the  judg- 
ment to  the  highest  Court  of  the  State, 
urging  various  grounds  for  a reversal,  but 
the  judgment  was  affirmed. 

In  dealing  with  defendant’s  contention 
that  the  decision  appealed  from  had  violated 
his  constitutional  rights  the  Court  said  in 
its  opinion: 

Defendant  suggests  that  the  prohibiting  of 
the  practice  as  conducted  by  him  violates  his 
inalienable  rights  and  the  Fourteenth  Amend- 
ment to  the  Federal  Constitution.  No  authori- 
ties are  cited  in  support  of  the  contention. 
The  law  does  not  prohibit  the  practice  of 
medicine  and  surgery.  It  simply  prescribes 
certain  requirements  with  which  defendant  and 
others  must  comply  in  order  to  qualify  for  the 
practice.  That  the  Legislature,  speaking  for 
the  people,  has  power  to  prescribe  reasonable 
restrictions  and  qualifications  touching  the 
practice  of  the  healing  arts  in  any  of  its 


departments,  without  violating  any  constitu- 
tional rights,  is  clear.  Such  legislation  con- 
stitutes a valid  exercise  of  police  power. 

In  passing  upon  defendant’s  argument 
that  he  could  not  be  enjoined  from  his 
practices  even  though  he  might  have  actu- 
ally committed  a technical  violation  of  law, 
the  Court  said: 

Defendant  urges  the  state  has  a remedy 
at  law  under  its  criminal  statute,  and  hence  it 
will  not  be  permitted  to  resort  to  the  equitable 
remedy  of  injunction.  It  is  true  that  ordi- 
narily equity  does  not  enjoin  the  commission 
of  a crime.  The  Legislature,  however,  in  order 
to  more  adequately  protect  the  health  and  wel- 
fare of  its  citizens,  saw  fit  to  make  effective  the 
regulation  and  control  of  the  practice  of  medi- 
cine and  surgery  by  enlarging  existing  remedies. 
It  therefore  provided  the  preventive  measures 
of  injunction  and  quo  warranto.  It  expressly 
declared  these  remedies  should  constitute  addi- 
tional remedies  to  the  existing  remedy  of 
criminal  prosecution  and  that  they  were  not 
provided  in  lieu  thereof.  No  valid  reason 
is  advanced  and  no  authorities  are  cited  hold- 
ing the  Legislature  is  without  power  or  author- 
ity to  provide  such  additional  remedies.  . . . 

This  Court  has  recognized  the  fact  there 
is  a wide  difference  of  views  as  to  the  use  of 
injunction  where  the  violation  of  law  is  made 
a criminal  offense  and  where  no  express 
authorization  by  injunction  is  provided.  It 
seems  clear,  however,  that  a statute  which 
expressly  makes  available  to  the  state  the 
remedy  of  injunction  for  the  protection  of  the 
public  health  is  not  invalid  on  constitutional 
grounds  merely  because  the  violator  of  a 
statute  is  also  amenable  to  criminal  prosecu- 
tion. Such  a statute  is  not  invalid  as  author- 
izing an  injunction  against  an  act  made  crimi- 
nal or  as  denying  the  right  to  a jury  trial  in 
criminal  prosecutions.  Punishment  for  viola- 
tion of  such  injunction  would  be  for  contempt 
of  the  order  of  injunction  and  not  punishment 
for  violation  of  a criminal  statute.  These 
principles  have  been  clearly  recognized  in  cases 
of  injunction  under  medical  practice  acts  and 
similar  legislation. 


TO  LURE  NO  MORE 


The  first  seizure  made  under  the  new 
Federal  food,  drug  and  cosmetic  act  was 
that  of  an  eyelash  dye — “Lash  Lure,  the 
New  and  Improved  Eyebrow  and  Lash 
Dye” — manufactured  by  the  Cosmetic  Manu- 
facturing Company,  Los  Angeles. 

This  seizure  was  ordered,  on  the  recom- 
mendation of  the  Food  and  Drug  Adminis- 
tration, by  the  Federal  District  Attorney  at 
Milwaukee,  under  the  now  effective  cos- 
metic provisions  of  the  act.  The  govern- 
ment alleges  that  this  product  is  adulterated, 
in  that  it  contains  a poisonous  or  deleterious 


substance,  paraphenylenediamine,  which  may 
make  it  injurious  to  users. 

Officials  of  the  Department  of  Agricul- 
ture say  that  numerous  instances  are  on 
record  of  serious  eye  injury,  including  some 
cases  of  total  blindness,  to  women  who 
have  used  this  dye.  The  manufacturer, 
officials  say,  apparently  sought  to  protect 
itself  against  damage  suits  by  enclosing  in 
each  package  slips  to  be  signed  by  the  cus- 
tomers absolving  the  beauty  shop,  distribu- 
tor, and  manufacturer  from  any  blame  if 
the  use  of  “Lash  Lure”  results  in  injury. 


Across  the  Desk 


You  Can’t  Mechanize  it,  Gentlemen 


He  had  almost  continuous  headaches 
for  the  past  ten  years.  Hardly  a day  was 
free  from  pain,  due  to  sinus  trouble,  but  he 
brushed  it  aside  as  if  it  were  nothing,  and 
put  all  his  energies,  day  and  night,  into 
curing  the  pains  of  other  people,  little 
folks,  boys,  girls,  babies.  That  is  why 
there  is  a sense  of  loss  just  now  in  the 
large  area  ranging  from  Ulster  County  in 
New  York  State  to  the  lower  borders  of 
Sussex  County  in  New  Jersey  and  the 
farther  reaches  of  Pike  County  in  Pennsyl- 
vania, a region  as  large  as  some  of  the  prin- 
cipalities of  the  Old  World,  for  such  was  his 
kingdom.  As  Kipling  wrote  when  Theo- 
dore Roosevelt  died,  “The  world  is  no  safer, 
now  Greatheart  is  gone.”  Many  a mother 
today  in  these  border  counties  of  the  three 
neighboring  states  feels  that  her  little  flock 
is  no  safer  now  that  this  greathearted 
physician  has  departed. 

The  Unquenchable  Fire 

The  fine  old  custom  by  which  a promising 
boy  is  guided  into  the  medical  field  by  a 
kindly,  wise  family  doctor  brought  marvelous 
results  here.  It  is  a custom  that  is  working 
quietly  and  efficiently  all  the  time,  and  ac- 
counts in  some  degree  for  the  high  quality 
of  the  American  men  of  medicine.  In  this 
case  it  brought  into  the  medical  ranks  one 
of  those  devoted  men  who  fling  themselves 
into  the  war  on  disease  and  death  with  all 
the  abandon  of  the  soldier  going  over  the 
top  to  charge  the  enemy’s  guns.  And  this 
doctor  is  mentioned  here,  not  because  he 
was  exceptional,  but  because  he  was  not  ex- 
ceptional. 

You  find  these  men  everywhere,  and  the 
lesson  they  drive  home  is  that  you  can’t 
regiment  such  men,  you  can’t  mechanize 
this  flaming  devotion.  Many  a man  read- 
ing this  page  has  in  him  that  unquenchable 
fire. 

While  all  the  rest  of  the  world  is 
seeking  shorter  hours,  less  work,  and  more 
pay,  these  men  give  no  regard  to  day  or 
night,  and  treat  all  who  come,  pay  or  no 
pay.  No  wonder  they  revolt  at  schemes  to 


chain  their  talents  to  the  bandwagon  of 
politics,  and  bend  their  freedom  to  the  bid- 
ding of  bureaucrats. 

People  who  work  with  one  eye  on  the 
clock  can’t  understand  it.  To  them  the  doc- 
tors seem  unreasonable.  Why  not  be  a cog 
in  a machine?  Why  not  take  orders  from 
some  political  Tom,  Dick,  or  Harry?  Not 
while  human  life  and  health  are  at  stake ! 
Never!  That  is  the  answer.  Medicine  and 
mechanization  do  not  mix. 

Life  is  More  than  Chemical  Reactions 

This  devoted  upstate  physician,  about 
five  years  ago,  had  to  have  a serious 
surgical  operation  which  brought  him  to 
the  verge  of  death,  and  it  was  in  that  dark 
hour  that  the  delicate  and  inspiring  relation- 
ship between  doctor  and  patient  was  re- 
vealed at  its  best.  No  sooner  was  the  news 
of  his  critical  condition  told  in  a paragraph 
in  the  local  papers  than  the  postman  was 
loaded  with  messages  of  sympathy  and  good 
wishes. 

He  came  through  his  crisis,  and  his  plan 
was  to  plunge  again  into  his  work,  but 
his  physician  ordered  him  to  Atlantic  City 
to  recuperate,  one  of  the  few  respites 
he  ever  had  from  professional  care  and 
responsibility. 

And  how  did  he  rest?  While  others  were 
lolling  in  deck  chairs  on  hotel  porches  or 
rolling  along  the  boardwalk  in  wheeled 
chairs,  he  was  writing  hundreds  of  letters  to 
his  little  patients  who  had  sent  him  loving 
messages  when  he  was  in  the  valley  of  the 
shadow.  And  each  letter  was  personal,  for 
to  him  his  patients  were  people,  not 
“cases,”  and  he  remembered  them  all. 

Who  can  say  how  much  of  his  success 
in  healing  them  was  perhaps  helped  by  this 
golden  thread  of  fine  personal  sympathy 
that  linked  him  to  every  little  heart  in  his 
circle  of  patients?  With  all  our  magnifi- 
cent scientific  advance  we  are  not  forget- 
ting that  life  is  something  more  than  a 
series  of  chemical  reactions,  and  the  personal 
touch  counts.  Try  to  regiment  it,  and  it  is 
lost. 
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He  Died  that  They  Might  Live 

He  died  the  other  day  at  the  age  of 
fifty-five,  of  coronary  occlusion,  and  ome 
may  say  that  more  thought  for  his  own 
health  would  have  meant  longer  usefulness. 
His  relatives  often  warned  him  that  he  was 
sacrificing  himself,  and  sometimes  the  father 
and  mother  of  a suffering  child  would  urge 
him  to  rest,  but,  as  we  are  told  in  a local 
paper,  “he  always  refused  with  a smile  and 
a shrug,  and  maintained  the  routine  which, 
however  it  may  have  sapped  his  strength, 
made  him  practically  indispensable  to  prac- 
titioners in  half  a dozen  counties  of  New 
York  and  New  Jersey.”  This  newspaper,  the 
Middletown  Times  Herald,  says  further: 

He  literally  lived  in  and  for  his  profession, 
and  his  services,  like  the  services  of  many  other 
medical  men,  included  a vast  amount  of  work 
without  consideration  of  fee,  not  only  in  Mid- 
dletown but  in  the  other  communities  of  the 
large  area  in  which  he  practiced. 

The  business  side  of  the  practice  received 
from  him  personally  nothing  but  neglect.  A 
man  who  knew  him  well  said  yesterday  that  if 
it  had  not  been  for  a capable,  tactful  and  alert 
office  assistant  he  probably  would  never  have 
collected  a fee  except  those  that  were  volun- 
teered. 

At  Horton  hospital  he  devoted  from  three 
to  four  hours  every  morning  to  babies  and  small 
children,  regardless  of  financial  circumstances 
of  their  parents.  Then  he  went  home  for  his 
afternoon  office  hours,  during  which  he  often 
examined  or  treated  a score  or  more  children. 
After  that  he  frequently  spent  half  the  night  at 
the  hospital,  or  in  some  dwelling,  at  the  bedside 
of  a child  desperately  ill. 

On  one  occasion  not  long  ago,  when  as  a 
last  resort  he  tried  a new  form  of  medication 
on  a child  whom  consultants  believed  to  be 
past  relief,  he  remained  at  the  bedside  until 
nearly  midnight,  watching  effects.  He  then 
went  home  to  rest,  but  finding  rest  impossible 
returned  at  two  in  the  morning  to  remain  until 
it  was  time  for  his  first  hospital  calls. 

Nothing  mattered  but  the  children  under  his 


care,  and  their  faith  in  him  was  sublime.  Often 
he  administered  to  them  when  he  himself  needed 
rest  and  attention,  for  during  the  last  seven 
or  eight  years  there  was  scarcely  a day  in  which 
he  enjoyed  complete  freedom  from  pain. 

The  Land  is  Dotted  with  Such  Men 

The  name  of  this  devoted  physician  was 
Arch  B.  Chappell.  It  was  a household 
word  all  through  his  part  of  the  country, 
and  he  stood  in  high  regard  in  the  profes- 
sion. In  1924  he  was  president  of  his 
county  medical  society.  He  was  head  of 
the  Department  of  Pediatrics  at  Horton 
Memorial  Hospital  and  was  consultant  at 
half  a dozen  more. 

His  devotion  to  his  work  is  nothing 
unique  or  singular  in  the  medical  profes- 
sion. The  country  is  dotted  with  such  men, 
and  we  might  go  further  and  say  that  the 
fighter  in  the  war  on  disease  succeeds  in 
proportion  as  he  has  this  quality.  The 
point  here  is  that  in  the  changes  that  may 
come  in  our  national  life,  nothing  must  be 
done  to  hamper  or  mar  this  priceless  spirit 
in  our  medical  practice.  No  one  can  deny 
that  strange  winds  are  blowing  through  the 
world.  Other  peoples,  older  and  more  set- 
tled than  ours,  have  been  revolutionized, 
and  their  professions  subjected  to  central 
political  control.  Meddlers  are  trying  to 
thrust  themselves  in  between  doctor  and 
patient.  The  months  before  us  will  see 
determined  efforts  of  this  kind  in  Washing- 
ton and  in  many  state  capitals,  disguised  as 
efforts  to  help  the  sick.  These  mischief- 
makers  should  be  told  that  the  best  friend 
of  the  sick,  and  the  one  best  able  to  help 
them,  is  the  family  doctor,  and  any  at- 
tempt to  subject  him  to  the  control  of 
political  machinery  will  only  dampen  that 
flaming  spirit  that  has  battled  with  death  at 
ten  thousand  bedsides,  and  won  the  victory. 

You  can’t  mechanize  it,  gentlemen ! 


“BLOW,  BUGLE,  BLOW”— A BIT  LOWER 


Standard  Brands,  Inc.,  New  York,  has 
entered  into  a stipulation  with  the  Federal 
Trade  Commission  to  discontinue  certain 
misleading  representations  in  connection 
with  the  sale  of  Fleischmann’s  Compressed 
Yeast. 

The  company  agrees  to  stop  representing 
that  its  yeast  will  cure  or  prevent  constipa- 


tion, bad  breath,  boils,  acne,  pimples  or 
other  manifestations  of  irregular  digestion, 
and  that  it  will  “clear”  skin  irritants  out  ot 
the  blood,  unless  limited  to  such  skin  irri- 
tants as  competent  scientific  tests  prove  can 
be  removed  from  the  blood  by  using  the 
product. — Better  Business  Bulletin,  August 
4,  1938. 
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Primary  Carcinoma  of  the  Lung.  By  Ed- 
win J.  Simons,  M.D.  . Octavo  of  263  pages, 
illustrated.  Chicago,  The  Year  Book  Pub- 
lishers, Inc.,  1937.  Cloth,  $5.00. 

This  work  is  the  most  complete,  accur- 
ate and  carefully  written  study  on  primary 
carcinoma  of  the  lung  that  has  appeared. 
The  author  presents  an  historical  develop- 
ment of  the  study  of  tumors  of  the  lung 
which  brings  the  subject  to  the  present  time. 
The  presence  of  this  condition  in  various 
countries  is  shown.  The  theories  of  the 
etiology  are  given  with  the  final  deduction 
that  this  condition  follows  chronic  pul- 
monary irritation.  The  pathology  is  re- 
viewed, the  clinical  aspects  are  carefully 
presented  and  the  methods  of  diagnosis  are 
discussed.  The  section  on  treatment  is 

given  from  all  points  of  view,  symptomatic, 
radio-therapeutic,  bronchoscopic  and  surgi- 
cal. The  volume  ends  with  a summary  of 
this  careful  compilation.  The  bibliography 
is  the  most  comprehensive  that  has  yet  been 
published.  This  book  is  indispensable  to 

anyone  who  may  be  interested  in  this  condi- 
tion, and  all  should  be  interested. 

Henry  M.  Moses 

Demonstrations  of  Physical  Signs  in  Clini- 
cal Surgery.  By  Hamilton  Bailey,  F.R.C.S. 
Sixth  edition.  Octavo  of  284  pages,  illus- 
trated. Baltimore,  William  Wood  & Com- 
pany, 1937.  Cloth,  $6.50. 

This  is  primarily  a textbook  for  medical 
students  and  surgical  aspirants.  Six  edi- 
tions have  appeared  in  the  past  ten  years, 
the  present  one  being  fully  revised  and 
containing  many  new  illustrations.  By 
the  use  of  bold  faced  and  italic  type  the 
author  has  well  emphasized  the  points  in 
various  examinations  which  have  everyday 
value,  and  has  also  wisely  submerged  in 
small  type  many  of  the  so-called  classical 
signs  which  are  of  little  practical  use. 

The  profuse  and  clear  illustrations  make 
the  268  pages  of  concise,  well  written  de- 
scription easy  to  read,  and  give  excellent 
aid  to  the  memory.  The  author’s  occasional, 
brief  sallies  away  from  his  subject  into 
the  field  of  treatment  are  probably  inten- 
tional, and  add  to  the  student’s  interest. 
When  the  subjects  of  postoperative  gastric 
dilatation,  peritonitis  and  ileus  were  reached 
the  reviewer  hoped  for  personal  enlighten- 
ment but  as  usual  found  physical  diagnosis 
rather  helpless  in  this  difficult  morass.  It 
is  hoped  that  the  next  edition  may  elucidate 


further  the  diagnosis  of  the  increasing 
field  of  intrathoracic  surgical  conditions. 
The  book  is  well  indexed. 

William  H.  Field 

Methods  of  Treatment.  By  Logan  dea- 
dening, M.D.  Sixth  edition.  Octavo  of  8/9 
pages,  illustrated.  St.  Louis,  The  C.  V. 
Mosby  Company,  1937.  Cloth,  $10.00. 

This  is  the  sixth  edition  of  Clendening’s 
deservedly  popular  textbook  on  methods  of 
treatment  in  internal  medicine.  Ten  col- 
laborators have  contributed  authoritative 
chapters,  but  the  book  as  a whole  carries 
the  imprint  of  Clendening’s  personality. 
It  will  serve  as  a useful  guide  to  all  except 
advanced  workers  in  special  fields.  In  addi- 
tion to  a long  and  complete  section  on 
drugs,  there  are  chapters  on  psychotherapy, 
massage,  exercise,  hydrotherapy  and  other 
less  well  known  methods  in  internal  medi- 
cine. 

We  do  not  hesitate  to  recommend  this 
textbook  highly.  Few  readers  will  need 
to  be  reminded  that  the  book  is  written  in 
Clendening’s  usual  fluent  and  literate  style. 

Milton  Plotz 

A Pediatrician  in  Search  of  Mental  Hy- 
giene. By  Bronson  Crothers,  M.D.  Octavo 
of  271  pages.  New  York,  The  Common- 
wealth Fund,  1937.  Cloth,  $2.00. 

The  aim  of  this  book  is  to  present  for 
the  consideration  of  the  pediatrician  the 
need  for  meeting  the  problem  of  mental 
hygiene  in  some  way.  The  text  is  divided 
into  three  portions.  In  fhe  first  part,  there 
is  brought  out  the  relationship  of  pediatrics 
to  other  services,  such  as  psychiatry,  social 
psychiatric  work,  psychology,  the  school  and 
other  parts  of  the  community  such  as  the 
juvenile  courts.  Either  the  pediatrician 
must  have  training  in  these  fields  if  he  is 
to  do  the  whole  job  himself,  or  he  must 
delegate  authority  over  the  child  to  these 
agencies.  In  the  latter  case,  he  would  have 
to  cooperate  with  the  people  involved  in 
these  activities,  and  not  assume  to  be  di- 
rector of  the  child  in  all  sorts  of  difficulties. 

In  the  second  part  of  the  book  there  is 
outlined  a method  for  utilizing  mental 
hygiene  in  the  teaching  of  medicine.  It  is 
suggested  that  cases  referred  to  hospitals 
for  child  guidance  should  be  under  the 
care  of  the  pediatrician,  the  psychiatrist 
and  the  social  worker. 

In  the  last  portion  of  the  book  the  author 
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presents  a teaching  experiment  in  action 
describing  the  unit  as  it  is  organized  in 
the  Children's  Hospital  in  Boston. 

In  concluding  the  author  suggests  that 
changes  which  are  to  be  made  in  the  teach- 
ing of  pediatrics  should  only  be  carried 
out  where  they  will  improve  the  type  of 
pediatric  practice.  These  opportunities  lie 
in  the  improvement  of  the  physical  care 
of  children  from  a preventive  point  of  view 
and  a greater  utilization  of  the  data  on 
physical  growth  and  development.  Further, 
material  collected  by  psychologists  relative 
to  mental  development  should  be  added. 
This  implies  a relationship  with  this  group 
and  education  in  general.  Finally,  an  at- 
tempt should  be  made  to  select  and  develop 
those  techniques  of  psychiatry  which  can 
be  utilized  for  children.  These  psychiatric 
techniques  should  first  be  applied  to  the 
ordinary  physical  problems.  Subsequently 
they  should  be  directed  toward  the  solution 
of  behavior  problems  in  physically  sound 
children.  This  book  is  recommended  to 
the  profession  for  careful  study.  The  author 
always  has  ideas  that  are  both  stimulating 
and  provocative. 

Stanley  S.  Lamm 

The  Physiology  of  the  Kidney.  By  Homer 
W.  Smith,  A.B.  Octavo  of  310  pages,  illus- 
trated. New  York,  Oxford  University  Press, 
1937.  Cloth,  $4.50. 

This  is  a comprehensive  monograph  on 
the  function  of  the  kidney,  principally 
concerned  with  the  activity  of  this  organ 
as  a regulator  of  the  internal  environment 
of  the  individual.  Comparatively  little 
space  is  given  to  discussion  of  the  various 
theories  of  kidney  function,  but  the  main 
emphasis  is  placed  on  actual  experimental 
evidence  of  what  the  kidney  can  do.  This 
Monograph  presents  the  subject  matter  in 
a lucid  style,  and  should  be  of  interest  to 
all  those  who  have  to  deal  either  with  the 
normal  or  pathological  kidney. 

G.  B.  Ray 

Physical  Therapy  in  Arthritis.  By  Frank 
H.  Krusen,  M.D.  Duodecimo  of  180  pages, 
illustrated.  New  York,  Paul  B.  Hoeber,  Inc., 
1937.  Cloth,  $2.25. 

Here  in  a small  volume  and  few  words 
the  author  has  condensed  a fund  of  informa- 
tion on  the  treatment  of  arthritis.  As 
would  be  expected  in  consideration  of  an 
ailment  often  so  chronic,  much  detail  is 
given  concerning  home  treatment.  Hydro- 


therapy, mechanical  devices  and  regimen 
are  dealt  with  thoroughly.  Various  electri- 
cal devices  are  described,  and  in  some  in- 
stances directions  for  their  construction  are 
given.  Certain  of  the  treatments  advocated 
and  the  results  claimed  for  them  may  not 
be  fully  in  accord  with  the  findings  of  some 
investigations.  But  all  are  quoted  on  good 
authority,  and  must  be  included  to  bring  the 
book  to  the  excellent  standard  it  has  at- 
tained. The  book  is  well  written,  clearly 
printed  and  illustrated,  and  should  be  in- 
cluded in  the  library  of  all  practitioners  who 
would  treat  the  arthritic  patient. 

Jerome  Weiss 

Not  So  Long  Ago.  A Chronicle  of  Medi- 
cine and  Doctors  in  Colonial  Philadelphia. 
By  Cecil  K.  Drinker,  M.D.  Octavo  of  183 
pages,  illustrated.  New  York,  Oxford  Uni- 
versity Press,  1937.  Cloth,  $3.50. 

This  book  comprises  excerpts  from  a 
diary  kept  by  Mrs.  Elizabeth  Sandwich 
Drinker,  a great,  great  grandmother  of 
the  author,  interspersed  with  interesting 
and  helpful  comments  by  the  author  him- 
self. The  diary  covers  a period  of  fifty 
years,  1758  to  1807,  and  concerns  itself 
principally  with  the  efforts  of  the  Drinker 
family,  which  was  quite  large,  to  protect 
itself  from  the  scourges  of  the  many  dis- 
eases common  to  colonial  Philadelphia.  The 
family  was  in  very  comfortable  circum- 
stances and  hence  was  able  to  afford  the 
best  medical  attention  of  the  period.  Nev- 
ertheless, in  view  of  the  meagre  medical 
knowledge  of  those  times,  members  of  the 
Drinker  family  were  afflicted  with  yellow 
fever  and  malaria  during  the  epidemics 
which  swept  the  city.  An  accurate  concep- 
tion of  what  the  most  advanced  medicine 
of  that  period  had  to  offer  is  obtained 
when  the  courses  of  treatment  pursued 
during  epidemics  of  malaria  and  yellow 
fever — bleeding,  purging,  emesis  and  dia- 
phoresis— are  stressed.  A number  of  minor 
ailments  were  treated  at  home  by  some  of 
the  older  members  of  the  family,  who  used 
old  home  remedies.  The  medical  teachers 
of  the  period  gave  their  students  few  facts 
but  many  theories  and  dogmas.  However, 
the  colonial  physician  showed  devotion  to 
his  patients  by  standing  at  his  post  during 
those  devastating  epidemics. 

This  book  furnishes  an  excellent  descrip- 
tion of  the  status  of  medical  knowledge 
during  colonial  times. 

William  Rachlin 
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LEAD  POISONING 

Newer  Concepts  In  Treatment 

Irving  Gray,  M.D.,  F.A.C.P.  and  Irving  Greenfield,  M.D.,  Brooklyn 


During  the  past  five  years  we  have  had 
the  opportunity  of  studying  the  clinical, 
laboratory,  and  metabolic  aspects  of  lead 
poisoning  as  a result  of  occupational  ex- 
posure. In  separate  communications  the 
findings  on  physical  examination1  and 
laboratory  investigations2  were  reported. 
The  metabolism  of  lead  during  deleading 
and  the  complications  that  may  follow 
such  a form  of  therapy  and  also  the  effect 
of  a high  calcium  regime  on  the  metab- 
olism of  lead  is  the  purpose  of  this 
presentation. 

Deleading 

In  1926,  Aub,  Fairhall,  Minot,  and 
Reznikoff3  published  their  observations 
following  an  exhaustive  investigation  of 
lead  metabolism.  They  found  that  the 
solubility  of  lead  phosphate  paralleled 
that  of  calcium  phosphate  and  that  the 
excretion  of  lead  could  be  effected  by 
distorting  calcium  metabolism.  A negative 
calcium  balance  increased  the  rate  of  lead 
excretion  while  a positive  calcium  balance 
favored  the  storage  of  lead.  In  1928,  Hal- 
dane4 reported  that  marked  acidosis  in 
man  could  be  produced  by  the  administra- 
tion of  large  doses  of  ammonium  chloride. 
Following  this  observation,  Aub  and  his 
co workers3  noted  the  effect  of  ammonium 
chloride  on  the  excretion  of  lead  in  ani- 
mals. They  observed  that  the  animals  re- 
ceiving ammonium  chloride  excreted  twice 
as  much  lead  as  did  the  controls.  Observa- 
tions on  the  effect  of  phosphoric  and 


hydrochloric  acid  showed  that  when  these 
acids  were  administered  and  coupled  with 
a low  calcium  diet,  the  excretion  of  lead 
was  increased. 

Dangers  of  Deleading 

In  a previous  communication,5  one  of 
us  stressed  the  importance  of  hospitaliza- 
tion during  the  process  of  deleading.  The 
dangers  associated  with  an  increased  lead 
stream  were  emphasized.  Legge6  main- 
tained that  active  deleading  therapy  should 
not  be  attempted  during  the  acute  phase 
of  lead  intoxication.  Kehoe  and  his  co- 
workers7 have  called  attention  to  the 
danger  of  deleading  rapidly  because  of 
the  possible  storage  of  this  lead  in  the 
central  nervous  system. 

The  conversion  of  lead  stored  innocu- 
ously in  the  skeletal  tissues  into  free  lead 
may  produce  serious  damage  to  the 
nervous  system.  When  there  is  involve- 
ment of  the  periaxial  sheath  of  the  periph- 
eral nervous  system,  the  effects  of  the 
lead  may  only  be  temporary.  However, 
not  infrequently  the  damage  to  the 
nervous  system  may  be  serious  and  the 
changes  produced  irreversible  and  per- 
manent. 

The  following  two  cases  illustrate  the 
dangers  of  deleading  in  acute  lead 
poisoning. 

Case  1.  A thirty-nine  year  old  white 
male,  admitted  to  hospital  February  4,  1938 
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and  discharged  February  20,  had  been  em- 
ployed for  the  past  two  years  “to  burn  paint 
from  the  rims  and  spokes  of  wheels.”  In 
November  1936,  he  had  an  acute  toxic  lead 
episode  consisting  of  colic,  weakness,  con- 
stipation, headache,  and  loss  of  strength  and 
weight.  He  was  removed  from  his  occupa- 
tional hazard  by  his  family  physician,  who 
instituted  deleading  therapy  in  the  form  of 
low  calcium  diet  plus  the  administration  of 
large  doses  of  ammonium  chloride.  After 
this  treatment  had  been  continued  for  three 
months,  the  patient  noted  a tremor  of  the 
head,  a progressively  increasing  inability  to 
grasp  objects  with  his  hands  and  also  a pro- 
gressive inability  to  raise  his  hands  above 
the  wrists.  When  he  was  admitted  to  the 
hospital,  fifteen  months  after  the  onset  of 
his  illness  the  pertinent  findings  on  physical 
examination  were  the  bilateral  wrist  and 
finger  drop  and  poor  oral  hygiene.  There 
was  no  lead  line  on  the  gums.  Blood  pres- 
sure was  120/76. 

Laboratory  data  on  admission:  Blood  count, 
R.B.C.,  3,650,000,  hb.  seventy-eight  per  cent, 
W.B.C.  5,700,  polys  sixty-eight  per  cent,  lymphs 
twenty-eight  per  cent,  monos,  two  per  cent,  eos. 
two  per  cent.  Platelets  180,000,  stippling  three 
cells,  fifty  H.P.F.  Urine:  Chemically  negative. 
Blood  chemistry:  Sugar  eighty-eight  Mg.  in 

100  c.c.  of  serum,  urea  23.2  Mg.  in  100  c.c. 
of  serum,  C02  combining  power  63.8  volumes 
per  cent.  Blood  lead:  0.05  Mg.  of  lead  in 

100  cx.  of  whole  blood.  Urine  lead:  0.98  Mg. 
of  lead  in  1,950  c.c.  or  urine. 

After  a preliminary  period  of  control 
study,  on  February  9 (five  days  after  hospi- 
tal admission),  he  was  placed  on  optimal 
calcium,  high  phosphorous,  high  vitamin 
diet  with  a daily  total  caloric  value  of  2,600. 
In  addition  to  this,  he  was  given  sodium 
phosphate,  two  drams  t.i.d.  After  eight 
days,  lead  determinations  were  done  with 
the  following  results:  Blood  lead:  0.03  Mg. 
of  lead  per  100  Gm.  of  whole  blood;  Urine 
lead:  0.05  Mg.  of  lead  per  1,900  c.c.  of 
urine. 

Case  2.  A forty-six  year  old  white  male, 
admitted  to  hospital  July  16,  1937,  and  dis- 
charged July  27,  had  been  employed  as  a 
painter  for  thirty  years.  Five  years  before 
admission  he  had  an  episode  of  acute  lead 
intoxication  with  abdominal  cramps,  nausea, 
vomiting,  headache,  dizziness,  and  constipa- 
tion. He  was  removed  from  his  occupa- 
tional hazard  and  active  deleading  therapy 
was  instituted  in  the  form  of  low  calcium 
diet,  ammonium  chloride,  and  potassium 
iodide.  After  this  form  of  therapy  had  been 
continued  for  several  months  the  patient 
began  to  complain  of  weakness  of  the  right 
arm  and  both  legs.  On  admission  to  the 
hospital  he  had  diminished  grip  in  both 


hands  and  bilateral  wrist  and  finger  drop. 
Oral  hygiene  was  poor.  There  was  no  lead 
line  on  the  gums.  Blood  pressure  was 
126/70. 

Laboratory  data:  Blood  count  R.B.C.  4,150,- 
000,  hb.  ninety  per  cent,  W.B.C.  6,850,  polys 
sixty-five  per  cent,  lymphs  thirty-three  per  cent, 
eos,  two  per  cent,  stippling  three  cells,  fifty 
H.P.F.  Urine:  Chemically  negative.  Blood 
lead:  0.04  Mg.  of  lead  per  100  Gm.  of  whole 
blood.  Urine  lead:  0.14  Mg.  of  lead  in  1,955 
c.c.  of  urine. 

He  was  placed  on  an  optimal  calcium, 
high  phosphorous,  high  vitamin  diet  with  a 
total  daily  caloric  value  of  2,600.  In  addi- 
tion to  this  he  was  given  sodium  phosphate, 
two  drams  t.i.d.  Lead  determinations  within 
seven  days  after  the  high  phosphate  regime 
revealed  the  following:  Blood  lead:  0.04 
Mg.  of  lead  in  100  Gm.  of  whole  blood; 
Urine  lead:  0.02  Mg.  of  lead  in  2,010  c.c.  of 
urine. 

The  above  cases  are  illustrative  of  the 
dangers  and  complications  that  may  fol- 
low active  deleading  therapy  during  the 
acute  toxic  lead  episode. 

Effects  of  High  Calcium  Therapy 
on  Lead  Metabolism 

The  behavior  of  lead  in  solutions  con- 
taining phosphates  is  analogous  in  many 
respects  to  that  of  calcium.  Aub,  Robb, 
and  Rossmeisl8  have  shown  that  when 
lead  is  removed  from  solution  in  the  body 
it  is  stored  in  the  bones,  in  higher  concen- 
tration in  the  trabeculae  than  in  the  cortex 
of  the  bone.  They  pointed  out  that  the 
factors  which  promote  calcium  deposition 
also  favor  the  deposition  of  lead.  Shel- 
ling9 has  stated  that  “the  optimal  condi- 
tions for  calcification  are  (1)  an  adequate 
intake  of  calcium  and  phosphorous,  (2) 
an  optimal  ratio  between  the  two  ele- 
ments, and  (3)  an  adequate  supply  of 
vitamin  D.  When  the  intake  of  vitamin 
D is  insufficient  and  the  calcium  and 
phosphorous  ratio  is  disturbed  in  either 
direction,  calcification  is  hindered.”  Mc- 
Collum and  his  coworkers10  have  shown 
in  their  experimental  work  on  rats  that  if 
the  calcium  greatly  exceeds  the  phos- 
phorous, rickets  results.  Apparently  the 
excessive  intake  of  calcium  over  phos- 
phorous results  in  an  increased  excretion 
of  the  former  through  the  intestines  as  an 
insoluble  phosphate.  Thus  the  body  is  de- 
prived of  lime  salts  which  are  necessary 
for  calcification.  On  the  other  hand  if  the 
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phosphorous  greatly  exceeds  the  calcium 
intake  the  excretion  of  the  excess  of 
phosphorous  in  the  feces  as  an  insoluble 
calcium  salt  leads  to  either  rickets  or  os- 
teoporosis. If  the  diet  is  deficient  in 
calcium  but  adequate  or  high  in  phos- 
phorous, osteoporosis  develops. 

Aub  and  associates,3  concerning  them- 
selves only  with  the  low  calcium  type  of 
diet,  found  that  their  experimental  ani- 
mals developed  osteoporosis.  This  could 
be  prevented  by  adding  calcium  salts  to 
the  low  calcium  ration.  They  interpreted 
these  results  to  mean  that  the  addition  of 
calcium  salts  to  diets  in  general  results  in 
superior  calcification.  This  is  the  basis  of 
the  high  calcium  therapy  advocated  by 
Aub  and  associates.3  As  previously  men- 
tioned, Shelling9  called  attention  to  the 
disturbances  in  calcification  which  occur 
when  the  calcium  is  in  excess  of  the  phos- 
phorous so  that  the  addition  of  calcium 
salts  other  than  the  phosphate  will  also 
hinder  the  deposition  of  lead.  Further- 
more, in  order  to  deposit  lead  in  the 
skeleton  as  an  insoluble  lead  phosphate,  a 
certain  amount  of  phosphate  is  required 
and  hence,  when  the  phosphate  is  inade- 
quate, free  lead  may  remain  in  circulation. 
The  fallacy  of  using  high  calcium  diets  in 
the  treatment  of  lead  poisoning  has  been 
tested  experimentally  in  rats.  Shelling, 11 
in  his  experimental  work,  found  that  the 
addition  of  calcium  to  a stock  diet  con- 
taining lead  carbonate  was  more  toxic  to 
the  animals  than  when  no  calcium  had 
been  added;  and  that  sodium  phosphate 
protected  the  animals  against  the  ill 
effects  of  the  lead.  This  form  of  therapy 
according  to  Shelling  “provides  sufficient 
phosphate  for  the  deposition  of  both 
calcium  and  lead  phosphate  in  the  skele- 
ton, for  the  excretion  of  lead  as  the  rela- 
tively nontoxic  lead  phosphate  and  also 
for  the  formation  of  a colloidal  lead  phos- 
phate in  the  blood.”  Bischoff  and  his  co- 
workers12 found  that  the  toxicity  of  col- 
loidal lead  phosphate  or  of  lead  rendered 
colloidal  when  shaken  with  serum  con- 
taining inorganic  phosphorous,  is  much 
less  toxic  than  ionic  lead.  Aub  and  his 
associates3  noted  that  the  phosphate  in 
serum  protects  the  red  cells  from  the 
action  of  lead.  Evidently,  the  maintenance 
of  an  adequate  phosphatemia  is  an  impor- 
tant factor  in  the  protection  against  lead 
intoxication. 


The  hospital  records  of  four  patients 
were  selected  to  demonstrate  the  effect  of 
a high  calcium,  low  phosphorous  regime 
on  the  metabolism  of  lead.  After  control 
studies  of  the  twenty-four  hour  urine  and 
whole  blood  for  lead  were  obtained,  the 
high  calcium,  low  phosphorous  regime 
was  instituted. 

The  twenty-four  hour  specimen  of 
urine  and  the  whole  blood  was  collected 
in  pyrex  containers  and  every  precaution 
was  taken  to  avoid  contamination.  The 
diets  were  properly  prepared  in  the  metab- 
olic diet  kitchen  and  brought  to  the  pa- 
tient directly  by  special  messenger.* 

High  calcium  therapy  was  administered 
in  the  form  of  a high  calcium  diet  (Diet 

I) ,  calcium  lactate  by  mouth  (gr.  XXX 
q.  4 h.)  and  calcium  gluconate  (10  c.c.) 
intramuscularly  daily.  After  five  days  of 
such  therapy,  urine  and  blood  samples 
were  again  collected.  During  this  period 
of  high  calcium  therapy,  the  diet  was  low 
in  phosphorous. 

In  order  to  determine  the  effect  of  a 
low  calcium,  high  phosphorous  diet  (Diet 

II)  and  the  creation  of  acidosis  on  lead 
metabolism,  these  same  four  patients 
were  placed  on  this  form  of  therapy  fol- 
lowing the  high  calcium  regime.  Fifteen 
grains  of  ammonium  chloride  were  given 
every  hour  for  ten  doses.  One-half  ounce 
of  sodium  phosphate  was  administered 
every  morning.  After  five  or  six  days  of 
such  procedure,  the  whole  blood  and 
twenty-four  hour  specimen  of  urine  was 
obtained  to  determine  the  lead  content. 
The  dithizone  method  was  employed  in 
determining  the  lead  content  in  biolgical 
materials. 

Case  Reports 

Case  3.  A fifty-five  year  old  white  male, 
admitted  to  hospital  December  10,  1936  and 
discharged  December  30,  had  been  employed 
as  a painter  for  twenty  years.  One  month 
prior  to  admission,  he  had  an  acute  toxic 
lead  episode  characterized  by  epigastric  pain, 
colic,  and  constipation.  The  pertinent  find- 
ings on  physical  examination  were  poor  oral 
hygiene,  lead  line  present  on  both  upper  and 
lower  gum  margins,  abdominal  tenderness 
along  the  course  of  the  descending  colon, 
and  cardiac  hypertrophy.  Blood  pressure 
was  168/80.  Laboratory  data  on  admission: 

*Diet  charts  prepared  by  Miss  Emma  Baugh- 
man, Dietitian,  Brooklyn  Jewish  Hospital. 
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Diet  I — High  Calcium — Low  Phosphorous 


Pro- 
Weight  tein- 

Calo- 

Cal- 

Phos- 

Gm. 

Gm. 

ries 

cium 

phorous 

Orange  juice.  . . 

400 

2.4 

220 

.07400 

.05200 

Egg  whites  (4)  . 

136 

16.7 

69.2 

.01960 

.02040 

Butter  

10 

.1 

76.9 

.00160 

.00170 

Whole  wheat 
bread  

. 30 

2.9 

74.7 

.01500 

.04590 

Cream  

350 

7.7 

1334.0 

.30100 

.26450 

Maple  syrup  . . . 

. 60 

— 

151.6 

.06420 

.00780 

Lemon  juice  . . . 

100 

— 

39.0 

.03300 

.01000 

Grapefruit  juice 

100 

.4 

42.0 

.02700 

.02000 

String  beans.  . . . 

100 

2.3 

42.0 

.05500 

.05100 

Cauliflower  .... 

150 

3.1 

46.5 

.18300 

.09000 

Dates  

. 60 

1.2 

208.2 

.04000 

.03200 

Long  clams  .... 

100 

8.6 

51.0 

.12300 

.10500 

Canned  figs.... 

50 

2.1 

185.0 

.08050 

.05800 

Lettuce  

30 

.3 

4.9 

.08600 

.06700 

Broccoli  

100 

3.3 

37.0 

.14000 

.06800 

Celery  hearts  . . 

50 

.6 

10 

.03900 

.02400 

Carrots  

100 

1.1 

45 

.04600 

.04100 

Olives 

(plain  green) 

60 

.7 

7.6 

.07000 

.00800 

Blueberries  . . . 

100 

.6 

68 

.00025 

.00020 

54.1 

2712.6 

1.39815 

.96650 

Blood  count — hb.  fifty-six  per  cent,  R.B.C. 
3,148,000,  W.B.C.  9,100,  polys  seventy  per 
cent,  lymphs  twenty-eight  per  cent,  eos.  one 
per  cent,  monos,  one  per  cent,  stippling  five 
cells,  fifty  H.P.F.  Urine:  Chemically  nega- 
tive. Blood  chemistry:  Sugar  ninety  Mg.  in 
100  c.c.  of  serum;  Urea:  35.1  Mg.  in  100  c.c. 
of  serum.  Effect  of  high  calcium  therapy 
may  be  observed  in  Table  I. 

Case  4.  A forty-four  year  old  white 
male,  admitted  November  4,  1936  to  hospi- 
tal and  discharged  November  20,  had  used 
an  acetylene  torch  to  remove  paint  from 
ships  for  the  past  twenty-five  years.  Two 
months  prior  to  admission,  he  had  an  acute 
toxic  episode  characterized  by  epigastric 
pain,  colic,  constipation,  nausea,  and  increas- 
ing loss  of  weight.  The  pertinent  findings 


Diet  II — Low  Calcium — High  Phosphorous 


Weight 

Protein 

Calo- 

Cal- 

Phos- 

Gm. 

Gm. 

ries 

cium 

phorous 

Bread  

140 

13.580 

348.6 

.0700 

.2152 

Bacon  (3  slices). 

15 

1.570 

93.7 

.0015 

.0144 

Fresh  lima  beans 

30 

6. 

98.4 

.0224 

.1064 

Lamb  

150 

28.800 

387.5 

.0165 

.3105 

Butter 

30 

.300 

230.7 

.0048 

.0051 

Cocoa  

5 

1.080 

24.8 

.0056 

.0354 

Com  

100 

3.400 

103.0 

.006 

.1030 

Cream  (10%)  . . . 

60 

1.320 

228.6 

.0516 

.0402 

Egg  yolk  (3)  . . . 

60 

9.420 

217.8 

.078 

.3552 

Haddock  

100 

17.200 

72.0 

.019 

.1970 

Mushrooms  .... 
Peanuts  

60 

.0084 

.0588 

18 

4.640 

98.64 

.0120 

.0711 

Peas — Green  .... 

100 

7. 

100. 

.0220 

.1270 

Potato  

240 

5.280 

199.2 

.0288 

.1272 

Rice  

15 

1.180 

52.6 

.0016 

.0148 

Sliced  tomato 

90 

1.080 

18.9 

.009 

.0261 

Tomato  juice.... 

90 

.900 

21.6 

.0054 

.0135 

Shredded  wheat.. 

27 

3.200 

98.55 

.011 

.08948 

Prunes — Dry  . . . 

60 

1.260 

181.2 

.0348 

.05100 

Pineapple  

90 

.360 

51.30 

.0072 

.00990 

Grapes  

90 

1.26 

70.2 

.0171 

.0315 

108.890  2647.29 

.4337 

2.02040 

on  physical  examination  were:  marked  pal- 
lor, poor  oral  hygiene,  and  lead  line  on  the 
gums.  Blood  pressure  was  108/82.  Labora- 
tory data  on  admission:  hb.  seventy-eight 
per  cent,  R.B.C.  3,790,000,  W.B.C.  8,900, 
polys  seventy  per  cent,  lymphs  twenty-five 
per  cent,  monos  five  per  cent,  platelets  210,- 
000,  stipplings  six  cells  fifty  H.P.F.,  Blood 
sugar:  80  Mg.  per  cent;  Urea  nitrogen: 
16.8  Mg.  per  cent.  The  effect  of  high  cal- 
cium therapy  may  be  observed  in  Table  II. 

Case  5 : A forty  year  old  male,  admitted 
December  26,  1936  to  hospital  and  dis- 
charged January  12,  1937,  had  been  em- 
ployed as  a stereotype  worker  for  the  past 
twenty  years.  Two  months  prior  to  admis- 
sion, he  began  to  complain  of  weakness, 
dizziness,  constipation,  numbness  and  tin- 
gling of  both  hands  and  feet.  The  findings 
on  physical  examination  were  essentially 
negative.  The  oral  hygiene  was  fairly  good. 
No  lead  line  on  the  gums.  Blood  pressure 
was  120/80.  Laboratory  data  on  admission: 
hb.  eighty-five  per  cent,  R.B.C.  4,540,000, 
W.B.C.  8,400,  polys  fifty-five  per  cent, 
lymphs  forty-two  per  cent,  eos.  two  per  cent, 
monos  one  per  cent,  Platelets  290,000,  stip- 
pling three  to  four  cells,  fifty  H.P.F.  Urine: 
negative;  Blood  sugar:  102  Mg.  in  100  c.c. 
of  serum.  The  effect  of  high  calcium  therapy 
may  be  observed  in  Table  III. 

Case  6.  A fifty-three  year  old  white  male, 
admitted  January  6,  1937  to  hospital  and 
discharged  February  16,  had  been  employed 
as  a painter  for  the  past  forty  years.  Two 
weeks  prior  to  admission,  he  began  to  com- 
plain of  colic,  diarrhea,  loss  of  appetite, 
headache,  and  tingling  of  both  hands  and 
feet.  The  findings  on  physical  examination 
were  essentially  negative.  The  mouth  was 
edentulous.  Blood  pressure  was  104/70. 
Laboratory  data  on  admission:  hb.  ninety 
per  cent,  R.B.C.  4,700,000,  W.B.C.  9,360, 
polys  fifty-six  per  cent,  lymphs  forty-one 
per  cent,  eos.  two  per  ent,  monos  one  per 
cent,  Platelets  140,000,  stippling  five  cells, 
fifty  H.P.F.  Urine:  Negative.  The  effect  of 
high  calcium  therapy  may  be  observed  in 
Table  IV. 

From  a perusal  of  the  four  accompany- 
ing tables  it  is  evident  that  the  mobiliza- 
tion and  excretion  of  lead  is  definitely 
increased  with  a high  calcium  regime 
especially  when  the  phosphorous  intake  is 
low.  To  these  same  four  patients  a low 
calcium  diet  and  large  doses  of  ammonium 
chloride  were  given  for  the  production  of 
acidosis.  This  type  of  therapy,  as  recom- 
mended by  Aub3  for  the  purpose  of  de- 
leading, failed  to  cause  any  increase  in 
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lead  excretion  except  as  noted  in  Case  3 
(Table  I).  The  increase  in  the  lead  con- 
tent of  the  blood  in  this  case  was  not 
paralleled  by  an  increase  in  the  lead  con- 
tent of  the  urine.  It  is  possible  that  all 
of  the  lead  which  could  be  mobilized  was 
liberated  under  the  high  calcium  regime 
and  that  the  subsequent  production  of 
acidosis  with  a low  calcium  diet  failed  to 
cause  any  further  change  in  the  lead 
metabolism. 

Comment 

In  a previous  communication,5  the  find- 


ings of  Aub  and  his  coworkers3  were 
confirmed.  It  was  shown  that  by  the  pro- 
duction of  acidosis  and  the  use  of  a diet 
low  in  calcium,  deleading  could  be  pro- 
duced. 

The  dangers  of  an  active  lead  stream 
and  the  serious  neurological  complications 
that  might  follow  deleading  during  the 
acute  toxic  lead  episode  have  been  por- 
trayed in  cases  1 and  2.  From  our  studies 
it  is  evident  that  the  continuation  of  a 
high  calcium  regime  liberates  more  lead 
from  the  tissue  depots  than  that  which 
follows  acidosis  and  a low  calcium  diet. 

The  importance  of  phosphorous  in  the 


Table  I — Case  III 


Mg.  Lead. 


Calcium 

Phosph 

Blood 

Urine 

Date 

Diet 

Medication 

Mg.  % 

Mg.  % 

100  Cm. 

I Liter 

December  10,  1936 

Control 

study 

9.6 

3.9 

0.13 

0.16 

December  11 

High  Calcium 
Low  Phosphorous 

Calcium  Gluconate  10  cc.  intram,  qd 
Calcium  Lactate  Gr.  xxx  q4h. 

December  14 

10.1 

3.7 

0.19 

0.26 

December  21 

House 

None 

December  23 

Low  Calcium 

Ammonium  Chloride  Gr.  xv  qlh.  xlOqd 

December  27 

High  Phosphorous 

Sodium  Phosphate  oz.  qA.M. 

9.7 

3.4 

0.11 

0.06 

Table  II — Case  IV 

Mg. 

Lead 

Calcium 

Phosph 

Blood 

U rine 

Date 

Diet 

Medication 

Mg.  % 

Mg.  % 

100  Gm. 

1 Liter 

November  5,  1936 
November  8 

Control 

High  Calcium 
Low  Phosphorous 

[ study 

Calcium  Gluconate  10  cc.  Intram,  qd 
Calcium  Lactate  Gr.  xxx  q4h 

9.4 

3.7 

0.06 

0.09 

November  14 
November  15 
November  17 

0.04 

0.19 

House 

Low  Calcium 
High  Phosphorous 

None 

Ammonium  Chloride  Gr.  xv  qlh  xlO  qd 
Sodium  Phosphate  K oz.  q a.m. 

November  23 

8.5 

3.7 

0.03 

0.09 

Table  III — Case  V 

Mg.  Lead 

Calcium 

Phosph 

Blood 

Urine 

Date 

Diet 

Medication 

Mg.  % 

Mg.  % 

100  Gm. 

1 Liter 

December  28,  1936 

Control  study 

9.3 

3.9 

0.02 

0.11 

December  30 

High  Calcium 
Low  Phosphorous 

Calcium  Gluconate  10  cc.  intram,  qd 
Calcium  Lactate  Gr.  xxx  q4h 

January  4,  1937 
January  4 
January  6 

9.8 

3.1 

0.05 

0.19 

0.07 

House 

Low  Calcium 
High  Phosphorous 

None 

Ammonium  Chloride  Gr.  xv  qlh  x lOqd 
Sodium  Phosphate  H oz.  q a.m. 

January  11 

10.4 

3.6 

0.07 

Table  IV — Case  VI 

Mg.  Lead 

Calcium 

Phosph 

Blood 

Urine 

Dale 

Diet 

Medication 

Mg.  % 

Mg.  % 

100  Gm. 

I Liter 

January  8,  1937 

Control  study 

0.07 

0.07 

January  10 

High  Calcium 
Low  Phosphorous 

Calcium  Gluconate  10  cc.  intram,  qd 
Calcium  Lactate  Gr.  xxx  q4h 

January  14 

9.8 

3.9 

0.12 

0.14 

January  17 

House 

None 

January  19 

Low  Calcium 

Ammonium  Chloride  Gr.  xv  qlh  x 10  qd 

High  Phosphorous 

Sodium  Phosphate  oz.  q a.m. 

0.07 

0.07 

January  22 
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diet  as  originally  mentioned  by  Shelling11 
was  stressed  in  a previous  communica- 
tion.5 An  adequate  phosphorous  intake  is 
important  for  the  formation  of  the  in- 
soluble dibasic  lead  phosphate  which  is 
stored  in  the  skeletal  system  as  the  in- 
soluble tertiary  lead  phosphate.  Further- 
more a large  intake  of  phosphorous  is 
necessary  for  normal  bone  metabolism  and 
for  the  formation  of  an  insoluble  lead 
phosphate  in  the  intestinal  tract.  The  re- 
absorption of  lead  which  may  be  excreted 
in  the  intestinal  tract  may  be  prevented 
if  there  is  sufficient  phosphorous  in  the 
diet. 

Prevost  and  Binet13  and  Fairhall  and 
Shaw14  have  demonstrated  that  lead 
exists  in  the  bones  as  the  tertiary  phos- 
phate, which  is  extremely  insoluble  and 
stable  at  the  ordinary  hydrogen  ion  con- 
centration of  the  body.  Under  normal 
conditions  a very  insoluble  compound,  the 
tertiary  phosphate  of  lead  is  deposited  in 
the  bony  tissues.  Since  this  salt  is  re- 
tained as  a skeletal  deposit,  the  bones 
gradually  remove  lead  from  the  circulat- 
ing blood.  The  two  processes  of  storage 
and  excretion  take  place  during  the  ab- 
sorption of  lead  and  continue  afer  ab- 
sorption has  ceased,  until  practically  all 
the  lead  in  the  body  is  held  bv  the  skele- 
ton. While  this  state  of  affairs  exists  the 
stored  lead  is  apparently  harmless  and 
symptoms  of  intoxication  disappear. 

In  isolated  instances  when  the  question 
of  lead  poisoning  is  considered  in  a differ- 
ential diagnosis,  deleading  may  be  help- 
ful. The  finding  of  an  abnormal  amount 
of  lead  in  the  urine  or  blood,  does  not 
necessarily  indicate  that  lead  is  the  re- 
sponsible agent  in  the  production  of 
clinical  symptoms.  If  lead  is  present 
only  in  the  gastrointestinal  tract  or  con- 
tents, it  may,  as  has  been  shown  by 
Kehoe  and  his  coworkers,15  merely  have 
been  swallowed  and  not  absorbed.  The 
importance  of  deleading  in  the  differential 
diagnosis  is  the  finding  of  lead  in  bio- 
logical materials,  below  that  which  may 
be  considered  normal.  If  after  a period 
of  deleading  therapy  (seven  to  ten  days) 
lead  is  found  in  quantities  which  fall 
within  the  range  of  normal  limits,  that 
heavy  metal  as  the  agent  responsible  for 
symptoms,  may  be  excluded.  The  excep- 
tion may  be  the  individual  who  has  had 
a short  period  of  exposure  to  the  absorp- 


tion of  lead.  Here  occasionally,  one  may 
see  neurological  complications  remain 
after  removal  from  the  hazard  and  after 
all  the  lead  that  can  be  mobilized,  has 
been  excreted.  Occasionally,  deleading 
may  be  of  value  in  continued  litigation, 
to  determine  whether  an  abnormal  storage 
of  lead  exists  and  is  responsible  for  the 
continued  subjective  symptoms  in  the 
absence  of  objective  findings.  If  after 
the  institution  of  deleading  therapy  for 
a suitable  period  of  time,  the  amount  of 
lead  excreted  in  the  biological  materials 
is  within  normal  limits,  the  symptoms 
may  have  been  due  to  the  toxic  effects 
of  the  lead  absorbed  during  a previous 
exposure  and  not  to  waves  of  liberation 
of  the  heavy  metal. 

The  contraindications  for  deleading 
therapy  are  best  set  forth  by  the  two  cases 
cited.  In  an  individual  with  acute  lead 
intoxication,  deleading  therapy  should  not 
be  attempted  because  of  the  danger  of 
neurological  complications.  When-  de- 
leading is  decide^  upon,  it  is  advisable 
to  continue  such  treatment  for  no  longer 
than  seven  or  ten  days.  Occasionally, 
there  may  be  gastrointestinal  disturbances 
associated  with  the  administration  of 
drugs  and  the  acidosis  produced  during 
this  form  of  therapy.  A high  calcium 
regime  is  probably  the  best  means  of 
rapid  deleading.  The  danger  of  neuro- 
logical complications  during  deleading, 
even  among  those  in  whom  there  is  no 
acute  lead  intoxication  is  a hazard  which 
can  only  be  detected  early  when  the 
patient  is  under  careful  institutional  ob- 
servation. Furthermore,  deleading  should 
not  be  attempted  as  a procedure  to  be 
carried  out  anywhere  but  in  a hospital 
where  the  clinical  progress  of  the  patient 
can  be  closely  observed. 

Summary 

1.  The  records  of  two  cases  have  been 
cited  as  illustrative  of  the  dangers  of 
deleading  in  acute  lead  poisoning. 

2.  The  records  of  four  cases  have  been 
cited  as  illustrative  of  the  increased  lead 
stream  with  a high  calcium  regime. 

3.  The  importance  of  phosphorous  in 
the  treatment  of  the  acute  toxic  lead 
episode  has  been  stressed. 

41  Eastern  Parkway 

85  Eastern  Parkway 


Number  20] 


LEAD  POISONING 


1319 


References 


1.  Gray,  I.,  and  Greenfield,  I.:  Industrial  Medicine, 
May  1938. 

2.  Idem:  Ibid,  June  1938. 

3.  Aub,  J.  C.,  Fairhall,  L.  T.,  Minot,  A.  S.,  and 
Reznikoff,  P. : Lead  Poisoning,  Medicine  Monographs, 
Baltimore.  Williams  & Wilkins  Co.,  1926. 

4.  Haldane,  J.  B.  S.:  /.  Physiology,  4:263,  1928. 

5.  Gray,  I.:  J.A.M.A.,  104:200,  1935. 

6.  Legge,  T. : Industrial  Maladies,  Oxford  University 
Press.  London,  p.  68,  1934. 

7.  Kehoe,  R.  A.  and  Thamann,  F. : J.A.M.A., 
92:1418,  1929. 

8.  Aub,  J.  C.,  Robb,  G.  P.,  and  Rossmeisl,  M.  A.: 
Amer.  J.  Pub.  Health,  22:825,  1932. 


9.  Shelling,  D.  H. : The  Parathyroids  in  Health  and 
in  Disease,  C.  V.  Mosby  Co.,  p.  296,  1935. 

10.  McCollum,  E.  V.,  Shipley,  P.  G.,  Simonds,  N., 
Parsons,  H.  T.,  and  Park,  E.  A.:  /.  Biol.  Chem. 
45:333,  1921. 

11.  Shelling,  D.  H. : Proc.  Soc.  Exper.  Biol.  & 
Med.,  30:248,  1932. 

12.  Bischoff,  F.  and  Maxwell,  L.  C. : Amer.  J . 
Physiol.,  90:28 7,  1929. 

13.  Prevost,  G.  L.  and  Binet,  P. : Rev.  Med.  de  la 
Suisse  Rom.,  9:606,  1889. 

14.  Fairhall,  L.  T.  and  Shaw,  C.  P. : /.  Ind.  Hyg., 
6:159,  1924. 

15.  Kehoe,  R.  A.,  Thamann,  F.,  and  Cholak,  J • 
Ibid,  15:257,  1933. 


PUBLIC  HEALTH  CONVENTION 


The  scientific  program  of  the  67th  Annual 
Meeting  of  the  American  Public  Health 
Association  in  Kansas  City,  Mo.,  October 
25-28,  will  engage  the  attention  of  more 
than  3,500  of  the  nation’s  health  authorities. 

More  than  400  papers  and  reports  will  be 
presented  and  discussed  in  the  four  days  the 
public  health  profession  is  in  convention. 
The  delegates  are  drawn  from  every  state  in 
the  Union,  from  Canada,  Cuba,  and  Mexico 
and  from  every  branch  of  public  health 
practice.  This  makes  necessary  many  indi- 
vidual meetings  of  the  Association’s  ten 
sections — Health  Officers,  Laboratory,  Vital 
Statistics,  Public  Health  Engineering, 
Industrial  Hygiene,  Food  and  Nutrition, 
Child  Hygiene,  Public  Health  Education, 
Public  Health  Nursing,  and  Epidemiology — 
where  topics  of  interest  to  specialists  alone 
are  talked  about,  and  in  addition,  sessions 
involving  two  or  more  Sections  where  sub- 
jects of  broader  import  cut  across  the  lines 
of  the  Section  organization.  A number  of 
symposia  will  bring  together  three  and  four 
of  these  divisions  on  such  subjects  as  The 
Phosphatase  Test  in  the  Control  of  Milk 


Pasteurization;  The  Use  of  Biological  Prod- 
ucts; Water  and  Sewage;  Frozen  Desserts; 
Typhoid  Fever;  Pertussis;  Nutritional  Prob- 
lems; Industrial  Hygiene. 

Included  among  the  speakers  are  such 
nationally  known  leaders  as  Dr.  Thomas 
Parran,  Dr.  Arthur  McCormack,  Dr.  Abel 
Wolman,  Dr.  E.  V.  McCollum,  Dr.  Robert 
S.  Breed,  Dr.  Elliott  S.  Robinson,  Professor 
C.  E.  A.  Winslow,  Dr.  I.  S.  Falk,  Dr.  Haven 
Emerson,  Dr.  Nina  Simmonds,  Dr.  William 
F.  Snow,  Major  Joel  I.  Connolly,  Mr.  J.  J. 
Bloomfield,  Dr.  Walter  H.  Eddy,  Miss 
Dorothy  Deming,  Dr.  Reuben  L.  Kahn,  Mr. 
Sol  Pincus,  Dr.  Martha  M.  Eliot,  Dr. 
Edward  S.  Godfrey  and  many  others. 

The  following  organizations  are  meeting 
with  the  American  Public  Health  Associa- 
tion and  have  prepared  programs  equally 
timely  and  important : American  School 
Health  Association,  Conference  of  State 
Laboratory  Directors,  Conference  of  State 
Sanitary  Engineers,  International  Society 
of  Medical  Health  Officers,  American  Asso- 
ciation of  State  Registration  Executives,  and 
the  Association  of  Women  in  Public  Health 


“COME,  COME,  MR.  ARNOLD” 


That  is  the  headline  in  The  Journal  of  the 
Connecticut  State  Medical  Society  over  an 
editorial  on  the  outburst  of  Assistant 
Attorney-General  Arnold  against  the  Dis- 
trict of  Columbia  doctors  and  the  A.M.A., 
accusing  them  of  “restraint  of  trade.”  Mr. 
Arnold  comes  from  Connecticut  where  “he 
has  enjoyed  some  reputation  as  a color- 
ful teacher  of  law”  at  New  Haven,  so 
they  know  his  ways.  Says  the  medical 
editor  of  our  commendable  neighboring 
journal : 

No  one  who  understands  Mr.  Thurman  Ar- 
nold’s excellent  showmanship  or  who  has  seen 
him  stride  blithely  into  any  spotlight  is  at  a 
loss  to  find  his  motive  for  directing  the  big 


guns  of  the  Department  of  Justice  at  the 
American  Medical  Association.  The  band 
wagon  of  medical  care  occupies  an  important 
position  in  the  parade  of  social  reform  and  it 
was  inevitable  that  as  it  passed  by  Mr.  Arnold 
would  hop  aboard,  pick  up  a big  horn  and,  for 
better  or  worse,  start  tooting. 

If  this  was  just  a smart  gesture  on  Mr. 
Arnold’s  part,  it  might  be  condoned,  but  the 
wnole  affair  is  unfortunate  and  will  prove  a 
hindrance.  There  is  little  question  that  the 
distribution  and  compensation  for  medical  care 
is  inadequate  and  can  be  improved,  and  the 
groundwork  for  necessary  changes  has  been 
rapidly  laid.  It  is  a problem  in  which  we  are 
all  vitally  interested,  physicians  and  public  alike. 
Its  solution  will  come  by  honest,  unselfish  think- 
ing, political  skulduggery  will  not  help. 


REORIENTATION  IN  THE  PUBLIC  HEALTH  AND 
HOSPITAL  ORGANIZATION  PATTERNS 
OF  OUR  COMMUNAL  LIFE 


E.  H.  L.  Corwin,  Ph.D.,  New  York  City 

Executive  Secretary,  Committee  on  Public  Health  Relations  of  The  New  York  Academy  of 

M edicine 


These  are  days  of  bewilderment  and  of 
rapid  drifting.  On  many  occasions  they 
seem  to  be  rudderless  to  many  of  us. 
We  hear,  however,  a great  deal  about 
planned  economy,  and  about  our  rapidly 
approaching  a planned  age,  and  a planned 
social  order,  which  some  of  us,  for  good 
reasons,  contemplate  with  apprehension 
and  doubt.  We  have  heard  much  about 
the  five  year  plan,  and  the  ten  year  plan, 
and  the  four  year  plan,  in  the  various 
totalitarian  states,  and  how,  in  spite  of 
all  the  power  of  the  governments  con- 
cerned and  the  annihilation  of  individual 
initiative,  all  these  plans  have  miscarried. 
Planning  is  most  desirable  as  a mental 
discipline;  catastrophic  when  it  becomes 
a fetish. 

Modern  life  proceeds  at  too  rapid  a 
pace  to  make  possible  accurate  long  range 
forecasts;  planning,  nevertheless,  in  the 
sense  in  which  it  is  used  in  chess  playing, 
or  in  the  sense  in  which  it  is  used  in 
planning  for  one’s  career,  or  in  the  sense 
in  which  it  is  used  for  the  laying  out 
of  a city,  or  of  a transportation  system, 
is  indispensable  to  rational  existence  and 
development.  Rational  planning  does 
not  preclude  deviations  from  the  outlined 
course  or  the  making  of  adjustments  to 
new  and  unforeseen  conditions.  In 
other  words,  I would  like  to  draw  a dis- 
tinction between  planning  in  the  sense 
of  making  a forecast  of  future  trends  and 
adjusting  the  course  of  action  accord- 
ingly, and  planning  in  the  sense  that  it 
is  used  in  totalitarian  states  and  is  ad- 
vanced by  some  people  in  this  country 
whereby  the  mold  is  cast  beforehand  and 
efforts  made  to  cramp  all  manifestations 
of  exuberant  life  into  this  cast.  I think 
it  is  important  to  bear  in  mind  the  differ- 
ence between  the  reasonable  concept  of 
planning  for  the  future  and  the  doctrin- 


aire delusion  that  life  can  be  cramped  into 
a planned  model. 

The  starting  point  for  intelligent 
planning  is  accurate  stock-taking  of  exist- 
ing circumstances,  whether  it  be  on  a 
chess  board,  in  a family  situation,  in 
business  or  in  society.  I shall  discuss 
some  phases  of  the  structure  of  our 
present  community  organization  of  serv- 
ices for  the  prevention  of  illness  and  the 
care  of  the  sick,  with  a view  of  pointing 
out  how  certain  phases  of  it  might,  or 
should  be,  modified  to  render  a more 
adequate  service  in  the  future. 

It  seems  to  me  we  need  to  pause  every 
once  in  a while,  take  cognizance  of  what 
is  going  on,  notice  the  trends,  check  some 
and  encourage  others,  in  accordance  with 
what  you  and  I believe  is  the  desirable 
goal  to  be  attained.  In  other  words,  what 
we  need  are  occasional  soundings  or  ex- 
plorations for  purposes  of  orientation. 
I shall  endeavor  to  submit  to  you  briefly 
a few  facts  and  a few  rather  crudely 
expressed  opinions  concerning  affairs  in 
the  realm  which  interests  us  profession- 
ally, and  to  express  to  you  for  your  con- 
sideration certain  likewise  rather  crudely 
defined  desiderata.  The  time  of  refine- 
ment of  ideas  comes  only  after  the 
rough  outlines  have  been  agreed  upon. 

I 

To  begin  with,  I submit  that  nowhere 
in  this  country  is  either  preventive  or 
curative  medicine  carried  out  with  that 
degree  of  'efficiency  which  science  and 
skilled  te chmcs,  on  the  one  hand,  and 
devotion  and  seal,  on  the  other,  should 
ensure. 

It  is  the  lack  of  funds  in  some  in- 
stances, political  interference  in  others, 
the  clash  of  personalities,  and  miscon- 
ceived antagonisms  in  still  others,  and  the 
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lack  of  a clear  master  key  chart  every- 
where. I further  submit  that  all  other 
things  being  equal , the  further  apart 
public  health  administration  is  kept  from 
curative  medicine , the  better  are  their 
respective  jobs  done.  What  are  these 
respective  jobs? 

It  is  the  job  of  the  public  health  serv- 
ices, official  and  voluntary,  to  implement 
the  tools  of  preventive  medicine,  immun- 
ology, biotherapy  and  sanitary  science, 
to  social  ends.  It  is  the  job  of  the 
private  physicians  and  of  hospitals  and 
allied  institutions  to  place  at  the  disposal 
of  the  community  all  the  resources  which 
modern  science  and  inventive  ingenuity 
have  developed  for  the  diagnosis  and 
treatment  of  disease.  Both  preventive 
and  curative  medicine  tend  to  secure  for 
all  members  of  society  such  quality  and 
duration  of  life  as  the  inherited  physical 
traits  of  each  individual  and  his  personal 
conduct  permit.  The  public  health  move- 
ment endeavors  to  achieve  this  by  preven- 
tion of  disease,  by  the  sanitation  of  the 
living  and  working  environment,  by  the 
control  of  foci  of  infection,  by  mass  edu- 
cation in  the  principles  of  personal 
hygiene,  by  providing  free  laboratory 
services  for  the  diagnosis  of  communica- 
ble diseases,  and  by  supplying  immunizing 
and  biotherapeutic  agents.  All  these  are 
proper  public  health  functions.  On  the 
other  hand,  the  treatment  of  the  sick  and 
of  the  disabled,  whether  they  be  sick  from 
communicable  diseases,  from  deficiency 
diseases,  from  chronic  diseases,  or  from 
whatever  be  the  cause,  is  the  responsibil- 
ity of  curative  medicine.  Social  ends  in 
curative  medicine  are  served  best  when 
they  are  left  as  the  responsibility  of  the 
medical  profession  and  of  those  agencies 
in  the  community  which  assume  the  re- 
sponsibility for  the  maintenance  of  hospi- 
tals, sanatoria,  convalescent  homes  and 
allied  institutions. 

I further  submit  that  the  time  for  inde- 
pendent dispensaries,  or  detached  clinics, 
is  past.  Whether  it  be  a tuberculosis 
clinic  or  an  eye  clinic,  or  a heart  clinic, 
or  a prenatal  clinic,  or  a syphilis  or  gonor- 
rhea clinic,  it  should  not  be  maintained 
outside  of  a hospital.  I need  not  empha- 
size that  independent  treatment  clinics, 
unconnected  with  hospitals,  are  contrary 
to  sound  medical  and  public  policy. 

In  recent  years  it  has  become  more  and 


more  generally  recognized  that  the  smaller 
the  population  unit  that  is  capable  of  sup- 
porting an  efficient  community  health 
organization,  the  more  responsive  to  the 
local  needs  and  the  more  effective  will  be 
the  character  of  the  public  health  work  of 
that  community.  In  conformity  with  this 
fact,  public  health  administration  is  be- 
coming decentralized.  In  large  cities, 
local  health  centers  are  being  organized  to 
serve  local  districts.  This  has  helped  to 
establish  an  intimacy  which  never  existed 
before  between  the  health  workers  of  the 
area  and  the  population,  and  the  former 
keep-off-premises  attitude  has  been 
changed  to  that  of  hospitality.  I submit 
that  this  form  of  organization  of  health 
work  is  going  to  replace  the  stereotyped 
political  health  department,  and  will  carry 
with  it  a close  association  of  preventive 
medicine  with  all  the  medical  and  social 
work  resources  of  each  particular  district 
in  the  community. 

At  this  point  I would  like  to  warn 
against  a tendency  which  seems  to  be 
growing  up  with  the  establishment  of 
health  centers,  that  of  maintaining  in  con- 
nection with  them  clinics  for  pregnant 
women,  for  babies,  for  venereal  diseases, 
for  tuberculosis,  etc.  It  is  a tendency 
which  should  be  discouraged  for,  as  I 
have  stated  before,  it  is  bad  administra- 
tive and  bad  scientific  policy  to  scramble 
together  strictly  public  health  functions 
with  those  which  belong  primarily  to  clini- 
cal medicine.  It  is  also  bad  social  or 
strategic  policy,  for  it  may  result  in  the 
curtailment  of  budgetary  appropriations 
for  strictly  public  health  work  because  of 
the  heavy  demands  which  the  expansion 
of  clinical  activities  must  inevitably  carry 
if  they  are  to  be  done  well.  In  other 
words,  the  appropriating  authorities,  not 
able  to  distinguish  between  preventive  and 
curative  medicine  (or  not  interested  or 
concerned  in  doing  so),  are  likely  to 
underestimate  the  requirements  of  pre- 
ventive medicine  when  these  are  lumped 
together  with  the  requirements  for  the 
treatment  of  disease,  and  when  the  sum 
total  reaches  an  appreciable  size. 

I want  to  repeat,  even  at  the  risk  of 
being  redundant,  that  the  two  accounts — 
that  of  public  health,  per  se,  and  that  of 
treatment  of  disease — should  be  kept  en- 
tirely apart  for  intrinsic,  as  well  as  strate- 
gic reasons. 
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II 

It  is  a common  experience  that  the 
poorer  the  population  of  a given  area,  the 
higher  must  be  its  per  capita  burden  for 
the  maintenance  of  indispensable  work  in 
the  prevention  of  disease  and  the  care  of 
the  sick.  It  is  those  communities  more 
than  others  that  need  financial  assistance 
from  either  state  or  national  government. 
In  this  connection  I submit  that  the  dis- 
tribution of  federal  grant s-in-cdd  or  sub- 
sidies or  whatever  you  wish  to  call  them 
should  be  based  not  on  population,  but  on 
recognized  needs  and  on  the  financial 
effort  made  by  the  various  communities 
toward  meeting  their  needs.  This,  to  my 
mind,  is  of  cardinal  importance,  and 
should  be  recognized  as  a matter  of  com- 
mon practice,  particularly  in  view  of  the 
growing  tendency  to  appropriate  federal 
funds  for  various  health  and  hospital 
purposes.  I refer  not  only  to  the  sums 
which  are  available  under  the  Social  Se- 
curity Act,  but  to  the  funds  which  may 
in  time  become  available  to  combat  vene- 
real diseases,  tuberculosis,  cancer,  polio- 
myelitis, and,  I hope,  rheumatic  fever  and 
rheumatic  heart  disease. 

Money  seems  to  be  a matter  of  slight 
consideration  in  this  era.  The  principles 
of  economics,  which  seemed  to  be  so  well 
entrenched  the  world  over  up  to  several 
years  ago,  are  lying  numb  in  the  discard 
heap.  In  the  light  of  modern  develop- 
ments, the  guileless  economic  ideology  of 
the  past  seems  as  ludicrous  as  it  was  in- 
convenient. It  appears  that  it  is  not  the 
one  who  saves  most,  but  the  one  who 
spends  most,  that  is  the  better  citizen.  It 
appears  that  by  inordinate  borrowing, 
prosperity  can  be  conjured  up. 

Some  economists  point  out  that  one  of 
the  reasons  for  the  present  economic  re- 
cession is  the  fact  that  the  proceeds  from 
the  Social  Security  taxes  have  come  to 
about  equal  the  costs  of  relief,  thus  dimi- 
nishing the  available  purchasing  power 
and  interfering  with  the  economic  prim- 
ing of  the  pump.  If  the  federal  financial 
policy  of  the  past  few  years  is  to  continue, 
and  if  to  maintain  our  price  structure 
enormous  government  expenditures  are 
to  be  voted  for  various  projects,  as  seems 
to  be  the  case,  a new  age  will  have  dawned 
and  the  world  will  never  again  be  what 
it  was.  I submit  therefore  that  in  view 


of  that,  those  of  us  who  are  interested  in 
the  promotion  of  public  Health  and  in  ade- 
quate hospitalization  to  meet  our  needs 
had  better  climb  on  the  band  wagon  and 
present  our  needs  in  the  same  grandiose 
and  debonair  manner  as  other  needs  of 
our  national  economy  have  been  pressed 
to  the  forefront.  I notice  that  I am  not 
the  first  to  advocate  this.  You  are  no 
doubt  familiar  with  the  proposal  intro- 
duced in  the  Congress  by  Senator  LaFol- 
lette  and  Congressman  Bulwinkle  and 
which  is  endorsed  by  the  American  Social 
Hygiene  Association,  which  provides  for 
an  appropriation  of  the  truly  staggering 
sum  of  $271,000,000  to  be  expended  in 
the  next  thirteen  years  on  an  ascending 
scale  for  the  elimination  of  venereal  dis- 
eases. It  is  proposed  that  $3,000,000  be 
appropriated  for  the  purpose  for  the  fiscal 
year  ending  June  30,  1939;  $6,000,000  for 
the  following  year;  $12,000,000  for  the 
third  year;  and  $25,000,000  for  each  of 
the  next  ten  years.  No  one  will  question 
that  the  stamping  out  of  syphilis  will 
prove  one  of  the  greatest  blessings,  and 
that  it  will  materially  decrease  the  great 
contingents  of  sufferers  from  mental  as 
well  as  heart  diseases.  Nevertheless,  it 
seems  to  me  that  the  sums  called  for  are 
out  of  all  proportion  to  the  relative  needs 
of  other  sections  of  the  public  health  and 
hospital  field.  Everyone  knows  that  the 
heart  diseases  have  come  to  occupy  the 
foremost  place  among  the  destructive 
forces  of  our  physical  existence,  and  that 
rheumatic  fever  must  be  regarded  as  one 
of  the  major  plagues  alongside  of  tuber- 
culosis, poliomyelitis,  and  other  great  crip- 
plers  and  destroyers.  Because  the  public 
health  authorities  are  at  least  thirty  years 
behind  the  times  in  the  morbidity  classifi- 
cation of  cardiovascular  diseases,  the  pub- 
lic has  no  conception  of  the  magnitude  of 
the  health  problem  which  rheumatic  fever 
presents  today. 

Recently  a study  was  made  in  Phila- 
delphia on  behalf  of  the  National  Insti- 
tute of  Health,  and  published  in  the 
Public  Health  Reports  of  the  United 
States  Public  Health  Service.1  Here  are 
a few  of  the  findings.  The  mortality 
from  rheumatic  heart  disease  during  1936 
in  Philadelphia  is  estimated  at  from 
twenty-five  to  thirty  per  100,000  popula- 
tion. As  a cause  of  death  from  communi- 
cable diseases,  rheumatic  fever  is  ex= 
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ceeded  only  bv  tuberculosis,  lobar  pneu- 
monia, and  syphilis.  Among  the  chronic 
communicable  diseases,  it  occupies  the 
third  place.  The  study  brought  out  anew 
the  fact  that  over  a course  of  years 
rheumatic  heart  disease  resulted  in  con- 
siderably more  deaths  than  whooping 
cough,  meningococcus  meningitis,  typhoid 
and  paratyphoid  fevers,  measles,  scarlet 
fever,  diphtheria,  and  anterior  poliomye- 
litis, which  followed  in  the  order  listed. 
In  persons  under  twenty-eight  years  of 
age,  rheumatic  fever  was  the  cause  of 
more  deaths  than  pulmonary  tuberculosis. 
The  mean  age  at  death  from  rheumatic 
heart  disease  in  the  Philadelphia  study 
was  36.5  years.  Such,  in  brief,  is  the 
biosocial  importance  of  this  “forgotten 
health  problem 

Shouldn’t  an  effort  be  made,  if  large 
sums  of  money  are  to  be  available  for 
useful  social  ends,  to  build  a chain  of 
sanatoria  for  rheumatic  fever  and  rheu- 
matic heart  disease  patients  in  the  warmer 
sections  of  our  country  for  the  benefit  of 
sufferers  from  these  diseases,  and  for  re- 
search purposes?  Is  it  not  a function  of 
this  and  other  similar  associations,  as  well 
as  of  the  national  health,  hospital  and 
medical  organizations,  to  get  behind  a pro- 
gram of  this  character?  I submit  that  a 
“Warm  Springs”  foundation  for  rheu- 
matic fever  is  on  par  with  foundations 
for  poliomyelitis. 

You  are,  no  doubt,  familiar  with  the 
observation  that  in  the  subtropical  areas 
the  progress  of  rheumatic  heart  disease 
is  more  easily  checked  than  in  the  colder 
climates. 

You  probably  know  of  the  experi- 
ments made  with  two  groups  of  New 
York  City  children  who  were  suffering 
from  an  acute  form  of  this  condition,  one 
of  whom  was  taken  to  Puerto  Rico  &nd 
the  other  to  Florida.  During  the  first 
three  months  of  their  stay  in  the  sub- 
tropical areas  the  activity  of  the  rheu- 
matic process  subsided  and  during  the 
next  three  months  it  disappeared.  Shortly 
after  the  return  of  the  children  to  New 
York  in  the  summer  months,  to  avoid  the 
bad  influence  of  the  cold  season,  the  symp- 
toms began  to  appear  again.  There  was 
evidently  more  than  the  mere  exposure 
to  sunlight  that  was  responsible  for  these 
phenomena. 


Ill 

Even  in  the  large  wealthy  and  progres- 
sive communities  like  Chicago  and  New 
York,  the  existing  facilities  for  the  care 
and  treatment  of  the  major  public  health 
scourges  are  inadequate.  I can  speak  with 
particular  knowledge  of  New  York  City, 
where,  in  spite  of  all  the  interest  taken 
and  money  invested,  we  are  short  at 
least  4,000  hospital  beds  for  tuberculosis 
alone.  We  are  only  now  beginning  to 
recognize  seriously  the  problem  of  chronic 
diseases,  and  our  first  modern  municipal 
hospital  of  its  kind  is  being  erected  on 
Welfare  Island  to  be  operated  in  conjunc- 
tion with  several  of  our  medical  schools, 
thus  assuring  the  future  patients  of  this 
hospital  a real  medical  service.  It  will  be 
utterly  insufficient  to  meet  the  needs  of 
the  community,  but  it  is  a beginning  in 
the  right  direction.  Not  all  communities 
should  follow  this  particular  example  of 
New  York,  for  only  in  the  very  large 
cities  is  it  practicable  to  establish  special 
chronic  disease  hospitals,  which,  because 
of  the  existence  of  medical  schools  in 
these  cities,  could  be  assured  of  proper 
medical  supervision  if  erected  in  easily 
accessible  parts  of  the  city.  For  the 
smaller  communities  the  solution  of  the 
problem  would  seem  to  be  the  building 
in  connection  with  general  hospitals  of 
annexes  for  the  treatment  of  subacute 
and  chronic  disease  patients.  It  is  un- 
likely that  private  munificence  can  be 
counted  on  for  funds  to  build  and  main- 
tain these  indispensable  institutions.  These 
will  probably  have  to  be  provided  out  of 
tax  funds  and  the  earlier  this  is  recog- 
nized, the  more  likely  is  provision  to  be 
made  for  them. 

Then  again,  in  spite  of  the  fact  that 
New  York  City  has  almost  fifty  per  cent 
of  all  the  convalescent  home  beds  in  the 
country,  only  5.3  per  cent  of  the  people 
leaving  our  hospital  wards  are  accommo- 
dated in  convalescent  homes ; and  very 
few,  if  any,  of  those  who  have  passed  a 
serious  illness  at  home  or  been  attended 
in  an  outpatient  department  can  be  admit- 
ted to  a convalescent  home  at  city  ex- 
pense, no  matter  how  poor  they  may  be 
or  how  much  they  may  require  institu- 
tional convalescent  care.  The  Department 
of  Hospitals  under  its  present  administra- 
tion will  not  recognize  any  convalescent 
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patient  as  a city  charge  if  he  has  not  been 
such  in  a hospital. 

The  provision  for  cardiac  convalescents 
is  most  inadequate.  Altogether  we  have 
five  convalescent  homes  devoted  exclu- 
sively to  cardiac  convalescence,  all  of 
them  for  children,  with  a total  capacity  of 
187  beds.  Considering  that  the  average 
stay  of  a cardiac  patient  is  134  days,  and 
that  forty  per  cent  of  the  patients  stay 
more  than  six  months,  it  will  become 
apparent  that  the  total  number  of  patients 
accommodated  could  not  be  very  large. 
In  these  five  homes,  rheumatic  heart  cases 
constitute  the  preponderating  majority. 
Four-fifths  of  the  children  treated  in  these 
homes  are  of  the  1 1- A classification  and 
the  rest  are  practically  all  in  the  II-B 
group. 

Nine  general  convalescent  homes  take 
a few  cardiac  children  each  and  there  are 
only  three  general  convalescent  homes 
that  receive  adult  cardiac  patients. 

In  a study  made  some  years  ago  by  the 
Committee  on  Public  Health  Relations  of 
The  New  York  Academy  of  Medicine,  it 
was  pointed  out  that  of  the  total  number 
of  patients  leaving  the  medical  services  of 
our  hospitals,  from  six  per  cent  to  seven 
and  one-half  per  cent  are  sufferers  from 
infectious  heart  diseases,  all  of  whom  re- 
quire convalescent  home  facilities.  Even 
on  a minimum  basis  we  would  need  to 
provide  for  9,000  patients  of  this  cate- 
gory alone,  and  the  total  number  of  heart 
patients  actually  treated  in  all  our  con- 
valescent homes; — and  this  includes  chil- 
dren— was  1,088  for  the  last  year  for 
which  figures  are  available. 

I submit , therefore , that  the  problem  of 
convalescent  care , jointly  with  that  of 
subacute  and  chronic  disease,  will  be  the 
chief  concern  of  the  hospital  world  of  the 
next  quarter  of  a century.  In  this  country 
we  have  on  the  average  but  7.1  convales- 
cent beds  for  every  100,000  population, 
as  against  53.9  for  every  100,000  popula- 
tion in  Great  Britain.  In  other  words, 
our  provision  is  almost  eight  times  less 
per  100,000  population  than  in  Great 
Britain.  In  the  future,  certain  aspects  of 
convalescent  care  will  have  to  be  stressed 
in  particular ; first  of  all,  that  a conva- 
lescent home  is  not  only  a health  restora- 
tive force,  but  an  educational  influence  of 
first  order. 

Furthermore,  in  homes  in  which  you 


are  particularly  interested,  that  is,  for 
cardiac  patients,  and  also  in  convalescent 
homes  for  postoperative  cases,  there  must 
be  established  a continuity  of  treatment 
between  the  hospital  and  the  convalescent 
home  which,  barring  a few  exceptions,  is 
unfortunately  lacking  in  the  entire  conva- 
lescent field.  There  are  of  course  many 
reasons  for  it;  one  is  the  fact  that  the 
convalescent  home  is  usually  located  out- 
side the  city  limits  and  at  a considerable 
distance  from  the  hospital ; then,  with  the 
few  exceptions  where  the  convalescent 
home  is  a country  branch  of  a hospital, 
the  convalescent  homes  and  the  hospitals 
are  operated  under  different  and  inde- 
pendent auspices. 

Homes  for  cardiac  patients  and  for 
postoperative  patients  should  have  a physi- 
cian in  residence  or  at  least  a physician 
in  daily  attendance.  The  whole  conva- 
lescent problem  is  much  larger  and  much 
more  complex  than  people  generally  real- 
ize. Take  New  York  City  for  example. 
We  have  about  650,000  persons  going 
through  the  wards  of  our  voluntary  and 
municipal  hospitals  every  year.  From  one 
to  two  million  people  seek  medical  advice 
at  the  dispensaries.  170,000  families  on 
relief  in  New  York  City  receive  free 
medical  care  in  their  homes  from  private 
physicians  whose  services  are  paid  for  by 
relief  funds.  During  a year  nearly  a mil- 
lion calls  are  made  by  visiting  nurses  to 
the  homes  of  the  patients.  From  these 
enormous,  although  undoubtedly  overlap- 
ping figures,  certain  estimates  can  be  de- 
rived as  to  the  need  of  convalescent  home 
care.  The  pressure  for  convalescent  care 
is  so  great  that  the  New  York  City 
municipal  authorities  had  to  restrict  their 
contributions  toward  the  maintenance  of 
patients  in  the  convalescent  homes  to 
those  who  recover  from  acute  conditions, 
which  means  that  the  majoritv  of  those 
with  cardiac  or  nephritic  conditions  can- 
not be  certified.  Some  day  a new  gigantic 
medicosocial  Moses  will  have  to  arise  to 
lead  us  out  of  this  almost  trackless  “be- 
wilderness,”  and  I hope  that  the  road  he 
will  take  will  not  be  toward  the  Red  Sea 
or  the  Dead  Sea. 

As  possible  aids  in  relieving  the  pres- 
sure on  the  convalescent  homes,  I should 
like  to  mention  first,  the  practice  of  board- 
ing out  convalescent  children  in  properly 
selected  private  homes.  This  has  been 
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carried  on  in  New  York  for  many  years, 
following  an  experiment  which  was  ini- 
tiated by  Dr.  Henry  D.  Chapin,  under  the 
name  of  the  Speedwell  Society.  Of  pos- 
sible future  importance  is  the  proposal  of 
our  Department  of  Hospitals  for  conva- 
lescent day  camps  to  take  care  of  suitable 
patients  who  either  cannot  gain  admission 
to  convalescent  homes,  or  who,  for  family 
or  other  reasons,  would  not  be  able  to  go 
to  a convalescent  home,  even  if  they 
could  secure  admission. 

IV 

The  experience  with  the  home  care  of 
the  sick  by  the  public  relief  authorities 
has  indicated  that  with  proper  medical 
guidance  this  form  of  the  care  of  the  sick 
may  be  developed  in  the  future  with  great 
benefit  to  all  concerned.  It  is  bound  to 
reduce  the  demand  or  pressure  on  the 
existing  hospital  and  convalescent  home 
facilities.  I submit  that  the  domiciliary 
medical  and  nursing  care  should  be  de- 
veloped under  non-political  auspices  with 
the  aid  of  the  recognized  medical  bodies  in 
each  community , and  should  be  adminis- 
tered as  a part  of  that  department  in  the 
civil  government  of  the  community  which 
deals  with  the  problems  of  the  care  of  the 
sick.  I maintain,  in  other  words,  that 
whenever  possible,  it  should  not  be  ad- 
ministered by  a social  welfare,  but  by  a 
medical  department,  although  the  eco- 
nomic standards  of  eligibility  for  medical 
relief  should  be  laid  down  by  the  social 
welfare  authorities. 

In  order  that  the  entire  direction  and 
the  future  course  of  proper  care  of  the 
sick  should  proceed  in  an  orderly  fashion 
along  scientific  lines,  there  is  need  of  a 
more  comprehensive  morbidity  index  than 
exists  at  present.  Hitherto  we  have  pro- 
ceeded in  a more  or  less  hit-or-miss  man- 
ner, and  although  we  have  done  fairly 
well,  we  have  wasted  a great  deal  of  effort 
and  money  and  failed  in  many  directions. 
For  orientation  purposes  in  this  large  bio- 
social field,  we  must  have  something  akin 
to  a mariner’s  chart  to  make  possible  the 
kind  of  desirable  community  planning  to 
which  I referred  at  the  beginning  of  my 
address.  A proper  system  of  morbidity 
recording,  of  which  epidemiology  is  only 
a small  part,  must  be  developed.  I shall 
not  here  go  into  the  discussion  of  how 


this  can  be  attained.  For  many  years  I 
have  been  advocating  that  in  our  large 
cities  we  develop  at  least  a minimum  of 
that  indispensable  bookkeeping  in  the  field 
of  the  care  of  the  sick  which,  for  lack  of 
a better  name,  I have  called  “Pathom- 
etry.”  I submit  that  zvithout  such  a chart 
as  pathometry  would  supply,  we  shall 
never  be  able  to  deal  with  the  problem  of 
the  care  of  the  sick  in  an  intelligently  in- 
formed manner. 

This  leads  to  the  last  thesis,  namely, 
the  need  of  cooperative  effort  between 
the  private  and  public  agencies  in  the  field 
of  disease  prevention  and  the  care  of  the 
sick  to  obtain  in  each  community  the 
maximum  of  service.  As  you  may  have 
noticed  from  what  I have  said  before,  I 
view  the  present  tendency  of  governmen- 
tal subsidies  with  mixed  feelings.  I know 
that  funds  are  needed  to  put  the  health 
job  over  on  a large  scale.  I also  know 
that  governmental  subsidies  will  lower  the 
sense  of  community  responsibility.  Re- 
member, as  an  able  lawyer  in  New  York 
City  stated:  “In  our  American  system  of 
government,  we,  from  the  beginning,  have 
drawn  a sharp  distinction  between  public 
undertakings  in  the  field  of  Government, 
which  are  maintained  by  public  taxation, 
and  public  undertakings  in  the  field  of 
Liberty,  which  are  maintained  by  personal 
benefactions.”  It  seems  to  me  that  that 
balance  between  the  undertakings  in  the 
field  of  Government  and  the  undertakings 
in  the  field  of  Liberty,  may  become 
greatly  disturbed  if  the  public’s  interest 
and  concern  in  this  whole  field  is  not 
properly  maintained  by  a community  lead- 
ership that  is  alert  and  quick,  vibrant  and 
responsive.  I submit  that  mutual  aid, 
self -appraisal,  self-criticism  and  the  spirit 
of  intelligent  and  informed  cooperation 
are  preferable  to  either  compulsion  or  gov- 
ernment interference,  as  expressions  of 
mature  civic  responsibility.  It  is  the  civic, 
social  welfare,  and  medical  organizations 
like  your  own  and  many  similar  ones 
existing  throughout  the  land,  that  must 
draw  the  plan  for  the  future  evolution  of 
our  institutions  and  agencies  concerned 
with  the  prevention  of  disease  and  the 
organized  care  of  the  sick. 

So  much  has  been  said  about  coopera- 
tion and  coordination,  and  so  relatively 
little  has  as  yet  been  done  about  it,  that 
one  almost  hesitates  to  invoke  these 
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terms.  It  is  my  hope,  however,  that  when 
coordinating  bodies  become  at  last  truly 
effective,  conclusions  will  not  be  reached 
by  a majority  vote  of  the  members,  but 
by  the  reasonableness  of  evidence  and 
opinion  which  brings  unanimous  consent 
within  them  and  on  the  part  of  the  public. 
Otherwise,  there  is  no  cooperation,  but 


coercion.  The  final  resolution  of  the 
health  and  hospital  problem  will,  I hope, 
lie  as  much  in  the  field  of  Liberty  as  in 
the  field  of  Government. 

2 East  103  St. 
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WHEN  DOCTORS  ARE  ILL 


Since  Grecian  times  it  has  been  the  un- 
written law  of  the  medical  profession  that 
the  healing  of  a confrere  should  be  free. 
However,  times  and  material  conditions  have 
changed  lately  and  if  the  doctor  is  more 
than  willing  to  minister  to  a sick  brother 
there  always  arises  the  question  how  far 
this  medical  aid  is  to  go,  and  also  the  family 
angle,  that  is,  if  the  wife  and  children  of  a 
brother  physician  should  be  included  in  the 
“free  list.”  On  the  other  hand,  there  are 
many  doctors  who  insist  on  paying  for  all 
services  received;  but  then  the  treating  doc- 
tor finds  himself  in  a perplexity:  if  he  ac- 
cepts payment,  he  may  be  looked  upon  as  too 
commercial,  and  if  he  refuses  the  fee  his 
brother-patient  may  feel  hurt.  The  question 
is  a delicate  one,  and  many  proposals  have 
come  forth  to  remedy  it. 

The  spirit  of  fraternity  among  Belgian 
doctors  is  highly  developed,  and  if  this  ques- 
tion has  come  up  at  different  times  during 
association  meetings,  it  did  so  only  because 


the  great  majority  of  doctors  here  insist 
that  the  treatment  of  disease  in  a doctor’s 
family  should  be  on  the  basis  of  reciprocal 
give  and  take.  The  latest  proposal  regarding 
this  difficult  problem,  adopted  and  in  process 
of  being  worked  out,  says  a letter  from  Bel- 
gium in  The  Medical  Record,  is  a form  of 
illness-insurance  for  the  doctor  and  his 
family.  In  case  of  illness  the  doctor  may 
call  any  confrere  he  likes  and  the  fees  of 
the  latter,  as  well  as  the  cost  of  drugs,  will 
be  paid  by  the  insurance  fund.  The  plan 
is  being  adapted  to  cover  accident  cases, 
eventual  hospitalization,  maternity  costs  for 
the  doctor’s  wife,  and  in  general  will  include 
even  dental  costs.  One  of  the  difficulties  in 
the  way  is  the  amount  to  be  paid  by  each 
family,  and  what  this  amount  is  to  cover 
in  the  event  of  illness. 

It  is  expected  that  the  plan  will  be  in  full 
operation  shortly  and  thus  one  of  the  thorny 
questions  regarding  the  sick  doctor  shall 
have  been  removed. 


DIPHTHERIA  DANGER  SPOTS 


Twenty  communities  are  listed  in  a spe- 
cial survey  by  the  State  Department  of 
Health  as  having  less  than  thirty-five  per 
cent  of  their  children  under  five  years  of 
age  immunized  against  dipththeria  as  of 
June  1.  The  number  over  the  required 
minimum  percentage  was  one  less  than  a 
year  ago,  Dr.  Edward  S.  Godfrey,  Jr.,  Com- 
missioner of  Health,  said. 

Any  community  having  at  least  thirty- 
five  per  cent  of  its  children  under  five  years 
immunized  may  feel  reasonably  safe  from  a 
diphtheria  outbreak,  Dr.  Godfrey  observed. 
Those  reporting  low  percentages  are  urged 
by  the  State  Health  Department  to  increase 
their  effort  with  the  view  of  protecting  all 
children  from  the  disease. 

The  communities  reporting  less  than 


thirty-five  per  cent  are  Buffalo,  Elmira, 
Jamestown,  Lockport,  Dunkirk,  Hornell, 
Gloversville,  Massena,  Oneonta,  Rockville 
Center,  Fulton,  Oneida,  Oswego,  Hemp- 
stead, Glen  Cove,  Lynbrook,  Watervliet, 
Freeport,  Valley  Stream  and  Floral  Park. 
Johnson  City,  Middletown  and  Peekskill 
were  tied  for  the  highest  percentage  with 
ninety-five  each.  Mamaroneck  was  second 
with  eighty-five  per  cent  and  Herkimer 
third  with  a reported  percentage  of  eightv- 
one. 

Commissioner  Godfrey  said  that  all  com- 
munities of  the  sixty-eight  surveyed  having 
25,000  or  more  population,  with  three  ex- 
ceptions, reported  thirty-five  per  cent  or 
more  of  children  under  five  years  of  age 
immunized. 


ACTIVATION  OF  DISEASE  BY  TRAUMA 


John  J.  Moorhead,  M.D.,  New  York  City 


Half  a century  ago  the  chief  causative 
factors  in  disease  were  often  listed  as 
alcohol,  syphilis,  gout,  and  trauma.  Night 
air  was  held  responsible  for  tuberculosis; 
sewer  gas  for  typhoid;  and  fogs  for 
malaria.  Today  we  more  properly  assign 
these  scourges  to  causes  that  fulfill  the 
scientific  criteria  of  (1)  origination  from 
a known  source,  (2)  definite  clinical  and 
pathological  proof  of  their  reality,  and 
(3)  ability  to  reproduce  them  from  the 
host  into  which  they  were  introduced.  In 
other  words  we  now  demand  proof  de- 
duced in  vivo  as  well  as  in  vitro:  we  re- 
inforce clinical  observation  by  laboratory 
and  by  pathological  data. 

Our  proof  of  any  disease  depends 
upon  the  triad  of  (1)  clinical  signs,  (2) 
biopsy  and  serologic  examination,  and 
(3)  autopsy  findings.  We  rely  upon 
these  three  essentials,  and  regard  them 
as  authentic  because  they  have  proven 
reliable  when  tested  by  universal  experi- 
ence. 

However  of  late  we  are  confronted 
increasingly  by  the  assertion  that  trauma 
is  a causative  factor  that  has  not  been 
given  sufficient  attention  as  a disease- 
producer  and  as  a disease-activator.  There 
is  less  clamor  in  asserting  that  trauma  can 
produce,  than  there  is  in  asserting  that 
trauma  can  activate  disease.  Yet  there 
are  some  who  would  ask  us  to  believe 
that  trauma  is  the  responsible  causative 
factor  in  brain  tumor,  apoplexy,  goiter, 
tuberculosis,  heart  disease,  cancer,  dia- 
betes, stomach  and  intestinal  ulcer,  appen- 
dicitis, and  in  other  disease  known  to 
have  an  etiology  hitherto  unassociated 
in  any  way  with  trauma. 

It  will  be  of  interest  to  explore  these 
assertions  in  the  light  of  past  experience 
in  an  effort  to  answer  certain  self-pro- 
pounded questions. 

Hence  what  follows  is  in  the  nature  of 
a question  and  answer  review,  stated 
thus  because  beliefs  in  reality  are  based 
on  the  response  to  such  queries  as : 
(I)  What  is  trauma?  (II)  What  is 


disease?  (Ill)  Can  trauma  and  disease 
co-exist?  (IV)  Can  trauma  cause  dis- 
ease as  the  sole  factor?  (V)  Can  trauma 
activate  disease? 

I.  What  is  trauma? 

The  derivation  in  Greek  means  “a  blow,” 
and  essentially  trauma  means  the  applica- 
tion of  unusual  violence.  This  violence  may 
be  sudden  in  onset  and  comprise  only  one 
single  act.  It  may  be  intermittent.  It 
may  be  continuous. 

II.  What  is  disease? 

A departure  from  the  normal  anatomic, 
physiologic  and  pathologic  process  may  be 
sufficient  answer. 

III.  Can  trauma  and  disease  co-exist? 

Yes. 

IV.  Can  trauma  cause  disease  as  the  sole 
factor? 

No. 

V.  Can  trauma  activate  disease? 

Yes,  under  certain  circumstances.  Before 
replying  in  the  affirmative  to  this  question, 
we  must  postulate  certain  factors  determin- 
ing our  opinion.  As  a basis  we  must  be 
aware  of  the  following: 

(a)  Nature,  extent,  and  duration  of  the 

disease. 

(b)  The  normal  or  natural  clinical  life  his- 

tory of  the  disease. 

(c)  The  age,  sex,  color,  race,  occupation, 

social  status,  and  past  history  of  the 
patient. 

(d)  The  prior  treatment  and  when  it  began 

and  ceased. 

As  to  the  accused  injury,  we  seek  infor- 
mation regarding  the  following: 

(a)  Manner  of  receipt  of  the  injury. 

(b)  The  site  and  extent  of  the  injury,  to- 

gether with  the  immediate  and  sequen- 
tial symptoms. 

(c)  The  type  of  treatment  and  the  response 

thereto. 

(d)  The  elapsed  time  between  the  receipt  of 

injury  and  the  alleged  onset  of  the 
disease. 

VI.  Is  there  a disease-grouping  in  which 
trauma  concededly  may  become  an 
activating  factor? 

Yes.  Pneumonia,  embolism,  thrombosis, 
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phlebitis,  cardionephritis,  aneurism,  otitis 
media,  and  meningitis  are  in  this  grouping. 

VII.  Is  there  a disease-grouping  in  which 
trauma  plays  a less  probable  role? 

Yes.  Diabetes,  brain  tumor,  endarteritis, 
goiter,  pulmonary  tuberculosis,  and  certain 
neoplasms.  In  general,  that  class  of  disease 
in  which  the  process  is  controlled,  quiescent, 
retrogressive  or  stationary. 

VIII.  Is  there  a disease-grouping  in  which 
trauma  rarely  if  ever  plays  a role? 

Yes.  In  general  this  is  the  group  in 
which  chronicity  is  the  rule;  or  in  which 
there  are  natural  known  periods  of  accession 
and  remission;  or  when  examination  inci- 
dental to  the  injury  discovers  hitherto 
unknown  or  unsuspected  pathology  which 
indisputably  must  have  antedated  the 
trauma. 

IX.  In  effect,  then,  the  opinion  is  that 
trauma  concededly  activates  disease 
in  very  few  cases;  that  the  effect 
is  debatable  in  a second  group;  and 
that  it  can  be  denied  in  a third  group? 

Yes. 

X.  Are  there  any  criteria  of  value  in 
making  the  distinction  as  between 
these  three  groups  that  may  be  called: 
A.  The  conceded  (This  is  the  “Yes” 
group) ; B.  The  doubtful  (This  is  the 
“perhaps”  group) ; C.  The  denied 
(This  is  the  “never”  group). 

Yes. 

XI.  What  are  the  criteria? 

(1)  Type  of  patient.  The  well  and 
strong  vs.  the  ill  and  weak.  The  age,  sex, 
race,  occupation,  social  status. 

(2)  The  injury.  Circumstances  sur- 
rounding the  accident.  Type,  site,  and 
extent.  Immediate  and  subsequent  symp- 
toms. Presence  or  absence  of  shock,  hem- 
orrhage, infection,  unconsciousness ; these 
are  very  important.  Duration,  nature,  and 
outcome  of  treatment. 

(3)  The  disease.  Type,  site,  and  extent. 
Date  of  onset.  Initial  and  subsequent  mani- 
festations. Prior  evidences,  clinical  or 
laboratory.  Elapsed  time  between  the  in- 
jury and  the  disease,  and  whether  or  not 
this  interval  was  characterized  by  premoni- 
tory signs. 

XII.  In  the  A or  conceded  or  “yes”  group, 
what  are  the  main  criteria? 

Adequate  injury  with  adequate  symptoms. 
The  disease  is  contiguous  to  the  site  of  the 
trauma  and  arises  by  direct  progression, 
or  via  the  blood  stream  or  lymphatics.  An 


onset  in  point  of  time  and  manifestations 
that  clearly  indicates  that  the  disease  in 
reality  was  a complication.  Proof  that  the 
disease  was  hitherto  quiescent,  relapsed  or 
retrogressed.  An  acute  or  abrupt  onset  is 
more  suggestive  than  a chronic  or  slow 
onset.  Antedating  shock,  hemorrhage,  in- 
fection or  unconsciousness  are  important 
factors.  Laboratory  proof  or  biopsy  often 
adds  value  to  the  clinical  observation. 

XIII.  In  the  B or  debatable  or  “perhaps” 
group,  what  are  the  main  criteria? 

In  these,  the  injury  is  less  severe;  it  is 
remote  anatomically  and  in  point  of  time; 
it  has  a normal  course  toward  complete 
recovery ; the  elements  of  shock,  hemorr- 
hage, infection,  and  unconsciousness  were 
not  severe.  The  disease  itself  had  no 
periods  of  quiescence  or  acceleration  inde- 
pendent of  any  extraneous  factors.  The 
time  element  was  too  short  or  too  long. 
The  manifestations  were  disproportionate  to 
the  alleged  accelerating  factor  which  in  and 
of  itself  was  limited  in  time  and  local  in 
effect. 

XIV.  In  the  C or  denied  or  “never”  group, 
what  are  the  main  criteria? 

In  these  the  injury  was  of  self-limited 
type.  The  manifestations  were  usual  and 
ordinary,  and  during  the  progress  toward 
recovery  there  were  no  complications.  The 
time  element  was  too  short  or  too  long. 
The  disease  itself  had  an  adequate  etiology, 
the  manifestations  were  usual,  apparent,  and 
independent  of  any  assumed  extraneous 
factors.  In  terms  of  progression,  the  march 
of  symptoms  were  in  line  with  the  known 
tendency  toward  progression  and  there 
were  no  determinable  abrupt  episodes.  The 
disease,  in  other  words,  was  not  concurrent; 
it  was  recurrent  or  arose  from  a demon- 
strable independent  or  coincident  source. 

Obviously  there  is  much  disagreement 
in  attempting  to  thus  arbitrarily  divide 
this  subject  into  three  catagories.  I am 
aware  that  this  classification  may  seem 
incomplete  and  arbitrary,  but  we  will  all 
agree  that  there  should  be  some  stan- 
dard by  which  we  can  allot  to  trauma 
any  responsible  etiologic  role  in  disease 
activation.  Dissenting  opinion  probably 
arises  most  often  in  respect  to  pulmon- 
ary tuberculosis,  cancer,  diabetes,  endar- 
teritis, cardionephritis,  and  goiter.  Less 
often,  controversy  is  aroused  in  respect 
to  apoplexy,  brain  tumor,  appendicitis, 
gastric  or  duodenal  ulcer,  tabes  and  mul- 
tiple sclerosis. 


October  15,  1938] 


ACTIVATION  OF  DISEASE  BY  TRAUMA 


1329 


In  the  last  analysis,  any  reliable  opin- 
ion must  rest  upon  the  knowledge  and 
past  experience  of  the  practitioner.  This 
experience  must  be  broad  and  varied 
enough  to  have  withstood  the  varying 
shifts  of  opinion  that  characterize  our 
calling. 

For  example,  in  the  recent  score 
of  years,  the  germ  theory  and  the  endo- 
crine theory  have  played  a predominant 
etiologic  role.  Today  we  are  veering 
toward  the  vitamin  sources  of  origin,  and 
the  allergic  forces  are  also  appearing  in 
flagrant  fervor.  The  real  answer  is  often 
best  obtained  by  answering  each  for  him- 
self the  self-propounded  question : What 
usually  and  ordinarily  happens  under 
such  conditions?  This  means  that  past 
experience,  our  own  or  that  of  our  chosen 
advisers,  is  invoked  and  we  rely  upon 
this  wisdom  in  this  situation  just  as  we 
do  in  any  other  situation.  We  do  not 
flaunt  our  own  opinion  unless  we  have  a 
sufficient  background  of  experience.  We 
do  not  rely  upon  one  case.  We  are  not 
misled  by  any  form  of  medicolegal  ter- 
minology, that  curious  hybrid  that  differs 
so  radically  from  valid  medicosurgical 
terminology.  We  are  not  beguiled  by 
the  theory  of  “lowered  vital  resistance 
due  to  injury”  unless  there  is  an  adequate 
factual  basis. 

We  know  that  disease  takes  a toll  from 
the  strong  and  lusty  just  as  it  does  from 
the  weak  and  puny.  We  know  that  there 
is  such  a thing  as  coincidence  and  hard 
luck,  and  that  our  patient  may  not  only 
break  a leg  but  also  develop  typhoid 
fever  during  convalescence.  We  know 
also  that  there  is  a law  of  averages,  and 
a normal  incidence  rate  for  certain 
diseases.  We  know  that  cancer  from 
injury  would  have  a conceded  relation- 
ship if  it  actually  existed  because  a 
thousand  cases  would  be  recorded  in  a 
few  years.  We  know  that  even  the 
alleged  cases  arising  thus,  scarcely  equal 
the  normal  incidence  of  this  scourge. 
The  same  applies  to  pulmonary  tuber- 
culosis and  diabetes.  We  know  that  an 
injury,  like  a life  insurance  application, 
often  calls  for  a complete  examination, 
and  then  for  the  first  time  certain  patho- 
logical defects  are  noted.  We  know  that 
patients  can  have  well-advanced  disease 
and  be  wholly  unaware  of  it.  We  know 
also  that  patients  may  interpret  long- 


standing symptoms  wrongly  and  that 
their  so-called  indigestion  was  in  reality 
an  ulcer  or  a neoplasm.  We  also  know 
that  certain  diseases  remain  hidden  and 
suddenly  burst  upon  the  diagnostic  hori- 
zon so  vividly  that  any  doctor  can  inter- 
pret by  inspection  alone.  We  know  that 
we  must  rely  upon  what  we  know  and 
not  on  what  we  desire  to  fit  a particular 
exigency.  We  know  that  a blow  on  the 
back  never  caused  a kidney  stone.  We 
know  that  a blow  on  the  neck  never 
caused  tonsillitis.  We  know  that  a blow 
on  the  abdomen  never  caused  typhoid, 
although  there  are  some  who  assert  that 
appendicitis  has  been  caused  thereby. 
We  know  that  a blow  on  the  buttocks 
never  caused  hypertrophy  of  the  prostate, 
although  we  do  wish  that  a sit-down 
strike  might  cause  just  that.  We  know 
that  as  yet  no  one  has  claimed  that  a 
blow  on  the  abdomen  has  caused  pyo- 
salpinx,  even  though  we  do  admit  that 
abdominal  violence  properly  propelled  is 
the  factor. 

In  other  words,  we  can  assert  that 
disease  processes  are  usually  assignable 
to  non-traumatic  factors ; and  when 
disease  and  trauma  are  apparently  linked, 
we  should  not  blindly  assert  that  relation- 
ship unless  some  or  all  of  the  previously 
listed  criteria  prevail.  For  many  years 
I have  had  a reasonably  active  experience 
in  caring  for  the  injured,  and  my  own 
observation  is  that  the  proved  relationship 
between  trauma  and  disease  is  most 
exceptional. 

I have  never  known  an  initiating 
trauma  to  be  the  cause  of  such  varied 
maladies  as  appendicitis,  apoplexy,  brain 
tumor,  cancer,  diabetes,  gastrointestinal 
ulcer  or  pulmonary  tuberculosis.  If  the 
relationship  existed,  assuredly  it  would 
be  better  known  to  those  who  are  daily 
in  contact  with  the  injured  rather  than 
to  those  who  only  occasionally  encounter 
this  class  of  patient.  It  can  be  confi- 
dently asserted  that  the  voice  of  experi- 
ence is  loud  in  proclaiming  that  any 
relationship  is  exceptional,  coincidental, 
and  doubtful. 

Summary 

1.  By  question  and  answer,  an  attempt 
is  made  to  classify  and  thus  clarify  the 
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alleged  co-partnership  between  trauma 
and  disease. 

2.  Certain  criteria  are  suggested  as  a 
basis  for  proof  or  disproof. 

3.  Three  main  groups  are  suggested — 


the  “yes,”  the  “perhaps,”  and  the  “never” 
group. 

4.  In  general  it  can  be  stated  that  any 
alleged  relationship  is  exceedingly  vague. 

115  E.  64  St. 


NEW  BABY  INCUBATOR  FOR  RURAL  AREAS 


Successful  use  of  the  modern,  simplified 
“baby  incubator”  developed  by  the  Cat- 
taraugus County  Department  of  Health  is 
focusing  the  attention  of  medical  leaders 
throughout  this  section  of  the  country  on 
the  device,  says  the  Olean  Times-Herald. 

To  give  prematurely-born  babies  in  the 
rural  areas  an  equal  chance  of  survival  with 
“city”  infants,  New  York  State,  through 
the  Division  of  Maternity,  Infancy  and 
Child  Hygiene  of  the- State  Department  of 
Health,  has  purchased  twenty-four  of  the 
incubators,  using  the  design  and  specifica- 
tions developed  by  the  Cattaraugus  County 
Health  Department. 

Thirteen  of  these  incubators  recently 
were  allocated  to  hospitals  and  health  cen- 
ters in  Western  New  York.  Others  have 
been  in  use  in  various  parts  of  the  section 
for  some  time,  as  well  as  in  nearby  Pennsyl- 
vania. 

Interest  of  New  York  State  authorities 
in  the  device  was  aroused  after  they  had 
seen  one  of  the  incubators.  Recently  they 
sent  photographers  of  the  state  department 
to  obtain  motion  pictures  of  the  incubators 
in  use. 

So  far  this  year,  the  incubators  of  the 
department  have  been  used  in  eighteen 
county  birth  cases.  These  figures  are  only 
for  the  first  half  of  1938,  while  during  the 
entire  1937  year  there  were  only  eight  calls 
for  incubators. 

Simple  in  construction,  the  incubators  are 
made  of  sheet  metal,  with  a heating  ele- 
ment below  the  baby’s  bed.  The  tempera- 


ture is  controlled  electrically  by  a thermo- 
stat. Where  there  is  no  electricity  in  the 
home,  the  heat  can  be  provided  through 
the  use  of  hot  water  bottles,  heated  bricks 
or  flat  irons  or  stones. 

The  device  was  conceived  about  a year 
ago,  after  officials  of  the  department  had 
borrowed  one  of  the  old-type  “heated  cribs” 
developed  by  a doctor  in  Chicago. 

Using  this  early  device — which  was  heat- 
ed by  electric  light  bulbs,  rather  than  by 
the  electric  element — as  a starting  model, 
officials  improved  on  it,  modernizing  the 
construction  and  equipment,  and  adding  the 
thermostat  control  feature.  Specifications 
were  sent  to  The  Metal  Products  Company, 
of  Ellicottville,  N.  Y.,  where  the  incubator 
units  were  made  up. 

There  are  now  eleven  such  units  in  the 
county,  available  free  of  charge  to  anyone 
in  Cattaraugus  County  on  the  request  of 
the  attending  physician,  either  at  a hospital 
or  in  a private  home. 

Any  baby  under  five  and  a half  pounds 
is  probably  premature,  officials  point  out, 
and  needs  the  special  care  provided  through 
the  incubator. 

The  primary  function  of  the  device  is  to 
maintain  a uniform  temperature  of  about 
eighty-five  or  ninety  degrees  until  the  in- 
fant achieves  normal  weight  and  develop- 
ment. The*  incubator  is  also  to  emphasize 
the  need  for  special  care  of  such  infants  in 
nursing,  feeding  and  isolating  them  from 
possible  infection. 


AMERICAN  BOARD  OF  OBSTETRICS  AND  GYNECOLOGY,  INC. 


The  next  examinations  (written  and  re- 
view of  case  histories)  for  Group  B can- 
didates will  be  held  in  various  cities  of  the 
United  States  and  Canada  on  November  5, 
1938  and  on  February  4,  1939.  Applica- 
tion for  admission  to  the  written  examina- 
tion scheduled  for  February  4,  1939,  must 
be  filed  on  an  official  application  form  in 
the  office  of  the  Secretary  at  least  sixty 
davs  prior  to  this  date  (or  before  Decem- 
ber 4,  1938). 

The  general  oral,  clinical  and  patho- 


logical examinations  for  all  candidates 
(Groups  A and  B)  will  be  conducted  by 
the  entire  Board,  meeting  in  St.  Louis, 
Missouri,  immediately  prior  to  the  annual 
meeting  of  the  American  Medical  Associa- 
tion in  June  1939.  Application  for  admis- 
sion to  Group  A examinations  must  be  on 
file  in  the  Secretary’s  Office  before  April 
1,  1939. 

For  further  information  and  application 
blanks,  address  Dr.  Paul  Titus,  Secretary, 
1015  Highland  Bldg.,  Pittsburgh  (6)  Pa. 


RECEDING  CHIN:  PLASTIC  RECONSTRUCTION 

Joseph  Saftan,  M.D.,  New  York  City 


Under  normal  conditions  the  protru- 
sion of  the  lower  jaw  should  correspond 
to  that  of  the  most  prominent  point  on 
the  forehead.  In  a study  of  the  “esthetic” 
anatomy  of  the  face  it  will  be  found  that 
a line  drawn  from  the  glabellar  ridge  to 
the  point  of  the  chin  forms  a perpendicu- 
lar from  which  other  measurements  may 
be  made  (Fig.  1). 

Malformations  in  the  development  of 
the  mandible  are  generally  of  two  varie- 
ties— (1)  prognathism,  excessive  develop- 
ment of  the  lower  jaw,  producing  a promi- 
nent chin,  and  (2)  microgenia,  faulty 
development,  seen  in  receding  chins.  The 
latter  deformity  has  given  rise  to  the 
terms  “bird  face”  and,  as  the  result  of  a 
popular  comic  strip,  “Andy  Gump  Chin.” 

There  is  a general  impression  that  indi- 
viduals with  a receding  chin  are  of  weak 
character  and  defective  mentality,  and 
while  there  is,  of  course,  no  basis  for 
such  a belief,  the  question  arises  whether 
this  deformity,  which  is  apparent  early  in 
life,  does  not  actually  produce  an  inferior- 
ity complex  on  the  part  of  the  afflicted 
person.  The  defect  first  becomes  notice- 
able at  about  ten  years  of  age  and  grows 
more  pronounced  as  other  facial  parts 
attain  normal  development  at  twenty-one 
years  of  age  (Fig.  2-4). 

While  microgenia  is  solely  an  esthetic 
defect,  the  dental  malocclusion  which  ac- 
companies it  is  nearly  always  a difficult 
reconstructive  problem,  both  for  the  pa- 
tient and  the  orthodontist. 

Corrective  treatment,  seeking  to  restore 
the  normal  bite  should  commence  at  an 
early  age  and  continue  until  the  age  of 
nineteen  or  twenty,  at  which  time  the 
maximum  approximation  of  the  upper  and 
lower  teeth  is  reached.  While  the  nor- 
mal bite  is  being  restored,  the  chin  defect 
becomes  relatively  more  pronounced  due 
to  the  normal  growth  of  the  other  facial 
bones.  At  this  time  the  correction  of  the 
esthetic  defect  should  be  considered  and 
the  patient  referred  to  a competent  plastic 
surgeon. 

The  main  problem  which  confronts 
the  plastic  surgeon  in  the  correction  of 


microgenia  is  the  choice  of  transplant 
material  to  be  used  in  order  to  obtain 
the  most  permanent  and  desirable  result. 

From  the  physiologic  standpoint,  the 
patient’s  own  rib  cartilage  furnishes  the 
ideal  transplant  material.  Rib  cartilage, 
however,  has  many  shortcomings  when 
employed  in  the  plastic  correction  of  this 
deformity,  particularly  if  it  is  of  the  pro- 
nounced type.  The  first  and  most  im- 
portant disadvantage  is  that  it  is  almost 
impossible  to  obtain  a section  of  cartilage 
large  enough  to  permit  the  proper  semi- 
lunar carving  to  fill  a defect  of  consider- 
able size.  The  proponents  of  the  use  of 
rib  cartilage  for  this  purpose  are  invari- 
ably obliged  to  use  two  and  sometimes 
three  separate  pieces.  Such  instances  have 
come  under  my  observation,  and  it  was 
quite  apparent  that  the  pieces  of  cartilage 
did  not  remain  superimposed  as  originally 
intended  even  though  they  were  first  su- 
tured together ; nor  were  they  productive 
of  a graceful  chin  curve  resembling  the 
normal.  Deep  skin  indentations  formed 
where  the  cartilages  slipped  apart  and 
sharp  corners  presented  through  the  at- 
tenuated skin.  There  was  merely  a sub- 
stitution of  one  disfigurement  for  another. 

In  the  milder  forms  of  receding  chin 
(Fig.  6-7),  only  a small  transplant  is 
required  to  bring  the  chin  into  proper 
relationship — in  size  and  position — with 
the  other  facial  contours. 

When  such  cases  are  accompanied  by 
an  unduly  prominent  nose,  which  like- 
wise requires  correction,  the  section  of 
nasal  structure  removed,  consisting  of 
bone  and  cartilage,  may  be  implanted  im- 
mediately under  the  tissues  of  the  chin. 

Before  describing  my  own  technic  em- 
ployed in  the  cases  illustrated  herein,  I 
want  to  mention  two  other  methods,  used 
with  varying  degrees  of  success : 

1.  Iliac-crest  transplants : It  would  seem 

that  a section  of  the  natural  curve  of  the 
iliac  crest  would  answer  the  ideal'  require- 
ment for  a curved  transplant.  It  cannot 
however  be  made  to  correspond  to  the  indi- 
vidual curve  of  the  mandible  in  a given 
case,  without  a great  deal  of  bone  rasping. 
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Fig.  1.  Normal  rela- 
tionship of  chin  to 
other  facial  structures. 


Fig.  3.  Same  patient  as  Fig.  2,  age  fifteen 
years.  Recession  more  apparent. 


Fig.  4.  Same  patient,  age  twenty.  Condition 
at  maturity. 


Fig.  5.  Same  patient  after  correction. 


Any  prolonged  or  severe  handling  of  a 
living  graft  jeopardizes  its  viability,  aside 
from  the  fact  that  bone  grafts  per  se  undergo 
considerable  absorption. 

2.  Removable  prosthesis:  This  method 

was  developed  in  England.  I have  had  no 
personal  experience  with  it  but  the  technic 
as  described  to  me,  appears  to  be  as  follows : 

An  incision  is  made  through  the  mucosa 
of  the  lower  lip  at  the  base  of  the  sulcus. 
The  tissues  over  the  chin  are  undermined 
through  this  incision  and  a sufficient  quan- 
tity of  stent  mold  inserted  to  build  up  the 
chin  to  a normal  elevation.  After  the  mold 
hardens,  it  is  removed  and  covered  with  a 
Thiersch  graft  and  then  reinserted  into  the 
sulcus.  After  ten  days  the  mold  is  removed 
and  a skin-lined  pouch  is  left  over  the 
mandible. 

The  next  step  consists  of  extracting  the 


Fig.  2.  Age  ten  years.  Slight  recession  of  chin. 
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Fig.  6.  N.B.  Mild  underdevelopment  of  chin. 


Fig.  7.  Same  patient  as  Fig.  6,  after  cor- 
rection. 

lower  teeth  and  making  an  artificial  denture 
to  which  is  attached  an  appliance  which 
holds  a prosthesis  made  of  luxene.  This 
prosthesis  corresponds  in  shape  to  the  origi- 
nal stent  mold. 

While  the  patient  is  wearing  this  apparatus 
the  chin  appears  normal  in  shape ; but  the 
mere  fact  that  it  must  occasionally  be  re- 
moved for  cleansing  purposes  is  somewhat 
of  a drawback.  I cannot  refrain  from 
thinking  of  the  seriocomic  shock  produced 
when  a young  woman  removes  her  lower 
denture  to  be  cleaned  and  finds  her  chin 
collapsing  at  the  same  time ! 

Technic 

Based  on  my  experience  with  ivory  in 


the  correction  of  saddle  nose  I decided  to 
employ  it  in  the  correction  of  microgenia. 
In  over  three  hundred  cases  in  which 
ivory  was  used  in  nasal  correction  only 
four  showed  any  reaction  which  required 
the  removal  of  the  implant.  It  was  there- 
fore reasonable  to  assume  that  a similar 
proportion  of  patients  would  retain  an 
ivory  implant  in  the  chin  area.  Years  ago 
Joseph  used  ivory  for  this  purpose — 
rather  thin  plates  with  perforations — with 
the  end  in  view  that  the  transplant  would 
become  fixed  in  position  by  fibrous  tissue 
hands,  octopus-like,  growing  through  the 
openings. 

The  first  patient  with  microgenia  who 
came  under  my  care,  required  only  a mod- 
erately sized  implant  (Fig.  8-9).  It  was 


Fig.  8.  Decided  type  of  microgenia. 


Fig.  9.  Same  patient  as  Fig.  8,  after  cor- 
rection. 
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Fig.  10.  C.K.  Extreme  type  of  microgenia. 

an  excellent  opportunity  to  test  the  de- 
sirability of  ivory  as  implant  material  for 
this  type  of  correction.  There  was  very 
little  reaction,  in  fact  not  more  than  usu- 
ally follows  any  operative  procedure.  The 
small  incision  under  the  chin  healed  and 
the  sutures  were  removed  on  the  fifth  day. 

The  second  patient  (Fig.  4—5)  had  a 
very  marked  deformity  requiring  a large 
transplant.  I utilized  the  largest  piece 
of  ivory  at  hand  and  carved  it  into  the 
requisite  form.  The  reaction  was  no 
greater  than  in  the  first  case.  I realized 
that  the  implant  in  this  case  might  have 
been  somewhat  thicker,  in  order  to  attain 
a more  normal  chin  protrusion  but  it  was 


Fig.  11.  Same  patient  as  Fig.  10,  after  cor- 
rection. 


Fig.  13. 

one  inch.  It  was  carried  down  to  the 
fascia,  and  from  this  point  the  tissues  of 
the  chin  were  undermined  close  to  the 
periosteum,  by  means  of  curved  scalpels 
( Trelat).  The  undermining  is  carried  out 
laterally,  in  both  directions  to  a degree 
sufficient  to  accommodate  the  transplant. 
The  previously  prepared  ivory  implant  is 
seized  with  a pair  of  bone  forceps  and 
one  end  is  inserted  (Fig.  12-13)  and 
pushed  laterally  as  far  as  possible.  A 
small  hook  is  inserted  into  the  opposite 
end  of  the  incision,  stretching  it  until  it 
is  possible  to  swing  the  implant  about,  and 
to  insert  the  protruding  end  into  the  pre- 
pared pocket.  The  skin  posterior  to  the 
incision  is  then  sufficiently  undermined  to 
permit  it  to  be  pulled  forward  and  to 
close  the  incision  without  undue  tension. 


the  largest  piece  of  ivory  I had  at  my  dis- 
posal at  the  time. 

The  other  two  cases  reported  here  were 
treated  in  a similar  manner  and  with  ex- 
cellent results.  The  largest  implant  used 
was  for  the  last  patient  in  our  series 
(Fig.  10-11).  The  operative  technic  used 
in  these  cases,  is  as  follows : After  the 

usual  preparation  of  the  skin  in  the  re- 
gion of  the  chin  and  neck,  a one  per  cent 
solution  of  novocain,  with  adrenalin,  was 
injected  along  the  proposed  line  of  in- 
cision. This  incision  was  curved,  with 
the  convexity  forward,  and  did  not  exceed 
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transplant 


Fig.  12. 
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A small  dressing  over  the  chin  for  a 
few  days,  and  the  removal  of  the  sutures 
on  the  fifth  or  sixth  day,  completes  the 
operation. 

Summary 

1.  Ivory  is  the  ideal  material  for  the 
correction  of  microgenia. 


2.  It  can  be  accurately  shaped  to  fit 
defects  of  any  size. 

3.  It  is  readily  retained  by  the  tissues. 

4.  It  does  not  undergo  any  change  in 
size  or  form. 

5.  The  correction  is  therefore  perma- 
nent. 

574  West  End  Ave. 


ARGYRIA  DUE  TO  SILVER  ARSPHEN AMINE 

Otto  Steinbrocker,  M.D.,  New  York  City 


C.H.C.,  thirty-five  years  old,  was  ex- 
amined on  January  12,  1937  for  weakness 
and  diffuse  joint  aches  following  an  epidemic 
upper  respiratory  infection  which  had  in- 
capacitated him  for  about  two  weeks.  The 
physical  findings  were  normal,  excepting 
sluggish  reaction  of  pupils  to  light,  barely 
responsive  K.  J.  The  buccal  mucosa,  pal- 
ate, and  tongue  were  irregularly  spattered 
with  a stipled  and  streaked  slaty-blue  dis- 
coloration. The  exposed  skin  of  the  face 
and  neck,  particularly  of  the  nasolabial  folds, 
faintly  suggested  a dirty  grey-blue  tinge 
underlying  the  blonde-pink  complexion  of 
the  patient. 

The  skin  pigmentation  was  slight  as  yet 
and  had  developed  so  subtly  it  had  not  been 
noticed  by  the  patient  or  his  family  until  it 
was  called  to  their  attention.  In  February 
1933  the  patient  was  found  to  have  CNS 
syphilis  with  symptoms  of  early  paresis. 
He  was  hospitalized  in  New  York  City  and 
was  subjected  to  a course  of  malaria  therapy. 
After  leaving  the  hospital  the  serology  still 
showed  a four  plus  blood  and  spinal  fluid 
Wassermann  and  a positive  paretic  colloidal 
gold  curve.  The  patient,  therefore,  received 
elsewhere  133  intravenous  injections  of  sil- 
ver arsphenamine  (0.3  Gm.)  and  133  intra- 
muscular injections  of  bismuth  in  oil 
(dose?)  from  May  7,  1933  until  January 

6.  1937.  This  rather  continuous  treatment 
was  interrupted  by  the  intercurrent  infec- 
tion and  the  arthralgia  which  brought  the 
patient  to  me.  The  asthenia  and  joint  pains 
were  unrelated  to  the  argyria  and  responded 
rapidly  to  medication. 

The  blood  Wassermann  taken  at  this  time 
was  four  plus.  Ophthalmological  study  re- 
vealed a mild  contraction  of  the  visual 
fields. 

A skin  biopsy  for  spectroscopic  study  was 
performed  by  Dr.  M.  E.  Gaul  who  reported 


that  the  metallic  elements  in  the  specimen 
were  present  in  normal  quantities  excepting 
silver  and  bismuth  which  were  in  excess, 
the  density  of  the  silver  line  revealing  a 
retention  equivalent  to  ten  to  fifteen  Gm.  of 
silver  arsphenamine.  (Argyria  is  thought 
to  become  clinically  manifest  when  the  re- 
tention of  silver  approaches  that  from  eight 
Gm.  of  silver  arsphenamine.) 

The  patient  was  seen  recently  by  Dr. 
John  H.  Stokes  of  Philadelphia  who  con- 
firmed the  diagnosis  of  argyria  with  some 
degree  of  bismuth. 

The  picture  here  emphasizes  the  danger 
of  silver  poisoning  inherent  in  the  in- 
cautious use  of  silver  preparations- — in 
this  instance,  silver  arsphenamine.  This 
hazard  becomes  especially  important  now 
because  of  the  current  trend  toward  con- 
tinous  rather  than  interrupted  treatment 
of  syphilis.  Such  a procedure  was  ap- 
parently being  followed  in  the  manage- 
ment of  this  patient  who  had  received 
more  or  less  steady  therapy  with  silver 
and  bismuth  salts  for  3^  years. 

The  dangers  of  silver  therapy  have  been 
amply  reported  in  the  past  few  years,  the 
extensive  studies  of  Gaul  and  Staud1  and 
of  Gager  and  Allison2  by  their  summaries 
of  previous  case  reports,  lending  especial 
emphasis  to  the  hazards  involved  in  the 
uninterrupted  treatment  with  any  of  the 
organic,  inorganic,  and  colloidal  silver 
salts — neosilvol,  argyrol,  collargol,  silver 
nitrate,  and  silver  arsphenamine. 

35  E.  9 St. 
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The  Physicians’  Hospital  at  Plattsburg  has  opened  a new  children’s  ward. 


THE  HARD  OF  HEARING  PATIENT  AND  HIS 

PHYSICIAN 

John  W.  Durkee,  M.D.,  Morristown , N.  J. 


We  think  of  the  hard  of  hearing  patient 
as  one  who  has  lost  only  part  of  his 
hearing  but  enough  to  interfere  vitally 
with  his  life,  social,  business  and  educa- 
tional. He  differs  from  one  who  has  lost 
all  hearing  and  of  whom  we  speak  as 
deaf.  These  two  groups,  quite  distinct, 
should  not,  of  course,  be  confused.  In 
thinking  of  or  speaking  to  the  hard  of 
hearing,  the  word  “deaf”  should  be  most 
carefully  avoided.  Years  ago  the  hard  of 
hearing  child  was  usually  thought  of  as 
inattentive  or  as  not  wanting  to  answer 
or  as  hopelessly  stupid  in  school.  The 
hard  of  hearing  adult  was  considered 
complaining  and  stupid  and  was  shouted 
at  and  neglected. 

Some  years  ago  those  interested  in  the 
hard  of  hearing  suspected,  and  later 
became  sure,  that  many  children  failed 
because  they  could  not  hear  enough.  An 
instrument,  the  4 A,  or  phonograph, 
audiometer  was  developed,  which  can  test 
the  ears  of  forty  people  at  one  time.  The 
children  in  many  schools  throughout  the 
country  were  so  tested  and  it  became 
evident  that  many  more  than  those  sus- 
pected were  hard  of  hearing.  It  was  also 
proved  that  most  of  those  children  who 
failed  in  school  were  of  this  group.  With 
these  facts  presented  to  them,  the  school 
authorities  and  legislators  of  some  states 
became  convinced  that  here  was  a neces- 
sity to  be  met.  These  cities  and  states  not 
only  test  the  hearing  of  all  pupils  as  part 
of  their  school  system,  but  retest  them 
yearly,  and  have  added  the  teaching  of 
lip  reading  to  their  school  curriculum. 

Most  of  the  damage  to  the  ear  that 
causes  impairment  of  hearing  is  the  result 
of  the  ordinary  nasal  cold,  sinusitis,  tonsil- 
litis, grip,  and  some  of  the  contagious 
diseases,  as  scarlet  fever,  measles,  and 
diphtheria.  All  of  these  cause  congestion 
of  the  nose  and  throat  and  often  of  the 
ear,  because  the  ear,  nose,  and  throat  are 
directly  connected  and  may  very  well  be 
considered  as  one  organ. 

There  are  other  cases  with  no  acute 


symptoms.  The  patient  may  notice  only 
that  he  is  not  hearing  easily,  especially  in 
general  conversation,  and  that  it  becomes 
more  and  more  difficult  to  do  so;  or  if 
it  is  a child  having  unusual  trouble  in 
school,  some  one  may  learn  that  the 
trouble  comes  from  a lack  of  sufficient 
hearing.  It  is  a constant  surprise  to  find 
how  many  children  have  a decided  hear- 
ing loss  and  that  no  one,  even  among 
those  most  constantly  with  them,  has  a 
suspicion  of  it.  In  these  cases  of  no 
acute  symptoms  and  of  only  gradual  loss 
of  hearing,  it  is  often  very  difficult  to 
make  a diagnosis  of  the  disease  causing 
the  trouble.  There  may  be  a focus  of 
infection  and  from  this  focus — pus  at  the 
root  of  a tooth  or  in  one  of  the  nasal 
sinuses,  or  from  a diseased  tonsil — the 
infection  may  be  carried  to  the  ear. 

If  there  is  a diseased  condition  of  the 
nose  or  throat,  for  the  cure  of  which  an 
operation  is  indicated,  it  should  be  done, 
and  the  patient  may  be  told  that  the 
hearing  may  be  improved.  Misunder- 
standing and  disappointment  on  the  part 
of  the  patient  will  often  be  avoided  if  it 
is  carefully  explained  that  this  improve- 
ment may  not  take  place. 

Although  the  acute  symptoms  subside 
and  all  has  been  done  that  medical  science 
can  offer,  the  hearing  may  still  be  im- 
paired. 

There  are  several  questions  the  patient 
will  probably  ask.  How  much  hearing 
have  I ? Can  the  lost  hearing  be  regained  ? 
Will  the  hearing  become  less?  After 
answering  these  questions,  and  in  answer- 
ing them  the  physician  will  have  to  use  all 
the  tact,  good  judgment,  and  knowledge 
of  human  nature  he  possesses,  he  should 
at  once  answer  the  next  question  that  will 
undoubtedly  be  asked : What  can  I do 

about  it?  If  the  patient  does  not  ask  this 
question,  it  is  almost  a necessity  for  the 
physician  to  remind  him  of  it.  There  is 
much  that  he  can  do  about  it,  and  the 
patient  should  surely  be  told,  and  at  once. 
There  is  no  more  fertile  field  for  the 
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medical  quack  than  this  one ; and  unless 
the  patient  is  given  sound,  honest  advice 
and  follows  it,  he  is  very  apt  to  drift  from 
one  medical  quack  to  another,  trying  this 
and  that,  until  he  has  spent  all  his  money, 
is  no  better,  and  is  utterly  discouraged. 
These  patients  are  deprived  of  many 
pleasures  and  advantages  that  others  enjoy 
and  grow  by.  The  children  leave  school 
and  enter  business  only  to  find  at  this  late 
hour  that  some  fields  are  closed  to  them. 

It  is  difficult  to  continue  in  social  life 
— the  theatre,  movies,  lectures,  church 
cannot  be  enjoyed  or  profited  from,  and 
are  given  up  with  inestimable  loss.  It 
will  almost  invariably  be  necessary  for 
the  patient  to  adjust  his  life  to  new  con- 
ditions. This  will  be  no  easy  matter. 
Because  of  the  confidence  the  patient 
has  in  his  physician,  that  physician  may 
well  be  the  best  guide  in  his  necessity. 
The  fact  that  the  patient,  especially  at 
first,  does  not  realize  his  own  necessity, 
is  all  the  greater  reason  for  help.  The 
physician  is  also  the  one  who  can  best 
educate  the  public  about  the  needs  of  these 
patients.  In  doing  this  the  physician  will 
have  to  enter  the  field  of  social  service. 
Up  to  this  point  there  has  been  but  pass- 
ive cooperation  on  the  part  of  the  patient. 
He  has  remained  in  bed,  taken  medicine 
and  treatment,  or  submitted  to  operation. 
Now  there  must  be  active  cooperation. 

Years  ago  the  opinion  was  that  these 
patients  were  deaf  and  nothing  could 
be  done  to  help  them.  The  patient  was 
resigned,  heard  what  he  could,  guessed 
incorrectly  at  the  rest,  or  became  apa- 
thetic. This  is  not  now  necessary.  While 
those  about  him  should  speak  louder  and 
more  distinctly  and,  if  possible,  in  front 
of  him,  so  their  lips  can  be  seen,  he  who 
is  hard  of  hearing  should  not  and  in  most 
cases  now  does  not  expect  others  to  shout 
and  repeat  unless  he  does  his  part. 

He  must  realize  that  he  has  to  live  his 
life  and  do  his  work  in  a world  where 
most  of  those  about  him  have  good  hear- 
ing. He  must  admit  that  he  has  a handi- 
cap but  that  he  can  and  will  overcome  it. 

It  was  back  in  1910  that  some  of  those 
in  the  Nitchie  school  for  lip  reading- 
saw  that  there  was  something  they  could 
do  and  decided  to  do  it  for  themselves 
and  others.  From  this  beginning  grew 
the  New  York  League  for  the  Hard  of 
Hearing,  an  organization  that  has  taken 


its  place  in  the  city  along  with  others 
doing  outstanding  social  service.  It  is 
an  organization  rather  unique  in  that  it 
was  started,  and  has  in  many  positions 
been  carried  on  and  actively  managed,  by 
those  who  are  hard  of  hearing  them- 
selves. From  this  beginning  leagues  or 
clubs  have  been  formed  in  almost  all  the 
larger  cities  of  this  country.  They 
conduct  lip  reading  classes,  employment 
agencies,  social  clubs,  help  those  needing 
them  to  choose  hearing  aids  and  often 
give  without  cost  used  hearing  aids  to 
those  who  cannot  afford  to  purchase  them. 
In  addition  to  this  local  side  of  their  work 
is  the  larger  one  of  bringing  to  the  public 
the  fact  that  there  are  many  who  cannot 
hear  well,  that  they  are  doing  what  they 
can  to  meet  that  loss,  and  that  those  about 
them  can  do  much  to  help  them.  This 
public  education  has  been  done  by  lec- 
tures, radio  talks,  newspaper  and  maga- 
zine articles,  and  testing  the  hearing  of 
school  children.  In  whatever  city  the 
physician  may  be  practicing,  he  will  find 
these  leagues  willing  and  helpful  co- 
workers. 

Those  who  have  difficulty  in  hearing 
are  often  tired  and  exhausted  at  night, 
due  to  the  strain  from  the  close  attention 
necessary.  This  will  be  much  lessened 
if  they  will  learn  lip  reading  and  use  a 
hearing  aid.  Lip  reading  should  be 
taught  as  early  as  possible,  as  soon  as 
the  child  is  known  to  be  hard  of  hearing, 
possibly  by  the  mother  who  can  learn 
to  teach  by  taking  a correspondence 
course.  The  child  should  not  be  sent  to 
a school  for  the  deaf  but  to  a nursery 
school,  grade  and  high  school  where  other 
scholars  have  normal  hearing  and  lip 
reading  is  a part  of  the  curriculum. 
Adults  will  usually  find  night  classes  con- 
ducted in  a public  school  building,  library 
or  church. 

Any  hearing  the  patient  has,  however 
small  the  amount,  should  be  assiduously 
used  and  cultivated. 

Hearing  aids  have  undoubtedly  been 
used  for  centuries — the  cupped  hand,  the 
speaking  tube,  artificial  drums,  and  the 
electric  hearing  aid.  Opposition  will 
usually  be  encountered  from  the  patient 
when  an  aid  is  suggested.  The  usual 
objection  is  that  the  aids  are  too  conspicu- 
ous and  others  will  know  that  the  patient 
is  hard  of  hearing.  The  last  is  fortunate, 
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because  if  those  about  them  know  they 
have  difficulty  in  hearing,  they  will  usually 
be  glad  to  speak  a little  louder.  The  aids 
are  being  improved  very  rapidly.  They 
are  much  more  efficient ; the  bone  conduc- 
tion attachment  makes  it  possible  for  some 
who  cannot  hear  well  by  air  conduction 
to  hear  by  this.  The  parts  are  being 
made  smaller,  and  it  is  possible  to  wear 
them  under  the  clothing  and  hair,  so  they 
are  not  as  conspicuous  as  they  were. 
Many  are  again  able  to  enjoy  the  church, 
plays,  lectures,  movies,  because,  largely 
through  the  efforts  of  the  leagues,  some 
of  the  churches,  theatres,  movie  houses, 
and  lecture  halls  have  been  wired  for  the 
aids,  and  at  times  temporary  sets  are  in- 
stalled for  special  occasions.  It  is  usually 
necessary  to  use  an  aid  for  some  time  to 
become  used  to  it  and  learn  to  disregard 
some  of  the  noises  that  are  heard ; but  if 
the  hearing  loss  is  sufficient,  and  an  aid 
can  be  found  that  will  help,  the  patient 
owes  it  to  himself  and  those  about  him 
to  use  one. 

It  is  indeed  sad  for  a physician  to 
have  a stenographer  come  to  his  office 
with  the  statement  that  she  has  just 
learned  that  she  is  a little  hard  of  hearing 
and  cannot  keep  a position,  and  have  to 
tell  her  that  she  has  a decided  hearing 
loss  and  will  have  to  find  other  work. 


Children  should  in  some  way,  in  some 
place,  secure  proper  vocational  guidance 
so  these  failures  cannot  occur. 

With  his  private  patients  the  doctor 
can  spend  the  time  necessary  to  explain 
these  details ; but  in  a large,  active  clinic 
the  acute  cases  have  to  be  cared  for 
promptly  and  consume  most  of  the  time; 
but  those  whose  complaint  is  that  they  can- 
not hear,  and  have  noises  in  their  head, 
should  have  just  as  prompt  and  careful 
treatment  as  the  others.  This  can  best 
be  done  by  having  a special  clinic  or 
department  to  which  these  cases  can  be 
referred  and  where  they  will  receive  more 
careful  treatment  than  can  be  given  them 
in  the  clinic  where  acute  cases  are  treated. 
In  these  special  clinics  where  there  are 
many  cases,  and  more  time  in  which  to 
to  treat  them,  research  should  be  done, 
and  in  some  of  these  already  established 
clinics  it  is  being  done.  Through  their 
special  study,  the  cause  and  treatment  of 
some  of  the  obscure  ear  diseases  may  be 
discovered. 

May  I repeat  that  the  physician  who 
has  carried  his  patient  through  the  illness 
that  leaves  him  with  the  hearing  loss,  has 
not  completed  his  obligation  until  he  has 
helped  that  patient  to  overcome  the  trage- 
dies of  that  loss. 

32  Franklix  St. 


“BOARDING  OUT”  MENTAL  PATIENTS 


Describing  the  State  Department  of  Hy- 
giene’s practice  of  “boarding  out”  mental 
patients  as  “very  successful,”  Dr.  William 
J.  Tiffany,  commissioner,  announces  that 
plans  are  under  consideration  to  increase  the 
scope  of  the  system  next  year. 

On  August  1 of  this  year,  Doctor  Tiffany 
said,  766  patients  were  “boarded  out”  in 
private  homes,  which  the  department  had  in- 
vestigated and  approved.  He  said  544 
patients  were  mental  cases  and  the  other 
222  mental  defectives. 

The  practice  of  placing  patients  in  private 
homes,  he  commented,  serves  two  purposes 
— provides  a home  environment  for  the 
patient  and  results  in  a considerable  saving 
to  state  taxpayers. 


Although  he  said  he  hoped  to  see  as  many 
patients  placed  in  private  homes  next  year 
as  possible.  Doctor  Tiffany  revealed  he  does 
not  propose  to  “push”  the  practice.  He  said 
he  would  rather  see  it  grow  through  requests 
from  outside  sources. 

“Our  main  objective.”  he  said,  “is  to  give 
these  patients  a more  homelike  environment 
than  state  institutions  can  afford.” 

Doctor  Tiffany  said  that  although  the 
state  mental  institutions  have  a capacity  for 
60,496  patients,  they  averaged  66,725  patients 
throughout  July  of  this  year. 

The  population  of  the  institutions  was 
66,876  and  6,396  patients  were  on  pa- 
role on  August  1.  Commissioner  Tiffany 
announced. 


The  entire  threat  of  socialized  or  state 
medicine  is  made  possible  by  a sense  of  false 
security  in  hospital  directors  and  in  doctors 
themselves. 

If  socialized  medicine  should  ever  be- 


come a reality,  doctors  must  blame  them- 
selves if  they  are  forced  to  view  the  ruins 
of  a great  edifice  with  the  mumbled  explana- 
tion : “We  were  not  prepared.” — The  Lin- 
acre  Quarterly. 


ADENOCARCINOMA  OF  THE  STOMACH 

With  Hemorrhagic  Diathesis 

Christie  E.  McLeod,  M.D.  and  Raymond  H.  Goodale,  M.D.,  Worcester,  Mass. 
From  Department  of  Pathology,  City  Hospital 


This  case  of  adenocarcinoma  of  the 
stomach  with  hemorrhagic  diathesis 
warrants  reporting  for  the  following 
reasons : ( 1 ) Hemorrhagic  diathesis 

with  thrombocytopenia  overshadowed  the 
gastric  carcinoma  clinically;  (2)  A re- 
view of  the  literature  for  the  past  ten 
years  shows  that  only  about  twenty 
cases  of  this  nature  have  been  reported; 
(3)  Thrombocytosis  is  the  more  usual 
finding  in  cases  of  malignancy;  (4)  To 
discuss  the  etiology  of  the  blood  dys- 
crasia. 

Case  Report 

A Syrian  male  laborer,  age  thirty-two, 
was  admitted  to  the  hospital  complaining  of 
pain  in  the  lower  abdomen  and  back.  Ex- 
cept for  “sour  stomach’’  the  patient  had  been 
well  until  five  days  before  admission  when 
he  became  nauseated  and  vomited  several 
times.  This  was  followed  by  constipation 
and  pain  in  the  epigastrium.  The  pain 
grew  progressively  worse  until  his  admis- 
sion to  the  hospital.  Three  days  before 
admission  there  was  bleeding  of  the  gums, 
hematuria,  and  small,  bloody,  watery  move- 
ments. The  bleeding  continued.  Tempera- 
ture was  100°  F.,  pulse  112,  respirations 
twenty-eight.  Examination  on  admission 
revealed  a well-developed  and  well  nour- 
ished young  male  with  marked  pallor.  The 
gums  were  bleeding  profusely  and  the  mu- 
cous membrane  of  the  throat  was  covered 
with  blood.  There  were  fine  rales  at  the 
base  of  each  lung.  The  blood  pressure  was 
140/70.  The  abdomen  was  tense  throughout 
with  generalized  pain  on  deep  pressure.  The 
liver  and  spleen  were  not  palpable.  An 
enema  gave  a return  of  dark  bloody  material 
with  no  solid  particles.  The  laboratory 
data  on  admission  was : red  blood  count 
2.570.000.  hemoglobin  sixty  per  cent  (Tall- 
qvist),  white  blood  count  17,400,  slight  poi- 
kilocytosis,  moderate  anisocytosis,  slight 
polychromatophilia.  five  normoblasts  per  100 
white  cells  counted,  nine  per  cent  reticulo- 
cytes, and  a decrease  in  platelets. 

Progress  notes:  The  patient  was  put  on 
the  dangerous  list  on  admission,  and  was 
immediately  given  intravenous  clyses  of 
saline  with  five  per  cent  glucose,  and  a 


transfusion.  Surgical  abdomen  was  con- 
sidered but  the  surgeons  felt  that  the 
acute  symptoms  were  due  to  hemorrhage 
into  the  intestine  and  that  surgical  inter- 
vention should  not  be  undertaken.  A flat 
plate  showed  no  sign  of  gas  under  the  dia- 
phragm. 

On  the  second  hospital  day  the  platelet 
count  was  15,420  per  cu.mm.  The  urine 
showed  a trace  of  albumin,  and  was  loaded 
with  red  blood  cells  and  an  occasional  white 
blood  cell.  In  subsequent  urinalyses  red 
blood  cells  were  a frequent  finding,  although 
some  specimens  were  negative.  The  red 
blood  counts  varied  from  980,000  to  2,780,- 
000  and  hemoglobin  varied  from  thirty  to 
sixty-five  per  cent  (Tallqvist).  White 
blood  counts  ranged  from  4,000  to  21,600. 
The  highest  platelet  count  was  118,360. 
The  bleeding  time  on  admission  was  eight 
minutes  and  the  clotting  time  thirty-five 
minutes  by  the  capillary  tube  method.  Later 
the  bleeding  time  was  two  minutes  and  clot- 
ting time  eight  minutes.  There  was  a direct, 
delayed  Van  den  Bergh.  The  Wassermann 
and  Kahn  reactions  were  negative.  Blood 
sugar  was  130  Mg.  and  nonprotein  nitrogen 
was  65.2  Mg.  A fragility  test  showed  an 
initial  hemolysis  at  .44  per  cent  and  com- 
plete at  .28  per  cent.  The  stools  were  posi- 
tive for  blood,  and  segments  of  Tenia 
saginata  were  found.  He  had  a septic  tem- 
perature varying  from  99  to  103.8°  F., 
a pulse  rate  of  100  to  140,  and  respirations 
from  twenty  to  thirty-four.  Therapy  con- 
sisted of  eleven  transfusions,  liver,  calcium 
lactate,  iron  ammonium  citrate,  and  mor- 
phine. A splenectomy  was  considered,  but 
his  condition  did  not  at  any  time  warrant 
such  a procedure.  The  bleeding  decreased, 
but  there  was  no  marked  improvement.  He 
died  on  the  forty-fourth  hospital  day  with 
a clinical  diagnosis  of  purpura  hemor- 
rhagica. 

Necropsy 

A postmortem  examination  was  made  four 
hours  after  death.  Following  are  the  posi- 
tive findings:  The  stomach  was  moderately 
dilated.  The  pylorus  was  moderately  thick- 
ened and  firm  except  for  one  area  on  the 
anterior  aspect,  measuring  0.2  cm.  in  diam- 
eter which  was  very  thin,  the  serosa  alone 
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remaining.  The  entire  gastric  mucosa  was 
necrotic.  Microscopic  examination  showed 
adenocarcinoma  of  high  malignancy.  The 
liver  had  umbilicated,  pinkish-white  spots 
on  the  surface  averaging  0.5  cm.  in  diam- 
eter, and  on  cut  section  pinkish-white,  firm 
nodules  averaging  two  cm.  in  diameter  were 
noted.  On  microscopic  examination  these 
areas  proved  to  be  metastatic  adenocar- 
cinoma. The  mesenteric  lymph  nodes  and 
right  adrenal  were  also  infiltrated  with  car- 
cinoma. The  bone-marrow  of  the  sternum 
and  the  vertebrae  was  infiltrated  with  pink- 
ish-white, firm  tissue  which  on  microscopic 
examination  showed  metastatic  adenocar- 
cinoma with  marked  degeneration  of  the  re- 
maining bone-marrow.  The  long  bones 
were  not  explored. 

Anatomical  diagnosis:  Adenocarcinoma 

of  stomach  with  metastases  to  the  liver, 
bone-marrow  of  sternum  and  vertebrae,  me- 
senteric lymph  nodes,  and  right  adrenal. 
Infarcts  of  spleen  and  kidneys.  Tenia  sagi- 
nata  in  small  intestine. 

Review  of  the  Literature 

Beiglback1  reported  twelve  cases  since 
1922  in  which  purpura  hemorrhagica  was 
the  chief  symptom,  and  carcinoma  found 
only  at  autopsy.  From  his  own  observa- 
tion and  a review  of  the  literature  he 
showed  that  (1)  only  a minority  of  cases 
of  carcinoma  showed  hemorrhagic  symp- 
toms; (2)  If  hemorrhagic  symptoms  are 
manifest,  usually  thrombocytopenia  and 
bone-marrow  metastases  are  present,  but 
occasionally  neither  is  found. 

Lawrence  and  Mahoney2  reported  a 
case  similar  to  ours  except  that  their  case 
gave  a good  gastrointestinal  history  of 
six  years  duration  with  positive  x-ray 
findings.  An  actual  platelet  count  was 
not  given  but  they  reported  that  the  plate- 
lets were  markedly  diminished  averaging 
one-two  per  oil  immersion  field. 

Stillman’s3  case  had  no  metastasis  to  the 
hone-marrow.  He  considered  the  explana- 
tion of  Blum,  namely,  that  the  purpura 
was  due  to  megakaryocytotoxicosis  with 
possibly  some  toxic  action  on  the  capil- 
laries. Rosenthal4  presented  two  cases  of 
thrombocytopenic  purpura  with  carcinoma 
in  only  one  of  which  there  was  bone-mar- 
row metastasis.  The  case  reported  by 
Stein f eld  and  Shay5  had  gastric  carcinoma 
with  no  metastasis  to  the  bone-marrow, 
and  a platelet  count  varying  from  66,000 
to  4,000  per  cu.mm. 


Morrison6  reviewed  the  blood  picture  in 
100  cases  of  malignancy.  He  did  platelet 
counts  on  eighty  per  cent  and  in  only  two 
did  he  find  the  platelet  count  below  150,- 
000.  Thrombocytosis  was  a common  find- 
ing. Twelve  per  cent  of  these  cases  had 
metastasis  to  the  bone-marrow  and  in  none 
was  there  a thrombocytopenia. 

Discussion 

The  bleeding  from  the  mucous  mem- 
branes of  the  nose  and  mouth,  the  gastro- 
intestinal tract,  and  the  genitourinary 
tract,  with  a low  platelet  count  and  pro- 
longed bleeding  time  all  made  the  diag- 
nosis of  thrombocytopenic  purpura  fairly 
conclusive.  It  would  seem  that  the  pro- 
duction of  platelets  was  selectively  de- 
pressed since  the  bone  was  still  actively 
producing  young  red  cells  as  shown  by 
the  finding  of  five  normoblasts  per  100 
white  blood  cells  counted,  nine  per  cent 
reticulocytes,  and  polychromatophilia. 
These  latter  findings  also  rule  out  aplastic 
anemia. 

This  case  closely  resembled  Henoch’s 
purpura — idiopathic  purpura  with  visceral 
disturbances.7  The  gastrointestinal  symp- 
toms of  colic  with  pain  and  spasm  local- 
ized in  the  epigastrium,  constipation 
followed  by  diarrhea,  and  melena  are  con- 
sistent. Hematuria  accompanies  the  gas- 
trointestinal disturbances  many  times  as 
it  did  in  our  case.  A gastrointestinal  series 
was  considered  but  could  not  be  done  be- 
cause of  the  serious  condition  of  the  pa- 
tient. If  this  had  been  done  doubtless  a 
different  diagnosis  would  have  been  made. 

Conclusions 

It  was  shown  in  the  discussion  of  the 
literature  that  some  cases  of  malignancy 
showed  purpuric  symptoms  with  no  bone- 
marrow  metastases  and  no  thrombocyto- 
penia; that  others  had  thrombocytopenia 
without  bone-marrow  metastasis ; and  that 
a third  group  had  both.  Our  case  fits  into 
this  last  group.  Due  to  the  microscopic 
picture  we  feel  that  the  thrombocytopenia 
and  purpura  were  due  both  to  replace- 
ment of  the  bone-marrow  by  the  meta- 
static growth  and  to  the  toxic  degenera- 
tion of  much  of  the  remaining  bone- 
marrow.  There  definitely  was  a toxic  ac- 
tion on  the  bone-marrow  and  it  is  possible 
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that  there  may  have  been  a toxic  action  on 
the  capillaries.  This  would  agree  with 
Blum’s  hypothesis.8 

Summary 

A case  is  reported  of  a 32  year  old 
Syrian  male,  who  had  adenocarcinoma  of 
the  stomach  with  metastases  to  the  liver, 
bone-marrow  of  sternum  and  vertebrae, 
mesenteric  lymph  nodes,  and  right  adrenal. 
The  associated  hemorrhagic  diathesis  is 
considered  in  some  detail. 

A brief  review  of  the  literature  is 
herein  given. 

The  necropsy  findings  indicate  that  the 


purpura  was  due  both  to  the  metastatic 
adenocarcinoma  in  the  bone-marrow  and 
megakaryocytotoxicosis  with  possibly 
some  toxic  action  on  the  capillaries. 

City  Hospital 

References 

1.  Beiglback,  W. : Am.  Journal  of  Cancer,  20:155, 
1934 

2.  Lawrence,  John  S.  and  Mahoney,  Earle  B.: 
Am.  J.  of  Path.,  10:383,  1934 

3.  Stillman,  Ralph,:  Medical  Clinic  of  N.  A., 
14:1533,  1931 

4.  Rosenthal,  Nathan:  Journal  of  Lab.  & Clin. 

Medicine,  13:303^  1928. 

5.  Steinfeld,  E.  and  Shay,  H. : Medical  Clinic  of 
N.  A.,  13:923,  1930 

6.  Morrison,  Maurice:  Journal  of  Lab.  & Clin. 

Medicine,.  17:1071,  1931 

7.  Loose  Leaf  Living  Medicine,  Nelson  4:133,  1927 

8.  Blum.  K.:  Med.  Klinic.  24:1200.  1928 


DIAGNOSIS  OF  FUSOSPIROCHETAL  INFECTIONS  (VINCENTS  ANGINA, 

TRENCH  MOUTH,  ETC.) 


Fusospirochetal  infections  which  occur 
in  man  are  caused  by  a synergistic  group 
of  spirochetes  (Borrelia  and  Treponema) 
and  fusiform  bacilli.  In  the  majority  of 
such  infections  other  organisms  such  as 
streptococci,  higher  bacteria,  and  vibrios 
are  also  present.  The  lesions,  regardless  of 
their  location  in  the  body,  are  characterized 
by  local  necrosis,  ulceration,  and  putrid 
odor.  Patients  with  fusospirochetal  infec- 
tions may  have  generalized  symptoms, 
slight  to  very  pronounced,  due  to  absorp- 
tion of  toxic  products. 

There  are  four  locations  in  the  body 
where  this  combination  of  microorganisms 
is  thought  to  occur  under  apparently  nor- 
mal conditions:  1.  Crypts  of  tonsils.  2. 
Gingival  margins  of  teeth.  3.  External  gen- 
itals. 4.  Intestinal  tract.  Thus,  any  lesion 
of  a mucous  surface  may  contain  spiro- 
chetes and  fusiform  bacilli  without  causal 
relationship. 

Lesions  incited  by  these  microorganisms 
are  usually  located  in  or  near  the  above 
mentioned  areas.  It  is  not  unusual,  how- 
ever, for  remote  parts  of  the  body  such  as 
the  lungs  or  brain  to  be  affected.  Infections 
of  wounds,  especially  following  human 
bites,  are  not  uncommon. 

Laboratory  Aids  in  Diagnosis 

I.  Tonsil  and  Throat  Lesions  ( Vincent's 
angina,  ulceromembranous  pharyngitis ) : 
Swabs  may  be  used  to  collect  material  from 
the  ulcerated  areas.  They  should  be  taken 
directly  to  the  laboratory  and  a dark-field 
study  requested.  This  is  the  best  method 
for  the  identification  of  the  entire  flora. 


It  is  essential,  however,  that  the  material 
be  fresh.  If  this  is  not  practicable,  films 
should  be  made  on  clean  slides,  allowed  to 
dry  in  the  air,  and  then  sent  to  the  labora- 
tory with  a request  for  the  examination 
desired.  Appropriate  specimens  should 
also  be  submitted  to  exclude  the  diphtheria 
bacillus  but  such  a culture  is  not  suitable 
for  examination  for  organisms  of  the  fuso- 
spirochetal group.  A differential  white 
blood-cell  count  is  desirable  since  similar 
lesions  may  be  associated  with  agranulo- 
cytic angina  or  leukemia. 

II.  Trench  Mouth  or  Ulceromembranous 

Gingivitis:  Material  from  the  ulcerated 

areas  may  be  collected  on  swabs  and  treated 
as  under  I. 

III.  Lung  Lesions  (bronchial  spirochet- 
osis, lung  abscess,  empyema,  or  lung  gan- 
grene): These  conditions  may  be  caused 
by  members  of  the  fusospirochetal  group. 
The  sputum,  pus,  or  material  from  an 
empyema  should  be  sent  immediately  to  the 
laboratory  for  examination. 

IV.  Foul  ulcerated  lesions  in  other  parts 
of  the  body,  particularly  the  genitals  or 
infected  wounds  resulting  from  human 
bites,  should  be  studied  for  the  fusospiro- 
chetal group.  Capillary  pipettes  or  swabs 
may  be  used  to  collect  material  for  dark- 
field  examination  and  for  slide  preparations. 
Here  again  it  is  essential  that  the  material 
be  moist  when  received  at  the  laboratory. 

Laboratory  studies  are  of  particular 
value  in  these  infections  because  some  of 
them  respond  readily  to  immediate  and 
appropriate  treatment. — Issued  by  the  New 
York  State  Association  of  Public  Health 
Laboratories,  Leaflet  No.  8. 


BILIARY  CIRRHOSIS  WITH  DIABETES  MELLITUS 
SIMULATING  HEMOCHROMATOSIS 

Report  of  a Case 

Malcolm  Campbell,  M.D.,  F.A.C.S.,  Samuel  S.  Adler,  M.D., 
and  James  Finlay  Hart,  M.D.,  New  York  City 


The  diagnosis  of  hemochromatosis  is 
usually  considered  justifiable  in  the  pres- 
ence of  the  triad  of  clinical  symptoms — 
pigmentation. of  the  skin,  cirrhosis  of  the 
liver,  and  diabetes  mellitus.  Confirma- 
tion of  the  diagnosis  may  be  made  by  a 
biopsy  of  the  liver  or  of  the  skin.  In  the 
liver  the  characteristic  picture  is  pigment 
cirrhosis  with  the  pigment  localized 
largely  in  the  connective  tissue.  In  the 
skin  it  is  usually  possible  to  demonstrate 
the  pigment  by  appropriate  stains. 

We  herewith  present  a case  showing 
pigmentation  of  the  skin,  cirrhosis  of  the 
liver,  and  diabetes  mellitus  which  was 
considered  clinically  as  hemochromatosis 
but  which  was,  following  a biopsy,  diag- 
nosed as  biliary  cirrhosis  with  diabetes. 

Our  object  in  presenting  this  case  is 
to  point  out  that  pigmentation  of  the 
skin  accompanied  by  cirrhosis  of  the 
liver  and  diabetes  mellitus  is  not  pathog- 
nomonic of  hemochromatosis,  and  that 
confirmation  by  a biopsy  of  the  liver  may 
be  faulty  unless  one  keeps  in  mind  that 
biliary  cirrhosis  can  exhibit  marked  pig- 
mentation at  times. 

Case  Report 

A male,  age  fifty-six,  was  first  seen  by 
one  of  us  (M.C.)  in  1930  for  hemicrania. 
He  admitted  a primary  lesion  thirty  years 
previously.  A physical  examination  at  that 
time  revealed  a robust  white  male,  sixty- 
nine  inches  in  height  and  170  pounds  in 
weight,  presenting  essentially  negative  find- 
ings. The  blood  Wassermann  test  was 
four  plus.  He  was  therefore  put  on  ade- 
quate treatment  so  that  in  a year  his  blood 
showed  a negative  reaction. 

He  was  seen  again  in  1934.  He  then 
complained  of  abdominal  distress  after 
meals  with  occasional  attacks  of  nausea, 
more  pronounced  after  the  ingestion  of 
fatty  foods.  Clinical  examination  disclosed 
marked  tenderness  over  the  gall-bladder 
with  radiation  of  the  pain  to  the  inter- 
scapular region.  There  was  no  enlargement 
of  the  liver  or  spleen.  X-ray  visualization 
of  the  gall-bladder  revealed  a non-function- 


ing organ  with  stone  formation.  The  blood 
Wassermann  was  negative.  Operation  was 
advised,  but  refused. 

In  the  summer  of  1936  he  was  again  seen 
after  a lapse  of  two  years.  A striking 
change  in  the  color  of  his  face  was  noted. 
It  was  now  a dark  copper-brown.  His 
complaint  at  this  time  was  a loss  of  weight 
with  increased  appetite,  increased  thirst, 
and  increased  urination  which  he  had 
noticed  for  three  months.  His  weight  had 
dropped  to  128  pounds,  a loss  of  forty-two 
pounds  since  1934.  With  the  exception  of 
the  face,  the  skin  was  normal  white  in 
color.  Fullness  of  the  abdomen  was  pres- 
ent in  the  right  upper  quadrant.  The  liver 
extended  downwards  about  four  finger- 
breadths  below  the  costal  margin  and  me- 
dialwards  toward  the  umbilicus.  The  liver 
edge  was  smooth  and  rounded.  The  spleen 
was  not  palpable  and  there  was  no  free 
fluid  recognizable.  The  blood  Wasser- 
mann was  negative  but  the  urine  showed 
3.35%  sugar  with  some  acetone  and  some 
diacetic  acid.  . A fasting  blood  sugar  at  the 
time  was  365  Mg.  per  100  c.c. 

On  September  16,  1936,  he  entered  the 
New  York  Polyclinic  hospital  for  diabetic 
adjustment.  He  remained  there  eight  days 
and  responded  well  to  treatment  with  a 
measured  diet  and  insulin.  On  his  dis- 
charge his  urine  was  sugar  free  and  his 
fasting  blood-sugar  was  169  Mg.  He  was 
on  a diet  of  C.  125,  P.  80,  and  F.  135.  His 
insulin  dose  was  30-0-30  and  his  weight  at 
discharge  was  135  pounds. 

On  December  2,  he  was  readmitted  to 
the  hospital  for  cholecystotomy.  At  that 
time  he  showed  a definite  copper-brown 
color  on  the  face.  The  liver  was  tender 
and  enlarged  downwards  four  finger- 
breadths  and  mesially  towards  the  umbili- 
cus. The  blood  Wassermann  was  negative 
and  the  fasting  blood  sugar  was  160.  The 
icteric  index  was  10.2,  the  Van  den  Bergh 
direct  was  negative,  and  the  indirect  posi- 
tive. The  urine  was  essentially  negative. 

He  was  operated  on  December  4 and  a 
markedly  enlarged  liver  was  found  that  was 
slightly  mottled  and  smooth.  A small  sec- 
tion was  excised  for  miscroscopic  examina- 
tion. The  gall-bladder  was  large  and  con- 
tained several  stones  which  were  removed. 
Drainage  was  instituted  through  a tube. 
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The  histologic  report  by  Dr.  A.  S.  Price 
was  as  follows : 

The  specimen  consists  of  a small  biopsy  of 
liver.  Microscopic  examination  shows  a portion 
of  liver  exhibiting  pseudo-lobulation.  There  is 
also  a definite  cirrhosis  with  marked  pigmenta- 
tion of  the  hepatic  cells  and,  in  particular,  deep 
pigmentation  of  the  epithelium  of  the  bile  ducts 
in  the  portal  canals.  There  is  no  pigmentation  of 
the  connective  tissue.  With  a history  of  biliary 
calculi,  the  picture  is  entirely  compatible  with 
that  of  an  obstructive  biliary  cirrhosis.  Diag- 
nosis: Obstructive  biliary  cirrhosis. 

A recent  examination  of  the  patient 
showed  considerable  improvement  in  his 
condition.  He  had  increased  markedly  in 
strength,  and  his  weight  was  now  158 
pounds.  On  a diet  of  C.  180,  P.  90,  and  F. 
135,  he  was  sugar-free  with  a fasting  blood 
sugar  of  132  Mg.  The  skin  has  completely 
lost  its  bronzing  and  the  liver  was  no 
longer  tender  although  it  was  still  slightly 
enlarged.  He  was  free  of  digestive  and 
other  complaints. 

Discussion 

• This  case,  because  it  met  the  clinical 
requirements,  was  held  for  some  time  to 
be  one  of  hemochromatosis.  The  oppor- 
tunity to  obtain  a biopsy  of  the  liver, 
however,  made  a histologic  examination 
possible  and  consequently  a change  in  the 
diagnosis  to  biliary  cirrhosis  with  dia- 
betes. 

It  will  be  noted  that  in  1936,  at  the 
time  of  the  third  examination,  his  liver 
had  become  markedly  enlarged,  present- 
ing a smooth  and  rounded  edge.  At  the 
operation  this  was  corroborated,  an  en- 
larged, smooth  liver,  slightly  mottled,  was 
found.  It  was  the  type  of  liver  thought 
by  Howard  and  Mills1  to  be  invariably 
present  in  hemochromatosis.  They  be- 
lieved the  normal-sized  or  atrophic  liver 
might  be  found  in  cases  which  had  run  a 
long  period  and  meant  a shrinkage  of  a 
previously  enlarged  organ.  Lisa  and 
Hart,2  in  a series  of  cases  of  hemochro- 
matosis coming  to  autopsy  at  the  New 
York  City  Hospital,  likewise  found  the 
enlarged  liver  in  all  their  cases.  Such  a 
liver,  on  the  other  hand,  answers  the  re- 
quirements for  the  diagnosis  of  chronic 
biliary  cirrhosis.  Hence,  a differential 
diagnosis  from  a gross  pathologic  ex- 
amination of  the  liver  is  difficult  to  make. 

It  will  be  further  noted  that  the  his- 
tologic examination  showed  a cirrhosis 


with  pigment  deposited  in  hepatic  cells 
and  in  bile  duct  epithelium.  At  first 
glance  the  specimen  was  suggestive  of  an 
early  hemochromatosis.  There  was  a 
definite  cirrhosis  present  which  was  com- 
plicated by  marked  pigmentation.  The 
distribution  of  the  pigment,  however, 
was  not  truly  characteristic  of  hemochro- 
matosis even  in  the  early  stages.  Our 
present  conception  of  the  pathogenesis  of 
this  condition  is  that  the  pigment  is  de- 
posited in  the  various  cells  of  the  body, 
but  probably  earliest  and  to  the  greatest 
degree  in  the  liver.  The  parenchymal 
and  endothelial  cells  have  the  ability  to 
transform  the  pigment  into  hemosiderin, 
while  fibroblasts  cannot  perform  this 
function  and  so  retain  the  pigment. 
Hence  the  histologic  specimen  should 
show  most  of  the  pigment  in  the  con- 
nective tissue.  This  is  borne-out  by  the 
histologic  findings  in  these  cases.  With 
little  or  no  pigment  in  the  connective  tis- 
sue and  a predominance  in  the  hepatic 
cells  and  the  bile  duct  epithelium,  one 
would  have  to  consider  this  deposit  as 
bile.  The  microscopic  diagnosis  of  this 
specimen,  therefore,  would  be  obstructive 
biliary  cirrhosis. 

There  have  been  reported  in  the  litera- 
ture to  date  284  cases  of  hemochroma- 
tosis. It  is  very  possible  that  some  of 
these  cases  have  been  diagnosed  solely 
from  clinical  signs.  Therefore,  it  is 
within  reason  to  suspect  that  a number 
of  them  have  been  falsely  diagnosed.  We 
hold  the  belief  that  this  condition  is  ex- 
tremely rare,  notwithstanding  the  fact 
that  Howard  and  Mills1  reported  find- 
ing ten  cases  at  autopsy  in  one  year  at 
the  Boston  City  hospital. 

Conclusion 

We  have  reported  a case  of  biliary 
cirrhosis  with  diabetes  mellitus  and  pig- 
mentation of  the  skin  that  simulated 
hemochromatosis.  From  this  case  we 
are  satisfied  that  a clinical  diagnosis 
alone  is  not  final  in  hemochromatosis. 

57  W.  57  St. 

939  WOODYCREST  AvE. 
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Editorial  Note:  Under  this  title  will  appear  short  summaries  of  “ transition  cases”  from  tht 

service  of  this  author  in  the  New  York  Polyclinic  Medical  School  and  Hospital.  The  descrip- 
tions are  not  complete  clinical  studies,  but  will  accentuate  situations  from  the  point  of  view  of 
individual  mental  hygiene  such  as  crop  up  in  the  every  day  practice  of  medicine 

Inhibitions 


Here  is  a man  whose  life  history  is  a 
painful  tale. 

When  he  first  presented  himself  years  ago 
to  a New  York  clinic,  he  was  inclined  to 
commit  suicide.  As  he  was  questioned 
about  it,  however,  in  a direct  manner,  he 
denied  it,  but  added : “Who’s  goin’  to 

stop  me  from  jumpin’  in  front  of  a car  in 
the  street  or  in  front  of  a subway  train? 
You  go  out.  and,  you  know  how  it  is,  you 
don’t  care  what  happens.”  And  he  imme- 
diately protested : “Oh,  I used  to  feel  that 

way.  But,  no  more,  I’d  never  do  it.” 

He  mistrusted  so  much  the  people  with 
whom  he  lived,  that  he  carried  many  of  his 
belongings  about  his  person.  All  his  pock- 
ets were  bulging  and  packages  were  sticking 
out  from  both  sides  of  his  overcoat.  He 
seemed  to  misconstrue  the  ffomnia  mecum 
porto,”  the  word  of  the  ancient  philosopher 
who  was  naked,  into  actually  carrying  upon 
himself  everything  he  owned.  He  had  been 
living  at  the  shady  end  of  society  and  be- 
trayed his  association  with  it  by  using  char- 
acteristic expressions  and  telling  significant 
anecdotes  derived  from  his  erstwhile,  but 
now  abandoned,  life  in  the  underworld  or 
on  the  fringes  of  it.  He  illustrated  this 
environment  by  narrating,  for  instance,  that 
one  of  his  friends,  grateful  to  his  doctor 
for  having  cured  him  of  an  illness,  wanted 
to  reward  him,  outside  the  pecuniary  fee, 
and  said : 

“Doctor,  if  you  want  anyone  to  be  bumped 
off,  I’ll  oblige  you,  I’ll  gladly  have  it  done 
for  you.” 

“But  I’m  out  of  it,”  our  patient  said,  “I 
don’t  want  to  see  them  guys  any  more.” 

He  was  just  then  groping  toward  the 
light  and  glad  to  accept  a friendly  hand. 

He  disappeared,  travelled  much,  had  many 
more  adventures,  this  time  of  another  char- 
acter, and  finally  became  a salesman  and 
“made  good.”  He  even  acquired  a store 
and  settled  down  definitely. 

When  seen  again,  in  a later  stage  of  his 
favorable  evolution,  in  a sort  of  reincarna- 
tion, he  was  still  somewhat  disturbed,  but 
only  from  time  to  time,  and  never  helpless. 
He  earned  a good  deal  of  money  and  kept 
a widowed  aunt  and  her  young  children 
although  he  was  not  living  with  them. 


He  was  decently  dressed — in  fact  with 
taste — and  his  language  was  polished. 

His  complaint  was  his  disability  to  regu- 
larly associate  with  people  and  particularly 
with  women.  Long  ago,  when  much 
younger,  he  had  been  more  desirous  to  be 
“like  everybody,”  to  love  a girl  and  get 
married.  Now  these  yearnings  were  rare 
and  came  in  the  form  of  attacks.  Then  he 
would  despair  and  stay  at  home,  entirely 
by  himself,  for  two  or  three  days. 

His  own — abbreviated — description  of  his 
ordinary  state  of  mind  follows: 

“I  am  self-conscious.  I am  all  right  in 
business.  In  a group  I become  dull,  tied 
in  a knot,  I just  don’t  seem  to  be  able  to 
let  myself  out.  Sometimes  I still  have  an* 
impulse  to  put  my  arm  around  a woman’s 
waist,  but  I never  do  it,  something  holds 
me  back.” 

The  memory  of  his  father,  who  died 
when  patient  was  a small  child,  comes 
back  to  him  as  that  of  a red-faced,  bad 
man  with  “frightful  whiskers” — probably 
because  he  neglected  to  shave — always 
drunk,  beating  both  him  and  his  mother. 
He  hated  him. 

He  sees  his  mother,  also  dead  long  since, 
in  a close  embrace  with  a strange  man  and 
in  dread  lest  her  husband  should  see  her 
in  that  attitude.  Although  she  submitted  to 
his  blows,  she  was  domineering  in  her 
relations  with  other  people  and  especially 
with  her  little  boy.  Her  face,  her  sadness, 
which  never  disappeared  from  it,  her  stern- 
ness when  she  gave  orders  to  him,  did  not 
leave  him  through  life.  He  conspired  with 
her,  watched  outside  to  see  if  father  was 
coming  and  notified  her  and  her  lover  in 
time.  He  admired  and  obeyed  her. 

Then  he  was  in  a Catholic  Home  for 
orphans,  from  the  age  of  five  to  the  age 
of  twelve  and  that  had  the  strongest  in- 
fluence upon  him.  There  are  boys  only. 
Girls  are  taboo  in  every  respect.  The  only 
occasion  for  seeing  them  is  the  afterschool 
half-hour.  Any  boy  who  paid  attention  to 
a girl  was  called  a “sissy”  by  the  play- 
mates and  was  often  even  reported  to  the 
home  supervisors.  But  our  patient  was 
thrilled  by  being  near  girls.  At  ten  his 
first  masturbations,  but  very  limited  and 
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hurried  because  of  the  scare  of  the  con- 
fessional each  week. 

“In  the  period  of  over  seven  years  while 
living  in  the  Home  no  one  ever  visited  me 
as  other  boys  were  visited  by  relatives. 
When  I came  out  of  there  I was  a strange 
child  among  strangers.  I lived  with  grand- 
mother, mother’s  mother.  She  was  nice, 
but  she  was  Protestant  and  told  me  that 
neither  the  people  in  the  Home  nor  my 
father  had  been  good.  However,  there 
were  other  persons  living  with  her,  some 
distant  relations,  and  they  all  kicked  me, 
slapped  me  and  made  fun  of  me  for  being 
a ‘catlicker.’  I was  sent  to  peddle  papers 
and  did  not  receive  one  cent  of  the  money 
for  myself.  Some  of  the  kickings  I re- 
ceived I well  deserved,  but  never  was  I 
given  one  word  of  encouragement,  nor  one 
word  of  sympathy,  never  a word  of  advice, 
but  somebody  who  was  angry  or  hysterical 
bellowed  or  screamed  at  me.  Never  did  I 
dare  ask  a question,  being  afraid  of  the 
reception  it  would  get.  Then  I ran  away 
and — strange  to  say — I was  picked  up  by 
a Greek-Orthodox  priest,  who  employed  me 
for  various  errands  and  gave  me  food  and 
a place  to  sleep.  He  used  to  meet  a Rabbi 
whom  he  knew  from  the  old  country  and 
they  both  wore  beards,  which  made  them 
resemble  my  father  or  as  much  of  him  as 
I could  recollect.  And  one  day  I had  a 
horrible  thought:  all  three  were  the  same 
person  and  just  as  I had  feared  and  hated 
my  father  so  I began  to  hate  and  fear  the 
Priest  and  the  Rabbi.  I left  my  Orthodox 
master.  And  ever  since  I cannot  escape 
the  thought  that  being  a Catholic  like  my 
father  or  having  another  religion  like  the 
Rabbi  or  the  priest  was  a pure  coincidence, 
that  they  were  interchangeable  persons  and 
therefore  I lost  my  respect  for  all  religions.” 
At  a later  stage,  however,  he  thought  he 
could  return  to  faith  and  addressed  himself 
to  an  elderly  devout  Catholic  he  had  known 
in  childhood.  This  well-meaning  gentleman 
did  all  he  could  to  bring  the  young  man 
back  to  his  Church,  but  failed 

Some  passages  of  the  letters  received  by 
our  patient  from  this  sincere  believer  are 
quite  typical  and  they  read  thus: 

“Just  hop  out  of  your  warm  bed  a little 
extra  early,  go  down  to  Mass  and  Com- 
munion, try  to  put  in  a few  half-hour 
periods  of  adoration  . . . Christmas  eve 
is  a day  of  fast  and  abstinence,  of  spritual 
preparation  for  Christ’s  coming;  New  Year’s 
a holy  day  of  obligation,  requiring  attend- 
ance at  mass.  . . . Once  an  individual 
becomes  gross  in  matters  of  the  difficult 
commandment,  once  he  loses  the  desire  and 
the  hope  to  reform  himself,  he  begins  to 
show  weaknesses  in  faith  ...  If  you  fall 


into  any  form  of  unchastity  get  back  im- 
mediately through  a good  confession  to  the 
state  of  grace.  . . . Within  a few  days  is 
the  Feast  of  the  Holy  Family,  which  should 
be  your  ideal  of  family  life.  . . . Look  deep 
down  into  that  soul  created  by  God  and 
purchased  anew  with  His  Blood  on  Cal- 
vary. Are  you  not  happiest  when  in  the 
state  of  grace — a son  of  God  and  brother 
of  Christ — with  Christ  and  Our  Lady,  in- 
stead of  the  devil,  at  your  side?  ...  Yes, 
lick  the  devil — and  lick  yourself  especially 
. . . If  you  would  only  give  the  sacra- 
ments an  honest  chance,  you  would  really 
be  surprised  how  things  pick  up,  how  the 
helping  Hand  of  God,  through  grace,  would 
soon  control  the  wilder,  lower  trends  of 
nature ! . . . Pray,  during  your  Thanks- 
giving, to  Our  Lady  of  Lourdes.  She  is 
the  health  of  the  sick  . . . God  made  things 
good,  pain  and  death  come  as  a penance  for 
sin.  . . . Thank  him  for  the  consecration 
of  suffering.  . . . Whether  you  eat  or 
drink,  or  whatsoever  else  you  do,  do  all  for 
the  glory  of  God.  . . . Ask  for  relief  from 
illness,  if  relief  is  God’s  holy  will.” 

Patient  made  a last  effort  to  believe.  If 
that  had  been  possible  he  might  have  been 
cured  by  devoting  himself  to  the  Church 
entirely.  But  his  old  skepticism  and  re- 
bellion, much  increased  during  his  adven- 
tures, were  still  present. 

In  the  mind  of  this  man  there  were  two 
inhibitions.  One  against  all  women,  an 
opposition  left  from  the  sojourn  in  the 
Home.  As  a child  he  had  evidently  been 
more  naive  than  his  little  colleagues,  and 
had  taken  literally  both  the  prohibition  to 
play  with  girls  and  the  spirit  with  which 
this  was  inculcated.  He  had  not  been  able 
to  free  himself  from  that  curse.  Then  the 
mother’s  influence  and  ascendancy  never 
ceased  to  overpower  him.  No,  it  was  not 
the  common  “mother  attachment,”  but  a 
strong  tie  composed  of  pity  and  awe,  at  the 
bottom  of  which  there  may  have  been  an 
erotic  feeling  for  her,  or  not.  For  a maso- 
chistic personality,  domination  in  a general 
way  may  have  the  same  effect  as  sexual 
possessiveness. 

A condition  of  this  kind  may  be  incur- 
able. Everything  done  by  several  good 
mental  physicians  seemed  to  have  been  of 
no  help  as  far  as  it  concerned  the  “attacks.” 
But  a great  improvement  there  was.  This 
happened  to  be,  apparently,  one  of  those 
cases  in  which  the  patient  can  get  along 
with  his  trouble.  He  zvas  quite  adjusted 
to  it.  And  now,  since  one  of  his  doctors 
succeeded  in  convincing  him  of  that,  he  was 
satisfied,  became  much  calmer  and  accepted 
the  situation  unflinchingly. 
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EDITORIALS 


Medicine  Decides 

Assembled  in  an  emergency  session  at 
Chicago,  the  House  of  Delegates  of  the 
American  Medical  Association  has  de- 
clared its  uncompromising  opposition  to 
compulsory  sickness  insurance.  By  far 
the  great  majority  of  the  110, OCX)  physi- 
cian-members of  the  Association  will  con- 
cur unreservedly  in  this  stand. 

The  profession’s  knowledge  of  the 
problem  of  medical  care  is  based  on  many 
years  of  first  hand  experience,  not  on  a 
few  superficial  surveys  and  statistical 
tables  which  do  not  truly  represent  the 
prevailing  state  of  affairs.  Having  ob- 
served the  debasing  effects  of  political 
control  on  medical  service  in  many  Eu- 
ropean countries,  it  is  loath  to  see  a sim- 
ilar system  introduced  here.  It  stands 
firm  on  the  stand  that  quality,  rather  than 
quantity,  must  be  the  aim  of  any  accept- 
able medical  program,  and  that  it  is  folly 
to  abandon  a method  of  providing  medical 
care  which  has  reduced  the  morbidity  and 
mortality  rates  of  this  country  to  an 
enviable  level  and  is  yearly  driving  them 
lower. 

This  does  not  mean  that  organized 
medicine  underestimates  the  desirability 
of  wisely  conceived  governmental  health 
projects.  The  A.M.A.  approves  the  ex- 
tension of  public  health  services,  but 
believes  they  should  be  organized  and 
administered  by  local  units  of  govern- 


ment, in  accordance  with  local  require- 
ments. The  role  of  the  Federal  govern- 
ment should  be  limited,  wherever  pos- 
sible, to  the  provision  of  financial  and 
technical  aid. 

To  bolster  up  unfounded  charges  of 
Toryism  in  medicine,  the  advocates  of 
compulsory  sickness  insurance  frequently 
charge  that  the  profession  is  opposed  to 
such  valuable  innovations  as  group  hos- 
pitalization insurance.  The  House  of 
Delegates  spikes  such  misrepresentations 
by  endorsing  hospital  service  insurance 
and  voluntary  indemnity  plans  to  cover 
the  costs  of  emergent  and  prolonged  ill- 
nesses. 

While  emphasizing  the  role  of  local 
governmental  units  in  public  health  work, 
the  profession  is  alive  to  the  desirability 
and  need  for  Federal  efforts  in  this  field. 
The  A.M.A.  therefore  urges  the  creation 
of  a Federal  Department  of  Health  with 
a Physician- Secretary  at  its  head  who 
shall  be  a member  of  the  President’s 
Cabinet.  Such  a department  could  do 
valuable  work  in  planning  and  coordinat- 
ing national  health  activities  and  could 
remove  much  needless  misunderstanding 
and  friction  between  Washington  and  the 
medical  profession. 


For  Better  Publicity 

The  Public  Relations  Bureau  of  the 
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Medical  Society  of  the  State  of  New 
York  has  compiled  an  interesting  sum- 
mary of  “air  opinion.”  From  its  fig- 
ures the  profession  is  drawn  to  the  un- 
pleasant conclusion  that  on  the  whole 
medicine  is  receiving  bad  notices.  While 
a few  of  the  broadcasts  on  medical  ques- 
tions attempt  to  maintain  an  impartial 
attitude  and  two  or  three  commentators 
are  friendly  to  the  medical  viewpoint,  for 
the  most  part  radio,  like  the  press,  “plugs” 
for  socialized  medicine. 

It  is  only  fair  to  concede  that  some 
of  these  opinions  represent  the  honest, 
studied  judgment  of  the  speakers.  There 
are  sincere,  disinterested  believers  in 
compulsory  sickness  insurance  as  in  com- 
munism, fascism,  and  a host  of  other 
social  and  political  theories.  Undoubtedly, 
however,  other  factors  besides  pure  belief 
enter  into  the  espousal  of  socialized  medi- 
cine. by  these  privately  owned  enterprises 
committed  to  the  profit  system. 

In  the  case  of  the  radio,  one  need  not 
seek  far  to  find  the  shadow  of  the  Fed- 
eral licensing  powers.  Whenever  pos- 
sible the  broadcasting  companies  play 
along  with  the  Administration.  This  was 
conspicuously  demonstrated  during  the 
National  Health  Conference  in  Washing- 
ton last  July,  when  one  of  the  large 
networks  put  on  a program  of  the  Federal 
Radio  Project  which  was  a thoroughly 
misleading  compound  of  “false  emphasis, 
distortion  and  half-truths.”  Almost  every 
sentence  was  deliberately  designed  to 
break  down  public  confidence  in  the  pri- 
vate practitioner  and  build  up  a demand 
for  state  medicine. 

Another  element  in  the  propaganda 
for  compulsory  sickness  insurance  is  the 
desire  of  the  broadcasting  companies  and 
newspapers  to  win  friends  by  a seeming 
espousal  of  the  public  good.  At  the  pres- 
ent time  medical  care  for  all  seems  a 
slogan  designed  to  win  large  scale  sup- 
port. Could  there  be  a cheaper  and 
easier  road  to  popularity  for  the  radio 
and  newspaper  chains  ? While  clinging 
jealously  to  their  own  rights,  they  have 
no  objection  to  sacrificing  the  rights  and 
prerogatives  of  the  medical  profession, 


particularly  if  they  see  no  public  harm  in 
state  medicine. 

If  they  fully  understood  the  situation, 
however,  much  of  this  could  be  changed. 
The  average  newspaperman  or  radio  com- 
mentator gets  his  views  on  public  health 
from  the  hand-outs  of  social  welfare 
agencies  and  government  bureaus  which 
stand  to  gain  money,  power,  and  prestige 
from  the  adoption  of  compulsory  sickness 
insurance.  If  every  physician  who  has 
a newspaperman  or  radio  script  writer 
or  commentator  among  his  patients  would 
trouble  to  explain  the  basis  of  medicine’s 
opposition  to  socialization,  much  of  the 
antagonism  shown  to  the  profession  on 
the  air  and  in  the  press  could  be  dispelled. 


The  Graduate  Fortnight 

The  eleventh  annual  Graduate  Fort- 
night of  the  New  York  Academy  of 
Medicine  begins  this  year  on  October  24. 
It  is  devoted  to  an  extensive  study  of 
diseases  of  the  blood  and  blood-forming 
organs  and  it  numbers  among  its  con- 
tributors the  outstanding  authorities  in 
this  branch  of  medicine.  The  macro- 
cytic anemias  and  those  due  to  iron 
deficiency,  the  granulocytopenias,  the  leu- 
kemias, and  the  hemorrhagic  diseases  are 
among  the  numerous  topics  to  be  pre- 
sented. In  addition,  hematohistology  and 
diagnostic  procedures  will  be  discussed. 

Supplementing  the  evening  lectures 
are  a series  of  afternoon  clinics  which 
will  be  conducted  at  the  various  hos- 
pitals in  New  York  City.  Here  every 
phase  of  the  subject  will  be  demonstrated 
practically  by  experienced  clinicians. 
There  will  also  be  a scientific  exhibit 
at  the  Academy  building  which  has  been 
arranged  in  such  a manner  as  to  repre- 
sent an  encyclopedia  of  all  that  is  pres- 
ently known  concerning  these  diseases. 

The  profession  is  cordially  welcomed 
to  attend  the  Fortnight.  Information 
and  tickets  of  admission  can  be  obtained 
by  addressing  the  New  York  Academy 
of  Medicine.  Judging  from  the  success 
of  the  prior  meetings,  this  one  undoubt- 
edly will  measure  up  to  the  high  standard 
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of  medical  post-graduate  instruction  spon- 
sored by  the  Academy.  It  is  an  oppor- 
tunity most  physicians  will  welcome  to 
bring  their  knowledge  of  this  topic  up 
to  date. 


Bee  Sting  Therapy 

There  have  lately  appeared  many  ar- 
ticles concerning  the  value  of  the  bee  sting 
in  the  treatment  of  rheumatic  conditions. 
This  form  of  therapy  is  not  new,  having 
been  first  described  by  Terc  in  1880. 
In  this  country  favorable  results  have 
been  reported  by  several  investigators  in 
the  management  of  rheumatoid  arthritis. 
In  view  of  the  widespread  interest  evoked, 
it  is  perhaps  wise  to  call  attention  to  the 
experiences  of  Nicholls.1 

Twenty-seven  cases  of  active  rheuma- 
toid arthritis  were  subjected  to  the  sting 
of  the  honey  bee  at  weekly  intervals. 
Starting  with  the  sting  of  one  bee,  the 
dose  was  gradually  increased.  As  many 
as  1434  stings  were  administered  to  one 
patient  over  an  eight  month  period.  The 
results  obtained  were  varied.  Three 
cases  showed  marked  improvement  which 
has  continued  for  a year  after  treatment 
was  stopped.  Five  stated  that  they  felt 
better  but  there  was  no  evidence  of  im- 
provement in  the  joints.  Seven  suffered 
an  aggravation  of  their  condition  while 
in  five  no  results  were  obtained.  Severe 
reactions  to  the  bee  sting  were  noted  in 
some  instances  (chills,  vomiting,  increased 
swelling  of  the  joints),  necessitating  the 
withdrawal  of  further  active  treatment 
with  the  bee  stings. 

Discounting  the  natural  aversion  that 
many  patients  exhibited  toward  this  form 
of  therapy,  Nicholls  feels  that  “bee  sting 
therapy  had  no  constant  or  noteworthy 
effect  in  the  treatment  of  rheumatoid 
arthritis.” 


CURRENT  COMMENT 

“Honest  criticism,  erroneous  though  it 
may  be,  we  must  expect.  If,  in  addition,  we 
are  provided  an  opportunity  for  a fair  hear- 


1. Nicholls,  E.  E. : N.  Y.  State  J.  Med.,  38:1218, 
1938. 


ing  we  can  have  no  complaint.  But  when 
supposedly  reputable  publications  resort  to 
slanderous  statements  and  false  accusations 
showing  no  regard  for  facts,  we  have  no 
protection  except  the  courts  and  the  intelli- 
gence of  the  public.  . . . 

“Let  it  be  said  then  that  we  welcome 
change  if  justified  by  facts  and  when  it  in  no 
way  endangers  the  well-being  of  patients. 
People  who  know  and  understand  this  should 
come  to  the  support  of  the  medical  profes- 
sion condemning  in  no  uncertain  terms 
propagandists  who  are  running  wild.  As  a 
matter  of  fact,  the  people  of  this  country 
have  more  at  stake  in  this  controversy  than 
the  medical  profession  itself.” — From  the 
Bulletin  of  the  Milwaukee  Medical  Society 
recently. 


" . . . NOW RIGHT  NOW IS  THE  TIME 

that  every  thinking  member  of  medicine 
should  obtain  the  name  of  the  candidates  for 
Congress  and  for  the  State  Legislature  and 
have  heart  to  heart  talks.  Show  them  the 
undesirable  facts  that  are  bound  to  arise  out 
of  state  or  socialized  medicine,  the  increased 
sickness  because  of  inferior  treatment,  the 
increased  death  rate  that  will  follow  and 
many  other  undisputable  medical  facts 
against  any  such  state  medical  service  that 
is  compulsory. 

“This  matter  of  keeping  in  touch  with  the 
elected  candidate  after  the  election  is  very 
good,  but  it  should  be  a continuous  process 
from  the  primary  election  until  the  candidate 
has  been  seated  and  even  then  frequent  cor- 
respondence can  help  give  him  a deep  and 
true  picture  of  the  medical  situation  as 
analyzed  by  those  who  should  be  the  best 
qualified  to  talk  on  medical  matters,  the 
physicians. 

“If  you  do  not  do  this,  your  political  rep- 
resentative will  be  guided  by  non-medical 
advisers  who  may  honestly  believe  what  they 
say,  but  whose  meddling  in  medical  affairs 
will  be  disastrous  to  the  public  far  more  than 
it  will  be  to  the  medical  profession. 

“Do  not  put  off  this  most  important  phase 
of  your,  medical  career,  expect  others  to  do  it 
for  you  or  try  to  excuse  yourself  for  not 
doing  your  share  to  save  progressive,  health- 
giving AMERICAN  MEDICINE.” — Dr. 
Clyde  P.  Dyer  asking  “Will  You  Do  It?” 
in  the  Sepetmber  23  issue  of  the  Saint  Louis 
County  Medical  Society  Bulletin. 

“A  given  community  should  be  made 
conscious  of  the  importance  of  adequately 
supporting  its  professional  men.  If  they  are 
not  well  compensated,  the  quality  of  profes- 
sional service  necessarily  must  become  in- 
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ferior.  The  average  practice  in  medicine 
must  guarantee  something  more  than  the 
bare  necessities  of  life  to  allow  new  equip- 
ment, books,  medical  dues  and  post  graduate 
work  which  is  frequently  so  indispensable  to 
continued  progress  in  a profession.” — From 
the  Bulletin  of  the  Sangamon  (Mo.)  County 
Medical  Society. 

“ . . . Medicine  has  seen  too  many 
fads  come  and  go  to  be  swept  away  by  social 
or  scientific  panaceas.  The  greatest  bulwark 
of  the  public  health  is  the  caution  of  the 
organized  profession,  which  has  raised  med- 
ical practice  to  even  higher  levels  without 
sacrificing  the  laity  to  foolish  enthusiasms 
and  unfounded  hopes.  If  this  be  Toryism, 
make  the  most  of  it  !” — A new  way  of  look- 
ing at  it,  suggested  by  The  New  York  Medi- 
cal Week  recently. 

“ . . . Because  the  minority  group  of 
this  famous  Committee  (on  the  Costs  of 
Medical  Care)  refused  to  fall  in  line  and 
agree  with  the  social  workers  on  the  Com- 
mittee that  the  practice  of  medicine  in  this 
country  should  be  turned  over  to  the  control 
of  politicians,  and  because  the  organized 
medical  profession  agreed  with  the  minority 
group  whole-heartedly,  the  same  insidious 
well  organized  and  apparently  well  financed 
propaganda  has  been  used  to  convince  people 
that  the  American  Medical  Association  is  an 
obstructionist  group  and  opposed  to  any  at- 
tempt to  meet  changing  conditions  by  a 
constructive  program.  . . . 

“American  medicine  stands  ready  to  co- 
operate in  any  workable  plan  to  relieve  the 
burdens  of  the  group  needing  help,  and  has 
said  so  on  many  occasions  through  its 
elected  representatives  in  the  House  of  Dele- 
gates of  the  A.M.A.,  but  American  medicine 


demands  that  any  such  plan,  have  an  honest 
motivation,  that  it  be  directed  at  the  group 
most  in  need  of  assistance  and  above  all  that 
there  be  no  playing  politics  with  medical 
care.” — In  its  September  issue,  the  Nassau 
Medical  News  asks  whether  it  shall  be 
“Propaganda  or  Medical  Needs.” 


“Of  late  several  legal  journals  have 
joined  the  pack  in  snapping  at  the  heels  of 
the  medical  profession.  One  of  these  is  the 
Yale  Journal.  The  socialization  of  medicine 
is  their  theme.  However,  we  might  ad- 
monish them  in  the  words  of  the  Good  Book : 
‘Thou  hypocrite,  first  cast  out  the  beam 
out  of  thine  own  eye,  and  then  shalt  thou 
see  clearly  to  cast  out  the  mote  out  of  thy 
brother’s  eye/  and  not  before! 

“Unlike  law,  medicine  always  marches 
forward  with  its  face  toward  the  sun.  Prec- 
edent does  not  control  its  thinking.  But 
law,  like  Lot’s  wife,  must  look  backward. 
If  it  was  good  enough  for  Blackstone  it’s 
good  enough  for  us ! Thus  sayeth  the 
law.  . . . 

“Several  of  our  lawyer  friends  have  taken 
us  to  task  for  daring  to  resent  their  advoca- 
tion of  ‘socialized  medicine.’  For  this  we 
have  been  accused  of  a lack  of  ‘social  mind- 
edness.’ However  it  is  so  easy  to  be  social 
minded  in  spheres  other  than  one’s  own.  . . . 

“The  medical  profession  yields  to  no  one 
in  keeping  pace  with  social  trends.  Organ- 
ized medicine  in  the  United  States  is  fully 
conscious  of  its  obligation  to  the  people.  If 
some  changes  in  medical  practice  are  pro- 
mulgated by  government,  medicine  asks  that 
the  changes  be  evolutionary  not  revolution- 
ary, and  that  the  patient  as  an  individual 
and  not  the  politician  be  given  first  consider- 
ation.”— A “Timely  Brevity”  in  the  August 
Milwaukee  Medical  Times. 


ANNOUNCEMENT 
Journal  Management  Committee 

To  those  members  and  other  physicians  who  have  received  a letter  on 
stationery  of  the  New  York  State  Journal  of  Medicine  signed  by 
Steven  K.  Herlitz  relative  to  publication  and  sale  of  a compendium  on 
histopathology  for  use  of  students  preparing  for  examination  by  the 
American  Board  of  Otolaryngology,  the  Committee  wishes  to  state  that 
this  sales  effort  has  been  conducted  without  authority. 

The  New  York  State  Journal  of  Medicine  does  not  publish  or 
sell  medical  books  and  the  stationery  of  the  Journal  Management 
Committee  was  used  without  its  knowledge  or  consent.  The  Society, 
the  Journal  Management  Committee,  and  the  New  York  State 
Journal  of  Medicine  assume  no  responsibility  whatever  in  this  matter. 
George  W.  Kosmak,  M.D.,  Chairman  Peter  Irving,  M.D.,  Secretary 


Presidential  Address 

William  A.  Groat,  M.D.,  Syracuse 


Of  the  many  things  which  have  tortured 
the  world  in  recent  decades,  one  of  the  most 
extraordinary  has  been  the  growth  of  un- 
principled adverse  propaganda.  Propaganda 
against  something  or  somebody,  as  con- 
trasted with  propaganda  for  something  or 
somebody.  Derogatory,  distorting,  always 
with  an  ulterior  motive,  this  type  of  insin- 
uation has  ranged  from  blackguarding  of 
one  nation  by  another  to  whispering  cam- 
paigns against  individuals.  I am  not  sure 
but  that  the  sun  and  the  moon  have  been 
talked  down  or  up  depending  upon  the 
exigencies  of  the  occasion. 

The  profession  of  medicine  is  a noble 
one.  We  may  think  of  it  as  the  most  noble. 
Perhaps  we  have  a somewhat  swelled  head 
about  that ; but  I point  out  to  you  that 
questionnaires  to  college  students  and  other 
groups  have  shown  that  among  people  gen- 
erally the  profession  of  medicine  is  consid- 
ered respectable,  praiseworthy,  and  the  one 
altogether  to  be  honored  and  loved.  The 
medical  profession,  a division  of  those  de- 
voted to  scientific  learning,  who  also  are 
handlers  of  the  interchangeable  tools  of 
investigative  research,  alive  to  the  neces- 
sity for  safeguarding  against  exaggeration, 
misconception,  and  muddling,  are  repeatedly 
misunderstood  as  all  science  is  misunder- 
stood, and  that  is  not  new.  That  we  should 
be  attacked,  however,  by  those  who  know 
better,  that  half  truths,  tours  of  force  and 
all  those  petty  and  gaudy  methods  of  the 
present  day  propagandist  and  besmircher 
should  be  turned  on  us,  is  new  and  lament- 
able. 

It  would  be  sadder  still  if  we  would  lose 
our  dignity  and  if  we  were  to  forget  our 
birthright.  Justly  we  insist  upon  our  right 
to  be  heard,  our  right  to  be  consulted,  and 
our  right  to  decide  those  questions  which 
through  education,  vocation,  and  legal  au- 
thority we  alone  have  the  right  to  elucidate. 

Waves  of  propaganda  have  swept  across 
us,  not  in  tidal  relation  to  one  another  but 
full  of  cross  currents,  counter  movements 
and  paradoxical  surges. 

You  should  read  and  reread  in  its  entirety 


the  proceedings  of  the  very  recent  special 
meeting  of  the  House  of  Delegates  of  the 
American  Medical  Association  at  Chicago 
which  appears  in  full  in  last  week’s  Journal 
of  the  Association.  You  will  of  course 
find  it  interesting  reading  for  the  informa- 
tion it  contains.  You  will  find  the  proceed- 
ings to  have  been  a credit  to  our  profession. 
You  will  see  that  no  birthrights  are  for- 
feited and  that  our  traditional  obligations 
for  social  betterment  are  reiterated.  The 
American  Medical  Association  asks  only 
what  medical  science  has  a right  to  ask  and 
calmly  informs  only  of  things  upon  which 
it  can  speak  with  authority. 

The  propaganda  which  has  swept  us  in 
three  great  waves  is  not  of  such  high  char- 
acter. Somewhat  informed,  reasonably  in- 
telligent people  have  not  told  the  whole 
truth,  using  only  those  parts  of  it  which 
seem  to  favor  their  untried  theories.  With 
half-truths  and  tongue  in  cheek  they  have 
besmirched  us.  These  three  successive 
waves,  disregarding  the  wavelets,  have 
been : 

1.  The  cost  of  medical  care. 

Without  further  elaboration  I would 
say  that  the  fallacies  here  gather  around 
these  things:  Inclusion  of  the  cost  of 
things  which  are  not  useful  to  the  peo- 
ple or  desired  by  the  profession,  and 
the  failure  to  deduct  the  great  savings 
which  could  be  made  by  governmental 
elimination  of  nostrums  and  quackery. 

2.  Medical  care  for  all  the  people. 

Here  we  find  no  true  definition  of 
what  constitutes  adequate  medical  care. 
Should  it  be  based  upon  what  the  sci- 
ence of  medicine  considers  to  be  sound 
medical  care  or  upon  what  lay  groups 
or  patients  prescribe,  or  decide  they 
should  have? 

3.  Releases  relative  to  the  interde- 
partmental conference  and  com- 
pulsory sickness  insurance. 

A parade  of  assumed  shortcomings 


Read  at  the  32nd  Annual  Meeting  of  the  Fourth  District  Branch  of  the  Medical  Society  of 
the  State  of  New  York,  Amsterdam,  September  30,  1938. 
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of  the  medical  profession  in  supplying 
things  called  medical  necessities,  and 
using  these  imperfect  data  to  justify  a 
governmental  bureaucracy  to  distribute 
medical  service  as  a commodity. 

Contrast  this  with  our  viewpoint  which 
permits  us  to  see  for  the  public  good: 

(a)  The  need  for  better  methods, 
better  and  simpler  ways,  for  caring  for 
and  paying  for  the  medical  needs  of  the 
people. 

(b)  Making  available  the  necessary 
care,  but  not  the  pampering  indulgent 
care  for  no  higher  motive  than  political 
expediency. 

(c)  Ability  to  show  that  what  has 
been  called  medical  necessity  is  unsound 
scientifically,  socially  and  economically 
and  not  the  product  of  minds  properly 
educated  in  what  human  needs  really 
are. 

The  endeavor  of  the  theorists  has  been 
to  show  the  necessity  for  elaborate,  costly, 
bureaucratic  governmental  control  which 
would  be  ridiculously  expensive  as  all  such 
political  bureaucratic  controls  must  be. 
There  will  always  be  the  Utopian  possibility 
of  ever  complete  medical  care,  for  all  the 
people,  everywhere;  but  the  twentieth  cen- 
tury actualities  are  not  the  result  of  the 
shortcoming  of  the  medical  profession.  The 
doctor  is  way  ahead  of  good  roads,  markets, 
and  conveniences  in  the  wilderness.  He 
has  supplied  human  needs  to  out  of  the  way 
places  from  pole  to  pole,  back  and  forth 
across  the  equator.  The  doctors’  short- 
comings are  human  ones.  We  are  more  in- 
terested in  correcting  them  than  anybody 
else,  for  we  are  and  should  continue  to  be 
self-critical. 

The  barbed  hook  is  slyly  baited  with  the 
declaration  that  more  government  moneys 
would  be  available  as  new  bureaus  are 
erected  to  multiply  the  uncontrolled  expense. 
Who  pays? 

Are  we  to  be  seduced  by  the  sweetness 
of  a governmental  sugar  daddy  ? Cannot  we 
as  an  intelligent  group  realize  that  as  citizens 
we  pay  for  governmental  increases  in  physi- 
cal plants,  special  funds,  extra  medical  care; 
and  that  if  those  expenditures  are  made 
without  reason  it  is  our  money  that  is 
wasted?  If  we  gaily  develop  this  and  smil- 
ingly expand  that,  if  we  encourage  the 
expenditures  of  governmental  money  un- 


necessarily, joining  the  procession,  saying, 
“We  might  as  well  get  our  piece  of  it,”  if 
elaborate  medical  care  of  unproductive 
types  and  garish  institutional  expansions 
are  effected,  if  hordes  of  so-called  social 
workers  and  lay  public  health  meddlers  are 
released,  with  our  approval,  just  because 
we  get  a little  dip  out  of  the  pork  barrel,  we 
shall  no  longer  deserve  to  be  practicing 
medicine.  Are  such  things  to  be  because 
we  do  not  realize  that  somebody  must  pay, 
and  that  we  are  a part  of  that  somebody  ? 

The  big  but  thinner  and  thinner  walled 
bubble  in  this  ebullition  of  spending  is 
blown  by  those  who  do  not  realize  that  it 
is  their  breath  that  blows  it,  their  blood 
that  warms  it.  That  a considerable  part  of 
the  spent  money  goes  to  pay  for  bureau- 
cratic control  and  political  advantages,  and 
not  for  the  ostensible  purposes  of  charity  or 
relief,  is  no  less  depressing  than  the  fact 
that  these  false  purposes  so  often  are  not 
socially  or  economically  sound  and  are  not 
calculated  to  build  a strong,  healthy  minded, 
and  industrious  people. 

Occupational  therapy  still  is  a valued 
therapeutic  agency.  Swinging  a pick  is 
not  a social  injustice.  Honest  toil  should  be 
encouraged  as  an  individual  responsibility. 
An  opportunity  to  work  for  one’s  living  is 
the  God  given  right. 

I know  what  you  are  thinking  right  now 
and  I want  you  to  realize  that  I am  thinking 
with  you.  It  seems  difficult  to  discuss  these 
matters  without  appearing  to  talk  politics. 
The  truth  of  the  matter  is  that  we  should  not 
talk  politics.  We  should  keep  out  of  divert- 
ing controversy,  expect  misunderstandings, 
but  endeavor  to  correct  them.  We  should 
maintain  the  high  minded  professional 
attitude  to  which  we  are  bound  by  tradition. 
Our  successes  have  been  due  largely  to  the 
clarifying  influences  of  a detached  profes- 
sional viewpoint.  The  infiltration  of  ideas 
contrary  to  the  experiences  of  the  past,  and. 
we  believe,  incompatible  with  sound  building 
for  the  future,  penetrates  both  of  the  major 
political  parties.  It  is  historical  fact  that 
such  things  come  intermittently  in  times 
like  these.  If  we  bicker  over  charges  and 
countercharges,  question  each  other’s  mo- 
tives, and  become  involved  in  the  altogether 
too  prevalent  claptrap  of  the  day,  we  in  turn 
lose  our  perspective  and  defeat  the  very 
thing  for  which  we  strive.  It  is  our  busi- 
ness to  see  that  people  get  proper  medical 
service.  If  we  breed  vindictiveness  and  re- 
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taliation,  if  we  search  out  the  faults  in  those 
outside,  instead  of  trying  to  be  better  within, 
we  may  injure  those  whom  we  oppose,  but 
we  are  more  extensively  injuring  ourselves. 
Wars  are  not  won  by  anybody.  Always 
there  is  loss  to  humanity.  In  our  particular 
controversy  over  what  is  best  for  the  health 
of  our  people  the  destructiveness  falls  upon 
the  sick  and  suffering,  the  very  ones  whom 
we  are  sworn  to  protect.  Arguments  can- 
not be  won.  Principles,  however,  can  be 
established.  There  are  large  units  in  the 
lay  welfare  and  humanitarian  groups  who 
have  few  if  any  differences  with  us.  Those 
that  have  differences  are  usually  doing  what 
they  think  is  right.  We  may  disagree  with 
them  and  it  becomes  our  duty  as  physicians 
to  endeavor  to  teach  them  and  to  lead  them 
if  the  way  is  clear. 

There  are  in  the  wishes  and  demands  of 
labor  those  threads  of  sincerity  and  hopeful- 
ness which  fit  well  with  our  ideals  for  tem- 
perance in  all  things  as  a road  to  health  and 
happiness.  There  is  in  the  attitude  of  in- 
dustry a better  appreciation  of  the  import- 
ance of  healthy  bodies  and  minds  for  their 
employees.  The  industrial  world  is  learning 
from  us  the  costliness  of  epidemic  and 
chronic  disease,  the  wastefulness  of  occu- 
pational hazards,  and  the  contribution  to 
comfortable  living  and  working  conditions 
made  by  what  we  call  preventive  and  in- 
dustrial medicine.  We  must  cooperate  with 
all  these  groups.  We  must  gather  them 
under  our  leadership,  the  natural  one  be- 
cause of  our  education  and  experience.  It 
is  the  medical  profession  which  can  show 
the  healthfulness  of  labor  under  good  con- 
ditions, with  tasks  suited  to  the  mental  and 
physical  capacity  of  the  individual.  Peace 
which  comes  from  plenty  and  freedom  from 
the  chilling  influences  of  fear  are  potent 
factors  in  the  promotion  of  public  health. 
Despair,  disorientation  and  disease  march 
together.  The  aggravations  from  overbur- 
dening of  average  minds,  the  lack  of  healthy 
outlets  for  emotional  stresses  are  closely 


connected  with  immorality  and  debauch.  I 
mention  these  things  to  show  you  how  the 
more  superficial  lay  viewpoint  cannot  pene- 
trate the  medical  latticework  of  the  social 
problems  they  hope  to  solve  as  can  the 
trained  eye  of  the  doctor. 

Let  us  be  settled  in  our  minds  that  exhibi- 
tions of  force,  the  matching  of  attack 
against  attack,  the  parade  of  our  virtues  on 
the  one  hand,  and  the  deficiencies  of  this 
or  that  outside  group  on  the  other,  will  get 
the  world  nowhere.  Can  we  better  verify 
the  soundness  of  our  position  than  by  keep- 
ing out  of  destructiveness,  keeping  away 
from  political  intrigue  and  the  possibilities 
of  gain  for  the  thing  alone?  There  is  no 
better  authority  for  keeping  away  from 
preachments  and  dictatorial  announcements 
than  to  quote  the  President  of  the  United 
States  who  as  Mr.  Roosevelt  broadcast  to 
the  entire  world  an  appeal  to  Herr  Hitler 
not  so  many  hours  ago.  The  President  as 
an  individual,  yet  an  inimitable  interna- 
tional figure,  appeals  for  the  calm  and  wise 
settlement  of  controversies  destructive  to 
human  interests.  He  asks  the  abolishment 
of  things  calculated  to  deprive  great  masses 
of  people  of  human  needs,  not  through 
bloodshed  but  by  the  increase  of  wisdom. 
I quote  him:  “The  question  ...  is  not  of 
the  errors  of  judgment  or  the  injustices 
committed  in  the  past.  It  is  the  question  of 
the  fate  of  the  world  today  and  tomorrow. 
. . . Whatever  existing  differences  may  be, 
and  whatever  their  merits  may  be  my  appeal 
is  solely  that  negotiations  be  continued  until 
a peaceful  settlement  is  found  and  thereby 
a resort  to  force  be  avoided.” 

We  accept  the  President’s  broad  and  uni- 
versal world  principle  of  peace,  health,  and 
justice.  Reduce  it  to  that  which  is  a true 
part  of  the  question  of  medical  care  which 
we  are  discussing  today  and  we  agree  with 
every  word  of  it. 

May  these  clearly  expressed  principles  of 
peaceful  justice  be  the  guiding  ones  at  home 
as  well  as  abroad. 


A TOURNEY  WITH  ATTORNEY 


A lawyer  got  into  an  argument  with  a 
physician  over  the  relative  merits  of  their 
respective  professions. 

“I  don’t  say  that  all  lawyers  are  crooks,” 
said  the  doctor,  “but  you’ll  have  to  admit 


that  your  profession  doesn’t  make  angels  of 
men.” 

“No,”  retorted  the  attorney,  ’’you  doctors 
certainly  have  the  best  of  us  there.” — Nebr. 
State  Med.  Jour. 


Correspondence 

[The  Journal  reserves  the  right  to  print  correspondence  to  its  staff  in  whole  or  in  part 
unless  marked  “private.”  All  communications  must  carry  the  writer’s  full  name  and  address, 
which  will  be  ommitted  on  publication  if  desired.  Anonymous  letters  will  be  disregarded .] 


Treasury  Department 
U.  S.  PUBLIC  HEALTH  SERVICE 
Washington 

New  York  State  Journal  of  Medicine, 

Sirs : 

The  Carlo  Forlanini  Institute  in  Rome, 
which  specializes  in  lung  diseases  and  tuber- 
culosis, organizes  yearly,  post-graduate 
courses  for  physicians.  These  courses  are 
held  every  year  from  January  15  to  April  15. 
The  program  for  the  next  course  is  as 
follows : 

Pathogenesis  of  tuberculosis — The  doctrine 
of  respiratory  trauma. 

The  biologic  factors  in  the  local  reaction  of 
pulmonary  tuberculosis. 

The  various  clinical  forms  of  pulmonary 
tuberculosis. 

Histology  and  general  histogenesis  of  pul- 
monary tuberculosis. 

Pathological  anatomy  of  the  various  forms  of 
pulmonary  tuberculosis. 

The  collapse  therapy  (pneumothoracic)  tech- 
nique— indications — mechanism  of  action. 

The  pleural  complications — treatment. 

The  surgical  collapse  therapy  with  particular 
reference  to  the  methods  of  the  School. 

The  principal  forms  of  extra-pulmonary 
tuberculosis. 

Tuberculosis  and  pregnancy 
Tuberculosis  in  infancy 
Tuberculosis  in  upper  air  passages 
Tuberculosis  of  bones  and  articulations 
Hygiene  and  tuberculosis 
The  fight  against  tuberculosis  in  Italy. 

The  Italian  ambassador  at  Washington 
has  offered  two  scholarships  to  American 
physicians  selected  by  the  Public  Health 
Service.  The  physicians  chosen  will  be 
exempt  from  registration  and  tuition  fees, 
and  will  be  granted  a fifty  per  cent  discount 
for  travel  on  Italian  State  railroads. 

The  candidates  should  be  graduates  for 
at  least  three  years,  having  practiced  in  a 
Sanatoria  or  in  medical  or  scientific  insti- 
tutions specializing  in  tuberculosis  and  lung 
affections. 

I am  wondering  whether  you  would  have 
a news  item  of  these  courses  included  in  the 
next  issue  of  your  Journal  with  the  notation 
that  any  physicians  interested  should  apply 


before  October  25,  1938,  directly  to  the 
Surgeon  General  of  the  Public  Health  Serv- 
ice, Washington,  D.  C. 

Respectfully, 

Robert  Olesen 

Acting  Surgeon  General 

September  24,  1938 


More  Anent  Mesonexy 

Toronto 
151  St.  George  St. 

To  the  Editor: 

With  reference  to  the  enquiry  of  Dr. 
L.  H.  Conly,  (page  1141,  N.  Y.  State 
Journal  of  Medicine,  Aug.  15,  1938) 
the  derivation  of  the  word  Mesonexy  is  sub- 
mitted. It  is  a coined  word  to  express  the 
state  of  balance  between  extreme  changes  in 
the  dissociation  curve  of  haemoglobin 
studied  by  Barcroft. 

Liddell  and  Scott’s  Greek  Dictionary 
(8th  edtn,  pp.  944-945)  shows  forms  of 
Mesos;  including  Meson , a neuter  noun 
meaning  the  middle,  or  the  space  between; 
as  well  as  Meson,  an  adverb,  meaning  in 
the  middle,  and  p.  629  forms  of  the  word 
Echo,  I have,  or  I hold,  as  in  cachexia. 

The  word  Mesonexy  was  used  to  mean 
the  state  of  holding  to  the  middle,  keeping 
in  the  middle,  maintaining  or  being  in  a 
condition  of  equilibrium,  avoiding  extremes, 
with  reference  to  the  Dissociation  Curve  of 
Haemoglobin.  It  has  a wider  application 
than  that,  being  also  referable  to  tenden- 
cies inseparable  from  human  action. 

Of  some  historic  interest  is  the  rapid 
progress  to  failure  of  the  health  of  the  late 
J.  B.  Murphy,  Surgeon,  as  noted  in  the 
recent  biographical  tribute  by  Loyal  Davis. 
On  page  302  one  observes ; “He  has  been 
taking  large  doses  of  baking  soda,  but 
nothing  seems  to  relieve  him.” 

The  question  of  soda  as  an  aggravating 
factor  can  be  more  easily  answered  now 
than  then. 

Yours  very  truly 

J.  K.  Latchford,  M.  D. 
September  10,  1938 


Doctor : “The  best  thing  you  can  do  is  Patient : “What’s  the  next  best  thing  ?” — 
to  give  up  cigarettes,  liquor  and  women.”  Beauty  Culture. 
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THE  WOMAN’S  AUXILIARY 
To  the  Medical  Society  of  the  State  of  New  York 


Dear  Auxiliary  Members: 

Now  that  the  fall  season  has  opened  and 
you  are  getting  ready  for  a busy  autumn,  I 
hope  that  the  Auxiliary  will  be  foremost  in 
your  minds.  Talk  “Auxiliary”  to  doctors’ 
wives  you  meet  especially  if  they  are  not 
members  of  an  auxiliary.  These  are  the 
women  whom  we  have  to  interest  in  our 
work.  If  they  are  indifferent  try  to  point 
out  the  many  things  the  women  in  New 
York  State  have  done  these  past  three  years. 
Be  sure  to  tell  them  to  read  “The  Woman’s 
Auxiliary  page  in  the  New  York  State 
Journal  of  Medicine”  to  see  what  organized 
counties  have  done  and  are  doing.  Reading 
the  Journal  regularly  is  a splendid  way  to 
keep  in  touch  with  other  counties  and  gives 
one  inspiration  to  want  a bigger  and  better 
Auxiliary. 

I attended  the  Sixteenth  Annual  Meeting 
of  the  Woman’s  Auxiliary  to  the  American 
Medical  Association  in  San  Francisco  from 
June  13  to  17.  I was  most  delighted  to  meet 
women  from  all  over  the  United  States.  It 
was  impressive  and  inspiring  to  see  the 
interest  taken  in  Auxiliary  work  in  other 
states.  The  National  Auxiliary  had  the 
largest  representation  this  year.  More  than 
1,200  women  registered  at  the  convention. 
The  meetings  were  very  well  attended.  The 
membership  now  is  22,206,  an  increase  of 
more  than  two  thousand  members  since  last 
year. 

We  may  well  be  proud  of  New  York 
State,  as  the  report  of  Mrs.  Francis  Irving, 
our  past  President,  was  not  surpassed  by 
any  submitted. 

It  was  indeed  a grand  compliment  to  our 
State  when  Mrs.  Lippincott,  Chairman  of 
the  Public  Relations  Committee  of  the 
National  Auxiliary  praised  Mrs.  John 
Buettner  in  her  report  and  named  New 
York  State  as  one  of  the  three  outstanding 
states  in  the  work  accomplished. 

Our  exhibit  caused  a great  sensation,  so 
much  so  that  the  newspapers  took  pictures 


of  it  with  some  of  the  out-going  officers. 
Mrs.  Hirsch  should  be  highly  commended 
for  this  work. 

Reluctantly,  but  with  our  best  wishes  I 
returned  the  membership  trophy  which  was 
won  this  year  by  the  State  of  Arkansas.  Let 
us  try  and  win  it  back  next  year. 

I am  sure  that  the  officers  and  chairmen 
of  standing  and  special  committees  of  our 
State  Auxiliary  will  pick  up  the  work  laid 
down  for  them,  and  each  will  go  forth  to  do 
her  part  as  an  auxiliary  member  with  inspir- 
ation and  determination  to  carry  on  and 
extend  the  good  work  of  the  Woman’s 
Auxiliary. 

My  very  best  wishes  to  you  all. 

Mrs.  Daniel  Swan 

Sept.  28,  1938 

* * * 

It  was  a great  honor  for  our  Auxiliary 
when  Mrs.  Augustus  Kech,  President  of  the 
National  Auxiliary  appointed  Mrs.  Swan  not 
only  to  give  the  In  Memoriam  Service  but 
also  to  serve  on  the  nominating  committee. 

* * * 

Queens  County:  A meeting  of  the 

Executive  Board  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  County  of 
Queens  was  held  at  the  Seminole  Club, 
Forest  Hills,  September  13.  Mrs.  Henry 
Eichacker,  Chairman  of  the  Entertainment 
Committee,  reported  that  final  plans  have 
been  made  for  the  Annual  Fall  Dinner 
Dance  to  be  held  at  the  Essex  House,  New 
York  City  on  October  15. 

The  stated  meeting  of  the  Auxiliary  was 
held  at  the  Society  Building,  Forest  Hills, 
September  27. 

Following  the  meeting  a collation  was 
served.  Mrs.  E.  W.  McLave  was  in  charge. 

The  members  of  the  Woman’s  Auxiliary 
to  the  Medical  Society  of  the  County  of 
Queens  announce  with  deep  regret  the  death 
of  Mrs.  William  Sharkey. 


Samuel  B.  Pray,  attending  physician  at  Glens  Falls  Hospital.  Dr.  Pray,  who  was 
the  New  Rochelle  Hospital  and  former  sixty-five  years  old,  suffered  a stroke  two 
president  of  the  New  Rochelle  Hospital  weeks  ago  while  at  Lake  George.  Dr.  Pray 
Medical  Board,  died  on  September  7 in  practiced  in  New  Rochelle. 
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The  Worth  of  Diagnosis 

One  of  the  odd  jobs  that  fall  to  the  lot 
of  a medical  editor  is  the  task  of  replying 
to  citizens  who  have  addressed  the  State 
Department  of  Health  in  search  of  medical 
advice.  I am  asked  to  recommend  a climate 
for  asthma  or  to  pass  judgment  upon  some 
particular  “cure.”  I am  asked  what  is  the 
best  thing  to  do  for  arthritis  or  to  tell  the 
writer  all  that  I know  about  diseases  of  the 
heart. 

What  are  the  causes  which  mislead  people 
into  such  faulty  judgment  of  the  worth  of 
expert  diagnosis?  The  subject  deserves 
research  because  it  is  fundamental  to  so 
many  problems  of  medical  care : to  drug 
store  prescription,  to  the  use  and  abuse  of 
secret  remedies,  to  the  exploitation  of  testi- 
monials, to  the  prosperity  of  healing  cults 
and  the  neglect  of  scientific  medicine.  I 
do  not  pretend  to  know  the  answer,  but  I 
can  hazard  some  suggestions. 

The  citizen  is  accustomed  to  free  diag- 
nosis. When  his  automobile,  his  radio  or 
his  watch  are  disordered  the  technician 
makes  no  charge  for  determining  the  cause 
but  only  for  applying  the  remedy.  The 
technician  is  tempted,  just  as  is  the  quack, 
to  exaggerate  the  disorder  and  in  any  case 
is  careful  to  repay  himself  one  way  or 
another  for  time  expended.  The  citizen  has 
become  used  to  paying  for  treatment  rather 
than  for  investigation. 

It  is  true  also  that  we  ourselves  under 
rate  the  value  of  investigation.  That  is 
why  the  specialist  who  is  chiefly  concerned 


with  the  comparatively  simple  application 
of  the  latest  remedy  receives  a pecuniary 
reward  far  in  excess  of  the  family  doctor 
who  has  the  really  difficult  task  of  deciding, 
whether  there  is  anything  seriously  wrong, 
and,  if  so,  what  it  is.  Fee  splitting  is 
another  evil  that  grows  out  of  the  under- 
valuation of  diagnosis. 

My  third  suggestion  is  that  the  method  of 
popular  health  instruction  may  sometimes 
have  been  at  fault.  It  is  natural  for  the 
citizen  who  has  learned  about  an  infallible 
cure  for  arthritis  to  ask:  How  shall  I 

recognize  arthritis?  It  is  natural  for  the 
educator  to  offer  signposts  to  the  principal 
“diseases.”  But  the  result  is  unfortunate. 
Given  a single  symptom  most  patients  can 
easily  imagine  half  a dozen  more  and  fix 
upon  themselves  any  particular  syndrome 
about  which  they  may  happen  to  have  read. 
I have  a secret  project  to  devise  a new  kind 
of  home  reference  work  which  will  give 
medical  advice  without  describing  a single 
disease.  It  will  be  a popular  index  of  im- 
portant symptoms.  It  will  relate  for  each 
symptom  a number  of  serious  diseases  any 
one  of  which  that  symptom  may  indicate. 
And  the  burthen  of  the  text  will  be:  Delay 
may  be  dangerous;  seek  expert  medical  ad- 
vice. There  will  also  be  a preface  in  which 
I should  like  to  quote  the  words  of  Francis 
Bacon : 

“If  a man  will  begin  with  certainties,  he 
shall  end  in  doubts;  but  if  he  will  be  con- 
tent to  begin  with  doubts,  he  shall  end  in 
certainties.” 


STATE  MEDICAL  SURVEY 


County  society  secretaries  of  New  York 
state  discussed  plans  on  September  13  for 
a survey  of  the  medical  facilities  of  the  state 
with  eleven  groups  agreeing  to  take  part. 

Secretaries  from  twenty-one  other  coun- 
ties represented  said  they  would  co-operate 
after  appropriate  action  was  taken  by  their 
society  officials  at  meetings  scheduled  within 
the  next  few  weeks. 

Dr.  O.  W.  H.  Mitchell  of  Syracuse, 


chairman  of  the  survey  committee,  said  the 
study  will  be  made  by  the  sampling  method, 
selecting  typical  sections  with  the  object  of 
“determining  the  adequacy  of  existing  facili- 
ties and  focusing  attention  upon  needs.” 
County  societies  agreeing  to  take  part  in 
the  survey  include  Genesee,  Madison, 
Oneida,  Onondaga,  Rensselaer,  Rockland, 
Seneca,  Steuben,  Sullivan,  Tioga,  and 
Wyoming. 
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Albany  County 

A Doctor-Owned  Corporation  to  under- 
write physicians’  and  surgeons’  fees  and 
hospital  bills  for  from  $1  to  $4  a month  has 
been  formed  in  the  Capitol  District. 

An  affiliate  of  the  National  Casualty  Com- 
pany, the  Physicians  Hospitalization  Service 
Inc.,  permits  a subscriber  to  select  his  own 
physician  or  surgeon  and  any  hospital  in  the 
United  States  or  Canada — the  company 
agreeing  to  pay  specified  amounts  toward 
the  resulting  bills. 

The  $l-a-month  plan  allows  twenty-one 
days  in  a hospital  at  $3  a day  plus  $2.50  a 
day  toward  the  physician’s  bill  plus  operat- 
ing room  and  anesthetist’s  charges  and  plus 
a total  of  $75  toward  the  surgeon’s  bill. 

The  more  expensive  plans  make  larger 
allowances  toward  bills  resulting  from  ill- 
ness. Plans  for  children  cost  approximately 
half  the  amount  of  adult  plans. 

Cattaraugus  County 

“Care  of  Premature  Infants”  was  the 
subject  of  an  institute  presented  by  the 
Cattaraugus  County  Medical  Society  at  St. 
Francis  Hospital,  in  Olean,  on  September  9. 

The  afternoon  program  was  for  public 
health  and  hospital  nurses,  while  the  even- 
ing session  was  for  doctors  of  Cattaraugus 
county  and  vicinity. 

Speaker  at  both  sessions  was  Dr.  B.  B. 
Breese,  of  the  Strong  Memorial  Hospital, 
Rochester. 

The  greatest  number  of  deaths  among  in- 
fants are  caused  by  premature  births,  it  was 
pointed  out  in  a statistical  report  cover- 
ing a five-year  period  and  presented  at  a re- 
cent meeting  of  the  County  Medical  Society. 

Chautauqua  County 

Dr.  Robert  Burtis  Blanchard,  who 
had  practiced  medicine  in  Jamestown  over 
thirty  years,  died  on  September  15,  at  the 
age  of  fifty-five.  His  father  was  also  a 
prominent  Jamestown  physician,  and  a son 
is  now  a student  in  the  University  of  Buffalo 
School  of  Medicine.  Says  the  Jamestozvn 
Post : 

Dr.  Robert  Burtis  Blanchard,  dead  untimely 
at  the  age  of  55,  wore  himself  out  in  the  ser- 
vice of  others.  A skilled  physician  and  general 
practitioner,  he  was  more  than  that.  He  was 
never  too  tired,  never  too  indisposed,  to  respond 
to  calls,  and  he  gave  prodigally  of  his  time  and 
physical  and  nervous  energy  to  relieve  the  suf- 
fering. He  was,  to  those  who  called  for  his 
services,  both  friend  and  physician. 


Chemung  County 

The  Chemung  County  Medical  Society 
has  nominated  as  its  president  during  the 
coming  year  Dr.  Rene  Breguet,  physician 
and  psychiatrist  at  the  Elmira  Reformatory. 

Dr.  Breguet  was  nominated  at  a meeting 
on  September  8 at  the  Arnot-Ogden  Hos- 
pital. Election  will  take  place  in  November. 

Other  nominations : Vice-president,  Dr. 
George  R.  Murphy;  secretary,  Dr.  Robert 
J.  Lawlor;  treasurer,  Dr.  Swen  L.  Larson; 
delegate  to  the  State  Society,  Dr.  Elliot  T. 
Bush,  present  president  of  the  Society ; alter- 
nate delegate,  Dr.  John  F.  Lynch;  delegate 
to  the  Sixth  District  branch,  Dr.  Donald  J. 
Tillou;  alternate  delegate,  Dr.  Floyd  E. 
Woodhouse;  member  of  the  Board  of 
Censors  of  the  County  Society,  Dr.  Alfred 
J.  Westlake;  member  of  the  Board  of  Trus- 
tees of  the  Society,  Dr.  Charles  F.  Abbott. 

A statement  commending  the  existing 
system  of  medical  practice  in  America  and 
warning  against  “communistic  dangers  in- 
herent in  state  medicine”  was  issued  on  Sep- 
tember 14  by  a committee  of  the  Chemung 
County  Medical  Society. 

At  the  same  time  is  was  announced  that 
the  society,  in  cooperation  with  the  Ameri- 
can Medical  Association,  has  begun  a 
county-wide  survey  to  determine  whether  or 
not  there  is  any  group  not  now  receiving 
adequate  medical  care. 

Dutchess  County 

The  Dutchess  County  Medical  Society 
held  its  first  regular  meeting  of  the  new 
year  September  14,  at  the  Amrita  club,  Dr. 
Scott  Lord  Smith,  president,  in  charge.  The 
guest  speaker  was  Dr.  Arthur  J.  Geiger, 
assistant  professor  of  medicine  at  Yale 
university.  He  gave  an  illustrated  talk  on 
“Practical  Uses  of  the  Electrocardiogram  in 
the  diagnosis  and  follow  up  of  Coronary 
Thrombosis.” 

During  the  summer  a group  of  doctors, 
representing  informally  all  sections  of  the 
county  and  its  hospital  facilities,  organized  a 
county  tumor  clinic  for  diagnosis  and  treat- 
ment of  cancer.  The  first  session  was  held 
at  Vassar  hospital  August  5 with  weekly 
sessions  thereafter  on  Friday  afternoons.  An 
administrative  committee,  serving  for  the 
first  year,  was  composed  of  Drs.  C.  O. 
Davison,  A.  L.  Peckham,  Samuel  E.  Appel, 
A.  W.  Thomson,  Julius  Haight,  Louis  Stol- 
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ler,  Scott  Lord  Smith,  Helen  L.  Palliser 
and  A.  R.  Moffit. 

Erie  County 

The  plan  of  the  Medical  Society  of 
Erie  county  to  provide  relief  clients  in  the 
city  of  Buffalo  with  individual  medical  care 
was  discussed  at  a meeting  of  city  and  wel- 
fare officials  in  Hotel  Touraine  on  Septem- 
ber 14. 

Following  the  meeting  Dr.  Harry  C. 
Guess,  president  of  the  medical  society, 
announced  that  the  new  feature  of  the  plan, 
originally  presented  three  years  ago,  was 
the  request  by  Buffalo  doctors  for  $200,000 
to  carry  out  the  system  of  medical  attention. 
Under  the  proposed  system,  similar  to  that 
in  operation  in  the  county  outside  the  city, 
doctors  would  receive  $2  for  home  calls 
and  $1  for  office  calls. 

“This  work  in  the  county  costs  about 
$80,000,”  Dr.  Guess  said.  “We  now  have 
estimated  that  the  same  work  in  the  city 
would  cost  about  three  times  that,  or  about 
$200,000.  The  health  committee  of  the 
Buffalo  Council  of  Social  Agencies  will 
sponsor  another  discussion  on  the  topic.” 

Dr.  Ray  Johnson,  seventy,  widely  known 
Buffalo  physician,  died  on  September  17  of  a 
skull  fracture  suffered  in  a fall  at  the  home 
of  one  of  his  patients.  He  had  practiced  in 
Buffalo  forty  years. 

Herkimer  County 

Dr.  Emory  H.  Wood,  who  died  on  Sep- 
tember 19  at  the  age  of  seventy-eight,  was 
health  officer  of  Salisbury  Center  from  1895 
to  1937. 

Kings  County 

A plan  to  facilitate  medical  service 
for  low-income  groups  by  providing  for 
care  in  the  patient’s  home  and  the  doctor’s 
office  as  well  as  in  the  hospital  was  an- 
nounced by  a group  of  Brooklyn  physicians 
in  the  September  Bulletin  of  the  Medical 
Society  of  the  County  of  Kings. 

All  physicians  in  the  city  and  nearby  New 
York  counties  would  be  asked  to  participate 
in  the  plan,  which  called  for  a non-profit 
co-operative  association,  the  title  of  which 
would  be  the  Associated  Medical  Service  of 
New  York.  It  was  expected  to  be  in  opera- 
tion as  soon  as  an  amendment  to  the  state 
insurance  law  permitting  organization  of 
such  an  association  was  passed. 

The  association  would  be  similar  to  the 
three-cents-a-day  hospital  plan,  except  that 
it  would  offer  additional  home  and  office 
care.  Payments  would  be  approximately  four 
cents  a day.  Subscribers  would  be  permitted 


* 

a free  choice  of  physicians  among  those  who 
joined  the  association. 

Under  the  plan  the  physician’s  relation- 
ship to  the  patient  would  be  about  as  it  is 
in  workmen’s  compensation  cases.  The  asso- 
ciation would  be  under  the  supervisory 
authority  of  the  State  Insurance  Department 
and  the  Department  of  Social  Welfare.  Its 
affairs  would  be  vested  in  an  administrative 
board  of  five  members,  which,  in  turn,  would 
be  supported  by  a medical  advisory  commit- 
tee council  and  a lay  council. 

The  advisory  council  would  have  as  its 
president  Dr.  John  B.  D’Albora.  Dr.  Fred- 
eric E.  Elliott  would  be  secretary-treasurer. 

Application  for  a certificate  of  incorpora- 
tion has  been  drawn  up  and  signed  by  Dr. 
D’Albora,  Dr.  Elliott,  Dr.  John  L.  Bauer, 
Dr.  Irving  Gray  and  Dr.  John  J.  Master- 
son,  who  would  constitute  the  administration 
board. 

Monroe  County 

The  Twenty-Fourth  Annual  Birth- 
day clambake  for  Dr.  Alvah  P.  Maine  was 
celebrated  by  hundreds  of  friends  at  the 
First  Presbyterian  Church  in  Webster  on 
September  22.  The  venerable  physician  was 
ninety-two.  He  came  to  Webster  in  1878. 

New  York  County 

The  doctors  have  started  a drive  to 
get  paid  for  the  medical  care  they  now 
provide  free  in  the  dispensaries  and  clinics 
in  this  city,  it  is  announced  in  New  York 
Medical  Week,  official  publication  of  the 
New  York  County  Medical  Society. 

Figures  on  the  amount  of  this  free  care 
reveal,  for  the  first  time,  that  one-third  of 
the  city’s  7,363,000  men,  women  and  chil- 
dren get  such  medical  care  gratis. 

The  total  number  of  persons  so  treated 
is  estimated  at  2,3 72,866  in  1936  in  the 
article  by  Dr.  Meyer  Rosensohn,  a member 
of  the  society’s  committee  on  economics. 
The  number  for  1937  is  believed  to  have 
been  even  greater. 

At  the  private  hospital  clinics,  some  of 
these  patients  paid  twenty-five  cents  for 
each  visit,  but  the  doctors  got  none  of  it. 

Treating  hundreds  of  similar  cases  in  a 
routine  manner  adds  nothing  to  the  doctor’s 
experience.  The  porter,  the  clerk,  the  nurse 
and  the  supervisors  in  a dispensary  are  all 
paid,  Dr.  Rosensohn  said. 

“And  yet  the  doctor,”  he  declared,  “the 
keystone  of  the  entire  arch,  the  essential 
without  whom  the  dispensary  is  an  absolute 
impossibility,  must  be  one  whose  altruism  is 
paraded — if  it  is  at  all  referred  to — and 
exploited !” 

The  first  move  will  be  to  call  upon  the 
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Budget  Director,  the  City  Council  and  the 
Mayor  to  sanction  substantial  increases  in 
the  Department  of  Hospitals  budget. 

Hospital  Commissioner  Goldwater  said 
he  is  in  favor  of  the  proposal. 

“The  major  question  is  not  the  principle 
of  the  thing,”  he  said.  “The  real  prob- 
lem is  where  will  we  get  the  money?” 

The  Department  of  Hospitals  in  its  1938 
budget  provided  for  the  payment  of  $149,- 
660  for  clinic  physicians. 

The  department'  is  paying  203  of  its 
clinic  doctors  at  that  rate  this  year,  but 
1,630  serve  without  charge.  Each  clinic 
doctor  serves  an  average  of  three  sessions  a 
week.  Therefore,  if  all  were  paid,  the  De- 
partment of  Hospital’s  budget  would  have 
to  be  raised  by  $1,271,000  a year. 

Those  now  paid  are  in  the  venereal 
disease  and  tubercular  clinics,  and  in  some 
of  the  heavily  attended  clinics  at  Gouver- 
neur  Hospital.  The  work  is  primarily 
routine  drudgery  for  the  doctors  and  adds 
nothing  in  the  way  of  experience  or  prestige. 

Dr.  Rosensohn  said  the  drive  would  be 
carried  to  the  people  through  the  press  and 
the  radio. 

Dr.  Franz  J.  A.  Torek  of  New  York 
City  who  died  in  Vienna  on  September  19 
at  the  age  of  seventy-seven,  was  formerly 
president  of  the  American  Association  for 
Thoracic  Surgery. 

Niagara  County 

Socialized  Medicine  was  the  topic  at 
the  September  13  meeting  of  the  Medical 
Society  of  the  County  of  Niagara.  The 
principal  speakers  were  Dr.  Richard  H. 
Sherwood,  former  president  of  the  County 
Society  and  of  the  Eighth  District  Branch, 
and  Dr.  Vincent  D.  Leone,  now  president 
of  the  County  Society. 

Oneida  County 

The  Utica  Common  Council  has  de- 
creed traffic  regulations  of  the  city  shall  not 
apply  to  physicians  answering  emergency 
calls.  The  police  will  give  an  escort  in 
emergency  trips  if  the  doctor  desires  it,  says 
the  Safety  Commissioner. 

Onondaga  County 

Syracuse  University’s  College  of 
Medicine  was  represented  at  the  Interna- 
tional Congress  of  Obstetricians  at  Rome, 
Italy,  October  11,  by  Dr.  Raymond  J.  Pieri, 
attending  obstetrician  at  the  Syracuse 
General  and  Syracuse  Memorial  Hospitals 
and  member  of  the  Medical  School  staff.  Dr. 
Pieri  was  the  only  American  physician  on 
the  program. 


Treatment  of  Bright’s  disease,  rheuma- 
toid arthritis,  high  blood  pressure  and 
angina  pectoris  by  a new  “inductotherm” 
method  of  applying  heat  was  described  by 
Dr.  George  W.  Stark  before  the  6,000  phy- 
sicians attending  the  American  Congress  of 
Physical  Therapy  in  Chicago  on  September 
13.  In  his  paper  Dr.  Stark  discussed  the 
results  obtained  in  treatment  of  patients  at 
Syracuse  Memorial  Hospital. 

The  “inductotherm”  is  an  insulated  coil 
carrying  an  unusually  high  frequency  cur- 
rent. This  coil,  applied  to  an  affected  part 
of  the  body,  generates  a magnetic  field  that 
sets  up,  within  the  body,  a second  electric 
current.  This  inner  current  brings  on  the 
artificial  fever,  sometimes  as  high  as  103°. 

Steuben  County 

Dr.  Glenn  L.  Whiting,  who  died  on 
September  8,  was  a former  president  of  the 
Steuben  County  Medical  Society. 

Tioga  County 

Few  medical  families  can  match  the 
record  of  Dr.  Hiram  L.  Knapp,  who  has 
just  celebrated  the  fiftieth  anniversary  of 
starting  practice.  As  told  in  the  Ozvego 
Times,  we  read: 

Dr.  Knapp  was  graduated  from  the  Buffalo 
Medical  College  in  1888  and  soon  afterward 
opened  his  office  in  Newark  Valley.  Four  of 
his  forebears  were  doctors,  the  record  of  the 
family  starting  with  Dr.  William  Knapp,  great- 
grandfather of  Dr.  Knapp,  who  practiced  in 
Bradford  County,  Pa.,  in  the  latter  part  of 
the  18th  century.  William  Knanp  came  of 
a family  of  21  children  and,  according  to  tradi- 
tion, 15  of  these  children  became  either  doc- 
tors or  dentists. 

Dr.  Hiram  L.  Knapp,  1st,  eldest  son  of  Dr. 
William  Knapp,  practiced  medicine  at  Orwell, 
Pa.,  early  in  the  19th  century.  He  had  a fam- 
ily of  ten  children  and  three  of  the  sons  and  a 
daughter  were  physicians.  This  daughter,  Eli- 
zabeth, went  to  Oregon,  when  that  State  was 
first  settled  and  practiced  as  a frontier  phy- 
sician. 

Dr.  Knapp’s  four  sons  are  carrying  on  as 
professional  men.  Two  ^re  physicians  and  two 
are  dentists.  Dr.  Hiram  L.  Knapp,  4th,  is  a 
practicing  physician  at  Newark  Valley;  Dr. 
Paul  C.  Knapp  is  a dentist  at  Fulton;  Dr. 
Robert  G.  Knapp  is  practicing  dentistry  . in 
Utica,  and  Dr.  Lester  S.  Knapp  is  practicing 
medicine  in  Buffalo.  Hiram  L.  Knapp,  5th,  is 
a student  at  the  Buffalo  Medical  College. 

Westchester  County 

Dr.  Edward  M.  Clark,  oldest  physician 
in  Mamaroneck  and  for  thirty  years  village 
health  officer,  died  on  September  10  at  his 
home,  after  a long  illness.  He  was  76. 


Hospital  News 


Our  Hospitals  Amaze  a French  Nurse 


The  outstanding  impression  received  by 
a French  nurse  who  spent  six  months  here 
studying  our  hospitals  was  “the  lavish 
generosity  that  has  made  all  the  marvelous 
equipment  possible  that  I see  in  the  hospitals 
— that,  and  the  organization  in  the  hos- 
pitals.” In  America,  she  declared,  “there 
is  everything  in  the  world  to  get  the  patient 
well  and  to  train  the  nurse  in  the  latest 
technics  from  all  countries.  To  the  visitor 
it  seems  that  no  one  has  any  excuse  for  not 
being  well  or,  if  they  fall  ill,  they  have 
every  chance  in  the  world  for  a speedy  re- 
covery.” 

This  keen  observer  was  Mile.  Marianne 
Gaillard,  of  the  Florence  Nightingale  Me- 
morial School  of  Nursing  in  Bordeaux, 
whose  trip  here  was  part  of  her  prepara- 
tion for  the  post  of  assistant  director  of  her 
school,  which  she  has  now  returned  to 
take.  A fund  provided  by  American  nurses 
financed  the  trip,  and  the  Bordeaux  school 
was  reestablished  in  1921  as  a memorial 
to  the  American  nurses  who  were  killed  in 
the  World  War.  The  school  existed  pre- 
viously and  its  hospital  dates  back  to  1863. 

“Production  of  Health”  here  a “Leading 
Industry” 

Comparing  French  and  American  hospi- 
tals, Mile.  Gaillard  said,  as  she  is  quoted 
in  the  New  York  Sun: 

“What  we  have  to  a limited  extent  and  in 
comparatively  few  hospitals,  you  have  here  as 
a matter  of  course  in  every  hospital  and  in 
unlimited  quantities.  The  production  of  health 
for  the  sick,  rich  or  poor,  must  surely  rank 
as  a leading  industry.” 

Teaching  health  habits  to  patients  leaving 
the  hospital  to  go  home  as  well  as  health  educa- 
tion is  another  phase  of  American  nursing 
for  which  she  expressed  a lively  admiration. 

“I  hear  nurses  telling  a patient  what  to  eat 
and  what  to  do  and  simple  things  that  he  can 
do  at  home  to  keep  well.  We  have  nothing  like 
that  in  France  any  more  than  we  have  your 
follow-up  nurses  who  go  directly  into  the  home 
to  help  the  patient  readjust  himself  to  his  home 
environment  and  give  advice  to  his  whole  fam- 
ily. Our  Florence  Nightingale  school  gives  a 
splendid  public  health  course,  however,  and  our 
students  do  visiting  nursing  in  homes  as  part  of 
their  regular  studies.” 


Mile.  Gaillard  said  she  longed  for  the  power 
of  a fairy  godmother  to  take  public  health 
service  back  to  every  hamlet  in  France.  “What 
it  would  mean  to  our  younger  generation  alone 
I can  hardly  bear  to  visualize,”  she  said. 

Another  phase  of  American  nursing  that 
caught  the  visitor’s  attention  is  the  importance 
given  to  the  patient  and  how  it  is  stressed  to 
the  nurse  in  training.  She  referred  to  the 
appetizing  preparation  of  the  bedside  tray,  the 
color  contrast  in  food  to  tempt  the  palate  and 
the  promotion  of  his  or  her  peace  of  mind.  In 
France  she  said  the  nursing  approach  is  largely 
confined  to  the  cure,  not  to  the  individual.  Re- 
ferring to  the  books  on  nursing  available  as 
preparation  for  nursing,  she  said  she  was  over- 
whelmed by  the  wealth  of  material  published 
in  every  specialized  field,  adding  that  the  supply 
of  such  books  in  France  is  so  meager  that  part 
of  the  memorial  funds  from  the  American 
nurses  has  been  used  for  the  publication  of  a 
two-volume  text  book  in  French. 

Training  in  France 

When  asked  if  nursing  in  France  was  not 
still  largely  in  the  hands  of  sisters  of  religious 
orders,  Mile.  Gaillard  smilingly  shook  her  head. 
“That  is  a question  I encounter  everywhere,” 
she  said,  “whether  professionally  trained  nurses 
as  you  know  them  here  are  not  still  relatively 
few  in  France.  As  a matter  of  fact  my  own 
school  of  nursing  is  not  so  far  from  its  fortieth 
birthday,  having  trained  and  graduated  young 
women  as  professional  nurses  since  1901. 

“There  are  many  religious  sisters  who  nurse 
and  to  whom  we  owe  an  immeasurable  debt, 
but  the  majority  of  our  nurses  are  trained 
women  who  have  adopted  nursing  both  as  a pro- 
fession and  as  a livelihood.” 

Legal  Requirements 

Americans  invariably  express  surprise  that 
professional  nursing  in  France  is  already  under 
the  control  of  the  law,  moreover  a law  more 
strict  in  its  requirements  than  the  nursing  laws 
of  most  of  the  States  here,  the  visitor  continued. 
In  Switzerland  as  well  as  France  the  law  pro- 
hibits any  one  nursing  for  hire  without  a State 
diploma.  This  means  the  applicant  not  only 
must  submit  proof  of  graduation  from  a two- 
year  course  in  nursing,  but  must  pass  a State 
examination.  If  any  nurse  attempts  to  practice 
without  it,  the  law  will  step  in  and  stop  her. 

This  law  is  very  similar  to  the  one  that  New 
York  State  succeeded  after  years  of  effort  m 


1359 


1360 


HOSPITAL  NEWS 


[N.  Y.  State  J.  M. 


writing  on  the  statute  books  only  recently.  This 
is  the  new  Nurse  Practice  act  drafted  and 
sponsored  by  the  New  York  State  Nurses  Asso- 
ciation. Mile.  Gaillard  said  that  she  was  sur- 


pised  to  learn  that  prior  to  its  enactment  there 
were  few  health  safeguards  for  the  public  in 
this  State  comparable  to  their  own  law  that 
any  one  could  nurse  for  hire. 


Newsy  Notes 


To  Train  Specialists 

Buffalo  City  Hospital  has  embarked 
upon  a new  and  ambitious  program  in  the 
field  of  medical  education,  the  preparation 
of  candidates  for  diplomas  in  the  dozen 
fields  of  specialization  recognized  by  the 
American  Medical  Association 

In  collaboration  with  its  educational  ally, 
the  school  of  medicine  of  the  University  of 
Buffalo,  City  Hospital,  beginning  this  au- 
tumn, will  offer  to  all  qualified  doctors 
of  medicine  in  Buffalo  its  services  in  pre- 
paring for  the  diploma  awarded  in  one  or 
the  other  of  the  special  fields. 

The  new  educational  program  is  already 
in  effect  at  the  hospital.  During  the  sum- 
mer months,  members  of  the  hospital  staff 
who  seek  to  qualify  for  the  specialists’  dip- 
loma have  been  attending  courses  in  the 
basic  sciences  (anatomy,  physiology  and  bio- 
chemistry) as  applied  in  one  or  another  of 
the  specialties. 

But  beginning  in  November,  when  the 
U.  B.  Medical  School  takes  up  its  part  of 
the  work,  lectures  and  demonstrations  in 
these  basic  sciences,  given  by  professors  of 
the  school,  will  be  open  to  members  of  the 
staffs  of  other  hospitals,  and  to  private 
practitioners  who  seek  the  diploma. 

Dr.  Carroll  J.  Roberts,  clinical  director 
of  City  Hospital,  described  the  program  as 
one  of  “pioneering.” 

“So  far  as  we  can  find  out,”  he  remarked, 
“no  other  hospital  in  the  United  States  has 
embarked  upon  a complete  course,  in  all  the 
twelve  branches  in  which  diplomas  are  of- 
fered. A hospital  in  Chicago  has  made  a 
start,  but  we  are  already  under  way. 

“It  seems  to  me  that  we  are  rendering  a 
public  service.  To  those  who  want  this  dip- 
loma, it  is  an  opportunity  for  perparation 
that  is  offered  nowhere  else.” 


New  Radium  Method 
A new  method  of  applying  radium  em- 
anation inside  the  body  had  been  developed 
at  the  New  York  City  Cancer  Institute,  the 
Department  of  Hospitals  announces,  by  Dr. 
Fred  Hames  and  his  associates.  It  consists 


of  placing  seeds  containing  the  emanation 
within  a silk  suture,  which  is  then  sewed  in 
place.  Previously,  the  practice  has  been  to 
place  the  seeds  individually,  a laborious  pro- 
cess. They  can  be  spaced,  in  the  new  me- 
thod, outside  the  body,  and  placed  just  where 
the  physician  desires  them  to  be  in  a single 
operation  instead  of  in  several. 

The  suture  can  be  sterilized  after  the 
seeds  have  been  put  in  it,  and  so  the  method 
can  be  used  on  any  part  of  the  body. 
There  is  a special  process  for  use  in  the 
stomach,  in  which  sutures  are  attached  to  a 
balloon,  which  is  passed,  deflated,  into  the 
stomach,  and  then  inflated,  pressing  the 
seeds  against  the  points  to  be  treated. 

Among  the  advantages  claimed  for  the 
method  is  the  fact  that  it  can  be  used  at  a 
distance  from  large  hospitals,  because  of 
its  simplicity  compared  with  the  old  way. 

Welding  Rat-Tat  Is  Hushed 

The  usual  noise  associated  with  the 
building  of  as  large  a structure  as  the  new 
wing  being  added  to  Ellis  Hospital  in  Schen- 
ectady is  noticeably  absent  because  building 
is  being  constructed  by  the  use  of  the 
latest  type  of  silent  electric  arc-welding 
equipment.  Since  absolute  quiet  is  essential 
this  type  of  equipment  was  selected  for  use 
in  the  building. 

The  central  part  of  the  framework  is  near 
completion  and  despite  division  of  the  pres- 
ent hospital  into  two  sections,  the  efficiency 
of  the  institution  has  not  been  impaired, 
according  to  Miss  Mary  G.  McPherson, 
administrator  of  the  hospital. 

“By  the  use  of  the  electric  welding  pro- 
cess in  linking  the  framework  together* 
patients  have  not  been  inconvenienced  or 
disturbed  while  the  building  is  going  on,” 
she  said.  “The  present  facilities  have  been 
broken  into  two  separate  units,  each  func- 
tioning independently  of  the  other,  with  the 
result  that  service  to  the  patients  has  ac- 
tually increased.” 

One-third  of  all  the  service  given  by 
the  Nyack  Hospital  in  1937  was  free. 
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The  Southampton  Hospital,  which 
serves  a fifty-mile  radius,  is  beginning  a 
drive  for  $15,000,  to  make  up  a deficit 
caused  by  the  great  increase  in  free  service 
given  last  year. 

Norwich  housewives  are  invited  to  “fill 
a jar”  when  canning,  for  the  Chenango 
Memorial  Hospital. 

Members  of  the  Board  of  Women  Mana- 


gers announce  that  they  have  received  a 
gift  of  a quantity  of  jars.  Friends  of  the 
hospital  who  are  willing  to  fill  these  jars 
are  invited  to  cooperate  and  their  donations 
will  be  gratefully  appreciated. 

Flushing  Hospital  has  inaugurated  a 
Social  Service  Department,  under  the  spon- 
sorship of  the  Green  Twigs  Society  of 
Flushing. 


Improvements 


The  Works  Progress  Administration 
for  New  York  City  will  soon  start  the 
renovation  of  three  buildings  at  Lincoln 
Hospital,  E.  141st  St.  and  Concord  Ave., 
according  to  an  announcement  by  Lt.  Col. 
Somervell,  local  WPA  administrator.  The 
pathological,  admitting  and  staff  buildings 
are  to  be  modernized.  The  cost  is  estimated 
at  $350,000,  of  which  the  City  is  expected 
to  contribute  $150,000.  Approximately  400 
men  will  be  employed  for  about  eight 
months. 

Building  plans  for  a new  $1,675,000 
psychiatric  pavilion  as  an  addition  to  the 
Kings  County  Hospital  group  have  been 
filed  in  the  Brooklyn  office  of  the  Depart- 
ment of  Housing  and  Buildings.  The  pavil- 
ion will  be  a double  “Y”  shaped  building 
seven  stories  in  height.  It  will  accommo- 
date 350  patients. 

Contracts  are  being  awarded  for  a five- 
story  nurses’  home  and  a new  four-story 
hospital  wing  and  solarium  as  additions 
to  the  Beth  Abraham  Home  for  Incurables 
at  Bronx  Park  South,  Allerton  and  Barker 
avenues,  the  Bronx. 

The  Public  Works  Administration 
authorized  a Federal  grant  of  $1,491,750  to 
help  build  a new  eight-story  administration 
building  for  Bellevue  Hospital.  The  total 
cost  will  be  $3,315,000,  with  the  city  sup- 
plying the  balance. 

Construction  of  two  wings  on  the  Ma- 
rine Hospital,  Clifton,  Staten  Island,  ex- 
pected to  be  started  within  the  next  few 
months  as  the  result  of  a $1,116,000  PWA 
allotment,  is  only  a part  of  a contemplated 


$2,850,000  building  program  for  the  institu- 
tion, according  to  Dr.  S.  L.  Christian,  Pub- 
lic Health  Service  assistant  surgeon  general. 

The  $2,850,000  construction  program  will 
eventually  provide  the  Clifton  hospital  with 
a capacity  of  1,300  beds,  Dr.  Christian 
said.  The  two  wings  to  the  main  building 
will  provide  300  more  beds,  and  will  bring 
the  facilities  to  a total  of  1,600  beds.  Ad- 
ditional office  space  also  will  be  available. 

A campaign  is  on  to  raise  $40,000  for 
alterations  and  additions  to  the  Eastern 
Long  Island  Hospital  in  Greenport. 

The  PWA  has  approved  a grant  of 
$912,270  for  new  buildings,  additions  and 
improvements  at  Central  Islip  State  Hos- 
pital, Central  Islip,  Long  Island,  at  an 
estimated  cost  of  $2,027,270. 

Col.  M.  E.  Gilmore,  regional  PWA  di- 
rector for  Long  Island,  stated  that  the 
grant  would  help  finance  the  construction 
of  ten  one-story  buildings  for  patients,  and  a 
two-story  maintenance  building. 

When  improvements  are  completed,  it  is 
expected  that  most  tubercular  insane  pa- 
tients, now  distributed  among  several  insti- 
tutions in  New  York  State,  will  be  housed 
at  Central  Islip. 

Added  impetus  has  been  given  the  drive 
to  establish  a Veterans’  Hospital  in  Queens 
by  the  formation  of  a committee  headed  by 
Queens  Borough  President  George  U.  Har- 
vey as  Honorary  Chairman  and  Samuel  E. 
Giudici  of  Forest  Hills  as  Chairman. 

Ground  was  broken  on  July  28  for  the 
six-story  addition  to  the  New  Rochelle  Hos- 
pital. Fully  completed  and  equipped,  it  will 
cost  around  $550,000. 
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Agitation  for  a municipal  hospital  in 
the  East  Bronx  is  being  pushed  by  the  new 
East  Bronx  Hospital  Committee. 

The  Eastern  Long  Island  Hospital,  at 
Greenport,  has  engaged  architects  to  plan 
a two-story  brick  wing  to  cost  $45,000  and 
raise  the  hospital’s  accommodations  from 
twenty-eight  beds  to  forty. 

Dr.  Scott  Lord  Smith,  President  of  the 
Dutchess  County  Medical  Society,  has 
started  a movement  for  the  construction 
of  a communicable  diseases  hospital,  to  be 
operated  in  conjunction  with  Vassar  Hos- 
pital at  Poughkeepsie,  and  to  cost  around 
$100,000.  Local  papers  suggest  financing 
it  from  state  liquor  tax  refunds,  together 
with  a PWA  grant. 

A new  nurses’  home  at  the  Northern 
Dutchess  Health  Center  at  Rhinebeck  is 
contemplated. 

A new  hospital  for  Massena  is  being 
discussed  by  the  town  board  ajid  local  phy- 
sicians. 

Plans  are  completed  for  the  new  $500,- 
000  Pawling  Sanitarium  at  Troy.  The  build- 
ing will  be  of  brick  and  limestone  and  will 
contain  space  for  128  beds.  Solariums  will 
be  provided. 

The  west  wing  of  the  Auburn  City 
Hospital  is  being  modernized  at  a cost  of 
some  $25,000. 

The  taxpayers  of  rome  voted  three  to 
one  in  July  to  build  an  entirely  new  city 
hospital.  An  institution  of  110  to  115  beds 
is  contemplated,  to  cost  around  $400,000. 

At  the 

These  hospital  officials  have  been 
chosen  : 

Dr.  Reid  R.  Heffner,  to  be  clinical  direc- 
tor of  Grasslands  Hospital,  Eastview. 

Ernest  R.  Carlsson,  to  be  president  of 
Huntington  Hospital,  at  Huntington,  L.  I. 

Congressman  Bertrand  H.  Snell  to  be 
president  of  the  directors  of  the  A.  Barton 
Hepburn  Hospital,  at  Ogdensburg. 


After  weighing  various  larger  and 
smaller  plans,  Binghamton  authorities  have 
endorsed  a 120-room,  $450,000  addition  to 
the  City  Hospital,  to  be  financed  in  part 
by  PWA  funds. 

Enlargement  of  the  U.  S.  Veterans 
Hospital  in  Batavia  is  expected.  Veterans' 
organizations  are  urging  the  addition  oi 
room  for  300  more  beds. 

The  application  of  the  city  of  Lockport 
for  federal  funds  to  replace  the  old  central 
section  of  the  city  hospital  with  a modern, 
four-story  fireproof  section  similar  to  the 
new  East  wing  nearing  completion  and  the 
fireproof  West  wing  completed  a few  years 
ago,  has  been  approved  and  $40,500  allocated 
by  the  Public  Works  administration,  repre- 
senting forty-five  per  cent  of  the  total  cost. 

A $1,200,000  City  hospital  construction 
program,  to  be  carried  out  as  a Public  Works 
administration  project,  has  been  recom- 
mended to  the  Buffalo  Common  Council  in 
a communication  from  Dr.  Walter  S.  Good- 
ale,  hospital  superintendent.  The  program 
includes : 

1.  A $500,000  building  for  treatment  of 
psychiatric  patients. 

2.  A $500,000  addition  to  the  day  school 
for  crippled  children. 

3.  A $150,000  service  building  to  house 
the  garage,  laundry  and  occupational  therapy 
shops. 

4.  $50,000  for  three  cottages  for  the  re- 
ception and  care  of  pediatric  cases. 

The  $120,000  building  project  of  the 
Memorial  Hospital  at  Ithaca  has  been  ap- 
proved by  PWA  authorities,  and  a Federal 
grant  of  $56,000  is  made  available.  A new 
maternity  ward  and  enlarged  operating  room 
are  planned. 

Helm 

John  G.  Barry,  to  be  chairman  of  the 
managers  of  Ellis  Hospital,  at  Schenectady, 
reelected,  and  Chester  H.  Lang,  to  be  presi- 
dent. 

A.  C.  Saunders,  to  be  president  of  the 
Nathan  Littauer  Hospital  Association,  at 
Gloversville. 

Miss  Dorothy  Dotterweich,  to  be  super- 
intendent of  the  Jamestown  Hospital. 


Medicolegal 

Lorenz  J.  Brosnan,  Esq. 

Counsel,  Medical  Society  of  the  State  of  New  York 


Illegal  Practice  of  Medicine  by  a Chiropractor 


It  may  afford  some  sense  of  gratification 
to  the  members  of  the  medical  profession  to 
know  that  in  some  of  the  States  in  which 
chiropractors  have  been  licensed  by  law, 
steps  are  being  taken  to  confine  them  to  a 
narrow  field  of  work.  One  such  case  during 
the  past  few  months  was  passed  upon  by 
the  highest  Court  of  one  of  the  Southern 
States.* 

In  that  jurisdiction  the  statute  defining 
the  practice  of  medicine  was  as  follows : 
“The  practice  of  medicine  shall  mean  to 
suggest,  recommend,  prescribe,  or  direct 
for  the  use  of  any  person,  any  drug,  medi- 
cine, appliance,  or  other  agency,  whether 
material  or  not  material,  for  the  cure,  relief 
or  palliation  of  any  ailment  or  disease 
of  the  mind  or  body,  . . . after  having 
received,  or  with  the  intent  of  receiving 
therefor  . . . any  . . . compensation.” 

One,  J,  who  had  been  duly  licensed  to 
engage  in  the  practice  of  chiropractics 
under  the  laws  of  the  State,  was  indicted 
under  charges  that  he  had  unlawfully  prac- 
ticed medicine  in  that  he  had  treated  by  the 
application  of  medicine,  and  attempted  to 
remove  by  operation  with  instruments  the 
tonsils  of  one  W for  a fee. 

Upon  the  trial  it  appeared  that  J had 
examined  the  tonsils  of  W and  had  found 
them  containing  pus.  He  advised  their 
removal.  He  thereupon  treated  the  mouth 
with  a liquid  which  had  a benumbing  or 
deadening  effect  upon  the  walls  of  the 
mouth  and  tongue,  informing  the  patient 
that  the  liquid  was  an  anesthetic.  J then 
inserted  into  the  tonsil  a pronged  needle, 
and  applied  electric  current  as  a means  of 
removing  them.  He  charged  a fee  of  $35.00 
for  a series  of  treatments  administered  in 
such  manner. 

The  chiropractor  testified  that  the  liquid 
was  not  a medicine  or  anesthetic,  but  was 
a preparation  known  as  “Nature’s  Aid”  put 
out  by  another  individual  who  labelled  it 
as  a natural,  nonpoisonous  germicidal  anti- 
septic, good  for  indigestion,  ptomaine  poison, 
cuts,  and  the  like.  The  patient  tasted  a 
sample  of  “Nature’s  Aid”  produced  in  court, 
and  asserted  that  it  differed  from  the  sub- 
stance used  by  the  chiropractor.  J,  how- 


*Joyner v.  State  179  So.  573. 


ever,  did  not  deny  using  the  pronged  needle 
in  applying  electric  current  to  the  tonsils. 

The  jury  found  the  defendant  guilty  as 
charged,  and  from  the  judgment  of  convic- 
tion, he  appealed  to  the  highest  Court  in 
the  State,  contending  that  no  violation  of 
law  had  been  established  against  him. 

The  Appellate  Court,  however,  affirmed 
the  judgment  of  the  Trial  Court,  saying  in 
the  opinion: 

We  find  that  chiropractic  is  defined  in  the 
New  Century  Dictionary  as  a “system  of  heal- 
ing which  treats  disease  by  manipulation  of 
the  spinal  column.”  The  term  “chiro”  is  de- 
rived from  the  Greek  word  meaning  hand, 
and  the  term  “practic”  from  the  Greek  word 
meaning  practical  science,  or,  in  other  words, 
the  practice  of  a science  by  hand.  Surgery  is 
defined  in  the  law  dictionaries  as  being  limited 
to  manual  operations,  usually  performed  by 
surgical  instruments  or  appliances,  as  dis- 
tinguished from  the  practice  of  medicine  which 
includes  the  use  of  medicine  and  drugs  for  the 
purpose  of  either  curing,  mitigating  or  allevi- 
ating bodily  diseases.  A physician  is  defined 
in  the  standard  dictionaries  as  one  legally 
qualified  and  engaged  in  the  general  practice  of 
medicine  as  distinguished  from  one  likewise 
skilled  in  the  art  of  healing  who  specializes 
in  surgery,  that  is  to  say,  surgeons  are  also 
physicians  and  physicians  may  practice  surgery. 
But  the  treatment  of  disease  by  the  use  of 
surgical  instruments  and  other  appliances,  as 
distinguished  from  treatment  by  hand,  as  well 
as  the  use  of  medicine  or  drugs  (except  where 
permission  is  granted  to  dentists  to  use  an 
anesthesia),  and  treatment  by  means  of  elec- 
tricity, known  as  electrotherapy,  are  methods 
commonly  adopted  by  physicians  and  surgeons, 
as  taught  in  their  institutions,  established  by 
their  highest  authorities  in  the  field  of  surgical 
and  medical  science,  and,  by  general  acceptation 
regarded  as  pertaining  peculiarly  to  these  pro- 
fessions. 

Electrotherapy  is  defined  in  medical  juris- 
prudence as  the  use  of  different  forms  of  elec- 
tric machines  for  therapeutic  purposes,  and 
before  an  electrotherapeutist  can  follow  his  pro- 
fession he  must  obtain,  at  least  in  some  states, 
a license  authorizing  him  to  practice  in  that 
particular  field.  This  practice  has  not  been 
recognized  in  our  state  as  a distinct  science, 
separate  and  apart  from  the  field  of  medicine 
or  surgery ; and,  since  the  use  of  electrical  an- 
pliances  for  the  treatment  of  diseases  is  ordi- 
narily regarded  as  pertaining  to  these  particu- 
lar fields,  it  is  not  lawful  to  engage  in  the  prac- 
tice of  these  methods  without  being  licensed  as 
a physician  and  surgeon.  . . . 
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Appellant  was  authorized  to  practice  chiro- 
practics  under  his  license  issued  to  him  by  this 
State,  but  not  to  engage  in  the  use  of . any 
methods  pertaining  to  the  practice  of  medicine 
and  surgery. 


Failure  To  Diagnose  Tuberculosis 

A general  surgeon  was  requested  to  ex- 
amine a woman  who  was  in  her  middle 
twenties,  with  respect  to  her  physical  con- 
dition. He  obtained  a history  that  she  had 
had  a persistent  cough  for  some  years  and 
had  on  occasions  spit  up  quantities  of  blood. 
The  physician  did  not  specialize  in  tuber- 
culosis but  gave  her  a physical  examina- 
tion. He  did  not  make  a sputum  test  but 
referred  her  to  an  x-ray  specialist,  who 
took  an  x-ray  picture  of  her  lungs  and  re- 
ported that  there  was  no  evidence  of  tuber- 
culosis. The  report  apparently  was  errone- 
ous as  the  pictures,  when  later  examined, 
indicated  evidence  of  tuberculosis. 

The  doctor  informed  the  patient  of  the 
contents  of  the  report  and  advised  her  to 
consult  a nose  and  throat  man,  as  he  thought 
there  might  be  some  condition  of  the  nose 
and  throat  which  would  be  revealed  by  such 
consultation.  A year  after  the  incident  the 
doctor  again  learned  from  the  mother  of 
the  patient  that  she  was  still  suffering  from 
a cough,  but  had  not  gone  to  the  other 
physician  who  was  recommended.  At  that 
time  the  patient  actually  went  to  a nose  and 
throat  specialist  who  recommended  a further 
x-ray  examination  of  her  lungs.  Such  ex- 
amination showed  an  advanced  case  of 
tuberculosis.  The  patient  was  promptly 
hospitalized  and  her  lung  collapsed.  She 
underwent  three  operations  and  spent  a long 
period  of  time  recuperating. 

An  action  was  brought  against  the  phy- 
sician by  the  patient,  charging  him  with 
having  been  guilty  of  malpractice  and  fail- 
ing to  diagnose  her  true  condition.  The 
case  came  on  for  trial  before  the  court  and 
a jury  and  the  facts  were  shown  to  be  sub- 
stantially as  above  outlined.  It  was  the 
contention  of  the  defendant  that  he  was 
entitled  to  rely  upon  the  x-ray  report  which 
had  been  furnished  to  him  by  a competent 
roentgenologist.  The  issues  in  the  case 
were  submitted  to  the  jury  and  a verdict 
was  returned  in  favor  of  the  defendant, 
thereby  exonerating  him  of  the  charges  of 
malpractice  which  had  been  made  against 
him. 


Death  from  Cancer  Following  Injury 
to  Knee 

A physician  engaged  in  general  practice 
was  called  to  attend  a seventeen  year  old 
boy  who  was  complaining  of  pain  in  his 
right  knee.  The  doctor  was  informed  that 
the  patient  had  been  struck  with  a hockey 
stick  three  times  on  the  same  knee.  The 
doctor  found  the  knee  swollen,  some  lim- 
itation of  motion,  and  that  the  patient  was 
walking  with  a limp.  A diagnosis  of  pre- 
patellar bursitis  was  made  and  the  knee 
was  strapped. 

About  a week  later  the  doctor  again  saw 
him  and  restrapped  the  knee  and  on  the 
third  visit,  another  week  later,  finding  the 
patient  somewhat  improved  he  applied  a 
plaster-of-Paris  cast  from  the  toes  to  the 
hip.  The  cast  was  permitted  to  remain  on 
the  leg  two  weeks  and  when  removed  the 
doctor  found  that  the  knee  condition  had 
not  improved  so  ordered  x-rays.  The  report 
of  the  roentgenologist  indicated  an  osteo- 
genic sarcoma  of  the  periosteal  tissues. 
A consultation  was  held  and  the  diagnosis 
was  confirmed.  Thereafter  the  parents  took 
the  boy  to  another  physician  and  he  never 
returned  to  the  first  physician  for  treat- 
ment. 

It  was  later  ascertained  that  within  a 
relatively  short  time  thereafter  the  leg  was 
amputated  between  the  junction  of  the  mid- 
dle and  upper  third  of  the  femur.  He  was 
kept  under  care  to  prevent,  if  possible, 
metastasis  of  the  carcinoma  but  in  about 
six  months  after  the  amputation  the  con- 
dition manifested  itself,  principally  in  the 
abdomen.  Although  x-ray  therapy  was 
employed  in  an  attempt  to  check  the  condi- 
tion, in  another  period  of  a few  months  the 
patient  died. 

A malpractice  action  was  instituted 
against  the  first  physician  who  cared  for 
the  youth,  charging  that  the  defendant  was 
responsible  for  the  boy’s  death  in  that  he 
failed  to  promptly  diagnose  the  true  condi- 
tion of  the  boy  in  time  for  a cure  to  be 
brought  about.  When  the  case  was  about 
to  be  reached  for  trial,  counsel  for  the 
defendant  finally  succeeded  in  convincing 
the  attorney  for  the  plaintiff  that  the  boy’s 
death  had  been  inevitable  and  that  there 
was  no  merit  to  the  cause  of  action  against 
the  defendant. 


DISTRICT  BRANCH  MEETINGS 

First — New  York  (New  York  Hospital)  Despite  previously  published  dates  in 

November  17  this  Journal,  these  given  here  are  cor- 
Second — Garden  City November  16  rect. 
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Medical  Practice  in  Germany 


It  is  only  within  the  last  few  years 
that  German  doctors  have  been  taken  out  of 
the  status  of  tradesmen,  along  with  carpen- 
ters, blacksmiths,  and  plumbers,  and  given 
a position  among  the  professions.  The 
tinker  mending  drain  pipes  and  the  physi- 
cian treating  the  “pipes”  of  a victim  of 
tb.  were  in  the  same  category  in  the  eye 
of  the  law  down  to  as  late  as  1885.  So  we 
learn  from  an  interesting  series  of  articles 
in  The  British  Medical  Journal,  written  by 
by  Dr.  Karl  Haedenkamp,  of  Berlin.  True, 
in  1885,  the  doctors  were  permitted  to  set 
up  voluntary  associations  in  the  various 
German  states,  and  so  emerged  into  a pro- 
fessional status  in  a sort  of  loose  and  un- 
satisfactory way,  but  before  the  law  of  the 
Reich,  they  were  merely  humble  tradesmen 
until  1933. 

That  year  marked  a turning  point  in 
German  national  and  political  life.  An 
entirely  new  political  system  sprang  into 
being.  “Parliamentary  institutions,  at  any 
rate  as  they  have  been  known  hitherto,  have 
ceased  to  exist  in  Germany,”  Dr.  Haeden- 
kamp tells  us.  And  this  transformation 
revolutionized  the  medical  bodies  along  with 
all  the  rest,  and  the  doctors  have  a medical 
Fiihrer,  just  as  the  nation  has  Herr  Hitler. 
For  such  is  the  Nazi  political  philosophy. 
Power  flows  down  from  above,  instead  of 
rising  from  below,  as  in  democratic  lands. 

The  Question  of  Individual  Freedom 

Anybody  who  reads  the  daily  papers 
knows  that  nothing  but  scorn,  in  fact,  is 
heaped  upon  the  democracies  in  the  im- 
passioned speeches  of  the  leaders  at  Berlin 
and  Rome,  who  seem  to  regard  our  kind  of 
government  as  a sort  of  political  hash,  or 
stew,  capable  only  of  blunders  and  inepti- 
tude. 

We  may  smile  at  the  cast-iron  regula- 
tions of  Naziland,  but  in  reply  they  point 
the  finger  at  political  irregularities  under  the 
more  popular  governments,  and  who  can  say 
that  the  laugh  is  all  on  one  side?  To  return 
to  Dr.  Haedenkamp,  he  admits  frankly  that 
“a  German  doctor  probably  has  less  indi- 


vidual freedom  than  his  professional 
brethren  abroad,”  but  he  claims  that  “the 
medical  profession,  as  a whole,  however, 
has  more  freedom,  independence,  responsi- 
bility, and  autonomy  in  Germany  than  in 
any  other  country.  At  any  rate,  that  is  the 
opinion  of  its  members,”  and  “moreover, 
this  development  has  been  desired  by  Ger- 
man medical  practitioners  themselves  for 
some  time.”  The  German,  we  may  say, 
believes  in  organization,  leadership,  guid- 
ance; while  your  true-born  American  would 
like  to  see  anybody  try  to  run  his  affairs  for 
him.  That  is  the  “spirit  of  ’76,”  still  running 
strong. 

A Medical  Fiihrer,  too 

The  German  medical  Fiihrer  is  appointed 
by  the  national  Fiihrer,  Herr  Hitler,  and  is 
the  head  of  the  German  Medical  Chamber, 
or  Reichsarztekammer,  which  rules  and 
regulates  the  profession.  Thus,  in  one  sense, 
the  profession  is  under  government  control, 
but  in  another,  is  ruled  by  its  own  medical 
chamber  and  hence  has  the  freedom  and  in- 
dependence claimed  for  it  above.  The  doctors 
have  been  given  a sort  of  great  code  or 
Magna  Charta  which  expressly  states  that 
medical  practice  is  not  a trade,  and  provides 
that  the  physicians  are  charged  with  a duty 
to  the  public  health.  The  state  can  exercise 
authority  over  them,  “but  it  cannot  give  them 
definite  orders  like  officials  or  employees.”  It 
can  act  only  through  the  Medical  Chamber, 
which  of  course  understands  perfectly  the 
peculiar  conditions  and  requirements  of  the 
physician.  Here,  then,  we  have  control, 
but  at  the  same  time  a sympathetic  under- 
standing and  a medical  aim  and  outlook. 

Unqualified  persons  are  still  allowed  to 
practice  medicine  in  Germany,  under  certain 
restrictions,  by  an  age-old  custom,  but  no 
one  may  use  the  title  “doctor”  unless  fully 
qualified.  The  doctor  must  not  only  com- 
plete the  approved  medical  curriculum,  pass 
the  examinations,  and  serve  one  year  in  a 
hospital — he  must  also  have  full  rights  of 
citizenship,  an  acceptible  political  and  moral 
attitude,  no  record  of  crime,  or  serious 
medical  dereliction,  and  no  incapacitating 
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physical  or  mental  defect.  All  members  of 
the  profession  are  bound  to  put  their  serv- 
ices at  the  disposal  of  the  nation  for  the 
maintenance  and  improvement  of  the  health 
and  racial  vigor  of  the  German  people,  and 
the  Chamber  may  make  special  regulations 
to  carry  out  this  purpose.  Any  who  violate 
the  regulations  may  be  punished  by  warning, 
reprimand,  fine,  exclusion  from  certain  kinds 
of  practice,  or  withdrawal  of  diploma  and 
exclusion  from  practice. 

The  Nation  Put  Above  the  Individual 

It  was  not  quite  a year  ago  that  a detailed 
body  of  regulations  was  issued  by  the  Cham- 
ber, giving  the  German  doctors  a complete 
code  of  ethical  conventions,  many  of  them 
touching  closely  the  everyday  problems  of 
their  professional  life.  It  was  “what  they 
have  badly  wanted  for  a long  time,,,  we  are 
informed.  This  ordinance  of  November  13, 
1937,  is  binding  on  all  doctors  with  the  force 
of  a statute.  One  section  relates  to  profes- 
sional secrecy.  The  “medical  secret,,  is 
inviolate  ordinarily,  but  the  doctor  is  re- 
leased from  secrecy  if  there  is  a legal  or 
moral  duty  to  divulge  it.  “The  interest  of 
the  community,  the  common  weal,  is  para- 
mount,” and  secrecy  “must  not  be  stretched 
to  a point  at  which  the  interests  of  the  com- 
munity, the  people,  or  the  state  are  en- 
dangered.” 

Similarly  putting  the  whole  people  above 
the  individual,  the  German  doctor  must 
“play  his  part  in  furthering  the  healthy  pro- 
creation of  the  German  race,  and  must 
oppose  all  attempts  to  limit  either  its  quality 
or  quantity.”  He  must  “actively  support  all 
state  measures  for  increasing  the  numbers 
and  racial  purity  of  the  population,”  and 
“may  terminate  pregnancy  only  when  the 
life  of  mother  or  child  is  threatened,  and 
then  only  with  the  previous  consent  of  one 
of  the  special  medical  tribunals  which  are 
set  up  for  this  purpose.”  Sterilization,  too, 
is  strictly  regulated.  Special  tribunals  of 
lawyers  and  doctors  must  pass  on  each  case. 
The  German  doctor  also  may  not  prescribe 
contraceptives  except  on  very  good  grounds. 

Everything  is  Regulated 

Every  German  doctor  is  obliged  to  take 
a course  of  postgraduate  study  at  least  once 
every  five  years,  and  the  medical  chamber 
has  organized  special  courses  all  over  the 


country  to  meet  the  need.  Separate  classes 
are  held  for  doctors  from  rural  districts, 
small  towns,  and  cities,  and  for  specialists. 
The  doctor  must  not  have  more  than  one 
office,  except  by  consent  of  the  chamber,  and 
general  practitioners,  gynecologists  and  sur- 
geons must  practice  and  live  at  the  same 
address.  Treatment  by  correspondence  or 
at  a distance  is  forbidden.  He  may  write 
for  a medical  column  in  the  press  or  for  a 
“doctor  book”  only  by  special  permission 
of  the  chamber.  Permission  is  also  neces- 
sary for  the  employment  of  an  assistant,  and 
partnership  is  not  permitted,  for  the  medical 
“firm,”  we  are  told,  is  frowned  on  in  Ger- 
many as  tending  to  “depersonalize”  medical 
practice.  Advertising  of  all  kinds  is  of 
course  forbidden. 

Welfare  centers  play  an  important  part 
in  the  public  health  of  Germany.  They  are 
numerous,  and  deal  with  all  classes  of 
diseases.  There  are  centers  for  tuberculosis, 
venereal  disease,  rheumatism,  cardiac 
disease,  diabetes,  nervous  disorders,  drug 
addiction,  alcoholism,  orthopedic  conditions, 
and  maternal  and  child  welfare.  Some  are 
run  by  local  authorities,  some  by  insurance 
societies,  and  some  by  provincial  health  de- 
partments. The  chamber  forbids  a “welfare 
doctor”  to  give  treatment ; he  may  only 
examine  and  advise,  and  not  come  between 
the  patient  and  the  family  doctor. 

Specialism  Overdone 

Specialism  has  been  carried  so  far  in 
Germany  that  out  of  55,259  doctors  in  1937, 
15,680  were  specialists,  or  28.4  per  cent.  This 
is  thought  to  be  carrying  it  too  far,  and 
specialism  is  being  hedged  with  numerous 
restrictions.  It  is  believed  better  policy  to 
have  as  many  well-trained  general  practi- 
tioners as  possible,  and  to  give  them  wider 
instruction.  There  is  a strong  movement 
back  toward  a grasp  of  medical  knowledge 
as  a whole,  or  at  any  rate  of  those  depart- 
ments of  it  which  are  necessary  and  useful. 
It  is  provided  that  the  patient  must  consult 
his  family  doctor  first,  and  take  his  advice 
on  whether  a specialist  shall  be  called  in, 
and,  if  so,  of  what  specialty. 

Room  is  lacking  for  further  details  of 
medical  practice  under  the  Nazi  regime,  but 
perhaps  enough  have  been  given  to  show 
that  every  nation  must  work  out  its  prob- 
lems, medical,  social,  and  political,  to  suit 
its  own  national  and  racial  temper  and  spirit. 


Books 

Books  for  review  should  be  sent  to  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 
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Cloth,  $1.50. 

Practical  Otology,  Rhinology  and  Laryn- 
gology. By  Adam  E.  Schlanser,  M.D.  Oc- 
tavo of  315  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1938.  Cloth,  $4.50. 

Medical  State  Board  Questions  and  An- 
swers. By  R.  Max  Goepp,  M.D.  Seventh 
edition.  Octavo  of  644  pages.  Philadelphia, 
W.  B.  Saunders  Company,  1938.  Cloth, 
$5.50. 


REVIEWED 


Practical  Neuroanatomy.  A Textbook  and 
Guide  for  the  Study  of  the  Form  and  Struc- 
ture of  the  Nervous  System.  By  J.  H. 
Globus,  M.D.  Quarto  of  387  pages,  illus- 
trated. Baltimore,  William  Wood  & Com- 
pany, 1937.  Cloth,  $6.00. 

This  volume  is  not  merely  another  addi- 
tion to  the  large  number  of  books  dealing 
with  neuroanatomy.  It  has  been  well 
labeled  Practical  N euro  anatomy,  but  it  could 
easily  have  been  called,  “Neuroanatomy 
Simplified”  for  in  the  simple  direct  method 
of  presentation  adopted,  all  the  mystery  as- 
sociated with  the  anatomy  of  the  nervous 
system  has  been  dispelled. 

The  author  is  simple,  direct,  and  dog- 
matic. The  student  is  provided  with 
firmly  imbedded  pegs  on  which  to  hang 
new  information.  The  text  is  written  in 
a clear  and  easily  readable  style.  Ninety- 
two  descriptive  figures  adorn  the  text,  al- 
though they  simply  reinforce  clear  easily 
understandable  descriptive  matter. 

The  book  is  divided  into  three  sections. 
Part  I deals  essentially  with  pure  anatomic 
structural  considerations.  The  whole  is 
considered  along  the  lines  of  a laboratory 
manual  which  leads  the  student  easily 
from  one  development  to  another. 

Part  II  entitled  “Resumes  and  Discus- 
sicns,,  deals  with  the  form,  function  and 
integration  of  the  several  divisions  of  the 
nervous  system.  The  reviewer  frankly  likes 
the  separation  of  consideration  of  form  and 
function  into  two  distinct  parts,  while  at 
the  same  time  the  necessary  relationship 
is  stressed. 

Part  III  contains  a series  of  fifty-one 
plates  to  be  filled  in  by  the  student.  These 


plates  can  be  removed  for  study  and  pasted 
in  for  permanent  keeping.  The  value  of 
Part  III  depends  on  the  individual  student. 
It  should  prove  effective,  and  particularly 
be  of  value  in  schools  where  the  construc- 
tion of  models  of  the  central  nervous  sys- 
tem has  not  been  introduced  into  the 
teaching  program. 

The  volume  deserves  a good  reception. 

Harold  R.  Merwarth 

Surgical  Pathology  of  the  Diseases  of  the 
Neck.  By  Arthur  E.  Hertzler,  M.D.  Octavo 
of  237  pages,  illustrated.  Philadelphia,  J.  B. 
Lippincott  Company,  1937.  Cloth,  $5.00. 

The  present  monograph  is  the  most  recent 
of  a series  on  pathology  by  this  well-known 
surgeon  and  pathologist.  The  book  com- 
prises ten  chapters,  and  treats  of  the  surgical 
pathology  of  a large  series  of  lesions  occur- 
ring in  the  neck.  The  monograph  is  largely 
a clinical  and  operating  room  study. 
Emphasis  is  placed  upon  the  early  and  pro- 
gressive appearance  of  the  disease.  Abundant 
photographs  are  presented  which  show  the 
appearance  of  the  lesion  in  the  patient,  in 
the  excised  lesion  or  tumor,  and  in  the 
microscopic  section.  With  the  knowledge  of 
the  life  history  of  the  pathological  lesion 
and  its  gross  appearance  at  operation,  the 
author  feels  a diagnosis  or  at  least  a pre- 
sumptive diagnosis  should  -be  possible  and 
then  the  microscopic  appearance  is  usually 
confirmatory.  The  subject  matter  includes 
Hodgkin’s  Granuloma,  Lymphosarcoma, 
Lympho-Epitheliomas,  Endotheliomas  of  the 
Lymph  Glands,  Rare  Primary  Tumors  of 
the  Neck,  Diseases  of  Vestigial  Rests, 
Benign  Tumors  of  the  Neck,  Diseases  of 
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the  Salivary  Glands,  Secondary  Tumors  of 
the  Neck,  Inflammatory  Affections  of  the 
Neck.  The  illustrations  are  well  selected, 
clear  and  are  most  helpful  in  gaining  an 
accurate  knowledge  of  the  diseases  consid- 
ered. The  book  is  highly  recommended  to 
the  surgical  pathologist  and  to  the  general 
surgeon,  particularly  those  operating  on 
conditions  of  the  neck.  The  book  has  the 
distinct  value  that  the  material  is  personally 
considered  and  is  the  result  of  the  author’s 
own  experiences. 

Emil  Goetsch 

Organization,  Strategy  and  Tactics  of  the 
Army  Medical  Services  in  War.  By  T.  B. 

Nicholls,  M.  B.  Octavo  of  372  pages.  Balti- 
more, William  Wood  and  Company,  1937. 
Cloth,  $4.00. 

Using  his  own  experiences  with  army 
regulations  during  the  World  War  the 
author  has  compiled  into  one  volume  the 
most  useful  of  these  rules  and  regulations. 
The  volume  is  divided  into  four  parts:  the 
first  on  general  orgnization  and  adminis- 
tration; the  second  on  the  constitution  and 
organization  of  medical  units;  the  third 
on  strategy  and  tactics ; the  fourth  on 
problems  and  exercises.  Each  part  is  most 
instructive  and  useful.  Much  work  has  been 
necessary  to  bring  together  all  the  necessary 
elements,  and  the  author  has  succeeded  in 
presenting  clearly  the  salient  facts  necessary 
for  a medical  officer  in  the  British  Army. 
For  those  interested  in  what  may  happen 
during  the  next  few  years,  this  volume  will 
be  most  interesting  and  instructive. 

Henry  M.  Moses 

Digestive  Tract  Pain.  Diagnosis  and  Treat- 
ment. Experimental  Observations.  By  Ches- 
ter M.  Jones,  M.D.  Octavo  of  152  pages. 
New  York,  The  Macmillan  Company,  1938. 
Cloth,  $2.50. 

In  this  monograph  the  author  confirms 
by  experimental  means  what  the  clinician 
has  observed  for  many  years.  He  inserts  a 
balloon  which  is  inflated  throughout  the 
various  regions  of  the  digestive  tract,  and 
observes  the  pain  reflexes  in  health  and 
disease.  The  observations  are  checked  up 
by  x-ray,  operative,  and  postmortem  find- 
ings. 

This  interesting  little  volume  can  be  read 
with  benefit  in  less  than  two  hours,  and 
demonstrates  simple  experiment  in  clinical 
medicine. 

Henry  Joachim 


Nutrition  of  the  Infant  and  Child.  By 

Julian  D.  Boyd,  M.D.  Edited  by  Morris  Fish- 
bein,  M.D.  (National  Medical  Monographs). 
Duodecimo  of  198  pages,  illustrated.  New 
York,  National  Medical  Book  Co.,  Inc.,  1937. 
Cloth,  $3.00. 

It  is  a very  readable  little  book.  In  it 
are  concentrated  the  up-to-date  ideas  of 
nutrition,  especially  as  it  pertains  to  grow- 
ing individuals.  Not  only  are  normal  ele- 
ments of  the  diet  discussed,  with  methods 
of  preparing  well  illustrated  but  the  last 
chapter  is  devoted  to  therapeutic  dietetics. 
Tables  are  appended  to  aid  in  formulating 
diets  during  acute  illness;  there  are  others 
for  the  obese  child,  for  celiac  disease  and 
for  producing  ketosis.  The  last  few  pages 
are  devoted  to  diabetic  formulae. 

It  is  not  a book  for  the  pediatrist,  but 
as  a reference  work  for  the  general  prac- 
titioner it  will  serve  its  purpose. 

Thurman  B.  Givan 

The  Diagnosis  and  Treatment  of  Diseases 
of  the  Blood.  By  Thomas  Ordway,  M.D. 
and  L.  Whittington  Gorham,  M.D.  Octavo 
of  605  pages,  illustrated.  New  York,  Oxford 
University  Press,  1938.  Cloth. 

This  edition  represents  a revision  by 
Isaacs  of  Ordway  and  Gorham’s  contribu- 
tion to  Oxford  Monographs  on  Diagnosis 
and  Treatment  of  which  it  is  a reprint.  All 
of  the  good  features  of  the  1930  edition 
have  been  retained,  and  the  important  con- 
tributions of  intervening  years  are  evaluated 
and  included.  Many  of  these  advances  have 
been  made  by  Isaacs  and  his  colleagues  at 
the  University  of  Michigan,  and  these  have 
been  mentioned  with  unusual  modesty.  A 
hitherto  unpublished  note  on  the  treatment 
of  hemolytic  jaundice  with  liver  extract  is 
included. 

The  monograph,  undoubtedly  designed  for 
the  general  practitioner,  makes  no  pretence 
to  be  encyclopedic.  Detailed  pathological 
considerations  are  omitted.  Technical  details 
might  profitably  have  been  included  for  the 
benefit  of  the  very  persons  that  the  book  is 
meant  to  reach.  There  are  thirteen  excellent 
color  plates  but,  in  this  respect,  the  volume 
cannot  match  recently  published  atlases.  The 
style  is  clear  but  undistinguished.  On  the 
whole,  this  monograph  may  be  recom- 
mended to  those  who  wish  an  authoritative 
but  not  too  detailed  survey  of  hematolog- 
ical diseases. 

Milton  Plotz 
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Observations  from  Study  of  Two  Thousand  Cases  Treated 
With  Specific  Serum 
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During  the  period  of  twenty-five 
months,  from  January  1,  1936  through 
January  31,  1938,  2,293  cases  of  type  I 
pneumococcus  pneumonia  are  known  to 
have  occurred  in  New  York  State  ex- 
clusive of  New  York  City.  The  present 
report  deals  with  a preliminary  study  of 
this  group  of  cases  with  particular  ref- 
erence to  the  specific  serum  treatment  of 
2,027  of  them.*  The  latter  records  rep- 
resent the  combined  experience  of  877 
cooperating  physicians  and  109  cooperat- 
ing hospitals. 

The  data  presented  will  be  considered 
in  three  groups  with  reference  to : 

I.  Factors  influencing  the  course  of  pneu- 
monia over  which  the  physician  has  no 
direct  or  indirect  means  of  control. 

II.  Factors  over  which  the  physician 
may  exercise,  or  might  reasonably  be  ex- 
pected to  exercise  some  means  of  direct  or 
indirect  control. 

III.  Certain  miscellaneous  observations 
which  do  not  fall  into  either  of  the  first 
two  groups. 

I.  Uncontrollable  Factors  Influencing 
the  Outcome  of  Pneumonia 

Age:  As  shown  in  Table  I and 

^Concentrated  type  I antipneumococcus  horse 
serum  prepared  and  distributed  by  the  Division 
of  Laboratories  and  Research,  New  York  State 
Department  of  Health,  as  a part  of  the  Pneu- 
monia Control  Program,1*  2 


Chart  I,  the  case  fatality  rate  in  both 
the  serum  treated  and  untreated  cases  in- 
creases in  direct  proportion  to  the  age  of 
the  patient,  whether  the  ages  are  divided 
into  three  large  groups  or  into  decades. 

In  the  distribution  of  serum,  no  re- 
strictions have  been  made  with  respect 
to  the  age  of  the  person  to  be  treated. 
However,  the  prevalent  conservative 
feeling  of  the  medical  profession  with 
respect  to  serum  treatment  at  either  of 
the  extremes  in  life,  particularly  in 
childhood,  may  very  well  have  been 
reflected  in  this  recorded  experience. 

Of  2,015  type  I serum  treated  cases 
in  which  age  is  known,  sixty-eight  per 
cent  are  in  the  age  group  ten  to  forty- 
nine  years,  whereas  for  all  forms  of 
pneumonia  in  New  York  State,  whether 
serum  treated  or  not,  only  thirty-four 
per  cent  of  the  reported  cases  are  in  this 
age  group.  This  would  suggest  either  a 
predilection  on  the  part  of  type  I pneu- 
mococcus pneumonia  for  the  age  group 
ten  to  forty-nine  years,  or  some  other 
factor  of  selection  operating  in  that  age 
group. 

Comparison  of  the  treated  and  un- 
treated cases  by  age  groups  shows  a 
ratio  of  aoproximately  ten  to  one  (480 
cases  to  47)  for  the  age  group  fifty  and 
over,  and  also  for  the  age  group  ten  to 
forty-nine  (1,377  cases  to  131),  whereas 
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Table  I — Influence  of  Age  on  Case  Fatality  Rate  of  Type  I Pneumococcus  Pneumonia 
Treated  With  and  Without  Serum  (January  1936  through  January  1938) 


Serum  Treated 

Not  Serum  Treated* 

Case 

Case 

Fatality 

Fatality 

Age  in  Years 

Cases 

Deaths 

% 

Cases 

Deaths 

% 

0-9 

158 

2 

1.3 

46  . 

10-49 

1,377 

169 

12.3 

131 

24 

18.3 

50  and  over 

480 

171 

35.6 

47 

26 

55.3 

Unknown 

12 

5 . 

2 . 

Total 

2,027 

347 

17.1 

226 

50 

22.1 

* This  group  does  not  constitute  a “ control  ” experience  (see  text). 


the  ratio  of  treated  to  untreated  cases  is 
only  a little  more  than  three  to  one  (158 
cases  to  46)  for  the  childhood  group. 
The  most  plausible  explanation  of  the 
increased  proportion  of  untreated  cases 
in  the  childhood  group  is  the  conserva- 
tive medical  opinion,  to  which  reference 
has  been  made. 

The  small  series  of  226  type  I pneu- 
mococcus pneumonia  cases  which  did 
not  receive  serum  treatment  is  included 
in  Table  I for  the  single  purpose  of  show- 
ing the  age  selection  in  the  treated  and 
untreated  groups.  While  these  cases  oc- 
curred simultaneously  with  those  in  the 
serum  treated  series,  they  may  in  no  sense 
be  considered  a suitable  control  experi- 
ence. The  fact  that  although  the  trouble 
was  taken  to  type  these  cases  and  they 
were  found  to  be  suitable  for  serum  treat- 
ment and  yet  serum  was  not  given  sug- 
gests the  development  of  some  reason  for 
withholding  it.  The  existence  of  such  a 
reason  introduces  an  element  of  selection 
which  renders  these  cases  unsuitable  as 
controls. 

A discussion  of  the  influence  of  the 


Chart  I — Case  Fatality  Rate  by  Age 


age  distribution  of  cases  of  pneumonia 
should  take  into  consideration  the  gen- 
eral medical  attitude  as  to  the  use  of 
serum  in  the  treatment  of  the  pneumonias 
of  childhood.  While  it  is  recognized 
that  pneumonia  in  childhood,  exclusive 
of  infancy,  is  usually  a less  serious  di- 
sease than  the  same  illness  in  adults,  the 
fact  remains  that  there  is  no  single  cause 
of  death,  with  the  exception  of  accidents, 
which  is  responsible  for  greater  mor- 
tality in  childhood.3  Very  pertinent  to 
this  observation  also  are  the  observations 
of  Bullowa,4  Nemir,5  Andrews,6  and 
others,  which  show  that  such  pneumonias 
are  not  infrequently  caused  by  types  of 
pneumococci  for  which  effective  serums 
are  now  available.  ’ In  the  experience 
covered  by  these  records,  children  not 
only  have  tolerated  serum  treatment  well, 
but  also  have  responded  with  surprising 
rapidity  to  doses  which  were  small  enough 
to  offer  no  undue  difficulty  in  adminis- 
tration. 

Sex:  The  sex  distribution  of  the 

treated  and  untreated  type  1 cases  is  al- 
most equal,  approximately  two-thirds  of 
the  cases  being  males.  This  is  slightly 
different  from  the  sex  distribution  of  all 
forms  of  pneumonia  in  the  population 
at  large  in  which  fifty-six  per  cent  are 
found  to  be  males.  There  seems  to  be 
no  difference  between  the  response  to 
serum  treatment  on  the  part  of  either  sex. 
Therefore,  it  would  seem  that  sex  per  se 
has  no  appreciable  effect  upon  case 
fatality  from  type  I pneumonia,  but  it 
does  have  an  effect  upon  morbidity.  The 
usual  explanation  for  this  is  related  to 
the  greater  exposure  of  the  male. 

Pregnancy:  Pregnancy  has  been  long 

considered  a complicating  condition  which 
seriously  increases  the  hazard  of  pneu- 
monia. In  the  serum  treated  series  there 
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were  406  females  of  child-bearing  age 
(15  to  45  years).  In  this  group  forty- 
two  cases  occurred  in  women  known  to 
be  pregnant,  twenty-seven  of  whom  were 
in  the  sixth  month  of  gestation  or  later 
(Table  II). 

Since  early  pregnancy  might  very 
easily  be  overlooked  in  patients  suffering 
from  pneumonia,  and  since  it  is  desired  to 
compare  the  incidence  of  pregnancy  among 
women  suffering  from  type  I pneumococ- 
cus pneumonia  with  the  rate  for  the  gen- 
eral population,  which  rate  can  be  most  ac- 
curately determined  after  the  sixth  month, 
the  period  including  the  last  four  months 
of  pregnancy  has  been  selected  as  a basis. 
On  this  basis  the  pregnancy  rate  for  the 
type  I pneumonia  patients  in  this  study 
is  found  to  be  6.6  per  cent  as  compared 
to  an  estimated  rate  of  2.1  per  cent  for 
a similar  age  group  of  the  general  female 
population.* 

The  difference  between  these  two  rates 
suggests  either  that  pregnancy  may  op- 
erate as  a condition  predisposing  to 
type  I pneumococcus  pneumonia  or  that 
a considerably  greater  proportion  of 
cases  of  pneumonia  during  pregnancy 
are  typed  and  serum  treated  than  of  non- 
pregnant cases.  Although  this  is  the 
largest  series  of  its  kind  known  to  the 
authors,  further  experience  obviously  is 
necessary  before  such  findings  can  be 
considered  conclusive. 

While  the  difference  in  fatality  rates 
of  the  pregnant  and  non-pregnant  serum 
treated  groups  appears  to  indicate  the 
hazard  of  pregnancy,  it  is  not  based  upon 
sufficient  numbers  to  be  statistically  sig- 
nificant. The  same  is  true  of  the  further 
analysis  of  this  data  in  Table  III,  from 
which  it  appears  that  the  last  four 
months  of  pregnancy  may  prove  to  be 

*This  is  a crude  estimate  based  upon  the  fol- 
lowing formula: 

Recorded  births  + Recorded  stillbirths  / _4_\ 
Female  population  (age  15  to  45  years)  \12/ 
=•  Pregnancy  rate  (for  cases  in  last  four  months) . 

The  fact  that  this  formula  is  based  upon  the 
assumption  that  all  births  will  be  full-term  and 
stillbirths  also  occur  in  at  least  the  ninth 
month,  although  obviously  not  true,  tends  to 
alter  the  final  rate  in  a conservative  manner 
with  relation  to  the  problem  in  question;  i.e., 
to  increase  the  estimate  of  the  normal  preg- 
nancy rate.  However,  this  is  probably  offset  to 
some  extent  by  the  occurrence  of  unreported 
births  and  stillbirths. 


of  far  greater  consequence  in  relation  to 
prognosis  than  the  first  five  months. 

Bacteremia:  In  the  series  of  219  pa- 
tients upon  whom  blood  culture  studies 
were  made,  the  case  fatality  rate  for  the 
bacteremic  group  is  about  three  times  as 
great  as  for  the  nonbacteremic  group. 
Reports  in  the  literature  of  cases  which 

Table  II — Influence  of  Pregnancy  on  Case 
Fatality  Rate  in  Serum  Treated  Cases 


Case 

Fatality 

Cases  Deaths  % 


Pregnant 42  8 19.0 

Normal* 364  40  11.0 

Total 406  48  11.8 


* Includes  all  non-pregnant  females  in  serum  treated 
group  from  fifteen  to  forty-five  years  of  age. 

Table  III — Influence  of  Month  of  Preg- 
nancy on  Case  Fatality  Rate  in  Serum 
Treated  Cases 


Case 

Fatality 

Cases 

Deaths 

% 

Under  6 months 

14 

1 

7.1 

6 months  and  over 

Unknown . 

27 

7 

25.9 

Total 

42 

8 

19.0 

Table  IV — Influence  of  Bacteremia  on  Case 
Fatality  Rate  in  Serum  Treated  Cases 
(January  1937  through  January  1938) 


Blood  Culture 

Cases 

Deaths 

Case 

Fatality 

% 

Positive 

57 

17 

29.8 

Negative 

162 

13 

8.0 

Total  reported  cultured 

219 

30 

13.7 

Not  done  or  unknown 

925 

155 

16.8 

Total  treated 

1,144 

185 

16.2 

did  not  receive  serum 

treatment4' 7 

indi- 

cate  for  bacteremic  type  I pneumococcus 
pneumonia  a crude  case  fatality  rate  in 
the  vicinity  of  eighty  per  cent.  There- 
fore, while  a serum  treated  case  fatality 
rate  for  bacteremic  cases  of  approxi- 
mately thirty  per  cent  might  seem  high 
if  viewed  alone,  in  a comparative  sense 
it  does  not  (Table  IV). 

It  is  worthy  of  comment  that  during  a 
period  of  over  a year  (January  1937 
through  January  1938),  of  a total  of 
1,144  reported  type  I serum  treated 
cases,  only  nineteen  per  cent  were  known 
to  have  had  the  benefit  of  a blood  cul- 
ture. This  indicates  the  need  of  develop- 
ing more  interest  in  and  facilities  for  the 
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Table  V — Influence  of  the  Duration  of 
the  Disease  Prior  to  Serum  Treatment 


% of  Total 
Case  Known  Cases 
Fatality  By  Day  of 
Day  of  Disease  Cases  Deaths  % Treatment 

1  130  16  12.3  6.5 

2  473  54  11.4  23.6 

3  489  67  13.7  24.4 

4  359  59  16.4  17.9 

5  221  37  16.7  11.0 

6  139  33  23.7  6.9 

7 and  over 195  74  37.9  9.7 


Total  known 2,006  340  16.9  100.0 

Unknown 21  7 


Total 2,027  347  17.1 


taking  of  blood  cultures  from  pneu- 
monia patients.  A reliable  blood  culture 
is  now  considered  not  only  of  prognostic 
value,  but  also  of  even  greater  value  as 
a check  on  the  accuracy  of  the  bacterio- 
logic  diagnosis  and  as  an  index  of  the 
intensity  of  serum  treatment  required  in 
any  given  case. 

Unfortunately,  in  this  series  of  cases 
data  are  not  available  concerning  certain 
other  important  factors  such  as  the  ex- 
tent of  pulmonary  involvement,  the  previ- 
ous condition  of  the  patient  with  respect 
to  general  health,  particularly  the  circu- 
latory system,  and  the  status  of  the 
leukocytic  response  to  the  infection. 

II.  Controllable  Factors  Influencing 
the  Outcome  of  Treatment 

Duration  of  the  disease  at  the  time  of 
treatment:  From  Table  V it  is  apparent 
that  with  the  single  exception  of  the  first 
day  there  is  a uniform  progression  in 
fatality  rate  in  direct  relation  to  the  dura- 
tion of  the  disease  at  the  time  treatment 
was  started. 

The  fatality  rate  of  12.3  per  cent  in 
the  group  in  which  treatment  was  started 
on  the  first  day  of  illness  seems  unduly 
high.  There  are  various  theoretical  fac- 
tors concerned  with  the  manner  in  which 
these  data  were  obtained  which  may  offer 
some  explanation.  The  differences  in 
individual  physician’s  diagnostic  criteria 
may  be  such  that  what  one  would  be 
willing  to  diagnose  as  pneumonia  on  the 
appearance  of  early  symptoms,  another 
•might  not  be  willing  to  diagnose  until 
the  development  of  typical  physical  signs. 
It  is  possible  to  have  as  long  an  interval 
as  three  days  between  such  extremes 


and  yet  have  each  physician  feel  that  he 
has  diagnosed  the  disease  at  its  actual 
onset.  While  on  the  record  form  em- 
ployed, it  is  requested  that  the  onset  be 
dated  from  the  occurrence  of  the  “first 
significant  fever,  chill,  pleurisy  or  rusty 
sputum,”  it  is  impossible  to  say  to  what 
extent  symptomatic  diagnosis  actually 
has  been  made. 

The  high  case  fatality  rate  may  also 
be  due,  at  least  in  part,  to  the  fact  that 
in  computing  the  case  fatality  rates  by 
day  of  disease,  calendar  days  have  been 
used.  Further,  there  is  the  possibility 
that  inaccuracy  of  the  records  may  un- 
duly influence  the  so-called  first  day 
series  by  causing  a larger  proportion  of 
poorly  defined  or  “guessed  at”  data  to  be 
assigned  to  it  than  to  the  other  groups. 
This  possibility  is  being  subjected  to 
further  investigation  at  the  present  time. 

Each  of  the  case  fatality  rates  for 
cases  treated  within  the  first  five  days 
of  illness  appears  to  be  significantly 
lower  than  the  generally  accepted  rate  of 
twenty-five  per  cent  to  thirty  per  cent 
for  untreated  type  I pneumonias  as  a 
whole.  This  evidence  appears  important 
in  view  of  the  opinion  of  many  authori- 
ties, that  the  period  of  usefulness  of 
serum  treatment  is  limited  to  the  first 
three  or  four  days  of  illness,  but  it  may 
be  misleading.  The  generally  accepted 
rate  for  untreated  cases  as  obtained  from 
the  literature  is  not  necessarily  an  expres- 
sion of  a suitable  control  experience  for 
the  serum  treated  series.  Moreover,  the 
total  crude  case  fatality  rate  for  a control 
group  should  not  be  compared  to  the 
separate  case  fatality  rate  by  day  of 
treatment  of  a serum  treated  series,  al- 
though this  has  become  a commonly 
accepted  procedure.  Such  a method  is 
inaccurate,  inasmuch  as  the  prognosis 
for  any  given  case  of  pneumonia, 
whether  serum  treated  or  not,  may  be 
expected  to  vary  with  each  day  of  the 
disease. 

For  example,  all  cases  of  pneumonia  at 
the  time  of  onset  face  ultimate  recovery 
or  death.  If  sufficient  facts  were  known, 
this  chance  of  recovery  or  death  would 
be  expressible  in  terms  of  a constant  rate. 
During  the  first  twenty-four  hours  of 
illness  in  any  given  series,  there  will  be 
a certain  number  of  spontaneous  recov- 
eries, cases  running  an  abortive  course, 
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and  also  a certain  number  of  deaths  from 
fulminating  forms  of  the  disease.  Clini- 
cal experience  suggests  that  the  abortive 
recoveries  during  the  first  twenty-four 
hours  will  outnumber  the  deaths.  There- 
fore, the  remaining  cases  as  they  enter 
the  second  twenty-four  hours  of  illness 
will  represent  a selected  group  in  which 
the  outlook  will  be  poorer  than  the  out- 
look for  the  same  group  at  the  time  of 
onset,  in  proportion  to  the  difference  be- 
tween the  cases  eliminated  by  recovery 
and  those  eliminated  by  death.  So,  with 
each  subsequent  day  of  illness,  the  prog- 
nosis might  be  expected  to  change  in  pro- 
portion to  this  difference  between  sur- 
vivals and  deaths. 

With  sufficient  observations,  it  should 
be  possible  to  obtain  a true  control  curve 
for  the  day  of  illness,  which  curve  might 
then  be  applied  as  a base  line  to  a similar 
curve  prepared  for  serum  treated  cases. 
At  the  present  time,  however,  the  prac- 
tical difficulties  of  obtaining  such  a base 
line  appear  almost  insurmountable. 

In  considering  the  influence  of  the  day 
of  the  disease  on  which  serum  treatment 
was  given,  only  the  fact  of  the  survival 
or  death  of  the  patient  has  been  employed. 
A probably  equal,  if  not  more  desirable 
measure  would  be  the  influence  of  serum 
treatment  on  the  total  duration  of  the 
acute  illness  or  on  the  period  of  absence 
from  work  or  disability  for  work.  Un- 
fortunately, the  data  available  do  not 
permit  such  an  analysis. 

Serum  dosage  and  period  of  time  over 
which  serum  is  given:  Numerous  at- 

tempts have  been  made  to  standardize 
serum  dosage  on  an  objective  scale  as  a 
practical  guide  to  treatment.  The  prob- 
lem is  extremely  complex,  however,  and 
it  is  doubtful  that  much  can  be  accom- 
plished from  the  analysis  of  this  or  any 
other  single  group  of  cases  yet  assembled. 
Even  assuming  that  variations  introduced 
by  differences  in  age,  sex,  bacteremia, 
and  other  “uncontrollable”  influences 
were  negligible,  there  would  remain  the 
direct  effect  of  certain  other  factors  which 
are  inseparably  linked  with  the  amount 
of  serum  used.  For  example,  the  total 
dose  would  mean  relatively  little  unless 
consideration  were  given  to  the  duration 
of  the  disease  at  the  time  of  treatment 
and  to  the  period  of  time  consumed  in 
administering  that  dose.  To  illustrate: 


Table  VI — Case  Fatality  Rate  According 
to  Place  of  Serum  Treatment 


Case  % of  Total 
Fatality  Cases  by  Place 
Cases  Deaths  % of  T realment 

Hospital 1,475  273  18.5  72.8 

Home 551  74  13.4  27.2 

Unknown 1 


Total 2,027  347  17.1  100.0 


It  would  be  unsound  to  assume  that  there 
would  be  no  difference  between  the  effect 
of  250,000  units  of  serum  given  within  a 
period  of  twenty-four  hours  and  that  of 
an  equal  amount  given  at  the  rate  of 
25,000  units  a day  for  ten  days. 

To  be  sure,  an  analysis  can  be  made 
which  will  take  these  variables  and  their 
interrelationship  into  consideration.  This 
has  been  attempted  with  a sample  of  627 
adult  cases  from  the  present  series.  The 
end  result  is  interesting  but  not  con- 
clusive. Among  544  cases  treated  on  or 
before  the  fourth  day  of  illness,  the  case 
fatality  rate  was  15.8  per  cent,  as  con- 
trasted with  33.9  per  cent  for  183  cases 
receiving  later  treatment.  Of  these  544 
cases,  251  received  less  than  100,000 
units  of  serum  and  17.5  per  cent  of 
them  died;  293  received  100,000  units 
or  more  and  14.3  per  cent  of  them 
died.  This  does  not  offer  very  impres- 
sive evidence  in  favor  of  large  dosage. 
However,  if  the  last  group  of  293  cases 
is  further  analyzed,  it  is  found  that  only 
sixty-six  of  them  received  what  might  be 
termed  “intensive”  treatment;  that  is  to 
say,  received  all  their  serum  within  a 
period  of  twenty-four  hours.  Of  these 
sixty-six  cases,  only  6.1  per  cent  died 
while  of  the  227  cases  who  received  a 
similar  amount  of  serum  but  in  which 
serum  administration  was  spread  out 
over  more  than  twenty-four  hours,  16.7 
per  cent  died. 

The  difference  appears  impressive  and 
is  reinforced  by  the  weight  of  clinical 
opinion.  The  principal  source  of  possible 
error  lies  in  the  fact  that  both  the  total 
dosage  and  the  period  of  treatment  are 
often  determined  by  the  severity  of  ill- 
ness or  the  recovery  or  death  of  the  pa- 
tient during  the  course  of  treatment.  It 
is  not  known  in  what  proportion  these 
events  have  influenced  the  separation  of 
cases  in  the  above  analysis.  If  their 
effect  is  nearly  equal  in  all  groups,  then 


1374 


EDWARD  S.  ROGERS  AND  MARJORIE  E.  GOOCH 


[Volume  38 


the  figures  are  reasonably  reliable.  If  not, 
a more  extensive  method  of  analysis  must 
be  developed  which  will  undertake  an 
adjustment  of  their  differences.* 

Nonspecific  serum  therapy:  The  use 

of  type  I serum  in  the  treatment  of  im- 
properly typed  cases,  untyped  cases,  or 
cases  of  heterologous  types  has  been  en- 
countered. Out  of  129  such  reports  (not 
included  in  the  2,027  referred  to  in 
Table  I)  the  crude  case  fatality  rate  was 
28.6  per  cent.  Although  a certain  num- 
ber of  these  may  have  been  undiagnosed 
type  I pneumococcus  infections,  the  case 
fatality  rate  for  the  entire  group  is  at  a 
high  enough  level  to  discourage  such 
usage. 


recorded  by  Lord  and  Heffron,8  who  ob- 
served an  incidence  of  seven  per  cent  in 
637  type  I cases  serum  treated  within  the 
first  four  days  of  illness. 

Mixed  infections:  Mixed  infections 

were  reported  in  only  thirty-six  cases,  or 

1.7  per  cent  of  the  entire  series.  The  case 
fatality  rate  in  this  group,  however,  was 

27.7  per  cent,  an  observation  which  sug- 
gests that  the  untreated  type  or  types  con- 
tinued to  cause  active  infection  with  an 
average  case  fatality  rate  comparable  to 
that  commonly  assigned  to  nonserum 
treated  pneumococcus  pneumonia  as  a 
whole. 

Interpretation  of  tests  for  sensitivity  to 
horse  serum  protein:  Certain  data  of  in- 


Table  VII — Results  of  Tests  for  Sensitivity  to  Horse  Serum  and  Their  Relation 
to  Subsequent  Type  Specific  Serum  Treatment 


Cases  with 
Recorded  Tests 

%of 

Cases  Showing  Subsequent 
Evidence  of  Anaphylaxis 

% Reactions  of 

Character  of  Test 

Result  of  Test 

Number 

Total  Tested 

Number 

Total  Tested 

Positive 

70 

7.3 

22 

31.4 

Intradermal 

Negative 

886 

92.7 

101 

11.4 

Total 

956 

100.0 

123 

12.9 

Positive 

20 

3.2 

5 

25.0 

Ophthalmic 

Negative 

604 

96.8 

81 

13.4 

Total 

<324 

100.0 

86 

13.8 

III.  Miscellaneous  Observations 

Place  of  treatment:  It  will  be  noted 

that  551  cases  (twenty-seven  per  cent)  of 
the  entire  group  were  treated  in  the 
home.  During  the  first  year  of  the  pro- 
gram (1936),  approximately  thirty-three 
per  cent  were  so  treated,  while  during  the 
second  year  (1937),  this  percentage  fell 
to  approximately  twenty-five  per  cent. 
(Table  VI). 

It  is  tempting  to  speculate  upon  the 
difference  in  case  fatality  rate  between  the 
home  and  hospital  treated  groups,  but 
artificial  selection  probably  operates  heav- 
ily as  it  is  quite  certain  that  the  hospital- 
ized cases  represent  those  who  were  more 
seriously  afflicted. 

Incidence  of  empyema:  Empyema  oc- 
curred as  a complication  in  6.7  per  cent 
of  the  total  type  I serum  treated  experi- 
ence. This  rate  is  very  similar  to  that 


*A  complete  study  of  over  3,000  type  I cases 
is  being  undertaken  along  these  lines  and  will 
be  the  subject  of  a future  communication. 


terest  also  have  been  obtained  relative  to 
the  ophthalmic  and  intradermal  tests  for 
sensitivity  to  horse  serum  protein.*  How- 
ever, in  studying  reports  submitted  by  a 
large  number  of  different  physicians, 
allowance  must  be  made  for  variations  in 
methods  of  performing  and  interpreting 
these  tests. 

Table  VII  shows  the  incidence  of  posi- 
tive and  negative  reactions  to  these  tests. 
The  records  of  only  31.4  per  cent  of 
patients  with  positive  skin  tests  and  twen- 
ty-five per  cent  of  those  with  positive  eye 
tests  give  evidence  of  further  local  or 
general  reactions  exclusive  of  chills,  upon 
subsequent  serum  administration.  In  11.4 
per  cent  of  those  with  negative  skin  tests 
and  13.4  per  cent  with  negative  eye  tests, 

*In  most  instances  the  procedure  followed 
for  the  intracutaneous  test  consisted  of  inject- 
ing 0.1  c.c.  of  a 1 : 100  dilution  of  normal  horse 
serum  in  sterile  physiological  salt  solution  and 
of  instilling  a drop  of  a 1 : 10  dilution  of  normal 
horse  serum  for  the  conjunctival  test.  The 
recommended  interval  before  reading  was  fifteen 
to  twenty  minutes. 
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similar  reactions  were  encountered,  but  in 
general  they  were  less  severe  than  in  the 
cases  with  positive  tests. 

It  is  impossible  to  state  to  what  extent 
precautions  may  have  been  employed  in 
treating  cases  showing  evidence  of  sensi- 
tivity which  may  have  modified  the  occur- 
rence of  anaphylactic  manifestations. 
Furthermore,  no  record  is  available  of  the 
number  of  instances  in  which  the  presence 
of  a positive  test  may  have  discouraged 
further  attempt  to  administer  serum. 

It  is  entirely  reasonable  to  suppose  that 
this  experience,  in  so  far  as  the  positive 
reactions  are  concerned,  represents  a 
somewhat  selected  group  from  which  the 
most  serious  risks  have  been  removed. 
Nevertheless,  these  observations  consti- 
tute concrete  evidence  to  the  effect  that 
the  results  of  these  tests,  while  suggestive, 
cannot  be  considered  conclusive  indica- 
tions of  the  nature  or  extent  of  the  pa- 
tient’s subsequent  reaction  to  intravenous 
serum  administration. 

Summary 

A partial  analysis  of  records  of  2,027 
cases  of  type  I pneumococcus  pneumonia, 
with  respect  to  the  following  factors  and 
their  influences  upon  the  results  of  spe- 


cific serum  treatment  has  been  presented : 

1.  Age  has  been  shown  to  have  a direct 
influence  upon  prognosis  in  serum  treated, 
as  well  as  nonserum  treated  cases. 

2.  Sex  apparently  influences  morbidity 
but  not  mortality,  save  through  its  rela- 
tionship to  pregnancy.  The  figures  pre- 
sented suggest  that  pregnancy  may  prove 
to  be  a factor  predisposing  to  pneumonia 
and  that  the  last  four  months  most  seri- 
ously influence  the  prognosis. 

3.  The  seriousness  of  bacteremia  as  re- 
ported by  many  other  observers  has  been 
corroborated. 

4.  The  influence  of  the  combined  efifect 
of  the  duration  of  the  disease,  the  amount 
of  serum  given,  and  the  intensity  of  the 
program  of  treatment  has  been  consid- 
ered. The  importance  and  complexity  of 
such  a method  of  analysis  has  been  dis- 
cussed. 

5.  A limited  experience  with  non-spe- 
cific serum  treatment  is  reported. 

6.  Certain  other  miscellaneous  observa- 
tions relative  to  the  percentage  of  cases 
hospitalized,  the  incidence  of  empyema, 
the  incidence  of  mixed  infections  and  the 
interpretation  of  the  tests  in  current  usage 
for  determining  sensitivity  to  horse  serum 
protein  have  been  presented. 
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Discussion 


Dr.  Henry  T.  Chickering,  New  York 
City — The  report  is  a striking  example  of 
fine  cooperation  between  a large  number  of 
physicians,  hospitals,  and  the  state  Division 
of  Laboratories  and  Research.  Over  2,000 
cases  of  serum  treated  type  I cases  in  two 
years.  In  a similar  campaign,  the  state  of 
Massachusetts  treated  1,155  cases  from  1931 
to  1937. 

Dr.  Rogers’  admirable  analysis  of  the  re- 
sults of  serum  therapy  show  how  thought- 
fully and  carefully  the  material  is  being 
studied.  I know  it  will  be  a great  help  to 
Dr.  Sutliff  in  his  plans  for  carrying  on  the 
campaign  for  the  control  of  the  pneumonia 
problem  in  New  York  City. 

Dr.  Rogers’  tables  bring  out  very  clearly 
the  influence  of  the  age  of  the  patient  on  the 
mortality.  It  will  immediately  occur  to  all, 


why  treat  children  in  the  age  group  0 to  9 
when  the  mortality  is  so  low.  Until  recently 
I have  felt  that  except  in  the  cases  with  a 
bacteremia,  serum  was  unnecessary  in  this 
group. 

But,  with  the  improvement  in  the 
concentrated  serum  and  with  the  present 
technic  of  initial  large  amounts  of  serum,  the 
frequency  of  abortive  cures  is  so  great,  that 
one  is  justified  in  urging  the  use  of  serum 
because  of  the  lessened  strain  of  the  infec- 
tion on  the  patient  and  the  tremendous  relief 
to  the  feelings  of  the  relatives. 

The  gross  mortality  statistics  are  not  as 
good  as  can  reasonbly  be  hoped  for  with  still 
greater  cooperation  on  the  part  of  practicing 
physicians.  We  know  there  is  no  better 
serum  than  that  provided  by  the  State  Board 
of  Health. 


SYPHILIS 

Chance  of  Acquisition  and  the  Frequency  of  its  Disastrous  Course 

R.  A.  Vonderlehr,  M.D.  and  Lida  J.  Usilton,  Washington,  D.  C. 
Assistant  Surgeon  General  ( RAV ) and  Statistician  ( LJU ) 


“Syphilis  strikes  one  out  of  every  ten 
adults.”  The  Surgeon  General  of  the 
United  States  Public  Health  Service  re- 
cently made  this  statement.  The  factual 
material  on  which  the  statement  was 
based,  however,  has  never  been  published. 
That  any  disease  could  be  so  prevalent 
and  yet  not  have  been  previously  brought 
to  the  attention  of  the  public  seemed  un- 
believable. Some  skepticism  prevailed. 
Every  community  turned  to  its  own  re- 
ports on  communicable  diseases  and  tried 
to  justify  a belief  that  Spirochete  pallida 
was  not  so  formidable  a foe  at  home.  But 
the  people  had  been  aroused.  They  wanted 
the  whole  truth,  not  just  statements  on 
the  local  problem. 

Confusion  existed.  Numerous  studies 
appeared  showing  rates,  large  and  small, 
but  each  one  different.  Current  reports 
on  the  number  of  positive  serologic  blood 
tests  became  available  after  the  enactment 
of  antenuptial  physical  examination  laws. 
Industry  made  routine  serologic  blood 
tests  on  its  employees.  Results  of  routine 
blood  tests  in  prenatal  clinics  and  other 
special  population  groups  were  published. 
The  U.  S.  Public  Health  Service  made 
available  prevalence  and  incidence  rates 
for  patients  with  syphilis  under  author- 
ized medical  care  in  representative  com- 
munities throughout  the  Nation.  Every 
health  worker  was  challenged  to  inter- 
pret the  statement  that  “syphilis  strikes 
one  out  of  every  ten  adults.”  This  state- 
ment, prepared  with  the  greatest  of  pre- 
cision from  voluminous  material,  repre- 
sents the  probability  of  acquiring  syphilis 
at  some  time  in  life. 

To  date,  the  intricate  statistical  methods 
used  and  the  detailed  records  from  which 
this  information  was  obtained  have  not 
been  discussed.  It  seems  desirable  at  this 
time  to  furnish  the  factual  data  on  which 
the  extent  of  the  problem  is  based. 

From  the  Division  of  Venereal  Diseases, 
U.  S.  Public  Health  Service. 


Probability  of  Acquiring  Syphilis 

The  annual  attack  rates  used  in  the 
computations  are  based  on  those  found  in 
surveys  of  licensed  treatment  sources 
within  the  past  two  years  (1935-1937). 
They  are  considerably  lower  than  those 
reported  in  earlier  surveys  although  they 
are  not  so  representative,  since  they  in- 
clude treatment  sources  of  only  five  per 
cent  of  the  population  rather  than  the 
twenty  per  cent  previously  reported  dur- 
ing the  preceding  decade.  In  addition,  the 
more  recent  surveys  included  many  cen- 
ters in  which  more  comprehensive  syphilis 
control  programs  have  been  conducted. 
These  shortcomings  only  underestimate 
the  problem  and  represent  present-day 
conditions  at  their  best.  (Table  I). 

The  annual  attack  rates  for  each  age 
group  are  applied  to  100,000  individuals 
born  alive  and  followed  throughout  life. 
As  the  100,000  persons  reach  each  five- 
year  age  period,  the  number  of  years  they 
live  in  that  period  and  are  therefore  ex- 
posed to  syphilis,  is  multiplied  by  the  an- 
nual attack  rate  for  syphilis  in  that  age 
period  and  then  divided  by  1,000  to  deter- 
mine the  known  number  of  the  100,000 
persons  who  acquire  syphilis  in  the  given 
age  period.  When  the  known  numbers  ac- 
quiring syphilis  are  cumulated,  they  give 
the  probability  that  there  is  one  chance  in 
ten  that  a person  born  alive  will  acquire 
syphilis  at  some  time  in  his  life. 

Chart  I gives  the  annual  attack  rate  for 
syphilis  in  each  age  group  based  on  per- 
sons actually  seeking  licensed  medical 
care  for  early  syphilis.  These  annual 
attack  rates  seem  low,  but  when  cumu- 
lated so  as  to  indicate  the  probability  of 
acquiring  syphilis  by  a given  age,  it  will 
be  found  that  by  fifty  years  of  age,  10,000 
persons  will  have  acquired  syphilis  out 
of  every  100,000  born  alive.  These  esti- 
mates do  not  include  persons  with  con- 
genital syphilis. 


Read  at  the  Annual  Meeting  of  the  Medical  Society  of  the  State  of  New  York, 
New  York  City,  May  11,  1938 
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Chart  I — Probability  of  Acquiring  Syphilis  During  Liff.  is  Onk  out  of  Ten 
(Based  on  1937  Conditions  in  U.S.A.) 


YEARS  OF  LIFE  NUMBER  OUT  OF  100,000  PERSONS  BORN  ALIVE 

FROM  BIRTH  WHO  WILL  ACQUIRE  SYPHILIS  BEFORE  THE  GIVEN  AGE 

TOGIVEN  AGE 


ANNUAL 
ATTACK  RATE 

PER  100,000 


With  this  evidence  that  “syphilis  strikes 
one  out  of  every  ten  adults,”  why  is  it 
that  if  a physician  examines  100  people 
at  random  he  does  not  find  ten  of  them 
infected  with  syphilis? 

There  are  several  reasons : 

1.  There  will  be  many  among  the  100  per- 
sons selected  who  are  either  just  beginning 
life  or  have  reached  only  early  adult  life 
and  therefore  may  still  acquire  the  disease. 

2.  There  are  those  who  have  had  syphilis 
but  in  whom  the  blood  test  has  become 
negative  either  because  of  treatment,  or  be- 
cause this  manifestation  of  the  disease  has 
spontaneously  disappeared. 

3.  There  will  be  a proportionately  smaller 
number  of  persons  living  who  have  acquired 
syphilis  than  of  those  who  have  not  because 
syphilis  shortens  life  expectancy  between  the 
ages  of  thirty  to  sixty  years  by  seventeen  to 
thirty  per  cent.  Indeed,  the  combination  of 
these  factors  results  in  the  probability  of 
only  one  in  100  individuals  in  a random 
sample  of  the  population  being  found  to 
have  syphilis. 

Chart  II  shows  the  effect  of  these  in- 
dividual factors  in  reducing  the  number  of 
persons  with  detectable  syphilis  in  the 
Nation  (Tables  II  and  II-A). 

The  total  area  described  in  the  chart  in- 
cludes all  persons  in  the  United  States 
who  acquire  syphilis  and  seek  treatment. 
Its  contour  is  in  distinct  contrast  to  that 
describing  the  age  distribution  of  the  total 
population  of  the  country.  The  segment 
of  the  population  with  syphilis  included 


Table  I — Number  of  Persons  Acquiring 
Syphilis  From  Birth  to  End  of  Given  Age 
Period  Out  of  100,000  Born  Alive  (Con- 
genital Syphilis  Not  Included) 


Known 


Number  of 

number 

Cumulated 

years  lived 

of  persons 

number 

Annual 

in  a given 

acquiring 

of  persons 

attack 

age  period 

syphilis 

acquiring 

Age 

rate  per 

by  each 

in  given 

syphilis 

1000* 

100,000 

age  period 

from  birth 

period 

popula- 

persons 

(b)x(c) 

to  end  of 

in  years 

tion 

bornt 

1000 

age  period 

(a) 

(b) 

(c) 

(d) 

(e) 

0-  4 

466,939 

5-  9 

458,453 

10-14 

' !33 

454,914 

150 

150 

15-19 

2.66 

450,219 

1,198 

1,348 

20-24 

5.97 

442,731 

2,643 

3,991 

25-29 

5.24 

433,685 

2,273 

6,264 

30-34 

3.80 

423,831 

1,611 

7,875 

35-39  J 

2.25  1 

: 412,512 

928 

8,803 

40-44 

l 

l 398 , 700 

897 

9,700 

45-49 

1 1.11  j 

( 381,212 

423 

10,123 

50-54 

t 

l 358,935 

398 

10,521 

55-59  I 

.49  ; 

f 329,972 

162 

10,683 

60-64  1 

l 292,531 

143 

10,826 

65-69 

1 

245,355 

42 

10,868 

70-74 

188,278 

32 

10,900 

75-79 

126,346 

21 

10,921 

80-84 

. 17 

68,290 

12 

10,933 

85-89 

27,602 

5 

10,938 

90  & 
over 
Total . . . 

[ 9,303 

2 

10,940 

5,969,808 

* Mean  of  annual  attack  rates,  specific  for  race  and  sex, 
weighted  by  proportion  cf  each  race-sex  group  in  the 
United  States. 

t Mean  of  number  of  years  lived,  specific  for  race  and 
sex  from  Tables  I-A  to  I-D,  United  States  Life  Tables 
1930,  weighted  by  proportion  of  each  race-sex  group  in  the 
United  States. 

under  twenty- five  years  of  age  represents 
a very  small  area,  yet  at  any  given  time 
approximately  forty-eight  per  cent  of  the 
individuals  in  the  Nation  are  under  twen- 
ty-five years  of  age.  The  obvious  reason 
for  the  low  syphilitic  population  in  the 
ages  twenty-five  years  or  less  is  that  three- 
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Table  II  — Estimated  Number  of  Persons  in  the  United  States  in  1930  Who  Have  Acquired 
Syphilis,  of  Those  Whose  Blood  Serology  Has  Become  Negative  Through  Treatment 
or  Spontaneously,  and  of  Those  Who  Remain  a Potential  Treatment  Problem  (Con- 
genital Syphilis  Not  Included) 


Population 
of  United 
States, 
1930 

0 unknown 

Total  persons  in 
given  age  period 
who  have  acquired 
syphilis 

Per  cent 
with 
negative 
blood 
serology* 

Persons  in  given  age 
period  whose  blood  serology 
had  become  negative 
through  treatment  or 
spontaneously 

Persons  in  given 
age  period  who 
remain  a potential 
treatment  problem 

Age  Period 

prorated) 

Absolute 

Per  1000 

Absolute  t 

Per  1000 

Absdute% 

Per  1000 

(o) 

(■ b ) 

(c) 

(d) 

( e ) 

CO 

( g ) 

(h) 

(*) 

0-  4 . . 

11,453,161 

5-  9 

12,617,271 

10-14 

12,014,078 

3,962 

.33 

*i6 

634 

.05 

3,328 

.28 

15-19 

11,560,969 

34,659 

3.00 

16 

5,545 

.48 

29,114 

2.52 

20-24 

10,878,709 

96,525 

8.87 

16 

15,444 

1.42 

81,081 

7 AS 

25-29 

9,841,144 

138,741 

14.10 

33 

45,785 

4.65 

92,956 

9.45 

30-34 

9,127,411 

162,696 

17.83 

33 

53,690 

5.88 

109,006 

11.95 

35-39 

9,215,703 

172,694 

18.74 

33 

56,989 

6.18 

115,705 

12.56 

40-44 

7,996,319 

173,849 

21.74 

33 

57,370 

7.17 

116,479 

14.57 

45-49 

7,047,676 

156,259 

22.17 

44 

68,754 

9.75 

87,505 

12.42 

50-54 

5,980,384 

135,493 

22.66 

44 

59,617 

9.97 

75,876 

12.69 

55-59 

4,649,237 

109,474 

23.55 

47 

51,453 

11.07 

58,021 

12.48 

60-64 

3,754,096 

83,505 

22.24 

47 

39,247 

10.45 

44,258 

11.79 

65-69 

2,772,728 

59,302 

21.39 

47 

27,872 

10.05 

31,430 

11.34 

70-74 

1,951,498 

39,217 

20.10 

47 

18,432 

9.45 

20,785 

10.65 

75-79 

1,107,238 

22,645 

20.45 

47 

10,643 

9.61 

12,002 

10.84 

80-84 

535,086 

11,304 

21.13 

47 

5,313 

9.93 

5,991 

11.20 

85-89 

205,626 

4,81k 

23.40 

47 

2,261 

11.00 

2,550 

12.40 

90-94 

51,704 

1,613 

31.20 

47 

758 

14.66 

855 

16.54 

95-99 

11,041 

378 

34.24 

47 

178 

16.09 

200 

18.15 

10o  and  over 

3,967 

53 

13.36 

47 

25 

6.28 

28 

7.08 

Total 

122,775,046 

1,407,180 

11.46 

520,010 

4.24 

887,170 

7.22 

* Under  present-day  detection  and  treatment  facilities  only  16  per  cent  of  persons  acquiring  syphilis  receive  enough 
treatment  to  reverse  their  blood  serology  (Usilton,  L.  J.:  Vert.  Dis.  Inform.  May  1935).  Of  the  eighty-four  per  cent 
who  do  not  receive  enough  treatment  to  reverse  their  blood  serology,  the  percentage  shown  in  column  (2)  of  the  table 
below  have  reversed  spontaneously  within  the  period  from  infection  to  examination  shown  in  column  (1)  (Bruusgaard). 
The  total  per  cent  of  syphilitic  persons  who  show  a negative  blood  serology  after  a given  period  from  infection  to  exam- 
ination, shown  in  column  (3),  is  therefore  the  treated  sixteen  per  cent  plus  the  percentage  shown  in  column  (2)  of  the 
untreated  eighty-four  per  cent.  In  applying  these  percentages  to  the  age  periods  of  Table  II  the  interval  from  infection 
to  examination  was  taken  as  the  interval  from  the  age  at  which  the  greatest  number  of  infections  occurred  to  the  given 


Interval  from 
infection  to 
examination 

U) 

3-10  years 
10-20  years 
20-30  years 
30-40  years 


Percentage  spon- 
taneously reversing 
blood  serology 
(5) 


20 

20 

33 

37 


Percentage  with 
negative  blood 
serology 

(S) 

33 

33 

44 

47 


age.  For  instance,  in  Table  II-A,  the  interval  from  the  age  period  20-24,  in  which  the  greatest  number  of  infections  occur 
( see  column  (e)  of  Table  II-A),  to  the  age  45-49  is  twenty-five  years.  The  percentage  (44)  shown  in  the  above  table 
for  an  interval  of  twenty  to  thirty  years  is  therefore  used  in  column  (e)  of  Table  II  for  per  cent  with  negative  blood 
serology  at  age  period  45-49  years, 
t Column  (c)  x column  (3)  -j-  100 
j Column  (c)  — column  (f) 


fifths  of  these  people  (children  of  less 
than  fifteen  years)  have  not  yet  attained 
the  age  at  which  syphilis  is  acquired.  This 
observation  indicates  how  improbable  the 
chances  are  of  finding  a high  rate  of 
syphilis  through  routine  blood  testing  of 
applicants  for  marriage  licenses  in  whom 
persons  under  twenty-five  years  of  age 
predominate.  Further,  it  reveals  the 
probability  of  finding  a higher  prevalence 
rate  of  syphilis  among  persons  in  indus- 
try than  among  applicants  for  marriage 
licenses. 

The  effect  of  the  disappearance  of  a 
positive  blood  test  in  the  syphilitic  person, 
enumerated  as  the  second  factor  in  reduc- 
ing the  number  with  detectable  syphilis 
in  the  population,  is  depicted  by  the 


striped  section.  Nearly  a third  of  those 
contracting  syphilis  have  a negative  blood 
test  under  present-day  serologic  technics 
either  because  the  blood  spontaneously 
clears  or  becomes  negative  as  a result  of 
treatment. 

The  third,  and  last,  significant  factor 
in  reducing  the  number  of  persons  who 
have  acquired  syphilis  is  the  high  death 
rate  among  syphilitc  patients.  The  black 
band  draped  over  the  area  takes  out  that 
segment  of  the  population  which  have  ac- 
quired syphilis  and  died. 

Chart  III  is  presented  to  define  more 
clearly  the  extent  of  the  death  shadow  due 
to  syphilis  in  the  preceding  figure.  The 
syphilis  life  toll  is  indicated  by  the  de- 
crease in  life  expectancy  due  to  syphilis 
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Chart  II — Factors  Which  Reduce  the  Number  of  Persons  with  Detectable  Syphilis 

to  One  Out  of  a Hundred 


O 10  20  30  40  50  60  70  80  90 


AGE  DISTRIBUTION  OF  SYPHILIS  POPULATION 


in  the  white  and  colored  male  population 
of  the  United  States  between  the  ages  of 
thirty  and  sixty.  The  white  bars  describe 
the  number  of  years  the  general  popula- 
tion will  live  at  given  ages.  The  black 
bars  indicate  the  shortened  life  span  in 
those  who  have  acquired  syphilis  and  who 
die  regardless  of  the  cause  of  death. 

This  explanation  indicates  some  of  the 
reasons  that  reported  rates  seem  at  such 
variance.  Thus,  one  reconciles  the  state- 
ments that  “syphilis  strikes  one  out  of 
ten  adults;”  that  “only  one  person  in  a 
hundred  is  positive  on  routine  testing  of 
the  blood  in  antenuptial  physical  examina- 
tions,” but  that  this  rate  of  one  in  a hun- 
dred positives  increases  to  four  in  a hun- 
dred when  the  group  tested  are  employees 
of  an  industry;  and  that  official  reports 
indicate  “four  per  1,000  population  are 
constantly  under  treatment  for  syphilis.” 
On  critical  analysis  each  statement  sim- 
ply substantiates  the  other  although  at  first 
glance  they  seem  to  be  contradictory. 

Frequency  of  Disastrous  Outcome 

What  is  the  probability  of  disastrous 
outcome  if  a person  has  syphilis,  neglects 
treatment,  or  as  is  often  true,  is  ignorant 
of  his  infection?  To  what  extent  are  his 
prospects  improved  if  he  obtains  standard 
treatment  for  the  infection?1-4 

Throughout  the  reports  of  the  Coop- 


erative Clinical  Group  considerable  limi- 
tation has  been  necessary  in  reporting  a 
promise  of  “cure”  with  standard  treat- 
ment for  syphilis  because  of  the  relatively 
short  observation  periods  in  treated  pa- 
tients. Since  publication  of  the  earlier 
reports  of  the  Cooperative  Clinical  Group, 
an  intensive  follow-up  has  been  made  of 
those  patients  who  had  received  the  mini- 
mum required  treatment  by  a satisfactory 
schedule  during  the  early  stages  of  the 
disease.  These  efforts  have  been  re- 
warded by  the  return  of  a fairly  signifi- 
cant group  of  patients  for  observation 
and  re-examination.  Thus,  today,  a 
more  confident  statement  can  be  made  on 
the  outcome  of  syphilis  under  modern 
therapy  after  a period  of  ten  to  twenty 
years’  observation. 

In  the  analysis  of  these  data,  the 
probability  of  disastrous  outcome  has 
been  presented  in  terms  of  patients  ob- 
served for  a given  length  of  time.  No 
assumption  is  made  as  to  the  probability 
of  a disastrous  outcome  for  those  who 
disappeared  from  observation  before  this 
period.  This  procedure  has  been  used 
because  it  is  believed  that  a selective  fac- 
tor is  operating  in  the  group  which 
dropped  out.  Those  patients  in  whom 
the  best  response  to  treatment  is  obtained, 
more  frequently  fail  to  continue  treat- 
ment and  observation  over  prolonged 
intervals.  This  selective  factor  prevents 
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Table  II-A  — Calculation  of  Estimated  Number  of  Persons  Aged  45-49  Years  in  1930 

Who  Have  Acquired  Syphilis 


Popula - 

Annual 

Proba- 

tion of 

attack 

Known 

bility  of 

Total 

Deaths  of 

United 

rate  per 

number 

survival 

Syphilitic 

persons  in 

syphilitic 

States 

1000 

of  persons 

in  given 

survivors 

given  age 

persons 

in  given 

popula- 

acquiring 

year  from 

in  given 

period 

from 

age  period 

tion  in 

syphilis 

middle  of 

year  from 

and  year 

m iddle  of 

and  year 

given  age 

in  given 

age  period 

earlier 

who  have 

age  period 

In 

(000 

period 

age  period 

to  middle 

age 

acquired 

to  middle 

Age  period 

year 

omitted) 

and  \ear 

and  year 

of  next 

periods 

syphilis 

of  next 

(a) 

( b ) 

(c) 

(d) 

(e) 

if) 

(g) 

(h) 

' (*) 

0-  4 

1885 

7,275 

5-  9 

1890 

7,574 

10-14 

1895 

7,557 

' .37 

2,796 

.990 

2,796 

28 

15-19 

1900 

7,556 

3.01 

22,744 

.983 

2,768 

25,512 

434 

20-24 

1905 

8,196 

6.31 

51,717 

.977 

25,078 

76,795 

1 ,766 

25-29 

1910 

8,180 

5.45 

44,581 

.968 

75,029 

119,610 

3,828 

30-34 

1915 

7,522 

3.84 

28,884 

.955 

115,782 

144,666 

6,510 

35-39 

1920 

7,775 

2.27 

17,649 

.935 

138,156 

155,805 

10,127 

40-44 

1925 

7,168 

2.26 

16,200 

.917 

145,678 

161,878 

13,436 

45-49 

1930 

7,042 

1.11 

7,817 

148,442 

156,259 

As  an  example,  the  calculation  of  the  estimated  number  of  persons  aged  45  to  49  years  in  1930,  as  given  in  Table  II. 
is  shown  in  Table  II-A.  The  persons  who  were  aged  45  to  49  years  in  1930  were  aged  0 to  4 years  in  1885,  5 to  9 years 
in  1890,  and  so  on.  Column  (c)  of  Table  II-A  shows  the  population  of  the  United  States  in  the  age  period  shown  in 
column  (a)  and  the  year  shown  in  column  (b).  The  populations  in  intercensal  years  such  as  1885  were  obtained  by  linear 
interpolation  from  adjacent  census  years.  The  excess  of  persons  aged  5 to  9 years  in  1890  over  those  aged  0 to  4 years 
in  1885  is  due  to  incomplete  enumeration  of  children  under  5,  while  the  excess  of  persons  aged  20  to  24  years  in  1905  oyer 
those  aged  15  to  19  years  in  1900  is  due  to  immigration.  Column  (d)  shows  the  annual  attack  rate  of  acquired  syphilis 
per  1000  population  in  the  given  age  period  and  year.  These  differ  slightly  from  the  attack  rates  given  in  column  (b) 
of  Table  I,  since  in  Table  II-A  the  basic  attack  rates,  specific  for  race  and  sex,  as  well  as  for  age,  are  weighted  by  the 
proportion  of  each  race-sex  group  in  the  United  States  in  the  given  year ; whereas  in  Table  I they  are  weighted  by  the 
estimated  proportion  of  each  race-sex  group  in  1937.  The  number  of  persons  acquiring  syphilis  in  the  given  age  period  and 
year  given  in  column  (e)  is  the  product  of  the  corresponding  items  in  columns  (c)  and  (d).  Thus,  7,557  x .37  = 2,796. 
The  probability  of  survival  from  the  middle  of  one  age  period  to  the  middle  of  the  next,  given  in  column  (f),  is  the  mean 
of  the  probabilities  of  survival  of  persons  who  have  acquired  syphilis,  specific  for  race  and  sex,  weighted  by  the  proportion 
of  each  race-sex  group  in  the  United  States  in  the  given  year.  The  syphilitic  survivors  in  a given  year  from  earlier  age 
periods,  given  in  column  (g),  are  the  product  of  the  total  persons  who  have  acquired  syphilis  in  the  preceding  line  of 
column  (h)  and  the  probability  of  survival  in  the  preceding  line  of  column  (f),  while  the  total  persons  who  have  acquired 
syphilis,  given  in  column  (h),  is  the  sum  of  the  items  in  the  same  line  of  columns  (e)  and  (g).  Thus,  2,796  x .990  = 2,768, 
while  22,744  4-  2,768  = 25,512.  A similar  calculation  is  made  for  each  age  period  of  Table  II.  The  7,042,000  shown  as 
the  population  aged  45-49  in  1930  does  not  include  a proration  for  persons  of  unknown  age,  whereas  the  figure  shown 
in  Table  II  does  include  such  a proration. 


Chart  III — Syphilis*  Life  Toll  (Based  on  1937  Conditions  in  U.S.A.) 
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Chart  IV — Probability  of  Developing  Symp- 
tomatic Neurosyphilis  in  Treated  and 
Untreated  Syphilis 

SYMPTOMATIC  NEUROSYPHILIS  DETECTED 
IN  TEN  TO  TWENTY  YEAR  OBSERVATION  PERIOD 

NUMBER  PERCENT 


dealing  with  the  patients  on  an  actuarial 
basis,  since  to  pursue  such  a course  would 
involve  the  assumption  that  those  who 
drop  out  have  the  same  probability  of  a 
disastrous  outcome  as  those  who  remain 
under  treatment. 

Chart  IV  shows  the  frequency  of  de- 
veloping symptomatic  neurosyphilis  in  the 
second  decade  of  the  infection.  In  indi- 
viduals with  untreated  syphilis,  sympto- 
matic neurosyphilis  was  detected  in 
seventeen  out  of  a hundred  examined  ten 
to  twenty  years  after  infection.  In  a 
group  of  syphilitic  patients  who  failed  to 
receive  the  minimum  required  treatment 
or  did  so  under  haphazard,  irregular 
schedules,  the  chances  of  developing 
symptomatic  neurosyphilis  in  the  second 
decade  after  infection  decreased  to  ten 
out  of  a hundred.  Standard  treatment 
for  syphilis,  as  advocated  bv  the  Coop- 
erative Clinical  Group  and  the  U.  S. 
Public  Health  Service,  decreased  the 
chances  of  the  syphilitic  patient  followed 
for  ten  to  twenty  years  after  infection  to 
approximately  two  in  a hundred  for  the 
development  of  symptomatic  neuro- 
syphilis. 

Thus,  in  a group  of  patients  examined 
ten  to  twenty  years  after  infection,  the 
chance  of  a disastrous  outcome  decreased 
from  seventeen  per  hundred  with  no  treat- 
ment, to  ten  with  less  than  standard 
treatment,  to  two  with  the  best  treament 
method. 

Chart  V shows  the  influence  of  treat- 
ment in  protecting  the  syphilitic  patient 
from  cardiovascular  involvement  in  the 
second  decade  of  the  disease.  In  the 
group  of  untreated  patients,  re-examined 
by  Bruusgaard,  development  of  definite 
cardiovascular  syphilis  was  detected  most 
frequently  in  the  third  and  fourth  decade. 


Since  the  arsenical  era  is  still  of  too  short 
duration  to  find  well-treated  patients  with 
a longer  observation  period  than  ten  to 
twenty  years,  a statement  on  the  effective- 
ness of  treatment  must  be  so  limited,  with 
admission  that  the  evidence  is  still  incon- 
clusive as  to  ultimate  results.  However, 
it  is  most  encouraging  that  in  the  group 
re-examined  in  the  second  decade  after 
infection  there  were  no  patients  with  a 
definite  cardiovascular  involvement  who 
had  been  given  standard  treatment  during 
early  syphilis.  There  was  no  significant 
difference  in  the  effect  of  less  than  stand- 
ard treatment  and  no  treatment  in  the 
development  of  this  manifestation  in  the 
second  decade  after  the  infection 
(Table  III). 

To  what  extent  have  the  results  re- 
ported for  patients  observed  for  three 
to  ten  years  after  infection  been  main- 
tained in  the  longer  ten  to  twenty-year 
observation  periods?  From  Chart  VI  it 
can  be  observed  that  the  effectiveness  of 
standard  treatment  for  early  syphilis  re- 
ported for  patients  followed  three  to  ten 
years  has  been  maintained  in  those  pa- 
tients observed  and  re-examined  in  the 
second  decade  after  infection.  In  this 
longer  observation  period,  eighty-five 
per  cent  of  patients  who  had  received  the 
minimum  required  treatment  in  the  early 
stages  of  the  infection  under  the  recom- 
mended schedule  were  found  on  re-exami- 
nation to  be  completely  free  of  any 
serologic  or  clinical  evidence  of  the 
syphilis. 

There  was  a preponderance  of  late  skin 
and  bone  syphilis  in  the  untreated  pa- 
tients, these  lesions  occurring  in  approxi- 
mately one-third  of  those  examined.  This 

Chart  V — Probability  of  Developing  Cardio- 
vascular Syphilis  in  Treated  and  Untreated 
Syphilis 
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Chart  VI — Freedom  from  Any  De- 
tectable Evidence  of  Syphilis  in 
Treated  as  Contrasted  with  Un- 
treated Syphilis 


Table  III — The  Outcome  in  Treated 
Early  Syphilis  Compared  with  the 
Outcome  in  Untreated  Early 
Syphilis  (Analysis  Based  on  Liv- 
ing Patients  Only 


3 2 8 


6 I 


OBSERVATION  PERIOD  OF  10  TO  20  YEARS 


Untreated  Less  than  stand-  Standard 
cases*  ard  treatment f treatment X 


3-10  10-20  3-10  10-20  3-10  10-20 


Status  of  patient  yrs.,  yrs.,  yrs.,  yrs.,  yrs.,  yrs., 

at  time  of  final  per  per  per  per  per  per 

examination  cent  cent  cent  cent  cent  cent 

Neurosyphilis: 

Symptomatic 5.7  16.9  4.1  10.5  .6  16 

Asymptomatic 12.7  6.1  4.6  5.7  2.6  1.6 

Cardiovascular: 

Definite 1.9  3.4  1.4  5.8  1.2  

Suspicious .6  2.1  .2  4.9 

Skin,  mucosal  or  bone  32.0  29.5  2.4  1.6  .4  

Visceral .1  .1  .5  

Ocular .1  .5  

Svmptom  free: 

Positive  blood.  ..  31.0  9.2  19.5  17.3  7.7  6.6 

Negative  blood.  . 16.5  34.8  67.4  56.0  87.3  85.3 

Total 100.0  100.0  100.0  100.0  100.0  100.0 

Number  of  cases 310  328  848  191  504  61 


* Bruusgaard’s  whites  and  southern  Negroes  weighted 
by  proportion  of  each  race  in  U.  S.  A. 

t Cases  in  5 cooperating  clinics  in  U.  S.  A. — cases  receiv- 
ing less  than  20  doses  of  arsphenamine  with  heavy  metal 
plus  irregularly  treated  cases  receiving  20  or  more  doses  of 
arsphenamine  with  heavy  metal. 

t Cases  in  5 cooperating  clinics  in  U.  S.  A. — Continu- 
ously and  intermittently  treated  cases  receiving  20  or 
more  doses  of  arsphenamine  with  heavy  metal. 

high  frequency  of  benign  late  syphilis 
was  found  in  both  the  shorter  and  the 
longer  observed  patients.  In  the  treated 
patients  this  type  of  manifestation  of 
syphilis  had  practically  vanished. 

Conclusions 

1.  The  probability  of  acquiring  syphilis 
at  some  time  in  life  is  one  out  of  ten. 
This  statement  is  based  on  the  annual 
attack  rate  applied  to  100,000  individuals 
born  alive  and  followed  throughout  life. 
Although  the  annual  attack  rate  seems 
low,  when  cumulated  to  indicate  the  prob- 
ability of  acquiring  syphilis  by  a given 
age,  it  is  found  that  10,000  people  before 
the  attainment  of  the  fiftieth  year  of  life 


will  have  acquired  syphilis  out  of  every 
100,000  born  alive. 

2.  This  rate  is  different  from  that 
found  on  routine  serologic  examination 
of  persons  tested  under  the  antenuptial 
physical  examination  laws,  in  industry, 
or  in  any  random  sample  of  the  popula- 
tion. Several  reasons  for  these  differ- 
ences are  given:  (a)  Many  persons  in  a 
random  sample  are  still  in  danger  of 
acquiring  the  infection;  (b)  The  blood 
test  for  syphilis  becomes  negative  either 
spontaneously  or  as  the  result  of  treat- 
ment in  many  infected  persons;  (c) 
Death  removes  from  the  population  a 
high  proportion  of  those  who  are  infected. 

3.  Treatment  decreases  the  probability 
of  a disastrous  outcome  in  syphilis. 
Symptomatic  neurosyphilis  decreases 
from  seventeen  in  a hundred  untreated 
syphilitics  to  two  under  standard  treat- 
ment during  early  syphilis.  No  patients 
with  cardiovascular  syphilis  were  detected 
among  those  well-treated  and  re-examined 
ten  to  twenty  years  after  infection. 

4.  The  excellent  results  (85  per  cent 
“cures”)  obtained  with  standard  treat- 
ment in  early  syphilis  reported  for  pa- 
tients examined  in  the  three  to  ten-year 
observation  period  were  maintained  by 
those  patients  so  treated  and  re-examined 
ten  to  twenty  years  after  infection. 
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As  medical  science  advances,  clinicians 
must  depend  upon  definite  information 
concerning  the  reaction  of  the  tissues, 
not  only  for  diagnosis  but  also  as  a prac- 
tical guide  for  treatment ; hence,  the 
constantly  increasing  practical  value  of 
serologic  methods  that  indicate  the 
changes  induced  by  infectious  disease. 
Of  these,  complement  fixation  is  the  pro- 
cedure that  is  the  most  sensitive  and 
specific  when  accurately  standardized, 
but  it  is  also  the  most  complex  and  diffi- 
cult, and  the  methods  have  hitherto  never 
provided  a quantitative  titration  of  spe- 
cific activity. 

Agglutination — the  earliest  serologic 
test  to  be  applied  practically  in  diagnosis 
— has  definite  qualitative  significance  in 
typhoid  and  related  infections,  in  typhus 
fever,  and  in  the  differentiation  of  the 
types  or  strains  of  the  pathogenic  inci- 
tants  of  infectious  diseases,  in  short,  in 
those  instances  in  which  the  intact  bac- 
terial cells  serve  as  antigens.  The  trend 
of  future  serologic  investigation  of  the 
different  characteristic  manifestations  of 
infectious  disease  is  indicated  possibly 
by  the  differentiation  obtained  with  the 
O and  H agglutination  of  the  typhoid 
bacillus,  but  the  scope  of  such  differen- 
tiation is  limited  by  the  character  of  the 
antigen.  In  the  classification  of  patho- 
genic incitants,  the  species,  as  well  as  the 
groups,  types  and  subtypes,  and  strains, 
have  been  distinguished  by  agglutination 
or  absorption  tests  with  the  intact  bac- 
terial cells. 

Whatever  the  method,  the  significance 
of  any  serologic  test  is  primarily  depen- 
dent upon  the  antigen.  In  the  further 
differentiation  of  group,  types,  or  strains 
within  a species,  the  serologists  have 
turned  from  agglutination  and  absorption 
tests  with  bacterial  cells  to  the  study  of 
the  activity  of  the  protein,  lipid,  or  car- 
bohydrate fractions  of  the  bacterial  cul- 
ture in  order  to  obtain  results  of  more 


definite  significance.  Complement  fixa- 
tion possesses  all  the  sensitivity  of  an 
agglutination  test  and  is  not  so  limited 
in  the  character  of  the  antigens  that  may 
be  used.  Chemically  purified  fractions, 
however,  may  not,  and  our  present 
limited  experience  suggests  that  they  do 
not,  always  act  as  they  do  when  in  their 
more  complex  native  state ; hence  the 
importance  of  comparative  studies  and  the 
trial  of  simple  methods  of  refinement 
such  as  we  now  favor — ultrafiltration, 
for  example.  Precipitation  is  the 
simplest  procedure  and  whenever  prac- 
ticable it  is,  in  general,  the  method  of 
choice. 

Experience  in  the  diagnosis  of  syphilis 
with  the  two  methods,  precipitation  and 
complement  fixation,  in  the  joint  studies 
at  Copenhagen  and  Montevideo,1  as  well 
as  in  the  recent  series  of  the  United  States 
Public  Health  Service,2  has  disclosed  the 
relative  merits  of  the  two  methods  as 
practiced  by  expert  serologists  in  this 
field.  In  general,  the  results  with  pre- 
cipitation were  considered  the  more 
satisfactory;  yet  the  report  published 
under  the  auspices  of  the  League  of 
Nations  recommended  both  tests.  No 
precipitation  test  has  quite  equalled  in 
sensitivity  and  accuracy  the  highest 
record  obtained  with  complement  fixation. 
There  is  obviously  great  difficulty  in 
securing  a true  evaluation  of  the  two 
methods  even  from  the  practical  stand- 
point of  diagnosis — hence  the  fluctuating 
balance  of  opinion.  The  difficulty  is  that 
in  both  tests,  as  hitherto  practiced,  the 
analysis  for  diagnosis  has  not  been  sup- 
ported by  the  data  of  accurate  quanti- 
tative titration;  the  quantitative  conno- 
tation of  the  results,  upon  which  diag- 
nosis often  largely  depends,  has  been  only 
an  approximation,  which  serologists  sus- 
pect varies  widely.  The  new  quantita- 
tive procedures3  are  therefore  most 
timely  and  have  already  been  extremely 
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valuable  in  determining  the  limitations 
of  the  several  procedures  used  in  the 
recent  comparative  tests  by  the  serologists 
in  this  country,  an  analysis  of  which  is 
now  in  preparation  for  publication.  In 
the  light  of  detailed  comparative  results 
obtained  by  the  different  methods  in 
each  case  of  these  series,  complement 
fixation  is  clearly  the  most  reliable  and 
accurate  method,  despite  the  fact  that  at 
first  glance  the  general  impression  may 
favor  the  precipitation  test.  Not  one  of 
them,  however,  quite  equals  the  results 
which  Gilbert  reported. 

A year  ago  the  methods  which  had 
been  developed  by  Gilbert,4  for  fifteen 
years  referee  on  Serological  Tests  for  the 
Diagnosis  of  Syphilis  with  the  Commit- 
tees of  the  American  Public  Health  Asso- 
ciation, and  which  have  given  most  satis- 
factory results  in  all  the  comparative 
series,  were  supplanted  by  an  adaptation 
of  the  more  elaborate  methods  developed 
by  Dr.  and  Mrs.  Maltaner,5’6  which  pro- 
vide an  accurate  quantitative  determina- 
tion of  the  specific  activities  in  the  pa- 
tient’s serum.  The  new  methods,  which 
give  all  the  information  provided  by  the 
previous  tests  and,  in  addition,  a numeri- 
cal index  of  the  titer  of  the  serum, 
depend  upon  the  linear  relationships  that 
obtain  between  the  quantities  of  comple- 
ment and  serum  or  antigen  when  these 
are  present  in  sufficient  relative  quanti- 
ties to  give  the  maximum  activity  in  the 
reaction.  In  order  to  make  comparisons 
that  indicate  accurately  changes  in  com- 
plement activity,  the  hemolytic  reaction 
must  be  read  at  points  of  partial  hemo- 
lysis, as  in  the  studies7  of  Brooks — not 
at  points  of  complete  hemolysis  or 
inhibition.  The  complement  unit  is 
titrated  to  the  point  of  fifty  per  cent 
hemolysis.  The  antigen — cholesterolized 
alcoholic  extract  of  beef  heart — alone 
must  have  no  effect  on  comple- 
ment; it  must  be  free  from  anticomple- 
mentary action.  The  antigen  is  titrated 
with  sera  of  low,  medium,  and  high  titer 
to  determine  the  ranges  of  its  activity 
and  the  values  by  which  the  readings  of 
partial  hemolysis  may  be  interpolated  to 
the  point  of  fifty  per  cent  hemolysis,  at 
which  point  only  do  the  comparisons 
indicate  true  linear  relationships.  These 
interpolation  values  may  be  determined 
directly  by  plotting  the  results  of  the 


titration,  or  mathematically  by  the  for- 
mula of  von  Krogh.8 

Tables  of  these  values  enable  the  tech- 
nician to  read  at  a glance  the  quantities 
of  complement  required  for  fifty  per  cent 
hemolysis  indicated  by  any  degree  of 
partial  hemolysis  obtained  in  the  test. 
Thus,  in  the  practical  test,  the  serum  is 
titrated  with  one  and  with  two  units  of 
complement  to  determine  its  activity 
without  antigen;  then,  the  serum  with 
antigen  is  titrated  with  three,  six,  and 
twelve  units  of  complement  to  determine 
its  activity  with  antigen.  The  ratio 
between  the  amounts  of  complement  re- 
quired for  fifty  per  cent  hemolysis  with 
serum  alone  to  that  required  with  serum 
and  antigen  is  the  numerical  index  of  the 
titer  of  the  serum.  A ratio  of  1:1,  that 
is,  a titer  of  one,  indicates  no  reaction. 
In  this  range  of  the  test,  titers  to  ten 
may  be  determined.  With  sera  of  higher 
activities,  smaller  amounts,  in  proportion 
to  the  quantities  of  antigen  and  comple- 
ment, must  be  used.  An  excess  of  anti- 
gen may  give  rise  to  prozone  types  of 
reaction ; an  excess  of  serum  gives  rise  to 
proportionally  less  increase  in  the  reac- 
tion but  not  to  the  actual  inhibition  that 
occurs  with  too  large  an  excess  of  anti- 
gen. Excess  of  either  serum  or  antigen 
as  well  as  the  anticomplementary  action 
of  the  serum  is  readily  detected  from  the 
results.  With  some  of  the  bacterial 
antigens,  in  particular  the  tubercle  ex- 
tract, prozone  reactions  have  not  been 
such  disturbing  factors.9 

In  a recent  comparative  series,  healthy, 
normal,  nonsyphilitic  individuals  had 
titers  of  from  1 to  1.5  but  none  exceeded 
1.6.  Practically  all  the  sera  that  in  the 
former  test  gave  complete  fixation  (4-)-) 
have  had  in  the  quantitative  test  a titer 
of  six,  seven  or  much  higher.  Titers  of 
200  or  greater  have  been  observed  in 
syphilis  and  in  tuberculosis  when,  in 
special  investigations,  they  have  been 
titrated  in  the  higher  ranges  of  comple- 
ment fixation  which  require  larger  quan- 
tities of  antigen  and  complement.  Some 
of  the  sera  from  known  syphilis  which 
have  been  reported  as  “doubtful”  by  other 
observers  in  their  tests  have  had  with 
the  quantitative  test  titers  greater  than 
ten.  This  is  obviously  an  instance  of 
prozone  phenomena.  With  the  high 
titers  of  the  quantitative  test  there  is 
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less  uncertainty  regarding  the  diagnostic 
significance  of  the  test ; on  the  other 
hand,  with  the  very  low  titers  there  is 
an  obligation  on  the  part  of  the  clinician 
to  interpret  the  significance  of  the  results. 
With  previous  methods,  these  very  low 
reactions  would  have  been  reported  as 
± (doubtful).  In  a known  normal 
healthy  person,  a low  ratio  obviously 
would  not  be  significant,  but  with  a 
known  case  of  syphilis  under  treatment  or 
after  recovery,  a low  ratio  would  have 
to  be  interpreted  by  the  clinician  and 
confirmation  of  its  permanency  made  by 
tests  repeated  at  intervals.  Thus,  the 
more  accurate  the  test  the  greater  is  the 
obligation  on  the  part  of  the  clinician 
to  interpret  its  significance. 

These  new  methods  of  accurate  quan- 


titative titration  by  complement  fixation, 
since  they  may  be  used  with  tissue  ex- 
tracts as  well  as  with  bacterial  cultures 
and  purified  fractions  in  the  diagnosis 
and  investigation  of  spirochetal  and  bac- 
terial infections — and  possibly  the  virus 
diseases — open  a greatly  extended  field 
of  investigation  to  the  serologist. 
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Discussion 


Dr.  Carl  W.  Lange,  Albany — I can  give 
only  a very  summary  review  of  how  the 
new  quantitative  complement  fixation  might 
be  used  for  prognostic  and  therapeutic 
purposes  in  syphilis.  The  first  truly  quan- 
titative test  in  serology  was  the  quantitative 
precipitin  analysis  whose  basic  principles 
were  adopted  in  the  quantitative  complement 
fixation  of  Wadsworth  and  the  Maltaners. 
The  generally  used  qualitative  Wassermann 
reaction  today  knows  neither  a quantitative 
end-point  titration  nor  a quantitative  adjust- 
ment of  the  reagents  according  to  the 
modern  principle  of  optimal  proportion. 
The  new  quantitative  complement  fixation 
provided  for  the  first  time  a quantitatively 
dependable  end-point  titration  in  syphilis 
throughout  the  whole  range  of  highest  or 
lowest  titers. 

The  range  of  possible  syphilis  titers  is 
surprisingly  large ; the  normal  reaction 
being  equivalent  to  a so-called  ratio  of  one, 
early  secondary  syphilis  and  particularly 
paresis  or  prenatal  syphilis  may  reach 
ratios  of  500  or  even  1,000.  The  4+ 
results  of  the  qualitative  tests  correspond 
roughly  to  a minimum  ratio  of  6-7 ; that 
is,  they  may  correspond  to  any  numerical 
value  between  6 and  1,000.  In  short,  the 
generally  recommended  qualitative  test 
covers  less  than  one  per  cent  of  the  possible 
syphilis  titers. 

A single  titer  has  indeed  no  prognostic 
significance,  whether  it  is  high  or  low  or 
even  negative.  Prognostically  quite  oppo- 
site types,  like  paresis  or  early  secondary 
syphilis,  may  show  exceedingly  high  titers. 
Early  primary  syphilis  may  show  a low 
titer  or  even  negative  reaction  the  same  as 


a diffuse  aortitis,  tabes  or  particularly  ma- 
lignant syphilis. 

The  actual  value  of  a quantitative  syphilis 
titer  can  only  be  recognized  when  it  is  used 
not  as  a still  picture  but  as  a moving  pic- 
ture; that  is,  as  a titer  curve  showing  the 
quantitative  response  to  specific  treatment. 
The  response  of  an  individual  syphilitic 
infection  to  specific  treatment  depends 
chiefly,  in  my  judgment,  not  on  the  locali- 
zation in  different  organs,  for  instance  in 
the  skin  as  opposed  to  a localization  in  the 
nervous  system,  but  on  whether  a focal  or 
diffuse  tissue  reaction  prevails.  The  repre- 
sentative of  a focal  reaction  is  the  circum- 
scribed and  massive  papula.  It  becomes 
manifest  early,  cures  spontaneously,  and 
accordingly  responds  readily  to  specific 
treatment;  this  represents  the  optimal  de- 
fense mechanism  against  syphilis.  Paresis, 
or  aortitis  or  particularly  prenatal  syphilis 
represents  the  prognostically  unfavorable 
type  of  diffuse  syphilis;  the  tissue 
proliferation  is  slow  and  disorderly,  it  be- 
comes very  lately  manifest.  The  diffuse 
type  spreads  spontaneously,  its  response  to 
treatment  may  be  different;  early  intensive 
treatment  may  cure  it,  whereas  late  and 
irregular  treatment  may  even  enhance  its 
spontaneous  tendency  for  spreading.  For- 
tunately, the  predominance  of  the  focal  or 
diffuse  syphilis  of  the  favorable  or  unfav- 
orable defense  mechanism  seems  to  be  ex- 
pressed, as  a rule,  by  the  titer  curves. 

To  illustrate  briefly  this  difference,  we 
may  compare  three  hypothetic  titer  curves 
starting  identically  from  the  high  initial 
titer  of  500.  The  first  may  be  a secondary 
papular  exanthema,  the  second  an  initial 
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paresis,  the  third  a prenatal  syphilis.  In 
response  to  treatment  the  titer  of  the  sec- 
ondary syphilis  will  go  down  rapidly  and 
in  a straight  line;  it  may  reach  the  zero 
point  after  six  to  eight  months  of  continuous 
treatment.  After  the  same  amount  of 
treatment,  the  initial  paresis  and  the  pre- 
natal syphilis  will  show  a considerably 
lower  decrease  of  the  initial  titer ; the  curve 
does  not  go  down  in  a straight  line  but 
there  may  be  irregular  fluctuations.  This 
different  response  to  treatment  is  as  yet 
only  known  as  guesswork ; it  has  been 
accepted  today  as  a rule  that  something 
must  be  wrong  when  the  blood  Wassermann 
does  not  become  negative  after  about  one 
year  of  regular  treatment.  In  such  cases 
the  examination  of  the  spinal  fluid'  has 
been  suggested  and,  indeed,  a considerable 


percentage  of  such  cases  shows  syphilitic 
changes  in  the  spinal  fluid.  Our  suggestion 
is  the  same,  only  on  the  exact  quantitative 
basis  of  titer  curves.  Finally,  it  is  highly 
probable  that  an  unsatisfactory  response  to 
treatment  indicates  not  only  the  probability 
of  neurosyphilis  but  generally  the  tendency 
to  diffuse  sy^philis  or  an  inefficient  defense 
mechanism  in  all  organs  which  includes  also 
the  most  dangerous  forms  of  cardiovascular 
syphilis. 

The  slightest  information  in  this  direc- 
tion is  of  high  significance  because  there 
are  no  local  methods  for  recognizing 
the  initial  stages  of  aortitis,  for  instance, 
before  secondary  destruction  sets  in,  as 
compared  with  the  highly  developed  methods 
for  recognizing  the  very  first  stages  of 
neurosyphilis. 


Statement  Regarding  the  New  Serologic  Tests  for  Syphilis, 
Tuberculosis,  and  Gonorrhea 

Augustus  B.  Wadsworth,  M.D. 


This  notice  is  to  inform  physicians  in  re- 
gard to  the  new  method  of  reporting  the 
results  of  the  serologic  tests  for  syphilis,  tu- 
berculosis, and  gonorrhea.  The  tests  have 
been  completely  revised  in  order  to  provide  a 
quantitative  evaluation  of  the  degree  of 
specific  reactivity  in  the  patient’s  serum. 
These  methods  have  been  in  operation  for  a 
year,  provide  all  the  information  of  the  pre- 
vious test  and,  in  addition,  the  titer  of  the 
serum. 

The  test  in  syphilis  and  tuberculosis  is 
well  established,  that  for  gonorrhea  is  in  the 
experimental  stage,  but  the  results  of  all 
serologic  tests  must  be  interpreted  by  the 
physician  in  the  light  of  his  clinical  diag- 
nosis. This  is  obviously  particularly  true 
of  the  very  low  titers  which  may  indicate 
specific  activity  in  known  cases  of  the  dis- 
ease, but  which  may  safely  be  disregarded 
if  other  evidence  of  the  disease  is  not  ob- 
tained. 

The  quantitative  test  permits  reporting  a 
numerical  value  which  is  a direct  index  of 
the  degree,  or  titer,  of  the  reaction.  When 
no  reaction  occurs — that  is,  when  the  find- 
ings are  the  same  in  the  test  and  control — 
the  numerical  value  of  the  titer  is  1 ; when 
the  reaction  is  twice  as  great  in  the  test 
as  in  the  control,  the  titer  is  2,  etc. 

In  syphilis,  titers  of  less  than  1.5  have 
been  recorded  in  the  majority  of  known  cases 
when  intensively  treated,  although  in  some 
such  cases  titers  of  2 or  more  may  occur. 
A titer  of  1.5  has  been  observed  with  an 
extremely  small  percentage  of  specimens 


from  healthy  individuals.  Whether  or  not 
titers  slightly  in  excess  of  2 occur  in  condi- 
tions other  than  syphilis  is  not  known  and, 
therefore,  the  significance  of  reactions  of 
this  degree  should  be  carefully  considered. 
The  higher  the  titer,  the  greater  is  its 
significance  in  diagnosis.  Specimens  with 
titers  greater  than  6 have  given  reactions  of 
complete  fixation  (4+)  with  the  previous 
method.  Titers  of  100  or  greater  have  been 
determined  in  a few  cases  under  special 
investigation,  but  it  is  not  practicable  at  the 
present  time  to  report  the  degree  of  reac- 
tions when  the  titers  are  greater  than  10. 

In  tuberculosis  our  practical  experience 
indicates  a corresponding  range  of  titers, 
from  1 to  100  or  greater,  but  the  zone  which 
requires  special  precaution  in  interpreting 
the  results  is  much  broader  with  this  bacte- 
rial antigen  than  it  is  in  syphilis,  including 
reactions  approximating  3.  Titers  of  1.5 
to  3 are  frequently  observed  in  cases  without 
clinical  evidence  of  tuberculosis.  However, 
titers  greater  than  three  are  relatively  infre- 
quent without  signs  of  tuberculosis.  The 
clinician  has  the  safeguards  of  sputum  and 
x-ray  examinations  as  well  as  the  tuberculin 
test  as  a basis  for  the  interpretation  of  the 
results  of  the  serologic  test  of  the  specific 
activity  in  the  blood  serum. 

In  gonorrhea  our  practical  experience  is 
so  limited  that  the  complement-fixation  test 
with  gonococcal  antigens  for  the  present 
must  remain  on  an  experimental  basis.  The 
results  of  the  serologic  tests  in  gonorrhea 
( Continued  on  page  1395 ) 
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FRACTURES  IN  THE  SMALL  HOSPITAL 


With  Observations  on  the  Common  Sources  of  Error  and 
the  Fundamentals  and  Psychology  of  Treatment 

Royal  F.  Sengstacken,  M.D.,  F.A.C.S.,  Suffer ti 
Director  of  Surgery,  Good  Samaritan  Hospital 


Fractures  are  every  doctor’s  concern, 
for  they  have  increased  to  the  point  where 
they  now  share  with  appendicitis  the  dis- 
tinction of  being  the  two  most  prevalent 
acute  surgical  conditions.  Our  machine 
age  and  the  automobile  have,  of  course, 
had  much  to  do  with  this,  and  statistics 
show  that  two-thirds  of  all  automobile 
accidents  occur  in  the  rural  communities. 
Fractures  take  place,  therefore,  as  fre- 
quently in  the  country  as  in  the  city,  and 
are  brought  to  the  small  hospitals  as 
often  as  to  the  large.  As  a result  of  this 
the  general  practitioners  are  obliged  to 
render  emergency  care  to  many  of  these 
cases.  In  fact,  the  complete  treatment 
usually  is  carried  out  by  them  and  by  the 
general  surgeons,  and  not  by  specially 
trained  traumatic  surgeons.  Since  this 
situation  is  an  established  fact  and  not  a 
theory,  it  behooves  the  medical  profession 
to  make  the  best  of  it. 

As  director  of  surgery  in  a small  but 
busy  and  approved  suburban  hospital  with 
a scattered  staff  of  twenty-one  members, 
the  writer  has  had  ample  opportunity  to 
treat  personally  and  observe  the  treatment 
rendered  several  hundred  fracture  cases. 
From  this  experience  a few  observations 
and  conclusions  in  particular  have  gradu- 
ally evolved,  and  are  the  inspiration  of 
this  paper. 

It  is  our  hope  that  by  enumerating 
these  observations  we  may  be  of  assistance 
and  help  to  the  average  general  practi- 
tioner and  general  surgeon  who  is  finding 
himself  forced  to  treat  more  and  more 
fracture  cases,  but  who  realizes  all  too 
well  that  his  training  is  inadequate. 
Therefore,  some  psychological  as  well  as 
quite  elementary  points  will  be  stressed, 
but  for  the  very  reason  that  they  are  ele- 
mentary they  are  of  the  greatest  impor- 
tance, as  they  occur  in  every  case  and 
their  neglect  will  mean  poor  results.  The 
indulgence  of  the  traumatic  surgeons  who 
read  this  article  is  asked,  as  there  is 
nothing  in  it  that  they  do  not  already 
know  and  practice  daily. 


The  treatment  of  fractures  is  a per- 
fectly logical  procedure,  and  there  is 
nothing  mysterious  about  it.  In  fact, 
in  many  cases  it  is  moderately  simple  and 
within  the  potential  ability  not  only  of 
the  average  general  surgeon,  but  also  of 
the  average  general  practitioner.  In  spite 
of  this,  there  is  no  class  of  cases  that  is 
more  poorly  handled  by  the  majority  of 
the  profession,  and  in  which  the  results 
are  needlessly  so  unsatisfactory.  The  rea- 
sons for  this  anomalous  condition  are 
three : First,  ignorance  of  a few  funda- 
mental rules  and  principles  regarding 
fractures  and  their  care;  second,  a care- 
less disregard  of  these  fundamentals 
when  they  are  known ; third,  a general 
inaptitude  for  fracture  work.  The  first 
two  can  be  overcome  by  study  and  effort. 
The  third,  however,  is  a very  different 
condition  and  those  afflicted  with  this 
inaptitude  and  aversion  for  the  treatment 
of  fractures  owe  it  to  themselves  as  well 
as  their  patients  to  desist  from  this  work 
and  to  refer  it  to  some  one  who  likes 
and  understands  it.  This  particular  in- 
aptitude is  no  reflection  on  any  doctor’s 
general  ability,  but  is  simply  a criterion 
of  his  mental  leanings,  just  as  for  ex- 
ample, some  of  us  who  are  successful 
clinicians  would  be  sorry  failures  as 
research  or  laboratory  men. 

The  first  important  prerequisite  to  the 
successful  treatment  of  fractures  is  a 
proper  mental  attitude  and  mental  reac- 
tion on  the  part  of  the  doctor  toward 
these  cases.  This  state  of  mind  is  rather 
intangible  and  hard  to  define,  but  is  very 
real  and  very  important,  for  he  who  would 
treat  these  cases  successfully  must  become 
fracture-minded  or  fracture-conscious.  He 
should  approach  and  consider  a fracture 
seriously  and  never  disdainfully,  and  re- 
member that  poor  results  are  permanent 
and  disabling  regardless  of  the  fact  that 
there  is  no  mortality  to  most  cases.  This 
absence  of  mortality  in  the  average  frac- 
ture case  is  undoubtedly  the  reason  so 
many  inadequately  prepared  doctors  not 
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only  undertake  the  treatment  of  these 
cases,  but  also  consider  them  so  lightly. 
Fractures  are  serious,  and  the  oft-repeated 
remark  that  “anybody  can  treat  a frac- 
ture” is  a dangerous  fallacy. 

Next,  and  of  even  greater  importance, 
is  the  ability  to  visualize  the  case  clearly — - 
to  be  able  to  picture  first  the  fragments 
of  bone  and  their  positions,  and  then  the 
attachment  of  the  different  groups  of 
muscles  and  which  way  they  pull.  This 
is  easily  and  quickly  accomplished  by  a 
few  minutes  study  of  the  x-ray  films  and 
of  a surgical  anatomy  book.  There  is 
always  plenty  of  time  for  this  study,  and 
to  review  the  anatomy  is  nothing  of  which 
to  be  ashamed.  On  the  contrary,  it  is 
both  logical  and  praiseworthy  and  all  too 
often  neglected.  No  one  should  proceed 
to  repair  a fracture  without  a definite 
vision  and  idea  of  what  he  is  trying  to 
do,  and  why  he  is  trying  to  do  it,  and 
unless  he  has  these  he  should  call  upon 
a qualified  consultant.  Otherwise  he  is 
flirting  with  failure,  and  making  himself 
liable  to  the  not  infrequent  criticism  that 
“he  does  not  know  what  it  is  all  about.” 

However,  one  should  not  become  dis- 
couraged too  soon  or  too  easily,  for  good 
fracture  sense  and  judgment  are  acquired 
by  study  and  effort  and  association  with 
a competent  and  more  experienced  doc- 
tor. In  our  hospital,  the  quality  of  the 
fracture  work  is  improving  steadily,  and 
each  year  a better  understanding  of  the 
subject  is  being  gained  by  the  entire 
surgical  staff. 

Third,  remember  that  the  treatment  of 
a fracture  is  not  finished  until  the  patient 
returns  to  work.  This  means  weeks  of 
long  and  painstaking  care  and  attention 
to  many  details  by  the  attending  doctor. 
Too  many  lose  their  keen  interest  in  these 
cases  and  consider  them  as  good  as  com- 
pleted when  the  traction  apparatus  or  the 
splints  and  plasters  have  been  applied. 

However,  the  mere  application  of  sus- 
pension and  traction  or  splints  is  no  more 
all  there  is  to  the  successful  treatment  of 
a fracture,  than  is  the  mere  baiting  of  a 
hook  and  throwing  it  into  the  water  all 
there  is  to  successful  fishing.  Unques- 
tionably both  are  of  prime  importance, 
but  they  are  only  the  beginning. 

The  first  two  weeks  of  treatment  will 
determine  seventy-five  per  cent  of  the 
success  or  failure  of  the  result  in  most 


cases.  During  that  time  the  fragments 
can  be  manipulated  freely,  whereas  soon 
afterward  callous  formation  prevents  this. 
Therefore,  be  particularly  diligent  during 
this  period,  and  examine  and  x-ray  and 
fluoroscope  the  parts  enough  times  to 
make  sure  the  alignment  and  position  are 
satisfactory. 

Skeletal  traction  has  proved  conclu- 
sively to  be  so  superior  to  the  various 
methods  of  adhesive  traction  applied  to 
the  skin  that  with  few  exceptions  it  should 
always  be  used  when  possible.  Most  men 
have  a natural  but  needless  aversion  to 
skeletal  traction  until  they  have  used  it, 
for  the  Kirschner  wire  and  Steinmann 
pin  have  proved  to  be  perfectly  safe. 
Both  can  be  inserted  readily,  quickly,  and 
painlessly  under  local  anesthesia,  and  they 
can  not  slip  once  they  are  in  situ , and  the 
patient  is  much  more  comfortable  than 
with  adhesive  traction  to  his  skin.  Their 
insertion  is  easily  performed  under  local 
anesthesia  if  the  surgeon  will  make  a tiny 
cut  into  the  anesthetized  skin  at  the  desig- 
nated points  of  entrance  and  exit,  and, 
following  this,  if  he  will  then  make  sure 
that  the  limb  is  held  firmly  so  that  the 
ends  of  the  fractured  bone  do  not  angu- 
late  and  grate  against  each  other  while 
the  wire  or  pin  is  being  pushed  through. 

The  director  or  guide  that  is  supplied 
at  small  cost  for  use  in  inserting  the 
Kirschner  wire  is  also  a most  excellent 
little  device  for  holding  the  leg  steady 
during  this  operation.  In  fact,  its  use 
as  a support  we  consider  of  equal  value 
to  its  use  as  a guide,  and  it  serves  as  both 
at  the  same  time.  When  inserting  the 
Steinmann  pin  the  limb  is  grasped  firmly 
with  the  other  hand,  and  steady  pressure 
is  made  against  the  force  that  is  inserting 
it.  An  assistant  can  be  of  real  help  by 
maintaining  steady,  firm  manual  support, 
and  counterpressure  to  the  limb  during 
the  operation.  These  two  simple  maneu- 
vers of  firm  steady  support  and  counter- 
pressure are  the  secrets  to  a quick,  pain- 
less, and  workman-like  insertion  of  the 
wire  or  pin. 

This  brings  uo  the  important  subject  of 
touch,  for  there  most  certainly  is  such  a 
thing  as  the  fracture  touch,  and  although 
it  has  no  direct  bearing  on  the  result, 
its  indirect  influence  is  great.  How  often 
one  hears  a fracture  patient  say  that  some 
particular  doctors  or  nurses  seem  to  be 
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the  only  ones  who  can  make  his  broken 
leg  comfortable.  Just  as  the  horse  in- 
stinctively and  immediately  knows  an  ex- 
perienced rider;  so  the  patient  quickly 
judges  the  doctor’s  ability  by  the  manner 
in  which  his  limb  is  grasped  and  handled. 
This  has  much  to  do  with  the  gaining  or 
losing  of  his  confidence,  aside  from  its 
effect  on  his  comfort.  Handle  fractures 
with  a light  but  firm  touch ; remembering 
that  there  is  a marked  difference  between 
a light  touch  and  an  indecisive  one,  and 
between  a firm  grasp  and  a rough  one. 
In  addition  to  this  light,  firm  fracture- 
touch,  cultivate  a smooth  and  non- jerky 
manner  of  handling  these  cases,  and  keep 
the  fragments  in  line  by  gentle  traction 
while  doing  so. 

In  fractures  of  the  shaft  of  the  femur, 
a common  error  is  to  insert  the  Kirsch- 
ner  wire  or  Steinmann  pin  a little  too  far 
above  the  condyles.  This  results  in  for- 
ward angulation  at  the  site  of  the  frac- 
ture due  to  the  proximal  end  of  the  lower 
fragment  of  bone  being  drawn  forward. 
Pass  the  wire  or  pin  as  close  to  the  con- 
dyles as  possible.  If  the  clinical  signs 
and  x-ray  show  it  to  be  too  far  away,  lose 
no  time  in  passing  another  closer  to  them. 
A brief  study  of  the  x-ray  film  will  show 
how  much  nearer  the  condyles  to  insert 
the  new  pin. 

Another  frequent  cause  and  cure  of 
forward  angulation  of  a fractured  femur 
is  the  flexion  or  extension  of  the  knee- 
joint.  This  has  much  to  do  with  the  rais- 
ing or  lowering  of  the  proximal  end  of 
the  lower  fragment  of  the  fractured  bone. 
Flexion  releases  the  pull  of  the  gastroc- 
nemius and  plantaris  muscles  and  permits 
the  bone  to  tilt  forward,  while  extension 
puts  these  muscles  on  the  stretch  and 
causes  them  to  pull  this  fragment  of 
femur  downward  and  backward. 

The  position  of  the  knee-joint  like- 
wise has  much  to  do  with  forward  angu- 
lation of  the  fractured  tibia.  Flexion 
causes  the  quadriceps  extensor  to  pull  the 
proximal  fragment  of  this  bone  forward, 
while  extension  relaxes  this  muscle  and 
causes  the  ham-string  muscles  to  pull  the 
tibia  backward. 

Proper  alignment  of  the  lower  ex- 
tremity whether  the  fracture  be  above  or 
below  the  knee  is  obtained  by  the  ele- 
mentary procedure  of  sighting  from  the 
great  toe  over  the  patella  to  the  anterior 


superior  spine  of  the  ilium.  These  three 
landmarks  should  be  in  a straight  line. 
Any  lateral  or  medial  deviation  from  this 
line  can  be  readily  detected.  Anterior 
or  posterior  bowing  or  angulation  is  de- 
tected, of  course,  by  viewing  the  limb 
from  the  side  at  its  own  level  and  at  a 
distance  away  of  about  three  feet. 

The  heel  probably  causes  a patient  with 
a fracture  of  the  lower  extremity  more 
annoyance  during  his  weeks  of  treatment 
than  any  other  one  thing.  It  plays  a big 
part,  therefore,  in  his  comfort,  psychol- 
ogy, and  general  reactions  during  this  try- 
ing time.  Pressure  and  strain  are  the 
main  reasons  for  this  discomfort.  Little 
changes  in  the  padding  under  and  about 
the  heel,  and  slight  shifting  of  the  posi- 
tion of  the  foot  or  leg  will  usually  bring 
prompt  relief.  Simple  as  these  little  de- 
tails are,  they  can  not  be  done  in  a hit- 
or-miss  manner  if  they  are  to  succeed 
Here,  in  particular,  the  fracture-toucl 
comes  into  daily  play. 

Our  observations  have  led  us  to  believe 
that  opiates  and  sedatives  are  absolutely 
essential  to  good  fracture  work.  Fortu- 
nately, opiates  are  seldom  required  or 
used  after  the  first  two  or  three  days, 
but  sedatives  are  often  indicated  for 
weeks.  Small  doses  repeated  as  needed 
work  the  best,  and  enable  the  patient  to 
relax  and  cooperate.  Because  the  frac- 
ture may  not  be  severe  or  the  patient’s 
condition  critical,  there  is  often  the  tend- 
ency to  feel  that  he  does  not  require  seda- 
tion. and  although  this  may  be  true,  the 
possibility  should  be  kept  in  mind.  These 
patients  are  specially  prone  to  occasional 
hours  or  days  of  nervousness  and  irrati- 
bility  when  they  need  help. 

Fluids  are  as  essential  in  fracture  cases 
as  in  any  other  class  of  patients.  The 
not  seriously  injured  person  will  see  to  it 
that  he  gets  sufficient  fluids,  but  not  so 
the  aged,  and  unconscious  or  badly  hurt 
individual.  Therefore,  in  these  cases 
always  watch  the  tongue,  and  keep  it 
moist.  The  dry  tongue  is  a danger  signal, 
vet  takes  only  one  second  to  discover.  It 
is  the  only  sure  way  to  determine  if  the 
patient  is  receiving  sufficient  fluids.1  Ad- 
minister enough  fluids  orally,  rectally, 
subcutaneously,  or  intravenously  to  make 
the  tongue  moist  and  to  keep  it  that 
way. 

Open  reduction  is  seldom  necessary ! 
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Fortunately,  good  results  can  be  obtained 
in  ninety-nine  per  cent  of  fracture  cases 
without  recourse  to  an  open  operation. 
This  is  special  work  and  should  be 
avoided  whenever  possible,  and  then  per- 
formed only  by  some  one  with  ability  and 
experience. 

No  attempt  has  been  made  in  this  paper 
to  describe  or  advocate  any  of  the  dif- 
ferent direct  and  specific  methods  of  treat- 
ing fractures.  This  is  because,  first , the 
principles  are  the  same  regardless  of  which 
method  or  apparatus  is  used;  second , we 
have  come  to  believe  that  it  is  the  indirect 
factors,  both  mechanical  and  psycho- 
logical, that  are  as  often  responsible  for 
an  unsatisfactory  result  or  dissatisfied 
patient  as  is  the  so-called  “setting  of  the 
bone.”  Needless  to  say,  the  proper  atten- 
tion and  management  of  both  the  direct 
and  indirect  factors  are  essential  for  the 
best  results. 

The  following  elementary  and  funda- 
mental precepts  and  principles  in  the. 
treatment  of  fractures  in  general  and  of 
the  long  bones  in  particular  are  of  proved 
value  and  mandatory  for  success : 

1.  Immobilization  and  traction  should  be 
applied  to  the  fractured  part  both  before 
and  during  transportation  of  the  patient. 

2.  Bring  the  lower  fragment  of  a frac- 
tured long  bone  into  alignment  with  the 
upper  fragment,  as  the  upper  is  the  more 
difficult  to  manipulate.  Do  not  attempt  to 
keep  them  in  proper  alignment  by  external 
pressure,  but  elevate  the  leg  or  arm  and  flex 
the  thigh  and  knee  or  shoulder  and  elbow 
enough  so  that  the  fragments  fall  into  line 
naturally  when  traction  is  applied. 

3.  Be  sure  the  traction  is  free-running 
and  constant  at  all  times.  This  both  sounds 
and  is  simple,  but  requires  checking  and  re- 
checking by  those  in  attendance  for  it  is  one 
of  the  most  frequent  sources  of  error.  See 
to  it  that  the  foot  support,  the  spreader, 
the  pin,  the  rope,  and  the  weights  are  free 
and  clear  and  not  hindering  the  traction.  It 
is  amazing  how  often  this  happens  and  how 
often  it  is  overlooked. 

4.  Watch  for  overextension  as  well  as 
underextension  of  the  fragments.  The  for- 
mer is  particularly  apt  to  occur  in  cases 


where  skeletal  traction  is  used.  It  is  well 
not  to  apply  more  than  fifteen  pounds  pull 
to  a fracture  of  the  femur,  nor  more  than 
seven  pounds  pull  to  a fracture  of  the  tibia 
and  fibula  unless  examination  forty-eight 
hours  later  shows  it  is  needed. 

5.  Guard  against  pressure  and  its  accom- 
panying sores. 

6.  Be  sure  the  plaster-of-Paris  casts  are 
anchored  at  both  ends.  For  example,  when 
used  in  fractures  of  the  femur  a spica  cast 
from  the  toes  to  the  costal  margin  is  re- 
quired until  firm  union  has  taken  place.  To 
use  smaller  casts  means  a poor  result  or 
failure. 

7.  Don’t  become  impatient.  Nature  cures 
fractures ; we  help. 

Summary 

1.  Fractures  have  become  so  prevalent 
throughout  the  United  States  that  the 
general  surgeons  and  general  practitioners 
affiliated  with  the  small  hospitals  arc 
obliged  to  treat  most  of  these  cases. 

2.  The  object  and  hope  in  writing  this 
paper  is  to  be  of  help  to  any  of  these 
doctors  whose  training  has  been  inade- 
quate in  this  type  of  work.  We  have 
enumerated,  therefore,  what  we  have 
found  from  eighteen  years  of  observa- 
tion to  be  the  commonest  pit-falls  and 
sources  of  error  in  the  treatment  of 
fractures. 

3.  It  must  be  admitted  that  some  doc- 
tors have  a natural  inaptitude  for  this 
work,  and  should  desist  from  it.  The 
others  can  obtain  a high  percentage  of 
satisfactory  results  if  they  will  study  and 
work  and  think,  and  ask  for  help  when 
they  need  it. 

4.  The  indirect  and  psychological  fac- 
tors are  of  especial  importance,  for  frac- 
ture cases  are  of  long  duration. 

5.  The  treatment  of  fractures  is,  and 
always  will  be,  a perfectly  logical  pro- 
cedure with  nothing  mysterious  about  it. 

6.  The  small  hospitals  can  and  must  do 
good  fracture  work! 

3 Mansfield  Ave. 
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It  is  generally  conceded  that  splenec- 
tomy done  by  an  experienced  surgeon  in 
carefully  selected  cases  of  essential  throm- 
bocytopenic purpura  is  a highly  effective 
form  of  treatment,  particularly  as  far  as 
the  subsidence  of  bleeding  is  concerned. 
One  must  admit,  however,  that  some  pa- 
tients continue  to  bleed  after  operative 
intervention  and  that  splenectomy  done 
in  the  acute  stage  of  the  disease  has  been 
attended  with  a high  mortality  rate — 
approximately  eighty-seven  per  cent  in 
Whipple’s  series.1  In  my  series  of 
twenty-two  cases,  five  splenectomies  were 
done  in  the  acute  stage.  Two  patients 
died  of  cerebral  hemorrhage  after  sple- 
nectomy (autopsy  did  not  show  the  pres- 
ence of  accessory  spleens),  another  died 
one  hour  after  the  spleen  was  removed, 
apparently  from  shock,  and  two  con- 
tinued to  bleed  for  some  time  after 
operation,  but  eventually  recovered 
(Table  I). 

Brown  and  Elliot2  recently  reported  a 
series  of  ten  chronic  cases  in  which  sple- 
nectomy had  been  done.  Although  recov- 
ery followed  the  operative  intervention  in 
every  instance,  seven  patients  had  severe 
postoperative  complications  such  as  post- 
operative shock,  acidosis,  massive  collapse 
of  lung,  wound  disruption,  and  severe 
nasal  hemorrhage.  In  Griffin’s  series3 
four  patients  had  a considerable  amount 
of  bleeding  after  splenectomy;  one  re- 
quired eleven  transfusions.  Thus,  it  is 
evident  that,  even  under  the  most  fav- 
orable circumstances,  splenectomy  is  not 
without  danger. 

In  bone-marrow  studies  done  by  the 
author  in  1933, 4 in  two  cases  of  thrombo- 
cytopenic purpura  which  failed  to  respond 
to  splenectomy,  no  megakaryocytes  were 
found.  At  that  time  the  theory  was  ad- 
vanced that  there  are  perhaps  two  types 
of  thrombocytopenic  purpura;  (1)  The 
aplastic  type  in  which  there  is  a partial 
aplasia  of  the  bone-marrow  with  a result- 
ing decrease  or  absence  of  megakaryo- 
cytes, and  (2)  the  splenic  type  in  which 


the  production  of  platelets  is  disordered 
or  depressed  by  reason  of  a splenic  in- 
hibitory factor,  or  increased  destruction 
of  platelets  occurs  because  of  hyper- 
splenism.  Unfortunately,  the  number  of 
cases  in  which  bone-marrow  studies  have 
been  made  is  small.  Future  studies  may 
provide  evidence  for  or  against  the  views 
expressed,  but  for  the  time  being,  I think 
that  the  cases  in  which  partial  bone-mar- 
row aplasia  with  an  absence  of  megakaryo- 
cytes is  found  should  first  be  treated  con- 
servatively and  splenectomized  only  after 
thorough  conservative  treatment  has 
failed  to  bring  about  a remission.  The 
opinion  was  also  expressed  then  and  is 
reiterated  here  that  bone-marrow  studies 
should  be  made  in  every  case  before 
splenectomy  is  decided  upon. 

It  should  be  emphasized,  first,  that  the 
disease  sometimes  clears  up  completely 
even  without  treatment  and  the  acute 
hemorrhagic  tendency  may  cease  as  sud- 
denly as  it  began;  second,  that,  as  Win- 
trobe  and  his  coworkers5  have  expressed 
it,  “there  is  no  adequate  evidence  for  con- 
sidering splenectomy  as  specific  treatment 
for  purpura  hemorrhagica,  and  it  is  the 
most  radical  of  the  methods  for  the  symp- 
tomatic treatment  of  this  disorder.”  They 
also  stated  that  with  medical  care,  re- 
covery from  an  acute  episode  is  the  rule 
rather  than  the  exception.  It  is  suggested, 
therefore,  that  the  patient  be  treated  con- 
servatively through  one  or  more  attacks 
to  determine  the  severity  and  frequency 
of  bleeding.  It  should  be  kept  in  mind, 
however,  that  death  may  occur  while  con- 
servative treatment  is  being  carried  out, 
death  usually  being  due  to  cerebral 
hemorrhage. 

The  various  methods  at  one’s  disposal 
for  the  medical  treatment  of  the  acute  case 
of  purpura  hemorrhagica  are : 

Repeated  transfusions : Dangerous  hemor- 
rhage can  in  the  majority  of  cases  be 
controlled  at  least  temporarily  by  trans- 
fusion. Indeed,  careful  observers — e.g., 
Jones  and  Tocantins6  and  TidyT  of  Eng- 
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land — claim  to  have  cured  about  fifty  per 
cent  of  their  cases  by  means  of  repeated 
transfusions  given  at  intervals  of  from  four 
to  five  days.  In  addition,  transfusions  are 
of  benefit  to  the  anemic  patient.  Tidy  is 
of  the  opinion  that  it  is  better  to  inject  small 
quantities  of  blood  repeatedly,  unless  severe 
hemorrhage  preceded  the  transfusion.  My 
own  experience  shows  that  three  cases  were 
apparently  cured  by  means  of  repeated  trans- 
fusions. Repeated  transfusions  were  given 
to  eleven  other  patients,  but  other  methods 
of  treatment  had  to  be  employed  because  of 
continued  bleeding.  On  the  whole  it  is  ad- 
visable to  begin  treatment  in  every  case  with 

T\ble  I — Summary  of  Methods  Used  in  22 
Cases 


Number  Results 

Method  of  of  * 

Treatment  Cases  Immediate  Remote 

3 died 

Splenectomy 5 (2  of  cerebral 

hemorrhage) 

(1  of  postopera- 
tive shock) 

2 recovered 


Transfusion. 


. j 3 recovered 

11  required  other 
treatment 
(5  were  splenecto- 
mized) 


Vitamin  C 3 No  improvement 

Injections  of  anti- 

venin 1 No  improvement 

Injections  of  horse 

serum 3 No  improvement 


2 cases  treated 
with  trans- 
fusions only 
have  remained 
well  after  ten 
years 


Sesame  oil  (T- Factor)  3 

in  platelets) 

(2  required  trans- 
fusions) 

Snake  venom 7 6 improved  5 cases,  followed 

1 died  of  cerebral  1-4  years,  have 

hemorrhage  remained  well 


Total 36* 


• This  discrepancy  is  due  to  the  fact  that  more  than  one  method 
was  employed  in  some  of  the  cases. 

repeated  transfusions  if  anemia  due  to  se- 
vere bleeding  is  present,  and  to  use  other 
methods  if  the  bleeding  is  not  controlled. 

Ce-Vitamic  Acid  Therapy : Injections  of 
Ce-Vitamic  acid  in  1 50  Mg.  doses  a day  have 
been  recommended  by  Boger  and  Schroeder.8 
They  believe  that  this  treatment  reduces 
capillary  permeability,  has  a favorable  ef- 
fect on  the  bone-marrow  with  a resulting 
increase  in  the  number  of  platelets,  increases 
the  albumin  content  of  the  blood,  and  favors 
clot  formation.  These  results,  however, 
could  not  be  duplicated  by  other  observers. 
Wright  and  Lillienfeld9  treated  three  cases 
with  no  favorable  effects.  One  case  in  my 
series  failed  to  respond  to  Ce-Vitamic  acid 
when  given  orally.  Two  other  cases  were 
treated  with  large  amounts  of  orange  juice 
with  no  benefit.  Substantiation  of  Boger 
and  Schroeder’s  results  are  necessary  before 


this  method  of  treatment  can  be  recom- 
mended. 

Effect  of  Roentgen  ray  irradiation  on 
Platelet  production : Mettier,  Stone,  and  Pur- 
viance10  treated  four  cases  in  the  acute  stage 
of  the  disease.  All  four  patients  showed  an 
increase  in  the  platelet  count  observable 
twenty-four  to  forty-eight  hours  after  treat- 
ment. Eight  hundred  to  twelve  hundred 
Roentgen  units  were  given  with  a resulting 
increase  in  platelets  from  40,000  to  300,000 
and  a simultaneous  cessation  of  bleeding;  a 
decrease  of  platelets  with  a return  of  bleed- 
ing followed  the  interruption  of  treatment 
in  one  case.  In  two  other  cases  followed 
from  three  to  seven  months  the  platelet 
count  remained  constantly  high.  In  1932 
Hippe  and  Kochman11  treated  seven  children 
with  repeated  Roentgen  ray  irradiation  of 
the  splenic  area.  They,  too,  reported  imme- 
diate hemastasis  and  a rapid  increase  in  the 
number  of  platelets  after  treatment.  Re- 
cently Rudisill12  reported  seven  cases  of 
essential  thrombocytopenia  which  were 
cured  by  Roentgen  ray  irradiation  of  the 
spleen.  In  every  case  the  symptoms  disap- 
peared and  the  platelet  count  increased  from 
20,000  to  280,000  or  290,000.  Indeed,  Rudi- 
sill considers  Roentgen  ray  irradiation  a 
specific  therapeutic  agent  in  primary  or  un- 
complicated thrombocytopenia  with  hemor- 
rhage, either  with  or  without  purpuric  skin 
manifestations.  This  is  not  a new  method  of 
treatment;  Finklestein13  discussed  this  pro- 
cedure in  a monograph  on  the  purpuras  in 
1921.  He  considered  it  an  uncertain  and 
possibly  dangerous  method  of  treatment. 
None  of  the  cases  in  this  series  were  treated 
with  Roentgen  ray  irradiation. 

Other  methods  of  treatment,  e.g.,  the  in- 
jection of  adrenalin,  calcium,  various  protein 
substances  such  as  milk,  peptone,  antivenin 
or  horse  serum,  are  too  numerous  and  too 
uncertain  in  their  results  to  warrant  exten- 
sive discussion.  Cases  have  been  reported, 
however,  in  which  a temporary  rise  in  plate- 
lets, sufficient  to  tide  an  acute  case  over  a 
crisis,  has  occurred  following  the  injections 
of  horse  serum  or  peptone.  Horse  serum  was 
used  in  three  cases  in  this  series  with  no 
benefit;  antivenin  was  used  in  one  case  with- 
out result. 

“Fat  Soluble  T-factor,>  of  Schiff:  Several 
years  ago  Schiff  observed  a striking  increase 
in  the  number  of  platelets  in  patients  suffer- 
ing from  thrombocvtopenic  purpura  who 
were  fed  a diet  rich  in  lipides.  Experi- 
mentally Schiff  and  Hirschberger14  found 
it  possible  to  produce  with  regularity  an  in- 
crease in  the  number  of  platelets  in  normal 
children  and  in  young  rats  by  feeding  a fat 
soluble  factor,  until  then  unknown,  which 
Schiff  named  the  “Fat  Soluble  T-Factor.” 
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This  factor  is  not  vitamin  A;  it  is  absent  in 
cod-liver  oil  and  in  olive-oil  but  is  present 
in  sesame  oil.  Eight  to  ten  drops  a day  are 
sufficient,  according  to  Schiff,  to  bring  about 
a marked  increase  in  the  platelet  count. 

Unfortunately,  these  results  could  not  be 
duplicated  in  three  cases  in  this  series  which 
were  treated  with  ten  to  twenty  drops  of 
sesame  oil  a day;  in  no  case  did  an  in- 
crease in  the  thrombocytes  or  a cessation  of 
bleeding  occur.  However,  in  view  of  the 
extraordinary  results  obtained  by  Schiff 
and  Hirschberger  and  the  simplicity  of  the 
treatment,  further  use  of  this  substance  is 
advisable  either  to  confirm  or  reject  the  T- 
factor  as  a valuable  method  of  treatment  of 
thrombocytopenic  purpura. 

Since  1933  seven  cases  have  been  treated 
with  injections  of  a 1 :3000  solution  of  moc- 
casin snake  venom.  In  six  the  results  were 
satisfactory.  Originally  the  snake  venom 
was  given  in  small  doses  intracutaneously  ;15 
in  the  last  four  cases  ^4  to  one  c.c.  was  in- 
jected subcutaneously  at  two  to  five  day  in- 
tervals. 

In  five  cases,  bleeding,  petechia,  and  ec- 
chymotic  areas  disappeared  in  from  seven 
to  eighteen  days.  In  four  cases,  the  capil- 
lary resistance  test,  which  had  been  strongly 
positive  at  the  first  examination,  became 
negative  after  two  months.  Three  children 
have  been  followed  since  the  latter  part  of 
1933  and  have  remained  well.  The  bleeding 
time  has  been  reduced  and  the  number  of 
platelets  has  increased  in  all  cases.  The  rise 
in  platelets,  however,  is  probably  not  the  re- 
sult of  the  snake  venom  treatment,  since 
spontaneous  increases  occur.  The  good  re- 
sults are  perhaps  due  to  a decreased  capil- 
lary permeability,  since  the  snake  venom 
achieves  its  results  by  acting  directly  on  the 
blood  vessels. 

One  patient  had  a severe  hematuria,  two 
had  repeated  nose  bleeds.  The  child  whose 
blood  showed  the  highest  platelet  count 
(78,000),  had  the  severest  nasal  hemor- 
rhage and  required  one  large  transfusion 
(400  c.c.)  on  admission  to  the  hospital  and 
subsequently  two  smaller  ones.  It  is  inter- 
esting to  note  here  that  this  child’s  bone- 
marrow  showed  many  large  megakaryocytes. 
The  bone-marrow  in  two  other  patients  who 
at  the  beginning  of  treatment  had  no  or  few 
platelets  in  the  blood  showed  few  or  no 
megakaryocytes;  however,  the  bone-marrow 
of  one  infant  showed  numerous  large  mega- 
karyocytes although  no  platelets  were  pres- 
ent in  the  blood.  Active  bleeding  stopped 
in  all  patients  after  the  fourth  or  fifth 
injection  of  snake  venom.  Not  every  case 
treated  with  snake  venom,  however,  responds 
in  this  manner.  Peck  and  Rosenthal16  re- 
ported ten  acute  cases  treated  with  snake 


venom  injections ; eight  recovered  com- 
pletely and  two  died — mortality  rate  of 
twenty  per  cent.  One  case  in  this  series 
also  failed  to  respond  to  snake  venom  in- 
jections and  eventually  died  of  cerebral 
hemorrhage.  It  is  evident,  however,  that 
the  number  of  cases  benefited  by  this  method 
of  treatment  is  sufficiently  large  to  justify 
its  use.  The  routine  method  of  treatment 
for  the  acute  case  of  thrombocytopenic  pur- 
pura admitted  to  my  service  is  as  follows : 

On  admission  the  patient  is  given  a fairly 
large  transfusion  if  bleeding  has  been  severe 
and  anemia  is  present.  Whole  uncitrated 
blood  is  used.  If  only  petechiae  and  ecchy- 
motic  areas  are  present  and  the  hemoglobin 
content  is  not  low,  no  transfusion  is  given. 
In  either  event  .1  c.c.  of  dilute  moccasin 
snake  venom,  1 :3000,  is  injected  intracuta- 
neously. The  appearance  of  a hemorrhagic 
area  about  the  site  of  injection  one  hour 
later  is  confirmatory  evidence  of  the  presence 
of  a purpuric  state;  this  is  a positive  Peck 
test.17 

Clinical  improvement  is  shown  by  a 
gradual  change  from  a positive  to  a nega- 
tive reaction.  If  the  ecchymotic  areas  re- 
sulting from  the  intracutaneous  injections  of 
snake  venom  persist,  the  treatment  will  most 
likely  fail  to  produce  the  desired  results. 
After  the  initial  intracutaneous  injection  \ 
to  one  c.c.  of  diluted  snake  venom  is  injected 
every  two  to  five  days.  If  after  ten  to 
fifteen  injections  the  patient  continues  to 
bleed,  the  capillary  resistance  test  remains 
positive  and  the  patient’s  general  condition 
is  good,  other  conservative  methods,  as  for 
example,  the  T-factor  of  Schiff  or  Roentgen 
ray  irradiation  of  the  spleen  should  be  tried. 

With  these  four  methods,  it  is  possible 
to  bring  about  a remission  in  the  ma- 
jority of  cases.  Many  cases  are  on  record 
in  which  there  was  no  recurrence  after 
one  attack ; this  is  particularly  true  in 
males.  If,  however,  the  bleeding  is  severe 
and  shows  no  evidence  of  diminishing  in 
intensity  with  the  treatment  outlined 
above,  the  spleen  should  be  removed. 
Splenectomy  is  also  indicated  if  severe  or 
moderately  severe  attacks  recur  fre- 
quently. Adequate  transfusion  should 
precede  the  splenectomy  in  these  cases. 
Doan  and  his  coworkers18  also  feel  that 
splenectomy  is  not  absolutely  contraindi- 
cated in  properly  selected  cases  in  acute 
crisis  provided  adequate  preoperative 
blood  transfusions  are  given.  It  must  be 
emphasized  again,  however,  that  splenec- 
tomy is  dangerous  in  the  acute  case  associ- 
ated with  severe  bleeding  and  that  the 
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decision  to  operate  should  be  arrived  at 
only  after  careful  deliberation. 

For  the  chronic  cases,  the  method  of 
choice  is  splenectomy.  However,  it  may 
be  necessary  in  the  future  to  modify  this 
opinion,  since  Peck  and  Rosenthal 17  in 


a recent  publication  reported  distinct  im- 
provement in  seventeen  of  twenty-one 
chronic  cases  treated  with  snake  venom: 
in  only  four  cases  was  splenectomy  ad- 
vised. 

499  Ocean  Ave. 
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SOME  TOXIC  MANIFESTATIONS  FOLLOWING  THE 
USE  OF  SULFANILAMIDE 

David  Greenberg,  M.D.,  New  York  City 


The  introduction  of  sulfanilamide  into 
clinical  medicine  promises  to  be  a major 
contribution  to  the  treatment  of  many  in- 
fectious diseases.  In  some  respects  it  ful- 
fills our  most  extravagant  hopes  when  it 
is  considered  that  it  is  effective  when 
orally  administered  and  that  it  probably 
possesses  but  a low  toxicity  and  is  not 
expensive.  In  a recent  publication,  atten- 
tion was  called  to  its  usefulness  in  stub- 
born meningococcus  infection.1  Many 
others  have  similarly  reported  good  results 
in  a great  variety  of  bacterial  infections 
including  those  with  bacillus  colon,  gono- 
coccus, and,  of  course,  streptococcus 
hemolyticus.  By  far  the  largest  number  of 
reports  both  in  this  country  and  elsewhere 
concern  themselves  with  the  favorable  re- 
sults obtained  by  the  use  of  this  drug. 
More  recently,  however,  papers  and  clini- 
cal reports  have  appeared  which  stress 
both  major  and  minor  toxic  manifesta- 
tions and  a note  of  caution  is  introduced. 

It  will  be  some  time  before  proper 
evaluation  of  the  merits  of  this  drug  will 
be  possible  inasmuch  as  the  clinical  use  is 
widespread  and  over  one  hundred  papers 
have  already  appeared  in  the  literature. 
One  will  have  to  check  and  compare  per- 
sonal observations  which  are  necessarily 
limited  against  a voluminous  literature. 


It  is,  therefore,  desirable  to  have  both  fa- 
vorable and  unfavorable  results  recorded 
as  completely  as  possible  in  order  to 
arrive  at  conclusions  based  on  all  available 
evidence. 

Case  1.  Toxic  dermatitis  with  hyper- 
pyrexia and  chills  following  moderate  doses 
of  sulfanilamide.  D.  K.,  age  fifty-five,  had 
been  suffering  for  about  two  years  from  a 
mild  degree  of  prostatic  obstruction  with  an 
occasional  pyuria. 

About  ten  days  prior  to  the  present  ill- 
ness which  began  August  7,  1937,  he  was 
given  twenty  gr.  of  sulfanilamide  daily 
taken  in  four  divided  doses.  This  was  done 
with  a view  of  overcoming  a then  existent 
mild  pyuria  without  chills  or  fever.  The  day 
before  the  onset  he  exposed  himself  to  the 
sun  for  several  hours.  About  fourteen  hours 
after  this  sun  bath  he  was  awakened  in  the 
middle  of  the  night  with  a severe  chill  fol- 
lowed by  a sharp  rise  of  temperature  to 
about  104.5°  F.  Within  the  next  twenty-four 
hours  he  had  another  chill  with  a fluctuating 
temperature  between  101  and  105.4.  The 
same  course  of  irregular  temperature  and 
chills  was  followed  over  the  ensuing  three 
days.  The  chills  were  severe  and  occurred 
at  irregular  intervals  and  lasted  twenty  to 
thirty  minutes. 

The  associated  symptoms  were  not  severe. 
Between  chills  the  patient  felt  comfortable 
and  was  not  toxic  except  at  the  height  of 
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the  temperature  during  the  second  day  when 
he  was  somewhat  delirious  and  hard  to  con- 
trol. 

At  no  time  was  there  any  tachycardia, 
exhaustion,  or  peripheral  circulatory  failure. 
Vomiting  occurred  but  once.  At  the  end  of 
the  third  day,  a maculopapular  rash  devel- 
oped over  most  of  the  body  especially  the 
exposed  parts  which  were  well-tanned.  Over 
the  knees  and  lower  thighs  as  well  as  over 
the  extensor  surfaces  of  both  forearms,  the 
rash  coalesced  and  assumed  a more  violace- 
ous appearance.  Here,  too,  some  of  the 
papules  were  rather  cone-shaped,  pointed  and 
looked  red  and  angry,  on  a smooth  glazed 
shining  base.  Itching  was  not  a pronounced 
feature  at  that  stage.  There  was  a slight  sub- 
ecteric  tint  to  the  sclera.  In  the  absence  of 
leukocytosis,  pyuria,  sore  throat,  pulmonary 
signs  or  other  evidences  of  infection,  the 
possibility  of  a toxic  dermatitis  presented 
itself.  The  history  of  medication  fortified 
me  in  this  opinion  and  all  medicaments  were 
stopped.  The  fever  subsided  in  about  three 
days  and  the  rash  likewise  in  about  a week 
leaving  some  pigmentation  which  lasted  for 
about  ten  days.  The  combination  of  der- 
matitis, chills*  and  fever  in  one  patient  seems 
worthy  of  report  in  view  of  the  small  doses 
of  the  drug  used. 

Case  2.  J.  G.,  male,  had  been  suffering 
from  an  ill-defined  sinus  syndrome  super- 
imposed on  a migraine  and  vasomotor  rhinitis. 
A septum  removal  and  a turbinectomy  was 
decided  on  as  a last  resort.  Within  twenty- 
eight  hours  following  the  resection  of  the 
septum  and  turbinate,  a rise  of  temperature 
and  chilliness  occurred.  Twenty  hours  later 
both  ears  became  involved  with  redness  of 
both  drums,  marked  pain,  and  considerable 
bulging  of  the  right  ear  drum.  The  tempera- 
ture rose  to  103°  F.,  the  pain  in  the  right  ear 
became  extremely  severe,  and  the  following- 
day  a follicular  tonsillitis  made  its  appear- 
ance. Sulfaniladmide  medication  was  intro- 
duced and  was  maintained  for  about  five 
days.  The  dose  was  moderate,  not  over 
thirty-five  gr.  per  diem. 

About  three  days  after  the  introduction  of 
the  sulfanilamide  the  patient  began  to  com- 


plain of  dizziness  and  vertigo.  He  could  not 
raise  his  head  from  the  pillow  and  developed 
a definite  ataxia.  The  Romberg  sign  was 
positive  and  he  was  unable  to  walk  with  his 
eyes  shut.  There  was  a distinct  tendency 
to  fall  to  the  left  and  slight  past  pointing 
on  the  left  side  was  also  present.  No  nystag- 
mus could  be  made  out  and  no  other  neuro- 
logic symptoms  made  their  appearance. 
Cyanosis,  however,  was  present  but  mild. 

The  sulfanilamide  was  discontinued  as 
soon  as  these  symptoms  appeared.  The 
vertigo  improved  gradually  but  the  otitis 
media  became  active  again  and  the  tempera- 
ture began  to  rise.  Sulfanilamide  was  re- 
sumed and  thirty-six  hours  later  dizziness 
and  vertigo  reappeared  and  became  very 
much  more  marked  in  the  following  two  days. 
The  drug  was  again  stopped  and  the  vertigo 
disappeared  to  a very  large  extent.  Another 
flare-up  in  the  nasopharynx  took  place  with 
a third  rise  in  temperature  and  another 
attempt  at  sulfanilamide  medication  was 
resorted  to.  After  fifteen  gr.  of  the  drug 
was  given,  it  produced  a marked  vertigo 
which  gradually  improved  with  the  with- 
drawal of  the  drug.  The  vertigo  became 
very  mild  but  has  not  completely  disappeared 
to  date.  On  two  separate  occasions,  five  gr. 
of  sulfanilamide  aggravated  both  dizziness 
and  vertigo  and  produced  a staggering,  etc., 
especially  with  the  eyes  closed. 

Here  a relatively  small  dose  of  sulfanila- 
mide produced  cyanosis,  vertigo,  and  ataxia. 
A positive  Romberg  was  present.  Dysequili- 
brium  repeatedly  became  marked  on  very 
small  doses  of  the  drug. 

Summary  and  Conclusions 

Two  cases  are  presented  showing  vari- 
ous toxic  manifestations  the  result  of 
sulfanilamide.  Close  medical  supervision 
of  the  patient  is  absolutely  necessary  when 
sulfanilamide  is  used,  otherwise  serious 
complications  may  be  overlooked. 

1882  Grand  Concourse 
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( Continued  from  page  1386 ) 
may  be  most  misleading  since  the  disease 
processes  are  often  so  localized  as  not  to  give 
rise  to  a systemic  reaction  that  can  be  de- 
tected by  serologic  methods. 

In  the  light  of  this  statement  the  following 
method  of  reporting  the  results  of  the  sero- 
logic tests  should  give  the  physician  com- 
plete information  concerning  the  reactivity 
of  the  patient’s  serum,  the  significance  of 
which  if  interpreted  by  him  in  the  light  of 


repeated  examinations  should  prove  a help- 
ful guide  in  diagnosis  and  the  management 
of  the  case.  Titers  of  1.5  or  less  are  re- 
ported no  reaction.  In  all  other  instances 
the  titers  observed  are  reported.  On  the 
basis  of  the  analysis  of  repeated  tests,  the 
numerical  values  of  the  titers  are  repro- 
ducible with  a maximum  estimated  error  of 
25  per  cent.  Thus,  in  general,  where  frac- 
tions are  recorded,  they  can  be  evaluated 
as  the  nearest  whole  number. 


SPONTANEOUS  RUPTURE  OF  SPLENIC  ARTERY 


Abraham  Segal,  M.D.,  Brooklyn 
Associate  Surgeon , Wyckoff  Heights  Hospital 


Rupture  of  the  splenic  artery  must 
indeed  be  a rare  occurrence,  and  more 
so  where  no  history  of  direct  trauma  is 
present.  A search  of  the  literature  of  the 
past  decade  revealed  no  report  of  a 
similar  case.  I am  therefore  reporting 
this  case  of  spontaneous  rupture  of  the 
splenic  artery  which  revealed  no  disease 
of  this  vessel  on  pathological  examination. 

W.  S.,  age  twenty-two,  was  admitted  to 
the  Wyckoff  Heights  Hospital  on  May  6, 
1937.  His  chief  complaint  on  admission  was 
pain  in  the  abdomen  of  two  days  duration. 
Except  for  the  immediate  history,  there  had 
never  been  any  abdominal  complaints  or 
symptoms. 

The  patient’s  occupation  was  that  of  a 
stove  assembler,  work  which  did  not  require 
heavy  lifting.  However,  he  handled  large 
quantities  of  insulation  material  composed 
mainly  of  dry  glass  particles.  This  occupa- 
tional dust  produced  severe  bronchial  irrita- 
tion, resulting  in  paroxysms  of  coughing 
during  and  after  working  hours.  On  the 
morning  of  May  5,  while  at  work,  the  patient 
had  a severe  coughing  spell  and  felt  a 
sharp  pain  in  the  midepigastrium,  which 
later  spread  to  the  left  lower  quadrant  and 
then  to  the  right.  The  pain  was  continuous, 
throbbing  in  character,  and  aggravated  by 
deep  respiration. 

The  patient  left  his  work  and  remained  at 
home  for  the  remainder  of  that  day.  He  felt 
sufficiently  well  to  attend  a movie  that  even- 
ing, but  the  pain  recurred  with  such  sever- 
ity that  he  was  forced  to  return  home.  At 
two  a.m.  the  pain  was  so  intense,  that  the 
patient  reported  he  wanted  to  “punch  his 
fists  through  the  walls.”  He  was  seen  at 
this  time  by  a physician  who  administered 
a sedative.  The  following  day  there  was  no 
relief  and  the  patient  was  admitted  to  the 
hospital  that  evening  (May  6). 

Examination  revealed  a well-nourished, 
well-developed,  white,  young  male  adult,  of 
poor  color.  His  temperature  was  normal; 
the  pulse  rate  was  120,  but  of  good  quality. 
The  abdomen  was  of  doughy  consistency 
throughout.  There  was  exquisite  tenderness 
in  the  midepigastrium  and  rebound  tender- 
ness was  elicited  over  the  entire  abdomen. 
A fluid  wave  was  present. 

The  leukocyte  count  was  14,300,  with  a 
differential  count  of  eightv-five  per  cent 


polymorphonuclear  leukocytes,  eight  per  cent 
small  lymphocytes,  and  seven  per  cent  large 
lymphocytes. 

A flat  plate  of  the  abdomen  revealed  no 
subdiaphragmatic  free  gas. 

The  preoperative  diagnosis  was  perforated 
gastric  ulcer. 

Operation:  A high  right  rectus  incision 

was  made,  later  being  prolonged  to  the  left 
upper  quadrant  at  right  angle  to  the  upper 
end  of  the  primary  incision.  The  abdomen 
was  filled  with  fluid  blood,  with  some  clotted 
blood  in  the  mesentery  near  the  spleen  and 
in  the  splenic  fossa.  Three  liters  of  blood 
were  aspirated  and  thirty  lap  sponges  were 
saturated  during  the  exploration  for  the 
source  of  bleeding.  During  the  operation 
the  patient  received  intravenously  500  c.  c. 
of  saline  and  750  c.  c.  of  ten  per  cent  acacia. 

The  stomach  and  liver  were  normal.  No 
fluid  was  felt  in  the  lesser  sac'.  The  hepatic 
and  portal  vessels  were  intact.  The  small 
intestines  and  mesenteric  attachments  were 
examined  and  no  bleeding  points  or  other 
pathology  were  found.  The  spleen  was 
normal  to  palpation,  but  the  impression 
gained  was  that  more  blood  was  welling 
from  the  splenic  region  than  elsewhere. 
The  spleen  was  exposed  and  brought  into 
view. 

At  the  splenic  hilus,  the  Tower  of  two 
visible  branches  of  the  splenic  artery,  was 
seen  spurting  blood  through  a small  open- 
ing in  the  vessel  with  each  arterial  pulsation. 
There  was  no  visible  dilatation  or  tortuosity 
of  this  vessel.  After  ligation  of  the  pedicle, 
the  spleen  was  removed. 

Twelve  hours  postoperatively,  temperature 
was  103°  F.  pulse  134,  respirations  forty, 
and  blood  pressure  130/70.  The  day  follow- 
ing operation,  he  received  300  c.c.  of  blood. 
The  temperature  gradually  subsided  and  was 
normal  on  the  eighth  postoperative  day. 
The  course  in  hospital  was  of  progressive 
convalescence  and  the  patient  was  discharged 
on  the  twentieth  day  after  admission. 

Pathologic  examination  of  the  spleen  by 
Dr.  M.  E.  Marten  revealed  an  organ  normal 
in  size,  shape,  and  markings.  There  was  a 
moderate  amount  of  hemorrhage  under  the 
capsule.  On  section  of  the  organ,  no 
pathology  of  the  tissue  or  vessels  was  found. 

To  date  the  patient  presents  a normal 
blood  picture.  He  is  in  good  health  and  is 
working  steadily. 

71  McKibben  St. 
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RETROGRADE  INTUSSUSCEPTION 
OF  CECUM  INTO  ILEUM 

Emil  S.  Goodyear,  M.D.,  Kingston 


Retrograde  intussusceptions  are  said  to 
occur  only  in  the  throes  of  death,  and 
then  as  a rule  only  in  the  small  intestine. 
Wagensteen1  states  that  agonal  types  of 
intussusception  are  usually  of  the  ascend- 
ing variety.  They  are  noted  as  being 
very  short  and  frequently  multiple  intus- 
susceptions, which  show  no  areas  of  in- 
flammation and  are  easily  reducible. 
Lockhart-Mummery,  in  Lewis’  report,2 
states  that  such  types  of  intussusceptions 
occur  only  during  death  or  as  a result  of 
asphyxia,  and  that  they  are  not  met  with 
in  practice.  Fitzwilliams,3  in  a study  of 
1,000  cases  of  intussusception,  states  that 
retrograde  intussusceptions  are  quite 
commonly  seen  in  the  postmortem  room, 
but  are  very  rarely  confronted  during  life. 
Six  cases  of  this  type  are  listed  in  the 
report.  One  case  (Harrison:  Dublin 
Med.  Press,  1845),  not  in  the  small 
bowel,  where  the  descending  colon  was 
invaginated  into  the  transverse  colon,  is 
of  interest.  Perrin  and  Lindsay,4  in  a 
study  of  400  cases  of  intussusception 
treated  in  the  London  hospitals  from 
1903  to  1920,  list  two  cases  of  retrograde 
intussusception,  but  neither  involving  the 
large  bowel  or  cecum.  Barker.5  in  a re- 
port on  intussusceptions  at  the  University 
College  Hospital  (London)  from  1877  to 
1897  inclusive,  finds  none  of  the  ascend- 
ing type.  Kausch6  observed  an  instance 
of  ascending  invagination  of  the  intestine 
and  collected  forty-one  similar  instances 
from  the  literature.  In  the  reports  noted, 
the  cases  were  not  met  with  during  life 
and  no  case  of  invagination  of  the  cecum 
into  the  ileum  was  recorded. 

Retrograde  intussusceptions,  however, 
do  occur  during  life  but  are  quite  rare. 
Lewis2  describes  a case  of  this  type. 
Buckley7  reports  a case  with  superimposi- 
tion of  a retrograde  upon  a direct  intus- 
susception. Occasionally  in  life  intussus- 
ception may  occur  at  a gastroenterostomy 
opening.1  In  reviewing  the  literature, 
the  author  has  failed  to  find  a case  of  in- 
tussusception of  the  cecum  into  the  ileum 
at  postmortem  or  during  life.  It  is  felt 
that  the  present  case  of  retrograde  invagi- 


nation of  the  cecum  and  appendix  into  the 
ileum  should  be  reported  into  the  litera- 
ture as  a unique  case  during  life. 

N.W.  was  admitted  to  Benedictine  hospi- 
tal the  afternoon  of  August  9,  1936.  The 
infant  was  a robust,  healthy,  breast-fed  fe- 
male. Birth  had  been  normal,  occurring 
March  31,  1936. 

In  the  history  of  onset,  the  mother  noted 
that  the  child  awakened  with  cries  as  if  in 
pain  about  8 a.m.  The  crying  quieted  in  a 
few  minutes  and  the  child  went  back  to 
sleep.  The  attack  recurred  with  marked 
pallor  and  again  subsided  in  a few  minutes. 
The  mother  nursed  the  baby  but  the  feed- 
ing was  promptly  vomited.  The  mother 
then  consulted  a physician  of  the  local  town. 
An  enema  was  administered  with  a hemor- 
rhagic tinged  mucus  in  return,  after  which 
an  x-ray  for  foreign  body  was  made  and 
the  child  sent  to  a hospital. 

On  admission  to  the  hospital  the  same 
afternoon,  the  diagnosis  of  intussusception 
was  self-evident  with  the  sausage-shaped 
tumor  in  the  right  lower  quadrant.  Opera- 
tion was  performed  at  once,  without  gen- 
eral anesthetic.  A sugar  tit  sedative  and  a 
little  local  novocain  infiltration  were  used. 
On  entering  the  peritoneal  sac,  the  mass 
was  located  and  found  to  consist  of  a 
greatly  distended  engorged  terminal  ileum 
about  ten  inches  in  length.  The  distal  part 
of  the  mass  was  formed  of  a constricted 
neck  of  ileum  surrounding  the  proximal  part 
of  the  ascending  colon.  The  intussusceptum 
would  therefore  be  found  to  consist  of  the 
distal  ileum  with  the  ileocecal  valve,  the 
larger  cecum,  and  appendix  telescoped  into 
the  smaller  ileum. 

The  intussusception  was  reduced  with 
some  difficulty  by  milking  out  the  mass. 
The  colon  was  freed  out,  then  the  appendix 
stuck  out  like  a sore  finger  much  congested, 
followed  by  the  cecum  and  ileum.  The  child 
had  a retrograde  intussusception.  The  ce- 
cum and  appendix,  though  somewhat  con- 
gested, reacted  well  and  appeared  viable,  so 
that  simple  reduction  was  considered  suf- 
ficient. 

The  child  did  well  apparently  until  the 
fourth  postoperative  day,  when  it  developed 
paralytic  ileus  and  died.  On  postmortem, 
the  pathologist  found  a thrombosis  of  the 
vessels  of  the  cecum  and  appendix  with 
gangrene  of  the  cecum. 
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Comments 

1.  Retrograde  intussusceptions  occur 
usually  in  the  throes  of  death,  and  as  a 
rule  only  in  the  small  bowel. 

2.  Retrograde  intussusceptions  may 
rarely  occur  in  the  large  bowel. 

3.  Retrograde  intussusceptions  may 
rarely  occur  during  life. 

4.  Retrograde  intussusceptions  of  je- 
junum through  a gastroenterostomy  oc- 
casionally occur. 

5.  A unique  case  of  retrograde  intus- 
susception of  the  cecum,  appendix,  and 
distal  portion  of  terminal  ileum  into  the 
more  proximal  portion  of  terminal  ileum 
has  been  found  and  reported. 

Addenda 

Since  writing  this  contribution,  it  is 
noted  that  Todyo8  mentions  three  in- 


stances of  retrograde  intussusceptions, 
one  particularly  remarkable  being  retro- 
grade, multiple,  super-imposed,  and  re- 
current. This  case  occurred  in  a twenty 
year  old  male  with  incarcerated  left  in- 
guinal hernia.  Intussusceptions  occurred 
at  ten  different  places  in  the  small  bowel 
and  were  mostly  retrograde.  Similar  re- 
currence of  intussusception  developed 
forty  days  after  the  first  operation. 

8 Pearl  St. 
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SLIT  LAMP  PRINCIPLE 

Its  Use  as  a Simple  Aid  to  Inspection  in  Physical  Diagnosis 

Nathaniel  E.  Reich,  M.D.,  Brooklyn 

Service  of  Dr.  C.  H.  Greene,  Kings  County  Hospital;  Dr.  I.  Hamilton  Crdwford,  Director 
Long  Island  College  of  Medicine  Division 


A careful  search  through  textbooks 
and  literature  fails  to  produce  mention  of 
an  aid  of  marked  simplicity  in  physical 
diagnosis.  Its  ease  of  application  and  the 
valuable  information  it  may  help  disclose 
will  give  it  significance  in  an  examiner’s 
armamentarium.  It  is  of  special  diag- 
nostic aid  in  certain  incipient  lesions 
where  an  earlier  diagnosis  might  lend 
itself  to  more  effective  therapy. 

Slight  pulsations,  protrusions,  or  ver- 
micular movements,  which  might  other- 
wise escape  detection  during  inspection 
by  ordinary  daylight  or  by  diffuse  non- 
localizing lights  ordinarily  employed,  fre- 
quently may  be  delineated  with  a con- 
centrated beam  of  light  with  converging 
rays. 

A slit  or  cone  of  light  is  directed 
tangentially  or  obliquely  close  to  the  body 
over  the  area  to  be  inspected.  It  brings 
out  details  and  is  freer  of  confusing 
shadows.  The  result  is  accentuated  in  an 
unlit  or  darkened  room.  Such  a focused 
light  beam  is  cheaply  and  readily  avail- 


able to  every  physician  in  any  of  the 
following  types. 

It  may  be  produced  with  an  ophthal- 
moscope without  the  head  attachment 
which  throws  a fine  slit  of  light  effectively 
(Fig.  1-A)  ; or  with  an  ordinary  foun- 
tain-pen type  of  flashlight  with  an  inex- 
pensive focusing  lens  (Fig.  1-B) ; or 
with  any  hand  battery  flashlight  whose 
plain  glass  lens  is  completely  covered  with 
adhesive  except  for  a narrow  segment 
with  a ten  degree  angle  (Fig.  1-C).  Such 
a light,  obliquely  pointed  (Fig.  1),  accen- 
tuates every  depression  and  makes  every 
pulsation  a magnified  moving  shadow. 
As  the  mass  contracts,  the  shadow  de- 
creases in  length  and  increases  again  on 
re-expansion. 

This  makes  unnecessary  the  darkening 
of  all  windows  and  assuming  an  accurate 
position  to  observe  Litten’s  diaphragm 
phenomenon.  The  light  beam  deepens 
each  intercostal  depression  during  expira- 
tion and  shows  the  “peeling  off”  process 
more  clearly.  A case  of  hemangiosarcoma 
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of  the  sternal  end  of  the  clavicle  was 
more  easily  differentiated  from  a malig- 
nancy of  the  thyroid  by  the  presence  of 
faint  pulsations,  employing  this  method. 

TYPES  °f  L16HT  REAMS 


a.C 


b cz 

c't 


JSL~-.-z.~--~- 


Ophtha/ynoscopc 
fountain  -paw  light 
flashlight 


Direction  of  Various  Beams 

A.  Tracheal  tug,  aneurysms 

B.  Pulsating  sarcomas 

C.  Cardiac  pulsations 

D.  Arteriovenous  aneurysms 

E.  Litten’s  phenomenon  empyema 

F.  Hepatic  pulsations  (Aortic  and  trie,  insuf.) 

G.  Gastric  peristalsis 

H.  Aortic  and  epigastric  pulsation 

I.  Ladder  pattern  (Intest,  obstruct.) 


Aneurysmal  bulges  and  pulsations  are 
more  readily  discernible.  Smaller  pulsa- 
tions of  the  intercostal  or  episternal 
spaces  in  aortic  aneurysms  or  of  the 
larger  vessels,  such  as  the  carotid,  are 
magnified  by  the  shadows  cast.  A tracheal 
tug  is  more  easily  visualized.  The  rate, 
rhythm,  and  force  of  cardiac  contractions, 
especially  when  the  heart  is  enlarged,  can 
be  studied  to  better  advantage  with  the 
slit  of  light  thrown  tangentially  at  the 
apex,  even  before  a stethoscope  is  ap- 
plied. 

Epigastric  pulsations  due  to  cardiac 
dilation  are  noticed  more  readily.  It  en- 
ables us  to  see  more  clearly  the  pulsa- 
tions occasionally  produced  on  the  af- 
fected side  of  an  empyema.  Hepatic 
pulsations  occurring  during  systole  in 
tricuspid  or  aortic  regurgitation  may  oc- 
casionally be  exhibited  through  thin  ab- 
dominal walls.  The  presence  of  arterio- 
venous aneurysms  may  be  magnified  in 
an  earlier  stage  and  operative  interfer- 
ence made  much  simpler.  Inspection  of 
many  normal  and  abnormal  arterial  and 
venous  pulsations  may  be  made  more 
easily. 

In  adhesive  pericarditis,  the  movement 
occasioned  by  Broadbent’s  sign  is  made 
more  visible. 

Gastronintestinal  peristalsis  may  be 
studied  in  greater  detail  and  frequently 
the  “ladder  pattern”  may  be  uncovered  in 
intestinal  obstruction.  In  thin-walled  or 
emaciated  individuals  with  pyloric  ob- 
struction, gastric  peristalsis  may  be  seen 
to  pursue  a direction  from  left  to  right. 

It  must  be  emphasized  that  inspection 
with  a beam  of  converging  artificial  light 
rays  on  the  principle  of  the  slit  lamp  is 
a physical  sign  presented  as  an  adjunct 
to  ordinary  inspection,  which  can  prove 
valuable  in  uncovering  a number  of  dis- 
ease conditions  earlier,  by  an  accentua- 
tion of  the  various  shadows  produced. 

75  Ocean  Ave. 


The  first  meeting  of  the  Rockaway 
Medical  Society  was  held  at  the  Inwood 
Country  Club  on  October  20.  A large  rep- 
resentation of  local  physicians  was  present. 
After  the  meeting  a dinner  was  served, 
allowing  a friendly  chat  and  renewal  of  old 
acquaintance. 

The  guest  speaker  was  Dr.  Herman  O. 
Mosenthal,  consulting  physician  at  Bellevue, 


Post  Graduate  and  the  N.  Y.  Infirmary  for 
Women  and  Children.  His  subject  was  “In- 
sulin Proteinate  in  the  Treatment  of 
Diabetes.” 


A campaign  of  education  to  combat 
pneumonia  is  being  pushed  by  the  medical 
and  public  health  forces  in  Middletown. 


CONTACT  IMPLANTATION  OF  CANCER 


Carcinoma  of  Lower  and  Upper  Lips 


Herman  Charache,  M.D..  Brooklyn 

from  the  Brooklyn  Cancer  Institute,  Dr.  Ira  I.  Kaplan.  Director,  Division  of  Cancer, 
Nezv  York  City  Department  of  Hospitals 


The  transmission  of  cancer  by  direct 
contact  is  difficult  to  prove,  although  a 
number  of  cases  have  been  reported.  V on 
Bergmann1  in  1887  presented  a case  of 
carcinoma  of  the  upper  and  lower  lip  be- 
fore the  Berlin  Medical  Association  to 
illustrate  the  so-called  ‘‘infectious  charac- 
ter of  carcinoma.”  Hahn2  removed  some 
carcinomatous  nodules  from  the  skin  of  a 
woman  with  recurrent  mammary  car- 
cinoma and  implanted  them  into  a small 
wound  made  in  the  skin  of  the  mammary 
region  of  the  opposite  side  of  the  body. 
These  nodules  grew  progressively  larger 
until  they  reached  the  size  of  a cherry. 
The  patient  died  from  general  metastasis 
some  weeks  later.  Histologically  these 
tumors  were  the  same  as  the  primary 
growth.  Cornil3  implanted  a fragment  of 
cancer  tissue  of  a recently  removed  breast 
into  the  opposite  breast,  and  in  the  course 
of  several  weeks  it  grew  into  a small 
tumor.  Williams4  reported  a case  of  a 
sixty-year  old  woman  who  developed  an 
epithelioma  of  the  thigh  from  continually 
coming  in  contact  with  an  ulcerating 
epithelioma  of  the  corresponding  side  of 
the  opposite  thigh. 

Examples  of  contact  implantation  from 
the  uterus  to  the  vagina  have  been  re- 
ported by  Thorn,5  Fischer,6  and  others. 
Three  cases,  proven  histologically,  have 
been  found  in  our  own  institution  sug- 
gesting such  transmission  of  cancer ; how- 
ever, contact  implantation  could  not  be 
definitely  proven. 

Welsh,7  writing  on  the  subject  of  con- 
tact spread  of  cancer,  remarked : “The 
cause  of  this  local  extension  of  the  cancer 
process  by  direct  contagion  is  quite  un- 
known. All  that  we  can  say  is  that  it 
appears  to  be  due  to  the  transference  of 
some  malignant  influence  or  stimulus 
from  a cancerous  cell  to  an  adjacent  non- 
cancerous  cell,  whereby  the  latter  becomes 
cancerous  also.” 

Butlins  emphasizes  the  practical  im- 
portance of  contact  metastasis  as  a possi- 


bility of  a wound  infection  in  operations 
for  cancer.  He  states: 

Many  cases  have  been  recorded  in  which 
there  was  reason  to  believe  that  recurrence 
was  due  to  implantation  during  the  opera- 
tions rather  than  to  imperfect  removal  of  the 
diseases.  . . . The  only  cases  (contact  im- 
plantation) which  should  be  accepted  are 
those  which  fulfill  the  following  conditions : 
The  disease  must  be  of  the  same  variety  in 
the  primary  carcinoma  and  in  the  reputed 
contact  cancer.  The  identity  of  the  disease 
must  be  proved  by  microscopical  examina- 
tion. The  primary  disease  must  have  been 
exposed  at  the  time  at  which  contact  is 
known  to  have  taken  place ; and  there  should 
be  such  evidence  of  contact  of  the  primary 
carcinoma  with  the  seat  of  the  reputed  con- 
tact cancer  as  would  satisfy  a jury. 

Willis9  states  that  transfer  of  a car- 
cinogenic agent  from  surface  to  surface 
can  neither  be  affirmed  nor  denied.  How- 
ever, while  he  admits  that  the  lymph 
stream  from  one  lip  does  not  flow  to  the 
other,  and  that  even  should  hemic  dis- 
semination have  occurred,  the  chance  of 
metastasis  occurring  in  tissues  precisely 
opposite  the  primary  growth  is  negligible. 
Ewing  10  states:  “Transfer  of  epithelioma 
of  lower  lip  to  upper  is  difficult  to  estab- 
lish, but  seems  to  have  occurred.” 

Von  Bergmann’s  case  of  carcinoma  of 
the  lower  and  upper  lips,  previously  men- 
tioned, is  the  only  one  found  reported  in 
the  literature.  The  case  herewith  re- 
ported is  another  case  which  we  believe 
is  cancer  of  the  upper  lip  due  to  contact 
transmission. 

Case  Report 

An  eighty-three  year  old  Italian  male  was 
admitted  to  the  Brooklyn  Cancer  Institute 
on  August  12,  1936  complaining  of  an  ulcer- 
ation of  both  lips.  Two  years  previous  he 
had  developed  an  ulceration  of  the  lower 
lip  which  became  progressively  worse.  Four 
months  later  the  part  of  the  upper  lip  that 
came  in  direct  contact  with  the  ulceration 
of  the  lower  lip  became  similarly  affected. 
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His  past  history  and  family  history  were 
uneventful. 

Examination  on  admission  revealed  an 
ulceration  of  the  lower  lip  measuring  one  by 
one-half  cm.,  necrotic  in  the  center  and 
surrounded  by  a marked  induration.  A 
similar  ulceration  was  present  directly  op- 
posite on  the  upper  lip,  so  that  when  the 
mouth  was  closed  both  lesions  would  touch 
each  other.  There  was  no  evidence  of  any 
glandular  enlargement. 

The  rest  of  the  physical  examination  re- 
vealed only  the  evidence  of  senile  arterio- 
sclerosis and  chronic  myocarditis.  His  blood 
Wassermann  was  negative.  The  urine 
showed  a trace  of  albumin  and  the  blood 
count  was  within  normal  limits. 

A biopsy  was  taken  from  both  lips  and 
reported  by  Dr.  S.  H.  Polayes,  the  patholo- 
gist, as  follows : 

Tissue  from  Upper  Lip:  Microscopical  Ex- 
amination: Tissue  is  made  up  of  stratified 

squamous  lining  epithelium  showing  hyper- 
keratosis beneath  which  the  cutis  is  the  seat  of 
sheets  of  atypical  epithelial  cells  of  the  prickle 
variety  with  a tendency  towards  pearl  forma- 
tion. There  is  an  associated  rich  inflammatory 
infiltration. 

Diagnosis:  Prickle  cell  carcinoma. 

Tissue  from  Lower  Lip:  Microscopical  Ex- 
amination: Section  shows  stratified  squamous 

lining  epithelium  which  is  the  seat  of  para- 
keratosis. The  underlying  cutis  is  invaded  by 
masses  of  atypical  prickle  cells  possessing  all 
the  criteria  of  malignancy.  There  is  an  asso- 
ciated inflammatory  process  present. 

Diagnosis:  Prickle  cell  carcinoma. 


Treatment  was  given,  with  x-ray  therapy 
followed  by  implantation  of  radium  needles 
in  both  lesions.  The  condition  improved, 
but  the  patient  is  still  attending  our  clinic. 


Conclusions 

1.  Contact  implantation  of  cancer  is 
difficult  to  prove.  A number  of  cases  are 
reported  in  the  literature,  but  only  one 
referring  to  lip  cancer. 

2.  As  long  as  we  do  not  know  the 
factor  or  factors  that  cause  the  primary 
cancer,  we  cannot  reasonably  explain  the 
factors  that  take  part  in  contact  cancer. 

3.  A case  of  carcinoma  of  the  lower 
and  upper  lip  is  reported. 

4.  From  the  findings  in  this  case  it  is 

reasonable  to  conclude  that  the  growth 
on  the  upper  lip  resulted  by  contact  im- 
plantation from  the  lesion  on  the  lower 
lip-  75  Prospect  Park  Southwest 
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1939  “M.D.”  LICENSE  PLATES 


Practicing  physicians  throughout  the  State 
who  desire  special  license  plates  bearing 
the  designation  “M.D.”  for  1939  are  urged 
to  apply  to  the  Secretary  of  the  County 
Medical  Society  in  the  county  where  they 
reside  or  have  their  principal  office.  It  is 
requested  that  no  applications  be  made  to 
the  Commissioner  of  the  Bureau  of  Motor 
Vehicles,  but  to  the  County  Medical  Society 
Secretary,  whose  certification  of  the  names 
is  an  essential  part  of  the  procedure. 

The  names  will  then  be  transferred  to  the 
Central  Office  of  the  State  Society  for  trans- 


mission to  the  Commissioner. 

From  the  Commissioner  will  come  to 
these  physicians,  by  mail,  official  application 
blanks  which  can  be  filled  out  and  returned 
according  to  directions  on  the  blanks. 

It  is  not  possible  for  the  Committee  in 
charge  to  promise  special  numbers.  In  con- 
nection with  requests  for  “low”  numbers, 
the  Committee  wishes  to  call  attention  to 
the  fact  that  all  of  the  special  numbers  can 
be  classified  as  “low”  numbers. 

Augustus  J.  Hambrook,  M.D. 

David  J.  Kaliski,  M.D. 


The  first  joint  dinner  and  outing  of 
the  men  of  the  medical,  dental  and  legal 
professions  of  Schenectady  was  held  at  the 
Mohawk  Golf  Club  on  September  29.  A 


golf  match  was  the  chief  event  of  the  after- 
noon. Thomas  H.  Clearwater  of  New 
York,  associate  counsel  for  the  State  Medi- 
cal Society,  was  principal  speaker. 
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EDITORIALS 


Doubtful  Comparison 

A “White  House  spokesman”  warns 
business  to  stop  its  “saber-rattling” 
against  the  Administration  lest  it  create 
an  artificial  crisis  analogous  to  the  recent 
German-Czechoslovak  situation.  For  more 
reasons  than  one,  the  analogy  seems  inept. 

For  one  thing,  while  one  “White  House 
spokesman”  was  urging  cooperation  with 
government,  another  government  official, 
Assistant  Attorney  General  Charles  C. 
Pearce,  was  delivering  a wholly  unwar- 
ranted broadside  against  organized  medi- 
cine before  a group  of  health  insurance 
conferees.  If  any  “saber-rattling”  is  being 
done,  there  seems  little  doubt  that  the 
Administration  has  the  most  aggressive 
and  unremitting  “rattlers”  in  its  ranks. 
Of  course,  events  in  Europe  show  that  a 
lot  can  be  gained  by  good  hard  “saber- 
rattling” — but  an  administration  which  is 
dead  set  against  monopolies — in  medicine, 
especially — should  not  try  to  grab  off  a 
monopoly  in  “saber-rattling,”  profitable 
though  it  may  be. 

The  allusion  to  the  European  crisis 
was  unfortunate,  also,  on  the  score  of 
peace  terms.  If  business  ceases  its  opposi- 
tion to  the  Administration,  what  can  it 
expect  in  the  way  of  cooperation  from 
the  Government?  Would  it  have  to  accept 
another  Munich  pact?  The  “White  House 
spokesman”  did  not  say. 


So  far  there  seems  to  be  no  let  up  in 
the  “purge”  spirit,  which  has  brought 
about  an  anti-trust  action  against  the 
A.M.A.  and  a reclassification  of  the 
latter’s  tax  status  so  that  it  forfeits  its 
exemption  as  an  educational  and  scientific 
body  and  must  now  pay  social  security 
taxes  as  a business  league.  The  analogy 
to  the  European  crisis  is  not  encouraging 
in  this  respect. 

It  is  true  that  progress  cannot  come 
without  cooperation  between  government 
and  private  enterprise.  Cooperation  is 
not  a one-sided  thing,  however,  and  the 
government  must  do  its  share.  If  the 
Administration  really  desires  an  end  of 
“saber-rattling,”  it  should  call  off  its 
purges  and  Pearces  as  token  of  a sincere 
spirit  of  conciliation. 


Banishing  the  Bogeyman 

The  Special  Session  of  the  House  of 
Delegates  of  the  A.M.A.  has  succeeded 
in  clarifying  several  important  issues. 
Advocates  of  state  medicine  have  con- 
sistently sought  to  bring  their  opponents 
into  disrepute  by  shouting  “reactionary” 
whenever  a valid  argument  is  raised.  Be- 
cause physicians  oppose  compulsory  health 
insurance,  the  socializers  have  tried  to 
prove  that  medicine  has  resisted  all  bene- 
ficial change.  Unfortunately  the  public 
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memory  is  short  and  it  is  easily  misled  by 
such  tactics.  The  House  of  Delegates  re- 
freshes popular  recollection  with  the  fol- 
lowing pertinent  reminders. 

“We  have  never  taken  action  in 
opposition  to  government  aid  to  the 
needy,  whether  the  need  was  for 
food,  clothing,  shelter  or  medical  at- 
tention.” 

In  fact,  physicians  have  always  led  in 
the  provision  of  medical  care  for  the  sick 
poor,  often  at  considerable  sacrifice  to 
themselves. 

“We  have  never  opposed  provi- 
sions in  any  regulation  or  statute  to 
protect  the  government  and  taxpay- 
ers against  fraud  on  the  part  of  any 
one.” 

In  the  face  of  strong  resistance  from 
quacks  and  their  political  protectors,  the 
medical  profession  has  waged  an  unre- 
mitting battle  against  fraud  in  healing.  It 
has  never  deviated  from  this  aim  in  spite 
of  the  costs  of  regulatory  legislation  to 
physicians — in  both  money  and  time. 

“The  American  Medical  Association 
has  never  oposed  the  principle  of  group 
hospital  insurance  . . . ” in  spite  of  re- 
peated efforts  to  bring  it  into  popular 
disfavor  by  misrepresentation  of  its  stand 
on  this  issue.  In  New  York  State,  in  fact, 
organized  medicine  was  one  of  the  prime 
movers  for  the  acceptance  of  this  prin- 
ciple by  the  Legislature. 

Lastly,  “the  American  Medical  Asso- 
ciation has  never  opposed  the  principle  of 
insurance”  per  se.  It  does  oppose  com- 
pulsory sickness  insurance,  with  its  “po- 
litical administration  and  manipulation  of 
the  insurance  organization,  devotion  of  a 
considerable  portion  of  the  funds  thus  de- 
rived to  the  payment  of  great  numbers  of 
employees  not  directly  concerned  with  the 
service  but  intimately  concerned  with  the 
maintenance  of  a political  organization 
and  expansion  of  such  organizations  to 
wield  greater  and  greater  power  in  the 
affairs  of  the  nation.  After  the  recent 
primary  elections  throughout  the  country, 
no  one  can  say  these  fears  are  ground- 
less.” 

The  American  system  of  medical  prac- 


tice is  not  perfect,  but  it  is  steadily 
improving.  No  more  can  be  said  for  any 
other  of  our  social  or  economic  insti- 
tutions, whether  under  government  or 
private  control.  As  far  as  response  to 
need  goes,  it  is  a matter  of  record  that 
medicine  has  served  where  needed  with- 
out regard  for  the  return  to  itself.  Morbid- 
ity and  mortality  tables  prove  that  it  has 
done  its  work  well.  “It  does  not  conceive 
that  any  political  agency  can  do  the  job 
with  one-tenth  the  efficiency  at  ten  times 
the  cost.” 


Increasing  Value  of  Sulfanilamide 

With  our  increased  knowledge  of  the 
means  to  safely  control  the  administration 
of  sulfanilamide,  further  clinical  research 
continues  to  increase  the  scope  of  its  use- 
fulness. Primarily  advanced  as  a bac- 
terio-static  for  the  streptococcus  group  of 
organisms  it  appears,  from  the  reports  in 
the  literature,  to  have  a far  wider  field 
of  therapeutic  value. 

Decided  beneficial  results  of  sulfanila- 
mide therapy  in  trachoma  have  been  re- 
corded by  Loe1  and  corroborated  by 
Gradle.  Lacrimation  and  photophobia 
rapidly  disappeared,  and,  where  pannus 
existed,  vision  improved.  The  conjunctiva 
paled  and  the  velvety  patches  and  hyper- 
trophies cleared  up. 

Ottenberg  and  Berck2  report  two  cases 
of  suppurative  pylephlebitis  writh  multiple 
liver  abscesses,  which  recovered  under  a 
regime  of  sulfanilamide.  Shropshear3 
found  a favorable  response  in  the  clinical 
picture  of  rectal  strictures  due  to  venereal 
lymphogranuloma,  following  the  adminis- 
tration of  this  drug.  Appetite  improved, 
body  weight  increased,  and  tenesmus  dis- 
appeared. A cessation  of  rectal  discharge 
and  bleeding  was  also  noted. 

It  is  fascinating  to  watch  the  rapidity 
of  the  advances  made  with  this  form  of 
chemotherapy.  They  are  of  sufficient  im- 
portance to  warrant  comment  in  each  issue 


1.  Loe,  F.:  J.A.M.A.,  111:1371,  1938. 

2.  Ottenberg,  R.  and  Berek,  M. : J.A.M.A.,  111:1374, 
1938. 

3.  Shropshear,  G.:  III.  Med.  J .,  74:153,  1938. 
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of  this  publication.  However,  as  new 
fields  for  the  use  of  sulfanilamide  are 
opened,  we  will  continue,  from  time  to 
time,  to  call  attention  to  them. 


Arsphenamine  Blood  Dyscrasias 

The  intensity  of  the  campaign  against 
syphilis  will  of  necessity  result  in  an  in- 
creased use  of  arsenicals  and  the  other 
metallic  drugs  employed  in  the  treatment 
of  lues.  These  chemicals  are  capable  of 
influencing  adversely  the  function  of  the 
blood  forming  organs.  While  it  is  true  that 
such  untoward  incidents  occur  but  rarely, 
it  is  a fact  nevertheless  that  there  have 
been  reports  of  deaths  from  the  blood 
dyscrasias  induced  by  the  arsphenamines. 
Severe  aplastic  anemias  which  failed  to 
respond  to  all  measures  for  correction 
have  followed  the  administration  of  ars- 
phenamine and  neoarsphenamine. 

It  is  to  be  expected  that  the  increase  in 
the  treatment  load  as  a result  of  this  cam- 
paign will  be  heaviest  in  the  clinics.  Be- 
cause of  the  time  limitations  imposed, 
close  observation  of  the  individual  patients 
may  not  be  followed  to  the  same  extent  as 
in  private  practice.  However,  if  fatalities 
from  blood  dyscrasias  are  to  be  avoided, 
a sharp  lookout  for  the  early  signs  of  the 
disease  must  be  maintained.  Periodic 
blood  studies  are  essential  and,  with  the 
first  evidence  of  damage  to  the  hemato- 
poetic  system,  arsphenamine  therapy 
should  be  stopped.  Following  recovery, 
this  medication  should  not  be  resumed  for 
to  do  so  might  bring  about  a fatal 
recurrence. 


CURRENT  COMMENT 

“ ‘Eternal  vigilance  is  the  price  of  lib- 
erty,’ said  John  Philpot  Curran  in  1808. 

“Yet,  while  delegates  wrangled  recently 
about  the  phrasing  of  a new  constitution  for 
the  nation’s  most  populous  state,  physicans 
yawned,  seemingly  bored  by  parliamentary 
prattle.  Doctors  vigilant  at  the  bedside  were 
disinterested  in  New  York’s  constitutional 
convention. 

“Result?  The  draft  of  the  proposed  docu- 
ment carries  a paragraph  reading:  ‘The 


Legislature  may  provide  for  the  protection 
by  insurance  or  otherwise  against  the  haz- 
ards of  unemployment,  sickness,  and  old  age.’ 

“Railroaded  through  just  before  the  close 
of  the  convention,  the  innocent  sounding  yet 
all-important  word  ‘sickness’  had,  in  "an 
earlier  session,  been  excluded  from  this 
generous  clause.  Concerted  action  by  or- 
ganized medicine  might  have  stopped  it  the 
second  time,  too.  But  August  was  hot, 
medical  societies  did  not  meet,  and  commit- 
teemen fled  to  escape  the  summer  weather. 

“Too  hot  for  the  doctors,  it  wasn’t  too  hot 
for  medicine-meddling  politicians.  To  re- 
scind this  dangerous  enabling  clause,  which 
flings  the  door  open  to  health  insurance,  the 
state’s  medical  organizations  must  now  fight 
to  defeat  an  entire  ‘social  welfare’  para- 
graph— a cause  likely  to  be  highly  unpopu- 
lar.”— From  the  October  issue  of  Medical 
Economics. 


“.  . . To  TEACH  THE  PEOPLE  to  gO  to 

doctors  for  services  they  want,  because  they 
think  and  know  that  these  services  are 
worth-while”  is  a very  important  thing,  ac- 
cording to  Don  W.  Gudakunst,  M.D.,  Dr. 
P.H.,  State  Commissioner  of  Health  in 
Michigan,  who  writes  at  length  on  “A 
School  Health  Program”  in  the  August  2 7 
issue  of  the  J.A.M.A. 


“There  is  a lot  to  be  said  for  the  good 
old  fashioned  habit  of  sitting  down — and 
thinking  things  out  before  dashing  off  to  do 
them.  . . by  sitting  down,  it  is  pointed  out, 
one  avoids  retracing  a lot  of  steps  . . — A 

comment  by  C.  James  F.  Parsons,  M.D.  in 
the  October  Westchester  Medical  Bulletin. 
He  heads  his  column  “The  Annotator”  with 
the  remark  that  “Experience  may  be  a great 
teacher,  but  his  classroom  is  nearly  always 
deserted.” 


. . The  lay  public  has  a totally 
false  impression  of  what  -it  would  get  under 
compulsory  sickness  insurance.  It  needs  to 
be  told  what  it  wouldn’t  get  and  at  what 
cost !” — And  herein  lies  a task  for  each  and 
every  practitioner,  New  York  Medical  Week 
of  September  3,  reminds  us. 

“Some  time  ago  the  President  appointed 
a committee  to  consider  what  might  be  done, 
and  its  reports  offered  a staggering  program, 
calling  for  expenditure  of  $850,000,000  a 
year  for  ten  years.  . . . 

“It  is  a part  of  the  New  Deal  philosophy 
that  any  wrong  can  be  righted  by  spending 
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a lot  of  money.  But  the  health  of  the  nation 
is  like  the  health  of  an  individual.  The  size 
of  the  fee  does  not  cure  the  patient,  but  the 
ability  of  the  physician.” — From  the  Phila- 
delphia Evening  Public  Ledger,  recently. 


. . Bismarck,  half  fox,  half  lion 
and  a diplomat  worthy  of  the  Vatican,  cast 
about  for  ‘bread  and  circuses’  for  the  Teu- 
tonic poor,  and  found  it  in  promise  of  free 
medical  and  surgical  and  obstetrical  care, 
for  which  the  beneficiaries  if  they  wished 
might  donate  a few  assessments.  . . . Now 
Germany  and  'her  English  cousins  have  dis- 
covered that  economic  schemes  born  in 

Correspondence 


“What  kind  of  a nurse,  Doctor?” 

New  York  City, 
50  W.  50  St. 

To  the  Editor: 

“What  kind  of  a nurse,  Doctor”  and 
“Where  can  I get  her?”  are  questions  fre- 
quently asked  the  physician  who  has  just 
told  the  responsible  member  of  a family  that 
a nurse  is  needed  to  care  for  the  patient. 

Doctors  invariably  want  safe  nursing  care 
for  their  patients.  Service  counts. 

To  help  busy  physicians  answer  questions 
about  nursing  care,  the  Nursing  Informa- 
tion Bureau  of  the  American  Nurses’  Asso- 
ciation has  prepared  two  folders  called 
“Wanted,  A Real  Nurse,  an  R.N.”  and 
“Safe  Nursing  Care  and  Where  to  Ask  For 
It.”  They  discuss  briefly  the  significance 
of  the  term  “Registered  Nurse”  and  suggest 
how  to  secure  the  type  of  nursing  service 
which  may  be  needed. 

Physicians  may  secure  copies  of  the  fold- 
ers from  the  Nursing  Information  Bureau, 
50  W.  50  St.,  New  York  City.  We  would 
be  glad  to  have  you  advise  them  of  this 
offer  through  your  magazine. 

Sincerely  yours, 
Mary  M.  Roberts,  R.N. 

Director,  Nursing  Information  Bureau 

September  29,  1938. 


times  of  plenty  are  sadly  out  of  joint  in  the 
lean  years.  ... 

“Health  insurance,  no  matter  how  it  is 
sold  to  a nation,  does  not  protect,  nor  con- 
serve, nor  improve  the  health  of  a nation. 
But  it  has  been  proven  to  shine  like  a 
morning  star  to  guide  the  greedy  politician 
to  a fat  pocketbook  and  easy  jobs  for  him- 
self and  his  kin,  lo,  to  the  fourth  generation. 

“Health  insurance  by  any  name  is  one  of 
those  windbag  Santa  Clauses  that  may  have 
been  practical  on  Mount  Parnassus  but  have 
no  place  in  the  economics  of  any  sane,  ra- 
tional, self-respecting  people.  . . .” — De- 

nunciation in  the  October  issue  of  the  Illi- 
nois Medical  Journal. 

Boric  Acid  Dermatitis 

853  Seventh  Avenue 
New  York  City 

To  the  Editor: 

In  the  report  of  “Boric  Acid  Dermatitis” 
by  Rothberg  and  Merrill  (N.  Y.  State  J. 
of  Med.,  38:1284,  1938)  the  authors  state 
“There  is  no  record  of  a case  of  boric  acid 
sensitivity  recorded  in  the  medical  litera- 
ture.” 

While  eruptions  from  Boric  Acid  are 
quite  rare,  they  have  appeared  not  only 
from  external  use  but  also  from  internal 
use.  I append  the  following  references  for 
the  authors: 

Rasch,  C. : Cutaneous  eruptions  from  use  of 
boric  acid  and  borax,  Hospitalstid,  4R.5 :709, 
1897. 

Wild,  R.  B. : Dermatitis  and  other  toxic  effects 
produced  by  boric  acid  and  borax,  Lancet, 
1:23,  1899. 

McWalter,  J.  C. : Boric  Acid  Eczema,  Brit. 
M.J.,  1:1002,  1915. 

Abramowitz,  E.  Wm. : Drug  Eruptions, 

Medical  Times,  52:106,  1924.  (Citing  cases  of 
Evans,  Fere,  Sweitzer,  Wile  and  Cannon) 

McNally,  W.  D.  and  Rust  C.  A. : The  dis- 
tribution of  boric  acid  in  human  organs  in  six 
deaths  due  to  boric  acid  poisoning,  J.A.M.A., 
90:382,  1928. 

Darier,  J. : Eczema  artificial  “en  coulee”  par 
eau  boriquee,  Dermat.  Wchnschr.,  91:1192,  1930. 

Very  truly  yours, 

E.  Wm.  Abramowitz,  M.D. 

October  7,  1938 


SOCIETY  OF  PLASTIC  AND  RECONSTRUCTIVE  SURGERY 


The  Seventh  Annual  Meeting  of  the  Soci- 
ety of  Plastic  and  Reconstructive  Surgery 
will  be  held  on  November  4 and  5 at  the 
Bellevue-Stratford  Hotel,  Philadelphia.  Sci- 
entific Sessions  will  be  held  November  4 in 
the  morning,  afternoon,  and  evening.  Dry 


and  Operative  Clinics  will  be  held  on 
November  5 at  the  Jefferson  and  Graduate 
Hospitals. 

For  further  details  write  to  Arthur 
Palmer,  M.D.,  Chairman  of  Program  Com- 
mittee, 667  Madison  Ave.,  New  York  City. 


I 


The  Council  takes  this  opportu- 
nity to  express  formally  its  sense 
of  loss  in  the  death  of  Doctor  Fred- 
erick H.  Flaherty,  of  Syracuse,  New 
York,  former  President  of  the  Med- 
ical Society  of  the  State  of  New 
York. 

Among  such  close  associates, 
there  is  no  need  to  extoll  the  activi- 
ties of  Doctor  Flaherty ; his  achieve- 
ments, which  are  so  well  known  to 
us,  will  remain  a permanent  record. 
His  surgical  career  began  during  his 
early  professional  life,  and  he  at- 
tained eminence  which  was  recog- 
nized both  by  his  confreres  and  the 
public  at  large.  He  was  always  de- 
voted to  whatever  was  best  for  the 
medical  profession. 

He  held  every  position  which  it 
was  possible  for  one  to  occupy  in 
organized  medicine,  culminating  in 


his  election  as  President  of  our  State 
Society. 

In  addition  to  his  hospital  and 
private  practice  activities,  he  had 
been  Professor  of  Clinical  Surgery 
at  Syracuse  University,  and  at  the 
time  of  his  death,  was  Professor- 
Emeritus.  He  had  been  a Member 
of  the  Grievance  Committee  of  the 
Board  of  Regents  since  its  organiza- 
tion. 

Although  he  never  occupied  pub- 
lic office,  he  was  frequently  con- 
sulted and  willingly  served  in  mat- 
ters of  civic  interest. 

Doctor  Flaherty  detested  sham, 
deceit  and  dishonesty,  and  admired 
only  frankness  and  integrity.  How- 
ever, he  was  tolerant  and  readily 
overlooked  the  foibles  of  his  friends. 

To  us,  his  dose  associates,  he  will 
be  long  remembered  as  a generous 
and  loyal  friend. 
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WORKMEN’S  COMPENSATION 

Minimum  Medical  Fee  Schedule  for  Medical  Treatment  and  Care  of  Injured  Employees 


1.  Section  13  (a)  (Workmen’s  Compensation 
Law)  requires  that  the  employer  shall  provide 
medical  care  for  injured  employees  and  that  the 
Commissioner  shall  establish  and  promulgate 
“a  schedule  for  the  State,  or  schedules  limited 
to  defined  localities,  of  minimum  charges  and 
fees  for  such  medical  treatment  and  care” — etc. 
And  further,  “All  fees  and  other  charges  for 
such  treatment  and  services  shall  be  limited 
to  such  charges  as  prevail  in  the  same  com- 
munity for  similar  treatment  of  injured  per- 
sons of  like  standard  of  living.” 

2.  This  schedule  specifically  applies  to  Metro- 
politan New  York  comprising  the  following 
counties:  New  York,  Bronx,  Kings,  Queens, 
Richmond,  Nassau,  Suffolk,  Rockland,  West- 
chester. 

3.  Minimum  Fees.  Section  13-d  2 (d),  re- 
quires that  the  Commissioner  shall  remove 
from  the  list  of  physicians  authorized  to  render 
medical  care  any  one  who  “has  rendered  med- 
ical service  under  this  Chapter  for  a fee  less 
than  fixed  by  the  Commissioner  as  the  minimum 
rate  in  his  locality.”  Section  13  (a)  says,  “The 
amounts  payable  by  the  employer  for  such 
treatment  and  services  shall  in  no  case  be  less 
than  the  fees  and  charges  established  by  such 
schedule.” 

4.  Nothing  in  this  schedule  shall  prevent  vol- 
untary payment  of  amounts  higher  than  the  fees 
and  charges  fixed  therein,  but  no  physician 
rendering  medical  treatment  or  care  may  re- 
ceive payment  in  any  higher  amount  unless  such 
increased  amount  has  been  authorized  by  the 
employer  or  by  decision  as  provided  in  Section 
13-g  herein. 

5.  Section  13-b  1 (g).  Authorization  of  phy- 
sician by  Commissioner.  “No  person  shall  ren- 
der medical  care  under  this  Chapter  without 
such  authorization  of  the  Commissioner”  . . . 
etc. 

Exceptions: 

A.  Any  licensed  physician  may  render  emer- 
gency care. 

B.  Any  member  of  a constituted  hospital 
staff  may  render  care  while  the  patient 
remains  within  the  institution. 

C.  Technical  assistants  when  under  active 
personal  direction  of  an  authorized  phy- 
sician. 


A new  edition  of  the  Fee  Schedule  will  shortly 
be  published  by  the  Department  of  Labor  for 
distribution  to  the  profession. 


D.  Registered  physiotherapists  under  writ- 
ten specific  direction  of  authorized  phy- 
sician. 

6.  No  claim  for  medical  or  surgical  treatment 
is  valid  or  enforceable  unless  within  48  hours, 
(*)  following  first  treatment,  a preliminary 
report  (C-104)  is  filed;  and 

Within  20  days,  (*)  thereafter,  a complete  re- 
port (C-4)  is  filed  (Notarized). 

Exceptions : 

Write  “final”  on  the  C-104  report  if  patient 
is  discharged  from  treatment  within  48  hours 
after  first  treatment.  In  these  cases  it  will  not 
be  necessary  to  file  Form  C-4  unless  specifically 
requested. 

Write  “ Final  and  Transferred ” to  Dr  

Address  , when  case  is  referred, 

transferred  or  goes  to  another  authorized  phy- 
sician for  further  care. 

7.  Emergency.  Claim  may  need  to  be  sus- 
tained by  record  of  details  that  establish  fact 
of  emergency. 

8.  Payment  of  Medical  Fees.  Section  13-f.  No 
physician  shall  collect  or  receive  a fee  from  the 
injured  claimant.  A hospital  shall  not  be  en- 
titled to  remuneration  paid  to  a physician  on 
its  staff. 

Section  13-f  (1).  “Fees  for  medical  services 
shall  be  payable  only  to  a physician  or  other 
lawfully  qualified  person  permitted  by  Section 
13-b  of  this  Chapter,  or  to  the  agent  or  to  the 
executor  or  administrator  of  the  estate  of  such 
physician.” 

Written  Notice  of  Contest  by  the  employer 
(or  carrier)  shall  be  filed  of  the  amount  of  the 
bill  for  medical  care  or  hospital  service  within 
30  days  after  receipt  of  bill,  or  the  right  to  an 
impartial  examination  of  the  fairness  of  the 
amount  claimed  “shall  be  deemed  to  be  waived 
and  the  amount  claimed  by  such  physician  or 
hospital  shall  be  deemed  to  be  the  fair  value 
of  the  services  rendered  by  him  or  it.” 

9.  Disagreement  “as  to  value  of  medical  aid 
rendered  under  this  Chapter  shall  be  decided  by 
an  arbitration  committee.”  Section  13-g  (2). 

10.  “A.  and  AT  means  Authorization  and 
Arrangement  established  by  agreement  between 
the  physician  and  the  carrier  or  employer.  This 
designation  has  been  applied  where  the  extreme 
range  of  variation  and  complexity  in  the  indi- 

* Make  triplicate  record.  Send  one  to  your  district 
office  of  the  State  Department  of  Labor  (see  back  of 
blanks).  Send  one  to  carrier,  if  known,  or  employer. 
Keep  one  for  your  record. 


Due  to  exhaustion  of  the  edition  of  the  fee  schedule  printed  by  the  Department 
of  Labor,  we  are  herewith  reprinting  the  Fee  Schedule,  which  has  now  been 
adopted  for  the  entire  State,  as  originally  published  in  the  August  15, 
1936,  issue  of  the  New  York  State  Journal  of  Medicine. 

We  are  also  appending  the  latest  Rules  and  Regulations 
of  the  Department  of  Labor. 
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vidual  problem  renders  a fixed  minimum  stan- 
dard impractical. 

11.  Concurrent  Fees  for  two  or  more  physi- 
cians for  an  identical  period  of  care  and  treat- 
ment will  not  be  allowed  except  when  war- 
ranted by  complication  or  noted  need  for  assist- 
ance. When  all  the  required  care  and  treat- 
ment reasonably  falls  within  the  range  of  quali- 
fications of  one  physician  no  other  shall  claim 
a fee;  only  one  physician  shall  be  in  charge  of 
a case.  Fees  for  assistants  and  consultants  must 
be  justified. 

12.  Multiple  Injuries  treated  by  one  doctor 
requiring  extensive  surgical  dressings  or  care 
are  to  be  charged  for  the  greatest  plus  one-half 
of  the  lesser  fees  but  limited  to  two  times  the 
greatest  fee.  Superficial  injuries  not  requiring 
extensive  attention  are  not  to  carry  cumulative 
charges. 

13.  Extensive  and  Unusual  Dressings.  When 
a patient  requires  unusual,  extensive  and  ex- 
traordinary dressings,  the  cost  of  material 
(enumerated  and  noted  in  bill)  may  be  added 
to  schedule  of  fee  for  service. 

14.  Unit  Fees.  When  the  schedule  specifies 
a fee  for  a service  and  a period  of  after  care, 
and  for  any  reason  there  is  a transfer  of  the 
care  and  treatment  to  a second  or  other  physi- 
cian, the  stated  amount  in  the  schedule  shall 
cover  the  combined  fee  of  all. 

15.  Proration  of  Scheduled  Unit  Fee.  When 
the  schedule  specifies  a unit  fee  for  a definite 
treatment  and  period  of  after  care,  and  the 
patient  is  transferred  from  one  to  another  phy- 
sician, the  employer  (or  carrier)  is  responsible 
for  the  amount  stated  in  the  schedule.  If  the 
concerned  physicians  agree  upon  amount  of 
proration  they  shall  render  separate  bills  ac- 
cordingly ; in  the  event  of  no  agreement  or  dis- 
agreement, the  matter  shall  be  settled  by  the 
Board  of  the  local  County  Medical  Society,  or 
by  an  arbitration  committee  appointed  by  it — 
without  cost  to  the  contestants. 

16.  Presence  of  physician  during  examination 
by  employer’s  (or  carrier’s)  physician,  routine 
fee. 

17.  Investigation  and  observation  (without 
examination)  by  medical  inspector  acting  for 
employer  (or  carrier)  ; if  presence  of  injured 
employee’s  physician  is  required  by  carrier  or 
employer  the  fee  to  the  employee’s  phvsician 
shall  be  $4.00. 

18.  Attending  physician’s  appearance  at  a 
hearing  on  a compensation  claim,  when  required 
by  referee,  insurance  carrier  or  employer,  a fee 
of  $10.00  plus  mileage  (outside  New  York  City) 
and  a fee  of  $5.00  for  each  additional  case  on 
which  the  physician  testifies  at  the  same  ap- 
pearance (See  new  Note  21). 

19.  Physician  of  “especially  qualified”  enroll- 
ment, who  makes  written  opinion  or  testimony, 
fee  fixed  by  Commissioner,  Section  13  (d). 

20.  Penalty  Fees.  “When  transfer  of  patient 
by  employer  (or  carrier)  has  not  been  author- 
ized under  this  Section,”  Section  13-a  (3)  (2)  : 
Same  as  total  paid  to  other  physicians  or  as 
determined  by  arbitration  committee. 

21.  Owners  of  plants  requiring  high  fre- 


quency treatments  may  apply  to  the  Industrial 
Commissioner  for  modification  of  the  estab- 
lished fees  in  the  medical  fee  schedule.  The 
Commissioner  will  cause  an  investigation  to  be 
made  in  each  instance  and  act  upon  the  record 
when  established.  This  privilege  will  be  granted 
only  on  the  assurance  that  it  will  not  interfere 
with  the  employee’s  right  of  free  choice  of  phy- 
sician. 

22.  In  all  cases  where  there  is  a time  limit, 
the  attending  physician  is  to  give  the  necessary 
after  care  required  within  his  classification. 
Where  exceptional  conditions  present  them- 
selves, the  physician  must  obtain  authorization 
to  call  in  a specialist,  except  in  an  emergency. 

23.  In  order  to  facilitate  the  prompt  payment 
of  medical  bills,  a discount  of  5 per  cent  will  be 
allowed  on  all  medical  and  hospital  bills  in 
amounts  of  $15.00  or  over,  if  paid  within  30 
days,  except  on  controverted  cases  when  the 
30-day  limit  shall  run  from  the  date  that  a de- 
cision is  rendered  finding  the  claim  compensible. 

General  Medico  Surgical  Service 


Line 

No.  Item  Fee 

50.  First  visit,  including  reports.  . $3  00 

51.  Office  call  2 00 

52.  Home  call — day 3 00 

53.  Home  call — night  (if  call  re- 
ceived by  doctor  between  12 

M to  7 A.M.) 5 00 

54.  Hospital  call 2 00 

55.  Consultation  with  specialist. 

same  fee  as  regular  visit. 

56.  Salvarsan,  plus  cost  of  drug.  . 5 00 

57.  Tetanus  Antitoxin,  add  cost  of 

drug  to  routine  fee. 

58.  Assistant  to  surgeon 15  00 

(In  hospital  with  interne  staff 
no  charge  to  be  made  for 
service  of  interne  or 
assistant.) 

64.  Strapping  of  shoulder,  routine 

service  fee  plus 1 00 

65.  Strapping  of  hip,  routine  serv- 

ice fee  plus 1 00 

66.  Strapping  of  sacro-lumbar  spine. 

routine  service  fee  plus ....  1 00 

67.  Strapping  of  thorax,  routine 

service  fee  plus 1 00 


X-RAY  DEMONSTRATION  OF  INJURED  PARTS 

80.  Lines  Nos.  83  to  102  inclusive 

represent  fees  for  physicians 
with  the  “X”  qualification. 

81.  Such  x-ray  demonstration  of 

injured  parts  is  limited  to 
those  patients  who  are  under 
his  general  medical  care. 

83.  Fees  are  for  regional  examina- 

tion size  and  number  of 
films  not  relevant. 

84.  Teeth,  complete  dental  study . . . 

85.  Single  finger 

86.  Single  toe 

87.  Hand  (including  fingers) 

88.  Wrist  (including  carpus  and 

lower  1/3  ferearm) 

89.  Forearm  mid  one-third 

90.  Elbow  (including  upper  one- 

third  of  forearm  and  supra- 
condyles)  

91.  Humerus  mid  one-third 

92.  Foot  (including  toes) 

93.  Ankle  (including  lower  three 

inches  of  leg) 


5 00 
2 50 
2 50 
4 00 

4 00 
4 00 


4 00 
4 00 
4 00 

4 00 
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94.  Leg  mid  one-third 4 00 

95.  Knee  (including  four  inches 

above  and  belcw  joint)....  4 00 

96.  Femur  mid  one-third 4 00 

97.  Femur  upper  ore-third 4 00 

98.  Shoulder  joint 5 00 

99.  Clavicle  5 00 

100.  Scapula  5 00 

101.  Hip  joint 7 50 

102.  Nasal  bones 5 00 

103.  Physical  therapy,  inclusive  of 

any  and  all  modalities 2 00 

104.  Electrocardiogram  10  00 

105.  Allergy  test A.  & A. 

106.  Immunology  A.  & A. 

107.  Spinal  puncture 10  00 

108.  Spinal  puncture  with  mano- 

metric  determination  15  00 

109.  Blood  transfusion,  direct 50  00 

110.  Blood  transfusion,  indirect 

(citrate)  25  00 

111.  Fee  for  donor,  Regular  Blood 

Donors’  Association  fee. 

112.  Gastric  lavage  (poison,  etc.)..  10  00 

113.  Burns,  according  to  area  in- 

volved and  per  visit A.  & A. 

114.  Skin  patch  test A.  & A. 

115.  Abdominal  paracentesis 10  00 

116.  Uterine  Curettage,  3 weeks 

after  care 50  00 

117.  Injection,  veno  surgery 5 00 


ANESTHESIA 

125.  When  given  by  other  than 
operating  surgeon.  Period 
of  time  to  be  measured  from 
beginning  of  induction  of 
anesthesia  to  recorded  end  of 
operation. 


126.  Gas,  given  by  a medical  anes- 

thetist specially  called,  an 

additional  fee  of 5 00 

127.  Gas,  first  one-fourth  hour 5 00 

128.  Gas  up  to  one-half  hour 10  00 

129.  Gas  up  to  one  hour 15  00 

130.  Gas  each  additional  one-half 

hour  5 00 

131.  Ether  up  to  one-half  hour....  5 00 

132.  Ether  each  additional  one-half 

hour  5 00 

133.  Chloroform  up  to  one-half  hour  5 00 

134.  Chloroform  each  additional  one- 

half  hour 5 00 

135.  Spinal  for  first  hour 15  00 

136.  Spinal  over  one  hour 20  00 

137.  Rectal,  when  performed  by 

other  than  operator 15  00 

138.  Rectal  over  one  hour 20  00 

139.  Intravenous  anesthetic  to  one- 

half  hour 10  00 

140.  Intravenous  anesthetic  to  one 

hour 15  00 

141.  Intravenous  anesthetic  over 

one  hour 20  00 

142.  Local  anesthesia  by  operator  is 

part  of  operating  fee,  as 
scheduled. 


FRACTURES 

150.  Compound  fractures — increase 
fee  50%. 

After-Care 


151.  Skull  operative,  not  within  dura  3 wks.  100  00 

152.  Skull  involving  work  within 

dura  3 wks.  150.00 

153.  Skull  non-operative,  at  per  visit 

basis. 

154.  Maxilla,  closed 3 wks.  35  00 

155.  Mandible  (uncomplicated)  uni- 

lateral   3 wks.  50  00 


156.  Mandible  (uncomplicated)  bi- 

lateral   3 wks.  100  00 

157.  Malar  3 wks.  35  00 

158.  Nose  3 wks.  25.00 

159.  Nasal  septum A.  & A. 

160.  Trephine  3 wks.  100  00 

161.  Clavicle,  closed 3 wks.  40  00 

162.  Clavicle,  open A.  & A. 

163.  Scapula  3 wks.  40  00 

164.  Rib  strapping 5 00 

165.  Vertebrae,  contiguous,  bodies 

or  laminae,  closed 2 mos.  100  00 

166.  Vertebral  processes,  non-opera- 

tive   10  00 

167.  Vertebrae,  cpen  A.  & A. 

168.  Humerus,  closed  2 mos.  100  00 

169.  Humerus,  open  2 mos.  150  00 

170.  Radius  or  ulna,  closed 2 mos.  50  00 

171.  Radius  or  ulna,  open 2 mos.  75  00 

172.  Radius  and  ulna,  closed — shaft  2 mos.  100  00 

173.  Radius  and  ulna,  open — shaft.  . 2 mos.  150  00 

174.  Colles  fracture,  closed 2 mos.  65  00 

175.  Colies  fracture,  open 2 mos.  110  00 

176.  Elbcw  (including  humerus, 

radius  and  ulna),  closed....,  2 mos.  75  00 

177.  Elbow  (including  humerus, 

radius  and  ulna),  open 2 mos.  110  00 

178.  Carpal  bones,  closed 2 mos.  50  00 

179.  Carpal  bones,  open 2 mos.  100  00 

180.  Metacarpals  (one  or  mere), 

closed  3 wks.  30  00 

181.  Metacarpals  (one  or  more), 

open  2 mos.  75  00 

182.  Finger — one  3 wks.  20  00 

183.  Fingers,  multiple  on  one  hand.  3 wks.  35  00 

184.  Femur,  closed  2 mos.  150  00 

185.  Femur,  open 2 mos.  175  00 

186.  Patella,  closed  3 wks.  50  00 

187.  Patella,  open  6 wks.  100  00 

188.  Tibia,  closed 2 mos.  75  00 

189.  Tibia,  open  2 mos.  110  00 

190.  Fibula,  closed 2 mos.  50  00 

191.  Fibula,  open  2 mos.  75  00 

192.  Tibia  and  fibula,  closed 2 mos.  100  00 

193.  Tibia  and  fibula,  open 2 mos.  150  00 

194.  Potts  fracture,  closed 2 mos.  75  00 

195.  Potts  fracture,  open 2 mos.  110  00 

196.  Metatarsal  bones,  closed 3 wks.  30  00 

197.  Metatarsal  bones,  open 2 mos.  75  00 

198.  Toes — single  toe — first  toe 3 wks.  20  00 

199.  Toes  — single  toe  — other  than 

first  3 wks.  15  00 

201.  Sacrum,  closed  3 wks.  50  00 

202.  Pelvis,  one  bone 3 wks.  50  00 

203.  Pelvis,  multiple  3 wks.  75  00 

204.  Pelvis,  open  A.  & A. 

205.  OsCalcis,  closed  2 mos.  50  00 

206.  OsCalcis,  open  2 mcs.  100  00 

207.  Astragalus,  closed  2 mos.  40  00 

208.  Astragalus,  open  2 mos.  80  00 

209.  Tarsal  bones,  others,  closed....  2 mos.  30  00 

210.  Tarsal  bones,  others,  open 2 mos.  60  00 


211.  Multiple  fractures,  not  in  same 
hand  or  foot:  Add  to  the 
greater  fee  a sum  equal  to 
50  per  cent  of  each  lesser, 
not  exceeding  two  times  the 
greater. 

12.  Multiple  injuries  treated  by  one 
doctcr,  requiring  extensive 
surgical  dressings  or  care, 
are  to  be  charged  for  the 
greatest  plus  one-half  of  the 
lesser  fees  but  limited  to  two 
times  the  greatest  fee.  Super- 
ficial injuries  not  requiring 
extensive  attention  are  not  to 
carry  cumulative  charges. 

15.  Proration  of  scheduled  unit 
fee:  IVhen  the  schedule  sped - 


1410 


WORKMEN’S  COMPENSATION 


[Volume  38 


ties  a unit  fee  for  a definite 
treatment  and  period  of 
after-care  and  the  patient  is 
transferred  from  one  to  an- 
other physician,  the  employer 
( or  carrier ) is  responsible  for 
the  amount  stated  in  the 
schedule.  If  the  concerned 
physicians  agree  upon  amount 
of  proration  they  shall  render 
separate  bills  accordingly ; in 
the  event  of  no  agreement 
or  disagreement,  the  matter 
shall  be  settled  by  the  Board 
of  the  local  County  Medical 
Society,  or  by  an  arbitration 
committee  appointed  by  it — 
without  cost  to  the  contest- 
ants. 

22.  In  all  cases  where  there  is  a 
time  limit,  the  attending  phy- 
sician is  to  give  the  necessary 
after-care  required  within  his 
classification. 

Where  exceptional  conditions 
present  themselves,  the  physi- 
cian must  obtain  authorisa- 
tion to  call  in  a specialist, „ 
except  in  an  emergency. 

DISLOCATIONS 

250.  Tempero-mandibular  

251.  Spine,  open 

252.  Spine,  closed 

253.  Shoulder  

254.  Shoulder,  recurrent — operation.. 

255.  Elbow,  closed 

256.  Elbow,  open 

257.  Finger,  reduction  and  splint.. 

258.  Finger,  open 

259.  Hip  

260.  Knee  

261.  Ankle  

262.  Astragalus,  closed 

263.  Astragalus,  open 

264.  OsCalcis,  closed 

265.  OcCalcis,  open 

266.  Toe,  reduction  and  splint 

AMPUTATIONS 

275.  Arm,  disarticulation,  uncompli- 

cated   

276.  Arm,  thru  head  or  neck 

277.  Arm,  below  neck 

278.  Forearm 

279.  Hand  at  wrist 

280.  Carpus  

281.  Metacarpus 

282.  Phalanx  

283.  Thigh,  disarticulation 

284.  Leg  at  knee 

285.  Patella,  excision 

286.  Femur,  head  and  neck 

287.  Femur  

288.  Knee  

289.  Tibia  or  fibula 

290.  Foot  at  ankle  joint 

291.  Foot  thru  metatarsus 

292.  OsCalcis  (Syme’s  amp.) 

293.  Phalanx  (tee) 

294.  Astragalectomy 

295.  Laminectomy  or  other  osteo- 

plastic   

296.  Coccyx,  removal 

297.  Spinal  fusion,  involving  bone 

inlay  

298.  Removal  of  semi-lunar  cartilage 

299.  Rib  excision  or  resection 

300.  Arthrodesis  hip 

301.  Arthrodesis  wrist 

302.  Arthrodesis  knee 


6 

2 

3 

3 

3 

3 

3 

3 

3 

3 

2 

3 

2 


6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

6 

2 

2 

3 

2 

2 

3 

2 

2 

2 


10 

00 

mos. 

150 

00 

mos. 

100 

00 

wks. 

40 

00 

A.  & 

A. 

wks. 

35 

00 

wks. 

75 

00 

5 

00 

wks. 

40 

00 

wks. 

75 

00 

wks. 

60 

00 

wks. 

40 

00 

wks. 

50 

00 

mos. 

100 

00 

wks. 

50 

00 

mos. 

100 

00 

5 

00 

wks. 

150 

00 

wks. 

100 

00 

wks. 

75 

00 

wks. 

75 

00 

wks. 

75 

00 

wks. 

60 

00 

wks. 

50 

00 

wks. 

30 

00 

wks. 

150 

00 

wks. 

100 

00 

wks. 

75 

00 

wks. 

150 

00 

wks. 

100 

00 

wks. 

100 

00 

wks. 

100 

00 

wks. 

75 

00 

wks. 

75 

00 

wks. 

100 

00 

wks. 

30 

00 

mos. 

100 

00 

mos. 

200 

00 

wks. 

50 

00 

mos. 

200 

00 

mos. 

100 

00 

wks. 

50 

00 

mos. 

150 

00 

mos. 

100 

00 

mos. 

100 

00 

303.  Arthrodesis  shoulder 2 mos.  100  00 

304.  Bone  graft — for  non-union  of 

femur  including  post-opera- 
tive therapy  4 mos.  200  00 

305.  Bone  graft — for  non-union  of 

tibia,  including  post  operative 

therapy  4 mos.  175  00 

306.  Bone  graft — humerus,  including 

post-operative  therapy 4 mos.  175  00 

307.  Bone  graft — forearm,  including 

post-operative  therapy 4 mos.  175  00 


Surgical  Procedures 


INCISION 

325.  Incision  for  superficial  abscess 

as  furuncle  or  boil 3 00 

326.  Incision  for  abscess,  carbuncle 

with  multiple  pockets 5 00 

327.  Incision  of  deep  abscess  or 

infection  25  00 

328.  Paronychia  5 00 

329.  Laparotomy,  exploratory  only..  3 wks.  100  00 

330.  Operation  on  viscera A.  & A. 

331.  Simple  bowel  resection 3 wks.  150  00 

EXCISION 

350.  Removal  of  nail,  finger  or  toe, 

including  local  anesthetic. ...  5 00 

351.  Excision  of  sub-deltoid  bursa..  3 wks.  50  00 

352.  Excision  of  prepatella  bursa...,  3 wks.  35  00 

REPAIR 

365.  Tendon,  one  primary 3 wks.  35  00 

366.  Tendon,  each  additional 10  00 

maximum  100  00 

367.  Tendon,  secondary A.  & A. 

370.  Nerve  suturing,  primary,  single  3 wks.  35  00 

371.  Nerve  suturing,  each  additional  10  00 

maximum  100  00 

372.  Nerve  suturing,  secondary. ...  A.  & A. 

375.  Hernia,  single  (including  assist- 

ant’s fee) 8 wks.  75  00 

376.  Hernia,  double  (including  assist- 

ant’s fee) 8 wks.  100  00 

377.  Hernia,  recurrent A.  & A. 

379.  Hernia,  diaphragmatic A.  & A. 

380.  Hernia,  post-surgical  (including 

assistant’s  fee) 8 wks.  100  00 

381.  Hernia,  ventral  (including  as- 

sistant’s fee) 8 wks.  100  00 

385.  Suture  of  soft  tissue  wound, 

such  as — 

386.  Skin:  Routine  fee  plus  $1.00 

for  each  suture maximum  10  00 


387.  Fascia:  Routine  fee  plus 

$1.00  for  each  suture.  . . . maximum  10  00 

388.  Muscle:  Routine  fee  plus 

$1.00  for  each  suture maximum  10  00 

390.  Superficial  lacerations:  Office 

visit. 


FOREIGN  BODIES 

392.  Foreign  body  extraction,  intra- 

cutaneous:  Office  fees. 

393.  Foreign  body  extraction,  sub- 

cutaneous, without  anes- 
thetic   

394.  Foreign  body  extraction,  sub- 

cutaneous, with  anesthetic . . 

395.  Foreign  body  extraction,  deep.  . 3 wks. 

396.  Note:  Above  extractions  do  not 

include  removal  of  foreign 
body  from  eye  or  erbit. 


5 00 

10  00 
25  00 


Consultations  and  Consultant  Care 


“SG”  QUALIFICATION 
400.  Urologist  consultation  fee,  com- 
plete, but  not  inclusive  of 
cystoscopy,  x-ray  demon  stra- 
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401.  Urologist,  subsequent  office  or 


hospital  visits,  exclusive  of 

“after  care”  as  specified....  3 00 

“SI”  QUALIFICATION 

410.  Neurologist,  complete  examina- 

tion   20  00 

411.  Neurologist,  for  subsequent 

diagnostic  consultation 5 00 

412.  Neurologist,  for  other  subse- 

quent office  visits 3 00 

“SJ”  QUALIFICATION 

420.  Internist,  complete  examination 

or  consultation 10  00 

421.  Internist,  subsequent  office  visits  3 00 

“SB”  QUALIFICATION 

425.  Orthopedist,  complete  examina- 

tion or  consultation 10  00 

426.  Orthopedist,  “check-up”  exami- 

nation of  referred  patient.  . 5 00 

427.  Orthopedist,  subsequent  exami- 

nation or  care  not  included 

in  scheduled  “after  care”...  3 00 

“SA”  QUALIFICATION 

430.  Surgeon,  complete  examination 

or  consultation 10  00 

431.  Surgeon  “check-up”  examina- 

tion of  referred  patient 5 00 

432.  Surgeon,  subsequent  examina- 

tion or  care  not  included  in 

scheduled  after  care 2 00 

“SC”  QUALIFICATION 

438.  Surgeon,  first  care,  if  not  other- 

wise scheduled 3 00 

439.  Surgeon,  subsequent  office  visits 

or  hospital  visit 2 00 

440.  Surgeon,  patient’s  home  or  place 

of  employment.  Day 3 00 

441.  Surgeon,  patient’s  home  or  place 

of  employment.  Night,  12 

Midnight  to  7 A.  M 5 00 


Ear,  Nose  and  Throat 

“SF”  QUALIFICATION 
450.  Nose,  complete  examination  with 


consultation  and  report 10  00 

451.  Nose,  routine  examination  with 

consultation  S 00 

452.  Nose,  extensive  study,  various 

charges  according  to  special 

tests  A.  & A. 

453.  Nasal  bones,  fractures 3 wks.  25  00 

454.  Submucous  resection  of  nasal 

septum  2 wks.  75  00 

455.  Otoscopic  examination,  includ- 

ing functional  test  of  cochlea  10  00 

456.  Ear  examination,  including 

functional  tests  of  cochlea 

and  labyrinth A.  & A. 

457.  Direct  laryngoscopy;  instrumen- 

tation with  laryngoscope  (in- 
clusive of  removal  of  foreign 
body  of  biopsy) 25  00 

458.  Direct  laryngoscopy,  removal  of 

growth  1 wk.  50  00 

459.  Bronchoscopy  1 wk.  50  00 

460.  Bronchoscopy,  with  removal  of 

biopsy  50  00 

461.  Bronchoscopy,  with  foreign 

body  extraction 75  00 

462.  Esophagoscopy  50  00 

463.  Esophagoscopy,  with  removal  of 

biopsy 50  00 

464.  Esophagoscopy,  with  foreign 

body  extraction 75  00 

465.  Tonsillectomy  1 wk.  40  00 

466.  Tracheotomy  3 days  75  00 


467.  Mastoid — simple*  3 wks.  100  00 

468.  Mastoid — radical*  3 wks.  150  00 

469.  Mastoid — bilateral  3 wks.  225  00 

471.  Antrotomy  puncture  with  irriga- 

tion   10  00 

472.  Antrotomy — window  3 wks.  50  00 

473.  Antrotomy — radical  A.  & A. 

474.  Antrotomy — subsequent  irriga- 

tions   5 00 

475.  Epistaxis,  arrest  of  bleeding, 

office  visit 

476.  Epistaxis,  with  electrocoagula- 

tion or  electrocauterization. . 10  00 

477.  Epistaxis,  without  electrocoagu- 

lation, office  visit 

478.  Myringtomy,  in  office  (punc- 

ture)   5 00 

479.  Myringotomy,  at  hospital  or 

home  or  other  place 10  00 

480.  Subsequent  office  visits  3 00 

481.  House  visit,  routine,  for  ex- 

amination and  opinion  5 00 

482.  Hospital  visit,  for  ordinary 

visit,  dressings  and  observa- 
tion   3 00 


Eye 


“SE”  QUALIFICATION 

525.  Simple  eye  check-up  on  re- 

ferred patients,  mere  ob- 
servation (no  refraction,  no 
study  of  retina)  5 00 

526.  Routine,  full  examination  ....  10  00 

527.  Special  study,  special  test  for 

permanent  disability  and  re- 
port   A.  & A. 

528.  Refraction  alone  and  prescrip- 

tion for  glasses  7 50 

529.  Combined  full  examination 

(526  and  528)  and  refrac- 
tion and  prescription  for 
glasses  1250 

530.  Subsequent  office  visit 3 00 

531.  Hospital  visits  3 00 

535.  Foreign  body  embedded  in  cor- 

nea, removal  of  5 00 

536.  Removal  of  intra-ocular  foreign 

body  21  days  100  00 

537.  Removal  of  intra-orbital  foreign 

body  21  days  100  00 

560.  Primary  suture  of  lid  wounds  15  00 

561.  Iridectomy  10  days  60  00 

562.  Cataract  extraction  10  days  100  00 

563.  Muscle  operation  A.  & A. 

564.  Plastic  lid  operation A.  & A. 

568.  Discission  (needling)  of  ca- 

taract   10  days  75  00 

569.  Operation  for  detachment  of 

retina  10  days  100  00 

570.  Enucleation  of  eyeball 21  days  100  00 

571.  Evisceration  of  eyeball  21  days  100  00 

572.  Conj unctivokeratoplasty  for 

perferating  wounds  of  eye- 
ball   A.  & A. 

575.  Glaucoma  operation  10  days  100  00 

576.  Operation  for  strabismus....  A.  & A. 

577.  Dacryocystectomy  10  days  75  00 

578.  Chalazion  operation,  either 

dissection  or  incision  and 

currettage  15  00 


Urology 

“SG”  QUALIFICATION 
600.  Neo-salvarsan  plus  cost  of 

drugs  750 

* RADICAL  MASTOID — fee  allowed  only  when 
mastoid  and  middle  ear  cavities  are  made  one — bony 
wall  removed. 
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601.  Excision  of  kidney 3 wks.  150  00 

602.  Fixation  of  kidney A.  & A. 

603.  Kidney  calculi-removal  3 wks.  150  00 

604.  Nephrotomy  3 wks.  100  00 

605.  Cystotomy  3 wks.  75  00 

606.  Cystoscopy  without  X-ray 25  00 

607.  Cystoscopy  including  catheriza- 

tion  ureters  35  00 

608.  External  Urethrotomy  A.  & A. 

609.  Hydrocele — radical  3 wks.  50  00 

610.  Hydrocele — tapping  10  00 

611.  Orchidectomy  3 wks.  60  00 

612.  Epididymectomy  3 wks.  75  00 


Dermatology 

“SH”  QUALIFICATION' 

650.  Examination,  complete,  or  con- 

sultation   10  00 

650a.  Check-up  examination  of  re- 
ferred patient  5 00 

651.  Subsequent  examination  or 

care  3 00 

652.  Subsequent  care,  with  X-ray 

therapy  5 00 

653.  Hospital  visit  3 00 

654.  Neo-salvarsan,  plus  cost  of 

drug  7 50 


Proctology 

“SM8”  QUALIFICATIONS 
665.  Anal  fissure,  divulsion  under 


anesthesia  15  00 

666.  Single  fistula  including  3 weeks 

after  care  50  00 

667.  Multiple  fistulae  including  3 

weeks  after  care  75  00 

668.  Hemorrhoids,  removal  by  injec- 

tion, per  visit 5 00 

669.  Hemorrhoids,  external,  single, 

2 weeks  after  care 25  00 

670.  Hemorrhoids,  multiple  external, 

2 weeks  after  care 50  00 

671.  Hemorrhoids,  internal,  2 weeks 

after  care  50  00 

672.  Incision  of  thrombosed  hemorr- 

hoid   10  00 

673.  Prolapse,  anal,  treatment  by 

laparotomy  including  3 weeks 

after  care 150  00 

674.  Rectal  resection,  including  4 

weeks  after  care 150  00 


Physical  Therapy 

“SMI”  QUALIFICATION 

690.  Per  visit,  inclusive  of  any  and 

all  modalities  3 00 

Osteopathy 
“OP”  QUALIFICATIONS 

Lines  Nos.  691  to  695  apply 
only  when  osteopathic  manip- 
ulation is  included. 

691.  Examination  or  consulation  at 


office — first  visit  4 00 

692.  Subsequent  office  visits 3 00 

693.  Home  call — day  4 00 

694.  Home  call — night  (between  12 

midnight  and  7 a.m.) S 00 

695.  Hospital  call  3 00 


696.  As  respects  all  other  items  in 
this  schedule  which  come 
lawfully  zvithin  the  scope  of 
osteopathy,  osteopaths  shall 
be  entitled  to  the  same  fees 
as  permitted  for  physicians 
practising  in  other  fields  of 
medicine. 


Pathology 

BLOOD 

700.  Wassermann  5 00 

701.  Wassermann — any  modifications  5 00 

702.  Precipitation  (Kahn  or  other 

precipitation  test)  3 00 

703.  Any  two  tests  of  the  above....  7 50 

704.  Complement  fixation  gonococcus  3 00 

705.  Full  blood  count 5 00 

706.  White  blood  count  and  dif- 

ferential   2 00 

707.  Coagulation  time  2 00 

708.  Sedimentation  test  3 00 

709.  Fragility  test  3 00 

710.  Platelet  count  2 00 

711.  Full  test — hemorrhagic  diathesia  10  00 

712.  Icteric  index  2 00 

713.  Special  culture  A.  & A. 

714.  Widal  3 00 

715.  Simple  culture  5 00 

716.  Bilirubin  VandenBergh  3 00 

717.  Malaria  (plus  red  blood  count)  2 00 

718.  Typing  and  grouping 5 00 

719.  Cross  agglutination  tests 5 00 

720.  Additional  per  person 2 00 

721.  Urea  nitrogen 2 00 

722.  Noncoagulation  nitrogen  2 00 

723.  Uric  acid  3 00 

724.  Cholesterin  3 00 

725.  Creatinine  3 00 

726.  Sugar  2 00 

727.  Co2  2 00 

728.  Any  four  tests  of  the  above..  7 50 

729.  Calcium  3 00 

730.  Magnesium  3 00 

731.  Phosphorus  3 00 

732.  Chlorides  3 00 

733.  Any  three  of  the  above 7 50 

734.  Lactic  acid  3 00 

735.  Hydrogen  ion  concentration..  3 00 

736.  Albumin-globulin  ratio 7 50 

URINE 

740.  Routine — chemical  qualitative 

without  microscopic 1 00 

741.  Routine — chemical  qualitative 

with  microscopic  2 00 

742.  Routine — chemical  and  micro- 

scopic including  quanitative 

sugar  3 00 

743.  Arsenic  or  lead  (heavy  metals)  A.  & A. 

744.  Quantitative  urea  2 00 

745.  Quantitative  creatinine  2 00 

746.  Quantitative  uric  acid ' 2 00 

747.  Quantitative  ammonia  2 00 

748.  Quantitative  chlorides  2 00 

749.  Quantitative  total  nitrogen....  2 00 

750.  Above  five  tests 10  00 

751.  Phthalein  2 00 

752.  Urobilin  quantitative  3 00 

753.  Tyrosin  3 00 

754.  Mosenthal  or  other  cone,  tests  5 00 

755.  Simple  culture  5 00 

756.  Special  culture  A.  & A. 

757.  Ureter  specimens,  urea,  micro- 

scopic plus  cultures,  both 

sides  15  00 

758.  Tuberculosis — extra  3 00 

759.  Animal  Inoculation  10  00 

CEREBROSPINAL  FLUID 

765.  Wassermann  5 00 

766.  Precipitation  3 00 

767.  Colloidal  Gold  Test 3 00 

768.  Cell  Count  2 00 

769.  Globulin  2 00 

770.  Simple  culture  5 00 

771.  Special  culture  A.  & A. 

772.  Smear  for  Bacteria 2 00 

773.  Tubercle  Bacilli  3 00 

774.  Twelve  hour  sedimentation  test  5 00 
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775.  Full  spinal  fluid  examination 

for  syphilis  (Wassermann- 

Colloidal  Gold-Cells-Globulin)  7 50 

776.  Animal  inoculation  10  00 

FROZEN  SECTION 

781.  Frozen  section  in  hospital 

(pathologist  at  operation)..  15  00 

782.  Frozen  section,  outside A.  & A. 

MISCELLANEOUS  ITEMS 

790.  Throat  culture  3 00 

791.  Smears — all — except  otherwise 

stated  200 

792.  Search  for  bacilli  in  exudates  3 00 

793.  Sputum  for  tubercle  bacilli....  3 00 

794.  Simple  sputum  culture 5 00 

795.  Special  sputum  culture A.  & A. 

796.  Sputum  microscopic  2 00 

797.  Vaccines  Sputum  750 

798.  Typing  of  pneumococcus 5 00 

799.  Dark  field — no  charge  for 

smear,  venereal,  etc 5 00 

800.  Stomach  contents  for  ferments  5 00 

801.  Ewald  or  retention 5 00 

802.  Fractional  Rehfus  5 00 

803.  Bacteriophags  A.  & A. 

804.  Calculi  A.  & A. 

FECES 

810.  Parasites  3 00 

811.  Typhoid  and  para  cultures...  5 00 

812.  Microscopic  for  bacteria,  etc..  3 00 

813.  Urobilin  3 00 

814.  Urobilin  quantitative  5 00 

815.  Histamine  3 00 

816.  Occult  blood  only 2 00 

817.  Ferments  5 00 

818.  Simple  culture  5 00 

819.  Special  culture  A.  & A. 

820.  Fats — quantitative  5 00 

821.  Basal  metabolism  10  00 

822.  Immunology  and  allergy A.  & A. 

823.  Spinal  puncture  10  00 

824.  Spinal  puncture  with  mano- 

metric  determination 15  00 

830.  Complete  post  mortem  and  re- 

port, without  microscopic 

work  50  00 

831.  Complete  post  mortem  and  re- 

port, with  tissue  microscopic 

examination  75  00 


832.  Other  post  mortem  laboratory 
work,  as  scheduled  above. 

835.  When  pathologist  visits  patient’s 

home  or  other  place  to  obtain 
specimen,  add  $ 3.00  for 
home  visit  to  the  above  items. 

836.  The  attending  physician  will 

not  make  charge  for  obtain- 
ing specimen,  except  spinal 
puncture. 

Roentgenology  and  Radiology 

“SD”  QUALIFICATION 

850.  Lines  850  to  945  inclusive 

specify  fees  for  physicians 
who  are  qualified  as  “SD”. 

851.  (Instructions : do  not  file  either 

C-104  or  C-4  reports.  In- 
stead, make  written  report  in 
quadruplicate;  having  one 
notarized  and  sent  to  your 
district  of  the  State  Departt- 
ment  of  Labor;  send  one  to 
the  attending  physician  or 
surgeon;  retain  one  for  re- 
cord. Render  separate  bill  to 
carrier,  if  known, „ or  em- 
ployer with  the  report.  Films 


shall  be  preserved  by  roent- 
genologist and  they  (or  satis- 
factory prints ) shall  be  made 
available  to  attending  physi- 
cian, carrier  or  employer.) 

852.  Fees  are  for  a competent  diag- 
nosis by  x-ray  image,  expert 
interpretation  and  opinion — 
size  and  number  of  films 
not  relevant. 


853.  Single  finger  5 00 

854.  Single  toe  5 00 

855.  Hand  (including  fingers) 8 00 

856.  Wrist  (including  carpus  and 

lower  one-third  of  forearm)  8 00 

857.  Forearm  mid  one-third 8 00 

858.  Elbow  (including  upper  one- 

third  of  forearm  and  supra- 

condyles)  8 00 

859.  Humerus  mid  one-third 8 00 

860.  Foot  (including  toes) 8 00 

861.  Ankle  (including  lower  three 

inches  of  leg) 8 00 

862.  Leg  mid  one-third 8 00 

863.  Knee  (including  four  inches 

above  and  below  joint)  ....  8 00 

864.  Femur  mid  one-third 8 00 

865.  Femur  upper  one-third 8 00 

870.  Shoulder  joint  10  00 

871.  Clavicle  10  00 

872.  Scapula  10  00 

873.  Hip  joint  15  00 

875.  Head  and  face,  complete  ex- 

amination   20  00 

876.  Head  and  face,  partial  ex- 

amination for  follow-up  when 
area  of  injury  has  been 
demonstrated  previously  ....  10  00 

880.  Nasal  bones  10  00 

881.  Nasal  sinuses  15  00 

882.  Mastoids  15  00 

883.  Mandible — one  side  10  00 

884.  Cervical  spine  15  00 

885.  Dorsal  spine  15  00 

886.  Lumbar  spine  15  00 

887.  Pelvis  15  00 

888.  Sacro-iliac  joint  and  coccyx..  15  00 

889.  Any  two  spinal  regions 25  00 

890.  Any  three  spinal  regions 35  00 

891.  Sacro-iliac  (including  lumbo- 

sacral facets)  A.  & A. 

900.  Thoracic  cage  (not  including 

spine)  any  one  area 15  00 

901.  Lungs  and  heart  (not  includ- 

ing cardiac  mensuration)..  15  00 

902.  Cardiac  mensuration  (includ- 

ing fluoroscopy)  15  00 

903.  Abdomen  and  gastro-intestinal ; 

flat  plate  for  acute  obstruc- 
tion   15  00 

904.  Esophagus  only  (including 

fluoroscopy)  15  00 

905.  Gastro-intestinal  (esophagus  to 

cecum)  25  00 

906.  Gastro-intestinal  (esophagus  to 

ampulla)  35  00 

907.  Colon  by  opaque  enema 20  00 

908.  Gall  bladder  simple 15  00 

909.  Gall  bladder,  Graham  test,  oral  25  00 

909a.  Intravenous  or  Stewart  con- 
centrate   35  00 

910.  Genitourinary — simple  15  00 

911.  Genito-urinary  — retrograde 

pylography  (not  inclusive  of 

injection)  15  00 

912.  Genito-urinary — pylography  by 

excretion  25  00 

913.  Teeth — complete  dental  study.  10  00 

914.  Foreign  body;  same  as  part 

involved  
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915.  Foreign  body — search  of  respir- 

atory or  alimentary  canal..  20  00 

916.  Foreign  body — eye,  precise 

localization  25  00 

917.  Bedside  — institutional  — add 

15%  to  normal  fee  for  part 

918.  Bedside — domicile  A.  & A. 

919.  Interpretation  of  films  made 

elsewheree  A.  & A. 

935.  Radium  therapy  A.  & A. 

940.  X-ray  therapy  A.  & A. 

945.  When  patients  are  treated 

by  x-ray  or  radium  C-104 
and  C-4  must  be  filed. 


X-RAY  DEMONSTRATIONS  BY  SPECIALISTS 
OTHER  THAN  THOSE  HAVING  “SD” 
QUALIFICATION 
1050.  Lines  1050  to  1150  inclusive 
apply  to  specialists  other 
than  those  having  “ SD ” 
qualification;  each  specialist 
limited  to  his  own  special 
field,,  but  shall  not  be  barred 
from  examining  patients 
referred  for  x-ray  examina- 
tion only  in  his  own  special 


field. 

1051.  Teeth — Complete  dental  study..  5 00 

1053.  Single  finger  2 50 

1054.  Single  toe  2 50 

1055.  Hand  (including  fingers)....  4 00 

1056.  Wrist  (including  carpus  and 

lower  one-third  of  forearm)  4 00 

1057.  Forearm,  mid  one-third 4 00 

1058.  Elbow  (including  upper  One- 

third  of  forearm  and  supra- 

condyles)  4 00 

1059.  Humerus,  mid  one-third 4 00 

1060.  Foot  (including  toes) 4 00 

1061.  Ankle  (including  lower  three 

inches  of  leg) 4 00 

1062.  Leg,  mid  one-third 4 00 

1063.  Knee  (including  four  inches 

above  and  below  joint) 4 00 

1064.  Femur,  mid  one-third 4 00 

1065.  Femur,  upper  one-third 4 00 

1070.  Shoulder  joint  5 00 

1071.  Clavicle  5 00 

1072.  Scapula  5 00 

1073.  Hip  joint  7 50 

1075.  Head  and  face,  complete  ex- 

amination   1000 

1076.  Head  and  face,  partial  ex- 

amination for  follow-up  when 
area  of  injury  has  been 
demonstrated  previously  ...  5 00 

1080.  Nasal  bones  5 00 

1081.  Nasal  sinuses  750 

1082.  Mastoids  750 

1083.  Mandible,  one  side 5 00 

1084.  Cervical  spine  7 50 

1085.  Dorsal  spine  7 50 

1086.  Lumbar  spine  750 

1087.  Pelvis  7 50 

1088.  Sacro-iliac  joint  and  coccyx....  7 50 

1089.  Any  two  spinal  regions 12  50 

1089a.  Any  three  spinal  regions 17  50 

1090.  Sacro-iliac  (special  including 

lumbo-sacral  facets)  A.  & A. 

1100.  Thoracic  cage  (not  including 

spine)  any  one  area 7 50 

1101.  Lungs  and  heart  (not  including 

cardiac  mensuration)  7 50 

1102.  Cardiac  mensuration,  including 

fluoroscopy  750 

1103.  Abdomen  and  gastro-intestinal ; 

flat  plate  for  acute 

obstruction  7 50 

1105.  Gastro-intestinal  (esophagus  to 

cecum)  12  50 


1106.  Gastro-intestinal  (esophagus  to 


ampulla)  17  50 

1108.  Gall  bladder,  simple 7 50 

1110.  Genito-urinary,  simple  7 50 

1111.  Genito-urinary,  retrograde  pylo- 

graphy  (not  inclusive  of 

injection)  750 

1113.  Foreign  body,  same  fees  as  No. 

1053  to  1075  according  to 
region. 

1114.  Foreign  body,  search  of  respir- 

atory or  alimentary  canal..  10  00 

1116.  Foreign  body — eye,  precise 

localization  12  50 

1118.  Bedside,  domicile  A.  & A. 

1119.  Colon  by  opaque  enema 8 00 


X-RAY  DEMONSTRATION  BY  PHYSICIANS 
WITH  “XD”  QUALIFICATION 

1200.  Lines  Nos.  1200  to  1300  in- 

clusive apply  to  physicians 
with  the  “XD”  qualifica- 
tion. Nothing  in  this  schedule 
shall  bar  such  physician 
from  examining  patients  re- 
ferred for  x-ray  examination 
only  as  respects  to  lines  1200 
to  1300. 

1201.  Fees  are  for  regional  examina- 

tion, size  and  number  of 


films  not  relevant. 

1202.  Single  finger  3 50 

1203.  Single  toe  3 50 

1204.  Hand  (including  fingers)  6 00 

1205.  Wrist  (including  carpus  and 

lower  one-third  forearm)  ....  600 

1206.  Forearm  mid  one-third 6 00 

1207.  Elbow  (including  upper  one- 

third  of  forearm  and  supra- 

condyles)  6 00 

1208.  Humerus  mid  one-third 6 00 

1209.  Foot  (including  toes)  6 00 

1210.  Ankle  (including  lower  three 

inches  of  leg)  6 00 

1211.  Leg  mid  one-third 6 00 

1212.  Knee  (including  four  inches 

above  and  below  joint)....  6 00 

1213.  Femur  mid  one-third 6 00 

1214.  Femur  upper  one-third 6 00 

1215.  Shoulder  joint  8 00 

1216.  Clavicle  8 00 

1217.  Scapula  8 00 

1218.  Hip  joint  11  00 

1219.  Head  and  face,  complete 

examination  15  00 

1220.  Head  and  face,  partial  examina- 

tion for  follow-up  when  area 
of  injury  has  been  demon- 
strated previously  800 

1221.  Nasal  bones  8 00 

1222.  Nasal  sinuses  11  00 

1223.  Mastoids  11  00 

1224.  Mandible — one  side  8 00 

1225.  Cervical  spine  11  00 

1226.  Dorsal  spine  11  00 

1227.  Lumbar  spine  11  00 

1228.  Pelvis  11  00 

1229.  Sacro-iliac  joint  and  coccyx...  11  00 

1230.  Any  two  spinal  regions 18  00 

1231.  Any  three  spinal  regions 26  00 

1232.  Sacro-iliac  (including  lumbo- 

sacral facets)  A.  & A. 

1233.  Thoracic  cage  (not  including 

spine)  any  one  area 11  00 

1234.  Lungs  and  heart  (not  including 

cardiac  mensuration)  11  00 

1235.  Cardiac  mensuration  (includ- 

ing fluoroscopy)  11  00 

1236.  Abdomen  and  gastrointestinal; 

flat  plate  for  acute  obstruc- 
tion   11  00 
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1237.  Esophagus  only  (including 

fluoroscopy)  11  00 

1238.  Gastro-intestinal  (esophagus  to 

cecum)  18  00 

1239.  Gastro-intestinal  (esophagus  to 

ampulla)  26  00 

1240.  Colon  by  opaque  enema 15  00 

1241.  Gall  bladder,  simple 11  00 

1242.  Gall  bladder,  Graham  test,  oral  15  00 

1243.  Intravenous  or  Stewart  con- 

centrate   26  00 

1244.  Genito-urinary  — simple 11  00 

1245.  Genito-urinary — retrograde  py- 

lography  (not  inclusive  of 

injection)  11  00 

1246.  Genito-urinary — pylography  by 

excretion  * 18  00 

1247.  Teeth,  complete  dental  study..  8 00 

1248.  Foreign  body,  same  as  part 

involved  

1249.  Foreign  body,  search  of  respir- 

atory or  alimentary  canal...  -■  15  00 

1250.  Foreign  body — eye,  precise 

localization  18  00 

1251.  Bedside — institutional — add  15 

per  cent  to  normal  fee  for 
part. 

1252.  Bedside — domicile  A.  & A. 

1253.  Interpretation  of  films  made 

elsewhere  A.  & A. 

1254.  Radium  therapy  A.  & A. 

1255.  X-ray  therapy  A.  & A. 


1256.  When  patients  are  treated,  by 
x-ray  or  radium  C-104  and 
C- 4 must  be  filed. 

( Lines  1257 — 1300  are  blank.) 


Key  to  Code  Letters 

X — General  practice. 

S — Practice  limited  to  specialty. 

A — General  surgery — ma j or. 

B — Orthopedic  surgery. 

C — Traumatic  surgery — not  inclusive  of  major 
or  open  procedures  unless  also  qualified 
under  A or  B. 

D — Roentgenology  (1)  and/or  radiation  (2). 
E — Ophthalmology. 

F — Laryngology (1),  rhinology (2),  otology(3). 
G — Urology. 

H — Dermatology  (1)  and/or  syphilology  (2). 
I — Neurology  (1)  and/or  psychiatry. 

J — Internal  medicine. 

K — Pathology  (1),  clinical  pathology  (2),  bac- 
teriology (3),  chemistry  (4),  serology 
(5),  and/or  hematology  (6). 

L — Gynecology  (1)  and/or  obstetrics  (2). 

M ( 1) — Physical  therapy. 

M ( 2) — Tuberculosis  and  lung  diseases. 

M ( 3) — Gastroenterology. 

M ( 4) — Cardiology. 

M ( 5) — Minor  surgery. 

M ( 6) — Anesthesia. 

M ( 7) — Plastic  surgery. 

M ( 8) — Proctology. 

M ( 9) — Neuro  surgery. 

M (10) — Public  health  and  industrial  diseases. 
M (11) — Metabolic  diseases. 

M (12) — Immunology  and  allergy. 

M (13) — Bronchoscopy. 

M (14) — Endocrinology. 

M (15) — Oral  surgery. 

M (16) — Vascular  and  veno-therapv. 

M (17)— All  others. 


Rules  and  Regulations  Promulgated  by  the 
Industrial  Commissioner  Covering  Chap- 
ters 258  and  930  of  the  Workmen’s 
Compensation  Law 

1.  Medical  Compensation  Boards  must  pass 
upon  the  application  of  a physician  within  sixty 
days  and  notify  the  Industrial  Commissioner  of 
its  action.  If  such  Board  fails  to  recommend 
that  a physician  be  authorized  to  render  medical 
care  under  Chapter  258  the  physician  may 
appeal  to  the  Industrial  Council,  as  provided  in 
clause  (G)  of  sub-division  four  of  section  ten-a 
of  the  Labor  Law,  who  thereafter  has  sole 
jurisdiction. 

2.  Removal  of  physicians  from  panels  and 
revocation  of  licenses  of  medical  bureaus.  Sec- 
tion 13-d. 

The  recommending  compensation  boards  shall 
investigate,  hear  and  determine  all  charges  of 
professional  or  other  misconduct  by  any  author- 
ized physician  or  by  any  licensed  compensation 
medical  bureau  under  rules  and  procedure  pre- 
scribed by  the  Industrial  Council  as  follows : 

(a)  The  physician  or  medical  bureau  accused 
of  misconduct  shall  be  given  twenty  days’  notice 
of  the  charges  in  writing  including  a bill  of 
particulars  setting  forth  the  specific  section  and 
subdivision  of  the  law  violated  and  the  time, 
date  and  place  of  the  hearing. 

(b)  Careful  records  shall  be  kept  of  the  min- 
utes of  the  hearing. 

(c)  These  records,  together  with  the  report 
of  the  Board  of  the  Medical  Society  or  other 
Board,  with  its  findings  shall  be  submitted  to 
the  Commissioner. 

Appeals  filed  by  physicians  and  medical 
bureaus  with  the  Industrial  Council  shall  be 
referred  to  the  subcommittee  designated  by  the 
Industrial  Council  to  ascertain  the  facts  and 
report  its  findings  to  the  Council  for  final  action. 

(a)  The  physician  or  medical  bureau  may  file 
an  appeal  with  the  Industrial  Council  from  the 
decision  of  the  Medical  Society  or  other  Board. 

(b)  The  physician  or  medical  bureau  appeal- 
ing and  the  Medical  Society  or  other  Board 
whose  decision  was  appealed  from,  shall  be  noti- 
field  in  writing  indicating  the  time,  date  and 
place  of  hearing. 

(c)  The  physician  or  medical  bureau  may  be 
represented  by  counsel. 

(d)  Accurate  stenographic  or  stenotype  min- 
utes of  the  hearing  shall  be  kept  for  the  files 
of  the  Commissioner  and  Industrial  Council. 

3.  When  a physician  in  association  or  in 
co-partnership  with  another  physician  or  phy- 
sicians, or  through  another  physician  or  physi- 
cians as  employees  or  agents,  maintain  and 
operate  one  or  more  offices  principally  for  the 
treatment  of  injured  claimants  under  the  Work- 
men’s Compensation  Act,  he  shall  secure  a com- 
pensation medical  bureau  license. 

4.  All  reports,  except  Form  C-104  filed  by 
attending  physicians  and  specialists  must  be 
verified  before  a Notary  Public  or  a Commis- 
sioner of  Deeds,  to  insure  their  value  as  prima 
facie  evidence  in  a compensation  case. 

5.  All  specialists,  consultants,  etc.,  shall  sub- 
mit a report  of  their  findings  in  triplicate,  one 
copy  to  the  Industrial  Commissioner,  one  to 


1416 


WORKMEN’S  COMPENSATION 


[N.  Y.  State  J.  M. 


the  attending  physician  and  one  copy  to  the 
employer  or  insurance  carrier.  If  the  specialist 
acts  as  attending  physician,  he  shall  file  a 48 
hour  report  with  the  employer  or  carrier  and 
with  the  Industrial  Commissioner. 

6.  All  medical  reports  filed  by  attending  phy- 
sicians and  specialists  must  contain  the  authori- 
zation certificate  number  and  code  letters. 

7.  When  it  is  necessary  for  the  attending  phy- 
sician to  engage  the  services  of  a specialist, 
consultant  or  a surgeon,  or  to  provide  for 
physiotherapeutic  procedures  costing  more  than 
twenty-five  dollars  or  to  provide  for  X-ray 
examinations  and  special  diagnostic  laboratory 
tests  costing  more  than  ten  dollars,  he  must 
secure  authorization  from  the  employer  or  in- 
surance carrier  or  the  Industrial  Commissioner. 
Such  authorization  is  not  necessary  when  special 
services  are  required  in  an  emergency  or  when 
authorization  has  been  unreasonably  withheld. 
Section  13-a-5. 

8.  The  authority  of  an  employer  for  the  serv- 
ices of  a specialist  in  excess  of  a $25.00  fee, 
applies  only  to  the  necessity  for  such  services, 
but  the  choice  of  such  specialist  is  entirely 
within  the  jurisdiction  of  the  injured  worker. 

9.  When  it  is  in  the  interest  of  the  injured 
employee,  and  where  an  X-ray  is  required  and 
it  is  impossible  to  secure  the  services  of  a 
qualified  X-ray  specialist,  the  Board  of  the 
Local  County  Medical  Society  may  designate  a 
specially  qualified  individual  to  take  X-ray 
pictures  under  the  supervision  of  the  attending 
physician.  The  attending  physician,  however, 
shall  render  a bill  for  such  service  to  the 
employer.  This  in  no  way,  however,  deprives 
the  emnloyer  or  insurance  carrier  from  having 
other  X-ray  pictures  taken  if  they  so  desire. 

10.  A physician  authorized  to  treat  workmen’s 
compensation  cases,  when  requested  to  supersede 
another  physician,  must,  before  beginning  treat- 
ment of  such  patient,  make  reasonable  effort  to 
communicate  with  the  attending  physician  to 
ascertain  the  patient’s  condition.  The  super- 
seding^ physician  must  also  advise  the  attending 
physician  of  the  name  of  the  person  who  has 
requested  him  to  assume  care  of  the  case  and 
state  the  reason  therefor.  If  the  second  physi- 
cian cannot  contact  the  attending  physician,  and 
the  claimant’s  condition  requires  immediate 
treatment,  the  said  physician  should  advise  the 
doctor  previously  in  attendance  within  48  hours 
that  he  now  has  the  patient  in  his  care.  The 
preceding  physician  shall  suoply  the  succeeding 
physician  with  a complete  history  of  the  case. 

11.  In  the  event  of  a serious  accident  requir- 
ing immediate  emergency  medical  aid,  an  am- 
bulance or  any  physician  may  be  called  to  give 
first  aid  treatment. 

12.  A registered  physiotherapist  may  treat 
workmen’s  compensation  cases  at  his  own  office 
or  bureau  when  the  case  is  referred  to  him 
by  an  authorized  physician.  The  authorized 
physician  should,  however,  give  written  direc- 
tions to  the  physiotherapist  as  to  the  kind  of 
treatment  to  be  rendered  and  the  number  of 
treatments  to  be  given.  These  directions  must 
be  given  in  writing  by  the  physician  and  shall 
constitute  a part  of  the  record  of  the  case. 

13.  Bills  for  x-rays  and  consultations  shall 


be  submitted  for  payment  directly  to  the  em- 
ployer or  carrier  by  the  specialist  rendering 
the  service.  These  services  must  be  authorized 
in  writing  by  the  physician  in  attendance. 

14.  Physicians  treating  claimants  in  hospitals 
may  secure  the  signature  of  claimant  for 
authorization  to  obtain  copies  of  any  necessary 
hospital  records. 

15.  The  physician  in  attendance  in  public 
hospitals  must  be  the  judge  as  to  when  the 
“emergency  status”  of  the  case  has  terminated. 
In  case  of  a dispute  the  matter  shall  be  re- 
ferred to  the  Compensation  Board  of  the  Medi- 
cal Society  of  the  County  in  which  the  hospital 
is  located,  for  immediate  decision. 

16.  Medical  inspectors  of  insurance  compa- 
nies shall  be  admitted  to  hospitals  or  other 
institutions  where  injured  employees  are  con- 
fined, upon  proper  identification,  for  the  pur- 
pose of  complying  with  Section  13-j. 

17.  A hospital  may  not  secure  a license  to 
operate  a medical  bureau  to  render  care  to 
compensation  cases. 

18.  No  license  is  necessary  to  operate  a first 
aid  station  for  emergency  treatment  but  no  sub- 
sequent treatments  are  to  be  rendered  by  any 
one  other  than  a qualified  physician. 

19.  No  advertising  matter  of  any  nature,  on 
compensation  work,  by  authorized  physicians, 
medical  bureaus  or  laboratories  shall  be  per- 
mitted. 

20.  No  insurance  company  or  self-insurer  may 
reduce  the  size  of  notice  to  employees  (Form 
C105)  which  is  to  be  placed  in  all  places  of 
employment  covered  by  the  Act,  unless  such 
permission  is  granted  on  application  to  the 
Industrial  Commissioner. 

21.  “Section  13-F-2  applies  only  to  the  phy- 
sician selected  by  the  claimant  to  treat  him 
as  provided  by  Section  13-A.  Such  physicians 
are  entitled  to  a fee  for  attendance  at  a hearing 
when  subpoenaed  by  any  party  in  interest  or 
when  directed  to  do  so  by  a Referee  or  when 
produced  by  an  insurance  carrier  or  employer. 
When  such  physician  is  a general  practitioner 
his  fee  shall  be  $10.00  plus  mileage  (outside 
New  York  City)  and  a fee  of  $5.00  for  each 
additional  case  on  which  he  testifies  at  the 
same  appearance.  When  such  physician  is  a 
specialist  and  is  so  designated  and  qualified 
and  has  examined,  consulted  or  treated  under 
his  specialty,  his  fee  shall  be  $25.00  plus 
mileage  (outside  New  York  City)  and  a fee 
of  $12.50  for  each  additional  case  on  which  he 
testifies  at  the  same  appearance.  In  exceptional 
cases  involving  specialists  testimony,  the  matter 
may  be  referred  to  the  Industrial  Commissioner 
who  may  consider  the  allowance  of  a higher 
fee.  On  and  after  February  1st,  1938,  in  the 
event  of  failure  of  such  doctor  to  complete 
and  submit  a verified  C-4  report  as  required  by 
Sub-Division  4 *of  Section  13-A  or  when  the 
content  of  such  report  is  vague,  misleading  or 
otherwise  incomplete,  such  doctor  shall  not  be 
entitled  to  an  attendance  fee,  unless  otherwise 
directed  by  the  Industrial  Commissioner.” 

21-A.  A physician  who  testifies  at  hearings  or 
examines  claimants  or  participates  in  examina- 
tions for  evidential  material  for  compensation 
case  hearing  purposes  only,  may  accept  fees  for 
such  services  from  claimants. 
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21-B.  “Any  phyisician,  specialist  or  consultant 
involved  in  the  medical  care  and  treatment  of 
a compensation  case  must  appear  at  a hearing 
when  subpoenaed  and  shall  give  his  testimony 
for  the  prescribed  fee  set  forth  in  the  rules  and 
regulations  adopted  by  the  Industrial  Commis- 
sioner. This  ruling  does  not  deprive  the  spe- 
cialists and  consultants  from  applying  to  the 
Industrial  Commissioner  for  a higher  fee  as 
provided  by  Rule  #21.  In  the  event  of  a 
failure  to  comply  with  this  regulation,  such 
physician,  specialist  or  consultant  will  be  held 
responsible  to  the  Industrial  Council.” 

22.  Hospitals  shall  render  bills  for  board 
and  room  accommodation,  medical  and  surgical 
supplies  and  nursing  facilities.  Hospitals  may 
render  bills  for  x-ray,  physiotherapeutic,  anes- 
thesia and  pathologic  services  when  rendered 
by  or  under  the  supervision  of  salaried  physi- 
cians on  the  staff.  The  names  and  qualifications 
of  all  physicians  and  persons  rendering  services 
for  which  charges  are  made  by  hospitals  must 
be  included  in  all  bills  and  all  medical  and 
x-ray  reports  shall  be  promptly  filed  with  the 
employer  or  its  insurance  carrier  and  the  De- 
partment of  Labor. 

Rules  Governing  Recommending  of  Author- 
ized Physicians  by  Insurance  Carriers  and 
Employers  and  the  Procedure  to  be  followed 

by  Medical  Inspectors  and  Consultants 

23.  The  supplying  of  names  of  authorized 
physicians  by  insurance  carriers  to  their  policy- 
holders is  in  contravention  to  Section  13,  as 
amended  by  Chapter  258  of  the  laws  of  1935. 
Such  policyholders  and  all  employers  may  se- 
cure a list  of  all  authorized  physicians  in  the 
vicinity  of  their  places  of  business  by  applying 
to  the  Industrial  Commissioner  of  the  Depart- 
ment of  Labor. 

24.  Any  physician  who  acts  in  the  capacity  of 
medical  inspector  for  an  insurance  carrier  or 
employer  in  the  case  of  an  injured  employee 
under  the  care  of  another  physician  shall  not 
participate  in  the  treatment  of  said  injured  em- 
ployee except  in  the  operation  of  a rehabilitation 
clinic  or  bureau  under  Section  13-j  of  the  Law. 
Nothing  herein  contained  affects  the  right  of 
transfer  as  provided  in  Section  13-a(3). 

25.  When  a medical  examination  is  had  under 
Section  13-a(4)  it  shall  be  by  a qualified  physi- 
cian at  a place  reasonably  convenient  to  the 
claimant  and  in  the  presence  of  the  claimant’s 
physician,  if  in  the  latter’s  opinion  his  presence 
is  necessary.  A duplicate  copy  of  all  notices 
of  requests  for  examination  must  be  sent  to 
the  attending  physician. 

26.  No  physician  designated  by  an  insurance 
carrier  or  an  employer  as  a consultant  in  the 
case  of  an  injured  employee,  shall  subsequently 
participate  in  the  medical  or  surgical  care  of 
said  injured  employee,  except  with  the  written 
consent  of  the  injured  employee  and  his  attend- 


ing physician.  Nothing  herein  contained  affects 
the  right  of  transfer  as  provided  in  Section 
13-a(3). 

Rules  Governing  the  Licensing  of  and 
Operation  of  Compensation  Medical 
Bureaus 

27.  The  character  and  frequency  of  accidents, 
the  number  of  employees  in  a given  plant  and 
the  availability  of  qualified  medical  care  in  the 
immediate  vicinity  of  the  place  of  employment 
should  be  considered  in  relation  to  the  authori- 
zation of  an  employer’s  compensation  medical 
bureau. 

28.  The  bureau  should  be  located  in  the  indus- 
trial plant  or  in  the  immediate  vicinity. 

29.  The  question  of  the  necessity  of  the 
presence  of  a physician  during  working  hours, 
or  the  availability  of  a physician  at  stated  hours, 
should  be  determined  by  an  inspection  of  the 
plant  to  ascertain  the  nature  of  the  hazards  and 
the  frequency  of  accidents. 

30.  The  bureau  shall  be  well  housed  with 
sufficient  space,  light  and  air  and  shall  conform 
to  reasonable  sanitary  requirements.  Proper 
facilities  in  the  form  of  personnel  for  assistance 
in  emergencies,  instruments,  sterilizers,  dress- 
ings, drugs,  shall  be  available  at  all  times  and 
in  amounts  proportionate  to  the  size  of  the 
plant  and  the  number  of  employees.  Such  facili- 
ties shall  be  adequate  for  more  than  mere  emer- 
gency care  and  for  the  more  severe  type  of 
industrial  injury. 

31.  A bureau  license  may  be  given  for  a stated 
project  which,  because  of  the  hazards  of  the 
project  and  the  frequency  of  accidents,  requires 
continued  medical  care  and  such  license  shall 
be  for  the  life  of  the  given  project  only.  In 
such  cases  all  employees  of  all  subcontractors 
shall  be  covered  by  the  license. 

32.  No  license  shall  be  issued  to  an  employer 
to  cover  any  but  his  own  employees  except  as 
indicated  in  Rule  #31. 

33.  First  aid  stations — No  license  is  required 
to  operate  a first  aid  station  by  an  employer  of 
labor.  Such  first  aid  or  emergency  station 
should  be  properly  equipped  for  first  aid  in 
accordance  with  the  type  of  hazard  encountered 
at  the  particular  place  of  employment. 

34.  Form  C-105,  a notice  of  the  rights  of  an 
injured  employee  and  the  responsibilities  of  the 
employer,  shall  be  posted  in  each  compensa- 
tion medical  bureau  and  first  aid  station. 

35.  All  compensation  medical  bureaus  oper- 
ated by  summer  camps  and  other  institutions, 
wherein  such  camps  and  institutions  are  operat- 
ing for  a profit,  shall  be  charged  a license  fee 
of  $25.00  per  annum  for  the  operation  of  such 
medical  bureaus  which  are  in  operation  for  six 
months  of  the  year  or  less. 

Elmer  F.  Andrews 
Industrial  Commissioner 

December  1,  1937 


Patient:  “Now  that  I am  going  to  marry  Doctor:  “What  is  that,  my  boy?” 

Mildred,  there  is  just  one  thing  that  I want  Patient:  “A  tatooed  heart  with  the  en- 

to  get  off  my  chest.”  twined  name  of  Judith.” — Medical  World. 


THE  WOMAN’S  AUXILIARY 


To  the  Medical  Society  of  the  State  of  New  York 


Kings  County:  The  Woman’s  Auxili- 

ary arranged  and  presented  a Public  Health 
Institute  on  October  11,  at  the  County  So- 
ciety Building  as  its  contribution  toward 
Health  Education.  Women  interested  in 
Health  Activities  were  invited  to  participate 
in  the  all  day  program.  The  guests  of  the 
morning  session  were  greeted  by  Dr.  John 
B.  D’Albora,  President  of  the  Medical  So- 
ciety of  the  County  of  Kings.  The  guest 
speakers  were  Dr.  Matthew  Walzer,  Dr. 
Walter  Truslow,  Dr.  George  H.  Roberts, 
Jr.,  and  Mr.  Dwight  Anderson,  Director  of 
the  Public  Relations  Bureau  of  the  Medical 
Society  of  the  State  of  New  York,  who 
spoke  on  “Why  A Woman’s  Auxiliary?” 
The  guests  of  the  afternoon  session  were 
greeted  by  Dr.  G.  Marjorie  Williams,  Chair- 
man of  the  Advisory  Council  of  the  Woman’s 
Auxiliary.  The  guest  speakers  were  Dr.  Le- 
Grand  Kerr  and  Dr.  Charles  A.  Gordon. 
The  program  ended  with  the  motion  picture 
“The  Birth  of  a Baby.” 

Mrs.  John  L.  Bauer  was  in  charge  of  this 
program. 

Nassau  County:  At  the  first  meeting 

of  the  Auxiliary  held  in  the  Bar  Association 
Building  in  Mineola,  Mr.  F.  Davis,  Super- 
intendent of  Nassau  Hospital,  spoke  on 
“Hospitalization  and  the  Medical  Plan.” 

An  Annual  Membership  Tea  was  held  on 
October  18,  in  the  Nassau  Hospital  Audi- 
torium. 

Rockland  County:  A very  interesting 
program  of  movies,  lectures,  and  discussion 
on  Cancer  and  Cancer  Control  was  arranged 
for  the  people  of  Rockland  County  by  the 


Medical  Society  and  the  Woman’s  Auxili- 
ary. Three  lectures  were  given  by  Dr.  John 
M.  Swan,  Executive  Secretary  of  the  New 
York  State  Committee  of  the  American  So- 
ciety for  the  Control  of  Cancer.  The  first 
lecture  was  given  in  the  Nyack  High  School 
Auditorium,  the  second  in  the  SufTern  High 
School  Auditorium,  and  the  third  in  the 
Haverstraw  High  School  Auditorium. 

Only  a few  years  ago  cancer  was  con- 
sidered by  the  average  layman  to  be  incur- 
able and  people  suffering  from  cancer  were 
doomed  to  a lingering  and  painful  death. 
Today,  even  though  cancer  ranks  next  to 
heart  disease  as  the  cause  of  all  deaths,  medi- 
cal science  has  found  that  it  can  be  controlled 
if  it  is  recognized  in  its  early  stages  and 
that  it  can  be  cured  if  persons  will  seek 
treatment  when  it  is  still  in  a curable  stage. 

Dr.  Swan  was  also  the  guest  of  the 
Woman’s  Auxiliary  at  a special  meeting  in 
the  Nyack  Y.M.C.A.  Building.  A social 
hour  followed  this  meeting. 

Schenectady  County  : ^ Mrs.  F.  Leslie 
Sullivan,  President  of  the  Woman’s  Auxili- 
ary entertained  the  members  of  the  Execu- 
tive Committee  at  luncheon  at  the  Mohawk 
Golf  Club. 

The  first  fall  meeting  and  luncheon  were 
held  at  the  Hotel  Beechnut,  Canajoharie, 
on  September  27. 

* * * 

Our  President,  Mrs.  Daniel  Swan,  at- 
tended the  Joint  Meeting  of  the  Fifth  Dis- 
trict Branch  held  at  the  Hotel  Oneida  on 
October  6 as  the  guest  of  Madison  County. 


AMERICAN  ASSOCIATION  FOR  ADVANCEMENT  OF  ORAL  DIAGNOSIS 

DENTAL  AND  MEDICAL:  (6)  to  pro- 


The  American  Association  for  the  Ad- 
vancement of  Oral  Diagnosis,  composed  of 
physicians  and  dentists,  invites  any  medical 
practitioner  in  good  standing  in  the  Ameri- 
can Medical  Association  to  membership,  the 
purpose  and  aims  of  the  association  being: 

DENTAL:  (1)  to  advance  Oral  Diagnosis 
in  all  of  its  phases,  (2)  to  encourage  and  pro- 
mote the  biological,  professional  and  scientific 
advancement  of  dentistry,  (3)  to  disseminate 
accurate  information  as  to  all  matters  of  inter- 
est to  the  association  and  the  membership 
thereof,  (4).  to  encourage  the  contribution  of 
oral  diagnosis  in  the  interest  of  public  health, 
prevention,  early  recognition  of  disease  and  its 
eradication,  (5)  to  encourage  and  promote  study 
classes  or  sections  on  oral  diagnosis  in  all 
local,  state,  provincial,  Canadian  and  National 
Dental  Organizations. 


mote  a more  enlarged  and  friendly  relation 
between  dentists  and  physicians  in  Oral  Diag- 
nosis, (7)  to  cooperate  with  dental  and  medical 
organizations,  societies,  associations  and  schools 
by  lectures,  meetings,  clinics,  topic  discussions 
for  the  purpose  of  enhancing  the  progress  of 
oral  diagnosis  in  the  practice  of  dentistry  and 
medicine,  (8)  to  encourage  and  foster  the  devel- 
opment of  the  study  of  oral  diagnosis  in  the 
practice  of  dentistry  and  medicine,  (9)  to 
promote  and  establish  oral  diagnosis  as  a sepa- 
rate subject  in  dental  and  medical  practice, 
education  both  undergraduate  and  postgraduate 
and  examining  boards,  (10)  to  encourage  and 
establish  cooperative  dental  and  medical  re- 
search in  all  the  phases  of  oral  diagnosis. 

Further  information  can  be  obtained 
from  Dr.  Orville  S.  Long  or  Dr.  H.  Justin 
Ross,  515  Madison  Avenue,  New  York  City. 
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Public  Health  Notes 


J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


The  habit  of  infant  loss 

'in  his  introduction  to  what  was  once  a 
classical  treatise  on  marriage,1  Professor 
Senator  remarks : 

It  is  erroneously  assumed  particularly  in  lay 
circles  that  it  is  only  for  such  diseases  of  their 
parents  as  are  acquired  through  debauchery  and 
excesses  that  the  children  have  to  pay  the 
penalty.  This  is  not  so.  At  least  just  as  many 
absolutely  innocent  parents  free  from  all  taint 
of  immorality  and  with  a pure  past  life  bring 
into  the  world  dead  or  delicate  children,  children 
predisposed  to  all  kinds  of  diseases,  not  as  a 
consequence  of  their  sins  and  vices  but  through 
circumstances  connected  with  the  married  state 
which  have  either  knowingly  or  unknowingly 
been  neglected  or  disregarded. 

Several  weeks  ago  at  the  sixty-seventh 
annual  meeting  of  the  American  Public 
Health  Association  in  Kansas  City,  Eliza- 
beth M.  Gardiner,  M.D.,  and  J.  Yerushalmy, 
Ph.D.,  director  and  statistician  respectively, 
of  the  division  of  Maternity,  Infancy  and 
Child  Hygiene  of  the  State  Department  of 
Health,  presented  fresh  evidence  of  the 
existence  of  such  neglected  circumstances. 
The  tendency  for  babies  to  be  born  prema- 
turely, to  be  born  dead,  or  to  be  so  weakly 
born  that  they  do  not  survive  the  first  month 
of  extrauterine  life,  runs  in  families.  Moth- 
ers who  have  borne  a healthy  baby  are  less 
liable  to  any  of  these  misfortunes  than  are 
mothers  who  have  previously  suffered  infant 
loss  or  given  birth  prematurely.  This  is 
shown  in  the  accompanying  table  from  one 
of  the  thirteen  tables  presented  at  Kansas 
City. 

The  data  analyzed  in  this  study  are  ob- 
tained from  birth  and  death  certificates  of 
upstate  New  York.  Various  checks  have 
been  applied  to  ascertain  the  accuracy  of 
the  material  before  it  was  used.  Supple- 
mentary studies  were  made  when  neces- 
sary. Since  birth  certificates  do  not  state 
whether  previous  births  were  full  term  or 
premature  it  was  not  possible  to  deter- 
mine from  them  alone  whether  prema- 
turity is  also  a family  habit.  This  could 
only  be  inferred  from  the  association  of 
premature  birth  with  early  death.  But  a 
study  of  the  birth  records  in  Buffalo  City 


Hospital  with  their  detailed  obstetrical  his- 
tories enabled  the  authors  to  derive  the  fol- 
lowing significant  conclusion: 

The  2,116  mothers  who  were  delivered  of  full 
term  infants  had  had  in  their  previous  experi- 
ence 18  premature  births  and  86  abortions  per 
1,000  previous  pregnancies.  The  221  mothers 
who  gave  birth  to  premature  infants  had  had 
previously  50  premature  births  and  144  abor- 
tions per  1,000  previous  pregnancies. 

The  Children’s  Charter  drawn  up  at  the 
conference  on  child  health  which  was  called 

Incidence  of  Prematurity  and  Combined 
Loss  (late  fetal  and  neonatal  mortality) 
of  Premature  and  Full-term  Infants  by 

THE  NUMBER  OF  PREVIOUS  INFANTS  LOST  TO  THE 

mother,  New  York  State  (exclusive  of 
New  York  City)  1936 


Rates 

Per  1,000  total  births  in  each  specified  group 


Number 

Combined 

of 

Incidence  of 

Combined  loss 

loss  of 

Previous 

premature 

of  premature 

full  term 

Losses 

birth 

births 

births 

0 

41.5 

522.8 

22.1 

1 

73.0 

625.9 

36.0 

2 

107.5 

690.8 

53.9 

3 

129.8 

728.3* 

72.2 

4+ 

138.6 

824.3* 

81.3 

1 + 

85.0 

662.4 

42.9 

Total 

52.0 

577.9 

26.9 

* Based 

on  less  than 

100  births. 

by  President  Hoover  (the  White  House 
Conference)  demands  complete  prenatal  care 
for  every  baby.  Present  budgets  for  our 
health  department  leave  this  an  unattain- 
able ideal.  Since  a selection  must  be  made 
Dr.  Gardiner  believes  that  mothers  who 
have  already  experienced  infant  loss  should 
be  selected  for  special  attention  during  sub- 
sequent pregnancies,  both  with  the  object 
of  conserving  wherever  possible  the  life  of 
the  offspring  and  also  to  seek  information 
regarding  those  “circumstances  connected 
with  the  married  state”  at  present  unknown 
which  result  in  a familial  tendency  to  loss, 
at  one  stage  or  another,  of  the  products  of 
conception. 

Reference 

1.  Senator,  H.  and  Kaminer,  S. : Health  and  Disease 
in  Relation  to  Marriage  and  the  Married  State,,  English 
translation  by  J.  Dulberg,  New  York,  1904. 
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Broome  County  New  York  County 


The  program  of  the  Broome  County 
Medical  Society  on  October  11  was  as  fol- 
lows : 

Speaker:  Dr.  Katherine  B.  Maclnnis. 
“Is  Allergy  On  The  Increase?”  Discussion: 

(1)  For  Nose  and  Throat,  Dr.  W.  R.  Smith; 

(2)  For  Cardiovascular  System,  Dr.  C.  S. 
Benson;  (3)  For  Dermatology,  Dr.  M.  C. 
Snider. 

Dr.  Clark  W.  Greene,  who  died  on  Oc- 
tober 1 at  the  age  of  eighty-nine,  was  a 
former  president  of  the  State  Medical  So- 
ciety. He  practiced  medicine  fifty-six  years, 
till  his  retirement  in  1929. 


Columbia  County 

The  Annual  Meeting  of  the  Columbia 
County  Medical  Society  was  held  on  October 
4 at  the  Hudson  City  Hospital,  with  a busi- 
ness meeting  in  the  morning,  at  which  the 
election  of  officers  resulted  as  follows: 

President,  Dr.  Lawrence  J.  Early;  Vice- 
President,  Dr.  Leon  J.  Shank;  Secretary- 
Treasurer,  Dr.  Henry  C.  Galster;  Delegate 
to  State  Medical  Convention,  Dr.  John  L. 
Edwards;  Alternate,  Dr.  Henry  J.  Noerling; 
Board  of  Censors,  Drs.  S.  V.  Whitbeck,  C. 
G.  Rossman,  Frank  Maxon,  Charles  Nichols, 
and  Hugh  G.  Henry. 

Luncheon  was  followed  by  a scientific 
meeting  at  which  Dr.  L.  C.  Kress  of  the 
State  Hospital  for  the  Study  of  Malignant 
Diseases,  of  Buffalo,  spoke  on  “Diagnosis 
and  Cure  of  Uterine  Carcinoma.” 


Erie  County 

The  Public  Health  Committee  of  the 
Medical  Society  of  the  County  of  Erie,  ar- 
ranged fourteen  meetings  for  physicians  in 
the  interests  of  Pneumonia  Control,  on  Octo- 
ber 10  to  14. 

At  each  meeting,  the  sound  film  “The 
Technical  Aspects  of  the  Intravenous  Serum 
Treatment  of  Pneumonia”  was  shown,  and 
then  followed  a general  informal  discussion. 

The  Speakers’  Bureau,  through  its  chair- 
man, Dr.  Harvey  P.  Hoffman,  has  arranged 
for  ten  to  twelve  meetings  for  the  Home  Bu- 
reau, beginning  October  28  and  ending  De- 
cember 10,  so  that  the  Medical  Society  this 
year  is  providing  an  extensive  program  on 
Pneumonia  Control. 


An  Experiment  by  Which  public  medi- 
cal clinics  may  be  used  by  general  practi- 
tioners without  fear  that  they  will  lose  their 
patients  entirely  has  been  launched  by  a 
committee  of  the  Medical  Society  of  the 
County  of  New  York. 

The  experiment  will  be  limited  for  the 
first  year  to  fifty  or  sixty  physicians  practic- 
ing in  the  poorer  sections  of  the  city.  They 
will  be  encouraged  to  send  patients  needing 
expert  diagnosis  to  the  clinic,  after  which 
the  patients  will  be  returned  to  the  private 
practitioner  for  treatment  and  care. 

Dr.  Paul  Sheldon,  former  head  of  the 
Vanderbilt  Clinic  of  the  Columbia-Presby- 
terian  Medical  Center,  is  chairman  of  the 
subcommittee  of  the  society  which  has 
worked  out  the  plan. 

In  the  past,  it  was  explained,  physicians 
have  been  unwilling  to  send  their  patients  to 
clinics,  fearing  that  the  patients  would  not 
return  to  them. 

The  present  plan  would  make  the  clinic 
responsible  only  for  the  diagnoses  of  diseases 
which  are  beyond  the  training  or  facilities 
of  the  general  practitioner.  Once  the  clinic 
had  properly  “worked  up”  the  case,  the  care 
would  be  left  to  the  patient’s  own  family 
doctor. 

Dr.  Sheldon  said  that  several  physicians 
who  practice  among  the  poorer  people 
already  had  signified  their  willingness  to 
co-operate  on  an  experimental  basis. 

A strict  checkup  on  all  patients’  financial 
conditions  would  guard  against  chiseling, 
Dr.  Sheldon  said. 

Of  Every  Ten  Premature  Babies  born 
in  New  York  City,  seven  die.  Needlessly, 
in  some  cases. 

A subcommittee  of  the  New  York  County 
Medical  Society  and  a committee  appointed 
by  Dr.  John  L.  Rice,  Health  Commissioner, 
is  engaged  in  studying  methods  of  reducing 
this  heavy  mortality. 

These  committees  have  determined  that 
little  can  be  done  unless  the  city  provides 
these  two  services : 

1.  Speedy  transportation  of  prematurely 
born  infants  in  thoroughly  equipped  ambu- 
lances. 

2.  Hospitals  conveniently  situated,  with 
modern  facilities  for  the  care  of  premature 
babies. 

The  importance  of  proper  hospital  care 
is  proved  by  the  fact  that  in  one  well- 
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equipped  maternity  hospital  in  this  city  only 
twenty-five  per  cent  of  premature  infants 
die. 

The  problem  of  the  premature  baby  has 
been  met  in  Chicago,  and  doctors  here  are 
analyzing  the  methods  used  in  that  city. 

When  a premature  baby  is  born  in  Chi- 
cago, a central  station  established  by  the 
Board  of  Health  is  notified  immediately.  An 
ambulance,  equipped  with  a heated  bed  or 
incubator  box  and  devices  for  meeting  all 
complications,  is  dispatched. 

Dr.  Alexander  Fraser,  professor  of 
pathological  histology  at  New  York  Uni- 
versity and  Bellevue  Medical  College,  died 
on  September  18  at  his  summer  home  at 
Beechurst,  aged  sixty-nine. 

The  next  clinical  conference  of  the 
medical  staff  of  the  New  York  City  Bureau 
of  Social  Hygiene  will  be  held  at  the 
Department  of  Health,  125  Worth  Street, 
New  York  City,  on  November  16,  at  8:30 
P.M.  The  meeting  will  take  place  in  the 
Conference  Room  on  the  second  floor  of 
the  Health  Department  Building. 

The  following  program  will  be  presented : 

1.  “Neurology  in  the  Syphilitic  Patient”  by 
Dr.  George  A.  Blakeslee,  Director  of  Neurology 
in  the  New  York  Post-Graduate  Medical  School 
of  Columbia  University. 

2.  “Gastro-enterology  in  Syphilis”  by  Dr. 
Milton  Bridges,  Assistant  Professor  of  Medi- 
cine, Post  Graduate  Medical  School  and  Hos- 
pital, Columbia  University. 

3.  “Cardio-vascular  Syphilis”  by  Dr.  I.  Ogden 
Woodruff.  Director,  First  Medical  Division, 
Bellevue  Hospital. 

Otsego  County 

A Conference  on  Rural  Medicine  was 
held  at  the  Mary  Imogene  Bassett  Hos- 
pital in  Cooperstown  on  October  7 and  8, 
with  an  important  list  of  distinguished  speak- 
ers from  all  parts  of  the  United  States. 

Queens  County 

A Symposium  on  Skin  Diseases  will  be 
conducted  at  the  Queens  County  Medical 
Society  Building  on  November  14,  15,  16, 
and  17,  at  9 o’clock,  with  Ida  J.  Mintzer, 
M.D.,  F.A.C.P.,  presiding.  An  outline  of 
the  course  is  as  follows : 

Novemeer  14 — “Common  Skin  Conditions,”  by 
Dr.  Ida  J.  Mintzer.  In  this  symposium  Dr. 
Mintzer  will  attempt  to  describe  as  many  of  the 
common  skin  dermatoses  as  time  will  allow, 
such  as : Inflammations  of  the  skin ; diseases  of 
the  appendages ; with  case  presentation  and 
lantern  slides. 

November  15 — “New  Growths  of  the  Skin,” 
by  Dr.  Charles  Miller.  A description  and  dif- 


ferential diagnosis  of  the  various  types  of  cancer 
and  precancerous  conditions  of  the  skin ; also 
some  of  the  more  common  granulomas  of  the 
skin.  With  lantern  slides. 

November  16 — “Parasitic  Diseases  of  the 
Skin,  ’ by  Dr.  Joel  Schweig.  Some  of  the  im- 
portant parasitic  diseases  will  be  discussed : 
Diseases  due  to  animal  parasites ; diseases  due 
to  vegetable  parasites ; tuberculosis  and  T.B.C. 
in  diseases  of  the  skin. 

November  17 — “Therapeusis  of  Common  Skin 
Diseases,”  by  Dr.  Rudolph  Boenke.  In  this  talk 
Dr.  Boenke  will  describe  the  treatment  of  some 
of  the  common  skin  conditions  and  will  present 
various  fornnuae  of  the  drugs  used,  and  their 
application. 

Washington  County 

Dr.  William  B.  Nuzzo  was  elected  presi- 
dent of  the  Washington  County  Medical  So- 
ciety to  succeed  Dr.  Samuel  J.  Pashley  at 
the  annual  meeting  in  the  Hudson  Falls 
Court  House,  on  October  4. 

With  Dr.  Nuzzo  will  serve  Dr.  V.  K. 
Irvine,  vice  president;  Dr.  Denver  M.  Vick- 
ers, secretary,  and  Dr.  Charles  A.  Prescott, 
treasurer. 

The  board  of  censors  named  was  Drs. 
E.  B.  Farrell,  William  C.  Cuthbert,  and 
Charles  H.  Holmes.  Chairmen  appointed 
included  Dr.  William  A.  Leonard,  legisla- 
tion ; and  Dr.  Michael  A.  Rogers,  public 
relations.  Dr.  Vickers  was  elected  delegate 
to  the  state  medical  society  convention. 

During  the  afternoon  session,  the  presi- 
dent’s address  was  given.  Dr.  Pashley  spoke 
on  “The  Importance  of  Rest  in  Pneumonia.” 

Westchester  County 

The  Westchester  County  Medical  So- 
ciety launched  a comprehensive  year  round 
program  of  public  health  education  on  Sep- 
tember 22  at  its  first  Fall  meeting  held  at 
New  York  Hospital,  Westchester  Division. 
This  program,  under  the  direction  of  the 
public  health  committee,  has  for  its  primary 
purposes  the  dissemination  of  authoritative 
health  information  of  practical  value  to  as 
many  of  Westchester’s  lay  citizens,  young 
and  old,  as  can  be  reached  by  the  Medical 
Society  itself  and  the  various  lay  health  or- 
ganizations, health  departments,  and  other 
agencies,  which  will  be  asked  to  cooperate. 

Each  month  there  will  be  a special  em- 
phasis upon  some  particular  public  health 
topic.  September  was  devoted  to  the  organ- 
ization of  the  plan  and  special  emphasis  on 
the  desirability  of  periodic  health  examina- 
tions for  adults  and  children.  In  October 
the  subject  was  mental  health.  In  Novem- 
ber attention  will  be  called  to  cancer.  In 
December  the  subject  will  be  the  conserva- 
tion of  eyesight  and  hearing,  and  reduction 
of  traffic  accidents. 


Hospital  News 


Glass  “Wards  on  Wheels”  to  Protect  Babies 


Success  in  safeguarding  the  health  of 
babies  in  hospitals  and  nurseries  by  means 
of  a “ward  on  wheels,”  made  of  shatter- 
proof glass,  was  announced  recently  by  Dr. 
Bela  Schick,  head  of  the  children’s  depart- 
ment of  Mount  Sinai  Hospital,  at  a meeting 
sponsored  by  the  New  York  and  Brooklyn 
Federations  of  Jewish  Charities  in  the 
Blumenthal  Auditorium,  1 East  Ninety- 
ninth  Street,  New  York  City. 

Dr.  Schick,  originator  of  the  famous 
Schick  test  for  diphtheria,  said  that  the 
results  of  three  years  of  experimenting  with 
the  new  unit  had  established  it  as  the  only 
practical  method  by  which  to  isolate  babies 
from  infectious  diseases,  and  at  the  same 
time,  prevent  the  spreading  of  infections. 

Designed  for  babies  ranging  in  age  from 
new-born  to  six  months,  each  “ward  on 
wheels”  has  room  for  five  patients,  Dr. 
Schick  said.  The  unit  consists  of  five  cubi- 
cles, each  inclosed  on  four  sides  by  sliding 
panels  of  unbreakable  glass,  set  within  a 
framework  of  steel  upon  rubber-tired  wheels. 

Prevents  Cross-Infection 

The  principal  function  of  the  new  device 
is  the  prevention  of  cross-infection  from 
colds  and  other  respiratory  ailments,  such 
as  bronchitis,  pneumonia  and  whooping 
cough,  according  to  the  child  specialist.  But 
it  has  also  proved  to  be  invaluable  for  the 
care  of  babies  suffering  from  infectious 
diseases,  he  said. 

Dr.  Schick,  who  is  co-inventor  of  the  unit 
with  Dr.  Hans  Pirquet,  of  Vienna,  estab- 
lished the  first  glass  ward  in  Mount  Sinai 
Hospital  three  years  ago,  later  adding  two 
more  units,  which  are  in  use  today. 

Pointing  out  a human  side  of  the  inven- 
tion, the  doctor  said  that,  whereas  it  was 
once  almost  impossible  for  parents  to  visit 
their  sick  babies  without  danger  of  spread- 
ing infection,  now  visits  can  be  made  with 
a minimum  of  peril.  The  chances  of  infect- 
ing the  child  with  a disease  from  the  out- 
side today  are  slight,  he  added. 

Glass  Always  Shields  Babies 

Possible  infection  from  those  who  come 


in  contact  with  the  babies  is  precluded  by 
the  fact  that  the  outside  panel  is  raised 
only  half  way,  so  that  a wall  of  glass  is 
always  interposed  between  the  faces  of  doc- 
tors, nurses  and.  babies.  Excellent  ventila- 
tion is  provided  in  each  compartment  with 
a free  circulation  of  air  from  above,  Dr. 
Schick  explained. 

Moreover,  the  possibility  of  cutting  off  the 
violet  rays,  invaluable  to  the  growth  and 
health  of  babies,  has  been  taken  under  con- 
sideration, and  the  little  patients  are 
given  violet  ray  treatments  at  regular 
intervals. 

It  generally  adopted,  Dr.  Schick  said,  the 
“ward  on  wheels”  may  result  in  doubling  or 
tripling  the  number  of  babies  that  can  be 
cared  for  with  safety  in  nurseries  and 
hospital  wards. 

Another  desirable  feature  is  that  the 
perambulating  ward  can  easily  be  rolled 
to  the  roof  or  terrace  for  fresh  air  and  sun- 
baths. 

Only  Six  in  Use 

Illustrating  his  lecture  with  lantern  slides, 
Dr.  Schick  showed  that  babies  could  be 
removed  from  the  cubicles.  It  is  possible 
to  feed  them,  examine  them,  and  even  ad- 
minister complicated  medical  care  without 
disturbing  them. 

He  recalled  that  in  the  past  the  hospital- 
ization of  babies  was  not  even  attempted 
because  doctors  deemed  it  unwise  to  sepa- 
rate them  from  their  mothers. 

The  mortality  of  infants  due  to  septic 
and  respiratory  infections  during  the  first 
years  that  hospitals  began  taking  babies  as 
patients  was  appalling,  Dr.  Schick  said.  Open 
wards  were  abandoned  in  the  care  of  in- 
fectious diseases,  and  isolation  cubicles,  not 
practical  because  of  their  size  and  expense, 
were  constructed,  he  continued. 

The  discovery  of  the  “ward  on  wheels” 
was  made  while  doctors  throughout  the 
world  were  having  difficulties  with  bulky 
cubicles. 

The  three  units  in  Mount  Sinai  Hos- 
pital and  a similar  number  in  Vienna  are 
the  only  ones  in  use  anywhere,  Dr.  Schick 
concluded. 
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Across  the  Desk 


The  Doctor  as  a Business  Man 


The  story  is  told  of  a clergyman,  des- 
perately ill,  who  was  brought  back  from  the 
gates  of  death  by  his  family  physician.  He 
insisted  on  paying  the  doctor,  and  the  doctor 
just  as  stubbornly  refused  to  take  a cent. 
After  the  dispute  had  gone  on  for  some  time, 
the  doctor  said : 

“Look  here,  pastor,  I will  do  my  best  to 
keep  you  from  going  to  heaven,  and  you  do 
your  best  to  keep  me  from  going  to  hell,  and 
we’ll  call  it  square.” 

So  the  doctor  wrote  down  another  piece 
of  free  medical  service  on  his  books.  And 
the  books  are  full  of  free  services,  voluntary 
or  involuntary,  often  decided  by  the  patient, 
who  thinks  he  needs  a new  car,  or  this  or 
that,  more  than  he  needs  to  pay  the  doctor, 
or  who  has  lost  his  job,  or  had  a pay  cut, 
or  finds  his  business  in  the  red,  and  post- 
pones his  bills  till  prosperity  or  the  sheriff 
comes  around  the  corner.  The  doctor  sel- 
dom resorts  to  the  sheriff,  and  prosperity 
seems  a bit  coy  about  appearing,  so  the 
doctor  is  the  forgotten  man  on  the  ledger. 

Compare  him  with  other  business  men 

That’s  one  of  the  reasons  why  they  say 
the  doctor  is  “a  poor  business  man.”  But 
is  he?  He  might  retort  that  the  business 
man  is  a poor  business  man,  if  we  look  at 
the  bankruptcy  figures,  for  the  men  trooping 
through  the  bankruptcy  courts  are  the  busi- 
ness men,  not  the  doctors,  who  are  seldom 
seen  there.  The  mighty  railroad  magnates 
too  are  poor  business  men,  to  judge  from 
the  sad  railroad  reports  over  in  the  financial 
pages,  revealing  losses  running  into  millions, 
so  deep  in  the  red  that  every  report  looks 
like  a hemorrhage.  The  farmers  are  so 
hard  up  that  the  government  is  buying  their 
excess  crops  with  the  money  of  the  tax- 
payers (including  the  M.D.’s)  while  all  the 
doctors  ask  of  Washington  is  to  be  let  alone. 
Farmer,  lawyer,  merchant,  chief,  rich  man, 
poor  man,  beggarman,  thief — they  all  seem 
to  be  poor  business  men,  any  way  you  size 
them  up,  and  if  the  doctor  can’t  collect  his 
bills  these  days,  he  is  in  the  same  boat  with 
everybody  else,  sailing  no  one  knows  where, 
but  hoping  for  the  best.  In  normal  times, 


before  the  slump  hit  us,  the  average  income 
of  doctors  in  this  country  was  reckoned  at 
around  $5,300,  and  it  is  safe  to  say  that  few 
other  professions  or  occupations  could 
match  it.  Some  are  poor,  some  rich,  but 
take  them  by  and  large,  “run  of  the  mine” 
or  “run  of  the  mill,”  the  M.D.s  compare 
favorably  with  men  in  any  other  walk  of 
life.  That’s  pretty  good  business. 

The  millionaire  doctors 

True,  some  doctors  are  millionaires.  Some 
of  them  were  far-sighted  in  their  choice  of 
rich  grandfathers,  some  proved  irresistible  to 
heiresses,  and  some  have  that  mysterious 
faculty  for  making  money  that  tantalizingly 
eludes  most  of  us.  Everything  they  touch 
turns  to  gold.  Seldom  indeed  are  any  mil- 
lions made  in  the  practice  of  medicine,  but 
sometimes  the  physician  finds  he  has  two 
talents  lying  side  by  side  within  himself, 
one  for  medicine,  one  for  business.  And  as 
business  is  done  today,  the  most  successful 
business  man  is  the  one  who  renders  the 
most  service  to  his  fellow  men,  so  the  doctor 
who  dabbles  in  business  is  giving  service, 
as  we  might  say,  with  both  hands. 

Thus  Dr.  So-and-so  is  president  of  the 
local  bank,  and  not  only  puts  Jim  Jenkins  on 
his  feet  physically,  but  helps  his  business 
grow  into  larger  prosperity.  An  upstate 
physician  who  started  to  put  his  savings  into 
real  estate  developed  his  holdings  till  they 
covered  all  one  section  of  town,  and  when  he 
died  a year  or  two  ago  he  left  the  city  the 
land  for  a park  which  will  bear  his  name  and 
give  air  and  sunshine  to  countless  children 
as  long  as  the  city  endures.  His  good  deeds 
live  after  him — because  he  had  business 
sense. 

This  business  instinct  is  a mysterious 
faculty,  as  fickle  and  elusive  as  any  other 
spark  of  genius  that  makes  one  man  a 
painter  and  another  a musician.  The  boy 
from  the  farm  may  become  an  artist  in 
pastel,  a violin  virtuoso  or  a motor-manu- 
facturer, and  his  sons  may  be  nothing  but 
common  clay,  grade  B.  Similarly,  the  doc- 
tor may  have  the  money-making  gift,  or  not, 
as  the  fates  decide,  but  it  certainly  is  a 
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mistake  to  class  all  men  of  medicine  to- 
gether, and  say,  “the  doctor  is  a poor  busi- 
ness man.” 

Good  Business?  None  Better! 

We  can  go  farther  than  that.  What  is  a 
“good  business  man?”  He  is  one  who 
makes  an  outstanding  success  of  his  busi- 
ness. Very  well,  the  doctor  is  in  the  medical 
business,  he  is  in  the  business  of  restoring 
sick  people  to  health.  That  surely  is  a line 
of  business,  just  as  much  as  running  any 
shop  on  Main  Street  or  any  factory  down 
back  of  the  town.  Well,  how  is  he  doing  in 
his  business — the  life  and  health  business? 

Ask  some  of  the  folks  who  would  not  be 
alive  today  if  it  were  not  for  the  doctor — 
and  they  are  everywhere,  thousands  upon 
thousands  of  them.  In  a mere  hundred  years 
life  expectancy  has  been  stretched  from 
about  twenty-eight  years  to  nearly  sixty. 
And  not  only  is  life  prolonged — the  work- 
ing years  are  extended  too.  Not  long  ago 
there  were  only  600,000  people  in  this  coun- 
try over  sixty-five.  Now  there  are  seven 
million,  half  of  them  gainfully  employed. 
That’s  good  business. 

Some  of  the  scourges  wiped  out  are  yellow 
fever,  smallpox,  and  plague.  Tuberculosis 
is  “on  its  way.”  Pneumonia,  diabetes,  and 
other  old-time  fatal  disorders  are  being 
conquered.  Babies  used  to  die  like  flies  in 
summer  of  cholera  infantum,  while  now  the 
curve  of  infant  deaths  in  New  York  City 
shows  an  actual  sag  in  summer ! Everyone 
has  noticed,  too,  how  much  taller,  stronger, 
and  healthier  our  young  folks  are  today 
than  their  parents  and  grandparents  were. 
One  reason  is  that  the  doctor  now  begins 
to  take  care  of  them  six  months  before  they 
are  born,  and  then  fends  of!  most  of  the  ills 
that  used  to  waft  them  away  to  heaven  in 
thousands  and  hundreds  of  thousands.  Good 
business?  None  better! 

What  the  Public  Think  About  It 

Another  test  is  to  ask  how  the  doctors 
stand  in  the  eyes  of  the  public  in  their 
business.  If  they  were  poor  or  below  par 
in  their  enterprise,  their  influence  would  be 
weak  or  nil.  Well,  only  a few  years  ago  the 
doctors,  through  their  national  association, 
investigated  the  medical  schools  and  decided 
that  about  half  of  them  were  not  up  to  the 
mark.  The  Association  had  no  legal  power 
over  these  schools,  but  the  half  that  felt  its 


frown  collapsed  and  fell  as  if  struck  by  a 
blight.  Hospitals  struggle  and  strive  to  get 
on  the  Association’s  “approved”  list,  and 
medical  manufacturers  are  proud  to  display 
the  “approved”  label. 

The  doctors  have  no  millions  of  votes  to 
brandish  over  the  heads  of  lawmakers  at 
Washington  and  the  state  capitals;  indeed, 
they  number  only  some  150,000  in  a popula- 
tion of  over  130,000,000,  yet  their  wishes 
have  prevailed  for  years  to  halt  the  on- 
slaught of  wild  legislation  urged  every  ses- 
sion to  break  down  the  wise  statutes  that 
safeguard  the  health  of  the  people.  Why? 
Because  the  lawmakers  have  come  to  regard 
and  respect  the  word  of  the  physician 
against  all  comers  trying  to  vilify  him  and 
impair  his  work.  Is  that  the  mark  of  a 
“poor  business  man”  in  the  business  he  is 
carrying  on  ? What  other  business  can 
equal  it? 

The  comical  side  of  it  is  that  the  official 
trust-busters  in  Washington  have  discov- 
ered that  the  medical  business  man  is  a 
trust  magnate,  an  octopus,  a devil-fish  in 
disguise,  and  he  is  to  be  dragged  to  the  bar 
like  a criminal  for  daring  to  oppose  a piece 
of  socialized  medicine  in  Washington.  It 
is  perhaps  impossible  to  satirize  it  better 
than  is  done  in  Southwestern  Medicine. 
Thus : 

So  much  has  been  said  about  the  recent  action 
of  the  Department  of  Justice  in  dragging  the 
medical  profession  of  America  into  a criminal 
prosecution,  that  most  of  the  angles  of  that 
peculiar  bit  of  business  have  been  explored.  But 
there  must  occur  to  many  men  certain  new 
thoughts.  . . . 

Who  would  ever  have  thought  that  old  Doc 
Jones,  the  family  physician,  was  such  a sly 
devil  under  his  rather  kindly  exterior?  Just 
imagine  the  black  thoughts  in  his  mind  when 
he  wrapped  little  Johnnie’s  cut  finger.  Can’t 
you  just  see  the  criminal  intent  in  his  eyes  when 
he  delivered  your  own  baby?  What  dastardly 
thoughts  were  fermenting  in  his  mind  when  he 
gave  that  antitoxin  that  saved  the  neighbor’s 
kid  from  death  by  choking  that  winter  diph- 
theria swept  the  village?  What  clever  scheme 
was  he  pondering  that  night  he  got  your  ap- 
pendix? What  horrid  plans  did  he  have  when, 
in  trying  to  wipe  out  small  pox,  he  fought  for 
compulsory  vaccination  in  his  neighborhood? 

It  must  be  a great  surprise  to  the  American 
public  to  now  learn  that  the  doctor  whom  they 
have  trusted  through  a life  time  is  a blackened 
criminal,  scheming  and  conniving  against  their 
welfare.  Indeed  Jehovah,  Himself  might  be  sur- 
prised in  this  case. 

Well,  of  all  the !! 
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This  book  is  a manual  and  a good  one  of 
the  essential  facts  of  modern  ophthalmology 
for  students  and  general  practitioners.  The 
material  is  presented  in  the  orthodox  man- 
ner, the  opening  chapters  being  devoted  to 
the  various  methods  of  examination  of  the 
eye,  and  then  in  regular  order  chapters  on 
refraction  and  on  the  diseases  of  the  various 
parts  of  the  eye.  The  final  chapters  are 
brief  ones  on  ocular  therapeutics  and  the 
eye  in  general  diseases.  The  appendix  of 
ten  pages  describes  in  rather  detailed  man- 
ner appraisal  of  loss  of  visual  efficiency ; 
standard  method  approved  by  House  of 
Delegates  of  the  A.M.A.  This  is  not  the 
method  used  in  awarding  compensation  in 
New  York  State,  but  many  believe  it  should 
be. 

There  are  249  excellent  illustrations  but 
unfortunately  only  ten  colored  plates,  though 
many  of  the  fundus  illustrations  are  from 
photographs.  As  one  goes  through  this  book 


one  realizes  that  the  author  has  used  excel- 
lent judgment  in  his  selection  of  the  material 
to  present  in  such  a circumscribed  work, 
and  that  the  presentation  is  thoroughly 
modern  in  method  and  content — it  is 
ophthalmology  up  to  date  in  a small  com- 
pass. The  book  deserves  and  is  likely  to 
enjoy  a wide  popularity. 

E.  Clifford  Place 

Diseases  of  Women  for  the  General  Prac- 
titioner. By  Paul  Titus,  M.D.  Edited  by 
Morris  Fishbein,  M.D.  (National  Medical 
Monographs).  Duodecimo  of  320  pages, 
illustrated.  New  York,  National  Medical 
Book  Co.,  Inc.,  1937.  Cloth,  $3.00. 

This  book,  one  of  the  national  medical 
monograph  series,  has  been  edited  by  Morris 
Fishbein,  but  what  part  the  distinguished 
editor  played  in  its  production  is  not  clear. 
Very  simply  and  clearly  written,  it  aims 
to  set  down  the  bare  essentials  of  etiology, 
diagnosis  and  treatment  of  gynecological 
conditions.  All  the  illustrations  which  have 
been  chosen,  have  been  reproduced  from 
that  excellent  book,  “The  Management  of 
Obstetric  Difficulties,”  by  Titus.  Very  few 
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operations  have  been  described.  Simplicity 
is  the  keynote.  As  one  would  expect  from 
Titus,  the  chapter  on  sterility  is  the  best. 

Charles  A.  Gordon 

Fractures  and  Dislocations.  Volumes  I & II 
by  Philip  Lewin,  M.D.  Edited  by  Morris 
Fishbein,  M.D.  (National  Medical  Mono- 
graphs). Duodecimo  of  698  pages,  illustrated. 
New  York,  National  Medical  Book  Co.,  Inc., 
1937.  Cloth,  $6.00. 

This  work  is  an  elementary  treatise  on 
fractures  and  dislocations.  The  subject  mat- 
ter is  clearly  written  but  not  detailed  to  any 
extent.  It  is  sparsely  illustrated  and  the 
body  of  the  text  is  printed  in  large  type 
on  poor  paper.  The  book  is  very  well  suited 
to  the  needs  of  students  or  nurses  as  a text 
for  the  study  of  elementary  principles  of 
fracture  work.  H.  Wright  Benoit 

X-Rays  and  Radium  in  the  Treatment  of 
Diseases  of  the  Skin.  By  George  M.  Mac- 
Kee,  M.D.  Third  edition.  Octavo  of  830 
pages,  illustrated.  Philadelphia,  Lea  & 
Febiger,  1938.  Cloth,  $10.00. 

Twenty  years  ago  Doctor  MacKee  pub- 
lished the  first  edition  of  this  book.  At  that 
time  the  use  of  radium  was  but  poorly 
understood  by  the  general  profession,  and 
x-rays  were  none  too  familiar  in  their 
proper  usage.  At  once  this  excellent  work 
found  its  place  as  the  authoritative  manual 
of  procedure.  Its  author  knew  his  subject, 
and  the  reader  was  given  detailed  instruc- 
tions concerning  the  use  of  one  or  both  of 
these  physical  agents  and,  because  of  his 
wide  experience,  what  could  be  expected 
from  their  use  in  diseases  of  the  skin. 
In  1927  a second  edition  became  necessary 
to  meet  the  increasing  demand,  and  Doctor 
MacKee  practically  rewrote  a major  portion 
of  the  book,  bringing  the  work  fully  up  to 
date.  He  introduced  chapters  written  in 
collaboration  with  colleagues  especially 
familiar  with  certain  special  branches.  In 
the  present  edition  the  same  effort  on  the 
part  of  the  author  to  give  his  readers  the 
best,  latest  and  most  authoritative  thought 
is  evidenced  by  new  chapters  written  in 
collaboration  with  such  masters  as  Edith 
Quimby.  the  physicist  of  the  Memorial 
Hospital,  who  writes  at  great  length  on  the 
physics,  biology,  apparatus,  and  instruments. 
Dr.  Fred  Wise  has  augmented  his  former 
chapter  on  the  treatment  of  psoriasis,  lichen 
planus  and  the  hematopoietic  diseases.  Dr. 
Hamilton  Montgomery  of  the  Mayo  Clinic, 
Dr.  George  Lewis,  Dr.  Henry  D.  Niles, 


Dr.  Franklin  Grauer,  Dr.  Arthur  Desjar- 
dins, Dr.  Cipollaro  and  Harold  Bouton, 
Esq.,  from  the  list  of  those  gentlemen  whose 
expertness  in  their  special  branches  make 
the  book  invaluable  to  the  specialist,  the 
general  practitioner  and  the  student  alike 
The  chapter  on  the  medico  legal  relations 
is  especially  valuable. 

In  the  introductory  preface,  which  all 
should  read,  Doctor  MacKee  calls  attention 
to  the  changing  thought  throughout  the 
world  concerning  the  virtue  of  Roentgen 
rays  in  the  treatment  of  many  conditions 
wherein  newer,  and  in  some  instances,  better 
remedies  have  been  discovered ; and  yet, 
in  spite  of  all  that  has  transpired,  X-rays 
still  may  be  considered  “as  constituting  the 
most  important  single  therapeutic  agent 
in  the  armamentarium  of  the  dermatologist.” 
Nathan  T.  Beers 

Practical  Bacteriology,  Haematology  and 
Animal  Parasitology.  By  E.  R.  Stitt,  M.D., 
Paul  W.  Clough,  M.D.  & Mildred  C.  Clough, 
M.D.  Ninth  edition.  Octavo  of  961  pages, 
illustrated.  Philadelphia,  P.  Blakiston’s  Son 
& Company,  Inc.,  1938.  Cloth,  $7.00. 

Practical  Bacteriology,  Hematology,  Para- 
sitology by  Stitt,  Clough  and  Clough  in  its 
9th  edition  adheres  to  the  traditional  excel- 
lence of  its  predecessors.  With  age  it  has 
acquired  weight;  but  of  such  a character 
that  its  usefulness  has  been  broadened  and 
increased.  It  is  a tome  of  961  pages,  many 
of  them  packed  with  small  print,  and  most 
with  still  smaller  letters.  If  any  criticism 
were  to  be  voiced,  it  would  be  that  the 
reading  matter  might  have  been  made 
easier  on  the  eyes. 

The  subject  matter  is  divided  into  the 
usual  orthodox  parts,  as  per  the  title  of 
the  book.  The  classifications  and  nomencla- 
tures are  based  on  the  modern  concepts. 
Methods  are  selected  with  unusual  dis- 
crimination and  clearly  and  precisely 
described.  Clinical  significance,  limitations 
and  interpretations  of  laboratory  procedures 
are  emphasized.  The  volume  is  aptly  and 
profusely  illustrated,  the  color  plates  being 
exceptionally  beautiful. 

At  the  end  of  the  book  is  a collection  of 
general  miscellaneous  but  useful  informa- 
tion, which  should  be  of  great  value  to  any 
laboratorian.  The  book,  in  the  opinion  of 
the  reviewer,  has  fulfilled  its  purpose  as  a 
valuable  source  of  reliable  information  to  the 
physician  and  technician  in  almost  every 
field  of  medicine. 

Max  Lederer 
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“Medical  service  for  all  Americans” 
demands  the  propangandist  for  Govern- 
ment Administration  and  supports  his^ 
thesis  by  claiming  that  medical  service 
is  neither  available  nor  willingly  given. 

The  medical  profession  denies  the 
truth  of  both  of  these  statements. 

The  profession  is  numerically  ample, 
its  generosity  is  traditional,  and  approx- 
imately twenty  per  cent  of  all  hospital 
beds  are  unoccupied. 

Medical  service  for  all  the  people  has 
long  been  an  objective  of  the  American 
Medical  Association. 

Better  medicine  through  better  edu- 
cated physicians  is  constantly  studied  by 
its  councils.  The  Council  on  Medical 
Education  and  Hospitals  promotes  these 
ideals  every  day  in  the  year. 

There  are  people  who  have  no  medical 
care;  there  are  people  who  do  not  seek 
medical  care;  there  are  others  who  ob- 
ject to  medical  care,  and  there  are  sick 
people  who  do  not  know  how  to  find 
medical  care — these  people  must  be  sur- 
rounded by  the  protecting  arms  of  the 
public  health  service. 

The  medical  profession  makes  no  claim 
to  flawless  service,  but  it  is  most  unfair 
to  claim  that  no  progressive  effort  is  be- 
ing made  to  improve  it. 

Postgraduate  education  is  offered  to  the 
physician  at  teaching  centers  and  is  also 
carried  to  him  in  the  country,  in  the 
belief  that  his  education  must  go  on  as 
long  as  he  lives — not  only  in  the  interest 


of  sick  individuals,  but  in  the  interest  of 
every  citizen  of  the  country. 

There  has  never  been  a time  of  greater 
need  for  leaders.  There  should  arise  in 
every  part  of  our  country  men  filled  with 
the  consciousness  of  the  importance  of 
furnishing  better  medical  service  to  the 
American  people. 

The  medical  profession  must  not  rest 
upon  the  laurels  of  accomplishment.  The 
fact  that  our  medical  service  is  said  to 
be  the  best  in  the  world  does  not  justify 
relaxation  of  efforts  to  make  it  better. 

Clinical  students,  research  students, 
and  students  of  social  philosophy  must 
continue  to  pursue  the  elusive  secrets  of 
pathology,  and  at  the  same  time  apply 
themselves  to  broad  practical  application 
of  their  knowledge  to  the  improvement 
of  the  public  health.  Raising  the  cul- 
tural levels  of  science  is  no  more  im- 
portant than  raising  the  levels  of  social 
intelligence. 

The  American  Medical  Association  has 
been  reviled  as  reactionary — static  and 
obstructive  of  social  progress.  If  these 
criticisms  are  valid  the  responsibility  lies 
with  the  whole  medical  profession. 

If  American  medicine  is  to  go  forward 
it  must  welcome  constructive  criticism 
from  whatever  source — and  every  physi- 
cian must  be  encouraged  to  express  him- 
self in  the  meetings  of  his  county  medi- 
cal society,  where  he  will  be  heard. 

Some  of  the  criticism  from  within 
the  profession  seems  to  have' come  from 
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physicians  who  chose  to  ignore  this  pro- 
cedure and  sent  their  complaints  through 
the  public  press.  Criticism  from  without 
seems  to  have  come  from  politically- 
minded  people  who  style  themselves  ex- 
perts in  social  philosophy.  It  is  believed 
that  few  of  them  have  had  bedside  ex- 
perience. 

The  fact  that  most  of  the  110,000 
members  of  the  American  Medical  Asso- 
ciation are  trying  to  take  care  of  sick  peo- 
ple does  not  absolve  them  from  valid 
charges  that  they  are  failing  to  take  an 
active  interest  in  broader  fields  of  med- 
ical service. 

How  can  this  interest  be  stimulated? 
How  many  physicians  are  informed  about 
the  progressive  work  of  their  delegates  at 
the  recent  special  session  in  Chicago  ? 
How  many  have  read  the  minutes  pub- 
lished in  the  Journal  of  the  American 
Medical  Association  of  September  24? 
How  many  physicians  read  anything  in 
their  Journals  beside  the  articles  which 
discuss  the  special  problems  which  con- 
front them  in  their  daily  practice?  How 
many  physicians  read  their  Journals  at 
all? 

The  physician  reads  his  local  news- 
paper and  finds  himself  accused  of  some- 
thing akin  to  criminal  negligence.  He 
senses  a crisis  in  his  professional  life. 
Where  shall  he  go  from  here? 

He  sits  at  the  crossroads  in  great  per- 
plexity. He  reviews  with  satisfaction  his 
evolution  from  the  days  when  he  was  a 
barber  or  a servant  of  a wealthy  patron 
up  to  the  time  when  he  became  licensed 
by  society  to  practice  healing  arts,  and 
recognized  and  respected  because  of  his 
knowledge  and  ability. 

Introspectively  he  is  sorry  for  himself. 
His  self-esteem  has  been  hurt  by  in- 
vestigative research  and  criticism  of  his 
effectiveness  not  only  as  a social  agent 
but  as  a technician. 

His  education  has  been  criticized,  even 
his  character  has  been  assailed. 

He  has  heard  himself  branded  as  re- 
actionary, as  a merchant  of  health,  as  a 
Robin  Hood,  as  a dishonest  fee  splitter, 
as  a criminal  abortionist  or  as  a cheater 
of  insurance  companies.  His  ethics  have 
been  reviled  as  mere  facades.  He  is  un- 
happy because  his  income  is  shrinking 
while  he  sees  unnecessary  invasion  of  his 
field  by  government  agencies. 


If  he  is  an  average  man,  he  realizes 
that  competition  at  his  own  level  is  un- 
necessarily severe  because  too  many  are 
permitted  to  divide  his  opportunity.  In 
spite  of  all  such  discouragement  he  is 
generally  ethical  and  seldom  yields  to 
temptations  to  escape  from  his  distress  by 
devious  paths.  He  is  still  a member  of  the 
society  of  educated  gentlemen  and  he 
tries  to  justify  himself. 

He  knows  that  the  practice  of  medi- 
cine has  greatly  changed  in  the  last  twenty 
years.  Preventive  medicine  has  largely 
eliminated  diseases  which  formerly  ab- 
sorbed much  of  his  effort,  and  whether 
he  likes  it  or  not  he  must  cultivate  new 
fields.  He  knows  that  biological  results 
will  always  create  new  problems. 

Adolescence  and  senescence  and  cas- 
ualties, and  malignancies  will  continue 
to  engage  his  earnest  thought,  but  his 
major  function  may  possibly  lie  along 
the  lines  of  education.  Life  has  been  ex- 
ternalized by  science  which  has  progressed 
from  one  objective  revelation  to  another. 
Standards  of  living  are  constantly  chang- 
ing and  challenge  deliberation.  The  doctor 
must  not  only  study  constantly  to  under- 
stand them  and  their  effect  upon  the 
health  of  our  citizens,  but  he  must  pre- 
pare himself  for  leadership  of  social  cur- 
rents so  that  they  may  become  assets  in- 
stead of  perils  to  our  civilization. 

In  the  presence  of  the  greatest  literacy 
ever  known  health  education  may  be  ex- 
pected to  have  increasing  value,  perhaps 
it  has,  but  the  great  American  dream  is 
luxurious  living,  constantly  inspired  by 
cheap  promotion.  Youth  is  fascinated  by 
glamorous  prospects,  succumbs  to  sales- 
manship which  urges  pleasure  as  an  im- 
mediate objective.  Health  means  noth- 
ing until  it  is  lost.  Some  people  are  talk- 
ing about  the  man  of  tomorrow,  that  man 
is  the  doctor’s  job.  He  is  his  job  for  bio- 
logical reasons  to  keep  him  fit  for  tomor- 
row, he  must  be  educated,  he  must  be 
taught  to  protect  himself  from  infection, 
and  from  early  senescence.  It  is  the  doc- 
tor’s job  to  rise  from  his  contemplative 
seat  at  the  crossroads  and  to  keep  him- 
self actively  organized  for  the  protection 
of  the  public  from  false  ideas,  it  is  his 
job  to  educate  himself  not  only  in  the 
field  of  preventive  medicine  but  in  ef- 
ficient citizenship. 

In  his  great  Phi  Beta  Kappa  oration, 
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Alexis  Carrel  urges  the  promotion  of 
“a  center  of  synthetic  thought,  a focus 
of  collective  investigation  of  human 
problems.  In  fact,  into  an  institute  for 
the  construction  of  the  civilized.” 

“Is  it  not  more  important  to  improve 
man  than  the  goods  consumed  by  him?” 
he  insisted.  “Are  health  and  comfort  of 
any  value  if  we  become  mentally  and 
spiritually  worthless  ? Those  who  have 
given  their  lives  to  the  search  for  the 
prevention  and  cure  of  disease  are  keenly 
disappointed  in  observing  that  their  ef- 
forts have  resulted  in  a large  number  of 
healthy  defectives,  healthy  lunatics,  and 
healthy  criminals.  And  in  no  progress 
of  man. 

“As  far  as  I am  concerned,”  Dr.  Car- 
rel concluded,  “I  intend  to  devote  the 
rest  of  my  life  to  the  problem  of  de- 
veloping man  in  his  organic  and  spiritual 
entirety.  For  the  quality  of  life  is  more 
important  than  life  itself.  We  must 
now  use  theoretical  and  applied  science, 
not  for  the  satisfaction  of  curiosity  but 
for  the  betterment  of  the  self  and  for  the 
construction  of  truly  civilized  man.” 

Will  the  physician  at  the  crossroads 
respond  to  such  a stimulus  ? The  fact  that 
more  than  half  of  the  million  hospital  beds 
in  the  United  States  are  occupied  by 
insane  patients  is  a challenge  to  every 
doctor  in  the  land. 

The  hesitant  doctor  looks  back  upon  the 
long  uphill  road  which  he  has  climbed, 
he  looks  ahead  and  sees  only  more  dif- 
ficult heights,  he  looks  down  into  a val- 
ley of  indecision.  Will  he  slip  into  de- 
cadence or  will  he  become  a fighter  for 
whatever  he  thinks  is  right? 

The  relation  of  the  physician  to  society 
assumes  acute  importance  in  the  presence 
of  experimentation  under  the  aegis  of 
social  security.  Extraordinary  political 
changes  in  every  part  of  the  world,  re- 
version in  many  countries  from  dem- 
ocracy to  autocracy,  tendencies  to  central- 
ization of  authority  in  the  United  States, 
and  submergence  of  the  individual  in 
mass  movements,  cannot  fail  to  disturb 
practitioners  of  medicine  who  have  been 
developed  under  the  American  tradition. 
American  physicians  must  assume  social 
leadership  if  they  would  avoid  the  roles 
of  pawns  in  the  hands  of  those  who  are 
playing  the  games  of  political  strategy. 
Membership  in  a profession  seems  to 


have  been  regarded  as  an  insulation 
against  extra  professional  contacts.  Pre- 
occupation with  scientific  interests  has 
erected  barriers  to  civic  interest.  Physi- 
cians have  been  called  poor  business  men, 
impractical  idealists.  Their  sentimentalism 
has  been  exploited  by  professional  welfare 
organizations.  Without  the  gratuitous  serv- 
ice of  the  doctor  many  of  these  organiza- 
tions would  fail.  So-called  philanthropy  is 
not  dependable,  but  the  physician  will  al- 
ways work  for  the  pay  of  experience,  for 
the  pay  of  prestige,  for  the  pay  of  applause 
from  the  day  of  his  graduation  until  the 
end  of  his  life.  Probably  always  hoping 
that  fortuitous  circumstance  will  send 
him  wealthy  patients  whose  gratitude  may 
assume  a really  valuable  material  expres- 
sion. The  physician  himself  is  chiefly 
responsible  for  his  precarious  position. 
He  has  been  so  busy  in  his  own  kitchen 
garden  that  he  has  seldom  looked  upon  the 
fields  outside. 

American  physicians  face  problems 
which,  seemingly  new,  are  almost  invari- 
ably old  enemies  in  new  clothes.  Old 
world  experience  should  be  studied  by 
the  lamps  of  history  and  lessons  applied 
by  intelligent,  militant  physicians  who 
are  willing,  if  necessary  to  become  cru- 
saders. Physicians  will  become  effective 
only  when  they  stand  upon  their  own  solid 
ethical  foundations,  and  become  civic 
conscious. 

The  physician  is  often  the  priestly  guide 
counselor  and  friend  and  confessor.  To 
fill  such  demands  he  must,  himself,  pos- 
sess moral  quality  and  educated  intel- 
ligence. No  one  should  enter  the  prac- 
tice of  medicine  with  the  sole  idea  of 
being  gainfully  employed.  Very  few 
acquire  wealth  through  the  medium  of 
medical  practice.  Many  fail  because  they 
cannot  fit  themselves  into  a sympathetic 
social  environment,  are  not  real  students 
of  human  beings  as  individual  personali- 
ties, or  are  indolent,  or  have  not  the  moral 
fiber  to  preserve  the  rectitude  inviolate 
under  the  seductions  of  expediency. 

Organized  medicine  is  not  a trade 
union.  Physicians  are  not  selling  com- 
modities in  competition  with  other  mer- 
chants. They  are  not  merchants  of  health, 
selling  cures,  or  formulae,  or  medicines, 
or  instruments.  Physicians  are  profes- 
sionals giving  service  for  which  they  may 
or  may  not  be  paid,  and  they  must  expect 
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to  give  it  regardless  of  fee.  They  are 
the  privileged  servants  of  the  sick,  and 
being  obligated  by  an  oath  must  carry 
themselves  on  loftier  planes  than  those 
who  buy  and  sell  for  profit. 

The  practice  of  medicine  is  concerned 
with  three  classes  of  people — the  indi- 
gent, the  large  middle  class,  and  a small 
group  of  people  who  may  be  called  inde- 
pendently well-to-do. 

All  these  people  are  better  cared  for 
in  the  United  States  than  anywhere  else. 

A medical  profession  which  includes 
large  numbers  of  keen  students  has  fur- 
nished striking  advances  in  the  last 
twenty-five  years.  Medicine  has  made 
extraordinary  strides  in  epidemiology,  in 
the  therapy  of  diabetes,  in  the  therapy  of 
anemia,  in  the  therapy  of  orthopedics,  in 
brain  surgery,  in  chest  surgery,  in  radia- 
tion therapy.  Scientific  methods  have  re- 
placed empiricism. 

Medical  schools  are  constantly  striving 
to  bring  a high  order  of  intelligence  to  the 
care  of  the  sick.  Hospital  staffs  are  in- 
fused with  teaching  spirit.  Hospital  regu- 
lation by  organized  medicine  permits  no 
slackening  of  vigilance.  Certification  of 
specialists  by  examining  boards  does 
much  to  protect  the  patient  from  those 
who  may  be  incompetent. 

Sick  people  in  the  well-to-do  group  may 
buy  all  of  these  remarkable  services. 
People  in  the  large  middle  group  may 
buy  as  much  as  they  are  able  to  pay  for 
privately,  and  may  avail  themselves  of 
elaborate  hospital  facilities  at  rates  that 
range  from  maintenance  costs  to  below 
cost  services. 

People  in  the  indigent  group  have 
access  to  hospitals  which  are  supported 
by  the  taxpayer  and  also  receive  the  bene- 
fit of  the  most  approved  therapy. 

Everybody  may  choose  his  own  physi- 
cian except  those  who  seek  free  treat- 
ment in  the  hospital  or  clinic  where  they 
must  accept  the  services  of  the  physi- 
cian who  may  be  assigned. 

There  is  very  little  criticism  of  the 
quality  of  medical  care.  The  criticism 
concerns  distributions,  demands  more 
free  medicine,  asks  increased  subsidy  by 
government,  meaning  of  course  more  help 
from  the  taxpayer,  and  looks  to  the  im- 
plantation on  the  American  people  of 
some  compulsory  system  such  as  one  of 
those  in  European  use. 


Health  insurance  schemes  abroad  do 
not  take  care  of  the  indigent,  have  not 
reduced  morbidity,  but  have  reduced  the 
physicians  to  a very  low  place  in  the 
social  scale.  The  present  American  sys- 
tem, however  faulty,  care  for  all  classes 
of  people  with  very  much  better  success. 

If  the  critics  would  compare  the  fail- 
ures of  distribution  of  medical  care  with 
the  failures  of  the  distribution  of  educa- 
tion, housing,  of  clothing  or  of  food,  they 
would  doubtless  discover  that  they  are 
talking  about  the  same  groups  of  people. 

The  care  of  these  people  is  outside  the 
field  of  insurance.  It  is  the  problem  of 
the  taxpayer.  Medical  service  for  these 
people  is  the  job  of  the  physician  and  he 
must  be  paid  for  his  work  by  the  tax- 
payer. 

Here  is  a task  for  the  medical  citizen. 
Let  him  step  out  of  his  professional  seclu- 
sion, and  let  him  participate  actively  in 
municipal  affairs,  let  him  realize  that 
preventive  medicine  may  be  greatly  ad- 
vanced by  eliminating  unsanitary  hous- 
ing, by  feeding  the  undernourished,  by 
clothing  those  who  are  unable  to  so  pro- 
vide for  themselves. 

Is  it  not  the  task  of  the  medical  citizen 
to  lead  the  thought  of  the  taxpayer  to  the 
realization  that  the  facilities  for  medical 
care  of  the  indigent  are  his  responsibility, 
that  free  hospital  service  must  be  ex- 
tended, that  perhaps  the  tax  supported 
hospital  must  assume  all  of  this  burden 
with  both  intern  and  extern  service 
radiating  from  the  hospital  to  home  care  ? 

Is  it  not  the  task  of  the  medical  citi- 
zen to  point  out  that  under  our  present 
system,  the  landlord,  the  grocer,  the 
clothier,  house,  feed  and  clothe  the  poor 
for  pay  only,  while  the  doctor  assumes 
their  physical  care  in  the  hospital  and  in 
many  homes  without  fee,  and  the  land- 
lord, the  grocer,  the  clothier  and  other 
citizens  expect  him  to  continue  this  unfair 
sacrifice  ? 

Let  us  put  it  baldly.  Let  the  munici- 
pality take  over  the  hospital  care  of  the 
indigent,  use  the  facilities  of  the  hospital 
for  home  care  of  the  indigent,  and  let  the 
doctors  who  are  concerned  with  this  care 
be  paid  for  their  service. 

There  are  already  less  than  eight  hun- 
dred people  in  the  United  States  for  every 
physician,  and  the  average  annual  sick- 
ness is  less  than  seven  days.  About 
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twenty-five  hundred  physicians  die  every 
year,  while  at  present  seven  thousand  take 
their  places.  You  see  that  the  mathema- 
tics are  stacked  against  the  physician  and 
if  he  continues  to  prevail  he  will  need 
some  very  realistic  hard  work  to  support 
his  idealism.  Another  handicap  is  re- 
vealed in  the  studies  of  the  Brookings 
Institute  which  showed  that  in  1929,  a 
peak  year,  more  than  forty-two  percent 
of  American  families  received  less  than 
$1,500  and  almost  sixty  per  cent  less  than 
$2,000.  Such  incomes  are  a little  more 
than  subsistence  requirements  and  pro- 
vide very  small  margins  to  cover  the 
emergencies  of  sickness. 

The  increasing  dependence  upon  mu- 
nicipal hospitals  by  people  who  seem  to 
need  free  care,  the  increasing  demands 
upon  physicians  who  serve  these  hospi- 
tals without  pay,  and  the  increasing  fi- 
nancial embarrassment  of  the  voluntary 
hospitals,  are  indices  which  cannot  be 
ignored.  Many  hospitals  deeply  in  deficits 
are  surrendering  their  independence  to 
municipal  support,  an  apparently  inevita- 
ble trend. 

Many  hospital  people  who  are  unhappy 
over  economic  conditions  think  that  they 
can  cure  situations  by  adopting  service 
plans.  Hospital  service  plans,  now  in- 
volving more  than  two  million  subscribers, 
seem  to  be  working  well  for  the  hospitals 
and  indirectly  for  the  physician. 

All  of  these  efforts  are  valuable  evolu- 
tionary measures  moving  toward  better 
public  service  without  sacrificing  the  phy- 
sician to  bureaucratic  domination.  Intra- 
mural development  of  the  hospital  to  the 
highest  degree  will  not  bring  it  to  its 
true  place  in  our  social  structure.  The 
day  of  exclusion  and  seclusion  is  past. 


Generous  cooperation  with  all  physicians 
and  with  social  agencies  must  be  de- 
veloped. Hospital  zones  must  be  planned 
and  all  competent  physicians  living  within 
the  zones  must  be  permitted  the  use  of  the 
hospital’s  facilities.  Individualism  has 
been  sneered  at  by  welfare  groups  which 
are  struggling  for  warm  places  in  snug 
bureaus,  but  after  all  is  said,  and  after 
studying  all  of  the  European  service  plans 
which  employ  more  lay  managers  than 
physicians,  which  pay  clerks  more  than 
doctors,  we  must  pay  tribute  to  the  best 
traditions  which  we  have  in  this  country 
which  are  based  upon  the  individual  care 
of  the  sick  by  the  individual  physician. 

The  American  physician  represents  the 
most  highly  educated  group  of  the  com- 
munity but  he  rarely  functions  as  a citi- 
zen. How  can  the  medical  profession  ex- 
pect consideration  from  our  law  makers 
while  the  physician  stands  aloof  from  the 
actual  exercise  of  citizenship?  It  seems 
more  important  than  at  any  time  in  our 
history  that  physicians  should  take  posi- 
tions of  leadership  in  public  activities, 
thereby  indicating  their  willingness  to  co- 
operate to  the  limit  of  their  abilities  in  the 
promotion  of  projects  which  seem  to  have 
community  value.  In  order  to  be  effec- 
tive, physicians  must  have  more  than 
superficial  knowledge  of  the  machinery  of 
government,  they  must  educate  themselves 
to  function  as  citizens  in  the  best  sense 
of  whatever  citizenship  means  or  implies. 
Someone  has  said  recently  that  many  peo- 
ple pass  unconsciously  from  adolescence 
to  obsolescence.  Unless  American  physi- 
cians can  be  aroused  from  their  civic 
adolescence,  a similar  judgment  will  be 
their  inheritance. 

300  E.  Tremont  Ave. 


SURGICAL  “GUILDS”  TO  BE  FORMED 


Establishment  of  clinical  groups  or  guilds 
by  the  International  College  of  Surgeons 
will  make  the  college,  formed  in  1935,  “a 
world-wide  teaching  association  compara- 
ble to  none,”  members  of  the  United  States 
chapter  were  told  at  Philadelphia,  on  Octo- 
ber 14,  by  Dr.  Andre  Crotti  of  Cleveland, 
retiring  president. 

These  guilds,  to  which  he  referred  as 
“organized  post-graduate  courses  and  surgi- 
cal clinics  conducted  at  specified  intervals, 


at  which  the  leaders  will  teach  some  of  the 
finer  points  of  surgery,”  are  to  be  formed 
in  unlimited  numbers  “dictated  by  the  needs 
of  the  moment.”  Participation  would  be 
compulsory  for  all  members  and  fellows  of 
the  college. 

“What  the  college  wishes  is  to  have  out- 
standing surgeons  of  the  world  to  act,  as 
mentors  and  educators  for  the  rising  gen- 
erations of  surgeons,  who,  in  turn,  will  some 
day  be  the  leaders,”  he  explained. 


PROBLEMS  IN  KIDNEY  PATHOLOGY 


Alfred  Plaut,  M.D.,  New  York  City 
From,  the  Department  of  Pathology,  Beth  Israel  Hospital 


When  I was  asked  to  talk  a short  time 
ago  on  the  pathology  of  the  kidney,  I was 
practically  forced  to  make  up  my  mind 
what  this  term  meant,  and  must  admit 
that  I did  not  reach  a satisfactory  con- 
clusion. One  thing,  however,  did  become 
clear  to  me,  that  any  attempt  at  racing 
speaker  and  audience,  within  something 
like  half  an  hour,  through  the  whole  kid- 
ney pathology  would  lead  to  an  unpleasant 
mixture  of  perplexing  variety  and  tedious 
repetition.  I,  therefore,  prefer  to  bring 
before  you  not  straight  kidney  pathology, 
but  rather  our  opinions  concerning  the 
meaning  of  morphological  changes  and 
their  relation  to  the  clinical  pictures  with 
which  you  are  confronted  in  your  daily 
practice  and  hospital  work.  The  inter- 
relation between  kidney  lesions,  on  the  one 
hand,  and  lesions  in  other  organs,  on 
the  other,  shall  be  the  keynote  of  this 
lecture. 

The  first  picture  in  our  short  series 
of  kidney  lesions  comes  from  the  kidney 
of  a fifty- three  year  old  man  who  did  not 
die  of  kidney  disease,  but  from  active 
rheumatic  heart  disease  and  pneumonia. 
The  kidney  was  swollen  and  had  many 
red  spots. 

These  red  spots  are  caused  by  the 
superposition  of  the  extravasated  blood 
in  many  more  or  less  distended  tubules. 
Most  of  the  glomeruli  look  normal ; in 
others,  however,  the  capsular  space  is 
filled  with  blood,  and  there  is  inflamma- 
tion in  the  surrounding  tissue.  The 
kidney,  on  the  whole,  does  not  look 
severely  diseased,  and  there  is  not  much 
inflammation.  Occasionally,  however,  in- 
flammation has  started  the  destruction 
of  tubules.  A similar  picture  from 
another  patient,  who  likewise  did  not 
die  of  kidney  disease  but  of  ulcerative 
endocarditis  with  many  infectious  com- 
plications, definitely  shows  the  focal 
character  of  the  lesion.  There  is  no 
diffuse  kidney  disease,  but  even  in  the 
near-normal,  kidney  tissue  are  scattered 
circumscribed  areas  of  hemorrhage  and 


inflammation.  Under  high  magnification, 
one  recognizes  the  blood-filled  Bow- 
man’s capsules  and  corresponding  por- 
tions of  tubules,  while  the  remainder  of 
the  tubules  are  normal. 

This  is  not  the  anatomical  basis  of  a 
kidney  disease  that  kills.  It  is  called  hem- 
orrhagic focal  nephritis.  You  frequently 
encounter  such  cases  in  daily  practice. 
When  you  examine  the  urine  of  a patient 
with  febrile  disease,  you  often  see  occa- 
sional red  blood  cells  or  numbers  of  red 
blood  cells.  You  then  must  know  that  this 
is  not  to  be  taken  very  seriously,  and  you 
must  not  diagnose  glomerulonephritis. 
The  blood  will  disappear  with  the  reces- 
sion of  the  fever  or  a few  weeks  later. 
Kidney  function  remains  unimpaired, 
blood  pressure  is  low.  As  far  as  the  rela- 
tion of  kidney  disease  to  general  infec- 
tious disease  is  concerned,  this  is  the 
simplest  case.  The  general  infection  has 
directly  affected  the  kidney;  probably 
single  micro-organisms  have  attached 
themselves  to  the  wall  of  a glomerular 
loop.  By  careful  microscopic  examination, 
one  may  find  a small  spot  in  the  capillary 
wall  swollen,  with  blurred  outlines ; some- 
times one  may  even  find  the  micro-organ- 
isms. In  such  areas  the  wall  of  the  vessel 
becomes  permeable  and  the  above-de- 
scribed hemorrhage  takes  place.  Severe 
forms  of  this  disease  can  seldom  be 
studied  on  the  autopsy  table.  Thus,  this 
kidney  lesion,  which  is  the  direct  result 
of  a bacteremia,  does  not  represent  a 
clinically  important  kidney  disease. 

But  there  are  other  ways  by  which  a 
generalized  infectious  disease  can  attack 
the  kidney.  As  examples,  let  us  take  the 
cases  of  two  children,  age  two  and  eleven. 

Neither  child  died  of  kidney  disease.  The 
two-year-old  child  had  a very  severe  pleuri- 
tic and  pneumonic  infection  with  purulent 
otitis  media  and  other  complications.  There 
had  been  no  urinary  symptoms  during  life — 
specific  gravity  was  high,  no  casts  were 
found,  the  clear  urine  contained  no  albumen. 
At  autopsy  we  were  struck  by  the  fact  that 
under  the  ordinary  polymorphonuclear  leuko- 
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cytic  inflammation  of  the  purulent  pleuritis, 
we  did  not  find  leukocytes  in  the  superficial 
layers  of  the  lung  tissue,  but  plasma  cells. 
In  other  organs  also,  in  the  kidney,  for  in- 
stance, a diffuse  plasma  cellular  inflamma- 
tion was  found.  There  was  no  glomerulo- 
nephritis and  no  disease  of  the  tubules.  The 
absence  of  both  could  be  expected  from  the 
lack  of  urinary  findings  during  life.  This 
diffuse  interstitial  plasma  cellular  nephritis 
did  n<5t  manifest  itself  in  the  urine. 

Most  of  the  organs  of  this  child  showed 
this  generalized  plasma  cellular  inflamma- 
tion, even  the  far  remote  posterior  lobe  of 
the  pituitary  gland.  But  this  child,  in  addi- 
tion, had  an  entirely  different  reaction  to  the 
infection  which  raged  throughout  his  body, 
namely,  necrosis  of  arteries.  Acute  necrosis 
of  the  arterial  wall  with  inflammation  had 
led  to  infarction  in  the  testicle.  This  process, 
entirely  separate  from  the  just-described  in- 
flammation, had  taken  place  in  the  kidney 
pelvis  of  the  child  also. 

Somewhat  similar  was  the  case  of  an 
eleven-year-old  boy  who  died  from  an  in- 
definite infectious  disease  without  important 
urinary  symptoms.  The  kidney,  which  inter- 
ested us  most  in  this  connection,  again  re- 
vealed the  interstital  inflammation,  and 
arteries  surrounded  by  areas  of  inflamma- 
tion containing  no  polymorphonuclear  leuko- 
cytes. The  same  kind  of  inflammation  was 
found  between  the  kidney  tubules,  as  in  the 
previous  case. 

Are  we  really  dealing  with  kidney  dis- 
ease in  these  two  children?  Obviously 
not,  as  the  clinical  records  and  the  follow- 
up of  similar  cases  indicate.  We  namely 
do  not  know  of  a chronic  kidney  disease 
representing  the  healing  phase  of  such 
lesions.  This  is  not  astonishing  when  we 
consider  that  the  real  excretory  apparatus 
of  the  kidney  in  these  cases  is  not  se- 
verely affected.  This  is  the  acute  intersti- 
tial nephritis  which  in  many  instances  is 
only  a part  phenomenon  of  a generalized 
plasma  cellular  reaction  in  the  body.  Such 
a process  widely  differs  from  the  direct 
ordinary  inflammatory  reaction  as  repre- 
sented by  the  purulent  pleuritis  and  the 
otitis  media  in  the  first  patient,  for  in- 
stance. The  recognition  of  this  essential 
difference  in  the  types  of  reaction  brings 
us  to  the  crucial  points  of  kidney  path- 
ology. 

We  can  hope  to  understand  kidney 
pathology  only  when  we  go  one  further 
step  beyond  the  old  conception  of  the  re- 
action of  the  body  to  an  infectious  agent. 


We  must  consider  other  types  of  reaction 
as  represented,  for  instance,  by  the  plasma 
cellular  interstitial  inflammation.  The  best 
known  example  of  this  lesion  is  scarlet 
fever.  The  idea  that  allergic*  conditions 
are  important  in  kidney  pathology  orig- 
inated thirty  years  ago  when  Bela  Schick 
drew  attention  to  the  similarities  between 
nephritis  in  scarlet  fever  and  serum  sick- 
ness. 

Let  us  retain  that  same  point  of  view 
as  we  venture  now  into  a discussion  of 
glomerulonephritis.  We  refrain  from  giv- 
ing clinical  and  anatomical  descriptions. 
Looking  at  one  characteristic  glomerulus 
from  an  early  phase  of  intracapillary 
glomerulonephritis  (in  a middle  aged 
woman),  makes  us  realize  how  far  remote 
such  a picture  is  from  what  we  generally 
consider  acutely  inflamed  tissue.  There  is 
no  fluid  exudate.  No  leukocyte  or  other 
blood  cells  can  be  found  in  the  tissue.  All 
we  have  is  an  increase  in  the  number  of 
nuclei  (indicating  an  increase  in  the  num- 
ber of  cells),  and  a swelling  of  the  walls 
of  the  capillary  loops.  In  addition,  we  see 
something  that  seems  to  be  directly  oppo- 
site to  our  conception  of  acute  inflamma- 
tion. There  namely  is  no  hyperemia  in 
this  diseased  glomerulus;  there  even  is 
an  anemia,  while  in  the  normal  glomerulus 
the  loops  are  filled  with  red  cells.  We  are 
accustomed  to  this  histological  picture,  and 
do  not  realize  any  more  that  it  is  a slap 
in  the  face  to  the  orthodox  concept  of 
acute  inflammation. 

In  the  patient  whose  glomerulus  we 
have  studied,  we  are  unable  to  establish 
a direct  connection  between  the  infection 
that  killed  the  patient  and  the  kidney 
lesion.  This  woman  died  of  peritonitis  fol- 
lowing a gynecological  operation;  at  the 
same  time,  she  had  acute  nephritis  and 
acute  cholecystitis.  We  would  not  even 
try,  under  these  circumstances,  to  find  the 
micro-organisms  which  we  might  have 
cultured  from  the  blood  stream  in  the 
glomerular  loops.  The  lesion  is  a diffuse 
one,  it  is  a systemic  disease  of  this  capil- 
lary part  of  the  kidney.  It  is  not  a direct 
microbic  effect,  as  in  the  relatively  harm- 
less focal  nephritis  which  we  see  in  in- 
fectious diseases.  We  thus  have  to  look 
for  other  mechanisms  which  may  bridge 


* For  the  sake  of  convenience,  “allergic”  con- 
dition is  used  here  in  a somewhat  loose  fashion. 
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the  gap  between  infection  in  the  body,  on 
one  hand,  and  the  occurrence  of  this  very 
peculiar  lesion  which  is  called  glomerulo- 
nephritis. 

If  you  stop  to  consider  for  a moment 
what  are  the  most  important  clinical  items 
in  a patient  whose  kidney  glomeruli  give 
this  picture,  there  will  be  foremost  in  your 
mind  the  edema  and  the  hypertension. 
Have  we  a right  to  say  that  the  edema 
and  the  hypertension  are  caused  by  this 
glomerular  lesion?  We  certainly  do  not. 
There  are  rare  cases  of  fatal  diffuse  glom- 
erulonephritis with  normal  blood  pressure 
and  without  edema.  Conversely,  a patient 
may  die  with  the  clinical  symptoms  of 
glomerulonephritis,  but  the  most  careful 
examination  of  the  slides  does  not  reveal 
a trace  of  glomerulitis.  Such  occurrences, 
rare  as  they  may  be,  indicate  that  we  have 
no  right  to  assume  a direct  causal  relation- 
ship between  the  glomerular  lesion  and 
the  most  important  clinical  findings.  That 
leads  to  the  conclusion  that  our  most  im- 
portant kidney  disease — namely,  glomeru- 
lonephritis— is  not  strictly  speaking  a dis- 
ease of  the  kidney.  This  becomes  less  of 
a paradox  when  we  realize  that  the  glo- 
merulus, consisting  mainly  of  capillaries, 
is  not  a part  of  the  kidney  parenchyma, 
but  also  is  a part  of  the  vascular  system. 
In  an  anticipating  manner,  it  might  be 
said  right  here  that  general  capillary  dis- 
ease, with  or  without  a morphological 
equivalent,  probably  is  the  most  impor- 
tant underlying  condition  for  the  rise  in 
blood  pressure,  as  well  as  for  the  edema, 
in  glomerulonephritis.  We  cannot  say  that 
we  have  a generalized  capillary  disease  in 
the  kidney  since  the  intertubular  capilla^ 
ries,  even  in  most  severe  glomeruloneph- 
ritis, generally  do  not  show  important 
changes. 

When  a glomerulonephritis  lasts  for  a 
longer  time,  the  histological  picture  is 
changed  by  the  addition  of  the  extra- 
capillary process  which  finally  leads  to 
fibrosis.  The  slides  we  are  using  for  the 
demonstration  of  this  subacute  or  sub- 
chronic glomerulonephritis,  come  from 
a twenty-year-old  girl  who  died  after  a 
most  peculiar  clinical  course — a chronic 
infection  in  the  maxillary  sinus,  obviously 
caused  by  parasites,  followed  by  an  unu- 
sually severe  laryngitis  which  necessitated 
tracheotomy.  Anuria  developed  and  after 
ten  days,  she  died,  without  elevation  of 


blood  pressure.  In  following  our  line  of 
thought,  we  do  not  believe  that  the 
staphylococci  which  we  found  in  the  lar- 
ynx of  this  patient  directly  caused  the 
glomerular  lesion.  We  have  to  assume  the 
existence  of  some  immunological  mechan- 
ism which  caused  the  glomerular  lesion, 
and  this  disturbance  somehow  was  started 
by  the  presence  of  a severe  infection  in 
the  body.  This  patient  had  albumen  in  the  ' 
urine,  no  casts  had  been  found,  and  she 
died  in  uremia. 

The  variety  of  diseases  which  may  lead 
to  glomerulonephritis  is  very  large,  and  I 
want  to  show  you  one  of  the  most  unu- 
sual ones.  A thirty-six-year-old  man  died 
in  this  hospital  (Beth  Israel)  with  a clini- 
cal diagnosis  of  nephrosis  and  nephritis. 

At  autopsy  we  found  the  kidney  lesions 
diagnosed  by  the  clinicians,  but,  to  our 
astonishment,  we  also  found  amebic 
dysentery.  The  patient  never  had  diar- 
rhea. It  hardly  is  necessary  to  mention 
that  the  glomerulonephritis  in  this  case 
had  not  been  caused  directly  by  the  ame- 
bae.  The  kidneys  presented  severe  neph- 
rosis and  glomerulonephritis.  The  relation 
of  both  lesions  to  the  infection  with 
amebae  and  to  each  other  remains 
obscure. 

Summing  up  the  ways  by  which  infec- 
tion might  lead  to  kidney  disease,  we 
have,  first , the  direct  infection.  It  results 
in  focal  hemorrhagic  nephritis.  Milder  de- 
grees of  this  lesion  obviously  are  frequent 
and  are  of  no  major  importance  for  what 
we  strictly  call  kidney  disease.  Second, 
we  must  consider  sensitization  to  some 
substances  which  might  be  introduced  into 
the  body  from  outside  with  an  infectious 
agent  (amebic  dysentery,  severe  sinusitis, 
severe  laryngitis),  or  which  might  origin- 
ate in  the  body  itself  under  the  influence 
of  an  infectious  process. 

Sensitization  to  an  endogenous  sub- 
stance may  also  play  a role  in  patients 
who,  out  of  a clear  sky,  develop  acute 
urinary  and  other  symptoms  and  are 
found  to  be  afflicted  with  acute  glomerulo- 
nephritis. I do  not  feel  justified  in  leaving 
the  subject  of  glomerulonephritis  without 
at  least  mentioning  the  possibility  of  other 
mechanisms  about  which  we  may  know 
nothing. 

There  are  cases  of  nephritis,  notably  in 
subacute  bacterial  endocarditis  where  we 
do  not  find  the  ordinary  glomeruloneph- 
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ritis,  but  where  in  more  or  less  normal 
appearing  glomeruli  single  loops  are 
transformed  into  a homogeneous  mass 
which  stains  red  in  the  eosin  (Loehlein 
lesion).  It  is  easily  understood,  and  gen- 
erally accepted,  that  small  particles  which 
contain  cocci  from  the  vegetations  of  the 
mitral  or  aortic  valve  will  be  caught  in  a 
glomerular  capillary,  thus  forming  a direct 
embolic  lesion.  But  this  must  not  always 
be  the  origin.  Occasionally,  in  such  lesions 
one  gains  the  impression  that  they  have 
developed  in  loco  and  represent  a swell- 
ing of  the  capillary  wall,  perhaps  com- 
bined with  some  coagulation.  In  rare 
instances  of  septic  disease  without  endo- 
carditis, this  lesion  has  been  found  in  the 
glomeruli.  One  case  is  on  record  in  which 
almost  all  glomeruli  showed  the  lesion. 
This  patient  did  not  have  hypertension. 
The  percentage  of  diseased  glomeruli  in 
subacute  bacterial  endocarditis  may  be  as 
high  as  seventy-five  per  cent,  but  never- 
theless the  blood  pressure  may  remain 
normal. 

So  far  we  have  dealt  with  inflammation 
in  kidney  diseases.  But,  in  the  material  of 
our  hospital,  the  majority  of  so-called  kid- 
ney patients  are  not  patients  with  glomer- 
ulonephritis. They  suffer  from  vascular 
kidney  lesions,  and  with  a certain  re- 
luctance, I now  turn  to  that  group  of 
diseases.  My  reluctance  will  be  easily  un- 
derstood by  anyone  who  has  ever  entered 
into  the  labyrinth  of  riddles  represented 
by  the  relation  between  kidney  pathology 
and  blood  vessel  pathology. 

In  discussing  the  microscopic  pictures 
from  two  remarkable,  but  not  highly 
unusual,  cases  of  hypertensive  kidney 
disease,  I shall  try  to  point  out  the  im- 
portance, or  the  lack  of  importance,  of 
the  different  histological  features  in  rela- 
tion to  the  clinical  picture,  especially  the 
hypertension.  A section  from  one  of  the 
main  branches  of  the  renal  artery  of  a 
forty-year-old  man,  whose  clinical  diag- 
nosis was  malignant  sclerosis,  gives  the 
well-known  picture  of  very  severe  athero- 
sclerosis. The  atheroma  had  destroyed 
the  elastic  lamellae  and,  digging  its  way 
into  the  media,  had  thinned  out  the  wall. 

If  we  stop  here  to  see  what  kidney 
lesion  would  correspond  to  this  vascular 
change,  then  we  can  mention,  with  a 
moderate  range  of  error,  the  so-called 
old-man’s  kidney,  the  arteriosclerotic 


kidney  of  Ziegler,  which  is  not  considered 
of  great  clinical  importance  today.  Let  us 
go  one  step  further,  a step  down  in  the 
caliber  of  the  vessel.  In  a branch  of  the 
third  or  fourth  order,  the  lumen  is  ex- 
tremely narrowed  by  fibrous  connective 
tissue  which  represents  an  overgrowth  of 
the  intima.  This  step  brings  us  deep  into 
the  riddles  of  vascular  disease  and  hyper- 
tension. Does  this  overgrowth  of  intimal 
tissue  really  belong  to  the  same  disease  as 
the  atherosclerotic  lesion  of  the  larger 
branch?  Nobody  can  answer  this  ques- 
tion. Has  it  something  to  do  with  an 
inflammatory  process  as  indicated  by  the 
old  name,  productive  endarteritis?  The 
bulk  of  the  literature  concerning  this 
question  is  awe-inspiring,  but  no  conclu- 
sion has  been  reached.  However,  this  ar- 
terial lesion  is  found  in  many  noninflam- 
matory contracted  kidneys.  The  kidney 
tissue  surrounding  such  arteries  may  look 
perfectly  normal.  When  we  go  still  fur- 
ther down  in  vessel  caliber  and  study  the 
intertubular  arteries,  then  we  see  redupli- 
cation of  elastic  lamellae  together  with 
overgrowth  of  intima.  This  vascular 
lesion  is  very  frequent  in  chronic  glomer- 
ulonephritis, and  sometimes  it  becomes 
difficult  to  decide  whether  we  deal  with  a 
vascular  lesion  and  a secondary  glomer- 
ulonephritis, or  whith  a chronic  glomeru- 
lonephritis and  a superimposed  vascular 
lesion. 

Proceeding  to  the  arterioles  in  our 
analysis  of  this  kidney,  we  find  hyaliniza- 
tion  and  thickening  of  the  walls  with 
resulting  narrowing  or  occlusion  of  the 
lumen.  This  is  the  usual  arteriolosclerosis 
which  has  its  seat  mainly  in  the  kidney, 
but  is  found  in  other  organs  also. 

However,  in  addition  to  hyalinization 
of  the  wall  and  narrowing  of  the  lumen, 
some  small  vessels  exhibit  necrosis  to 
such  a degree  that  only  a smudge  is  seen 
in  the  section  in  place  of  the  arteriole. 
The  directly  adjoining  tissue  may  be 
without  inflammation.  But  other  arteri- 
oles are  severely  inflamed,  giving  a pic- 
ture like  a small  granuloma.  This  necrosis 
and  inflammation  take  place  in  kidneys 
which  do  not  harbor  any  acute  or  chronic 
inflammation.  They  may  both  be  caused 
by  some  immunological  mechanism,  as 
discussed  above. 

For  decades  this  impressive  narrow- 
ing of  the  small  kidney  vessels  has  been 
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linked  in  our  minds  to  the  most  impor- 
tant symptom  of  chronic  kidney  disease — 
hypertension. 

But,  in  this  point,  the  quantitative  fac- 
tor has  not  been  sufficiently  stressed. 
Narrowing  and  occlusion  of  arterioles 
outside  the  kidney  are  found  in  the  supra- 
renal glands  and  pancreas,  to  some 
extent,  much  less  in  other  organs.  All 
these  vessels  together,  represent  a small 
fraction  of  the  vascular  system  of  the 
whole  body.  When  we  compare  that  with 
the  cross  section  of  the  nonaffected  blood 
vessels  in  the  whole  muscular  system,  in 
the  fat  tissue,  and  in  the  major  portion 
of  the  gastrointestinal  tract,  then  we 
shall  see  that  the  slightest  dilatation  of 
the  arterioles  in  the  nondiseased  parts  of 
the  body  must  more  than  offset  the  nar- 
rowing of  the  diseased  arterioles  in  the 
kidneys  and  in  the  few  other  organs.  This 
brings  to  naught  the  possible  pressor 
effect  of  arteriosclerosis. 

I agree  with  the  authors  who  say  that 
to  explain  hypertension  in  a man  with 
arteriosclerotic  kidney  disease  is  not  much 
easier,  nowadays,  than  to  explain  hyper- 
tension in  the  absence  of  kidney  lesions. 
The  kidney  must  have  some  obscure 
mechanism  for  maintaining  its  blood  flow. 
In  the  physiological  experiment,  under 
conditions  which  reduce  the  blood  flow  of 
all  other  organs,  measurements  taken  in 
the  renal  vein  have  indicated  that  the  kid- 
ney maintains  its  normal  blood  flow  for 
a longer  time  than  any  other  organ.  Lit- 
tle is  known  about  the  steering  of  this 
mechanism,  and  we  cannot  say  how  often 
a disturbance  of  this  mechanism  may  be 
one  of  the  factors  that  lead  to  hyperten- 
sion in  the  presence  or  absence  of  ar- 
teriolar lesions. 

We  may  give  up  the  theory  that 
sclerotic  narrowing  of  arterioles  is  the 
main  cause  of  hypertension,  but  we  feel 
certain  that  it  directly  causes  the  fibrous 
obliteration  of  the  glomeruli.  Even  that 


has  been  doubted,  and  perhaps  justly. 
Not  only  the  glomeruli  receive  their  blood 
from  the  afferent  vessels  which  are  so 
conspicuously  narrowed  by  arterio- 
sclerosis, but  the  tubules  also  are  mainly 
nourished  by  these  channels  and  there- 
fore damaged  by  the  decrease  in  blood 
supply.  If  we  further  remember  that 
the  tubules  generally  are  the  first  portion 
of  the  kidney  to  show  damage  in  any 
general  disease,  then  we  might  expect 
them  to  suffer  from  the  impaired  vascu- 
larization as  much  as  the  glomeruli,  or 
even  more.  Thus  perhaps  many  a glomer- 
ulus owes  its  damage  to  atrophy  of  the 
corresponding  tubules,  as  well  as  to  the 
partial  throttling  of  its  blood  supply.  I, 
therefore,  feel  that  it  would  be  rash  to  j 
jump  at  the  conclusion  that  the  death  of 
the  glomerulus  is  entirely  and  directly 
brought  about  by  the  narrowing  of  small 
arterial  vessels. 

Nothing  satisfies  our  desire  for  knowl- 
edge better,  than  finding  the  morpho- 
logical basis  of  the  symptoms  observed 
in  the  living  patient.  But  we  should  be 
aware  of  the  pitfalls.  What  we  do  find 
may  be  only  one  factor  in  many,  perhaps 
not  even  an  important  one.  Whether  a 
finding  represents  a causative  factor  or 
an  accompanying  factor,  or  a sequela,  is 
sometimes  difficult  to  decide.  By  saying 
so,  I do  not  want  to  minimize  the  value 
of  morphological  study.  To  the  contrary, 

I believe  in  a renaissance  of  morphology, 
notably  concerning  diseases  of  small 
blood  vessels.  A new  field  of  histopath- 
ology  has  opened  up  in  the  application  of 
morphological  methods  to  immunological 
problems.  True,  we  cannot  stain  anti- 
bodies, but  we  can  find  morphological  i 
changes  which  indicate  to  us  that  an  im- 
munological reaction  has  taken  place.  We 
feel  that  much  of  the  future  study  of 
kidney  disease  in  man  and  laboratory 
animals  lies  in  this  direction. 

Beth  Israel  Hospital  j 
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Application  blanks  are  now  available  for 
space  in  the  Scientific  Exhibit  at  the  An- 
nual Meeting  at  Syracuse,  April  24,  25,  26 
and  27,  1939.  Attention  is  called  to  the  fact 
that  the  meeting  is  earlier  than  usual  and  ap- 


plications close  on  January  15.  Blanks  will 
be  sent  on  request  to  Dr.  William  A. 
Krieger,  Chairman,  Committee  on  Scientific 
Exhibits,  103  Hooker  Avenue,  Poughkeepsie, 
New  York. 


ACUTE  LYMPHATIC  LEUKEMIA 


Report  of  Case  Showing  Unusual  Number  of  Monocytes 


Hugh  C.  Thompson,  Jr.,  M.D.,  Albany 
From  the  Pediatric  Service  of  the  Albany  Hospital 


Cases  showing  monocytosis  during  the 
course  of  myelogenous  leukemia  are  not 
infrequently  observed.  Montgomery  and 
Watkins1  recently  reported  this  finding, 
and  there  have  been  two  such  patients  on 
the  medical  service  of  the  Albany  Hospi- 
tal within  the  last  year.  An  increase  of 
monocytes  in  lymphatic  leukemia  is  much 
more  rare,  and,  as  far  as  the  author  has 
been  able  to  find,  has  been  reported  in 
only  two  cases,  both  chronic. 

Joltrain’s2  was  a woman  of  sixty-five 
years  with  lymphatic  leukemia,  who,  three 
years  after  the  onset  of  lymphadenopathy, 
showed  a total  leukocyte  count  of  82,000 
per  cu.  mm.,  eighty- two  per  cent  of  which 
were  mononuclear  cells,  and  seven  per 
cent  lymphocytes.  After  radiotherapy, 
the  total  leukocytes  were  27,000,  the 
mononuclears  zero,  and  the  lymphocytes 
seventy-five  per  cent.  A later  count 
showed  the  leukocytes  to  number  5,000, 
of  which  thirty-two  per  cent  were  mono- 
nuclears. There  is  no  record  of  supravital 
studies  nor  autopsy  on  this  patient.  The 
second  case  was  a woman  of  twenty-nine 
years  whose  blood  showed  a picture  of 
chronic  lymphatic  leukemia  with  many 
monocytes.  This  was  reported  by  Mont- 
gomery and  Watkins,1  who  classified  it  as 
an  example  of  the  Schilling  type  of  mono- 
cytic leukemia. 

The  case  herein  reported  differs  from 
the  preceding  in  that  it  was  a very  acute 
case  in  a young  child,  and  the  period  dur- 
ing which  the  monocytes  predominated  in 
the  blood  was  very  brief. 

Case  Report 

B.  W.,  female,  aged  two  years,  was  admit- 
ted to  the  pediatric  service  of  the  Albany 
Hospital  on  July  3,  1937,  with  complaints  of 
“infected  teeth”  and  fever  of  six  days  dura- 
tion. The  illness  had  commenced  with  mal- 
aise and  a chill,  and  the  child  had  grown 
progressively  worse  up  to  the  time  of  admis- 


sion. Past  history  was  irrelevant  except  that 
the  teeth  had  “always  been  poor.”  There  was 
no  history  of  any  blood  dyscrasia  in  the 
family. 

Physical  examination  on  admission  re- 
vealed a well-developed  and  well-nourished 
critically  ill  child,  restless,  and  very  irritable 
when  disturbed.  The  temperature  was 
104.5 °F.,  pulse  140,  and  respirations  forty. 
The  face  appeared  puffy;  the  lips  were  dry 
and  cracked;  the  breath  was  fetid.  There 
was  an  area  of  necrosis  of  the  upper  gums 
beginning  at  the  left  central  incisors  and 
extending  posteriorly  for  two  cm.  A grey 
slough,  which  bled  when  disturbed,  covered 
the  area.  The  teeth  in  this  region  were  loose, 
and  two  of  them  later  fell  out.  The  remain' 
der  of  the  gums  was  swollen  and  purplish. 
There  was  slight  enlargement  of  the  ante- 
rior and  superior  posterior  cervical  lymph 
nodes,  but  no  other  adenopathy.  The  liver 
edge  was  palpable  three  cm.  below  the  costal 
margin.  The  spleen  was  markedly  enlarged, 
extending  down  to  the  left  iliac  crest,  and 
medially  to  the  umbilicus.  The  skin  of  the 
lower  extremities  showed  a few  small  ecchy- 
motic  areas.  The  remainder  of  the  physical 
examination  was  essentially  negative. 

Urinalysis  revealed  only  a one  plus  ace- 
tone. Wassermann  and  Kahn  tests  were 
negative.  Smears  of  the  oral  lesions  showed 
spirillae  and  fusiform  bacilli.  A complete 
record  of  all  blood  counts  is  given  in  Table 
I.  The  differential  counts  were  all  made  by 
the  author,  and  four  hundred  cells  were 
counted  in  each  instance.  On  all  the  smears 
a majority  of  the  cells  were  smudges  which 
were  not  included  in  the  reported  differen- 
tial. The  predominating  recognizable  cell  on 
the  first  day  was  a large  cell  with  a round 
or  oval  eccentrically  placed  nucleus.  The 
chromatin  was  arranged  in  a reticulum,  and 
contained  one  or  two  light  blue  nucleoli.  A 
slight  to  moderate  amount  of  clear  blue  cyto- 
plasm was  present.  These  cells  appeared  to 
be  very  primitive,  and  resembled  the  text- 
book picture  of  a lymphoblast  or  myeloblast. 
There  were  occasional  cells  with  a similar 
appearance  except  for  the  presence  of  a 
moderate  number  of  very  fine  reddish  gran- 
ules in  the  cytoplasm.  These  were  thought 
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to  be  monoblasts  which,  according  to  Os- 
good,* 3 contain  these  granules  at  times. 

The  succeeding  days  saw  a rapid  disap- 
pearance of  the  primitive  cells  from  the 
blood  stream  along  with  a marked  drop  in 
the  total  leukocyte  count.  At  the  same  time 
there  was  a marked  rise  in  the  percentage, 
although  not  in  the  absolute  number,  of 
monocytes,  which  on  the  fourth  hospital  day 
comprised  54.5  per  cent  of  the  white  blood 
cells.  During  the  next  two  days  both  the 
absolute  and  relative  number  of  monocytes 
diminished  markedly,  although  they  were 
still  above  normal  on  the  day  of  death.  The 
monocytes  seen  appeared  typical  when 
studied  in  the  smears  stained  with  Wright’s 
stain,  and  their  nature  was  confirmed  by 
supravital  preparations  made  according  to 


spleen  and  liver  diminished  in  size  so  that 
neither  was  palpable  on  the  day  of  death. 
The  temperature  remained  at  a high  level. 
Treatment  consisted  of  venoclyses,  a 
transfusion  of  250  c.c.  of  blood  on  the  fourth 
day,  and  cleansing  of  the  mouth.  The  child 
expired  on  the  sixth  hospital  day. 

Autopsy  showed  the  splenic  pulp  to  be 
crowded  in  places  with  small  round  or  oval 
cells  which  were  apparently  lymphocytes. 
The  bone-marrow  spaces  were  for  the  most 
part  filled  with  round  cells  with  markedly 
hyperchromatic  nuclei.  No  cells  which  could 
be  clearly  identified  as  belonging  to  the  mye- 
locytic series  were  found  in  the  marrow.  The 
anatomical  diagnosis  was  leukemic  lympho- 
matosis of  the  bone-marrow  and  gangrenous 
stomatitis.* 


Table  I — Hematological  Findings 


fib.  RBC.  Primitive 

in  Cm.  in  mil.  WBC.  Polys.  Lymphocytes  Monocytes  cells 

July  3 6.0  2.1  388,000  0.25%  5.25%  4.0%  90.5% 

4 0.25%  12.50  12.25  75.0 

6  7.5  2.5  35,000  0.50  43.75  54.50  1.25 

7  7.5  2.5  18,000  2.50  76.0  16.0  5.5 

8  8.0  2.5  8,000  1.0  83.0  14.50  1.50 

Non- 

Peroxidase  Stain  Granular  granular 

4 5%  95% 

6 48  52 


the  method  of  Sabin4  and  Cunningham5  by 
Dr.  L.  W.  Gorham  of  the  Department  of 
Medicine.  In  this  method  a drop  of  blood  is 
smeared  on  a slide  previously  covered  with 
a thin  layer  of  neutral  red  and  Janus  green 
dye.  The  coverslip  over  the  blood  is  rimmed 
with  vaseline  to  prevent  drying,  and  the 
preparation  observed  in  a hot  box  at  37° C. 
With  this  technic,  monocytes  appear  as 
sluggishly  motile  cells  with  a moderate  num- 
ber of  fairly  large  pinkish  granules,  and  fine 
bluish  mitachondria  frequently  arranged  in 
a rosette  formation.  They  are  distinct  from 
all  other  cells  of  the  blood.  A differential 
count  by  the  supravital  method  on  the  day 
when  the  monocyte  was  highest,  agreed  well 
with  that  done  in  the  routine  manner. 

In  the  addition  to  the  above,  smears  were 
also  stained  by  the  peroxidase  method  of 
Goodpasture,  which  is  used  to  distinguish 
the  granulocytic,  or  myelogenous,  from  the 
non-granulocytic,  or  lymphatic  series  of 
leukocytes.  With  this  stain,  monocytes 
usually  show  a few  small  granules  in  con- 
trast to  the  many  heavy  granules  of  the 
polymorphonuclear  series.  Practically  all  the 
oxidase  positive  cells  noted  in  the  smear  of 
July  6 were  typical  of  monocytes. 

The  clinical  course  of  this  case  was 
rapidly  downhill.  The  stomatitis  spread  to 
involve  both  upper  and  lower  jaws.  The 


Discussion 

The  origin  of  the  monocyte  is  a ques- 
tion which  has  long  interested  hematolo- 
gists. 

Pappenheim  believed  that  the  cell 
came  from  lymphatic  tissue;  Naegli  and 
his  followers  have  predicated  that  the 
monocyte  has  a myelogenous  origin. 
Schilling,6  on  the  other  hand,  sponsors 
the  trialistic  origin  of  white  cells,  and  be- 
lieves that  the  monocytes  have  a separate 
origin — from  histocytes,  cells  of  the  reti- 
culoendothelial system.  Again  there  are 
workers  who  believe  that  there  are  two 
types  of  moncytes — one  derived  from  the 
histocytes,  and  one  from  the  myeoblasts. 
The  question  has  not  been  settled,  al- 
though the  work  of  Cunningham,  Sabin, 
Doan, 7 8 and  others  with  the  supravital 
technic  has  tended  to  establish  the  sepa- 
rate identity  of  the  monocyte. 

Monocytic  leukemia  has  likewise  been  a 
subject  of  considerable  dispute,  having- 
been  described  as  a separate  entity  or  a 


*The  author  is  indebted  to  Dr.  Arthur  Wright 
of  the  Department  of  Pathology  for  the  autopsy 
report. 
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form  of  myelogenous  leukemia  according 
to  the  belief  of  the  individual  writer  as 
to  the  origin  of  the  monocyte.  The  pres- 
ence of  a considerable  number  of  mono- 
cytes in  cases  which  later  were  proven 
to  be  myelogenous  leukemia  has  been  used 
as  an  argument  by  the  Naegli  school  to 
support  their  contention  that  the  monocyte 
originates  from  the  myeloblast.  Our  case, 
which,  except  for  the  presence  of  the  high 
number  of  monocytes,  was  typical  of  acute 
lymphatic  leukemia,  in  no  way  suggests 
that  the  monocyte  is  derived  from  lymph- 
atic tissue,  but  rather  that  this  cell  may 
be  called  forth  into  the  circulating  blood 
of  leukemias  of  more  than  one  type  by  a 
stimulus,  the  nature  of  which  is  as  yet 
entirely  unknown.  It  will  be  interesting, 
as  time  goes  on,  to  see  whether  monocytes 
may  not  be  found  more  frequently  in 
leukemias  other  than  monocytic.  It  may 
be  that  in  the  future  we  shall  be  able  to 
recognize  the  stimulus  for  the  appearance 
of  these  cells. 

Summary 

1.  A case  of  acute  lymphatic  leukemia 


is  reported  in  a child  of  two  years,  with 
hematological  and  pathological  findings. 

2.  This  case  showed  at  one  time  in  its 
brief  course  so  high  a percentage  of 
monocytes  in  the  circulating  blood  that  a 
diagnosis  of  monocytic  leukemia  was  con- 
sidered. This  finding  has  not  been  previ- 
ously reported  in  acute  leukemia  in  chil- 
dren, and  is  very  rare  in  lymphatic  leu- 
kemia of  any  type. 

3.  The  significance  of  monocytosis  in 
leukemias  other  than  monocytic  is  not 
known.  It  is  felt,  however,  that  no  con- 
clusions regarding  the  origin  of  mono- 
cytes should  be  drawn  from  their  occur- 
rence in  myelogenous  and  lymphatic 
leukemia. 

151  Chestnut  St. 
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Discussion 


Dr.  Brewster  C.  Doust,  Syracuse — I 
was  very  much  interested  in  Dr.  Thompson’s 
report  and  his  summary  of  this  interesting 
case.  In  Syracuse  Memorial  Hospital  we 
have  had  a somewhat  similar  case. 

Male,  white,  age  nine  years,  who  demon- 
strates what  appears  to  be  the  so-called  monocy- 
toid  type  of  leukemia.  The  first  symptom 
was  approximately  three  weeks  before  death, 
consisting  of  stomatitis  which  became  progres- 
sively more  extensive  and  eventually  .was 
associated  with  marked  sloughing  of  the  jaw. 
Except  for  this  and  slight  generalized  enlarge- 
ment of  superficial  lymph  nodes,  the  physical 
examination  showed  nothing  of  importance.  Two 
days  prior  to  death  there  was  hematuria.  He 
ran  a remittent  type  of  temperature  throughout 
the  ten  days  in  the  hospital,  the  high  point  each 
day  varying  from  101  to  105°  F.  Sternal  bone- 
marrow  biopsy  five  days  before  death  showed 
essentially  the  same  picture  as  that  described 
later  in  connection  with  the  autopsy  findings. 

The  first  blood  examination  ten  days  before 
death  showed  rather  severe  anemia  and  WBC 
7,900  with  97  per  cent  mononucleated  cells. 
The  anemia  tended  to  become  progressively 


I wish  to  take  this  time  to  acknowledge  our 
indebtedness  in  Syracuse  to  Dr.  Groat,  Dr. 
Allen  and  Dr.  Wyatt,  who  work  as  a team  on 
our  blood  dyscrasias. 


worse  except  for  some  temporary  improvement 
following  transfusions.  Leukocytes  gradually 
rose  during  the  first  six  days  in  the  hospital 
to  184,000  dropping  to  139,000  three  days  later. 
Almost  all  of  the  cells  were  large  mononu- 
cleated cells,  the  nuclei  tending  to  be  rather 
irregular  and  frequently  tabulated,  the  cytoplasm 
tending  to  show  definite  fine  azure  granules. 
Bleeding  and  clotting  times  four  days  after  ad- 
mission were  normal ; platelets  90,000.  Smear 
from  the  gums  showed  numerous  spirochetes 
and  fusiform  bacilli. 

Blood  culture  four  days  after  admission  was 
negative. 

Pathological  findings:  There  was  some  dif- 
fusely scattered  leukemic  infiltration  of  the 
lungs,  spleen,  lymph  nodes,  with  marked  diffuse 
infiltration  of  the  bone-marrow  of  the  sternum, 
ribs,  and  femur.  The  leukemia  cells  tended  to 
be  large  and  atypical  with  nuclei  which  tended 
to  be  irregular  and  multilobulated.  The  normal 
elements  of  the  bone-marrow  were  almost 
entirely  replaced  by  these  cells.  There  was  also 
widespread  infection  of  the  liver,  adrenals  and 
spleen  with  a gas-producing,  Gram-positive 
bacillus.  In  connection  with  the  bacterial  colo- 
nies, there  was  usually  rather  marked  necrosis 
with  little  or  no  inflammatory  reaction. 

We  have  come  to  feel  that  cases  of  tem- 
perature, severe  anemia,  tendency  to  bleed, 
and  even  leukopenia,  practically  always  turn 
out  to  be  leukemias.  Our  series  is  about  to 
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be  published  and  this  monocytic  type  in- 
cluded and  some  of  our  conclusions  are  as 
follows : There  is  little  doubt  as  to  the 

tumor-like  character  of  the  leukemias  in- 
volving the  entire  blood  system  and  almost 
invariably  invading  all  other  tissues.  Dr. 
Groat  has  repeatedly  shown,  and  it  has  been 
verified,  active  mytotic  division  going  on  in 
the  blood  stream.  In  leukemia  the  cells  may 
be  so  abnormal  as  to  be  unclassifiable  except 
as  abnormal  primitive  blood  cells,  but  it  may 
take  on  in  its  differentiation  some  poten- 
tialites  we  recognize  as  that  of  granulocyte, 
lymphocyte,  etc.,  but  we  are  not  dealing  with 
normal  tissue  and  we  speak  of  resemblances 
only. 

The  classification  of  leukemias  has 
suffered  from  an  attempt  to  name  each  kind 


as  though  it  were  a certain  entity.  It  is  far 
better  to  consider  them  exactly  as  we  do 
tumors,  as  resembling  certain  types  of  tissue 
but  not  necessarily  to  be  named  specifically 
and  classified  absolutely  on  a normal  tissue 
basis. 

In  the  case  that  Dr.  Thompson  reported, 
he  is  apparently  dealing  with  primitive  un- 
differentiated cells  as  suggested  by  the  great 
variation  in  cell  type.  The  difficulty  in  re- 
cognizing and  classifying  certain  cells  as 
belonging  to  any  type  is  known  to  all  of 
us,  as  has  been  ably  pointed  out  by  Dr. 
Thompson. 

It  seems  to  me  in  certain  types  of  acute 
leukemia,  as  is  more  common  in  infants  and 
children,  we  are  coming  more  to  be  satisfied 
with  the  diagnosis  of  acute  leukemia. 


REFUGEE  DOCTORS  EXCUSED  FROM  EXAMS 


Refugee  doctors  may  take  up  practice 
in  New  York  State  without  having  to  re- 
pass examinations  they  took  in  their  stu- 
dent days,  under  a Supreme  Court  order 
signed  on  October  15. 

The  order,  issued  by  Justice  Sydney 
Foster  in  Albany,  restrained  the  Board  of 
Regents  from  commanding  that  the  doctors 
take  new  tests.  At  least  one  prominent 
German  specialist  could  not  pass  the  gen- 
eral State  examination  here  this  year.  About 
100  foreign-born  physicians,  some  of  them 
refugees  from  political  and  racial  persecu- 
tion in  the  dictator  countries  of  Europe,  are 
affected  by  the  regents’  ruling  which  re- 
quired the  physicians  to  pass  an  examina- 
tion similar  to  that  required  of  young  gradu- 
ates of  medical  schools  here.  Many  of  the 
physicians,  although  possessed  of  distin- 
guished reputations  in  their  countries,  had 
insufficient  knowledge  of  English  to  pass 
the  required  written  test. 

Under  the  order,  the  foreign  physicians 
only  will  have  to  show  that  they  completed 
courses  in  reputable  medical  schools  and 


practiced  for  five  years. 

The  doctors’  case  was  argued  as  an  ap- 
peal from  the  Regents’  decision  by  Pro- 
fessor Irving  Mariash,  of  29  Broadway,  a 
member  of  the  American  citizenship  com- 
mittee of  the  New  York  County  Lawyers 
Association. 

“The  statute  does  not  require  any  exami- 
nation,” Justice  Foster  ruled.  “The  Re- 
gents’ rule  contravenes  the  statute  and  fixes 
a standard  beyond  that  contemplated  by  the 
Legislature. 

“Under  this  principle  it  became  the  duty 
of  the  Board  to  indorse  petitioner’s  license 
if  he  submitted  satisfactory  proof  that  the 
same  was  issued  upon  requirements  sub- 
stantially equivalent  to  those  in  force  in  this 
State  at  the  time,  and  also  that  he  had  prac- 
ticed lawfully  and  reputably  for  the  pre- 
scribed period. 

“The  rule  adopted  by  the  Board,  however 
well-intentioned,  directly  contravenes  the 
statute.  The  Board’s  discretion  does  not 
extend  to  any  question  of  public  policy  that 
may  be  involved.” 


SCIENTIFIC  EXHIBIT  OF  THE  AMERICAN 
MEDICAL  ASSOCIATION 

Application  blanks  are  now  available  for 
space  in  the  Scientific  Exhibit  at  the  St. 
Louis  session  of  the  American  Medical 
Association,  May  15-19,  1939.  Attention  is 
called  to  the  fact  that  the  meeting  is  a 
month  earlier  than  usual,  and  applications 
close  January  5.  Blanks  will  be  sent  on 
request  to  the  Director,  Scientific  Exhibit, 
American  Medical  Association,  535  North 
Dearborn  St.,  Chicago,  111. 


A two-year-old  infant  grew  philosophi- 
cal. “If  I had  my  life  to  live  over  again,” 
he  remarked,  “I  would  be  a bottle  baby  so 
that  there  wouldn’t  be  ashes  falling  into  my 
eyes  all  the  time.” — Med.  World. 


An  eminent  physician  says  fifty  per  cent 
of  the  doctors  would  starve  if  people  would _ 
learn  to  control  their  emotions.  Yes,  and 
ninety  per  cent  of  the  politicians  wouldn’t 
be  any  too  fat. — St.  Louis  Star -Times. 


CLINICAL  EVIDENCE  FOR  CEREBRAL 
VASOMOTOR  CHANGES 


Foster  Kennedy,  M.D.,  S.  Bernard  Wortis,  M.D.,  and 
Herman  Wortis,  M.D.,  New  York  City 
From  Bellevue  Hospital 


Cerebral  vasomotor  changes  may  be 
caused  by  several  factors.  We  shall 
consider  these  in  the  following  manner: 

1.  Angiospasm  secondary  to  local  altera- 
tions in  the  blood  vessels  (especially  in 
arteriosclerotic  vessels) ; vessels  the  seat 
of  luetic  infection  and  areas  of  a vessel 
distant  to  embolic  thrombosis. 

2.  Cerebral  vasospasm  occurring  in  the 
course  of  Raynaud’s  disease,  migraine  or 
arterial  hypertension. 

3.  Exogenous  substances  such  as  hyper- 
tonic solutions,  lead,  barium  chloride,  qui- 
nine, and  ergot  which  are  believed  to  pro- 
duce vasomotor  changes.  (We  shall  only 
consider  one  or  two  of  these). 

4.  Focal  reflex  angiospasm  secondary  to 
brain  scars  and  perhaps  some  cases  of 
hyperactive  carotid  sinus  stimulation. 

We  shall  attempt  a consideration  of 
only  some  of  these  groups  in  terms  of 
their  clinical  manifestations. 

Nervous  control  of  Cerebral  Blood 
Vessels 

Careful  studies  of  the  blood  supply  of 
the  human  brain  cortex  and  the  basal 
ganglia  by  Fay  (1935),  Pfeiffer  (1928), 
and  Cobb  (1931  and  1932)  have  shown 
that  there  is  no  evidence  for  the  exist- 
ence of  end-arteries.  There  exist  not 
only  rich  anastomoses  between  proximate 
arterial  units  but  also  short  circuits  be- 
tween arteries  and  veins.  Furthermore, 
the  work  of  Cobb,  Talbot,  and  Craigie 
has  shown  that  the  gray  matter  has  a 
richer  blood  vascular  supply  than  the 
white  matter.  It  is  interesting  to  note 
in  this  connection  that  the  metabolic  rate 
of  gray  brain  tissue  is  correlatively  much 
greater  than  that  of  the  white  substance 
of  the  brain.  Not  only  does  there  obtain 
this  general  difference  in  brain  vascula- 
ture between  the  white  and  gray  matter 
but  there  is,  in  addition,  an  especial 
regional  blood  vascular  net  almost  as 


specific  as  is  the  structure  of  the  part  of 
the  brain  supplied.  There  is  no  doubt  that 
many  pathologic  syndromes  of  the  brain 
are  dependent  upon  the  parts  specific 
vascular  pattern.  Pfeiffer  has  shown,  for 
example,  that  the  globus  pallidus  is 
characteristically  damaged  by  poisoning 
with  carbon  monoxide,  benzol,  and  methyl 
alcohol.  Cobb  described  differences  in 
the  blood  capillary  supply  of  the  cortex 
and  the  lenticular  nucleus  which  may 
partly  account  for  the  focal  occurrence 
of  the  lesions  of  carbon  monoxide  and 
paralysis  agitans. 

Putnam  has  indicated  that  there  are 
“peculiarities  in  the  capillary  supply  of 
the  substantia  nigra  which  may  explain 
in  part  its  vulnerability  toward  epidemic 
encephalitis.”  Of  course  the  capillary 
pattern  of  the  brain  area  is  only  one  of 
many  factors  that  may  contribute  to  the 
function  of  the  part.  In  addition  one 
must  also  consider  the  biochemical  and 
metabolic  functions  of  the  brain  areas 
as  well.  Certainly  some  parts  have  more 
specific  affinities  than  others  for  toxic 
substances. 

There  is  now  ample  evidence  that  the 
blood  vessels  of  the  brain  contain  nerves 
and  are  therefore  under  nervous  control. 

9!nr^>x  (1928)’  Rassin  (1930),  Stohr 
(1932),  and  Chorobski  and  Penfield 
(1932)  have  demonstrated  nerves  in  the 
pial  vessels,  the  parenchymal  vessels,  and 
the  choroid  plexus.  Not  all  of  these 
nerves  have  a sensory  function  but 
stimulation  of  the  dural  sinuses,  the  dural 
arteries,  and  some  of  the  pial  vessels 
give  pain.  The  vessels  of  the  choroid 
plexus  seem  to  be  insensitive  to  manipula- 
tion or  cauterization. 

Stimulation  of  the  cervical  sympathetic 
fibers  causes  vasoconstriction  of  the 
brain  vessels  and  section  of  cervical  sym- 
pathetic fibers  result  in  vasodilatation 
which  may  only  be  of  temporary  duration. 


Read  before  the  Association  for  Research  in  Nervous  and  Mental  Diseases,  New  York  Citv 

December  28,  1937  ’ y* 
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Moreover  these  vasomotor  effects  are 
not  equal  in  all  parts  of  the  brain  blood 
supply.  Following  cervical  sympathetic 
stimulation,  the  vessels  to  the  cortex 
are  most  affected,  next  those  in  the  pia, 
next  those  in  the  hypothalamus,  and 
finally  the  medullary  vessels,  the  latter 
being  very  little  affected  (Schmidt 
1934). 

Furthermore,  there  is  more  definite 
evidence  that  the  brain  blood  vessels  are 
especially  sensitive  to  chemical  stimuli. 
Ether,  carbon  dioxide,  histamine,  acetyl- 
choline, and  amyl  nitrite  cause  pial  vessel 
dilatation.  Caffeine  causes  contraction  of 
pial  vessels  first,  followed  by  dilatation. 
Hypertonic  solutions  injected  intraven- 
ously, or  ephedrine  locally  applied,  result 
in  vasoconstriction  of  the  pial  vessels. 

Experiments  by  Penfield  and  Stavraky 
^ 1935 ) have  shown  that  stimulation  of 
the  ventral  portion  of  the  tuber  cinereum 
or  areas  in  the  thalamus  lead  to  dilatation 
of  pial  vessels ; whereas  stimulation  of 
hypothalamic  areas  (between  the  third 
ventricle  and  the  cerebral  peduncle) 
results  in  pial  vasoconstriction.  Despite 
these  being  isolated  experiments,  they  are 
of  great  importance  in  affording  us  defi- 
nite evidences  of  vasomotor  responses  in 
the  brain  capable  of  being  mediated 
through  stimuli  in  distant  brain  areas. 
The  relation  of  these  data  to  the  effects 
of  the  emotional  tone  of  the  individual 
is  highly  suggestive. 

Effects  of  Emotional  States  on 
Cerebral  Blood  Vessels 

Sustained  emotion  is  a strain  on  the 
cardiovascular  system.  Emotion  results 
in  part  in  the  production  of  sympathetic 
stuff  (Cannon  and  Loewi)  and  also  para- 
sympathetic stuff  (Bender).  The  re- 
sponse by  the  organism  must  therefore 
vary  (1)  with  the  constitutional  endow- 
ment of  the  organism  with  the  various 
end-organs  stimulated  by  emotion,  (2) 
with  the  kind  of  emotion  and  what  it 
means  to  the  person,  and  (3)  with  the 
specific  organ  or  system  effect  most 
prominent.  For  example,  most  people 
under  the  effects  of  strong  emotion  have 
an  increase  in  the  heart  rate  and  the  blood 
pressure.  However,  we  have  seen  some 
(fewer  by  far  than  the  preceding  group) 
who  react  with  a slowing  of  the  heart  or 
a fall  in  blood  pressure.  Some  individuals 


will  blush  under  circumstances  wherein  I 
others  will  definitely  grow  pale.  Similar 
varied  vasomotor  responses  can  occur  in 
the  brain. 

It,  therefore,  becomes  apparent  that  ' 
any  study  of  the  situational  or  emo-  > 
tional  factors  alone  cannot  always  predict  I 
the  response  of  the  individual.  These  re-  ! 
actions  are  of  teleologic  and  physiologic  ! 
importance.  One  person  may  faint  be-  I 
cause  he  is  afraid  to  meet  a situation,  : 
and  fainting  is  his  conditioned  reflex  in- 
volving his  cardiovascular  system. 
Another  may  have  syncope  because, 
although  he  may  be  willing  and  ready  to 
meet  the  situation,  his  cardiovascular 
system  reacts  with  sudden  lowering  of 
blood  pressure  due  to  hypersensitive  caro- 
tid sinus. 

These  are  but  examples  of  the  wisdom 
of  not  attempting  to  explain  syncope  on 
either  psychological  or  biological  data 
alone.  Cannon’s  idea  of  homeostasis  or 
the  maintenance  of  biological  balance 
must  be  broadened  to  include  the  psycho- 
logic as  well  as  the  physiologic.  How  a 
man  reacts  to  his  environment  and  what 
he  thinks  or  does  is  important  because 
emotional  responses  are  undoubtedly  due 
to  cortical  as  well  as  to  subcortical  (con- 
scious or  subconscious)  forces,  and  both 
can  affect  the  cerebral  blood  supply. 

Furthermore,  changes  in  the  cerebral 
blood  supply  do  produce  correlated 
changes  in  the  person’s  behavior. 

Vasomotor  phenomena  due  to  emo- 
tional states  may  manifest  themselves  in 
many  portions  of  the  body.  For  example, 
the  hysterical  hemiplegic  has  blood  flow 
changes  in  his  paralyzed  extremities.  In 
some  people  the  blood  supply  to  the  heart, 
the  viscera  or  the  skin  may  be  more 
affected  than  the  cerebral  blood  supply. 
Weiss  has  shown  an  increase  in  the  blood 
supply  of  the  hysterically  paralyzed  arm. 
There  is  reason  to  feel  that  the  sensory 
or  motor  defect  of  the  hysteric  may  be 
associated  with  similar  vascular  changes 
in  various  parts  of  his  brain.  This  does 
not  preclude  psychologic  factors  as  causa- 
tive of  the  hysterical  reaction,  but  gives 
us  as  well  some  biologic  basis  for  the 
reaction. 

The  importance  of  doing  complete  psy- 
chologic and  biologic  studies  in  patients 
having  syncopal  attacks  will  be  illustrated 
by  the  following  two  cases : 
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Case  1.  An  unmarried  male,  aged  twenty- 
six,  came  to  the  clinic  complaining  of 
syncopal  attacks,  especially  apt  to  occur 
when  he  attended  formal  parties.  He  was 
a shy  person,  well-educated,  apt  to  be  “per- 
fectionistic”  and  rather  successful  in  his 
work.  Physical  examination  revealed  a 
slightly  enlarged  lymph  node  over  his  left 
carotid  sinus ; pressure  on  it  produced 
syncopal  attacks  but  no  convulsions.  Wear- 
ing a stiff  collar  irritated  this  man’s  carotid 
sinus  because  of  the  pressure  by  the  over- 
lying  lymph  node — and  surgical  removal 
of  this  old  tuberculous  node  resulted  in  the 
patient’s  immediate  cure.  He  had  no  recur- 
rences of  syncope,  although  he  continues  to 
be  shy  at  parties.  Heymanns  has  reported 
similar  cases. 

Case  2.  A married  male  physician,  aged 
thirty-three,  told  of  a syncopal  attack  one 
morning  while  shaving.  He  was  seen  during 
this  attack,  was  extremely  oale,  nauseated, 
and  had  a heart  rate  of  fifty  with  a full 
regular  bounding  pulse  of  equal  frequency. 
The  temperature  was  normal  as  was  the 
blood  count  and  the  electrocardiogram  taken 
later  that  day.  Further  investigation  re- 
vealed that  this  man  on  arising  had  noticed 
that  his  urine  was  colored  red.  He  had 
been  under  much  emotional  worry  and 
tension  concerning  his  wife  of  whom  he  was 
extremely  fond,  and  who  was  ill  with 
chronic  cardiac  valvular  disease.  In  the 
course  of  discussion  it  came  out  that  that 
the  patient  visioned  himself  incapacitated 
with  a kidney  tumor  or  kidney  stone  (caus- 
ing his  urine  to  be  scarlet  colored),  and  he 
saw  himself  incapacitated  and  unable  to  help 
his  wife.  It  was  later  shown  that  his  red- 
colored  urine  was  not  due  to  blood  but 
caused  by  the  dye  of  beets  which  he  had 
eaten  the  previous  night.  Syncope  on  this 
man  was  caused  by  psychologic  factors  pro- 
ducing physiologic  changes  in  his  cardio- 
vascular system  and  in  his  brain  circulation. 

You  have  all  seen  the  young  medical 
student  who  faints  while  attending  his 
first  surgical  clinic.  He  soon  learns  to 
steel  himself  to  prevent  this  syncopal 
response — and  sometimes,  alas,  overdoes 
his  conditioning  and  turns  surgeon ! 

Such  material  illustrates  the  effect  of 
hypersensitive  carotid  sinus  stimulation 
and  psychologic  factors  as  causative  of 
sudden  cardiovascular  (and  very  likely 
cerebral  vascular)  changes. 

Arterial  Hypertension 

•The  syndrome  of  arterial  hypertension 
offers  us  evidences  of  vasomotor  control 


of  cerebral  blood  vessels.  The  basic  role 
of  vasomotor  phenomena  in  arterial  hyper- 
tension is  indicated  by  the  sudden  onset 
of  symptoms  like  hemiplegia,  aphasia, 
convulsions,  blindness  or  other  focal 
symptoms.  Although  we  are  dealing  here 
with  a symptom  (hypertension)  which 
very  likely  is  of  varied  etiology,  still  some 
observations  are  proper  on  the  effects  of 
hypertension  on  the  vasomotor  control  of 
cerebral  blood  vessels.  The  variability 
and  evanescence  of  cerebral  phenomena 
in  hypertensive  encephalopathy  can  be 
accounted  for  by  focal  vascular  spasm 
which  is  part  of  a generalized  vasocon- 
striction present  in  arterial  hypertension. 
There  are  several  ophthalmoscopic  obser- 
vations on  record  in  which  blindness  in 
acute  hypertensive  crises  was  accompanied 
by  spastic  obliteration  of  retinal  arteries. 
As  the  vessels  became  patent  again,  vision 
returned.  Labodie-Lagrave  and  Laubry 
observed  a patient  with  lead  poisoning 
who  became  blind  when  the  systolic  blood 
pressure  reached  250  mm.  Amyl  nitrate 
lowered  the  blood  pressure  to  170  mm. 
and  the  patient’s  vision  returned.  Further- 
more, Haselhorst  and  Mylius  saw  spasm 
of  retinal  arteries  in  a case  of  eclampsia 
gravidarum.  We  shall  later  mention 
Osier’s  observation  of  cerebral  vascular 
symptoms  coincidental  with  evidences  of 
peripheral  vasoconstriction  in  cases  of 
Raynaud’s  disease. 

Many  patients  with  essential  hyperten- 
sion of  unknown  etiology  have  sudden 
onset  of  hemiplegia,  aphasia,  convulsions 
of  amaurosis  which  clear  up  as  suddenly 
as  they  arise — and  these  undoubtedly  are 
caused  by  focal  angiospasm  of  cerebral 
vessels. 

The  group  of  patients  with  arterio- 
sclerosis should  be  mentioned. 

One  of  our  cases,  a young  man  aged 
thirty-two,  with  a blood  pressure  of  120/80 
and  premature  cerebral  arteriosclerosis 
(proven  at  autopsy)  had  fourteen  attacks  of 
right-sided  hemiplegia  within  a period  of 
eight  weeks.  He  recovered  completely  from 
all  but  the  last  attack. 

Another  patient  aged  eighty-two  (seen  in 
consultation  with  Dr.  W.  L.  Niles)  while 
playing  bridge  at  the  Club,  suddenly  became 
confused  in  his  speech  and  quickly  de- 
veloped paralysis  of  his  right  face,  right  arm, 
and  leg.  While  making  arrangements  to 
have  him  removed  to  his  home,  he  promptly 
recovered  and  seemed  perfectly  well.  These 
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attacks  of  speech  difficulty  and  right-sided 
paralysis  recurred  for  about  thirty-six  hours, 
during  which  period  he  had  twenty-six  such 
episodes.  They  lasted  from  about  three  to 
forty-five  minutes,  most  of  them  about 
twelve  minutes.  He  was  not  unconscious 
at  any  time  and  during  the  attacks  he  was 
able  to  articulate  but  not  to  speak  intelligi- 
bly. As  he  came  out  of  them,  he  would  first 
be  able  to  speak  perfectly  and  then  very 
quickly  be  able  to  move  his  extremities  and 
face.  During  the  attacks  he  had  definite 
dorsal  flexion  of  his  great  toe  on  the  affected 
side  and  obliteration  of  right  abdominal  re- 
flexes which  would  disappear  immediately 
upon  the  return  of  function.  His  blood 
pressure  remained  about  128/70,  his  urine 
was  entirely  normal  and  he  had  no  loss  of 
sphincter  control.  His  strength  and  general 
health  returnejd  to  normal  within  a few  days. 
Since  that  time  there  have  been  no  recur- 
rences. 

The  third  of  our  cases,  seen  at  Bellevue 
Hospital,  a man  aged  forty,  with  hyperten- 
sion, (blood  pressure  180/110)  had  twenty- 
five  attacks  of  right  hemiplegia  (with  Babin- 
ski  sign,  related  hyper-reflexia,  aphasia,  and 
absent  abdominal  reflex)  within  four  hours 
with  complete  recovery  in  the  interval 
periods.  This  patient  improved  with  simple 
bed  rest  and  is  alive  today. 

Such  cases  are  pointed  clinical  evidences 
of  the  vasomotor  control  of  cerebral  blood 
vessels.  Ricker,31  and  Riser,  Meriel,  and 
Plank32  indicate  that  vessels  with  arterio- 
sclerotic placques  are  hypersensitive  to 
localized  vasomotor  stimuli  and  this  may 
account  for  the  frequent  transient  evi- 
dences of  cerebral  vasospasm  in  such 
patients. 

We  have  had  under  our  care  a physician, 
aged  sixty-five,  who  has  had  evidences  of 
peripheral  arteriosclerosis  for  many  years. 
Nine  months  ago  he  had  a sudden  onset 
of  paraplegia  with  loss  of  all  sensation 
below  the  tenth  thoracic  segment.  Sensation 
objectively  greatly  improved  in  three  hours 
and  was  entirely  restored  in  less  than 
twenty-four.  Eight  months  later  he  had  a 
sudden  onset  of  left  homonymous  hemianopia 
with  slight  flattening  of  the  left  lower  face 
and  the  dreamy  mental  state  with  feeling 
of  depersonalization,  characteristic  of  a deep 
temporal  lesion.  The  complete  hemianopia 
in  two  days  became  quadrantic,  and  in  four 
more,  was  gone.  The  sense  of  personal 
unreality  persisted  for  six  days,  during 
which  he  was  also  unable  to  fabricate  visual 
image  memories  or  to  arrange  his  “intel- 
lectual” memories  sequentially  in  point  of 
time. 


His  experience  illuminates  and  analyzes 
what  we  call  the  dreamy  mental  state 
characteristic  of  temporal  lobe  lesions. 
This  patient  had  no  cardiac  lesion  nor 
hypertension.  These  are  clinical  evi- 
dences of  cerebral  vasospasm.  Some  may 
feel  that  function  returns  to  the  affected 
part  of  the  brain  by  adequate  collateral 
circulation.  This  undoubtedly  plays  a 
part  but  does  not  rule  out  the  original 
cause  due  to  vasospasm  which  may  result 
in  thrombosis. 

It  is  common  knowledge  that  vascular 
accidents  occur  in  the  brain  in  the  course 
of  untreated  luetic  infection.  The  very 
fact  that  many  of  these  episodes  are 
rapid  to  occur  and  clear  up  without 
treatment  is  evidence  in  favor  of  the 
possibility  of  angiospasm  being  the  causa- 
tive mechanism.  Surely,  luetic  invasion  of 
cerebral  blood  vessels  must  at  times  be  an 
irritation  adequate  to  set  up  local  reflex 
angiospasm  in  these  vessels. 

Furthermore  embolism  to  a peripheral 
vessel  leads  to  spasm  of  the  vessel.  This 
mechanism  undoubtedly  obtains  in  the 
brain  circulation  as  well. 

Carotid  Sinus 

Any  discussion  of  the  clinical  evidences 
for  vasomotor  control  of  cerebral  blood 
vessels  would  be  incomplete  lacking  con- 
sideration of  the  clinical  syndromes  com- 
ing from  abnormalities  of  the  carotid 
sinus  function. 

The  early  experimental  observations  of 
Pagano  (1900),  Sollmann  (1912),  Koch 
(1923),  Heymans,  Weiss,  and  others  have 
shown  that  impulses  arising  in  the  carotid 
body  can  effect  changes  in  the  heart  rate, 
the  blood  pressure,  and  the  brain  function. 

Earlier  clinical  reports  related  the  effect 
of  simple  carotid  artery  pressure  to  the 
impaired  cerebral  blood  flow  or  vagus 
heart  slowing  with  resultant  syncope. 
The  more  recent  work  would  seem  to 
indicate  that  the  effects  obtained  (syncope, 
convulsions,  and  related  states  of  impaired 
consciousness)  were  really  caused  by 
carotid  body  stimulation. 

Weiss  and  his  coworkers  have  aptly 
subdivided  the  effects  of  carotid  sinus 
stimulation  into  three  clinical  groups. 
These  syndromes  we  would  like  to  confirm 
and  outline  briefly.  The  most  frequent 
carotid  sinus  reactions  may  be  described: 
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1.  The  cerebral  type  of  reaction  wherein 
mechanical  stimulation  of  the  carotid  sinus 
results  in  alteration  of  consciousness  (dizzi- 
ness, syncope,  amnesia,  narcolepsy,  cata- 
plexy, convulsions)  with  no  preceding  slow- 
ing of  heart  rate  and  no  preceding  fall  in 
the  systemic  blood  pressure.  This  response 
to  carotid  sinus  stimulation  is  not  helped  by 
medication  with  atropine  or  adrenalin  but  is 
enhanced  by  digitalis  and  sodium  cyanide. 
In  stubborn  cases  it  may  be  necessary  sur- 
gically to  denervate  the  carotid  body  to 
prevent  the  recurrence  of  this  syndrome. 

2.  The  vagal  type  of  reaction  where  caro- 
tid sinus  stimulation  produces  cardiac  asys- 
tole with  resultant  cerebral  anoxemia  with 
alterations  of  consciousness.  This  group  of 
patients  are  helped  by  atropine  (which 
abolishes  the  vagus  effect),  adrenalin  and 
epinephrin  (which  raise  the  systemic  blood 
pressure).  The  syndrome  is  accentuated  or 
enhanced  by  digitalis  or  acetylbetamethyl- 
choline  medication. 

3.  The  depressor  type  of  reaction  is  the 
least  common  and  is  characterized  by  fall 
in  blood  pressure  and  cerebral  anoxemia 
with  the  changes  in  consciousness  common 
to  the  other  types  of  response.  Such  pa- 
tients are  helped  by  adrenalin  and  ephedrine 
but  made  worse  by  nitrites  because  of  their 
respective  effect  in  raising  or  lowering  the 
systemic  blood  pressure. 

The  physician  should  not  fail  to  look 
for  local  abnormalities  in  the  region  of 
the  carotid  sinus  such  as  inflammatory 
disease,  tumors,  glands,  arteriosclerotic 
vessels  or  even  a high  stiff  collar  pressing 
on  and  initiating  abnormal  impulses  from 
this  region.  One  must  prove  the  hyper- 
sensitivity of  the  carotid  body,  for  it  is 
well-known  from  the  work  of  Weiss  and 
others  that  such  local  abnormalities  may 
exist  in  this  region  without  production 
of  symptoms.  Furthermore  systemic  dis- 
ease such  as  syphilis,  avitaminosis,  and 
the  menopause  are  known  to  contribute 
to  carotid  sinus  hypersensitivity  and  suit- 
able therapy  should  be  employed  before 
resorting  to  surgical  denervation  of  the 
carotid  sinus. 

There  is  some  evidence  to  show  that 
sudden  falls  in  the  systemic  blood  pressure 
result  in  a momentary  constriction  of  the 
pial  vessels  soon  followed  by  marked 
dilation  (Fog).  This  mechanism  of 
sudden  cerebral  anoxemia  may  explain 
the  vagal  and  depressor  carotid  sinus 
response.  Moreover  the  work  of  Lennox 
and  Gibbs  shows  that  there  is  diminution 


in  the  total  brain  blood  flow  in  these 
vagal  and  depressor  cases  but  such 
changes  are  smaller  than  those  observed 
in  other  patients  who  exhibit  no  alteration 
in  consciousness.  Their  evidence  does  not 
give  us  any  information  of  focal  altera- 
tions in  the  circulation  of  the  brain.  Focal 
brain  blood  flow  studies  are  needed  to 
explain  the  clinical  facts  of  sudden  altera- 
tions in  consciousness  which  may  well  be 
due  to  focal  brain  anoxemia.  It  is  highly 
suggestive,  but  not  proven,  that  the  caro- 
tid sinus  impulses  cause  brain  as  well  as 
peripheral  vasomotor  responses. 

The  cerebral  type  of  carotid  sinus  re- 
action has  no  demonstrable  changes  in 
total  brain  blood  flow  (Lennox  and 
Gibbs),  but  here  again  the  suddenness  of 
the  response  is  highly  suggestive  of  a 
focal  vasoconstrictor  mechanism  at  work. 

Thus  far  we  have  described  the  effects 
of  the  hypersensitive  carotid  body.  Now 
let  us  consider  the  pathophysiology  of  the 
hypoactive  sinus.  In  animals,  complete 
denervation  of  both  carotid  sinuses  results 
in  chronic  hypertension.  Denervation  of 
these  sinuses  in  man  has  been  done  by 
Bucy  who  found  as  a result  of  this  opera- 
tion temporary  tachycardia  and  hyperten- 
sion. It  has  therefore  been  suggested  by 
some  investigators  (Page  et  al)  that 
disease  or  sclerosis  affecting  the  carotid 
sinus  in  man  may  cause  hypertension. 
Pathologic  studies  are  lacking  to  prove 
this  hypothesis.  The  emotional  state  of 
the  patient  has  been  thought  the  cause  of 
hypertension  by  many.  But  the  work  of 
Davis  and  Ayman  and  Pratt  indicates 
that  personality  problems  alone  are  not 
adequate  cause  for  the  production  of 
arterial  hypertension,  since  a large  con- 
trol group  of  patients  with  obesity  and 
various  psychoneurosis  exhibited  similar 
personality  symptomatology  and  problems 
but  had  normal  blood  pressure.  Further- 
more as  noted  by  Weiss,  the  age  distribu- 
tion of  hypertensive  patients  is  mostly 
over  forty  coincidental  with  involuntary 
changes — not  in  the  youthful  age  group 
whose  nervous  systems  are  most  sensitive. 

Epilepsy 

Only  a little  has  been  added  to  our 
knowledge  of  the  pathogenesis  of  the 
clinical  epilepsies  since  the  work  of 
Hughlings  Jackson.  It  is  true  that  part 
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studies  of  the  effects  of  various  electrical 
or  chemical  epileptogenous  substances 
have  given  us  further  knowledge  of 
chemical  and  electrical  fits.  The  blood- 
flow  studies  of  Lennox  and  Gibbs  have 
indicated  that  the  total  cerebral  blood- 
flow  of  epileptic  individuals  is  probably 
normal  and  the  electroencephalographic 
work  of  Hallowed  Davis  and  Despert 
have  focused  our  attention  on  the  cortical 
electrical  phenomena  that  precede  and 
accompany  convulsions.  But  none  of 
these  studies  has  yet  been  able  definitely 
to  rule  out  the  fact  that  local  vasomotor 
spasm  of  cerebral  blood  vessels  can  or 
does  occur  as  one  cause  of  generalized 
convulsions.  Of  course,  there  are  other 
causes  of  convulsions,  ischemia  of  brain 
cells  on  a humoral  cellular  basis,  or 
brain  scars  may  also  set  up  convulsive 
seizures.  One  fact  remains,  that  research 
workers  in  this  field  have  not  been  able 
entirely  to  deny  the  local  cerebral  vaso- 
motor basis  for  epilepsy.  Every  epileptic 
during  a convulsion  has  evidences  of  dis- 
charge from  the  sympathetic  and  the 
parasympathetic  systems.  The  resultant 
clinical  picture  depends  on  the  relative 
balance  and  proportions  of  the  discharging 
ingredient  neurones. 

Clinical  observations  in  this  regard  are 
therefore  important.  One  of  us  (K)  was 
able  to  observe  the  brain  cortex  of  a 
patient  during  a general  epileptic  fit ; 
the  exposure  of  the  parietal  cortex  had 
been  carried  out  under  local  anesthesia 
whereby  consciousness  and  normal  reflex 
activity  were  retained  up  to  the  moment 
of  the  attack.  The  initial  sign  of  the 
seizure  was  a sudden  whitening  of  the 
cortex  which  was  no  sooner  noticed  than 
it  was  replaced  by  a tremendous  venous 
engorgement  with  protrusion  of  the  brain 
beyond  the  level  of  the  bone  defect.  This 
alarming  engorgement,  in  which  the  previ- 
ously blanched  cortex  became  beet  color 
and  many  of  its  veins  swelled  to  half  the 
diameter  of  one’s  small  finger,  was  coinci- 
dent with  the  tonic  stage  of  the  attack  and 
the  period  of  general  clonic  convulsion. 
The  cortex  failed  to  recover  its  normal 
appearance  during  the  remaining  twenty 
minutes  of  exposure,  though  its  blood 
red  color  was  gradually  mitigated  during 
that  period.  The  engorgement  was  ap- 
parently a part  of  the  diffused  cyanosis 
consequent  on  the  general  tonic  spasm; 


the  initial  chalky  appearance,  however, 
must  have  been  due  to  a vascular  con- 
striction which  was  possibly  the  proper 
beginning  of  the  cerebral  seizure.  Foers- 
ter  reported  seeing  widespread  shrinking 
of  the  brain  at  the  onset  of  a convulsive 
seizure.  However,  Penfield  states  that 
he  has  never  observed  this  shrinking,  nor 
a sudden  diffuse  anemia  nor  obvious 
constriction  of  the  pial  vessels.  He  saw 
a widespread  cessation  of  pulsation  of  the 
pial  arteries  as  the  initial  phenomenon. 
Venous  engorgement  and  swelling  of  the 
brain,  Penfield  considers  to  be  phenomena 
secondary  to  the  convulsion.  Towards 
the  end  of  the  seizure  he  often  saw 
remarkable  changes  in  the  vascularity  of 
the  cerebral  cortex,  such  as  focal  cerebral 
areas  of  anemic  blanching,  single  or  multi- 
ple constrictions  of  pial  arteries  and 
marked  flushing  of  brain  gyri.  These 
pathophysiologic  changes  are  most  often 
reversible  and  especially  apt  to  be  seen  in 
the  parts  of  the  brain  concerned  with  the 
production  of  the  epileptic  fit.  More- 
over it  is  noteworthy  that  these  sequelae 
are  especially  common  in  the  chronic 
epileptic. 

Osier’s  well-known  observation  of  a 
patient  with  Raynaud’s  disease  who  had 
attacks  of  epilepsy  coincidental  with  the 
occurrence  of  the  Raynaud’s  disease — 
both  symptoms  during  the  winter  months 
of  the  year  when  the  patient  was  exposed 
to  cold — is  noteworthy  because  of  the 
fundamental  vasomotor  disturbance.24 

He  described  another  noteworthy  case 
of  the  disease  who  had  three  attacks 
of  aphasia  with  hemiplegia  from  which 
complete  recovery  took  place ; these 
attacks  coincided  with  the  peripheral  re- 
current evidences  of  the  Raynaud’s 
disease. 

Putnam’s  hypothesis  that  “a  cortical 
injury  of  almost  any  type  may  be  followed 
by  the  formation  of  a new  capillary 
plexus  which  may  acquire  an  abnormal 
innervation”  seems  to  us  to  be  a good 
one,  especially  for  the  posttraumatic  type 
of  epilepsy. 

Quincke  considered  the  reaction  of 
angioneurotic  edema  to  be  a vasomotor 
phenomenon.  The  rapidity  of  the  onset 
of  symptoms  in  these  allergic  states  is 
certainly  in  keeping  with  this  hypothesis. 

Many  investigators  have  felt  that  if 
vasospasm  is  the  cause  of  convulsive  seiz- 
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ures  then  cervical  sympathectomy  would 
stop  such  attacks.  Penfield  and  others 
have  shown,  however,  that  cervical  and 
dorsal  sympathectomy  is  only  helpful  in 
very  occasional  cases.  This  evidence 
would  indicate  that  cerebral  vasomotor 
disturbances  in  epileptics  are  not  often 
dependent  upon  impulses  arising  outside 
the  cranial  cavity.  In  the  chronic  epilep- 
tics, reflex  foci  must  exist  in  the  brain 
blood-vessel  plexuses  which  are  capable 
of  easy  detonation  to  produce  a fit.  The 
excision  of  such  foci  in  the  posttraumatic 
epileptic  is  the  most  effective  method  for 
stopping  such  noxious  stimuli. 

The  Spectrum  of  Epilepsy 

We  claim  an  identity  of  type  and  an 
inequality  of  degree  in  the  different  epi- 
lepsies, from  the  major  seizures  through 
petit  mal  to  amnesic  fugues  to  recurrent 
fainting  and  emotional  storms  originating 
from  within  and  independent  of  environ- 
ment. Among  these  should  be  included 
the  voluminous  mental  states  of  unreality 
and  those  terrifying  experiences  called 
vasovagal  attacks  in  which  the  patient  is 
fear-stricken,  has  a feeling  of  imminent 
death,  a sense  of  enlargement  of  the  limbs 
and  losing  definite  contact  with  his  en- 
vironment, and  an  acute  attack  of  cardiac 
hurry.  This  type  of  seizure  may  be  a 
form  of  sympathetic  epilepsy — all  con- 
vulsions must  be  associated  with  an  energy 
discharge  over  the  sympathetic  and  au- 
tonomic systems  and  indeed  include  many 
more  components  than  are  indicated  by 
externalized  events.  Probably  the  physi- 
ology of  the  great  fit  can  be  best  under- 
stood by  examining  the  minor  attacks 
which  are  fragments  of  the  fully  de- 
veloped seizure — just  as  we  have  frag- 
ments of  the  decerebrate  posture  pro- 
duced by  imperfect  midbrain  block.  Like- 
wise, we  may  see  fragments  of  the  major 
attacks  when  the  vascular  change  has  not 
been  sufficient  to  cut  out  the  entire  cortex. 
We  should  not  forget  the  case  of  dience- 
phalic automatic  epilepsy,  particularly  in 
a patient  with  third  ventricle  tumor  who 
has  had  sudden  onset  of  restlessness, 
flushing  of  the  face,  a rise  in  blood  press- 
ure, lacrimation,  sweating,  salivation,  di- 
latation or  contraction  of  the  pupils, 
protrusion  of  the  eyeballs,  increase  in  the 
pulse  rate,  retardation  of  the  respiration, 


and  in  some  instances,  loss  of  conscious- 
ness. These  symptoms  were  evidently 
the  expression  of  hyperactivity  in  the 
hypothalamic  sympathetic  and  parasym- 
pathetic system.26 

Hughlings  Jackson  observed  and  re- 
ported spasm  of  the  retinal  arteries  im- 
mediately preceding  a convulsive  seizure. 

Migraine 

Vasomotor  reactions  in  the  cerebral 
blood  vessels  have  been  thought  to  cause 
migraine.  The  work  of  Pickering  pro- 
ducing histamine  headache  indicated  that 
such  headache  probably  originated  in  the 
dura  and  was  associated  with  vasodilita- 
tion  and  a fall  in  the  blood  pressure.29 
The  headache  characteristically  starts 
when  the  low  blood  pressure  is  returning 
to  normal  levels.  When  the  headache  is 
maximal  there  is  great  amplitude  in  the 
intracranial  pulsations.  As  the  pulsations 
decrease,  the  headache  subsides.  This 
headache  is  not  dependent  upon  the  gross 
spinal  fluid  pressure.  The  greater  the 
intracranial  pulsations,  the  greater  the 
headache. 

This  work  has  been  extended  by  Wolf 
and  Graham  (Trans.  Amer.  Neur.  Asso- 
ciation, 1937)  who  have  shown  that  head- 
ache in  migraine  is  associated  with  large 
pulsation  in  the  cranial  arteries,  especially 
the  branches  of  the  external  carotid  and 
that  ergotamine  relieves  headache  by  con- 
stricting these  vessels.  Emotional  tension 
can  undoubtedly  cause  headache  but  the 
mechanism  for  the  production  of  such 
headache  is  very  likely  vasomotor  changes 
in  blood  vessels  in  some  patients. 

Soma  Weiss  and  Wegner  have  observed 
spasm  of  the  retinal  arteries  on  the  same 
side  as  the  migrainous  headache. 

We  realize  that  these  are  only  isolated 
evidences  of  vasomotor  changes  related  to 
headaches  and  there  are  very  likely  other 
mechanisms  that  act  to  produce  headaches. 
Nevertheless  these  data  afford  us  definite 
evidences  of  a vasomotor  causative 
mechanism  for  this  syndrome  of  migraine. 

We  have  focused  your  attention  on 
some  of  the  clinical  evidences  of  cerebral 
vasomotor  changes.  It  should  be  em- 
phasized that  there  is  no  direct  experi- 
mental or  clinical  proof  that  sudden 
angiospasm  occurs  in  the  conditions  we 
have  described.  Nevertheless  the  evi- 
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dence  by  deduction  certainly  indicates 
that  cerebral  angiospasm  is  one  important 
mechanism  producing  a variety  of  clinical 
manifestations.  . Certainly  some  expres- 
sions of  epilepsy,  arterial  hypertension, 


carotid  sinus  syncope,  migraine,  and  angio- 
neurotic edema  are  associated  with  vaso- 
motor changes  in  cerebral  vessels. 

410  E.  57  St. 
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NEW  ANESTHESIA  METHODS  IN  CHILDBIRTH 


New  surgical  technics  and  local  anes- 
thetics developed  in  the  last  year  make  it 
possible  now  to  eliminate  almost  wholly  all 
pain  to  the  mother  both  during  and  after 
childbirth,  it  was  reported  by  two  authori- 
ties to  the  seventeenth  annual  congress  of 
anesthetists  in  late  October  in  New  York 
City. 

Heretofore,  relief  from  pain  could  be 
afforded  to  a mother  by  injections  of  an 
anesthetic  into  the  spine.  This  procedure, 
however,  provided  only  temporary  relief 
and  was,  at  the  same  time,  dangerous  be- 
cause of  the  risks  involving  the  spinal  cord 
and  the  brain  of  the  patient,  the  two  doctors 
explained. 

As  a result  of  the  new  developments, 
these  dangers  are  entirely  avoided,  they 
emphasized  in  two  papers  to  the  Congress. 
The  reporting  authorities  were  Dr.  S. 
LeRoy  Sahler,  president  of  the  Eastern 
Society  of  Anesthetists  and  chief  of  anes- 
thesia at  Rochester  General  Hospital,  and 
Dr.  Peter  Graffagnino,  chief  of  the  depart- 


ment of  gynecology  at  the  Louisiana  State 
University  Medical  Center. 

Dr.  Sahler  and  Dr.  Graffagnino  ex- 
plained that  in  the  new  procedure  injections 
of  anesthetics  were  made  in  the  epidural 
space  instead  of  the  spinal  cord.  Since  only 
nerve  trunks  are  affected  in  the  epidural 
space,  dangers  of  the  spinal  cord  and  the 
brain  are  avoided  by  this  technic. 

Because  of  this  new  procedure  and  new 
local  anesthetics,  a patient  may  be  kept 
under  anesthesia  for  anywhere  from  four 
hours  to  three  days,  they  added.  Hereto- 
fore, under  spinal  anesthesia,  the  effect  of 
the  anesthetic  wore  off  within  two  hours. 

Drs.  Sahler  and  Graffagnino  explained 
that  a single  injection  of  the  new  anesthetic 
was  enough  to  provide  relief  from  pain  to  a 
mother  throughout  the  childbirth  period. 
This  relief  from  pain,  they  added,  also 
curbs  the  mortality  rate  from  childbirth  and 
assures  the  co-operation  of  a fully  con- 
scious patient  with  the  surgeon  during  the 
operation. 


HYPERPARATHYROIDISM 

Results  Obtained  Through  Early  Diagnosis  and  Treatment 


Clement  J.  Handron,  M.D.,  Troy 


Parathyroid  osteosis,1  as  the  terms  im- 
ply, signifies  a particular  condition  in 
which  the  osseous  and  endocrine  systems 
are  jointly  involved,  and  in  which,  as  a 
necessary  factor,  there  is  found  a marked 
disturbance  of  calcium  and  phosphorus 
metabolism.  The  condition  has  been  also 
called  “von  Recklinghausen’s  disease”  and 
“osteitis  fibrosa  cystica.”  Neither  one  nor 
the  other  may  be  properly  applied  to  all 
cases.  Hyperparathyroidism  may  be  found 
in  acute  form  with  sudden  death2  and  may 

I be  characterized  chiefly  by  renal  symptoms 
due  to  calculi.  The  osteoporotic  form,3,4 
■ in  which  the  changes  are  mainly  those  of 

I generalized  decalcification  without  the 
presence  of  cysts  or  tumors,  has  been  de- 
scribed. In  addition,  there  is  a form  of 
hyperparathyroidism  which  may  exist  si- 
multaneously with  Paget’s  disease  in  the 
same  patient.  The  present  case,  we  be- 
lieve, should  be  classified  under  the  head- 
ing of  hyperparathyroidism  with  early 
osteoporotic  changes.5  Neither  cysts  nor 
tumors  were  observed  nor  had  general 
decalcification  progressed  to  any  marked 
degree.  Metastatic  calcium  deposits  were 
many  and  widely  distributed.  Thinning 
of  the  cortex  in  some  of  the  bones  and 
increase  in  the  coarseness  of  the  trabecu- 
lae were  noted. 

The  first  to  identify  the  relationship 
between  hyperparathyroidism  and  fibrous 
cystic  disease  of  the  bone  was  Askanazy 
in  1904,  and  the  first  to  operate  for  the 
removal  of  a parathyroid  adenoma  was 
Mandl  of  Vienna,6  who  performed  the 
operation  in  1926.  The  results  were  bril- 
liant and  a complete  cure  was  effected. 
Several  others  duplicated  Mandl’s  feat  in 
various  European  clinics,  with  the  same 
good  results,  before  Barr  in  1929  became 
the  first  in  the  United  States  to  remove 
a parathyroid  tumor  for  relief  of  para- 
thyroid osteosis.  Since  that  time  a num- 
ber of  other  cases  have  been  reported, 
the  chemistry  of  the  disease  has  been 
elucidated,  and  the  clinical  symptomatol- 
ogy has  been  thoroughly  observed.  It  is 
thus,  in  well-matured  cases,  relatively  easy 
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to  make  a diagnosis.  The  same  does  not 
hold  true  in  the  early  case.  Particularly 
is  this  true  in  respect  to  changes  in  bone. 
The  early  case  does  not  give  x-ray  evi- 
dence of  diffuse  bone  destruction  or  decal- 
cification. There  may  be  no  cysts  visible.7 
Irregular  thinning  of  the  cortex  of  the 
shaft  in  long  bone,  coarse  trabeculation 
and  mild  degree  of  mottling  of  the  skull 
bones  may  be  the  first,  and  for  a consid- 
erable time  the  only  demonstrable  x-ray 
changes  in  the  bones. 

If  it  is  possible  to  single  out  the  disease 
before  advanced  bony  changes  and  de- 
formities have  taken  place,  much  that  is 
of  value  to  the  patient  has  been  'conserved 
and  the  operative  risk  is  better. 

Wilder’s  very  comprehensible  review  of 
the  historical  aspects  of  the  disease  and 
the  splendid  reviews  of  the  literature  up 
to  the  present  by  others  make  any  attempt 
on  my  part  to  further  clarify  these  topics 
wholly  unnecessary.8  I shall,  therefore, 
confine  myself  to  a brief  resume  of  the 
symptomatology  and  diagnosis  of  para- 
thyroid osteosis,  and  to  a rather  detailed 
description  and  discussion  of  the  case  un- 
der consideration. 

Symptomatology  and  Diagnosis 

The  subjective  symptoms  of  parathy- 
roid osteosis  are  referable  to  the  osseous 
system,  the  gastrointestinal,  the  cardiovas- 
cular, the  neuromuscular,  and  urogenital 
systems.  There  is  subjective  pain  refer- 
able to  one  or  more  • bones.9  Gastroin- 
testinal upsets  such  as  pain,  vomiting,  and 
diarrhea  are  common.  Weakness,  exhaus- 
tion, and  nervousness  and  irritability  are 
the  rule  and  vague  cardiac  disturbances 
are  mentioned.  The  pain  of  renal  colic 
may  in  the  future  be  recognized  as  a more 
common  symptom  of  hyperparathyroid- 
ism. The  objective  signs  include  marked 
tenderness  on  pressure  over  affected  bones, 
deformities,  pathologic  fractures,  and 
demonstration  of  beginning  or  advanced 
decalcification  of  bone.  Hypotension10  is 
the  rule.  Marked  hypotonia  is  to  be  noted. 
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A tumor  mass  in  one  side  of  the  neck 
may  be  felt.  The  chemical  studies  of  the 
blood  reveal  a definite  hypercalcemia, 
hypophosatemia,  and  an  increase  in  the 
phosphatase  activity.  There  is  a notable 
increase  in  the  amount  of  calcium  and 
phosphorus  excreted  in  the  urine. 

The  criteria  for  diagnosis  have  been 
fairly  definitely  established11  and  in  the 
full-blown  cases  they  offer  no  grave  dif- 
ficulties. The  asthenic  individual  having 
a marked  hypotonic  and  hypotension, 
osteoporotic  changes  in  his  bones  and 
hypercalcemia  with  hypophosphatemia,  in- 
crease in  the  phosphatase  activity  of  the 
plasma,  pain  and  tenderness  over  one  or 
more  bones,  and  an  increase  in  the  amount 
of  calcium  and  phosphorus  excreted,  very 
probably  has  an  adenoma  or  hyperplasia 
of  one  or  more  of  his  parathyroids.  These 
criteria  quickly  justify  surgical  explora- 
tion of  the  neck,12  regardless  of  whether 
a palpable  mass  or  even  a palpable  full- 
ness is  noted  in  the  region  of  the  thyroid 
gland. 

Case  Report 

M.  W.,  age  twenty-four,  white,  American 
graduate  nurse,  chief  complaint  was  “pain 
around  the  heart,”  was  first  seen  on  May  31, 
1936.  The  pain  was  agonizing  and  54  gr.  of 
morphine  was  necessary  before  any  attempt 
could  be  made  to  obtain  a history.  It  was 
then  explained  that  for  several  months  the 
patient  had  experienced  extreme  lassitude, 
general  muscular  weakness,  and  fleeting 
pains  in  the  legion  of  the  heart.  She  had 
made  no  comments  on  her  indisposition  but 
members  of  her  family  had,  for  several 
weeks,  noticed  that  she  would,  at  intervals, 
place  her  hand  over  her  left  breast  and  sit 
up  straight  in  her  chair.  They  noted  no 
change  in  facial  expression  or  color.  On 
questioning,  it  developed  that  the  intervals 
between  attacks  of  pain  were  gradually  be- 
coming shorter  and  the  pain  itself  more 
severe.  There  was  never  any  radiation  of 
the  pain  in  any  direction,  nor  was  it  asso- 
ciated with  dyspnea  nor  giddiness.  Position, 
exertion,  excitement,  and  ingestion  of  food 
appeared  to  have  no  relation  to  the  onset 
of  pain.  It  was  noted,  however,  that  the 
attacks  were  more  frequent  and  more  severe 
in  the  evening,  after  a trying  day’s  work  in 
which  both  physical  and  mental  fatigue  were 
marked.  The  patient  placed  second  in  im- 
portance her  absolute  lack  of  ambition  and 
energy.  When  she  was  relieved  of  her  duties 
at  the  end  of  the  day,  she  did  not  seem  to 
have  energy  enough  to  change  her  uniform, 


and  prepare  herself  for  the  evening  meal. 
Her  appetite  was  poor,  but  her  weight  did 
not  vary  greatly  from  year  to  year.  Her 
cardiorespiratory  history  was  negative  ex- 
cept for  the  constant  fear  of  heart  disease 
due  to  the  pain  in  the  left  side  of  her  chest. 
The  genitourinary  history  was  negative. 
The  menses  were  established  at  the  age  of 
fourteen,  the  cycle  is  regular,  the  flow  mod- 
erate, of  reasonable  duration,  and  not  asso- 
ciated with  distress  of  any  kind. 

The  patient  is  not  the  hysterical  type. 
She  is  affable,  does  her  work  well,  is  not 
at  all  irritable,  and  has  no  difficulty  in  ad- 
justing herself  to  the  many  trying  situations 
arising  in  her  professional  life. 

The  past  history  is  essentially  negative. 
One  point  of  importance  was  stressed  by  the 
patient,  i.e.,  that  while  medical  attention  had 
been  a rare  necessity  in  her  life,  she  was 
constantly  frequenting  dental  offices,  seem- 
ing to  have  endless  trouble  with  her  teeth. 

Family  history  is  also  negative.  Father 
and  mother,  brother  and  sister  are  all  living 
and  well.  Paternal  and  maternal  grandpar- 
ents lived  to  advanced  ages. 

Physical  examination  'revealed  a fairly 
well-developed  and  nourished  individual  who, 
when  seen  in  a sitting  position,  presents  an 
evident  postural  deformity  of  the  spine,  the 
upper  portion  of  her  torso  appearing  to  be 
tilted  to  the  left.  Examination  of  the  scalp, 
hair,  and  eyegrounds  showed  no  abnormali- 
ties. The  face  was  of  good  color  and  the 
skin  normally  moist.  The  teeth  were  poor. 
Several  were  missing  and  those  that  re- 
mained were  heavily  studded  with  silver  fill- 
ings. The  two  upper  central  incisors  showed 
many  dark  areas  in  the  enamel.  The  throat 
presented  no  pathologic  findings.  On  the  right 
side  of  the  neck,  near  the  apex  of  the  an- 
terior triangle,  slightly  below  the  angle  of 
the  mandible  there  was  palpated  a small, 
hard,  movable  nodule,  neither  attached  to  nor 
incorporated  within  the  skin.  It  was  not 
tender  and  gave  evidence  of  none  of  the  signs 
of  inflammation.  The  'remainder  of  the  neck 
was  negative. 

The  chest  was  asymmetrical,  the  right 
half  bulging  with  widened  intercostal  spaces 
and  the  left  half  narrowed  and  apparently 
compressed.  Expansion  was  greater  on  the 
right.  Hyperresonance  was  found  on  the 
right  side,  anteriorly  and  posteriorly.  The 
percussion  note  on  the  left  was  of  impaired 
resonance.  No  areas  of  dullness  nor  flatness 
were  found.  Auscultation  brought  out  the 
presence  of  emphysematous  changes  on  the 
right  side  of  the  chest.  On  the  left,  the 
breath  sounds  were  indistinct  and  both  in- 
spiratory and  expiratory  excursions  were 
short.  Posteriorly  there  was  noted  a very 
marked  dorsolumbar  scoliosis.  The  spinous 
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processes  of  the  vertebrae  could  be  easily 
palpated.  There  was  no  tenderness  elicited 
on  pressure,  extension,  flexation  or  rotation 
of  the  spine.  There  appeared  to  be  no  irri- 
tability of  the  spinal  nerve  roots. 

Examination  of  the  ribs  disclosed  marked 
tenderness  on  pressure  of  the  seventh  rib  on 
the  left  side.  The  tenderness  was  noted  as 
extending  from  the  angle  of  the  rib  anteriorly 
to  the  costochondral  junction.  The  ribs  on 
the  right  side  were  normal. 

The  heart  was  entirely  negative  to  palpa- 
tion, percussion,  and  auscultation.  It  was 
apparently  normal  in  size  but  displaced  some- 
what to  the  right.  The  abdomen  was  nega- 
tive, likewise  the  rectal  examination. 

In  general,  the  extremities  were  negative. 
There  appeared  to  be  some  loss  of  tone  in 
all  the  muscle  groups  of  both  upper  and 
lower  extremities.  The  neuromuscular  ex- 
amination and  the  general  neurological  ex- 
amination were  negative. 

The  special  laboratory  procedures  indi- 
cated were  done  and  the  results  are  here 
tabulated  and  interpreted: 

Roentgenographic  Studies 

X-ray  studies  were  made  of  the  chest,  kidneys, 
and  the  bony  skeleton.  The  positive  findings 
included  (1)  multiple  areas  of  calcification  in 
the  costal  cartilages,  (2)  multiple  areas  of  cal- 
cium deposition  in  the  tendons  and  ligaments 
of  the  knee  joints,  (3)  shallow  excavations  in 
the  inner  table  of  the  skull,  and  (4)  scoliosis  of 
the  dorsal  vertebrae  without  bone  destruction. 

Basal  metabolism:  A basal  metabolism  test 
taken  on  June  2 gave  a reading  of  — 2%. 

Blood  chemistry:  Chemical  examination  of 
the  blood  and  blood  serum  provided  the  follow- 
ing data:  Sugar,  115  Mg.;  N.  P.  N.,  25  Mg.; 
creatinine,  1.5  Mg.  per  100  c.c.  blood;  calcium, 
13.8  Mg.  and  phosphorus,  2.8  Mg.  per  100  c.c. 
blood  serum.  Phosphatase,  4.8  Bodansky  units 
per  100  ml.  blood  serum.  Blood  count:  r.b.c. 
4,950,000,  w.b.c.  8,700,  and  Hb.  eighty-eight  per 
cent.  Differential:  Polys,  seventy-three  per  cent, 
lymphs  twenty-five  per  cent,  basophils  one  per 
cent,  eosin  one  per  cent,  platelets  265,000. 

Urine  studies:  Twenty-four  hour  specimen 
(voided).  Amount  1800  c.c.;  color,  yellow; 
reaction,  acid;  Sp.  gr.  1.010;  albumin  and  sugar, 
negative. 

PS.P.  Test: 

1st  hour  225  c.c.  26%  Phthalein  excretion 

2nd  hour  150  c.c.  35% 

Total  61% 

Fixation — Concentration  test:  Specific  gravity 
of  day  specimens  ranged  between  1.010  and 
1.020;  night  specimen  1.008. 

Analysis  of  these  findings  together  with 
the  clinical  observations  made  during  the 
physical  examination  led  to  the  conclusion 
that  we  were  dealing  with  a case  of  hypercal- 
cemia, due  to  a hyperparathyroidism. 


In  the  light  of  these  findings,  it  was 
deemed  advisable  that  surgical  exploration  of 
the  neck  be  undertaken.  On  June  8,  Dr.  W. 
T.  Diver  explored  the  neck  under  ether  anes- 
thesia, using  the  ordinary  thyroidectomy  in- 
cision. As  the  deep  fascia  of  the  neck  was 
incised  the  right  lobe  of  the  thyroid  was 
extruded.  It  appeared  to  be  considerably 
enlarged  although  there  had  been  no  visible 
nor  palpable  fullness  over  the  thyroid  area 
when  the  physical  examination  was  made. 
The  right  lobe  was  carefully  dissected  free 
from  all  surrounding  structures.  Nothing 
giving  the  appearance  of  a parathyroid  gland 
was  seen.  The  left  lobe  was  similarly 
treated.  The  nodule  which  had  been  pal- 
pable in  the  right  side  of  the  neck  on  physi- 
cal examination  was  nowhere  to  be  found. 
The  entire  antrolateral  aspects  of  the  neck 
were  carefully  explored  without  result.  The 
capsule  of  the  right  lobe  was  then  incised 
on  the  posterior  surface  from  the  medial  and 
lateral  margin.  As  it  was  stripped  away 
from  the  gland  there  came  with  it,  and 
firmly  attached  to  it,  a small,  firm,  glandular 
mass  about  the  general  size  and  shape  of  a 
kidney  bean.  This  mass  appeared  to  be 
enclosed  in  a sheath,  an  outgrowth  of  the 
thyroid  capsule.  It  had  a small  but  easily 
visible  artery  entering  the  margin.  The 
mass,  together  with  a considerable  piece 
of  the  thyroid  capsule  and  some  surrounding 
thyroid  tissue,  was  ligated  and  excised.  The 
cut  edges  of  the  capsule  were  drawn  to- 
gether and  sutured.  The  neck  was  closed 
in  the  usual  manner. 

Grossly  the  tissue  removed  appeared  quite 
like  ordinary  normal  thyroid  tissue;  dis- 
tinguishing marks  being  its  hardness  and 
its  very  particular  blood  supply. 

The  microscopic  examination  of  the  speci- 
men and  the  report  on  the  same  was  made 
by  Dr.  John  Clemmer  of  the  Department  of 
Pathology.  His  summary  of  the  findings 
are  as  follows: 

Gross : The  specimens  submitted  for  examina- 
tion were  four  in  number.  They  are  described 
under  numerical  headings  according  to  their 
following  positions  in  the  gross  photograph 
(Fig.  1). 

No.  I opposite  2 cm.  mark 

No.  II  “ 4 “ 

No.  Ill  “ 6 “ 

No.  IV  large  specimen 

I : An  elongated  ovoid  mass  of  soft,  yellowish- 
pink  tissue,  measuring  1.5  x .8  x .6  cm.  About 
half  the  surface  is  covered  with  a capsule.  Cut 
surface  shows  yellowish-pink,  soft  tissue  which 
yields  a sticky  exudate.  This  specimen  resem- 
bles thyroid. 

II : An  ovoid  mass  measuring  1.2  x .8  x 3 
cm.  The  specimen  is  divided  longitudinally  into 
two  parts.  Cut  sections  show  a small  grayish- 
yellow,  round  nodule  0.4  cm.  in  diameter.  Sur- 
rounding tissue  resembles  thyroid. 
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Ill : A flattened  globoid  mass  measuring  seven 
cm.  in  diameter  and  .4  cm.  in  thickness.  Exter- 
nal surface  is  smooth,  light  yellow  in  color  and 
cut  sections  show  light  yellow,  granular  tissue 
which  yields  a sticky  exudate. 

IV:  This  large  mass  measures  5 x 4 x 1.8 
cm.  About  half  of  it  is  covered  by  a capsule. 
The  remainder  is  rough,  pinkish-yellow,  and 
granular.  The  capsule  surface  shows  a small 
papillomatous  elevation  which  has  been  tied  with 
suture  material.  It  measures  1 x 1.3  cm.  at  the 
base  and  extends  one  cm.  above  the  surface. 
A loboid  nodule  protrudes  from  its  base  0.2  cm. 
distant  from  the  suture  material.  It  measures 


tremely  nervous,  disturbed  by  even  the  slight- 
est sound,  such  as  the  scraping  of  a chair 
on  the  floor  above.  These  symptoms  were 
effectively  controlled  by  the  administration  of 
a few  doses  of  calcium  gluconate.  From  the 
third  postoperative  day  until  her  discharge 
from  the  hospital  on  the  seventeenth  day, 
she  made  an  uneventful  recovery. 

During  this  time  the  following  blood 
chemical  study  was  made: 

Day  of  operation  (June  10):  Blood  taken  im- 
mediately upon  completion  of  operation  showed 


Fig.  1 


1.1  cm.  in  diameter.  Cut  surface  resembles  para- 
thyroid tissue 

Microscopic  Examination 

I : This  tissue  is  composed  of  scarred  thyroid 
tissue  showing  dilated  acini  filled  with  colloid. 
There  are  foci  of  fibrosis  with  lymphocytic 
infiltration  present.  II  and  III : Similar  to  I. 

IV : Secretions  made  from  papillomatous  mass 
on  the  large  segment  of  thyroid  capsule  show  a 
small  parathyroid  adenoma.  It  is  composed 
chiefly  of  a dense  mass  of  cells  with  dark 
staining  nuclei,  closely  packed  and  having  a very 
indistinct  cytoplasm  and  cell  membrane.  A very 
few  cells  with  eosinophilic  stippling  are  present. 
This  mass  is  separated  from  the  thyroid  tissue 
by  a wide  zone  of  dense,  hyalinized  fibrous 
tissue. 

Diagnosis:  Parathvroid  Adenoma.  Colloid 

Adenomata  of  Thyroid. 

The  patient  came  to  operation  on  June  10. 
She  reacted  normally  from  the  anesthetic 
and  for  the  next  thirty-six  hours  gave  evi- 
dence of  some  of  the  milder  symptoms  of 
tetany.  She  displayed  a positive  Chvostek 
sign  and  all  of  her  tendon  reflexes  were 
hyperactive.  She  complained  of  numbness 
and  tingling  in  her  extremities  and  was  ex- 


calcium, 12.2,  and  phosphorus,  4.3  Mg.  per  100 
ml.  serum;  phosphatase,  4.1  Bodansky  units  per 
100  ml.  serum. 

June  21:  Calcium,  11.9  Mg.  per  100  ml.  serum. 

June  27:  Calcium,  11.3  Mg.  per  100  c.c.  serum. 

July  14:  Calcium,  10  Mg.  per  100  c.c.  serum. 

The  following  clinical  changes  were  noted 
on  physical  examination  done  on  the  thirty- 
fifth  postoperative  day : 

There  was  a gain  of  fourteen  lbs.  in  weight 
over  the  weight  recorded  on  the  day  of  her 
admission  to  the  hospital. 

There  was  an  absence  of  subjective  pain 
and  of  tenderness  on  pressure  over  the 
bones.  The  blood  pressure  had  risen  to 
118/70  as  compared  to  98/60  on  the  day  of 
admission.  Muscle  tone  was  good  and  the 
patient  remarked  upon  the  increase  of  appe- 
tite and  the  absence  of  easy  fatigability  and 
was  anxious  to  return  to  her  duties.  The 
physical  findings  were  essentially  those  of  a 
normal  individual. 

Comment 

The  reason  for  reporting  this  case  is 
twofold:  (1)  It  was  observed  early  in 
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its  clinical  course  and  no  time  was  lost 
in  making  the  diagnosis.  Because  of  this 
fact,  we  believe  that  the  bony  changes 
had  not  reached  the  stage  of  even  begin- 
ning cystic  degeneration;  (2)  we  believe 


it  to  be  one  of  the  few  cases13  in  which  the 
parathyroid  gland  was  found  imbedded  in 
the  thyroid  and  adherent  to  the  visceral 
surface  of  the  thyroid  capsule. 

115  Third  St. 
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ERONX  HEALTH  EXHIBITS 

A series  of  health  exhibits  at  349  East 
140  Street,  the  Bronx,  opened  on  Sep- 
tember 15.  Two  State  departments, 
four  city  departments  and  eight  social  wel- 
fare and  health  organizations  are  cooperat- 
ing with  the  Department  of  Health  to  put 
over  the  program  for  the  education  of  the 
public. 

The  movement,  inaugurated  by  Dr. 
Jerome  Meyer,  health  officer  of  the  center, 
will  continue  for  several  months,  every  two 
weeks  marking  a new  exhibit. 

The  opening  exhibit  was  devoted  to 
“Diphtheria.” 

The  New  York  Heart  Association 
sponsored  the  second  exhibit,  which  opened 
on  September  30,  continued  to  October  14. 
The  other  exhibits  and  their  sponsors,  are: 

“Diabetes,”  by  the  New  York  Diabetes  Asso- 
ciation, October  14-28;  “Occupational  Diseases,” 
Bureau  of  Industrial  Hygiene,  New  York  State 
Department  of  Labor,  October  28  to  November 
14;  “Food  and  Drugs,”  New  York  City  De- 
partment of  Health,  November  14  to  Novem- 
ber 28;  “Tuberculosis,”  Bronx  Tuberculosis 
and  Health  Association  and  New  York  De- 
partment of  Health  and  New  York  City  Health 
Department,  December  16  to  December  30; 


TO  CONTINUE  UNTIL  TUNE 

“Health  Exhibit,”  Bronx  County  Medical  So- 
ciety, December  30  to  January  13;  “Safety  in 
the  Home  and  in  the  Street,”  National  Safety 
Council  and  New  York  City  Police  Depart- 
ment, January  13-27 ; “Syphilis,”  American  So- 
cial Hygiene  Association  and  New  York  City 
Health  Department,  January  27  to  February 
10;  “Dental,”  Association  for  the  Improve- 
ment of  the  Condition  of  the  Poor,  February 
10  to  24;  “Nutrition,”  Association  for  the  Im- 
provement of  the  Condition  of  the  Poor;  Feb- 
ruary 24  to  March  13 ; “Laboratory  Work,”  by 
the  Bureau  of  Laboratories,  New  York  City, 
Department  of  Health,  March  13-27;  “Hospi- 
tals,” New  York  City  Department  of  Health, 
March  27  to  April  10;  “The  Eye,”  by  Better 
Vision  Institute,  April  10-24;  “Sanitation,”  the 
New  York  City  Departments  of  Health  and 
Sanitation,  April  24  to  May  8;  “Work  of  the 
Mott  Haven  Health  Center,”  The  Center  and  the 
Neighborhood  Health  Development  Committee, 
May  8-26;  “Recreation,”  Department  of  Parks. 
May  26  to  June  9,  and  “Visiting  Nurse  Service,” 
the  Henry  St.  Visiting  Nurse  Association,  June 
9 to  23. 

Each  of  the  exhibits  is  open  to  the  public 
daily,  except  Sunday,  from  9 a.m.  to  5 p.m.. 
and  on  Saturdays  until  noon.  Literature  and 
pamphlets  pertinent  to  the  current  subjects 
are  free. 


COURSE  ON  INTERNAL  MEDICINE 

A course  on  internal  medicine  has  been 
arranged  by  Dr.  A.  F.  R.  Andresen,  of  the 
Department  of  Medicine,  Long  Island  Col- 
lege for  the  Rockland  County  Medical  So- 
ciety to  be  held  at  the  Summit  Park  Sana- 
torium in  Pomona,  beginning  at  3:30  p.m. 

Nov.  18.  “Some  problems  in  cardiac  diag- 
nosis.” Dr.  J.  Hamilton  Crawford,  F.A.C.P., 
Professor  of  Clinical  Medicine. 

Nov.  25.  “Practical  Considerations  of  Blood 
Dyscrasias.”  Dr.  Eugene  R.  Marzullo, 
F.A.C.P.,  Asst.  Clinical  Professor  of  Medicine. 


Dec.  2.  “Recent  Advances  in  Therapeutics.” 
Dr.  George  H.  Roberts,  F.A.C.P.,  Asst.  Pro- 
fessor of  Pharmacology. 

Dec.  9.  “Dietary  Therapy  in  Gastrointestinal 
Disease.”  Dr.  A.  F.  R.  Andresen,  F.A.C.P., 
Clinical  Professor  of  Medicine. 


The  National  Gastroenterological  Associa- 
tion announces  that  it  has  taken  an  office 
together  with  its  official  publication,  the 
Reviezv  of  Gastroenterology  at  1819  Broad- 
way, New  York  City,  where  it  will  maintain 
its  National  headquarters. 


CHILDHOOD  PNEUMONIA 

Complications  and  Mortality 


Charles  J.  Leslie,  M.D.,  New  York  City 

Prom  the  Department  of  Pediatrics  of  the  New  York  Post-Graduate  Medical  School  and 

Hospital  of  Columbia  University 


Pneumonia  in  childhood  is  a subject  of 
considerable  interest  because  of  the  fre- 
quency of  the  disease  and  because  it  is  still 
one  of  the  greatest  causes  of  death  in 
the  younger  age  groups. 

Recognition  of  certain  specific  factors 
which  influence  the  mortality  is  necessary 
for  the  development  of  more  successful 
methods  of  treatment. 

The  mortality  rate  of  pneumonia  in 
children  is  influenced  by  several  factors 
other  than  the  primary  disease  itself.  In 
addition  to  the  type  of  pneumonia,  one 
must  consider  also  the  virulence  of  the 
infecting  organism,  the  age  of  the  patient, 
and  the  presence  of  congenital  or  acquired 
defects.  The  presence  of  common  com- 
plications such  as  otitis  media,  mastoiditis, 
empyema,  and  acidosis  is  of  very  consid- 
erable importance. 

Consideration  of  these  points  may  ex- 
plain some  of  the  marked  discrepancies 
in  mortality  rates  reported  in  the  litera- 
ture. Table  I graphically  illustrates  the 
variability  in  death  rates  as  given  by  dif- 
ferent authors: 

The  present  paper  is  based  on  observa- 
tions of  511  consecutive  cases  admitted  to 
the  Babies  Wards  of  the  New  York  Post- 
Graduate  Hospital  over  the  five  year 
period  1930—1934.  These  cases  were  clas- 
sified as  lobar  and  bronchopneumonia  and 
studied  with  reference  to  age  groups  and 
complications. 

It  must  be  admitted  that  the  classifica- 
tion into  lobar  and  bronchial  types  is  fre- 
quently difficult.  Even  with  the  help  of 
the  x-ray,  the  diagnosis  is  often  not  en- 
tirely conclusive  (Griffith;  Ellenberg  and 
Martin). 


Table  I 

Author 

Number  of  Cases 

Death  Rate 

Morgan1 

205 

50% 

Garrod  et  al* 

Not  stated 

70-90 

Morrill3 

205 

43 

Chapin  & Royster4 

Not  stated 

25-50 

Morse5 

“ “ 

25-33 

Pfaundler  & Schlossman8  “ “ 

3-5 

Holt  & McIntosh7 

346 

42 

Pisek  & Pease8 

1.000 

34.3 

Ellenberg  & Martin 

9 459 

8.6 

On  the  basis  of  clinical  and  roentgen 
data  we  were  able  to  classify  173  cases  as 
of  the  lobar  type,  while  the  remaining  338 
cases  were  termed  bronchopneumonia. 

Death  rates  of  total  series:  The  mor- 
tality rate  for  the  entire  series,  including 
all  ages  and  types,  was  twenty-five  per 
cent.  This  coincides  closely  with  the  fig- 
ures given  by  Morse5  (25-33%).  It  is 
interesting  to  note  that  it  is  definitely 
lower  than  that  of  the  series  of  Pisek 
and  Pease8  from  this  service  in  1916 
(34.3%).  As  will  be  shown  later,  this 
improvement  in  our  own  figures  cannot 
be  explained  entirely  on  the  basis  of 
therapy,  but  rests  as  well  on  other  factors 
which  at  present  are  obscure. 

Mortality  of  lobar  and  bronchopneu- 
monia: There  was  considerable  difference 
in  the  death  rates  in  the  two  types  of  in- 
fections. The  rate  for  all  ages  in  lobar 
pneumonia  was  fourteen  per  cent,  while 
that  of  the  other  group  was  forty  per 
cent. 

Our  mortality  in  lobar  pneumonia  was 
higher  than  that  reported  by  other  ob- 
servers, e.g. : 

Cases  % 


Ellenberg  and  Martin9 459  8.6 

Grulee  and  Mulherin10 116  7.0 

Morgan  398  9.3 

Manace11  9.7 

Moody12  9.6 


It  is,  however,  lower  than  that  reported 
by  Pisek  and  Pease  from  our  service,  who 
found  a rate  of  28.1  per  cent  for  227 
cases.  When  corrected  for  complicated 
cases,  the  rate  of  our  present  series  very 
closely  approximates  the  general  average. 

In  the  bronchopneumonia  group,  the 
present  rate  of  forty  per  cent  is  identical 
with  that  of  Pisek  and  Pease.8 

Influence  of  age  on  mortality:  The  age 
of  the  patient  played  a great  part  in  the 
outcome  of  pneumonic  infections.  The 
usual  trend  was  followed,  in  that  the 
youngest  patients  had  the  highest  mor- 
tality. 
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In  our  total  series,  the  age  groups  were 
divided  as  follows,  with  the  corresponding 
death  rates: 


Cases 

Deaths 

0-6  mos 

82 

65  % 

6-12  ” 

88 

48 

1-2  yrs 

136 

19.8 

2-5  ” 

117 

68 

5 years  and  over 

88 

2.2 

These  may  be  compared  to  those  of 
Holt  and  McIntosh,7  and  Pisek  and 
Pease  :8 


Holt  and  McIntosh 

Pisek  and  Pease 

Year 

Cases 

Death  rate 

Cases 

Death  rate 

First  . . 

..  202 

66  % 

226 

52  % 

Second 

..  102 

55 

155 

29 

Third  . . 

..  33 

33 

33 

24.2 

Fourth  . 

..  6 

16 

13 

0.0 

Fifth  . . . 

..  3 

0.0 

13 

0.0 

Sixth  . . 

5 

0.0 

The  influence  of  age  is  equally  striking 
both  in  lobar  and  bronchopneumonia: 


Lobar  pneumonia  Bronchopneumonia 
Cases  Mortality  Cases  Mortality 


0-6  mos.  . 

8 

87% 

74 

63  % 

6-12  ” . 

10 

60 

78 

39 

1-2  yrs.  . . 

48 

18 

88 

20 

2-5  ” . . 

59 

3 

58 

10 

5 years  and 
over 

48 

2 

40 

2.5 

Frequency  of  Complications  and  their 
Effect  on  Clinical  course:  Complications 
of  pneumonia  are  frequent  and  varied  and 
their  occurrence  often  determines  the  out- 
come of  the  disease.  All  too  frequently 
the  coexistence  of  some  condition  which 
ordinarily  would  be  of  little  importance 
will  swing  the  course  of  pneumonia  to  a 
fatal  termination. 

We  observed  one  or  more  complicating 
conditions  in  355  (69.4%)  of  our  511 
cases.  They  were  noted  more  frequently 
among  the  bronchopneumonias  (73%), 
than  among  the  lobar  type  (61%).  Their 
occurrence  may  well  have  influenced  the 
outcome,  for  we  noted  the  following  dif- 
ferences in  mortality: 


Type  Uncomplicated  Complicated 

Lobar  pneumonia 10%  • 16% 

Bronchopneumonia  16%  35% 


The  occurrence  of  complications  roughly 
corresponds  to  an  increased  mortality, 
most  strikingly  in  the  cases  of  broncho- 
pneumonia. 

Chief  types  of  Complications  and  their 
Relative  Importance:  As  one  would  ex- 


pect, acute  ear  infections  were  the  most 
frequent  complication.  Otitis  media,  either 
alone  or  accompanied  by  lesions  else- 
where, was  present  in  165  cases.  The  sim- 
ple ear  infection  by  itself  apparently  was 
benign,  as  the  mortality  of  cases  so  af- 
flicted in  both  the  lobar  and  the  bronchial 
types  was  lower  than  for  the  entire  series. 
When  associated  with  other  complications 
the  result  was  much  more  often  fatal 
(Bronchopneumonia  56%;  lobar  pneu- 
monia 35%).  It  is  difficult  in  such  cases 
to  evaluate  the  importance  of  the  ear 
infection  alone  among  a number  of  vari- 
able factors. 

Operative  mastoiditis  occurred  in  forty- 
four  of  511  cases.  Of  these,  the  majority 
(28)  accompanied  bronchopneumonia. 
Only  five  of  these  forty-four  died,  a fair 
rate  when  the  poor  operative  risk  is  con- 
sidered. We  noted  a greater  danger  in 
the  complications  of  the  bronchopneu- 
monia type,  four  out  of  the  five  deaths 
being  in  this  group. 

Empyema  occurred  in  fifty-two  cases 
out  of  the  entire  series.  It  was  found 
almost  twice  as  frequently  in  lobar  pneu- 
monia (34)  as  in  the  bronchopneumonia 
(18).  The  mortality  rate  was  just  the 
reverse — in  the  lobar  pneumonia  seventeen 
per  cent  and  fifty-five  per  cent  in  the 
bronchopneumonia.  The  findings  here  are 
in  accord  with  general  experience,  the 
empyema  of  bronchopneumonia  being  gen- 
erally a virulent  condition  of  streptococcal 
or  influenzal  origin,  while  that  of  lobar 
pneumonia  was  of  the  more  benign  pneu- 
mococcus type. 

The  most  fatal  of  all  complications  was 
dehydration  acidosis.  This  occurred  in 
forty-two  cases,  with  thirty  deaths 
(72%).  Here  again  the  serious  compli- 
cation occurred  in  the  cases  of  broncho- 
pneumonia more  frequently  than  in  the 
other  group — thirty-seven  cases  with 
twenty-eight  deaths  (76%).  These  cases 
were  undoubtedly  the  most  intractable 
with  which  we  had  to  deal,  and  invariably 
presented  a poor  prognosis  in  spite  of  all 
forms  of  treatment. 

Congenital  and  acquired  Lesions  unre- 
lated to  Pneumonia:  These  were  children 
often  classified  as  a “handicapped”  group. 
They  presented  such  diverse  lesions  as 
congenital  heart  defects,  Mongolism,  cleft 
palate,  congenital  syphilis,  severe  rickets, 
scurvy,  tuberculosis,  asthma,  etc.  These 
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children  are  generally  expected  to  die  of 
pneumonia  or  similar  disease.  The  infec- 
tion is  frequently  terminal  in  such  pa- 
tients, but  not  invariably  so. 

We  encountered  eighty-eight  such  cases 
in  our  series,  of  whom  thirty-nine  died 
(45%).  Age  was  a potent  factor  in  these 
deaths,  as  is  shown  by  the  following 
figures : 

Age  Death  Rate 

(4-6  mos 70% 

6-12  ” 54% 

1-2  yrs 27% 

Over  5 years 0% 

Discussion 

The  preceding  analysis  shows  that  the 
younger  the  patient,  the  more  fatal  is 
the  pneumonic  infection,  regardless  of 
complications.  It  also  shows  that  compli- 
cating lesions  play  a definite  part  in  the 
outcome  of  the  disease,  although  different 
lesions  vary  in  their  respective  importance. 

With  regard  to  the  treatment  of  un- 
complicated pneumonia,  we  are  strongly 
of  the  opinion  that  one  of  the  greatest 
sources  of  danger  is  overtreatment.  Prob- 
ably the  most  important  single  thing  for 
the  pneumonic  patient  is  rest.  Too  much 
handling  and  medication  do  nothing  but 
exhaust  him.  If  cough  be  troublesome,  a 
simple  expectorant  either  with  or  without 
codeine  is  indicated.  Liquor  ammoniae 
anisatis,  glycerine,  and  water  is  a suitable 
mixture.  Phenobarbital  may  be  used  to 
quiet  restlessness.  Ample  fluid  intake  is 
important  in  all  cases. 

Oxygen  is  indicated  if  cyanosis  be  pres- 
ent. The  method  of  choice  is  the  tent. 
Nasal  catheters  are  annoying  and  cause 
much  local  irritation.  Oxygen  therapy 
should  be  continued  as  long  as  cyanosis 
persists.  It  is  useful  as  well  in  very  toxic 
cases  with  extreme  dyspnea  even  though 
cyanosis  be  mild  or  absent.  Here  it  spares 
the  patient  much  exertion  and  promotes 
rest. 

Transfusion  is  frequently  of  distinct 
value.  We  have  generally  reserved  its  use 
until  about  the  tenth  day  in  lobar  pneu- 
monias, but  it  may  be  used  earlier  if 
severe  anemia  occurs.  It  is  definitely  in- 
dicated if  a spread  of  the  pneumonic  proc- 
ess occurs,  or  if  resolution  is  slow.  In 
bronchopneumonia  it  is  often  necessary  to 
transfuse  several  times  in  the  course  of  a 


protracted  case.  We  have  the  impression 
that  in  either  type,  the  small  repeated 
transfusions  are  superior  to  one  large  one. 

We  have  not  had  experience  with  the 
use  of  specific  serum.  A priori,  certain 
objections  might  be  raised: 

1.  Pneumococcus  types  in  children  are 
not  generally  those  for  which  there  are 
potent  sera. 

2.  The  technical  difficulty  of  injecting 
large  quantities  of  serum  into  small  fragile 
veins  at  short  intervals  presents  a very  real 
objection  to  its  use. 

3.  Pneumococcus  serum  could  hardly  be 
expected  to  reduce  the  incidence  of  the 
streptococcal  lesions  (otitis  and  mastoiditis) 
which  form  the  most  dangerous  complica- 
tions. 

Further  investigation  of  its  value  is 
needed  before  serum  therapy  can  be  rec- 
ommended for  routine  use  in  children. 

Among  the  complications  of  pneumonia, 
simple  otitis  media  itself  is  rarely  dan- 
gerous, although  it  commonly  occurs. 
When  combined  with  other  lesions  it  is 
an  added  burden  which  may  overwhelm 
the  patient.  It  is  of  particular  importance 
when  there  is  associated  diarrhea  or  de- 
hydration. These  conditions  may  be  main- 
tained or  aggravated  by  otitis  media.  We 
feel  that  in  such  cases  the  drum  should  be 
incised  promptly,  even  though  the  in- 
flammation may  appear  mild. 

Mastoiditis  is  an  important  lesion  par- 
ticularly as  it  is  prone  to  cause  diarrhea 
and  dehydration.  The  decision  to  operate 
on  a given  case  of  mastoiditis  is  frequently 
difficult.  However,  when  diarrhea  and  de- 
hydration are  present  and  the  weight 
curve  is  going  down,  it  is  essential  to 
open  the  mastoids.  Delay  in  operating 
may  well  result  in  a fatality.  The  simple 
antrotomy  in  young  infants  is  easily  done 
and  is  attended  by  practically  no  shock. 
Local  anesthesia  is  very  satisfactory.  In 
older  children  we  have  had  good  results 
with  the  use  of  basal  avertin  supplemented 
by  local  novocain.  The  inhalant  anes- 
thetics are  used  as  little  as  possible  in  the 
presence  of  active  or  subsiding  pneumonia. 

In  making  the  decision  to  operate  it  is 
important  to  remember  that  the  ear  drum 
may  not  be  very  abnormal  in  appearance, 
and  that  the  patient  may  have  little  or  no 
fever.  The  important  criteria  are  poor 
tissue  turgor  and  a falling  weight  curve. 

It  is  essential  to  combat  dehydration 
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acidosis  at  all  times  by  means  of  appro- 
priate fluid  administration.  This  is  par- 
ticularly necessary  before  and  after  any 
surgical  procedure.  Saline  and  glucose  or 
lactate  solution  should  be  given  as  often 
as  necessary  to  maintain  proper  tissue 
turgor.  Intravenous  injection  is  the  route 
of  choice;  where  veins  are  poor,  subcu- 
taneous or  intraperitoneal  saline  may  be 
used. 

Frequent  small  transfusions  are  in- 
dicated, either  of  whole  or  citrated  blood. 
We  feel  that  repeated  transfusions  of 


sixty  to  eighty-five  c.c.  every  two  or  three 
days  are  preferable  to  larger  amounts  at 
longer  intervals.  The  citrate  method  is 
favored  in  this  regard  as  suitable  small 
amounts  of  blood  may  be  added  to  saline 
infusions. 

It  is  to  be  hoped  that  the  above  meas- 
ures, perhaps  combined  with  a more  ef- 
fective serum  therapy,  will  help  to  dimin- 
ish the  mortality  of  one  of  the  commonest 
diseases  of  childhood. 

Post-Graduate  Medical  School  and  Hosp. 
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MASSENGILL  FINED  $16,800 


Samuel  Evans  Massengill  drew  a record 
fine  of  $16,800  after  he  pleaded  guilty  to 
charges  growing  out  of  seventy  deaths 
blamed  on  an  elixir  of  sulfanilamide,  at 
Greenville,  Tenn.,  on  October  3. 

Federal  Judge  George  C.  Taylor  imposed 
the  penalty  after  Massingill,  a drug  manu- 
facturer of  Bristol,  Tenn.,  entered  a plea  of 
guilty  on  112  of  the  166  counts  charging 
violation  of  the  Pure  Foods  and  Drug  Act. 

The  fine  represented  a $150  penalty  on 
each  of  the  112  counts,  and  District  At- 
torney James  B.  Frazier  said  it  was  the 
largest  ever  imposed  under  the  food  and 
drug  law. 


Massengill  was  ordered  to  pay  one-third 
immediately,  with  the  balance  to  be  paid 
within  thirty  days.  Judge  Taylor  dis- 
missed the  remaining  fifty-four  counts,  but 
Mr.  Fraier  said  sixty-two  similar  counts 
were  pending  in  the  Federal  district  court 
at  Kansas  City. 

Mr.  Frazier  said  the  principal  charge  was 
“adulteration  and  misbranding”  of  an  elixir 
of  sulfanilamide  manufactured  and  dis- 
tributed by  the  Massengill  Manufacturing 
Company. 

The  government  contended  that  this  medi- 
cine was  a contributing  factor  in  the  deaths 
of  more  than  seventy  persons  last  Fall. 


SULFANILAMIDE  IN  MENINGITIS 


The  lives  of  fifty-five  to  eighty  of  every 
100  sufferers  from  meningitis  caused  by  a 
streptococcus  are  now  saved  by  the  addition 
of  sulfanilamide  to  the  standard  surgical 
treatment  of  this  disease,  which  as  late  as 
three  years  ago  killed  nearly  all  its  victims, 
it  was  reported  on  October  18  before  the 
annual  clinical  congress  of  the  American 
College  of  Surgeons  at  the  Hotel  Waldorf- 
Astoria  in  New  York  City. 

The  report  was  presented  as  part  of  a 
symposium  on  the  surgery  of  the  ear,  nose 
and  throat  by  Dr.  Carl  H.  McCaskey  of 
the  Surgical  Department  of  Indiana  Uni- 


versity School  of  Medicine.  The  results  of 
the  treatment  were  characterized  by  Dr. 
McCaskey  as  “almost  unbelievable.” 


A million  youths  playing  football  in  our 
high  schools  and  colleges  throughout  the 
country  are  in  danger  of  injuries  that  will 
affect  them  all  their  lives  unless  competent 
medical  care  is  made  available  on  grid- 
irons, according  to  Dr.  Frederic  A.  Besley 
of  Waukegan,  111.,  retiring  president  of  the 
American  College  of  Surgeons. 
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No  prediction  is  ever  valid.  As  a mat- 
ter of  fact,  even  in  the  world  of  observ- 
able and  measurable  things,  validity  is 
but  a relative  concept.  Heraclitus,  the  re- 
nowned philosopher  of  ancient  Greece, 
questioned  the  very  possibility  of  stable 
knowledge  or  stable  ethics.  The  phe- 
nomena of  the  outer  world,  the  sensations 
of  our  inner  world,  and  we  ourselves,  as 
individuals,  are  undergoing  constant 
change.  “Panta  rei,”  everything  is  in 
a state  of  flux,  maintained  the  ancient 
philosopher.  “All  is  changing  save  the 
law  of  change.”  In  a world  conceived 
as  one  of  eternal  flux,  no  stability  is  pos- 
sible. If  that  was  applicable  to  the  Greece 
of  several  centuries  B.C.,  what  shall  we 
say  of  our  own  world,  in  which  changes 
occur  with  so  startling  and  ever-acceler- 
ating rapidity,  that  we  can  no  more  dif- 
ferentiate between  evolution  and  revolu- 
tion, between  fact  and  fancy,  between 
right  and  wrong?  What  today  is  still  in 
the  realm  of  dream  becomes  the  applied 
science  of  tomorrow;  what  was  cherished 
tradition  but  yesterday  will  be  looked 
upon  as  sentimental  gibberish  the  day 
after  tomorrow ; what  has  been  held 
sacred  for  centuries  becomes  ludicrous 
over  night.  Who,  under  such  conditions, 
would  undertake  to  cast  a horoscope? 

No  prediction  is  ever  valid.  It  is 
always  a guess,  and  the  wiser  the  guesser, 
the  more  observant  he  be  of  the  fickle 
nature  of  man,  the  more  experienced  he 
be  in  the  ways  and  vagaries  of  life,  the 
more  he  be  dominated  by  a love  for 
wisdom  rather  than  a desire  to  define  the 
ever  elusive  truth,  the  more  sensitive  his 
intuitive  perception  of  incomprehensive 
things — the  nearer  may  his  guess  fit  the 
pattern  he  endeavors  to  trace  on  the 
nebulous  web  of  the  future.  There  have 
been  few  such  men — occasionally  a great 
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philosopher,  a great  moral  teacher  or  a 
great  statesman  looms  up  on  the  horizon 
of  time  endowed  with  this  rare  gift  of 
sensing  the  trends  of  the  future. 

In  the  domain  in  which  we  are  profes- 
sionally concerned,  the  future  does  not 
seem  to  be  enwrapped  in  a thick  veil. 
For  one  thing,  the  hospital  as  a social 
institution  is  certain  to  survive;  it  is  by 
the  nature  of  things  one  of  the  most 
stable  bulwarks  of  our  civilization.  No 
one,  conservative  or  liberal,  fascist  or 
communist,  authoritarian  or  democrat, 
wants  to  abolish  it.  Even  the  most  ra- 
dical proposals  which  have  been  advanced 
of  late  for  the  enlargement  of  the  avail- 
ability of  medical  service  to  all,  do  not 
compare  in  revolutionary  scope  or  tenor 
with  the  measures  advocated  in  other 
domains  of  our  common  life.  Hence  the 
forecasts  in  this  field  can’t  lead  one  far 
astray,  and  that  is  why  I have  dared, 
with  the  meager  equipment  I possess, 
to  undertake  the  task  in  order  to  stim- 
ulate discussion  of  current  trends  in  the 
hospital  field. 

What  I have  to  say  must  needs  be 
sketchy,  with  no  elaboration  of  the  opin- 
ions expressed.  Otherwise,  I would  be 
presenting  a whole  treatise.  The  mater- 
ial available,  factual  material,  is  enormous 
and  lends  itself  to  many  and  various 
interpretations.  What  I present  here  is 
purely  a personal  opinion,  and  not  that 
of  any  organization  with  which  I may 
be  associated.  In  other  words,  I am 
speaking  for  no  one  but  myself. 

It  is  but  commonplace  to  say  that  the 
pattern  and  the  mode  of  operation  of  the 
hospitals  of  the  future  will  be  molded 
by  the  changes  which  will  take  place  in 
the  social  and  economic  organization  of 
society,  by  the  progress  which  medicine 
and  surgery  may  make,  and  by  the  hu- 
man relationships  which  will  be  de- 
veloped as  a result  of  political  evolution. 
One  thing  appears  reasonably  certain — 
that  as  long  as  mankind  continues  to 
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maintain  a civilized  state,  the  existence 
of  hospitals  is  assured.  I have  already 
ventured  the  opinion  that  of  all  exist- 
ing institutions  of  our  present  social 
order,  the  hospital  occupies  the  most 
stable  and  impregnable  position. 

There  is  also  no  doubt  that  the  con- 
tinuance of  the  present  crisis — which,  in 
a large  measure  is  due  to  political  unrest 
and  to  our  coming  of  age — may  lead  to 
as  profound  ultimate  socio-economic 
changes  as  those  which  followed  the 
Thirty  Years’  War,  the  Industrial  Revo- 
lution in  England,  or  the  French  Revolu- 
tion. Personally,  however,  I believe 
that  what  Professor  Demiashkevich  calls 
the  Apollonian  attribute  of  the  national 
mind  will  predominate  over  what  he  calls 
its  Dionysian  characteristic,  and  that  the 
forces  which  are  being  mustered  to  cause 
a volcanic  eruption  may  become  dis- 
sipated, and  the  present  crisis  pass  over 
as  merely  one  of  a series  in  a rather 
turbulent  economic  cycle.  It  is  inter- 
esting to  observe  how  often  throughout 
the  course  of  history  the  results  of  a 
social  uplift  become  disappointing  to 
those  who  endeavor  to  direct  the  en- 
gendered emotional  forces  into  channels 
which  they  believe  beneficial  to  society 
as  a whole,  or  to  certain  economic  groups. 
Life  has  its  own  laws  and  eludes  arti- 
ficial patterns  laid  out  for  it.  The  present 
crisis,  however,  has  probably  gone  far 
enough  to  bring  about  some  definite 
changes  in  economic  concepts  and  val- 
ues, which  will  modify  to  a degree  the 
existing  social  relationships.  The  welfare 
legislation  of  the  past  few  vears  will  no 
doubt  become  a permanent  fixture  of  our 
socio-economic  life,  although  it  will,  in 
time,  undergo  many  changes  and  modi- 
fications. I doubt,  however,  that  it  will 
lead  to  profound  improvements  in  the 
life  of  the  masses.  It  has  not  done  so 
in  Europe.  Abundant  and  satisfying  life 
has  deeper  roots  and  is  sustained  by  more 
substantial  nutriment  than  legislative  fiat. 

The  future  of  our  hospitals  will  be 
affected  to  a considerable  degree  by  the 
economic  and  social  welfare  legislation 
of  the  present  time,  and  by  the  large 
sums  of  money  which  are  being,  and 
will  continue  to  be  expended  for  public 
health  purposes,  and  as  direct  subsidies 
for  the  construction  of  new  hospitals  and 
the  enlargement  of  existing  institutions. 


The  expansion  of  public  health  work, 
with  its  present  emphasis  on  venereal 
diseases,  tuberculosis,  pneumonia,  and 
chronic  afflictions — for  which  no  effective 
preventive  measures  exist,  such  as  car- 
diac and  arteriovascular  diseases,  neuro- 
logical diseases,  nutritional  diseases,  can- 
cer, and  mental  aberrations — will  cause 
a redistribution  in  the  existing  ratios  of 
various  types  of  hospital  beds.  In  its 
modern  aspects,  public  health  activity  is 
often  indistinguishable  from  medical  care ; 
it  is  steering  away  from  its  original  en- 
vironmental moorings  and  it  is  pushing 
with  ever-accelerating  vigor  into  the  field 
of  hospital  and  clinic  service. 

The  line  of  demarcation  between  pre- 
ventive and  curative  medicine  is  often 
hard  to  discern,  and  as  I have  stated,  the 
encroachments  of  the  field  of  public  health 
on  the  domain  of  the  care  of  the  sick  have 
been  considerable,  and  may  become  even 
more  pronounced  in  the  future  unless 
steps  are  taken  in  the  current  stage  of 
evolution  to  secure  a proper  balance  be- 
tween the  two  overlapping  concerns.  The 
need  for  working  out  a satisfactory 
policy  of  distribution  of  responsibility  I 
had  occasion  to  discuss  in  an  address 
presented  a few  months  ago  under  the 
title  “Reorientation  in  the  Public  Health 
and  Hospital  Organization  Patterns  of 
our  Communal  Life,”  and  which  will  be 
published  in  the  New  York  State  Jour- 
nal of  Medicine  for  October  15.  I 
suggest  that  this  subject  of  interpenetra- 
tion be  made  a matter  of  special  joint 
study  on  the  part  of  the  American  Hos- 
pital Association  and  the  American  Pub- 
lic Health  Association. 

In  the  light  of  the  difficult  economic 
problems  of  survival  which  the  hospitals 
face  today,  the  governmental  subsidies 
for  capital  investment  in  hospitals  raise 
the  question  of  maintenance  of  the  added 
hospital  units.  There  is  little  likelihood 
that  the  existing  plus  the  projected  fu- 
ture hospital  facilities,  whether  rural  or 
urban,  whether  for  chronic  or  acute  con- 
ditions, would  be  supported  adequately 
by  tax  funds.  Government  maintenance 
of  hospitals  in  accordance  with  merely 
adequate,  not  optimum  standards,  would 
require  a considerable  addition  to  existing 
local  and  state  taxation.  Aside  from 
the  unwisdom  of  increasing  our  tax  bur- 
dens, the  extension  of  political  control, 
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which  full  or  partial  public  maintenance 
of  hospitals  would  entail,  is  likely  to 
cause  a slump  in  the  efficiency  which  we 
are  accustomed  to  expect  in  the  care  of 
the  sick.  My  prediction  is  that  the  tradi- 
tion which  has  been  established  for  the 
high  standards  of  hospital  work,  though 
very  young,  will  prevail  if  every  effort 
is  made  to  continue  the  independent  eco- 
nomic basis  of  voluntary  hospitals,  which 
have  always  been  pacesetters  in  the  evo- 
lution of  high  standards. 

It  is  my  belief  that  as  in  the  past, 
so  in  the  future,  the  major  support  of 
voluntary  hospitals  will  continue  to  come 
from  private  sources,  although  these 
sources  will,  in  the  future,  be  derived 
principally  from  mutual  associations 
created  for  meeting  the  contingencies  of 
illness,  and  to  a diminishing  degree  from 
charitable  benevolence,  donations  or  en- 
dowments. 

All  indications  point  to  the  budgeting 
of  sickness  needs  of  people  of  moderate 
means  as  the  established  order  of  the 
future,  just  as  the  buying  of  automobiles 
on  installment  is  the  prevailing  practice 
among  this  group  today.  The  great  ma- 
jority will  seek  insurance  indemnity  for 
their  illness  costs  from  the  proceeds  of 
insurance  premiums. 

A great  deal  of  trial  and  error  will  go 
on  before  the  most  satisfactory  way  has 
been  devised  for  adequate  social  financ- 
ing of  medical  and  hospital  care  of  sick- 
ness in  all  its  protean  manifestations. 
The  greatest  difficulties  that  will  be  en- 
countered will  be  the  time  element  of 
chronic  illness  and  the  working  out  of  an 
actuarial  basis  for  sickness  insurance 
rates.  Some  of  our  commonwealths  may 
be  rash  enough  to  try  out  compulsory 
state  insurance  schemes;  most  will  leave 
the  matter  to  voluntary  civic  experimenta- 
tion. My  prediction  is  that  eventually  a 
way,  or  ways,  will  be  found  for  meeting 
this  important  need  in  the  life  of  every- 
one through  the  principle  of  organized 
mutuality,  without  political  coercion  or 
bureaucratic  interference.  There  will, 
no  doubt,  always  be  a small  proportion  of 
the  population  which,  through  misfortune 
or  improvidence  or  the  shortcomings  of 
mind  or  body,  will  be  unable  to  partici- 
pate in  the  socialized  practice  of  budget- 
ing for  illness,  and  will  be  a charge  on 
the  community.  Only  to  that  extent  do 


I foresee  the  continuance  of  tax-main- 
tained medicine  in  this  country,  except  in 
public  health  work.  The  latter  has  been 
operated  on  the  principle  of  public  sup- 
port from  its  very  inception.  It  could  not 
have  been  developed  otherwise. 

Just  as  in  the  fields  of  government, 
industry,  agriculture,  business,  architec- 
ture, and  education,  the  national  genius 
of  this  country  has  evolved  original 
patterns  of  its  own,  so  it  will,  without 
doubt,  evolve  its  own  future  modes  of  or- 
ganization for  the  care  of  the  sick.  I do 
not  believe  that  the  forms  it  has  taken  in 
other  countries,  with  an  entirely  different 
social  and  political  background,  will  fit  our 
needs  or  our  psychology.  I predict  that  the 
type  of  medical  organization  which  our 
hospitals  of  the  future  will  evolve,  under 
the  universal,  or  almost  universal  mutual 
insurance  system  against  the  contingen- 
cies of  illness,  will  take  forms  unknown 
in  other  countries.  One  of  the  distin- 
guishing features  of  this  future  organiza- 
tion will  be  close  medical  teamwork,  well- 
remunerated  by  insurance  indemnity  and 
under  the  supervision  of  highly  qualified 
specialists,  which  will  redound  to  the 
benefit  of  all  classes  and  types  of  patients, 
and  which  will,  incidentally,  do  away  with 
those  temporary  excrescences  and  devia- 
tions from  proper  medical  procedure  and 
from  proper  ethical  behavior,  of  which  we 
have  heard  so  much  of  late. 

If  the  insurance  principle  of  meeting 
sickness  costs  becomes  as  universal  as  I 
predict,  remuneration  of  physicians  for 
the  care  of  the  sick  will  be  derived  from 
the  proceeds  of  insurance  premiums, 
while  those  serving  in  municipal  and 
county  hospitals  will  be  paid  salaries,  as 
is  the  practice  at  the  present  time  in  state 
or  federal  hospitals.  The  payment  of 
physicians  for  their  hospital  and  clinic 
work  will  not  be  free  from  certain  clear- 
ly discernible  disadvantages,  and  the 
physicians  of  the  future  will  not  find 
it  an  unmixed  blessing. 

With  the  growth  of  general  budgeting 
for  illness  will  come  a considerable  cur- 
tailment of  outpatient  work  in  private 
hospitals.  The  clinic  practice  will  con- 
tinue principally  in  tax-maintained  insti- 
tutions and  teaching  centers.  These  out- 
patient departments  of  tax-supported  in- 
stitutions will  serve  also  as  centers  of 
administration  of  domiciliary  medical 
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care  for  indigents.  I visualize  a large 
scale  organization  of  home  care  of  the 
poor  to  relieve  the  pressure  on  the  mu- 
nicipal and  county  hospitals,  and  its  close 
association  with  the  administration  of 
public  ambulances — terrestrial  and  aerial, 
with  social  work  and  with  public  assist- 
ance. 

I like  to  believe  also  that  in  the  interests 
of  public  health,  as  well  as  of  efficiency 
and  economy  of  treatment,  the  country 
will  be  studded  with  suburban  prevent- 
oria  and  convalescent  homes,  maintained 
by  both  insurance  associations  and  public 
authorities. 

I foresee  that  with  the  general  adop- 
tion of  the  principle  of  insurance,  the 
control  of  voluntary  hospitals  will  pass 
from  the  hands  of  trustees  into  those  of 
the  insurance  associations.  With  the  shift 
in  ownership  of  voluntary  hospitals  will 
come  many  changes  of  organization,  and 
among  these  will  be  changes  in  the  pres- 
ent mode  of  selection  of  hospital  admin- 
istrators. There  will  be  a standardiza- 
tion of  requirements  as  to  experience  and 
professional  training.  The  type  of  peo- 
ple who  will  constitute  the  American  Hos- 
pital Association  a hundred  years  hence 
will  be  quite  different  from  what  it  is 
today.  There  will  be  fewer  colorful  per- 
sonalities, less  interesting  talk,  fewer 
viewpoints,  and  more  discussion  of  rou- 
tine procedures. 

The  hospitals  of  the  future  will  be 
linked  to  each  other  more  closely  than 
they  have  been  in  the  past.  They  will 
constitute  cells,  so  to  speak,  in  the  large 
beehive  of  hospital  activity.  Such  close 
integration  will  result  in  economies,  and 
may  perhaps  be  more  conducive  than  the 
present  independent  status  to  the  under- 
taking of  research  problems  on  a large 
scale.  It  may,  however,  prove  detrimental 
to  the  free  play  of  scientific  spirit,  that 
indefinable  gift  of  the  gods  which  withers 
in  certain  atmospheres. 

In  other  words,  I foresee  a little  more 
regimentation  than  I like  to  visualize  for 
institutions  so  vital  as  hospitals.  By  the 
same  token  I can  foresee  the  elimination 
of  waste,  the  wise  distribution  of  hos- 
pital facilities,  the  full  utilization  of  ex- 
isting resources,  and  the  more  effective 
enforcement  of  discipline.  I visualize  with 
particular  satisfaction  the  possibility  of 
collecting  from  a well-integrated  string 


of  hospitals  complete  pathometric  data, 
of  value  not  only  to  medicine  and  ad- 
ministrative management,  but  also  to 
social  biology  and  social  ecology,  to  vital 
statistics  and  insurance. 

I can  visualize  the  disappearance  of 
competitive  economic  or  financial  prac- 
tices, the  passing  of  which  no  one  will 
regret,  and  also  the  possible  diminution 
of  competition  or  emulation  in  scientific 
achievement,  which  may  tend  to  level  off 
toward  mediocrity. 

The  planning  and  construction  of  hos- 
pitals in  the  future  will  differ  radically 
from  what  they  have  been  in  the  blighted 
era  of  congestion  of  city  populations.  I 
foresee  that  with  the  impetus  with  which 
city  planning  will  proceed  in  the  future, 
the  skyscraper  hospital  will  yield  its  place 
to  smaller  and  less  compact  units.  I visu- 
alize large  civilian  hospitals  in  the  future 
only  in  connection  with  university  or 
other  recognized  formal  teaching  centers. 

In  the  course  of  this  brief  paper  I have 
mentioned  only  some  phases  of  possible 
future  evolution  of  hospitals,  and  have 
left  out  many  others.  I have  listed  only 
those  which  appear  to  me  as  the  more 
significant  ones,  and  I have  not  hesitated 
to  express  my  own  views  as  to  the  desir- 
ability or  undesirability  of  certain  modern 
trends  and  tendencies,  with  a view  of 
arousing  you  to  a discussion  as  to  which 
of  the  existing  values  are  worth  preserv- 
ing, and  as  to  the  ways  and  means  by 
which  the  preservation  of  these  values 
could  be  secured.  I,  for  one,  have  no  fear 
of  the  future.  I believe  in  the  ultimate 
predominance  of  rationality  in  the  human 
race,  in  spite  of  the  only  too  numerous 
past  and  present  relapses  of  mass  be- 
havior from  the  line  of  rational  procedure. 
The  trajectory  of  human  development 
has  ever  been  a jagged  one,  and  it  is 
reasonably  safe  to  predict  that  it  will 
never  be  smooth,  but  it  behooves  those 
of  us  who  are  interested  in  the  future  to 
prevent  its  present  course  from  too 
groggy  deviations  from  reason.  There 
is  too  much  at  stake  to  let  the  future  be 
of  no  concern  to  its  present  trustees,  and 
no  momentary  advantage  or  temporary 
easement  should  be  allowed  to  distort  the 
age-long  course  and  fine  traditions  of  our 
hospital  world. 
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In  October  1936,  Myerson  described  the 
effects  of  benzedrine  on  the  autonomic 
nervous  system.1  At  that  time  the  stud- 
ies were  begun  on  three  postencephalitic 
Parkinsonian  cases  to  determine  if  they 
could  be  roused  from  their  lethargy  by 
the  use  of  this  drug.  I shall  not  report 
on  these  effects,  as  I was  mainly  inter- 
ested in  the  effect  on  the  peripheral  vas- 
cular system.  Having  obtained  a marked 
effect  on  this  system  in  these  patients, 
who  did  not  have  peripheral  vascular 
disease,  I was  curious  to  see  the  effect 
of  this  drug  on  four  cases  of  arterio- 
sclerosis. I found  the  results  to  be  almost 
the  same  as  in  the  Parkinsonian  group, 
namely,  a rise  in  blood  pressure,  a slowing 
of  the  pulse,  and  a drop  in  the  skin  sur- 
face temperature. 

I now  had  definite  proof  that  when  a 
potent  drug  is  given — one  causing  vaso- 
constriction— there  is  also  a definite  drop 
in  skin  surface  temperature,  regardless 
of  the  condition  of  the  peripheral  ves- 
sels. 

I therefore  proceeded  to  test  these 
same  patients  to  cigarette  smoking  and 
observe  the  effect  on  skin  surface  tem- 
perature. In  addition  to  the  above  seven 
cases  which  were  tested  with  benzedrine 
and  cigarettes,  I tested  nine  other  cases 
for  cigarette  smoking  only — four  of 
thromboangiitis  obliterans  and  five  normal 
healthy  adults. 

Method  of  procedure:  I followed  the 

technic  of  Maddock  and  his  coworkers.2 
The  extremities  were  exposed  for  a half 
hour  to  room  temperature,  and  thermo- 
couple readings  were  taken  for  the  next 
half  hour  with  the  Taylor  Dermatherm. 

In  the  case  of  benzedrine,  the  blood 
pressure  and  pulse  readings  were  also 
taken  before  the  administration  of  the 


These  studies  were  carried  out  in  part  at  the 
Hebrew  Home  for  Chronic  Invalids,  with  the 
assistance  of  Dr.  Jeanette  Sackheim  and  Dr. 
Samuel  M.  Gurvitch.  The  rest  of  the  work  was 
done  in  the  Peripheral  Vascular  department 
of  the  Bronx  Hospital. 


drug.  The  drug  was  then  given  at  the 
end  of  one  hour  exposure  to  room  tem- 
perature, and  blood  pressure,  pulse,  and 
temperature  readings  were  taken  subse- 
quently at  half  hour  periods.  The  tem- 
perature readings  were  taken  bilaterally 
on  the  dorsum  of  the  big  toe  near  the  base 
of  the  nail. 

In  the  cigarette  tests,  the  patient  was 
given  two  standard  brand  cigarettes  to 
smoke  at  the  end  of  one  hour  exposure 
to  room  temperature.  Thermocouple 
readings  were  taken  every  five  minutes 
for  forty  to  sixty  minutes,  bilaterally, 
(1)  on  the  dorsum  of  both  big  toes  near 
the  nail,  (2)  on  the  dorsum  of  the  middle 
fingers  near  the  nail,  and  (3)  at  the 
malar  regions  of  the  face.  Rectal  tem- 
peratures were  taken  before  and  after 
the  test.  The  room  temperatures  were 
constant  during  most  of  the  experiments, 
and  only  occasionally  fluctuated  1°  C. 

The  patients  were  instructed  to  smoke 
in  their  usual  manner,  and  to  inhale  if 
they  were  natural  inhalers.  In  other 
words,  I did  not  attempt  to  produce  any 
abnormal  symptomatic  effects  from  exces- 
sive deep  inhalation  of  tobacco  smoke,  such 
as  nausea,  dizziness,  and  palpitation.  I 
conducted  these  experiments  to  conform 
with  the  usual  method  of  smoking  by  that 
particular  patient,  in  an  attempt  to  see 
the  effect  of  cigarette  smoking  under 
normal  conditions. 

Three  cases  of  postencephalitic  Park- 
insonian disease  were  given  sixty  to 
eighty  Mg.  of  benzedrine  sulfate.  The 
systolic  blood  pressure  rose  in  all  three 
cases,  the  pulse  slowed  in  two,  and  the 
skin  surface  temperature  showed  a defi- 
nite drop  in  all  three,  although  the  room 
temperature  remained  constant. 

Four  cases  of  general  arteriosclerosis 
were  given  twenty  to  fifty  Mg.  of  benze- 
drine sulfate.  The  blood  pressure  rose  in 
all  four  cases,  the  pulse  slowed  in  three, 
and  the  skin  surface  temperature  dropped 
in  three.  There  was  no  relation  between 
the  quantitative  rise  of  systolic  pressure 
to  the  quantitative  drop  in  skin  surface 
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temperature  in  any  of  the  seven  cases  just 
mentioned. 

The  three  Parkinsonian  cases  were  then 
tested  to  cigarette  smoking,  and  skin  sur- 
face temperature  readings  were  taken. 
The  tremors  in  two  cases  did  not  permit 
finger  readings.  In  the  big  toe  bilaterally, 
two  showed  a drop,  and  the  third  showed 
a rise  in  temperature.  The  one  case 
with  finger  readings  showed  a rise  in  tem- 
perature. In  the  cheek  there  was  a 
uniform  rise  except  for  one  case  that 
showed  a unilateral  drop.  In  other  words, 
the  skin  surface  temperature  showed  no 
consistent  effect  such  as  was  obtained 
with  benzedrine.  It  showed  no  effect 
from  which  one  could  draw  any  conclu- 
sions. 

When  the  four  cases  of  general 
arteriosclerosis  were  tested  to  cigarette 
smoking,  no  consistent  effect  on  the  skin 
surface  temperature  was  found.  There 
was  no  relation  between  the  quantity  of 
cigarettes  smoked  daily  and  the  effect 
on  the  skin  surface  temperature.  The 
amount  of  peripheral  vascular  involve- 
ment was  also  no  factor,  for  in  the  case 
of  M,  who  smoked  twenty  cigarettes  daily, 
inhaled,  and  showed  marked  rubor  and 
pallor,  the  skin  surface  temperature  rose 
in  the  fingers  and  toes.  W,  who  had 
had  a mid-thigh  amputation,  and  an  ab- 
sent dorsalis  pedis  and  posterior  tibial 
pulsations,  showed  a rise  in  temperature 
in  the  toe  of  the  remaining  extremity. 

There  were  five  cases  as  normal  con- 
trols for  cigarette  testing.  They  were 
cases  with  no  demonstrable  evidences  of 
peripheral  vascular  disease.  There  were 
three  males  and  two  females.  Three  out 
of  five  showed  a drop  in  temperature  in 
both  toes,  one  showed  a rise  in  both  toes, 
and  the  other  showed  a rise  in  one  toe 
and  a drop  in  the  other  toe.  The  fingers 
showed  a drop  in  four  on  the  right,  and 
three  on  the  left.  The  cheek  showed 
rises  in  two  on  the  right  side,  but  all  five 
cases  showed  a rise  in  the  left  cheek. 

In  the  case  of  these  “normals,”  there 
was  no  definite  consistency  of  the  effect 
of  cigarette  smoking  on  skin  surface 
temperature.  Neither  was  there  any  rela- 
tion between  the  amount  of  smoking,  and 
the  effect  obtained  in  the  test.  One  case 
(I.G.),  who  showed  a drop  in  tempera- 
ture in  the  toes  and  fingers,  was  a 
jejunal  ulcer,  a patient  who  was  subject  to 


marked  vasomotor  reactions  to  any  stim- 
ulus. 

Four  cases  of  thromboangiitis  obliterans 
were  also  tested  to  cigarette  smoking.  The 
ages  varied  from  twenty-seven  to  forty- 
three.  A.S.  had  an  infection  of  one  big 
toe,  and  B.B.  had  gangrene  of  the  left 
third  and  fourth  toes.  The  other  two 
cases  had  no  trophic  disturbances,  but 
H.M.  had  had  an  attack  of  coronary 
thrombosis  about  six  months  prior  to  the 
test.  This  attack  was  proven  by  electro- 
cardiographic records  taken  at  the  Mount 
Sinai  hospital. 

The  two  severe  cases  with  infection 
and  gangrene  showed  no  drop  in  the  tem- 
perature of  the  extremities,  but  rather 
a rise,  whereas  the  other  two  cases  tended 
toward  a drop  in  temperature  of  the  ex- 
tremities. 

It  is  evident,  therefore,  that  even  in 
these  cases  of  thromboangiitis  obliterans, 
there  was  no  consistency  in  the  effect  of 
cigarette  smoking  on  the  skin  surface  tem- 
perature. These  cases,  in  particular,  have 
been  considered  sensitive  to  cigarette 
smoking,  and  the  effect  has  been  attribu- 
ted to  a drop  in  skin  surface  temperature. 
There  may  be  a relation  between  cigarette 
smoking  and  thromboangiitis  obliterans, 
but  whatever  it  is,  it  is  not  a drop  in 
skin  surface  temperature  per  se.  Clinical 
improvement  has  been  reported  in  throm- 
boangiitis obliterans  following  cessation 
of  smoking,  but  one  must  remember  that 
other  methods  of  treatment  had  been  in- 
stituted at  the  same  time,  such  as  intra- 
venous medication,  postural  exercises, 
thermal  baths,  and  occasionally  bed 
rest.  When  a patient  digresses  from  the 
course  of  treatment,  resumes  smoking,  and 
finally  returns  to  the  clinic  unimproved 
or  even  worse,  one  must  be  careful  in 
evaluating  the  smoking  factor. 

Summary 

Seven  cases  comprising  three  Parkin- 
sonian and  four  arteriosclerotics  were 
given  benzedrine  sulfate,  causing  a rise 
in  systolic  blood  pressure  in  all  cases,  a 
slowing  of  the  pulse  in  five  cases,  and  a 
drop  in  skin  surface  temperature  in  six. 

Skin  surface  temperature  readings 
were  taken  following  the  smoking  of 
cigarettes  in  sixteen  cases — three  Parkin- 
sonian, four  arteriosclerotics,  four  throm- 
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boangiitis  obliterans,  and  five  normal 
cases.  In  no  group  of  these  cases,  was 
there  any  consistent  effect  produced  on 
the  skin  surface  temperature. 

Comment 

A drug  capable  of  causing  peripheral 
vasoconstriction,  causes  a drop  in  skin 
surface  temperature  almost  consistently. 


Benzedrine  sulfate  is  such  a drug.  Ciga- 
rette smoking  does  not  produce  this  re- 
sult consistently,  and  cannot  be  classed  in 
the  vasoconstrictor  category. 

1188  Grand  Concourse 
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CHRONIC  TETANY  WITH  CHARACTERISTIC 
ROENTGEN-RAY  FINDINGS 

William  B.  Rawls,  M.D.,  F.A.C.P.,  New  York  City 


The  literature  contains  numerous  articles 
on  the  relationship  between  gastrointes- 
tinal disturbances  and  hypoparathyroid- 
ism, but  only  a few  discuss  Roentgen-ray 
studies.  Pendergrass  and  Comroe1  recently 
reported  a case  of  chronic  idiopathic 
tetany  with  characteristic  Roentgen-ray 
findings  and  reviewed  the  literature. 
The  following  case  is  reported  because  it 
confirms  the  findings  of  these  authors  and 
because  of  our  conviction  that  this  disease 
is  often  incorrectly  diagnosed. 

R.  B.,  Italian  female,  age  thirty-six,  mar- 
ried eleven  years,  no  children,  was  first  seen 
May  6,  1936.  Family  history  and  past  his- 
tory unimportant.  Chief  complaints  were 
diarrhea,  nervousness,  and  fatigue.  The 
diarrhea  began  two  years  previously,  dur- 
ing a severe  illness  of  her  father.  At  first 
there  were  three  to  four  bowel  movements 
each  day  but  they  gradually  became  more 
frequent  until  there  were  from  ten  to  twenty 
movements  daily,  accompanied  by  severe 
abdominal  cramps,  tenesmus,  and  consid- 
erable mucus,  but  no  blood.  There  was 
occasional  nausea,  but  no  vomiting  and  the 
appetite  was  poor.  There  seemed  to  be  no 
relation  to  the  food  intake.  The  fatigue  and 
drowsiness  gradually  increased  until  there 
was  almost  complete  exhaustion  after  slight 
exertion.  There  was  slight  dyspnea,  but  no 
edema  of  the  feet  or  ankles.  The  patient 
was  extremely  nervous  with  anxious  facies 
and  sunken  eyes  and  had  great  difficulty  in 
sleeping.  The  weight  had  dropped  from  115 
to  100  pounds  during  the  previous  two  years. 
Low  residue,  diet,  colonic  irrigations,  medi- 
cated enemas,  medication  by  mouth,  etc., 
had  been  given  for  colitis. 

The  patient  was  underweight  and  asthenic. 
The  head,  neck,  and  throat  were  normal. 


The  heart  and  lungs  were  negative.  The 
blood  pressure  was  105/70.  The  pulse  rate 
was  eighty,  with  regular  rhythm  and  good 
volume.  The  liver  and  spleen  were  normal. 
There  was  slight  tenderness  on  palpation 
over  the  cecum  and  sigmoid  flexure  of  the 
colon.  The  extremities  were  normal.  The 
reflexes  were  somewhat  hyperactive  through- 
out. Trousseau  and  Chvostek  signs  were 
positive. 

Laboratory  findings:  Serum  calcium  6.8 
Mg.  per  100  c.c.  Blood  phosphorus  2.8  Mg. 
per  100  c.c.  The  feces  contained  a marked 
amount  of  fatty  acid  crystals  but  no  fat 
globules.  Basal  metabolic  rate  was  plus 
eleven.  The  congo  red  test  was  normal,  indi- 
cating the  absence  of  amyloidosis. 

Roentgen-ray  examination : The  duodenum 
showed  considerable  dilatation  throughout, 
and  the  jejunum  resembled  many  short 
lengths  of  sausages,  with  moderate  dilata- 
tion and  many  fluid  levels  when  the  patient 
was  standing  (Fig.  1).  The  barium  re- 
mained in  the  jejunum  longer  than  usual. 
At  1 ^4  hours  it  was  still  on  the  left  side  of 
the  abdomen.  At  two  hours  most  of  the 
barium  was  on  the  right  side.  At  Ax/2  hours 
almost  all  the  barium  was  in  the  lower  ileum, 
and  at  seven  hours  the  distribution  was  not 
materially  changed.  Ordinarily  at  seven 
hours  the  small  intestine  is  empty,  and  the 
right  side  of  the  colon  is  filled.  In  this 
patient  the  barium  had  apparently  just 
reached  the  cecum  by  this  time.  The  dis- 
tribution at  twenty-four  hours  was  normal. 
Barium  was  scattered  throughout  the  colon 
in  fine  and  coarse  spots,  indicating  that  the 
physical  conditions  in  the  colon  produced 
an  abnormal  mixture  of  barium  and  colonic 
contents  (Fig.  2).  The  same  spotting  was 
seen  in  the  residue  from  the  barium  meal  as 
it  shone  through  the  enema  suspension. 
Enema  films  showed  that  the  patient  had  a 
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very  large  sigmoid  and  an  incompetent  ileo- 
cecal valve.  The  appendix  could  not  be 
seen  clearly;  there  was  no  regional  tender- 
ness. A film  after  evacuation  showed  no 
ptosis  of  the  flexures  or  the  cecum.  Much 
barium  passed  into  the  ileum.  The  expul- 
sive function  of  the  colon  was  good.  Dr. 
Ramsay  Spillman,  who  made  the  Roentgen- 
ray  examination,  called  attention  to  the  sim- 
ilarity of  the  upper  intestinal  findings  in  this 
case  with  those  described  by  Pendergrass 
and  Comroe1  in  a case  of  chronic  idiopathic 
tetany. 

Calcium  balance  studies  were  not  done. 
Calcium  gluconate  gr.  XL  by  mouth  t.i.d. 
was  begun  on  May  18.  On  May  25,  she 
reported  having  only  four  or  five  bowel 
movements  daily  and  a marked  lessening  of 
fatigue.  The  weight  had  increased  three 
pounds  and  she  felt  better  than  for  six 


Fig.  1 


months.  On  June  8,  she  reported  that  there 
had  been  no  diarrhea  since  the  previous 
visit  and  had  gained  a total  of  5.5  pounds. 
The  patient  was  referred  to  her  family 
physician  for  further  treatment.  There  was 
apparently  some  relapse  and  he  instituted 
intravenous  calcium  chloride  therapy  in  ad- 
dition to  calcium  by  mouth.  Following  this, 
she  again  improved  and  became  symptom - 
free. 

She  remained  under  the  care  of  her  family 
physician  and  was  not  seen  again  until 
March  24,  1937.  She  had  remained  symp- 
tom-free while  taking  calcium  but  felt  so 
well  that  she  omitted  the  medication.  Two 
weeks  later  she  began  to  have  three  or  four 
stools  daily.  On  resuming  the  calcium,  how- 
ever, the  symptoms  again  disappeared.  There 
was  a total  gain  of  ten  pounds  in  weight. 
There  was  less  fatigue  and  nervousness  and 


Fig.  2 

the  abdominal  cramps  had  ceased.  The  gen- 
eral physical  condition  was  markedly  im- 
proved. Trousseau  and  Chvostek  signs  were 
still  weakly  positive.  There  was  no  ab- 
dominal soreness.  The  laboratory  findings 
were  as  follows : Blood  sugar  95.2  Mg.  per 
100  c.c.,  urea  N.  8.9  Mg.  per  100  c.c.,  cal- 
cium 8.0,  and  inorganic  phosphorus  2.36 
Mg.  per  100  c.c.  of  blood.  Icterus  index  4.4. 
Phosphatase  activity  3.56  Bodanzky  units. 
Congo  red  test:  Four  minutes,  8.5  per  cent; 
one  hour,  7.2  per  cent.  This  is  not  an  ap- 
preciable retention  and  eliminates  the  diag- 
nosis of  amyloidosis.  Roentgen-ray  exam- 
ination revealed  the  distal  duodenum  changed 
but  little  in  appearance  since  the  previous 
examination,  and  the  most  proximal  loops 
of  the  jejunum  still  were  somewhat  dilated, 
but  when  these  films  were  compared  with 
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those  of  May  11,  1936,  the  jejunum  just  past 
the  most  proximal  loops  looked  more  nearly 
normal  than  previously  (Fig.  3).  These 
findings  suggested  that  the  small  intestine 
was  returning  to  normal  from  distal  to 
proximal. 

Discussion 

In  the  case  reported  by  Pendergrass  and 
Comroe1  there  was  some  reduction  in  the 
dilatation  of  the  small  intestine  after  the 
administration  of  calcium.  There  was 
also  some  retention  of  the  congo  red  in 
their  case  but,  in  view  of  the  fact  that 
there  was  improvement  following  calcium 
therapy,  they  believed  that  the  condition 
was  due  to  chronic  tetany  and  not  to 
amyloidosis.  There  was  no  retention  of 
the  congo  red  in  the  case  reported  in  this 
paper,  thus  eliminating  the  diagnosis  of 
amyloidosis. 

One  of  the  outstanding  changes  occur- 
ring in  tetany  is  hyperexcitability  of  the 
nervous  system.  Higgins2  has  observed  at 
operation  obliterative  spasms  of  the  small 
intestine.  The  removal  of  calcium  from 
the  system  produces  an  increased  muscu- 
lar irritability  and  one  would  expect  to 
find  a spastic  intestinal  tract  rather  than 
the  type  described  in  this  paper.  These 
findings,  however,  may  be  due  to  a spasm 
of  certain  sphincter  regions  with  dilata- 
tion of  the  loops  above  and  proximal  to 
the  region  of  the  constriction.  Sheldon 
et  al3  have  suggested  that  the  large  colon 
found  in  megacolon  may  be  the  result  of 


contracture  of  the  sphincter  regions  with 
dilatation  of  sections  proximal  to  this. 

The  marked  improvement  occurring 
after  calcium  medication  in  our  case  would 
tend  to  support  the  theory  that  the  symp- 
toms were  due  to  tetany  but  no  underly- 
ing or  predisposing  factor  could  be  found. 

The  long  history  and  varied  treatments 
received  are  suggestive  of  the  difficulty 
encountered  in  the  treatment  of  these  pa- 
tients. This  suggests  the  importance  of 
serum  calcium  determinations  on  all  pa- 
tients with  chronic  diarrhea.  Two  other 
patients  with  chronic  tetany  and  periodic 
attacks  of  diarrhea  have  been  observed, 
but  the  Roentgen-ray  findings  were  not 
characteristic. 

Conclusions 

1.  A case  of  chronic  tetany  of  unknown 
origin  with  unusual  Roentgen-ray  findings 
of  the  intestinal  tract  is  reported. 

2.  The  Roentgen-ray  findings  were 
marked  dilatation  of  the  duodenum  and 
small  intestine  with  marked  stasis  and 
abnormal  mixing  of  barium  and  intestinal 
contents  in  the  colon. 

3.  Large  doses  of  calcium  are  re- 
quired for  improvement. 

115  E.  61  St. 
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ANESTHESIA  COST  CUT  NINETY  PER  CENT 


A new  “absorption  technic”  that  makes 
it  possible  to  keep  a patient  asleep  during 
an  operation  by  giving  him  the  same  anes- 
thetic over  and  over  again  was  described 
on  October  17  before  300  delegates  from  all 
parts  of  this  country  and  fourteen  foreign 
nations  at  the  seventeenth  annual  Congress 
of  Anethetists  in  New  York  City  by  Dr. 
Geoffrey  Kaye.  This  “rebreathing  process” 
has  reduced  the  cost  of  using  this  type  of 
anesthetic  from  about  $5  an  hour  to  47 
cents,  it  was  explained. 

The  “absorption  technic”  makes  it  pos- 
sible to  give  anesthesia  to  any  one  who 
needs  it,  regardless  of  cost,  Dr.  Kaye  added. 
Its  development  promises  to  be  the  greatest 
single  achievement  of  the  present-day 
science  of  anesthesia  study,  he  asserted. 


The  new  process  depends  for  its  efficacy 
upon  the  apparatus  that  squeezes  all  car- 
bon dioxide  out  of  the  gas.  The  patient 
on  the  operating  table  breathes  and  re- 
breathes the  anesthetic  in  a circle,  but  the 
carbon  dioxide  that  he  expels  is  eliminated 
from  the  gas  by  a soda  lime  mixture  before 
the  gas  reaches  him  again. 


A Berlin  cable  reports  that  the  Nazi  Com- 
missioner of  Medical  Journalism  has  ruled 
that  German  medical  journals  no  longer 
may  accept  articles  by  Jewish  physicians. 
The  order  added  that  “our  German  doctors 
will  subscribe  to  foreign  journals  only  if 
they  are  published  by  Aryan  publishers  and 
edited  by  Aryan  doctors.” 
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EDITORIALS 


Proposal  or  Command? 

I.  S.  Falk  and  other  members  and 
agents  of  the  Federal  Social  Security 
Board  insist  that  the  program  submitted 
to  the  National  Health  Conference  was 
merely  a “recommendation”  for  further 
study  and  discussion  and  not  a basis  for 
early  legislative  action.  Nevertheless, 
various  officials  and  protagonists  of  the 
Administration  are  busy  trying  to  sell  this 
program  to  the  public  without  analysis 
of  possible  flaws  or  study  of  other 
schemes. 

The  picture  of  the  National  Health 
Conference  as  a forum  for  free  and  open 
discussion  is  more  than  a little  misleading. 
No  plan  but  the  Government’s  was  pre- 
sented and  there  were  no  opportunities 
for  critical  analysis  or  discussion  of  that. 

While  certain  features  of  the  program 
submitted  were  commendable  and  won 
the  approval  of  all  present,  others  were 
too  controversial — and  still  others  too 
nebulous — for  immediate  acceptance.  It 
is  hard,  for  example,  to  agree  to  the 
appropriation  of  vast  sums  of  tax  money 
for  a ten-year  plan  that  has  not  yet  been 
formulated  except  in  the  most  general 
terms.  Such  procedure  appears  to  set 
more  store  by  the  act  of  planning  than 
by  the  merits  of  a given  plan.  As  E.  H. 
Lewinski-Corwin,  Executive  Secretary 
of  the  Committee  on  Public  Health  Re- 


lations of  The  New  York  Academy  of 
Medicine,  recently  wrote  in  this  journal: 
“Planning  is  most  desirable  as  a mental 
discipline;  catastrophic  when  it  becomes 
a fetish.” 

The  medical  situation  in  this  country 
is  not  sufficiently  urgent  to  warrant  the 
ramming  through  of  a half-baked  Federal 
program  which  would  completely  alter 
the  complexion  of  American  medical  prac- 
tice and  destroy  its  most  desirable  fea- 
tures. The  existing  system  is  flexible 
enough  to  provide  for  the  gross  medical 
needs  of  the  population  while  improved 
methods  of  distribution  are  being  worked 
out.  Certainly  compulsory  sickness  insur- 
ance has  nowhere  yielded  results  justify- 
ing abandonment  of  the  American  system, 
which  maintains  the  highest  medical 
standards  in  the  world. 


Open  Door 

A resolution  approved  by  the  Ameri- 
can Hospital  Association  at  its  Dallas 
session  opens  the  door  to  mote  extensive 
cooperation  between  the  hospitals  and 
physicians  of  the  country  in  the  estab- 
lishment of  group  payment  plans  for 
medical  care.  What  distinguishes  this 
resolution  from  other  proffers  of  coopera- 
tion in  the  past,  is  the  acknowledgment 
of  certain  specific  principles,  endorsed  by 
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organized  medicine,  as  essential  to  the 
maintenance  of  proper  standards  under 
periodic  payment  schemes. 

Among  these  principles  the  resolution 
stresses  free  choice  of  physician  and  hos- 
pital, equitable  payment  to  both,  the  de- 
termination of  the  nature  and  extent  of 
benefits  by  both,  and  the  maintenance  of 
separate  finances  and  reserves  for  hos- 
pital care  and  medical  service.  It  also 
calls  for  sound  financial  and  accounting 
practices  and  dignified  promotion  and 
administrative  methods. 

With  agreement  upon  these  principles, 
it  should  be  possible  to  formulate  a group 
hospitalization  plan  which  would  not  only 
provide  for  the  needs  of  a far  larger 
class  than  present  schemes,  but  offer 
more  complete  benefits.  The  phenomenal 
growth  of  hospital  service  plans  all  over 
the  country  in  the  past  few  years  refutes 
I.  S.  Falk’s  recent  deprecatory  remarks 
on  the  value  of  voluntary  insurance 
efforts.  If  these  plans  can  be  expanded 
to  include  a larger  section  of  the  low  in- 
come population  and  provide  medical  care 
as  well  as  hospitalization,  they  will  pro- 
vide for  much  the  same  class  for  which 
bureaucratic  compulsory  schemes  are  now 
urged. 

There  is  no  excuse  for  political  con- 
trol of  medical  service  as  long  as  private 
enterprise  shows  itself  able  and  willing 
to  cope  with  public  needs.  The  volun- 
tary hospitals  and  private  practitioners 
of  the  country  are  bringing  hospitaliza- 
tion and  adequate  medical  care  within 
the  reach  of  ever-increasing  sections  of 
the  working  population.  Until  they  ex- 
haust their  efforts,  governmental  medical 
services  should  be  limited  to  the  control 
of  communicable  diseases,  mass  sanita- 
tion, prophylaxis  and  education,  and  the 
provision  of  adequate  facilities  for  the 
care  of  the  indigent  and  medically  in- 
digent, wherever  possible  by  their  own 
doctors. 


Abuse  of  Bromide  Medication 

From  reports  in  the  literature,  there 
appears  to  be  a decided  upward  trend  in 


the  incidence  of  psychogenic  disorders. 
In  the  treatment  of  these,  the  bromides 
figure  prominently,  not  only  in  the  hands 
of  the  physician  but  in  the  numerous 
proprietary  remedies  sold  for  nervous 
disorders.  The  drug  is  either  prescribed 
or  taken  independently  by  the  patient 
more  or  less  as  a matter  of  routine,  with 
little  thought  of  the  possibility  of  bromide 
intoxication.  The  incidence  of  cumula- 
tive toxic  effects  of  the  bromides  is  about 
one  out  of  five.1 

The  aspects  of  bromide  intoxication 
are  not  widely  realized  or  recognized. 
The  symptoms  vary  in  extent  and  sever- 
ity but  disorientation,  incoordination, 
acne,  and  furred  tongue  are  usually  pres- 
ent. Maniacal  and  delirious  states  have 
been  recorded  and,  if  additional  bromide 
is  administered  to  control  these,  there 
will  be  a vicious  cycle  established. 

The  toxic  effects  are  the  result  of  a 
disturbed  relation  in  the  chloride  con- 
tent of  the  blood.  In  order  to  maintain 
a balance  between  the  chloride  and 
bromide  in  the  blood,  about  four  times 
as  much  of  the  former  must  be  taken 
daily.  Blood  bromide  values  of  more 
than  100  Mg.  per  100  c.c.  should  be  re- 
garded as  indicative  of  early  toxicity.2 
These  are  readily  determined  by  quanti- 
tative tests  of  the  blood  serum.1  More 
widespread  use  of  the  quantitative  tests 
for  bromides  in  patients  who  are  taking 
this  form  of  medication  will  result  in  a 
more  rational  use  of  bromide  therapy 
and  a better  understanding  of  its  abuse. 
Where  bromism  has  become  manifest,  it 
should  be  treated  by  high  chloride  intake. 


Antivivisection  Disguises  Itself 

A renewed  effort  is  being  made  by  the 
antivivisectionists  to  hamper  the  medical 
profession  in  its  researches  for  the  bene- 
fit of  mankind.  In  the  past,  they  have 
openly  proposed  legislation,  the  purpose 
of  which  was  clearly  evident.  Now,  how- 
ever, they  have  disguised  their  ultimate 

1.  Johnson,  G.  L. : Ala.  State  Med.  Ass’n.  Jour., 
8:105.  1938. 

2.  Kamman,  G.  R. : Minn.  Med.,  21:484,  1938. 
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aim  by  proposing  to  the  voters  of  Cali- 
fornia a “Humane  Dog-Pound  Law.” 
“The  euphonious  phraseology  of  the  pro- 
posed law  and  the  high-sounding  appeals 
for  its  passage  on  the  sentimental  plea, 
‘Protect  Man’s  Best  Friend,  the  Dog!’ 
(backed  as  the  efforts  are  by  a goodly 
number  of  newspapers,  movie  stars  and 
other  factors  in  publicity)  have  already 
led  many  voters  to  acquire  an  improper 
understanding  of  the  purport  and  scope 
of  the  proposed  act.”  1 Innocently  worded 
to  make  it  appear  at  first  glance  as  a 
measure  dealing  only  with  the  kindly 
care  of  dogs,  its  enactment  would  be  vir- 
tually fatal  to  the  progress  of  medical 
science  in  the  state  of  California. 

The  defeat  of  this  bill  is  imperative, 
since  the  success  of  such  tactics  would 
result  in  an  extension  of  these  efforts  in 
other  states.  The  contribution  of  animals 
to  the  health  of  humans  has  been  im- 
measurable. Ivy 2 lists  many  of  them. 
The  dog  has  contributed  to  our  better 
understanding  of  scarlet  fever,  hydro- 
phobia, and  hookworm.  The  horse  fur- 
nishes our  antiserums ; from  the  cow 
comes  our  smallpox  vaccine.  Even  the 
lowly  rat  has  clarified  vitamin  therapy. 
To  attribute  to  animal  experimentation 
any  other  motives  but  those  associated 
with  the  highest  types  of  humanity  is  to 
overlook  the  marked  benefits  which  hu- 
mans have  derived  from  it. 

The  October  24th  issue  of  Life  has, 
more  than  anything  else,  vividly  por- 
trayed to  the  public  its  debt  to  animals 
in  the  prevention  and  cure  of  disease  and 
the  increase  in  the  span  of  life.  More 
of  this  is  needed  to  unmask  the  mis- 
guided sentimentality  of  antivivesection- 
ists  masquerading  as  humanitarians. 


CURRENT  COMMENT 

“In  the  first  place,  the  gathering  in 
Washington  was  no  conference  at  all — at 
least  in  the  generally  accepted  meaning  of 
that  term.  ...  To  give  it  an  atmosphere  of 
fairness,  a small  group  of  physicians  repre- 

~1.  Cal.  and  West.  Med.,  49:250,  1938. 

2.  Ivy,  A.  C.:  Ibid,  49:257,  1938. 


senting  the  American  Medical  Association 
was  invited.  They  were  quite  overwhelmed 
by  the  mass  of  hostile  propaganda — and  for 
all  practical  purposes,  they  might  better  have 
stayed  at  home.  Conspicuous  by  their 
absence  were  representatives  of  banking,  in- 
vestment activities,  and  of  industry  and 
manufacturing,  who  might  have  been  in- 
terested in  the  financing  of  the  vast  expendi- 
tures involved.  Neither  were  there  any 
economists  or  educators  who  had  ever  been 
guilty  of  entertaining  any  theories  which 
might  be  called  conservative  or  reactionary. 

“It  was  rather  ironical  to  hear  their  (the 
lay  speakers’)  outspoken  criticism  of  the 
failure  of  government  agencies  to  look  after 
this  group  (the  indigent)  properly  when 
governmental  control  was  supposed  to  be 
the  objective  of  their  arguments.  . . . 

“A  jibe  or  sally  at  the  unfortunate  doctor 
was  greeted  with  a round  of  applause.  On 
the  other  hand,  a calm  statement  showing 
what  the  physician  or  medical  societies  had 
already  done  and  were  trying  to  do  to  im- 
prove medical  care  received  scant  attention 
or  was  greeted  with  silence.  . . .” — Dr. 
W.  F.  Braasch’s  “Impressions  Gained  from 
the  Recent  National  Health  Conference  in 
Washington”  quoted  in  part,  from  the  Sep- 
tember 1938  Minnesota  Medicine . 

“.  . . there  is  little  doubt  that  many 
scientists  and,  perhaps  chemists  especially, 
apply  their  genius  to  working  out  destructive 
schemes  in  times  of  peace  as  well  as  war, 
and  specialized  knowledge  is  used  for  the 
abuse  of  inventions  and  discoveries  for  pur- 
poses of  destruction.  The  terrorizing  of 
innocent  civilian  populations  is  the  avowed 
object  of  some  governments  and  the  aid  of 
science  is  called  in  to  accomplish  this  end. 
. . .” — An  unfortunate  truth,  stated  in  the 
October  19  issue  of  Medical  Record. 

“ ...  In  the  countries  which  i visited 
there  was  evident  everywhere  a trend  to- 
wards establishing  the  doctor  as  a kind  of 
civil  servant,  if  not  always  on  a salary,  then 
usually  under  some  form  of  contract  in  which 
the  State  holds  a controlling  interest.  . . . 
From  the  point  of  view  of  the  patients  the 
systems  which  I saw  operate  in  Europe  all 
seemed  totally  inadequate.  In  order  to  live, 
the  doctors  had  to  see  so  many  patients  that 
the  resulting  care  was  inadequate;  at  least 
according  to  American  standards.” — 

Resume,  in  part,  of  a paper  delivered  before 
the  St.  Louis  County  Medical  Society,  and 
quoted  in  part  in  the  October  21  issue  of 
their  bulletin. 

“.  . . In  the  field  of  regular  medical 
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practice  the  sick  have  received  attention 
whether  they  could  pay  or  not.  The  hospitals 
with  their  payrolls  for  lay  help  have  un- 
questionably constituted  a drain  on  the 
sick  who  desired  to  pay,  which  could  be 
eased  by  direct  and  proper  governmental 
financial  aid  without  resorting  to  a com- 
plete disorganization  of  medical  practice  and 
the  institution  of  socialistic  enterprises. 

“Again  we  challenge  the  sociologists  to 
efface  the  nostrum  menace  first  before  work- 
ing on  the  field  of  regular  medicine  now 
doing  such  a good  job.” — The  gauntlet  is 
flung  down  by  a recent  article  in  Weekly 
Roster  and  Medical  Digest. 


“ . . . What  medicine  needs  today — 
whether  we  like  the  idea  or  not — is  keen, 
competent,  vigilant  public  relations  counsel. 
It  needs  a receptor  mechanism  for  sending 
public  temper,  shrewd  generalship  in  direct- 
ing that  temper,  and  an  ability  to  dramatize 
its  objectives  in  terms  of  the  public  needs  it 
is  attempting  to  serve.  . . — Medical  Eco- 


nomics tells  us  what  we  need,  and  they  may 
be  right. 

“.  . . Unless  some  altogether  extraor- 
dinary developments  should  arise,  we  can- 
not reasonably  expect  the  average  length 
of  life  to  go  on  improving  indefinitely.  The 
rate  of  any  further  advance  must  almost  in- 
evitably slacken  as  we  approach  an  optimum 
obtainable  under  present  health  and  living 
conditions.  That  we  have  not  reached  this 
optimum  should  be  obvious  when  we  con- 
sider that  all  tbe  advantages  of  modern 
medical  science  are  not  yet  as  widely  avail- 
able as  they  can  be  made  with  proper  organi- 
zation. No  doubt  medical  knowledge  will 
continue  to  advance,  and  application  will 
always  lag  a little  behind  discovery.  It  is 
tfie  task  of  workers  in  public  health  to  make 
the  lag  as  short  as  possible  and  to  make 
medical  and  public  health  practice  as  up  to 
date  and  as  nearly  in  unison  with  scientific 
knowledge  as  possible.” — From  the  Sta- 
tistical Bulletin  issued  by  the  Metropolitan 
Life  Insurance  Company. 


THE  MYSTERY  C 

How  sulfanilamide  acts  in  combating 
diseases  of  bacterial  origin  is  still  a mys- 
tery, the  New  York  Academy  of  Medicine 
was  told  recently  by  Professor  E.  K.  Mar- 
shall, Jr.,  of  Johns  Hopkins  University 
School  of  Medicine. 

While  several  drugs  related  to  sulfan- 
ilamide have  been  found  to  be  more  effec- 
tive in  animal  experimentation,  Dr.  Mar- 
shall said  these  new  compounds  should  not 
be  used  extensively,  unless  they  “have  been 
tested  clinically  under  carefully  controlled 
conditions  and  proved  to  have  advantages 
over  sulfanilamide.” 

“With  sulfanilamide,”  Professor  Mar- 
shall declared,  “we  have  just  begun  to  know 
its  dangers  and  contraindications,  and  de- 
spite the  fact  that  one  may  find  on  animals 
that  some  other  compound  is  much  less 
toxic,  it  will  be  almost  certain  that  one  will 
find  when  it  comes  to  the  patient  that  this 


IGNORANCE  IS 

“Those  of  you  who  know  what  the 
national  debt  is,  please  raise  your  hands,” 
recently  said  a university  professor  to  his 
class. 

No  response. 

“Those  who  know  the  national  income, 
r^ise  your  hands.” 


SULFANILAMIDE 

compound  will  exhibit  toxicity  which  can- 
not be  predicted  by  animal  experimenta- 
tion. 

“The  balance  of  evidence  at  present  in- 
dicates that  sulfanilamide  affects  the  invad- 
ing organism  in  the  sense  of  producing  a 
bacteriostatic  or  bactericidal  action  which 
in  many  cases  is  not  sufficient  to  effect 
sterilization  without  the  cooperation  of 
the  defensive  reaction  of  the  host. 

“It  is  probable  fjiat  under  different  con- 
ditions of  infection  and  with  different  con- 
centrations of  the  drug  available  the  rela- 
tive role  played  by  these  two  factors  varies. 

“Be  that  as  it  may,  we  have  as  yet  no 
idea  of  how  sulfanilamide  acts  upon  bac- 
teria.” 

Dr.  Reuben  Ottenberg,  Assistant  Clinical 
Professor  of  Medicine,  College  of  Physi- 
cians and  Surgeons,  Columbia  University, 
discussed  the  clinical  aspects. 


UNANIMOUS 
Again,  no  response. 

“Is  it  possible  that  this  class — future 
leaders  of  the  country — can’t  answer  these 
simple  questions,”  the  professor  fretted. 
Silence. 

“Well,”  added  the  professor,  “neither  can 
I.” — The  New  York  Sun. 


Correspondence 

[The  Journal  reserves  the  right  to  print  correspondence  to  its  staff  in  whole  or  in  part 
unless  marked  “private.”  All  communications  must  carry  the  writer’s  full  name  and  address, 
which  will  be  omitted  on  publication  if  desired.  Anonymous  letters  will  be  disregarded .] 


Bee  Sting  Therapy 

25  Central  Park  West, 
New  York  City 

To  the  Editor: 

I have  read  with  great  interest  the  pub- 
lication of  Dr.  Edith  E.  Nicholls  entitled 
“Rheumatoid  Arthritis — Treatment  with  the 
Sting  of  thp  Honey  Bee  (N.  Y.  State 
Journal  of  Medicine,  38:1218,  1938), 
There  she  states,  having  made  observations 
on  twenty-seven  cases,  that  “bee  sting 
therapy  has  no  constant  or  noteworthy  effect 
in  the  treatment  of  rheumatoid  arthritis.” 
You  called  once  more  the  attention  of  the 
readers  of  this  journal  to  this  paper  in  an 
editorial:  “Bee  sting  therapy”  (Oct.  15, 
1938). 

As  a physician  who  has  used  extensively 
bee  venonj  for  the  treatment  of  rheumatoid 
arthritis  and  other  rheumatic  diseases  for 
the  last  ten  years,  I feel  compelled  to  make 
some  critical  remarks  which  seem  to  me 
quite  important. 

Firstly,  it  is  doubtless  quite  difficult  to 
make  definite  scientific  statements  regarding 
so  delicate  a matter  as  the  therapy  of  arth- 
ritis, after  examination  of  a relatively  small 
number  of  cases.  It  should  be  imperative  to 
observe  at  least  one  hundred  cases  before 
drawing  any  definite  conclusions. 

Secondly,  it  is  a matter  of  fact  that  we 
cannot  control  properly  the  dosage  of  bee 
venom  by  using  living  bees.  It  is  not 
enough  to  increase  the  number  of  stings 
since  the  potency  of  the  venom  varies  among 
bees,  not  to  mention  the  dependency  of  the 
quality  of  bee  venom  upon  the  different 
seasons.  We  will  fail,  as  long  as  we  do 
not  apply  the  venom  in  different  concentra- 
tions, as  we  do  it  by  the  use  of  injectable 
forms  of  bee  venom,  slowly  increasing  the 


doses  according  to  the  individual  sensitivity 
and  form  of  reaction. 

Finally,  the  most  important  point  seems 
to  me  that  the  article  of  Dr.  Nicholls  and 
your  editorial  are  likely  to  create  wide- 
spread confusion  among  the  physicians. 
Dr.  Nicholls  has  not  emphasized  the  fact 
that  her  findings  with  natural  bee  stings  are 
in  obvious  contrast  to  the  reports  of  many 
investigators  who  have  treated  a sufficient 
number  of  cases  with  sufficient  care  and 
discrimination  with  bee  venom  injections, 
(e.g.  Apicosan)  and  have  achieved  very  sat- 
isfactory results.  The  latest  report  in  this 
country  (Ann.  Int.  Med.,  January  1938) 
came  from  the  same  clinic  from  which  the 
report  here  critized  came,  and  among  the 
authors  was  also  Dr.  Nicholls.  In  the  sum- 
mary of  this  report  we  stated:  “In  estimat- 
ing the  results  obtained  from  this  study  of 
an  injectable  form  of  bee  venom  (Apicosan) 
for  rheumatoid  arthritis  one  is  impressed 
with  the  definite  improvement  in  the  clinical 
symptoms  and  the  significant  drop  in  the 
corrected  sedimentation  index  in  a large 
percentage  of  the  patients.  It  would  seem, 
therefore,  that  bee  venom  is  worthy  of 
further  consideration.” 

In  conclusion,  the  publication  of  Dr. 
Nicholls  does  not  (and  probably  will  not) 
say  anything  against  the  value  of  bee  venom 
itself  if  properly  used  in  the  modern  form 
and  in  indicated  cases.  Those  modern  forms 
were  created  because  it  was  felt  that  the  use 
of  natural  bee  stings  is  obsolete  and  annoy- 
ing, and  does  not  meet  the  demands  of 
modern  science.  It  is  even  more;  it  is  not 
without  danger  since  the  sting  of  a bee, 
like  the  bite  of  a snake,  can  in  certain  cases 
be  fatal. 

Very  truly  yours, 

Jacques  Kroner,  M.D. 

October  20,  1938 


“Better  teaching  of  the  fundamentals  of 
preventive  medicine”  was  described  as  a 
“great  and  urgent  need”  by  Dr.  Allen  W. 
Freeman,  of  Baltimore,  at  a conference  on 
rural  medicine  at  Cooperstown  on  October  7. 

In  an  address  before  the  conference  at 
Mary  Imogene  Bassett  Hospital,  Dr.  Free- 
man, professor  of  public  health  administra- 
tion in  the  School  of  Public  Health  and 
Hygiene  at  the  Johns  Hopkins  University, 


said:  “For  a child  to  grow  up  in  the  world 
as  it  is  today  without  a vivid  and  accurate 
concept  of  microscopic  causes  of  disease, 
without  knowledge  of  what  prevention  means 
and  how  it  is  brought  about,  is  inexcusable, 
almost  criminal. 

“For  a physician  to  be  graduated  and 
licensed  to  practice  medicine  without  a full 
knowledge  of  preyentive  medicine  is,  for 
lack  of  a better  word,  unspeakable.” 
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Nursing  News 


The  Future  of  Nursing  in  the  Community 

By  Nancy  Woods  Walburn 


Last  month  the  New  York  State  Nurses 
Association  underwent  a brand  new  experi- 
ment. Adopting  the  country  grange  idea,  it 
went  on  tour.  It  set  up  shop — their  term 
was  regional  institutes — in  no  less  than  three 
widely  separated  communities  for  three  day 
sessions.  The  first  was  at  Kingston  (Octo- 
ber 13-15)  ; the  next  was  at  Utica  (October 
18-20;  and  the  third  at  Elmira  (October 
24-26). 

To  get  out  to  the  membership  on  this 
new  regional  plan  adopted  at  its  last  con- 
vention, the  board  and  executive  staff  mem- 
bers as  well  as  fellow  members  from  nearby 
parts  of  the  state,  rode  the  cars,  the  trains, 
and  the  buses,  sending  the  call  ahead  to  the 
leaders  of  the  nursing  profession  in  each 
locality  to  invite  in  the  best  of  their  local 
people  (including  the  Mayor)  to  relate  their 
community  health  problems  and  to  partici- 
pate in  the  discussions  of  those  problems. 
For  the  objective  of  the  three  event  attack 
on  the  community  problems  from  a nursing 
angle  was  not  to  carry  coals  to  Newcastle 
or  to  offer  “cure-all”  advice  from  outsiders. 
It  was  to  throw  the  spotlight  on  the  com- 
munity health  picture  and  the  place  that 
nursing  in  all  its  specialized  fields  occupied 
in  that  locality. 

To  emphasize  this  local  focus,  the  visitors 
from  the  Albany  headquarters  office, 
whether  board  or  executive  staff  members, 
occupied  comparatively  few  places  on  the 
program.  When  they  spoke,  if  at  all,  it  was 
rather  to  set  the  local  picture  within  the 
national  or  state  interpretation  to  deter- 
mine if  it  were  typical  of  what  other  com- 
munities were  doing.  Unspoken  but  clearly 
felt,  the  undercurrent  at  all  three  events 
might  well  be  summed  up  as  follows : “Not 
to  lead  but  to  confer  one  and  all  alike  for  ' 
mutual  benefit  from  the  community  picture.” 
Incidentally,  it  is  significant  to  note  that 
the  skeleton  set  up  for  each  event’s  theme 
was  the  same,  leaving  the  variation  to  the 
participation  of  lay  and  professional  local 
leaders.  To  take  a typical  session  chosen  at 
random,  look  in  at  the  opening  morning  ses- 


sion at  Kingston  (October  14).  All  over 
the  room  were  lay  people  both  men  and 
women,  not  alone  in  the  audience  but  on  the 
platform,  there  to  tell  what  they  looked  for 
in  a nurse  individually  or  for  service  to 
the  community  as  a whole. 

When  she  defined  community  nursing  as  a 
socialized  service  to  the  community  with  a 
definite  place  for  the  nurse  in  the  health 
picture,  one  speaker  struck  the  keynote  of 
the  Institutes.  Her’s  was  a plea  for  an 
organized  plan  of  joint  community  service 
with  all  other  health  agencies  as  well  as 
nursing  services.  “Private  duty  nurses  too 
long  have  worked  independently  in  a highly 
individualistic  way  without  supervision  as 
far  as  any  professional  registry  or  agency 
is  concerned.  All  too  often  there  has  been 
no  coordination  of  her  work  with  any  cen- 
tralized bureau  in  the  community.” 

And  it  was  another  far  sighted  leader  in 
nursing  circles  who  said : “We  of  the  nurs- 
ing profession  will  retain  the  right  of  lead- 
ership only  as  long  as  we  recognize  and 
meet  changes  and  demands  from  the  com- 
munity. Otherwise  other  groups  will  make 
the  decisions  and  relegate  to  us  their  con- 
ception of  our  place  in  the  community’s 
health  picture.” 

Medical  group  insurance,  federal  and  state 
projects,  and  nursing  on  the  community 
wide  basis  on  a unified  program  with 
other  health  agencies,  were  repeatedly  cited 
as  influencing  the  future  of  nursing.  Years 
ago  there  were  but  two  major  sources  of 
employment  and  income  for  the  graduate 
nurse,  it  was  pointed  out.  One  of  these 
was  the  hospital  and  the  other  the  private 
patient.  Now  taxes,  funds  from  community 
chests,  insurance,  clinics  of  a public  or  en- 
dowed nature  in  the  rapidly  increasing  field 
or  prevention  as  well  as  health  and  family 
welfare  agencies  and  other  organizations, 
offer  employment  for  the  specialized  and 
highly  trained  nurse. 

“Nursing,”  said  a private  duty  nurse,  “has 
become  highly  competitive.  It  requires  that 
a nurse  advance  thru  additional  work  in 
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education  and  have  a continual  source  of 
professional  knowledge  of  all  that  is  new 
and  progressive  in  her  field.”  To  many 
of  the  private  duty  nurses,  another  speaker 
said,  the  term  “community  nursing”  is 
loosely  interpreted  as  meaning  public  health 
rather  than  community  control. 

Instead,  the  whole  trend  in  the  com- 
munity is  to  see  nursing  regardless  of 
its  type  or  the  field  of  its  performance 
as  a whole  working  as  groups  under  com- 
munity wide  programs.  Increasingly  com- 
munities are  seeing  that  it  supports  the 
nurse  whatever  her  field  and  speakers  from 
the  profession  repeatedly  voiced  the  opinion 
that  the  public  is  right  in  its  expectation 
that  all  nursing  be  adapted  to  meet  the 
changes  in  consumers  demands. 

“These  changes  have  not  happened  over 
night,”  said  Miss  Lulu  St.  Clair,  executive 
secretary  of  the  Joint  Committee  on  Com- 
munity Nursing  Service,  “they  have  been 
predicted  and  talked  about  for  years  but 
many  of  us  have  not  been  willing  to  accept 
the  fact  that  we  as  a group  can  be  affected 
by  what  takes  place  in  the  social  life  of 
the  community.  Professional  groups,  as  a 
whole,  are  slow  to  realize  that  it  is  to  them 
that  the  public  looks  to  chart  the  course  to 
be  followed.” 

Miss  St.  Clair  cited  among  other  changes 
the  influence  of  the  social  security  funds 
now  available.  This  means  that  more  public 
health  nurses  are  required  than  ever  before. 
In  1931,  she  said,  the  ratio  of  a public  health 
nurse  to  the  population  was  one  nurse  for 
every  8,000  population.  Last  year  (1937) 
it  had  already  risen  to  one  for  every  7,000. 
Another  change  she  gave  was  the  action 
within  the  past  year  of  several  communities 
who  have  turned  over  their  well-organized 
maternal,  infant,  and  child  hygiene  pro- 
grams formerly  carried  by  well-organized 
visiting  nurse  services  to  health  departments. 
The  only  type  of  nursing  being  retained  by 
these  visiting  nurse  services,  is  the  bedside 
nursing  care.  In  other  words,  Miss  St. 
Clair  said,  “there  is  a trend  toward  central- 
ization of  public  health  nursing  services 
within  the  health  department.” 

“Will  we  not  wake  up  some  morning  and 
find  that  some  other  bird  has  found  the 
worm?”  asked  Miss  St.  Clair.  “The  longer 
we  wait  the  greater  distance  we  will  have 
to  cover  to  come  abreast  of  other  community 
programs.  The  community  should  know 
where  and  how  nursing  service  is  available 


and  it  is  the  job  of  nursing  groups  to  get 
this  interest  stimulated  if  it  is  not  already 
there.” 

The  effect  of  lowered  family  budgets  as 
an  economic  factor  in  creating  change  in 
consumer  demand  for  nursing  was  repeat- 
edly stressed.  “Professional  nursing  has  to 
recognize  that  too  many  people  can  no 
longer  afford  to  pay  what  they  formerly 
did  to  have  a full  time  nurse.  Then,  here’s 
another  factor.  People  are  better  educated 
and  they  know  nowadays  when  they  really 
don’t  need  full  time  nursing.  The  spread  of 
the  hourly  nursing  idea  is  one  adaptation 
to  this  community  pressure. 

“The  demand  for  the  nurse  who  can 
combine  light  household  duties  or  meeting 
family  emergencies  temporarily  with  nursing 
is  definitely  here  whether  we  prefer  to 
recognize  it  or  not.  The  practical  nurse  is 
here  to  stay.” 

One  reason  for  this  was  given  as  the  vast 
increase  of  group  hospitalization  under  the 
hospital  service  plans  in  which  more  than 
a million  employed  persons  and  their  de- 
pendents were  already  enlisted  last  year 
(1937).  This  increase  over  the  less  than 
400,000  such  persons  in  these  group  hospi- 
talization projects  in  1936  has  drastically 
reduced  the  call  for  bedside  nursing  within 
the  home.  One  speaker  said  that  demand 
for  practical  nurses  was  rapidly  narrowing 
down  to  the  convalescent,  the  mildly  ill,  and 
the  chronic  case. 

The  private  duty  nurse,  it  was  advised, 
should  recognize  these  influences  and  pre- 
pare for  the  expanding  specialized  fields  of 
nursing,  already  referred  to  as  supported  by 
taxes,  community  chests,  federal  and  state 
funds,  and  other  public,  semi-public  or  pri- 
vately endowed  sources. 

The  transition  as  a rule,  it  was  pointed 
out,  calls  for  additional  preparation.  All 
nurses  were  urged  to  take  graduate  courses 
whenever  possible,  attend  seminars  and  in- 
stitutes and  through  professional  magazines, 
and  other  literature,  keep  abreast  of  the 
times. 

A warm  tribute  was  paid  to  the  success- 
ful head  clinic  nurse  in  the  comparatively 
new  fields  of  preventive  work  in  syphilis, 
tuberculosis,  and  cancer.  “In  the  lowered 
mortality  rate  of  these  diseases,  the  part  of 
the  clinic  nurse  who  is  successful  in  this 
new  role  is  left  unsung.  Yet  if  she  has  an 
ability  to  build  up  the  morale  of  the  patient 
and  win  his  cooperation  to  return  by  creat- 
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in g an  atmosphere  which  meets  his  desire 
for  privacy  and  encouragement,  the  results 
from  the  clinic’s  attack  on  mortality  fates, 
will  be  immeasurably  increased.  Without 
professional  encouragement,  the  work  of 
the  finest  equipped  clinic  will  be  hampered. 
There  is  a vast  need  for  an  improvement 
among  nurses  in  this  field,  along  these  lines, 
since  it  is  a task  which  calls  for  skills  in 
personality  adjustments  to  keep  patients 
faithful  to  the  required  schedules  of  visits.” 
The  opinions  from  the  lay  members  of 
each  community  group,  although  they  veered 
from  the  purely  personal  to  a community- 
wide appreciation  of  the  problems  at  hand, 
had  both  weight  and  value  in  evaluating 
the  requirements  of  the  community  as  a 
whole.  One  local  Junior  League  member  de- 
clared that  all  too  often  “the  cook  went 
out  the  back  door  when  the  nurse  came  in 
the  front  door,”  adding  that  in  the  sixteen 
years  that  she  had  employed  registered 
nurses  for  her  family,  she  “had  never  found 
one  who  could  sew  on  a button.” 

Other  lay  women  made  an  earnest  plea 
for  a centralized  nursing  bureau  in  conjunc- 
tion with  other  health  agencies.  From  each 
of  the  three  sessions,  it  was  clearly  evident 
that  the  civic  responsibility  of  leadership 
among  women  has  led  many  of  them  to  be- 
come critical  of  the  hit-or-miss  or  scattered 
sources  of  nursing  care  when  there  is  no 
professional  registry  or  centralized  agency 
available.  The  protection  offered  any  com- 
munity by  a well-run  professional  agency  in 
insuring  high  quality  of  nursing  was 
stressed  by  the  success  of  the  Nursing  Bu- 
reaus of  Nassau  and  Suffolk  Counties.  This 
bureau  not  only  affords  both  counties  a reli- 
able source  for  registered  nursing  care,  but 
it  has  also  made  a success  of  its  hourly 
nursing  service  which  became  self-supporting 


within  the  first  two  months  of  its  exist- 
ence. This  has  special  significance  since 
it  so  plainly  fills  a long-existed  need  in  the 
community. 

Practical  nurses  had  a meeting  of  their 
own  with  speakers  who  explained  the  re- 
quirements for  licenses  under  the  new  Nurse 
Practice  act.  This  is  the  law  which  will 
demand  a license  of  practical  nurses  in  New 
York  state  after  July  1,  1940. 

Incidentally  it  was  stressed  that  the  choice 
between  the  highly  skilled  nursing  care  from 
an  R.N.  and  the  more  elementary  nursing 
from  a practical  nurse  should  not  be  gauged 
by  the  pocketbook.  Any  acutely  ill  person 
should  have  the  best. 

To  those  state  associations  who  have  never 
tried  this  regional  institute  set-up  of 
using  the  locality  as  the  theme,  the  ques- 
tion will  at  once  arise:  “Were  the  results 

satisfactory?”  The  members  of  the  state 
association  who  were  queried  on  this  point 
were  emphatic  in  their  affirmative  replies. 
The  Institutes  emphasized — gravely  and 
with  repetition — the  changes  in  the  com- 
munity and  the  need  for  the  individual  nurse 
to  look  ahead  and  to  train  and  prepare  for  a 
place  in  a more  efficient  service  to  the 
community.  Above  all,  the  Institutes  re- 
vealed that  the  lay  public  now  know  that- 
health  is  a commodity  that  can  be  bought 
and  sold  over  the  counter. 

This  being  true*  the  Institutes  exposed  the 
fact  that  the  public  is  setting  its  own  valua- 
tion on  that  commodity  and  making  their 
own  decisions  as  to  what  they  should  pay 
for  it.  The  nursing  professions  own 
standards  will  continue  to  be  in  danger  of 
being  ignored  as  long  as  the  profession 
allows  the  public  to  be  inadequately  in- 
formed as  to  what  constitutes  safe  nursing 
care. 


THOSE  FATAL  BIRTH'DAYS  GROWING  BEAUTIFULLY  LESS 


From  the  figures  for  the  first  nine  months 
of  this  year,  Thomas  J.  Duffield,  registrar 
of  records,  predicted  on  October  8 in  his 
report  to  Dr.  John  L.  Rice,  city  Health 
Commissioner,  that  infant  mortality  and  ma- 
ternal deaths  would  drop  to  new  low  records 
for  1938. 

The  infant  death  rate  so  far  this  year 
is  40.1  for  1,000  live  births,  Mr.  Duffield 
said,  compared  with  45.7  at  this  time  last 


year  and  46.4  in  1936.  The  rate  for  last 
September  was  only  thirty-one,  lowest  of 
any  September  in  the  city’s  history.  Of  the 
258  infant  deaths  during  the  mdnth,  180 
occurred  to  babies  less  than  one  month  old. 

The  death  rate  of  mothers  from  causes 
connected  with  childbirth  is  now  3.5  for 
1,000  live  births,  compared  with  4.2  for  the 
first  nine  months  of  last  year  and  4.7  for 
the  same  period  of  1936. 
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Public  Health  Nursing 

The  subject  of  most  urgent  concern  in  the 
State  Health  Department  during  the  last 
few  weeks  has  been  the  present  inade- 
quacy of  our  public  health  nursing  staff. 
We  have  become  acutely  aware  that  we 
never  shall  close  the  gap  between  our  knowl- 
edge of  preventive  medicine  and  its  prac- 
tice in  the  home  without  a much  greater 
supply  of  public  health  home  missionaries. 
Those  members  of  our  department  whose 
offices  are  scattered  over  the  state  have 
been  appealing  to  their  colleagues  who  are 
practitioners  for  moral  support  in  making 
known  this  public  health  need  to  the  people 
who  can  supply  it.  They  acknowledge  in 
most  places  a generous  response;  in  some, 
a degree  of  hesitation.  There  are,  it  seems, 
a few  doctors  who  do  not  regard  the  public 
health  nurse  as  a natural  ally. 

It  is  true  that  before  there  was  any  public 
health  nurse  the  family  doctor  exercised  her 
functions.  I have  just  been  re-reading 
some  of  the  essays  of  Dr.  Thomas  Beddoes 
published  in  1802.*  I am  impressed  with 
his  attention  to  the  minute  details  of  home 
hygiene  in  infant  care: 

“The  fireplace  should  be  so  contrived, 
that  even  in  cold  weather  a steady  tempera- 
ture of  about  sixty  degrees  may  be  kept  up, 
for  the  first  four  or  five  weeks  after  birth. 
The  air  of  the  nursery  should  never  be 
suffered  to  be  below  fifty  degrees.  And  I 
would  advise  every  parent  to  ascertain  this 
by  a thermometer,  constantly  kept  in  the 
room  at  the  risque  of  being  thought  ridicu- 
lously minute.”  And  he  goes  on  to  plead 
with  fathers  to  make  them  willing  “to  allow 
of  the  arrangements  necessary”  to  afford  a 


* Hygeia  or  Essays  moral  and  medical  on 
the  causes  affecting  the  personal  state  of  our 
middling  and  affluent  classes. 


The  New  York  State  Association  of 
Public  Health  Laboratories  recently  adopted 
a resolution  declaring  that  routine  labora- 
tory examinations  of  food  handlers,  milk 
handlers  and  domestic  servants  are  ineffec- 
tive as  a protection  of  the  public  health  and 
approving  repeal  of  any  existing  legislation 
or  mandatory  regulation  requiring  such  tests 


suitable  apartment  to  the  health  of  their 
offspring.  One  can  easily  imagine  him  in 
the  patient’s  home  explaining  the  ther- 
mometer and  its  uses,  the  “risques”  of  let- 
ting in  the  frosty  air  of  winter,  how  a new- 
born infant  should  be  immersed  in  water 
at  80°F.  and  not  wet  above  the  neck,  and 
patiently  arguing  against  the  then  current 
practice  of  washing  the  newborn  infant 
“up  to  the  loins  and  breast  in  cold  water, 
exposed  for  several  minutes,  perhaps  in  the 

midst  of  winter ” 

He  could  only,  of  course,  find  time  for 
such  educational  efforts  in  the  homes  of 
“our  middling  and  affluent  classes.”  Today 
the  public  health  nurse  can  do  the  explain- 
ing for  him  in  every  home.  “Standing  or- 
ders” have  been  invented  so  that  her  ex- 
planations may  not  be  divergent  from  his 
own  teaching.  And  not  only  the  thermome- 
ter is  demonstrated  but  many  even  more 
recent  inventions.  She  can  secure  the 

proper  collection  of  specimens  as,  for  ex- 
ample, sputum  which  even  today  is  derived 
sometimes  from  the  mouth  instead  of  from 
the  chest.  She  can  induce  understanding 
of  that  positive  tuberculin  test  and  gently 
persuade  of  the  need  for  an  x-ray  film. 
As  I mentioned  recently  she  can  tell  the 
delinquent  syphilitic  patient  who  thinks  she 
is  cured  why  more  treatment  is  necessary. 
These  are  time  consuming  tasks.  And  today 
the  doctor  has  new  responsibilities  in  clini- 
cal pathology  and  the  technics  of  treatment 
that  were  unknown  to  Dr.  Beddoes.  There 
are  few  doctors  who  do  not  welcome  the 
aid  of  a trained  demonstrator  when  they 
have  been  able  to  convince  themselves  that 
she  is  trustworthy  and  loyal.  The  standards 
required  of  our  public  health  nurses  are 
high.  I do  not  believe  that  practicing  physi- 
cians often  have  cause  to  be  disappointed 
either  in  their  skill  or  in  their  discretion. 


as  routine.  The  resolution  pointed  out  that 
many  public  health  authorities  have  se- 
riously questioned  the  value  of  such  exami- 
nations and  that  when  results  are  negative 
a false  sense  of  security  may  be  engendered. 
It  also  suggested  that  the  performance  of 
the  tests  requires  financial  outlay  with  no 
commensurate  return  to  public  health. 
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To  the  Medical  Society  of  the  State  of  New  York 


Mrs.  Daniel  Swan,  President,  presided 
at  a meeting  of  the  Executive  Board  of  the 
Woman’s  Auxiliary  to  the  Medical  Society 
of  the  State  of  New  York,  held  in  the  build- 
ing of  the  Medical  Society  of  the  County 
of  Queens  on  October  20.  The  out-of-town 
board  members  who  arrived  on  October  19 
were  the  house  guests  of  the  Queens  and 
Nassau  board  members. 

The  morning  session  was  given  over  to 
the  reading  of  reports  by  the  County  Presi- 
dents and  the  chairmen  of  standing  com- 
mittees. It  was  very  gratifying  to  see 
what  fine  work  the  county  auxiliaries  are 
doing  and  how  enthusiastic  members  are 
to  do  more  work. 

Mrs.  Buettner,  chairman  of  Conven- 
tion reported  that  plans  were  being  made 
for  the  Convention  to  be  held  in  Syracuse 
on  April  24-26,  1939. 

The  members  were  the  guests  of  Mrs. 
Swan  at  luncheon  given  at  the  Seminole 
Club,  Forest  Hills.  Following  the  after- 
noon session,  the  members  made  a tour  of 
the  World’s  Fair  grounds.  Mrs.  Harry 
Mencken,  chairman  of  the  World’s  Fair 
Committee,  had  arranged  for  a guide  to 
show  the  members  the  buildings  and  to 
explain  what  is  being  planned  for  visitors 
to  the  Fair  in  1939.  Before  going  to  the 
home  of  Mrs.  William  Benenson  for  a 
buffet  supper  given  to  the  out-of-town 
members  by  the  local  board  members,  all 
the  members  were  the  guests  of  Dr.  Daniel 
Swan.  The  program  of  activities  closed 
with  a theatre  party  at  the  Queensboro 
Theatre  where  the  members  enjoyed  a per- 
formance of  “The  Circle”  as  the  guests  of 
the  management. 

The  officers  present  were  Mrs.  G.  Scott 
Towne,  President-Elect;  Mrs.  Edwin  Grif- 
fin, First  Vice  President;  Mrs.  Louis  A. 
Van  Kleeck,  Second  Vice  President;  Mrs. 
Carlton  F.  Potter,  Treasurer;  Mrs.  Henry 
Hirsch,  Recording  Secretary;  Mrs.  Abra- 
ham Braunstein,  Corresponding  Secretary. 
Directors  present  were  Mrs.  John  L.  Bauer, 
Mrs.  A.  M.  Bell,  Mrs.  James  Dobbins, 
and  Mrs.  Francis  Irving. 

Chairman  of  Standing  Committees  present 
were  Mrs.  John  Buettner,  Convention;  Mrs. 
William  Godfrey,  Finance;  Mrs.  Horace 


Whitely,  Hygeia;  Mrs.  William  Benenson, 
Historian;  Mrs.  R.  F.  Sengstacken,  Legis- 
lation; Mrs.  Luther  Kice,  Organization; 
Mrs.  Thomas  d’Angelo,  Press;  Mrs.  Otto 
Pfaff,  Printing  and  Supplies ; Mrs.  J.  Emer- 
son Noll,  Public  Relations. 

County  Presidents  present  were  Mrs. 
Albert  Vander  Veer,  2nd,  Albany;  Mrs. 
Leslie  F.  Sullivan,  Columbia;  Mrs.  Fred- 
eric Elliott,  Kings;  Mrs.  H.  Walden  Retan, 
Onondaga ; Mrs.  Elmer  Kleefield,  Queens ; 
Mrs.  James  H.  Donnelly,  Rensselaer;  Mrs. 
A.  N.  Selman,  Rockland;  Mrs.  Stanley 
Jones,  Suffolk. 

Mrs.  Robert  Crockett  of  Madison  County 
attended  the  meeting  at  the  invitation  of 
Mrs.  Swan. 

Mrs.  Swan  appointed  Mrs.  George  A. 
Greene  of  Saratoga,  Chairman  of  Program. 

* * * 

Albany:  A meeting  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 
County  of  Albany  was  held  in  the  audi- 
torium of  St.  Peter’s  Hospital.  Miss  Mar- 
guerite Jacobsen,  R.  N.,  Associate  Executive 
Secretary  of  the  New  York  State  Nurses 
Association  spoke  on  the  “New  Nurse 
Practice  Act.”  Plans  were  tentatively  made 
for  supplying  layettes  to  the  Visiting  Nurse 
Association  of  Albany.  A card  party  and 
tea  was  held  at  the  Woman’s  Club  of  Al- 
bany. Members  and  women  eligible  to  join 
the  auxiliary  were  invited. 

Onondaga:  The  first  fall  meeting  of 

the  Woman’s  Auxiliary  to  the  Medical  So- 
ciety of  Onondaga  County  was  very  well 
attended  and  members  seemed  very  eager 
to  start  another  year’s  activities.  Dr.  O. 
W.  H.  Mitchell  was  guest  speaker. 

Rensselaer:  The  first  meeting  of  the 
Executive  Board  of  the  Rensselaer  County 
Auxiliary  was  held  in  the  home  of  Mrs. 
James  H.  Donnelly. 

The  first  general  meeting  was  held  in 
the  Leonard  Hospital  where  the  members 
were  welcomed  by  Miss  Alma  Ferraro, 
Superintendent  of  the  Hospital.  Mrs.  Hel- 
mer  Howd  was  appointed  chairman  of 
Hygeia.  The  business  session  was  followed 
by  a tea. 
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Albany  County 

The  annual  meeting  of  the  Medical  So- 
ciety of  the  County  of  Albany  will  be  on 
December  7,  with  the  annual  dinner  shortly 
thereafter. 

Erie  County 

In  the  interest  of  premature  babies,  a 
portable  incubator  loaned  by  the  State  De- 
partment of  Health,  has  been  placed  in  the 
Lancaster  Health  Department  Office,  Lan- 
caster, where  it  will  be  available  at  all  hours 
to  Erie  County  physicians.  Although  sup- 
plied with  an  electric  heating  unit  and  ther- 
mostat, it  can  be  heated  by  hot  water  bottles. 
The  incubator  may  be  taken  by  signing  for 
it  as  for  laboratory  supplies  also  kept  at  the 
office. 

A similar  incubator  has  been  placed  at  the 
DeGraff  Hospital  in  North  Tonawanda  for 
the  use  of  physicians  in  Tonawanda,  North 
Tonawanda  and  surrounding  territory.  This 
incubator  will  be  loaned  by  the  Hospital  for 
use  outside. 

Either  incubator  may  be  used  in  the  trans- 
portation of  a premature  baby  to  a hospital, 
or  for  the  infant’s  care  in  the  home. 

In  Buffalo  during  1937,  6.7  per  cent  of 
9,201  babies  born  of  known  weight  were  5.5 
pounds  or  under,  and  four  per  cent  weighed 
five  pounds  or  less. 

Sixty-five  per  cent  of  deaths  under  one 
year  of  age  in  upstate  New  York  in  1936  oc- 
curred in  the  first  month  of  life  and  prema- 
ture birth  was  given  as  the  cause  of  death 
for  forty-six  per  cent  of  them.  Ninety- 
seven  per  cent  of  all  deaths  under  one  year 
of  age  ascribed  to  prematurity  occurred  dur- 
ing the  neonatal  period.  The  importance  of 
prompt  use  of  facilities  for  the  best  care  of 
the  baby  born  prematurely  is  evident. 

Dr.  John  A.  P.  Millet,  of  New  York 
City,  addressed  the  Section  on  Medicine  of 
the  Buffalo  Academy  of  Medicine  on  Octo- 
ber 12  on  “Diagnosis  and  Treatment  of 
Psycho-somatic  Disorders,”  and  on  October 
19  the  Section  on  Obstetrics  and  Gynecology 
listened  to  papers  on  “Convalescence  Follow- 
ing Supravaginal  Hysterectomy”  by  Clyde 
L.  Randall,  M.D.,  Buffalo,  and  “The  Rela- 
tionship of  Puerperal  Gynecology  to  Modern 
Obstetrics”  by  Jacob  L.  Bubis,  M.D.,  Cleve- 
land, Ohio. 

Fulton  County 

Dr.  Charles  Carpenter  of  the  Univers- 


ity of  Rochester  gave  an  illustrated  lecture 
at  the  regular  meeting  of  the  Medical  So- 
ciety of  Fulton  County  in  the  Hotel  Johns- 
town, on  September  22. 

New  methods  of  diagnosis  and  treatment 
of  venereal  disease  were  described. 

Greene  County 

The  annual  meeting  of  the  Medical 
Society  of  the  County  of  Greene  at  Walters’ 
Hotel,  Cairo,  October  11,  was  largely  at- 
tended. 

The  following  were  unanimously  elected: 
Officers 

President George  L.  Branch,  Catskill 

Vice-President M.  K.  Colie,  Catskill 

Secretary William  M.  Rapp,  Catskill 

Treasurer Mahlon  H.  Atkinson,  Catskill 

Chairman  of  Committees 

Legislative P.  G.  Waller 

Public  Relations Curtis  R.  Lacy 

Dr.  Harry  L.  Chant,  assistant  state  dis- 
trict health  officer,  delivered  an  address  in 
which  he  said  that  the  New  York  State  De- 
partment of  Health  was  desirous  of  having 
a county  health  nurse  to  every  5,000  popu- 
lation throughout  the  State,  as  an  aid  in 
not  only  helping  to  treat  disease  but  also 
in  preventing  it. 

Dr.  J.  I.  Dowling  delivered  an  address  on 
eye,  ear,  nose,  and  throat  diseases. 

Dr.  P.  G.  Waller  spoke  about  the  length 
of  time  the  Medical  Society  of  the  County 
of  Greene  had  been  in  existence  and  said 
that  the  organization  was  132  years  old.  In- 
stead of  this  being  the  105th  annual  meeting, 
as  appeared  in  the  notice  sent  out  to  mem- 
bers, it  was  really  the  132d,  Dr.  Waller 
said.  He  produced  documentary  evidence 
to  prove  that  the  society  was  organized  in 
1806. 

Herkimer  County 

Dr.  Samuel  Hyman,  district  state  health 
officer,  addressed  the  Medical  Society  of  the 
County  of  Herkimer  at  the  monthly  meeting 
on  October  11. 

Kings  County 

South  Brooklyn  medical  societies  are 
aroused  over  alleged  abuses  in  the  free 
clinics  of  the  health  department. 

For  example,  expectant  mothers  have  been 
among  the  crowds  jamming  the  doors  of  the 
Red  Hook-Gowanus  venereal  disease  clinic 
at  Baltic  and  Court  Sts.  following  the  trans- 
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fer  of  4,500  patients  from  the  Fleet  St.  clinic 
because  of  repair  work,  it  was  charged  by 
the  South  Brooklyn  Medical  Society. 

The  society,  according  to  Dr.  P.  J. 
Imperato,  has  enlisted  the  aid  of  other  medi- 
cal groups  in  the  area  in  a fight  to  improve 
the  treatment  offered  disease  sufferers. 

“The  clinic  director  has  on  file  any  num- 
ber of  letters  from  physicians  who  would  be 
willing  to  treat  these  persons  at  $1  each — 
which  is  less  than  what  it  actually  costs  the 
city,”  he  sajd.  “Certainly  the  quality  of  the 
work  would  be  better,  more  comfortable  to 
the  patient  and  without  exposing  him  or  her 
to  the  shame  of  parading  one’s  need  for 
treatment  before  others  similarly  afflicted.” 

Other  organizations  listed  by  Dr.  Im- 
perato as  joining  in  the  move  for  investiga- 
tion of  the  functioning  of  the  syphilis  con- 
trol program  include  Coney  Island,  Flatbush, 
East  Flatbush,  Ocean,  Bay  Ridge.  Brighton, 
Ridgeboro,  Bedford,  East  New  York,  Wil- 
liamsburg, and  North  Brooklyn  Medical 
Societies. 

Physicians  and  medical  students  are 
cordially  invited  to  attend  a series  of  four 
Saturday  morning  meetings  at  the  head- 
quarters of  the  Medical  Society  of  the 
County  of  Kings,  1313  Bedford  Avenue, 
Saturday  mornings  at  11  o’clock  beginning 
November  19.  The  subject  of  discussion 
will  be  “Syphilis  for  the  General  Practi- 
tioner.” The  program  follows: 

Nov.  19.  (1)  “Health  Department  Facilities 

for  Physicians  provided  by  the  Bureau  of 
Social  Hygiene”  by  Dr.  Theodore  Rosenthal. 
(2)  “Management  of  Patient  with  Primary 
Syphilis”  by  Dr.  Herman  Goodman. 

Nov.  26.  “Management  of  Patient  with  Early 
Syphilis”  by  Dr.  Alfred  Potter. 

Dec.  3.  “Management  of  Patient  with  Late 
Syphilis”  by  Dr.  Edwin  P.  Maynard,  Jr. 

Dec.  10.  “Management  of  Pregnant  Women 
with  Syphilis”  by  Dr.  William  T.  Daily. 

The  following  program  was  presented 
at  the  meeting  of  the  Medical  Society  of  the- 
County  of  Kings  on  October  18: 

(a)  “The  Doctor  Sits  at  the  Cross-Roads” 
Nathan  B.  Van  Etten,  M.D.,  F.A.C.P., 
Bronx,  N.  Y.  (see  page  1427)  ; (b)  “An  In- 
terpretation of  the  Principles  and  Proposals 
of  the  Informal  Committee  of  Physicians” 
(The  Committee  of  430)  Robert  B.  Osgood, 
M.D.,  F.A.C.S.,  Boston,  Mass.;  (c)  “The 
Attitude  of  the  American  Medical  Associa- 
tion Toward  the  Proposals  of  the  National 
Health  Conference”  Irvin  Abell,  M.D., 
F.A.C.S.,  President,  American  Medical 
Assn.,  Louisville,  Ky. 

A course  in  effective  speaking,  person- 
ality training  and  human  relationships  is 
being  offered  by  the  Medical  Society  of  the 


County  of  Kings  on  Mondays  at  3 :30  in  the 
headquarters  building  of  the  society.  The 
course,  directed  by  Augustus  E.  Califano, 
will  be  held  on  ten  Monday  afternoons. 

Madison  County 

The  132nd  annual  dinner  meeting  of 
the  Madison  County  Medical  Society  was 
held  in  Oneida  on  October  13.  A feature 
of  the  meeting  was  a unanimous  vote  to  en- 
dorse the  action  of  the  State  Society  against 
socialized  medicine. 

Three  addresses  were  given  during  the 
afternoon  session,  the  president’s  welcome 
by  Dr.  R.  B.  Cuthbert,  and  talks  on  “Acute 
Infectious  Mononucleosis,”  by  Dr.  Earl  E. 
Mack  and  on  “The  Practitioner  Looks  on 
State  Medicine,”  by  Dr.  Carlton  C.  Curtiss. 

At  the  evening  session  which  followed  a 
dinner,  Dr.  Gordon  D.  Hoople  gave  an  ad- 
dress on  the  “Diagnostic  Use  of  the  Bron- 
choscope and  Esophagoscope.” 

Another  talk  was  given  at  the  evening 
session  by  Dr.  Tracy  Bryant  on  “Gas 
Bacillus  Infection.” 

Officers  elected  for  the  following  year  in- 
cluded: Drs.  Ernest  Freshman,  president; 
Everett  Centerwall,  vice-president;  Lee  S. 
Preston,  secretary;  E.  W.  Carpenter,  treas- 
urer. 

Announcement  was  made  that  Madison 
County  was  one  of  fifteen  counties  in  the 
State  selected  for  a survey  on  the  need  and 
supply  of  medical  care,  made  under  aus- 
pices of  the  American  Medical  Association. 
Plans  will  be  devised  for  conducting  the 
survey. 

The  association  also  approved,  and  will 
conduct,  a series  of  lectures  on  pneu- 
monia and  its  treatment  for  the  Madison 
County  Home  Bureau. 

Monroe  County 

Inauguration  of  an  Educational  cam- 
paign to  combat  diabetes  is  recommended 
by  a special  committee  of  the  Monroe 
County  Medical  Society  and  approved  by  the 
Rochester  committee  of  the  Tuberculosis  and 
Health  Association. 

Dr.  Charles  B.  F.  Gibbs,  chairman  of  the 
committee  on  metabolic  and  deficiency  dis- 
eases, of  the  county  society,  presented  the 
recommendations  at  a meeting  in  the  Uni- 
versity Club. 

“One  person  in  every  200  over  forty  years 
of  age  suffers  from  diabetes,  a preventable 
and  controllable  disease,”  he  said.  The  rate 
in  children,  it  was  reported,  is  only  one  in 
8,000.  The  recommendations  will  be  re- 
ferred for  study  to  a committee  headed  by 
Herman  J.  Norton,  director  of  health  and 
physical  education  in  the  Rochester  public 
schools. 
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New  York  County 

Proposals  to  Establish  a “medical  co- 
operative” in  New  York,  whereby  medical 
and  surgical  care  would  be  offered  to  fami- 
lies under  two  plans,  for  $16  and  $24  a year, 
respectively,  are  not  viewed  with  favor  by 
The  New  York  Medical  Week  in  an  editorial 
headed  “Where’s  the  Bargain?” 

“Cheap?  Let  us  examine  the  fee  schedule 
in  greater  detail. 

“The  $16-a-year  service  is  too  incomplete 
to  receive  serious  consideration  as  a solution 
of  the  problem  of  medical  care  for  the 
masses.  What  does  the  $24  plan  offer  ? 

“First  of  all,  for  the  average  American 
family  of  four  and  a half  persons,  the  yearly 
dues  would  be  $94.  This  would  not  include 
hospitalization,  medicines,  dental  cafe  or 
special  medical  equipment.  In  other  words, 
the  average  family  would  have  to  pay  out 
$94  a year  for  service  it  might  not  need. 
Should  it  actually  require  surgery  or  hosp- 
italization for  any  other  cause,  it  would 
have  to  dig  down  in  its  jeans  for  hospital, 
nurses  and  drugs,  just  as  it  does  now. 
Dental  bills  would  also  be  extra. 

“It  is  hard  to  see  where  the  public  would 
be  getting  such  a bargain  in  this  arrange- 
ment. If  the  public  desires  medical  cooper- 
atives, it  will  undoubtedly  get  them,  one  way 
or  another.  Let  there  be  no  idea,  however, 
that  such  service  would  be  cheaper  than 
comparable  private  medical  care.” 

An  Estate  Tax  Appraisal  shows  that 
Dr.  Frank  R.  Oastler,  head  of  the  gyne- 
cology department  of  Lenox  Hill  Hospital, 
who  died  on  August  2,  1936,  left  a gross 
estate  of  $1,660,687  and  a net  estate  of 
$1,547,054.  His  widow  receives  the  income. 
After  her  death  the  estate  goes  to  the  de- 
partment of  forestry  of  Yale  University. 

The  New  York  Academy  of  Medicine 
will  hold  a stated  meeting  on  December  1. 
The  program,  on  Serum  therapy  in  pneu- 
monia includes:  1.  “Present  status  of  serum 
therapy,”  by  Russell  L.  Cecil,  M.D. ; 2.  “Re- 
sults with  rabbit  serum,”  by  Colin  M. 
MacLeod,  M.D. ; 3.  “Program  for  meeting 
the  pneumonia  situation,”  by  Wheelan  D. 
Sutliff,  M.D.  Discussion  will  be  by  Drs. 
Edward  Tolstoi,  JesSe  G.  M.  Bullowa,  and 
Ralph  S.  Muckenfuss. 

Niagara  County 

Dr.  Frederick  R.  McBrien,  who  died  on 
September  23,  had  practiced  medicine  in 
Niagara  Falls  forty-seven  years. 

Oneida  County 

The  Oneida  CcIunty  M^dicaI  Society 


met  at  the  Marcy  State  Hospital  on  October 
11  and  listened  to  an  interesting, program 
by  the  hospital  staff.  A psychiatric  program 
was  prepared  by  Dr.  William  Wright,  super- 
intendent. 

Unusual  Success  has  marked  psychia- 
trists’ treatment  of  dementia  precox  by  in- 
sulin and  metrazone  therapy,  Dr.  L.  L. 
Bryan,  Marcy  Hospital,  told  members  of  the 
Utica  and  Syracuse  Academies  of  Medicine 
at  a joint  meeting  at  the  Teugega  County 
Club  on  September  22. 

Dr.  Bryan  reported  that  of  1,000  cases 
in  the  state  so  treated  last  year  12.9  per  cent 
recovered;  27.1  per  cent  showed  much  im- 
provement and  25.3  per  cent  showed  gains. 
Before  the  treatment  was  introduced  only 
3.5  per  cent  recovered;  11.2  per  cent  re- 
ported much  improvement  and  7.4  per  cent 
any  gains,  he  said. 

About  125  persons  attended.  A joint 
paper  prepared  by  Dr.  H.  H.  Dodds  and 
Dr.  F.  M.  Miller,  both  of  Utica,  on  “Myes- 
theniargranis”  was  presented.  The  Syracuse 
group  was  awarded  the  golf  trophy  for  the 
tournament  conducted  in  the  afternoon. 

Onondaga  County 

The  members  of  the  Onondaga  County 
Medical  Society  were  guests  of  Dr.  H.  A. 
Steckel,  director  of  Syracuse  Psychopathic 
Hospital,  at  their  meeting  there  on  October 
4,  and  listened  to  the  following  program : 

1.  “Observations  on  the  Clinic  Treatment 
of  Central  Nervous  System  Syphilis,”  by  Dr. 
Carl  Whittiaker,  Resident  Physician.  2.  (a) 
“Psychiatric  Aspects  of  the  Treatment  of 
Orchidism,”  by  Dr.  Eugene  Davidoff,  As- 
sociate in  Psychiatry,  (b)  “Observations  in 
the  Play  Technic  in  Children  and  Juveniles.” 
by  Dr.  Davidoff. 

The  Program  of  the  Syracuse  Academy 
of  Medicine  on  October  18,  at  the  University 
Club,  was:  “Present  Day  Trends  in  Public 
Health,”  by  Dr.  H.  Burton  Doust,  Commis- 
sioner of  Health.  From  the  Viewpoints  of — 
1.  Public  Health  Administration.  2.  De- 
partment of  City  Laboratory.  3.  Depart- 
ment of  Social  Hygiene.  4.  Department  of 
Tuberculosis.  5.  Department  of  Child  Hy- 
giene. 6.  Department  of  Communicable  Dis- 
eases. 

Ontario  County 

Dr.  Alfred  W.  Armstrong  was  made 
president  of  the  Ontario  County  Medical  So- 
ciety at  the  133d  annual  meeting  of  the 
society  held  at  Wenna  Kenna,  east 
Canandaigua  Lake  shore,  on  October  11. 

Dr.  Daniel  A.  Eiseline,  secretary-treasurer 
for  the  past  fbtty-one  years,  was  reelected. 
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Dr.  A.  G.  Odell  was  named  president-elect 
for  1939. 

As  delegate  to  the  state  convention  the 
society  elected  Dr.  H.  J.  Knickerbocker. 
Dr.  W.  S.  Thomas  will  continue  as  editor 
of  The  Bulletin,  quarterly  publication  of  the 
society.  The  next  meeting  will  be  on 
January  10. 

Queens  County 

The  Section  on  Surgery  will  hold  a 
meeting  at  the  Medical  Society’s  building 
on  November  17,  at  8:30  p.m.  The  pro- 
gram will  be  as  follows:  1.  “Blood  Trans- 
fusions, Indications  and  Technic,”  by  Lester 
J.  Unger,  M.D.,  Hematologist  at  Hospital 
of  Joint  Diseases;  Consultant  Hematologist 
at  St.  Joseph’s  and  New  York  Infirmary 
for  Women  and  Children.  Discussions  by 
Drs.  Edward  Buxbaum  and  Emanuel  Siner. 
2.  “Surgical  Management  of  Toxic  Goiter,” 
by  Harry  Feldman,  M.D.,  F.A.C.S.,  Asso- 
ciate Surgeon,  Greenpoint;  Chief  of  Thy- 
roid at  Greenpoint  O.  P.  D. ; Associate 
Surgeon,  Beth  Moses,  St.  Catherine’s  and 
Caledonia.  Discussion  by  Drs.  Ezra  A. 
Wolff  and  Chester  L.  Davidson.  All  mem- 
bers of  the  Society  are  invited. 

Rockland  County 

The  Medical  Society  of  the  County  of 
Rockland  held  its  regular  Fall  meeting  at 
Letchworth  Village  (State  Institution  for 
the  feebleminded)  on  September  28.  About 
fifty  members  were  present. 

A paper  entitled  “Office  Procedures  in 
Gynecologic  Diagnosis  and  Treatment”  was 
presented  by  Dr.  Leon  Loiseaux,  F.A.C.S. 
of  New  York  City  (Attending  Obstetrical 
and  Gynecologist  at  the  Flower-Fifth  Ave- 
nue and  Metropolitan  Hospitals).  In  a sim- 
ple but  masterly  way,  Dr.  Loiseaux  gave  a 
very  excellent  and  practical  talk  which  was 
followed  by  considerable  discussion. 

After  the  meeting  adjourned,  the  doctors 
retired  to  the  social  session  as  the  guests 
of  Dr.  Harry  C.  Storrs,  Superintendent  of 
Letchworth  Village,  and  enjoyed  a most  de- 
lightful supper. — Reported  by  W . J.  Ryan, 
M.D.,  Secy. 

Seneca  County 

The  annual  meeting  of  the  Seneca 
County  Medical  Society  was  held  at  the 
Willard  State  Hospital  on  October  13. 
These  officers  were  elected  for  1939: 

Officers 

President. Carroll  B.  Bacon,  Waterloo 

Vice-President Robert  F.  Gibbs,  Seneca  Falls 

Secretary-Treasurer Duane  B.  Walker,  Waterloo 

Censors.  .W.  R.  Holmes,  E.  M.  Wellbery,  F.  W.  Lester 

State  Delegate  Alternate  Delegate 

W.  Raymond  Holmes  Robert  F.  Gibbs 


On  motion,  it  was  resolved  to  take  up 
the  survey,  as  requested  by  the  American 
Medical  Association,  to  cover  medical  serv- 
ices in  the  County  of  Seneca,  and  Dr.  D.  B. 
Walker  was  selected  to  head  a group  of 
three  doctors  to  carry  on  the  work. — Re- 
ported by  F.  W.  Lester,  M.  D.,  Secy. 

Ulster  County 

Dr.  Harold  L.  Rakov  of  Kingston,  was 
nominated  for  the  presidency  of  the  Ulster 
County  Medical  Society  for  1939  at  the 
regular  meeting  of  the  society  on  October  11. 
Annual  elections  will  be  held  at  the  Decem- 
ber meeting. 

Other  nominations  include : 


Officers 

Vice-President William  S.  Bush,  Kingston 

Treasurer Chester  B.  Van  Gaasbeek,  Kingston 

Secretary C.  L.  Gannon,  Kingston 


Board  of  Censors 

F.  H.  Voss,  Frederick  Snyder,  Fred  W.  Holcomb 

Frank  A.  Johnston 

Dr.  Holcomb  also  was  named  as  dele- 
gate to  the  State  Medical  Society  conven- 
tion, with  Dr.  B.  W.  Gifford  as  alternate. 
Dr.  J.  F.  Larkin  was  nominated  as  delegate 
to  the  Third  District  Branch  convention, 
with  Dr.  Kenneth  LeFever  as  alternate. 

Warren  County 

Dr.  Dwight  M.  Sawyer  of  Glens  Falls 
was  re-elected  president  of  the  Warren 
County  Medical  Society  at  a meeting  in 
Glens  Falls,  on  October  12. 

Dr.  Jesse  S.  Parker  of  Glens  Falls  was 
re-elected  secretary-treasurer,  and  Dr.  P.  H. 
Huntington  of  Warrensburg,  vice  presi- 
dent. 

Dr.  Irving  Walker,  clinical  professor  of 
surgery  at  Harvard  Medical  School,  was 
guest  speaker,  discussing  “Appendicitis.” 

Yates  County 

The  Yates  County  Medical  Society 
voted  at  its  meeting  on  October  3 to  under- 
take the  health  survey.  These  officers  were 
elected  for  1939: 

Officers 

President James  P.  MacDcwell,  Dundee 

Vice-President.  George  H.  R.  White,  Penn  Yan 

Secretary-Treasurer Glenn  C.  Hatch,  Penn  Yan 

Delegate 

Bernard  S.  Strait 

Alternate  Delegate 
William  Porter  Rhudy 

Dr.  George  Hilleman  gave  an  interesting 
talk  on  “Infection  of  the  deep  nasal  sinuses 
as  a causative  factor  in  headache  and  lower 
respiratory  infections.” — Reported  by  Glenn 
C.  Hatch , M.D.,  Sec’y  and  Treasurer. 


Hospital  News 


A Boycott  on  Feminine  Interns? 

Dr.  Luvia  Willard,  head  of  pediatrics  only  two  hospitals  accept  women  on  a pro- 


at  Jamaica  Hospital  and  associate  attending 
pediatrician  at  Queens  General  Hospital, 
recently  returned  from  Los  Angeles,  where 
she  presented  a report  on  internship  con- 
ditions before  the  biennial  convention  of 
Alpha  Epsilon  Iota,  women’s  national  medi- 
cal fraternity,  of  which  she  is  a grand 
chapter  officer. 

For  the  past  two  years,  Dr.  Willard  has 
been  chairman  of  a committee  appointed  by 
the  fraternity  to  conduct  a survey  intended 
to  determine  the  percentage  of  hospitals 
which  accepted  women  graduates  of  medical 
schools  as  interns.  The  survey  was  ini- 
tiated because  of  the  lack  of  internships 
available  to  women  medical  graduates.  Dr. 
Willard  reported  that  684  hospitals  had  been 
contacted  throughout  the  United  States.  Of 
the  400  hospitals  responding  to  inquiry,  only 
one-third  accepted  women.  It  is  estimated 
that  since  these  hospitals  represent  only  a 
small  portion  of  total  hospitals,  approxi- 
mately twenty-six  per  cent  of  all  institutions 
will  take  women. 

Closed  Doors  in  Queens  County 

In  Queens  County  the  survey  shows  that 


Newsy  Notes 

More  than  three-fourths  of  the  serv- 
ice given  during  1937  by  the  Hospital  for 
Joint  Diseases,  New  York  City,  was  to 
patients  who  were  able  to  pay  nothing  or 
only  a small  part  of  the  cost  of  their  care, 
it  was  disclosed  in  the  hospital’s  thirty-first 
annual  report.  The  gross  deficit  was  $320,- 
850.57,  the  report  said.  Toward  this,  the 
Federation  for  the  Support  of  Jewish  Phil- 
anthropic Societies  contributed  $185,489.30 
and  the  United  Hospital  Fund  $60,130.99. 

A warning  has  been  issued  against  un- 
authorized door-to-door  solicitors  who  rep- 
resent themselves  as  affiliated  with  the 
Associated  Hospital  Service.  No  such 
solicitors  are  employed. 

Improvements 

A MOVEMENT  HAS  BEEN  STARTED  in  Rome 
to  build  a cancer  hospital  in  Oneida  County. 


portionate  ratio  and  equal  requirements  with 
men.  The  majority  of  approved  leading 
hospitals  in  Queens  rarely,  if  ever,  accept 
a woman  medical  graduate  as  an  intern. 

Dr.  Willard  has  planned  a campaign 
which  will  petition  for  the  cooperation  of 
women’s  organizations  throughout  the  coun- 
try in  an  effort  to  awaken  public  con- 
sciousness to  this  existing  condition.  She 
hopes  by  this  means  to  induce  hospitals  to 
formulate  a policy  whereby  interns  are 
chosen  on  the  basis  of  merit  only,  with 
entire  disregard  for  the  sex  of  the  applicant. 

Dr.  Willard  says  “women  who  want  to 
study  medicine  do  so  with  as  much  desire 
to  serve  humanity  as  do  men  physicians. 
Present  conditions  necessitate  needless  ex- 
pense and  time  in  order  to  compensate 
for  lack  of  training  which  is  available  in 
every  hospital  recognized  by  the  American 
Medical  Association,  and  which  is  now  be- 
ing denied  to  the  woman  medical  student.” 

Dr.  Willard,  as  chairman  of  the  com- 
mittee, is  handling  the  Queens  and  metro- 
politan area  and  intends  to  make  contact 
with  every  hospital  in  the  vicinity  with  a 
request  to  declare  their  policies. 


The  new  Hutchings  Hall,  at  the  Utica 
State  Hospital,  named  in  honor  of  Dr. 
Richard  H.  Hutchings,  veteran  head  of  the 
hospital,  was  dedicated  on  October  5. 

Ground  has  been  broken  for  the  new 
wing  of  Columbus  Hospital  in  Buffalo.  It 
will  be  sixty  feet  wide,  100  feet  long,  and 
three  stories  tall,  and  will  swell  the  hos- 
pital’s bed  capacity  to  150. 

At  the  Helm 

These  hospital  officials  have  been 
chosen  : 

Dr.  Frederick  C.  Smith,  to  be  acting  di- 
rector of  Grasslands  Hospital. 

Alvin  S.  Rosenson,  to  be  president  of 
the  Jewish  Hospital  of  Brooklyn. 

Frank  Gulden,  to  be  president  of  the 
Southside  Hospital  at  Bay  Shore,  reelected 
for  a fifth  term. 
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Practice  of  Medicine  by  Corporation 


A case  of  unusual  interest  on  the  sub- 
ject of  the  practice  of  medicine  by  a cor- 
poration arose  a short  time  ago  in  one  of 
the  Pacific  Coast  states,  and  resulted  a 
few  weeks  ago  in  a decision  handed  down 
by  the  highest  Court  of  the  State.* 

On  the  instigation  of  the  Board  of  Medi- 
cal Examiners,  proceedings  in  quo  war- 
ranto were  brought  against  a corporation 
known  as  Pacific  Health  Corporation,  Inc. 
to  obtain  a judgment  declaring  its  activi- 
ties unlawful. 

When  the  matter  came  up  in  Court 
there  was  no  issue  as  to  the  fact  situation, 
the  problem  for  determination  being  solely 
whether  under  the  conceded  facts  defendant 
was  a violator  of  the  laws  pertaining  to 
the  practice  of  medicine. 

Defendant  was  a stock  corporation,  op- 
erated for  profit,  having  been  organized 
under  the  general  corporation  law  of  the 
State.  It  engaged  in  the  practice  of  issu- 
ing a contract,  upon  .the  application  of 
persons  in  good  health,  under  the  terms  of 
which  it  undertook  to  pay  for  services 
rendered  by  physicians  and  hospitals,  and 
the  fees  of  ambulance  services  and  medical 
laboratories.  Each  applicant  paid  a re- 
quired sum  or  premium,  and  when  the  con- 
tract holder  became  sick  or  was  injured, 
lie  would  be  advised  by  the  Health  Cor- 
poration from  whom  he  should  obtain  the 
needed  services,  that  is,  he  would  be  re- 
ferred to  the  physician,  hospital,  or  ambu- 
lance available.  The  defendant  kept  a 
list  of  physicians  and  surgeons  which  it 
approved,  and  to  obtain  benefits  under  the 
contract,  a contract  holder  was  obliged  to 
accept  a doctor  from  the  list,  except  as  to 
emergency  expenses  not  exceeding  $50. 
When  the  services  had  been  rendered,  the 
corporation  would  pay  the  charges. 

It  appeared  that  Pacific  Health  Cor- 
poration advertised  and  solicited  the  pub- 
lic for  the  purchase  of  its  contracts  and 
paid  commissions  to  its  solicitors.  The 
monies  collected  were  put  in  a general 
fund  which  together  with  capital  and  sur- 
plus was  invested,  and  charges  for  pro- 
fessional and  other  services  were  paid  out 
of  income  from  investments  and  from  the 
general  fund. 

* People  v.  Pacific  Health  Corporation,  82 
Pac  (2nd),  429. 


The  trial  Court  came  to  the  conclusion 
that  defendant  was  illegally  engaged  in  the 
practice  of  medicine,  and  ordered  that  it 
be  excluded  from  such  practice.  An  ap- 
peal was  taken  to  the  highest  Court  of  the 
State  from  that  ruling,  and  several  un- 
usual contentions  were  made  by  appellant 
and  passed  upon  by  the  Appellate  Court. 

The  Appellant  did  not  deny  the  general 
doctrine  that  a corporation  may  not  en- 
gage in  the  practice  of  medicine,  law  or 
dentistry  but  attempted  to  distinguish  its 
activities  from  those  previously  held  to 
constitute  the  illegal  practice  of  a profession. 
It  claimed  it  did  not  practice  medicine 
or  undertake  to  perform  medical  serv- 
ices, but  merely  to  furnish  competent  physi- 
cians. It  poirtfed  out  that  the  services 
were  not  performed  at  its  offices  and  that 
none  of  the  physicians  were  on  a salary, 
but  were  paid  for  actual  services  after 
they  had  been  rendered.  Defendant  con- 
tended that  the  doctors  remained  inde- 
pendent contractors. 

The  Appellate  Court  in  dealing  with 
these  arguments,  said  in  the  opinion,  af- 
firming the  ruling  of  the  lower  Court: 

We  are  unable  to  agree  that  the  policy  of  the 
law  may  be  circumvented  by  technical  distinc- 
tions in  the  manner  in  which  the  doctors  are 
engaged,  designated  or  compensated  by  the  cor- 
poration. The  evils  of  divided  loyalty  and  im- 
paired confidence  would  seem  to  be  equally  pres- 
ent whether  the  doctor  received  benefits  from 
the  corporation  in  the  form  of  salary  or  fees. 
And  freedom  of  choice  is  destroyed  and  the  ele- 
ments of  solicitation  of  medical  business  and  lay 
control  of  the  profession  are  present  whenever 
•the  corporation  seeks  such  husiness  from  the 
general  public  and  turns  it  over  to  a special 
group  of  doctors. 

The  Court  quoted  from  an  earlier  case 
as  follows : 

But  we  need  not  quibble  here  over  the  use 
of  terms  as  it  is  immaterial  whether  the  ap- 
pointed practitioners  are  termed  employees, 
agents  or  appointees  of  the  petitioner.  The  fact 
remains  that  the  petitioner’s  agreement  was  to 
furnish,  in  consideration  of  the  premium  paid  by 
the  insured,  the  services  of  doctors  or  dentists 
who  were  to  be  appointed,  engaged,  hired  or 
employed  by  petitioner  for  the  purpose  of  fur- 
nishing such  services.  Any  such  agreement  is 
clearly  condemned  as  unlawful  and  against  pub- 
lic policy.  . . . 

Defendant  further,  in  support  of  its  ap- 
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peal,  asserted  that  an  adverse  ruling  would 
impair  the  activities  of  fraternal,  religious, 
hospital,  labor  and  similar  benevolent  or- 
ganizations furnishing  medical  service  to 
members.  In  answer  the  Court  said: 

The  question  of  the  effect  of  this  decision  upon 
any  other  organizations  is  not  squarely  before 
the  court,  and  the  information  in  the  record 
as  to  their  character  and  activities  is  meager 
and  unsatisfactory.  If  we  undertook  to  deter- 
mine their  legality  in  this  proceeding,  in  which 
they  are  not  represented,  our  decision  would 
have  no  binding  force.  But  it  should  be  pointed 
out  that  the  fear  of  applying  the  holding  of  this 
case  to  such  philanthropic  associations  as  those 
mentioned  does  not  exist  in  the  minds  of  the 
directors  thereof,  nor  has  it  been  suggested 
that  the  public  authorities  contemplate  any  at- 
tack on  them.  This  illusory  apprehension  is 
expressed  by  defendant  above,  in  an  attempt  to 
bolster  up  its  case  by  bringing  it  within  the 
general  class  of  associations  furnishing  medical 
or  health  benefits  which  have  been  tacitly  ap- 
proved for  generations.  But  a most  obvious,  and 
to  us,  a fundamental  distinction  must  be  made 
between  defendant  and  these  other  institutions. 
In  nearly  all  of  them,  the  medical  service  is 
rendered  to  a limited  and  particular  group  as  a 
result  of  cooperative  association  through  mem- 
bership in  the  fraternal  or  other  association,  or 
as  a result  of  employment  by  some  corporation 
which  has  an  interest  in  the  health  of  its  em- 
ployees. The  public  is  not  solicited  to  purchase 
the  medical  services  of  a panel  of  doctors ; ajjd 
the  doctors  are  not  employed  or  used  to  ma^J 
profits  for  stockholders.  In  almost  every 
the  institution  is  organized  as  a nonprofit  eva- 
poration or  association.  Such  activities  are  it&i 
comparable  to  those  of  private  corporation 
operated  for  profit  and,  since  the  principal  evjl$ 
attendant  upon  corporate  practice  of  medidiff 
spring  from  the  conflict  between  professional 
standards  and  obligations  of  the  doctors  and 
the  profit  motive  of  the  corporation  employer, 
it  may  well  be  concluded  that  the  objections 
of  policy  do  not  apply  to  nonprofit  institutions. 
This  view  seems  almost  implicit  in  the  decision^ 
of  the  courts  and  it  certainly  has  been  In 
assumption  of  the  public  authorities,  which  ha^ 
as  far  as  we  are  advised,  never  molested  these 
organizations. 

■n 

Another  argument  made  by  defendant  w* 
that  the  time  has  come  as  evidenced  by  $ 
movement  for  health  insurance  and  groj^j 
medicine  to  reverse  the  settled  polft$ 

against  corporate  practice,  and  to  declar^ 
it  legal  and  proper.  The  Court  in  dis- 

posing of  this  latter  argument  said: 

All  we  have  before  us  is  the  proof  of  a con- 
troversy, which  has  raged  for  years,  between 
medical  men,  sociologists,  and  others,  as  to  the 
future  course  of  medical  practice.  The  desirabil- 
ity of  present  methods  and  the  suggested  re- 
forms, including  various  kinds  of  insurance  and 
group  treatment,  are  hotly  debated.  Public 
policy  may  change,  and  doubtless  where  statutes 
do  not  cover  the  field,  the  court  may  follow 
such  changes,  but  the  court  must,  in  such 


case,  declare  the  public  policy,  the  social  view 
of  the  people  generally,  and  not  merely  its  own 
private  choice  among  hopelessly  conflicting  views 
of  desirable  reform  of  settled  practices  or  prin- 
ciples in  this  field.  In  the  present  circumstances 
there  can  be  no  true  declaration  by  this  court 
that  a change  in  social  viewpoint  now  requires 
the  abandonment  of  the  rule  against  corporate 
practice  of  medicine.  Such  a drastic  change 
should  come  from  the  legislature,  after  the  full 
investigation  and  debate  which  legislative  or- 
ganization and  methods  permit.  Though  cer- 
tainly aware  of  the  controversy,  and  with  pre- 
sumed knowledge  of  our  decisions  preventing 
corporate  practice,  the  legislature  thus  far  has 
not  acted,  and  until  it  does  we  deem  it  proper 
to  follow  the  existing  law. 


Accidental  Breaking  of  Forceps 

A young  man  was  brought  to  the  office 
of  a physician,  specializing  in  eye,  ear, 
nose  and  throat  work,  with  a history  that 
he  had  been  injured  by  a kick  in  the  face 
the  previous  day  in  the  course  of  a football 
game.  Examination  showed  a depression 
of  the  left  cheek  prominence  with  swelling 
and  discoloration  about  the  eye.  The  eye 
apparently  was  not  injured  and  x-rays 
showed  a fracture  of  the  left  malar  bone. 

The  patient  entered  a hospital,  and 
under  an  anesthetic  an  attempt  was  made 
tfl^fceduce  the  fracture.  In  the  course  of  the 
the  doctor  endeared  t 
" v^tiAceiuiWvfi^ceps  without  success. 
c„U\qn  p^ed  ja  rpjiir,  c£  bullet  forceus.  * In 


wmm 

telt  some- 

lg  snap  and  after  removing  the  forceps 
Kcertained  that  about  1/4"  had  broken  off 
Iff  tip  of  one  prong  and  about  1/8"  had 
»ken  off  the  tip  of  the  other  prong  and 
fragments  were  left  imbedded  under  the 
p|3Ean  in  the  tissues  of  the  face.  The  doctor 
not  probe  for  these  two  pieces  of  metal 
tjE|Eau3e  he  feared  the  possibility  of  stirring 
an  infection.  X-rays,  a few  days  later, 

f^^e  taken  by  him  which  showed  that  one 
fcment  was  just  below  the  malar  prom- 
inence and  the  other  was  at  the  margin  of 
at<he  floor  yof  the  orbit.  The  x-rays 
bthl^^Htnri^WTiave  been  propeHv  f edified. 

ftiMfrariK-rdfetfr  tftoltf'iW'-'W 

bodies  was  advised  but  instead  of  submit- 
ting to  an  operation  for  their  removal, 
patient  instituted  a malpractice  action 
against  the  physician  charging  him  with 
having  been  negligent  in  manipulating  the 
forceps,  and  in  having  failed  to  use  a 
proper  pair  of  forceps  for  the  purpose. 

The  action  was  never  placed  upop  the 
calendar  for  trial  and  in  due  course,  upon 
motion  of  defendant’s  counsel,  was  dis- 
missed for  failure  to  prosecute  the  action. 


Books 


Operative  Gynecology.  By  Harry  S.  Cros- 
sen,  M.D.  and  Robert  J.  Crossen,  M.D 
Fifth  edition,  entirely  revised  and  reset. 
Quarto  of  1076  pages,  illustrated.  St.  Louis, 

C.  V.  Mosby  Company,  1938.  Cloth,  $12.50. 

The  fifth  edition  of  this  remarkable  book 
is  certainly  complete,  and  marvelously  well 
illustrated.  A great  deal  of  space  is  devoted 
to  cancer  of  the  cervix  and  corpus  of  the 
uterus;  the  long  detail  of  the  Wertheim 
operation,  included  for  historical  interest, 
might  well  have  been  omitted.  Retrover- 
sion operations  occupy  nearly  a hundred 
pages  of  the  text,  and  we  suppose  they  do 
belong  in  a comprehensive  work  of  this 
kind,  yet  there  is  much  futility  to  them. 

Conservative  operations  on  the  tubes  and 
ovaries  are  well  discussed  and  illustrated, 
and  the  pages  which  describe  Sim’s  and 
McDowell’s  original  work  are  delightful. 
The  Manchester  or  Fothergill  operation, 
Crossen  thinks,  takes  too  much  time  as  he 
has  seen  it  performed.  Fothergill’s  illustra- 
tions are  shown,  and  the  point  is  made 
that  if  only  colporrhaphy  is  done,  prolapse 
will  not  be  cured.  And  that  is  true,  too. 
Shortening  of  the  parametrial  tissue  is. 
essential,  and  easily  managed  by  deep 
sutures  which  Fothergill  and  Shaw  have 
not  illustrated  clearly.  mu 

As  an  illustrated  text  for  operatiy^A 
gynecology,  Crossen’s  work  is  admira!^.^ 
Charles  A.  GQRDonsBq,Kj 

A Textbook  of  Hematology.  By 

Magner,  M.D.  Octavo  of  395  pa|^B^* 

illustrated.  Philadelphia,  P.  Blakiston’s  Solnfibn- 
Co.,  Inc.,  1938.  Cloth,  $4.50.  jgged, 

This  book  is  another  addition  to  the  ™ar- 
creasing  collection  of  works  in  hematolSpKie 
presented  to  the  medical  public.  In  t 
instance,  the  author  contents  himself  Wi 
a consideration  of  the  morphological  asp 
of  the  subject.  The  material  is  prese 
in  the  usual  orthodox  manner  and  is  ilifi&he 
trated  sparsely  but  well.  However,  it  a«Kfeto 
nothing  to  the  literature  in  hematology  till  to 
cannot  be  found  elsewhere. 

~44«n4tittafoma  and  red- . 

wfctrT.  Lord,  M.D.  and  RodbriMTltffrofi, 

M.D.  Revised  edition.  Octavo  of  148  pages, 
illustrated.  New  York,  The  Commonwealth 
Fund,  1938.  Cloth,  $1.00. 

This  handbook  contains  a wealth  of  in- 
formation about  pneumococcus  lobar  pneu- 
monia. In  it  the  authors  treat  briefly  the 
etiology,  pathogenesis,  pathology  and  im- 


munology of  pneumococcus  lobar  pneumonia. 
They  discuss  fully  the  diagnosis  and  espe- 
cially the  specific  therapy,  as  is  indicated  by 
the  title,  and  warn  against  pitfalls  in  serum 
therapy.  Accurate  and  unbiased  statistics 
are  presented  concerning  the  results  of 
serum  treatment  for  types  I,  II,  V,  VII, 
VIII  and  XIV  pneumococcus  pneumonias. 
Its  style  is  clear,  and  it  can  be  read  easily 
in  several  hours.  This  book  is  recommended 
to  the  student  and  practitioner  of  medicine. 

Elmer  H.  Loughlin 

Handbook  on  Social  Hygiene.  Edited  by 
W.  Bayard  Long,  M.D.  and  Jacob  A.  Gold- 
berg, M.A.  Octavo  of  442  pages,  illustrated. 
Philadelphia,  Lea  & Febiger,  1938.  Cloth, 
$4.00. 

This  book  covers  in  a comprehensive 
manner  the  whole  subject  suggested  by  the 
title.  One  has  only  to  read  the  names  listed 
as  contributors  to  know  that  the  subject 
matter  will  be  complete,  and  that  the  facts 
will  be  accurately  set  forth.  History,  diag- 
nosis and  treatment  of  syphilis  is  first  taken 
up,  followed  by  special  chapters  on  syphilis 
of  the  nervous  system  and  syphilis  of  the 
eye  and  one  on  congenital  syphilis. 

Gonorrhoea  in  both  the  male  and  female 
is  then  covered  adequately,  followed  by 
CTapters  on  venereal  disease  from  the  stand- 
«int  of  the  laboratory,  the  hospital  and  out- 
j^tient  clinics,  the  department  of  health, 
Social  service  and  public  welfare  activities. 
£ach  chapter  is  an  essay  by  an  authority  on 
the  particular  part  of  social  hygiene  covered 
therein,  and  all  are  brought  together  in  a 
wholly  satisfactory  manner  making  the  book 
W worth  while  from  every  standpoint. 

John  C.  Graham 

•^Introduction  to  Ophthalmology.  By  Peter 
jC.1?  Kronfeld,  M.D.  Octavo  of  331  pages, 
mustrated.  Springfield,  Charles  C.  Thomas, 
*938.  Cloth,  $3.50. 

Trom  a standpoint  of  interesting  context 
and  progress  of  modern  ophthalmology,  this 
%0ume  has  many  valuable  chapters.  The 
Ififerary  style  is  very  readable,  and  it  is 
fiscally  presented.  On  the  other  hand,  the 
reviewer  does  not  understand  how  this  book 
t&n  be  useful  to  the  medical  student  as  an 
introduction  to  ophthalmology,  as  so  much 
basic  material  and  so  many  of  the  common 
entities  which  he  is  apt  to  meet  in  beginning 
practice  are  omitted  that  the  course  of  in- 
struction would  have  to  be  very  elaborate 
to  supplement  the  text. 

John  N.  Evans 


ORDERING  BOOKS 

As  a service  to  our  readers,  books  listed  in  this  issue  or  any  other  medical  book 
in  print  may  be  ordered  through  T.  H.  McKENNA,  INC.,  878  Lexington  Avenue, 
New  York  City.  Phone  BU  tterfield  8-6603. 
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THE  PREVENTION  OF  PNEUMONIA 

Wilson  G.  Smillie,  M.D.,  Dr.  P.H.,  New  York  City 
Professor  of  Preventive  Medicine  and  Public  Health,  Cornell  University  Medical  College 


The  measure  of  success  in  pneumonia 
prevention  can  only  be  obtained  if  we 
know  the  prevalence  of  this  disease.  We 
have  very  little  accurate  data  upon  this 
point.  Actual  deaths  from  pneumonia 
have  been  fairly  accurately  reported  for 
at  least  twenty-five  years  in  many  states. 
Sometimes  these  data  are  divided  into 
deaths  from  bronchopneumonia  and  lobar 
pneumonia.  This  death  rate  gives  us  at 
least  an  approximation  of  the  incidence 
of  the  disease,  since  the  case  fatality  rate, 
in  lobar  pneumonia  at  least,  is  quite  con- 
stantly twenty-five  per  cent.  Thus,  the 
pneumonia  incidence  rate  is  about  four 
times  the  death  rate. 

It  would  be  much  more  satisfactory 
from  every  point  of  view  if  the  classifica- 
tion of  pneumonia  could  be  made  upon 
an  etiological  rather  than  an  anatomical 
basis.  If  we  only  knew  how  many  of  the 
cases  of  lobar  and  bronchopneumonia  that 
occurred  each  year  were  due  to  the  pneu- 
mococcus; if  we  knew  in  addition  the 
type  of  pneumococcus  that  was  responsi- 
ble for  each  of  these  cases  of  pneumonia, 
we  could  then  determine  the  epidemi- 
ology of  the  disease  much  more  accu- 
rately than  at  present.  Thus,  we  would 
be  able  to  measure  the  effectiveness  of 
the  various  factors  that  may  be  employed 
or  may  play  a part  in  the  prevention  of 
pneumonia. 

Despite  our  lack  of  detailed  knowledge 
of  pneumonia  prevalence,  we  are  fairly 
sure  that  pneumonia  has  declined  steadily 


during  recent  years  (Chart  I).  Certain 
factors  have  been  and  probably  still  are 
at  work  in  community  life  which  have 
resulted  in  marked  reduction  of  deaths 
from  pneumonia.  We  do  not  know  what 
all  these  factors  are,  nor  can  we  measure 
accurately  the  effect  that  social  and  eco- 
nomic conditions,  such  as  better  housing, 
better  personal  and  community  hygiene 
and  sanitation,  have  had  upon  the  reduc- 
tion of  the  disease.  In  any  estimate  of 
the  effectiveness  of  our  present  efforts  in 
pneumonia  prevention,  however,  we  must 
take  into  consideration  the  fact  that  pre- 
vious to  our  efforts  toward  specific  con- 
trol of  pneumonia,  the  trend  line  of 
deaths  from  the  disease  was  downward. 

What  measures  may  we  employ  which 
will  hasten  this  natural  tendency  for 
pneumonia  to  decline?  I have  no  method 
to  suggest  for  prevention  of  pneumonia 
that  gives  promise  of  any  startling  or 
abrupt  reduction  of  the  disease.  It  seems 
probable  that  our  best  method  of  attack 
is  not  a frontal  one,  but  an  attack  by 
attrition,  the  wearing  away  of  the  mass 
by  small,  apparently  insignificant  efforts 
in  first  one  direction  and  then  in  another. 

Let  us  begin  with  the  simple  things. 
Theoretically,  we  should  be  able  to  pre- 
vent a certain  proportion  of  the  cases  of 
pneumonia  by  giving  careful  attention  to 
those  persons  who  are  suffering  from 
acute  upper  respiratory  infections.  It  is 
true  that  very  few  people  who  have  colds 
develop  pneumonia.  It  is  also  true  that  a 
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large  proportion  of  attacks  of  pneumonia 
are  preceded  by  a common  cold.  Many 
studies  have  shown  that  the  pneumococ- 
cus frequently  increases  in  numbers  in 
the  upper  respiratory  tract  during  the 
course  of  a cold.  The  peak  of  pneu- 
mococcus prevalence  in  the  nasopharynx 
is  reached  on  the  third  or  fourth  day  of 
the  acute  cold.  If  the  individual  with  the 
cold,  who  has  a high  pneumococcus  prev- 
alence in  the  throat,  becomes  chilled, 
fatigued,  or  in  any  manner  lowers  his 


direct  contact  with  the  world  at  large.  In 
these  highly  susceptible  groups,  preven- 
tion of  colds,  particularly  during  the 
winter  months,  may  well  prevent  an  at- 
tack of  pneumonia. 

Isolation  of  Pneumonia  Patient 
and  Quarantine  of  Contacts 

The  procedures  of  isolation  and  quar- 
antine have  been  strongly  recommended 
as  effective  methods  in  pneumonia  pre- 


From the  57th  Annual  Report,  New  York  State  Department  of  Health,  Published  1937. 


Chart  I — Steady  De- 
cline of  Pneumonia 
Death  Rate  in  the 
State  of  New  York 


threshold  of  resistance  to  further  invasion 
of  the  pneumococcus,  its  extension  to  the 
lower  respiratory  tract  may  and  fre- 
quently does  occur,  and  pneumonia  is  the 
result.  Therefore,  any  person  with  an 
acute  cold  should  take  special  precautions 
to  avoid  untoward  influence  during  the 
acute  stages  of  an  upper  respiratory  in- 
fection. Furthermore,  there  are  certain 
groups  of  persons  who  are  at  greatest 
risk  of  developing  pneumonia  following 
respiratory  infections.  I refer  to  the 
aged,  infants,  and  invalids.  Persons  be- 
longing to  these  groups  may  and  should 
be  protected  from  contact  with  individuals 
suffering  with  acute  colds.  It  is  quite 
possible  to  prevent  infection  with  a cold 
in  these  persons,  who  can  be  kept  from 


vention.  We  have  no  good  evidence  that 
these  technics  would  be  any  more  effec- 
tive in  the  prevention  of  pneumonia  than 
in  the  prevention  of  meningococcus  men- 
ingitis. If  the  patient  with  pneumonia 
is  in  the  hospital,  he  will  not  transmit  his 
specific  pneumococcus  strain  to  the  at- 
tending physicians  and  nurSes,  nor  to  his 
fellow  patients  in  the  ward.  The  ex- 
ception to  this  rule  seems  to  be  the  open, 
draining  case  of  pneumococcus  empyema. 
In  all  other  pneumococcus  infections,  if 
the  ordinary,  simple  aseptic  nursing  tech- 
nics that  are  practiced  in  customary  hos- 
pital procedures  are  followed,  the  case 
can  be  treated  in  the  hospital  ward  with 
little  or  no  danger  to  his  contacts.  This 
same  rule  holds  true,  of  course,  in  the 
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meningococcus  infections.  It  is  a striking 
fact  that  these  two  infections — pneu- 
monia and  meningococcus  meningitis — 
are  closely  parallel  in  many  of  their 
epidemiological  characteristics. 

If  the  case  of  pneumonia  remains  at 
home,  it  is  possible  that  other  members 
of  the  family  and  visitors  will  become  in- 
fected with  the  specific  strain  that  has 
produced  pneumonia  in  the  patient.  We 
have  a good  deal  of  evidence  td  show, 
however,  that  the  case  of  pneumonia,  even 
when  cared  for  in  a home,  and  living 
under  bad  economic  and  sanitary  condi- 
tions, does  not  commonly  infect  His  con- 
tacts. 

The  pneumococcus  is  usually  trans- 
ferred by  the  secretions  of  the  upper 
respiratory  tract.  Thus,  the  important 
source  of  infection  is  the  carrier  of  the 
virulent  strain,  and  not  the  actual  case  of 
disease.  One  reason  for  this  is  that  the 
carriers  are  much  more  numerous  than 
the  cases.  This  fact  is  clearly  demon- 
strated in  our  study  of  the  B.  family 
(Chart  II). 

Mrs.  B,  the  mother  of  a large  Italian 
family,  developed  type  II  lobar  pneumonia 
on  February  1,  1938.  She  remained  at  home 
throughout  her  illness.  On  February  9, 
nasopharyngeal  cultures  were  made  of  her 
own  household  and  also  of  casual  visitors 
who  were  not  members  Of  her  household. 
Serial  cultures  were  taken  from  these  per- 
sons from  that  date  until  the  present  time. 
Every  member  of  the  patient’s  immediate 
family  became  a carrier,  and  most  bf  them 
have  remained  carriers  of  virulent  type  II 
organisms.  The  patient  promptly  cleared  up 
after  her  convalescence  and  had  three  suc- 
cessive negative  cultures.  On  one  subse- 
quent occasion  she  picked  Up  a type  II 
strain  for  a short  period  and  then  discarded 
it  promptly. 

Members  and  friends  of  the  family  who 
did  not  live  under  the  same  roof  did  not 
become  carriers  of  this  strain  (type  II). 
The  one  exception  to  this  rule  was  T.M. 
(See  chart).  This  man  was  much  more 
than  a casual  contact,  although  he  did  not 
live  within  the  family  circle. 

Did  the  patient  infect  the  family  with 
virulent  type  II  pnepmococci,  or  did 
some  member  of  the  family  who  went 
out  into  the  world  to  work  and  who  had 
wide  outside  contacts  bring  the  strain  into 
the  family?  The  latter  probably  repre- 
sents the  true  course  of  events.  The 


whole  family  were  invaded  by  this  strain, 
yet  only  one  member  of  the  family  devel- 
oped lobar  pneumonia.  This  represents  a 
ratio  in  this  family  of  one  case  of  pneu- 
monia to  seven  carriers  bf  type  II  pneu- 
mococcus who  have  remained  well. 

We  have  not  been  able  to  trace  any 
other  case  of  type  II  pneumonia  to  this 
family,  but  their  contacts  are  so  wide  and 
varied  as  they  go  about  their  work  in  a 
large  city  that  they  may  well  have  scat- 
tered the  strain  to  other  contacts.  I see 
no  practical  method  of  preventing  this 
mode  of  spread  of  the  pneumococcus. 
Theoretically,  this  family  should  have 
been  under  quarantine  for  the  past  three 
months.  But  we  have  no  reason  to  be- 
lieve that  such  quarantine  would  have 
been  a feasible  or  effective  procedure  in 
prevention  of  pneumonia ; thus,  we  are 
not  justified  in  quarantining  it. 

Although  type  II  strain  is  rare  in  the 
general  population,  it  seems  clear  that 
under  favorable  conditions  it  may  become 
highly  prevalent  within  a narrow  group 
of  people.  But  only  a small  proportion  of 
those  who  become  infected  with  the  strain 
actually  develop  pneumonia. 

We  wish  to  point  out  again  how  closely 
this  picture  siniulates  the  epidemiological 
characteristics  of  the  meningococcal  in- 
fections. 

Overcrowding  of  susceptible  persons 
undoubtedly  does  produce  a high  preva- 
lence of  pneumonia,  even  resulting,  in 
some  instances,  in  true  pneumonia  epi- 
demics. This  characteristic  of  pneumonia 
has  been  demonstrated  in  the  construction 
camps  of  the  Panama  Canal,  the  diamond 
and  gold  mine  concentration  camps  of 
South  Africa,  and  in  barracks,  jails,  and 
institutions  of  various  types.  General 
Gorgas  showed  in  Panama,  and  later  in 
South  Africa,  that  an  improvement  in 
housing,  and  a separation  of  the  suscepti- 
ble natives  out  into  tiny  individual  huts 
prevented  transfer  of  infection  from  the 
carriers. 

This  simple  procedure  resulted  in  a 
sharp  decline  in  pneumonia  incidence  in 
both  these  areas. 

In  the  epidemics  of  pneumonia  that  we 
have  studied  in  an  institute  for  the  feeble- 
minded, in  a Veterans’  insane  hospital, 
and  in  the  Massachusetts  State  hospital, 
we  found  that  one  of  the  important  fac- 
tors in  the  transfer  of  infection  seemed 


Chart  II — Prevalence  of  Type  II  Pneumococcus  Carriers  in  Family  in  Which  a Case 
of  Type  II  Lobar  Pneumonia  Occurred 
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to  be  the  intimate,  personal  contact  that 
occurred  within  the  institution.  In  some 
instances  the  infection  was  limited  to 
certain  crowded  wards.  Thus,  it  is  logical 
to  presume  that  prevention  of  overcrowd- 
ing in  institutions  or  in  the  tenements 
should  result  in  some  reduction  in  pneu- 
monia incidence. 

Specific  Immunization 

It  is  my  personal  opinion  that  a mass 
attack  on  pneumonia  bv  means  of  im- 
munization with  soluble  specific  substance 
is  not,  for  the  present  at  least,  a feasible 
procedure.  It  is  quite  true  that  a single 
injection  of  two  Mg.  of  specific  capsular 
substance,  will  increase  the  threshold  of 
resistance  of  an  individual  against  that 
specific  strain  to  a high  degree  and  within 
a very  few  days,  without  untoward  effect. 
This  immunity  will  last  for  a reasonable 
length  of  time,  probably  several  months. 

This  is  a method  of  orotection  which 
may  be  utilized  by  the  practicing  physi- 
cian in  the  protection  of  those  of  his 
patients  whom  he  considers  as  subject  to 
special  risk  from  pneumonia.  But  the 
incidence  of  pneumonia  is  so  low  in  the 
general  population  that  a health  depart- 
ment is  not  justified  in  employing  pneu- 
monia immunization  as  a mass  procedure. 

The  health  department  is  justified, 
however,  in  aiding  in  the  protec"  :on  of 
certain  groups  that  are  subjected  to  spe- 
cial risk  from  pneumonia.  For  example, 
steel  workers  who  are  subjected  to  high 
temperatures,  young  soldiers  who  are  sent 
into  army  barracks,  young  sailors  who 
are  recruited  for  service  aboard  naval 
vessels,  patients  in  insane  institutions,  in- 
mates of  work  houses,  prisoners,  and 
other  groups  where  the  known  risk  of 


pneumonia  is  great,  can  be  given  a relative 
temporary  immunity,  at  least,  against  the 
most  important  of  the  virulent  types  of 
pneumococcus. 

In  the  face  of  an  epidemic,  and  par- 
ticularly if  the  prevailing  type  of  pneu- 
mococcus is  known,  immunization  with 
specific  capsular  substance  can  be  secured 
rapidly  and  effectively.  This  is  well  illus- 
trated by  our  experience  in  Bedford 
(Mass.)  Veterans’  Hospital  type  II  epi- 
demic, and  also  in  the  epidemic  of  type  I 
pneumonia  at  the  Worcester  (Mass.) 
State  Hospital.  In  each  instance  immun- 
ization with  soluble  specific  substance 
seemed  to  play  a rapid  and  definite  role 
in  checking  the  march  of  an  epidemic  of 
pneumonia.  But  these  are  obviously  spe- 
cial conditions,  infrequently  encountered. 

Summary 

1.  Isolation  of  the  patient  and  quaran- 
tine of  contacts  is  not  an  effective  tech- 
nic for  the  control  of  pneumonia. 

2.  Prevention  of  colds  in  special 
groups,  and  precautions  taken  in  avoid- 
ance of  untoward  influences  during  the 
course  of  a cold  should  aid  in  prevention 
of  pneumonia. 

3.  Prevention  of  overcrowding,  par- 
ticularly in  institutions,  should  prevent  a 
certain  proportion  of  pneumonia  cases. 
The  reason  for  this  is  that  the  pneu- 
mococcus is  transmitted  by  the  carrier 
through  close  personal  contact. 

4.  Specific  immunization  against  the 
pneumococcus  is  a feasible  procedure.  At 
present,  it  can  be  utilized  as  a public 
health  measure  only  under  certain  special 
and  carefully  selected  conditions. 

411  E.  69  St. 


Discussion 


Dr.  Edward  S.  Rogers,  Albany — We  are 
already  deeply  indebted  to  Dr.  Smillie  for 
his  leadership  in  the  investigation  of  the 
epidemiology  of  pneumonia  during  the  past 
eight  or  ten  years.  I feel  that  the  paper 
which  he  has  just  presented  adds  further  to 
this  indebtedness. 

However,  inasmuch  as  the  subject  still 
must  be  considered  controversial,  a few 
comments  based  upon  our  experience  in 
New  York  State  which  bear  upon  some  of 
Dr.  Smillie’s  observations  may  not  be  ir- 
relevant. 

In  discussing  the  case  fatality  from  pneu- 


monia as  a whole  and  the  application  of  a 
case  fatality  rate  to  the  known  number  of 
deaths  as  a means  of  estimating  the  total 
number  of  cases  occurring,  Dr.  Smillie  used 
a rate  of  twenty-five  per  cent.  This  rate  is 
the  generally  accepted  one,  and  I presume, 
originated  from  hospital  observations.  How- 
ever, it  is  interesting  to  note  that  in  New 
York  State,  during  the  year  of  1935,  the 
ratio  of  reported  cases  to  reported  deaths 
was  2.9  to  1 ; in  1936,  presumably  reflecting 
the  influence  of  the  statewide  pneumonia 
program,  the  ratio  rose  to  3.6  to  1 ; and,  in 
1937,  it  rose  to  4.0  to  1,  while  the  actual 
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number  of  deaths  has  remained  quite  con- 
stant. In  other  words,  on  the  basis  of  re- 
ported cases  and  reported  deaths  the  fatality 
rate  in  New  York  State  now  is  twenty-five 
per  cent  and  yet  we  know  that  reporting  is 
far  from  complete.  This  suggests  that  the 
true  case  fatality  rate  from  pneumonia  in 
the  entire  population  is  somewhat  less  than 
twenty-five  per  cent,  perhaps  even  below 
twenty  per  cent,  although  the  possibility  of 
inaccurate  diagnosis  in  our  experience  must 
be  kept  in  mind. 

I am  glad  that  Dr.  Smillie  emphasized  the 
need  of  careful  study,  not  only  of  the  prev- 
alence of  pneumonia,  but  also  of  the  in- 
cidence of  pneumococcus  types  causing  it. 
It  is  not  as  simple  as  it  seems  to  organize 
such  a study.  One  of  the  prime  requisites, 
which  apparently  is  often  overlooked,  or 
has  been  overlooked  in  many  previous  re- 
ports of  type  incidence,  is  that  for  each 
typed  case  reported  definite  information 
must  be  available  as  to  whether  or  not  that 
case  was  actually  one  of  clinical  pneumonia. 

The  constantly  declining  mortality  rate 
for  pneumonia  since  1900,  with  the  excep- 
tion of  the  1917-1918  influenza  epidemic,  is 
of  considerable  interest.  It  would  seem,  as 
Dr.  Smillie  has  suggested,  that  the  pneu- 
monia program  of  today  has  attached  itself 
to  the  bandwagon  at  the  proper  time.  Ir- 
respective of  what  we  do,  the  results  will 
most  likely  appear  to  be  favorable  unless 
within  the  next  few  years  the  effect  of  our 
constantly  aging  population  should  reach  a 
point  where  it  might  offset  the  present 
downtrend. 

To  the  factors  which  Dr.  Smillie  men- 
tioned as  influencing  the  present  declining 
annual  mortality  rate  perhaps  should  be 
added  the  effect  of  the  tendency  of  present 
day  physicians  to  include  multiple  diagnoses 
on  death  certificates,  as  has  been  pointed 
out  by  Dunn.  According  to  the  Manual  of 
Joint  Causes  of  Death,  upon  which  vital 
statistics  classifications  are  based,  the  ap- 
pearance of  any  of  a large  number  of  other 
diseases  or  conditions  upon  the  death  cer- 
tificate will  cause  pneumonia  to  be  listed  as 
a contributory  rather  than  the  primary 
cause. 

We  can  no  longer  discuss  the  factors 
predisposing  to  pneumonia  without  includ- 
ing the  common  cold.  However,  it  must  be 
borne  in  mind  that  the  seasonal  incidence  of 
pneumonia  and  of  the  common  cold  is  quite 
coincidental  and  that  their  simultaneous 
occurrence  might  take  place  irrespective  of 
a direct  cause  and  effect  relationship. 
Nevertheless,  we  are  probably  well  advised 
to  follow  the  precautions  Dr.  Smillie  has 
indicated  with  respect  to  general  education 
concerning  isolation  of  the  common  cold 


pending  the  proof  or  disproof  of  its  causal 
relationship  to  pneumonia. 

I am  sorry  that  I do  not  have  figures  to 
support  my  impression,  which  I believe  also 
is  a rather  widely  accepted  one,  that  there 
is  greater  likelihood  of  pneumonia  develop- 
ing in  newly  arrived  personnel,  such  as  in- 
terns and  nurses  of  hospital  staffs,  recruits 
to  military  forces,  or  new  inmates  in  insti- 
tutions, than  there  is  in  the  older  population 
of  these  groups.  If  this  is  true  it  suggests 
that  there  is  a protective  factor  in  operation 
in  permanent  institutional  and  military 
populations.  Perhaps  this  factor  is  an  ac- 
quired resistance  to  the  types  of  pneu- 
mococci locally  prevalent.  Therefore,  in 
assuming  that  because  secondary  cases  in 
hospital  populations  are  infrequent,  pneu- 
monia Cases  are  unimportant  as  sources  of 
infection,  one  is  making  such  assumption 
upon  the  basis  of  a highly  selected  experi- 
ence. 

During  the  past  two  years,  we  have  been 
conducting  a study  of  the  incidence  of  sec- 
ondary cases  of  pneumonia  in  households 
in  certain  sample  areas  in  the  State.  While 
these  data  have  not  been  submitted  to 
searching  analysis  as  yet,  preliminary  sur- 
vey indicates  that  the  secondary  attack  rate 
is  significantly  high  and  that  household 
contacts  are  of  importance.  We,  as  well  as 
many  other  observers,  have  rather  numer- 
ous records  of  families  in  which  two,  three, 
or  even  as  high  as  six  cases  have  occurred 
within  a short  space  of  time.  It  would  be 
unwarranted,  it  seems  to  me,  to  say  simply 
because,  the  case  has  been  removed  to  the 
hospital  before  pneumonia  develops  in  some 
other  member  of  the  household  that  the  pri- 
mary case  might  not  have  been  fully  as 
responsible  for  the  second  case  as  a non- 
pneumonic  carrier,  inasmuch  as  the  limits 
of  the  incubation  period  of  the  disease  are 
unknown. 

Out  of  his  large  experience,  Dr.  Smillie 
has  given  us  a very  practical  description  of 
outbreaks  in  institutions  where  the  disease 
often  assumes  its  most  epidemic  form. 
While  I have  little  or  no  argument  with 
the  theory  of  immunization  to  check  such 
an  outbreak,  it  seems  to  me  that  the  evi- 
dence Dr.  Smillie  has  presented  is  insuffi- 
cient to  prove  its  value.  The  attacks  stopped 
in  too  short  a period  of  time  following 
vaccination  to  be  convincing.  In  New  York 
State  we  have  had  about  five  sharply  local- 
ized community  outbreaks  which  I can  recall. 
In  each  instance  these  outbreaks  apparently 
stopped  in  a rather  abrupt  manner  after  an 
interval  of  six  weeks  to  two  months,  or 
presumably  after  the  susceptible  population 
had  become  exhausted. 

In  a “transient  hotel”  in  the  city  of 


Number  23] 


PNEUMONIA 


1491 


Rochester,  however,  with  a population  of 
about  600,  of  which  half  were  permanent 
or  semi-permanent  and  the  other  half  con- 
stantly changing,  we  had  an  outbreak  of 
type  II  pneumonia  which  persisted  over  a 
period  of  about  two  years.  This  is  under- 
standable since  the  population  was  con- 
stantly changing.  Interestingly  enough,  last 
summer  Dr.  A.  M.  Johnson,  Health  Officer 
of  the  city  with  the  help  of  Dr.  C.  M.  Car- 
penter, of  the  Rochester  University  Medical 
School,  carried  out  several  studies  of  the  pop- 
ulation of  the  “hotel/’  in  which  they  identified 
a number  of  carriers.  These  individuals  were 
then  isolated  from  the  rest  of  the  inmates. 
Not  only  did  this  isolation  serve  to  keep 
these  carriers  away  from  the  other  inmates, 
but  also,  evidently  by  reason  of  its  disci- 
pline, it  served  to  drive  most  of  them  from 
the  “hotel”  entirely.  Consequently,  when 


cold  weather  came  last  fall  there  were  but 
two  or  three  of  these  carriers  who  were  put 
back  into  the  general  “hotel”  population. 
To  my  knowledge,  no  further  type  II  pneu- 
monia has  developed.  Whether  this  isola- 
tion may  have  been  a factor  in  breaking  up 
the  outbreak  is  quite  impossible  to  say. 

It  is  obvious  that  the  present  state  of  our 
information  does  not  permit  an  approach  to 
pneumonia  control  along  the  lines  of  pre- 
vention and  that  much  future  careful  in- 
vestigation along  the  lines  Dr.  Smillie  has 
commenced  is  needed  in  this  important  field. 
In  the  meantime,  however,  we  must  not 
lose  sight  of  the  value  of  existing  methods 
of  treatment  which,  if  properly  applied,  can 
greatly  lessen  the  damage  done  by  this  dis- 
ease during  the  future  period  in  which  addi- 
tional methods  of  control  are  being  devel- 
oped. 


FLUOROSCOPIC  MEDICAL  MOVIES 


If  war  comes,  Medical  Corps  surgeons 
will  be  better  equipped  than  ever  before  to 
remove  shrapnel  and  bullets  from  the 
wounded  through  perfection  of  a new  fluoro- 
scope  motion  picture  technic. 

The  system  developed  by  Dr.  William 
Stewart  and  Dr.  Francis  H.  Ghiselin  of 
Lenox  Hill  Hospital,  New  York  City,  was 
explained  by  the  former  at  the  Sixth  Dis- 
trict Branch  meeting  of  the  Medical  Society 
of  the  State  of  New  York  recently  at 
Elmira. 

For  fifteen  years  scientists  have  been 
working  on  a motion  picture  method  to 
show  normal  movements  of  the  internal 
organs.  The  former  way  was  to  make  a 
series  of  x-ray  plates  in  quick  succession, 
piece  these  together  and  make  movies  of 
them.  This  process,  however,  produced 
only  a “jumpy”  film  which  oftimes  distorted 
the  true  movement  of  the  organs. 

Under  the  method  developed  by  Dr. 
Stewart  and  Dr.  Ghiselin,  however,  the 
patient  is  placed  behind  a highly-sensitized 
plate,  suitably  developed  so  that  a motion 
picture  camera  can  be  focussed  upon  it.  The 
fluoroscope  image  is  flashed  upon  the  plate 
and  the  camera  begins  to  turn  simultane- 
ously. 

A very  high  speed  camera  must  be  used. 
Sixteen  pictures  are  taken  a second  and 
because  of  the  intensity  of  the  x-ray,  the 
patient  is  usually  exposed  only  about  six 
seconds  at  one  time.  It  is  possible,  how- 
ever, to  continue  the  picture-making  for 
twenty-two  seconds  at  a stretch  without 
injury  to  the  patient,  although  some  dis- 
comfort may  result. 

The  pictures  shown  by  Dr.  Stewart  at 


the  Elmira  meeting  were  so  clear  that 
movements  of  all  the  organs  could  be  easily 
watched  and,  in  the  case  of  the  surgeon, 
studied. 

Thus,  when  an  operation  is  to  be  per- 
formed or  a foreign  object  removed,  the  sur- 
geon is  enabled  to  know  exactly  what  he  is 
seeking  and  exactly  where  he  will  find  it. 

The  motion  picture  technic  is  considered 
to  have  three  major  advantages  in  addi- 
tion to  that  immediately  concerned  with 
the  case  at  hand.  These  are: 

1.  It  provides  a permanent  record  for 
doctors  to  use  and  with  which  to  compare 
cases. 

2.  The  workings  of  the  human  system 
can  be  watched  at  leisure  without  danger 
of  being  exposed  to  x-rays  which  burn 
flesh,  cause  sterility,  and  can  destroy  inter- 
nal tissue. 

3.  The  movies  can  easily  be  sent  to  dis- 
tant places  to  be  used  for  consultation  with 
other  doctors. 

Recalling  his  experiences  in  the  World 
War,  Dr.  Martin  B.  Tinker  said  it  was 
often  extremely  difficult  to  remove  bullets 
and  shrapnel  from  chest  locations  for  fear 
of  rupturing  blood  vessels  or  a lung.  The 
surgeons,  naturally,  could  not  exactly  lo- 
cate the  foreign  object  immediately. 

With  the  moving  picture  technic,  how- 
ever, that  can  be  avoided.  A picture  can 
be  made,  showing  not  only  the  location  of 
the  matter,  but  also  its  effect  on  the  move- 
ments of  the  internal  organs.  Through  this 
infallible  key,  the  surgeon  can  operate 
exactly  and  with  certainty,  since  he  is 
already  acquainted  with  what  he  must  do 
and  how  far  he  can  go. 


ALCOHOLISM  AS  A PSYCHIATRIC 
MEDICAL  PROBLEM 

E.  B.  Allen,  M.D.,  White  Plains 


Until  recently  the  physician  has  been 
content  with  the  rest  of  society  to  look 
upon  alcoholism  as  a social  problem.  He 
has  left  its  solution  to  the  legislature,  the 
reformer,  the  clergyman  or  possibly  the 
school  teacher.  But  as  civilization  has 
become  more  complex  and  as  the  auto- 
mobile has  acquired  a dominant  role  in 
our  economic  and  social  life,  the  physi- 
cian has  been  called  in  with  increasing 
frequency  by  the  civic  authorities  to  de- 
termine whether  certain  individuals  were 
capable  of  adequately  managing  these 
machines,  when  under  the  influence  of 
alcohol.  He  has  even  then  been  inclined 
to  look  upon  it  as  more  or  less  of  a 
social  or  a legal  question,  rather  than  a 
strictly  medical  one.  He  has  had  simply 
to  determine  whether  the  infringer  of 
some  traffic  regulation  or  the  instigator 
of  an  auto  accident  was  sufficiently  under 
the  influence  of  alcohol  at  the  time  as 
not  to  be  able  to  coordinate  properly. 
Undoubtedly  questions  of  judgment  are 
involved,  but  these  have  been  difficult  to 
decide  and  have  been  clouded  by  the 
more  objective  one  of  proper  muscular 
response.  There  have  also  been  other 
occasions  when  he  has  been  obliged  to 
quiet  a disturbed  alcoholic  in  his  home 
with  sedative  drugs  or  to  treat  a case 
of  delirium  tremens  in  a hospital. 

But  in  the  first  of  these  instances  he 
has  hardly  assumed  a physician-patient 
relationship  to  the  victim  of  Bacchus  and 
in  the  others  his  role  has  been  chiefly  as 
an  assistant  to  a sobering-up  process.  He 
has  done  little  to  prevent  a recurrence  of 
such  episodes  or  he  has  found  such 
attempts  more  or  less  futile.  He  has 
possibly  failed  to  see  that  these  episodes 
are  the  result  of  the  previous  faulty  emo- 
tional development  of  these  unfortunate 
individuals  or  if  he  has  been  aware  of  it, 
he  has  been  at  a loss  to  know  how  to 
correct  it. 

As  regards  the  latter,  I must  confess 
the  psychiatrists  frequently  find  them- 


selves in  the  same  situation.  But  some 
have  had  an  opportunity  to  study  these 
alcoholics  or  “problem  drinkers”  as 
Durfee  more  charitably  calls  them,  over 
prolonged  periods  and  to  learn  of  the 
nature  of  the  development  of  their  per- 
sonality inadequacies.  It  is  out  of  such 
inadequacies  that  the  alcoholic  has  arisen. 
Until  we  are  aware  of  them  and  their 
nature,  we  can  do  little  in  effecting  their 
solution. 

It  is  my  purpose  to  help  you  to  have  a 
better  understanding  of  the  alcoholic  per- 
sonality, of  his  tragic  weaknesses,  of  the 
often  unconscious  but  nevertheless  per- 
nicious influence  of  his  associates  and 
relatives.  Even  the  physician  and  the 
psychiatrist  are  not  altogether  blameless. 
But  I also  wish  to  show  how  out  of  this 
knowledge  something  constructive  may 
be  offered  and  a feeling  of  optimism 
developed.  I wish  to  indicate  how  the 
physician  and  the  psychiatrist  may  be  of 
mutual  assistance  to  each  other. 

In  doing  this  we  must  first  stop  and 
consider  the  social  significance  of  alco- 
hol and  the  tremendous  emotional  value 
it  has  to  the  human  consciousness.  When 
Eve  ate  of  the  apple  from  the  tree  of 
knowledge  in  the  Garden  of  Eden,  she 
made  all  mankind  conscious.  She  made 
man  aware  of  his  temporary  existence  as 
an  integrated  being.  She  made  him  able 
to  conceive  of  the  terms  “space”  and 
“time” ; of  the  beginning  and  the  ending 
of  whatever  is  and  of  his  relationship  in 
space  to  other  beings.  This  consciousness 
separated  man  from  all  other  forms  of 
animal  life  and  made  him  superior. 

But  this  knowledge  and  resultant 
power  also  bequeathed  such  tremendous 
responsibilities  to  man  that  he  has  never 
been  able  to  accept  them  or  see  them  in 
their  entirety.  Fear  of  the  efforts  entailed 
in  doing  so  or  the  decisions  he  would  be 
called  upon  to  make  and  their  resulting 
consequences  have  continued  to  blind  his 
eyes  since  this  myth  was  created  to 
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explain  what  had  slowly  developed 
through  previous  centuries. 

All  educational  methods  have  been 
directed  to  intellectual  pursuits,  but  the 
emotional  life  of  man,  a far  more  in- 
tangible quantity,  has  been  left  to  struggle 
by  itself.  Intelligence  has  been  of  some 
assistance,  but  no  studied  efforts  have 
been  made  to  control,  direct,  and  to 
further  develop  our  emotional  life.  In 
fact  everything  has  been  done  to  lessen 
the  intensity  of  the  emotional  strivings  of 
man.  His  feelings  have  been  palliated. 
Truths  have  been  disguised  and  man  has 
been  given  illusions  to  trick  him  into 
passive  acceptance  and  resignation.  Meth- 
ods have  been  taken  to  lessen  the  pricks 
of  consciousness.  Anesthetics  of  both  a 
psychic  and  a material  nature  have  been 
devised  to  assuage  them,  to  lessen  forces 
of  awareness  and,  in  some  cases,  to 
obliterate  them  for  the  time  being.  Eve 
did  not  fully  consume  the  apple;  there 
was  some  ignorance  left.  If  our  emo- 
tions could  have  been  directed  towards 
more  useful  channels,  the  process  would 
have  been  painful,  perhaps  the  world 
would  have  been  a more  uncomfortable 
place  in  which  to  live,  and  doubtless 
many  more  would  have  fallen  by  the 
wayside,  but  we  like  to  think  that  the 
ultimate  emotional  stability  we  would 
have  achieved  would  have  made  us  capa- 
ble of  greater  things  and  lessened  the 
number  of  our  fears.  In  time,  we  might 
have  become  more  comfortable  than  now. 

As  we  look  at  distressed  mankind,  we 
find  that  some  are  sufficiently  talented  to 
turn  to  science  or  art  and  thus  direct  their 
energies  away  from  their  troubles.  They 
find  solace  through  work,  but  I have 
found  that  few  can  refrain  from  turning 
to  other  emotional  releases  at  times. 
Hence  the  necessity  of  vacations.  In  the 
main,  mankind  struggles  through  life  with 
three  chief  palliatives — a neurosis,  alcohol 
or  religion.  I am  using  the  term  “neu- 
rosis” in  its  broadest  sense  to  include  also 
the  psychoses.  These  three  palliatives  are 
perhaps  only  different  manifestations  of 
the  same  thing,  but  attention  to  these 
manifestations  enables  us  to  better  under- 
stand the  psvchology  of  the  alcoholic. 
There  is  a fourth  palliative,  the  relief  of 
sexual  tension,  chiefly  through  autoerotic 
acts.  It  is  possible  that  normal  sexual 
intercourse  would  relieve  the  necessity  for 


any  of  these  palliatives,  but  the  taboos  of 
our  civilization  are  such  potent  factors 
that  we  find  it  extremely  difficult  to  define 
what  we  mean  by  normal. 

If  we  stop  and  consider  these  pallia- 
tives, we  find  that  the  quantitative  values 
that  we  give  to  them  are  relatively  propor- 
tionate. We  must  realize  then  the  impor- 
tance that  alcohol  plays  in  our  emotional 
life. 

We  find  that  any  one  of  these  pallia- 
tives may  replace  one  of  the  others.  Many 
a neurosis  has  had  its  distressing  symp- 
toms assuaged  by  an  addiction  to  auto- 
erotism, to  alcoholism,  or  by  a profound 
religious  conversion. 

Where  we  isolate  alcohol  from  this 
group,  we  find  that  it  has  a tremendous 
emotional  value  in  the  lives  of  all  of  us, 
which  is  generally  overlooked.  Why  has 
it  had  such  a value  throughout  the  life 
history  of  the  human  race  that  a god, 
namely,  Bacchus  or  Dionysus,  has  been 
created  in  its  honor,  whom  we  all  at  times 
have  worshipped  ? Why  is  it  that  as  soon 
as  we  attempt  to  point  out  the  evils  of 
alcoholism  and  do  something  positive  to 
abate  them,  we  are  beset  with  resistances 
on  all  sides?  Many  lend  us  their  verbal 
approval,  but  let  us  attempt  to  deprive 
them  of  any  further  contact  with  it  and 
immediately  we  are  scorned,  laughed  at, 
ridiculed,  called  reformers,  and  provoke 
much  the  same  internal  resistances  as 
though  we  deprived  them  of  their  re- 
ligion. Why  are  such  feelings  provoked  ? 
Why  does  society  refer  to  the  constitu 
tion  of  the  United  States  and  speak  of 
it  as  their  inalienable  right  to  drink  ? 
Why  is  it  impossible  to  get  all  feeling, 
either  positive  or  negative,  about  alcohol 
out  of  our  consciousness? 

In  the  alcoholic  personality  we  find  the 
answers  to  these  questions  clearly  por- 
trayed, while  in  more  stable  types 
they  are  more  or  less  adumbrated. 
We  find  that  the  alcoholic’s  peace 
and  contentment  come  through  oral  grati- 
fications. He  has  a close  but  ambivalent 
relation  to  his  mother.  He  would  like 
to  be  independent  but  can  never  break 
away  from  maternal  dependence.  He  has 
never  resolved  the  problem  of  weaning. 

It  is  only  through  an  understanding  of 
this  problem  that  the  causes  of  the  eccen- 
tricities of  the  alcoholic  become  apparent. 
But  we  must  remember  that  the  same 
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eccentricities  are  present  in  all  of  us,  only 
to  a less  disabling  degree. 

The  infant  is  ushered  at  birth  into  a 
light,  cold,  and  slowly  responsive  environ- 
ment. There  are  no  longer  any  soft  mus- 
cular walls  to  check  the  extent  of  his 
movements  or  surrounding  liquid  media  to 
balance  their  awkwardness.  Some  studied, 
purposeful  aid  has  to  be  rendered  him  or 
he  would  die.  He  longs  to  retreat  again 
to  darkness  and  warmth.  Swaddling 
clothes  confine  his  movements,  but  the 
only  way  he  can  return  to  darkness  and 
warmth  is  through  the  ingestion  of  milk. 
He  suckles  this  from  the  mother’s  nipple. 
His  face  flushes ; he  coos  with  delight ; he 
feels  warm  and  satisfied  and  now  darkness 
comes  through  sleep.  For  weeks  he  has 
to  make  temporary  and  only  partial 
adjustments  to  the  world  around  him. 
Milk  does  two  things.  It  promotes 
growth,  strength,  and  capacity  for  gradu- 
ally increasing  sensual  perceptions  with 
resulting  grasp  of  his  environment  and  at 
the  same  time  enables  him  to  withdraw 
from  it  through  sleep.  It  is  nature’s  first 
anesthetic  to  all  mankind,  the  first  to 
blot  out  his  discomforts  and  make  life 
endurable. 

As  the  infant  grows  into  a child,  other 
foods  are  added  to  his  diet.  First  come 
thick  fluids,  such  as  gruels,  then  soft 
solids,  and  with  the  advent  of  teeth  the 
solid  foods.  The  infant  develops  from  a 
passive,  sucking  stage  to  a more  active 
and  aggressive  biting  and  chewing  one. 
He  develops  from  an  oral  liquid  to  an 
oral  solid  stage  of  ingestion.  Milk  loses 
its  infantile  dominating  value,  but  at  the 
same  time  it  is  something  the  young  child 
can  turn  back  to  in  time  of  need,  if  diges- 
tive disturbances  arise.  But  now  the  child 
has  been  weaned,  if  he  has  been  subject 
to  proper  maternal  influences,  and  his 
source  of  nutriment  is  no  longer  from  the 
mother,  but  that  more  abundant  one,  the 
cow.  If  the  infant  has  not  been  satisfac- 
torily weaned  by  the  time  he  becomes  a 
child  at  two  years  of  age,  his  future  is 
beset  with  many  unforseen  dangers.  This 
transition  from  an  oral  liquid  to  an  oral 
solid  stage  of  nutritive  ingestion,  I look 
upon  as  an  important  one  in  the  develop- 
ment of  the  future  alcoholic. 

The  alcoholic  appears  to  be  more  or 
less  fixed  at  this  oral  liquid  stage  of  exist- 
ence in  his  emotional  development.  When 


he  regresses  to  periods  of  excessive  alco- 
holic indulgence,  he  wants  his  alcohol  un- 
contaminated by  solid  food.  Even  when 
he  compromises  on  substitutes,  he  usually 
resorts  to  liquids — sodas,  coffee,  cider, 
orange  juice,  rather  than  ice  cream  or 
other  solid  delicacies.  He  may  select 
candy,  but  we  must  remember  that  there 
is  a close  chemical  relationship  between 
the  sugars  and  the  alcohols.  It  is  only 
when  he  is  happy  and  contented  that  he 
indulges  in  overeating,  rather  than  over- 
drinking. 

The  individual  who  has  developed  to 
an  oral  solid  stage  is  the  one  who  subli- 
mates his  instinctive  urges  with  solids 
rather  than  fluids.  He  may  enjoy  alco- 
holic beverages,  but  he  takes  solid  food 
with  them,  and  longs  for  the  same.  He 
has  reached  a higher  level  of  integration, 
not  only  physiologically,  but  psychologi- 
cally. He  is  a much  more  stable  individ- 
ual than  the  alcoholic,  more  dependable, 
both  a better  employer  and  a employee, 
although  his  avoirdupois  puts  an  added 
strain  on  his  heart  and  he  generally  dies 
suddenly  in  middle  age  of  cardiac  com- 
plications. 

As  the  child  grows  older,  his  interest  in 
milk  wanes.  It  has  less  emotional  value. 
There  is  a strong  psychological  influence 
brought  to  bear  on  his  thinking.  He  longs 
to  be  an  adult.  Only  “sissies”  and  babies 
drink  milk.  He  is  a man  and  wants  meat 
and  potatoes. 

But  alas  the  trials  and  tribulations  of 
life  do  not  abate  when  we  have  become 
better  adjusted  to  our  environment  with- 
out ever  conscious  and  painful  effort.  In 
fact  they  multiply.  Economic  and  social 
adjustments  become  increasingly  complex 
and  difficult.  Sexual  urges  demand  hete- 
rosexual compensations  to  be  convention- 
ally acceptable.  In  meeting  all  these 
perplexities  adults  betray  many  weak- 
nesses in  the  integration  of  their  person- 
alities. They  often  have  feelings  like  the 
infant  of  being  uncomfortable  and  want- 
ing to  get  away  from  it  all.  To  quote 
from  Prokosch,*  they  are  “afraid  of  the 
primeval  terror  of  thought,  of  contem- 
plating the  vast  inhuman  laws  of  the 
universe.” 

But  the  adult  possesses  a consciousness. 


* From  “The  Seven  Who  Fled”  by  Frederic 
Prokosch.  Harper  & Bros.,  1937. 
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Milk  was  sufficient  for  warmth  and  sleep 
and  a resultant  withdrawal  from  reality 
for  him  as  an  infant,  but  as  he  developed 
and  became  aware  that  he  was  conscious, 
it  ceased  to  satisfy.  The  majority  are 
troubled  and  worried  about  many  mat- 
ters; the  economically  insecure  financier, 
the  socially  inadequate  professional  man, 
and  the  frigid  housewife.  What  do  these 
people  do?  Their  whole  life,  all  of  their 
civilized  existence  is  a subtle,  but  imma- 
ture, escape.  They  turn  to  music  in  the 
modern  tempo,  to  partisan  newspapers 
and  journals,  to  oratory,  crowds,  radical 
and  economic  theories,  and  to  country- 
club  affiliations.  But  they  all  meet  on  a 
common  ground  and  with  a mutual  inter- 
est in  alcoholic  indulgence.  It  is  only  the 
degree  that  varies,  not  the  method.  The 
infant’s  anesthetic  of  milk  has  been  re- 
placed by  the  adult  one  of  alcohol.  Formal 
religion,  except  for  its  display  of  one’s 
social  or  economic  standing,  has  been 
superseded  by  communal  alcoholism  as 
the  chief  means  of  emotional  solace.  The 
cocktail  bar  has  replaced  the  meeting 
house.  We  now  base  our  faith  on  the 
bottle,  rather  than  the  icon  or  the  crucifix. 
The  weekly  newspage  of  religious  services 
has  become  lost  amid  the  daily  colorful 
advertising  of  those  seductive  liquors  that 
make  the  man  of  sixty  feel  like  the  lad  of 
sixteen  and  act  like  him. 

Alcohol  has  been  the  chief  and  most 
satisfying  anesthetic  for  psychic  pain 
throughout  the  ages.  In  the  adult  it  pro- 
duces much  the  same  effect  that  milk  pro- 
duces in  the  infant.  In  moderate  amounts 
it  produces  a feeling  of  warmth,  the  capil- 
laries become  suffused  with  blood  and  one 
is  insulated  from  the  world.  The  adult 
sings  or  indulges  in  risque  comment, 
where  the  infant  coos  or  gurgles.  Further 
alcoholic  indulgence  leads  to  drowsy 
stupor  and  sleep ; in  other  words,  blessed 
forgetfulness.  Because  of  its  great  use- 
fulness, it  has  reached  a degree  of  social 
acceptability  which  will  doubtless  always 
prevail.  It  is  safer  than  drugs,  more  in- 
sidious in  its  effects,  and  the  dosage  can 
be  more  carefully  regulated. 

While  at  the  present  time  it  has  assumed 
an  ascendency  over  religion,  at  least  of  a 
formal  nature,  I do  not  wish  to  infer  that 
it  alwavs  will.  Religion  and  alcohol  will 
always  be  necessary  to  our  emotional  se- 
curity. History  has  always  taught  us 


what  happens  when  we  resort  to  religious 
persecution  or  attempt  to  prohibit  the  sale 
of  alcohol.  If  there  were  no  alcohol  or 
religion,  mankind  would  soon  be  distilling 
the  first  and  recreating  the  second  out  of 
pure  emotional  necessity.  There  are  many 
substitutes  for  both,  but  nothing  that  can 
entirely  replace  them.  Depending  on  the 
times  and  the  emotional  needs  of  the 
people,  sometimes  one  will  be  in  ascend- 
ency and  sometimes  the  other.  Neither 
will  ever  offer  an  entirely  satisfactory 
solution  of  emotional  needs,  but  alcohol 
will  make  the  present  endurable  and  re- 
ligion will  offer  us  future  rewards. 

The  close  relation  between  religion  and 
alcohol  is  often  overlooked.  Wine  plays 
an  important  role  in  all  sacramental  serv- 
ices. The  alcoholic  is  innatelv  religious. 
I have  seen  many  when  they  could  not 
obtain  alcohol  turn  to  prayer.  Even  their 
profanity  would  be  of  little  use  without  a 
God.  We  all  know  the  contentment  and 
the  peace  that  comes  from  a devout  relig- 
ious life  to  those  so  disposed,  but  on  the 
other  hand  we  know  the  suffering  that 
comes  from  religious  intolerance,  from 
the  hypocrisy  of  those  who  feel  more 
virtuous  than  their  companions,  and  from 
the  sadistic  enthusiasm  with  which  they 
seek  to  force  their  opinions  and  dictums 
upon  others.  The  same  holds  true  of  alco- 
holic indulgence.  The  alcoholic  turns  to 
drink  under  the  same  distressing  condi- 
tions that  the  more  devout  turns  to 
prayer. 

Alcohol  has  been  one  of  the  blessings 
of  mankind  when  kept  under  due  control 
and  one  of  its  curses  when  such  indulgence 
has  become  uncontrolled.  But  we  should 
not  overlook  the  fact  that  all  which  is 
said  in  favor  of  alcoholic  indulgence,  when 
true,  is  largely  emotional  in  character.  It 
requires  poetry,  song  or  dramatized  fiction 
to  do  it  justice.  On  the  other  hand,  all 
that  is  said  against  it,  when  true,  is  largely 
of  an  intellectual  nature.  Cold,  calm,  con- 
servative facts  of  a scientific  character 
may  be  more  revealing-  and  more  consis- 
tent with  reality  but  they  awaken  little 
enthusiasm.  “The  Rubaiyat  of  Omar 
Khayyam”  has  its  millions  of  readers, 
while  Haven  Emerson’s  “Alcohol  and 
Man”  has  its  few  hundreds. 

This  extended  peroration  is  for  the 
purpose  of  introducing  and  giving  us 
some  insight  into  the  emotional  value  we 
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all  attach  to  alcohol  and  into  our  incon- 
sistent and  hypocritical  attitudes  toward 
it.  It  is  this  inconsistent  attitude  that 
makes  the  problem  of  and  for  the  alco- 
holic all  the  greater.  If  we  are  so  incon- 
sistent and  ambivalent  ourselves,  how  can 
we  expect  the  alcoholic,  with  his  greater 
weaknesses,  to  be  consistent? 

It  is  fitting  that  we  briefly  review  some 
of  these  inconsistencies  in  order  to  under- 
stand the  rationalizations  and  temptations 
of  the  alcoholic  more  clearly.  If  we  all 
place  a value  on  alcohol,  how  can  we 
expect  him  to  feel  otherwise?  Our  own 
attitude  is  influenced  by  the  opinion  of 
others,  like  that  of  the  alcoholic. 

Let  us  take  first  the  teetotaler,  if  there 
are  any  such.  What  does  he  do?  He 
obtains  a sadistic  pleasure  in  depriving 
others  of  what  he  is  afraid  to  indulge  in 
himself.  Therefore  alcohol  has  an  emo- 
tional value  for  him.  He  may  be  more 
moderate  in  some  cases  and  refrain  from 
being  sufficient  of  a reformer  to  deprive 
others,  but  he  at  least  pets  the  satisfaction 
of  preaching  his  own  continence. 

When  we  stop  and  consider  such 
people,  we  find  that  they  are  sadists  of 
the  most  overt  form.  They  are  most  un- 
comfortable to  associate  with.  A chill 
pervades  their  atmosphere.  They  excel  in 
exerting  their  authority.  Our  dictators 
come  from  this  class.  Hitler  neither 
smokes  nor  drinks.  Mussolini  allows 
nothing  stronger  than  the  milder  fer- 
mented juices  of  the  grape  grown  on  the 
hillsides  of  his  native  country  to  pass  his 
lips.  Stalin  comes  from  a more  rugged 
and  colder  clime.  He  condescends  to  an 
occasional  sip  of  brandy.  All  these  men 
go  to  sleep  at  night  with  a self  assurance 
of  their  intellectual  integrity  the  morning 
after.  The  dictator,  however,  is  more 
moderate  in  his  views  and  more  far- 
seeing  than  the  reformer.  He  does  not 
deprive  his  subjects  of  alcohol.  He  real- 
izes he  is  the  stronger  and  they  possibly 
the  more  comfortable,  but  probably  the 
weaker  by  his  not  doing  so.  The  alco- 
holic is  of  a more  passive  nature.  He  is 
content  to  live  and  let  live.  His  sadism 
is  only  aroused  by  frustrations,  of  not 
being  able  to  have  what  he  wants  at  the 
moment.  He  is  essentiallv  more  of  a 
masochist — a sufferer.  His  life  is  one  of 
inferiority,  fear,  and  discomfort.  The 
death  instinct  is  stronger  in  him.  It  is 


evidenced  bv  his  desire  to  be  completely 
anesthetized  from  reality  through  alcohol 
and  the  repeated  dangers  and  accidents 
to  which  he  subjects  himself.  There  is 
often  an  unconscious  motivation  for  his 
auto  accidents. 

Some  of  our  teetotalers  are  less  sadis- 
tic. They  dislike  seeing  others  drink. 
They  speak  of  it  as  “disgusting”  and  yet 
what  do  they  do?  A spinster  would  not 
drink  “the  foul  stuff”  but  she  is  not 
averse  to  receiving  a bottle  of  whiskey  as 
a gift,  then  selling  it  and  profiting  thereby 
A group  of  townswomen  discuss  the  evils 
of  strong  drink.  The  question  soon 
arises  among  them  whether  there  are  not 
extenuating  circumstances  in  some 
cases.  They  decide  that  surely  none  of 
them  would  want  to  have  it  on  their  con- 
sciences when  they  went  to  meet  their 
Maker  that  they  had  refrained  from  giv- 
ing a dram  of  whiskey  to  a sick  relative 
in  the  night,  when  medical  aid  was  not 
available,  and  had  hastened  his  death 
thereby.  A religious  family  boast  of  their 
alcoholic  abstinence  but  they  never  refrain 
from  putting  a bottle  of  whiskey  beside 
the  Bible  in  the  suitcase  of  one  of  their 
beloved  when  he  departs  for  a journey 
away  from  the  family  circle.  When  their 
daughter  departs  on  her  honeymoon,  her 
clerical  husband  finds  the  same  in  his  lug- 
gage. I sometimes  wonder  if  there  is  a 
family  sufficiently  strong  to  defy  Bacchus 
by  not  having  a bottle  of  liquor  on  a closet 
shelf,  hidden  from  the  public  eye,  but 
available  for  those  proverbial  cramps  that 
so  often  unexpectedly  occur  at  midnight. 
Some  of  my  New  England  ancestors 
preached  abstinence  in  the  community, 
but  fattened  their  material  existence  by 
importing  Jamaica  rum  or  assisting  in  the 
process.  The  emotional  value  of  alcohol 
in  the  above  situations,  I leave  for  you 
to  judge. 

Now  let  us  consider  the  moderate 
drinker.  He  surely  is  not  going  to  sacri- 
fice his  comfort  for  the  sake  of  the  un- 
grateful alcoholic.  What  does  this  person 
do?  The  wife  of  a prominent  citizen  has 
an  alcoholic  son,  but  she  does  not  con- 
sider it  expedient  not  to  have  alcohol  in 
the  house.  She  fails  to  see  how  much 
stronger  her  example  could  be  than  any 
verbal  comments.  She  even  debates  with 
this  son’s  physician  the  relative  merits  of 
pre-  and  postprohibition  gin.  The  wife  of 
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an  inebriate  assures  the  physician  she  is 
not  going  to  deprive  herself  of  the  pleas- 
ure of  an  occasional  drink.  She  owes  it 
to  herself  as  compensation  for  all  she  has 
had  to  put  up  with  from  her  husband’s 
alcoholic  overindulgences  in  the  past.  The 
parents  of  an  alcoholic  and  psychopathic 
boy  welcome  his  return  home  from  a 
period  of  disastrous  alcoholism  in  a dis- 
tant city  with  a cocktail  party.  Of  course 
they  do  not  expect  him  to  drink.  Well, 
not  more  than  one  anyway..  The  wife  of 
another  alcoholic  husband  sees  no  incon- 
sistency in  demanding  his  accompanying 
her  in  the  future  to  parties,  where  she 
will  drink  as  much  as  she  can  comfortably 
hold,  but  at  the  same  time  enjoy  nagging 
him  in  her  reiteration  that  he  must  not 
drink  a drop.  In  fact  this  wife  was  con- 
sistent in  her  inconsistencies.  She  earned 
her  living  while  he  was  a hospital  inebri- 
ate by  using  her  seductive  charms  and  her 
circle  of  friends  to  stimulate  trade  in  a 
liquor  store.  A married  woman  of  con- 
vivial tastes  entertains  a convalescent 
alcoholic  in  her  apartment.  She  knows  his 
former  predilection  for  whiskey  and  gin, 
but  congratulates  his  physician  later.  She 
thinks  he  has  done  a good  job  with  the 
patient.  She  offered  the  latter  a glass  of 
sherry  and  he  refused  even  that.  She  is 
perplexed  at  first  at  the  physician’s  ad- 
monitions. A few  days  later  she  sar- 
castically reminds  the  physician  that  his 
patient  is  still  being  a good  boy.  Her 
own  resentment  at  the  self  control  of 
another  is  readily  apparent.  She  is  like 
so  many  of  the  wives  of  our  alcoholics, 
who  seem  to  resent  the  fact  that  their 
spouses  have  become  abstinent.  They  dis- 
like the  restraints  it  places  upon  them  and 
sometimes  retaliate  by  becoming  alco- 
holics themselves. 

But  the  physicians  are  surely  wiser. 
They  tell  their  alcoholic  patients  that  the 
trouble  with  them  is  they  cannot  drink  like 
gentlemen,  like  the  physician  for  instance. 
They  hold  out  false  hopes  to  the  patient 
of  the  time  when  he  may  drink  moder- 
ately again.  Whatever  may  be  our  sym- 
pathies in  this  matter,  there  is  one  axiom 
that  must  be  absolutely  obeyed  in  the 
treatment  of  the  alcoholic  if  any  success 
is  to  be  obtained.  It  is  this.  Once  an 
alcoholic,  the  victim  must  become  a total 
abstainer  for  the  rest  of  his  life.  He 
must  be  even  stronger  in  his  convictions 


about  this  than  the  society  around  him 
which  I am  endeavoring  to  present.  One 
physician  was  so  interested  in  an  alcoholic 
patient,  not  only  professionally  but  as  a 
friend,  that  he  persuaded  him  to  enter  a 
hospital.  Before  doing  so  he  invited  the 
patient  to  his  home  for  a Christmas  party. 
The  physician  served  highballs  and  cock- 
tails. He  prevented  the  patient  from 
having  any,  although  the  latter’s  wife  in- 
dulged. But  the  physician  was  infiltrated 
with  the  warmth  of  human  kindness.  He 
allowed  the  patient  to  have  wine  instead. 
Unfortunately  this  physician  had  one  bad 
eye.  The  patient  took  the  precaution  to 
stand  or  sit  on  that  side  of  the  physician. 
Consequently  the  innocent  physician  was 
not  aware  of  the  amount  of  wine  his 
patient  was  consuming  nor  of  the  fact 
that  the  patient  fortified  his  wine  with  a 
few  drops  of  gin,  but  unfortunately  for 
the  patient  he  had  the  usual  morning 
after. 

A psychoanalyst  is  more  apt  to  see  the 
inconsistencies  in  his  own  character 
formation.  One  of  my  friends  is  such. 
He  wishes  his  alcoholic  patients  to  be 
abstinent  while  under  analysis  with  him, 
but  after  he  had  cured  them  of  alcoholism 
by  this  method,  he  sees  no  reason  why 
they  should  not  take  an  occasional  drink 
if  they  wish.  When  he  is  asked  to  ana- 
lyze this  attitude  within  himself,  which  is 
not  consistent  with  that  of  those  expe- 
rienced in  handling  alcoholics,  he  is  honest 
and  reveals  the  truth  of  the  situation.  He 
is  somewhat  exasperated,  it  is  true,  but 
he  explains,  “Why,  damn  it,  I like  a 
drink  myself  once  in  a while.” 

In  approaching  alcoholism  as  a medical 
problem,  it  is  only  when  we  are  conscious 
of  all  the  above  factors  that  we  are  com- 
petent to  do  much  about  it.  We  must  be 
ever  on  our  guard  not  to  betray  to  the 
patient  that  alcohol  has  any  emotional 
significance  for  us.  As  soon  as  we  do,  the 
alcoholic  immediately  makes  use  of  this 
indicated  emotional  attitude  to  excuse 
himself  and  to  belittle  our  assistance.  I 
do  not  say  that  the  physician  or  the 
psychiatrist  should  or  should  not  drink — 
he  must  handle  that  problem  as  best  sta- 
bilizes his  own  emotional  life,  as  he  han- 
dles his  religion  or  his  sexual  urges — but 
I do  say  he  must  not  let  it  affect  in  any 
way  his  attitude  towards  his  patients.  He 
should  never  drink  in  their  presence  or 
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indicate  he  would  enjoy  doing  so.  No  one 
has  any  faith  in  the  advice  or  teaching  of 
another  who  boasts  or  even  admits  of  his 
ability  to  do  the  thing  he  advises  another 
not  to  do. 

Now  we  come  to  the  alcoholic  himself. 
What  is  an  alcoholic?  In  what  way  does 
he  differ  from  the  social  drinker?  Is  his 
problem  .chiefly  physical?  Is  it  a matter 
of  allergy?  Is  it  a question  of  being 
weak  willed?  Is  it  a sex  problem?  Is 
it  a question  of  heredity  or  environment? 
I will  endeavor  to  answer  these  questions 
and  illustrate  with  some  case  material.  In 
fact  I have  already  hinted  at  some  of  the 
answers  above. 

The  alcoholic  is  an  individual  who  is 
weaker  than  his  fellow  men  in  his  emo- 
tional development.  He  has  never  emanci- 
pated himself  or  completely  been  weaned 
from  his  mother.  Physically  yes,  but  not 
in  his  emotional  dependency  and  attach- 
ment. He  has  never  been  able  to  rely 
entirely  upon  himself  and  compete  with 
other  men.  He  cannot  identify  himself 
with  his  father  and  lead  the  same  success- 
ful existence.  In  his  family  life  he  never 
plays  a successful  father  role  to  his  chil- 
dren or  that  of  a husband  to  his  wife. 
His  own  immediate  gratifications  come 
first.  He  lives  entirely  in  the  present  and 
takes  little  thought  of  the  future.  He  can- 
not ignore  the  wish  of  the  moment  for  a 
future  gain.  Consequently  he  is  impa- 
tient, restless  and  always  wanting  to  do 
something.  He  cannot  be  comfortable 
alone.  He  is  never  happy  with  his  own 
thoughts.  When  every  wish  is  gratified 
and  he  has  no  responsibilities  he  can  often 
sit  and  contentedly  day  dream  for  brief 
periods,  but  generally  he  wants  to  be 
doing  something,  something  to  make  him 
forget  himself.  That  is  why  he  is  often 
compelled  to  take  long  walks,  to  indulge 
in  strenuous  physical  exercise  or  competi- 
tive sports.  He  often  does  well  in  the 
latter,  but  is  never  a champion.  Fre- 
quently he  is  awkward  and  he  is  subject 
to  repeated  injuries.  He  may  not  be 
aware  of  it,  but  these  injuries  help  him 
for  a time  to  escape  an  active  participa- 
tion in  things  and  allow  him  to  be  nursed, 
the  thing  he  enjoyed  as  an  infant.  He 
will  often  rush  into  some  business  activ- 
ity and  do  very  well  for  a time,  but  his 
interest  is  not  well  sustained,  and  after  a 
varying  period  he  fails.  It  is  in  the 


nature  of  an  overcompensation.  We  have 
spoken  of  him  as  an  oral  type  and  these 
overcompensations  are  of  an  oral  nature. 

He  is  most  succesful  as  a salesman, 
where  he  can  talk  and  put  over  sales  with 
the  very  pressure  of  his  oral  activity. 
But  as  a salesman  he  is  most  successful 
when  he  can  travel  from  place  to  place 
and  be  ever  on  the  go.  When  you  wish 
to  picture  an  alcoholic,  think  of  the  popu- 
lar conception  of  a traveling  salesman  and 
you  will  have  a pretty  good  idea  of  the 
alcoholic  personality.  He  rushes  from 
town  to  town,  puts  over  his  sales  during 
the  day  with  verbal  insincerity,  and  has 
the  evenings  for  ladies  and  liquor.  On 
his  travels  he  frequents  smoking  rooms 
and  indulges  in  risque  comments  with 
other  personalities  as  unstable  as  his  own. 
He  is  away  from  all  the  cares  and  re- 
sponsibilities of  the  home.  Someone  else 
is  training  his  children  and  looking  after 
their  interests.  I have  no  wish  to  belittle 
or  detract  from  the  virtues  of  the  travel- 
ing salesman  and  please  remember  I said 
the  alcoholic  fits  in  with  the  popular  con- 
ception of  him.  Many  of  them,  especially 
the  prevailingly  successful  ones,  are  far 
different  from  this.  The  alcoholic  person- 
ality can  sustain  this  pace  for  only  a rela- 
tively short  time. 

The  alcoholic  can  be  successful  in  other 
businesses,  as  well,  or  in  the  professions, 
but  in  these  he  has  to  have  opportunities 
for  oral  expression.  Many  can  plead  cases 
very  convincingly  as  lawyers.  Others  can 
provoke  deep  emotions  with  their  oratory. 

There  are  two  outstanding  types  of  al- 
coholics. Both  are  composed  of  inade- 
quate personalities.  Their  alcoholism  is 
an  expression  of  these  underlying  inade- 
quacies. There  is  the  psychopathic  alco- 
holic who  is  inadequate  from  youth,  who 
starts  drinking  about  puberty  and  who 
never  accomplishes  anything  worth-while. 
In  this  type  the  prognosis  is  exceedingly 
poor.  The  other  type  is  the  neurotic 
alcoholic.  This  type  may  show  underlying 
inadequacies  in  youth,  but  they  can  gen- 
erally find  overcompensations  in  business, 
in  the  arts  or  possibly  the  sciences  to  sus- 
tain them  for  a while.  They  are  generally 
fortunate  in  having  financial  backing,  or 
family  influence  to  help  them  along  or 
they  are  able  to  direct  their  tremendous 
dynamic  energies  into  useful  economic 
channels  for  the  time  being,  but  finally 
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their  overcompensations  fail  them  and  as 
a result  of  sudden  overwhelming  frustra- 
tions, they  resort  to  alcohol. 

The  alcoholic  differs  from  the  social 
drinker  in  not  being  able  to  control  his 
alcoholic  indulgence.  The  social  drinker 
enjoys  beer,  wine,  or  wants  his  liquor 
diluted.  He  may  drink  because  he  likes 
the  taste  of  his  beverage  or  to  get  a mild 
kick  from  it.  He  often  drinks  every  day 
and  he  may  occasionally  become  intoxi- 
cated, but  he  drinks  for  social  reasons  and 
conscious  purposes.  He  rarely  allows  his 
drinking  to  interfere  with  his  business  or 
his  family  responsibilities.  He  is  able  to 
go  to  work  the  next  morning  and  can 
keep  his  mind  on  his  duties. 

The  alcoholic  or  “problem  drinker”  is 
one  who  drinks  in  response  to  an  inner 
urge,  of  the  nature  of  which  he  is  una- 
ware. He  does  not  drink  for  the  taste, 
but  for  the  effect.  He  is  the  type  who 
drinks  to  overcome  his  embarrassment 
and  self-consciousness.  He  drinks  before 
going  to  a dance,  or  to  make  a speech,  or 
when  he  is  alone  because  he  feels  hurt 
or  sorry  for  himself.  He  can  hardly  wait 
during  business  or  professional  hours  for 
the  drink  that-  is  going  to  pep  him  up  for 
the  golf  game  or  to  meet  friends  in  the 
evening.  He  may  fall  within  the  classifi- 
cation of  the  social  drinker  for  a while, 
but  as  soon  as  he  takes  his  first  drink  in 
the  morning  to  get  over  the  jitters  and  get 
to  the  office,  he  becomes  an  alcoholic. 

There  are  prodromal  signs  that  he  is 
to  become  an  alcoholic  and  they  are  not 
necessarily  intoxication.  There  are  many 
alcoholics  who  rarely  become  intoxicated. 
There  are  others,  like  the  dipsomaniacs, 
who  only  do  so  at  varying  intervals.  The 
best  way  to  distinguish  between  the  alco- 
holic and  the  social  drinker  is  to  enter  a 
restaurant  with  a bar.  The  social  drink- 
ers are  seated  at  tables.  Thev  are  taking 
food  with  their  drinks,  and  they  are  gen- 
erally with  members  of  their  families  and 
the  groups  are  apt  to  be  mixed  ones.  But 
the  alcoholics  or  the  future  alcoholics  are 
standing  at  the  bar.  Their  associates  are 
generally  of  the  same  sex.  They  are  rest- 
less. They  do  not  care  for  food  or  for 
beer  or  wine.  They  want  scotch  or  rye 
and  soda.  They  are  not  content  with  one 
or  two.  These  only  increase  their  rest- 
lessness and  they  seek  to  allay  it  with 
further  indulgence.  Their  conversation  is 


less  enlightening  than  that  of  those  at  the 
tables.  As  soon  as  the  social  drinker 
ceases  to  want  food  with  his  drinks,  as 
soon  as  he  is  restless,  irritable,  and  impa- 
tient without  them  or  ill  at  ease,  and  as 
soon  as  he  prefers  the  bar  to  the  table 
in  the  restaurant,  he  is  a candidate  for 
the  alcoholic  class. 

Much  discussion  has  arisen  of  late  and 
many  articles  have  been  written  about 
alcoholism  as  a problem  of  allergy.  It  is 
true  that  prolonged  indulgence  leads  to 
increased  susceptibility  to  its  effects  both 
psychological  and  physiological.  One  psy- 
chopathic “problem  drinker”  told  me  that 
the  next  day  after  two  glasses  of  beer,  he 
felt  as  bad  as  he  did  formerly  when  his 
alcoholic  indulgence  was  prolonged  and 
excessive.  Most  alcoholics  have  enlarged 
livers.  Alcohol  certainly  damages  this  de- 
toxicating organ  and  allows  toxic  sub- 
stances to  accumulate  in  the  body.  I am 
inclined  to  believe  that  it  is  these  toxic 
substances  which  produce  this  increased 
susceptibility  rather  than  the  alcohol 
itself.  I doubt  if  this  is  an  allergic  reac- 
tion. Certainly  the  symptoms  are  differ- 
ent. Many  of  these  patients  have  second- 
ary anemias  and  are  vastly  benefited  by 
injections  of  liver  extract  and  the  oral 
administration  of  iron  compounds.  Here 
the  problem  seems  to  be  an  indirect  one 
as  in  the  case  of  alcoholic  neuritis.  The 
neuritis  is  not  due  to  the  direct  effects  of 
the  alcohol.  The  alcohol  affects  the  pa- 
tient’s appetite  for  solid  food.  Conse- 
quently his  vitamin  intake  is  low  and  the 
neuritis  arises  from  lack  of  these  neces- 
sary substances,  especially  vitamin  B. 
Treatment,  therefore,  consists  in  getting 
solid  food  rich  in  vitamin  content  into 
these  patients  as  soon  as  possible.  At 
first  they  should  receive  intramuscular 
injections  of  vitamin  B.  In  the  acutely 
toxic  cases,  where  vomiting  and  diarrhea 
are  often  serious  problems,  immediate  in- 
jections of  intravenous  fifty  per  cent  glu- 
cose are  advisable.  This  also  helps  to 
relieve  intracranial  pressure  through  the 
osmotic  effects  of  the  hypertonic  solution. 
As  a rule  lumbar  punctures  are  not  indi- 
cated unless  convulsions  have  occurred. 
Later  weaker  glucose  solutions  may  be 
given,  but  we  should  not  rely  upon  them 
and  they  should  be  supplemented  by  and 
replaced  as  soon  as  possible  by  tube  feed- 
ings, if  the  patient  is  unable  or  unwilling 
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to  eat.  The  introduction  of  fluids  into  the 
body  through  the  stomach  tube  is  a more 
natural  method  than  by  the  intravenous 
route  and  far  more  profitable  in  obtain- 
ing the  desired  effects.  Intravenous  medi- 
cation should  be  an  emergency  procedure. 

As  regards  sedative  or  narcotic  medica- 
tion for  the  acutely  disturbed  or  depressed 
alcoholics,  the  less  that  is  given  of  this 
medication  the  better.  The  fact  that  a 
patient  is  delirious,  confused,  and  disori- 
ented and  that  he  has  a resultant  memory 
defect  indicates  that  he  is  toxic  and  suffer- 
ing from  an  organic  reaction.  Sedative 
and  narcotic  medications  only  increase 
the  toxic  factors  already  at  work  in  his 
system.  Sometimes  it  is  imperative  that 
they  be  given,  especially  in  a patient’s 
home,  but  such  a patient  should  be  taken 
to  a hospital  as  soon  as  possible.  There 
his  excitement  and  restlessness  can  often 
be  ameliorated  by  prolonged  continuous 
baths  at  body  temperature.  That  is  if  he 
is  in  a mental  hospital,  where  such  baths 
are  available.  Warm  or  cold  packs  are 
generally  dangerous  in  these  physically  re- 
duced, dehydrated  patients.  Often  they 
continue  overactive,  are  unable  to  sleep, 
and  consume  what  little  reserve  energy 
they  have  left  in  constant  excitement. 
The  best  sedative  for  these  patients  is 
paraldehyde,  preferably  by  mouth,  with  a 
nasal  tube  if  necessary.  In  exceptional 
cases  the  paraldehyde  may  be  given  per 
rectum  or  intravenously,  but  I have  found 
such  occasions  rare.  There  appear  to  be 
less  residual  toxic  effects  from  this  drug 
than  any  of  the  others.  In  milder  cases, 
sodium  amytal  may  be  used  to  promote 
sleep  for  two  or  three  nights  and  it  may 
be  followed  by  a night  or  two  of  luminal. 
But  in  all  of  these  toxic  alcoholic  cases, 
if  sufficient  fluids  and  solid  foods  are 
given,  and  proper  elimination  is  obtained, 
all  such  drug  medication  should  not  be 
necessary  after  five  or  six  days  and  dur- 
ing this  time  the  dosage  should  be  rapidly 
decreased. 

I have  already  indicated  that  alcohol- 
ism is  a far  more  deeply  seated  problem 
than  a mere  matter  of  will.  Those  inner 
necessities  and  fears  I have  spoken  of  are 
not  easily  controlled  by  a superficial  in- 
sight. If  alcoholism  were  a matter  of 
heredity,  it  would  be  an  even  greater 
problem  than  it  is  at  present  for  the 
majority  of  families  have  their  alcoholic 


members.  Alcoholics  are  begotten  of 
abstinent  as  well  as  convivial  fathers. 
The  environmental  factors  I shall  illus- 
trate in  my  cases.  I shall  also  indicate 
how  the  problem  is  more  a psychological 
than  a physical  one.  Certainly  physical 
factors  alone  never  started  anyone  drink- 
ing. In  the  case  material,  I wish  also 
to  indicate  how  the  sexual  life  of  these 
individuals  is  far  from  satisfactory,  but 
it  is  not  a matter  of  homosexuality  in 
the  sense  in  which  one  usually  conceives 
of  it.  These  unfortunates  are  not  psy- 
chosexually  developed  to  the  point  from 
which  they  can  form  a satisfactory  affec- 
tive rapport  with  even  their  own  sex,  let 
alone  the  opposite  one.  Their  own  inter- 
ests come  first.  They  are  so  fixed  upon 
their  own  bodies  and  the  gratifications 
of  them  that  they  have  no  feelings  left 
to  bestow  upon  others.  We  therefore 
call  them  narcissists  or  self-lovers.  They 
are  generally  promiscuous  but  only  to 
gratify  their  sexual  urges  in  a mastur- 
batory  manner,  never  to  give  love  or 
satisfaction  to  others. 

I wish  to  present  two  cases  that  were 
admitted  to  the  New  York  Hospital, 
Westchester  Division  (Bloomingdale). 
The  first  is  for  the  purpose  of  illustrat- 
ing the  psychopathic  type,  that  is  the 
person  who  has  always  been  inadequate 
from  birth  and  thus  displayed  definite 
personality  deviations  before  he  ever 
drank.  This  is  a case  history  of  delirium 
tremens  engrafted  upon  such  a person- 
ality and  it  will  stress  the  physical  factors 
under  treatment. 

Case  1.  An  advertising  solicitor  of 
thirty  was  admitted  to  the  hospital  follow- 
ing a short  illness  with  influenza  and 
excessive  alcoholic  indulgence.  As  a result 
he  became  fearful,  suspicious,  had  distinct 
auditory  and  visual  hallucinations,  and 
finally  a generalized  convulsion  a few  hours 
before  admission. 

The  family  stock  was  German  and  Dutch. 
His  capable,  aggressive  father  died  sud- 
denly at  sixty  of  coronary  thrombosis.  An 
uncle  “drank  himself  to  death.”  The  mother 
is  a self-centered,  extravagant  woman  in 
her  seventies.  Domineering,  she  expects 
her  own  way  and  is  prevailingly  dissatisfied. 

As  the  baby  of  the  family,  with  two  sib- 
lings at  least  ten  years  his  senior,  the  pa- 
tient was  the  center  of  their  attention  and 
was  consequently  overindulged.  His 
mother  evidenced  lier  over-solicitousness  by 
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dressing  him  in  “sissy”  clothes.  As  his 
father’s  business  necessitated  his  traveling, 
the  patient  was  put  in  boarding  schools, 
where  he  seldom  saw  his  parents  and  felt 
neglected. 

He  lived  for  a short  time  in  his  eleventh 
year  with  his  sister.  She  was  annoyed  by 
the  increased  responsibility.  The  patient 
felt  he  was  unwanted  by  his  whole  family. 
He  developed  marked  feelings  of  inade- 
quacy. He  attempted  to  compensate  for 
them  by  obtaining  the  attention  and  ap- 
proval of  others  with  dramatized  stories  of 
his  accomplishments.  He  adopted  a rebel- 
lious attitude  towards  authority  and  had 
little  regard  for  social  conventions.  In  his 
constant  desire  for  approval,  he  adopted 
any  method  which  would  achieve  this 
immediate  end  without  deliberating  over 
the  consequences. 

At  the  ages  of  sixteen  and  seventeen,  in 
reaction  to  disappointment  in  his  attempts 
to  excel  in  athletics  as  his  older  brother 
had  done  and  thus  win  the  approval  of  his 
schoolmates,  he  ran  away  to  become  a 
common  seaman.  On  the  second  trip,  sev- 
eral of  the  crew  were  ex-convicts  and  he 
became  involved  in  a brawl  in  which  he 
shot  a member  of  this  crew.  This  aggres- 
sive act  was  hushed  up  by  his  father. 

At  nineteen  he  entered  college.  He  neg- 
lected his  studies  and  began  to  drink  to 
excess.  He  was  asked  to  leave  after  his 
second  year.  Until  he  met  his  wife  at 
twenty-one,  he  was  dependent  on  his  domi- 
neering mother.  His  wife  was  an  aggres- 
sive, masculine  woman.  His  dependence 
was  directed  to  her  with  a resulting 
antagonism  to  any  further  maternal  domi- 
nations. 

Even  in  his  employment,  he  rebelled 
against  the  requests  of  his  superiors.  He 
became  a braggart  about  his  past.  While 
he  was  passive  and  cowardly  when  in  argu- 
ment, he  uttered  bold  threats  when  away 
from  those  with  whom  he  disagreed.  While 
he  was  working  as  an  avertising  solicitor 
for  his  hometown  newspaper,  he  plagiar- 
ized his  material,  passed  it  off  as  his  own 
copy,  and  faked  his  ads  to  keep  up  to  his 
quota.  He  lied  about  easily  checked  up 
facts.  When  confronted  with  the  truth, 
he  evaded  with  prevarications. 

When  the  pressure  of  his  duties  increased 
and  he  was  involved  in  a family  conflict, 
because  of  his  unscrupulous  methods,  he 
again  resorted  to  uncontrolled  drinking. 
Within  a few  months  he  was  consuming 
from  one  pint  to  one  quart  of  whiskey 
daily.  He  spaced  his  drinking  through  the 
day  so  that  he  did  not  become  noticeably 
intoxicated.  With  this  extra  fluid  intake, 
his  meals  begame  irregular  and  he  ate 


little.  He  was  able  to  hide  his  excessive 
drinking  from  his  wife,  but  he  was  warned 
several  times  at  the  office  as  the  result  of 
having  the  odor  of  liquor  on  his  breath. 
Two  months  later,  he  became  ill  with  in- 
fluenza. As  a therapeutic  measure,  he  im- 
bibed a pint  of  whiskey  in  a few  minutes 
time.  The  next  day  he  ate  poorly.  Three 
days  later,  the  influenza  symptoms  per- 
sisted. He  began  to  vomit  frequently  and 
showed  increasing  signs  of  dehydration  and 
toxicity.  The  next  evening  he  became 
hypersensitive  to  noises.  The  clock’s  tick- 
ing disturbed  him.  He  thought  he  heard 
people  whispering  about  him.  Shadows 
on  the  window  shade  were  misinterpreted 
as  those  of  foes  waiting  to  kill  him.  His 
increasing  agitation  led  to  his  telephoning 
for  police  protection.  Two  hypodermics 
of  morphine  did  not  produce  quiet.  Early 
the  following  morning  he  was  suddenly 
overheard  to  let  out  a cry.  A generalized 
clonic  convulsion  followed.  It  was  of  three 
minutes  duration.  He  was  promptly  ad- 
mitted to  the  hospital. 

His  temperature  was  100.8°  F.,  pulse  120, 
and  respirations  twenty.  Blood  pressure 
was  135/110.  There  was  a generalized 
increase  of  muscular  tone  with  fibrillary 
twitchings  of  the  muscles  of  the  tongue, 
face,  and  chest.  There  were  superficial 
ulcerations  on  either  side  of  the  tongue. 
The  physical  examination  was  otherwise 
negative  except  for  an  increased  right 
patellar  reflex.  The  leukocyte  count  was 
16,400;  ninety-two  per  cent  were  polymor- 
phonuclears.  Blood  chemistry,  cytology, 
and  serology  studies  were  otherwise  nega- 
tive. The  urinalysis  revealed  seventy-five 
Mg.  % of  albumin. 

The  mental  status  disclosed  a suspicious 
and  confused  patient  who  was  preoccupied 
with  definite  hallucinations  in  both  the  audi- 
tory and  visual  fields.  Visual  hallucinations 
were  easily  elicited  by  pressing  on  his  eyes. 
They  caused  him  to  see  people  in  the  air. 
He  read  a long  story  from  the  blank  wall 
when  asked  to  read  what  was  there.  Minia- 
ture animals  in  bright  colors  were  seen  by 
him  playing  on  the  floor.  His  level  of 
attention  showed  wide  variations.  In  re- 
sponse to  the  stimulation  of  shaking  or 
loud  talking,  his  attention  could  be  attracted 
for  brief  periods.  He  would  cooperate  for 
spoken  requests,  but  he  would  soon  become 
preoccupied  again  with  his  hallucinations 
and  lose  contact. 

In  view  of  the  history  of  a generalized 
convulsion,  the  physical  findings  of  fibril- 
lary muscular  twitchings  and  a high  diastolic 
but  a low  pulse  pressure,  a high  inter- 
cranial  pressure  was  suspected.  He  was 
given  immediately  an  intravenous  injection 
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of  fifty  c.c.  of  fifty  per  cent  glucose.  This 
was  repeated  a few  hours  later.  Shortly 
after  the  first,  he  became  more  relaxed,  was 
not  so  suspicious,  and  was  able  to  maintain 
better  contact  with  his  surroundings. 
Brewer’s  yeast  and  sweetened  fluids  of 
high  caloric  value  were  also  administered. 

During  the  night  his  hallucinations  kept 
him  awake,  but  did  not  produce  restlessness. 
Early  in  the  morning  he  fell  into  deep 
slumber  and  awoke  at  noon,  relaxed,  re- 
freshed, and  showing  no  delirious  symp- 
toms but  he  was  amnesic  for  details  of  the 
day  before.  His  pulse  was  100;  his  blood 
pressure  140/92.  After  two  days  rest  in 
bed,  his  program  became  more  active.  In 
a week  he  was  taking  light  exercise  in  the 
gymnasium  and  was  able  to  concentrate  on 
simple  occupational  procedures.  He  gained 
weight  rapidly  and  was  soon  given  a full 
schedule  of  activity. 

Alcoholic  patients  generally  enter  the 
hospital  with  impaired  muscular  tone.  They 
coordinate  poorly.  Their  reaction  time  is 
slower  than  when  freed  from  all  alcoholic 
influences.  Consequently  they  must  be 
ushered  into  athletic  activities  slowly  and 
avoid  any  bodily  contact  for  many  weeks, 
or  numerous  minor  or  possibly  severe 
physical  injuries  will  result.  Digital  frac- 
tures are  frequent. 

In  interviews  this  patient  was  evasive 
at  first.  He  minimized  the  amount  of  his 
drinking  and  gave  an  ameliorated  account 
of  his  past  experiences.  When  confronted 
with  his  own  contradictions  about  details, 
he  became  indignant  and  angry.  He  would 
soon  cool  off  and  seek  to  ingratiate  himself 
with  his  physician.  The  next  day  he  would 
volunteer,  “Doctor,  I can  see  that  what 
happened  the  other  day  was  just  another 
example  of  my  being  unable  to  face  un- 
pleasant situations.”  Later  he  accepted 
his  hospitalization  with  better  grace  and 
discussed  his  problems  with  greater  ease. 
He  decided  to  give  up  his  former  occupa- 
tion with  its  associated  temptation  to  drink. 
He  was  finally  allowed  week-end  visits 
home.  He  was  reported  by  relatives  and 
friends  to  “look  and  act  better  than  he  has 
for  years.” 

This  patient  left  the  hospital,  did  well 
for  a time,  but  started  drinking  again  when 
he  could  not  obtain  a job  and  family  fric- 
tion arose.  He  became  jittery,  fearful,  and 
tremulous.  He  returned  to  the  hospital  of 
his  own  accord  about  a year  later  on  the 
verge  of  delirium  tremens.  This  psychosis 
was  probably  averted  by  intravenous  injec- 
tion of  fifty  per  cent  glucose,  muscular 
injections  of  crystalline  vitamin  B,  forced 
fluids,  and  a high  caloric  and  vitamin  diet. 
He  is  soon  to  leave  the  hospital  to  take  up 


short  story  and  publicity  writing.  He 
appreciates  the  fact  he  requires  further 
guidance  and  advice  when  he  “feels  low”  as 
he  expresses  it.  He  will  continue  to  keep 
in  touch  with  his  physician  and  have  inter- 
views with  him  when  such  occasions  arise. 

The  following  case  is  presented  to 
show  the  development  of  the  neurotic 
type  of  personality  that  is  predisposed 
to  alcoholic  overindulgence  and  how  the 
resultant  personality  problems  are  sus- 
ceptible to  some  degree  of  amelioration 
through  psychiatric  therapy  and  guid- 
ance. Every  case  of  alcoholism  presents 
certain  physical  factors  that  require  care- 
ful medical  attention,  but  here  the 
psychological  situation  was  the  one  of 
primary  importance. 

Case  2.  A lawyer,  aged  forty-one,  of 
Irish  Catholic  stock,  came  to  the  hospital 
with  a history  of  heavy  drinking  for  six- 
teen years.  The  past  six  years  he  had 
overindulged  to  the  extent  that  he  was  re- 
peatedly neglecting  his  business,  his  obli- 
gations and  had  reached  the  point  where  he 
was  unable  to  help  himself,  but  appreciated 
the  fact  that  he  needed  assistance.  He 
signed  his  own  petition  for  inebriate  com- 
mitment. 

The  patient’s  mother  died  when  he  was 
five,  but  lived  long  enough  for  him  to 
develop  a marked  attachment  to  her.  He 
slept  with  her.  During  her  terminal  illness, 
he  shared  her  bed  and  the  privileges  of  a 
sick  person. 

His  father  was  severe  and  strict.  He 
gave  the  patient  a severe  beating  the  only 
time  he  was  truant  from  school.  The 
patient  was  fond  of  his  stepmother  and 
only  remained  at  home  as  long  as  he  did 
because  of  her.  At  times  he  felt  deeply 
towards  members  of  his  family,  but  because 
of  the  situation  stated,  strove  not  to  show 
his  feelings. 

As  a youth  he  was  socially  minded.  He 
enjoyed  participation  in  active  group  games 
like  baseball  and  football.  He  adjusted 
well  to  his  teachers  and  schoolmates  in 
public  school. 

He  indulged  in  masturbation  from  about 
the  age  of  twelve  until  late  in  his  teens, 
but  without  any  conscious  conflict.  His 
only  sexual  instruction  was  from  older 
boys.  At  fifteen,  a mild  attack  of  scarlet 
fever  did  not  prevent  his  maturing.  He 
started  to  shave  and  his  voice  changed. 
From  sixteen  on,  he  had  occasional  hetero- 
sexual relations  with  prostitutes. 

He  graduated  from  high  school  at  seven- 
teen. He  was  a super-average  student, 
excelling  in  mathematics.  He  was  indus- 
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trious,  made  the  most  of  his  opportunities, 
and  had  little  time  for  play  or  social  activi- 
ties. From  the  age  of  thirteen  he  had 
worked  summer  vacations  and  week-ends. 
He  was  ambitious,  energetic,  and  well-liked 
by  his  employers  and  fellow  employees.  He 
was  serious,  conscientious,  but  fairly 
cheerful. 

During  adolescence,  from  fifteen  to 
twenty,  he  was  rather  stocky  but  not  over- 
weight. For  a time  he  was  troubled  with 
pains  in  his  arms  and  legs,  but  they  did 
not  prevent  his  playing  professional  football 
week-ends.  They  may  have  been  asso- 
ciated with  an  abscessed  tooth,  complicated 
by  otitis  media  which  ruptured  spontane- 
ously. 

At  the  age  of  twenty,  he  entered  a Chi- 
cago night  law  school,  from  which  his 
brother  had  just  graduated.  After  three 
years  of  study,  he  graduated  with  an  excel- 
lent record  in  spite  of  the  fact  he  worked 
days.  His  marks  were  higher  than  his 
brother’s. 

At  twenty-three,  he  entered  legal  prac- 
tice with  the  brother  in  Chicago.  Although 
better  intellectually  endowed  than  the 
brother,  the  patient  was  dependent  upon 
him  for  decisions.  He  had  been  indecisive 
since  childhood  in  spite  of  his  industrious 
application,  and  had  been  deliberate  in  his 
judgments.  Aside  from  his  professional 
work,  he  was  a poor  manager.  He  now 
showed  an  increasing  tendency  to  avoid 
responsibility. 

At  twenty-five,  in  1918,  he  entered  the 
Navy  for  the  duration  of  the  war  and 
served  as  an  Ensign  on  several  ships  along 
the  Atlantic  seaboard.  He  started  to  drink 
heavily  for  the  first  time.  He  returned  at 
twenty-six  to  his  law  practice  with  his 
brother,  but  continued  his  alcoholic  over- 
indulgence — chiefly  whiskey.  A definite) 
change  in  his  personality  became  gradually 
more  apparent.  Where  formerly  he  was 
active  and  industrious,  he  now  became  in- 
active, silent,  reserved,  reticent,  and  aloof. 
His  range  of  interests  narrowed.  His 
brother  replaced  his  father  as  a represen- 
tative of  authority  and  discipline.  He  dis- 
liked the  brother,  but  became  increasingly 
more  dependent  on  him.  Nevertheless  his 
brother  admitted  the  patient  contributed 
the  brains  to  the  organization.  To  quote 
the  latter,  “He  would  tell  me  what  to  do 
and  then  I would  have  to  tell  him  before 
he  would  do  it.  He  had  the  mind  of  a 
woman  in  a man’s  body.”  Once  a decision 
was  made  by  the  brother  and  a course 
mapped  out  to  pursue,  the  patient  showed 
bulldog  tenacity. 

He  showed  relatively  little  interest  in 
women.  He  was  shy  and  ill-at-ease  in  the 


presence  of  those  of  his  own  social  level. 
But  at  twenty-eight  he  started  going  with 
a much  younger  woman  of  different 
religious  faith,  a Protestant.  This  was 
contrary  to  the  wishes  of  his  brother.  He 
was  irritable  and  stubborn  when  this  woman 
tried  to  stop  his  drinking.  He  was  uncer- 
tain with  regard  to  marriage  and  “really 
never  formally  proposed.” 

He  married  this  young  lady  at  twenty- 
nine.  The  night  after  the  wedding,  he 
became  intoxicated  on  wine  and  was  dis- 
agreeable and  careless  in  his  speech.  He 
continued  to  indulge  excessively  in  alcohol. 
This  rendered  him  increasingly  more  argu- 
mentative, hypercritical,  and  irresponsible. 
He  would  drink  during  the  day  with  his 
associates  at  the  office,  come  home  drunk, 
fall  asleep,  and  on  awakening  would  rave 
loudly  and  use  profane  language.  He  was 
careless  about  appointments  and  would 
often  come  home  late  when  there  were 
guests  for  dinner. 

Although  his  sexual  demands  were  small, 
he  had  never  been  jealous  nor  accused  his 
wife  of  infidelity.  At  times  he  had  been 
impotent  when  drinking  heavily,  but  his 
erotic  urge  had  been  greater.  He  had 
suggested  cunnilingus  and  fellatio  to  his 
wife.  He  had  always  had  difficulty  with 
ejaculatio  precox.  At  times  his  intoxica- 
tion released  a sadistic  tendency. 

His  only  child,  a son,  was  born  a year 
after  his  marriage.  Although  a Catholic, 
he  has  had  only  a mild  desire  for  children. 
Both  he  and  his  wife  have  used  contra- 
ceptive measures.  He  would  push  his  wife 
away  when  she  was  at  all  demonstrative, 
and  showed  little  more  affection  towards 
his  son. 

He  came  to  New  York  at  thirty-two  with 
his  brother.  There  his  practice  was  more 
successful — one  year  he  made  $18,000  but 
his  circle  of  friends  and  his  social  contacts 
were  limited  by  his  continued  alcoholism. 
He  had  a good  tolerance  at  first.  He  went 
on  two  or  three  sprees  a week,  consuming 
one  to  two  quarts  of  liquor  at  a time,  but 
this  tolerance  rapidly  diminished.  At  times 
he  worked  very  diligently,  but  used  these 
exertions  as  excuses  for  subsequent  over- 
indulgence.  He  began  spending  much  of 
his  time  in  Turkish  baths  and  speakeasies. 
He  wrote  checks  for  large  sums  while 
intoxicated. 

When  thirty-eight  he  showed  no  evidence 
of  deterioration  during  a month’s  residence 
in  a private  hospital,  but  following  this 
only  a few  drinks  would  “set  him  to  raving.” 

A year  before  his  admission  here,  he 
had  periods  of  discouragement,  when  he 
spoke  of  suicide.  Six  months  before  ad- 
mission, while  intoxicated,  he  sat  in  his 
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car  with  the  engine  running  and  the  garage 
doors  closed,  but  he  was  promptly  dis- 
covered by  his  wife,  and  there  were  no 
ill  effects. 

Two  months  before  admission,  while 
drinking  excessively,  he  fell  into  a bathtub, 
striking  his  head,  but  did  not  lose  con- 
sciousness although  he  had  severe  frontal 
headaches  afterwards. 

When  he  entered  this  hospital,  his  toler- 
ance had  diminished  to  where  the  consump- 
tion of  less  than  half  a pint  of  whiskey 
affected  him  greatly.  For  several  months 
he  had  had  pains  in  his  extremities,  but 
there  was  no  history  of  delirious  periods 
or  hallucinations.  He  had  been  consis- 
tently overweight  for  years. 

He  was  calm,  composed,  quiet,  but  slow 
of  response.  He  was  not  depressed,  but 
spoke  of  feeling  ‘'nervous  and  frustrated.” 
He  told  of  having  been  unhappy  in  his  law 
partnership  with  his  older  brother  and  of 
having  resorted  to  alcohol  to  ease  his  diffi- 
culties. This  gave  him  some  relief  from 
the  nervousness  resulting  from  the  pressure 
of  his  work.  His  suicidal  attempt  had  been 
made  at  a time  when  he  “felt  licked.”  At 
times,  when  drinking  heavily,  his  surround- 
ings had  seemed  “hazy  and  unreal”  but 
he  did  not  recall  any  hallucinatory  experi- 
ences. His  sensorium  was  clear;  his  gen- 
eral knowledge  adequate ; his  insight  and 
judgment  were  sufficient  for  him  to  accept 
advice  and  be  amenable  to  the  same. 

In  many  respects  this  patient  presented 
the  typical  alcoholic  type  of  personality. 
He  had  a marked  mother  attachment  which 
was  carried  over  to  his  stepmother  and  a 
rebellious  attitude  towards  a more  stable 
father  and  later  towards  a successful  and 
domineering  brother,  a father  surrogate. 
He  had  a marked  feeling  of  inferiority.  He 
became  restless,  tense,  and  ill-at-ease  under 
consecutive  mental  effort,  especially  when 
under  competition  with  others  in  a law 
office.  Alcohol  lessened  the  intensity  of 
this  strain.  While  he  disliked  to  be  depen- 
dent on  his  brother,  he  did  not  feel  secure 
enough  to  break  away  and  start  an  inde- 
pendent law  practice  although  he  often 
contemplated  it. 

Like  the  typical  alcoholic,  he  made  an 
unsatisfactory  marital  adjustment  and  dis- 
played a limited  and  disordered  sexual 
drive.  This  accentuated  his  feelings  of 
inferiority  and  increased  his  alcoholic 
indulgence.  He  continued  his  alcoholism 
in  spite  of  all  attempts  to  make  him  aware 
of  the  disastrous  consequences.  Like  all 
alcoholics  his  tolerance  gradually  diminished 
and  he  became  increasingly  susceptible  to 
diminishing  amounts. 

His  hospital  residence  brought  out  the 


fact  that  he  was  especially  fearful  of  any 
assault  on  his  personal  integrity  and  that 
he  built  up  an  insecure  defense  against  the 
same.  He  could  not  accept  any  suggestion 
that  he  was  inferior  in  any  way.  He  re- 
sented suggestions  that  he  follow  a regular 
routine  and  be  subject  to  the  rules  laid 
down  by  the  occupation  and  physical  recrea- 
tion departments.  He  was  continually  being 
irritated  by  and  was  unjustly  critical  of  the 
nursing  personnel  for  the  same  reason.  It 
was  always  their  fault.  They  were  picking 
on  him.  They  were  the  ones  who  misunder- 
stood. He  found  it  hard  to  accept  these 
facts  as  evidences  of  his  underlying  sensi- 
tiveness and  feeling  of  insecurity. 

He  was  skeptical  of  the  hospital  routine 
and  became  restive  having  to  conform  to  a 
system  from  which  he  could  not  escape.  He 
admitted  if  he  felt  outside  the  way  he  did 
here,  he  would  take  a drink. 

He  was  often  hypochondriacal.  When 
he  became  emotionally  upset,  he  attributed 
it  to  physical  disturbances.  He  would 
have  a headache;  his  stomach  would  become 
upset;  he  would  have  alternating  diarrhea 
and  constipation;  he  would  become  unduly 
fatigued.  He  would  anticipate  a cold,  and 
exclaim,  “There  must  be  something  wrong 
with  me  physically.” 

In  spite  of  all  these  limitations,  our 
patient  had  certain  personality  assets  which 
made  him  different  from  the  usual  alcoholic. 
Successful  therapy  lay  in  ascertaining  these 
assets  and  making  the  most  of  them.  He 
was  more  serious-minded  than  the  typical 
alcoholic.  He  had  been  a student  above 
the  average,  had  made  the  most  of  his 
opportunities  in  his  youth,  had  been  a 
successful  lawyer  and  been  the  brains  of 
the  partnership  with  his  brother.  He  spent 
his  spare  time  in  the  hospital  in  reading 
books,  law  and  legal  magazines,  and  trying 
to  prepare  himself  for  a return  to  his 
practice. 

He  remained  in  the  hospital  longer  than 
the  usual  alcoholic;  eleven  months  of  his 
year’s  commitment  period.  He  never 
brought  strong  pressure  to  bear  on  his 
leaving.  He  learned  during  his  hospital 
residence  that  his  hypochondriacal  symp- 
toms were  evidences  of  emotional  disturb- 
ances and  that  when  he  was  irritated  by 
others,  it  was  evidence  of  a feeling  of 
insecurity  within  himself. 

He  accepted  advice  and  interpretations  of 
his  difficulties  from  his  hospital  physician 
without  argument  and  did  not  display  the 
cynical,  supercilious  attitude  of  the  usual 
alcoholic.  He  came  to  realize  the  loyalty 
of  his  wife  to  him  and  to  admit  he  had 
been  wrong  in  his  attitude  towards  her.  He 
even  became  more  reasonable  in  his  attitude 
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towards  his  brother  and  was  content  to 
return  to  his  partnership  with  him. 

We  do  not  claim  we  cured  this  patient 
of  his  alcoholism,  but  we  put  him  in  a 
much  more  stable  emotional  state.  We 
enabled  him  to  acquire  some  insight  into 
his  personality  limitations  and  to  attribute 
his  shortcomings  to  others  much  less  than 
he  had  done  formerly.  We  also  enabled 
him  to  develop  golf  as  a hobby  by  which 
he  could  lessen  his  tension  and  give  expres- 
sion to  his  energies,  when  he  sought  diver- 
sion from  legal  practice.  We  reduced  his 
surplus  weight,  increased  the  tone  of  his 
muscles,  and  put  him  in  good  condition. 

. He  has  drunk  since  he  has  left  the  hos- 
pital. He  has  sought  the  advice  of  physi- 
cians and  has  not  always  felt  secure,  but 
he  has  been  able  to  carry  on  his  law  prac- 
tice with  his  brother  successfully.  We 
feel  we  have  contributed  in  some  small  way 
at  least  to  this  success. 

These  cases  were  selected  not  as  ex- 
amples of  therapeutic  successes,  but  be- 
cause they  best  illustrate  the  detailed 
problems  involved.  Others  where  the 
prognosis  was  better,  doubtless  had  as 
many  underlying  difficulties,  but  they 
handled  them  better  and  consequently  they 
were  not  so  apparent  for  means  of 
presentation. 

In  closing  I want  to  stress  the  need 
of  closer  cooperation  between  the  physi- 
cian in  general  medicine  or  surgery  and 
the  psychiatrist.  It  is  the  duty  of  the 
former  to  recognize  these  cases  in  their 
incipiency.  At  such  a time,  if  a neutral 
attitude  is  assumed,  one  neither  of  con- 
demnation nor  one  of  undue  sympathetic 
acquiescence,  they  may  not  need  to  come 
to  a hospital.  One  may  not  expect  them 
to  stop  drinking  at  once,  but  they  can 
be  helped  to  diminish  their  indulgence 
and  a few  may  stop  altogether.  But 
many  will  persist,  because  of  psycho- 
logical factors,  like  those  enumerated 
above.  Such  cases  should  be  persuaded 
to  have  hospital  care  under  psychiatric 
guidance.  But  it  is  important  to  point 
out  to  these  patients  that  an  emotional 
education  takes  time  just  as  much  as  an 
intellectual  one.  Little  can  be  accom- 
plished unless  they  consent  to  go  volun- 
tarily and  will  sign  their  own  inebriate 


petition  for  six  months  or  a year.  One 
must  have  their  cooperation  at  least  in 
part.  Unless  they  are  willing  to  agree 
to  a specified  time,  the  old  restlessness 
and  discontent  that  will  inevitably  arise 
will  cause  them  to  leave  too  soon,  to 
escape  rather  than  face  what  needs  to  be 
understood  and  changed. 

It  is  the  duty  of  the  psychiatrist  to 
help  them  to  have  a better  understanding 
of  their  weaknesses  and  inadequacies,  to 
meet  them  without  becoming  emotionally 
perturbed,  and  to  compensate  for  them 
with  their  personality  assets,  which  we 
all  have  to  varying  degrees.  But  the 
problem  is  not  over  when  they  have  left 
the  hospital.  They  require  further  help 
and  guidance  for  a prolonged  period. 
Many  emotional  problems  will  arise  for 
which  they  will  need  a solution  through 
someone  else.  Some  may  be  sufficiently 
near  their  former  hospital  residence  so 
that  they  may  return  for  this,  but  for 
most,  this  will  be  difficult  for  economic 
and  geographical  reasons.  They  should 
all  be  advised  to  return  to  the  physicians 
who  referred  them  to  the  hospital  if  any 
physical  difficulty  arises.  In  regard  to 
their  mental  problems  many  of  them  can 
be  relieved  by  their  referring  physicians, 
by  the  latter  being  simply  interested  and 
passively  receptive  listeners.  But  remem- 
ber that  this  takes  time  and  availability 
in  time  of  need.  The  referring  physi- 
cian should  also  be  advised  when  they 
leave  the  hospital  and  given  a program 
of  their  needs,  and  of  the  routine  which 
they  should  follow.  He  should  also  be 
informed  of  psychological  danger  signals 
that  may  arise  and  how  to  handle  what 
they  indicate.  In  cases  in  which  the 
physician  who  sent  them  to  the  hospital 
does  not  wish  this  responsibility,  or  lacks 
the  time  for  it,  the  patient  should  be 
referred  to  some  nearby  psychiatrist  or 
psychiatric  clinic.  But  keep  in  mind 
that  these  patients  will  doubtless  always 
need  help  at  varying  times  and  try  to 
pierce  through  the  defenses  of  their 
inferiority  feelings.  Remember  they  are 
the  people  who  always  chip  the  cubes  of 
truth  so  they  will  roll  more  easily. 


The  Old  Clinician  says : “It  is  as  futile  tect  to  attempt  to  determine  the  appearance 
for  a physician  to  attempt  to  base  a diag-  of  a house  by  seeing  one  of  the  stones  which 

nosis  on  a single  symptom  as  for  an  archi-  has  been  removed  from  its  walls.” — Harr. 
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In  1935  Meduna1  published  his  first 
report  on  Convulsive  Therapy  in  Schizo- 
phrenia, in  which  he  calls  attention  to 
successful  treatment  of  this  disease  with 
camphor  and  metrazol.  In  a later  publi- 
cation2 he  reports  on  seventy-four  cases 
of  whom  thirty-nine  per  cent  were  cured, 
fifteen  per  cent  improved,  and  forty-six 
per  cent  showed  no  change.  The  author 
of  these  reports  raises  many  interesting 
questions  concerning  the  theoretic  basis 
of  this  treatment.  It  is,  however,  not  our 
purpose  in  this  preliminary  report  to  deal 
with  these  theoretical  aspects.  We  wish 
merely  to  present  a brief  account  of  our 
experience  thus  far  at  Bellevue  Hospital 
with  this  mode  of  therapy. 

The  report  is  based  on  observations  of 
fifteen  cases  extending  over  a period  of 
two  and  a half  months.  The  cases  chosen 
were  observed  by  several  members  of  our 
staff  and  the  diagnosis  of  schizophrenia 
in  each  case  was  agreed  upon.  This  we 
considered  the  best  method  of  selection 
in  order  to  eliminate  cases  with  question- 
able diagnosis. 

Method 

Each  case  was  submitted  to  a careful 
examination.  Patients  presenting  evidence 
of  chronic  organic  disease  were  excluded. 
Each  patient  was  allowed  to  remain  in  a 
ward  best  suited  for  his  psychiatric  state, 
thus  eliminating  the  practical  difficulties 
associated  with  the  setting  up  of  a special 
ward  and  staff.  After  adequate  observa- 
tion, patients  are  started  on  sodium  bicar- 
bonate, gr.  45-90  daily,  given  orally. 
Sedation  is  omitted  for  several  days  prior 
to  and  during  the  course  of  treatment. 
Angyal  and  Gyarfas3  emphasized  the  im- 
portance of  excluding  sedation  during 
convulsive  therapy.  Friedman4  stresses 
the  value  of  alkalosis  as  a predisposing 
factor  in  convulsions. 

Our  patients  were  given  an  average  of 


two  convulsions  weekly  except  for  one 
case  of  acute  catatonic  excitement  who  is 
being  treated  with  three  seizures  weekly. 
This  procedure  was  decided  upon  because 
of  the  patient’s  marked  clinical  improve- 
ment following  a seizure.  In  a general 
way  we  follow  Meduna’s  method  since 
we  feel  that  there  is  not  enough  evidence 
clinically  to  warrant  radical  changes  and 
modifications.  We  limit  ourselves  to  the 
use  of  a ten  per  cent  aqueous  metrazol 
solution  as  suggested  by  Meduna.5  In- 
jections are  given  intravenously  in  doses 
varying  from  AT/2  to  fifteen  gr.  The 
patient  receives  no  breakfast  on  the  day 
of  treatment,  the  injections  being  given 
during  morning  hours.  We  begin  with 
the  smaller  dose  and  increase  this  only 
when  it  fails  to  provoke  a grand  mal  type 
of  convulsion.  Two  or  three  days  of  rest 
are  allowed  between  seizures.  The  pre- 
cautions used  are  those  usually  employed 
with  a patient  in  an  epileptic  seizure.  We 
want  to  emphasize  the  importance  of  the 
rate  of  injection.  As  pointed  out  by 
Meduna,  Muller, 6 Angyal  and  Gyarfas,3 
and  Harris  and  Blalock,7  the  injection 
must  be  given  directly  into  the  vein  and 
as  rapidly  as  possible.  We  find  that  unless 
the  entire  dose  is  administered  rapidly  no 
convulsion  will  follow.  In  such  cases  we 
usually  repeat  the  same  dose  on  the  fol- 
lowing day.  It  seems  also  possible  to 
repeat  the  injection  within  one-half  hour 
without  producing  any  unfavorable  ef- 
fects. Our  patients  show  no  unusual 
amount  of  fear  for  the  treatment.  We 
find  on  the  contrary  that  patients  form 
a strong  attachment  for  the  persons  about 
them  during  the  postconvulsive  confu- 
sional  state  and  maintain  this  attachment 
as  improvement  continues.  The  confusion 
following  seizures  is  in  our  cases  usually 
short  and  in  no  case  did  it  last  beyond 
one  hour.  Retching  and  vomiting  occur 
at  times.  A transient  period  of  excitement 
with  manifestations  of  paranoid  trends 
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have  been  observed.  Upon  recovery  from 
the  state  of  confusion  the  patient  is 
alllowed  the  usual  ward  privileges  and 
activities.  He  is  at  no  time  treated  as  a 
“special”  patient. 

We  are  of  the  opinion  that  the  effects 
of  the  treatment  are  of  organic  type, 
however  after  each  confusional  state  the 
patients  show  marked  attachment  to  those 
about  them.  The  emotional  contacts  es- 
tablished in  this  period  are  valuable  for 
the  adaptation  of  the  patient.  We  offer 
no  opinions  regarding  the  necessity  of 
elaborate  psychotherapeutic  measures  in 
this  treatment,  however  the  state  of  the 
patient  after  the  seizure  makes  it  im- 
perative that  some  attention  be  given  to 
help  him  gain  insight  into  his  psychosis 
and  to  form  attachments  to  other  human 
beings. 

In  our  group  of  fifteen  cases  are  in- 
cluded six  previously  treated  with  insulin 
with  no  effect.  The  other  nine  had  no 
previous  therapy.  Duration  of  symptoms 
in  the  latter  group  varies  from  several 
weeks  to  six  years.  Treatment  has  been 
completed  in  five  cases  all  of  whom  are 
at  home.  Of  these,  one  is  an  insulin 
treated  case  of  moderately  long  duration 
who  showed  no  change  under  insulin  and 
some  improvement  after  seven  metrazol 
seizures.  He  has  been  at  home  for  over 
a month  and  the  father  reports  that  the 
patient  is  much  improved,  does  useful 
work  about  the  house,  and  is  considered 
to  be  much  better  than  at  any  time  during 
visits  home  in  the  course  of  the  insulin 
treatment.  The  four  cases  with  no  previ- 
ous treatment  are  all  recovered,  and  were 
discharged  after  a series  of  six  to  eight 
seizures.  Of  the  ten  cases  under  treat- 
ment, five  are  insulin  treated  negative 
cases,  and  as  yet  show  no  change.  The 
remaining  five  include  two  of  three  years 
and  one  of  six  years’  duration.  Two  of 
these  five  show  definite  improvement  and 
one,  catatonic  type  of  schizophrenia,  shows 
slight  improvement  after  three  seizures. 

Case  Reports 

Case  1.  J.  M.,  twenty- five,  male,  married, 
two  children,  born  in  Scotland,  eight  years 
in  America.  Previous  history  is  negative 
for  nervous  or  mental  disease.  Was  a 
friendly  type  of  person,  and  liked  associa- 
tions. Two  months  prior  to  admission  he 
began  to  work  very  hard;  experienced  diffi- 


culties with  his  store  manager.  At  this  time 
his  wife  gave  birth  to  the  second  child. 
The  patient  expressed  great  worries  about 
his  financial  affairs.  Began  to  complain  of 
having  a “bad  disease”  and  appeared  some- 
what depressed.  At  time  of  admission, 
August  21,  1937,  he  was  tense,  bewildered, 
delusional.  He  said:  “I’m  afraid  somebody 
will  die,  God  is  trying  to  kill  me.  He  talks 
to  me  and  says:  ‘There  he  is’ — that  means 
God  is  waiting  for  me.”  After  admission 
he  became  very  disturbed;  no  contact  could 
be  made  with  him.  He  defecated  on  the 
floor  and  ate  the  feces  on  one  occasion. 
When  questioned  at  this  time  about  this 
behavior  patient  replied : “I  thought  it  would 
help  my  people.”  At  times  he  was  mute, 
and  showed  severe  catalepsy. 

Treatment  was  started  August  28,  with 
six  grains  of  metrazol  and  he  responded 
with  a generalized  seizure.  This  patient 
showed  improvement  after  four  seizures  and 
was  completely  well  after  eight.  He  showed 
complete  objective  insight  into  his  psychosis. 
He  knew  that  he  had  been  mentally  ill  and 
that  he  had  delusions.  No  insight  was  gained 
concerning  the  deeper  meaning  of  his  psy- 
chosis. He  was  friendly  and  outgoing  and 
showed  a close  attachment  to  the  physicians 
who  treated  him. 

Case  2.  A single  male,  age  twenty-six, 
born  in  Russia,  has  been  in  United  States 
twenty-five  years.  Past  history  essentially 
negative  for  physical  and  mental  diseases. 
Was  apparently  a normal  boy  and  graduated 
from  high  school  at  the  age  of  nineteen. 
About  ten  months  prior  to  admission  to  the 
hospital,  the  patient  suddenly  disappeared 
and  remained  away  for  a week.  Upon  re- 
turning he  stated  that  he  had  been  to  Phila- 
delphia to  look  for  employment.  It  was 
noted  at  this  time  that  he  was  decidedly 
more  unfriendly  and  showed  a marked  reti- 
cence in  answering  questions  put  to  him.  He 
became  gradually  worse,  and  about  three 
months  later  he  began  to  be  suspicious  of 
everyone  around  him.  He  stated  at  this 
time  that  there  was  something  going  on  in 
the  house,  and  he  was  being  kept  in  ignor- 
ance. He  stopped  going  with  his  friends, 
spending  most  of  his  time  in  the  house, 
listening  to  the  radio,  working  cross-word 
puzzles,  and  reading  newspapers.  He  never 
confided  in  any  member  of  the  family,  and 
generally  spoke  little  or  not  at  all.  At  the 
time  of  admission  to  the  hospital  he  was 
found  to  be  dull  and  apathetic.  He  was 
evasive  and  made  poor  contact.  As  the 
examination  proceeded,  he  became  more  re- 
laxed and  freely  admitted  auditory  hallu- 
cinations. He  stated : “I  do  hear  some 
voices.  It’s  been  going  on  for  two  years. 
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They  help  me,  tell  me  to  do  things,  to  go 
with  a girl,  to  have  intercourse  with  her. 
I can’t  make  out  all  the  conversation.  I 
can’t  be  sure  it’s  all  true,  what  they  say. 
It  appears  to  me  that  everybody  knows  me 
— when  I walk  on  the  street,  or  in  a train 
or  car,  I can  see  that  they  recognize  me  in 
some  form  or  another.  . . .” 

It  was  decided  to  treat  this  patient  with 
metrazol.  Treatment  was  started  on  Sep- 
tember 4,  1937  with  gr.  iv  ss.  There  was 
no  reaction  to  this  amount  and  the  dosage 
was  therefore  increased  gradually  until  a 
seizure  was  obtained  (gr.  ix).  Thus  far, 
the  patient  has  had  eight  seizures,  and  has 
shown  some  improvement.  He  is  decidedly 
more  affable  and  friendly,  offers  no  resist- 
ance to  the  treatment,  and  appears  to  be 
making  a good  adjustment  on  the  ward. 
Treatment  is  still  being  continued. 

Summary  and  Conclusions 

Fifteen  cases  of  schizophrenia  treated 
with  induced  convulsions  were  observed. 
The  method  of  treatment  is  outlined  and 
is  the  method  first  employed  by  Meduna. 
Brief  mention  is  made  of  some  manifesta- 
tions in  the  course  of  treatment.  The 
technic  is  relatively  simple  but  not  free  of 


danger.  It  does  not  require  any  compli- 
cated therapeutic  set-ups.  Psychologic 
and  physiologic  studies  are  being  carried 
out  and  will  be  reported  at  a later  date. 

Treatment  has  been  completed  in  five 
cases  all  of  whom  are  at  home;  of  these 
four  are  recovered  and  one  improved. 
Out  of  nine  cases  with  no  previous  treat- 
ment four  have  recovered  and  three,  still 
under  treatment,  show  improvement.  The 
former  four  are  all  of  acute  onset ; of  the 
latter  three,  one  is  of  three  years’  dura- 
tion. We  are  of  the  opinion  that  the  treat- 
ment deserves  a fair  trial  with  a larger 
group  of  cases. 

104  E.  40  St. 

200  E.  26  St. 

160  E.  48  St. 
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PHYSICIANS’  SIGNATURES  FOR 
AFFIDAVITS  FOR  NURSES 

Miss  Stella  M.  Hawkins,  of  the  New 
York  Board  of  Nurse  Examiners,  has  re- 
quested that  practical  nurses  seeking  li- 
censes under  the  new  Nurse  Practice  Act 
ask  permission  of  physicians  before  sending 
in  physician’s  name  as  references  with  their 
application.  Otherwise  unnecessary  cor- 
respondence may  result  from  the  board’s 
querying  the  physicians. 

It  is  also  suggested  that  all  such  appli- 
cants carry  the  responsibility  for  the  no- 
tary’s fees  for  witnessing  the  physicians’ 
signatures. 

In  section  1379  the  law  reads  in  part  as 
to  the  license  for  practical  nurse:  “Practice 
must  be  verified  by  affidavits  of  two  physi- 
cians, members  of  a county  medical  society, 
that  the  applicant  has  satisfactorily  per- 
formed the  duties  of  a nurse.” 

Copies  of  the  new  Nurse  Practice  Act, 
which  became  effective  July  1 of  this  year 
and  whose  penalties  are  to  be  enforceable 
July  1,  1940,  will  be  sent  to  physicians  upon 
request  to  the  Department  of  Education, 
Capitol  Building,  Albany. 


WHERE  THE  DEPRESSION  IS 
UNKNOWN 

Four  million  dollars  is  spent  at  the  soda 
fountain  every  day  by  the  American  public 
— an  amount  equal  to  eighty  per  cent  of 
Japan’s  daily  expense  in  waging  its  unde- 
clared war  against  China,  according  to 
figures  compiled  by  the  Liquid  Carbonic 
Corporation. 

International  economists  declare  that  the 
Sino-Japanese  conflict  is  costing  the  island 
empire  $5,000,000  a day.  “Liquid”  has  esti- 
mated that  Americans  spend  eighty  per  cent 
of  this  amount  on  ice  cream,  fountain  bever- 
ages, and  sandwiches  purchased  at  soda 
fountains. 

A recent  survey  cited  by  the  Liquid  Car- 
bonic Corporation  shows  that  seven  of  every 
ten  persons  entering  a retail  drug  store 
patronize  the  fountain,  and  that  this  de- 
partment takes  in  thirty-one  cents  of  every 
dollar  spent  in  the  establishment.  It  has 
been  proved  that  the  soda  fountain  is  less 
affected  by  “depression”  buying  than  any 
other  section  of  a retail  drug  store. 

Are  some  of  these  free-spenders  the  same 
people  who  “can’t  afford  to  pay  the  doctor?” 
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Since  deformities  are  generally  re- 
garded as  congenital  anomalies,  residuals 
of  infantile  paralysis,  or  the  results  of 
infectious  bone  diseases,  they  are  consid- 
ered as  belonging  entirely  to  the  domain 
of  orthopedic  surgery.  Unfortunately, 
the  subject  cannot  be  so  easily  dismissed. 
One  of  the  chief  etiological  factors  in  the 
development  of  deformities  is  chronic 
arthritis.  For  that  reason,  the  entire  sub- 
ject of  skeletal  distortions  reverts,  in  one 
of  its  most  stubborn  forms,  to  the  gen- 
eral practitioner  and  the  specialist  in  in- 
ternal medicine  who  are  compelled  to 
meet  it  in  every  arthritic  they  treat.  This 
presentation  of  one  phase  of  the  deform- 
ity problem — analyzing  the  progressive 
steps  through  which  a simple  distortion 
advances  to  a complex  deformity — is 
made  with  the  hope  of  assisting  those 
physicians  who  have  not  had  the  oppor- 
tunity to  give  adequate  thought  to  the 
development  of  deformities. 

The  onset  of  deformities  is  insidious, 
their  progress  slow  and,  even  under  ideal 
conditions  of  hospital  care  with  the  di- 
rect supervision  of  competent  orthopedic 
surgeons,  deformities  in  severe  cases  are 
almost  unpreventable.  Therefore,  how 
much  more  important  it  is  for  the  family 
doctor,  who  treats  arthritis  in  the  home, 
to  realize  the  problem  before  him  and  to 
have  a thorough  knowledge  of  the  forces 
of  nature  constantly  striving  to  make  a 
cripple  of  his  patient.*  With  this  in 
mind,  it  is  readily  seen  that  the  deform- 
ity problem  is  not  the  sole  property  of 
the  orthopedist  but  the  burden  of  every 
doctor  who  treats  a patient  suffering  with 
arthritis. 


*It  is  essential  to  differentiate  between  the 
patient  who  has  good  function  with  an  ankylosed, 
or  reconstructed  joint  and  the  patient  who  may 
have  some  motion  in  all  joints  but  still  is  so 
deformed  as  to  be  completely  useless  to  him- 
self. 


Table  I outlines  the  subject  and  is  in- 
tended to  demonstrate  the  complex  and 
progressive  nature  of  deformities  in  all 
joints.  It  will  be  noted  that  there  is  a 
primary,  or  first,  distortion  which  is  fol- 
lowed by  additional  distortions  and  that 
these  additions  proceed  by  a definite  rule 
of  development  which  it  seems  indicated 
to  term  “The  Progression  of  Deformi- 
ties.” The  accumulation  of  these  indi- 
vidual distortions  produces  the  final  com- 
plex deformity. 

Fig.  A-l  to  A-3  show  an  actual  arth- 
ritic who  has  a flexion  deformity  of  the 
right  knee  of  long  duration.  An  effort 
is  made  to  analyze  the  individual  com- 
ponents comprising  the  complete  deform- 
ity. 

The  main  portion  of  this  paper  con- 
sists of  illustrations  of  a normal  young 
man  who  has  complete  and  free  motion 
in  all  his  joints.  He  is  first  shown  in 
his  usual  posture,  then  posed  in  a series 
of  positions  beginning  with  a simple  dis- 
tortion and  passing  through  all  the  stages 
of  increasing  deformity  as  they  actually 
occur  in  unprotected  arthritics  during  the 
development  of  complete,  complex,  and 
serious  deformities.  Maximum  atten- 
tion is  given  to  flexion  of  the  knee  be- 
cause it  is  so  frequently  encountered.  The 
lower  extremities  are  employed  for  dem- 
onstration since  their  size  permits  them 
to  be  most  easily  visualized,  and  also 
a distorted  lower  extremity  affects  both 
the  opposite  extremity  and  the  trunk  it 
supports.  Scoliosis  is  emphasized  not 
only  because  it  is  a serious  deformity, 
which  in  severe  arthritis  rarely  yields  to 
any  treatment,  but  also  it  is  ideally 
adapted  to  such  a presentation.  Some 
confreres,  who  have  been  asked  to  critcize 
this  paper,  have  observed  that  many  sco- 
liotics  lead  active  and  useful  lives  while 
deformities  in  the  hands  and  feet  are  in- 
finitely more  disabling.  That  is  true  and 
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Table  I — The  Common  Deformities 


Spine  Flexion  with  rotation 

Shoulders  Adduction  with  internal  rotation 

Elbows  Flexion  (30-40°)  with  pronation 

Wrists  Flexion  with  ulnar  deviation 

Fingers  Flexion 

(a)  Ulnar  deviation 

(b)  Atypical  extension 

Hips  Flexion  and  adduction — precipitating 

(a)  Equinus,  flexion  of  knee, 
knock  knee  and  flat  foot 

(b)  Tilting  pelvis 

(c)  Increased  lumbar  lordosis 

Knees  Flexion 

(a)  Precipitating  equinus  which 
encourages  abduction  and  ex- 
ternal rotation  of  hip,  fol- 
lowed by  flat  foot,  knock 
knee  and  finally  tilting  of 
pelvis  to  shortened  side 

(b)  Posterior  dislocation  of  tibia 


Feet 

Equino-Valgus 

(a)  Midtarsal 

pronation 

(b)  Depressed 

anterior  arch 

(c)  Hammer 

toes 

Jaw 

Closed 

one  must  hasten  to  state  that  essentially 
the  same  progression  occurs  in  deform- 
ities of  the  hands  and  feet ; but,  because 
of  the  multiple  small  joints  involved  in 
those  members  it  is  practically  impos- 
sible to  demonstrate  them  in  this  type 
of  presentation  and  for  the  same  reason 
much  more  tedious  for  the  reader . to 
follow.  It  is  sufficient  to  say  that  the 
crippled  and  useless  hand  of  an  arthritic 
started  as  a simple  distortion  of  the  wrist 
and  fingers  and  passed  through  a series 
of  additional  distortions  caused  by  mus- 


cular forces  and  anatomical  compensa- 
tions until  it  reached  its  ultimate  de- 
formed state. 

To  those  who  give  attention  to  the 
photographs  the  thought  is  likely  to  arise 
that  they  have  seen  arthritics  with  flexed 
knees  and  flexion  adduction  deformities 
of  the  hips  who  do  not  show  the  com- 
plicated deformities  suggested  here,  and 
also  that  many  advancing  deformities  do 
not  follow  the  rules  of  progress  indicated 
in  this  paper.  For  these  reasons  the  three 
final  photographs  (Fig.  E-l  to  E-3)  have 
been  used,  demonstrating  a patient  with 
flexion  and  adduction  of  the  right  hip  due 
to  a destructive  arthritis,  who  has  com- 
pensated by  abducting  his  normal  hip  and 
tilting  his  pelvis  to  the  left.  The  an- 
swer for  this  apparent  exception  to  the 
rule  is  that  this  man  led  an  active  athletic 
life  prior  to  his  illness  and  his  muscles 
and  ligaments  are  still  sufficiently  strong 
to  sustain  his  weight  in  the  position  he 
has  assumed.  However,  as  he  becomes 
older  and  his  soft  tissues  less  competent 
to  sustain  the  strain  put  on  them,  he  will 
undoubtedly  “break  down”  and  show  the 
typical  deformities  of  the  person  suffer- 
ing from  a flexion  and  adduction  deform- 
ity of  one  hip. 

With  this  introduction  it  is  indicated 
to  pass  to  the  illustrations  which  are  the 
important  part  of  the  presentation,  keep- 
ing in  mind  that  they  are  the  customary 
findings  in  an  arthritic  who  has  been 
treated  without  thorough  knowledge  and 
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understanding  of  the  principles  underly- 
ing the  deformity  problem. 

Actual  fixed  flexion  of  right  knee 

Fig.  A-l  is  an  arthritic  patient  who 
has  had  a fixed  flexion  deformity  of  the 
right  knee  for  many  years. 

Fig.  A-2  depicts  multiple  deformities 
resulting  from  knee  flexion,  an  anterior 
view  showing  knee  flexion,  valgus  and 
pronation  of  the  foot,  right  knock  knee, 
and  tilting  of  the  pelvis  to  the  shortened 
side. 

Resulting  distortions  in  the  trunk  are 
shown  in  Fig.  A-3,  a posterior  view  show- 
ing the  same  as  in  Fig.  A-2.  In  addi- 
tion, note  the  lateral  deviation  of  the 
spine,  somewhat  obscured  by  the  accom- 
panying rotation  of  the  pelvis  and  back. 

Progression  of  deformities  in  fixed 
flexion  of  the  knee 

Fig.  B-l  demonstrates  the  subject’s 
usual  posture,  while  in  Fig.  B-2,  the  sub- 
ject has  assumed  a position  of  flexion 
of  the  knee  which  is  to  be  considered  as 
a knee  ankylosed  in  flexion.  Foot  has 
remained  in  the  neutral  position.  The 
flexed  knee  causes  a shortening  of  the  ex- 
tremity, which  shortening  is  the  import- 
ant factor  to  be  considered  in  this  group 
of  illustrations  (Fig.  B-l  to  B-8). 

Fig.  B-3  is  the  same  as  Fig.  B-2,  ex- 
cept that  the  foot  has  been  put  into 
equinus  in  order  to  lengthen  the  extrem- 
ity and  compensate  for  the  shortening 
caused  by  the  flexed  knee.  The  position 
of  equinus  requires  the  patient  to  stand 
on  a small  surface  (the  ball  of  the  foot) 
providing  an  unstable  weight-bearing 
base.  Instability  in  bearing  weight  is  the 
next  important  factor  in  this  sequence. 

In  Fig.  B-4,  the  flexed  knee  and  equi- 
nus are  maintained.  This  anterior  view 
demonstrates  that  instability  in  weight- 
bearing causes  the  subject  to  abduct  his 
hip  to  provide  a broader  base  on  which 
to  stand. 

External  rotation  further  stabilizes  the 
base  as  shown  in  Fig.  B-5.  The  flexed 
knee,  equinus,  and  abduction  persist ; ex- 
ternal rotation  of  the  hip  is  added  to 
further  broaden  the  base  and  increase 
stability  in  weight-bearing.  Level  plane 
of  the  iliac  crests  and  shoulders  has  been 
maintained  by  the  equinus  compensating 
for  the  shortening  due  to  knee  flexion. 


Fig.  B-l.  Usual  Fig.  B.-2.  Flexion 
posture.  of  knee  shortens  ex- 

tremity. 


In  the  foregoing  illustrations,  equinus 
has  been  maintained  to  demonstrate  the 
stages  in  this  sequence.  A patient  with 
a flexed  knee  would  not  only  abduct  and 
externally  rotate  his  hip  but  also  would 
put  his  entire  foot  on  the  ground  to  pro- 
vide stability.  Such  position  is  illus- 
trated in  Fig.  B-6.  Since  the  equinus 
is  no  longer  present  to  compensate  for 
the  shortened  extremity,  there  is  a tilting 
of  pelvis  and  shoulders  to  the  shorter  side. 

Fig.  B-7  is  a posterior  view  showing 
the  same  stage  in  the  progression  as 
seen  in  Fig.  B-6.  The  spine  is  still 
straight  but  the  shortened  right  lower 


Fig.  B-3.  Equinus  Fig.  B-4.  Abduction 
compensates  for  short-  broadens  weight-bear- 
ening.  ing  base. 
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Fig.  B-5.  External  Fig.  B-6.  Shortened 
rotation  further  sta-  extremity  causes  tilt- 
bilizes  base.  (ing  of  pelvis  and 

shoulder. 

extremity  resulting  from  the  flexed  knee 
has  caused  a tilting  of  the  pelvis  and 
shoulders  to  the  short  side.  The  tilting 
of  the  head  and  eyes  to  an  abnormal  an- 
gle is  the  important  factor  here. 

Fig.  B-8  is  the  end  result  of  a flexed 
knee  deformity.  The  same  deformities 
in  the  lower  extremities  and  the  pelvis 
exist  here  as  in  Fig.  B-7,  but  the  trunk 
has  changed.  In  order  to  bring  the 
shoulders,  head,  and  eyes  to  their  normal 
level,  there  has  developed  a lateral  devi- 
ation of  the  spine  resulting  in  a real  sco- 
liosis. The  rotation  present  in  the  pelvis 


Fig.  B-7.  Should-  Fig.  B-8.  Scoliosis 
ers  and  pelvis  tilted ; ■ required  to  compen- 
spine  straight.  sate  for  tilting  pelvis. 


and  spine  can  only  be  suggested  in  the 
two  dimensions  provided  by  a photograph. 

When  a flexion  deformity  of  one  knee 
is  seen  in  an  early  case  of  arthritis  it  is 
difficult  to  realize  that  such  flexion,  if 
not  corrected,  will  precipitate  a trau- 
matic flat  foot,  strain  on  the  internal  lat- 
eral ligament  of  the  knee,  knock  knee 
with  traumatic  synovitis,  abduction  and 
external  rotation  of  the  hip,  tilting  and 
rotation  of  the  pelvis,  and  finally  true 
scoliosis.  However,  this  series  of  pic- 
tures cannot  fail  to  demonstrate  the  pro- 
gressive nature  of  a single,  simple  dis- 
tortion into  a complex  group  of  severe 
deformities. 


Fig.  C-l.  Equinus  Fig.  C-2.  Knee 
lengthens  extremity.  flexion  compensates  for 
increased  length. 

Progression  of  Deformities 
in  Fixed  Equinus 

In  Fig.  C-l,  the  subject  has  assumed 
a position  of  fixed  equinus  of  the  right 
foot  causing  an  actual  lengthening  of  the 
extremity. 

Equinus  is  maintained  in  Fig.  C-2 
but  the  knee  has  been  flexed  to  compen- 
sate for  increased  length  caused  by  the 
fixed  equinus.  Again  the  subject  stands 
on  “ball  of  his  foot”  providing  an  un- 
stable weight-bearing  base.  The  next 
stages  in  the  progression  of  this  deform- 
ity are  the  same  as  in  Fig.  B-4  and  B-5. 

Abduction  causes  a tilting  of  the  pelvis 
and  shoulders  to  the  right  as  shown  in 
Fig.  C-3.  The  spine  is  still  straight  but 
the  head  and  eyes  are  at  an  unfavorable 
angle. 
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Fig.  C-3.  Tilting  Fig.  C-4.  Scoliosis 
pelvis  puts  eyes  at  compensates  for  tilt- 
angle.  ing  pelvis. 


Lateral  deviation  of  spine  again  occurs 
to  compensate  for  the  tilting  pelvis  (Fig. 
C-4).  Rotation  of  the  pelvis  and  spine 
exist  but  cannot  be  demonstrated  in  a 
photograph.  Spinal  deviation  is  not  so 
great  in  equinus  deformity  as  in  knee 
flexion  and  flexion-adduction  of  hip  be- 
cause equinus  results  in  a lengthening 
of  the  extremity  and  the  tilting  of  the 
pelvis  can  be  somewhat  controlled  by 
compensatory  abduction.  Knee  flexion 
and  flexion-adduction  of  the  hip  however 
cause  a shortening  of  the  extremity  which 
cannot  be  so  easily  overcome. 


Fig.  D-l.  Adduc-  Fig.  D-2.  Flexion 
tion  shortens  extrem- increases  shortening, 
ity. 


Progression  of  deformities  in  fixed 

flexion  and  adduction  of  the  hip 

In  Fig.  D-l,  the  subject  has  assumed 
a position  of  adduction  of  the  right  hip ; 
in  Fig.  D-2  flexion  of  the  hip  is  also 
assumed.  The  flexion  and  adduction  of 
the  hip  cause  so  much  shortening  of  the 
extremity  that  the  foot  must  go  into 
equinus  to  compensate  for  the  loss  of 
length.  In  addition  the  subject  must 
flex  his  knee  to  bring  the  right  foot  along 
side  the  left.  This  again  precipitates 


Fig.  D-3.  Weight-bearing  Fig.  D-4.  Tilting  pelvis  and  Fig.  D-5.  Scoliosis  again 
base  stabilized  at  expense  of  lordosis  result.  compensates  for  tilting  pelvis, 

knee  and  foot. 
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the  unstable  weight-bearing  foundation 
(See  Fig.  B-3). 

Since  the  hip  is  fixed  it  cannot  abduct 
nor  externally  rotate  to  provide  a broader 
base,  so  the  compensatory  factors  are  a 
marked  knock  knee  and  eversion  with 
some  valgus  in  the  tarsal  joints.  These 
changes  afiford  a more  stable  weight- 
bearing foundation  but  do  not  compen- 
sate for  the  shortening  of  the  extremity; 
a tilting  of  the  trunk  to  the  short  side 
is  the  result.  In  addition  a severe  flat 
foot  and  knock  knee  are  precipitated,  the 
latter  causing  strain  on  the  internal  lat- 
eral ligament  of  the  knee  (Fig.  D-3). 


Actual  fixed  flexion  and  adduction 
deformity  of  right  hip 

Fig.  E-l  shows  a true  fixed  flexion  and 
adduction  deformity  of  the  right  hip  due 
to  a destructive  arthritis.  The  deform- 
ity has  caused  a shortening  of  the  right 
lower  extremity  so  that  the  right  foot 
goes  into  equinus  to  compensate  for  the 
shortening.  The  pelvis  is  fixed  to  the 
femur,  hence  forced  extension  of  the 
right  thigh  causes  a forward  rotation  of 
the  pelvis  and  necessitates  a marked  lor- 
dosis of  the  lumbar  spine. 

In  Fig.  E-2,  the  right  foot  is  entirely 


Fig.  E-l.  Hip  fixed  in  flex-  Fig.  E-2.  Left  knee  flexes  Fig.  E-3.  Left  hip  abducts 
ion  and  adduction  forces  in-  to  compensate  for  shortened  to  compensate  for  increased 
creased  lumbar  lordosis.  right  leg.  length. 


Fig.  D-4  is  a posterior  view  of  Fig. 
D-3.  Spine  is  still  relatively  straight  in 
lateral  direction  but  lumbar  lordosis,  so 
typical  of  this  deformity,  can  be  noted. 
The  shoulders  and  head  deviate  from 
their  normal  plane. 

Final  results  of  fixed  flexion  and  ad- 
duction deformity  of  hip  is  shown  in  Fig. 
D-5.  Lateral  deviation  of  spine  with  rota- 
tion is  marked,  lumbar  lordosis  is  ob- 
vious even  in  this  view,  and  rotation  of 
the  pelvis  (which  is  actually  severe)  is 
at  least  suggested  in  this  two  dimen- 
sional picture.  Flat  foot  and  knock  knee 
persist. 

This  series  again  demonstrates  how 
a complex  group  of  deformities  will  de- 
velop when  a patient  is  allowed  to  walk 
and  stand  with  a distortion  in  only  one 
joint. 


on  the  ground  to  provide  a stable  weight- 
bearing foundation,  but  the  left  knee  must 
flex  to  compensate  for  the  shortened 
right  side. 

Scoliosis,'  lumbar  lordosis,  and  rotated 
pelvis  are  present  in  Fig.  E-3  (Compare 
with  Fig.  D-5).  The  severe  flat  foot 
and  knock  knee  are  absent  because  the 
patient’s  soft  tissues  are  still  strong 
enough  to  resist  the  strain.  In  this  they 
are  aided  by  the  patient  compensating 
for  the  shortened  right  leg  by  abducting 
the  left  hip. 

Due  to  arthritic  process  ankylosing  the 
adducted  hip,  the  right  femur  has  be- 
come fixed  to  the  pelvis  at  an  acute  an- 
gle so  that  when  the  right  leg  is  directly 
under  the  trunk  the  pelvis  must  tilt  to 
the  left. 

The  left  lower  extremity  has  been 
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shown  to  be  functionally  longer  than  the 
right  and  this  tilt  of  the  pelvis  to  the 
left  increases  the  proportionate  difference 
and  causes  the  left  hip  to  go  into  marked 
abduction. 

A comparison  of  Fig.  D-5  and  E-3 
demonstrates  the  observation  made  in  the 
introductory  remarks  that  frequently  pa- 
tients with  similar  primary  deformities 
appear  to  progress  in  different  ways. 
Actually  the  fact  is  that  the  apparent 
difference  is  usually  due  to  variations  in 
general  or  local  muscular  development  as 
in  Fig.  E-3.  As  patients  become  older 
and  the  soft  tissues  less  powerful,  sim- 
ilar primary  distortions  lead  to  the  same 
final  complex  deformities. 

Summary 

1.  Many  deformities  are  due  to  chronic 
arthritis,  therefore  all  physicians  treat- 


ing arthritis  meet  the  problem  of  deform- 
ities. 

2.  There  is  a definite  manner  of  pro- 
gression from  single,  simple  distortions 
of  one  joint  to  complex,  serious  deformi- 
ties involving  multiple  joints. 

3.  If  a patient  with  a simple  distortion 
of  one  joint  is  not  protected,  serious 
deformities  of  multiple  joints  will  cer- 
tainly follow. 

4.  Familiarity  with  the  nature  of  de- 
formities and  their  progression  will  en- 
able physicians  to  prevent  disabling  de- 
formities in  most  of  their  patients  suf- 
fering with  chronic  arthritis. 

5.  The  question  of  static  strain  pre- 
disposing normal  joints  to  arthritis  and 
the  general  subject  of  the  prevention  of 
deformities  is  suggested  by  this  paper 
and  will  be  considered  in  future  presen- 
tations. 

140  E.  54  St. 


NO  NEED  TO  WORRY  OVER  CANCER  FROM  A BLOW 


Most  laymen  and  women — especially 
women — have  worried  over  the  possibility 
of  cancer  arising  from  a blow  or  other  in- 
jury they  have  sustained.  Or  if  cancer  has 
developed,  the  patient  or  his  friends  and 
relatives  are  more  than  likely  to  ascribe  it 
to  a recent  injury. 

Such  fears  are  groundless,  in  the  opinion 
of  leading  cancer  authorities.  Dr.  George 
T.  Pack,  of  The  Memorial  Hospital  for 
Cancer  and  Allied  Diseases,  New  York 
City,  explained  why  in  a recent  report  to 
the  American  Society  for  the  Control  of 
Cancer. 

Cancer  of  the  breast,  he  pointed  out,  is 
most  frequently  considered  by  the  laity  to 
be  caused  by  an  injury.  This  is  natural 
because  of  the  susceptibility  of  the  breast  to 
injury.  However,  the  number  of  cases 
which  can  be  fairly  said  to  have  originated 
in  injury  is  “much  too  small  to  carry 
weight,”  Dr.  Pack  said.  The  same  is  true 
for  cancer  of  the  bone.  The  number  of 
cases  in  which  injury  could  possibly  be 


accepted  as  the  cause  is  so  small  as  to  make 
it  “impossible  to  accept  this  theory  of  origin.” 
“In  only  one  of  the  eight  common  varieties 
of  bone  sarcoma,”  Dr.  Pack  continued, 
“does  trauma  or  injury  have  a possible  in- 
fluence.” 

He  added  further  that  none  of  the  avail- 
able evidence  bears  out  the  lay  fear  that 
cancer  of  the  internal  organs  can  be  at- 
tributed to  injury,  or  trauma,  to  use  the 
medical  term. 

“Perhaps  the  best  way  to  set  the  minds 
of  the  public  at  rest,”  Dr.  Pack  stated,  “is 
to  consult  the  records  of  the  World  War. 
Surely  the  trauma  was  great  enough  and 
frequent  enough  and  if  it  could  cause 
cancer,  there  should  be  evidence  to  support 
or  else  deny  the  claim.  It  is  encouraging 
to  discover  that  the  percentage  of  tumors 
among  war  veterans  is  no  greater  than 
among  the  civilian  population  and  that  there 
has  been  no  significant  increase  in  the  in- 
cidence of  tumors  since  the  war.” — Science 
News  Letter,  June  4,  1938. 


A writer  in  a large  magazine  that  sells 
at  a dollar  a copy  declared  feverishly  in  the 
November  issue  that  the  AM  A is  “within 
hailing  distance  of  its  own  downfall,”  be- 
cause of  its  opposition  to  socialized  medi- 


cine. Many  doctors  would  willingly  wager 
that  the  AMA  will  be  very  much  alive  and 
doing  business  long  after  this  cocksure 
writer  and  his  magazine  are  gone  and  for- 
gotten. 
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EDITORIALS 


Election  Portents 

Whatever  their  individual  political  pref- 
erences, the  physicians  of  New  York  will 
do  all  in  their  power  to  help  the  officials 
elected  on  November  eighth  to  retain  and 
strengthen  the  pre-eminent  position  of  the 
Empire  State  in  public  health.  This  posi- 
tion could  not  have  been  attained  without 
close  and  friendly  cooperation  between  or- 
ganized medicine  and  the  state  govern- 
ment. 

Governor  Lehman  and  the  Legislatures 
of  the  past  two  decades  have  realized  the 
value  of  this  cooperation.  There  is  no 
reason  to  believe  that  they  will  abandon 
a policy  which  has  borne  such  sound 
fruit  for  the  poor  yield  of  compulsory 
sickness  insurance.  Nevertheless  the  latter 
threatens.  Public  and  legislators  alike 
have  been  given  a concentrated  diet  of 
propaganda  from  Washington  portraying 
all  of  the  theoretical  benefits  of  obligatory 
pre-payment — but  none  of  its  proven  dis- 
advantages. Physicians  must  hammer 
away  constantly — at  their  patients,  their 
legislative  representatives,  and  their  local 
political  leaders — to  correct  the  false  im- 
pression of  compulsory  sickness  insur- 
ance which  is  gaining  ground. 

It  is  true  that  the  outcome  of  the  elec- 
tions may  give  thought  to  the  Adminis- 
tration in  Washington  and  persuade  it  to 
reform  the  reforms  it  has  already  insti- 
tuted before  undertaking  additional  hastily 
conceived  experiments.  If  counsels  of 


moderation  prevail,  there  is  hope  that 
the  profession  will  be  given  an  oppor- 
tunity to  work  out  a sound,  long-range 
plan  in  conformity  to  actual  needs.  The 
fact  that  the  nation’s  health  keeps  reach- 
ing a new  high,  year  after  year,  denies 
the  existence  of  an  emergency  and  proves 
that  the  present  system  is  neither  obso- 
lete nor  incapable  of  adaptation  to  new 
conditions  and  requirements. 

Whatever  the  course  followed  at  Wash- 
ington, New  York  State  should  stand 
firm  on  the  principles  which  have  given 
it  first  place  in  public  health.  It  leads 
the  rest  of  the  country  in  this  field  be- 
cause it  has  kept  the  medical  profession 
as  its  chief  health  adviser.  Let  it  abandon 
this  qualified  counselor  for  inexperienced 
social  theorists  and  it  will  become  en- 
tangled in  costly  bureaucratic  schemes 
which  will  lower  the  comparatively  high 
standards  of  medical  care  enjoyed  by 
workers  here  to  the  low  level  prevailing 
in  most  health  insurance  countries. 


Importance  of  Schiller  Test 

In  our  presently  accepted  method  for 
the  reduction  of  mortality  from  malignant 
diseases,  by  far  the  greatest  stress  is 
placed  upon  early  recognition  and  early 
treatment.  This  cannot  be  considered  as 
“preventive  medicine”  in  the  true  mean- 
ing of  the  phrase,  but  it  is  the  best  sub- 
stitute that  can  be  offered  pending  the 
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eventual  discovery  of  a real  preventive. 
Early  diagnosis  and  early  treatment  can 
be  given  only  when  people  will  periodic- 
ally submit  themselves  for  a medical 
check-up,  and  this  holds  true  particularly 
for  the  malignancies. 

It  is  in  this  sense  that  we  can  consider 
the  Schiller  test  for  the  detection  of  early 
cancer  of  the  cervix.  Following  exposure 
of  the  part  and  cleansing,  a generous 
quantity  of  Gram’s  solution  is  applied  to 
the  cervix  and  permitted  to  stay  in  con- 
tact with  it  for  at  least  five  minutes.  Dif- 
ferentiation between  normal  and  cancer 
cells  is  demonstrable  by  the  deep  brown 
color  of  the  former,  in  contrast  to  the 
lighter  color  of  the  latter,  which  appear 
as  whitish  spots.  This  reaction  is  the 
result  of  the  glycogen  deficiency  of  cancer 
cells.  According  to  De  Lee,  also  Wat- 
kins,1 this  test  should  be  performed  on 
women  in  middle  age  at  least  once  yearly. 

When  it  is  realized  that  the  incidence 
of  cancer  of  the  cervix  is  second  only  to 
mammary  cancer,  this  simple  test  is  a dis- 
tinct advance  in  early  diagnosis.  By  this 
means,  treatment  can  be  instituted  at  the 
earliest  possible  time  and  an  increase  in 
the  number  of  “cures”  can  be  hoped  for. 
The  simplicity  of  the  test  makes  it  readily 
applicable  by  the  general  practitioner. 


New  Typhoid  Treatment 

The  marked  reduction  in  the  incidence 
of  typhoid  fever  through  prophylactic 
vaccination,  coupled  with  the  vigilance 
of  health  officers  in  the  enforcement  of 
the  sanitary  code  has  not  deterred  the 
medical  profession  from  seeking  a specific 
cure  for  the  disease  when  it  does  occur. 
In  the  past,  various  specific  remedies  have 
been  promulgated  and  tried — the  intra- 
venous administration  of  typhoid  vaccine, 
convalescent  serum  and  immuno-trans- 
fusions.  By  the  latter,  satisfactory  results 
have  been  recorded,  but  the  difficulty  of 
obtaining  a compatible  donor  who  is  ac- 
tively immune  to  typhoid  fever  makes  this 
mode  of  therapy  impractical  for  routine 
use  and  therefore  pooled  sera  of  high 


lysing  and  agglutinating  properties  are 
used  instead. 

Bower1  has  reported  a new  method  of 
treatment  which  has  yielded  remarkable 
results.  A pure  culture  of  fresh,  virulent 
typhoid  bacilli  is  mixed  with  a stock 
culture  of  bacteriophage.  Following  com- 
plete lysis  of  the  organisms,  the  mixture 
is  filtered  through  a Berkefeld  filter  and 
stored.  When  the  lowest  point  in  the 
daily  temperature  has  been  reached,  one 
c.c.  of  this  is  given  intravenously.  This 
is  followed  by  a sharp  rise  in  tempera- 
ture which  then  rapidly  falls  to  normal 
or  below.  During  the  next  twenty-four 
hours,  even  though  the  patient  shows  no 
clinical  change,  repeated  oscillations  in 
temperature  are  noted.  After  forty-eight 
hours,  in  cases  wherein  the  response  has 
been  favorable,  the  temperature  is  normal, 
and  a complete  clinical  cure  is  evident.  In 
other  words,  this  therapeutic  regime  re- 
sults in  a cure  by  crisis.  Bower  states 
that  one,  or  at  the  most,  two  injections 
of  one  c.c.  each  of  the  prepared  mixture 
are  all  that  are  needed,  and  where  this 
amount  has  not  sufficed  for  a cure,  ex- 
perience has  shown  that  further  treat- 
ment along  this  line  is  valueless. 

Bower  does  not  believe  that  the  favor- 
able reactions  noted  are  due  to  the  bac- 
teriophage but  rather  to  an  immune  re- 
action between  the  body  and  the  specific 
typhoid  proteins  which  in  some  manner 
have  been  altered  by  the  bacteriophage. 
He  feels  that  a new  variety  of  typhoid 
vaccine  has  resulted  from  this  means  of 
preparation,  the  reaction  of  which  needs 
further  clarification.  No  untoward  effects 
from  its  use  have  been  noted  thus  far, 
and,  in  hopeless  cases,  recovery  has  occa- 
sionally followed  the  administration  of 
this  new  vaccine. 


CURRENT  COMMENT 

“ . . . A GREAT  NUMBER  OF  AMERICANS 
have  been  encourged  to  believe  that  it  is 
possible  to  grow  richer  by  working  less  and 
by  producing  less ; that  it  is  the  proper  busi- 
ness of  a government  to  subsidize  large 
numbers  of  its  people;  that  there  is  an  in- 


1.  Watkins,  R.  E. : Northwest.  Med.,  37:274,  1938. 
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exhaustible  supply  of  money  which  can  be 
used  endlessly  for  this  purpose;  that  those 
who  advise  greater  caution  in  the  expendi- 
ture of  public  funds,  or  who  urge  a re- 
laxation of  restraints  which  needlessly  handi- 
cap private  enterprise,  are  merely  ‘ducal 
overlords’  . . . who  stand  in  the  way  of  all 
progress.  The  dangers  involved  in  such  a 
course  as  this  are  an  eventual  bankruptcy 
of  the  National  Government  and  an  en- 
couragement of  ‘class’  prejudices  which 
ought  to  have  no  place  in  the  United  States. 
. . . ” — From  the  leading  editorial  in  The 
Nezv  York  Times  of  November  10. 


“Every  American  worth  his  salt  wants 
to  see  the  nation  restored  to  the  full  vigor 
of  economic  health.  By  every  rating,  busi- 
ness activity  is  the  country’s  first  need. 

“Business  men  have  their  work  cut  out 
for  them;  Government  has  a job  to  do. 
Both  must  pull  together  for  better  times. 
Unfortunately,  statesmanship  too  frequently 
gives  way  to  politics.  When  politics  is 
played,  politics  must  be  paid.  . . . ” — Merle 
Thorpe  comments  in  the  October  Nation’s 
Business. 


“ . . . Organized  medicine  must  meet 
the  onslaught  of  socialized  medicine  with 
more  than  criticism.  Physicians  must  in- 
form themselves  thoroughly  on  the  subject 
and  tell  their  patients  honestly  and  fear- 
lessly the  difference  between  socialized  medi- 
cine as  proposed  under  compulsory  health 
insurance,  and  the  practice  of  medicine  as 
it  has  been  known  since  the  time  of  Hippo- 
crates. . . . ” — Joseph  E.  Mott,  M.D.  dis- 
cussing the  “Inroads  of  Socialized  Medicine” 
in  the  November  Bulletin  of  the  Passaic 
County  Medical  Society.  Also  in  that  Bulle- 
tin we  read:  “The  word  ‘socialize’  has  two 
different  meanings.  One  definition  of  ‘so- 
cialize’ is  to  render  social,  to  adapt  to  the 
needs  of  society.  The  other  definition  of 
socialize  is  ‘to  render  socialistic,  to  adopt 
the  methods  and  principles  of  socialism.” 


“Something  of  a reversal  of  form  has 
occurred  in  the  attitude  of  the  profession 
toward  publicity.  In  former  years  it  was 
felt  that  any  medical  man  who  appeared  as  a 
speaker  at  a public  gathering  was  trying  to 
get  publicity  for  himself  and  build  his  own 
practice  by  unfair  means.  Now,  however, 
it  is  realized  that  any  member  of  the  Society 
who  speaks  in  public  on  medical  matters 
is  helping  the  entire  medical  profession  far 
more  than  he  helps  himself.  Indeed,  the 
circumstances  in  which  we  find  ourselves 
demand  that  we  become  vocal  on  our  own 


behalf.  It  has  become  the  duty  of  every 
member  of  the  Society  to  present  purposes, 
aims  and  accomplishments  of  the  profes- 
sion whenever  and  wherever  possible.” — 
From  the  King’s  County  Medical  Society 
Bulletin  recently. 


“ ...  The  American  physician  knows, 
deeply  and  intuitively  that  State  compulsory 
health  insurance  in  the  United  States  coufd 
not  be  anything  but  a disgustingly  cor- 
rupt, expensive,  despotic,  inefficient  Jugger- 
naut, debasing  the  incentives,  the  ideals,  and 
the  character  of  both  the  practitioners  and 
the  practice  of  medicine,  and  his  experience 
with  the  emergency  programs  of  state  medi- 
cine that  have  been  forced  on  him  in  the 
past  several  years  have  confirmed  his  worst 
fears  in  this  respect. 

“But  the  issue  of  the  socialization  of 
medicine  involves  a larger  public  question 
even  than  the  fate  of  modern  scientific  medi- 
cine. If  the  public  endorses  state  medicine, 
it  must  expect  coincidentally  to  face  the 
general  question  of  political  bureaucratic 
despotism  . . . under  what  has  been  his- 
torically and  traditionally  the  most  corrupt 
public  service  in  any  democratic  nation.” — 
From  an  editorial  in  the  February  1936  issue 
of  the  Westchester  Medical  B idle  tin.  It  was 
reprinted  in  full  in  the  November  1938  issue 
of  that  journal  and  we  saw  fit  to  reproduce 
some  of  it  here. 


“ ...  The  last  thing  in  the  world  the 
sickness  insurance  advocates  want  is  medi- 
cine’s cooperation.  Their  howls  about  its 
lack,  like  their  ‘monopoly’  suit,  are  aimed 
primarily  at  vote-building  newspaper  head- 
lines— part  of  the  familiar  device  of  raising 
a wave  of  protest  so  as  to  coast  into  power 
on  its  crest. 

“And  why  should  they  consult  the  medi- 
cal profession?  From  the  point  of  view  of 
political  expediency,  they  have  every  reason 
not  to.  They  know  that  we  don’t  care  for 
the  sickness  insurance  feature  of  their  pro- 
gram. They  don’t  want  any  alterations 
in  it.  . . . 

“Only  by  immediate  action  will  a gov- 
ernment coup  be  averted.  The  seven  physi- 
cians on  whom  medicine’s  future  depends 
can  ill  afford  to  sit  back  and  wait  passively 
for  an  invitation  to  a Washington  tea  party. 

“The  government  has  long  complained 
that  we  have  nothing  constructive  to  offer, 
that  we  are  unwilling  to  cooperate.  Let’s 
set  them  right.  Let’s  take  them  at  their 
word.  Let’s  invite  them  to  a tea  party  of 
our  own.” — H.  Sheridan  Baketel,  M.D., 
writing  in  the  November  issue  of  Medical 
Economics. 


WORKMEN’S  COMPENSATION 

Silicosis  and  Dust  Disease 


The  attention  of  physicians  of  New  York 
State  is  called  to  Article  4-A  of  Chapter 
887,  “An  Act  to  amend  the  workmen’s  com- 
pensation law,  in  relation  to  occupational 
diseases  and  in  relation  to  special  provisions 
for  compensation  for  certain  injuries  to  the 
respiratory  tract  resulting  from  the  inhala- 
tion of  harmful  dust,  and  to  amend  the  labor 
law,  in  relation  to  control  of  harmful  dust 
in  public  works.” 

The  above  article  became  effective  June 
6,  1936.  The  former  legislation  governing 
occupational  diseases  was  amended  to  include 
“any  and  all  occupational  diseases”  as  well 
as  “any  and  all  employments  enumerated  in 
subdivision  one  of  Section  3 of  this  chapter.” 
There  was  a provision  that  “nothing  in  this 
subdivision  shall  be  construed  as  applying 
to  any  case  of  occupational  disease  in  which 
the  last  injurious  exposure  to  the  hazards 
of  the  disease  occurred  prior  to  September 
1,  1935,  nor  to  any  disability  or  death  due 
to  silicosis  and  other  chest  diseases.”  Sec- 
tion 65  of  Article  4-A  of  the  new  law 
referred  to  the  “prevention  of  silicosis  and 
other  chest  diseases.”  It  was  declared  to 
be  the  policy  of  the  Legislature  in  enacting 
the  new  article  to  prohibit  through  every 
lawful  means  available,  any  requirement  as 
a prerequisite  for  employment  which  com- 
pels an  applicant  for  employment  in  any 
occupation  coming  within  the  purview  of 
this  new  act  (referring  to  silicosis  and 
other  chest  diseases)  to  undergo  a medical 
examination.  The  Industrial  Commissioner 
and  Industrial  Board  were  required  to  add 
to  the  industrial  code  rules  and  regulations 
governing  the  installation,  maintenance  and 
effective  operation  in  all  industries  and 
operations  wherein  silicosis  dust  or  other 
harmful  dust  hazard  is  present,  of  approved 
devices  to  eliminate  such  harmful  dusts  and 
to  promulgate  such  other  regulations  as  will 
effectively  control  the  incidence  of  silicosis. 

Section  66  refers  to  compensation  payable 
for  disability  or  death.  Under  this  section 
no  claimant  is  paid  for  partial  disability  due 
to  silicosis  or  other  dust  disease.  Payments 
are,  however,  made  for  temporary  or  per- 
manent total  disability.  There  is  a sliding 
scale  of  claims  depending  upon  the  date  of 
disablement  and  beginning  with  the  first 
month  in  which  the  act  becomes  effective, 
making  payments  in  an  amount  not  to  exceed 
$550  with  an  increase  of  $50  per  month  for 
disablement  or  death  in  any  ensuing  month 
up  to  a maximum  of  $3,000,  the  aggregate 


amount  payable  for  determining  the  total 
amount  payable  in  the  month  in  which  dis- 
ablement or  death  occurs.  No  payments 
into  the  special  fund  are  made  in  the  event 
that  there  are  no  persons  entitled  to  com- 
pensation upon  the  death  of  the  patient 
from  silicosis  or  other  dust  disease.  Com- 
pensation payments  are  made  from  the 
eighth  day  following  total  disablement  at 
the  rate  of  66%  per  cent  of  the  average 
weekly  wage,  but  in  no  case  to  exceed 
$25  per  week,  nor  in  the  event  of  total 
disability  less  than  $8  per  week.  There  is 
a provision  that  in  the  event  of  death  from 
this  disease  the  dependants  of  the  claimant 
shall  receive  any  balance  remaining  between 
the  amounts  paid  for  disability  and  the 
total  compensation  payable  under  this  ar- 
ticle. All  claims  for  compensation  resulting 
from  inhalation  of  harmful  dust,  where  the 
last  exposure  occurred  between  the  effective 
date  of  this  act  and  September  1,  1935,  shall 
be  barred  unless  filed  within  180  days. 

Section  67  refers  to  the  liability  of  the 
employer.  An  employer  is  liable  when  the 
disability  of  an  employee  resulting  in  loss 
of  earnings  shall  be  due  to  employment  in 
a hazardous  occupation,  if  the  disability 
results  within  one  year  after  the  last  in- 
jurious exposure  in  such  employment;  or  if 
death  occurs  within  five  years  following 
continuous  disability  from  silicosis  or  other 
dust  disease.  The  provisions  of  Section  44 
of  the  Workmen’s  Compensation  Law  do  not 
apply.  This  applies  to  the  apportionment  of 
liability  among  employers  for  whom  the 
claimant  worked  prior  to  his  last  employ- 
ment. The  employer  in  whose  employment 
the  employee  was  last  injuriously  exposed 
in  a hazardous  occupation,  and  the  insurance 
carrier  with  which  he  was  under  risk  at  the 
time  of  the  last  injurious  exposure  are 
liable  for  any  payments  under  the  new  law 
and  notice  of  injury  and  claim  shall  be 
made  to  such  employer. 

Section  68  refers  to  medical  treatment  and 
care.  Medical  treatment  is  limited  to  a 
period  of  ninety  days  from  the  date  of 
disablement,  but  may  be  extended  upon  the 
order  of  the  Industrial  Board  of  the  De- 
partment of  Labor  for  an  additional  ninety 
days. 

Section  69  states  that  if  an  employee  at 
the  time  of  his  employment  falsely  repre- 
sents in  writing  that  he  has  not  previously 
been  disabled  from  the  disease  which  is  the 
cause  of  disability  or  death  or  has  not  re- 
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ceived  compensation  or  benefits  under  the 
new  act  may  receive  no  compensation. 

Section  70  refers  to  special  medical  ex- 
aminers and  orders  the  Industrial  Com- 
missioner to  divide  the  state  into  five 
districts  in  each  of  which  he  may  appoint 
two  or  more  special  medical  examiners,  who 
are  licensed  physicians  in  good  professional 
standing,  who  shall  have  had  immediately 
prior  to  appointment  at  least  five  years  of 
practice  in  the  diagnosis,  care  and  treatment 
of  pulmonary  diseases.  These  medical  ex- 
aminers are  employed  on  a per  diem  basis 
and  the  fees  are  fixed  by  the  Industrial 
Commissioner  within  the  limits  of  the  ap- 
propriation. These  physicians  are  in  the 
exempt  class  of  civil  service.  When  a claim 
is  made  for  compensation  under  the  new  act 
and  an  examination  of  the  claimant  by  an 
impartial  physician  is  desired  by  any  party 
in  interest,  the  Industrial  Commissioner 
shall  order  the  medical  examiner  to  make 
the  necessary  medical  and  x-ray  examination 
of  the  claimant  to  obtain  impartial  medical 
facts.  The  Industrial  Board  is  ordered  to 
adopt  rules  of  practice  and  procedure  and 
prescribe  methods  and  standards  under 
which  physical  examinations,  x-ray,  and 
other  studies  shall  be  conducted. 

Section  71  refers  to  expert  consultants 
and  provision  is  made  for  the  Industrial 
Commissioner  to  appoint  as  expert  con- 
sultants three  licensed  physicians  in  good 
professional  standing  who  shall  have  had  at 
least  ten  years  of  practice  immediately  prior 
to  appointment  in  the  diagnosis,  care  and 
treatment  of  diseases  of  the  pulmonary  tract 
along  with  the  interpretation  of  x-ray  films. 
They  shall  be  paid  a salary  to  be  fixed  by 
the  Industrial  Commissioner  not  to  exceed 
$7,500  per  year.  These  ohysicians  are  also 
under  the  exempt  class  of  civil  service. 

The  Industrial  Commissioner  or  the  In- 
dustrial Board  of  their  own  volition  or  on 
the  application  of  an  employee,  an  employer, 
or  an  insurance  carrier  may  direct  such 
expert  consultants  to  make  examinations  of 
claimants,  to  review  the  findings  of  the 
special  medical  examiners,  to  read  and  re- 
view the  files  of  compensation  cases  when 
necessary,  and  to  inform  the  industrial  com- 
missioner and  the  industrial  board  of  their 
opinion  and  findings  in  such  cases. 

Section  72  states  that  the  liability  of  an 
employer  under  the  new  act  is  exclusive 
and  in  place  of  any  other  liability  at  com- 
mon law  or  otherwise,  to  such  employee, 
his  representatives,  relatives,  dependents,  or 
any  one  otherwise  entitled  to  recover  dam- 
ages, at  common  law,  or  otherwise  on  ac- 
count of  any  injury,  disability,  or  death, 
caused  by  the  inhalation  of  harmful  dust. 
However,  if  the  employer  fails  to  secure 


the  payment  of  compensation  for  his  in- 
jured employees  and  their  dependents  as 
provided  in  this  chapter,  an  injured  em- 
ployee, or  his  legal  representative  in  case 
of  death,  may,  at  his  option,  elect  to  claim 
compensation  under  this  chapter;  except 
that  if  an  employer  failed  to  secure  the 
payment  of  compensation  for  his  injured 
employees  and  their  dependents  as  provided 
in  section  50  of  this  chapter  (self  insurers 
or  insurance  carrier)  the  injured  employee, 
or  his  representatives  in  case  of  death  from 
injury  or  disease,  may,  at  his  option,  elect 
to  claim  compensation  under  the  new  chap- 
ter or  to  maintain  an  action  in  the  courts 
for  damages ; and  in  such  action  it  shall  not 
be  necessary  to  plead  or  prove  freedom 
from  contributory  negligence  nor  may  the 
defendant  plead  as  a defense  that  the  injury 
or  disease  was  caused  by  the  negligence  of 
a fellow  servant,  or  that  the  employee  as- 
sumed the  risk  of  his  employment,  nor  that 
the  injury  or  disease  was  due  to  the  con- 
tributory negligence  of  the  employee. 

Section  3 refers  to  Chapter  50  of  the  laws 
of  1921,  which  is  amended  by  the  insertion 
of  a new  section  called  222-a  “Prevention 
of  dust  hazard  in  public  works”  and  refers 
to  the  construction  of  public  works  by  the 
state  or  public  benefit  corporation  or  a 
municipal  corporation  or  a commission  ap- 
pointed by  law  wherein  a harmful  dust  haz- 
ard is  created  for  which  appliances  of 
methods  for  the  elimination  of  harmful  dust 
have  been  approved  by  the  Industrial  Board 
to  provide  for  the  insertion  in  each  contract 
of  a provision  requiring  the  installation  and 
maintenance  and  effective  operation  of 
safety  appliances  and  methods,  and  voids  a 
contract  unless  this  section  is  complied 
with. 

The  department,  board  or  officer  hav- 
ing jurisdiction  over  the  construction  of 
such  work  shall  provide  for  the  installa- 
tion and  effective  use  of  approved  appli- 
ances or  methods,  and  a violation  of  this 
section  constitutes  a misdemeanor.  This 
act  was  approved  June  6,  1936,  and  took 
effect  immediately. 

Chapter  888  was  also  approved  at  the 
same  time  and  provides  for  the  expenses 
of  rehabilitating  injured  employees.  It  pro- 
vides that  an  employee,  who  as  the  result 
of  injury  is  or  may  be  expected  to  be 
totally  or  partially  incapacitated,  and  who 
under  the  direction  of  the  State  Department 
of  Education  is  being  rendered  fit  to  engage 
in  a remunerative  occupation,  shall  receive 
additional  compensation  necessary  for  his 
rehabilitation,  and  not  more  than  $10  per 
week  shall  be  expended  for  maintenance.  A 
special  fund  was  created  from  which  such 
expenses  and  administrative  expenses  of  the 
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State  Department  of  Education  as  are 
partly  assignable  to  the  expenses  of  rehabil- 
itating employees  entitled  to  compensation 
shall  be  paid.  This  fund  is  maintained  by 
payments  from  employers  or  insurance  car- 
riers for  injuries  causing  death  in  which 
there  are  no  persons  entitled  to  compensa- 
tion, in  the  sum  of  $500.  There  may  be 
expended  from  this  fund  annually  for  a 
period  of  five  years  commencing  July  1, 
1936  an  amount  not  to  exceed  $50,000  in 
any  one  year,  for  the  purpose  of  making 
such  studies  as  may  in  the  judgment  of  the 
Industrial  Commissioner  be  advisable,  of 
means  and  methods  of  eliminating  hazards 


to  life  and  health  from  dusts  and  other  oc- 
cupational diseases,  and  disseminating  infor- 
mation on  the  subject  of  control  and 
prevention. 

This  section  also  provides  that  any  infor- 
mation obtained  in  connection  with  these 
studies  and  investigations  shall  not  be  ad- 
missible as  evidence  in  any  action  at  law 
or  in  the  adjudication  of  any  claim  arising 
under  the  Workmens  Compensation  Law. 

Section  889  applies  to  the  appropriation 
from  the  treasury  of  the  state  the  sum  of 
$100,000  to  carry  out  the  provisions  of  the 
above  sections  relating  to  silicosis  and  in- 
dustrial diseases. 
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CITY  OF  UTICA 
Department  of  Public  Safety 
Bureau  of  Police 

Peter  Irving,  M.D., 

2 East  103rd  Street 
New  York  City 
Dear  Dr.  Irving: 

Several  days  ago  a check  was  presented  to 
Dr.  James  W.  Flemming,  246  Genesee 
Street,  this  city,  by  an  individual  represent- 
ing himself  to  be  J.  D.  Ryan.  This  check 
was  protested  by  the  First  National  Bank 
and  Trust  Company  of  Massena,  N.  Y.,  on 
which  the  check  was  drawn.  Said  bank  has 
no  account  in  the  name  of  E.  T.  Yates, 
signer  of  the  check.  A subsequent  check  on 
these  individuals  at  Massena  shows  that 
neither  is  known  there. 

Captain  C.  J.  Broadfield,  commanding 
Troop  “B”  of  the  New  York  State  Police, 
in  recent  communications,  informs  us  that 
the  above-mentioned  bank  has  received  two 
other  checks,  one  from  Binghamton,  N.  Y., 
payable  to  W.  E.  Bowen  and  signed  by 
R.  M.  Myers  for  $30.00  and  the  other  from 
Hancock,  N.  Y.,  payable  to  J.  M.  Morgan 
and  signed  by  Charles  F.  Fain,  also  for 
$30.00.  Troop  “B”  holds  a warrant  charg- 
ing a misdemeanor  for  one  J.  C.  Palmer  who 
passed  fraudulent  or  forged  checks  signed 


by  R.  D.  Wallace,  both  checks  being  drawn 
on  the  Niagara  County  National  Bank  and 
Trust  Co.  of  Lockport,  N.  Y.  Said  checks 
were  passed  in  Malone  and  Ogdensburg. 

From  notations  on  these  checks,  compari- 
sons of  handwriting,  and  from  descriptions 
given,  there  remains  little  doubt  that  these 
checks  were  issued  by  one  and  the  same 
man. 

This  person  is  described  as  follows: 

Age : 50  Complexion : Medium 

Height:  5 feet  10  inches  Eyes:  Blue 

Weight:  220  Hair:  Brown 

Face  has  appearance  of  a person  who  has 
spent  much  time  out  of  doors.  Hair  is  slightly 
wavy.  Speech  is  slow.  At  the  time  of  his 
visit  at  Dr.  Flemming’s  office,  he  wore  a blue 
suit. 

From  facts  produced,  we  believe  that  this 
man  is  making  periodic  visits  to  various  eye 
doctors  in  this  state  where  he  passes  fraudu- 
lent checks  regularly. 

Inasmuch  as  the  subject  is  still  at  liberty 
to  make  further  visits  and  to  present  more 
checks,  we  request  that,  as  secretary  of  your 
association,  you  notify  and  warn  all  eye 
doctors  by  means  of  a circular. 

Very  truly  yours, 

N.  C.  Doll 

Chief  of  Police 

November  1,  1938. 


“Rheumatism,”  said  the  doctor,  “causes 
a man  to  imagine  that  his  joints  are  very 
much  larger  than  they  actually  are.” 

“I  know,”  said  Mr.  Smith.  “Our  butcher 
has  it.” 


Doctor : “Has  your  husband  taken  the 
medicine  I prescribed?  A tablet  before  each 
meal  and  a small  whiskey  after?” 

Wife:  “Well,  I think  he  is  a few  tablets 
behind,  but  he  is  a month  ahead  with  the 
whiskey !” — Mutual  Und.mvriter. 


— Medical  World 


THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 


Madison  County:  The  annual  meeting 

of  the  Fifth  District  Branch  was  held  at 
the  Hotel  Oneida  on  October  6.  Among  the 
many  guests  of  the  Madison  County  Aux- 
iliary was  Dr.  William  Groat,  President  of 
the  State  Medical  Society  who  brought 
greetings  from  the  State  Society.  Mrs. 
Daniel  Swan,  President  of  the  Woman’s 
Auxiliary,  spoke  on  “The  Aims,  Purpose 
and  Work  of  the  Auxiliary.” 

The  annual  meeting  of  the  County  Auxili- 
ary was  held  on  October  13.  Annual  re- 
ports were  given  by  the  outgoing  officers 
and  committee  chairman.  Mrs.  Otto  Pfaff 
is  the  new  President.  After  the  business 
meeting,  Mrs.  E.  H.  Carpenter  showed 
colored  moving  pictures  of  a trip  to  Cali- 
fornia by  way  of  the  Panama  Canal. 

Nassau:  Mrs.  Daniel  Swan  and  Dr. 

Louis  Bauer,  President  of  the  Medical  So- 
ciety of  Nassau  County,  were  guests  of  the 
Auxiliary  at  the  membership  tea. 

Onondaga  County:  The  Auxiliary  met 
November  1,  in  the  Syracuse  Museum  of 
Fine  Arts.  Mrs.  Marion  S.  Dooley,  hon- 
orary member  was  the  guest  speaker.  After 
the  social  hour,  the  members  visited  the 
ceramic  exhibition  in  the  museum. 

Rensselaer  County:  A meeting  of  the 

Auxiliary  was  held  in  the  Leonard  Hospital 
on  November  1.  The  guest  speaker  was  Mr. 
Harold  M.  Lewis,  a constitutional  conven- 
tion delegate  who  explained  the  proposed 
amendments.  The  nominating  committee 
presented  its  slate  of  officers.  An  invita- 
tion had  been  extended  to  the  Woman’s 
Auxiliary  of  the  County  of  Schenectady  to 
attend  this  meeting. 

Saratoga:  Mrs.  G.  Scott  Towne,  Presi- 
dent of  the  Woman’s  Auxiliary  to  the  Medi- 
cal Society  of  Saratoga  County,  entertained 
the  members  of  her  Executive  Board  at 
luncheon.  Plans  were  discussed  for  the 
year’s  activities. 

The  first  meeting  of  the  auxiliary  was 
held  in  the  home  of  Mrs.  Bullard.  A very 
interesting  program  had  been  arranged. 
Members  read  articles  on  subjects  of  inter- 
est to  doctors  and  doctors’  wives.  The  new 
camp  for  diabetic  children  recently  opened 
at  Kerhonkson,  was  described  by  Mrs. 
Arthur  Leonard.  Here  children  financially 


unable  to  secure  the  services  of  private 
physicians  are  taught  self-injection  of  in- 
sulin and  other  diabetic  requirements  to 
keep  them  in  good  health.  The  members 
voted  to  send  Sunshine  Baskets  to  doctors’ 
wives  who  are  shut-ins.  Each  auxiliary 
member  contributes  something  for  the  bas- 
kets. The  auxiliary  is  very  proud  of  its 
growth  in  membership. 

Schenectady  County:  The  Auxiliary 

met  on  October  25  in  Sunnyview  Hospital. 
Dr.  A.  J.  Hambrook,  a member  of  the  Ad- 
visory Council  of  the  Medical  Society  of  the 
State  of  New  York  and  member  of  the 
Public  Relations  Committee  spoke  on  “Pub- 
lic Relations.”  Members  of  the  Woman’s 
Auxiliary  of  Rensselaer  County  attended. 

Suffolk  County:  The  annual  meeting 

of  the  Auxiliary  was  held  October  26  in  the 
Crescent  Club  in  Huntington.  Officers  and 
chairman  of  committees  gave  their  annual 
reports.  Mrs.  G.  K.  Oxholm,  chairman  of 
Program  introduced  two  boys  who  attended 
Boys’  State  last  July.  These  boys  de- 
scribed Boys’  State  and  outlined  the  efforts 
of  the  American  Legion  in  creating  these 
camps  where  American  boys  who  are 
juniors  in  high  school  may  learn  to  be  good 
American  citizens.  This  project  is  a lab- 
oratory in  human  relations  for  the  boys 
live,  work,  and  play  together  for  a week 
of  intensive  training.  They  make  their  own 
laws  and  get  a practical  working  knowledge 
of  the  best  methods  to  conduct  government 
“of  the  people,  by  the  people  and  for  the 
people.” 

Mrs.  Edwin  Kolb  was  elected  President 
and  Mrs.  E.  Raymond  Hildreth  President- 
Elect. 

* * * 

Our  President,  Mrs.  Daniel  Swan,  at- 
tended the  Board  of  Directors  meeting  of 
the  Woman’s  Auxiliary  to  the  American 
Medical  Association  held  in  the  Palmer 
House  Hotel,  Chicago  on  November  11. 

* * * 

Correction  : Mrs.  F.  Leslie  Sullivan  is 

President  of  the  Woman’s  Auxiliary  to  the 
Medical  Society  of  the  County  of  Schenec- 
tady and  not  of  the  County  of  Columbia 
as  stated  in  this  section  of  the  November 
15  issue  of  this  journal. 


1522 


Public  Health  News 


Public  Health  Notes 

J.  Rosslyn  Earp,  L.R.C.P.,  Dr.P.H. 
New  York  State  Department  of  Health 


Annual  Meeting — American  Public 
Health  Association 

In  the  State  Health  Department  there  are 
no  two  opinions  about  the  success  of  the 
annual  conference  of  the  American  Public 
Health  Association.  We  are  all,  of  course, 
delighted  at  the  unanimous  choice  by  its 
governing  council  of  our  State  Health  Com- 
missioner to  be  president-elect  of  the  asso- 
ciation. Only  three  years  ago  at  Milwaukee 
the  council’s  choice  similarly  fell  upon  the 
health  commissioner  of  this  state.  New 
York  can  consider  itself  complimented  but 
indirectly.  Presidents  are  chosen  on  ac- 
count of  the  distinction  with  which  they 
have  served  the  association  and  the  wider 
cause  of  the  public  health.  Dr.  Godfrey 
has  taken  an  active  part  in  the  affairs  of  the 
association  as  a member  of  its  governing 
council  for  the  last  ten  years. 

The  recommendations  made  to  the  Na- 
tional Health  Conference  in  July  by  the 
Technical  Committee  on  Medical  Care  were 
presented  at  Kansas  City  by  Mr.  A.  J. 
Altmeyer,  Chairman  of  the  Social  Security 
Board.  The  action  of  the  special  session 
of  the  American  Medical  Association  House 
of  Delegates  was  described  by  Dr.  Irvin 
Abell.  Professor  Winslow  of  Yale  Uni- 
versity spoke  as  a lay  expert  in  public 
health  and  Mr.  Fred  K.  Hoehler  for  the 
American  Welfare  Association  of  which  he 
is  executive  secretary.  A resolution  was 
adopted  by  the  Association  endorsing  the 
proposals  of  the  Technical  Committee.  A 
special  committee  of  the  Association  will  be 
appointed  by  the  executive  board,  to  confer 
with  the  Technical  Committee  and  with  the 
special  committee  of  the  American  Medical 
Association. 

Four  years  ago  at  Pasadena,  Dr.  Haven 
Emerson  in  a presidential  address  had  an- 
nounced that  the  voluntary  health  organ- 
izations had  already  served  their  purpose. 
The  rapid  expansion  of  functions  assigned 
to  official  health  agencies  since  that  time 
seems  to  have  largely  justified  his  utterance 
of  doom.  This  year  the  public  health  edu- 
cation section  discussed  the  question  “Is  the 
private  health  agency  on  the  way  out?” 
Bleecker  Marquette,  Executive  Secretary  of 


the  Cincinnati  Public  Health  Federation, 
thinks  not.  But  he  admits  that  the  private 
agency  must  find  itself  a new  place  in  the 
sun.  The  fuller  life  of  the  official  agency 
has,  he  says,  been  planned  by  some  of  the 
best  brains  in  the  voluntary  organizations. 
These  leaders  recognize  that  they  still  have 
a contribution  to  make.  But  in  the  future 
they  must  “major  more  on  community  plan- 
ning, research,  education,  development  of 
citizen  interest  in  health  work  in  gen- 
eral ...”  He  adds  a final  function 
which  I feel  sure  Dr.  Emerson  himself 
would  approve:  “Private  agencies  will,  of 

course,  have  some  opportunity  in  helping  to 
see  to  it  that  the  new  tax  funds  are  spent 
to  the  best  advantage  and  that  functions 
taken  over  by  the  public  agencies  are  effi- 
ciently performed.” 

Among  the  scientific  papers  was  one  in- 
serted after  the  program  had  been  com- 
pleted on  account  of  its  particular  interest. 
Dr.  Roy  F.  Feemster,  Director  of  the  Divi- 
sion of  Communicable  Diseases,  of  the 
Massachusetts  Department  of  Public  Health, 
reported  on  behalf  of  the  group  of  investi- 
gators in  that  state  the  present  position  of 
their  studies  on  equine  encephalomyelitis. 
The  epidemic  among  horses  occurring  from 
August  to  October  of  this  year  included 
250  animals.  The  case  fatality  rate  is  given 
as  over  ninety  per  cent.  Human  cases 
have  been  recognized  for  the  first  time  in 
connection  with  this  epidemic.  The  Eastern 
strain  of  equine  virus  has  already  been  re- 
covered from  seven  human  cases  and  there 
are  at  present  some  thirty  additional  cases 
under  investigation.  Most  of  the  cases 
have  been  in  children  although  one  man  was 
fifty-five  years  old.  The  onset  in  children 
is  sudden.  The  characteristic  symptoms  are 
fever.  102-105°  F.,  irritability  or  drowsi- 
ness, headache,  or  convulsions.  Fatal  cases 
lapse  into  coma  and  do  not  recover  con- 
sciousness. The  method  of  transmission  is 
at  present  unknown.  Experimentally,  the 
virus  can  be  conveyed  by  mosquitoes.  It 
can  also  be  conveyed  by  spraying  the  mucous 
membrane  of  the  nose.  No  case  has  as  yet 
been  traced  to  human  contact  nor  has 
any  case  been  found  to  have  had  intimate 
contact  with  horses. 
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Albany  County 

Dr.  C.  Sidney  Burwell  of  the  Harvard 
Medical  School,  addressed  the  Society  on 
October  26  on  the  diagnosis  and  treatment 
of  constrictive  pericarditis. 

Bronx  County 

The  program  of  the  Bronx  County 
Medical  Society  on  October  19  included : 
I.  Executive  Session;  II.  Inaugural  Ad- 
dress, Edward  P.  Flood,  M.D.,  President, 
Bronx  County  Medical  Society;  III.  New 
York  State  Medical  Society,  William  A. 
Groat,  M.D.,  President,  State  Medical  So- 
ciety; IV.  State  Constitutional  Convention, 
Joseph  Lawrence,  M.D.,  Executive  Officer, 
State  Medical  Society;  V.  Washington 
Health  Conference,  Arthur  W.  Booth,  M.D. ; 
VI.  Legislative  Committee  for  the  Study 
of  Medical  Care,  Thomas  P.  Farmer,  M.D. 

Chemung  County 

“Pneumonia”  was  the  subject  of  an  ad- 
dress by  Dr.  Samuel  H.  Bassett,  assistant 
professor  of  medicine  of  the  University  of 
Rochester,  at  a meeting  of  the  Chemung 
County  Medical  Society  on  October  13  in 
the  Arnot-Ogden  Hospital.  His  talk  was 
one  of  a series  arranged  for  the  fall. 

Delaware  County 

The  quarterly  meeting  of  the  Dela- 
ware County  Medical  Society  was  held  at 
the  Episcopal  Parish  House  in  Walton  on 
September  27.  Dr.  Fred  M.  Johnson 
spoke  on  radium  treatment  of  cancer. 

Dutchess  County 

The  Regional  Fracture  Committee  of 
the  American  College  of  Surgeons  conducted 
the  Dutchess  County  Medical  Society  meet- 
ing in  Poughkeepsie  on  October  12.  Ap- 
proximately 125  doctors  were  present.  A 
dinner  preceded  the  scientific  meeting. 

The  main  speaker  was  Dr.  Robert  Ken- 
nedy, chief  of  the  surgical  staff  of  the 
Beekman  Street  Hospital,  New  York  City, 
chairman  of  the  New  York-Brooklyn  Re- 
gional Fracture  Committee,  who  spoke  on 
the  aims  and  objects  of  these  committees, 
laying  stress  on  the  importance  of  better 
care  in  handling  and  later  treatment  of  frac- 
tures throughout  the  United  States. 

Franklin  County 

Dr.  E.  M.  Austin,  Tupper  Lake  physi- 
cian and  Town  of  Altamona  health  officer, 


— 

was  elected  president  of  the  Franklin 
County  Medical  Society  at  a meeting  at 
Malone,  on  October  21. 

Other  officers  elected  include: 

Vice-President Kenneth  A.  Tulloch,  Malone 

Secretary-Treasurer Daisy  Van  Dyke,  Malone 

Delegate  Alternate  Delegate 

Charles  Trembly  J.  E.  White 

Kings  County 

Drs.  James  Alexander  Miller  and 
Adrian  Lambert  addressed  the  Brooklyn 
Thoracic  Society  on  October  21  on  pul- 
monary tuberculosis.  Discussion  was  opened 
by  Drs.  J.  Burns  Amberson  and  Frank  B. 
Berry. 

Madison  County 

A Course  on  General  Medicine  (No.  1) 
has  been  arranged  by  Dr.  Walter  W. 
Palmer,  New  York  City,  for  the  Madison 
County  Medical  Society  to  be  held  at  the 
Hotel  Oneida,  Oneida,  N.  Y.,  starting  at 
8:30  p.m. 

Dec.  8:  “Asthma,”  Dr.  Albert  VanderVeer. 
Dec.  15 : “Nephritis,”  Dr.  John  D.  Lyttle. 
Dec.  22 : “Diabetes  Mellitus,”  Dr.  David  D. 
Moore. 

Monroe  County 

Recent  developments  in  treatment  of 
sinus  infections  were  discussed  by  Dr. 
Samuel  J.  Kopetzky,  New  York,  on  October 
3 in  the  first  address  of  the  eleventh  an- 
nual postgraduate  lecture  course  of  the 
Monroe  County  Medical  Society  at  the 
Rochester  Academy  of  Medicine. 

New  York  County 

The  Eighth  Annual  combined  Medical- 
Dental  meeting,  comprising  the  Joint  Com- 
mittees of  the  Organized  Medical  and 
Dental  professions  of  Greater  New  York, 
will  be  held  in  the  Hotel  Pennsylvania  in 
New  York  City  on  December  5. 

The  morning  session  which  begins  at 
10  a.m.  includes  papers  by  Theodor  Rose- 
bury,  D.D.S.,  Thomas  A.  Cook,  D.D.S., 
Nathan  Rosenthal,  M.D.,  and  Walter  F. 
Watten,  M.D. 

The  afternoon  session  beginning  at  2 p.m. 
will  be  Clinical. 

The  October  24  meeting  of  the  Medical 
Society  of  the  County  of  New  York  was 
held  in  conjunction  with  the  Annual  Gradu- 
ate Fortnight  of  the  New  York  Academy 
of  Medicine.  The  scientific  program  was 
one  of  the  most  brilliant  ever  assembled  by 
Academy  or  County  Society.  Following  an 
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address  of  welcome  by  President  James 
Alexander  Miller  of  the  Academy,  Dr. 
George  R.  Minot,  Professor  of  Medicine 
at  Harvard,  presented  “General  Aspects  of 
the  Etiology,  Diagnosis  and  Treatment 
of  the  Macrocytic  Anemias/'  followed  by 
Dr.  C.  P.  Rhoads,  Associate  Member  of 
the  Rockefeller  Institute,  on  “Macrocytic 
Anemia  of  Sprue  and  Allied  Conditions.” 
Dr.  Maurice  B.  Strauss,  Instructor  in  Medi- 
cine at  Harvard,  described  “Neural  Mani- 
festations and  Their  Treatment”  and  Dr. 
Cyrus  C.  Sturgis,  Professor  of  Internal  Medi- 
cine at  the  University  of  Michigan,  closed 
with  a discussion  of  “Differential  Diagnosis 
and  Some  Observations  Concerning  Treat- 
ment.” 

Onondaga  County 

Dr.  Leon  E.  Sutton  was  nominated 
without  opposition  at  a meeting  of  the  On- 
ondaga County  Medical  Society  on  Novem- 
ber 1 to  succeed  Dr.  Oliver  W.  H.  Mitchell 
as  president  of  the  organization  at  the  an- 
nual election  December  6. 

Other  uncontested  nominations  were: 


Officers 

Vice-President Brewster  C.  Doust,  Syracuse 

Secretary Dwight  V.  Needham,  Syracuse 

Treasurer Carl  A.  Hofman,  Syracuse 


Censors 

Clyde  O.  Barney  and  Thomas  F.  Laurie 
Delegates 

Albert  G.  Swift  and  W.  W.  Street 
Alternate  Delegates 

Donald  E.  Childs  and  F.  S.  Wetherell 

Five  men  were  nominated  for  four  posi- 
tions as  delegates  to  the  fifth  district 
branch  of  the  New  York  State  Medical  So- 
ciety. They  are  Dr.  George  L.  Wright, 
Dr.  Raymond  J.  Pieri,  Dr.  Leon  E.  Gibson, 
Dr.  E.  J.  Allen  and  Dr.  Horace  W. 
Whitley. 

Queens  County 

Dr.  Russel  C.  Paris,  Hudson  Falls  phy- 
sician and  former  mayor  of  that  village,  has 
presented  to  the  Medical  Society  of  the 
County  of  Queens,  Inc.,  numerous  old,  rare, 
medical  books  which  once  belonged  to  his 
great-grandfather,  Dr.  Russel  Clark,  who 
practiced  medicine  in  Sandy  Hill,  now  Hud- 
son Falls,  in  the  early  part  of  the  nineteenth 
Century. 

Five  of  the  most  interesting  books  are 
listed  in  the  current  bulletin  of  the  Medical 
Society  as  follows:  Bell.  Benjamin,  “A 

Treatise  on  Gonorrhea  Virulenta,”  1795; 
De  Sault,  P.  J.,  “A  Treatise  on  Fractures,” 
1805;  Leake,  John,  “On  Diseases  Peculiar  to 
Women,”  1792;  Tytler,  James,  “A  Treatise 
on  the  Plague  and  Yellow  Fever,”  1799; 
Wallis,  George,  “The  Art  of  Preventing 
Diseases  and  Restoring  Health,”  1794. 


Rensselaer  County 

The  Rensselaer  County  Medical  So- 
ciety, meeting  at  the  Health  Center  in  Troy 
on  October  11,  voted  to  ask  the  County 
Board  of  Supervisors  for  at  least  five  more 
public  health  nurses  for  general  duty  in  the 
county. 

An  illustrated  talk  on  “Visual  Fields  as 
an  Aid  in  Diagnosis”  was  given  by  Dr. 
John  B.  Burke. 

Richmond  County 

Dr.  Samuel  Spiegler,  attending  gynecol- 
ogist at  Brooklyn  Women’s  Hospital,  de- 
livered an  illustrated  lecture  on  “Sterility, 
Its  Causes  and  Treatment,”  at  a meeting 
of  the  Richmond  County  Medical  Society 
on  October  12. 

Saratoga  County 

Dr.  Ralph  B.  Post  of  Ballston  Spa  was 
elected  president  of  the  Saratoga  County 
Medical  Society  at  the  annual  meeting  held 
at  Mount  McGregor,  succeeding  Dr.  Wal- 
ter S.  McClellan,  of  Saratoga  Springs,  who 
served  two  terms. 

Others  elected  were : 

Officer* 

Vice-President Gilberto  Pasquera,  Mt.  McGregor 

Secretary Malcolm  J.  Magovern,  Saratoga  Springs 

Treasurer W.  J.  Maby,  Mechanicville 

Censors 

Frederic  J.  Resseguie  G.  F.  Goodfellow 

Miles  J.  Cornthwaite 

Delegate  Alternate  Delegate 

G.  Scott  Towne  J.  R.  MacElroy 

A new  constitution  was  adopted  and  re- 
ports given  by  each  chairman  of  a commit- 
tee and  officers. 

Schoharie  County 

The  Annual  Meeting  of  the  Scho- 
harie County  Medical  Society  was  held  at 
the  Middleburgh  central  high  school  on 
October  11.  At  the  business  session  in  the 
morning  the  following  officers  were  re- 
elected for  the  ensuing  year : 


President Carolyn  L.  Olendorf.  Cobleskill 

Vice-President Lyman  Driesback.  Middleburgh 

Secretary Herbert  L.  Odell.  Sharon  Springs 

Treasurer L.  R.  Becker,  Cobleskill 


Westchester  County 

The  development  of  a plan  to  offer 
voluntary  insurance  providing  indemnities 
against  medical  expenses  for  residents  of 
Westchester  is  progressing,  the  West- 
chester County  Medical  Society  was  told 
at  its  meeting  in  White  Plains,  on  Octo- 
ber 18. 


Hospital  News 


Newsy  Notes 

Hepburn  Hospital  at  Ogdensburg  has 
raised  its  rates  for  patients  who  are  city 
charges  from  $12.60  a week  to  $17.50,  due 
to  increased  costs. 

Directors  of  the  Rochester  Hospital 
Service  Corporation  have  made  its  non- 
profit hospitalization  plan  available  to  in- 
dividuals, as  well  as  to  groups.  The  en- 
rollment is  now  “well  over  100,000,”  or 
“one  out  of  every  four  members  of  the 
community,”  the  director  says,  and  has 
“the  largest  proportion  of  subscribers  in 
relation  to  population  reported  by  any 
non-profit  hospital  service  plan  in  the  coun- 
try.” 

Governer  Cross  of  Connecticut  appointed 
a committee  of  twenty-two  in  September 
to  prepare  a state-wide  plan  of  hospital- 
care  insurance.  At  the  call  of  the  Gov- 
ernor, a group  met  for  preliminary  dis- 
cussion and  came  to  the  conclusion  that 
it  should  be  carefully  studied  and  pro- 
posals drafted  in  advance  of  the  legisla- 
tive session,  and  that  whatever  plan  is 
undertaken  should  be  non-profit  making 
in  character. 

Yonkers  Professional  Hospital  has 
installed  a resuscitator  and  inhalator  to 
start  newborn  babies  breathing,  a device 
already  in  use  in  other  large  hospitals.  It 
takes  the  place  of  the  time-honored  meth- 
ods of  spanking,  hot-and-cold-water  dunk- 
ing, and  “mouth  to  mouth”  breathing. 


A series  of  parties  for  the  entertain- 
ment of  patients  in  the  Kings  County  Hos- 
pital has  been  arranged  for  the  entire  sea- 
son by  the  Social  Service  Board  of  the 
hospital.  The  affairs  are  given  each  month, 
each  under  the  auspices  of  a specific  group. 
Various  churches  donate  cakes  and  other 
luxuries  for  the  occasions.  Pipes  and 
smoking  tobacco  are  supplied  to  men  pa- 
tients. Balloons  and  other  toys  are  given 
the  children. 


Improvements 

The  new  $600,000  six-story  wing  of  the 
Brooklyn  Hebrew  Home  and  Hospital  is 
expected  to  expand  its  capacity  from  487 
patients  to  887. 

Some  $250,000  will  be  spent  in  re- 
modeling and  repairing  the  Neponsit  Beach 
Hospital  for  crippled  and  tubercular  chil- 
dren, according  to  Lester  C.  Scott,  Queens 
WPA  director. 

A two-story,  twenty-room  addition  to 
the  Dreyfus  Home  for  Nurses  at  the  Rich- 
mond Memorial  Hospital,  Staten  Island,  is 
under  construction,  the  gift  of  Mrs.  Louis 
A.  Dreyfus. 

Construction  has  been  started  on  a 
$60,000  addition  to  Physicians  Hospital, 
34th  avenue  and  73rd  street,  Jackson 
Heights.  The  new  wing  will  increase  the 
capacity  of  the  hospital  from  70  to  110. 

Dr.  Donald  R.  Keller  is  building  a 
new  private  hospital  at  Westhampton  Beach. 

A total  of  some  5,000  signers  have 
petitioned  the  Schenectady  city  council 
to  increase  the  bed  capacity  of  the  city 
hospital. 

At  the  Helm 

These  hospital  officials  have  been 
chosen  : 

Dr.  Joseph  M.  Sheridan,  to  be  superin- 
tendent of  the  Neurological  Hospital,  Wel- 
fare Island. 

W.  A.  Pond  Phipps,  to  be  president  of 
United  Hospital,  Port  Chester. 

Dr.  Robert  D.  Manning,  to  be  president 
of  the  medical  board  of  the  Peekskill  Hos- 
pital, reelected. 

Patrick  J.  Tierney,  to  be  president  of  the 
directors  of  the  Champlain  Valley  Hospital 
at  Plattsburg. 

Miss  Clara  M.  Wolf,  to  be  superintendent 
of  the  Eastern  Long  Island  Hospital  at 
Greenport. 
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Across  the  Desk 


Wanted:  Sleuths  to  Detect  the  Lies  of  the  “Lie-Detector” 


“Who  will  Take  Care  of  the  Care- 
taker's Daughter?”  was  a popular  song 
of  the  ribald  and  riproarious  nineties.  Or, 
if  that  is  too  flippant  a reference,  we  may 
go  classic  and  ask  with  the  noble  Romans, 
“Quis  custodiet  custodes  ipsos ?”*  Which 
may  be  rendered,  “Who  will  Watch  the 
Watchers?”  or,  more  freely,  “Who  will  dog 
the  watch-dogs?”  Now  the  question  comes 
up,  “Who  will  Detect  the  Lies  of  the  Lie- 
Detector  ?” 

For  the  popular  magazine  writers  and 
literary  magicians  of  the  Sunday  supple- 
ments have  made  the  public  believe  that  the 
falsehoods  of  the  criminal  can  be  detected 
in  a moment  by  a machine  that  jots  down 
every  lie  with  a pen  as  swift  and  sure  as 
that  of  the  Recording  Angel,  the  two  acting 
practically  in  unison. 

The  idea  is  that  when  Bill  the  Burglar  is 
suddenly  asked  if  he  took  the  jewels,  his 
breathing  will  change  to  short,  sharp  gasps, 
his  blood-pressure  will  go  up  and  down,  his 
hands  will  break  out  in  a cold  sweat,  and 
his  hair  will  take  a perpendicular  position. 
If  Bill  then  swears  he  is  innocent,  it  is  clear 
he  is  lying. 

It  seems  like  a prosecuting  attorney’s 
dream,  where  all  the  guilty  are  sent  to  jail, 
or  like  the  Judgment  Day,  when  all  sins  are 
revealed.  It  seems  too  good  to  be  true,  and 
that,  in  fact,  is  the  case.  It  is. 

Music  of  the  Lyre  Hath  Charm 

The  lyre  of  old  was  a stringed  instru- 
ment of  great  charm.  In  the  hand  of  a true 
artist  it  cast  a spell  over  the  listener.  Some- 
what similarly,  the  artistic  liar  of  today  can 
leave  the  mere,  simple  truthteller  miles  be- 
hind. His  respiration  is  smooth  as  a child’s, 
his  systolic  and  diastolic  pressures  are  un- 
ruffled, and  the  lie-detector  writes  him  down 
as  truthful  as  little  George  Washington  de- 
foresting the  cherry  orchard. 

Innocent  people,  too,  are  sometimes  nerv- 
ous and  quick-tempered,  and  when  you  ask 
one  of  them  a question  that  implies  he  is  a 

*Latinity  not  guaranteed — quoted  from  (rather 
spotty)  memory. 


crook,  the  needle  of  the  lie-detector  starts 
cutting  capers  all  over  the  place,  as  if 
Ananias  had  come  to  life  and  was  under  the 
test.  So  the  lie-detector  is  sometimes  itself 
the  liar.  Who  then  will  be  the  detective  to 
detect  the  detector? 

This  subject  was  discussed  at  a joint 
meeting  of  the  doctors  and  lawyers  of  De- 
troit by  two  men  from  the  psychopathic 
clinic  of  the  city’s  recorder’s  court,  John  A. 
Larson,  M.D.,  Ph.D.,  and  Lowell  S.  Sell- 
ing, M.D.,  Ph.D.  Dr.  Larson  is  the  author 
of  “Lying  and  its  Detection,”  a standard 
work.  He  began  by  saying  frankly  that 
“regardless  of  much  publicity,  there  are  no 
machines  which  detect  lies,  despite  the  vari- 
ous models  of  polygraphs  on  the  market 
sold  for  the  examination  of  suspects.” 

The  machines  are  also  often  in  the  hands 
of  lay  operators,  who  do  not  understand  the 
basic  physiological  and  psychological  prin- 
ciples involved,  and  who  try  to  have  the  “lie 
detector”  records  forced  into  judicial  pro- 
cedure without  having  any  idea  of  the  actual 
validity  of  the  methods.  Police  have  even 
tried  to  diagnose  mental  disease  from  the 
jerks  and  quirks  of  the  stylus  on  the  poly- 
graphic sheets. 

Machine  is  Invaluable — in  the  Right  Hands 

Machines  are  now  in  use  in  the  state 
police  departments  of  Pennsylvania,  In- 
diana, Michigan,  and  Rhode  Island,  and  in 
many  banks  and  business  houses  in  Illinois. 
It  is  evident,  therefore,  that  they  have  been 
found  to  be  of  value,  and  it  is  important  to 
examine  their  strong  and  weak  points,  to 
find  how  to  make  them  of  more  service. 
The  machines  do  not  really  lie,  perhaps,  but 
their  wig-wags  are  very,  very  deceptive. 
Their  present  status  “is  one  of  extreme 
chaos,”  declares  Dr.  Larson,  due  partly  to 
the  fact  that  laymen  are  attempting  to  use 
these  most  complicated  clinical  instruments 
of  precision  and  are  often  actually  making 
impossible  clinical  diagnoses,  and  due  partly 
to  the  over-exploitation  of  machines  for 
profit,  “with  no  understanding  of  the  basic 
scientific  or  ethical  principles  involved.”  In 
spite  of  this  chaos,  ill-advised  enthusiasts 
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are  trying  “very  prematurely’’  to  force  this 
technic  into  court  usage. 

It  will  not  do  to  get  the  idea  that  the 
“lie  detector”  is  useless  or  of  little  value. 
Like  many  other  tools,  it  is  of  less  value  in 
wrong  hands,  and  more  value  in  right  ones. 
It  is  important,  for  instance,  that  one  of 
the  staff  using  it  should  be  a medical  man. 
Conducted  by  a suitably  trained  staff,  which 
must  include  a clinician,  says  Dr.  Larson, 
deception  tests  may  be  invaluable  in  service, 
first  in  the  primary  investigation,  and  later 
in  court  clinics  and  private  laboratories  as 
a part  of  psychiatric  technic  in  modifying 
psychoanalytic  procedure. 

It  has  been  found,  as  a matter  of  fact,  that 
even  with  the  present  unscientific  applica- 
tion, in  which  the  technic  is  used  by  many 
as  a psychological  third  degree,  there  has 
been  a marked  increase  in  the  clearing  up 
of  cases.  We  must  remember  that  no 
apparatus  diagnoses  deception,  but  merely 
registers  painful  complexities  and  disturb- 
ances, and  it  is  then  for  the  staff  to  analyze 
and  differentiate  them,  as  in  any  medical 
diagnosis.  We  cannot  just  glance  at  the 
zig-zags  on  the  graph,  and  say,  “This  one 
is  the  truth ; that  one  is  a lie.” 

What  is  more,  we  are  warned  by  this 
expert  that  all  such  deception-tests  should 
be  treated  as  merely  one  part  of  the  analysis 
of  the  entire  setting  of  the  crime,  and  should 
be  integrated  with  each  individual  per- 
sonality analysis.  It  is  not  enough  for  the 
examiner  to  have  either  medical  or  crimino- 
logical training  alone,  but  there  should  be 
“a  combined  staff  consisting  of  the  investi- 
gators, the  examiner  ideally  with  legal 
psychological  training,  and  a psychologist 
and  licensed  physician  or  a forensic  psychi- 
atrist. These  last  three  named  should  be 
present  throughout  every  examination.” 

Test  Records  Never  Used  Alone 

So  large  are  the  errors  of  interpretation 


that  “a  deception-test  alone  should  never  be 
used  as  court  evidence,”  and  even  “if  incor- 
porated as  a part  of  a psychiatric  examina- 
tion, the  test  records  alone  should  never  be 
used  as  indicative  of  guilt  or  innocence,” 
says  Dr.  Larson,  and  he  tells  us  that  in  some 
seventeen  years  of  personal  experience  he 
has  never  had  a suspect  “booked”  or  re- 
leased from  custody  relying  upon  a decep- 
tion test  alone. 

To  show  how  widely  investigators  may 
differ  in  their  judgment  on  identical  records, 
and  how  hard  it  is  “to  differentiate  the 
specific  guilt  reaction,”  he  cites  an  illumi- 
nating instance: 

In  one  case  in  which  sixty-two  suspects  were 
examined  by  the  writer  and  a trained  clinical 
criminologist,  using  the  Keeler  polygraph,  there 
were  many  disturbances.  The  type  of  poly- 
graph makes  but  little  difference. 

A group  of  nine,  most  of  whom  were  clinical 
psychologists,  including  four  whom  the  writer 
would  qualify  as  experts  in  this  field,  showed 
wide  divergence.  The  percentage  of  records 
selected  as  being  guilty  varied  from  eight  to 
fifty-two  per  cent. 

The  most  accurate  interpretation  was  by  a 
clinician  who  had  never  seen  a deception  test 
or  records  from  such.  The  highest  percentage 
of  error  was  among  those  most  familiar  with 
the  procedure. 

Well,  anyway,  we  seem  to  be  still  far 
from  the  day  when  every  home  can  have  a 
lie-detector,  to  tell  if  Johnny  has  marked 
his  report  card  up  a few  points,  or  if  Sue 
has  been  out  with  that  horrid,  handsome 
Larry  again,  instead  of  with  Percival,  as 
she  claims.  Father’s  graph  might  show  a 
few  odd  quirks,  not  to  say  anything  about 
Mother’s,  but  if  we  are  to  believe  Dr.  Lar- 
son, they  are  all  safe  so  far.  The  eternal 
music  of  the  lyre’s  strings  will  still  string 
us  along,  and  the  modernized  version  of  the 
poet’s  lines  will  still  be  sadly  true: 

“The  light  that  lies  in  woman’s  eyes, 

— And  lies  and  lies  and  lies.” 


A course  on  Heart  Disease  has  been  ar- 
ranged by  the  New  York  Heart  Associa- 
tion (386  Fourth  Ave.,  New  York  City) 
for  the  Oneida  County  Medical  Society  to 
be  held  in  the  Hutchings  Auditorium  of  the 
Utica  State  Hospital,  Utica.  All  lectures 
start  promptly  at  8 :30  p.  m.  Data  is  as 
follows. 

Dec.  7 : “Rheumatic  and  Syphilitic  Heart  Dis- 


ease.” Dr.  Carl  Eggleston. 

Dec.  14:  “Acute  Cardiovascular  Emergen- 
cies.” Dr.  John  E.  Deitrick. 

Dec.  21 : “The  Use  of  X-ray  and  Flouroscopy 
in  the  Management  of  Heart  Disease.”  Dr. 
Harold  E.  B.  Pardee. 

Dec.  28:  “The  Use  of  the  Electrocardiogram 
in  Heart  Disease.”  Dr.  Harold  J.  Stewart. 

Jan.  4:  “Therapy  in  Heart  Disease.”  Dr. 
Harry  Gold. 


Books 

Books  for  review  should  be  sent  to.  the  Book  Review  Department  at  1313  Bedford  Avenue, 
Brooklyn,  N.  Y.  Acknowledgment  of  receipt  will  be  made  in  these  columns  and  deemed  sufficient 
notification.  Selection  for  review  will  be  based  on  merit  and  the  interest  to  our  readers. 
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New  and  Nonofficial  Remedies,  1938.  Con- 
taining Descriptions  of  the  Articles  which 
stand  Accepted  by  the  Council  on  Pharmacy 
and  Chemistry  of  the  American  Medical  As- 
sociation on  January  1,  1938.  Duodecimo 
of  589  pages.  Chicago,  American  Medical 
Association,  1938.  Cloth,  $1.50. 

Surface  and  Radiological  Anatomy.  For 
Students  and  General  Practitioners.  By 
Arthur  B.  Appleton,  M.D.,  William  J. 
Hamilton,  M.D.  and  Ivan  C.  C.  Tchaperoff, 
M.D.  Quarto  of  311  pages,  illustrated.  Balti- 
more, William  Wood  & Company,  1938. 
Cloth,  $5.50. 

Electrotherapy  and  Light  Therapy.  By 

Richard  Kovacs,  M.D.  Third  edition.  Oc- 
tavo of  744  pages,  illustrated.  Philadelphia, 
Lea  & Febiger,  1938.  Cloth,  $7.50. 

A Textbook  of  Physiology.  By  William  D. 
Zoethout,  Ph.D.  Sixth  edition.  Octavo  of 
714  pages,  illustrated  St.  Louis,  The  C.  V. 
Mosby  Company,  1938.  Cloth,  $4.00. 


The  International  Medical  Annual.  A Year 
Book  of  Treatment  and  Practitioner’s  Index. 
Edited  by  H.  Letheby  Tidy,  M.D.  and  A. 
Rendle  Short,  M.D.  Octavo  of  615  pages, 
illustrated.  Baltimore,  William  Wood  and 
Company,  1938.  Cloth,  $6.00. 

Industrial  Surgery,  Principles,  Problems 
and  Practice.  By  Willis  W.  Lasher,  M.D. 
Octavo  of  452  pages,  illustrated.  New  York, 
Paul  B.  Hoeber,  Inc.,  1938.  Cloth,  $6.00. 

Sulfanilamide  Therapy  of  Bacterial  Infec- 
tions. With  Special  Reference  to  Diseases 
Caused  by  Hemolytic  Streptococci,  Pneumo- 
cocci, Meningococci  and  Gonococci.  By 
Ralph  R.  Mellon,  M.D.,  Paul  Gross,  M.D., 
and  Frank  B.  Cooper,  M.S.  Octavo  of  398 
pages.  Springfield,  Charles  C.  Thomas, 
1938.  Cloth,  $4.00. 

The  Culture  of  Organs.  By  Alexis  Carrel 
and  Charles  A.  Lindbergh.  Octavo  of  221 
pages,  illustrated.  New  York,  Paul  B. 
Hoeber,  Inc.,  1938.  Cloth,  $4.50. 
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Treatment  in  General  Practice.  By  Harry 
Beckman,  M.D.  Third  edition.  Octavo  of 
787  pages.  Philadelphia,  W.  B.  Saunders 
Company,  1938.  Cloth,  $10.00. 

In  this  edition  a new  section  on  endocrine 
disturbances  includes  diabetes  mellitus, 
diabetes  insipidus  and  hyperinsulinism. 
Obesity  and  malnutrition  have  a section  of 
their  own  and  that  of  diseases  of  metabolism 
has  been  dropped.  Among  many  other  new 
sections  are  those  on  menstrual  disturbances, 
diseases  of  the  liver  and  bile  passages  and 
the  anemias.  A considerable  number  of 
entities  appear  for  the  first  time. 

The  book  is  well  known  and  deserves  its 
popularity,  covering  as  it  does,  a large  field 
and  is  very  convenient  for  quick  reference. 
Forty  closely  written  pages  are  necessary 
for  the  bibliography. 

William  E.  McCollom 

Man,  Bread  and  Destiny.  The  Story  of 
Man’s  Food.  By  C.  C.  Furnas  and  S.  M. 
Furnas.  Octavo  of  364  pages.  Baltimore, 
Williams  & Wilkins  Company,  1937.  Cloth, 
$3.00. 

We  would  consider  this  one  of  the  “must” 
books.  After  one  reads  the  first  chapter,  the 
easy  style  and  the  rapid  flow  of  ideas  ex- 
pressed with  cleverness  and  wit  insure  that 
one  “must”  read  each  following  page. 

It  is  a story  of  man’s  fight  for  existence, 
not  always  successful,  against  starvation. 


Much  of  our  past  history  is  not  too  pretty. 
“Captain  Ahab  of  Moby  Dick  admitted  the 
consumption  of  human  flesh  when  under 
the  stress  of  prolonged  hunger,  the  theory 
being  that  the  cadaver  was  of  more  value 
to  the  surviving  human  beings  than  to  the 
fish.”  “In  times  of  extreme  stress  of  war 
or  famine  there  have  often  been  cases  of 
cannibalism  even  among  the  nations  that 
have  a class  A rating  for  civilization. 
When  hunger  comes  something  must  be 
done  about  it.” 

The  book  is  well  divided  in  seven  parts. 
One  of  these  is  “Good  Food — Good  Health,” 
another  “Come  and  Get  It,”  then  some  of 
the  more  usual  type  of  titles  such  as : 
“Economic  Aspects”  and  “The  Future  of 
Food.” 

The  material  presented  could  only  be 
compiled  from  a very  large  range  of  read- 
ing from  many  sources.  The  information  is 
right  up  to  date  and  accurately  presented 
so  as  to  be  of  value  to  the  physician  as 
well  as  to  the  layman.  It  is  without  question 
the  best  thing  of  its  kind,  a presentation  of 
the  relation  of  foods  to  man’s  well  being 
and  his  future  and  highly  recommended 
without  reservation,  to  doctor  and  patient. 

The  purpose  of  this  book  is  given  in 
the  authors’  dedication:  “To  our  respective 
fathers  who  might  still  be  alive  if  nutri- 
tional knowledge  had  been  complete  during 
their  lifetimes.” 
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The  authors  have  presented  in  a delight- 
ful and  compelling  way  all  the  ideals  that 
those  of  us  have  who  believe  that  man  can 
improve  with  proper  choice  of  diet. 

P.  C.  Eschweiler 

Handbook  on  Nasal  Accessory  Sinuses. 

By  Frank  L.  Alloway,  M.D.  Duodecimo  of 
121  pages,  illustrated.  Kingsport,  Tennessee, 
Kingsport  Press,  Inc.,  1937.  Cloth,  $2.00. 

The  major  portion  of  this  booklet  is 
devoted  to  the  diagnosis  and  management  of 
maxillary  sinusitis.  Sketchy  reference  is 
made  to  the  anatomy,  pathology  and  diag- 
nosis of  sinus  disease.  Osteomyelitis  of  the 
skull  and  chiasmal  tumor  in  relation  to 
sinuses  are  discussed  in  a few  paragraphs. 

The  author  has  attempted  to  cover  an 
expansive  field  of  considerable  importance 
in  a few  pages,  referring  primarily  to  his 
personal  experiences  in  relation  thereto.  A 
number  of  fundamental  facts  of  considerable 
importance  have  been  briefly  and  simply 
presented. 

The  general  practitioner  will  find  here  an 
interesting  review  of  a subject  with  which 
he  should  be  better  acquainted. 

Harry  Meyersburg 

Illness.  Its  Story  and  Some  Common 
Symptoms.  A Guide  for  the  Layman.  By 
S.  Henning  Belfrage,  M.D.  16mo.  of  173 
pages.  New  York,  Oxford  University  Press, 
1938.  Cloth,  $1.50. 

This  little  book  is  intended  as  a layman’s 
guide  to  illness.  The  first  part  is  given  over 
to  a more  or  less  general  discussion  of 
health  in  relation  to  nutrition,  mental 
hygiene  and  exercise.  The  second  part  con- 
sists of  a list  of  symptoms  and  their  relation 
to  specific  illnesses.  The  listing  is  rather 
haphazard,  varying  from  bad  breath  to 
asthma.  For  the  most  part  the  author’s 
advice  is  sound.  He  does  not  encourage 
self-medication,  although  he  does  give  a 
few  simple  first  aid  rules.  Dr.  Belfrage  is 
definitely  of  the  old  school  in  his  attitude 
toward  mental  disturbances.  He  advocates 
cold  water  as  a corrective  for  hysterical 
seizures  and  uses  such  vague  terms  as 
“nervous  weakness.” 

Milton  Plotz 

Treatment  of  Some  Chronic  and  Incurable 
Diseases.  By  A.  T.  Todd,  M.R.C.P.  Octavo 
of  203  pages.  Baltimore.  William  Wood  & 
Company,  1937.  Cloth,  $3.00. 

In  the  introduction  the  author  makes  a 
point  of  not  considering  any  disease  as  one 
of  a certain  part  of  the  body  anatomically, 
but  relates  in  each  chapter  a train  of  symp- 


toms affecting  one  or  more  organs  because 
of  defects  or  infections  of  some  other  part. 
Etiological  classification,  he  thinks,  is  not 
helpful. 

In  the  treatment  of  diabetes  mellitus  he 
believes  in  the  use  of  synthalin  rather  than 
insulin.  His  therapy  of  various  diseases  is 
anything  but  the  usual  one.  Thyroid,  one 
tenth  of  a grain  once  or  twice  a day  is 
often  used.  Some  of  the  prescriptions  con- 
tain six  or  seven  ingredients.  While  there 
is  some  useful  information  furnished  in  the 
book,  it  is  certainly  not  a good  guide  to 
treatment. 

William  E.  McCollom 

Practical  Methods  in  Biochemistry.  By 

Frederick  C.  Koch.  Second  edition.  Octavo 
of  302  pages,  illustrated.  Baltimore,  William 
Wood  & Company,  1937.  Cloth,  $2.25. 

Although  prepared  as  a laboratory  manual 
to  accompany  Dr.  A.  P.  Mathews  textbook, 
this  third  printing  in  four  years  indicates 
its  value  to  biochemical  students.  Neces- 
sary additions,  such  as  the  urea  clearance 
test  and  certain  quantitative  determinations 
in  serum,  as  well  as  deletions  of  repetitious 
material  have  resulted  in  an  up-to-date  and 
improved  edition.  Beyond  student  use  there 
is  much  in  the  fifty-five  page  appendix,  at 
least,  to  recommend  its  employment  as  a 
reference  in  many  clinical  laboratories. 

Irving  M.  Derby 

The  Practice  of  Urology.  By  Leon  Her- 
man, M.D.  Octavo  of  923  pages,  illustrated. 
Philadelphia.  W.  B.  Saunders  Company,  1938. 
Cloth,  $10.00. 

This  practical  single-volume  book  is  well 
written,  well  arranged  and  well  illustrated. 
The  reviewer  would  expect  just  such  an 
excellent  work  to  come  from  the  pen  of  the 
able  Dr.  Herman. 

The  book,  while  intended  particularly  for 
the  practitioner  and  surgeon,  should  prove 
interesting,  instructive  and  useful  to  every 
urologist.  A wealth  of  valuable  material 
represents  the  personal  experience  of  an 
able  authority.  Controversial  subjects  are 
given  special  consideration.  The  first  four 
chapters  of  over  a hundred  pages  are  de- 
voted to  diagnostic  procedures  and  instru- 
ments. Considerable  space  is  also  given  to 
venereal  diseases  and  their  management. 
The  author  has  followed  the  more  modern 
method  of  listing  references  at  the  end  of 
each  chapter. 

The  volume  is  a tribute  to  the  advance  of 
modern  urology. 

Augustus  Harris 
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Results  at  the  Infants’  and  the  Children’s  Hospitals  (Boston) 

Benjamin  W.  Carey,  Jr.,  M.D.  Boston,  Mass. 
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I wish  to  present  results  with  the  use 
of  the  newer  chemical  substances,  sul- 
fanilamide and  Prontosil,  in  the  treatment 
of  certain  types  of  infections  at  the 
Infants’  and  the  Children’s  Hospitals, 
Boston  (Chart  I). 

The  earlier  studies  were  conducted  us- 
ing prontosil  alone.  The  use  of  prontosil 
soluble  and  para-aminobenzenesulfona- 
mide,  or  sulfanilamide,  as  the  Council  of 
Pharmacy  and  Chemistry  of  the  Ameri- 
can Medical  Association  has  termed  it, 
quickly  followed.  This  was  especially 
true  after  Trefouel  and  associates1  and 
Buttle  and  coworkers2  obtained  indica- 
tions that  para-aminobenzenesulfonamide, 
a part  of  the  prontosil  molecule,  was  the 
pharmacologically  effective  portion. 
Many  investigators  believe  sulfanilamide 
to  be  more  efficacious  than  the  prontosil 
compounds  and  it  appears  to  be  estab- 
lished3-5 that  sulfanilamide  is  formed 
from  prontosil  by  reduction  in  vivo. 

As  long  ago  as  1919,  Heidelberger  and 
Jacobs6  described  the  bactericidal  effect 
of  para-sulphonamide  azo  compounds, 
but  sixteen  years  elapsed  before  Domagk7 
tried  similar  compounds  in  the  treatment 
of  bacterial  infections  in  animals  and  re- 
ported the  cure  of  B.  hemolytic  strep- 

The  Prontosil  and  sulfanilamide  (Prontylin) 
used  in  the  treatment  of  these  patients  was 
donated  by  the  Winthrop  Chemical  Co.,  Inc. 


tococcus  infections  in  mice  with  pron- 
tosil. These  results  were  verified  by 
French  investigators8, 9 and  by  Colebrook 
and  Kenny  in  England.10  The  German 
literature  soon  contained  favorable  re- 
ports on  the  use  of  prontosil  in  the  treat- 
ment of  B.  hemolytic  streptococcus  in- 
fections in  humans.11-18  Colebrook  and 
Kenny10  reported  their  results  with  this 
drug  in  the  treatment  of  puerperal  infec- 
tions, giving  the  impression  that  prontosil 
exerted  a beneficial  effect  and  that  the 
mortality  rate  had  been  lowered.  Long 
and  Bliss,19  in  Baltimore,  reported  a 
group  of  patients  with  B.  hemolytic  strep- 
tococcus infections  treated  with  these 
drugs.  Demonstrations  of  the  destructive 
action  of  these  chemical  substances 
against  other  types  of  organisms  have 
been  published.3, 19-21  It  was  found  that 
mice  could  be  protected  against  infection 
by  the  meningococcus  and  the  application 
of  this  discovery  to  the  treatment  of 
human  infections  quickly  followed.  Fav- 
orable results  in  the  treatment  of  infec- 
tions caused  by  the  gonococcus,22’23  the 
gas  bacillus  (B.  Welchii),24  the  type  III 
pneumococcus,20  and  the  colon  bacillus,25 
have  been  reported. 

The  mode  of  action  of  sulfanilamide  is 
not  definitely  known.  It  has  been  sug- 
gested that  the  drug  acts  by  preventing 
capsule  formation,8  by  a direct  bacterici- 
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tion  of  these  drugs  varies  considerably, 
depending  on  the  individuals  who  are  pre- 
scribing them.  The  present  plan  of  treat- 
ment at  the  Infants’  and  the  Children’s 
Hospitals  (Boston),  includes  suggestions 
made  by  Long  and  Bliss19  and  revisions 
made  by  us  following  the  publication  by 
Marshall27  of  the  method  for  estimating 
the  concentration  of  sulfanilamide  in 
blood  and  urine.  These  revisions  were 
made  in  order  that  a concentration  of 
10-15  Mg.%  of  sulfanilamide  in  the  blood 
of  the  patient  might  be  maintained  during 
the  acute  stage  of  the  disease  (Table  I). 

If  prontosil  and  sulfanilamide  were  ad- 
ministered simultaneously,  the  dose  of 
each  was  reduced  one-half.  One  to  three 
days  after  disappearance  of  the  organ- 
isms causing  the  infection  and  improve- 
ment in  the  condition  of  the  patient,  the 
amount  of  the  drug  was  usually  reduced 
about  one-half  from  the  estimated  main- 
tenance dose  and  continued  for  one-two 
weeks  if  no  untoward  reactions  to  the 
drug  were  observed. 

The  toxic  effects  attributed  to  sulfan- 
ilamide have  included  cyanosis,  nausea 
and  vomiting,  fever,  lassitude  and  head- 


CH3CO-HN 

NaOaS 


so2nh2 


Prontosil-S  (soluble) 


Table  I — Plan  of  Dosage  for  Sulfanilamide  and  Prontosil 


0.8%  in  0.9%  NaCl  sol. 

Oral 

Subcutaneous 

Intrathecal 

Intramuscular 

Initial:  10  gr.  per  20  lbs. 

Initial:  100  c.c.  per  20  lbs. 

10  c.c.  less 

than 

volume  of 

cere- 

bro  spinal 
withdrawn. 

fluid 

Sulfanilamide 

Maintenance:  1 gr.  per  lb. 

Maintenance:  100  c.c.  per 

per  24  hrs. 

40  lbs.  every 

divided  in 
4 or  6 doses 

8-12  hrs. 

Prontosil-S. 

1 

c.c.  per  lb.  per  24 
hrs.  divided  in  4 
or  6 doses 

dal  action,26  or  that  the  phagocytic  activ- 
ity of  the  polymorphonuclear  leukocytes 
and  monocytes  is  concerned.19  It  appears 
from  in  vitro  experiments  that  sulfanila- 
mide has  a direct  action  on  certain  bac- 
teria and  that  the  multiplication  of  hemo- 
lytic streptococci  is  inhibited  by  the  drug. 
Although  this  may  occur  in  vivo,  the 
streptococci  may  also  be  damaged,  per- 
mitting phagocytosis  to  occur.  It  is  our 
belief  from  observations  made  on  patients 
with  B.  hemolytic  streptococcus  infections 
that  phagocytosis  is  concerned  in  the  re- 
action but  to  date  definite  proof  of  the 
exact  mechanism  is  lacking. 

The  dosage  and  method  of  administra- 


ache,  hematuria,  hemolytic  anemia,  aci- 
dosis, and  skin  rashes.19’10’28-30  Agranu- 
locytosis has  been  feared  but  no  published 
report  has  included  it  as  a toxic  reaction 
to  the  drug.  Cyanosis  of  the  lips  and 
nail-beds  has  been  the  commonly  ob- 
served reaction  and  considerable  discus- 
sion has  occurred  whether  the  cyanosis 
was  due  to  the  formation  of  sulphemoglo- 
bin  or  metheinoglobin.  A recent  report 
by  Marshall  and  Walzl31  suggests  that 
the  cyanosis  and  dark  color  of  the  blood 
are  due  neither  to  sulphemoglobin  nor  to 
methemoglobin,  but  possibly  are  due  to 
the  presence  of  a black  oxidation  product 
of  the  drug  which  stains  the  red  blood 


December  15,  1938] 


SULFANILAMIDE  THERAPY 


1533 


cells.  Harvey  and  Janeway29  have  re- 
ported the  characteristic  symptoms  and 
laboratory  findings  in  patients  with 
hemolytic  anemia  thought  to  be  a result 
of  sulfanilamide  administration.  The 
hemolytic  crises  observed  in  their  patients 
closely  resembled  those  in  the  cases  of 
Lederer’s  anemia  reported  by  O’Donog- 
hue  and  Witts.32  Hageman  and  Blake30 
have  described  the  symptoms  in  a group 
of  patients  with  febrile  reactions  ob- 
served during  the  course  of  sulfanilamide 
therapy.  A morbilliform  rash  was  ob- 
served at  the  height  of  the  febrile  reac- 
tion in  some  of  their  patients.  They  sug- 
gested that  the  reaction  was  comparable 
to  serum  sickness  as  the  time  interval, 
fever,  and  rash  were  similar  for  the  two 
conditions. 

The  summaries  of  the  patients  treated 
with  sulfanilamide  and  prontosil  at  the 
Infants’  and  the  Children’s  Hospitals 
(Boston)  in  the  past  eight  months  are 
presented  in  the  following  paragraphs : 

Septicemia:  There  were  five  patients 

with  septicemia  caused  by  the  B.  hemolytic 
streptococcus,  all  of  whom  recovered.  The 
septicemia  was  accompanied  by  acute  arth- 
ritis in  two  patients,  by  mastoiditis  and 
lateral  sinus  thrombosis  in  one,  by  acute 
otitis  media  in  one,  and  followed  an  infec- 
tion in  an  arm  injured  by  a clothes  wringer 
in  one.  In  an  infant  twelve  months  of  age, 
with  septicemia  and  acute  arthritis  of  the 
left  hip,  cultures  of  the  blood  were  sterile 
four  days  after  prontosil  and  sulfanilamide 
were  started,  but  because  of  the  septic  hip, 
sulfanilamide  was  administered  for  seventy- 
eight  days.  Slight  cyanosis  of  the  lips  and 
nail-beds  was  the  only  reaction  to  the  drug 
observed.  The  other  patient  with  septicemia 
and  acute  arthritis  had  a sterile  blood  cul- 
ture twenty-four  hours  after  therapy  was 
started  and  the  temperature  was  normal 
three  days  later.  B.  hemolytic  streptococci 
were  cultured  from  pus  aspirated  from  the 
right  hip  on  the  third  day,  but  the  patient 
was  discharged  well  three  weeks  later.  The 
patient  with  septicemia  and  acute  bilateral 
otitis  media  had  a sterile  blood  culture  after 
receiving  sulfanilamide  twenty-four  hours 
and  the  temperature  was  normal  on  the  third 
day.  This  patient  had  hyperpnea  after  re- 
ceiving sulfanilamide  for  five  days  and  the 
carbon  dioxide  combining  power  of  the 
blood  was  thirty-seven  vol.%.  The  eryth- 
rocytes of  the  blood  of  this  patient  dropped 
from  5,000,000  to  2.000,000  per  cu.mm,  after 
receiving  the  drug  for  ten  days.  The  patient 
with  septicemia,  lateral  sinus  thrombosis, 


and  mastoiditis  had  a positive  culture  of  the 
blood  on  six  occasions  in  the  ten  days  fol- 
lowing the  mastoidectomy  and  ligation  of 
the  internal  jugular  vein.  Prontosil  and  sul- 
fanilamide were  given  during  this  time  and 
for  five  days  following  the  last  positive 
blood  culture.  The  patient  with  septicemia 
following  infection  in  the  arm  injured  by 
the  clothes  wringer  had  a positive  blood 
culture  on  two  successive  days  after  ad- 
mission to  the  hospital.  Prontosil  and  sul- 
fanilamide were  started  the  third  day;  the 
blood  culture  was  sterile  and  the  tempera- 
ture was  normal  twenty-four  hours  after 
therapy  was  started.  Cyanosis  of  the  lips 
and  nail-beds  was  observed  in  all  the  pa- 
tients of  this  group. 

Meningitis  secondary  to  Mastoiditis : 
There  were  four  patients  with  mastoiditis 
complicated  by  meningitis.  The  B.  hemolytic 
streptococcus  was  cultured  from  the  mastoid 
in  all  four  patients,  and  in  two  the  B. 
hemolytic  streptococcus  was  also  cultured 
from  the  cerebrospinal  fluid.  The  cerebro- 
spinal fluid  became  sterile  after  twenty-four 
hours  of  treatment  with  sulfanilamide.  All 
four  patients  received  the  drug  intrathecally 
as  well  as  orally  and  subcutaneously.  The 
temperature  was  normal  in  all  patients  after 
the  fifth  day  of  therapy.  Cyanosis  of  the 
lips  and  nail-beds  was  noted  in  the  four 
patients  twenty-four  hours  after  therapy  was 
started.  There  were  no  deaths  in  this  group 
of  patients. 

Acute  otitis  Media:  There  were  eight 
patients  with  acute  otitis  media  caused  by 
the  B.  hemolytic  streptococcus  who  were 
treated  with  sulfanilamide  and  prontosil. 
Two  required  mastoidectomies  after  ade- 
quate therapy  with  the  drugs  had  been 
given.  One  had  otitis  media  associated 
with  scarlet  fever  and  received  sulfanilamide 
for  eighteen  days.  The  culture  of  the  dis- 
charge from  the  ear  became  sterile  during 
the  therapy  but  repeated  x-ray  examination 
of  the  mastoid  revealed  increasing  destruc- 
tion of  the  cells  and  it  w&s  necessary  to  per- 
form the  mastoidectomy.  The  other  patient 
received  sulfanilamide  for  seven  days  after 
admission  to  the  hospital  and  the  mastoidec- 
tomy was  done  three  weeks  later.  In  three 
of  the  other  six,  the  otitis  media  subsided 
in  one  week  or  less  after  treatment  with 
sulfanilamide  was  started.  In  one  patient 
the  ear  continued  to  discharge  for  two 
weeks,  in  one  for  three  weeks,  and  in  one 
for  six  weeks.  Six  of  the  eight  had  cyanosis 
of  the  lips  and  nail-beds  after  receiving  the 
drugs,  and  in  addition  one  patient  was 
drowsy  after  receiving  sulfanilamide  for  five 
days.  It  does  not  appear  from  the  results 
obtained  that  sulfanilamide  is  as  efficacious 
in  the  treatment  of  acute  otitis  media  as  in 


1534 


BENJAMIN  W.  CAREY,  JR. 


[Volume  38 


other  types  of  infections  caused  by  the  B. 
hemolytic  streptococcus. 

Perisinus  abscess  and  Mastoiditis:  One 
patient  who  had  mastoiditis  and  a perisinus 
abscess  caused  by  the  B.  hemolytic  strep- 
tococcus was  treated  with  sulfanilamide  and 
recovered.  The  abscess  was  incised  and 
drained  at  the  time  of  the  mastoidectomy. 
Prontosil  and  sulfanilamide  were  started 
immediately  following-  the  operation.  The 
temperature  was  normal  after  the  third  day 
and  the  patient  made  an  uneventful  recovery. 
Cyanosis  of  the  lips  and  nail-beds  was  ob- 
served in  this  patient. 

Peritonitis:  There  were  four  patients 

with  peritonitis  caused  by  the  B.  hemolytic 
streptococcus,  all  of  whom  died.  The  ages 
of  these  patients  were  two  and  sixteen 
months  and  three  and  ten  years.  One  had 
a liver  abscess  which  was  incised  and 
drained  in  addition  to  the  peritonitis,  and 
from  which  the  B.  hemolytic  streptococcus 
was  cultured.  Incision  and  drainage  of  the 
peritoneal  cavity  was  done  on  the  other 
three.  The  youngest  patient  was  in  ex- 
tremis at  the  time  of  operation  and  died 
eighteen  hours  later,  receiving  prontosil 
only  during  this  period.  The  next  oldest 
patient  lived  two  days  after  the  prontosil 
was  started  and  the  abdomen  was  drained. 
The  patient  with  the  liver  abscess  received 
the  drugs  for  two  weeks,  but  finally  suc- 
cumbed. The  oldest  patient,  a girl  of  ten, 
received  intensive  therapy  with  the  drugs 
for  ten  days,  but  developed  pneumonia  and 
pericarditis  and  died  six  days  after  the  peri- 
toneal cavity  was  incised  and  drained.  Two 
of  these  patients  developed  cyanosis  of  the 
lips  and  nail-beds  as  toxic  effects  of  the 
drugs.  It  has  been  suggested  that  the  mor- 
tality rate  in  B.  hemolytic  streptococcus 
peritonitis  might  be  lowered  if  incision  and 
drainage  of  the  abdomen  were  omitted  and 
intensive  therapy  with  sulfanilamide  alone 
used. 

Erysipelas : There  were  ten  patients  with 
erysipelas  who  were  treated  with  sulfanila- 
mide and  prontosil.  Two  of  these  patients 
died.  Seven  of  the  ten  were  under  six 
months  of  age  and  two  deaths  occurred  in 
this  age  group.  One  patient  who  died  had 
a congenital  malformation  of  the  heart 
which  was  thought  to  be  the  cause  of  death 
as  the  erysipelas  was  improving  at  the  time 
of  death.  The  other  fatality  was  a three 
day  old  infant  with  erysipelas  and  cellulitis 
arising  from  the  penis  following  a circum- 
cision. The  B.  hemolytic  streptococcus  was 
cultured  from  the  blood  and  death  occurred 
after  twelve  days  of  treatment  with  sulfanil- 
amide. Septicemia  was  not  observed  in  the 
remaining  eight  patients.  In  those  who  re- 
covered, the  spread  of  the  erysipelas  was 


halted  within  eighteen  hours  after  therapy 
was  started,  the  lesion  of  the  skin  had  faded 
and  the  temperature  was  normal  by  the 
third  day.  Seven  of  the  ten  had  cyanosis 
of  the  lips  and  nail-beds  after  therapy  was 
started,  and  in  addition  one  of  these  had 
marked  hyperpnea  after  three  days  of  treat- 
ment, which  promptly  disappeared  after  the 
drug  was  stopped. 

Vulvovaginitis : There  were  four  patients 
with  vulvovaginitis  caused  by  the  gonococ- 
cus who  were  treated  with  sulfanilamide. 
The  vaginal  discharge  had  been  present  less 
than  a week  before  the  drug  was  started  in 
two  patients,  two  weeks  in  the  third,  and 
three  weeks  in  the  fourth.  The  therapy  con- 
sisted only  of  sulfanilamide  by  mouth.  The 
vaginal  discharge  disappeared  and  no  go- 
nococci could  be  found  in  a stained  smear 
from  the  vagina  of  three  patients  after  less 
than  a week  of  therapy.  One  has  remained 
free  of  symptoms  five  months  later,  arid  the 
other  two,  one  month  later.  In  the  fourth 
patient  the  discharge  disappeared  and  the 
vaginal  smear  became  negative  for  gono- 
cocci after  five  days  of  therapy  but  recurred 
four  days  later.  The  sulfanilamide  was  con- 
tinued one  month  before  a negative  vaginal 
smear  was  obtained.  One  month  later  the 
gonococci  again  reappeared  in  the  vaginal 
discharge  and  another  course  of  sulfanila- 
mide was  started.  No  gonococci  could  be 
seen  in  a stained  smear  four  days  later  and 
the  smear  remained  negative  during  the  fol- 
lowing six  weeks.  Cyanosis  of  the  lips  and 
nail-beds  was  observed  in  three  of  the  four 
patients  of  this  group. 

Meningococcus  Meningitis : Six  patients 
with  meningococcus  meningitis  were  treated 
with  sulfanilamide.  No  antimeningococcus 
serum  was  administered  to  these  patients. 
All  six  recovered  and  no  sequelae  of  the 
meningitis  occurred.  Four  of  the  six  pa- 
tients were  under  two  years  of  age.  The 
duration  of  the  meningitis  before  treatment 
varied  from  one  to  five  days  and  the  dura- 
tion of  sulfanilamide  treatment  varied  from 
four  to  ten  days.  Only  one  of  the  patients 
received  the  drug  intrathecally.  Two  re- 
ceived sulfanilamide  intravenously.  Intra- 
venous administration  of  the  drug  does  not 
appear  to  be  advisable  unless  the  condition 
of  the  patient  prevents  the  use  of  subcutan- 
eous injections,  as  both  of  these  patients 
developed  a febrile  reaction  and  one  was 
drowsy  during  the  entire  time  of  therapy. 
These  reactions  seemed  to  be  toxic  effects 
of  the  drug.  It  was  also  noted  that  the  drug 
was  excreted  twice  as  rapidly  as  it  was  after 
subcutaneous  administration.  Cultures  of 
the  cerebrospinal  fluid  were  sterile  after 
twenty-four  hours  of  treatment  in  all  six 
patients  and  no  recurrences  of  the  menin- 
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gococcus  in  the  cerebrospinal  fluid  occurred. 
The  meiningococcus  was  cultured  from  the 
blood  in  four  of  the  patients.  Five  of  the 
six  developed  cyanosis  of  the  lips  and  nail- 
beds  after  48  hours  of  treatment.  One  pa- 
tient complained  of  a severe  generalized 
headache  after  receiving  the  drug  three  days 
and  was  slightly  drowsy  with  the  duration 
of  the  headache.  The  toxic  reactions  dis- 
appeared twenty-four  hours  after  treatment 
was  discontinued. 

B.  Proteus  meningitis:  One  patient,  an 

infant  six  weeks  of  age,  with  meningitis 
caused  by  the  B.  Proteus  was  treated  with 
sulfanilamide.  The  patient  had  been  dropped 
while  being  weighed  and  the  symptoms  of 
meningitis  appeared  two  days  later.  Treat- 
ment was  started  with  sulfanilamide  sub- 
cutaneously and  orally  but  cultures  of  the 
cerebrospinal  fluid  were  positive  at  all  times 
during  the  following  seven  weeks  of  drug 
therapy.  Signs  of  hydrocephalus  developed 
after  two  weeks  in  the  hospital,  and  death 
occurred  nine  weeks  after  admission. 

Infections  of  the  Urinary  tract:  Thirteen 
patients  with  infections  of  the  urinary  tract 
were  treated  with  sulfanilamide.  The  drug 
was  given  by  mouth  in  the  dosage  outlined 
earlier,  accompanied  by  an  equal  amount  of 
sodium  bicarbonate.  The  purpose  of  the 
sodium  bicarbonate  was  to  render  the  urine 
alkaline  to  a pH.  of  7.4.  The  pH.  was 
tested  by  the  addition  of  two  or  three  drops 
of  phenol  red  to  five  c.c.  of  urine.  If  the 
urine  assumed  a red  color,  the  proper  alka- 
linity had  been  obtained.  The  fluid  intake  of 
the  patient  was  not  changed  other  than  to 
maintain  it  at  the  proper  volume  for  the 
age  and  weight.  In  a few  instances  it  was 
necessary  to  increase  the  amount  of  sodium 
bicarbonate  to  attain  the  correct  alkalinity 
of  the  urine.  Four  of  the  patients  were 
under  one  year  of  age,  and  the  rest  were 
between  the  ages  of  two  and  twelve  years. 
All  of  the  patients  were  females  except  one, 
a male  infant  three  weeks  of  age.  The 
infection  had  been  present  less  than  a month 
in  nine  of  the  patients,  present  six  months 
in  two  of  the  patients,  four  years  in  one, 
and  ten  years  in  another.  In  every  patient 
the  organism  obtained  from  a culture  of 
the  urine  was  the  colon  bacillus.  In  eleven 
of  the  thirteen  patients  a culture  of  the  urine 
was  sterile  after  two  to  six  days  of  sul- 
fanilamide therapy  and  the  urine  sediment 
had  become  normal  within  one  week  of 
treatment.  In  one  patient,  a female  infant 
seven  months  of  age,  the  colon  bacillus  was 
still  present  after  four  weeks  of  therapy. 
A culture  of  the  urine  of  one  patient  was 
sterile  after  three  days  of  treatment  but 
symptoms  recurred  five  days  after  the  drug 
was  discontinued.  A second  course  of  sul- 


fanilamide was  given  and  four  days  later 
a culture  of  the  urine  was  sterile.  Eight 
days  after  the  second  course  of  the  drug 
was  started  the  patient  developed  a tempera- 
ture of  103°  F.,  and  a morbilliform  rash 
appeared.  The  fever  and  the  rash  were 
thought  to  be  toxic  manifestations  of  the 
drug  as  they  disappeared  rapidly  after  the 
drug  was  discontinued.  Return  visits  to  the 
clinic  have  been  made  by  seven  of  these 
patients  from  two  to  six  weeks  after  dis- 
charge from  the  hospital  and  all  seven  have 
remained  symptom-free  and  have  had  nega- 
tive urine  sediments.  Nine  of  the  thirteen 
patients  developed  cyanosis  of  the  lips  and 
nail-beds  during  treatment  with  sulfanila- 
mide (Tables  II-III). 


Table  II — Results  of  Sulfanilamide 
Therapy 


umber  of 
Patients 

"S 

1 

"2 

1 

"5S 

£ 

s 

p. 

.6 

S 

te; 

as 

Q 

B.  hemolytic  streptococcus  infec- 
tions. 

1.  Septicemia 5 

5 

0 

2.  Meningitis  secondary  to 

mastoditis 4 

4 

0 

3.  Perisinus  abscess  secon- 

dary  to  mastoiditis 1 

1 

0 

4.  Erysipelas 10 

8 

2 

5.  Peritonitis 4 

0 

4 

6.  Acute  otitis  media 8 

Y' 

5' 

Gonococcus  infections 

1.  Vulvovaginitis 4 

3 

1 

Meningococcus  infections 

1.  Meningitis 6 

6 

0 

B.  Proteus  infections 

1.  Meningitis 1 

0 

1 

B.  coli  infections 

1.  Urinary  tract 13 

11 

2 

Total 56 

49 

7 

Table  III — Toxic  Reactions  to 
Sulfanilamide  Therapy 


No.  Cases 


Cyanosis . 43 

Fever 4 

Headache  and  drowsiness 3 

Acidosis 2 

Anemia 1 

Rash 1 


Total 50 


Summary  and  Conclusions 

The  results  of  treatment  with  sulfanil- 
amide and  Prontosil  at  the  Infants’  and 
Children’s  Hospitals  have  been  presented. 
This  group  included  thirty-two  patients 
with  infections  caused  by  the  B.  hemolytic 
streptococcus,  four  with  gonococcus  vul- 
vovaginitis, six  with  meningococcus  men- 
ingitis, one  with  B.  Proteus  meningitis, 
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and  thirteen  with  infections  of  the  urin- 
ary tract  caused  by  the  colon  bacillus. 

From  our  experience  and  the  reports 
of  others,  the  value  of  these  chemical  sub- 
stances in  the  treatment  of  infections 
caused  by  the  B.  hemolytic  streptococcus, 
the  meningococcus,  and  the  gonococcus 
seems  to  be  established. 

The  efficacy  of  sulfanilamide  in  the 
treatment  of  urinary  tract  infections 
caused  by  the  colon  bacillus  is  suggestive 
but  insufficient  evidence  is  available  from 
which  to  draw  definite  conclusions. 

A conservative  attitude  should  be 
adopted  in  forming  conclusions  as  to  the 
value  of  these  drugs  in  the  treatment  of 


infections  caused  by  organisms  other  than 
the  B.  hemolytic  streptococcus,  the  menin- 
gococcus, the  gonococcus,  and  the  colon 
bacillus  until  sufficient  laboratory  evi- 
dence of  their  worth  is  obtained. 

Certain  toxic  manifestations  of  sul- 
fanilamide and  Prontosil  have  appeared 
in  patients  at  the  Infants’  and  the  Chil- 
dren’s Hospitals  in  Boston,  who  were 
treated  with  these  drugs  but  no  reactions 
have  been  observed  which  were  especially 
alarming.  However,  it  should  be  remem- 
bered that  such  reactions  may  occur  and 
care  should  be  exercised  in  the  use  of 
these  drugs. 

300  Longwood  Ave. 
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IT’S  THE  “COST  OF  HIGH  LIVING” 


With  the  statement  that  “from  the  looks 
of  things  it  isn’t  the  lack  of  medical  care 
but  rather  too  much  of  other  necessities  with 
the  luxurious  that  prevent  the  family  bank- 
roll stretching  far  enough.”  The  Milwaukee 
Medical  Times  cites  these  figures: 

In  the  United  States  forty-seven  per  cent 
of  all  families  own  their  homes ; 49.6  per 
cent  own  automobiles;  51.8  per  cent  have 
telephones ; fifteen  per  cent  have  electric 
refrigerators ; 50.3  per  cent  have  vacuum 
cleaners;  41.3  per  cent  have  saving  accounts; 
thirty-four  per  cent  of  the  automobiles  are 
owned  by  families  with  incomes  of  less  than 
$20  per  week;  55.5  per  cent  by  families  with 
incomes  of  less  than  $30  per  week;  73.1  per 
cent  by  families  with  incomes  of  less  than 
$40  per  week ; 88.9  per  cent  by  families  with 
incomes  of  less  than  $60  per  week;  and  two 


per  cent  by  families  with  incomes  of  $100 
a week  or  more. 

Also  it  is  pointed  out  that  it  has  been 
estimated  that  $180,000,000  is  spent  annually 
on  slot  machine  play  and  about  $400,000,000 
on  pin  ball  machines  and  similar  devices. 

No  one  begrudges  families  their  automo- 
biles, homes,  telephones,  vacuum  cleaners, 
etc.,  or  pocket  money  with  which  to  spin 
the  dials  of  slot  machines  (of  course  you 
can’t  beat  ’em"),  but  there  does  seem  to  be 
something  wrong  some  place.  It  would  seem 
as  if  a good  many  families  who  now  claim 
that  they  are  unable  to  meet  ordinary  medi- 
cal costs  could  do  so  readily  if  they  would 
simply  inventory  the  family  budget  and  lop 
off  a few  unnecessary  (although  desirable) 
items  now  being  purchased  on  “easy  credit” 
plans. 


PRIMARY  CARCINOMA  OF  THE  LIVER 


James  R.  Lisa,  M.D.  and  James  Finlay  Hart,  M.D.,  New  York  City 

From  the  Second  Medical  Service  and  the  Pathological  Laboratory , City  Hospital, 
Welfare  Island,  New  York  City  Dept.  Hospitals 


This  communication  is  the  report  of  a 
study  of  twelve  cases  of  primary  car- 
cinoma of  the  liver  met  with  at  autopsy 
at  the  New  York  City  Hospital  from 
May  1,  1911  to  May  1,  1937. 

The  total  number  of  autopsies  per- 
formed during  this  period  was  4,906. 
This  gives  us  therefore  a percentage  of 
0.29  for  primary  liver  malignancy.  Our 
figures  are  within  the  average  reported 
by  observers  dealing  with  European  races 
whereas  in  Orientals  and  Africans  the 
percentage  runs  much  higher,  Yamane1 
finding  it  as  high  as  two  per  cent  in  the 
Japanese.  161  cases  of  secondary  car- 
cinoma of  the  liver  were  found  in  this 
period,  making  the  ratio  of  primary  to 
secondary  one  to  13.5. 

The  histories  of  two  cases  were  de- 
stroyed so  we  will  have  to  confine  our 
clinical  resume  to  the  remaining  ten. 
Furthermore  three  of  the  ten  patients 
were  unconscious  during  their  stay  in  the 
hospital,  consequently  their  histories  are 
incomplete. 

There  were  no  Orientals  in  the  group 
although  we  usually  have  a good  sprin- 
kling of  them  in  the  wards.  Four  of  the 
twelve  were  black,  a higher  per  cent  than 
the  average  in  the  hospital  but  not  enough 
to  be  of  any  significance.  There  were 
nine  males  to  three  females.  This  is 
about  what  other  writers  have  found  and 
is  also  the  usual  sex  ratio  in  series  of 
cirrhosis. 

The  youngest  case  was  thirty-three 
years  old  and  the  oldest  seventy-four. 
The  average  was  fifty-seven  and  the 
greatest  number  (six)  occurred  in  the 
fifties.  In  this  respect  there  was  little 
difference  from  secondary  carcinoma  of 
the  liver  or  cirrhosis. 

We  cannot  say  that  alcohol  was  prom- 
inent in  our  cases.  Three  denied  its  use, 
one  was  an  occasional  beer  drinker,  one 
drank  moderately,  and  only  one  admitted 
excessive  indulgence.  Lues  likewise 
played  a minor  part.  There  was  one 
known  to  be  positive  and  five  negative. 
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There  was  one  history  of  possible  previ- 
ous hepatic  disease.  Several  stated 
definitely  they  had  been  free  from  any 
liver  complaint,  three  were  unable  to  give 
histories,  and  the  tenth,  who  gave  a good 
history,  made  no  mention  of  it. 

In  the  seven  histories  there  were  state- 
ments referable  to  weight  loss.  Observers 
state  it  frequently  happens  that  the  can- 
cerous tissue  grows  so  fast  the  patient 
actually  gains  weight.  On  admission,  one 
was  well-nourished  and  well-developed, 
but  died  about  six  weeks  after  his  ar- 
rival. He  had  become  so  weak  after  a 
month  that  a laparotomy  was  cancelled 
and  a transfusion  was  given  instead.  Two 
cases  entered  the  hospital  emaciated.  One 
died  the  same  day  while  the  other  died 
in  coma  forty  days  later  after  more 
weight  loss.  Four  cases  noted  consider- 
able losses  before  entrance.  One  had  lost 
fourteen  pounds  and  was  then  poorly 
nourished.  He  died  in  coma  one  month 
later  after  a steady  downhill  course.  One 
had  a rapid  onset  one  month  before  admis- 
sion with  marked  loss  of  weight.  One 
stated  he  had  lost  twenty-five  pounds  in 
two  years  and  another  lost  thirty  pounds 
in  twelve  months.  The  other  three  cases 
were  a priori  arteriosclerotic.  One,  sixty- 
six  years  old,  gave  a poor  history,  looked 
chronically  ill,  and  died  two  days  after 
admission.  He  was  noticeably  poorly 
nourished.  One  was  an  elderly  arterio- 
sclerotic who  came  in  with  a hemiplegia 
and  apparently  died  an  arteriosclerotic 
death  in  eight  days.  The  third  was  a 
senile  woman  who  gave  the  appearance 
of  having  lost  weight.  She  was  in  the 
hospital  3J4  months;  her  death  was  more 
arteriosclerotic  than  hepatic. 

Extreme  weakness  has  been  mentioned 
as  an  outstanding  symptom  in  primary 
carcinoma  of  the  liver.  Seven  of  the  ten 
in  our  group  showed  this  condition. 

Gastrointestinal  symptoms  were  not 
obtained  in  four  cases.  One  of  these  had 
no  gastric  complaints  although  he  was 
sick  for  three  months.  Another  was  in 
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the  hospital  for  seven  months  without 
giving  any  symptoms  referable  to  the 
gastrointestinal  tract.  There  were  two 
cases  that  had  only  mild  indigestion.  One 
had  no  early  signs  but  had  diarrhea  with 
vomiting  of  coffee  ground  material  late. 
One  gave  no  history  of  early  gastro- 
intestinal symptoms  but  had  occasional 
right  upper  quadrant  pain  toward  the 
last.  One  at  the  outset  had  epigastric 
pain  that  appeared  when  the  stomach  was 
empty  and  was  relieved  by  eating.  Later 
he  complained  of  great  discomfort  after 
food  and  frequently  vomited  coffee 
ground  material. 

Jaundice  was  definitely  absent  in  four 
cases  and  not  stated  in  one.  It  was  mild 
in  two  and  marked  in  three.  Others  have 
found  about  the  same  proportion  in  their 
series.  Ascites  occurred  at  approximately 
the  same  rate.  There  were  four  negative 
reports  and  one  case  was  not  stated.  In 
three  it  was  marked  and  in  two  it  was 
slight. 

Tenderness  was  recorded  in  only  two 
cases.  The  liver  was  not  tender  in  two 
cases  and  in  six  it  was  not  recorded. 
Seven  livers  were  recognized  as  being 
enlarged,  one  was  negative,  and  one  was 
not  stated.  Six  were  hard,  several  stony 
hard,  while  four  were  unreported. 
Nodules  were  found  in  four,  none  in  one, 
while  there  was  no  report  on  five.  The 
spleen  was  not  felt  in  any  case. 

Several  authors  state  that  a low  grade 
temperature  and  leukocytosis  are  common 
findings  and  a valuable  guide  in  the 
diagnosis.  We  could  not  say  that  from 
our  cases.  One  ran  a low  grade  septic 
temperature  between  100  and  *104°  F. 
Leukocytosis  occurred  in  three  cases.  It 
was  14,000,  19,400,  and  11,000  respec- 
tively. 

Edema  of  the  ankles  was  reported  in 
three  cases.  In  three  it  was  stated  as  not 
found,  and  in  the  remainder  there  was 
no  notation. 

The  duration  of  the  condition  was  not 
stated  in  three  cases.  One  ran  sixteen 
months,  one  thirteen  months,  one  eight 
months,  one  five  months,  one  four  months, 
one  2^  months,  and  one  five  weeks. 

In  one  case  an  antemortem  diagnosis  of 
primary  carcinoma  of  the  liver  was  made. 
It  was  suggested  in  another.  One  was 
thought  to  be  a carcinoma  of  the  head 
of  the  pancreas  with  metastases  to  the 


liver.  One  was  regarded  as  secondary 
carcinoma  from  unknown  sources.  Two 
were  thought  to  be  luetic  cirrhosis.  Three 
cases  were  diagnosed  simply  as  arterio- 
sclerosis. 

Gross  Pathology 

In  ten  cases  the  weight  of  the  liver  was 
given.  In  nine  of  these,  there  was  en- 
largement. One  was  normal,  1350  Gm. 
Five  were  twice  normal  and  four  were 
three  times  the  normal.  One  case  was 
“markedly”  enlarged.  Therefore  none  of 
the  livers  were  shrunken.  The  enlarged 
liver  was  overwhelming  in  predominence 
and  the  extremely  large  liver  was  seen. 

Using  the  gross  classification  of  solitary 
nodular,  multiple  nodular,  and  diffuse,  we 
found  two  of  the  solitary  nodular,  seven 
multiple  nodular,  one  diffuse,  and  two  of 
a mixed  nodular  and  diffuse.  It  would 
seem  from  this  that  the  multiple  nodular 
type  was  the  most  common,  that  it  oc- 
curred in  all  cases  except  of  the  solitary 
nodular  group  and  that  the  diffuse  type 
represented  a stage  of  the  multiple 
nodular  type. 

Umbilication  was  present  in  nine  cases. 
In  this  series  it  was  not  uncommon,  oc- 
curring in  over  half.  It  seems  to  occur 
more  frequently  in  our  group  than  in 
others  in  the  literature  although  it  does 
not  appear  as  frequently  as  in  secondary 
carcinoma. 

There  seemed  to  be  very  little  predilec- 
tion between  the  right  and  left  lobe.  In 
eight  cases  it  was  in  both,  in  two  in  the 
right,  and  in  two  the  left.  Both  of  the 
solitary  nodules  however  were  in  the 
left  lobe. 

It  was  reported  by  Brule2  that  a fixed 
liver  was  a strongly  suggestive  point  in 
the  diagnosis.  While  the  histories  have 
little  to  say  about  this  point,  there  are 
references  to  adhesions  in  the  gross 
pathological  reports.  Nine  cases  showed 
no  adhesions.  The  remaining  three  were 
adherent  to  the  diaphragm,  one  to  the 
pre-vertebral  tissue.  Some  of  these  were 
also  adherent  to  the  spleen,  intestines  or 
gall-bladder  region. 

The  extrahepatic  bile  ducts  were  nor- 
mal in  five  cases  and  not  recorded  in 
four.  In  one  they  were  slightly  dilated. 
In  two  they  were  surrounded  and  con- 
stricted by  neoplastic  masses  at  the  hilum. 
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Jaundice  was  stated  as  being  absent  in 
six  cases.  It  was  present  in  four  and 
not  noted  in  the  other  two.  Ascites  was 
present  in  a somewhat  larger  proportion. 
There  were  eleven  that  showed  fluid  in 
the  peritoneum,  one  being  a hemoperi- 
toneum. 

It  is  generally  noted  that  the  metastases 
are  uncommon  in  primary  carcinoma  of 
the  liver.  In  five  of  the  twelve,  metastases 
were  absent.  In  the  remaining  seven, 
the  commonest  finding  was  enlarged 
lymph  nodes,  present  in  four.  In  one  of 
these,  the  prevertebral  nodes  were  con- 
cerned and  in  another  the  posterior 
mediastinal  nodes.  Metastases  were  found 
in  the  lungs  three  times,  in  the  pleura  two 
times.  In  one  they  were  found  in  the 
adrenal  and  in  another  the  kidney.  The 
hepatic  vein  contained  a mass  in  two  cases 
while  the  portal  vein  and  pulmonary 
artery  were  each  involved  once. 

It  was  quite  surprising  to  find  the 
spleen  within  normal  limits  in  eleven  of 
the  twelve  cases.  In  the  clinical  exam- 
ination, not  one  spleen  was  felt. 

Histological  Anatomy 

The  importance  of  cirrhosis  as  an 
associated  condition  has  been  greatly 
stressed.  In  our  series  the  gross  speci- 
mens showed  considerable  variation.  In 
seven  cases  the  livers  were  markedly 
cirrhotic,  in  one  the  process  was  very 
irregular  in  distribution,  in  two,  the  cir- 
rhosis appeared  slight,  and  in  two  none 
was  evident.  Histological  examination, 
however,  showed  cirrhosis  in  everyone  of 
the  twelve  cases.  The  characteristic 
change  in  architecture  expressing  itself 
as  an  alteration  from  lobules  into  nodules 
could  be  demonstrated  in  each  liver  in- 
cluding those  which  gave  no  gross  evi- 
dence of  cirrhosis.  In  one  case  the 
architectural  change  was  more  prominent 
in  the  region  of  the  malignancy. 

The  neoplastic  changes  were  of  two 
types,  one  of  the  liver  cell  and  one  of  the 
bile  duct.  Five  of  our  cases  were  liver 
cell  carcinomas  and  seven  were  of  the 
bile  duct  variety.  This  is  somewhat  dif- 
ferent from  other  reports  but  may  not 
be  of  significance  because  of  the  limited 
number  of  cases  in  this  series.  The  liver 
cell  type  was  characterized  by  the  arch- 
itectural pattern  of  a nodule  with  cords 


of  cells  and  a prominent  sinusoidal  bed 
and  more  or  less  prominence  of  Kupffer 
cells.  The  bile  duct  type  exhibited  duct 
formation  lying  in  a dense  connective  tis- 
sue which  gave  the  appearance  of  the 
perilobular  fibrosis  of  cirrhosis.  While 
it  was  usually  easy  to  determine  the  type, 
there  was  one  case  where  such  a classifi- 
cation was  more  difficult.  The  malignant 
nests  were  present  in  dense  fibrotic  areas, 
simulation  of  the  nodular  architecture 
was  absent  and  there  were  no  Kupffer 
cells.  Although  true  duct  formation  like- 
wise was  not  seen,  all  the  other  features 
corresponded  to  the  criteria  of  duct  car- 
cinoma. We  found  five  cases,  three  pre- 
dominently  of  the  duct  type  and  two 
predominently  of  the  liver  cell  type  that 
showed  transitions  from  one  type  to  the 
other. 

It  seemed  that  the  cases  with  the  least 
gross  cirrhosis  were  of  the  bile  duct  type. 
We  also  noted  that  two  of  the  bile  duct 
carcinomas  showed  other  changes.  In  one 
there  was  a transition  from  the  high  col- 
umnar epithelium  to  squamous  epithelium 
progressing  to  pearl  formation.  In  the 
second,  the  dense  fibrosis  had  so  com- 
pressed some  of  the  ducts  that  the 
epithelium  had  assumed  a spindle  shape. 

Discussion 

It  would  seem  that  among  occidental 
people  primary  carcinoma  of  the  liver  is 
comparatively  rare.  Its  distribution  how- 
ever is  general  and  therefore  it  may  be 
encountered  at  any  time.  If  one  deals 
with  certain  groups  of  Orientals  it  will 
be  found  as  much  as  ten  times  as  fre- 
quently. We  note  that  all  our  cases  are 
in  the  older  age  group.  We  also  note  that 
there  is  a marked  absence  of  the  com- 
monly accepted  causes  of  liver  disease 
either  acute  or  chronic.  There  was  only 
one  instance  when  an  etiological  factor 
could  have  been  accused.  In  case  three, 
the  man  gave  a history  of  an  acute 
hepatitis  following  exposure  to  hydro- 
chloric acid  fumes,  which  progressed  into 
a subacute  form  and  then  into  a true 
cirrhosis.  We  were  surprised  to  find  so 
little  syphilis  present  and  such  a lack 
of  alcoholic  addiction. 

While  there  was  considerable  evidence 
of  loss  of  weight  and  of  extreme  weak- 
ness it  did  not  seem  to  us  to  be  different 
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from  that  of  secondary  carcinoma  of  the 
liver.  We  could  not  say  that  the  rapidity 
of  the  disease  was  any  greater  than  that 
of  the  secondary  form. 

Clinically  our  cases  fell  into  two  groups. 
The  larger  one,  eight  in  number,  showed 
at  some  time  liver  involvement  although 
one  of  these  entered  the  hospital  as  a 
decompensated  cardiac  case,  was  classified 
as  syphilitic  aneurism,  and  treated  as 
such  throughout  his  hospital  stay.  The 
other  group — two  cases — gave  no  clinical 
evidence  of  liver  disease.  They  were  listed 
as  arteriosclerosis  and  the  carcinoma  of 
the  liver  was  not  found  until  the  post- 
mortem had  been  performed. 

Jaundice  was  found  in  about  half  the 
cases.  It  has  been  remarked  that  the 
livers  so  completely  studded  with  abnor- 
mal growths,  show  comparatively  little 
jaundice.  This  fact  helps  to  shed  light 
on  the  mechanism  of  jaundice  formation. 
We  generally  accept  today  that  acute 
hepatic  disease  is  accompanied  by  jaun- 
dice when  a certain  degree  of  injury  is 
reached.  This  is  believed  to  be  due  either 
to  an  obstruction  to  the  flow  of  bile  or 
to  an  injury  to  the  cell  cords  in  the 
lobule  which  allows  the  bile  to  pass  into 
the  perisinusoidal  lymph  spaces  and  so 
gain  the  general  circulation.  In  chronic 
liver  disease,  jaundice  is  not  so  commonly 
found.  In  Laennec’s  cirrhosis,  which 
constitutes  the  greatest  group  of  chronic 
cases,  we  find  little  or  no  jaundice  ex- 
cept perhaps  in  the  terminal  stage.  The 
change  in  the  architecture  as  found  in 
these  cases  evidently  creates  no  pressure 
on  the  bile  duct  or  the  bile  duct  radicles, 
nor  does  it  predispose  to  the  seepage  of 
the  bile  into  the  perisinusoidal  lymph 
spaces.  In  secondary  carcinoma  of  the 
liver,  jaundice  is  a common  symptom. 
Here  the  jaundice  is  generally  accepted 
to  be  obstructive  in  type  with  the  ob- 
struction due  to  pressure  of  enlarged 
glands  in  the  transverse  fissure  of  the 
liver.  Biliary  cirrhosis,  which  constitutes 
but  a small  percentage  of  chronic  liver 
conditions,  invariably  presents  jaundice. 
This  is  due  to  obstruction  and  infection 
of  the  bile  ducts. 

In  primary  carcinoma  we  have  what 
might  be  considered  a combination  of 
Laennec’s  cirrhosis  and  carcinomatous 
growths  in  the  organs.  The  behavior  of 
the  cirrhosis  towards  jaundice  is  modified 


by  the  behavior  of  the  neoplastic  masses. 
The  finding  of  metastases  in  the  draining 
lymph  nodes,  including  those  of  the  trans- 
verse fissure  of  the  liver  in  a number  of 
our  cases,  points  towards  the  influence  of 
the  carcinoma  on  the  jaundice.  The  jaun- 
dice in  these  cases  is  due  then  very  largely 
to  extrahepatic  obstruction. 

The  ascites  which  occurs  in  about  the 
same  number  of  cases  as  the  jaundice 
may  have  been  brought  about  by  the 
pressure  on  the  portal  vein  in  the  trans- 
verse fissure.  However,  the  presence  of 
cirrhosis  suggests  a competent  cause  of 
ascites.  Practically  all  cases  of  Laennec’s 
cirrhosis  will  develop  ascites  if  they  do 
not  develop  some  intercurrent  condition. 
The  change  in  architecture  which  inter- 
feres with  the  circulation  in  the  intra- 
hepatic  portal  vein  radicles  is  the  probable 
reason  for  the  transudation. 

The  comparative  absence  of  gastro- 
intestinal symptoms  makes  one  feel  that 
we  cannot  depend  on  them  as  an  aid  in 
the  diagnosis.  It  also  suggests  that  a 
liver  may  be  silent  and  still  harbor  a 
primary  growth.  Further  one  might  de- 
duce that  a primary  lesion  can  occur  in  a 
liver  that  is  but  slightly  damaged. 

In  those  cases  where  the  liver  gave 
objective  signs  we  note  that  (it  was 
markedly  enlarged.  The  gross  examina- 
tion of  the  liver  bears  out  this  finding 
and  added  to  this  was  the  fact  that  all 
the  livers  but  one  were  found  to  be  greatly 
enlarged.  This  enlargement  could  be  ac- 
counted for  by  the  carcinomatous  nodules 
which  in  most  cases  were  widely  dis- 
tributed throughout  the  liver  and  which 
are  known  to  grow  with  great  rapidity. 
Evidently  the  neoplastic  masses  have  little 
difficulty  in  pushing  out  the  substance  of 
the  organ  as  they  grow  and  this  seems  to 
be  true  in  the  advanced  cirrhosis  as  well 
as  in  the  noncirrhotic. 

Hard  nodules  are,  of  course,  very  reli- 
able guides  to  carcinoma  of  the  liver. 
When  found  they  are  valuable  in  the 
diagnosis.  There  was  no  evidence  of  a 
recognizable  pedunculated  solitary  tumor 
in  our  series  as  has  been  reported  several 
times. 

There  are  a number  of  reports  in  the 
literature  of  finding  the  liver  enlarged 
upwards  into  the  thorax.  The  x-ray 
shows  a high  position  of  the  right  dia- 
phragm and  a dome-shaped  line  directly 
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above  the  liver.  We  did  not  get  any 
history  that  had  such  an  x-ray  done  but 
to  us  it  seems  worthy  of  investigation. 

The  clinical  diagnosis  of  primary  car- 
cinoma of  the  liver  is  difficult.  In  our 
series,  one  case  was  diagnosed  ante- 
mortem and  in  one  it  was  suggested. 
While  we  appreciate  it  has  been  found  in 
childhood  and  early  adult  life,  our  cases 
are  limited  to  the  later  decades.  It  is 
more  frequent  in  males.  It  gives  no  sug- 
gestive history.  An  enlarged  hard  nodular 
liver  with  no  evidence,  either  from  physi- 
cal examination  or  x-ray  studies,  of  any 
primary  cancer  outside  the  organ  is 
strong  presumptive  evidence.  The  pres- 
ence of  cirrhosis  adds  weight  to  the 
possibility.  Such  a picture  showing  a 
very  rapid  course  with  great  emaciation 
and  weakness  is  the  commonest  form. 
There  is  a type  reported  frequently  in 
the  literature  where  a sudden  hemorrhage 
into  the  peritoneum  comes  on  accom- 
panied by  severe  pain  and  prostration. 
We  did  not  see  any  of  these  in  which  the 
clinical  history  was  available.  Not  one 
of  these  signs  or  symptoms  may  be 
present  and  the  diagnosis  then  can  be 
made  only  at  autopsy. 

The  pathological  diagnosis  is  relatively 
easy.  The  presence  in  the  liver  of  a 
malignant  growth  where  a primal  site  in 
other  organs  cannot  be  demonstrated,  is 
strong  presumptive  evidence  of  primary 
carcinoma  of  the  liver.  When  it  is  as- 
sociated with  definite  gross  evidence  of  a 
cirrhotic  process,  this  possibility  is 
strengthened.  If  the  tumor  masses  show 
marked  tendency  to  umbilication,  origin 
from  the  liver  cell  is  probable.  If  the 
masses  tend  to  be  solid  with  umbilication 
limited  or  absent,  the  tumor  is  more 
liable  to  be  of  the  bile  duct  type.  A 
tendency  to  involve  the  vein  with  malig- 
nant growth  suggests  a liver  cell  variety 
while  metastases  to  the  hepatic  lymph 
nodes  and  freedom  of  extension  into  the 
vein  suggests  one  of  the  bile  duct. 

Histological  characteristics  are  typical. 
The  liver  cell  type  reproduces  the  liver 
nodule  while  the  bile  duct  carcinoma  re- 
produces the  duct  lying  in  dense  connec- 
tive tissue. 

The  pathogenesis  of  primary  liver  cell 
carcinoma  is  not  established  as  yet.  Two 
possibilities  have  been  advanced.  Because 
it  has  been  found  in  infancy  and  because 


it  occurs  as  solitary  nodules,  it  has  been 
thought  to  be  malignant  transformation 
of  adrenal  rests.  We  are  not  inclined  to 
this  hypothesis.  It  seems  to  us  that  if 
this  were  the  case,  one  would  find  a more 
frequent  occurrence  of  these  rests  in 
routine  autopsies. 

Because  cirrhosis  is  so  closely  associated 
with  this  form  of  liver  cancer,  it  has  been 
suggested  as  a predisposing  cause  by  some 
and  as  a result  by  others.  One  of  our 
cases,  a cholangiocarcinoma,  showed  the 
cirrhosis  limited  to  the  neighborhood  of 
the  carcinomatous  mass.  This,  however, 
was  the  unusual  finding.  All  the  other 
cases  were  markedly  cirrhotic  even  in  the 
areas  that  were  free  from  neoplastic 
changes.  We  concluded  largely  from  this 
that  the  cirrhosis  preceded  the  carcinoma. 

We  observed  definite  evidence  of  transi- 
tion from  the  nodule  to  the  liver  cell  car- 
cinoma and  from  the  proliferating  bile 
duct  to  the  bile  duct  carcinoma.  This 
seemed  to  be  quite  consistent  with  the 
present  day  knowledge  of  cirrhosis.  It 
is  generally  believed  that  the  paren- 
chymal cell  is  the  most  vulnerable  struc- 
ture in  the  liver,  that  it  becomes  necrosed 
when  extra  amounts  of  hepatic  toxins 
are  brought  to  the  organ  and  that  it 
regenerates  rapidly  and  indefinitely  to 
make  up  for  losses.  When  the  injury  is 
great  enough  there  is  a loss  of  a large 
number  of  the  cells  of  the  lobule  and 
after  autolysis  occurs,  the  lobule  collapses. 
The  biological  urge  to  reproduce  enough 
cells  to  replace  the  losses  now  begins  and 
the  cells  reproduce  rapidly  but  are  ham- 
pered in  their  growth  by  the  collapse,  and 
now  form  a nodule.  At  the  same  time 
the  parenchymal  cells  reproduce,  the  cells 
in  the  bile  ducts  proliferate.  This  is 
quite  an  active  process  with  an  increase 
in  the  number  of  ducts  either  apparent 
or  real  growing  throughout  the  connective 
tissue. 

It  would  appear  that  this  proliferation 
of  the  bile  ducts  is  a reversion  to  the 
embryological  procedure.  In  fetal  life  it 
is  generally  conceded  by  embryologists 
that  the  parenchymal  cells  originate  from 
the  duct  cells.  After  birth,  however,  this 
connection  is  not  positive.  A number  of 
observers  believe  that  it  still  holds  true 
and  there  are  some  facts  that  are  in  its 
favor.  Because  the  cells  of  the  bile  duct 
which  are  in  apposition  to  the  periphery 
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of  the  lobule  become  active  and  form  a 
bulbous  end,  and  because  all  growth  of 
the  parenchymal  cells  occurs  adjacent  to 
these,  it  is  held  that  there  is  a transition 
from  one  to  the  other.  Many  careful 
observers  however,  have  been  unable  to 
find  any  of  these  transitional  forms.  We 
feel  that  there  is  no  transition  between 
these  two  forms  of  cells.  We  are  strongly 
influenced  in  our  belief  by  the  behavior 
of  the  bile  ducts  in  the  case  of  Whipple3 
which  showed  many  proliferating  ducts 
which  had  entered  the  nodule  to  a con- 
siderable distance  without  producing  any 
parenchymal  cells. 

In  cirrhosis  there  is  regeneration  of  the 
parenchymal  cells  with  nodule  formation 
and,  at  the  same  time,  proliferation  of  the 
bile  ducts.  Cirrhosis,  in  the  majority  of 
cases,  is  a continuous  process  of  loss  of 
parenchymal  cells  with  regeneration  of 
new  ones  to  replace  those  destroyed.  The 
two  points  where  the  greatest  reproduc- 
tive activity  occurs  is  where  we  find  our 
two  types  of  primary  carcinoma  of  the 
liver.  It  would  seem  that  the  cancer  was 
associated  with  the  regenerative  function 
of  the  liver  and  because  there  is  a con- 
tinuous regeneration  under  abnormal 
conditions,  one  would  be  justified  in  be- 
lieving that  the  regenerative  function  was 
altered  by  the  cirrhosis  and  brought  about 
a carcinomatous  growth. 

The  question  of  unicentric  or  multi- 
centric origin  of  primary  carcinoma  of 
the  liver  is  of  interest.  In  the  case  of  the 
solitary  nodular  form,  the  evidence  is 
strong  for  the  unicentric  origin.  How- 
ever, in  the  multiple  nodular  form  the 
picture  points  strongly  toward  the  multi- 
centric origin.  The  case  quoted  by  Coun- 
cellor  and  Mclndoe4  presents  a definite 
evidence  to  prove  this  conception.  In 
our  cases  it  was  more  difficult  to  be  cer- 
tain of  multicentric  origin.  In  some  of 
the  liver  cell  carcinomas,  however,  the 
histological  evidence  pointed  strongly  to 
the  multicentric  origin.  At  present  we 
believe  that  either  type  of  origin  may 
occur. 


Metastases  were  more  frequent  in  our 
cases  in  the  liver  cell  than  in  the  duct 
type  and  tended  to  be  almost  exclusively 
in  the  lungs.  In  the  duct  carcinomas  the 
metastases  were  largely  lymphatic  and 
much  more  infrequent,  occurring  in  one- 
third  of  the  cases,  in  contrast  to  two- 
thirds  of  the  liver  cell  type.  The  liver 
cell  type  of  carcinoma  tends  to  metast- 
asize through  the  blood  stream,  the  duct 
carcinoma  through  the  lymphatic  chan- 
nels. There  were  single  cases  in  each 
group  that  showed  additional  metastases 
similar  to  those  of  the  other  type. 

Conclusions 

We  have  presented  twelve  cases  of 
primary  carcinoma  of  the  liver.  The 
histories  of  ten  have  been  reviewed.  The 
pathological  findings,  both  gross  and  mi- 
croscopic, have  been  recorded.  We  were 
unable  to  recognize  any  characteristic 
clinical  picture  in  this  series,  neither  was 
any  common  etiological  factor  found.  An 
enlarged  liver  was  the  common  finding, 
whereas  the  spleen  was  enlarged  only 
once.  This  was  of  special  interest  as  all 
our  cases  showed  cirrhosis.  Although  all 
our  cases  pointed  toward  multicentric 
origin,  we  believe  it  may  also  occur  in  a 
unicentric  manner.  Metastases  were  not 
common  but  occurred  more  frequently  in 
the  liver  cell  type  where  they  were  found 
almost  exclusively  in  the  lungs.  The  liver 
cell  type  tends  to  metastasize  through  the 
blood  stream  while  the  bile  duct  car- 
cinoma tends  to  metastasize  through  the 
lymphatic  channels. 
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The  purpose  of  this  contribution  is  to 
emphasize  the  importance  of  sarcoidosis 
as  a recently  recognized  clinical  picture, 
masquerading  as  tuberculosis,  syphilis, 
and  lepra.  Very  often  when  the  systemic 
involvement  is  localized  in  the  upper 
respiratory  organs,  as  in  this  case,  the 
mistaken  diagnosis  of  laryngeal  tubercu- 
losis may  be  made,  notwithstanding  the 
fact  that  the  diagnosis  and  prognosis  of 
the  two  conditions  are  widely  different. 

At  the  turn  of  the  century,  Boeck  de- 
scribed a new  clinical  picture  under  the 
name  of  “multiple  benign  sarcoid  (lupoid) 
of  the  skin.”  These  sarcoids  had  in  reality 
nothing  in  common  with  true  sarcoma, 
resembling  it  neither  in  gross  appearance, 
histologically,  nor  in  its  clinical  course. 
The  name  sarcoid  was  derived  from  two 
Greek  roots  meaning  “flesh”  and  “form.” 

Internists  are  now  concerning  them- 
selves with  the  systemic  manifestations 
of  a group  commonly  classified  as  sar- 
coidosis. Included  in  this  group  are 
Boeck’s  and  Darier’s  sarcoids  and  many 
others.* 

It  was  Boeck1  who  first  established  a 
morphological  entity  which  he  described 
under  the  name  sarcoid,  the  essential  mor- 
phological feature  being  a group  of  nodu- 
lar lesions.  However,  it  soon  became 
apparent  that  this  concept  of  the  eruption 
was  not  sufficiently  inclusive,  and  a sub- 
cutaneous variety  referred  to  as  the 
Darier-Roussy  sarcoid  gained  recognition 
within  a few  years.  Boeck2  recognized 
that  the  lymph  nodes  and  the  lungs  might 
be  involved,  and  Kuznitzky  and  Bittorf3 


♦Among  these  are:  lupus  pernio  (Besnier- 
Tennison),  erythema  induratum  (Bazin),  tuber- 
culosis nodularis  of  the  hypoderm  (Wende), 
benign  lymphogranulomatosis  (Schaumann),  an- 
giolupoid  (Brock-Pautrier),  uveo-parotid  fever 
(Heerfordt),  and  osteitis  tuberculosa  multiplex 
cystoides  (Jungling). 


described  in  detail  the  forms  of  the  pul- 
monary lesions  that  might  occur.  Krei- 
bich,4  Jungling,5  Schaumann,6  Kissmeyer,7 
Pautrier,8  and  many  others  have  described 
cases  of  systemic  involvement. 

The  features  now  recognized  as  char- 
acteristic of  this  group  may  be  divided 
into  the  (1)  internal  medical  aspects,  (2) 
clinical  picture,  and  (3)  histological  pic- 
ture. 

1.  Internal  medical  aspects:  The  sys- 
temic involvement,  the  possibility  of  pul- 
monary tuberculosis  coincident  with 
sarcoidosis,  and  the  confusion  of  the  diag- 
nosis with  syphilis  and  leprosy  make  sar- 
coidosis a disorder  of  increasing  interest 
from  the  viewpoint  of  internal  medicine. 

Kuznitzky  and  Bittorf3  reported  the 
first  case  of  systemic  sarcoidosis  in  1915. 
Since  then,  there  have  been  reports  of 
the  disorder  with  associated  lesions  of  the 
mucous  membranes,  bones,  lungs,  and  the 
brain.  Goeckerman9  reported  finding 
systemic  lesions  in  six  of  a series  of 
seventeen  cases;  and  Nomland10  in  three 
of  a series  of  six,  of  which  three  of  the 
four  tested  gave  a positive  reaction  to 
tuberculin,  with  focal  reactions  in  two. 
There  have  been  instances  also  where  sys- 
temic complaints  antedate  the  onset  of 
the  dermatosis;  and  it  is  probable  that, 
as  the  systemic  nature  of  the  disease  be- 
comes more  generally  known,  systemic 
lesions  will  be  found  in  an  even  greater 
proportion  of  the  cases. 

About  ten  per  cent  of  the  reported 
cases  have  had  coincident  or  subsequently 
developing  tuberculosis  of  the  lungs  or 
other  internal  organs,  and  there  is  a grow- 
ing tendency  to  consider  tuberculosis  as 
the  etiological  agent,  although  this  is  dif- 
ficult to  prove.  One  of  the  problems  to 
be  solved  in  this  connection  is  the  nega- 
tive reaction  to  tuberculin  as  an  illustra- 
tion of  specific  anergy,  due  to  the  neu- 
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tralization  of  the  tuberculo-pyrine  of 
Eber-Sahli  by  the  anticutin  or  procutin 
found  in  the  serum  and  in  the  lesions 
themselves  by  Martenstein  and  Noll.11 

There  has  never  been  any  absolute 
proof  of  the  tuberculous  etiology  of  sar- 
coidosis, although  some  evidence  would 
seem  to  point  in  that  direction.  Kyrle12 
and  Wende  have  demonstrated  tubercle 
bacilli  in  sarcoid  lesions  in  only  two  in- 
stances, and  continued  efforts  along  this 
line  have  failed  to  confirm  these  findings. 

Experimental  studies  have  shown  that 
the  epithelioid  cell  response — i.e.,  sarcoid 
response — may  be  caused  by  the  presence 
of  lipoids  of  wax-like  substance  in  the 
bacilli  of  tuberculosis.  Ray  and  Ship- 
man13  found  a similar  substance  in  grass 
and  in  colon  bacilli,  and  produced  a sar- 
coid reaction  with  it.  Sabin14  produced 
the  sarcoid  reaction  with  the  lipoid 
fraction  of  phosphatide,  while  Krause15 
pointed  out  that  sarcoid  formation  is  the 
first  response  to  an  animal  free  from  tu- 
berculosis (pre-existing  or  active)  to  liv- 
ing or  dead  tubercle  bacilli,  later  altered 
when  allergy  to  the  tuberculo-pyrines  de- 
velops. Hence  it  would  seem  that  sarcoid 
formation  is  not  a specific  response  to  the 
tubercle  bacilli,  but  a foreign  body  re- 
action. 

A study  of  many  recent  cases  of  sar- 
coidosis shows  that  it  is  most  usually  con- 
fused with  syphilis  and  leprosy.  Syphilis, 
a possibility  in  almost  every  doubtful 
dermatosis,  can  be  ruled  out  by  negative 
laboratory  and  therapeutic  tests.  How- 
ever, Kissmeyer7  and  Nielsen16  have 
pointed  out  that  the  bone  lesions  in  sar- 
coidosis resemble  no  condition  but  leprosy, 
and  consider  sarcoidosis  an  infectious 
granuloma  more  closely  related  to  lepra 
than  to  tuberculosis.  Filho17  states  that 
the  entire  sarcoid  syndrome  may  be  found 
in  leprosy,  including  the  dermal  lesions, 
lymph  node  involvement,  cystic  bone 
lesions,  histologic  picture  and  anergy  to 
tuberculin.  Moreover,  Murdoch  and  flut- 
ter18 point  out  that  even  the  marbled 
appearance  of  the  lungs  which  Long- 
cope19  considers  pathognomonic  for  sar- 
coidosis is  often  found  in  leprosy. 

2.  Clinical  picture:  The  type  of  sar- 
coid most  frequently  encountered  in  gen- 
eral practice  is  erythema  induratum 
{Bazin).  The  broadening  of  the  concept 
of  erythema  induratum  (Bazin)  was  based 


Fig.  1.  Extensor  surface  of  forearm  near  el- 
bow, showing  five  sarcoid  nodules  in  various 
degrees  of  development — infiltrative,  ulcerative, 
and  scariform  with  atrophy. 

largely  upon  the  clinical  picture.  Bazin 
described  it  as  a disorder  exhibiting  red, 
indurated,  walnut-sized  nodules,  usually 
on  the  lateral  aspects  of  the  legs,  but  in 
some  instances  involving  also  the  arms 
and  the  face.  The  nodules  are  located  in 
the  cutis  or  subcutis  and  are  more  or  less 
sharply  defined  from  the  surrounding  tis- 
sues, and  tender  to  the  touch.  However, 
Hardy  and  Hutchinson  described  under 
erythema  induratum,  ulcerating  nodules; 
Fournier,  Hartung  and  Alexander  found 
large  discoid  infiltration;  Pinkus,  Wolfe 
and  Pringle,  distinct  orbicular  groupings ; 
deviations  from  symmetrical  localization 
being  observed,  as  well  as  instances  in- 
volving only  the  trunk.  Finally,  a com- 
bination of  all  these  variants  was  recog- 
nized ; and  in  view  of  the  extensive  broad- 
ening of  the  clinical  picture  of  this  sup- 
posed entity,  the  sharp  limits  of  the  whole 
series  of  these  dermatoses  became  more 
vague. 

Nevertheless,  we  find  Pautrier,8  among 
others,  attempting  to  distinguish  sharply 
between  erythema  induratum  (Bazin)  and 
the  Darier-Roussy  sarcoid.  He  holds  that 
erythema  induratum  is  confined  to  younger 
patients,  is  localized  upon  the  legs,  is  of 
smaller  size,  and  has  a more  rapid  period 
of  evolution.  However,  even  he  admits 
that  the  clinical  appearance  of  the  two 
supposed  entities  is  so  similar  that  it  is 
often  almost  impossible  to  distinguish  be- 
tween them — there  is  only,  as  he  states,  a 
“nuance”  of  difference. 

3.  Histological  picture:  The  predomi- 
nant feature  of  sarcoids  is  the  naked 
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epithelioid  tubercle  with  practically  no 
tendency  towards  necrosis.  Vascular  par- 
ticipation and  a few  foreign  body  giant 
cells  are  seen  in  erythema  induratum 
(Bazin). 

Case  Report 

Patient  was  a well-nourished  female,  aged 
thirty-nine,  Porto  Rican,  first  seen  in  May 
1930. 

Chief  complaint : Eruption  on  legs. 

Past  history:  Married  seven  years.  Two 
healthy  children.  No  miscarriages.  Wasser- 
mann  repeatedly  negative.  No  history  of 
tuberculosis  by  patient  or  her  family. 

Present  illness:  When  first  observed,  the 
patient  presented  a dermatosis  on  the  legs, 
consisting  of  violaceous  red  indurated  no- 
dules, tender  to  pressure,  ranging  in  size 
from  that  of  a dime  to  that  of  a silver  dollar, 
and  situated  subcutaneously.  The  diagnosis 
of  erythema  induratum  (Bazin)  was  sug- 
gested. 

Two  years  later,  the  patient  consulted  the 
Nose  and  Throat  department  because  of 
hoarseness  and  difficulty  in  breathing.  Ex- 
amination revealed  small  granulomatous 
lesions  in  the  nasal  septal  mucosa.  These 
were  not  friable  and  did  not  bleed  upon 
palpation.  Similar  superficial  lesions  were 
encountered  upon  the  laryngeal  surface  of 
the  epiglottis  and  soft  palate.  A biopsy 
specimen,  taken  from  the  nose  was  reported 
as  showing  the  changes  of  tuberculosis. 
Examination  by  the  Internal  Medical  de- 
partment revealed  a hepatosplenomegaly. 
The  dermatosis  at  this  time  consisted  of 
bluish  red,  slightly  tender  subcutaneous 
nodules,  located  upon  the  arms  and  back. 


Fig.  2.  Photomicrograph  of  biopsy  from  pha- 
rynx. Low  power.  Naked  epitheliod  tubercles. 


The  lesions  showed  evidence  of  a superficial 
erosion  of  the  epidermis,  the  latter  becoming 
more  pronounced  after  the  administration  of 
neoarsphenamine.  The  condition  was  diag- 
nosed as  sarcoid  of  Darier-Roussy. 

It  was  also  learned  that  about  eight  months 
previously,  she  had  experienced  an  hemopty- 
sis, and  during  the  past  year  she  had  lost 
about  forty  pounds  in  weight.  Occasional 
coughing  spells  without  fever  had  occurred. 
It  was  suggested  by  the  medical  department 
that  radiotherapy  be  used,  inasmuch  as  such 
mucous  membrane  lesions  seem  to  respond 
well  to  this  form  of  therapy. 

Present  dermatological  status:  There  is 
an  eruption  on  the  arms  and  on  the  superior 
aspect  of  the  back,  consisting  of  bluish  red 
lesions,  nodular  to  the  touch,  situated  in 
the  subcutaneous  tissues,  and  extending  to 
involve  the  superficial  layers  of  the  skin 
with  resultant  depressions  and  scar  forma- 
tion. The  size  of  the  nodules  ranged  from 
that  of  a pea  to  that  of  a hen’s  egg.  Patho- 
logical examination  of  one  of  the  lesions 
obtained  by  biopsy  revealed  evidence  of 
tuberculous  granulations  resident  in  the  sub- 
cutaneous tissue. 

The  von  Pirquet  reaction  was  negative 
upon  two  occasions.  The  Mantoux  test 
showed  the  following  results:  1:1,000,000 
negative;  1:10,000  slightly  positive;  1:1,000 
moderately  positive.  Three  weeks  later,  the 
Mantoux  test  1 : 1,000  was  still  visible. 

By  April  1933,  the  cutaneous  lesions  were 
in  the  process  of  involution.  This  result 
apparently  took  place  under  the  influence  of 
generalized  ultraviolet  irradiation. 

Treatment  between  1932  and  1937  con- 
sisted of  x-ray  and  radium  to  the  nose, 
pharynx,  and  larynx,  with  excellent  results, 
eventuating  in  a complete  final  involution 
of  the  lesions. 

Early  in  1937,  the  patient  was  treated  in 
another  hospital  for  pneumonia.  Tubercle 
bacilli  were  not  found.  Chest  x-rays  showed 
minor  changes,  but  pathognomonic  for  sar- 
coidosis. Hilar  shadows  were  increased  bi- 
laterally, but  more  on  the  left.  The  lung 
markings  were  exaggerated,  leading  to  an 
impression  of  a marble-like  picture,  indica- 
tive of  sarcoidosis;  as  a consequence,  the 
heart  limits  were  not  as  sharply  delineated 
as  would  be  normal.  X-rays  previously  taken 
(1932)  had  shown  no  abnormalities. 

In  August  1937,  the  patient  was  admitted 
to  another  hospital  with  epistaxis  of  one 
day’s  duration,  plus  the  appearance  of  black 
and  blue  marks  over  the  entire  body,  the 
latter  being  of  two  weeks’  duration.  Nu- 
merous scattered  petechial  hemorrhages  were 
found,  as  well  as  many  large  purpuric  spots. 
The  conjunctivae  were  studded  with  pete- 
chiae.  The  buccal  mucosa,  palate,  and  tongue 
all  showed  petechial  hemorrhages  and  pur- 
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puric  spots.  The  blood  count  was  as  follows : 
R.B.C.  3,960,000,  Hb.  seventy  per  cent, 
w.b.c.  4,400.  There  were  no  platelets.  The 
blood  chemistry  was  normal.  The  sedimenta- 
tion rate  was  seventy-five.  The  urine  was 
normal. 

A sternal  puncture  revealed  little  bone- 
marrow  and  complete  absence  of  platelets 
and  megakaryocytes.  Intradermal  snake 
venom  test  was  markedly  positive.  The  pa- 
tient was  given  a transfusion  of  500  c.c. 
of  blood,  and  the  bleeding  stopped.  Platelets 
reappeared  in  the  peripheral  blood  stream 
and  rose  slowly  to  128,000  five  weeks  after 
admission.  The  white  count  was  normal  or 
slightly  diminished  throughout.  There  was 
a temperature  of  101.6°  for  a few  days. 
X-ray  studies  of  the  bones  revealed  no 
pathological  changes.  Four  months  later, 
the  blood  count  was  R.B.C.  4,350,000,  Hb. 
seventy-eight  per  cent,  w.b.c.  8,600,  platelets 
320,000. 

With  certain  exceptions,  the  course  of 
this  case  is  quite  typical  in  its  general 
outline,  resembling  other  cases  of  systemic 
sarcoidosis  presented  in  the  literature  by 
Kuznitzky  and  Bittorf,  Kyrle,  Goecker- 
man, Boeck,  and  others.  However,  this 
case  is  of  special  interest  on  account  of 
(1)  the  association  with  nasal,  pharyngeal, 
and  laryngeal  granulomas  which  responded 
to  radiation;  (2)  our  inability  to  demon- 
strate the  focus  from  which  the  process 
had  disseminated;  and  (3)  the  appearance 
of  a complicating  thrombocytopenic  pur- 
pura, the  relation  of  which  is  not  clear  in 
respect  to  the  general  condition  shown  by 
this  patient.  It  is  true,  however,  that  oc- 
casional examples  of  thrombocytopenic 
purpura  have  been  encountered  in  cases 
of  disseminating  miliary  tuberculosis.  We 
were  quite  unsuccessful  in  the  treatment 
of  this  case  with  neoarsphenamine  and 
Fowler’s  solution. 

The  case  herewith  reported  is  of  inter- 
est for  the  following  reasons : 

1.  The  case  was  studied  for  eight  years. 
During  the  first  three  or  four  years,  the 
systemic  lesions  of  the  nose,  larynx,  liver, 
and  spleen  were  regarded  as  coincidental 
to  the  cutaneous  lesions.  The  biopsy  report 
showed  changes  of  a tuberculous  nature, 
but  there  was  no  proof  of  active  tubercu- 
losis, and  no  family  nor  personal  history 
of  tuberculosis. 

2.  The  biopsy  specimen  from  the  sys- 
temic lesion  showed  the  same  changes  as 
the  cutaneous  lesions,  naked  epithelioid 
tubercles  consisting  of  a conglomeration 


of  epithelioid  cells  replacing  normal  tis- 
sue, with  only  a slight  tendency  to  ne- 
crosis in  a few  places. 

3.  During  the  eight  years  that  the  case 
was  studied,  the  disease  followed  a be- 
nign course,  with  good  response  to  treat- 
ment— particularly  the  pulmonary  involve- 
ment— quite  in  contrast  to  the  response  of 
active  tuberculosis. 

4.  The  skin  lesions  themselves  ranged 
from  erythema  induratum  on  the  legs  to 
Darier  sarcoid  on  the  upper  extremities, 
with  the  lesions  of  the  nose,  larynx,  and 
pharynx  simulating  lupus  vulgaris. 

5.  The  patient  presented  an  hepato- 
splenomegaly  and  a thrombocytopenic 
purpura,  the  latter  being  often  seen  in 
miliary  tuberculosis. 

6.  Unlike  most  cases  of  sarcoidosis, 
our  case  had  a positive  reaction  to  tuber- 
culin, which  is  found  in  the  majority  of 
adults  and  is  usually  considered  as  point- 
ing to  a preexisting  tuberculous  infection. 

7.  If  the  process  was  a tuberculous  one, 
we  were  unable  to  demonstrate  the  pri- 
mary focus  of  infection. 

Summary  and  Conclusions 

A case  of  sarcoidosis  is  reported  with 
involvement  of  the  mucous  membranes  of 
the  larynx,  pharynx,  soft  palate,  and  also 
involvement  of  the  internal  organs,  asso- 
ciated with  a complicating  thrombocyto- 
penic purpura.  This  patient  was  observed 
for  a period  of  eight  years,  and  under  ap- 
propriate treatment,  became  free  from  all 
systemic  lesions. 

The  case  presented  the  clinical  appear- 
ance of  erythema  induratum  (Bazin)  at 
one  time,  and  of  Darier-Roussy  sarcoid 
at  another. 

It  is  suggested  that  the  differentiation  of 
these  various  entities  upon  the  basis  of 
superficial  differences,  according  to  the 
morphological  school,  is  confusing  rather 
than  helpful,  and  should  be  abandoned  for 
the  dynamic  point  of  view  which  con- 
siders all  the  supposed  entities  in  the  sar- 
coidosis group  to  be  expressions  of  the 
same  disorder. 

The  systemic  lesions  often  regarded  as 
tuberculous,  cannot  be  offered  as  strict 
proof  of  the  tuberculous  etiology  of  sar- 
coidosis. We  can  say  only  that  the  lesions 
are  tuberculous  granulomas,  perhaps  only 
foreign  body  reactions. 

The  tuberculous  structure  of  the  lesions 
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is  characteristic  of  sarcoidosis,  but  not 
proof  of  tuberculosis. 

By  the  time  that  the  disorder  manifests 
itself  as  a visible  morphological  lesion,  it 


is  impossible  to  demorstrate  the  causative 
organism  by  our  present  methods  of  stain- 
ing. 

100  Central  Park  South 
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PNEUMONIA 

Practical  Considerations  of  Oxygen  Therapy — With  Special  Reference  to 

Home  Use 

David  D.  Rutstein,  M.D.,  Albany 


The  use  of  oxygen  in  the  treatment  of 
pneumonia  is  of  the  utmost  importance 
in  selected  cases,  but  it  must  not  be  con- 
sidered as  a specific  therapy  for  the  dis- 
ease. At  present  only  certain  types  of 
antipneumococcus  serum  can  be  placed 
in  that  category.  Furthermore,  the  ques- 
tion of  the  effect  of  oxygen  treatment  on 
the  mortality  of  the  disease  has  never 
been  satisfactorily  answered.  The  many 
variables  which  affect  the  mortality  of 
pneumonia — e.g.  type  of  infection,  bac- 
teremia, age  of  patient,  and  the  use  of 
other  therapeutic  agents,  in  addition  to 
the  variables  introduced  by  the  different 
methods  of  supplying  oxygen  to  patients 
— make  it  impossible  to  even  approximate 
an  answer  to  that  question  on  the  basis 
of  existing  figures.  However,  the  ques- 
tion of  mortality  is  not  the  only  question 
of  importance  in  determining  the  value 
of  oxygen  therapy  in  pneumonia.  Insuffi- 
cient oxygenation  of  the  blood  of  a pneu- 
monia patient  causes  changes  from  the 
normal  physiology  which,  while  not 
actually  so  proved,  still  may  reasonably 
be  supposed  to  be  injurious.  Further- 
more, these  changes  can  frequently  be 
obviated  by  the  proper  application  of 
oxygen  treatment. 

It  is  not  the  purpose  of  this  paper  to 
analyze  completely  the  changes  in  physiol- 
ogy referred  to,  but  rather  to  approach 
the  problem  from  the  point  of  view  of  the 
indications  for  oxygen  therapy  as  pre- 
sented by  the  symptomatology  of  the 
patient.  References  to  the  experimental 
studies  underlying  these  indications  will 
be  given.  This  discussion  will  demon- 
strate that  oxygen  is  of  value  when  used 
upon  specific  indication. 

There  is  adequate  experimental  and 
clinical  evidence  that  oxygen  is  indicated 
in  any  one  or  combination  of  the  follow- 
ing four  symptoms  occurring  in  pneu- 
monia : cyanosis,  sustained  rapid  pulse, 
sustained  rapid  respiration,  and  restless- 
ness or  delirium. 


Cyanosis  which  presents  itself  in  the 
pneumonia  patient  by  the  presence  of  a 
bluish  tinge  in  the  nail  beds  and  often  in 
the  lips  and  face,  has  been  shown  to  be 
a manifestation  of  an  increased  amount 
of  unoxygenated  hemoglobin  in  the  arte- 
rial blood1’2  due  to  the  fact  that  the 
venous  blood  is  not  adequately  oxy- 
genated in  the  lungs.  The  exact  mecha- 
nism of  the  production  of  this  anoxic3 
cyanosis  in  pneumonia  is  not  clear.  It 
probably  is  the  result  of  a summation  of 
many  factors,  such  as  rapid,  shallow 
respirations4-6  (denied7’8),  decrease  in 
available  lung  volume,9-12  mechanical  fac- 
tors interfering  with  oxygen  transfer 
including  damage  to  alveolar  membranes,13 
moisture  and  exudate  in  the  alveoli,14-16 
and  finally  the  changes  in  the  oxygen 
carrying  capacity  of  the  hemoglobin  mole- 
cule caused  by  pneumococcus.17-19  The 
relative  importance  of  each  of  these  fac- 
tors has  not  been  quantitated  adequately 
but  they  probably  vary  from  case  to  case 
depending  on  the  nature  and  the  extent 
of  the  pulmonary  lesion.  Furthermore, 
pneumonia  patients  usually  have  fever 
which  increases  the  basal  metabolism,  and 
in  turn  increases  the  demand  for  oxygen. 

It  should  be  remembered  that  one  of 
the  many  factors  which  determine  the 
intensity  of  visible  cyanosis  is  the  total 
amount  of  circulating  hemoglobin.20-22 
Therefore,  patients  with  anemia  may  ap- 
pear to  have  little  or  no  cyanosis,  even 
though  the  absolute  amount  of  oxygenated 
hemoglobin  in  their  arterial  blood  may  be 
markedly  diminished.  Usually  patients 
with  severe  anemia  who  are  suffering 
from  anoxemia  in  pneumonia  have  a 
grayish,  leaden  appearance  which  should 
be  considered  an  even  greater  indication 
for  oxygen  than  cyanosis.  It  may  be 
necessary  to  give  blood  transfusions  to  a 
patient  with  severe  anemia  in  order  that 
he  may  have  a sufficient  amount  of  hemo- 
globin to  provide  oxygen  sufficient  for 
even  basal  requirements.  Such  transfu- 
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sions  are  given  slowly  in  about  300  c.c. 
amounts  every  12  hours  as  indicated. 

Oxygen  therapy  relieves  the  cyanosis 
by  increasing  the  alveolar  oxygen  concen- 
tration and  according  to  Henry’s  law* 
causing  a higher  concentration  of  oxygen 
in  the  blood.  Increased  alveolar  content 
will  more  adequately  oxygenate  the  blood 
since  the  insufficiency,  as  pointed  out 
above,  is  due  to  inadequate  oxygenation  of 
venous  blood  in  the  damaged  areas  of  the 
lungs.  Indeed,  if  oxygen  in  forty  to  sixty 
per  cent  concentrations  is  given  to  such 
patients,  the  arterial  blood  can  be  shown 
to  have  an  oxygen  saturation  that  is  close 
to  normal  in  most  cases.2’15’24 

The  second  indication  for  the  use  of 
oxygen  in  pneumonia  is  a pulse  rate  sus- 
tained above  an  arbitrary  limit  of  120 
beats  per  minute.  In  pneumonia  the  fail- 
ure of  the  cardiovascular  system  either 
centrally  or  peripherally  is  very  often  a 
cause  of  death.  It  is,  therefore,  of  value 
to  keep  the  pulse  rate  low  and  to  con- 
serve that  system  as  far  as  possible.  This 
does  not  mean  that  oxygen  deficiency  is 
the  sole  cause  of  an  elevated  pulse  rate 
in  pneumonia.  It  has,  however,  been 
shown  experimentally  both  in  normal 
individuals25’26  and  in  pneumonia  pa- 
tients2’27’28 that  an  increase  in  the  con- 
centration of  oxygen  in  the  inspired  air 
will  result  in  a slowing  of  the  pulse. 
Oxygen  therapy,  therefore,  must  be  con- 
sidered of  some  value  in  the  treatment  of 
this  condition. 

Rapid  respiration  (arbitrarily  stated  by 
some  authorities  as  being  above  thirty-five 
per  minute29)  is  the  third  indication  for 
oxygen  therapy.  As  the  respiratory  rate 
increases,  breathing  usually  becomes  more 
shallow  and  less  efficient.  Also,  a rapid 
respiratory  rate  requires  more  effort  on 
the  part  of  the  patient  than  a slow  rate, 
and  consequently  the  demand  for  oxygen 
is  automatically  increased.  For  these  rea- 
sons, any  mechanism  which  would  slow 
the  respiratory  rate  without  interfering 
with  the  oxygenation  of  the  blood  would 
be  of  value.  Unfortunately,  the  evidence 
of  the  effect  of  increased  oxygen  intake 

♦William  Henry  showed  that  the  amount  of 
a gas  dissolved  in  a liquid  is  proportional  to 
the  pressure  of  that  gas  in  contact  with  the 
surface  of  the  liquid.23  In  this  case,  increasing 
the  partial  pressure  of  the  alveolar  oxygen  will 
increase  the  amount  dissolved  in  the  blood  in 
the  alveolar  capillaries. 


on  the  respiratory  rate  is  not  as  conclu- 
sive as  it  is  for  the  pulse  rate.  Normal 
individuals  have  no  change  in  respiratory 
rate  when  the  oxygen  concentration  of 
the  inspiratory  air  is  increased.25  How- 
ever, there  is  a reduction  reported  in 
respiratory  rate  in  about  one-half  of  the 
cases  of  pneumonia  after  oxygen  therapy 
has  been  instituted,2’16’28  and  clinically  one 
sees  an  occasional  case  where  the  drop 
in  rate  is  striking.  Therefore,  even  in  a 
patient  with  no  other  indication  for  oxy- 
gen except  a rapid  respiratory  rate, 
oxygen  should  be  tried  and  if  a favorable 
result  occurs,  should  be  continued.  Other 
causes  of  hyperpnea  such  as  upper  ab- 
dominal distension  should,  of  course  be 
treated  appropriately  when  they  occur. 

The  final  indication  for  the  use  of 
oxygen  is  restlessness  and  delirium.  These 
symptoms  probably  depend  on  more  than 
the  factor  of  anoxemia.  High  fever  and 
the  so-called  “toxemia”  of  pneumonia 
probably  contribute  to  this  mental  state. 
However,  there  is  a great  deal  of  simi- 
larity between  this  mental  disturbance  of 
pneumonia  and  that  of  individuals  breath- 
ing a low  concentration  of  oxygen  over 
a period  of  time,  whether  in  chamber  ex- 
periments30 or  as  result  of  breathing  in 
high  altitudes31  where  oxygen  tension  is 
low.  Indeed,  mental  symptoms  in  pneu- 
monia frequently  clear  very  rapidly  when 
oxygen  is  given  in  adequate  concentra- 
tion, and  the  patient  often  drops  off  into 
a quiet  and  restful  sleep.  The  difficulty 
here  is  the  practical  problem  of  supplying 
oxygen  to  a delirious  patient.  The  con- 
stant attendance  of  a resourceful  and 
tactful  nurse  is  indispensable.  If  the 
patient  has  not  improved  after  a reason- 
able period  of  time  and  continues  to  thrash 
around  and  fight  the  treatment,  it  is  prob- 
ably better  to  omit  oxygen  treatment  and 
rely  on  the  use  of  hypnotics.  In  general 
it  is  true  that  the  delirious  patient 
tolerates  the  catheter  or  cannula  method 
of  therapy  better  than  the  oxygen  tent. 

The  delirious  alcoholic  pneumonia  pa- 
tient presents  a special  problem  in  that 
the  response  to  oxygen  may  not  be  as 
definite.  This  type  of  patient  often  pre- 
sents a complex  of  mental  disturbances 
which  occur  in  the  alcoholic  in  the  absence 
of  pneumonia  and  for  which  no  adequate 
explanation  is  available,  plus  the  delirium 
due  to  pneumonic  disease.  However,  the 
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reports  of  the  breathing  of  high  oxygen 
concentrations  by  men  and  animals  under 
the  influence  of  alcohol32  including  a few 
patients  with  delirium  tremens,  would 
suggest  that  oxygen  treatment  is  worth 
trying  in  such  circumstances  in  the  hope 
of  attaining  some  therapeutic  result. 

There  are  several  general  principles  of 
oxygen  therapy  which  should  be  followed 
in  order  to  attain  satisfactory  results. 
Since  there  are  no  facilities  for  storage  of 
oxygen  in  the  body,  oxygen  should  be 
supplied  continuously  as  long  as  indica- 
tions for  its  use  are  present.  Intermit- 
tent use  is  of  little  therapeutic  value. 
Oxygen  should  be  supplied  by  a method 
which  will  maintain  a concentration  suf- 
ficient to  achieve  the  desired  clinical  effect, 
(usually  between  thirty-five  to  sixty  per 
cent33).  Finally,  oxygen  withdrawal 
should  be  gradual.34  If  the  symptoms 
which  prompted  the  therapy  return  dur- 
ing or  after  withdrawal  of  oxygen  therapy 
should  be  re-established  immediately. 

The  addition  of  small  amounts  of  car- 
bon dioxide  to  the  inspired  oxygen  has 
been  advocated  as  a routine  in  the  early 
treatment  of  pneumonia  in  an  attempt  to 
control  atelectasis.35’36  As  indicated  in  a 
recent  review  of  the  literature,37  atelec- 
tasis of  the  affected  lobe  not  uncommonly 
accompanies  lobar  pneumonia.  However, 
the  little  evidence  that  exists  regarding 
the  value  of  such  therapy  is  insufficient 
to  merit  conclusions,38*39  and  the  technical 
details  involved  make  it  difficult  to  carry 
out  this  procedure  in  the  home.  For  these 
reasons  its  use  as  routine  treatment  does 
not  seem  justified.  Carbon  dioxide 
should  be  used  in  pneumonia  only  on 
specific  indications  for  that  agent  which 
are  uncommon  in  this  disease.  A dis- 
cussion of  the  use  of  carbon  dioxide  in- 
halations in  the  prevention  of  pneumonia 
in  postoperative  and  bed-ridden  patients 
is  beyond  the  scope  of  this  paper. 

It  is  of  the  utmost  importance  to  re- 
member that  high  concentrations  of 
oxygen  favor  combustion,  and  at  times 
form  explosive  mixtures  especially  when 
in  contact  with  oil.  Therefore,  a warn- 
ing should  be  hung  on  the  door  of  any 
room  in  which  oxygen  is  being  used  that 
all  flames,  electric  sparks,  and  highly  in- 
flammable materials  should  be  kept 
away.  It  is  not  uncommon  for  well 
meaning  but  poorly  informed  members 


of  the  family  to  supply  cigarettes  and 
matches  even  to  a very  sick  patient.  The 
family  should  be  specifically  warned  of 
the  dangerous  fire  hazard  involved  in 
such  procedure.  All  valves  should  be 
clearly  labeled,  “Use  no  oil,”  and  lubri- 
cating oil  should  not  be  used  in  any 
part  of  the  oxygen  equipment  under  any 
circumstances,  since  high  concentrations 
of  oxygen  coming  in  contact  with  lubri- 
cating oil  have  caused  serious  explosions. 

The  simplest  and  most  practical  method 
of  oxygen  administration  to  a pneumonia 
patient  at  home  is  by  use  of  a nasal 
catheter  or  metal  cannula.  The  use  of 
the  soft  rubber  urethral  catheter  for  this 
purpose  was  originally  introduced  by 
Adrian  Stokes  who  improvised  this 
method  of  treatment  under  the  exi- 
gencies of  treating  pulmonary  edema  fol- 
lowing gas  poisoning  on  a World  War 
battle  field.40  The  metal  cannula  was 
introduced  in  192541  and  has  gradually 
evolved  into  its  present  form.33*42  If 
properly  used,  either  of  these  methods 
will  prove  satisfactory  in  most  cases  of 
pneumonia.  The  disadvantages  of  these 
methods  are  the  slight  discomfort  at- 
tending their  use,  and  the  limited  con- 
centration of  oxygen  available.  A single 
catheter  in  the  conventional  position 
(q.v.i.)  will  supply  an  approximate 
alveolar  oxygen  concentration  of  thirty- 
five  per  cent  at  a flow  rate  of  five  liters 
per  minute.29*43’44  Approximate  concen- 
trations of  about  fifty  per  cent  can  be 
attained  at  a flow  rate  of  ten  to  twelve 
liters  per  minute,  which  is  the  highest 
flow  that  generally  can  be  tolerated.45 
The  metal  cannula  will  supply  concen- 
trations slightly  below  these  levels  at  the 
same  flow  rates.42’46  The  use  of  two 
catheters  simultaneously  in  the  conven- 
tional position  will  provide  a very  little 
increase  in  concentration,42  but  because 
of  the  constant  irritation  of  both  nares 
this  method  is  not  as  desirable.  The 
equipment  necessary  for  this  method  con- 
sists of  a high  pressure  tank  of  oxygen, 
reducing  valve,  pressure  rubber  tubing, 
vaporizing  bottle,  and  a catheter  or  metal 
cannula. 

It  is  important  at  this  point  to  state 
that  there  is  no  special  “medical”  oxygen. 
The  ordinary  industrial  oxygen  which 
can  be  obtained  in  an  emergency,  from 
a local  garage  or  mill  in  large  cylinders 
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of  220  cubic  feet  or  6,000  liters  capacity 
is  sufficiently  pure  and  perfectly  safe  to 
use.  Even  though  a reducing  valve  is 
required  with  the  use  of  these  tanks,  they 
will  still  prove  to  be  the  cheapest  oxygen 
supply  for  the  average  physician  to  use 
over  a period  of  time.  Low  pressure 
tanks  are  not  only  a more  expensive  way 
of  supplying  oxygen,  but  they  are  also 
very  difficult  to  regulate.  There  is  a 
gradual  drop  in  the  rate  of  flow  as  such 
tanks  are  used,  and  they  contain  so  little 
oxygen  that  frequent  changes  are  neces- 
sary in  order  that  continuous  therapy 
may  be  carried  out. 

When  the  oxygen  tank  is  brought  into 
the  sick  room  it  should  immediately  be 
strapped  firmly  to  the  bed  in  an  upright 
position  in  order  to  prevent  accidents  by 
overturning.  Before  the  reducing  valve 
is  attached  to  the  tank  the  tank  valve 
must  be  opened  for  a brief  instant, 
“cracking  the  valve,”  in  order  to  blow 
away  any  dust  or  dirt  that  may  have  ac- 
cumulated in  the  oxygen  outlet.  If  this 
is  not  done,  the  dirt  will  be  blown  into 
the  reducing  valve  and  may  damage  it. 

The  reducing  valve  brings  the  pres- 
sure of  the  oxygen  released  down  to  any 
desired  point,  and  indicates  on  one  gauge 
the  amount  of  oxygen  remaining  in  the 
tank  and  on  the  other  gauge  the  rate  of 
oxygen  flow.  This  last  measurement, 
which  is  of  the  utmost  importance  in 
oxygen  therapy,  presents  a few  difficul- 
ties. In  the  usual  reducing  valve  with  a 
dial  gauge  (Bourdon  type  gauge)  the 
pressure  within  a flexible  tube  with  a 
small  exit  orifice  is  measured  rather  than 
the  actual  rate  of  flow.  As  the  pressure 
within  this  tube  increases,  the  tube  tends 
to  straighten  out,  actuating  a mechanism 
which  moves  the  needle  on  the  dial.  If 
an  obstruction  is  present,  such  as  a 
plugged  catheter  or  kinked  rubber  tub- 
ing, the  gauge  will  actually  record  a 
higher  instead  of  a lower  rate  of  flow 
since  the  obstruction  will  increase  the 
pressure  within  the  flexible  tube.  Further- 
more, if  the  oxygen  tank  valve  is  opened 
when  the  reducing  valve  is  also  open 
the  tube  may  be  sprung  and  the  dial 
markings  will  become  inaccurate.  If  such 
a gauge  (or  a Pitot  type  gauge)  is  used 
it  is  wise  to  calibrate  it  at  frequent  inter- 
vals. This  can  be  done  easily  with  a 
basal  metabolism  spirometer.47  The  bub- 


bling of  the  oxygen  through  the  vapor- 
izing bottle  will  serve  as  an  additional 
though  crude  method  of  checking  oxygen 
flow.  A complete  obstruction  in  the  line 
is  evidenced  if  the  bubbling  ceases,  but 
a partial  obstruction  can  rarely  be  de- 
tected by  this  means. 

A more  satisfactory  type  of  gauge  is 
the  two-stage  variable  orifice  type  of 
flow  gauge  which  actually  measures  the 
oxygen  flow  by  the  height  to  which  a 
metal  ball  is  suspended  in  a glass  cone 
by  the  force  exerted  by  the  flow  of 
oxygen.  If  an  obstruction  occurs  in 
this  system,  the  ball  will  drop  to  zero 
immediately,  and  an  obstruction  can 
easily  be  detected.  This  gauge  must  be 
corrected  at  extreme  altitudes,  and  the 
back  pressure  of  the  column  of  fluid  in 
the  vaporizing  bottle  may  tend  to  make 
the  final  reading  inaccurate.  However, 
if  the  gauge  is  calibrated  at  a given  alti- 
tude, with  a definite  level  of  fluid  in  a 
given  vaporizing  bottle  it  will  remain 
reasonably  constant  and  require  no 
further  calibration. 

Measuring  the  outflow  of  oxygen 
through  holes  in  a tube  immersed  in 
water  is  too  unreliable  for  use  with 
catheter  or  cannula.  Since  the  only 
measure  of  the  amount  of  oxygen  re- 
ceived by  the  patient  with  these  methods 
of  therapy  is  that  indicated  on  the  flow 
gauge,  and  since  it  is  impractical  to  do 
analyses  of  the  inspired  air  on  a patient 
in  the  home,  it  is  important  that  the  flow 
gauge  be  as  accurate  as  possible.  In 
using  an  oxygen  tent,  however,  frequent 
analyses  of  the  tent  air  are  made  so  that 
an  accurately  calibrated  flow  gauge  is 
not  as  important  as  it  is  when  the  nasal 
catheter  or  cannula  is  employed. 

Since  dry  oxygen  is  very  irritating  to 
mucous  membranes,  it  is  necessary  to 
moisten  the  dry  gas  with  water  vapor. 
This  can  be  done  by  putting  a vaporizing 
bottle  in  series  in  the  oxygen  feed  line. 
Any  wide  mouthed  bottle  of  500  to 
1,000  c.c.  capacity  fitted  with  a two  hole 
rubber  stopper  will  be  satisfactory.  The 
glass  inlet  tube  should  reach  within  one- 
half  inch  of  the  bottom  of  the  bottle, 
while  the  glass  outlet  tube  should  be 
short,  projecting  only  about  one-half 
inch  below  the  under  surface  of  the 
stopper.  In  order  to  secure  adequate 
vaporization  the  water  level  should  be 
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at  least  three  inches  above  the  tip  of  the 
inlet  tube.  Glass  beads  or  copper  screen- 
ing immersed  in  the  water  around  the 
inlet  tube  will  help  to  break  up  the 
bubbles  and  provide  a greater  contact 
surface  between  the  water  and  the  oxygen. 
Although  the  water  level  should  be  as 
high  as  possible,  it  should  not  be  so 
high  that  water  enters  the  outlet  tube 
when  the  oxygen  is  flowing.  This  is 
important.  To  prevent  the  water  from 
bubbling  over  and  running  into  the  pa- 
tient’s respiratory  tract,  it  may  be  found 
necessary  to  insert  a trap  in  the  line  be- 
tween the  vaporizing  bottle  and  catheter. 

If  the  catheter  method  is  used,  size  10 
or  12  French  urethral  will  be  found  most 
satisfactory.  It  should  have  a few  extra 
holes  cut  through  the  tip  (perforating 
the  tip  with  a hot  wire  is  really  a better 
method  because  it  eliminates  the  irregular 
irritating  edge  which  is  usually  left  by 
the  cutting  scissors)  in  order  to  avoid 
obstruction  of  the  outflow  by  mucus  and 
to  prevent  the  oxygen  stream  from  caus- 
ing irritation  through  being  directed 
against  one  spot  on  the  mucous  mem- 
brane. The  catheter  should  be  lubricated 
with  petrolatum  and  gently  inserted  with 
the  oxygen  flowing.  The  conventional 
location  for  the  tip  of  the  catheter  is  in 
the  pharynx  just  at  the  level  of  the 
lower  border  of  the  uvula.  This  posi- 
tion gives  good  clinical  results  but  there 
is  at  present  no  available  information 
regarding  the  relative  efficiency  of  the 
catheter  method  with  the  tip  of  the 
catheter  in  successive  positions  from  the 
external  nares  to  the  oropharynx.  Since 
the  metal  cannula  gives  but  slightly 
lower  readings  than  the  single  catheter, 
such  an  investigation  might  show  that  it 
would  not  be  necessary  to  cause  discom- 
fort to  the  patient  by  keeping  the  tip 
of  the  catheter  well  down  in  the  pharynx. 
The  “oral  insufflation  method”  with  the 
tip  of  the  catheter  in  the  oropharynx48’49 
is  reported  to  give  high  concentrations  of 
inspired  oxygen,  but  this  method  is  not 
as  comfortable  as  the  cannula  method, 
and  there  is  a definite  danger  of  an  acute 
dilatation  of  the  stomach  if  the  tip  of  the 
catheter  drops  down  into  the  upper  por- 
tion of  the  esophagus. 

The  catheter  should  be  changed  every 
eight  hours  or  more  frequently  if  in- 
dicated, with  as  little  interruption  of  the 


oxygen  supply  as  possible.  This  is  best 
done  (especially  in  delirious  patients50), 
by  introducing  a clean  patent  catheter  in 
the  opposite  nostril  in  the  desired  posi- 
tion, and  with  the  oxygen  still  flowing, 
the  used  catheter  is  disconnected  and  the 
feed  line  attached  to  the  new  catheter. 
The  used  catheter  is  then  removed, 
washed,  boiled,  and  dried,  ready  for  use 
at  the  next  change.  The  alternate  use  of 
each  nostril  allows  recovery  of  one  side 
from  irritation  while  the  other  is  being 
used.  Mineral  oil  should  be  instilled 
into  the  nose  and  swabbed  onto  the 
throat  every  few  hours  to  help  keep 
irritation  at  a minimum.  This  in  dis- 
tinction to  the  other  use  of  oil  indicated 
as  dangerous,  seems  to  be  a perfectly 
safe  procedure,  probably  because  the 
mucous  membrane  readily  conducts  any 
accumulating  heat  away. 

The  oxygen  tent  is  an  excellent  method 
of  therapy  in  pneumonia  when  high  con- 
centrations are  necessary.  It  is  specifically 
indicated  in  those  cases  in  the  home  where 
the  catheter  or  cannula  method  cannot 
supply  a concentration  of  oxygen  ade- 
quate to  relieve  the  existing  symptoms, 
or  where  these  methods  are  poorly 
tolerated  by  the  patient.  Concentrations 
of  oxygen  up  to  seventy  or  eighty  per 
cent  can  easily  be  maintained  in  any  well 
designed  tent.  Such  a tent  should  be 
noiseless,  have  a capacity  of  at  least 
eight  cubic  feet  for  an  adult,29  be  pro- 
vided with  a cooling,  dehumidifying  ap- 
paratus, a canopy  made  with  material 
impervious  to  oxygen51  which  contains 
non-inflammable  windows,  a soda  line 
chamber,  and,  preferably,  a motor  blower. 

While  the  tent  is  usually  more  com- 
fortable for  the  patient  than  either 
catheter  or  cannula,  it  is  a more  expensive 
and  more  complicated  method  of  supply- 
ing oxygen  for  routine  treatment  in  the 
home.  In  addition  to  the  details  re- 
garding oxygen  tanks  and  valves  de- 
scribed above,  there  are  a great  many 
precautions  that  must  be  rigidly  observed 
in  order  to  achieve  satisfactory  results 
with  the  tent  method. 

The  tent  should  be  completely  pre- 
pared for  use  outside  of  the  sick  room 
in  order  to  spare  the  patient  unneces- 
sary disturbance.  The  tent  should  then 
be  wheeled  in  and  placed  at  the  bedside. 
The  oxygen  should  be  turned  on  and 
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should  flow  at  a rate  of  ten  to  fifteen 
liters  per  minute  for  a few  minutes  prior 
to  and  during  the  placing  of  the  canopy 
over  the  patient.  In  order  to  operate 
efficiently,  it  is  necessary  that  the  canopy 
and  bed  form  an  air  tight  compartment. 
This  is  best  accomplished  by  placing 
a rubber  sheet  over  the  mattress  to  pre- 
vent the  oxygen  from  diffusing  through 
it,44  and  by  carefully  tucking  in  the  skirt 
of  the  canopy  to  prevent  any  leaks  be- 
tween the  canopy  and  the  bed.  In  order 
to  maintain  such  a condition,  openings 
used  for  attending  to  the  patient  should 
be  small  and  opened  for  as  short  a time 
as  possible.  Furthermore,  the  rate  of 
oxygen  inflow  should  be  increased  for 
a few  minutes  before  and  after  opening 
of  the  tent  canopy  as  well  as  when  the 
oxygen  tank  is  changed  or  when  the  ice 
chamber  is  refilled.* 

In  such  an  air  tight  compartment  the 
only  oxygen  available  to  the  patient  is 
that  coming  into  the  tent  from  the  oxygen 
tank.  It  is,  therefore,  the  physician’s 
responsibility  in  placing  a patient  in  such 
a tent  to  make  sure  that  a safe  concen- 
tration of  oxygen  is  maintained.  Wide 
variations  of  oxygen  concentrations  even 
in  the  same  tent  have  been  observed.42 
It  is  perfectly  possible  that  due  to  errors 
in  operation  or  mechanical  flaws  the 
oxygen  concentration  might  drop  to 
dangerously  low  levels.  It  is  essential, 
therefore,  that  an  analysis  of  the  tent  air 
be  performed  at  frequent  intervals.  This 
analysis  can  be  performed  by  means  of 
a simple  analyser.52  When  oxygen  tents 
are  leased  from  rental  companies,  it  is 
important  to  specify  that  facilities  for 
such  analysis  also  be  supplied.  At  pres- 
ent there  is  no  tent  which  “is  so  per- 
fected that  analysis  is  unnecessary.”  For 
a short  time  after  the  canopy  is  placed 
over  the  patient,  frequent  test  analyses 
should  be  made  in  order  to  determine 
the  rate  of  flow  which  will  supply  the 
concentration  necessary  to  relieve  the  pa- 
tient’s symptoms.  The  physician  should 
then  specifically  prescribe  the  concentra- 
tion of  oxygen  to  be  maintained.  The 


♦In  the  November  1938  American  Journal  of 
Nursing  appears  a paper  by  M.  J.  Hawthorne 
et  al  containing  measurements  of  oxygen  con- 
centration made  after  opening  the  tent,  accord- 
ing to  various  technics.  The  most  efficient 
technic  is  carefully  explained  in  that  paper. 


concentration  should  be  checked  by 
analyses  of  tent  air  every  three  to  four 
hours  throughout  the  day  and  night. 
Usually  thirty-five  to  sixty  per  cent  of 
oxygen  is  satisfactory,  but  in  any  indi- 
vidual case  it  should  be  high  enough  to 
relieve  the  indications  which  prompted 
the  therapy. 

Since  continued  exposure  to  concen- 
trations of  oxygen  above  sixty  per  cent 
(at  sea  level,  partial  pressure*  of  450  mm. 
mercury)  has  been  shown  to  be  harmful 
to  animals.55-58  Patients  who  require  high 
concentrations  should  be  exposed  to  them 
for  intervals  not  exceeding  about  eight 
hours  per  day.29  During  the  rest  of  the 
time  the  level  should  be  kept  below  sixty 
per  cent.  The  evidence  of  the  innocu- 
ousness of  high  concentrations  of  oxygen 
to  humans59  is  far  from  complete,  while 
the  animal  evidence  cited  above  is  so 
extensive  and  convincing  that  in  the  pres- 
ent state  of  our  knowledge  it  is  probably 
wiser  to  err  on  the  side  of  a lower 
rather  than  a higher  concentration  of 
oxygen. 

The  oxygen  tent  is  also  an  air  condi- 
tioning unit  which  can  give  great  com- 
fort to  the  patient  if  properly  handled. 
An  efficient  oxygen  tent  should  not  only 
supply  oxygen  to  the  patient,  but  should 
serve  to  regulate  the  temperature  and 
humidity,  and  keep  the  carbon  dioxide 
concentration  below  1.5  to  two  per 

cent.60-62 

The  usual  temperature  range  in  the 
tent  should  be  in  the  region  of  fifty-eight 
to  sixty-eight  ° F.29  but  in  any  case 
must  be  adjusted  to  the  comfort  of  the 
patient  and  the  season  of  the  year.  If 
the  temperature  within  the  tent  is  too 
high,  the  humidity  will  build  up  to 
dangerous  levels,  and  heat  stroke  may 
ensue.  The  evaporation  of  perspiration 
plus  the  moisture  exhaled  are  responsible 
in  the  main  for  the  high  humidity  level. 
On  the  other  hand,  if  the  temperature 
within  the  tent  is  kept  too  low,  the  cold 
air  may  cause  severe  protracted  paro- 

*It  has  been  clear  for  many  years54  that  the 
physiological  as  well  as  chemical  effects  obtained 
from  a gas  depend  on  the  partial  pressure  of 
the  gas  and  not  on  the  percentage  of  gas  present 
in  a mixture  of  other  gases.  It  is.  therefore, 
necessary  to  appreciate  that  corrections  of  the 
percentages  should  be  made  depending  on  the 
altitude  at  which  the  sample  for  analysis  is 
taken.6* 


1554 


DAVID  D.  RUTSTEIN 


[Volume  38 


xysms  of  coughing.  It  has  been  observed 
that  individuals  seem  to  tolerate  higher 
ranges  of  temperature  in  the  summer  and 
lower  ranges  in  the  winter.63 

The  ice  chamber  of  the  tent  should  be 
filled  with  pieces  of  ice  about  the  size  of 
a baseball.  During  very  hot  weather  it 
may  be  necessary  to  use  a salt  and  ice 
mixture  in  order  to  lower  the  temperature 
to  a satisfactory  level.  Every  tent  should 
have  a by-pass  around  the  ice  chamber  to 
allow  uncooled  oxygen  to  enter  the  tent 
if  the  temperature  becomes  too  low.  The 
ice  not  only  lowers  the  temperature,  but 
also  dehumidifies  the  air  by  condensing 
the  moisture  in  the  same  way  that  a cold 
windshield  condenses  the  moisture  in  a 
heated  closed  automobile.  In  most  tents 
with  motor  blowers  the  humidity  will 
automatically  be  adjusted  below  danger- 
ous or  uncomfortable  levels  if  the  tem- 
perature is  properly  regulated.  A ther- 
mometer should  be  kept  in  the  tent  con- 
stantly, and  the  temperature  recorded 
every  two  hours  on  the  clinical  chart. 

Most  tents  are  equipped  with  a com- 
partment containing  a removable  basket 
filled  with  soda  lime  to  absorb  carbon 
dioxide,  although  it  is  possible  by  the 
use  of  high  rates  of  flow  of  oxygen  to 
keep  the  carbon  dioxide  concentration 
below  1.5  per  cent  without  soda  lime.57 
Since  this  requires  a flow  of  at  least 
eight  to  ten  liters  of  oxygen  per  minute, 
however,  the  additional  oxygen  necessary 
may  be  more  expensive  than  the  cost  of 
the  soda  lime.  With  continuous  use  of 
the  tent  a gallon  of  dry  soda  lime  will 
last  from  four  to  five  days62  depending 
on  the  rate  of  flow  of  oxygen  and  the 
amount  of  carbon  dioxide  produced  by 
the  patient. 

Tents  with  motor  blowers  are  much 
more  effective  in  reducing  the  humidity 
within  the  tent  than  those  depending  on 
a stream  of  oxygen  and  convection  cur- 
rents. They  present  the  disadvantage 
of  requiring  provision  for  electric  cur- 
rent, and  occasionally  treatment  may  be 
interrupted  by  motor  failure.  It  is  also 
important  that  repair  parts  be  within 
reach  in  the  event  of  an  emergency  in 
order  that  the  interruption  of  therapy 
may  be  as  brief  as  possible. 

The  open  top  tent  and  oxygen  box65’66 
have  been  found  of  value  in  the  treat- 
ment of  infants  and  young  children  where 


the  arms  of  the  patient  remain  inside 
the  tent.  In  adults  the  isolation  of  the 
head  from  the  rest  of  the  body  by  the 
neck  band  causes  many  patients  discom- 
fort, at  times  extreme,  because  they  can- 
not reach  their  mouth  or  head.  Further- 
more, nursing  procedures  in  these  tents 
must  be  done  from  above,  and  in  the 
case  of  an  adult  propped  up  in  bed  it 
may  be  very  difficult  for  the  nurse  to 
reach  into  the  tent.  It  is  of  the  utmost 
importance  that  open  top  tents  be  pro- 
tected from  air  currents,  since  these  may 
flow  in  and  out  of  the  top  of  the  tent  and 
make  it  impossible  to  maintain  a thera- 
peutic concentration  of  oxygen. 

It  is  evident  from  the  above  that  it 
is  dangerous  to  operate  a tent  unless  an 
intelligent  full  time  nurse  (or  other  in- 
dividual trained  in  the  use  of  oxygen  tents 
and  analysers)  is  available.  The  nurse 
should  be  instructed  so  that  she  is 
thoroughly  familiar  with  the  operation 
of  the  tent  and  knows  how  to  use  the 
oxygen  analyser.  If  it  is  impossible  to 
obtain  such  services,  the  catheter  or 
cannula  method  should  be  used,  even 
though  an  oxygen  tent  might  be  preferred 
for  other  reasons. 

Following  every  use  the  tent  canopy 
should  be  cleaned  by  thorough  scrubbing 
with  soap  and  water,  both  inside  and 
outside,  and  then  should  be  dipped  for 
five  minutes  in  a 1 : 10,000  solution  of 
bichloride  of  mercury,  and  rinsed  with 
water.  Exposure  of  the  tent  to  sunlight 
and  fresh  air  for  a few  hours  following 
the  above  treatment  may  be  of  some 
additional  value. 

The  tube  and  funnel  method  of  oxygen 
administration  has  enjoyed  great  popu- 
larity, due  to  its  simplicity.  However, 
actual  measurements  of  the  inspired  air 
of  individuals  receiving  oxygen  by  this 
method  show  it  to  be  completely  worth- 
less in  pneumonia.28  It  should  not  be 
used. 

The  reports  on  the  subcutaneous  use 
of  oxygen  have  been  very  sporadic67’68 
and  no  well  controlled  series  of  cases 
has  ever  been  published.  Furthermore, 
the  small  amount  absorbed  could  hardly 
be  expected  to  be  of  any  therapeutic 
value.  Therefore,  this  method  should 
not  be  seriously  considered  in  supplying 
oxygen  to  a pneumonia  patient.  Al- 
though the  percutaneous  method  of  ad- 


Number  24] 


PNEUMONIA 


1555 


ministering  oxygen  will  aid  in  the  relief 
of  pain  in  peripheral  vascular  diseases,69 
there  is  no  evidence  that  this  method  is  of 
the  slightest  benefit  in  the  treatment  of 
pneumonia. 

The  Haldane  oxygen  face  mask70  or 
modifications  of  it , as  well  as  the  box 
mask 71  are  effective  only  in  those  condi- 
tions which  do  not  demand  continuous 
therapy.  Coughing,  expectorating,  drink- 
ing, and  eating  all  cause  interruption  in 
the  supply  of  oxygen  by  this  method. 
They  are  not,  therefore,  satisfactory  in 
pneumonia  where  the  supply  of  oxygen 
must  be  continuous. 

While  the  oxygen  chamber  probably 
represents  the  ideal  method  of  oxygen 
administration  it  is  practical  only  for  the 
treatment  of  pneumonia  cases  in  hospitals, 
and  further  discussion  of  its  merits  is 
beyond  the  scope  of  this  paper. 


Summary 

In  pneumonia,  oxygen  therapy  is  indi- 
cated for  the  symptomatic  treatment  of 
cyanosis,  sustained  rapid  pulse,  sustained 
rapid  respiration,  and  restlessness  or  de- 
lirium. 

The  nasal  catheter  or  metal  cannula  is 
a satisfactory  method  for  the  home  treat- 
ment of  pneumonia  if  the  proper  technic 
is  observed. 

The  oxygen  tent  should  be  used  when 
specifically  indicated ; full  time  nursing 
service,  and  facilities  for  frequent  tent 
air  analyses  are  indispensable.  This 
method  introduces  a definite  danger  to 
life  if  oxygen  concentration,  temperature 
and  humidity  are  not  properly  determined 
and  controlled. 

Other  methods  of  oxygen  therapy  are 
unsatisfactory  in  the  home  treatment  of 
pneumonia. 
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EDITORIALS 


Public  Grows  Wiser 

Whatever  the  November  elections  indi- 
cate in  other  respects,  they  prove  that  the 
American  public  realizes  the  necessity  for 
unrestricted  medical  research  and  thor- 
ough educational  preparation  for  medical 
practice.  Colorado  voters  gave  a resound- 
ing “No”  to  a proposal  initiated  by  chiro- 
practors to  repeal  the  basic  science  act 
and  emasculate  other  essential  provisions 
of  the  medical  practice  laws.  In  California 
an  initiative  bill  to  cripple  animal  experi- 
mentation was  also  snowed  under.  In 
Oklahoma  and  Ohio  cult  measures  which 
would  have  lowered  the  quality  of  medical 
service  did  not  even  get  on  the  ballot. 

This  decisive  rejection  of  proposals  to 
debase  the  standards  of  medical  care 
shows  that  the  American  public  can  be 
relied  upon  to  uphold  high  grade,  scien- 
tific medicine  once  the  issue  is  clearly 
drawn.  The  medical  profession,  of  course, 
took  the  lead  in  the  fight  against  destruc- 
tive legislation  in  the  four  states  in  ques- 
tion, but  the  popular  response  was  im- 
mediate and  decisive. 

This  adds  weight  to  the  suggestion, 
often  made  in  these  columns,  that  the  pro- 
fession appeal  to  the  public  on  the  socio- 
economic issues  which  threaten  to  disrupt 
the  present  system  of  medical  care.  Many 
intelligent  laymen  mistakenly  view  the 
controversy  over  compulsory  sickness  in- 


surance as  a struggle  between  low-cost 
medical  care  and  the  selfish  interests  of 
a small  group  in  organized  medicine. 
They  do  not  understand  the  grounds  for 
professional  antagonism  to  some  forms 
of  group  (contract)  practice.  If  the  true 
issues  were  made  clear  and  the  people 
realized  the  actual  basis  of  medical  opposi- 
tion to  lay  control,  their  fundamental  good 
sense  would  lend  valuable  support  to  the 
profession’s  stand. 

From  the  physician’s  viewpoint,  the  de- 
cisiveness with  which  the  public  rallied 
to  the  defense  of  medical  standards  last 
month  is  an  added  incentive  to  proceed 
with  the  elevation  of  those  standards 
wherever  possible.  As  the  profession  sees 
it,  the  predominant  medical  issue  of  the 
day  is  not  so  much  to  increase  the  quan- 
tity as  to  improve  the  quality  of  medical 
care  for  all. 


Blow  to  Chiropractic 

In  Brooklyn  Magistrate  Sylvester  Sab- 
batino  made  a ruling  on  chiropractic 
which  should  expedite  the  elimination  of 
this  form  of  illegal  medical  practice  from 
New  York  State.  The  defendant,  Fred- 
erick C.  Zinke,  fought  for  acquittal  on 
the  basis  of  a routine  statement  to  patients 
that  he  did  not  practice  medicine,  diagnose 
or  prescribe  drugs.  In  his  decision  to 
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hold  Zinke  for  Special  Sessions,  Judge 
Sabbatino  brushed  aside  this  subterfuge 
with  a reasoned  statement  going  to  the 
core  of  the  situation. 

The  Court  held  that  in  spite  of  the  de- 
fendant’s disclaimers  there  was  a ‘‘holding 
out”  to  practice  medicine  in  the  signs 
displayed  by  him,  in  the  whole  set-up  of 
his  office  and  in  the  acts  performed  there. 
“And  the  fact  that  chiropractors  abstain 
from  the  use  of  words  like  ‘diagnosis,’ 
‘treatment’  or  ‘disease’  is  immaterial. 
What  they  hold  themselves  out  to  do  and 
what  they  do  is  to  treat  disease,  and  the 
substitution  of  words  like  ‘analysis,’  ‘pal- 
pation’ and  ‘adjustment’  does  not  change 
the  nature  of  their  act.  ...  To  this 
Court,  the  negation  is  but  a false  pretense, 
for  defendant  proceeded  to  perform  the 
very  acts  which  he  pretended  he  did  not 
perform.” 

A momentous  aspect  of  Judge  Sabba- 
tino’s  decision  is  his  interpretation  of  the 
display  of  signs  bearing  the  legend  “chiro- 
practor” or  “Doctor  of  Chiropractic.” 
“These  signs  and  certificates  are  in  them- 
selves presumptive  evidence  of  a holding 
out  (to  practice  medicine)  . . . — the 
titles  ‘doctor’  and  ‘chiropractor’  carry 
with  them  definite  implications  that  the 
possessor  of  these  titles  is  able  to  treat 
bodily  conditions.” 

This  is  one  of  the  most  important  rul- 
ings handed  down  on  the  subject  of  chiro- 
practic. It  makes  it  possible  for  the  state 
to  proceed  against  every  chiropractor  who 
so  lists  himself  in  the  telephone  book  or 
who  displays  a chiropractic  sign.  It 
materially  lessens  the  difficulty  and  ex- 
pense of  procuring  evidence  and  makes 
the  situation  of  all  kinds  of  unlicensed 
sectarian  practitioners  less  tenable. 

The  medical  practice  laws,  in  spite  of 
occasional  charges  to  the  contrary,  are  de- 
signed primarily  to  protect  the  lay  public 
against  unqualified  healers.  Vigorous 
prosecution  of  illegal  practitioners,  such 
as  the  state  has  enjoyed  under  Assistant 
Attorney  General  Sol  Ullman,  is  materi- 
ally aided  by  clear  thinking,  unequivocal 
judicial  decisions  like  that  handed  down 
by  Judge  Sabbatino  in  the  Zinke  case. 


The  Spirit  of  Research 

There  is  no  graduate  in  medicine  in 
whom  there  is  not  a deeply  rooted  desire 
to  bring  forth  some  new  achievement  for 
the  benefit  of  mankind.  The  years  of 
close  association  which  are  spent  with 
medical  progress  in  the  process  of  devel- 
opment are  a stimulus  which  none  of  us 
can  resist.  Many  of  us,  in  the  failure  of 
our  endeavors  to  produce  something  use- 
ful, are  apt  to  become  discouraged  be- 
cause, in  our  quest  for  the  practical,  we 
have  completely  forgotten  the  true  spirit 
of  research  that  was  responsible  for  the 
urge  to  work. 

What  is  this  spirit  of  research?  In  an 
address  delivered  at  the  opening  of  the 
Squibb  Institute  for  Medical  Research, 
“The  Usefulness  of  Useless  Knowledge,” 
Dr.  Abraham  Flexner  said : “The  answer 
is  easy : the  fearless  and  unhampered 
search  for  truth,  the  unlimited  cultivation 
of  the  natural  curiosity  of  human  beings 
within  the  field  of  science.  It  is  almost 
certain  that  efforts  aiming  at  the  immedi- 
ately practical  will  fail  unless  they  are 
based  upon  a long  succession  of  experi- 
ments and  endeavors  that  have  no  such 
practical  use  in  mind.  Unquestionably 
disinterested  scientists  have  accumulated 
knowledge  which  can  and  should  be 
brought  together  for  the  purpose  of  re- 
lieving suffering,  as  happened,  for  exam- 
ple, in  the  case  of  insulin.  . . . Let  us 
therefore  continue  our  quest  for  the  use- 
less as  well  as  the  useful,  confident  that 
in  the  long  run  both  will  inure  to  the 
benefit  of  humanity.  . . .” 

It  is  on  this  course  of  exploration  and 
adventure  that  research  should  be  under- 
taken. Here  lie  no  disappointments  or 
failures ; only  the  exhilaration  of  the  ever- 
lasting pursuit  for  the  truth. 


Reviving  Interest  in  Chemotherapy 

The  outstanding  contributions  which,  in 
recent  years,  have  been  made  in  vita- 
min and  organotherapy  have  tended  to 
overshadow  equally  important  achieve- 
ments in  chemotherapy.  In  fact  there  was 
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apparent  a certain  amount  of  misgiving  in 
some  quarters  as  to  the  value  of  pharmo- 
cological  studies  applied  clinically,  and 
were  it  not  for  the  discovery  of  sulfanil- 
amide, there  might  well  have  occurred  a 
stagnation  of  interest  in  the  investigation 
of  the  biologic  action  and  therapeutic  ef- 
fects of  chemicals. 

The  practical  usefulness  of  such  study 
is  sharply  portrayed  by  Soma  Weiss.1 
He  has  correlated  the  recent  advances 
made  in  the  investigations  of  alkaloids  of 
the  morphine  group.  By  alteration  of 
the  chemical  structure  of  the  molecules  of 
these  alkaloids,  drugs  have  been  ob- 
tained which  exhibit  more  specific  thera- 
peutic reactions.  For  example  die o did 
seems  to  be  a far  more  effective  sedative 
and  respiratory  depressant  than  morphine, 
but  its  analgesic  effect  is  less.  There  is 
much  less  tendency  to  addiction  following 
prolonged  use  of  dicodid.  Then  again, 
certain  phases  of  the  use  of  morphine  in 
daily  practice  which  are  still  not  suffi- 
ciently understood  are  in  the  process  of 
clarification.  Its  use  in  cardiac  disease 
and  in  disorders  of  the  gastrointestinal 
tract  has  been  a moot  problem  which  in 
the  light  of  recent  investigations  has  been 
established  on  a more  firm  footing. 

Principally,  however,  the  ultimate  iso- 
lation of  a morphine  derivative  which  will 
not  be  associated  with  a tendency  to  ad- 
diction remains  to  be  achieved.  The  paper 
by  Weiss  is  a timely  one,  not  alone  from 
the  subject  matter  which  it  presents,  but 
from  the  stimulus  it  will  add  to  the  re- 
kindling of  interest  in  the  usefulness  of 
drugs. 


CURRENT  COMMENT 

"The  business  man  is  not  the  only  one 
with  a government  problem  on  his  hands. 
The  doctor  also  has  that  particular  headache 
and  has  not  yet  learned  how  to  cure  it.  . . .” 
— From  Fortune  for  November. 


. . Wars  are  not  won  by  anybody. 
Always  there  is  loss  to  humanity.  In  this 
particular  controversy  the  loss  is  to  the  sick 

1.  Weiss,  S.:  Am.  J.  Med.  Sc.,  196:743,  1938. 


and  suffering,  the  ones  whom  we  are  sworn 
to  protect.  Arguments  can  not  be  won. 
Principles,  however,  can  be  established. 
There  are  large  bodies  in  the  so-called  wel- 
fare and  humanitarian  groups  who  have  few 
if  any  differences  with  us.  Those  that  have 
differences  are  usually  doing  what  they  think 
is  right.  If  we  disagree  with  them  it  is  our 
duty  as  physicians  to  teach  and  to  lead.  . . .” 
— From  an  address  by  Dr.  William  A.  Groat, 
President  of  the  Medical  Society  of  the 
State  of  New  York. 


“.  . . American  Medicine  needs  to  be 
sold  to  the  American  people.  Our  light  is  un- 
der a bushel.  A properly  directed  publicity 
campaign  can  mold  the  public  opinion  to 
demand  the  continuance  of  our  excellent  sys- 
tem of  medical  practice.  . . . American 
medicine  has  made  great  progress  in  the 
past  fifty  years.  It  has  reduced  infant  and 
maternal  mortality,  decreased  the  ravages 
of  the  infectious  diseases,  increased  the  life 
expectancy  more  than  a decade,  discovered 
new  diseases  and  perfected  their  control. 
It  has  cleaned  its  own  house  by  eliminating 
inadequate  medical  schools,  by  maintaining 
high  ethical  standards,  and  by  gradually 
raising  the  standards  of  recognized  special- 
ties. It  has  fostered,  public  health  legisla- 
tion and  industrial  health  legislation.  It 
has  met  and  continues  to  meet  the  varied 
problems  of  a changing  economic  order  ade- 
quately and  with  dignity.  . . . ” — An  opin- 
ion expressed  recently  in  the  Sedgwick 
County  (Kansas)  Medical  Society  Bulletin. 


“The  community  is  concerned  with  the 
maintenance  of  professional  standards  which 
will  insure  not  only  competency  in  individual 
practitioners  but  protection  against  those 
who  would  prey  upon  a public  peculiarly 
susceptible  to  imposition  through  alluring 
promises  of  physical  relief,  and  the  com- 
munity is  concerned  in  providing  safe- 
guards not  only  against  deception,  but 
against  practices  which  would  tend  to  de- 
moralize the  profession  by  forcing  its  mem- 
bers into  an  unseemly  rivalry  which  would 
enlarge  the  opportunities  of  the  least  scrup- 
ulous.”— We  are  in  accord  with  Chief  Jus- 
tice Charles  Evans  Hughes’  statements  on 
“Professional  Standards”  which  we  found 
reprinted  in  the  November  issue  of  the  Med- 
ical News  of  Rock  Island  County. 


“.  . . Whether  you  like  it  or  not 
the  distribution  of  your  services,  your  se- 
curity, your  part  in  the  social  fabric  is  all 
too  rapidly  becoming  involved  in  the  gen- 
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eral  policies  of  government.  Organized 
medicine  stands  for  your  welfare  as  well  as 
the  welfare  of  the  public.  You  may  have 
been  a parasite  formerly  living  off  the 
bounty  of  the  fruits  that  medical  science 
has  garnered  for  humanity,  but  if  you  do 
not  become  active  in  your  organization 
and  active  in  government  affairs  generally, 
the  whole  of  society,  as  well  as  you  your- 
self, will  suffer.  . . .” — From  an  address 
by  the  President  of  the  Michigan  State 
Medical  Society,  Dr.  Henry  A.  Luce,  to  be 
found  in  the  Michigan  State’s  Journal  for 
October. 


“For  this  is  the  liberty  of  wisdom, 
that  being  obliged  to  none,  it’s  under  its 
own  command  and  jurisdiction;  in  her  Com- 
monwealth it’s  permitted  to  abrogate,  dero- 


gate, and  search  without  prejudice  to  any, 
which  liberty  if  we  take  away  we  shall  al- 
ways continue  in  the  cradle  of  arts,  nor  will 
there  be  anything  from  whence  we  hope  for 
their  increase,  or  for  anything  better  than 
has  been  published.  . . . The  treasures  of 
Nature  are  immense,  and  her  wisdom  inex- 
plicable, so  that  those  things  which  daily 
come  abroad  do  prepare  a way  to  search 
out  those  things  which  follow;  for  truth 
is  drown’d  in  a deeper  well  than  that  it 
should  be  drawn  out  from  thence  in  a few 
ages.” — The  foregoing  is  not  exactly  cur- 
rent, having  been  published  in  1673,  but 
nevertheless  we  believe  it  well  worth  re- 
printing here.  It  is  from  the  preface  by 
Zachary  Wood,  Physician  at  Rotterdam,  to 
Dr.  William  Harvey’s  “The  Anatomical 
Exercises  . . . Concerning  the  Motion  of 
the  Heart  and  Blood.” 
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Public  Health  Notes 
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New  York  State  Department  of  Health 


Do  We  Save  Life? 

An  editorial  writer  in  the  New  York 
Times  (November  26)  calculates  that  as 
compared  with  the  year  1900  we  shall  save 
this  year  in  the  United  States  200,000  people 
from  death  by  tuberculosis.  We  have  made 
some  gain  against  “influenza  and  pneu- 
monia,” but  we  have  lost  in  the  struggle 
against  heart  disease  and  cancer.  The 
writer  then  lumps  all  these  causes  together 
and  arrives  at  a net  gain  of  60,000  lives. 
This  “gain”  strikes  me  as  a mere  artifact. 
Surely  if  all  causes  of  death  are  taken  to- 
gether our  net  “gain”  will  amount  to  zero ; 
unless,  of  course,  somebody  discovers  the 
elixir  of  life?  There  may  be  a temporary 
“gain”  in  any  given  year  which  will  be 
offset  by  a temporary  “loss”  in  some  other 
year  or  vice  versa  until  the  age  composi- 
tion of  our  population  becomes  stable.  My 
point  is  obvious:  If  we  save  a man  from 
death  by  tuberculosis  we  save  him  for  death 
by  something  else.  We  may  postpone  death 
but  what  we  really  save  is  health.  That  is 
eminently  worth  saving  whether  life  be  pro- 
longed or  no.  Indeed  the  mere  prolongation 
of  life  without  the  conservation  of  health 
may  well  become  a disaster,  social  no  less 
than  personal. 

Partly  because  individual  lives  are  pro- 
longed, but  still  more  because  families  are 
limited,  i.e.,  fewer  babies  are  born,  the 
proportion  of  young  and  active  members  of 
the  population  is  rapidly  declining.  It  is 
estimated1  that  by  1975  the  population 
twenty  to  forty-four  years  of  age  will  have 


increased  by  only  six  per  cent  but  the 
population  forty-five  to  sixty-four  years  of 
age  will  have  increased  by  sixty-nine  per 
cent.  Unless  the  generation  now  in  high 
schools  and  colleges  can  be  delivered  from 
the  invalidisms  of  middle  age  they  will  be- 
come an  intolerable  burden  upon  their  off- 
spring. 

It  is  this  ineluctable  trend  that  is  re- 
sponsible for  the  new  outlook  in  public 
health.  Those  of  us  who  were  trained  ten 
years  or  more  ago  all  learned  to  believe 
that  our  responsibility  was  to  control  the 
environment  and  to  set  up  barriers  against 
the  spread  of  communicable  disease.  Cura- 
tive medicine  was  something  else  in  which 
we  need  not,  with  which  we  must  not,  inter- 
fere. But  while  we  have  become  aware  of 
the  social  implications  of  sickness  our  col- 
leagues in  general  practice  have  become 
more  and  more  aware  of  the  personal  sig- 
nificance of  preventive  medicine.  There 
are  thus  many  new  measures,  as  for  ex- 
ample, popular  health  education,  in  which 
we  are  commonly  interested.  I am  not 
pessimistic  as  to  the  results.  All  the  dis- 
ciples of  Hippocrates  are  devoted  to  the 
same  ideal  and  it  is  not  beyond  human 
wisdom  to  determine  in  a spirit  of  goodwill 
which  part  of  the  newer  tasks  belong  in 
the  field  of  private  practice  and  which  in 
that  of  public  health  administration. 

Reference 

1 The  Problem  of  a Changing  Population  Report, 
National  Resources  Committee,  page  8,  May  1938. 


The  Newly  Rare  Diseases 


It  is,  perhaps,  inevitable  that  as  the 
acute  communicable  diseases  become  less 
common,  those  which  do  occur  will  be  more 
frequently  missed.  This  situation  presents 
a challenge  to  the  private  practitioner  to  be 
ever  upon  the  alert.  Typhoid  fever  is  one 
of  those  now  relatively  rare  diseases  which 
yet  cannot  be  forgotten.  In  recent  reports 
from  two  different  district  health  officers  I 
read  of  two  cases  of  dysentery  and  one  of 
typhoid  fever  suffering  needless  appen- 


dectomies. The  latter  was  admitted  to  the 
hospital  in  a comatose  condition  and  died 
after  the  operation.  Cases  of  typhoid  fever 
are  still  mistakenly  diagnosed  as  pneumonia. 
A mistake  of  this  sort  recently  resulted  in 
nearly  one  month’s  delay  before  the  dis- 
trict health  department  was  apprised  of  the 
existence  of  a family  outbreak.  The  more 
we  can  continue  to  advise  each  other  the 
less  frequently  such  errors  are  likely  to 
occur. 
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THE  WOMAN’S  AUXILIARY 

To  the  Medical  Society  of  the  State  of  New  York 


Second  District  Branch  : The 

Woman’s  Auxiliaries  to  the  Medical  Socie- 
ties of  Kings,  Nassau,  Queens,  and  Suffolk 
held  a luncheon  and  ibridge  in  conjunction 
with  the  Annual  Meeting  of  the  Second 
District  Branch  of  the  Medical  Society  of 
the  State  of  New  York  in  the  Garden  City 
Hotel,  Garden  City,  on  November  16.  Our 
President,  Mrs.  Daniel  Swan,  greeted  one 
hundred  twenty-five  auxiliary  members  who 
attended  the  meeting  with  their  husbands. 
During  the  luncheon,  Dr.  William  Groat, 
President  of  the  Medical  Society  of  the 
State  of  New  York,  welcomed  the  doctors 
and  members  of  the  auxiliaries  and  ex- 
pressed his  pleasure  at  seeing  so  many 
present.  Dr.  Terry  Townsend,  President- 
Elect  of  the  State  Medical  Society,  was  in- 
troduced to  the  guests. 

After  the  luncheon  while  the  doctors  at- 
tended lectures  and  scientific  sessions  the 
auxiliary  members  enjoyed  a delightful 
afternoon  of  bridge  arranged  by  Mrs.  James 
M.  Dobbins  and  a committee  of  members 
from  the  four  county  auxiliaries. 

Rockland  County  : Mrs.  J.  C.  Dingman 
was  elected  President  of  the  Woman’s 
Auxiliary  to  the  Medical  Society  of  the 
County  of  Rockland  at  the  meeting  held  in 


the  Nyack  Y.M.C.A.  on  November  18. 
Officers  and  chairmen  of  committees  gave 
their  annual  reports.  In  the  work  of  the 
year  were  two  outstanding  programs  -on 
Health  Education  for  the  public — a lecture 
on  syphilis  given  by  Dr.  Alexander  Selman 
and  a series  of  three  lectures  on  cancer 
sponsored  by  the  Medical  Society  of  the 
County  of  Rockland  with  the  cooperation 
of  the  auxiliary  and  given  by  Dr.  John 
M.  Swan. 

Plans  and  programs  for  the  following 
year  will  be  discussed  at  the  first  meeting 
on  January  17.  Mrs.  Dingman  will  pre- 
side. 

* * * 

Will  each  County  Auxiliary  Presi- 
dent please  send  name  and  address  of  her 
Chairman  of  Press  and  Publicity  to  Mrs. 
Thomas  M.  d’Angelo,  33-46  87th  Street, 
Jackson  Heights,  N.  Y. 

* * * 

Mrs.  Daniel  Swan  and  the  members  of 
her  Executive  Board  extend  to  County 

Auxiliaries  and  to  the  Medical  Society  of 

the  State  of  New  York  best  wishes  for  a 
very  pleasant  holiday  season. 


Book  Review 


Surgical  Diseases  of  the  Mouth  and  Jaws. 

By  Earl  Calvin  Padgett,  M.D.  Octavo  of 
807  pages,  illustrated.  Philadelphia,  W.  B. 
Saunders  Company,  1938.  Cloth,  $10.00. 

This  work  is  outstanding  in  detailing  an 
absolutely  complete  study  of  almost  all  pos- 
sible conditions  and  procedures  to  be  found 
about  the  mouth  and  jaws.  It  would  be  a 
great  asset  to  any  specialist  or  practitioner 
doing  surgery  about  the  head  and  neck. 
Being  written  by  a physician,  the  medico- 
surgical  principals  are  stressed  to  good 
advantage.  Many  of  the  less  frequently 
found  complications  are  detailed.  In  com- 
piling such  a vast  amount  of  material  in  one 
volume  the  print  is  necessarily  smaller  than 
usual,  but  is  clear  and  easy  to  read,  and 
each  page  contains  almost  twice  as  much 
material  due  also  to  small  margins.  Each 
subject  is  treated  completely,  but  only  the 
exact  and  necessary  material  is  included, 
with  no  space-filling  words. 


In  stressing  anatomy  and  pathology  at 
considerable  length,  we  believe  a valuable 
note  is  sounded.  For  one  may  see.  a 
thousand  cases  with  empirical  vision,  and 
still  not  know  the  course  to  follow  unless 
a threshold  is  laid  in  the  basic  sciences  of 
physiology,  histology,  anatomy  and  path- 
ology. The  chapter  on  complications  of 
wounds  is  splendid,  and  if  this  fundamental 
knowledge  is  acquired  one  is  better 
equipped  to  assist  the  patient  make  a com- 
fortable recovery. 

Radiation  has  become  a routine  method 
of  treatment,  and  the  section  on  this  sub- 
ject gives  a groundwork  outline  for  con- 
sideration and  study. 

We  wish  to  compliment  Dr.  Padgett  for 
the  enormous  amount  of  work  and  research 
he  has  put  into  this  volume,  and  hope  the 
knowledge  that  he  has  done  something  well 
will  repay  him. 

George  H.  Dow 
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Medical  News 


Bronx  County 

The  Bronx  County  Medical  Society 
will  celebrate  its  twenty-fifth  anniversary 
on  January  7 with  a dinner  dance  at  the 
Waldorf-Astoria  Hotel  at  which  the  guest 
of  honor  will  be  Dr.  Nathan  B.  Van  Etten, 
its  first  President.  His  many  friends  from 
all  parts  of  the  State  and  Country  will  un- 
doubtedly attend  this  function  and  unite  with 
the  Bronx  County  Medical  Society  in  honor- 
ing Dr.  Van  Etten,  former  President  of  the 
New  York  State  Medical  Society  and  former 
speaker  of  the  House  of  Delegates  of  the 
American  Medical  Association. 

The  topic  of  the  North  Bronx  Medical 
Society  on  November  3 was  abdominal 
pain,  with  these  principal  speakers:  (a) 
Pediatric  Aspects,  Dr.  Joseph  Golornb  (Dis- 
cussion by  Dr.  William  Hinz)  ; (b)  Medical 
Aspects,  Dr.  Samuel  Weiskopf  (Discussion 
by  Dr.  Burrill  B.  Crohn) ; (c)  Surgical 
Aspects,  Dr.  Louis  Sheinman  (Discussion 
by  Dr.  William  Klein)  ; (d)  Urologic  As- 
pects, Dr.  Isidor  Palais  (Discussion  by  Dr. 
Martin  J.  Loeb)  ; (e)  General  Discussion. 

Erie  County 

The  Medical  Society  of  the  County 
of  Erie  listened  to  an  address  at  its  meeting 
on  October  17  by  Mr.  Arthur  J.  Adler, 
Chairman  of  the  Finance  Committee  of  the 
Erie  County  Board  of  Supervisors,  on  “Pub- 
lic Welfare.” 

Dr.  Tracy  Mallory,  of  Boston,  read  a 
paper  on  “Pathology  of  Bronchial  Asthma” 
before  the  Section  of  Pathology  of  the  Buf- 
falo Academy  of  Medicine  on  October  26. 

Kings  County 

Cooperation  in  the  formation  of  a pro- 
posed Co-ordinating  Economic  Council  of 
Brooklyn  to  provide  free  medical  care  by 
private  physicians  to  patients  unable  to  pay 
for  such  treatment  was  voted  by  the  Wil- 
liamsburg Medical  Society  on  October  10. 

A committee  was  appointed  to  work  with 
the  South  Brooklyn  Medical  Society,  pro- 
ponent of  the  plan,  and  other  interested 
agencies,  to  bring  such  a council  into  exist- 
ence. Dr.  Nathan  Slutsky  heads  the  commit- 
tee, which  includes  Dr.  Samuel  Millman, 
secretary  of  the  group. 

Dr.  Tasker  Howard,  professor  of  medi- 
cine at  the  Long  Island  College  of  Medicine, 
spoke  on  his  experiences  with  routine  differ- 
ential blood  counts.  Dr.  Henry  Joachim, 


director  of  medicine  at  Beth  Moses  Hospital, 
and  Dr.  Simon  R.  Blatteis,  director  of  medi- 
cine at  the  Jewish  Hospital,  also  spoke.  Dr. 
Harry  Mandelbaum  presided. 

Monroe  County 

Dr.  Foster  Kennedy,  of  the  Cornell  Uni- 
versity Medical  School,  read  a paper  on 
“The  Organic  Background  of  Mind”  be- 
fore the  Medical  Society  of  the  County  of 
Monroe  on  Monday  afternoon,  October  10. 
At  the  evening  session  Dr.  Frederic  E. 
Elliott,  Secretary-Treasurer  of  the  Asso- 
ciated Medical  Service  of  New  York,  spoke 
on  “Medical  Expense  Indemnity  Insurance,” 
and  the  report  of  a special  committee  favor- 
ing such  insurance  was  approved  and  re- 
ferred to  the  governing  board  for  further 
action. 

New  York  County 

The  Commission  for  Study  of  Crippled 
Children,  recently  appointed  by  Mayor 
LaGuardia,  is  preparing  to  make  a complete 
register  of  every  crippled  child  in  the  City 
of  New  York.  Physicians  will  be  called 
upon  to  cooperate. 

A special  form  (Form  60)  will  be  fur- 
nished by  the  Society  or  the  Commission, 
located  at  303  Ninth  Ave.,  on  which  physi- 
cians will  be  asked  to  report  the  name  of 
every  crippled  child  with  whom  they  come 
in  contact,  and  to  record  the  diagnosis  of  the 
crippling  condition  and  the  part  of  the  body 
affected. 

It  is  hoped  that  through  such  a study, 
every  crippled  child  will  be  assured  of  medi- 
cal and  orthopedic  care,  by  placing  re- 
sponsibility on  the  parents. 

Dr.  John  A.  Harris,  well  known  as  a 
crusader  for  street  safety  in  New  York 
City,  died  on  October  11,  aged  sixty-three. 

Niagara  County 

The  program  for  the  meeting  of  the 
Medical  Society  of  the  County  of  Niagara 
on  October  11  in  Lockport  was  featured  by 
a symposium  on  tuberculosis. 

The  speakers  and  their  subjects  follow: 
Dr.  Clyde  W.  George,  “Diagnosis  in  Gen- 
eral Practice”;  Dr.  Nelson  W.  Strohm,  “The 
Operation  of  a Diagnostic  Clinic”;  Dr. 
Harry  N.  Kenwell,  “The  Surgical  Treat- 
ment of  Tuberculosis”;  Dr.  Arthur  N. 
Aitken,  “Rehabilitation  of  Tuberculosis  Pa- 
tients.” 
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Oneida  County 

The  Oneida  County  Medical  Society 
voted  its  endorsement  of  the  proposal  to 
have  the  state  establish  a cancer  clinic  in 
Utica  or  elsewhere  in  Oneida  County  at  a 
meeting  on  October  11. 

The  society  met  at  Marcy  State  Hospital 
for  a program  on  mental  diseases  presented 
by  Dr.  William  W.  Wright  and  his  medical 
staff.  Discussions  were  illustrated  by  pa- 
tients at  the  institution. 

The  Utica  Medical  Club  has  adopted  a 
resolution  declaring  the  recent  traffic  and 
speeding  privileges  granted  to  physicians 
“unnecessary,”  as  “the  demand  for  exces- 
sive speed  ...  is  so  infrequent  as  to  require 
no  special  consideration.” 

Onondaga  County 

The  A.M.A.  medical  survey  is  on  in 
Onondaga  County.  Dr.  O.  W.  H.  Mitchell, 
chairman  of  the  Medical  Survey  Committee 
of  the  State  Society,  and  president  of  the 
Onondaga  County  Medical  Society,  has  ap- 
pointed an  able  survey  committee,  with 
Dr.  Earle  E.  Mack  as  chairman. 

The  Medical  Education  Committee  of 
Onondaga  County  Medical  Society  is  ar- 
ranging courses  in  medical  instruction  simi- 
lar to  the  three  courses  arranged  so  success- 
fully last  spring.  Any  course  of  interest 
for  which  there  is  sufficient  demand  will  be 
arranged. 

The  interest  in  the  Obstetrical  Society 
in  Syracuse  hospitals  is  on  the  rapid  rise. 
This  is  a new  organization  and  promises  to 
have  considerable  influence  in  lowering 
maternal  death  rates. 

The  Medical  Secretaries  Society, 
formed  last  spring,  has  established  a clearing 
house  for  the  physicians  of  Onondaga 
County  needing  a new  secretary.  The  So- 
ciety has  undertaken  this  task  with  the  idea 
of  securing  competent  secretaries  for  those 
physicians  requesting  this  service. 

Ontario  County 

Dr.  G.  W.  Hawk  of  the  Guthrie  Clinic, 
Robert  Packer  Hospital,  Sayre,  Pa.,  was  the 
guest  speaker  at  the  meeting  of  the  Geneva 
Academy  of  Medicine  on  October  20,  at 
the  Geneva  Country  Club.  Dr.  Hawk’s  sub- 
ject was  “The  Management  of  a Few  Acute 
Abdominal  Emergencies.” 

Dr.  Leon  E.  Sutton  discussed  “Skin 
Grafting  in  the  Treatment  of  Burns”  on 
October  13,  at  a monthly  meeting  of  the 
Canandaigua  Medical  Society  at  Wenna 
Kenna.  Dr.  F.  C.  McClellan  was  host  to 
sixteen. 


Orange  County 

State  Medical  Society  officers  spoke  at 
the  dinner  meeting  of  the  Orange  County 
Medical  Society  at  Hotel  Thayer,  West 
Point,  on  October  11. 

Greetings  from  the  State  Society  were  ex- 
tended by  Dr.  T.  M.  Townsend,  president- 
elect; Dr.  James  Lawrence,  executive  officer, 
and  Dr.  Peter  Irving,  secretary  and  general 
manager. 

“I  am  very  optimistic  about  the  status  of 
the  profession.  All  the  foundations  upon 
which  the  profession  has  been  built  will  not 
be  put  aside  by  any  political  organization,” 
said  Dr.  Townsend. 

He  added  that  he  “is  awfully  optimistic 
that  something  is  going  to  happen,  and  that 
when  it  does  it  will  not  be  to  our  detri- 
ment.” 

Dr.  Irving  also  spoke  in  optimistic  tones. 
He  declared  that  the  recent  special  meeting 
of  the  American  Medical  Association  in 
Chicago  has  “now  filled  the  gap  in  our  pro- 
gram,” which  he  said  favors : ( 1 ) Payment 
by  community  for  care  given  indigents. 
(2)  Use  of  existing  beds  before  building 
new  hospitals,  even  if  necessary,  the  com- 
munity to  pay  for  indigents  put  there. 

Queens  County 

The  program  of  the  Medical  Society  of 
the  County  of  Queens  on  October  25  in- 
cluded: “Syphilis  in  Pregnancy,”  by  Alfred 
C.  Beck,  M.D.,  Professor  of  Obstetrics 
and  Gynecology  at  the  Long  Island  College 
of  Medicine  and  a Report  of  the  Activities 
of  the  Maternal  Welfare  Committee  by 
Edward  A.  Flemming,  M.D.,  Chairman. 

Contrary  to  Popular  Opinion,  jitter- 
bugs do  think  as  they  gallop  through  their 
terpsichorean  endeavors.  For  dancing,  ac- 
cording to  Dr.  Foster  Kennedy,  chief  neurol- 
ogist at  Bellevue  Hospital,  is  the  marriage 
of  mind  and  body,  and  not — as  many  believe 
— what  happens  when  the  mind  leaves  the 
body. 

Dr.  Kennedy  made  this  assertion  on  Sep- 
tember 24,  before  a meeting  of  the  Queens 
County  Medical  Society. 

“Did  you  ever  think  why  we  dance  and 
why  we  like  it?”  Dr.  Kennedy  asked.  “An- 
thropologists tell  us  dancing  is  a form  of 
adoration  and  worship.  Psychologists,  those 
gentlemen  on  the  outskirts  of  Vienna,  call  it 
a form  of  sexual  symbolism  or,  in  other 
words,  sex  on  the  half  shell. 

“Physiologically,  dancing  is  a fusion  of 
the  hearing  and  balancing  nerves.  It  is  not 
a matter  of  the  mind  disembodied.  It  is 
mind  into  body.” 


Hospital  News 


Bellevue’s  Treatment  for  Alcoholic  Deleria 


A METHOD  OF  TREATING  VICTIMS  of  alcO- 
holic  deleria  and  other  “excited  and  dis- 
turbed mental  patients”  by  giving  them 
common  table  salt  and  orange  juice  was 
described  in  a report  recently  by  Dr.  Karl 
M.  Bowman,  director  of  the  division  of 
psychiatry  at  Bellevue  Hospital. 

The  method  has  been  in  used  at  Bellevue 
since  March  1937,  Dr.  Bowman  said  in 
releasing  figures  which  showed  that  the 
treatment  reduced  materially  the  death  rate 
of  patients  suffering  from  alcoholic  deleria. 
For  six  months  before  use  of  the  new 
treatment,  Dr.  Bowman  explained,  he  and 
Dr.  Sylvan  Keiser,  also  of  the  psychiatric 
division  at  Bellevue,  noted  “ninety-two  cases 
of  alcoholic  deleria,  with  sixteen  deaths 
due  to  alcoholism,  a mortality  rate  of  17.3 
per  cent.” 

“During  the  following  seven  months,  how- 
ever,” according  to  the  report,  “all  alcoholic 
cases  in  the  disturbed  ward  were  treated 
with  salt  capsules  and  orange  juice.  In 
thirty-seven  eases  of  delirium  there  were 
three  deaths  due  to  alcoholism.  This  gives 
us  a percentage  of  8.1  deaths  in  contrast  to 
the  previous  17.3.” 

Also  Helpful  in  Other  Cases 

Dr.  Bowman  said  use  of  the  treatment 
also  brought  important  results  in  other 
psychotic  cases,  such  as  schizophrenia, 


manic  depressive  psychosis  and  general 
paresis. 

In  reporting  on  the  research  done  by 
himself  and  Dr.  Keiser,  Dr.  Bowman  said: 

“It  is  our  belief  that  certain  conditions 
are  common  to  all  markedly  disturbed  pa- 
tients, regardless  of  the  type  of  mental  ill- 
ness. We  think  that  much  of  the  patients’ 
disturbed  behavior  results  from  a disturb- 
ance in  the  water  metabolism,  that  there 
is  dehydration  in  all  of  these  patients  and 
that  fever,  when  not  based  on  an  obvious 
physical  disease,  is  due  to  dehydration.” 

Among  victims  of  alcoholic  deleria  treated 
with  salt  and  orange  juice,  Dr.  Bowman 
said,  were  some  whose  temperature  reached 
106°.  The  death  rate  of  patients,  other  than 
alcoholic,  who  were  treated  with  the  new 
method  was  also  reduced  markedly,  he  said. 

In  treating  patients,  according  to  the  re- 
port, the  hospital  gives  them  forced  fluids, 
mainly  orange  juice,  and  the  salt  capsules. 
Two  capsules  of  one  gram  each  are  given 
every  four  hours  for  the  first  day. 

The  report  was  entitled  “The  Use  of 
Sodium  Chloride  and  Hypertonic  Intra- 
venous Saline  in  the  Treatment  of  Dis- 
turbed Patients.” 

The  psychiatrists  said  that  before  start- 
ing the  new  treatment  they  had  observed 
that  heat-stroke  cases  among  miners  and 
steel  workers  were  treated  with  salt,  and 
that  salt  also  was  used  in  treating  cramps. 


Improvements 


The  New  York  City  Department  of 
Hospitals  has  asked  for  $47,011,737  for  new 
projects  for  next  year.  The  largest  of  the 
requests  was  for  $6,500,000  for  the  pro- 
posed Chronic  Hospital  on  Welfare  Is- 
land, which  will  be  planned  to  provide  1,000 
beds  for  chronic  disease  patients.  Dr.  S.  S. 
Goldwater,  commissioner  of  the  department, 
estimated  it  would  take  three  years  and 
eight  months  to  complete  the  building.  He 
asked  for  $450,000  to  start  in  1939  and  the 
balance  to  be  appropriated  during  a six- 
year  period. 

Also  included  in  Dr.  Goldwater’s  re- 
quests was  $5,150,000  for  a new  Queens 
General  Hospital ; $4,900,000  for  a new 


Bronx  General  Hospital ; $2,695,000  for  a 
Cancer  Hospital  on  Welfare  Island;  $5,- 
400,000  for  a new  Brooklyn  General  Hos- 
pital, and  $4,900,000  for  a tubercular  and 
contagious  disease  hospital  in  the  Bronx. 

Dedication  ceremonies  starting  Novem- 
ber 6 for  two  new  Catholic  hospitals  and 
a new  wing  of  a third  in  the  New  York 
Archdiocese,  at  which  Cardinal  Hayes  had 
planned  to  preside,  mark  a high  spot  in 
a hospital  program  started  by  the  late  Car- 
dinal with  the  organization  of  New  York 
Catholic  Charities  eighteen  years  ago. 

Right  Reverend  Monsignor  Michael  J. 
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Lavelle,  P.  A.,  rector  of  the  Cathedral, 
presided  at  the  dedication  of  Frances 
Schervier  Hospital  for  the  Aged,  227th 
Street  and  Independence  Avenue,  the 
Bronx,  on  November  6. 

The  Good  Samaritan  Hospital,  at  Suf- 
fern,  and  an  important  wing  at  St.  Clare’s 
Hospital,  415  West  51st  St.,  Manhattan, 
complete  the  cycle. 

These,  with  a new  hospital  at  Warwick, 
in  Orange  County,  for  which  the  corner- 
stone was  laid  on  September  22,  repre- 
sent a total  outlay  for  hospital  construction 
of  more  than  $1,800,000  and  a bed  capa- 
city for  679  patients. 

Pressure  of  protests  from  the  Veterans 
Administration  and  various  veterans’  or- 
ganizations is  believed  responsible  for  the 
reinstatement  of  an  allotment  of  $2,045,000 
for  an  addition  to  the  U.  S.  Veterans  Base 
Hospital,  No.  81,  Sedgwick  and  University 
Aves.,  New  York  City,  as  announced  in 
Washington  by  the  PWA. 

The  original  appropriation,  made  several 
months  ago,  was  cancelled  by  Public  Works 
Administrator  Ickes,  along  with  a number 
of  other  veterans’  hospital  allotments,  on 
the  ground  that  construction  of  the  projects 
would  be  “unduly  delayed.” 

When  officials  of  the  Veterans  Adminis- 
tration protested  to  the  White  House  and 
also  advised  the  PWA  that  it  was  in  a 
position  to  expedite  the  construction  of  the 
badly-needed  buildings,  machinery  was  set 
in  motion  to  restore  the  grant. 

Newsy 

A proposal  which  it  is  believed  would 
save  Rochester  Hospitals  some  $132,700  a 
year  has  been  made  to  the  Community 
Chest  by  the  Institute  of  Public  Adminis- 
tration of  New  York.  The  plan  includes 
centralization  of  ambulance  and  emergency 
services,  hospital  repair  and  maintenance, 
accounting,  personnel,  purchasing,  and 
other  activities.  It  might  even  include  con- 
solidating all  nursing  training  schools  into 
one  institution,  possibly  under  direction 
of  the  University  of  Rochester,  according 
to  a Rochester  newspaper. 

The  report  of  the  Institute  was  made 
only  after  a long  and  detailed  study  by 
Dr.  Carl  E.  McCombs  who  knows  the  Roch- 
ester situation  intimately. 


Plans  for  a campaign  for  the  construc- 
tion of  a new  county  hospital,  with  facili- 
ties for  the  care  of  convalescent,  infirm, 
chronic  and  incurable  patients,  are  an- 
nounced by  officials  of  the  Nassau  County 
Medical  Society.  Contending  that  such 
patients  should  not  be  using  the  beds  of 
the  county’s  overcrowded  general  hospi- 
tals, Dr.  Louis  H.  Bauer,  president  of  the 
society,  urged  that  “immediate  steps”  be 
taken  toward  the  establishment  of  a separate 
institution  for  their  special  care. 

Dr.  Bauer  also  urged  that  county  funds 
be  provided  through  the  Department  of  Pub- 
lic Welfare  for  the  home  care  of  patients 
eligible  for  admission  to  charity  wards  but 
not  requiring  active  treatment.  Both  de- 
mands were  based  on  the  fact  that  there  are 
only  about  600  hospital  beds  in  the  county 
and  these  are  always  filled.  For  the  county’s 
population,  there  should  be  1,350  beds, 
according  to  medical  authorities. 

The  new  hospital  for  the  sick  and 
infirm  inmates  of  the  Warschauer  Hayn 
Salomon  Home  for  the  Aged,  136  Second 
Avenue,  adjacent  to  the  home  of  43  St. 
Mark’s  Place,  New  York  City,  was  dedi- 
cated with  the  laying  of  the  cornerstone 
of  the  new  building  on  October  2. 

The  six-story  structure  will  be  completed 
at  a total  cost  of  $145,000,  and  it  is  ex- 
pected that  the  formal  opening  would  be  on 
November  13.  The  building  will  have  250 
beds,  fully  equipped  hospital  facilities,  and 
a full  staff  of  physicians  and  nurses. 

Notes 

Mental  hospitals  account  for  more 
than  half  the  hospital  beds  in  this  country, 
but  forty-seven  times  as  many  patients  are 
admitted  to  hospitals  of  other  types. — 
William  D.  Cutter,  M.D.,  “Where  Are  Our 
Hospitals  ?” 

Funds  to  provide  “iron  lungs”  for 
three  hospitals  in  Troy  and  one  for  the 
Hoosick  Falls  Health  Center  have  been 
raised  by  the  “Hot  Stove  League”  of  that 
city.  There  was  no  personal  solicitation 
and  no  very  large  gifts,  but  “hundreds  of 
small  ones — pennies,  nickels,  dimes  and 
quarters,  coming  from  school  children  in 
all  sections  of  the  city  and  county.” 


Books 


The  Biology  of  Pneumococcus.  The  Bac- 
teriological, Biochemical,  and  Immunological 
Characters  and  Activities  of  Diplococcus 
Pneumoniae.  By  Benjamin  White,  Ph.D. 
Octavo  of  799  pages.  New  York,  The  Com- 
monwealth Fund,  1938.  Cloth,  $4.50. 

At  first  sight  a book  of  799  pages  dealing 
exclusively  with  the  biology  of  the  pneu- 
mococcus may  appear  to  be  a distressing 
symptom  of  specialization  in  medicine.  After 
having  gone  through  the  book  the  reader, 
however,  realizes  the  justification  for  such 
a comprehensive  presentation  of  the  subject. 
It  so  happens  that  many  of  the  fundamental 
problems  of  modern  bacteriology  are  dealt 
with  in  investigations  on  the  pneumococcus. 
Bacterial  dissociation,  the  chemistry  of  bac- 
terial antigens,  the  quantitative  relations 
between  antigen  and  antibody,  many  general 
problems  of  immunity  and  bacterial  allergy, 
as  well  as  the  practical  subject  of  serum 
treatment  of  pneumonia  are  dealt  with  in 
the  book.  The  large  number  of  references 
(1593)  attests  to  the  thoroughness  and  com- 
pleteness of  the  presentation.  The  latter 
is  clear,  critical  and  interesting  by  virtue  of 
a complete  historical  review  accompanying 
each  individual  subject.  The  book  is  much 
more  than  a presentation  of  the  biology 
of  the  pneumococcus ; it  is  a review  of  some 
of  the  most  fascinating  problems  in  bacteri- 
ology and  immunology. 

Ulrich  Friedemann 

Hernia.  Anatomy,  Etiology,  Symptoms, 
Diagnosis,  Differential  Diagnosis,  Prog- 
nosis, and  the  Operative  and  Injection 
Treatment.  By  Leigh  F.  Watson,  M.D. 
Second  edition.  Quarto  of  591  pages,  illus- 
trated. St.  Louis,  The  C.  V.  Mosby  Com- 
pany, 1938.  Cloth,  $7.50. 

This  second  edition  is  a comprehensive 
treatise.  The  purpose  of  the  first  edition 
was  to  present  the  entire  subject  of  hernia, 
beginning  with  history  and  ending  with 
prognosis.  As  such,  the  second  is  com- 
mendable, comprehensive  and  complete.  The 
author  is  to  be  commended  for  the  thorough- 
ness with  which  he  has  covered  each  sub- 
title in  his  contents. 

The  object  of  the  second  edition  was  to 
include  in  the  volume  the  modern  injection 
method  for  the  treatment  of  reducible 
hernia.  The  author  elaborates  all  the  details 
of  this  method  of  treatment,  and  pleads  the 
cause  of  the  newer  method  with  an  enthusi- 
asm which  may  not  be  warranted  by  the 
experience  of  others.  The  author  states 
“The  following  states  permit  the  employee 
a choice  between  the  radical  operation  and 
the  injection  treatment  for  the  cure  of  his 


hernia”.  In  the  group  of  states  enumerated 
he  names  New  York.  In  the  April  1938 
issue  of  the  “Bulletin  of  the  Medical  Society 
of  the  County  of  Kings,”  page  78,  appears 
the  following  statement:  “in  view  of  the 

experimental  nature  of  the  injection  method 
of  treatment  . . . written  authorization 
should  be  given  for  the  injection  treat- 
ment”. Also  under  the  date  of  February  25, 
1938,  the  U.  S.  Employees’  Compensation 
Commission  issued  an  order  to  the  effect 
that  “no  treatment  of  hernia  by  the  injec- 
tion method  is  authorized  and  that  such 
treatment  will  not  be  paid  for.” 

While  this  new  method  of  treatment  may 
be  the  pioneer  work  which  will  eventually 
be  accepted,  at  the  present  time,  the  enthusi- 
astic claims  of  the  author  are  not  borne  out 
by  experience  in  the  literature. 

Despite  this  controversial  point,  the  book 
is  well  worthwhile  and  should  enjoy  a 
deserved  popularity.  Robert  F.  Barber 

Textbook  of  Experimental  Surgery.  By 

J.  Markowitz,  M.B.  Octavo  of  527  pages, 
illustrated.  Baltimore,  William  Wood  & 
Company,  1937.  Cloth,  $7.00. 

This  is  a textbook  of  experimental  opera- 
tions on  animals  which  have  a direct  coun- 
terpart in  human  surgery  or  else  have  a 
definite  bearing  on  the  acquisition  of  a 
finished  technic  in  operations  on  man.  The 
basis  of  all  this  experimental  work,  accord- 
ing to  the  author,  is  a thorough  knowledge 
of  physiology,  and  it  is  upon  this  premise 
that  his  definitions  and  descriptions  are 
founded.  The  author  develops  his  thesis  in 
Chapter  1 “Introductory  Remarks,”  which 
is  a most  scholarly  and  instructive  pre- 
sentation of  his  viewpoint.  It  is  hoped 
that  all  those  who  read  the  book  will  take 
ample  time  to  consider  this  chapter  care- 
fully, both  for  the  information  to  be  found 
therein  and  for  the  inspiration  of  its  classical 
description  and  discussion. 

Whether  such  a book  must  be  a necessary 
part  of  the  library  of  the  practicing  surgeon 
is  questionable,  inasmuch  as  its  discussions 
are  experimental  rather  than  clinical.  If, 
however,  one  is  convinced  of  the  value  of 
a physiological  basis  for  surgery  rather  than 
a pathological  or  anatomical  one,  then  even 
the  surgeon  will  find  much  of  interest  and 
instruction  in  this  book. 

Joseph  Raphael 

Actinomycosis.  By  Zachary  Cope,  M.D. 
Octavo  of  248  pages,  illustrated.  New  York, 
Oxford  University  Press,  1938.  Cloth. 

This  book  contains  a wealth  of  knowledge. 
It  brings  out  the  fact  that  actinomycosis 
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is  not  a rare  disease  in  either  man  or 
cattle,  and  exists  in  every  country. 

It  contains  fifty-two  excellent  illustrations 
and  eight  color  plates.  The  bibliography  is 
most  complete  and  so  arranged  that  the 
general  reader  or  the  specialist  may  easily 
consult  these  references. 

The  author  has  given  a thorough  and 
interesting  history  along  with  the  biolog- 
ical characteristics  and  clinical  pathology 
of  actinomycosis.  _ 

George  H.  Hopson 

A Textbook  of  the  Practice  of  Medicine. 

By  Various  Authors.  Edited  by  Frederick 
W.  Price,  M.D.  Fifth  edition.  Octavo  of 
2038  pages,  illustrated.  New  York,  Oxford 
University  Press,  1937.  Cloth,  $12.50. 

The  popularity  of  this  Textbook  of  Medi- 
cine is  evidenced  by  the  demand  for  a fifth 
edition  four  years  after  the  previous  one. 
The  first  edition  appeared  in  1922.  Recent 
progress  of  internal  medicine  can  be  gauged 
by  the  fact  that  this  new  edition  contains 
rewritten  articles  on  eleven  diseases.  Thirty- 
eight  articles  have  been  partly  rewritten  and 
a number  of  entirely  new  ones  added.  Newer 
methods  of  treatment  and  newer  tests  are 
included.  One  questions  the  advisability  of 
including  a chapter  of  one  hundred  pages 
on  Diseases  of  the  Skin.  This  is  followed 
by  chapters  on  Diseases  of  the  Nervous 
System  and  Psychological  Medicine  consum- 
ing a little  less  than  one  fourth  of  the 
entire  book.  Why  include  in  a textbook  on 
internal  medicine  the  specialties?  These 
have  their  separate  texts,  their  separate 
staffs,  their  separate  clinics.  In  a textbook 
of  a former  generation  there  was  some  jus- 
tification for  this  custom.  To  devote  100 
pages  to  a discussion  of  many  diseases  of 
the  skin  without  one  illustration  detracts 
considerably  from  its  value ; this  same  com- 
ment applies  to  the  chapters  on  Diseases  of 
the  Nervous  System,  one  illustration  is  all 
the  aid  offered. 

The  book  in  general  possesses  the  quality 
quite  characteristic  of  English  texts  in  that 
it  is  very  readable.  A 1937  edition  of  a 
Textbook  of  Medicine  should  contain  more 
than  the  statement,  in  a discussion  of  the 
types  of  pneumococci,  that  “recent  research 
is  further  subdividing  group  IV  into  bac- 
teriologically  different  types.” 

The  chapter  on  Electrocardiography  is  of 
unusual  excellence  and  profusely  illustrated. 
A most  complete  index  of  150  pages  makes 
reference  to  any  phase  of  a subject  a sim- 
ple matter. 


The  reviewer  still  condemns  the  prevailing 
tendency  to  make  textbooks  cumbersome 
and  unwieldly — in  this  instance  over  2,000 
pages.  The  student  of  medicine  in  this 
country  should  have  at  his  elbow  for  ready 
reference  another  textbook,  preferably  a for- 
eign publication  like  this  one,  that  he  might 
benefit  from  the  different  point  of  view  often 
presented. 

Solomon  R.  Blatteis 

Lectures  on  the  Epidemiology  and  Con- 
trol of  Syphilis,  Tuberculosis,  and  Whooping 
Cough,  and  Other  Aspects  of  Infectious  Dis- 
ease. By  Thorvald  Madsen,  M.D.  Octavo 
of  216  pages,  illustrated.  Baltimore,  Wil- 
liams & Wilkins  Company,  1937.  Cloth, 
$3.00. 

Dr.  Madsen’s  book  is  composed  of  five 
lectures,  to  each  of  which  a chapter  is 
devoted.  In  the  first  chapter  the  author 
describes  the  history  of  the  development  of 
the  remarkably  efficient  public  health  con- 
trol of  syphilis  in  Denmark.  Madsen  shows 
clearly  how  well  that  country  has  succeeded 
in  centralizing  and  correlating  her  public 
health  service  in  the  cause  of  venereal  dis- 
ease control.  Serodiagnostic  facilities  are 
linked  with  the  bureau  of  syphilitic  registra- 
tion. Treatment  is  free  but  obligatory  for  all 
syphilitic  patients  in  an  infectious  stage. 
Penalties  exist  for  the  transmission  of  this 
venereal  disease. 

In  the  third  chapter  is  reviewed  the  his- 
tory of  the  development  of  the  campaign  for 
eradication  of  tuberculosis  in  Denmark. 
Particularly  impressive  are  the  several 
phases  of  this  campaign  in  which  Denmark 
has  led  the  way.  The  importance  and  sig- 
nificance of  the  positive  tuberculin  reaction 
as  an  indication  not  only  of  infection,  but 
of  later  resistance  to  tuberculosis  is  stressed, 
as  is  also  the  practical  application  of  Cal- 
inette-Guerin  vaccination.  The  fifth  chapter 
contains  a description  of  the  modern  status 
of  the  epidemiology,  bacteriology,  diagnosis 
and  prophylaxis  of  whooping  cough.  As  to 
the  remaining  two  chapters,  one  is  devoted 
to  the  mechanism  of  bacterial  infection  and 
the  other  to  the  influence  of  seasons  on  in- 
fections. Both  of  these  lectures  contain 
much  of  interest. 

It  is  unusual  to  review  a book  such  as  this 
in  which  the  author  has  been  one  of  the 
originators  of  the  epoch-making  advances 
and  additions  to  medical  knowledge,  his 
own  part  in  which  he  so  modestly  describes. 

Joseph  C.  Regan 
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Immunize  now  for  effective  control  of 


IVY  DERMATITIS 

Plans  for  spending  summer  vacations  outdoors  or  at  summer 
camps  should  include  preliminary  prophylactic  administration 
of  Poison  Ivy  Extract  to  avoid  the  risk  of  much  misery  and 
spoiled  vacations  from  ivy  poisoning. 

Experience  has  shown  that  two  small  injections  (i  cc.  each) 
of  “Poison  Ivy  Extract  Lederle ” administered  a week  or  two 
apart,  confer  a marked  degree  of  protection  in  a high  percentage 
of  cases  against  the  distressing  dermatitis  which  follows  the  usual 
casual,  accidental  contact  with  Poison  Ivy.  This  protection 
should  suffice  to  immunize  the  individual  for  the  entire  season. 

In  the  treatment  of  ivy  poisoning,  “Poison  Ivy  Extract  Lederle'' 
has  at  times  performed  most  spectacularly.  A single  injection 
often  gives  marked  relief  within  24  to  48  hours.  A second 
injection  24  hours  later  may  be  required;  this  has  an  added 
value  in  its  probable  preventive  effect  in  case  of  later  exposure. 
A third  injection  is  rarely  necessary. 


Chart  shown  at  left  covers  a 6-week  period 
following  the  first  prophylactic  dose.  One 
hundred  and  thirty  men  were  divided  into 
three  groups:  A,  B,  C.  All  intermingled  in 
their  work  in  clearing  ivy-infested  areas. 
Group  C received  no  previous  injections. 

Group  A received  four  weekly  injections  of  1 12 
regular  dose  of  “Poison  Ivy  Extract  Lederle  " 
Group  B received  four  weekly  injections  of  tlie 
regular  doseof  “Poisonlvy  Extract  Lederle.” 

The  shaded  areas  represent  the  number  of 
exposed  men  affected  with  ivy  dermatitis  in 
the  6-week  period. 


POISON  IVY  EXTRACT 

£>edecle 

is  stable,  reliable  and  economical 
Packages: 

2 syringes  ( 1 cc.  each) 

1 syringe  (1  cc.) 
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These  Children 


AS  WELL  AS  THOUSANDS  OF  OTHERS 
HAVE  BEEN  VACCINATED  WITH 

SMALLPOX  VACCINE- 
NATIONAL 

1.  Gives  a high  percentage  of  "takes"  in  primary  vac- 
cinations. 

2.  Potency  and  clinical  tests  are  made  to  insure  an  active 
and  satisfactory  vaccine. 

3.  Bacteriologic  examinations  are  made  to  determine  the 
absence  of  pathogenic  organisms. 

KEEP  SMALLPOX  VACCINE  COLD.  Every  package  of  Smallpox 
Vaccine  (National)  sent  from  the  laboratories  contains  DRY  ICE.  This 
safeguards  potency  until  its  arrival  at  your  office. 
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THE  NATIONAL  DRUG  COMPANY 

PHILADELPHIA,  U.S.A. 


m-FOR  INFANTS  DEPRIVED  OF  BREAST  MILK 


When  diluted  according  to  directions,  S.M.A. 
closely  resembles  human  milk,  NOT  ONLY  in 
the  percentages  of  protein,  fat,  carbohydrate  and 
ash,  BUT  ALSO  in  the  chemical  constants  and  in 
properties. 

When  fed  to  infants  as  a supplement,  com- 
or  as  a complete  substitute  for  breast 
milk,  S.M.A.  consistently  produces  excellent 
nutritional  results  comparable  to  those  obtained 
with  normal  breast-fed  infants. 


The  quick,  easy  method  of  preparing  S.M.A. 
feedings  is  unusually  simple.  A Minute  Mix 
Method  Set  together  with  complete  directions 
will  be  sent  Free  to  physicians  on  request. 


is  a food  Jor  infants  . . . derivedjrom  tuberculin  tested  cows'  milk,  the  fat  of  which  is  replaced  by  animal  and 
vegetable  fats  including  biologically  tested  cod  liver  oil:  with  the  addition  of  milk  sugar  and  potassium  chloride: 
altogether  forming  an  antirachitic  food.  When  diluted  according  to  directions,  it  is  essentially  similar  to  human 
milk  in  percentages  of  protein,  fat,  carbohydrate  and  ash,  in  chemical  constants  and  in  physical  properties. 


S.M.A.  CORPORATION  • 8100  McCORMICK  BOULEVARD  • CHICAGO,  ILLINOIS 
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Exercise  is  an  important  factor  in  the 
treatment  of  constipation.  Of  equal  im- 
portance are  suitable  diet  and  a regular 
habit  time  for  bowel  movement,  which 
under  the  present  mode  of  living,  are 
often  difficult  to  enforce. 

For  the  patient  who  is  unable  to  exer- 
cise or  adhere  to  a suitable  diet  a regular 


bowel  movement  may  be  brought  about 
and  maintained  with  Petrolagar.  It  assists 
in  establishing  a regular  bowel  move- 
ment because  it  mixes  intimately  with  the 
feces  to  form  a soft,  easily  passed  stool. 

Petrolagar  is  prepared  in  five  types  for 
choice  of  medication  ....  Petrolagar 
Laboratories,  Inc.  • Chicago,  Illinois. 


V 


COLL 


UBRMYOTTffl  . 

ijCP.  C7  PHYSICIAN* 


Qf.  PHILADELPHIA 


i 


■ 


This  Book  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice 
will  be  sent*  Requests  for  renewals  must 
be  made  on  or  before  the  date  of  expiration. 


DUE 

RETURNED 

OCT  3 0 1939 

UUI  24  1339 

m 1 1 1940 

JUN  17  1940 

NOM 

NOV  1 9 1943 
UCi  0 ,346 

SEP  2 2 1958 

APR  4 19B3 

SEP  24  1971 

A fine  of  twenty^five  cents  will  be  charged  for 
each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 


